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MEDICAL EXAMINING BOARD 
Room 121A, 1400 E. Washington Avenue, Madison 

Contact Tom Ryan (608) 261-2378 
September 18, 2013 

The following agenda describes the issues that the Board plans to consider at the meeting.  At 
the time of the meeting, items may be removed from the agenda.  Please consult the meeting 

minutes for a record of the actions of the Board. 

AGENDA 

8:00 A.M. 

OPEN SESSION – CALL TO ORDER – ROLL CALL 

A. Adoption of Agenda (1-6) 

B. Adoption of Minutes 
1) August 14, 2013 (7-12) 
2) August 23, 2013 (13-14) 
3) August 30, 2013 (15-16) 

C. 8:05 A.M. APPEARANCE – Attorney Arthur Thexton – DLSC Presentation of 
Petition for Summary Suspension in Case Number 12 MED 263, Jerry N. Yee, DO 
(17-40) 

D. 8:15 A.M. APPEARANCE – AttorneyArthur Thexton - DLSC: Presentation of 
Petition for Summary Suspension in Case Number 13 MED 229, Kent Gregory 
Brockmann, MD (41-108) 

E. Legislative and Administrative Rule Matters – Discussion and Consideration 
1) MED 1.02 Relating to Diploma Copy Requirements (109-114) 
2) MED 8 - Review of CR 12-005 for Approval and Submission to the Legislature 

(115-126) 
3) MED 10 Update – Review of CR 13-008 (127-128) 
4) Wis. Admin. Code POD 1.02 and POD 7 Relating to Podiatric X-Ray Assistants – 

Review and Comment for Recommendation to Podiatry Affiliated Credentialing 
Board (129-134) 

5) Position Statements Related to Physicians – Board Review (135-140) 
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F. Prescription Drug Monitoring Program Powerpoint Presentation – Chad Zadrazil 

G. Fall Newsletter – Discussion (141-142) 

H. Speaking Engagements 
1) 2013 Wisconsin Radiological Society – Recent Changes to MED 10 and Licensing 

Updates (143-144) 
2) Speaking request – Kenneth Simons - MCW-Marquette Alumni Meeting – February 

25, 2014 – Board Consideration 

I. FSMB Matters – Discussion and Consideration 
1) FSMB Member Visit (145-148) 
2) FSMB Nominations/Endorsement (149-164) 

J. Informational Items – Discussion and Consideration 
1) Maintenance of Licensure (165-168) 
2) State Medical Boards – Problem of Unnecessary Care and Treatment (169-178) 

K. Screening Panel Report 

L. Items Added After Preparation of Agenda: 
1. Introductions, Announcements and Recognition 
2. Executive Director Matters 
3. Education and Examination Matters 
4. Credentialing Matters 
5. Practice Matters 
6. Disciplinary Matters 
7. Legislation/Administrative Rule Matters 
8. Informational Items 
9. Presentation of Proposed Stipulation(s), Final Decision(s) and Order(s) 
10. Presentation of Proposed Decision(s) 
11. Presentation of Interim Order(s) 
12. Petitions for Re-Hearing 
13. Petitions for Summary Suspension 
14. Petitions for Assessments 
15. Petitions to Vacate Orders 
16. Petitions for Designation of Hearing Examiner 
17. Requests for Disciplinary Proceeding Presentations 
18. Motions 
19. Petitions 
20. Appearances from Requests Received or Renewed 
21. Speaking Engagement, Travel, and Public Relation Requests 
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M. Public Comments 

CONVENE TO CLOSED SESSION to deliberate on cases following hearing (s. 19.85(1) 
(a), Stats.; consider closing disciplinary investigation with administrative warning (s. 
19.85(1)(b), Stats. and 440.205, Stats., to consider individual histories or disciplinary 
data (s. 19.85 (1)(f), Stats.; and, to confer with legal counsel (s. 19.85(1)(g), Stats.) 

N. Monitoring Matters 
1) John Hale, MD – Requesting Interruption in Drug Screens (179-198) 
2) Terrance Moe, MD – Requesting Full Licensure (199-224) 

O. Summary Suspension(s) 
1) Deliberation of Petition for Summary Suspension in Case Number 12 MED 263, 

Jerry N. Yee, DO (17-40) 
2) Deliberation of Petition for Summary Suspension in Case Number 13 MED 229, 

Kent Gregory Brockmann, MD (41-108) 

P. Consideration of Petition for Designation of Hearing Official 
1. Consideration of Petition for Designation of Hearing Official in Case Number 12 

MED 263, Jerry N. Yee, DO (229-232) 
2. Consideration of Petition for Designation of Hearing Official in Case Number 13 

MED 229, Kent Gregory Brockmann, MD (225-228) 

Q. Presentation and Deliberation of Items from the Division of Legal Services and 
Compliance Attorney Sandra Nowack 
1) Proposed Stipulations, Final Decisions and Orders 

a. 13 MED 005 – Devinder K. Sidhu, MD (233-244) 
b. 13 MED 130 – Judith L. Chantelois, MD (245-254) 
c. 13 MED 180 – LuAnn Moraski, DO (255-266) 

R. Presentation and Deliberation of Items from the Division of Legal Services and 
Compliance Attorney Kim Kluck 
1) Proposed Stipulations, Final Decisions and Orders 

a. 13 MED 046 – Kenneth Raskin, MD (267-274) 
2) Complaint for Determination of Probable Cause 

a. 11 MED 232 – Cha Lee, MD (275-280) 

S. Presentation and Deliberation of Items from the Division of Legal Services and 
Compliance Attorney Arthur Thexton 
1) Administrative Warning 

a. 11 MED 400 (V.S.C.) (281-282) 
2) Proposed Stipulations, Final Decisions and Orders 

a. 13 MED 048 – Fredrick E. Ekberg, MD (283-288) 
b. 12 MED 263 – Jerry N. Yee, DO (289-294) 
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3) Complaint for Determination of Probable Cause 
a. 13 MED 229 – Kent G. Brockmann, MD (295-298) 
b. 12 MED 263 – Jerry N. Yee, DO (299-308) 

T. Presentation and Deliberation of Proposed Decisions and Final Orders 
1) 12 MED 231 – Ronald Plemmons, MD (309-316) 

U. Presentation and Deliberation of Order Fixing Costs 
1) 12 MED 339 – Leonard Green (317-322) 

V. DLSC Matters 
1) Case Status Report (323-330) 

W. Reconsideration of Board Decision Regarding Full Board Oral Requirement for 
Dashell J. Slabbert, MD – Discussion and Consideration (331-448) 

X. Seeking Equivalency for 12 Months of ACGME Approved Post-Graduate Training 
Based on Education and Training – Discussion and Consideration 
1) Oussama Darwish, MD (449-474) 

Y. Consulting with Legal Counsel 

Z. Deliberation of Items Added After Preparation of the Agenda 
1. Disciplinary Matters 
2. Education and Examination Matters 
3. Credentialing Matters 
4. Proposed Stipulations, Final Decisions and Orders 
5. Proposed Decisions 
6. Proposed Interim Orders 
7. Complaints 
8. Petitions for Summary Suspension 
9. Remedial Education Cases 
10. Petitions for Extension of Time 
11. Petitions for Assessments and Evaluations 
12. Petitions to Vacate Orders 
13. Motions 
14. Administrative Warnings 
15. Matters Relating to Costs 
16. Appearances from Requests Received or Renewed 
17. Monitoring Matters 
18. Professional Assistance Procedure (PAP) Matters 
19. Case Status Report 
20. Case Closings 
21. FSMB Matters 

AA. Ratifying Examination Results, Licenses, and Certificates 
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RECONVENE TO OPEN SESSION IMMEDIATELY FOLLOWING CLOSED SESSION 

BB. Vote on Items Considered or Deliberated Upon in Closed Session, if Voting is 
Appropriate 

CC. Open Session Items Noticed Above not Completed in the Initial Open Session 

ADJOURNMENT 

CONVENE TO DISCIPLINARY GUIDELINES COMMITTEE MEETING 
IMMEDIATELY FOLLOWING FULL BOARD MEETING 

12:00 P.M. 

ATTENDEES:  Kenneth Simons, MD; Greg Collins; Timothy Swan, MD 

ORAL EXAMINATION OF CANDIDATES FOR LICENSURE 
ROOM 121A, B, C, AND 199B 

12:30 P.M. 

CLOSED SESSION – Reviewing applications and conducting oral examinations of twelve (12) 
candidates for licensure – Drs. Vasudevan, Westlake, Yale and Misra (475-476) 

NEXT MEDICAL EXAMINING BOARD MEETING:  October 16, 2013 
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MEDICAL EXAMINING BOARD 

MEETING MINUTES 
AUGUST 14, 2013 

PRESENT: James Barr; Kenneth Simons, MD; Greg Collins; Timothy Westlake, MD; Timothy 
Swan, MD; Mary Jo Capodice, DO; Rodney Erickson, MD; Russell Yale, MD; Sridhar 
Vasudevan, MD; and Gene Musser, MD 

Jude Genereaux entered at 8:17 a.m. 
 
EXCUSED: Suresh Misra, MD; Carolyn Ogland Vukich;  

STAFF: Tom Ryan, Executive Director; Joshua Archiquette, Bureau Assistant; and other 
Department Staff 

CALL TO ORDER 

Dr. Kenneth Simons, Chair, called the meeting to order at 8:00 a.m.  A quorum of 10 (ten) members 
was present. 

ADOPTION OF AGENDA 

 Move Item Q.1.a. M.F.O. 12 MED 157 to W.14.a.M.F.O. 12 MED 157 
 Remove Item E.3. Draft of Proposed Rules Regarding Med 1.02 

MOTION: Sridhar Vasudevan moved, seconded by Greg Collins, to adopt the agenda 
as amended.  Motion carried unanimously. 

APPROVAL OF MINUTES OF JULY 17, 2013 

 Note that Sridhar Vasudevan voted no in the matter under Administrative/Legislative Matters 
regarding MED 8.07(2) and change “Motion carried unanimously” to “Motion carried” 

MOTION: Sridhar Vasudevan moved, seconded by, Greg Collins, to approve the minutes 
of July 17, 2013 as amended.  Motion carried. 

Gene Musser abstained from voting in the above matter 

ADMINISTRATIVE/LEGISLATIVE RULE MATTERS 

MOTION: Sridhar Vasudevan moved, seconded by Russell Yale, to adopt MED 10, 
relating to Unprofessional Conduct.  Motion carried. 

Timothy Swan voted no in the above motion 

DELEGATION TO TRAVEL AND SPEAK 

MOTION: Sridhar Vasudevan moved, seconded by James Barr, to designate Mary Jo 
Capodice, DO, as the Board’s representative to attend the Wisconsin 
Association of Osteopathic Physicians and Surgeons meeting in Appleton 
Wisconsin, on Saturday/Sunday October 26-27, 2013.  Motion carried 
unanimously. 
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MOTION: Timothy Swan moved, seconded by Gene Musser, to designate Sridhar 

Vasudevan, MD; as the Board’s representative to attend the Community 
Opioid Education Day at Merriter Hospital in Madison Wisconsin on Friday, 
November 1, 2013.  Motion carried. 

Jude Genereaux abstained from voting in the above matter 

MODEL POLICY FOR THE USE OF OPIOID ANALGESICS IN THE TREATMENT OF 
CHRONIC PAIN 

MOTION: Sridhar Vasudevan moved, seconded by Jude Genereaux, to remove the 
position statement regarding Pain Management and replace it with a link to 
the FSMB’s Pain Policy.  Motion carried unanimously. 

FSMB MATTERS 

MOTION: James Barr moved, seconded by Gene Musser, to designate Sridhar 
Vasudevan, MD as the Board’s representative to take the SPEX exam.  
Motion carried unanimously. 

SCREENING PANEL REPORT 

Greg Collins reported  that 14 (fourteen) cases were reviewed.  7 (seven) cases were opened for 
investigation. 0 (zero) ten-day letters were sent. 

CLOSED SESSION 

MOTION: James Barr moved, seconded by Jude Genereaux, to convene to closed session 
pursuant to Wisconsin State statutes 19.85(1)(a)(b)(f) and (g) for the purpose 
of conducting appearances, reviewing monitoring requests, requests for 
licensure, deliberate on stipulations, administrative warnings, proposed 
decisions and orders, consulting with Legal Counsel and Division of Legal 
Services and Compliance case status reports.  Dr. Kenneth Simons read the 
language of the motion.  The vote of each member was ascertained by voice 
vote.  Timothy Swan, MD – yes; Timothy Westlake, MD – yes; James Barr - 
yes; Greg Collins - yes; Kenneth Simons, MD - yes; Gene Musser, MD – yes; 
Mary Jo Capodice, DO - yes; Jude Genereaux - yes; Rodney Erickson, MD - 
yes; Sridhar Vasudevan, MD – yes; and Russell Yale, MD – yes.  Motion 
carried unanimously. 

The Board convened into Closed Session 9:43 a.m. 

FULL BOARD ORAL EXAM OF CANDIDATES FOR LICENSURE 

MOTION: Sridhar Vasudevan moved, seconded by Mary Jo Capodice, to approve Dr. 
Navtejpal S. Kahlon’s application for Medical licensure once all requirements 
are met.  Motion failed. 

Gene Musser and Rodney Erickson voted no in the above matter. 
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MOTION: Sridhar Vasudevan moved, seconded by Rodney Erickson, to reconsider the 

motion to approve the above matter.  Motion carried unanimously. 

MOTION: Sridhar Vasudevan moved, seconded by Mary Jo Capodice, to approve Dr. 
Navtejpal S. Kahlon’s application for Medical licensure once all requirements 
are met.  Motion carried. 

Greg Collins voted no in the above matter 

MOTION: Timothy Westlake moved, seconded by Gene Musser, to deny Dr. Nipa H. 
Sinh’s application for Medical licensure.  Reason for Denial: unable to 
practice with reasonable skill and safety based upon her lack of adequate 
clinical experience for the last three years.  Motion carried. 

Sridhar Vasudevan voted no in the above matter 

BOARD REVIEW OF FULL BOARD ORAL EXAMINATION REQUIREMENT FOR 
DASHELL J. SLABBERT M.D. 

MOTION: Timothy Swan moved, seconded by Russell Yale, to find that there was no 
error with regard to the finding of adverse formal action during the course of 
Dr. Dashell J. Slabbert’s post graduate training and the applicant is required to 
participate in a Full Board Oral Examination.  The Board finds that there was 
an error in the Examination finding that the applicant had not practiced 
medicine and surgery for a period of three years prior to the application.  
Motion carried unanimously. 

DELIBERATION OF PROPOSED STIPULATIONS AND FINAL DECISIONS AND 
ORDERS 

MOTION: Gene Musser moved, seconded by Timothy Swan, to adopt the Findings of 
Fact, Conclusions of Law, Final Decision and Order in the matter of 
disciplinary proceedings against Derek Heldzinger, M.D. (12 MED 345)  
Motion carried unanimously. 

MOTION: Timothy Westlake moved, seconded by Jude Genereaux, to adopt the Findings 
of Fact, Conclusions of Law, Final Decision and Order in the matter of 
disciplinary proceedings against Stephen Haughey, M.D. (12 MED 388)  
Motion carried unanimously. 

MOTION: James Barr moved, seconded by Timothy Westlake, to adopt the Findings of 
Fact, Conclusions of Law, Final Decision and Order in the matter of 
disciplinary proceedings against Noemi A. Prieto, M.D. (12 MED 188)  
Motion carried unanimously. 

MOTION: Sridhar Vasudavan moved, seconded by Greg Collins, to adopt the Findings 
of Fact, Conclusions of Law, Final Decision and Order in the matter of 
disciplinary proceedings against Angelo Charles Alexander, M.D. (12 MED 
265)  Motion carried unanimously. 
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MOTION: Timothy Swan moved, seconded by Gene Musser, to adopt the Findings of 

Fact, Conclusions of Law, Final Decision and Order in the matter of 
disciplinary proceedings against George F. Knight M.D. (13 MED 015)  
Motion carried unanimously. 

MOTION: Russell Yale moved, seconded by Rodney Erickson, to adopt the Findings of 
Fact, Conclusions of Law, Final Decision and Order in the matter of 
disciplinary proceedings against Thomas D. Spera M.D. (13 MED 323)  
Motion carried unanimously. 

CASE CLOSINGS 

MOTION: Rodney Erickson moved, seconded by Gene Musser, to close case 12 MED 
222 (J.Y.) for Insufficient Evidence (IE).  Motion carried unanimously. 

MOTION: Capodice moved, seconded by Russell Yale, to close case 12 MED 373 (J.N.) 
for No Violation (NV).  Motion carried unanimously. 

MOTION: Greg Collins moved, seconded by Jude Genereaux, to close case 12 MED 411 
(R.K.) for Insufficient Evidence (IE).  Motion carried. 

Dr. Kenneth Simons has recused himself from deliberation and voting in the above matter. 
Dr. Kenneth Simons left the room at 12:30 p.m. 
Dr. Kenneth Simons returned to the room at 12:35 p.m. 

MOTION: Timothy Swan moved, seconded by Jude Genereaux, to close case 12 MED 
424 (P.F.) for No Violation (NV).  Motion carried unanimously. 

MOTION: Jude Genereaux moved, seconded by Timothy Swan, to close case 13 MED 
001 (J.B.) for No Violation (NV).  Motion carried unanimously. 

MOTION: Timothy Westlake moved, seconded by Russell Yale, to close case 13 MED 
080 (W.H.) for Prosecutorial Discretion (P2).  Motion carried unanimously. 

MOTION: Timothy Westlake moved, seconded by Timothy Swan, to close case 13 MED 
085 (M.D.) for Prosecutorial Discretion (P2).  Motion carried unanimously. 

MOTION: Rodney Erickson moved, seconded by Greg Collins, to close case 13 MED 
141 (T.J. & N.P.) for No Violation (NV).  Motion carried unanimously. 

MOTION: Sridhar Vasudevan moved, seconded by Greg Collins, to close case 13 MED 
182 (T.M.) for No Violation (NV).  Motion carried unanimously. 

MOTION: Rodney Erickson moved, seconded by Timothy Swan, to close case 13 MED 
213 (J.P.) for Prosecutorial Discretion (P5).  Motion carried unanimously. 
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ADMINISTRATIVE WARNINGS 

MOTION: Gene Musser moved, seconded by Greg Collins, to issue an Administrative 
Warning in the matter of DLSC case number 12 MED 157 (M.F.O.).  Motion 
carried. 

Dr. Kenneth Simons has recused himself from deliberation and voting in the above matter. 
Dr. Kenneth Simons left the room at 12:15 p.m. 
Dr. Kenneth Simons returned to the room at 12:21 p.m. 

RATIFY ALL LICENSES AND CERTIFICATES 

MOTION: Jude Genereaux moved, seconded by James Barr, to delegate ratification of 
examination results to DSPS staff and to ratify all licenses and certificates as 
issued.  Motion carried unanimously. 

RECONVENE TO OPEN SESSION 

MOTION: Sridhar Vasudevan moved, seconded by Greg Collins, to reconvene into open 
session.  Motion carried unanimously. 

The Board reconvened into Open Session at 12:49 a.m. 

VOTE ON ITEMS CONSIDERED OR DELIBERATED UPON IN CLOSED SESSION, IF 
VOTING IS APPROPRIATE 

MOTION: Timothy Swan moved, seconded by Rodney Erickson, to affirm all motions 
made in closed session.  Motion carried unanimously. 

ADJOURNMENT 

MOTION: Sridhar Vasudevan moved, seconded by Gene Musser, to adjourn the meeting.  
Motion carried unanimously. 

The meeting adjourned at 12:50 a.m. 
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MEDICAL EXAMINING BOARD 

TELECONFERENCE MEETING MINUTES 
AUGUST 23, 2013 

PRESENT: James Barr; Greg Collins; Timothy Swan, MD; Mary Jo Capodice, DO; Gene Musser, 
MD; Jude Genereaux; and Kenneth Simons, MD;  

 
Timothy Westlake Joined the Meeting at 8:07 a.m. 
 
EXCUSED: Suresh Misra, MD; Carolyn Ogland Vukich, MD; Rodney Erickson, MD; Russell Yale, 

MD; Sridhar Vasudevan, MD 

STAFF: Tom Ryan, Executive Director; Nicholas Tank, Bureau Assistant; and other 
Department Staff 

CALL TO ORDER 

Dr. Kenneth Simons, Chair, called the meeting to order at 8:00 a.m.  A quorum of seven (7) 
members was present. 

ADOPTION OF AGENDA 

MOTION: Gene Musser moved, seconded by Greg Collins, to adopt the agenda as 
published.  Motion carried unanimously. 

CE AUDIT PLANNING 

MOTION: Timothy Swan moved, seconded by Gene Musser, that the June motion for 
CME requirements in this renewal period is rescinded.  Further, the audit for 
the license period ending 10/31/13 will include any CME acquired during 
calendar years 2012 and 2013.  Motion carried unanimously. 

ADJOURNMENT 

MOTION: Gene Musser moved, seconded by Timothy Swan, to adjourn the meeting.  
Motion carried unanimously. 

The meeting adjourned at 8:16 a.m. 
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MEDICAL EXAMINING BOARD 
TELECONFERENCE 
MEETING MINUTES 

AUGUST 30, 2013 

PRESENT: Greg Collins; Timothy Swan, MD; Mary Jo Capodice, DO; Jude Genereaux; 
Kenneth Simons, MD; Sridhar Vasudevan, MD; Suresh Misra, MD 

James Barr entered at 9:09 a.m. 

EXCUSED: Russell Yale, MD; Timothy Westlake, MD; Carolyn Ogland, MD; Gene Musser, 
MD; Rodney Erickson, MD 

STAFF: Jeff Weigand, Policy Director; Tom Engels, Division Administrator; Joshua 
Archiquette, Bureau Assistant; and other Department Staff 

CALL TO ORDER 

Kenneth Simons, Chair, called the meeting to order at 9:08 a.m.  A quorum of seven (7) 
members was confirmed. 

ADOPTION OF AGENDA 

MOTION: Greg Collins moved, seconded by Sridhar Vasudevan, to adopt the agenda 
as published.  Motion carried unanimously. 

STATUS OF CLEARINGHOUSE RULE 12-005 

MOTION: Greg Collins moved, seconded by Sridhar Vasudevan to recall 
Clearinghouse Rule 12-005 relating to Physician Assistants which was 
inadvertently submitted to the Legislature prematurely by DSPS Staff.  
Motion carried unanimously. 

ADJOURNMENT 

MOTION: Timothy Swan moved, seconded by Jude Genereaux, to adjourn the 
meeting.  Motion carried unanimously. 

The meeting adjourned at 9:16 a.m. 

Medical Examining Board 
Teleconference Meeting Minutes 

August 30, 2013 
Page 1 of 1 

1515



 

 

 

1616



1717



1818



1919



2020



2121



2222



2323



2424



2525



2626



2727



2828



2929



3030



3131



3232



3333



3434



3535



3636



3737



3838



3939



 

 

 

4040



4141



4242



4343



4444



4545



4646



4747



4848



4949



5050



5151



5252



5353



5454



5555



5656



5757



5858



5959



6060



6161



6262



6363



6464



6565



6666



6767



6868



6969



7070



7171



7272



7373



7474



7575



7676



7777



7878



7979



8080



8181



8282



8383



8484



8585



8686



8787



8888



8989



9090



9191



9292



9393



9494



9595



9696



9797



9898



9999



100100



101101



102102



103103



104104



105105



106106



107107



 

 

 

108108



109109



110110



111111



112112



113113



114114



115115



116116



117117



118118



119119



120120



121121



122122



123123



124124



125125



126126



State of Wisconsin 
Department of Safety & Professional Services 

Revised 10/12 

 

AGENDA REQUEST FORM 
1) Name and Title of Person Submitting the Request: 
 

Shawn Leatherwood 

2) Date When Request Submitted: 
 

September 6, 2013 

Items will be considered late if submitted after 4:30 p.m. and  less than:  
 10 work days before the meeting for Medical Board 

 14 work days before the meeting for all others 

3) Name of Board, Committee, Council, Sections: 
 
Medical Examining Board 

4) Meeting Date: 
 
September 18, 
2013 

5) Attachments: 

 Yes 

 No 

 

6) How should the item be titled on the agenda page? 
MED 10 Update 

7) Place Item in: 

 Open Session 

 Closed Session 

 Both 

 

8) Is an appearance before the Board being 
scheduled?   
 

   Yes (Fill out Board Appearance Request) 

  No 

9) Name of Case Advisor(s), if required: 
N/A 

10) Describe the issue and action that should be addressed: 
 
The Board will receive an update on the status of MED 10 CR--13-008. 

11)                                                                                  Authorization 

 
Shawn Leatherwood                                                                                                                09/06/13 

Signature of person making this request                                                                                          Date 
 

 

Supervisor (if required)                                                                                                                       Date 
 

 

Executive Director signature (indicates approval to add post agenda deadline item to agenda)    Date  

Directions for including supporting documents:  
1.  This form should be attached to any documents submitted to the agenda. 
2.  Post Agenda Deadline items must be authorized by a Supervisor and the Policy Development Executive Director. 
3.  If necessary, Provide original documents needing Board Chairperson signature to the Bureau Assistant prior to the start of a 
meeting.  
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State of Wisconsin 
Department of Safety & Professional Services 

AGENDA REQUEST FORM 
1) Name and Title of Person Submitting the Request: 2) Date When Request Submitted: 

August 16, 2013 
Shawn Leatherwood Items will be considered late if submitted after 4:30 p.m. and less than: 

• 10 work days before the meeting for Medical Board 
• 08 work days before the meeting for all others 

3) Name of Board, Committee, Council, Sections: 
Medical Examining Board 

4) Meeting Date: 5) Attachments: 6) How should the item be titled on the agenda page? 
September 18, 2013 129 Yes Wis. Admin. Code Pod 1.02, and 7-Podiatric x-ray assistants 

D No 

7) Place Item in: 8) Is an appearance before the Board being 9) Name of Case Advisor(s), if required: 

129 Open Session scheduled? If yes, who is appearing? NIA 

D Closed Session D Yes by 

D Both 
(name) 

129 No 

10) Describe the issue and action that should be addressed: 

The Podiatry Affiliated Credentialing Board, pursuant to Wis. Stat. s. 15.085 (b) 1. Submits this proposed rule draft 
for the Medical Examining Board's review and comment. The MEB may make recommendations for the Podiatry 
Affiliated Credentialing Board's consideration. Review must occur at least 60 days before a rule draft is submitted to 
the legislative council staff. 

11) Authorization 

Shawn Leatherwood August 16, 2013 
Signature of person making this request Date 

Supervisor (if required) Date 

Bureau Director signature (indicates approval to add post agenda deadline item to agenda) Date 
. 

Directions for including supporting documents: 
1. This form should be attached to any documents submitted to the agenda. 
2. Post Agenda Deadline items must be authorized by a Supervisor and the Board Services Bureau Director. 
3. If necessary, Provide original documents needing Board Chairperson signature to the Bureau Assistant prior to the start of a 
meeting. 
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STATE OF WISCONSIN 
PODIATRY AFFILIATED CREDENTIALING BOARD 

IN THE MATTER OF RULE-MAKING 
PROCEEDINGS BEFORE THE 
PODIATRY AFFILIATED 
CREDENTIALING BOARD 

PROPOSED ORDER OF THE 
PODIATRIST AFFILIATED 
CREDENTIALING BOARD 

ADOPTING RULES 
(CLEARINGHOUSE RULE ) 

PROPOSED ORDER 

An order of the Podiatry Affiliated Credentialing Board to create Pod 1.02 (2m), Pod 
1.02 (6m) and Pod 7 (title) relating to podiatric x-ray assistants. 

Analysis prepared by the Department of Safety and Professional Services. 

ANALYSIS 

Statutes interpreted: 

s. 462.02 (1) (f), Stats. 

Statutory authority: 

ss. 15.085 (5) (b), 227.11 (2) (a), 448.695 (3), Stats. 

Explanation of agency authority: 

The Podiatrist Affiliated Credentialing Board (Board) is generally empowered by the 
legislature to promulgate rules that will provide guidance within the profession and rules 
that interpret the statutes it enforces or administers. Section 448.695, Stats., specifically 
empowers the Board to, "promulgate rules specifying the requirements for a course of 
instruction related to x-ray examinations by persons under the direct supervision of a 
podiatrist ... " The proposed rule intends to specify the education necessary for persons 
under the direct supervision of a podiatrist. Therefore, the Board is empowered both 
generally and specifically to promulgate the proposed rule. 

Related statute or rule: 

Wis. Admin. Code s. Pod 1 

Plain language analysis: 
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The proposed rule deals with statutory authority that requires podiatric assistants have 
special training in the used of x-ray machines. 

Summary of, and comparison with, existing or proposed federal regulation: 

The Consumer-Patient Radiation Health & Safety Act of 1981, 42 USC 1001, et seq. 
establishes federal guidelines for standards of accreditation of educational programs for 
certain occupations that administer radiologic procedures. The standards are in place to 
protect the public from excessive exposure to radiation by health care professionals who 
most often use radiation in the treatment of disease or other medical conditions. The 
regulations are directed towards radiographers, dental hygienists, dental assistants, 
nuclear medicine technologists, and radiation therapy technologists. 

42 USC § 10003 (5) broadly defines, "''persons who administer radiologic procedures" 
means any person, other than a practitioner, who intentionally administers radiation to 
other persons for medical purposes and includes medical radiologic technologists 
(including dental hygienists and assistants), radiation therapy technologists and nuclear 
medicine technologists." 42 CFR 75.2 defines radiation therapy technologist as, "a 
person other than a licensed practitioner who utilizes ionizing radiation-generating 
equipment for therapeutic purposes on human subjects." Although non-licensed 
personnel who assist podiatrists, the topic of these proposed rules, are not specifically 
addressed, they could be captured under the broad definition of radiation therapy 
technologists. The federal statute and regulation are comparable to the proposed rule in 
that they both set forth the education and credentialing standards for the aforementioned 
professions. 

Comparison with rules in adjacent states: 

Illinois: Illinois regulates radiologist assistants and limited diagnostic radiographers who 
pass the American Registry of Radiologic Technologists (ARRT). Radiologist assistants 
must also pass the Certification Board for Radiology Practitioner Assistants (CBRP A) 
exam. Ill Admin. Code tit. 32 §401.70 

Iowa: Iowa defines a podiatric X-ray equipment operator as one who "performs 
radiography of only the foot and ankle using dedicated podiatric equipment". IAC 641-
42.2 (136C). Podiatric X-ray equipment operators must obtain "8.0 hours of classroom 
instruction to include radiation safety, equipment operation, patient care and anatomy." 

Michigan: Michigan does not regulate podiatric x-ray assistants. 

Minnesota: Minnesota regulates limited x-ray operators. They may only practice 
medical radiography on limited regions of the body as long as he or she has successfully 
passed the American Registry of Radiologic Technologists (ARRT) exam, or the 
American Chiropractic Registry of Radiologic Technologists (ACRRT) exam. Minn. 
Stats. 144.121 subd. Sa. 
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Summary of factual data and analytical methodologies: 

The Board ensures the accuracy, integrity, objectivity and consistency of the data used in 
preparing the proposed rule and related analysis. 

Analysis and supporting documents used to determine effect on small business or in 
preparation of economic impact analysis: 

These proposed rules do not have an economic impact on small businesses, as defined in 
s. 227.114 (1), Stats. The Department's Regulatory Review Coordinator may be 
contacted by email at Greg.Gasper@wisconsin.gov, or by calling (608) 266-8608 

Fiscal Estimate and Economic Impact Analysis: 

The Fiscal Estimate and Economic Impact Analysis are attached. 

Effect on small business: 

These proposed rules do not have an economic impact on small businesses, as defined in 
s. 227.114 (1), Stats. The Department's Regulatory Review Coordinator may be 
contacted by email at Greg.Gasper@wisconsin.gov, or by calling (608) 266-8608. 

Agency contact person: 

Shawn Leatherwood, Department of Safety and Professional Services, Division of Policy 
Development, 1400 East Washington Avenue, Room 151, P.O. Box 8935, Madison, 
Wisconsin 53708; telephone 608-261-4438; email at 
Shancethea.Leatherwood@wisconsin.gov. 

Place where comments are to be submitted and deadline for submission: 

Comments may be submitted to Shawn Leatherwood Department of Safety and 
Professional Services, Division of Policy and Development, 1400 East Washington 
Avenue, Room 151, P.O. Box 8935, Madison, WI 53708-8935, or by email to 
Shancethea.Leatherwood@wisconsin.gov. Comments must be received on or before 
October 24, 2013 to be included in the record of rule-making proceedings. 

TEXT OF RULE 

SECTION I. Pod 1.02 (2m) is created to read: 

Pod 1.02 (2m) "Direct supervision" means a physician has assumed responsibility for 
directing, supervising, and inspecting the work of the person being supervised and the 
supervising physician is physically present on the same premises as the person being 
supervised, with face-to-face contact as necessary. 
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SECTION 2. Pod 1.02 (6m) is created to read: 

Pod 1.02 (6m) "Podiatric x-ray assistant" means a person who is under the direct 
supervision of a licensed podiatric physician to perform only those radiographic functions 
that are within the scope of practice of a podiatric physician licensed under s. 448.61, 
Stats., and the podiatric physician is competent to perform. 

SECTION 3. Pod 7.01 (title) is created to read: 

CHAPTER POD 7 
PODIATRIC X-RAY ASSISTANT 

Pod 7.01 Podiatric x-ray assistant under.direct supervision of a podiatrists. A 
podiatric physician may not delegate x-ray tasks to an unlicensed person unless the 
delegate has successfully completed a course of instruction for podiatric x-ray assistants 
approved by the board. Patients must be informed that the podiatric x-ray assistant is 
practicing under the supervision of the podiatric physician. A course of instruction for 
podiatric x-ray assistants is approved by the board if all of the following are true: 

( 1) The instructor is a physician or radiographer whose license to practice in 
Wisconsin is current and unlimited. 

(2) The program consists of at least 8 hours of instruction. 

(3) The course of instruction addresses; and attendees demonstrate knowledge and 
understanding of all of the following topics: 

(a) terminology 

(b) science of radiation in x-rays 

( c) radiation exposure and monitoring including dose limits for 
exposure to ionizing radiation. 

( d)health risks of radiation exposure 

( e )safety techniques to minimize radiation exposure to staff and 
patients as low as reasonably achievable (ALARA) 

( f) anatomy and function of foot and leg 

(e) positioning for podiatric x-rays 

(g) equipment operation technique and quality control, including 
analog and digital 
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(h) infection control 

(i) legal and ethical issues 

( 4) A podiatric physician who uses the services of a podiatric x-ray assistant shall 
keep at each practice site, a copy of documentation that the podiatric x-ray assistant 
satisfactorily completed a course of instruction that meets the requirements set out above. 

SECTION 4. EFFECTIVE DATE. The rules adopted in this order shall take effect on the 
first day of the month following publication in the Wisconsin administrative register, 
pursuant to s. 227.22 (2) (intro.), Stats. 

(END OF TEXT OF RULE) 

Chairperson 
Podiatry Affiliated Credentialing Board 
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STATE OF WISCONSIN Mail to: 

Department of Safety and Professional Services PO Box 8935 
1400 E Washington Ave. Madison WI 53708-8935 

Madison WI  53703 

 Email: dsps@wisconsin.gov 

  Web: http://dsps.wi.gov 

Governor Scott Walker       Secretary Dave Ross                                                Phone: 608-266-2112 
 

 

 

Positions Statements Related to Physicians 

Issued by the Medical Examining Board 

 

UNDER WHAT CIRCUMSTANCES MAY A PHYSICIAN DELEGATE TO A NON-

PHYSICIAN AN ACT THAT CONSTITUTES THE PRACTICE OF MEDICINE AND 

SURGERY? 

Wis. Stat. § 448.03(2)(e) permits physicians to delegate to any unlicensed person an act that 

constitutes the practice of medicine and surgery. The physician must have the power to “direct, 

decide and oversee the implementation” of the patient service.  The physician must, in fact, 

direct, supervise and inspect the delegated service.   

Because a delegate is not licensed, a delegate performs the medical act under the authority of the 

physician’s license.  Therefore, for regulatory purposes, the physician is responsible for the acts 

of the delegate.   

As explained below, the supervising physician: 

 must be competent to perform the act being delegated; 

 must insure that the delegate is minimally competent to perform the act; 

 and must make it clear to the patient and others that the delegate is an unlicensed person, 

performing the act under the supervision of the physician.    

Wisconsin Admin. Code § MED10.02(2)(h) prohibits a physician from engaging in any practice 

or conduct that falls below the level of minimal competence and that places a patient at 

unacceptable risk of harm.  The same rule directs that a physician may not aid or abet another 

person in incompetently placing a patient at unacceptable risk of harm.   

Therefore, to competently supervise and oversee a delegate, the physician must be competent to 

perform the act in question, and must have reasonable evidence that the delegate is minimally 

competent to perform the act under the circumstances.  

Wisconsin Admin. Code § MED10.02(2)(t) requires that a physician identify a delegate as being 

unlicensed and acting under the supervision of the physician.  Failure to do so is considered 

“aiding or abetting the unlicensed practice of medicine” or representing that the unlicensed 

persons are licensed.    
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Although not specifically required in law, professional standards may require written protocols 

concerning delegated medical acts.  If such practice standards exist, and a written protocol does 

not exist, physicians could be deemed to be in violation of Wis. Stat. Admin. Code § 10.02(2)(h).  

Hospitals are required to specify in by-laws those classes of employees that may accept and carry 

out physician orders – this may also include delegated acts.  See Wis. Admin Code ch DHS 124. 

MUST A PHYSICIAN BE PRESENT IN THE ROOM WHEN A DELEGATED 

MEDICAL ACT IS PERFORMED BY AN UNLICENSED PERSON? 

As explained in response to question no. 1 above, the performance of a delegated medical act 

must be “directed, supervised and inspected” by a licensed physician.  For the Board’s purposes, 

the physician is responsible for the act in question, and must insure that, under the circumstances 

present with each act, the delegate is competent to perform the act.  The circumstances of each 

delegated act include the level of supervision under which the act is performed.   

The law does not specify any particular level of supervision for acts performed by an unlicensed 

person under the physician’s supervision.   

Therefore, the level of supervision a physician must provide an unlicensed person performing a 

delegated act is within the discretion of the supervising physician.  Adequate supervision of a 

delegated act does not necessarily require that the physician be present when the act is performed 

if the physician reasonably determines that his or her absence does not place a patient at 

unacceptable risk of harm under the circumstances. For example, a simple procedure, with 

minimal risk of minimal harm and in the hands of an experienced delegate may require only 

general supervision, ie, the physician is not required to be physically present but is available by 

telephone.  In some circumstances, a physician may require direct supervision, meaning the 

physician is present in the building and immediately available to assist in the procedure; in other 

cases, the physician may determine that direct face-to-face supervision is required to insure an 

adequate level of patient safety. 

UNDER WHAT CIRCUMSTANCES MAY A NON-PHYSICAN WHO IS A LICENSED 

HEALTH CARE PROFESSIONAL PERFORM ACTS CONSTITUTING THE 

PRACTICE OF MEDICINE AND SURGERY? 

Some acts constituting the practice of medicine and surgery may also fall within the scope of 

practice of another license, such as a license to practice nursing or a license to practice as a 

physician assistant.  In the case of a licensed professional, the licensed non-physician generally 

performs the act under the authority of his or her own license and attendant requirements (which 

may include physician supervision).  Therefore, a nurse may independently perform acts within 

the scope of a license to practice nursing even if the act is also within the scope of a license to 

practice medicine and surgery.   
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Conversely, physician assistant licenses require PA’s to perform medical services under the 

supervision of a physician.  A physician assistant may not practice independently and may not 

independently perform acts outside the scope of a license to practice as a physician assistant.  

Therefore, for regulatory purposes, the responsibility to insure adequate physician supervision is 

the responsibility of both the supervising physician and the physician assistant, and for the 

Board’s purposes, both are responsible for the service provided.    

For guidance on scope of practice for licensed professionals, please see statutes and 

administrative rules pertaining to the relevant profession(s). 

MAY A PHYSICIAN PRACTICE MEDICINE WITHIN A PARTNERSHIP OR 

SERVICE CORPORATION? 

Wisconsin Stat. § 448.08(4) provides that two or more physicians may, in the practice of 

medicine and surgery, enter into professional partnerships or service corporations.  Please see 

Wis. Stat. § 448.08 concerning business practices for physicians and if additional guidance is 

necessary, you may wish to consult private counsel.   

WHAT ARE THE DISCLOSURE REQUIREMENTS FOR A PHYSICIAN WHO SELF-

IDENTIFIES AS “BOARD CERTIFIED”?  

Wisconsin Admin. Code § MED 10.02(w) requires truthful disclosure of any claim to board 

certification or similar phrase.  If a physician--by affirmative conduct or by omission--

misrepresents themselves as board certified in a particular specialty area, by a particular 

certifying organization or without current certification, the Board may determine that the 

physician has engaged in unprofessional conduct and the physician may be subject to 

disciplinary action.   

WHAT IS THE LENGTH OF TIME THAT A PHYSICIAN IN WISCONSIN MUST 

RETAIN PATIENT MEDICAL RECORDS?  

Wisconsin Admin. Code § MED 21.03, Minimum Standards for Patient Health Care Records, 

requires that a physician or a physician's assistant shall maintain patient health care records for a 

period of not less than five (5) years after the date of the last entry, or for such longer period as 

may be otherwise required by law. Wisconsin Stat. § 146.819 also concerns preservation or 

destruction of patient health care records.  

ARE SILICONE INJECTIONS LEGAL IN WISCONSIN? 

There is no statutory or administrative code that specifically prohibits the use of silicone 

injections. While the U.S. Food and Drug Administration banned silicone injections in 1992, 

there may be recent developments in technology and the practice of medicine that were not 

addressed in the 1992 ban. Physicians must not engage in any practice or procedure that violates 

state or federal law or that falls below the level of minimal competence and creates an 

unacceptable risk of harm.   Physicians may wish to consult private counsel if they have any 

question concerning legality of any medical device or medication. 
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MAY A PHYSICIAN DELEGATE TO AN UNLICENSED PERSON DISPENSING OF 

SAMPLE MEDICATIONS TO A PATIENT?  

Yes, a physician may delegate an unlicensed person to dispense sample medications to a patient 

subject to legal requirements, including controlled substances and record-keeping requirements.  

See general requirements for physician delegation in FAQ No. 1 and the rule concerning 

prescribing at Wis. Admin Code ch. MED 17.    

WHERE MAY ONE FIND GUIDANCE ON PHYSICIAN DISPENSING OF 

MEDICATIONS?  

In addition to Wis. Stat chs. 448 and 961, persons with questions concerning physician 

dispensing of medication may wish to consult Wisconsin Admin. Code ch. MED17, as well as 

PHAR ch. 8.  Another relevant resource is the United States Drug Enforcement Administration’s 

Practitioner’s Manual which is available online at: 

www.deadiversion.usdoj.gov/pubs/manuals/pract/index.html  

DOES WISCONSIN RECOGNIZE NATUROPATHIC DOCTORS? 

Wisconsin law does not recognize naturopathic physician education and training.  A doctor that 

is registered and licensed as a naturopathic physician in another state is not qualified for 

licensure as a physician in Wisconsin unless he or she meets the licensure requirements set forth 

in Wis. Ch. 448 and Wis. Admin. Code ch. MED 1.  

WHAT ARE THE REQUIREMENTS FOR MAINTAINING A VALID WISCONSIN 

MEDICAL LICENSE AFTER RETIRING OR OTHERWISE VOLUNTARILY 

REFRAINING FROM THE ACTIVE PRACTICE OF MEDICINE? 

Maintaining a medical license requires a renewal fee and completion of 30 hours of biennial 

continuing medical education.  See Wis. Admin. Code chs. MED 13 and 14. Wisconsin law does 

not authorize a license specifically for retired or inactive physicians. To maintain a license to 

practice medicine and surgery all requirements for full licensure must be met, including fees and 

biennial continuing education.  

In deciding whether or not to allow a medical license to lapse during any period of inactivity, 

physicians may wish to review Wis. Admin. Code § MED 1.06(1)(a)11, which permits the Board 

to require an oral examination prior to issuing or reinstating the license of any physician who, 

prior to application, has not engaged in practice for a period of three years or more.  At oral 

examination, the Board can be expected to inquire about activities the physician has undertaken 

to maintain professional competence.  The Board may require additional competency evaluation, 

or training--including a residency—or both, prior to permitting the inactive physician to become 

licensed.   
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MAY WISCONSIN PHYSICIANS PRESCRIBE EITHER NON-CONTROLLED OR 

CONTROLLED SUBSTANCES FOR THEMSELVES OR THEIR FAMILY MEMBERS? 

Wisconsin Stat. § 961.38(5) criminalizes self-prescribing of controlled substances as well as the 

act of taking a controlled substance without a valid prescription.   

Wisconsin law does not explicitly prohibit self-prescribing of non-controlled substances, nor 

prescribing medications for family members.  Despite the absence of specific statutory 

prohibitions, the Board may consider whether the circumstances of any particular prescription 

constitute unprofessional conduct under Wis. Admin. Code § 10.02(2)(h)(contrary to minimally 

competent practice and creating an unacceptable risk of harm to the physician or family 

member).  Finally, physicians should consider whether prescribing controlled substances to a 

family member comports with requirements of the federal Drug Enforcement Administration 

(DEA). 

In addition to insuring patient safety, physicians are responsible for all other requirements of 

competent and lawful practice, including but not limited to record keeping as required in Wis. 

Stat. § 146.816 and Wis. Admin. Code ch. 21. 

HAS THE WISCONSIN MEDICAL EXAMINING BOARD ADOPTED SPECIFIC 

GUIDELINES FOR PHYSICIANS WHO ARE TREATING CHRONIC PAIN OR 

PRESCRIBING CONTROLLED SUBSTANCES FOR THE TREATMENT OF PAIN?  

No, the Board has not officially adopted or issued any specific guidelines per se; however, 

the Board has indicated that if a physician follows the Model Guidelines for Use of 

Controlled Substances for Treatment of Pain adopted by the Federation of State Medical 

Board (FSMB), the physician would be practicing within the standard of care of a competent 

physician.  

The current FSMB guidelines can be referred to by clicking here. 
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State of Wisconsin 
Department of Safety & Professional Services 

 

 

AGENDA REQUEST FORM 
1) Name and Title of Person Submitting the Request: 
 

Nicholas Tank 

2) Date When Request Submitted: 
 

8/27/2013 

Items will be considered late if submitted after 4:30 p.m. and  less than:  
 10 work days before the meeting for Medical Board 

 14 work days before the meeting for all others 

3) Name of Board, Committee, Council, Sections: 
Medical Examining Board 

4) Meeting Date: 
9/18/2013 

5) Attachments: 

 Yes 

 No 

 

6) How should the item be titled on the agenda page? 
Fall Newsletter – Discussion  

7) Place Item in: 

 Open Session 

 Closed Session 

 Both 

 

8) Is an appearance before the Board being 
scheduled?  If yes, who is appearing? 

  Yes by       
                                             (name)                               

 No 

9) Name of Case Advisor(s), if required: 
      

10) Describe the issue and action that should be addressed: 
 

Discussion on the Fall Newsletter for the Medical Examining Board 
 
 
   
 

11)                                                                                  Authorization 

 
 

Signature of person making this request                                                                                          Date 
 

 

Supervisor (if required)                                                                                                                       Date 
 

 

Bureau Director signature (indicates approval to add post agenda deadline item to agenda)    Date  

Directions for including supporting documents:  
1.  This form should be attached to any documents submitted to the agenda. 
2.  Post Agenda Deadline items must be authorized by a Supervisor and the Board Services Bureau Director. 
3.  If necessary, Provide original documents needing Board Chairperson signature to the Bureau Assistant prior to the start of a 
meeting.  
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State of Wisconsin 
Department of Safety & Professional Services 

 

 

AGENDA REQUEST FORM 
1) Name and Title of Person Submitting the Request: 
 

Nicholas Tank 

2) Date When Request Submitted: 
 

8/27/2013 

Items will be considered late if submitted after 4:30 p.m. and  less than:  
 10 work days before the meeting for Medical Board 

 14 work days before the meeting for all others 

3) Name of Board, Committee, Council, Sections: 
Medical Examining Board 

4) Meeting Date: 
9/18/2013 

5) Attachments: 

 Yes 

 No 

 

6) How should the item be titled on the agenda page? 
Permission to Attend the 2013 Wisconsin Radiological Society 

(WRS) Fall Board Meeting.  Presentation on “Recent Changes in 

MED 10 and Licensing Updates” – Saturday, November 2, 2013 – 

 

7) Place Item in: 

 Open Session 

 Closed Session 

 Both 

 

8) Is an appearance before the Board being 
scheduled?  If yes, who is appearing? 

  Yes by       
                                             (name)                               

 No 

9) Name of Case Advisor(s), if required: 
      

10) Describe the issue and action that should be addressed: 
 

 requires permission from the board to attend the 2013 Wisconsin Radiological Society (WRS) Fall Board 
Meeting for their presentation on “Recent Changes in MED 10 and Licensing Updates” on Saturday, November 2, 2013 
 
   
 

11)                                                                                  Authorization 

 
 

Signature of person making this request                                                                                          Date 
 

 

Supervisor (if required)                                                                                                                       Date 
 

 

Bureau Director signature (indicates approval to add post agenda deadline item to agenda)    Date  

Directions for including supporting documents:  
1.  This form should be attached to any documents submitted to the agenda. 
2.  Post Agenda Deadline items must be authorized by a Supervisor and the Board Services Bureau Director. 
3.  If necessary, Provide original documents needing Board Chairperson signature to the Bureau Assistant prior to the start of a 
meeting.  
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State of Wisconsin 
Department of Safety & Professional Services 

 

 

AGENDA REQUEST FORM 
1) Name and Title of Person Submitting the Request: 
 

Nicholas Tank 

2) Date When Request Submitted: 
 

8/27/2013 

Items will be considered late if submitted after 4:30 p.m. and  less than:  
 10 work days before the meeting for Medical Board 

 14 work days before the meeting for all others 

3) Name of Board, Committee, Council, Sections: 
Medical Examining Board 

4) Meeting Date: 
9/18/2013 

5) Attachments: 

 Yes 

 No 

 

6) How should the item be titled on the agenda page? 
2014 Federation of State Medical Boards Member WI Visit – 

Discussion and Consideration 

7) Place Item in: 

 Open Session 

 Closed Session 

 Both 

 

8) Is an appearance before the Board being 
scheduled?  If yes, who is appearing? 

  Yes by       
                                             (name)                               

 No 

9) Name of Case Advisor(s), if required: 
      

10) Describe the issue and action that should be addressed: 
 
The FSMB Makes an effort to Schedule a face-to-face visit with the member boards on a three-year rotation, or sooner should a 
Board’s circumstances warrant the same.  Last visit with the State of Wisconsin Department of Safety and Professional Services 
was January 19, 2011.  The Board must determine if a visit during one of the Board’s 2014 meetings is possible and begin to 
schedule for the FSMB’s appearance. 
 
   
 

11)                                                                                  Authorization 

 
 

Signature of person making this request                                                                                          Date 
 

 

Supervisor (if required)                                                                                                                       Date 
 

 

Bureau Director signature (indicates approval to add post agenda deadline item to agenda)    Date  

Directions for including supporting documents:  
1.  This form should be attached to any documents submitted to the agenda. 
2.  Post Agenda Deadline items must be authorized by a Supervisor and the Board Services Bureau Director. 
3.  If necessary, Provide original documents needing Board Chairperson signature to the Bureau Assistant prior to the start of a 
meeting.  
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From: Simons, Kenneth [mailto:ksimons@mcw.edu]  
Sent: Wednesday, August 14, 2013 5:59 PM 
To: Pamela Huffman (FSMB); Ryan, Thomas - DSPS 
Cc: Gregory Snyder, MD 
Subject: RE: INQUIRY RE: 2014 FSMB member board visit_WI 
Importance: High 
 
I absolutely think we can accomplish this in 2014. Mr. Ryan and I will look for a suitable date. We will let 
you know re: dinner. 
 
Best regards, 
 
Ken 
 
Kenneth B Simons, MD 
Interim Senior Associate Dean for Academic Affairs 
Associate Dean for Graduate Medical Education and Accreditation 
Executive Director and DIO MCWAH 
Medical College of Wisconsin 
Phone:  414-955-4577 
Fax:        414-955-6528 
 

In the time of your life, live - so that in that wondrous time you shall not add to the misery and sorrow of the 
world, but shall smile to the infinite variety and mystery of it.”    William Saroyan 

 
Confidentiality Notice:  This e-mail message, including any attachments, is for the sole use of the intended recipient 
and may contain confidential and privileged information.  Any unauthorized review, use, disclosure or distribution is 
prohibited.  If you are not the intended recipient, please contact the sender by reply e-mail and destroy all copies of 
the original message. 
 
 
 
From: Pamela Huffman (FSMB) [mailto:phuffman@fsmb.org]  
Sent: Tuesday, August 13, 2013 4:04 PM 
To: Simons, Kenneth; Thomas Ryan 
Cc: Gregory Snyder, MD 
Subject: INQUIRY RE: 2014 FSMB member board visit_WI 
 
Good afternoon Dr. Simons: 
 
I am following up with you today regarding your recent communication with Dr. Greg Snyder, who 
serves as the Liaison Director to your Board.  
 
As you know, the FSMB makes every effort to schedule a face-to-face visit with our member boards on a 
three-year rotation, or sooner should a Board’s circumstances warrant the same.  Our records indicate 
our last visit with the State of Wisconsin Dept of Safety & Professional Services was January 19, 2011 
when Drs. Galicano Inguito and Humayun Chaudhry attended your board meeting.   
 
Do you feel scheduling a visit during one of your 2014 board meetings will be possible?   
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The FSMB representatives will include Dr. Snyder, or another member of our board of directors if a 
scheduling conflict is encountered, accompanied by a member of our executive staff.   
 
The FSMB presentation takes approximately one hour, including time for questions/discussion.  Topics 
would include any requested issues currently facing your Board as well as pertinent FSMB updates.   
 
In addition, being cognizant of your ethics regulations, perhaps an informal FSMB-hosted dinner the 
evening before the meeting could be scheduled.   
 
I would certainly appreciate your thoughts on the possibility of scheduling a site visit and look forward 
to hearing from you.  Please do not hesitate to contact me if you have any questions. 
 
Warmest regards, 
Pam 
              
Pamela Huffman 
Executive Administrative Assistant 
Leadership Services 
 
Federation of State Medical Boards 
400 Fuller Wiser Road  |  Suite 300  |  Euless, TX 76039 
817-868-4060 direct  |  817-868-4258 fax 
phuffman@fsmb.org|  www.fsmb.org 
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State of Wisconsin 
Department of Safety & Professional Services 

 

 

AGENDA REQUEST FORM 
1) Name and Title of Person Submitting the Request: 
 

Nicholas Tank 

2) Date When Request Submitted: 
 

8/27/2013 

Items will be considered late if submitted after 4:30 p.m. and  less than:  
 10 work days before the meeting for Medical Board 

 14 work days before the meeting for all others 

3) Name of Board, Committee, Council, Sections: 
Medical Examining Board 

4) Meeting Date: 
9/18/2013 

5) Attachments: 

 Yes 

 No 

 

6) How should the item be titled on the agenda page? 
Federation of State Medical Boards Nominations – Discussion and 

Consideration 

7) Place Item in: 

 Open Session 

 Closed Session 

 Both 

 

8) Is an appearance before the Board being 
scheduled?  If yes, who is appearing? 

  Yes by       
                                             (name)                               

 No 

9) Name of Case Advisor(s), if required: 
      

10) Describe the issue and action that should be addressed: 
 
The Federation of State Medical Boards requires nominations of Candidates for Elective Office and is extending this opportunity 
to the Wisconsin Medical Examining Board.  It has provided an informational item for the Board to review and consider to this 
end. 
   
 

11)                                                                                  Authorization 

 
 

Signature of person making this request                                                                                          Date 
 

 

Supervisor (if required)                                                                                                                       Date 
 

 

Bureau Director signature (indicates approval to add post agenda deadline item to agenda)    Date  

Directions for including supporting documents:  
1.  This form should be attached to any documents submitted to the agenda. 
2.  Post Agenda Deadline items must be authorized by a Supervisor and the Board Services Bureau Director. 
3.  If necessary, Provide original documents needing Board Chairperson signature to the Bureau Assistant prior to the start of a 
meeting.  
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1 
400 FULLER WISER ROAD  |  SUITE 300  |  EULESS, TX 76039 
(817) 868-4000 | FAX (817) 868-4098 | WWW.FSMB.ORG 

 

 
 
 
DATE: August 15, 2013 
 
TO:  Active Fellows of the Federation and 

 Medical Board Executive Directors/Secretaries 
 

FROM: Nominating Committee Chair Lance A. Talmage, MD  
  Nominating Committee Members Deeni Bassam, MD, Tariq H. Butt, MD,  
  Mark A. Eggen, MD, Anna Z. Hayden, DO, Jerry G. Landau, JD, and  
  Sheldon A. Wasserman, MD 
 
RE:  FIRST Call for Nominations of Candidates for Elective Office 
                
 
Nominations of Candidates for Elective Office 
 
Lance A. Talmage, MD, Chair of the FSMB’s Nominating Committee, requests that Member Boards and Fellows of 
the FSMB submit names of individuals for the Nominating Committee to consider as candidates for elective office. 
Elections will be held at the FSMB’s April 26, 2014 House of Delegates annual business meeting. Nominees may 
include physicians as well as non-physicians who are Fellows of the FSMB. The FSMB Bylaws state: An individual 
member who as a result of appointment holds full time membership on a Member Medical Board shall be a Fellow of the FSMB during 
the member’s period of service on a Member Medical Board, and for a period of 36 months thereafter. Instructions for 
recommending candidates, including eligibility requirements with responsibilities of elected positions, are attached 
for your information. Please refer to this information when submitting your letters of recommendation for 
consideration by the Nominating Committee. 
 
Under the FSMB Bylaws, the Nominating Committee must nominate one or more candidates for each position. 
Positions to be filled in 2014 are as follows: 
 

• Chair-elect   1 Fellow, to be elected for 3 years: one year as chair-elect; one year as chair;  
    and one year as immediate past chair 

• Board of Directors  3 Fellows, each to be elected for a three-year term* 
• Nominating Committee 3 Fellows, each to be elected for a two-year term** 

 
The Nominating Committee requests that all recommendations for nominations be submitted by January 6, 2014. 
No nominations will be accepted after January 6. 
 
*Should a current Director(s) on the Board, whose term is not scheduled to expire in 2014, be elected 
Chair-elect, then an additional Fellow(s) will be elected as a Director(s) to complete the unexpired 
term(s). 
 
**No two Nominating Committee members shall be from the same member board. Continuing members 
of the Committee will be from Florida Osteopathic, Illinois, and Virginia. 
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INSTRUCTIONS FOR RECOMMENDING CANDIDATES FOR NOMINATION TO 
FSMB ELECTED POSITIONS 

 
Eligibility 
 
Any person who is or will be a Fellow of the FSMB at the time of the election on April 26, 2014 is eligible for 
nomination. The Bylaws of the FSMB define Fellows as: An individual member who as a result of appointment holds full 
time membership on a Member Medical Board shall be a Fellow of the FSMB during the member’s period of service on a Member 
Medical Board, and for a period of 36 months thereafter.  
 
Core Competencies of Candidates 
 
A candidate for elective office should: 
• Support the vision, mission, values and strategic goals of the FSMB; 
• Possess a positive outlook on the role and function of state medical boards in the medical regulatory field; 
• Bring a broad, national perspective to specific issues; 
• Have adequate time and commitment necessary to fulfill the responsibilities of the office (please see attached        

“Responsibilities of Elected Positions”); 
• Demonstrate personal integrity. 
 
Letter of Recommendation - Contents 
 
The letter of recommendation to the Nominating Committee should specify (1) the name of the candidate to be 
considered; (2) the office for which the candidate is being recommended; (3) a description of the candidate’s 
ability to demonstrate the core competencies as stated above; (4) the candidate’s agreement to the submission of 
his/her name for potential nomination; (5) the candidate’s affirmation that he/she is aware of the time 
commitment required for the position to which he/she may be elected; and (6) the candidate’s mailing address, 
daytime telephone number, fax number and email address. 
 
Attachments to Letter of Recommendation 
 
The following materials should accompany the letter of recommendation: 
 
1. Candidate’s General Information Questionnaire (attached). In the interest of uniformity and fairness 
to all candidates, the Nominating Committee requests that the information contained on the Candidate’s General 
Information Questionnaire be limited to the space provided, except where otherwise stated.  
2. Signatory Form (attached). The candidate must submit a signed confirmation that the candidate 1) will be 
a Fellow as defined by the FSMB Bylaws at the time of the election on Saturday, April 26, 2014; 2) is aware of the 
time commitment required for the position to which he/she may be elected; and 3) is disclosing any potential 
conflict(s) of interest. 
3. Candidate’s photograph – color or black/white. Copies of the photos will be included in the 
Nominating Committee meeting agenda book. If the nominee is selected, the photos will also be used in the 
Election Manual that is distributed at the Annual Meeting and placed on the Candidates Website. Questions 
regarding photos should be directed to David Hooper, Sr. Director of Marketing, at 817-868-4070 or 
dhooper@fsmb.org.  
4. Personal statement by the candidate (sample attached) – in WORD version no greater than 500 
words. The candidate should state why he/she wants to serve in the particular position in which he/she will be 
campaigning for election; how he/she fulfills the core competencies of candidates, and what he/she will 
contribute to FSMB. The personal statement will be included in the Election Manual and placed on the Candidates 
Website. 
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5. Electronic copy of the candidate’s curriculum vitae (CV) (a maximum of five pages) and a one-
page bio or summary CV. Please provide relevant information including important appointments, honors and 
awards received, etc. Please note that these documents will be published on the Candidates Website; 
therefore, social security numbers and all other private information must be removed prior to forwarding 
with letters of recommendation. 
 
Deadline for Submission of Letters and Materials 
 
The members of the Nominating Committee request that all recommendations for nominations be submitted in 
writing by mail, fax or email to: 
 
  Lance A. Talmage, MD, Chair 
  Nominating Committee 
  c/o Pat McCarty, Director of Leadership Services 
  Federation of State Medical Boards 
  400 Fuller Wiser Road, Suite 300 
  Euless, TX  76039-3855 
  Fax:  (817) 868-4167 
  Email: pmccarty@fsmb.org 
 
The National Office should receive letters and accompanying materials by January 6, 2014. No nominations 
will be accepted after January 6. 
 
A confirmation acknowledging receipt of nominations will be sent within one week. If you do not receive 
confirmation, please contact Pat McCarty at (817) 868-4067 or at the email above.  
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RESPONSIBILITIES OF ELECTED POSITIONS 
 

 
Board of Directors 
 
The FSMB Board of Directors is responsible for the control and administration of the FSMB and 
reports to the House of Delegates; the Board provides leadership in the development and 
implementation of the FSMB’s Strategic Goals and the Board’s Annual Action Plan; the Board is 
responsible for governing and conducting the business of the corporation, including supervising the 
President/CEO; and, under the leadership of the Chair and President/CEO, represents the FSMB 
to other organizations and promotes recognition of the FSMB as the premier organization 
concerned with medical licensure and discipline. The Board of Directors is the fiscal agent of the 
corporation.  

 
GENERAL RESPONSIBILITIES  
 
The Board of Directors is responsible for the following: 
 

1. Set goals, objectives and priorities necessary to achieve the FSMB Strategic Goals. 
2. Set goals, objectives and critical success factors for the President/CEO. 
3. Ensure effective management of the FSMB’s financial resources. 
4. Approve systems for assessing and addressing needs of member boards. 
5. Implement adopted Board of Directors professional development and self-assessment plans. 
6. Promote use of FSMB services among targeted customer groups. 
7. Enhance communication with and among member boards. 
8. Enhance support and education for member board executives and their staff. 

 
TIME COMMITMENT 
 
The Board of Directors will meet five times during the 2014-2015 fiscal year:  

 
April 27, 2014 – Denver, CO (immediately following the Annual Meeting) 
July 2014 – site and actual dates TBD  
October 2014 – Washington, DC and actual dates TBD 
February 2015 – site and actual dates TBD 
April 21-26, 2015 – Fort Worth, TX (in conjunction with the Annual Meeting) 

  
Newly elected directors will also be asked to participate in a New Directors Orientation scheduled 
June 1-2, 2014 at the FSMB Euless, TX Office.  
 
The dates above include travel days. 
 
 
 
 
 
 
 

153153



5 
 

Nominating Committee 
 
COMMITTEE CHARGE 
 
The charge of the Nominating Committee as currently set forth in the FSMB Bylaws is to submit a 
slate of one or more nominees for each of the offices and positions to be filled by election at the 
Annual Meeting of the House of Delegates. The Committee will mail its slate of candidates to 
Member Boards not fewer than 60 days prior to the meeting of the House of Delegates. 

 
Tasks of the Committee include: 
 
1. Soliciting recommendations for candidates for elected positions from Member Boards and 

Fellows of the FSMB. 
2. Assertively recruiting individuals who have the core competencies set forth on page 2 and who 

represent diversified backgrounds, experiences and cultures. 
3. Educating potential candidates on core competencies for FSMB leadership roles and the 

responsibilities associated with respective leadership positions. 
4. Reviewing letters of recommendation and supporting material of each individual nominated or 

recruited as a candidate for election.  
5. Verifying that candidates have the core competencies for FSMB leadership positions. 
6. Verifying that queries of FSMB Board Action Data Bank have been completed on physician 

candidates and that no actions have been reported which could call into question an individual’s 
fitness for FSMB leadership. 

7. Affirming that all candidates for elected leadership have disclosed any potential conflicts of 
interests. 

8. Considering the importance of public representation on the FSMB Board of Directors and 
assuring the slate of candidates provides for election of adequate/qualified public representation. 

9. Selecting and narrowing the slate of candidates to those who best demonstrate the core 
competencies; have the necessary qualifications and eligibility for a position; and bring valuable 
talents and perspectives to the FSMB. 

10. Preparing a report to the House of Delegates that includes a slate of nominees for positions to 
be filled by election at the House of Delegates annual business meeting. 

11. Determining process for notifying candidates of the Nominating Committee’s decisions as soon 
as possible following the Committee meeting and providing the Nominating Committee report 
the FSMB Board of Directors. 

 
TIME COMMITMENT  
 
Members of the Nominating Committee serve two-year terms. The Committee will have its kick-off 
session in Denver, CO on the morning of Sunday, April 27, 2014 directly after the FSMB’s Annual 
Meeting. The Committee will meet again via teleconference in July 2014 (date to be determined) and 
at the FSMB Euless, TX Office in January 2015. 
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CANDIDATE’S GENERAL INFORMATION QUESTIONNAIRE 
 

PLEASE TYPE OR PRINT AND LIMIT YOUR INFORMATION TO THE SPACE PROVIDED 
(except where otherwise stated) 

 
GENERAL 

 
NAME: ______________________________________________________________________________ 
 
CANDIDATE FOR: ___________________________________________________________________ 
 
MAILING ADDRESS: _________________________________________________________________ 
  
_____________________________________________________________________________________ 
 
DAYTIME TELEPHONE: _____________________________________________________________ 
 
EMAIL AND/OR FAX: ________________________________________________________________ 
 
 
 

EDUCATION 
 
UNDERGRADUATE:  _________________________________________________________________ 
 
MEDICAL SCHOOL/GRADUATE SCHOOL:  ____________________________________________ 
 
 _____________________________________________________________________________________ 
 
POSTGRADUATE EDUCATION:  ______________________________________________________ 
 
_____________________________________________________________________________________ 
 
CURRENT POSITION:  _______________________________________________________________ 
 
AREA OF SPECIALIZATION:  _________________________________________________________ 
 
 
 

FEDERATION ACTIVITIES 
 
BOARD and/or COMMITTEES:  ________________________________________________________ 
 
 _____________________________________________________________________________________ 
 
 _____________________________________________________________________________________ 
 
OTHER FSMB ACTIVITIES:  __________________________________________________________ 
 
 _____________________________________________________________________________________ 
 
 _____________________________________________________________________________________ 
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PROFESSIONAL AND/OR ORGANIZATIONAL ACTIVITIES 

(National, State, or Local) 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 

 
 

   
Please indicate your reasons for wanting to serve & why you think you are an appropriate candidate. 

Please continue on a separate page if more space is required. 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
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CANDIDATE SIGNATORY PAGE 

 
 
 
 

 
STATE MEDICAL BOARD ACTIVITIES 

 
On which state medical board are you currently serving?   
 
_______________________________________________ 
 
If not serving, when did you leave the board?     Month ______   Day  ______   Year ______    

 
How long have you served (did you serve) on your state medical board?  
 
___________________________________ 
 

• I will be a Fellow as defined by the FSMB Bylaws at the time of the election on Saturday, April 
26, 2014 and understand that only an individual who is a Fellow at the time of the individual’s 
election shall be eligible for election. The Bylaws of the FSMB defines Fellow as:  

An individual member who as a result of appointment holds full time membership on a 
Member Medical Board shall be a Fellow of the FSMB during the member’s period of 
service on a Member Medical Board, and for a period of 36 months thereafter.  

 
• I am aware of the time commitment for the position I wish to be elected.  

 
• I am disclosing any potential conflict(s) of interest. 

 
                    
SIGNATURE:     ________________________________________________________________ 
 
 
Potential Conflict(s) of Interest 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
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SAMPLE PERSONAL STATEMENT [500 words or less]  
Please provide this document in WORD format 
 
NAME:  _________________________________ 
 
CANDIDATE FOR: [Chair-elect, Board of Directors or Nominating Committee] 
 
[SAMPLE TEXT – please describe your own experiences using your own words] 
 
I am a candidate for [elective office]. Since beginning my medical career in a small rural town 
over 20 years ago, I have been involved in professionalism and upholding the higher 
standards of being a physician. Currently, I am the Chairman of the Department of 
[specialty] at the School of Medicine in [city]. 
 
My experiences with medical licensure began in the 90’s when I was appointed to the 
advisory committee for athletic trainers of the [state medical board]. Subsequently, I was 
appointed as a member of the [state medical board] in 2009. I was elected Vice President in 
2010 and have been serving as President since 2011.  
 
Since being appointed to the [state medical board], I have been serving the [state medical 
board] in a number of capacities, which have included [committee/workgroups, etc.]. 
 
Additionally, I have worked as [other professional experiences and associations]. 
 
It is with great anticipation that I am running for [elective office]. I have the energy, 
enthusiasm and experience to represent the FSMB. My qualifications are broad and strong, 
which will allow me to function well within a system that is focused on licensure, discipline 
and protection of the public. 
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FEDERATION OF STATE MEDICAL BOARDS 
Responsibilities of Appointed Positions 

 
 
Audit Committee 
 
COMMITTEE CHARGE 
 
The primary charge of the Audit Committee, as currently set forth in the FSMB Bylaws, Article 
VIII, Section B, is to review the audit of the corporation and the accompanying financial statements. 
 
Tasks of the Committee include: 
 
1. Reviewing the auditor’s report with particular attention to material deficiencies and 

recommendations. 
2. Reviewing the annual Statement of Financial Position, Statement of Activities and Statement of 

Cash Flows resulting from the audit process. 
 
TIME COMMITMENT 
 
Members of the Audit Committee serve one-year terms. Due to advances in technology and 
common practice of audit committees within the U.S., the Audit Committee traditionally meets via 
teleconference two to four times during the year, with the potential for one face-to-face meeting.  
 
Bylaws Committee 
 
COMMITTEE CHARGE 
 
The charge of the Bylaws Committee, as currently set forth in the FSMB Bylaws, Article VIII, 
Section C, is to continually assess the Articles of Incorporation and the Bylaws and receive all 
proposals for amendments thereto. The Committee will, from time to time, make recommendations 
to the House of Delegates for changes, deletions, modifications and interpretations to the Bylaws. 
 
Tasks of the Committee include: 
 
1. Receiving requests for amendments or revisions from the Board of Directors or from Member 

Boards. Upon receiving requests, the Committee drafts Bylaws language that is appropriate in 
style and placement. The Bylaws Committee members may also propose amendments or 
revisions to the Bylaws, and draft language that is appropriate for inclusion. 

2. Advising the House of Delegates with regard to each modification they have drafted, citing in 
their report to the House their choice to support, oppose or remain neutral regarding the 
language they have drafted. Members of the Committee may give testimony in support of their 
position before a Reference Committee. 

3. Interpreting the Bylaws upon request of the Board of Directors, Member Boards or others. 
4. Reviewing the Bylaws and Articles of Incorporation on a continual basis. 
 
TIME COMMITMENT 
 
Members of the Bylaws Committee serve one-year terms. The Committee will meet once by 
teleconference or as many times as is needed. 
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Editorial Committee  
 
COMMITTEE CHARGE 
 
The charge of the Editorial Committee, as currently set forth in the FSMB Bylaws, Article VIII, 
Section D, is to advise the Editor-in-Chief on editorial policy for the FSMB’s official publication 
(Journal of Medical Regulation) and otherwise assist the Editor-in-Chief in the performance of duties as 
appropriate and necessary. 
 
Tasks of the Committee include: 
 
1. Reviewing all articles submitted for publication in a timely manner.  
2. Supplying the names of at least two authors (four is preferred) who are able to write an article(s) 

for the Journal.  
3. Writing or working with the Journal Editor-in-Chief to create an editorial for the Journal.  
4. Serve as ongoing ambassadors for the Journal during any appropriate business meetings or 

discussions with colleagues — distributing the PDF Call for Papers in printed or electronic form 
whenever and wherever appropriate. 

 
TIME COMMITMENT 
 
Members of the Editorial Committee serve three-year terms. The Committee will meet once each 
year at FSMB headquarters or other location and will also meet via teleconference two to four times 
each year. The Committee will also be asked to read manuscripts throughout the year.  
 
Education Committee 
 
COMMITTEE CHARGE 
 
The charge of the Education Committee as currently set forth in the FSMB Bylaws, Article VIII, 
Section E is to assist in the development of educational programs for the FSMB. This includes the 
Annual Meeting program as well as webinars, teleconferences and other educational offerings. 
 
Tasks of the Committee include: 
 
1. Providing consultation and recommendations in the development and review of the FSMB’s 

annual education agenda. 
2. Identifying and prioritizing educational topics in accordance with the mission, vision, core values 

and goals of the FSMB. 
3. Evaluating education trends and opportunities to provide quality educational programming to 

FSMB membership. 
 
TIME COMMITMENT 
 
Members of the Education Committee serve one-year terms. The Committee will meet several times 
per year either in person or via teleconference. The frequency of regular meetings will be determined 
by need, but will occur at least quarterly. 
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Ethics and Professionalism Committee 
 
COMMITTEE CHARGE 
 
The charge of the Ethics and Professionalism Committee as currently set forth in the FSMB Bylaws, 
Article VIII, Section F is to address ethical and professional issues pertinent to medical regulation. 
 
Tasks of the Committee include: 
1. Addressing ethical and/or professional concerns expressed by state medical boards. 
2. Researching data pertinent to the issues and/or obtaining input from experts in the particular 

subject areas being considered. 
3. Developing model policies for use by state medical boards to be submitted for approval by the 

FSMB House of Delegates. 
 
TIME COMMITMENT 
 
Members of the Ethics and Professionalism Committee serve one-year terms. The Committee will 
meet several times per year either in person or via teleconference. The frequency of regular meetings 
will be determined by need. 
 
Finance Committee 
 
COMMITTEE CHARGE 
 
The charge of the Finance Committee as currently set forth in the FSMB Bylaws, Article VIII, 
Section G is to review the financial condition of the FSMB, review and evaluate the costs of the 
activities and/or programs to be undertaken in the forthcoming year, and recommend a budget to 
the Board of Directors for its recommendation to the House of Delegates at the Annual Meeting, 
and perform such other duties as are assigned to it by the Board of Directors. 
 
Tasks of the Committee include: 
1. Assessing prior financial performance in comparison to budget. 
2. Reviewing the draft budget for alignment with organizational goals, programs and services. 
3. Approving the budget for recommendation to the Board of Directors. 
 
TIME COMMITMENT 
 
Members of the Finance Committee serve one-year terms. The Committee will meet several times 
per year either in person or via teleconference. The frequency of regular meetings will be determined 
by need. 
 
Special Committees 
 
Special Committees are appointed by the Chair as necessary and are established for a specific 
purpose. Special Committees usually meet three times per year, in person and via teleconference, 
and continue their work for about two years. Special Committees for 2014-2015 are to be 
determined.   
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From: Ryan, Thomas - DSPS  
Sent: Tuesday, September 03, 2013 8:25 AM 
To: Tank, Nicholas - DSPS 
Subject: FW: Request for letter of Recommendation to the FSMB Nominating committee 7 endorsement 
of Wisconsin MEB 
 
Hello Nick:  Please add this e-mail and the attachments to the next MEB agenda with the FSMB 
appointment materials.  Thanks. 
 
From: Sridhar Vasudevan [mailto:drsrivasudevan@gmail.com]  
Sent: Monday, September 02, 2013 8:52 PM 
To: 'Simons, Kenneth'; Ryan, Thomas - DSPS 
Cc: drsrivasudevan@gmail.com 
Subject: Request for letter of Recommendation to the FSMB Nominating committee 7 endorsement of 
Wisconsin MEB 
 
Dear Dr. Simons: 
 
This is a follow up of my call to you in August. 
 
I have, sent in the information to the Federation of State Medical Boards (FSMB), to be considered by 
the FSMB nomination committee for the position of member of the Board of Directors (BOD). I have 
sent them: 
 

1.  The “candidate’s General Information Questionnaire 
2. My Personal statement 
3. A brief CV (maximum of five pages) and Biography 

 
I am requesting: 
 

1. A letter from you, as Chair a letter of recommendation supporting my candidacy.  
2. This item be placed on the September agenda of the Wisconsin MEB—requesting the Board 

endorse my candidacy  
3. Any advice -- from either of you. 

 
The letter of recommendation to the nominating committee (according to directions from FSMB), 
should specify: 
 

1. The name of the candidate to be considered (Sridhar V. Vasudevan, M.D.) 
2. The office for which the candidate is recommended (Member of the FSMB Board of Directors) 
3. A description of the candidate’s ability to demonstrate ‘core competencies’ ( Support the vision, 

mission, values & strategic goals of FSMB; Possess a positive outlook on the role and function of 
state medical boards in the medical regulatory field; Bring a broad, national perspective to 
specific issues; Have adequate time and commitment necessary to fulfill the responsibilities of 
the office AND Demonstrates personal integrity.) 

4. The candidate’s agreement to the submission of his name for potential nomination (yes, I am in 
agreement), 

5. The candidate’s affirmation that he is aware of the time commitment required for the position 
to which he may be elected (I am aware and have the time to commit to this position); and 
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6. The candidate’s mailing address, daytime telephone number and email address. 
 
I have attached both my “Brief CV” that I sent to the FSMB and the Long CV-that gives you an 
understanding of my past and current academic, clinical and leadership activities. I have read the 
“Responsibilities of Elected Position”-and believe that I have the time, passion, national and local 
perspective and the motivation to serve in this role, if nominated and elected. I am in agreement to 
have my name submitted for the nomination to the position as member of the BOD of FSMB. I 
understand and affirm that I have the time to meet the commitments of this position. My address and 
contact information are given below-but are included in the brief CV , as well. 
 
Please call me if you have any questions. Sheldon Wasserman, M.D., the past chair of Wisconsin MEB, 
now serves on the FSMB nominating committee and has encouraged me to place my name for this 
nomination and has agreed to be supportive. 
 
I hope, the Board and you would endorse me for this position and you will write a letter supporting this 
nomination. I am requesting Mr. Thomas Ryan, place this on the future agenda of our MEB meeting. 
 
Thank you in advance. 
 
Sridhar V. Vasudevan, M.D. 
drsrivasudevan@gmail.com 
 
P.O. Box 240860 
Milwaukee, Wisconsin 53224 
 
Tel: 262-285-3888 
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State of Wisconsin 
Department of Safety & Professional Services 

Revised 10/12 

 

AGENDA REQUEST FORM 
1) Name and Title of Person Submitting the Request: 
 

Joshua Archiquette 

2) Date When Request Submitted: 
 

9/6/13 

Items will be considered late if submitted after 4:30 p.m. and  less than 8 
work days before the meeting. 

3) Name of Board, Committee, Council, Sections: 
 
Medical Examining Board 

4) Meeting Date: 
 
9/18/2013 

5) Attachments: 

 Yes 

 No 

 

6) How should the item be titled on the agenda page? 
Informational Items 
Maintenance of Licensure 

7) Place Item in: 

 Open Session 

 Closed Session 

 Both 

 

8) Is an appearance before the Board being 
scheduled?   
 

   Yes (Fill out Board Appearance Request) 

  No 

9) Name of Case Advisor(s), if required: 
      

10) Describe the issue and action that should be addressed: 
 
Informational item for the Board’s consideration. 

11)                                                                                  Authorization 

 
                    Joshua Archiquette                                                             9/6/13 

Signature of person making this request                                                                                          Date 
 

 

Supervisor (if required)                                                                                                                       Date 
 

 

Executive Director signature (indicates approval to add post agenda deadline item to agenda)    Date  

Directions for including supporting documents:  
1.  This form should be attached to any documents submitted to the agenda. 
2.  Post Agenda Deadline items must be authorized by a Supervisor and the Policy Development Executive Director. 
3.  If necessary, Provide original documents needing Board Chairperson signature to the Bureau Assistant prior to the start of a 
meeting.  
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Maintenance of licensure moving 
forward 
By Jon H. Sutton  
PUBLISHED July 1, 2013 • Print-Friendly  
 

For many years, the Federation of State Medical Boards (FSMB) has been actively pursuing the development of a 

maintenance of licensure (MOL) program. Numerous committee and stakeholder meetings have centered on the 

concept and how the state medical boards can take it from the theoretical to the implementation level. Because 

licensure is critical to surgical practice, it is important that surgeons have some understanding of how changes in 
licensing are likely to affect them in the coming years, or at least what they may have to do to maintain licensure. 

Many physicians may not yet know what MOL is or why it is necessary, as they may have heard or read only 
generalities about the topic. With that in mind, this article presents a more in-depth overview of MOL. 

Describing MOL 
Simply stated, MOL is a process by which licensed physicians periodically provide, as a condition of license renewal, 

evidence that they are actively participating in a program of continuous professional development. This activity should 

be relevant to areas of practice, measured against objective data sources, and aimed at improving performance over 
time.* 

According to the FSMB, the rationale for developing and implementing a MOL system is an outgrowth of the health 

care system’s evolving emphasis on improving patient safety and quality outcomes. Continuous quality improvement 

has become a staple of policymakers, especially with the adoption of health system reform. In addition, state medical 

boards have long recognized their responsibility to protect the public and promote quality health care by ensuring that 
only qualified individuals receive a license to practice medicine and deliver health care.† 

Status of MOL 
In 2010, the FSMB House of Delegates adopted a framework for MOL. Under this paradigm, physicians would 

periodically provide evidence of participation in professional development and lifelong learning activities based on the 

general competencies model: medical knowledge, patient care, interpersonal and communication skills, practice-
based learning and improvement, professionalism, and systems-based practice. 

Three major components of effective lifelong learning are included in this framework: 

• Reflective self-assessment through which physicians participate in an ongoing 
process of self-evaluation and practice assessment with subsequent successful 
completion of tailored educational or improvement activities 

• Assessment of knowledge and skills, which calls for physicians to demonstrate 
the knowledge, skills, and abilities necessary to provide safe, effective patient 
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care within the framework of the general competencies as they apply to their 
individual practice 

• Performance in practice, meaning physicians should demonstrate accountability 
for their performance using a variety of methods that incorporate reference data 
to evaluate their practices and guide improvement* 

The FSMB adopted five guiding principles to further assist in the development of MOL. Based on these guidelines, 
MOL should do the following: 

• Support physicians’ commitment to lifelong learning and facilitate improvement in 
physician practice. 

• Demonstrate administrative feasibility and should be developed in collaboration 
with other stakeholders. The authority for establishing MOL requirements should 
remain within the purview of state medical boards. 

• Avoid compromising patient care or creating barriers to physician practice. 
• Offer flexible support for physician compliance with MOL requirements and 

provide options for meeting requirements. 
• Balance transparency with privacy protections.‡ 

Every time a new program or process affecting physicians is discussed, legitimate concerns are expressed regarding 

compliance, such as whether the new system will create additional practice burdens, and so on. To address some of 

these concerns, the FSMB came up with a list of explanatory comments to reassure physicians that MOL is not 
intended to impose an additional level of regulatory bureaucracy, which includes the following: 

MOL is being constructed in a way that is carefully integrated and coordinated with activities of other 
organizations. The FSMB is working closely with the American Board of Medical Specialties, which administers the 

Maintenance of Certification (MOC) program for physicians; however, MOC will not be required as a part of the future 

MOL system. Similarly, Osteopathic Continuous Certification (OCC) will not be required for MOL. The three systems 

are independent. The FSMB is recommending, however, that physicians engaged in MOC or OCC be recognized as 

being in “substantial compliance” with the three MOL components: reflective self-assessment, assessment of 
knowledge and skills, and performance in practice. 

MOL is being constructed in a way that minimizes additional burdens for physicians. It will not mandate a high-

stakes examination as a part of its structure. For physicians who are not board-certified in a medical or surgical 
specialty and, therefore, not engaged in MOC or OCC, the FSMB will help identify activities that could satisfy MOL. 

MOL is being constructed in a way that takes into account the wide variation in clinical activity among 
physicians. Licensed physicians in the U.S. include professors, executives of health care organizations, 

policymakers, and other individuals who are part of a broad spectrum of professional niches. In recognition of the 

diversity in physicians’ professional endeavors, the FSMB is working with health care organizations to create a 

system that fairly evaluates and assesses the activities of all licensed physicians. Many kinds of professional 
activities outside of clinical practice may be acceptable for MOL and are being evaluated.‡ 

These assurances are very important to physicians. One early critique of MOL was that it would result in a significant 

increase in regulatory burdens, especially for physicians already working hard to keep up with MOC requirements. 
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Ultimately, it will come down to how state medical boards choose to implement MOL, and at this stage of the process, 

it seems these boards have little interest in further complicating the licensure process by imposing additional burdens 
on licensees or on themselves. 

Going forward 
It will be a while before an MOL system is implemented. The FSMB is currently working with a few state medical 

boards on MOL pilot projects, and the results will be critical in determining how to roll out the program. One 

suggestion calls for MOL to be implemented in phases based on the major components of lifelong learning as 

previously described, starting with reflective self-assessment, then adding assessment of knowledge and skills, and 
finally including performance in practice, which may be the most difficult of the three to demonstrate and evaluate. 

In the meantime, the FSMB has posted a useful MOL resource Web page. The site provides fact sheets, federation 

reports, and other items and will provide updates over time on MOL implementation. 

Of particular interest to surgeons may be FSMB Board Report 11-3: Report of the MOL Implementation Group. In 

Attachment B of the report is a suggested toolbox for implementation of MOL along with a description of the 

professional development programs and activities for the three major components of lifelong learning, such as 

continuing medical education, participation in registries, use of self-assessment tools, and so on. With access to 

these resources, along with the FSMB’s sensitivity to realistic development of MOL requirements and processes, 
implementation should have limited impact on the practicing surgeon. 

 

*Federation of State Medical Board. Maintenance of licensure: Frequently asked questions. Available at: 
www.fsmb.org/m_mol_faqs.html. Accessed April 26, 2013. 
†Chaudhry H, Cain F, Stax M, Talmage L, Rhyne J, and Thomas J. The evidence and rationale for maintenance of 
licensure. J Med Reg. Available at: www.fsmb.org/pdf/mol-evidence-article.pdf. Accessed May 6, 2013. 
‡Federation of State Medical Board. Maintenance of licensure: A special report. Available at: www.fsmb.org/pdf/mol-

new-vision.pdf. Accessed April 26, 2013. 
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A B S T R A C T : The overutilization of medical tests and procedures has been identified as an important 
reason for the high costs of health care in America. Because the problem of overutilization is so multifaceted 
and complex, detection has been uneven and deterrence has been erratic. Recognizing the increasing 
severity of the problem and the adverse effect that overutilization may have on patient safety and care, 
the medical profession in recent years has increased its efforts to curtail excess treatment. Several national 
specialty societies, for example, have identified certain tests and procedures that may be unnecessary 
or overused, and they have disseminated their findings to physicians and patients. The question that this 
article seeks to address is what role state medical boards should have in reducing unnecessary care  
and treatment. This article argues that state medical boards, congruent with their mission of public protection, 
should enhance their oversight, detection, and regulation in this area. Professional ethics and specialty 
society guidelines could provide the basis for disciplining persistent and egregious offenders. 

Sounding an alarm, the Institute of Medicine (IOM) 
in a September 2012 report called upon the health 
care community to reduce wasteful and unnecessary 
spending on health care services.1 The cause for 
concern was an estimated $750 billion loss in 
2009, or about 30% of that year’s total spending. 
Pointing to the complexity of the nation’s health care 
system, the IOM contended that the responsibility 
for addressing the problem “rest[ed] on many 
shoulders,” and that a concerted effort involving 
payers of health care, individual and institutional 
providers, consumers, and regulators was needed. 
Among those that the IOM singled out for assis-
tance were state licensing boards.

The IOM’s inclusion of state licensing boards  
was unusual. Recent efforts to reduce waste and 
duplication have focused on system-building —  
organizational integration, data infrastructure, 
workforce collaboration, and patient-centered care. 
While these largely systemic approaches to health 
care delivery should reduce wasteful spending, 
such measures do not directly address individual 
accountability for overutilization. Because the health 
care industry is so labor intensive and because 
patient care is often episodic and idiosyncratic, the 
cumulative decisions of physicians can influence 
the total cost of health care delivery substantially. 
Doctors, in other words, are important to containing 
costs in America. 

For at least two reasons, state medical boards 
should embrace the IOM’s challenge and join with 
other groups and organizations that seek to reduce 
wasteful spending. First, as noted, about 30% of all 

health care costs in the United States can be  
attributed to wasteful spending, much of it on out-
patient medical services, a cost component that can  
be tied closely to physicians’ treatment decisions. 
Second, the overutilization of diagnostic tests and 
surgical procedures increases the risk of infections, 
diseases, complications, and poor patient out-
comes. This is a matter of public protection.

Though state licensing boards can discipline physicians 
for unprofessional conduct, only thirteen boards 
have an explicit disciplinary provision in their  
medical practice acts or statutes that pertains to 
unnecessary care and treatment. These states are 
Alabama, Arkansas, California, Colorado, Florida, 
Kansas, Maryland, Missouri, New Mexico, New 
York, North Dakota, Vermont, and Wyoming  
(Table 1). Yet, boards in these states infrequently 
apply such provisions to offending physicians. Of 
those that publish their results online, only California, 
Florida, Missouri, and Vermont regularly appear to 
discipline licensees for overutilization.2 

There are practical reasons for state boards’ reluc-
tance. These include difficulties in determining 
precisely what unnecessary care and treatment 
entails and in establishing or setting parameters for 
disciplinary action. Unlike most cases which require 
peer review to determine a breach of the standard 
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of care, doctors’ technical skills may not be at 
issue. Because unnecessary care and treatment  
is so widespread, moreover, boards likely will get 
pushback from physicians who may view such 
oversight as anticompetitive. 

Notwithstanding these and other challenges, boards 
have a role to play in controlling the overutilization of 
health care services. Physicians who routinely order 
unnecessary tests or perform questionable procedures 
very likely harm their patients. In many such instances, 
disciplinary action would seem appropriate.

The High Cost of Medical Services  
in U.S. Outpatient Settings 
Of the three main goals of health policy — increasing 
access to care, controlling costs, and enhancing 
quality — cost control clearly has emerged as the 
significant challenge of the twenty-first century.3 
The spending gap between the United States and 
all other countries for which the Organization for 
Economic Co-operation and Development (OECD) 
collects data is quite large and is growing. Accounting 

for inflation and purchasing power parity, total per 
capita health expenditures in the United States 
averaged $356 in 1970, $1,102 in 1980, $2,851 
in 1990, $5,993 in 2003, and $8,233 in 2010, 
almost double the amounts in recent years for the 
next closest spending nations.4

Close examination of available OECD data for  
certain countries for the years 2003–2010 reveals 
that the United States exceeds spending levels  
in several provider categories, especially for  
outpatient medical services (Table 2). While the 

 

Table 1 
State Medical Boards with a Specific Disciplinary Provision for Unnecessary Care and Treatment

State Medical Board Applicable Disciplinary Action

Alabama Performance of unnecessary diagnostic tests or medical or surgical services

Arkansas Persistent, flagrant over-charging or over-treating of patients

California Repeated acts of clearly excessive…use of diagnostic procedures…use of diagnostic or 
treatment facilities

Colorado Willful and repeated ordering or performance, without clinical justification, of demonstrably 
unnecessary laboratory tests or studies; the administration, without clinical justification,  
of treatment which is demonstrably unnecessary

Florida Performing or attempting to perform…an unauthorized procedure or a procedure that is 
medically unnecessary or otherwise unrelated to the patient’s diagnosis or medical condition

Kansas Performing unnecessary tests, examinations or services which have no legitimate medical 
purpose; charging an excessive fee for services rendered

Maryland Grossly overutilizing health care services

Missouri Willfully and continually overcharging or overtreating patients; willfully and continually  
performing inappropriate or unnecessary treatment, diagnostic tests or medical or  
surgical services

New Mexico Excessive treatment of patients

New York Ordering of excessive tests, treatment, or use of treatment facilities not warranted by the 
condition of the patient

North Dakota A continued pattern of inappropriate care as a physician, including unnecessary surgery

Vermont Consistent improper utilization of services; consistent use of nonaccepted procedures 
which have a consistent detrimental effect upon patients

Wyoming Willful and consistent utilization of medical services or treatment which is inappropriate  
or unnecessary

Source: Ala. Code sec. 34-24-360 (11),(12); Ark. Code sec. 17-95-409(a)(2)(O); Cal. Code sec. 725-733(a); Colo. Code sec. 12-36-117(1)(bb)(I); Del. Code sec. 1731(b)(18);  
Fla. Stat. sec. 456.072(1)(bb); Ill. Medical Practice Act of 1987, 225 ILCS 60/22(A)(25); Kan. Stat. sec. 65-2836(aa); Md. Medical Practice Act HO, sec. 14-404(a)(18); Mo.  
Rev. Stats. 334.100(4)(a),(c); New Mex. Code sec. 16.10.8.8(E); New York Art. 131-A sec. 6530(35); N. Dak. Medical Practice Act sec. 43-17-31.21; Vermont Stats. chap. 23, 
sec. 1354(a)(16),(18),(19); Wy. Stats. 33-26-402(a)(xviii). 

THE OVERUTILIzATION OF DIAGNOSTIC  

TESTS AND SURGICAL PROCEDURES  

INCREASES THE RISK OF INFECTIONS,  

DISEASES, COMPLICATIONS, AND POOR  

PATIENT OUTCOMES. THIS IS  A MATTER  

OF PUBLIC PROTECTION.
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mean expenditure ratios for inpatient vs. outpatient 
care are 53:47 for Australia, 64:36 for France, 
55:45 for Germany, and 50:50 for Japan, they are 
almost the reverse for the United States and  
Canada — 30:70 and 39:61 respectively (Table 2). 
Yet, the United States spent $759 more on  
inpatient services and $3,018 more on outpatient 
services for each person on average than did  
Canada for the years indicated (Table 2). 

What explains the huge gap between the United 
States and other countries in per capita spending 
for outpatient medical services? Opinions vary. They 
range from greater access to the latest technology 
in the United States to the higher incidence of 
chronic diseases, from overreliance on specialists 

for primary care to greater costs and overhead, and 
from enhanced exposure to lawsuits for medical 
malpractice to fee-for-service payment practices 
and intense market competition.5 Combined, these 
factors significantly have influenced the practice of 
medicine in America. 

Some recent studies have attempted to identify 
more precisely the distinguishing features or  
components of greater U.S. spending. According to 
a 2007 Congressional Research Service report, 
“intensity of service delivery,” by which the report’s 
authors mean “the amount of services used in  
a given health care encounter,” is a distinguishing 
feature.6 It is not the number of doctor-patient 
encounters that explains why the United States 

 

Table 2 
Per Capita Inpatient and Outpatient Medical Expenditures for Selected Countries, 2003–2010

Year/s Australia Canada France Germany Japan United 
States

Inpatient Medical 
Expenditures
Measured in U.S. dollars, 
adjusted for purchasing 
power parity

2003  919  523  902  832  699 1,171

2004  980  536  930  864  722 1,231

2005 1,031  557  980  912  759 1,294

2006 1,100  586 1,027  970  791 1,355

2007 1,176  603 1,073  993  838 1,408

2008 1,209  626 1,124 1,051  885 1,441

2009 1,289  686 1,175 1,127  927 1,486

2010 —  711 1,191 1,171 — 1,519

Outpatient Medical 
Expenditures
Measured in U.S. dollars, 
adjusted for purchasing 
power parity

2003  831  744  536  698  661 2,607

2004  908  789  551  728  713 2,789

2005  940  850  573  730  757 2,962

2006  987  910  608  782  788 3,116

2007 1,051  960  631  822  835 3,282

2008 1,038 1,015  602  880  893 3,456

2009 1,139 1,094  622  934  889 3,613

2010 — 1,131  626  961 — 3,740

IP:OP* 2003–2010 53:47 39:61 64:36 55:45 50:50 30:70

IP Difference
(US vs. Country)*

2003–2010  262  759  313  373  560 —

OP Difference  
(US vs. Country)*

2003–2010 2,473 3,018 2,915 2,752 2,965 —

Source: Organization for Economic Cooperation and Development. Health data 2011. U.S. dollars adjusted for purchasing power parity.

Definitions: Expenditure on in-patient care includes all expenditures on curative, rehabilitative, and long-term nursing care for in-patients. An in-patient is a patient who is formally 
admitted (or “hospitalized”) to an institution for treatment and/or care and stays for a minimum of one night in the hospital or other institution providing in-patient care. Expen-
diture on out-patient care comprises medical and paramedical services delivered to out-patients. An out-patient is not formally admitted to the facility (physician’s private office, 
hospital out-patient center or ambulatory-care center) and does not stay overnight. An out-patient is thus a person who goes to a health care facility for a consultation/treatment, 
and who leaves the facility within several hours of the start of the consultation without being “admitted” to the facility as a patient.

*All calculations are based on the mean for the given years. 
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BECAUSE UNNECESSARy CARE AND TREATMENT 

IS SO wIDESPREAD…BOARDS LIKELy wILL GET 

PUSHBACK FROM PHySICIANS wHO MAy VIEw 

SUCH OVERSIGHT AS ANTICOMPETITIVE. 

spends more. Rather, it is the greater number of 
services provided — tests run and procedures 
performed — per encounter, combined with  
higher than average unit prices for these services. 
“The United States uses more of the newest  
technologies and performs several invasive  
procedures (such as coronary bypasses and  
angioplasties) more frequently than the average 
OECD country,” the report’s authors said. 

One way to measure the intensity of service delivery 
is to divide per capita expenditures by the number 
of times on average that patients see their doctors. 
Notwithstanding higher per capita costs in the 
United States, average annual physician consultations 
are significantly lower.7 This translates to a much 

higher level of services per physician-patient 
encounter. Figure 1 displays the large difference 
between the United States and other nations as 
measured by service intensity. 

The Threat to Patient Health and Safety
As the above findings demonstrate, U.S. doctors more 
frequently employ expensive tests and procedures to 
treat their patients than doctors in foreign countries. 
Does this mean that many U.S. doctors are over-
treating their patients or that a substantial number 
are conducting unnecessary tests and procedures on 
them? “Yes,” say many analysts and observers.8 

Leading health policy analysts Donald Berwick  
and Glenn Hackbarth estimate that between  
$158 billion and $226 billion of wasteful spending 
occurs each year because of overtreatment.9  
Overtreatment, they say “comes from subjecting 
patients to care that, according to sound science 
and the patients’ own preferences, cannot possibly 
help them — care rooted in outmoded habits,  
supply-driven behaviors, and ignoring science.” 
Researchers Christine Cassel and James Guest 
agree with the assessment of Berwick and Hackbarth. 

Figure 1
Intensity of Service Delivery (per capita U.S. dollars), 
2003–2009, 2019* 
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Source: Organization for Economic Cooperation and Development. Health data 2011. US dollars adjusted for purchasing power parity.

Note: Per capita dollars reflect out-patient medical expenditures (see Table 2) divided by physician consultations for a given year. Physician consultations represent the number 
of contacts with an ambulatory care physician divided by the country population. Telephone contacts are excluded. 

*Projections based on calculated rate of increase from 2003–2009.
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“The initial focus” in reducing costs, Cassel and 
Guest assert, “should be on overuse of medical 
resources, which not only is a leading factor in the 
level of spending on health care but also places 
patients at risk.”10

Why do many doctors in the U.S. engage in wasteful 
spending practices, including the overutilization of 
health care services? As already mentioned, there 
are a number of compounding factors, many unique 
to America. Among these compounding factors, 
physicians frequently point to the threat of lawsuits 
to justify excessive tests and procedures. Fear of 
being sued is a legitimate concern, to be sure, but 
it should not obscure efforts to curtail unnecessary 
tests and procedures that enhance doctors’ income 
at the expense of their patients’ welfare.11 

Though monetary incentives always have existed, 
the medical profession before the 1970s exerted 
greater influence over practitioners’ economic 
behavior. For much of the twentieth century, the 
vast majority of doctors shared similar views, beliefs, 
and experiences, forging common bonds among 
them. Most belonged to the American Medical 
Association and their state and local medical  
societies; few breached norms of conduct concerning 
economic and social matters. Professional  
associations and state medical boards rarely had  
to take disciplinary action because informal  
sanctions, loss of referrals or even hospital privileges, 
were so consequential.12 Professional norms,  
values, and ethics, as economist Kenneth Arrow 
noted in a famous article penned in 1963, checked 
physicians’ desires to profit at the expense of 
patients and fellow colleagues.13 “[T]here is a 
‘collectivity-orientation,’ which distinguishes medicine 
and other professions from business, where  
self-interest on the part of participants is the 
accepted norm,” Arrow noted. 

The commercialization of medical practice in  
recent years has attenuated these former counter-
measures.14 Efforts of professional associations  
to reduce competition among physicians came 
under intense scrutiny in the late 1970s when 
policymakers, seeking to control rising costs, 
applied principles of economic theory to the health 
care industry. Specifically, courts and federal  
agencies struck down certain provisions in the AMA 
Code of Ethics as anticompetitive, sending a stern 
warning to the AMA, state, and local medical societies 
to curtail their enforcement activities.15 The rise  
of the national specialty societies, coupled with the 
AMA’s loss of membership and prestige at the end 

of the twentieth century, meant that no single 
organization spoke for physicians on professional 
matters. A “unified profession has given way to 
power blocs of specialists” or “fiefdoms,” renowned 
medical historian Rosemary Stevens concluded.16 

Just as current practitioners face fewer professional 
constraints than their predecessors, so they 
encounter greater temptations to violate their ethical 
responsibilities. A sizeable majority of today’s 
practicing physicians are board-certified specialists 
with advanced training in areas such as orthopedics, 
cardiology, or oncology. Recent technological  
innovations have allowed many specialists to perform 
surgery in ambulatory facilities that they them-
selves own or jointly own with others. Those in 
medium to large group practices often compete 
with hospitals and other physician groups along 
service or product lines based on specific diseases 
(cancer) or organ systems (heart, spine). Ancillary 
services, frequently of the diagnostic variety  
(computed tomography [CT] scan and Magnetic 
Resonance Imaging [MRI]), can supplement  
doctors’ incomes substantially.17 

Physician ownership of outpatient facilities has 
contributed significantly to the sharp increase in costs 
and procedures. Seth Strope and colleagues found, 
for instance, that “the conversion of [physician] 
non-owners to [physician] owners” was associated 
with a 53% rise in urological surgeries in Florida 
surgical centers for the period 1998 to 2002.18 Louise 
Pilote and colleagues, moreover, linked the supply  
of catheterization laboratories to an increase in heart 
bypass surgeries.19 Other studies demonstrated that 
similar increases occurred when physicians acquired 
diagnostic imaging equipment.20 

The substantial rise in the number of outpatient 
procedures reflected in the Strope, Pilote, and  
other studies raises serious concerns about the 
overutilization of medical services and the 
increased potential for poor patient outcomes. 
Researchers have shown, for instance, that unnec-
essary exposure to ionizing radiation increases the 

PHySICIANS wHO ROUTINELy ORDER  
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INSTANCES, DISCIPLINARy ACTION wOULD 

SEEM APPROPRIATE.
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incidence of cancer,21 that excessive prescribing of 
antibiotics lessens resistance to infections,22 and 
that overuse of heart stent implantations,23 spinal-
fusions,24 hysterectomies,25 and certain other surgical 
procedures enhances the risk of complications.26 

Not only does overtreatment demonstrate disregard 
for scarce resources and for best practices; it  
also shows indifference toward patients’ best 
interests. By way of example, the Maryland Board 
of Physicians in 2011 revoked the license of Mark 
Midei, a Baltimore cardiologist, for the unnecessary 
and fraudulent implantation of cardiac stents.27  
By his own admission, Midei performed about  
800 stent operations in 2005 and 1,200 in 2007.28 
Such a large and increasing number of stent 
implantations prompted investigations by a Maryland 
hospital and a U.S. Senate Committee into Midei’s 
medical practice.29 

Though the Maryland board found Midei guilty of 
“gross overutilization of health care services,” the 
decision to revoke Midei’s license hinged on his 
falsification of laboratory tests. “Dr. Midei’s willful 
creation of false percentage numbers for the degree 
of occlusion of coronary arteries is indefensible 
and amounts to a deliberate and willful fabrication 
of medical records,” the board determined.30 The 
Maryland board’s emphasis on falsified tests  
underlay its determination to revoke Midei’s license. 
Unfortunately, the board’s opinion failed to more 
precisely address the problem of unnecessary care 
and treatment. Under the circumstances, the  
Maryland board missed an important opportunity  
to put physicians on notice that unnecessary  
surgery alone might call for disciplinary action. 

The Need for State Licensing Board Intervention
What can the medical profession do, if anything, to 
discourage unwarranted and profligate spending? 
More than it is doing now, certain medical ethicists 
have insisted. “[T]he myth that physicians are innocent 
bystanders merely watching health care costs zoom 
out of control cannot be sustained,” Howard Brody 
has asserted.31 “Physicians cannot afford to ignore 
the profound logic of the link between care for 
individual patients and the costs of care,” Christine 
Cassel and Troyen Brennan have contended.32 

The justification for disciplining doctors who enhance 
their income at the expense of their patients’  
well-being seems apparent. Physicians who perform 
unnecessary tests and procedures violate all four 
recognized principles of medical ethics —  
nonmaleficence, beneficence, autonomy, and  

justice.33 There is no need for ordering these  
principles, for placing more emphasis on any  
particular one of them. Efforts to stem overtreat-
ment protect patients from harm, promote the fair 
distribution of scarce resources, and enhance the 
profession’s standing. 

in 2002, the American Board of Internal Medicine 
(ABIM) Foundation, along with the European  
Federation of Internal Medicine and the American 
College of Physicians, issued a global Charter  
on Medical Professionalism for the twenty-first 
century.34 The Charter put forth three “fundamental 
principles” (patient welfare, patient autonomy,  
and social justice) and a “set of professional 
responsibilities” to guide physicians’ interactions 
with patients, health care organizations, and  
society. Overutilization and wasteful spending 
received prominent attention. “The provision of 
unnecessary services not only exposes one’s 
patients to avoidable harm and expense but also 
diminishes the resources available for others,”  
the Charter’s authors stated. 

Following issuance of the Charter, several  
medical specialty societies sought to identify tests 
and procedures often overused in their respective 
specializations. After an exhaustive period of 
review, nine societies in April 2012 issued their 
“top five” questionable tests and procedures.35 An 
additional eight specialty societies plan to release 
their top five in the near future. 

The recent pronouncements of the national specialty 
societies should aid efforts of state medical  
boards to identify and discipline licensees for  
gross overutilization, unnecessary treatment, and 
wasteful spending. Because most physicians today 
are board certified in at least one specialty area, 
few doctors lack knowledge of evidence-based 
standards and guidelines concerning questionable 
tests and procedures. Those doctors who consis-
tently ignore recognized standards and guidelines, 
placing their financial interests above their patients’ 
welfare, warrant disciplinary action.

Recommendations
Few boards have the resources, the inclination, or 
the mandate to pursue licensees for unnecessary 
care and treatment. “We view ourselves as a  
catcher’s mitt in that we do not seek out infractions, 
but rather respond to 1,500 reports that come to 
us each year,” explained one board member. “From 
my own experience,” another board member stated, 
certain specialists “are sometimes able to over-
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utilize various tests and procedures without much 
consequence or notice because they manage to 
do so just within the range of acceptable medical 
practice and, therefore, below the radar of peers, 
hospital administrators or state regulators.”36 

For these and other reasons, state medical boards 
face at least two significant barriers to disciplinary 
action: (1) the asserted need to receive information 
concerning potential abuse before investigating, 
and (2) the ability of most offenders to provide 
some justification, however tenuous, for their  
treatment decisions. Notwithstanding these  
obstacles, boards can and should take certain 
steps to stem overtreatment and, in so doing,  
meet their obligations to protect the public. 

First, boards should signal their intention to discipline 
egregious offenders, to show that overtreatment is a 
serious problem and that disciplinary action may be 
warranted. A good place to start would be for boards 
to amend their respective state laws or medical 
practice acts to include a specific ground for “clearly 
excessive treatment of patients.” The Federation of 
State Medical Boards should take the lead in this 
endeavor. The Federation’s Model Medical and 
Osteopathic Act does not include a specific disciplinary 
ground for overutilization; nor do medical practice 
acts in more than 60% of states (see Table 1). 
States that lack a specific ground currently charge 
offenders under a “catchall” provision, such  
as unprofessional conduct, substandard care, or 
fraudulent activity. Such “catchall” provisions are 
poor substitutes for more targeted laws that would 
increase awareness of the problem and boards’ 
intent to discipline egregious offenders. 

Second, state medical boards and the Federation 
should issue guidelines or recommendations on 
excessive care and treatment. In related areas, the 
Federation has issued guidelines, white papers, or 
has teamed with others to produce books or tracts on 
matters such as opioid prescribing.37 The Federation 
could build on these related efforts by examining, 
collaborating with, and potentially incorporating the 
recently-released findings of several national specialty 
societies under the auspices of the ABIM Foundation 
and others as previously mentioned.

Conclusion 
Few patients are capable of making informed  
decisions about the efficacy of diagnostic tests and 
medical procedures. Most patients require their 
physicians’ help and assistance. Because doctors 
figure prominently in the selection of medical services, 

they are key to controlling health care costs in a 
fragmented delivery system. Though state medical 
boards cannot easily address widespread medical 
practices that lead to overspending, they can  
support the efforts of national specialty societies to 
establish evidence-based standards. Moreover, they 
can revise, if needed, their respective grounds for 
disciplinary action to more clearly identify and more 
easily discipline offending physicians. n
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