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MEDICAL EXAMINING BOARD MEETING
Room 121A, 1400 E. Washington Avenue, Madison
DRL Contact: Tom Ryan (608) 261-2378
February 15, 2012

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 summary of the actions and deliberations of the Board.

8:00 A.M.

OPEN SESSION

Call to Order — Roll Call

Declaration of Quorum

Approval of the Agenda (insert) (1-6)

Approval of Minutes of January 18, 2011 (insert) (7-18)
Case Presentations

ko

Presentation of Proposed Stipulation(s), Final Decision(s) and Order(s) in the Matter of:

a. Michael A. Dehner, MD - 09 MED 028 (175-184)
o Attorney Arthur Thexton
o Case Advisor — Sujatha Kailas

b. Dale E. Bauwens, MD — 09 MED 108 (185-192)
o Attorney Arthur Thexton
o Case Advisor — James Conterato

c. Clifford T. Bowe, MD — 09 MED 033 (193-204)
o Attorney Kim Kluck
o Case Advisor — Suresh Misra

d. James A. Shapiro, MD — 09 MED 367 (205-212)
o Attorney Kim Kluck
o Case Advisor — Raymond Mager



Susan J. Frazier, MD — 11 MED 249 (213-220)
o Attorney Kim Kluck
o Case Advisor — Sheldon Wasserman

Richard Banchs, MD — 10 MED 304 (221-226)
o Attorney Pamela Stach
o Case Advisor — Jude Genereaux

Brian Fox, MD — 10 MED 313 (227-232)
o Attorney Pamela Stach
o Case Advisor — lan Munro

Ronald K. Meyer, MD — 11 MED 058 (233-240)
o Attorney Pamela Stach
o Case Advisor — Azita Hamedani

Presentation of Petition(s) for Summary Suspension

8:30 A.M. — APPEARANCES — DOE Attorney Pamela Stach, Attorney Mary L ee Ratzel

and Respondent regarding Petition for Summary Suspension in the following matter:

a.

09 MED 258 and 10 MED 363 — Victoria J. Mondloch, MD (241-296)
o Attorney Pamela Stach
o Case Advisor — Sheldon Wasserman

6. Items Received After Mailing of Agenda
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Presentation of Proposed Stipulations and Final Decisions and Orders
Presentation of Proposed Decisions

Presentation of Interim Orders

Petitions for Re-hearing

Petitions for Summary Suspension

Petitions for Extension of Time

Petitions for Assessments

Petitions to Vacate Orders

Requests for Disciplinary Proceeding Presentations
Motions

Appearances from Requests Received or Renewed
Speaking Engagement, Travel and Public Relation Requests

. Application Issues

Examination Issues
Continuing Education Issues
Practice Questions



7. 9:00 A.M. — Public Hearing on Ch. MED 8 Relating to the Physician to Physician
Assistant Ratio (insert) (19-30)

a. Review and Discuss Legislative Clearinghouse Comments and Public Comments
Regarding Ch. MED 8 Related to the Physician to Physician Assistant Ratio

8. Items for Board Discussion

a. ARRA Grant — Demonstration Of Online Verification System — APPEARANCE —
9:30 A.M. — Ari Oliver, DSPS, ARRA Program Analyst (insert) (31-104)

b. ARRA Grant Declaration of Cooperation — Board Review and Approval -
APPEARANCE —9:45 A.M. — Ari Oliver, DSPS, ARRA Program Analyst
(insert) (105-116)

c. Budget Lapse Report - APPEARANCE —9:55 A.M. — Karen Vanschoonhoven,

DSPS Budget Director (insert) (117-124)

Maintenance of Licensure Pilot Projects

FSMB Matters

Chapter MED 10 Update

DSPS Website Improvement Opportunities (insert) (125-126)

Medical Board Newsletter

Upcoming Outreach Opportunities

ol !

9. Executive Director Matters
10. Legislative Report
a. Senate Bill 306 (insert) (127-144)
b. Assembly Bill 487 (insert) (145-152)

11. Screening Panel Report

12. Informational Item(s) (insert) (153-174)
13. Public Comment(s)

14. Other Business

CLOSED SESSION

CONVENE TO CLOSED SESSION to deliberate on cases following hearing (Wis. Stat. §
19.85 (1) (a)); consider closing disciplinary investigation(s) with administrative warning(s)
(Wis. Stat. § 19.85 (1) (b), and Wis. Stat. 8 440.205); consider individual histories or
disciplinary data (Wis. Stat. § 19.85 (1) (f)); and to confer with legal counsel (Wis. Stat. §
19.85(1) (9))

CS-1 Deliberation of Stipulation(s), Final Decision(s) and Order(s) in the Matter of:

a. Michael A. Dehner, MD - 09 MED 028 (insert) (175-184)
o Attorney Arthur Thexton



CS-2

CS-3

CS-4

CS-5

CS-6

b. Dale E. Bauwens, MD — 09 MED 108 (insert) (185-192)
o Attorney Arthur Thexton

c. Clifford T. Bowe, MD — 09 MED 033 (insert) (193-204)
o Attorney Kim Kluck

d. James A. Shapiro, MD — 09 MED 367 (insert) (205-212)
o Attorney Kim Kluck

e. SusanJ. Frazier, MD — 11 MED 249 (insert) (213-220)
o Attorney Kim Kluck

f. Richard Banchs, MD — 10 MED 304 (insert) (221-226)
o Attorney Pamela Stach

g. Brian Fox, MD — 10 MED 313 (insert) (227-232)
o Attorney Pamela Stach

h. Ronald K. Meyer, MD — 11 MED 058 (insert) (233-240)
o Attorney Pamela Stach

Deliberation of Petition(s) for Summary Suspension

a. Victoria J. Mondloch, MD — 09 MED 258 and 10 MED 363 (insert) (241-296)
o Attorney Pamela Stach

Deliberation of Proposed Administrative Warning(s)

a. 09 MED 439 (J.G., MD) (insert) (297-300)
o Attorney Kim Kluck
o Case Advisor — Raymond Mager

Review of Administrative Warning - APPEARANCES —11:00 A.M. - DOE
Attorney Kim Kluck, Attorney Gary Bridgewater and Respondent in the following
matter:

a. 10 MED 176 (G.B., MD) (insert) (301-304)
o Attorney Kim Kluck

Consideration of Complaint(s)
a. 09 MED 028 (M.A.D., MD) (insert) (305-310)
Request(s) for Equivalency of ACGME Approved Post-Graduate Training

a. Denis M. Jones, MD (insert) (311-362)



CS-7 Monitoring (insert) (363-364)

a.
b.

C.

Rudy V. Byron, MD — Request for Modification (insert) (365-374)

Steven B. Greenman. MD — Request for Modification/Reinstatement (insert) (375-
422)

Kirsten D. Peterson, MD — Request for Modification (insert) (423-442)

CS-8 Case Closings (insert) (443-444)

CS-9 Consulting with Legal Counsel

Deliberation of Items Received in the Bureau after Preparation of Agenda
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Proposed Stipulations

Proposed Decisions and Orders
Proposed Interim Orders
Objections and Responses to Objections
Complaints

Petitions for Summary Suspension
Remedial Education Cases
Petitions for Extension of Time
Petitions for Assessments
Petitions to Vacate Orders
Motions

Administrative Warnings

. Matters Relating to Costs

Appearances from Requests Received or Renewed
Examination Issues

Continuing Education Issues

Application Issues

Monitoring Cases

Professional Assistance Procedure Cases

Division of Enforcement — Meeting with Individual Board Members

Division of Enforcement — Case Status Reports and Case Closings

Ratifying Licenses and Certificates

RECONVENE INTO OPEN SESSION IMMEDIATELY FOLLOWING CLOSED

SESSION

Voting on Items Considered or Deliberated on in Closed Session if VVoting is Appropriate

Other Business



ADJOURNMENT

12:30 PM

CLOSED SESSION

Examination of 2 Candidates for Licensure — Drs. Osborn, Magiera, Musser and Wasserman



PRESENT:

EXCUSED:

STAFF:

GUESTS:

DRAFT

MEDICAL EXAMINING BOARD
MINUTES
JANUARY 18, 2012

Carolyn Bronston; LaMarr Franklin; Jude Genereaux; Sujatha Kailas, MD
(excused at 12:32 p.m.); Raymond Mager, DO; Christopher Magiera MD; Suresh
Misra, MD; Gene Musser, MD; Sandra Osborn, MD; Kenneth Simons, MD;
Sheldon Wasserman, MD

James Conterato, MD

Tom Ryan, Executive Director; Sandy Nowack, Legal Counsel; Karen Rude-
Evans, Bureau Assistant; other DSPS staff

Mark Grapentine, Wisconsin Medical Society; Eric Jensen, WAPA; Anne Hletko,
Council on Physician Assistants; Nancy Sugden, UWSMPH; Tom Walsh, DWD;
Jeremy Levin, RWHC; Kristen Wilhelm, Donna Harmon, Debbie Harmon, Della
Haugen, Scott Becher, Stephanie Beaver

CALL TO ORDER

Dr. Sheldon Wasserman, Chair, called the meeting to order at 8:00 a.m. A quorum of eleven (11)
members was confirmed.

ADOPTION OF AGENDA

Amendments:

» Under PRESENTATIONOF PROPOSED STIPULATONS, FINAL DECISIONS AND
ORDERS, add:

C.

16

YV V VYV V

106

Thomas A. Gennarelli, MD — 09 MED 114
o Attorney Pamela Stach

o Case Advisor — Sandra Olson

Jon M. Burch, MD — 10 MED 303

o Attorney Pamela Stach

o Case Advisor — LaMarr Franklin

John G. Hoffmann, MD — 11 MED 343

o Attorney Jeanette Lytle

o Case Advisor — Suresh Misra

Item 7a— PHYSICIAN WORKFORCE SURVEY, insert additional materials after page

Item 7h — WIS ADMIN CODE CHAPTER MED 8 UPDATE, insert additional materials
after page 104

Item 7i — WIS ADMIN CODE CHAPTER MED 10 UPDATE, insert additional materials
after page 104

Item 7k — MEDICAL BOARD NEWSLETTER, insert additional materials after page

Medical Examining Board
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» Item 9b — BUDGET LAPSE PLAN, insert after page 148
» Item 13a — under OTHER BUSINESS, insert article from ABC News Abortion Without
Doctor On-Site Gets High Grades in lowa
» Item CS-1 — DELIBERATION OF STIPULATIONS, FINAL DECISIONS AND
ORDERS, add:
c. Thomas A. Gennarelli, MD — 09 MED 114 — Attorney Pamela Stach (after page
162
d. Jon M. Burch, MD — 10 MED 303 — Attorney Pamela Stach (after page 162)
e. John G. Hoffmann, MD — 11 MED 343 — Attorney Pamela Stach (after page 162)
> Item CS-6 — MONITORING, insert after page 230:
b. Monitoring Presentation on Proposed CE Course
» Under DELIBERATION OF ITEMS RECEIVED AFTER PREPARATION OF
AGENDA, add under COMPLAINTS:
a. 09 MED 258 and 10 MED 363
b. 11 MED 201
» Case Status Report — insert at the end of the agenda in closed session

MOTION:  Sujatha Kailas moved, seconded by Kenneth Simons, to adopt the agenda
as amended. Motion carried unanimously.

APPROVAL OF MINUTES OF DECEMBER 14, 2011

MOTION: Sandra Osborn moved, seconded by Jude Genereaux, to approve the
minutes of December 14, 2011 as written. Motion carried unanimously.

DISCUSSION REGARDING LATE ADDITIONS TO THE AGENDA

The Board members were concerned with the volume of late additions to the agenda. Board
members need adequate time to review all agenda items. The Board determined that any late
additions to the MEB agenda must be received by the Division of Board Services (DBS) staff no
later than noon on the Friday prior to the MEB meeting. This will enable DBS staff to email all
late items to Board members that same day, allowing adequate review time. Any agenda items
received after that time must be of an urgent nature and must be approved by the Board Chair for
inclusion on the agenda. Items not approved by the Board Chair will be postponed to the next
month.

PRESENTATION OF PROPOSED STIPULATIONS, FINAL DECISIONS
AND ORDERS

DOE Attorneys presented Proposed Stipulations, Final Decisions and Orders in the following
disciplinary proceedings:

Blair L. Lewis, MD 09 MED 392
Roger Pinc, MD 10 MED 307
Thomas A. Gennarelli, MD 09 MED 114

Medical Examining Board
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e Kenneth Simons was excused during the presentation regarding Thomas A. Gennarelli,

MD.
Jon M. Burch, MD 10 MED 303
John G. Hoffmann, MD 11 MED 343

¢ Dr. Hoffmann and his attorney, Jack Williams, also appeared before the Board.
The following Petitions for Extension of Time were also presented:

Clifford T. Bowe, MD 09 MED 392
S. Dalip Singh 10 MED 307

These items will be deliberated in closed session.
ITEMS FOR BOARD DISCUSSION

Wisconsin Health Workforce Data Collaborative VVoluntary Survey — Preliminary Results
from the MD survey

Nancy Sugden, Wisconsin Health Workforce Data Collaborative, appeared before the Board to
discuss the preliminary results from the MD survey.

ARRA Grant Update and ARRA Declaration of Cooperation — Ari Oliver, ARRA Program
Analyst, DSPS

Ari Oliver updated the Board on the ARRA Grant and reviewed the online verification system
and the Declaration of Cooperation.

MOTION:  Gene Musser moved, seconded by Carolyn Bronston, to adopt the
Declaration of Cooperation. Motion carried with two no votes.

Update on RL 4.08 Relating to Criminal Background Checks — Ari Oliver, ARRA Program
Analyst, DSPS

Ari Oliver updated the Board on the status of RL 4.08(2), relating to criminal background checks
and fingerprinting for new physician applicants for licensure. These requirements will go into
effect on February 1, 2012.

PDMP — Review Current Craft and Consider Appointing a Representative to Testify at the
Pharmacy Examining Board Public Hearing on the Rule — Chad Zadrazil, PDMP Program

Analyst

Chad Zadrazil updated the Board on the status of the PDMP. The Board discussed the program
and had some concerns.

MOTION:  Gene Musser moved, seconded by Kenneth Simons, to go on record that
the Medical Examining Board supports the creation of a Prescription Drug
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Monitoring Program and to authorize the Chair to appoint a representative
to testify at the Public Hearing. Motion carried unanimously.

Gene Musser will represent the Board at the Public Hearing.

Maintenance of Licensure Pilot Projects

Tom Ryan reviewed the Maintenance of Licensure Pilot projects with the Board. Sheldon
Wasserman asked the Maintenance of Licensure Workgroup to review this information and to
bring recommendations back to the Board.

FSMB Matters

e FSMB Annual Meeting, April 26-28, 2012, Fort Worth, Texas
MOTION: Raymond Mager moved, seconded by Jude Genereaux, to authorize
Sheldon Wasserman to attend as the Board’s delegate at the FSMB
Annual Meeting to be held April 26-28, 2012, in Fort Worth,
Texas. Motion carried unanimously.

This travel must be fully funded by the FSMB. DSPS staff will not attend this meeting
due to travel restrictions.

e Consideration of Sheldon Wasserman for the FSMB Nominating Committee
MOTION: Carolyn Bronston moved, seconded by Sujatha Kailas, to recommend
Sheldon Wasserman for consideration to the FSMB Nominating
Committee. Motion carried unanimously.

e FSMB Request for Letter of Support for Grant Application
This item was noted.

e Report from FSMB Special Committee on Ethics and Professionalism
This item was informational.

e Report from FSMB Workgroup to Define a Minimal Data Set
This item was reviewed.

Wis. Admin. Code Chapter MED 8 regarding Physician Assistants

The Board reviewed the final draft of MED 8 relating to the physician assistant to physician
supervision ratio. Shawn Leatherwood reviewed the rules process with Board and the public
hearing will be held at the February 15, 2012 Board meeting.

Gene Musser and Sheldon Wasserman thanked all involved for their effort on this rule.

Medical Examining Board
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Wis Admin. Code Chapter MED 10

Sandy Nowack provided a side-by-side comparison of the MED 10 working draft, current MED
10 and the FSMB Model Code, and the existing working draft of MED 10.

Sheldon Wasserman referred this document to the MED 10 workgroup for review and asked the
workgroup to report back at the February meeting with recommendations and for further
discussion. All board members and other interested parties are encouraged to email comments
and suggestions to Legal Counsel Sandy Nowack. The workgroup members are Sandy Nowack,
LaMarr Franklin, Kenneth Simons, Gene Musser, Christopher Magiera and Sheldon Wasserman.

Board Appointments

Application Review Liaisons: Sujatha Kailas, Raymond Mager, Kenneth Simons (alternate),
Sheldon Wasserman

ARRA Grant Liaisons: Sujatha Kailas (alternate), Raymond Mager

Division of Enforcement Liaisons: Carolyn Bronston, Sandra Osborn

Evaluation Work Group (Ch. 10 revisions): LaMarr Franklin, Christopher Magiera, Gene
Musser, Sandy Nowack, Kenneth Simons, Sheldon Wasserman

Legislative Liaisons:  Christopher Magiera, Suresh Misra, Gene Musser, Kenneth Simons,
Sheldon Wasserman

Maintenance of Licensure Work Group: Sujatha Kailas, Raymond Mager, Kenneth Simons,
Gene Musser (advisor)

Monitoring Liaisons:  James Conterato, Sandra Osborn (alternate)

Outreach Committee: Jude Genereaux, Sujatha Kailas, Gene Musser, Sandra Osborn

Professional Assistance Program Liaison: Raymond Mager, Sandra Osborn (alternate)

Medical Board Newsletter Liaison: Jude Genereaux

Medical Board Newsletter

The Board reviewed the articles submitted for the Medical Examining Board Newsletter. The
projected publication date for the Newsletter is March 2012.

MOTION: Kenneth Simons moved, seconded by LaMarr Franklin, to approve the
Newsletter content and to designate Jude Genereaux and Sheldon
Wasserman to do a final review as to content. Motion carried
unanimously.

For future Newsletters, articles should be submitted no later than noon on the Friday preceding
the Board meeting.

Upcoming Outreach Opportunities

Sandy Osborn will give a presentation at the Aurora Physicians Group in Wisconsin Dells on
March 1, 2012, and has also been asked to speak as part of the physician impairment lecture to
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first year medical students in the Doctors in Society class at the UW Medical School in March
2012.

Sujatha Kailas presented at Grand Rounds at Waukesha Memorial Hospital on January 10, 2012.
Sheldon Wasserman spoke to the psychiatry residency program at the Medical College of
Wisconsin on January 11, 2012, Drs. Wasserman and Mager also gave a presentation to the
surgery residents at the Medical College of Wisconsin on November 2, 2011. Dr. Wasserman
will present at Grand Rounds at Columbia St. Mary’s’ Hospital in Milwaukee on February 14,
2012.

EXECUTIVE DIRECTOR MATTERS

Tom Ryan reviewed the Department policies with the Board. Board members were asked to sign
and return the last page in the Board Members Guide Book.

Sujatha Kailas stated her concern that Medical Examining Board designated staff have been
assigned duties outside of the Board. Tom Ryan reviewed staffing assignments and the need to
balance the work load between Executive Directors and other staff.

LEGISLATIVE REPORT

DOA Lapse Plan

Gene Musser reviewed the DOA lapse plan for fiscal year 2011-12. By statute, the Medical
Examining Board is to receive 90% of the application and renewal fees; the remaining 10% is
lapsed to the DOA to go to the general fund. The Department of Safety and Professional Services
has spending authority over this budget, which includes staff salaries, supplies and expenses.

The budget repair bill required the DOA to request lapse monies from all State agencies. The
DSPS lapse plan includes $1.25 million from the MEB budget, which is approximately 66% of
the total spending authority, and was made with no input from the Board. Gene Musser has
communicated with the DSPS Administration to inquire on the impact this will have and the loss
of support for the Medical Examining Board’s functions.

The Joint Finance Committee (JFC) has the opportunity to override these proposed lapse plans.
Objections to proposed lapse plans can be submitted to the JFC.

Sheldon Wasserman stated the physician licensing fees are being diverted from what they are
intended. The fees are supposed to pay for staff to investigate and to protect the citizens of the
State of Wisconsin. The Medical Examining Board, the Wisconsin Medical Society and the
Department of Safety and Professional Services all favored an increase in the licensing fees for
specific purposes; a designated Executive Director, and to increase staff numbers to decrease
case loads and to process cases in a timely and accurate manner.
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MOTION: Raymond Mager moved, seconded by Sujatha Kailas, to empower the
Board Chair, Sheldon Wasserman, to send a letter to the Joint Finance
Committee stating the Medical Examining Board’s opposition to the
proposed lapse plan. Motion carried. Christopher Magiera opposed.

Mark Grapentine, Wisconsin Medical Society (WMS), spoke and said the WMS is against the
proposed lapse plan. Gene Musser stated any individual can contact the members of the JFC to
express an opinion if they so desire.

Board Appointments

Governor Walker appointed Suresh Misra, Kenneth Simons, Christopher Magiera, Raymond
Mager and James Conterato to the Board. Drs. Misra, Simons and Magiera have been confirmed:;
however Drs. Mager and Conterato still need Senate confirmation.

Senate Bill 306

This item was informational and no Board action was taken.
SCREENING PANEL REPORT

Carolyn Bronston reported twenty nine (29) cases were screened. Five (5) cases were opened and
two (2) ten-day letters were sent.

INFORMATIONAL ITEMS
The informational items were noted.
PUBLIC COMMENTS

Kristen Wilhelm, Dawn Harmon, Stephanie Beaver, Della Haugan and Debbie Harmon all
addressed the Board in support of Dr. Hoffmann and asked to the Board to be more transparent
in its disciplinary actions.

OTHER BUSINESS
There was no other business.
RECESS TO CLOSED SESSION

MOTION: Kenneth Simons moved, seconded by LaMarr Franklin, to convene to
closed session to deliberate on cases following hearing (Wis. Stat. § 19.85
(1) (@)); consider closing disciplinary investigation(s) with administrative
warning(s) (Wis. Stat. § 19.85 (1) (b), and Wis. Stat. § 440.205); consider
individual histories or disciplinary data (Wis. Stat. § 19.85 (1) (f)); and to
confer with legal counsel (Wis. Stat. § 19.85 (1) (9)). Roll call: Carolyn
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Bronston-yes; LaMarr Franklin-yes; Jude Genereaux-yes; Sujatha Kailas-
yes; Raymond Mager-yes; Christopher Magiera-yes; Suresh Misra-yes;
Gene Musser-yes; Sandra Osborn-yes; Kenneth Simons-yes; Sheldon
Wasserman-yes. Motion carried unanimously.

Open session recessed at 10:05 a.m. Mr. Franklin was excused at this time.
RECONVENE IN OPEN SESSION

MOTION:  Suresh Misra moved, seconded by Sandra Osborn, to reconvene in open
session. Motion carried unanimously.

Open session reconvened at 12:54 p.m.
VOTING ON ITEMS CONSIDERED/DELIBERATED IN CLOSED SESSION

MOTION:  Gene Musser moved, seconded by Carolyn Bronston, to reaffirm all
motions made in closed session. Motion carried unanimously.

PROPOSED STIPULATIONS, FINAL DECISIONS AND ORDERS

BLAIR L LEWIS, MD
09 MED 392

MOTION: Sujatha Kailas moved, seconded by Suresh Misra, to adopt the
Findings of Fact, Conclusions of Law, Final Decision and Order in the
disciplinary proceedings against Blair L. Lewis, MD. Motion
carried unanimously.

ROGER PINC, MD
10 MED 307

MOTION:  Gene Musser moved, seconded by Kenneth Simons, to adopt the
Findings of Fact, Conclusions of Law, Final Decision and Order in the
disciplinary proceedings against Roger Pinc, MD. Motion
carried unanimously.

THOMAS A GENNARELLI, MD
09 MED 114

MOTION:  Sujatha Kailas moved, seconded by Raymond Mager, to adopt the
Findings of Fact, Conclusions of Law, Final Decision and Order in the
disciplinary proceedings against Thomas A. Gennarelli, MD. Motion
carried. Kenneth Simons was excused during deliberation and abstained
from voting.
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MOTION:

MOTION:

MOTION:

MOTION:
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JON M BURCH, MD
10 MED 303

Sandra Osborn moved, seconded by Gene Musser, to adopt the
Findings of Fact, Conclusions of Law, Final Decision and Order in the
disciplinary proceedings against Jon M. Burch, MD. Motion

carried unanimously.

JOHN GREGORY HOFFMANN, MD
11 MED 343

Raymond Mager moved, seconded by Kenneth Simons, to adopt the
Findings of Fact, Conclusions of Law, Final Decision and Interim Order in
the disciplinary proceedings against John Gregory Hoffmann, MD. Motion
carried unanimously.

PROPOSED ADMINISTRATIVE WARNINGS

Sujatha Kailas moved, seconded by Kenneth Simons, to issue the
Administrative Warning in case 09 MED 349 against respondent J.P.H,
MD. Motion carried unanimously.

Carolyn Bronston moved, seconded by Suresh Misra, to issue the
Administrative Warning in case 10 MED 212 and 10 MED 239 against
respondent J.J.Y., MD. Motion carried unanimously.

Suresh Misra moved, seconded by Christopher Magiera, to issue the
Administrative Warning in case 11 MED 240 against respondent R.T.K,
MD. Motion carried unanimously.

PETITIONS FOR EXTENSION OF TIME

CLIFFORD T BOWE, MD
09 MED 033

Sandra Osborn moved, seconded by Sujatha Kailas, to adopt the Petition
for Extension of time in the disciplinary proceedings against Clifford T.
Bowe, MD. Motion carried unanimously.

S DALIP SINGH, MD
10 MED 404

Suresh Misra moved, seconded by Jude Genereaux, to deny the Petition
for Extension of Time and to issue an Administrative Warning in the
disciplinary proceedings against S. Dalip Singh, MD. Motion carried
unanimously.
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REQUEST FOR WAIVER OF CME REQUIREMENT

FB, MD

Sujatha Kailas moved, seconded by Jude Genereaux, to deny the request
for waiver of the CME requirement to F.B., MD, as there is not sufficient
justification for the waiver. Motion carried unanimously.

REQUEST FOR EQUIVALENCY OF ACGME APPROVED POST-GRADUATE

MOTION:

MOTION:

MOTION:

MOTION:

MOTION:

MOTION:

TRAINING
ALEXANDRA S BULLOUGH, MD

Carolyn Bronston moved, seconded by Sandra Osborn, to approve the
request from Alexandra S. Bullough, MD, for equivalency of the ACGME
approved post-graduate training. Motion carried. Kenneth Simons
abstained.

MONITORING
CHANDRA S REDDY, MD

Carolyn Bronston moved, seconded by Sandra Osborn, to grant the request
from Chandra S. Reddy, MD, for full licensure. Motion carried
unanimously.

COMPLAINTS

Carolyn Bronston moved, seconded by Kenneth Simons, to find probable
cause to issue a complaint in the matter of 11 MED 201. Motion carried
unanimously.

Sandra Osborn moved, seconded by Carolyn Bronston, to find probable
cause to issue a complaint in the matter of 09 MED 258 and 10 MED
363. Motion carried unanimously.

CASE CLOSINGS

Sandra Osborn moved, seconded by Jude Genereaux, to close cases 11
MED 258 for no violation. Motion carried unanimously.

Sandra Osborn moved, seconded by Kenneth Simons, to close case 11
MED 153 for no violation. Motion carried unanimously.
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Jude Genereaux, moved, seconded Carolyn Bronston, to close case 11
MED 189 against respondent G.A.P. for no violation. Motion carried
unanimously.

Kenneth Simons, moved, seconded Suresh Misra, to close case 11
MED 355 against respondent R.S.W. for no violation. Motion carried
unanimously.

Suresh Misra moved, seconded by Kenneth Simons, to close case 11
MED 279 for prosecutorial discretion. Motion carried unanimously.

Carolyn Bronston moved, seconded by Suresh Misra, to close case 09
MED 114 against respondent P.A.W. for no violation. Motion carried.
Kenneth Simons was excused during deliberation and abstained from
voting.

OTHER BUSINESS

There was no other business.

MOTION:

ADJOURNMENT

Kenneth Simons moved, seconded by Suresh Misra to adjourn the
meeting. Motion carried unanimously.

The meeting adjourned at 12:55 p.m.
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State of Wisconsin
Department of Regulation and Licensing

AGENDA REQUEST FORM
Name and Title of Person Submitting the Request: Date When Request Submiitted:
’ 01/19/2012

Shawn Leatherwood, Paralegal, Division of Board
Services

Name of Board, Committee, Council:
Medica! Examining Board

Board Meeting Date: Attachments: How should the item be titled on the agenda page?
02/15/12 X Yes Public Hearing for ch. Med 8 regarding physician to physician assistant
] No ratios.
Place Item in: Isan appéarance before the Board being Name of Case Advisor(s), if required:
X  Open Session at 9:00 AM | scheduled? If yes, by whom?
D Closed Session X Yes by Metnbers of the Public
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Describe the issue and action the Board should address:

The Board will hold a public hearing and receive comments from the public regarding the proposed rule. The Board will review
the clearinghouse report and accept or refect the amendments recommended by the clearinghouse. The Board will approve the
proposed rule draft as amended for filing with the legislature. _

If this is a “Late Add” provide a justification utilizing the Agenda Request Policy:

Authorization:
Shancethea V. Leatherwood - 01/19/12
Signature of person making this request Date
Supervisor signature (if required) ' Date
Bureau Director signature (indicates approval to add late items to agenda) Date

Revised Form 3/31/10 Division of Board Services/DRL
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STATE OF WISCONSIN
DEPARTMENT OF SAFETY AND PROFESSIONAL SERVICES

IN THE MATTER OF RULE-MAKING PROPOSED ORDER OF THE

PROCEEDINGS BEFORE THE- : MEDICAL EXAMINING

MEDICAL EXAMINING BOARD BOARD
ADOPTING RULES

(CLEARINGHOUSE RULE 12-)

PROPOSED ORDER

The Wisconsin Medical Examining Board proposes an order to repeal Med 8.10 (2); to
renumber Med 8.02 (1); to renumber and amend Med 8.01 and Med 8.10 (3) and (4); to
amend Med 8.05 (2) (title), Med 8.05 (2) (b), Med 8.05 (2) (b) (7), Med 8.05 (2) (c), Med
8.07 (1), Med 8.07 (2) (a) and (&), Med 8.08 (title), Med 8.08 (1), Med 8.08 (3} (b), Med
8.10 (title), Med 8.10 (1); to repeal and recreate Med 8.08 (2) and Med 8.08 (3) (a) and to
create Med 8.01 (2), Med 8.02 (1), Med 8.02 (4m), Med 8.02 (7), Med 8.05(2) (e), Med
8.07 (1) (a) and (b), and Med 8.08 (1) (a), (b), (c) and (d), and Med 8.08 (3) (¢) and (d)
(e) relating to definitions, practice prescribing limitations, employment requirements and
supervising physician responsibilities.

Analysis prepared by the Department of Safety and Professional Services.

ANALYSIS
Statutes interpreted:
Sections 448.21 (2) and (3), Stats.,
Statutory authority:
Sections 15.08 (5) (b), 227.11.(2) (a), 448.05 (5), 448.20 (3) (a), 448.40 (2) (f), Stats.,
Explanation of agency authority:

The legislature, via Wis. Stats. §§ 15.08 (5) (b), and 227.11 (2) (a), conferred upon the
Medical Examining Board general powers to promulgate rules for the guidance of the
profession and to interpret the provisions of statutes it enforces. Section 448.05 (5)
authorizes the Board to promulgate rules that establish licensing and practice standards
for physician assistants. Section 448.40 (2) (f), Stats., directs the board to promulgate
rules regarding the prescriptive practice of physician assistants. Therefore, the Medical
Examining Board is both generally and specifically authorized to promulgate these
proposed rules. '
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Section 448.20(3)(a) confers upon the Council on Physician Assistants the authority to
advise the Medical Examining Board on revisions of standards in licensing, practice,
education and training of physician assistants.

Related statute or rule:
Sections 448.01 (6), 448.20 (3), Stats., Wis. Admin. Code §MED 10.02(2) (1)
Plain language analysis:

Physician assistants practice as part of a physician-led team with physicians supervising
the health care services they provide. Currently, one physician may supervise no more
than two physician assistants at one time without permission from the Medical
Examining Board (Board). The proposed rule increases the maximum number of
physician assistants a physician may concurrently supervise from 2 to 4.

Under current law the Board may, in an exercise of discretion, authorize a physician to
supervise more than two physician assistants concurrently. A physician requesting an
increase in the numbers of physician assistants to be supervised must submit a written
plan for the Board’s review. The Board may grant the request if the Board is satisfied
that the increased number of physician assistants will not compromise patient safety. The
proposed rules retain the Board’s authority to increase the number of physician assistants
a physician may concurrently supervise on a case-by-cases basis.

The proposed rule defines terms necessary to clarify responsibilities in the physician-led
teams in which physician assistants work. It further eliminates any reference to the
outdated term, “substitute supervising physician.”

Current law provides that applicants for licensure as physician assistants may be required
to submit to an oral examination. The existing term is outdated and does not reflect that
during a personal appearance the Board may also require an applicant to submit to an
interview, or a review of credentials, or both. The proposed rule clarifies that the Board
may require, as a prerequisite to licensure, successful completion of an oral examination
or a personal appearance or both

Finally, the proposed rule explains that the periodic review of physician assistant
prescribing practices must occur at least annually, with more frequent review optional,
depending upon applicable standards of care and other factors.

SECTION 1. renumbers and amends Med 8.01

SECTION 2 creates a statement of intent and add it to the authonty and purpose
provision.

SECTION 3. renumbers Med 8.02 (1) to 8.02 (1m).




I &

7 SECTION 4. defines the terms “adequate supervision”,
“supervising physician”.

general supervision” and

SECTION 5. clarifies that in addition to written and oral examinations, the Board may
require satisfactory performance of a personal appearance for the purpose of an
interview, a review of credential, or both.

SECTION 6. amends Med 8.05(2) (b) (7) to remove outdated references to particular
mental health disorders.

SECTION 7. amends Med 8.05 (2) (c¢) to allow a personal appearance as well as an oral
examination if required by the application review panel.

SECTION 8. creates Med 8.05 (2) (e) a provision regarding the components of a
satisfactory personal appearance.

SECTION 9. amends Med 8.07(1) by clarifying that a physician assistant’s practice may
be supervised by one or more supervising physicians.

SECTION 10. creates Med 8.07 (1) (a) and (b) regarding physician assistant’s scdpe of
practice.

SECTION 11. amends Med 8.07 (2) (a) and (e) by striking repetitive and ambiguous
language.

SECTION 12. amends Med 8.08 (title) and Med 8.08 (1) to specify that the supervising
physician and the physician assistant shall review guidelines for supervised prescriptive -
practice at least annually and clarifies the requirement that the guidelines for supervised
prescriptive practice shall include the process and schedule for the supervising
physician’s review.

SECTION 13. creates Med 8.08 (1) (a), (b), (c) and (d) specifying the contents of the
written guidelines for the required supervised prescriptive practice.

SECTION 14. repeals and recreates Med 8.08 (2) to simplify when physmlan assistants
are authonzed to prescribe.

SECTION 15. repeals and recreates Med 8.08 (3) (a).

SECTION 16. amends Med 8.08 (3)(b) to require supervising physicians to document
review of the physician assistant’s prescriptive practice in the patient records.

SECTION 17. creates Med 8.08 (3) (¢) and (d) regarding documenting the periodic
review.
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SECTION 18. amends Med 8.10 (1) by increasing the number of physician assistants a
physician may supervise from 2 to 4, and clarifying the nature of supervision.

SECTION 19.. repeals Med 8.10 (2) eliminating the provision regarding substitute
supervising physicians.

SECTION 20. amends Med 8.10 (3) and (4) striking repetitive language regarding
supervising physicians.

Summary of, and comparison with, existing or proposed federal legislation:
There is no comparative existing or proposed federal rule.
Comparison with rules in adjacent states:

Illinois: The state of Illinois limits the physician assistant to physician ratio to 2:1; unless
the supervising physician designates an alternate supervising physician. An alternate
supervising physician may supervise more than two physician assistants at the same time
when the supervising physician is unable to fulfill the duties. 225 ILL. COMP. STAT. 95/7

Towa: The state of lowa limits the physician assistant to physician ratio to 2:1. 645 IAC
326.8 (3) (148 C)

Michigan: The state of Michigan allows a physician assistant to physician ratio of 4:1
when the supervising physician is a solo practitioner who practices in a group of
physicians and treats patients on an outpatient basis. Physicians who have privileges at a
health facility or agency or a state correctional facility may supervise more than four
physician assistants; but the physician assistant to physician ratio is 2:1 if the physician
supervises a physician assistant at more than one location. MCLS § 333.17048

Minnesota: The state of Minnesota allows a physician to supervise five physician
assistants simultaneously. In the case of an emergency a physician may supervise more
than five physician assistants at any given time. MINN. STAT. §147A.01

Summary of factual data and analytical methodologies:

In recognition of physician work-force shortages and at the request of the Council on
Physician Assistants, the Medical Examining Board created a work group to research and
advise the board on whether or not to increase the supervision ratio of physician
assistants to physicians, and if so under what circumstances. The work group consisted
of members of the Medical Examining Board, who are licensed physicians, the
chairperson of the Council on Physician Assistants and consultation from the State
Medical Society, the Wisconsin Council of Physician Assistants and the Wisconsin
Hospital Association. Members of the work group examined the statutes and regulations
of other states as well as recommendations of the Federation of State Medical Boards, the
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American Medical Association, the American Association of Family Practitioners and the
American Academy of Physician Assistants.

The national trend, as recognized by the Federation of State Medical Boards and the
American Academy of Physician Assistants, is to increase the number of physician
assistants a physician may supervise. Both organizations have, as a national model,
recommended that regulatory bodies refrain from specifying a particular number of
physician assistants a physician may concurrently supervise. Rather, the
recommendation is that supervising physicians make the determination based on
prevailing standards for competent medical practice, day-to-day realities, and the nature
of the physician’s actual practice.

The work group presented its findings to the Medical Examining Board with a
recommendation that the board increase the ratio from 1:5. The board considered several
factors including practice setting in which physician and physician assistants carry out
their duties and patient care issues such as a growing shortage of health care practitioners
in underserved communities. The board emphasized the need for adequate physician

~ supervision of physician assistant’s practice and adopted the work group’s
recommendation to increase the ratio of physician assistants a physician may supervise.
However, after extensive discussion, the board decided to authorize a physician to
physician assistant supervision ratio of 1:4. The proposed rule would continue to allow
the board, in its discretion, to increase the ratio in individual circumstances.

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

The department finds that this rule will have no effect on small business as small business
is defined in 227.114 (1), Stats.

Anticipated costs incurred by the private sector:

The department finds that this rule will incur no additional cost to the private sector,
Fiscal Estimate and Economic Impact Analysis:

The proposed rule is not anticipated to have any fiscal impact on businesses, public utility
rate payers, local government units or the state’s economy as a whole. The proposed rule
was posted on the department’s website for 14 days. Comments were solicited. The
department did not receive any comments regarding an economic impact from local
government units, specific business sectors or public utility rate payers. Therefore, the

department finds the proposed rule will have no economic impact.

Effect on small business: .
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The department finds that this rule will have no effect on small business as small business
is defined in s, 227.114 (1), Stats. The Department’s Regulatory Review Coordinator may
be contacted at Bill. Wendle@wisconsin.gov or by calling (608) 267-2435.

Agency contact person:

Shawn Leatherwood, Paralegal, Department of Safety and Professional Services, 1400
East Washington Avenue, P.O. Box 8935, Madison, Wisconsin 53708; telephone 608-

261-4438; email at Shancethea.l.eatherwood@wisconsin.gov.

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

Comments may be submitted to Shawn Leatherwood, Paralegal, Department of Safety
and Professional Services, 1400 East Washington Avenue, P.O. Box 8935, Madison,
Wisconsin 53708-8935, or by email to Shancethea.l eatherwood@wisconsin.gov.
Comments must be received on or before February 15, 2012, to be included in the record
of rule-making proceedings.

TEXT OF RULE

SECTION 1. Med. 8.01 is renumbered Med 8.01 (1) and amended to read:

Med 8.01 Authority and purpose. (1) The rules in this chapter are adopted by |
the medical examining board pursuant to authority in-ss 15.08 (5), 227.11, 448.04 (1) ()
and 448.40, Stats., and govern the licensure and regulation of physician assistants.

SECTION 2. Med 8.01 (2) is created to read

Med 8.01 (2) Physician assistants provide health care services as part of
physician-led teams, the objectives of which include safe. efficient and economical health
care. The realities of the modern practice of medicine and surgery require supervising
physicians and physician assistants to use discretion in delivering the health care services,
typically at the level of general supervision. The constant physical presence of a
supervising physician is often unnecessary. The supervising physician and the physician
assistant are jointly responsible for employing more intensive supervision when
circumstances require direct observation or hands-on assistance from the supervising
physician.

SECTION 3. Med 8.02 (1) is renumbered 8.02 (1m)

SECTION 4. Med 8.02 (1), (4m) and (7) are created to read:

Med. 8.02 Definitions. (1) “adequate supervision” means the supervising
physician has knowledge of the physician assistant’s training, skill and experience

pertaining to the acts undertaken; the supervising physician knows the scope of the health
care to be provided; the supervising physician is competent and credentialed to perform
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the act; and there is an adequate physician-to-physician assistant ratio, taking info
consideration the training, skill and experience of the physician assistant, risk of harm to
the patient due to the nature of the procedure, and risk of harm due to characteristics of
the patient.

(4m) “General supervision” means off-premises supervision, and may include
on- premises or face-to-face contact between the supervisor and the physician assistant
being supervised as necessary. Between direct contacts, the supervisor is required to
maintain indirect, off-premises telecommunication contact such that the physician
assistant can, within 15 minutes, establish direct telecommunication with the supervisor.

(7) “Supervising physician” means a physician licensed in this state, who has an
unlimited and unrestricted license, and who has accepted responsibility for providing
adequate supervision of medical services provided by a physician assistant.

SECTION 5. Med 8.05 (2) (title), Med 8.05 (2) (b), are amended to read:

Med 8.05 (2) (title) EXAMINATIONS, PERSONAL APPEARANCE, PANEL REVIEW OF
APPLICATIONS ‘

Med 8.05 (2) (b) An applicant may be required to complete an oral examination
or a personal appearance or both if the applicant:

SECTION 6 Med 8.05 (2) (b} (7) is amended to read:

Med 8.05 (2) (b) (7) Has been-diagnosed-as-sufferingfrom-pedephilia;
exhibitionism or voyeurism-Ilas been diagnosed with any condition, impairment, or
illness, including a personality disorder, which presents a risk of harm to another person.

SECTION 7 Med 8.05 (2) (c) is amended to read:

(c) An application filed under this chapter shall be reviewed by an application
review panel of at least 2 council members designated by the chairperson of the board to
determine whether an applicant is required to complete an oral examination or a personal
appearance or both under par. (&) (b). If the application review panel is not able to reach
unanimous agreement on whether an applicant is eligible for licensure without
completing an oral examination or a personal appearance or both, the application shall be
referred to the board for a final determination.

SECTION 8. Med 8.05 (2) (e} is created to read:
(e) The board may require an applicant to complete a personal appearance for

purposes of interview or review of credentials or both. An applicant’s performance at a
personal appearance is satisfactory if the applicant establishes to the board’s satisfaction
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that the applicant has met requirements for licensure and is minimally competent to
practice medicine and surgery. '

SECTION 9. Med 8.07 (1) is amended to read:

Med 8.07 Practice. (1) SCOPE AND LIMITATIONS. In-providing-medical-carer-the
entire The practice of any physician assistant shall be under the supervision of-aticensed

physieian one or more supervising physicians. The scope of prac‘uce is 11m1ted to
prov1d1ng medlcal care speczﬁed in sub (2)

SECTION 10. Med 8.07 (1) (2) and (b) are created to read:

Med 8.07 (1) (a) A physician assistant’s practice may not exceed his or her
educational training or experience and may not exceed the scope of practice of the
supervising physician.

Med 8.07 (1) (b) A medical care task assigned by the supervising physician to a
physician assistant may not be delegated by the physician assistant to another person.

SECTION 11. Med 8.07 (2) (a) and () are amended to read

Med 8.07 (2) (a) Attending initially a patient of any age in any setting to obtain a
personal medical history, perform an appropriate physical examination, and record and
present pertinent data concerning the patlent in-a-manner-meaningful-tothe supervising
physieian.

Med 8.07 (2) (e) Assisting the supervising physician in a hospital or facility, as
defined in s. 50.01 (1m), Stats., by assisting in surgery, making patient rounds, recording
patient progress notes, compiling and recording detailed narrative case summaries and

accurately writing or executing orders underthe-supervision-ofalicensed physician.

SECTION 12. Med 8.08 (title) and Med 8.08 (1) are amended to read:

Med 8.08 Prescribing limitations--authority; written  guidelines for supervised
prescriptive practice required; written guidelines for periodic review of prescriptive

practlce regulred (1) ertten gg1dehnes for superwsed prescnptlve practlce are

phys1c1an assistant may efﬂy—prescrlbe or dispense a @&g med1cat10n pursuant to wrltten
guldelmes for superv1sed prescnptwe pract1ce

SECTION 13. Med 8.08 (1) (a), (b}, (c) and (d) are created to read:
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Med 8.08 (1) (a) The written guidelines shall specify the patient situations and
categories of medication for which prescriptions or dispensing are authorized. The
situations and categories shall be determined by mutual agreement between supervising
physician and physician assistant, taking into accountant the physician assistant’s training
experience and the requirements of competent medical practice.

Med 8.08 (1) (b) The written guidelines shall include a process and schedule for
periodic review of the prescriptive practice of the physician assistant, including the
frequency of review and the method used to select prescriptive orders and patient records
to be reviewed.

Med 8.08 (1) (c) The written guidelines shall be maintained at the practice site
and shall be made available upon request of the board or its designee. The written
guidelines shall be updated in response to changes in the practice and experience of the
physician assistant.

Med 8.08 (1) (d) The supervising physician and physician assistant shall review
the written guidelines at least once annually, unless more frequent review is necessary for
competent medical practice. Dated signatures of the supervising and the physician
assistant, verifying that the review has occurred shall be maintained with the written
guidelines.

SECTION 14. Med 8.08 (2) is repealed and recreated to read:

Med 8.08 (2) Physician assistants are authorized to prescrlbe if all of the
following conditions apply:

(a) The supervision requirements of s. Med 8.10 are met.

(b) The prescription orders contain all information required under s. 450.11 (1)
Stats.

(c} The prescriptive practice conforms to s. 448.21 Stats,
{d) The prescriptive practice is not otherwise prohibited by law.
SECTION 15, Med 8.08 (3) (a) is repealed and recreated to read:

Med 8.08 (3) (a) The periodic review of the physician assistant’s prescriptive
practice required by Med 8.08 (1) (b) shall include at least one of the following:

SECTION 16. Med 8.08 (3) (b) is amended to read:

Med 8.08 (3) (b) The supervising physician shall determine the method and
frequency of the periodic review based upon the nature of the prescriptive practice, the
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experience of the physician assistant, and the welfare of the patients. The periodic review
of prescrlptwe Qractlce shall be performed according to the written ggidelines required

SECTION 17. Med 8.08 (3) (¢), (d), and (e) are created to read:

Med 8.08 (3) (c) The periodic review of prescriptive practice must occur at least
annually. Additional review of prescriptive practice may occur, as set out in the written
guidelines for superv1sed prescriptive practice, or if the superv1smg physician determined
additional review is necessary for competent patient care.

Med 8.08 (3) (d) At least annually, the supervising physician and the physician
assistant shall document compliance with the guideline’s requirement of periodic review.
Documentation of compliance shall be dated signatures, and shall indicate that during the
preceding period of time, the periodic review of prescriptive practice occurred as set out
in the written guidelines.

Med 8.08 (3) () Documentation of the periodic review must occur at least
annually but may occur more frequently at the discretion of the supervised physician or
as agreed upon in the written guideline. Documentation that the periodic review has
occurred need not be documented during each review. The documentation that the
periodic review has occurred shall be maintained with the written guidelines for
supervised prescriptive practice.

SECTION 18. Med 8.10 (title) and Med 8.10 (1) are amended to read:

Med 8.10 Empley St g
Supervising ghxsmlans. phvsmlan to phvsmlan ass1stant ratlo (1) Ne—phyﬁeraﬁ—may

' A superv1s1ng ghyswlan shall superv1se physwlan a351stants as part ofa physwlan -led
team in a manner consistent with competent medical practice, considering the type and
circumstance of the physician’s practice and the authority delegated to the physician
assistant. The physician assistant’s scope of practice must be mutually understood by the
physician and physician assistant, and consistent with the physician assistant’s level of
competence. A supervising physician may not concurrently supervise more than four

physician assistants unless a written plan to do so has been submitted to and approved by
the board.

SECTION 19. Med 8.10 (2) is repealed

SECTION 20. Med 8.10 (3) and (4) are renumbered and amended to read:

L

10
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3 2) The supervising physician ersubstitute-supervising physietan shall be
available to the physician assistant at all times for consultation either-in-persen-or within
15 minutes of-eentact by telecommunications or other eleetrenie means.

attended personally-by-the-physician-consistent-with-his-or-her-medieal-needs: The
constant physical presence of a supervising physician is not required, however the

methods utilized for supervision must allow the physician to fulfill all supervisory duties
required by law including competent medical practice.

(END OF TEXT OF RULE)

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.

Dated . Agency
* Chairperson
Medical Examining Board

11
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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:
Ari Oliver, Program and Policy Analyst ] January 31 2012

et

4:work days before the maetlng for All others :

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

4) Meeting Date: 5) Attachments: 6) How should the item be titled on the agenda page?
February 15, 2012 B4 Yes ARRA Grant — Online Verification System Live Demonstration
] No
7} Place ltem in: 8) Is an appearance hefore the Board being 9) Name of Case Advisor(s), if required:
B<] Open Session scheduled? If yes, who is appearing?
[ Closed Session < Yes by Ari Oliver, Nikhil Zaveri,
[] Both Kevin Spaulding
{name)
] No

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

For informational purposes, the ARRA Grant Project Staff will provide the MEB with a live demonstration of the
new Online Verification System (“OVS”). The Online Verification System is a web-based application that
electronically receives and fulfills requests to verify professional credentials issued by the Wisconsin Department of
Safety and Professional Services to Medical and Osteopathic Boards and Third Parties. The Online Verification
System is currently in testing and will go live in March 2012.

1) Authorization
Ar Qasnn OVIB\ (2012
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

‘tlons for: mcludm ' -supportmg documents::
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STATE OF WISCONSIN

Department of Safety and Professional Services
1400 E Washington Ave.
Madison WI 53703

Governor Scott Walker Secretary Dave Ross

Mail to:

PO Box 8935
Madison WI 53708-8935

Email: dsps@wisconsin.gov
Web: http://dsps.wi.gov

Voice: 608-266-2112 o FAX: 608-267-0644 o TTY: 608-267-2416

Midwest Licensure Portability Task

Force

Hybrid Online Verification System
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I. INTRODUCTION

On March 1, 2010, the Health Resources and Services Administration of U.S. Department of Health and
Human Services awarded a $498,000 grant to the Wisconsin Department of Safety and Professional
Services. The purpose of the grant was to create a multi-state Task Force that would collaborate to
reduce and eliminate barriers to the cross-border practice of medicine. The Task Force identified
improving the quality and increasing the quantity of information shared amongst State Medical and
Osteopathic Boards as essential to reducing barriers to the cross-border practice of medicine. Therefore,
a significant portion of the grant funding was dedicated to the development of the Online Verification
System (OVS). The primary purposes of OVS is to improve communication amongst State Medical and
Osteopathic Boards and other state licensing and regulatory agencies by developing a licensure
verification process that is more relevant to licensing decisions and more efficient to request and review.

The purpose of this document is to explain how the Hybrid Online Verification System (OVS) functions,
how OVS is designed and how a Medical Board may link to OVS. The document and appendices are
intended to provide a comprehensive overview of all aspects of OVS and provide Executive Directors
and State IT Staff the information required to determine if and when it may link to OVS.

To get the most from this document, please review the definitions in Appendix 1 and keep them in mind
as you read the Hybrid Online Verification System document.

A. Purpose of the Hybrid Online Verification System
The purpose of the Hybrid Online Licensure Verification System (OVS) is to electronically receive and
fulfill requests to verify professional credentials issued by Linked Boards to Medical Boards and Third
Parties.

B. Current Issues & Improvements

The primary goal of the Licensure Portability Grant Program is to reduce barriers to the cross-border
licensing of physicians and, therefore, increase the portability of physician licenses. Improving how
states’ Medical Boards share information among themselves is instrumental to breaking down barriers to
the cross-border practice of medicine and to increasing licensure portability. Currently, most information
pertinent to licensing decisions that is shared among Medical Boards is shared through the licensure
verification process. Yet, current licensure verification processes may actually impede licensure
portability instead of facilitating it. To improve licensure portability, licensure verification processes
must evolve to allow Medical Boards to fully rely upon information obtained from other Medical
Boards’ licensing and regulatory processes in making licensing decisions.

The current licensure verification processes through which Medical Boards verify information to one
another are inherently inefficient, widely variable and offer no assurances that the shared information is
current and complete. Specifically, licensure verification processes rely on static information, do not
indicate whether a licensee is under investigation and do not facilitate communication among the
Medical Boards sharing information. Due to these issues, Medical Boards are put in precarious
situations in which they must make licensing decisions based on information that they cannot be certain
is current or complete.
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The first issue is that all of the currently available licensure verification processes rely on static
information. Static information is either printed on paper or displayed as a fixed electronic document,
such as a .pdf document. A Medical Board’s reliance on static information in making its licensure
decisions is an issue because licensing decisions are not made upon receipt of the verification
information. Rather, a Medical Board makes its licensing decision only after receiving all of the required
documentation, and the licensure verification is merely one of many documents that a Board typically
requires. Therefore, there is a gap of time between the creation of licensure verification by one Medical
Board and the licensing decision of another Medical Board. While the gap of time can be a matter of
days, more typically it is a matter of weeks or months. In that time, there are no indications as to
whether the static licensure information encapsulated in the licensure verification has changed. Still, a
Medical Board has few other realistic options than to completely rely on the static information.

The second issue is that most licensure verification documents do not indicate whether a Medical Board
is currently investigating the licensee. When verification documents do not include any mention of
pending investigations, a Medical Board receiving the licensure verification does not know if there are
no investigations pending or that the Medical Board verifying the license does not share the information.
Therefore, Medical Boards are forced to rely wholly on the applicant disclosing the fact of any pending
investigations on his or her application without having any expedient way to verify the applicant’s
statements. Not having access to complete and current information about an applicant hinders the
licensure process of the Medical Board receiving the verification document.

The third issue is the lack of dialogue between Medical Boards that verify a license and Medical Boards
that receive the verification. The lack of dialogue is an issue because, as described above, verification
documents do not convey all of the licensing information critical to another Medical Board’s licensure
decision-making process.

The Hybrid Online Verification System solves the three issues inherent with the current verification
processes described above. It is uniquely situated to implement enhancements to the current verification
processes because it was developed and is housed by the Wisconsin Department of Safety and
Professional Services, of which the Wisconsin Medical Examining Board is a part. It was developed in
consultation with licensing and credentialing staff for many types of regulatory boards and does not rely
on non-governmental entities to fulfill verification requests. Therefore, OVS is truly designed to
improve interstate communication among boards and to enable all board to share more information with
one another. Further, OVS was developed to address critiques of current licensure verification processes
gathered from Wisconsin’s nine partner Medical Boards that are taking part in the Licensure Portability
Grant Program.*

First, OVS relies on real-time information instead of static information. Therefore, the Recipient of a
licensure verification processed by OVS is able to rely on the most up-to-date licensure information
available. The Online Verification System displays real-time verification information that is securely
extracted from the Linked Board’s existing database each and every time a Recipient views the secured
Certification Webpage. Moreover, the Certification Webpage displays the most up-to-date licensure
information, including any changes or additions, for up to one year. The one-year period to access real-
time information enables a Recipient to do an initial review of the licensure verification and recheck it to

' The nine partner Medical Boards that participated in the Licensure Portability Grant Program with Wisconsin were from:
lllinois, Indiana, lowa, Kansas, Michigan (medical and osteopathic), Minnesota, Missouri and South Dakota.
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see if anything has changed prior to finalizing any decisions in reliance of the licensure verification
information.

Second, in addition to displaying real-time licensure information, OVS is enabled to indicate whether
the licensee is currently under investigation in real-time. If a Medical Board is able to share whether a
licensee is under investigation, OVS will automatically indicate whether a licensee is under investigation
on the Certification Webpage. Further, each Linked Board is able to define at what point in its own
complaint and investigation process it will constitute a “pending investigation” that OV'S will display.
However, as all information regarding investigations is sensitive in nature, OVS is designed only to
indicate whether a licensee is under investigation to other Medical Boards explicitly designated as
Enhanced Medical Boards by the Linked Boards. The Hybrid Online Verification System will never
display an indication as to whether a licensee is under investigation to Third Parties or Non-Enhanced
Medical Boards.

Third, OVS facilitates communication among Medical Boards with the “Communication Log” and
“Document Upload” features on each Certification Webpage viewed by an Enhanced Medical Board.
Along with the indication of investigation status described above, Enhanced Medical Boards have access
to the communication features that enable them to send and receive secure messages and view additional
documentation uploaded by a Linked Board. The communication features correlate to a specific
Certification Webpage and are only available to the specific Recipient of that verification. Therefore,
both the Enhanced Medical Board and the Linked Board are able to securely communicate with one
another without fear that the information will extend beyond the two parties involved with the exact
verification transaction.

C. Background
As originally scoped in the Licensure Portability Grant Program application, OVS was designed to be a
centralized licensing database. Basically, each Medical Board would have been required to periodically
upload a duplication of the information stored in its licensing database to the centralized database. Each
Medical Board would have had access to the information stored in the centralized database at all times.
Further, OVS would have supplanted the current verification processes and licensees would no longer
have been the initiate of the interstate information-sharing process.

A centralized database would have fundamentally improved the way Medical Boards share information
with one another. However, offsetting the improved flow of information among Medical Boards were
concerns over the high estimated maintenance costs and the lack of statutory authority to create and fund
a centralized database. Further, the significant logistical and security concerns made a centralized
database an undesirable long-term solution.

In its next iteration, OVS was designed to be a state-based web application that Medical Boards and
other licensing authorities could deploy in their own IT environments. The intent was to design OVS to
be deployable in any IT environment to minimize deployment and long-term maintenance costs for each
deploying Medical Board. However, requiring each Medical Board to procure the required hardware and
software and to undertake separate and redundant deployments made the state-based deployment plan an
impractical solution. Further, maintaining multiple replications of OVS that would have been housed in
different IT environments would have compounded the logistic and extensive human resources issues.
Therefore, OVS has evolved into a “hybrid” system.
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The Online Verification System is a hybrid system because it is designed utilizing a combination of the
centralized database system and state-based system designs. That is, while some components of OVS are
centralized, the components that made a completely centralized database undesirable remain at each
individual Medical Board.

The below graphics demonstrate how the three system designs fundamentally differ. Each graphic
depicts how OVS would have been deployed with three participating Medical Boards.
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The Centralized ‘OVS’ Database graphic illustrates how each Medical Board would have connected
directly to one database. Each Medical Board would have only been responsible for creating the web
services to connect to OVS and periodically upload its licensing information. In return, each Medical
Board would have access to the data stored in the central database at all times.

The State-Based OVS graphic illustrates how separate OVS replications would have been deployed at
each Medical Board. Each Medical Board would have been responsible for: ensuring its IT environment
has all of the necessary hardware, software and licenses; deploying OVS within its IT environment; and,
making the two dependent connections to OVS. The two dependent connections would have been a
connection between the Medical Board’s existing licensing database and OVS and a connection between
the Medical Board’s existing payment gateway and OVS. Like the current licensure verification process,
the process would have been initiated by requests for verifications from a Physician, who would still
have had to pay a verification fee each time they request a licensure verification. Unlike the centralized
database design, the Medical Boards could not merely connect to each others’ databases to obtain
licensure information.

The Hybrid OVS graphic illustrates that it is designed using a combination of the Centralized ‘OVS’
Database design and the State-Based OVS design. With the Hybrid design, there will be a single, hosted
OVS to which each Medical Board may link. However, the Hybrid OVS only facilitates information
sharing among Medical Boards and does not store any Medical Board’s licensing information as it
would have as a centralized database. That is, information currently stored in a Medical Board’s
licensing database would never be stored by the Hybrid OVS. Similar to the State-Based OVS design,
Physicians still act as catalysts for the information sharing process by submitting requests for
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verification of their licenses. The Medical Boards cannot merely connect to each others’ databases to
obtain licensure information.

Like the State-Based design, under the Hybrid OVS design, each Board is responsible for making two
connections to OVS: 1) a connection between its existing licensing database and OVS; and 2) a
connection between its existing payment gateway and OVS. However, unlike the State-Based design,
Medical Boards are not required to undertake duplicative deployments of OVS within each Medical
Board’s IT environment.

Because of its design, the Hybrid OVS lessens deployment costs and ongoing maintenance costs for all
Medical Boards using OVS. Deploying the Hybrid OVS is much more cost effective than deploying the
State-Based system because of the hosted components. In fact, with the Hybrid OVS, a Medical Board
incurs no hardware or licensing costs to link to OVS. The only cost a Linked Board incurs to link to the
OVS are the payroll costs, or vendor costs, for an IT Developer to create the two connections between
the Medical Board and OVS. On average, a skilled IT Developer should be able to create the required
linkages in approximately 50 to 80 hours.”

Moreover, the estimated ongoing maintenance costs for each Medical Board are significantly less than
they would have been with the State-Based OVS. Under the State-Based System, Medical Boards would
have been responsible for all maintenance costs associated with its replication of OVS. Under the
Hybrid OVS, Linked Boards have little to no ongoing maintenance costs because the hardware will be
hosted by DSPS. The only maintenance costs are associated with passively monitoring the two
connections among a Linked Board’s licensing database, the payment gateway and OVS.

2 The estimated 50-80 hours of time it takes for an IT Developer to create the linkages between a Medical Board and OVS
will vary depending on each specific Medical Board’s IT environment and IT Staff.
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Il. BUSINESS PROCESSES

A. Introduction
In addition to understanding how the Hybrid Online Verification System came to be, it is important to
understand how OVS functions and the benefits it affords each of the three user types. The three user
types are: the Physician, the Recipient and the Linked Board. Each user type interacts with OVS at
different points in the licensure verification process and has a different role to play. Yet, OVS is
designed to streamline each user type’s interaction with OVS and make the entire licensure verification
process more efficient.

Below are high-level summaries of each user type’s interaction with OVS. Appendix 2 provides a much
more detailed exploration of the user interfaces and functioning of OVS and how each user type
interacts with OVS.

B. The Physician’s Experience

A Physician® interacts with OVS by searching for his or her license, requesting that a Linked Board
verify his or her license to a Medical Board or Third Party and paying a fee, if required by the Linked
Board. Similar to current licensure verification processes, a Physician is still the impetus for the
interstate sharing of licensure information and must request a license from each Linked Board directly.
In the first iteration, a Physician may only request one verification per transaction. In the future, a
Physician will be able to make requests for multiple licenses from multiple states during one verification
request transaction.

The first step a Physician completes is entering OVS. The easiest way for a Physician to enter OVS is
through a link displayed on the Linked Board’s website. By clicking the link, OVS recognizes from
which Linked Board a Physician is being routed and display headers and other information specific to
that Linked Board.

Next, a Physician reads about the online verification process and instructions on how to use OVS. He or
she then enters search criteria to enable OVS to query a Linked Board’s licensing database. The search
criteria is determined by the Linked Board and can be any combination of first and last name, license
number, last four digits of a SSN or date of birth. Based on the entered information, OVS returns all
results matching the criteria entered by a Physician for his or her review.

After reviewing search results, a Physician selects the license that he or she would like the Linked Board
to verify. A Physician then enters his or her contact information to be used for any necessary
communications regarding the verification request. Next, a Physician chooses a Recipient: either a U.S.
Medical Board or a Third Party. If a Physician chooses a U.S. Medical and Osteopathic Board from the
pre-populated list, the Physician does not need to enter any contact information for the Board. For the
convenience of a Physician, the hosted component of OVS maintains the relevant contact information
for all U.S. Medical and Osteopathic Boards so that a Physician simply needs to know to which Medical
Board he or she would like to verify a license.

® The ‘Physician’ user category includes anyone who submits a verification request through OVS. While the physician may
submit a request him or herself, others (such as: employers, hospitals or insurance companies) may as well.

39



If a Physician would like to verify a license to an entity other than a Medical Board, such as an
employer, insurance company or board other than a Medical Board, he or she may manually enter the
Recipient’s contact information. However, the Physician is responsible for the accuracy of the
information that he or she manually enters.

Next, the Physician reviews a summary of his or her verification request and confirms the accuracy of
the information. Once the Physician confirms the information, OVS displays and emails the Physician a
request confirmation page to reference if there is an issue during the payment process. The confirmation
page informs the Physician that the verification request is not complete until payment is submitted. To
submit online payment, OVS routes the Physician to the Linked Board’s payment gateway. Once
payment is complete, the Physician is returned to a final confirmation page in OVS and the Physician
receives a final email informing him or her that the verification request is complete and has been
submitted to the Linked Board.

After receiving the confirmation emails, a Physician does not have any further interaction with OVS. A
Physician does not have access to the Certification Webpage or any further communications sent to the
Linked Board or Recipient relating to the verification request. Further, a Physician does not have access
to the Communication Log or Document Upload features.

C. The Recipients’ Experiences
There are three categories of Recipients, which have slightly different interactions with OVS. The three
categories are: Enhanced Medical Boards, Non-Enhanced Medical Boards and Third Parties. As
described below, each category of Recipients receive licensure verifications from OVS, but has varying
access to the enhanced communication features of OVS. By designating categories of Recipients, OVS
ensures that the Linked Boards’ licensing information is only sent to the intended Recipient.

1. Enhanced Medical Boards

An Enhanced Medical Board is a Medical Board designated by the Linked Boards as suitable to: (1)
view whether a licensee is currently under investigation; and (2) have access to the Communication Log
and Document Upload features as well as basic licensure information. An Enhanced Medical Board’s
interaction with OVS begins after it receives an OVS-generated email informing the Medical Board that
there is a licensure verification available for its review. The email includes a secured link to the
Certification Webpage. The Certification Webpage displays the licensure verification information and is
only accessible through the link included in the email.

When an Enhanced Medical Board accesses the Certification Webpage via the secured link, the
Certification Webpage displays real-time basic licensure information that is extracted from the Linked
Board’s licensing database including: name, status of the license, issuance and expiration dates, whether
the licensee has ever been the subject of disciplinary orders and links to the disciplinary orders, if any.
Additionally, a Certification Webpage viewed by an Enhanced Medical Board includes an indication as
to whether the licensee is currently under investigation and the Communication Log and Document
Upload features of OVS.

The Communication Log feature is a component of the Certification Webpage that is only visible to an
Enhanced Medical Board. It enables the Linked Board and Enhanced Medical Board to securely
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communicate with one another on the Certification Webpage. It also maintains a record of the messages
connected with the Certification Webpage for future reference.

The Document Upload feature is also a component of the Certification Webpage that is only visible to
an Enhanced Medical Board. It enables Linked Boards to upload additional documentation regarding the
specific license being verified directly to the Certification Webpage. An Enhanced Medical Board may
request additional documentation from the Linked Board but is not able to upload documents itself.

The OVS sends three types of emails on behalf of the Linked Board to an Enhanced Medical Board. The
first type of email informs an Enhanced Medical Board that a licensure verification is ready for review.
The second type of email notifies an Enhanced Medical Board of a message from the Linked Board in
the Communication Log. The email indicates the general topic of the message, as determined by the
Linked Board, but does not contain the substance of the message. By indicating the topic of the message,
staff at an Enhanced Medical Board is able to distinguish which members of the staff are most suited to
respond to the communication. The third type of email informs an Enhanced Medical Board that a
Linked Board uploaded a document to the Certification Webpage. For example, a Linked Board may
upload investigatory information about the licensee or any other information that may be useful to the
Enhanced Medical Board’s licensing decision. The email to an Enhanced Medical Board does not
include the document itself or a direct link to the document. The email merely indicates the topic of the
document and a link to the Certification Webpage where the document can be accessed. The document
is only accessible through the Certification Webpage.

2. Non-Enhanced Medical Boards
A Non-Enhanced Medical Board is a Medical Board that the Linked Boards have not designated as an
“Enhanced Medical Board.” A Non-Enhanced Medical Board is only able to view basic licensure
information. All Non-Enhanced Medical Boards are included in the pre-populated list of U.S. Medical
and Osteopathic Boards from which a Physician may designate the Recipient of the licensure
verification. That way, there are no distinctions among Medical Boards apparent to the Physician.

A Non-Enhanced Medical Board’s interaction with OVS begins when OVS sends it an email indicating
that there is a licensure verification ready for review. The email explains the online verification process
and includes a link to the Certification Webpage. As with all other Recipient types, a Non-Enhanced
Medical Board can only access the Certification Webpage through the secure link in the email.

The Certification Webpage accessible to a Non-Enhanced Medical Board only displays basic licensure
information including: name, status of the license, issuance and expiration dates, whether the licensee
has ever been the subject of disciplinary orders and links to the disciplinary orders, if any. The
Certification Webpage does not indicate whether the licensee is currently under investigation. Further, a
Non-Enhanced Medical Board may not access the Communication Log or Document Upload features.

3. Third Parties
A Third Party is an entity that is not a Medical Board. Similar to a Non-Enhanced Medical Board, a
Third Party is only able to view basic licensure information, including: name, status of the license,
issuance and expiration dates, whether the licensee has ever been the subject of disciplinary orders and
links to the disciplinary orders, if any.
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Similar to a Non-Enhanced Medical Board, a Third Party’s only interaction with OV'S begins when OVS
sends it an email indicating that there is a licensure verification ready for review. As with all other
Recipient types, a Third Party can only access the Certification Webpage through the secure link in the
email. The email indicating that an online verification is available for review and the basic licensure
information displayed on the Certification Webpage is the only interaction that a Third Party has with
OVS. A Third Party does not have access to the Communication Log or Document Upload features of
OVs.

D. The Linked Board’s Experience

A Linked Board is a Medical Board or other licensing authority that creates the necessary linkages to
OVS. Most noteworthy, the linkages include web services to connect the Linked Board’s licensing
database to OVS and a connection between the Linked Board’s payment gateway and OVS. For more
information, Section IV and Appendix 3 provide a detailed overview of the technical linking process.
Once all linkages are tested and deployed to the Linked Board’s satisfaction, a Linked Board’s
interaction with OVS regards the verification request process and the Verification Administration
Module.

Once deployed, a Linked Board’s interaction begins after a Physician submits a request through OVS for
the Linked Board to verify a license to a Recipient. In most verification request transactions, a Linked
Board does not have to do anything to successfully fulfill the verification request because OVS will
automatically process the verification request. However, if the licensee has any disciplinary history or is
currently under investigation, OVS will not automatically process the verification request. Instead, OVS
will designate the verification request as “pending” and send an email to the Linked Board informing it
that a verification request requires attention before it is fulfilled. Upon receipt of the email indicating
that a verification request is pending, staff at the Linked Board is able to review the Certification
Webpage and licensure information prior to fulfilling the verification request. By requiring manual
review of these licensure verifications, OVS gives Linked Boards the opportunity to ensure that
verifications indicating potentially adverse information are accurate and appropriate.

As described above, OVS differentiates between the three types of Recipients: an Enhanced Medical
Board, a Non-Enhanced Medical Board and a Third Party. While all Recipient types have access to basic
licensure information, a Linked Board is only able to utilize the Communication Log and Document
Upload features of OVS when the Recipient of the verification is a Medical Board designated as an
Enhanced Medical Board. The indication of pending investigations, Communication Log and Document
Upload features are not available to a Linked Board when the Recipient is a Non-Enhanced Medical
Board or Third Party.

Similar to an Enhanced Medical Board’s interaction with OVS, OVS informs a Linked Board of
messages in the Communication Log from an Enhanced Medical Board through OVS-generated emails.
The emails do not include the substance of the messages but do indicate the topic of the messages. To
view the messages, a Linked Board may go directly to the Certification Webpage or log into its OVS
Verification Administration Module. Further, a Linked Board may upload documents directly to the
Certification Webpage through the OVS Verification Administration Module.
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1. Verification Administration Module

The Verification Administration Module is each Linked Board’s hub for information about all of its
licensure verification requests and gateway to the Communication Log and Document Upload features
of OVS. Basically, the Module has two facets, which are: (1) a verification request log; and (2) access to
the communication features of OVS. A Linked Board can log in to the Verification Administration
Module at any time to search records of its verification requests, track the progress of verification
requests, review a Certification Webpage and utilize the Communication Log and Document Upload
features of OVS.

The Module is designed with an intuitive interface to enable staff at a Linked Board to quickly and
easily access the information stored by OVS regarding verification requests. It is important to note that
while OVS does not ever store a Linked Board’s licensing information, it does store basic information
regarding verification requests. The information is limited to: (1) information entered regarding the
Physician’s license number and contact information; (2) information regarding the Recipient’s contact
information; and (3) whether or not payment was successfully completed. Access to this information is
limited to the specific Linked Board to which it pertains. Further, the Module allows staff of a Linked
Board to utilize the information regarding verification requests for its own purposes and to provide
efficient customer support to the public. For example, a quick search in the Module allows staff to
instantaneously respond to inquiries regarding the status of specific verification requests.

Further, the Verification Administration Module enables a Linked Board to access the Communication
Log and Document Upload features of OVS. Therefore, when a Certification Webpage is intended for
an Enhanced Medical Board, a Linked Board can log in to the Module to easily communicate with the
Recipient and upload additional documentation.

Each Linked Board has its own Verification Administration Module and does not have any access to
another Linked Board’s Module. Further, a Linked Board cannot use OVS to access another Linked
Board’s licensing database or verification information. A Linked Board’s Module is only accessible to
staff at the Linked Board that have the Board’s Log-In Password. The Log-In Password is assigned by
OVS and must be manually entered to access a Linked Board’s Module.
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I11. DESIGN

A. Hosted Hardware
The Online Verification System is a hybrid system because components of it are hosted by the
Wisconsin Department of Safety and Professional Services (DSPS), of which the Wisconsin Medical
Examining Board is part, while each Linked Board’s licensing information remains stored in each
Linked Board’s licensing database.

The DSPS-hosted hardware was procured specifically and solely for OVS using funds from the
Licensure Portability Grant. The hardware is physically located at DSPS headquarters in Madison,
Wisconsin. It resides in a secure server room and utilizes the State of Wisconsin’s network and
topology. The hardware is in a system environment where DSPS IT Staff continually monitor system
performance, perform upgrades, apply security patches, and undertake occasional reboots. All DSPS-
hosted OVS components are securely backed up off-site to the State of Wisconsin’s data center where
the backups are retained for two months. While no system configuration can guarantee 100% service
availability, OVS is designed to be available at all times, except when down for routine maintenance and
upgrading.

The hosted components of OVS are configured to emphasize stability, data security and reliability.
There are multiple layers of redundancy to ensure OVS service is uninterrupted and that no data stored
by OVS could be lost. To begin, there is a mirrored set of Hard Disk Drives (HDD) for the primary
operating system partition and three HDD for the data partition configured in a RAID 5 configuration.
Further, one HDD is a global hot spare that can be utilized if any of the other HDD fails. Based on the
configuration of the DSPS-hosted hardware, even if one HDD fails, OVS service will not be
significantly interrupted.

Additionally, the OVS server has redundant power supplies. The redundant power supplies enable the
OVS server to continue operating uninterrupted in the event one of the power supplies fail. Therefore,
the OVS server will not experience any down time if a power supply fails and must be replaced.

The configuration of the server consists of a host Windows Server 2008 R2 operating system. It will
utilize Microsoft’s latest Virtualization technology called Hyper-V with hyper-threading. By utilizing
Hyper-V, OVS system relies on the Microsoft Enterprise license for the host operating system, which
allows a 4:1 virtual server to license ratio. In other words, OVS utilizes four virtual guest operating
systems that are housed on the same physical machine. This virtualization configuration allows OVS to
not only save licensing costs, but to utilize a SQL server, Web Server, and a test server all on the same
physical machine. Importantly, if this system requires upgrading or needs to be moved to a newer server
in the future, OVS is designed to minimize down time because OVS is on virtual disks that can be
efficiently moved to another virtual environment and mounted therein.

B. Dependent Linkages
In order to become a Linked Board, a Board must develop the two linkages between itself and OVS. The
first link is a web service to connect its licensing database to OVS. The second link is between an e-
payment gateway to process electronic payments for verification requests and OVS, if payment is
required by the Linked Board.
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Section IV and Appendix 3 provide a more thorough exploration of the information required to enable a
Board to create the required linkages to OVS. At a high level, a Board must develop a web service to
communicate with the OV'S Credential Data Service to securely transfer licensing information. The web
service enables: the Physician to search and identify which license he or she would like the Linked
Board to verify; OVS to determine if the verification will include potentially adverse licensure
information; and, OVS to display real-time licensure information on the Certification Webpage.

If a Board charges for licensure verifications, it must also develop a linkage between OVS and the
Board’s e-payment gateway. That is, the linkage must be able to receive traffic routed from OVS, accept
payment, reroute the Physician back to OVS and send OVS an indication that the payment transaction
was successfully completed. These responsibilities are basic functions that most e-payment gateways
POSSESS.

C. Security
Security is integral to the usefulness of OVS. Therefore, all aspects of OVS are highly secure; including
the exposure of a Linked Board’s licensing database to OVS, the web services linking a Board to OVS
and the hosted components of OVS. A Systems Architect and a State of Wisconsin Network
Administrator designed the security features to ensure access is restricted to the intended users of OVS
and that all information is protected at every stage of the verification request and fulfillment process.
Below is a more detailed explanation of the critical security features of OVS.

The graphic to the right illustrates how OVS uses
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include an embedded Web Service Access Key. Each Linked Board will be assigned a unique Web
Service Access Key that it can rely on to verify the legitimacy of OVS transmissions.
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As a Linked Board’s information is in transit between
its licensing database and OVS, the information is
encrypted using Secure Sockets Layer (SSL)
Certificates (indicated by the green lines in all of the
graphics). Likewise, SSL Certificates encrypt data
while in transit from OVS to a Linked Board or
Recipient. This is the same technology that protects
credit card information during online transactions.

In addition to securing the transmissions between a
Linked Board and OVS, the graphic to the left
illustrates that OVS also utilizes authentication and

Else
authorization technology to ensure only the intended

Recipient is able to access an intended Certification Webpage. The authentication and authorization
relies on the randomly-generated Encrypted Security Access Code embedded in each link emailed to an
intended Recipient. The Encrypted Security Access Code embedded in the link is the sole way to access
each Certification Webpage. Therefore, OVS authenticates an intended Recipient by verifying that the
link and Encrypted Security Access Code are valid.

Next, OVS uses the Encrypted Security Access Code embedded in the emailed link to authorize an
intended Recipient to access a specific Certification Webpage. The Encrypted Security Access Code
corresponds to a single Certification Webpage (as indicated by the yellow highlighting). Therefore, a
Recipient is only able to view the Certification Webpage embedded within the link emailed to it. A
Recipient is not able to access a Certification Webpage for which it is not the intended Recipient. Last,
each link expires after one-year and will no longer access the corresponding Certification Webpage.

Below, the graphics illustrate the security of the Verification Administration Module and Document
Upload features of OVS. First, only a Linked Board is able to access the features. Both features rely on
data transmissions from a Linked Board that are encrypted through SSL Certificates. Further, staff at the
Linked Board is required to enter a unique Log-
In Password to access the Verification
Administration Module and Document Upload
features of OVS. Each Linked Board is assigned
a unique randomly-generate alphanumeric Log-
In Password. The Log-In Password enables a
Linked Board to access its own Verification
Administration Module and Document Upload
features. In other words, a Linked Board is only
able to access its own Verification
Administration Module and does not have
access to the Verification Administration
Module or Document Upload features
pertaining to any other Linked Board.

Verification Administration Module:
Authentication & Authorization

Linked Board
Firewall

+ OVS Firewall

j
Verification

Administration
Module

L

SSL
Log-In
Password

Everyone
Else

—

Verification

Velfifi_catio.n Administration
Administration Module

Module
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Security of Document Upload

+ OVS Firewall F

Linked Board
] Firewall 1
1 1
1 1
1 1
1
2

1
1 Linked Board Staff I SSL
-l

Everyone
Else

Epi

Certification
1 Webpage Document Upload

Intended
Recipient

SSL

Log-In Encrypted Security
Password ¢ Access Code

Further, intended Recipients of a
verification that includes one or more
uploaded document are only able to
access documents associated with the
specific  verification  using  the
Encrypted  Security Access Code
described above. In other words, a
Recipient is only able to access
documents uploaded to a Certification
Webpage of which it is the intended
Recipient. A Recipient does not have
access to any documents associated
with another Certification Webpage.

Finally, a Certification Webpage is merely an empty form when it is not in use. When the Certification
Webpage is in use, OVS populates it by extracting data from a Linked Board’s licensing database. The
Certification Webpage does not ever store verification information or display verification information

when it is not being actively viewed by an intended Recipient.
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V. LINKING A BOARD

A. Cost
There is no direct cost to link to or use OVS. Neither the Wisconsin Department of Safety and
Professional Services nor the Wisconsin Medical Examining Board charge other Boards or state
agencies to use OVS. Therefore, there are no required fees, either to link to or use OVS. The Hybrid
Online Verification System will only generate income for a Linked Board, should it require a fee to
verify a license.

Still, there are some costs involved in linking and maintaining the links to OVS. The cost a Linked
Board will incur to link to OVS is the payroll costs for an IT Developer to create the linkages between
the Board and OVS. On average, a skilled IT Developer should be able to create the required linkages in
approximately 50 to 80 hours.”

Beyond developing the linkages to OVS, a Linked Board may also incur minimal costs to monitor and
maintain its linkages with OVS. However, these maintenance costs would only be incurred when a
Linked Board upgrades or otherwise changes its IT environment.

B. Linking Process
In general, when a Board decides to become a Linked Board, there are seven steps that it must complete
to begin verifying licenses through OVS. Below is an overview of each step.

1. Licensing Agreement
The first step that a Board must complete is signing the licensing agreement. The licensing agreement
describes the relationship between the Wisconsin Department of Safety and Professional Services
(DSPS), of which the Wisconsin Medical Examining Board is part, and the Linked Board. The licensing
agreement is intended to identify each party’s rights and responsibilities and to protect all of the user
types of OVS. The licensing agreement is included as Appendix 4.

2. Professions

The second step is to identify which Linked Board’s regulated health profession licenses will be verified
through OVS. While OVS was initially intended to be specific to Doctors of Medicine (MD) and
Doctors of Osteopathic Medicine (DO), it is capable of verifying all types of health profession licenses.
In determining which health profession licenses will be verified through OVS, staff at a Board will work
with DSPS IT Staff. To avoid scalability issues and exponent increases in maintenance costs, DSPS
cannot guarantee that all desired health profession licenses can be verified through OVS. Yet, DSPS
Staff will consider all requests to verify a specific health profession license through OVS.

Further, when choosing professions to verify through OVS, a Linked Board has a decision to make.
There are two ways professions can be added to OVS. They are: (1) add a profession to the Linked
Board’s web services; or (2) add a profession as a separate Linked Board. Adding a profession to the
Linked Board’s web services will enable a Physician or other licensee to search for and verify a license
of that profession. However, all other aspects of the business process, including staff contacts, cost of
the verification, header information and other Linked Board-specific tokens will be identical to the

* See footnote 2.
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Linked Board. Professions added to the web services can be sent to Enhanced Medical Boards and have
access to the communication features available only on a Certification Webpage intended for an
Enhanced Medical Board.

By adding a profession as a separate Linked Board, the Board has more customization options, including
all of the Linked Board-specific tokens identified above. Still, professions added as a separate Linked
Board will not be able to be sent to Enhanced Medical Boards as that is limited to Medical Boards. At
this time, there are no ‘Enhanced’ Recipients for a Linked Board that is not a Medical Board.

As an example, DSPS plans to verify the health profession licenses of the Medical Board and affiliated
credentialing boards by adding the professions to its web services. The professions include: Dietitians,
Perfusionists, Respiratory Care Practitioners, Occupational Therapists, Physical Therapists, Physician
Assistants, Occupational Therapy Assistants, Physical Therapist Assistants and Podiatrists. The
Department is adding these professions to the web services because it does not need to customize any
visible content or contacts.

Beyond health profession licenses, OVS is also capable of verifying licenses from any regulated
profession. However, verifying non-health profession licenses requires content and business process
changes within OVS. Therefore, DSPS will provide the OVS source code to a Board upon request to
allow them to deploy a replicate of OVS within its IT environment to verify non-health profession
licenses. To receive the source code, a Board must accept the terms and conditions of an open source
agreement.

3. Web Services: Credential Data Service

The third step in becoming a Linked Board is to develop the required web services, known as the
Credential Data Service (CDS). The CDS is essential to the functioning of OVS and is one of OVS’s
two dependencies; the other is the e-payment gateway. The CDS is the web service linking a Linked
Board’s licensing database and OVS. Through the CDS, the Linked Board exposes its licensing database
to OVS and enables OVS to complete secure queries and transfers of data to fulfill verification requests.
The CDS is not a constant connection and is only active when a Physician completes a verification
request and when a Recipient clicks the link to access a Certification Webpage.

The data being transferred through CDS is limited to the information required to fulfill a verification
request. To begin, OVS will use the CDS to query a Linked Board’s licensing database when a
Physician is searching for his or her license to verify. The data sent by OVS depends on what search
criteria a Linked Board specifies. In most cases, it includes first and last name, license number or date of
birth. After receiving the query from OVS, a Linked Board’s licensing database will use the CDS to
return search results to OVS. The Online Verification System will display the search results from which
the Physician chooses his or her license.

Once the verification request is complete, OVS will send out an email to the intended Recipient. The
email will include the link to the Certification Webpage. The moment that a Recipient clicks the link to
view the Certification Webpage, OVS will use the CDS to query a Linked Board’s licensing database
for the specified verification information, which includes: name, license status, and disciplinary history.
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4. E-Payment Gateway
The fourth step in becoming a Linked Board is programming a link between an e-payment gateway and
OVS, if required. This link is the second of OVS’s two dependencies. The link to the e-payment
gateway allows OVS to remain flexible and function with each Board’s existing e-payment system.

The e-payment process involves OVS directing a Physician to the Linked Board’s e-payment gateway to
pay for a verification request. The OVS anticipates an “accepted” response from the e-payment gateway
once a Physician completes a payment and for the e-payment gateway to direct a Physician back to OVS
to confirm successful completion of the verification request. It is important to note that OVS is not an
accounting system and only tracks payment attempts and completed payments. It is designed to work
with a Board’s existing payment tracking and reconciliation processes.

Last, during the linking process, a Board must establish payment parameters to enable a smooth
connection to its e-payment gateway. The payment parameters are specific to each e-payment gateway
and allow OVS to remain flexible in fulfilling Board-specific functions. Beyond tracking payment
attempts, the redirection, “accepted” response and payment parameter requirements, the functioning of
an e-payment gateway is not implicated by linking to OVS.

5. System Settings & Tokens
The fifth step a Board must complete to link to OVS is to collaborate with DSPS to define its specific
settings and tokens. During this step, the Board completes a form designating its headers, fees, search
criteria, support contacts and other customization options. Also during this step, DSPS will assign the
Board a custom, randomly-generated Log-In Password for the Verification Administration Module. A
Linked Board may submit requests to change its settings and/or tokens at any time by contacting DSPS.

Also during this step, the Board must review the list of Enhanced Medical Boards and determine if any
of the already Medical Boards designated as ‘Enhanced’ could be an issue in regards to the Board’s
confidentiality policies. If the Board foresees an issue, it should communicate that to DSPS, which will
propose amendments to the list to other Linked Boards. In this iteration there will be a single list of
Enhanced Medical Boards that Linked Boards must agree upon. In the future, each Linked Board may
be able to designate its own list of Enhanced Medical Boards.

6. Testing
The sixth step involves ensuring that all aspects of the transaction function as intended and are secure
between OVS and a Linked Board. The testing process involves collaboration between the Linked Board
and DSPS. It varies for each Board.

7.“Go Live”

Finally, the seventh step is to “go live,” meaning that the Linked Board announces its new verification
process and directs licensees wanting to verify their licenses to OVS through a link on the Board’s
website.
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Appendix 1: Definitions of Terms
Enhanced Medical Board: A Recipient Medical Board or other licensing authority that is able to
view whether a licensee is currently under investigation, has access to the Communication Log to
communicate with a “Linked Board” and may view documents uploaded by a “Linked Board” in
addition to receiving basic licensure information such as name, credential type, license number,
date of issuance, how the license was acquired, expiration date, status of license(s) and orders on
the OVS verification website.

Host: The Wisconsin Medical Examining Board in conjunction with the Department of Safety and
Professional Services (DSPS).

Hybrid Online Verification System (OVS): A web-based application that receives and fulfills
licensure verification requests on behalf of Linked Boards.

Linked Board: A Medical Board or other licensing authority who adopts OVS to fulfill its
licensure verification process by creating the two links between itself and OVS. The two links are
the payment gateway and credential data web service.
o A “Linked Board” can upload documents and communicate through the Communication
Log with “Enhanced Medical Boards.”

Medical Board: A Medical and Osteopathic Board or other licensing authority that regulates the
practice of medicine in a jurisdiction in the United States and its Territories.

Medical Board Pick-List: A list of the Medical Boards on the user interface from which the
Physician chooses which Medical Board he or she would like to receive the verification of a
license.

Medical Board Registry: A list of all Medical and Osteopathic Boards and their contact
information in the OVS database. The Medical Board Registry is maintained by the Host.

Non-Enhanced Medical Board: A Recipient Medical Board or other licensing authority that is
able to view basic licensure information such as name, credential type, license number, date of
issuance, how the license was acquired, expiration date, status of license(s) and orders on the OVS
verification website.

Physician: A person who submits a verification request to OVS.
o A Physician includes licensees, employers, hospitals and insurance companies.

Recipient: Any entity to which a Physician requests OVS send licensure verification information.

Third Party: An Recipient that is not a Medical Board that is only able to view licensure
information such as name, credential type, license number, date of issuance, how the license was
acquired, expiration date, status of license(s) and orders on the OVS verification website.
o A “Third Party” can be anyone and includes insurance companies, hospitals and other
employers.
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Appendix 2: User Experiences
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Online Verification System User
Categories & Experiences

The purpose of this Appendix is to demonstrate how the different categories of users interact with the Online Verification System (OVS). There are
three categories of users. They are: Physician, Recipient and Linked Board. Each category of users will interact with OVS differently at specific
steps of the online licensure verification process. On a high level, the process involves a Physician making a request to verify his or her license

through OVS. Next, OVS completes the verification process on behalf of the Linked Board by sending a link to view the Certification Webpage to
a Recipient.

The three categories of users are defined by the specific functions they execute on OVS:

- A Physician is a person who submits a verification request to OVS. A Physician includes licensees, employers, hospitals and insurance
companies.

- A Recipient is either a Medical Board or a Third Party identified by a Physician to which OVS sends a verification link on behalf of a
Sending Board.
o A Medical Board may be an Enhanced Medical Board or a Non-Enhanced Medical Board.
o A Non-Enhanced Medical Board and Third Party are treated the same way by OVS.

- A Linked Board is a Medical Board or other licensing authority that adopts OVS to fulfill its licensure verification process by creating the
two links between itself and OVS. The two links are the payment gateway and credential data web service.

The sections of this document break down each of the three categories of users’ interaction with OVS based on concept screenshots. The
screenshots demonstrate basic content and function. However, the screenshots are not finalized. Therefore, some of the layout and content may

change prior to complete deployment of OVS. The screenshots still provide the most effective foundation to demonstrate the interaction that each
category of users will have with OVS once it is deployed.

Also, most pages include a Flow Chart that pertains to each category of user. The highlighted step corresponds to the interaction displayed on the
screenshot. The Flow Charts are intended to provide context to the screenshots in terms of each user’s interaction with OVS.

Table of Contents
User Category Page Number
Physician 22
Enhanced Medical Board 38
Non-Enhanced Medical Board or Third Party 43
Linked Board 46
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Online Verification System User Experience:
Physician

The purpose of this section is to demonstrate how a Physician experiences the Online Verification System (OVS). A Physician is the user
who searches for his or her license, requests that the Linked Board verify his or her license to a Medical Board or Third Party and

pays the fee, if required. A Physician includes licensees, employers, hospitals and insurance companies.

&

| https:/ /www.verification.dsps.wi.us

Online Licensure Verification

Welcome to the Online Licensure Verification System! A Licensee or Credential Holder can request that a
participating state medical or osteopathic board send an official verification of his or her license and exam
scores to another state board, an employer, insurance company or other interested party. To continue,
please select the board that you would like to verify a license from the list below.

Professional Licensing Boards

Wisconsin Medical Examining Board

If the state medical or osteopathic board that granted you the license that you would like to verify is not
listed above, please contact it directly to determine how to request a verification of your license.

Start Filing >>

Board
Website

Linked
Board
List

Introduction

Recipient

Contact
Information

Review

Confirmation

Screen 1: List of Linked Boards. If the Physician does not enter OVS from a Linked Board’s existing website, the Physician must

indicate from which Linked Board he or she would like to verify a license on this page.
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[ https:/fwww.verification.dsps.wi.us ]
Wisconsin Department of Safety and Professional Services (DSPS) <'E >
I—*—]
Wisconsin Medical Examining Board it
. . ek !
Online Licensure Verification
Welcome ;

The Wisconsin Medical Examining Board is now able to officially verify licenses and exam scores
electronically. By completing a Verification Request online, a licensee can request official verifications
of his or her license and exam scores to be sent to state boards, employers, insurance companies and
other interested parties. Upon receiving a request, the Wisconsin Medical Examining Board will send a
secured link to the verification website o the recipient that the licensee designates.

The real-time information displayed on the verification website is primary source information of the

Wisconsin Medical Examining Board. Further, it is consistent with JCAHO and NCQA standards for i
primary source verification and is as it appears in the database of the Wisconsin Medical Examining

Board as of the moment it is viewed.

The fee for licensure verifications has not changed. It is still $10.00 per verification.

The verification website constitutes official certification of licensure information and should be accepted
just like a paper verification. However, should a recipient of an online licensure verification question its
authenticity, please contact the Wisconsin Medical Examining Board directly.

Confirmation

Screen 2: Introduction. On this page, the Physician reads background information about OVS. This page also displays the fee that the
Linked Board charges to complete a verification request.
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[ https: ffwww. verlfication.dsps.wi.us |

Wisconsin Department of Safety and Professional Services (DSPS) ,

0
List

Wisconsin Medical Examining Board

Online Licensure Verification
Directions

5 Steps to Submit a Verification Request !

1. Find the License, Credential or Permit

2. Enter your Contact Information

3. Designate the Recipient of the Online Licensure Verification
4, Review your Verification Request

5. Pay for your Online Licensure Verification

Important Notes:

Review

Fields marked with * are required.
+ Only use the navigation buttons located within the Verification Request.
Do not use your browser's back/forward/reload buttons. -
+ Once you begin the Verification Request, you must complete all of the steps to make a request. Your .
information will not be saved for you to complete at a later time.
+ Verification Requests are not processed until payment is confirmed. contimation
Print the Confirmation Page for your records.

Screen 3: Directions. On this page, the Physician reads directions to submit a verification request for an online licensure verification from
the Linked Board.
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https: ffwww verification.dsps.wi.us
[

Wisconsin Department of Safety and Professional Services (DSPS)

Wisconsin Medical Examining Board

Online Licensure Verification
Step 1: Find Your License, Credential or Permit

Help

License Search

You can do a search for your
Click “Choose License" below to search for your credential, credential.
Choose License

Please call 123-123-1234 if
you need assistance in
completed the online
verification process.

NBKt = Review

Confirmation

Screen 4: License Search. On this page, the Physician begins the process of searching for his or her license by selecting “Choose License.”
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| nllps:/fwwew . verilicalion.dsps. wi_us ]

Wisconsin Department of Safety and Professional Services (DSPS)

Wisconsin Medical Examining Board
Online Licensure Verification

Finding Your License Help L
i B ) You can do a search for a !
Enter your Lmensaa’CredenhaUFerqﬂll number specific License by entering a -
or your name and date of birth Credential Number. A
credential number is in 1
format xoooooe-nod and
Credential Number consists of a license number, Recipient
(0000200 dash (-} and profession type
number.
First Mame John Joseph
. -0R -
Last Mame Smith
You can do a search for a
Searen | [Goar ] specifc License by entring

exact last name and a first
name or partial first name of
Licenses,

Review

The first 100 records will be
returned.

Please call 123-123-1234 I
you need any assistance in

completing the online
verification process. Cnfimatin

Screen 5: License Search. On this page, the Physician enters the Linked Board-specific search criteria to identify the license that he or
she would like the Linked Board to verify to a Medical Board or Third Party. The search criteria could be First and Last Name,
License Number, DOB, etc. If applicable, asterisks indicate which fields are required by the Linked Board.
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| https: /fwww venfication.dsps.wl.us

Selecting Your License

Your Searched Criteria:

Credential Number

| Mew Search ==

License Search Results:

1 record(s) returned.

{00000-300¢)
First Name John Joseph
Last Name Smith

Wisconsin Medical Examining Board

Wisconsin Department of Safety and Professional Services (DSPS)

Profession

Hame

Location

Issue Date

Expiration Date

Select | Medicine & Surgery, MD

SIMITH, JOHN JOSEPH

MADISOM, VA

03m1mery

10312011

Screen 6: Search Results. On this page, the Physician selects the license that he or she would like the Linked Board to verify to a

Medical Board or Third Party.

o ied
Website Lt

Introduction

Contact
Information

Review

Payment

Confirmation
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| https/fwww. verification.dsps.wi.us

Wisconsin Department of Safety and Professional Services (DSPS)

Wisconsin Medical Examining Board

Online Licensure Verification 1
Step 1: Find Your License, Credential or Permit
Help !

License Search

You can do a search for your

Licensee:  JOHN JOSEPH SMITH credential.
License ID:  14444-20

Please call 123-123-1234 if
If this is not the correct license, click “Choose License” below to you need assistance in
search for your credential. completed the online

. verification process.
Choose License P

Review
Next >>

Confirmation

Screen 7: License Confirmation. On this page, the Physician confirms the license that he or she searched for and selected is the exact
license that he or she would like the Linked Board to verify to a Medical Board or Third Party.
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[Tl v o e B v . s . Lt

Wisconsin Department of Safety and Professional Services ([DSPS)

Wisconsin Medical Examining Board

Online Licensure Verification
Step 2: Enter Your Contact Information

Contact MName

Full Marre

Organization

Contact Email

E-Mail Address

Repeat

Contact Number
Phone Mumber
Exbengion

Fax

Contact Address
Address Line 1

Address Line 2
City

State

Zip Code

Johin Joseph Smith

JULSMITHERGMAIL com

JUSMITH@ERGMAIL . com

BOB-955-5555

123 E. Maln Strasat

Madison
wa
3773

[ == Previous | | Quit Fiing Mt >

Help

Enter your conmact
information to be used
for any necassary
communication regarding
the verification requeast,

The E-Mail addrass
provided will racelve an
E-Mal confirming that
1he anling verificalion
PIOCESs WHE SUnCessfuly
completad.

The acciracy of Ehe
nformation is essential.

Astarisks * indicate which
Mehds are recuined o
complats your fling
recjLEsl,

Flease call 123-123-
1234 if you need any
assistance in complating
the anline werification
PIOOHSES.

Introdution

!

Search

!

Recipient

Contact
Information

Review

Payment

Confirmatian

Screen 8: Contact Information. On this page, the Physician enters his or her contact information to be used for communications regarding
the verification request. OVS stores the information entered on this page for the Linked Board’s reference. Asterisks indicate which fields
are required to complete the transaction.
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AT TR T T e e T |

Wisconsin Department of Safety and Professional Services (DSPS)

Wisconsin Medical Examining Board

Online Licensure Verification

Step 3: Designate Recipient Help
Irredustian
Medical and Osteopathic Boards E e e
licensura varification
Sakect thee medical or esteopathic board that yeu weald ke bo receive a ot
verfication of your lkcenss. by salecting & medical or L
osteapathic board fram
iowsa Board of Medicine the pra-populated list or -
Frofessional Licansing Board of Indiana Bntering the contact
Hansas Board of Healing Ars :ﬂmmnﬂamly o
Minnesota Board of Madical Practi '
nnessia ’ oA A other professional board Ir
waun wauld like to recelbve
OR
) ) your verification. Rescipint
Other Organization
It you choogse a medical
I_fﬂ'la organlzatk_:n you would like: to recelve & verification of your ar oateopathlc board
Ilc}a_ns_a. -:radarqlal or parmit is not listed above, plaase enter the from the pre-populatad
antity’s contact information balow, ligt, you do not need to
anber any conlact Baard
Organization irfesnmiaticn.
Contact Hame ) To ensure expadient
Add 1 procassng of your Contact
ross verification request, all i
Addrass 2 coadact mformsation must
be accurate.
City 3
Acstarisks * indicate which
State ﬁddslart: rEuUilr:-d tor R
complate your fing
Zip Code request.
E-Mail Address : Plaase call 123-123-
- 1234 if you need any
Repaoat assistance In comglating Pyt
Phone Number . the onling werification
process.
Extenzion
Fax
Confirmation
<= Pravious Quwit Filing | | Hext == |

Screen 9: Choose Recipient. On this page, the Physician chooses to which Medical Board from a list that he or she would like the
Linked Board to verify his or her license or indicates that he or she would like the Linked Board to verify his or her license to a Third
Party. If the Physician indicates that the verification is to be sent to a Medical Board by selecting a Medical Board from the Pick-
List, the Physician does not enter any more information. However, if the Physician indicates that the verification is to be sent to a Third
Party, the Physician must manually enter the Third Party’s contact information.
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hitps: /i eve. werification, deps sl s

Wisconsin Department of Safety and Professional Services (DSPS)

Wisconsin Medical Examining Board

Online Licensure Verification
Step 4: Review Your Verification Request

Review your Varification Request and correct any inaccurate information by returning to the
corresponding page using the "Previous™ navigation button. Introduction

License

Issued By: Wisconsin Medical Examining Board
Licenses:  JOHM JOSEPH SMITH
Licanse ID;  14444-20

!

Search

Contact Information !
Full Name: John Joseph Smith Recipient
Organization:

E-Mail Addrass: JLEMITHEGMAIL com
Phome Humber: BDE-955-5555
Extenslon:
Fam:
Addrass 1: 123 E. Main Sireat
Address 2:
City: Madison
State: Wi
Zlp: BATTT
Recipient Resiew
Hame: Kansas Board of Healing Arts
Addrass 1: BOD 5WW Jackson, Lower Lavel
Address 2: Suita A
City: Topeka Payment
State: 4]
Zip: BEE12
Total Payment Due Confrmation

Fee Amount: 510.00

| <= Previous | | Quit Filing |
[ Submit Request & Pay == l

Screen 10: Verification Request Review. On this page, the Physician reviews his or her verification request. He or she ensures all of the
information is accurate and correct. The Physician also sees the Linked Board’s fee to verify the Physician’s license in this transaction.
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[ hips e verification. dsps.wius ]

Wisconsin Department of Safety and Professional Services (DSPS)

Intreduction

Wisconsin Medical Examining Board
Online Licensure Verification |
YOUR VERIFICATION REQUEST IS NOT COMPLETE-TO
COMPLETE YOUR REQUEST, YOU MUST SUBMIT PAYMENT IN
THE AMOUNT OF $10.00 1

Please print this page and make note of your Request ID before Recipiot
proceeding to the Board authorized electronic payment provider through
the link at the bottom of this page.

Your Request |D: S5SMUKAHDGF

Search

Tha varification raguest for JOHN JOSEPH SMITH, License 8 14444-20 has bean received.

Contact
The electronic verification request was madea by: Information
John Joseph Smith
JLSMITHERGMAIL. com
G08-955-5555

Review
Yau will receive an E-Mail copy of this notification at the E-Mail address abava. Still, you must proceed to the Board
authorized slectronic payment provider to complete your verfication request.

Onoa you select “Proceed to Electronic Payment Provider,” yau will be directed to the Board authorized electronic
payment provider to submil payment in the amount of $10.00. Once payment is cleared, a link to your alactronic Fayment

verification will be E-Mailed to:

Kansas Board of Healing Arts
800 5W Jackson, Lower Level
Suite A

Topeka, KS 66612

Confirmation

You will receive a final confirmation E-Mail at tha E-Mail addrass above onca your payment has cleared and your
verification request has been successfully completed, Your verfication requast iz not complete until you have
received this final confirmation E-Mail.

| Proceed to Electronic Payment Provider >= |

Screen 11: Request Confirmation. This screen confirms that OVS registered the Physician’s verification request. However, it makes it clear
that the transaction is not complete and the Physician must still submit payment to the Linked Board. The Physician must proceed to
the electronic payment provider and pay the required fee to complete the verification request and for the license verification to be sent to
the Recipient. If the Physician has difficulty completing the payment process, the Physician can request assistance from the Linked
Board by referencing their Request ID noted on this page. The Physician also receives an email containing this information for his or her
records.
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Wisconsin Department of Safety and P

Medical Examinin

@ pmvni:v”@ CUSTOMER SERVICE || (3] HELP| | § EXIT |

Welcome to the Electronic Payment System

Pay by Credit Card or e-check

Recipient

Contact
Information

Review

Confirmation

Screen 12: Linked Board’s E-Payment Gateway. This screen is merely a placeholder and is not seen by any user. It is included to indicate
at which point the Physician is redirected to the Linked Board’s existing E-Payment Gateway. Because OVS does not process any
payment transactions, each Linked Board that charges for licensure verifications must provide access to its E-Payment Gateway.
Therefore, this page is state-specific and corresponds to the appropriate Linked Board. Further, OVS does not store any payment
information.
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Wisconsin Department of Safety and Professional Services (DSPS)

Wisconsin Medical Examining Board

Online Licensure Verification

Please print this page for your records r—
Your Request ID: SSMUKAHDGF 1
The verfication request for JOHN JOSEPH SMITH, License # 14444-20 has been received and electronically Search
processed.

The electronic verification request was made by; :
John Joseph Smith et
JJSMITHERGMAIL.com

608-955-5555

A link to your electronic verification will be E-Mailed 1o

Kansas Board of Healing Arts
800 3W Jackson, Lower Level
Suite A

Topeka, KS 66612

Contact
Information

You will receive a final confirmation E-Mail at the E-Mail address. Rovion

Confirmation

Please contact the recipient using the information above to confirm receipt of your verification.

Start Mew \erification Filing ==

Screen 13: Final Confirmation. After the Physician completes payment through the Linked Board’s E-Payment Gateway and the E-
Payment Gateway indicates to OVS that the payment is complete, the Physician reviews the receipt of the transaction on this page. If
payment fails while the Physician is using the Linked Board’s E-Payment Gateway, the Physician does not see this page and the
transaction is not processed. This page is an electronic receipt for the Physician’s future reference.
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Wisconsin Department of Safety and Professional Services (DSPS)

Wisconsin Medical Examining Board
Online Licensure Verification

Quit Disclaimer

Are you sure you want to quit your Verification Request? If you quit,
your request will not be processed and your information will not be
saved for future use.

[ Quit | [Continue Filing >>

Screen 14: Quit Disclaimer. The Physician sees this page any time he or she clicks the “Quit” button of any of the pages. Therefore, the
Physician does not see it unless he or she attempts to quit his or her verification request.
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Message (7]
ot S o (¥4 Find 0 |
y XD P Qe dg ¥ '
— e _4 —J .__I} @ £ | ‘T.E Related = 5-_._’ |
Reply Reply Forward = Delete Moveto Create Other Blotk | ) Mot Junk Categorize Follow Mark as Send to
to Al Folder- Rule Actions=~ || Sender — - Up~ Unread | =5 Seledt™ | Onedote
Respand Actions Junik E-mail i Options T Find OneNote
From:  Wisconsin Medical Examining Board Sent:  Fri 10/29/2010 3:05 PM
To: John Joseph Smith
g Introduction
Subject: Wisconsin Medical Examining Board Online Licensure Verification Confirmation (Request ID S5MUKAHDGF)
r =
- I
Online Licensure Verification for JOHMN JOSEPH SMITH I
Search
Request 1D SSMUKAHDGEF
TOTAL AMOUNT DUE: 510.00. l
. a2 Reclpient
[Dyear John Joseph Smith,
The Online Verification System has received vour Verification Request. However, vour Verification Request 18 NOT
COMPLETE and HAS MOT BEEN SUBMITTED. In order to complete vour Veritication Request and for the Wisconsin
Medical Examining Board to electronically submit vour Verification Request, vou MUST fulfill the Wisconsin Medical L1
Examining Board"s pavment process, TF vou have submitied payvment through the Online Verlication System, vou will receive
a. - N . a a a~ ry - - - Contact
an email confirming the successful submission of your Verification Request once payment is confirmed.
If you have not paid for your Verification Request electromically, please contact the Wisconsin Medical Examining Board
dirgctly for instructions on how o complete the Verification Reguest
Review
Thank you for using the Wisconsin Medical Examining Board Online Verification System. If vou have any questions about
the submission of vour electronic verification, please contact the Wisconsin Medical Examining Board directly at 123-123-
1234 or DSPS-Yenficationfo wisconsin gov,
DO NOT REPLY TO THIS EMAIL
Confirmation
w

Screen 15. Request Confirmation Email. After OVS registers the verification request, OVS notifies the Physician that OVS registered his or
her request, but that it is still incomplete. The Physician must submit payment in order to complete the Verification Request and for the
Linked Board to electronically submit his or her license verification. If the Physician has difficulty completing the payment process, the
Physician can request assistance from the Linked Board by referencing the Request ID noted in this email.
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Reply Reply Forward Delete Moveto Create Other Block | ) Not Junk Categorize Follow Mark as Sendto
to All Folder= Rule Actions~  Sender - Up~ Unread | = Selet~ | gnenote
Respond Actions Junk E-mail a Options Ll Find CneMote
From: Wisconsin Medical Examining Board Sent:  Fri 10/29/2010 3:05 PM Baard o
L
Te:  John Joseph Smith )
e I_*_]
Subject: Wisconszin Medical Examining Board Online Licensure Verification Confirmation (Request ID SSMUKAHDGF)
= Intreduction
-
Crline Licensure Yerification for JOHMN JOSEPH SMITH '

Search

!

Request [D; S5MUKAHDGF

Dear John Joseph Smith, o

Recipient

The Wisconsin Medical Examining Board has electronically processed vour Verification Request regarding:
Licensec: JOHM JIOSEPH SMITH
License Mumber; 14444-240

Payment has been processed in the amount of $10.00, and a link to vour electronic verification has been emailed to:

Contact
Information

Recipient:  Kansas Board of Healing Arts

Thank vou for using the Wisconsin Medical Examining Board Online Verification Svstem. [f vou have any questions about
the receipt of vour electronic verification, please contact Kansas Board of Healing Arts directly,

D NOT REPLY TO THIS EMAIL .
Payment

Confirmation

Review

Screen 14: Confirmation E-Mail. After OVS processes the Physician’s verification request, OVS notifies the Physician of the completed
transaction on behalf of the Linked Board. This e-mail is an electronic receipt for the Physician’s future reference.
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Online Verification System User Experience:
Enhanced Medical Board

The purpose of this section is to demonstrate how an Enhanced Medical Board interacts with the Online Verification System (OVS). An Enhanced
Medical Board is a Recipient Medical Board or other licensing authority who is able to view whether a licensee is currently under investigation, has
access to the Communication Log to communicate with a Linked Board and is able to view documents uploaded by a Linked Board in addition to
receiving basic licensure information such as name, credential type, license number, date of issuance, how the license was acquired, expiration date, status

of license(s) and orders on the OVS verification website.

o) 2V e s
_-)f Message &
ot f = :E ) Ol Y ¥ 3 Fing )

(! 1] = x . 2 Safe Lists = I ‘ e
—i e = i .__) ]J g’ = | _)1_‘ Related ~ (-l
Reply Reply Forward | Delete Moveto Create Other Blodk Not ) Categorize Follow Mark a3 Send to

to Al Folder= Rule Actions= Sender - Up= Unread | -4 Seled ™ oneNote
Respond Actions Junk E-mail a Options " Find OneNote
From: Wisconsin Medical Examining Board Sent:  Fri 1042972010 3:05 PM
Ta: Kansas State Boand of the Healing Arts
G

Subject: Wisconsin Medical Examining Board Online Licensure Verification for John Joseph Smith

"l

Online Licensure Verification for JOHN JOSEPH SMITH
Request TD: SSMUKAHDGF
To Whom It May Concern,
The Wisconsin Medical Examining Board has been asked to ofTicially verify information regarding a license, credential or
permit previously or currently held by JOHN JOSEPH SMITH to you. The link below will take you to a secured website
that displayvs real-time proof of licensure as it appears in the database of the Wisconsin Medical Examining Board as of the
moment vou click the link below. Further, it 1s consistent with JCAHO and NCOA standards for primary source verification.
Y our subseription o view the real-time licensure information will expire |-year from the date this e-mail was sent, During
the I-year period of time, the information will change. Therefore, we suggest you conduct an initial verification of the
licensure information as soon as possible and re-verify the information before you make vour final licensing, privileging or
ather decision based upon the information. After |-year, the link will not work.
Contact us directly at DEPS-Verification@wisconsin.gov it you have any questions about the online verification process or
the authenticity of the information provided on the secured webpage.
To view the certified licensure information, please click the link below:
hittpy S wowew verification.gov, Y securitvCode/ 3301 -1

-

Physician Raguast
Process

Email & Link

l

Wiew
Cetification
Webpage

!

Communication
With
Linked Board

Screen 1: Verification E-Mail. After OVS processes a Physician’s verification request, either automatically or after the Linked Board’s manual review,
OVS sends an e-mail on behalf of the Linked Board to the Enhanced Medical Board. The e-mail explains the electronic verification process and
includes a link to the Certification Webpage that display licensure information of the Physician. The OVS allows the Enhanced Medical Board to
access information regarding investigations, the Communication Log and Document Upload features in addition to basic licensure information through the

link to the Certification Webpage.
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Wisconsin Department of Safety and Professional Services (DSPS)

Wisconsin Medical Examining Board

Online Licensure Verification ID — SSMUKAHDGF
This real-time Licensure Verificalion page is elecironically cerlified prool of licensure, as
request, and as it appears in the files of the Wisconsin Medical Examining Board as of
Wednesday, January 10, 2012 10:36:15 AM - Central Standard Time.
Physician Request

License #14444-20 Procass
Name: Smith, John Joseph
License Type: IMedicine and Surgery
Status: Active
Issue Date: 03011977
Expiration Date: 1003172011
Disciplinary Order(s): Mar
Pending Investigation(s): No
Events
Desacriptien Code Date Link Email & Link
Graduated from Marshall Collage | Graduated From 1576-12-15 Nane
Communication Log l
Description Submitted By: Date
Can you werfy his address change? Fansas Board of Healing Ars 2012-01-05 """E"'"
_ _ _ Certification
Uploaded addrass change document Wesconsa h'ga;gfdal Examining 2012-01-08 Webpage
New Message l
Enter Your Message Here, L
Communication
With
Linked Board
[swenn | [ cieer | Onceyou submit a message, the Wisconsin Medical

Examining Board will be notified of it, You will be
riotified of the response

Uploaded Documents
Tithe Subject Date
Address Change Confirmstion Credentlaling 2012-01-08

Screen 2: Enhanced Medical Boards — Clean Certification Webpage. The link in the e-mail described on Screen 1 connects the Enhanced Medical
Board to the Certification Webpage. This page is considered “clean” because the Physician does not have any board orders or pending investigations. In
addition to basic verification information, Enhanced Medical Boards have access to the OVS communication features. The first feature is the
Communication Log. This feature enables the Linked Board and Enhanced Medical Board to securely communicate to one another on the
Certification Webpage itself. OVS maintains a log of the communications and displays the messages on the Certification Webpage for future reference. The
second feature is the Upload Documents. This feature enables the Linked Board to upload additional documentation relevant to the Physician whose
license information OVS is displaying. For example, a Linked Board can upload investigatory information about the Physician or other information that
may be useful to the Enhanced Medical Board’s licensure decision on the Physician. All communications and uploaded documents are only accessible
to the specific Linked Board and Enhanced Medical Board involved in the verification transaction.
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Online Licensure Verification ID — SSMUKAHDGF
This real-time Licensure Verificalion page is electronically certified proof of licensure, as
request, and as it appears in the files of the Wisconsin Medical Examining Board as of
Wednesday, January 10, 2012 10:36:15 AM - Central Standard Time.
License #14444-20
Name: Smith, John Jeseph
License Type: Medicine and Surgaery
Status: Active Physician Reguest
Issue Date: 03011977 Process
Expiration Date; 1003172011
Disciplinary Order{s): Yes
Pending Investigation(s): Yes
Events
Description Code Date Link
Graduated from Marshall College | Graduated From 1876-12-15 Mong
Final Declsion and Order Board Order #011-01-05 | MEDOOSATER
Communication Log Ernail & Link
Description Submitted By: Date
Can e please upload e _
complalnt? Kansas Board of Healing Ars 2012-01-06 l
Uploadsd missing datails Wisconsin MedlcA EXATIONG { 2012-01-0
et
MNew Message sl
g Certification
Enter Your Massaga Hara, Webpage
[ st | [ cesr | Once yousubmit a message, the Wisconsin Medical o
Examining Board will be notified of it. You will be Communication
notified of the responsa. _With
Uploaded Documents Linked Board
Title Subject Data
Complaint X 00846 THEE00 Invastigation 2012-01-06

Screen 3: Enhanced Medical Boards — Unclean Certification Webpage. The link in the e-mail described on Screen 1 will connect the Enhanced
Medical Board to this Certification Webpage. This page illustrates the electronic verification an Enhanced Medical Board would receive if the
Physician has board orders and/or pending investigations. Like Screen 2, in addition to basic verification information, Enhanced Medical Boards
have access to the OVS communication features. The first feature is the Communication Log. This feature enables the Linked Board and Enhanced
Medical Board to securely communicate to one another on the Certification Webpage itself. OVS maintains a log of the communications and displays the
messages on the Certification Webpage for future reference. The second feature is the Upload Documents. This feature enables the Linked Board to
upload additional documentation relevant to the Physician whose license information OVS is displaying. For example, a Linked Board can upload
investigatory information about the Physician or other information that may be useful to the Enhanced Medical Board’s licensure decision on the
Physician. All communications and uploaded documents are only accessible to the specific Linked Board and Enhanced Medical Board involved in

the verification transaction.
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From: Wisconsin Medical Examining Board Sent:  Fri 10/29/2010 3205 PM

Toe Kansas State Board of the Healing Arts
Co
subject  Mew Message re: Pending Investigations Online Licensure Verification (Reguest ID S5MUKAHDGF)

Online Licensure Verification for JOHN JOSEPH SMITH

Request Dy S5MUKAHDGF

To Whom Tt May Concern,

This email is to inform vou that the Wisconsin Medical Examining Board has posted a message on the following Online
Licensure Verification:

Licensee; JOHN JOSEPH SMITH

License Number: 1444420

Message Topic: Pending Investigation

To view the online hicensure verilication, please click the link below:

hetped s verification. gov FsecurivCode 33401 -1

=]
-

Physician Request
Process

Email & Link

l

Wiew
Cedification
Wiabpage

l

Communication
With
Linked Board

Screen 4: Enhanced Medical Board — Communication E-Mail. Enhanced Medical Boards have access to the OVS communication features. The
Communication Log feature allows an Enhanced Medical Board and a Linked Board to securely communicate with one another on the Certification
Webpage itself. The OVS informs the Enhanced Medical Board of a message from the Linked Board through a system-generated e-mail like the one

above. The e-mail does not include the substance of the message, but does display the topic of the message.
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From: Wisconsin Medical Examining Board Sent:  Fri 10/29/2010 3:05 PM
To: Kansas State Board of the Healing Arts
Co
subject  Uploaded Document re: Pending Investigations Online Licensure Verification (Request ID S5MUKAHDGF)
r T
-
Online Licensure Verification for JOHN JOSEPH SMITH I
Fequest Dy SSMUKAHDGF
To Whom Tt May Concern, |
This email is to inform vou that the Wisconsin Medical Examining Board has uploaded a document on the following Online
Licensure Verification:
Licensee; JOHN JOSEPH SMITH
License Number: 14444-240 L)
Message Topic: Pending Investigation
To view the online hicensure verilication, please click the link below:
httpdtwewew verification, pov: FsecuriyCode 3301 -1
b

Physlcan Raguest
Process

Email & Link

.

Wiew
Cedification
Webpage

I

Communication
With
Linked Board

Screen 5: Enhanced Medical Board — Document E-Mail. Enhanced Medical Boards have access to the OVS communication features. The Document
Upload feature allows the Linked Board to upload additional documentation relevant to the Physician whose license information OVS is displaying. The
OVS informs the Enhanced Medical Board that the Linked Board has uploaded a document through a system-generated e-mail. The e-mail does not
include the document itself, but does display the topic of the document. The Enhanced Medical Board does not have the ability to upload documents to

the Certification Webpage.
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Online Verification System User Experience:
Non-Enhanced and Third Party

The purpose of this section is to demonstrate how Non-Enhanced Medical Boards and Third Parties interact with the Online Verification System
(OVS). A Non-Enhanced Medical Board is a Medical or Osteopathic Board who is able to view basic licensure information. A Third Party is an entity
that is not a Medical Board who is only able to view basic licensure information. A Non-Enhanced Medical Board or Third Party is identified by a
Physician to which OVS send a verification link on behalf of a Linked Board.
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Reply Reply Forward —Delete Moveto Create  Other Block Mot Junk Categorize Follow Mark as Send to
to Al Folder= Rule Actions~  Sender - Up~ Unread = Seledt™ | Onenote
Respond Actions Junk E-mail - Options - Find Onehote
From: Wisconsin Medical Examining Board Semt:  Fri 104292010 3:05 PM
Ter UW Health
Ce
Subject  Wisconsin Medical Examining Board Online Licensure Verification for John Joseph Smith
= Physician Request
Process
Online Licensure Verification for JOHN JOSEPH SMITH
Request TD: SSMUKAHDGF
To Whom It May Concern,
The Wisconsin Medical Examining Board has been asked wo officially verify information regarding a license, credential or
permit previowsly or currently held by JOHN JOSEPH SMITH © you. The link below will take you o a secured website
that displays real-time proof of licensure as it appears in the database of the Wisconsin Medical Examining Board as of the
moment you ¢lick the link below, Further, it is consistent with JCAHO and NCQA standards for primary source verification,
Email & Link
Your subseription o view the real-time licensure information will expire |-year from the date this e-mail was sent, During
the I-year period of time, the information will change. Therefore, we suggest you conduct an initial verification of the
licensure information as soon as possible and re-verify the information before you make your final licensing, privileging or
ather decision based upon the information, After [-year, the link will not work,
F
Contact us directly at DSPS-Verification{@wisconsin.gov i’ you have any guestions about the online verification process or )
the authenticity of the information provided on the secured webpage. Wiew ;
Certification
. L . ) . . ‘Webpaga
To view the certified licensure information, please click the link below; g
httpewoww verification.gov/ M securityC ode/3301 -1
w

Screen 1: Verification E-Mail. After OVS processes a Physician’s verification request, either automatically or after the Linked Board’s manual review,
OVS sends an e-mail on behalf of the Linked Board to the Non-Enhanced Medical Board or Third Party. The e-mail explains the electronic
verification process and includes a link to the Certification Webpage that displays the licensure information of the Physician. The OVS allows the Non-
Enhanced Medical Board or Third Party to view basic licensure information such as name, credential type, license number, date of issuance, how the
license was acquired, expiration date, status of license(s) and orders through the secured link in the e-mail.
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Wisconsin Department of Safety and Professional Services (DSPS)

Wisconsin Medical Examining Board
Online Licensure Verification ID - SSMUKAHDGF

This real-time Licensure Verification page is electronically certified proof of licensure, as
request, and as it appears in the files of the Wisconsin Medical Examining Board as of
Wednesday, January 10, 2012 10:36:15 AM - Central Standard Time. y
Physgaclgquast
License #14444-20
Name: Smith, John Joseph
License Type: Medicine and Surgery
Status: Active
Issue Date: 03/01/1977 8 Lok
Expiration Date: 10/31/2011
Disciplinary Order(s): No
Events ;
Wiew
Description Code Date Link i
Graduated from Marshall College | Graduated From 1976-12-15 Mone

Screen 2: Non-Enhanced Medical Board or Third Party — Clean Certification Webpage. The link in the e-mail described on Screen 1 connects the
Non-Enhanced Medical Board or Third Party to this Certification Webpage. This page is considered “clean” because the Physician does not have
any board orders. The OVS only allows Non-Enhanced Medical Board or Third Party to have access to basic verification information. Still, the
Certification Webpage includes links to relevant orders. The above e-mail and Certification Webpage is the only interaction between the Linked Board
and Non-Enhanced Medical Board or Third Party through OVS.
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Wisconsin Department of Safety and Professional Services (DSPS)

Wisconsin Medical Examining Board

Online Licensure Verification ID - SSMUKAHDGF
This real-time Licensure Verification page is electronically certified proof of licensure, as
request, and as it appears in the files of the Wisconsin Medical Examining Board as of
Wednesday, January 10, 2012 10:36:15 AM — Central Standard Time. Fiyeician Requast
License #14444-20
Name: Smith, John Joseph
License Type: Medicine and Surgery :
Status: Active Email & Link
Issue Date: 03/01/1977
Expiration Date: 10/31/2011
Disciplinary Order(s): Yes '
Wiew
Events Crapaton
Description Code Date Link
Graduated from Marshall College | Graduated From 1976-12-15 None
Final Decision and Order Board Order 2011-01-05 MEDQ054766

Screen 3: Non-Enhanced Medical Board or Third Party — Unclean Certification Webpage. The link in the e-mail described on Screen 1 connects the
Non-Enhanced Medical Board or Third Party to this Certification Webpage. This page is considered “unclean” because the Physician has board
orders. The OVS only allows Non-Enhanced Medical Board or Third Party to have access to basic verification information. Still, the Certification
Webpage includes links to relevant orders. The above e-mail and Certification Webpage is the only interaction between the Linked Board and Non-
Enhanced Medical Board or Third Party through OVS.
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Online Verification System User Experience:
Linked Board

The purpose of this section is to demonstrate how a Linked Board interacts with the Online Verification System (OVS). A Linked Board is a Medical or
Osteopathic Board who adopts OVS to fulfill its licensure verification process by creating the two links between itself and OVS. The two links are the Web
Services and E-Payment Gateway. The Linked Board interacts with OVS after the Physician submits a request for the Linked Board to verify his or
her license. In most verification transactions, the Linked Board does not need to do anything to fulfill the verification request. However, if the Physician
has any disciplinary history or is currently under investigation, OVS does not automatically process the Physician’s verification request; the Linked
Board must review the license information and manually submit the verification. This review and manual submission process allows the Linked Board
to ensure that any verifications indicating potentially adverse information are accurate. A Linked Board can also upload documents and communicate

through the Communication Log with Recipients that are designated as Enhanced Medical Boards.

&

| https:/fwww. verification.ds ps.wi.us

Online Verification System Administration

Welcome to the Online Verification System!
To continue, select a Medical or Osteopathic board and enter your assigned Access Code.

Professional Licensing Boards

Wisconsin Medical Examining Board

Access Code

Login >>

Physician Request
Process

N

Document Upload

Screen 1: Verification Administration Module Login. On this page, the Linked Board selects the Medical Board they represent and enters their assigned

Access Code to gain access to the Verification Administration Module. There is one Access Code per Medical Board.
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[ https:/ fevww verficat on.dsps. wi.us

Wisconsin Medical Examining Board

Online Verification System Administration

Wisconsin Department of Safety and Professional Services (DSPS)

Clean
Verification

Deployment &
Adminisiration

Physician Request
Process

Unclean
Verification

Review & Submit
WVerification

1

Communication
Bstween Sending
Board and
Recelving Board

Search By
Reqguest ID:
Licenses:
License #: 14444-20
Requested By:
Status: All v
Request Date: to {mimdddiyyyy)
Recipient Board: All -
Other Organization:
Verification Key:
[ Submit | | Clear |
Results
Results count: 2 Page 1 of 1 Itermes 1 1o 2 Goto page: 1 = Page size: |5 «
* Click on column ha*:hrfursnﬂing.
Received Available Verification
Request ID Dat Requested By |License ID Licensoa Racipient Status Views/Tasks Key
Cerlification Filing
Eeceipt Slatus
BEMUKAHDGE | 01052012 | Johin Joseph Smith | 1444820 | Joha Josaph Smilh KE':I'E'“B"’:‘C'“{ Submitied | History TORJK
maing Ars Communication Log
Uploaded
Documents.
E_' el
RTKFRACCAM | oiosemz | John Joseph Smith | 1443420 | Joha Josagh Smith Meriler Haspital Submitied | Filing Receig Stalus S0KFT
Histary

Screen 2: Verification Administration Module. On this page, the Linked Board can query verification requests, review their statuses, upload documents to
a Certification Webpage and contact Enhanced Medical Boards. All pertinent information gathered as part of the verification is stored in the
Verification Administration Module and is accessible to the Linked Board.
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Wisconsin Department of Safety and Professional Services (DSPS)

Wisconsin Medical Examining Board

Online Verification System Administration

Request ID: SSMUKAHDGF

Verification Fee: $10.00
The verfication request for John Joseph Smith, License # 14444-20, has been received.

The electronic verification request was made by;

John Joseph Smith
JJ.SMITH@GMAIL.com
608-955-5555

The electronic verification reguest was made to:

Kansas Board of Healing Arts
800 SW Jackson, Lower Level
Suite A

Topeka, KS 66612
785-296-7413

' Back

Physician Request
Process

]

Document Upload

Screen 3: Verification Administration Module — Filing Receipt. This page only appears if the Linked Board selects “Filing Receipt” on Screen 2. On this

page, the Linked Board can view the request summary of each verification request.
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Wisconsin Department of Safety and Professional Services (DSPS)

Wisconsin Medical Examining Board

Online Verification System Administration

Status History
Request ID: SEMUKAHDGF
Licensee: JOHN JOSEPH SMITH M h—
License #: 14444-20
Received Date: 01/05/2012 12:05:38 PM
Requested By: John Joseph Smith
Recipient: Kansas Board of Healing Arts
Log Date Status Log Message
01/05/2012 120539 P Feceived Received
01/05/2012 12:05:39 PM Electronic P ayment Electranic Payment
0105/2012 12:05:38 P P aid Paid
01/05/2012 12:05:39 PM Email Queued Email Queued
0105/2012 12:05:38 P S ubmitted Submitted .
Document Upload

Back

Screen 4: Verification Administration Module — Status History. This page only appears if the Linked Board selects “Status History” on Screen 2. On this
page, the Linked Board can review the status history of a verification request.
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Wisconsin Department of Safety and Professional Services (DSPS)

Wisconsin Medical Examining Board

Online Verification System Administration
Documents -
Request ID: SEMUKAHDGF
Licensee: JOHN JOSEPH SMITH
License #: 14444.20
Received Date: 01/05/2012 12:05:39 PM
Requested By: John Joseph Smith
Recipient: Kansas Board of Healing Arts

Raview & Submit
Verification

]

Mo documents found.

New Document: Browsa
Communication

Batween Sanding
- . Board el Document Upload
Description:

[ Upload J

Screen 5: Verification Administration Module — Document Upload. This page only appears if the Linked Board selects “Uploaded Document” on Screen
2. On this page, the Linked Board may upload additional documentation relevant to the Physician whose license information OVS is displaying on the

Certification Webpage.

80



-
!_/@ H9 0 e e = ]
ol
- Message L7

LAY XD D Pows B T B 2 g
2y

Reply Reply Forward —Delete Moveto Create  Other Block Mot Junk Categorize Follow Mark as Send to
to All Folder= Rule Actions~  Sender - Up~ Unread = Select~ 1 gnenote
Respand Actions Junk E-mail £l Options E Find CneNote
From: Kansas State Board of the Healing Arts Sent:  Fri 10/29/2010 3:05 PM
Ta: Wizconsin Medical Examining Board
Ce
Subjec:  Mew Message re: Pending Investigations Online Licensure VWerification (Reguest ID SSMUKAHDGF)
= —
-
Online Licensure Verification for JOHN JOSEPH SMITH Nerion
Fequest [y SaMUKAHDGF
To Whom Tt May Concern, |
o Physician Request
Process
This email is to inform vou that the Kansas Board of Healing Arts has posted a message on the following Online Licensure
YVerification:
Licensee: JOHN JOSEPH SMITH
License Number: 1444420 L4
Messaze Topic: Fending lnvestigation
Velcm;:baart‘icn Vgri‘;l‘:?lign
To view the online licensure verification, plesse click the link below:
hrtpedwww verification, pov PsecuritvCode/ 3301 -1 Review & Submi
Communication
B"“’;gi?f’:ﬂ"d‘""g Docurment Upload
Recelving Board
-

Screen 6: Communication E-Mail. A Linked Board may communicate with an Enhanced Medical Board through the OVS communication features.
The Communication Log feature allows an Enhanced Medical Board and a Linked Board to securely communicate with one another on the
Certification Webpage itself. The OVS informs the Linked Board of a message from the Enhanced Medical Board through a system-generated e-mail
like the one above. The e-mail does not include the substance of the message, but does display the topic of the message. To view the message, the Linked
Board may go directly to the Certification Webpage or log into its Verification Administration Module.
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From:  Omnline Verification System Sent: Fri 1072972010 3:05 PM
Te Wisconsin Medical Examining Board
Ce
Subject PENDING Online Licensure Verification for JOHN JOSEPH SMITH (Request ID SSMUKAHDGF)
n =1
-
Omnline Licensure Yenfication for JOHN JOSEPH SMITH
Reqguest ID: 35MUKAHDGF
To Whom It May Cencern, =
This email is o inform you that the fallowing Online Licensure Verilcation cannol be automatically processed becanse the
licensee is currently under investigation of has a disciplinary history. The verification has been held for human review o
ensure the pending investigations and/or disciplinary history is accuratzly displayved.
T submit the verification, you must log inte the Online Verification System Administration website, review the verification
for any disciplinary orders and’or pending investigations and click “Submit Verification.”
The venfication mformation 1s;
Licensee: JOHN JOSEPH SMITH
License Mumber: 14444-20)
To review and submit the Online Licensure Verification, please click the link below;
hitipeSwwew verification sov P securityCode/3301-1

Deployment &
Administration

Physician Request
Process

Clean
Verification

Unclean
Verification

Review & Submit
Verification

]

Communication
Batwsen Sanding
Board and
Receiving Board

Document Upload

Screen 7: Pending Request E-Mail. The Linked Board receives an e-mail notification when OVS does not automatically process a verification request due
to the Physician having a disciplinary history or currently being under investigation. The Linked Board must review the license information and

manually submit the verification through the Verification Administration Module. This review and manual submission process enables the Linked Board
to ensure that any verifications indicating potentially adverse information are accurate.
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1. Introduction

This document is intended for IT Staff and software developers who will be linking a
Board to the Online Verification System (OVS). This document will describe the
linkages and enable you to create your Board’s linkages to OVS.

The Online Verification System is designed and being developed to integrate with
your existing licensing software and to be compatible with your current business
processes.

The following diagram illustrates the OVS verification request and fulfillment
workflow:

Online Verification System Workflow
Last Modified on 10/17/2011

Pre-defined
—» Linked Board
Dependent Process

»  Physician
K Request Submission to 3" Party
View / Print
Verification Filling (Request) Cler\t';lﬁcatilon
Request 39 part W
- Submitted arty ebpage
Email Recipient
Search & Select mail
Credentials
Select - —
Recipients Request Submission to Enhanced Recipients
View / Print Contact
Request Enh " Certification Linked
Recipient Submitted nhancef Webpage Board
P > Board
Type? Email With Recioi
) ecipient
Request Received Medical & ) Key Codes
Email Osteopathic 'Prh:‘rtd 4 View
Boards arty Uploaded
k Document
Verification Administration Module
S_e_arch View
Verification Request
Request Summary
Log
v
Submits o | Request Issued Linked View
Payment o Email Board 'R’Copt;ct Certification
ecipient
Webpage
l Submit
Pending Upload
Prints Verification Document
Receipt Request

As illustrated in the above diagram, the Online Verification System will require following two
linkages, or existing software service components (as shown in yellow) from your Board in order to
operate:

1. Credential Data Service (License Lookup Web Service)

2. Electronic Payment Gateway.
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2. The Credential Data Service

Filing Web App

Communicating with Existing Credentialing & Enforcement Systems

One of the principal functions of OVS is to communicate with your state’s existing licensing and
investigation software. To communicate with the existing systems, OVS relies on a
communication infrastructure and application programming interface that has been developed.
The communication occurs via a web service implementation called “Credential Data Service”.

Sequence Diagram

The following is a sequence diagram that shows the integration points between OVS

components and the Credential Data Service:

( Credential Data Web Service Integration Points

Credential Data Service

)

|
D Get Configuration (xml) for License Lookup Fields
|

|
|
|
|
|
|
! |
D Display License Search Form "
|
|

Certification Web App

Post CredentialRequest

Post CredentialRequest

Send CredentialResponse

|
D User Selects License for Verification

Send Credential Details Response

Credential Search Request Configuration and Mapping in the Verification

Filing Application

While the Online Verification System software is designed to communicate with your Board’s

existing licensing and investigation software, your Board likely has different search criteria for

identifying a credential holder or license than other Boards. To solve this issue, OVS provides

the means to map License Lookup criteria to HTML controls in the user interface. Further, the
OVS allows you to map the user input values to the parameters sent to your state’s credential

service.
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The following example XML configuration demonstrates how you can map License Lookup
criteria to HTML controls in the user interface and map the user input values to the parameters
sent to your state’s credential service:

<licenseSearch>
<controls>
<control>
<id>CredentialNumber</id>
<label>Credential Number (xxxxxxxx-xxx)</label>
<sequence>1</sequence>
<dataType>string</dataType>
<controlType>Text</controlType>
<width>100</width>
<maxLength>12</maxLength>
<value></value>
<isRequired>false</isRequired>
<validator>
<expression><![CDATA[M\d(\d)?(\d)?(\d)?(\d)?(\d)?(\d)?(\d)?-
\d(\d)?(\d)?$]]></expression>
<errorMessage>Credential Number entry is invalid. Must be a valid number in
the format xxxxxxxx-xxx. Please correct it and try again.</errorMessage>
</validator>
</control>
<control>
<id>FirstName</id>
<label>First Name</label>
<sequence>2</sequence>
<dataType>string</dataType>
<controlType>Text</controlType>
<width>150</width>
<maxLength>100</maxLength>
<value></value>
<isRequired>false</isRequired>
<validator>
<expression><![CDATA["([a-zA-Z'-]+\s*){2,5}S]]></expression>
<errorMessage>First Name entry is invalid. Please correct it and try
again.</errorMessage>
</validator>
</control>
<control>
<id>LastName</id>
<label>Last Name</label>
<sequence>3</sequence>
<dataType>string</dataType>
<controlType>Text</controlType>
<width>150</width>
<maxLength>100</maxLength>



<value></value>
<isRequired>false</isRequired>
<validator>
<expression><![CDATA["([a-zA-Z'-]+\s*){2,5}$]]></expression>
<errorMessage>Last Name entry is invalid. Please correct it and try
again.</errorMessage>
</validator>
</control>
</controls>
<helpText>
<![CDATA[
<p>
You can do a search for a specific License by entering Credential Number. A
credential number is in format xxxxxxxx-xxx and consists of a license number, dash (-)
and profession type number.
</p>
-OR -
<p>
You can do a search for a specific License by entering exact last name and a first
name or partial first name of Licensee.
</p>
<p>
The first {0} records will be returned.
</p>
<p>
If you cannot find a license please contact Customer Support by clicking <a
href="">here.</a>
</p>
11>
</helpText>
</licenseSearch>

Web Service Communication via Standardized Interface

Because each Board likely verifies different licensure data, stores the licensure data differently
and has a different application development environment, you will need to implement the pre-
defined web service interface and schema in your state to adopt OVS.

Implementing the web service interface and schema will bridge the communication between

the Online Verification System’s web applications and your Board’s licensing & investigation
storage systems.

o Web Service Description Language:

The follow are examples of the web service description language, (WSDL) and schema, for
the web service:
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<?xml version="1.0" encoding="utf-8"?>
<wsdl:definitions
xmlins:wsap="http://schemas.xmlsoap.org/ws/2004/08/addressing/policy"
xmlins:wsal0="http://www.w3.0rg/2005/08/addressing"
xmlns:tns="http://verification.dsps.wi.gov/CredentialDataService"
xmlns:msc="http://schemas.microsoft.com/ws/2005/12/wsdl/contract"
xmlns:soapenc="http://schemas.xmlsoap.org/soap/encoding/"
xmlins:wsx="http://schemas.xmlsoap.org/ws/2004/09/mex"
xmlins:wsp="http://schemas.xmlsoap.org/ws/2004/09/policy"
xmlns:i0="http://tempuri.org/"
xmlns:wsam="http://www.w3.0rg/2007/05/addressing/metadata"
xmlns:soap12="http://schemas.xmlsoap.org/wsdl/soap12/"
xmlns:wsa="http://schemas.xmlsoap.org/ws/2004/08/addressing"
xmlns:wsaw="http://www.w3.0rg/2006/05/addressing/wsdl"
xmlns:soap="http://schemas.xmlsoap.org/wsdl/soap/" xmIns:wsu="http://docs.oasis-
open.org/wss/2004/01/oasis-200401-wss-wssecurity-utility-1.0.xsd"
xmlins:xsd="http://www.w3.0rg/2001/XMLSchema" name="SearchService"
targetNamespace="http://verification.dsps.wi.gov/CredentialDataService"
xmlins:wsdl="http://schemas.xmlsoap.org/wsdl/">
<wsdl:import namespace="http://tempuri.org/"
location="http://localhost/CredentialDataService/SearchService.svc?wsdl=wsdI0" />
<wsdl:types>
<xsd:schema
targetNamespace="http://verification.dsps.wi.gov/CredentialDataService/Imports">
<xsd:import
schemalocation="http://localhost/CredentialDataService/SearchService.svc?xsd=xsd0"
namespace="http://verification.dsps.wi.gov/CredentialDataService" />
<xsd:import
schemalocation="http://localhost/CredentialDataService/SearchService.svc?xsd=xsd1"
namespace="http://schemas.microsoft.com/2003/10/Serialization/" />
</xsd:schema>
</wsdl:types>
<wsdl:message name="ISearchService_CredentialSearch_InputMessage">
<wsdl:part name="parameters" element="tns:CredentialSearch" />
</wsdl:message>
<wsdl:message name="ISearchService_CredentialSearch_OutputMessage">
<wsdl:part name="parameters" element="tns:CredentialSearchResponse" />
</wsdl:message>
<wsdl:message name="ISearchService_CredentialDetailsSearch_InputMessage">
<wsdl:part name="parameters" element="tns:CredentialDetailsSearch" />
</wsdl:message>
<wsdl:message name="ISearchService_CredentialDetailsSearch_OutputMessage">
<wsdl:part name="parameters" element="tns:CredentialDetailsSearchResponse" />
</wsdl:message>
<wsdl:portType name="ISearchService">
<wsdl:operation name="CredentialSearch">
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<wsdl:input
wsaw:Action="http://verification.dsps.wi.gov/CredentialDataService/ISearchService/Cre
dentialSearch" message="tns:ISearchService_CredentialSearch_InputMessage" />
<wsdl:output
wsaw:Action="http://verification.dsps.wi.gov/CredentialDataService/ISearchService/Cre
dentialSearchResponse"
message="tns:ISearchService_CredentialSearch_OutputMessage" />
</wsdl:operation>
<wsdl:operation name="CredentialDetailsSearch">
<wsdl:input
wsaw:Action="http://verification.dsps.wi.gov/CredentialDataService/ISearchService/Cre
dentialDetailsSearch"
message="tns:ISearchService_CredentialDetailsSearch_InputMessage" />
<wsdl:output
wsaw:Action="http://verification.dsps.wi.gov/CredentialDataService/ISearchService/Cre
dentialDetailsSearchResponse"
message="tns:ISearchService_CredentialDetailsSearch_OutputMessage" />
</wsdl:operation>
</wsdl:portType>
<wsdl:service name="SearchService">
<wsdl:port name="BasicHttpBinding_ISearchService"
binding="i0:BasicHttpBinding_ISearchService">
<soap:address location="http://localhost/CredentialDataService/SearchService.svc"
/>
</wsdl:port>
</wsdl:service>
</wsdl:definitions>

o Schema

<?xml version="1.0" encoding="utf-8"?>
<xs:schema xmins:tns="http://verification.dsps.wi.gov/CredentialDataService"
elementFormDefault="qualified"
targetNamespace="http://verification.dsps.wi.gov/CredentialDataService"
xmlins:xs="http://www.w3.0rg/2001/XMLSchema">
<xs:element name="CredentialSearch">
<xs:complexType>
<xs:sequence>
<xs:element minOccurs="0" name="serviceAccessKey" nillable="true"
type="xs:string" />
<xs:element minOccurs="0" name="searchCriteria" nillable="true"
type="tns:CredentialRequest" />
<xs:element minOccurs="0" name="searchResultLimit" type="xs:int" />
</xs:sequence>
</xs:complexType>
</xs:element>
<xs:complexType name="CredentialRequest">
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<xs:sequence>
<xs:element minOccurs="0" name="Criteria" nillable="true"
type="tns:ArrayOfCriterion" />
</xs:sequence>
</xs:complexType>
<xs:element name="CredentialRequest" nillable="true" type="tns:CredentialRequest"
/>
<xs:complexType name="ArrayOfCriterion">
<xs:sequence>
<xs:element minOccurs="0" maxOccurs="unbounded" name="Criterion"
nillable="true" type="tns:Criterion" />
</xs:sequence>
</xs:complexType>
<xs:element name="ArrayOfCriterion" nillable="true" type="tns:ArrayOfCriterion" />
<xs:complexType name="Criterion">
<xs:sequence>
<xs:element minOccurs="0" name="Name" nillable="true" type="xs:string" />
<xs:element minOccurs="0" name="Value" nillable="true" type="xs:string" />
</xs:sequence>
</xs:complexType>
<xs:element name="Criterion" nillable="true" type="tns:Criterion" />
<xs:element name="CredentialSearchResponse">
<xs:complexType>
<xs:sequence>
<xs:element minOccurs="0" name="CredentialSearchResult" nillable="true"
type="tns:CredentialResponse" />
</xs:sequence>
</xs:complexType>
</xs:element>
<xs:complexType name="CredentialResponse">
<xs:sequence>
<xs:element minOccurs="0" name="SearchResultCount" type="xs:int" />
<xs:element minOccurs="0" name="Table" nillable="true" type="tns:Table" />
</xs:sequence>
</xs:complexType>
<xs:element name="CredentialResponse" nillable="true"
type="tns:CredentialResponse" />
<xs:complexType name="Table">
<xs:sequence>
<xs:element minOccurs="0" name="Lable" nillable="true" type="xs:string" />
<xs:element minOccurs="0" name="Rows" nillable="true" type="tns:ArrayOfRow" />
</xs:sequence>
</xs:complexType>
<xs:element name="Table" nillable="true" type="tns:Table" />
<xs:complexType name="ArrayOfRow">
<xs:sequence>
<xs:element minOccurs="0" maxOccurs="unbounded" name="Row" nillable="true"
type="tns:Row" />
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</xs:sequence>
</xs:complexType>
<xs:element name="ArrayOfRow" nillable="true" type="tns:ArrayOfRow" />
<xs:complexType name="Row">
<xs:sequence>
<xs:element minOccurs="0" name="Columns" nillable="true"
type="tns:ArrayOfColumn" />
</xs:sequence>
</xs:complexType>
<xs:element name="Row" nillable="true" type="tns:Row" />
<xs:complexType name="ArrayOfColumn">
<xs:sequence>
<xs:element minOccurs="0" maxOccurs="unbounded" name="Column"
nillable="true" type="tns:Column" />
</xs:sequence>
</xs:complexType>
<xs:element name="ArrayOfColumn" nillable="true" type="tns:ArrayOfColumn" />
<xs:complexType name="Column">
<xs:sequence>
<xs:element minOccurs="0" name="DisplayOrder" type="xs:int" />
<xs:element minOccurs="0" name="IsDatabaseKey" type="xs:boolean" />
<xs:element minOccurs="0" name="IsHyperLink" type="xs:boolean" />
<xs:element minOccurs="0" name="IsVisible" type="xs:boolean" />
<xs:element minOccurs="0" name="Name" nillable="true" type="xs:string" />
<xs:element minOccurs="0" name="Uri" nillable="true" type="xs:string" />
<xs:element minOccurs="0" name="Value" nillable="true" type="xs:string" />
</xs:sequence>
</xs:complexType>
<xs:element name="Column" nillable="true" type="tns:Column" />
<xs:element name="CredentialDetailsSearch">
<xs:complexType>
<xs:sequence>
<xs:element minOccurs="0" name="serviceAccessKey" nillable="true"
type="xs:string" />
<xs:element minOccurs="0" name="searchCriteria" nillable="true"
type="tns:CredentialRequest" />
</xs:sequence>
</xs:complexType>
</xs:element>
<xs:element name="CredentialDetailsSearchResponse">
<xs:complexType>
<xs:sequence>
<xs:element minOccurs="0" name="CredentialDetailsSearchResult" nillable="true"
type="tns:CredentialDetailsResponse" />
</xs:sequence>
</xs:complexType>
</xs:element>
<xs:complexType name="CredentialDetailsResponse">
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<xs:sequence>
<xs:element minOccurs="0" name="DataRefreshDateAsString" nillable="true"
type="xs:string" />
<xs:element minOccurs="0" name="DataRefreshTimeZone" nillable="true"
type="xs:string" />
<xs:element minOccurs="0" name="Fields" nillable="true" type="tns:ArrayOfField"
/>
<xs:element minOccurs="0" name="IsCredentialClean" type="xs:boolean" />
<xs:element minOccurs="0" name="Licenseldentifier" nillable="true"
type="xs:string" />
<xs:element minOccurs="0" name="Tables" nillable="true" type="tns:ArrayOfTable"
/>
</xs:sequence>
</xs:complexType>
<xs:element name="CredentialDetailsResponse" nillable="true"
type="tns:CredentialDetailsResponse" />
<xs:complexType name="ArrayOfField">
<xs:sequence>
<xs:element minOccurs="0" maxOccurs="unbounded" name="Field" nillable="true"
type="tns:Field" />
</xs:sequence>
</xs:complexType>
<xs:element name="ArrayOfField" nillable="true" type="tns:ArrayOfField" />
<xs:complexType name="Field">
<xs:sequence>
<xs:element minOccurs="0" name="DisplayOrder" type="xs:int" />
<xs:element minOccurs="0" name="IsSensitive" type="xs:boolean" />
<xs:element minOccurs="0" name="Name" nillable="true" type="xs:string" />
<xs:element minOccurs="0" name="Value" nillable="true" type="xs:string" />
</xs:sequence>
</xs:complexType>
<xs:element name="Field" nillable="true" type="tns:Field" />
<xs:complexType name="ArrayOfTable">
<xs:sequence>
<xs:element minOccurs="0" maxOccurs="unbounded" name="Table" nillable="true'
type="tns:Table" />
</xs:sequence>
</xs:complexType>
<xs:element name="ArrayOfTable" nillable="true" type="tns:ArrayOfTable" />
</xs:schema>
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3. E-Payment Service Gateway

The following diagram illustrates the integration process of the Linked Medical Board’s existing E-
Payment Service Gateway.

Payment Processing

ARRA Verification Web System State-X ePayment Service Provider

Request Filing )
{ Review Order

Register
Payment Attempt Http Redirect ?transactipniD, produgtiD, returnURL, accessCode

Select Payment
Method

Process
Payment

Register
Payment Attempt

Hitp Redirect PtransactioflD, boardNpimber

Confirmation
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4. Configuring OVS Settings

For customization, OVS will provide the following configuration settings for each
Linked Medical Board:

e User Interface

o Board Name

o Verification Fee

o Support Email Address

o Support Phone

o License Search HTML Controls Definition
e Credential Data Service

o Web service URL

o Primary Search Key Field(s)

e Payment Gateway Service
o Website URL
o Payment Attempt with Session Redirect and Product Field(s)

For linking and administration, OVS will provide following settings information to
each Linked Medical Board:

e Board Number
This is a unique OVS generated number for each Linked Medical Board.

e Access Code for Verification Log Viewer Login
This login access code will be utilized by each Linked Medical Board’s staff to
view their state specific log of verification requests

e Access Code for Credential Data Service
This access code will be used by OVS to authenticate a web service request.

e Access Code for Payment Gateway Service
This access code will be used by OVS to authenticate a web service request.

e Confirmation/Return URL
This URL will be used by each Linked Medical Board’s Payment Gateway to
redirect the Physician back to OVS upon a successful payment attempt.



Appendix 4: Online Verification System
Licensing Agreement
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Terms and Conditions

Wisconsin Department of Safety and Professional Services
Application Hosting Agreement

IMPORTANT — READ CAREFULLY: : This Terms and Conditions (“Agreement”) is a legal agreement
between you, the organization or entity (“Customer”), and the Wisconsin Department of Safety and Professional
Services (“WDSPS”) that covers the hosting by WDSPS of its Online Verification System to which the Customer
(“Hosting Service”) subscribes.

WDSPS agrees to provide Hosting Service to Customer and Customer agrees to the following terms and
conditions:

1. Term, Renewal and Termination:

a. The effective date of this Agreement shall be the date on which Customer is first notified by a WDSPS
representative of Hosting Service availability.

b. This Agreement shall be for an initial trial period of ninety (90) days unless terminated by either party by
giving five (5) days written notice to the other party prior to expiration of the initial trial period.

c. Should the Customer continue to use the Hosting Service after the ninety (90) day initial trial period has
concluded, this Agreement shall be automatically renewed for twelve (12) months and shall be automatically
renewed every twelve (12) months for twelve (12) months, unless terminated by either party by giving forty-five
(45) days written notice to the other party prior to expiration of any successive term.

d. Thirty (30) days after notice of termination of Hosting Service, WDSPS shall delete information related to a
Customer. Customer assumes all responsibility for any remaining obligations to provide verifications.

2. Services Provided:

a. WDSPS shall provide Customer with application level access to its Online Verification System via an internet
Uniform Resource Locator (URL) together with a User ID and password. No direct access to server hardware,
operating system, database management system or other system resources shall be provided.

b. WDSPS shall store all information related to a Customer created and managed by its Online Verification
System, including files, text and parameters; data shall be backed-up on a separate storage system at regular
intervals.

c. Hosting Service is provided subject to the terms of the following WDSPS documents:
Application Hosting Service Level Policy

Application Hosting Service Usage Policy
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3. Nature of Hosting Service: This Hosting Service provides users with online access to credential information
supplied by the Customer’s system. In addition it acts as a communication medium to facilitate interaction among
Boards. Customers subscribe to the Hosting Service; the Hosting Service then allows individual Boards to
determine the scope and nature of the information to make available to other Boards and entities through the
Hosting Service.

4. Authorized Usage: Customer shall use industry best practices to protect User IDs, passwords and all other
access information.

5. Limited Warranty: WDSPS warrants that the Hosting Service will conform substantially in accordance with
the Application Hosting Service Level Policy for the term of the Hosting Service. WDSPS makes no other
warranty regarding the Hosting Service. Customer acknowledges that WDSPS does not warrant that the Hosting
Service shall be uninterrupted or error-free.

6. Customer Remedies: WDSPS’s entire liability and Customer’s exclusive remedy shall be as defined in this
Agreement. No other remedies are provided to Customer under this Agreement.

7. NO OTHER WARRANTIES: EXCEPT FOR THE EXPRESS WARRANTIES STATED ABOVE, AND TO
THE MAXIMUM EXTENT PERMITTED BY LAW, WDSPS DISCLAIMS ALL OTHER WARRANTIES
WHETHER EXPRESS OR IMPLIED. BY WAY OF EXAMPLE BUT NOT LIMITATION, WITH RESPECT
TO THE SOFTWARE AND ANY ACCOMPANYING USER DOCUMENTATION AND MEDIA, WDSPS
MAKES NO REPRESENTATIONS OR WARRANTIES OF MERCHANTABILITY OR FITNESS FOR ANY
PARTICULAR PURPOSE.

8. NO LIABILITY FOR CONSEQUENTIAL DAMAGES: IT IS EXPRESSLY AGREED THAT IN NO
EVENT SHALL WDSPS OR ITS LICENSORS BE LIABLE FOR ANY DAMAGES WHATSOEVER
(INCLUDING, WITHOUT LIMITATION, DAMAGES FOR LOST PROFITS, LOSS OF DATA, BUSINESS
INTERRUPTION, OR OTHER CONSEQUENTIAL, EXEMPLARY, SPECIAL OR INDIRECT LOSSES)
ARISING FROM YOUR USE, OR INABILITY TO USE, THE SERVICE, REGARDLESS OF WHETHER
WDSPS HAS BEEN ADVISED OF THE POSSIBILITY OF SUCH DAMAGES.

9. Prior Agreements: This Agreement overrides all prior written and oral communications regarding the Hosting
Service and sets out the entire agreement between WDSPS and you, the Customer. You irrevocably waive any
right you may have to claim damages or to rescind (in the case of misrepresentation) the Agreement for any
misrepresentation or warranty not set out in this Agreement.

10. No Waiver: Any failure by either party to exercise an option or right conferred by this Agreement shall not
itself constitute or be deemed a waiver of such option or right.

11. Severability: If any provision in this Agreement is declared void or unenforceable by any judicial or
administrative authority this shall not nullify the remaining provisions of this Agreement which shall remain in
full force and effect.

12. Governing Law: This Agreement shall be governed by the laws of the State of Wisconsin and the Customer
agrees to submit to the exclusive jurisdiction of the Courts of the State of Wisconsin with venue located in Dane
County, Wisconsin, in connection with any legal action hereunder.
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13. General: This Agreement may only be modified by a written document that has been signed by both
Customer and WDSPS. Should Customer have any questions concerning this Agreement, or if Customer desires
to contact WDSPS for any reason related to this Agreement, please contact Michael Berndt, Chief Legal Counsel,

at 608-267-2914.
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APPLICATION HOSTING SERVICE LEVEL POLICY
Wisconsin Department of Safety and Professional Services

THIS DOCUMENT DEFINES SERVICE LEVELS AND CONDITIONS APPLICABLE TO WISCONSIN
DEPARTMENT OF SAFETY AND PROFESSIONAL SERVICES CUSTOMER UNDER A DEPARTMENT
OF SAFETY AND PROFESSIONAL SERVICES APPLICATION HOSTING AGREEMENT AND FORMS

AN INTEGRAL PART THEREOF.

Technical Support: The Wisconsin Department of Safety and Professional Services (“WDSPS”) will provide
Customer with technical support on setting up and configuring Customer account, access to the server, and other
issues related to the System provided by WDSPS. WDSPS will not provide support for web applications, scripts,
or components, either from third parties or for those developed by Customer.

E-mail technical support:
Email Hours: 7:45 a.m. to 4:30 p.m. Central Standard Time, Monday through Friday, excluding state holidays.
Email Address: DSPSHelpDesk@Wisconsin.Gov

Upon contacting WDSPS technical support Customer will be required to provide Customer account username and
a full description of the problem including error messages, screenshots, and other troubleshooting information as
requested by technical support personnel.

WDSPS’s response time to technical support issues depends on the level of severity, complexity of the inquiry
and support request volume. WDSPS’ technical support Department assigns the highest priority to customer
inquiries related to the servers’ unavailability. These issues are addressed first upon notification from a customer.

If Customer has unresolved concerns with DSPS’s service or technical support issues, please contact the Michael
Berndt, Chief Legal Counsel, at Michael.Berndt@Wisconsin.Gov or 608-267-2914. The initial response should
arrive within one business day. As issues may be complex or require extensive investigation, resolution cannot be
guaranteed within any certain time period.

Maintenance:

Scheduled Maintenance: To ensure optimal performance of the servers, WDSPS will perform routine
maintenance on the servers on a regular basis, requiring servers to be removed from service. WDSPS anticipates
one hour of server unavailability per month for maintenance purposes. The maintenance is typically performed
during off-peak hours. WDSPS will provide Customer with advanced notice of maintenance whenever possible.

Emergency Maintenance: Under certain circumstances WDSPS may need to perform emergency maintenance,
such as security patch installation or hardware replacement. WDSPS will not be able to provide Customer with
advanced notice in case of emergency maintenance.
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APPLICATION HOSTING SERVICE USAGE POLICY
Wisconsin Department of Safety and Professional Services

THIS DOCUMENT DEFINES SERVICE USAGE AND CONDITIONS APPLICABLE TO WISCONSIN
DEPARTMENT OF SAFETY AND PROFESSIONAL SERVICES CUSTOMER UNDER WISCONSIN
DEPARTMENT OF SAFETY AND PROFESSIONAL SERVICES APPLICATION HOSTING AGREEMENT
AND FORMS AN INTEGRAL PART THEREOF.

Scope

This Service Usage Policy (“Policy”) governs the usage of the Wisconsin Department of Safety and Professional
Services’ products and services (“Services”). This Policy is incorporated by reference into each contract the
Wisconsin Department of Safety and Professional Services (“WDSPS”) enters into with a customer (“Customer”),
for the use of such Services. Every Customer is subject to this Policy, and by virtue of using WDSPS Services,
agrees to be bound by this Policy.

WDSPS may modify this Policy at any time without notice. Any modification is effective upon posting on our
website and continued use of WDSPS Services constitutes the Customer’s acceptance of such modifications.

Policy violations are determined by WDSPS in its sole and absolute discretion.

Prohibited Uses: A Customer violates this policy when it, its parent, subsidiaries, affiliates, users, employees,
directors, or partners engage in the following prohibited activities.

Illegal Activities: WDSPS prohibits the use of Services in connection with any illegal activity, including but not
limited to the following:

= Violations of intellectual property and copyright laws.

Inappropriate Content: All communication shall be professional in accordance with all appropriate laws and
rules. WDSPS shall not be responsible for any content uploaded by Customer.

The determination of inappropriate content is made solely by WDSPS.
Customer Responsibilities

= Customer is solely responsible for information relating to Customer’s credential holders.

= Customer will use best efforts to ensure Customer Content is free from viruses or other malicious code.
= Customer will cooperate fully with WDSPS in connection with WDSPS’ performance of Services.

= Customer is solely responsible for providing its users with any required disclosures on its website.

Reservation of Rights: WDSPS reserves the right to cooperate fully with appropriate law enforcement agencies
in connection with any and all illegal activities occurring on or through the Service. WDSPS has no obligation to
notify any person, including the Customer, regarding the information being sought, provided, or transferred in
cooperation with law enforcement or legal order.
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Remedies: In general, WDSPS does not and is not under any obligation to monitor Customer website or activity
to determine whether Customer is in compliance with this Policy or the Terms and Conditions. However, if
WDSPS determines, at its sole discretion, that a Customer has violated this Policy, corrective action may be

taken.
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7 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:

Ari Oliver, Program and Policy Analyst ' February 2, 2012
. [=Hemswill be ‘considered-late-if submitted aftar

3) Name of Board, Committee, Counci, Sections:
Wisconsin Medical Examining Board

4) Meeting Date: 5) Attachments: 6) How should the item be titled on the agenda page?

February 15,2012 Yes Signing the Declaration of Cooperation
[l Ne
| 7) Place Item in: 8) Is an appearance before the Board being 9) Name of Case Advisor(s), if required:
[] Open Session scheduled? If yes, who is appearing?
[ Closed Session ] Yes by e
name
1 Both 5 No

10} Describe the issue and action that should be addressed:
The Wisconsin Medical Examining Board will sign the Declaration of Cooperatwn The Wisconsin Medical
Examining Board approved the Declaration on January 18, 2012,

11) Authorization

O Oar~— | 02/ 02 /vl

.| Signature of pgrson making this request _ Date :
i 2fz [l

Supervisor (if required) ' Date’ . |

2/ |

BureaVDwector signature (indicates approval to add post agenda deadline item to agenda’j qéte
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Approved:
December 13, 2011

Midwest Licensure Portability Task Force

Declaration of Cooperation

WHEREAS, the Parties to this Declaration have developed licensure standards and procedures to
ensure public health and safety within their jurisdictions using their authority to interpret and
implement laws, draft administrative rules and develop licensure procedures;

WHEREAS, the Parties recognize that most of their licensure standards and procedures are identical
or substantially similar to the licensure standards and procedures of the other Parties;

WHEREAS, the licensure procedures that physicians must complete to obtain a license to practice
medicine in multiple Parties’ jurisdictions are redundant and may be onerous to physicians applying
to multiple jurisdictions;

WHEREAS, the Parties have information about physicians currently licensed by them that is
pertinent to the licensure decisions made by other Parties and other jurisdictions;

WHEREAS, there is no national or regional standard or process for Parties to share information
pertinent to another jurisdiction’s licensure decision with the other jurisdiction;

NOW, THEREFORE, the Parties, by a representative, freely and voluntarily sign onto this
Declaration under the following terms and conditions:

1. Definitions
When used in this Declaration, the following terms have the meanings ascribed below:

a) Confidential Information is any information of a Disclosing Party that it is obligated by
statute, rule or other law not to disclose, whether or not marked or designated as
confidential. It may include, but is not limited to, filed complaints and information
regarding a Pending Investigation.

b) A Disclosing Party is a Party to this Declaration which discloses its Confidential
Information to a Receiving Party.

¢) The Expedited Endorsement Process is a licensure process that reduces and eliminates

redundancies associated with applying for licensure in multiple jurisdictions while allowing
Parties to retain their current licensing discretion.

d) Licensure Portability is the ability of a license holder to obtain and maintain licenses
granted by multiple jurisdictions.

e) A Pending Investigation is a public or confidential investigation that is ongoing within a
medical or osteopathic board or other licensing authority.

10f7
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)

g

h)

2.

Approved:
December 13, 2011

A Party is a state medical board, osteopathic board or other licensing authority that signs
onto to this Declaration.

A Receiving Party is a Party to this Declaration which accepts, receives, views, or otherwise
obtains Confidential Information from a Disclosing Party.

The Steering Committee is made up of two (2) members of the Task Force that represent
two (2) different Parties. The Steering Committee is responsible for planning and leading
Task Force meetings and ensuring the Task Force makes progress.

The Task Force is the Midwest Licensure Portability Task Force. It is made up of one (1)
or two (2) representatives of each Party to this Declaration.

Purposes

The purposes of this Declaration are for the Parties to cooperate to:

a)

b)

d)

3.

Improve the Parties’ licensure procedures, creating more efficient processes for sharing
relevant information among Parties and ensuring that public health and safety are fully
protected in each Party’s jurisdiction;

Improve the ability of physicians who meet the requirements delineated in Section 9 and
Attachments to obtain licenses to practice medicine in multiple jurisdictions;

Improve the quality and increase the quantity of relevant information Parties share among
themselves during a Party’s licensure decision-making procedures; and

Identify the current and potential issues facing the Parties that may be best addressed
through interstate cooperation and to develop and implement a plan to solve any such
identified issues.

Scope & Authority

This Declaration is a voluntary and, unless otherwise noted, nonbinding agreement among the
Parties. Unless expressly stated, nothing in this Declaration is intended to create a legal obligation or
create any right in, or responsibilities to, third parties. However, with its signature on this
Declaration, each Party declares its intent to:

a)

b)

d)

cooperate with the other Parties to pursue the legal, administrative, procedural and other
changes or amendments required to become and remain compliant with the requirements
and specifications delineated in Section 9 and Attachments;

share information about physicians licensed by it with the other Parties that is necessary to
other Parties’ licensure and disciplinary decisions;

abide by Sections 3 through 8; and

be bound by the terms and conditions of Section 10.

20f7
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Approved:
December 13, 2011

This Declaration is not an exclusive agreement and shall not prevent or limit other agreements or
declarations, unless inherently incompatible with this Declaration, among Parties to this Declaration
ot between Parties and other entities.

Nothing in this Declaration is to be construed as an encroachment on the full and free exercise of
United States federal authority, as an interference with the just supremacy of the United States or its
several states, as affecting the federal structure of the United States or as enhancing the political
power of the Parties at the expense of each other or other United States jurisdictions.

Nothing in this Declaration is to be construed in any way as an encroachment on the Parties’ or any
states’ authority to grant licenses to physicians, regulate the practice of medicine within its
jurisdiction or issue discipline to physicians.

All Parties warrant that they have the authority to sign this Declaration under their own laws and any
other applicable laws or rules.

4. Effective Date
This Declaration is effective on the date that it is executed by any two (2) Parties, and is effective as
to any other Party on the date that it is executed thereby. Nothing in this Declaration precludes
additional parties with jurisdiction over licensing physicians from becoming Parties, subject to
approval of the Steering Committee and a majority of current Parties.

The Declaration may be executed in multiple counterparts or duplicate originals, each of which shall
constitute and be deemed as one and the same document.

5. Withdrawal
Parties are free to withdraw from this Declaration by sending written notice of intent to withdraw to
the Steering Committee and other Parties. A Party’s withdrawal shall be effective thirty (30) days
after written notice of intent to withdraw is sent to the Steering Committee and other Parties.

6. Organization & Meetings
One (1) or two (2) representatives designated by each Party shall constitute the Task Force. A Party
only gets one vote on business before the Task Force, whether it is represented by one (1) or two (2)

people.

The Task Force shall be governed by the Steering Committee made up of two (2) members of the
Task Force that represent different Parties. The two (2) members of the Steering Committee will be
Co-Chairs of the Steering Committee and have equal rights and responsibilities. The Co-Chairs of
the Steering Committee shall be voted on by the Task Force, including the current Co-Chairs of the
Steering Committee, at every other required annual meeting.

As needed, the Task Force shall have at least one (1) annual meeting per calendar year. Every

meeting shall be scheduled and conducted by the Steering Committee. The purpose of each required
annual meeting shall be:

3of7
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Approved:
December 13, 2011

a) to discuss Parties’ licensure laws, rules and procedures;
b) to review the Declaration and propose new issues that may need to be addressed; and
c) to discuss other relevant information as determined by the Steering Committee.

The Steering Committee may schedule additional meetings.

7. Reports to Parties
Parties’ representatives on the Task Force shall report progress, results and recommendations to the

Parties during the Parties’ scheduled meetings.

8. Amendments to this Declaration
At any time, a Party may propose amendments to this Declaration. The Steering Committee shall
either conduct a meeting in addition to the annual meeting for the Task Force to vote on the
amendment or have the Task Force vote on the amendment at the subsequent annual meeting.
Approval by a majority of Parties is required to amend this Declaration.

9. Common Expedited Endorsement Process
Parties agree to use the Expedited Endorsement Process described in Attachment 2 for physician
applicants who meet the eligibility requirements described in Attachment 1, both of which are
incorporated by reference herein as though fully set forth.

10. Use of Confidential Information
By signing this Declaration, Parties agree to be bound by the terms and conditions of this Section
and related definitions. Therefore, this Section is intended to create a legal obligation on the Parties.
Confidential Information shall be maintained and kept by a Receiving Party according to the law by
which the Receiving Party is bound and for the reasons intended by the Disclosing Party. A
Receiving Party will endeavor to protect Confidential Information received from the Disclosing
Party to the fullest extent permissible under law. A Receiving Party shall at a minimum apply a
reasonable standard of care to prevent the unauthorized disclosure, dissemination or use of
Confidential Information.

Receiving Party shall permit access to Disclosing Party's Confidential Information only to its
employees who must know such information for furthering the specific expedited licensure
objectives of the Parties to this Declaration.

Receiving Party shall not disclose, permit access to or share Confidential Information with another
medical board, osteopathic board or licensing authority that is not a Party to this Declaration.

No term of this Declaration is intended to compel the disclosure of Confidential Information that a
Party is prohibited from sharing with other Parties by statute, rule or other state law. To the extent
that Confidential Information may be disclosed to another Party or other agency with jurisdiction
over acts or conduct, or medical licensure, any Confidential Information disclosed shall not be
redisclosed by the receiving agency except as otherwise authorized by law.

4o0f7
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December 13, 2011

11. Severability
The provisions of this Declaration are severable. If any portion of this Declaration is determined by

a court to be void, unconstitutional or otherwise unenforceable, the remainder of this Declaration
will remain in full force and effect.

50f7
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12. Signatures

Party Name

Signature

Authorized Person Name

Date

Party Name

Signature

Authorized Person Name

Date

Party Name

Signature

Authorized Person Name

Date

Approved:
December 13, 2011

Party Name

Signature

Authorized Person Name

Date

Party Name

Signature

Authorized Person Name

Date

Party Name

Signature

Authorized Person Name

Date
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Party Name
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Authorized Person Name

Date

Party Name

Signature

Authorized Person Name

Date

Party Name

Signature

Authorized Person Name

Date

Approved:
December 13, 2011

Party Name

Signature

Authorized Person Name

Date

Party Name

Signature

Authorized Person Name

Date

Party Name

Signature

Authorized Person Name

Date
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December 13, 2011

ATTACHMENT 1:
COMMON EXPEDITED ENDORSEMENT
ELIGIBILITY REQUIREMENTS

When a physician holds a verified full, unrestricted, current and active license to practice medicine issued by
any U.S. jurisdiction, it is presumptive evidence that the physician possesses the basic requisite skills and
qualifications that each of the Parties require. While Parties retain discretion in their issuance of licenses,
Parties agree that a common expedited endorsement licensure process should be available to the most
qualified physicians.

Therefore, Parties agree to deploy the Common Expedited Endorsement Process, which is described in
Attachment 2 and incorporated by reference herein as though fully set forth, to increase licensure portability
by allowing physicians meeting or exceeding the following requirements to apply using a less redundant

licensure process.

To be eligible to apply using the Common Expedited Endorsement Process, a physician must:

e Hold at least one verified, full, unrestricted, current and active license that was issued by any U.S.
jurisdiction

e Not have ever held or currently hold a license that is or has ever been the subject of any Disciplinary
Action'

e Not currently hold a license that is the subject of any Pending Investigation®

e Not have ever withdrawn an application to practice medicine or ever had an application to practice
medicine denied by any United States or Canadian jurisdiction’s licensing authority

e Not be the subject of an unsatisfied Agreement for Corrective Action

e Have been engaged in the Active Practice of Medicine’ for at least five (5) years immediately
preceding the application date

! A “Disciplinary Action” is a public or confidential restriction, sanction, condition, cancellation or other professional limitation
issued by a medical or osteopathic board, licensing authority, hospital, clinic, federal agency or the United States military,
surrendering a license for cause, an agreement to place a license in inactive status in lieu of any disciplinary action or an institution
staff sanction in any United States or Canadian jurisdiction

Satisfied Agreements for Corrective Action, letters of warning and other expressly non-disciplinary measures used to resolve a
complaint are not “Disciplinary Actions.”

2 A “Pending Investigation” is a public or confidential investigation that is ongoing within a medical or osteopathic board, licensing
authority, hospital, clinic, federal agency or the United States military.

3 'The “Active Practice of Medicine” includes private practice, employment in a hospital or clinical setting, employment by any

governmental entity in community or public health or practicing administrative, academic or research medicine. It does not include
residency, fellowships or postgraduate training of any kind.
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e Be a graduate of an accredited medical school or college of osteopathic medicine:

o For United States and Canadian graduates, this means that the school was a medical school
accredited by the Liaison Committee on Medical Education (LCME) or a college of
osteopathic medicine accredited by the American Osteopathic Association- Commission on
Osteopathic College Accreditation (AOA-COCA)

o For international graduates, this means that the school was recognized and approved by the
Party from whom a license is sought and the physician possesses an “indefinitely valid”
Educational Commission for Foreign Medical Graduates (ECFMG) Certificate or possesses a
valid Fifth Pathway Certificate

Postgraduate Training:
e Have completed a residency program approved by the Accreditation Council for Graduate Medical

Education (ACGME) or the American Osteopathic Association (AOA).

Examinations:
e Have passed an examination or combination of examinations approved by the Party from whom a
license is sought

Specialty Board Certification:
e Possess a current specialty board certification from the American Board of Medical Specialties
(ABMS) or American Osteopathic Association Bureau of Osteopathic Specialists (AOA-BOS)
o Lifetime certificate holders that are not currently engaged in Maintenance of Certification
(MOC) or Osteopathic Continuous Certification (OCC) do not meet this requirement

Criminal Background Check:
e Have an acceptable criminal history as determined by the Party

State-Specific Requirements:

e Satisfy all licensure requirements of the Party from whom a license is sought
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December 13, 2011
ATTACHMENT 2:
COMMON EXPEDITED ENDORSEMENT
PROCESS

When a physician holds a verified full, unrestricted, current and active license to practice medicine
issued by any U.S. jurisdiction, it is presumptive evidence that the physician possesses the basic
requisite skills and qualifications that each of the Parties require. The presumption is valid because
each Party undertakes similar, if not the same, licensure review procedures. While Parties retain
discretion in their issuance of licenses, Parties agree that a regional expedited endorsement licensure
process would complement their current licensure processes and improve the portability of the most
qualified physicians.

Therefore, Parties agree to work towards deploying the following licensure review procedures when
reviewing an applicant who satisfies the Common Expedited Endorsement Eligibility Requirements,
which are described in Attachment 1 and incorporated by reference herein as though fully set forth.
In doing so, Parties agree to work towards adopting licensure review procedures that follow to
increase licensure portability:

e Parties may require applicants to complete the Federation of State Medical Boards’ Uniform
Application
o Applicants must:
- Disclose all malpractice history and provide documentation when requested
- List all jurisdictions where he or she is currently or was previously licensed
- Cause submission of verifications of all licenses currently or previously held
- List the chronology of all activities for the time since completing medical school
- Submit an NPDB-HIPDB Self-Query Report

e Upon receipt of an expedited endorsement application, Parties shall:
o Obtain Electronic AMA or AOA Profiles
- Both of which primary soutce verify ABMS/AOA Specialty Board Certification
o Obtain an FSMB Disciplinary Report
o Determine whether the applicant has an acceptable criminal history

e  When a physician licensed by a Party applies for a license in a different Party’s jurisdiction,
the Party that already licensed the physician shall indicate, disclose or otherwise make known
to the other Party whether there are any Pending Investigations, as defined by the
Declaration, against the physician.

e FEach Party retains the discretion to grant licenses to physicians within its jurisdiction
according to its specific laws, policies and regulations.
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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:

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

4) Meeting Date: 5) Attachments: 8) How should the item be titled on the agenda page?
February 15, 2012 X Yes Budget Report
] No

7) Place ltem in: ' 8) Is an appearance bafore the Board being 9) Name of Case Advisor{s), if required:
X  Open Session scheduled? If yes, who is appearing? : :

. Karen Van Schoonhoven, DSPS Budget Director
[l Closed Session (name)
[J Both [J No

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

Ms. Van Schoonhoven will appear before the Board to deliver a budget report.

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
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SCOTT WALKER
GOVERNOR

MIKE HUEBSCH
SECRETARY

Office of the Secretary
Post Office Box 7864
'WIS( ONSIN DEPARTMENT OF Madison, Wi 33707-7864

| ADMINISTRATION Yo e

Date: December 23, 2011

To: The Honorable Alberta Darling, Co-Chair
Joirit Comrmitiee on Finance

The Honorable Robin Vos, Co-Chair
-Joint Committee on Finance

From: Mike Huebschi, Secretary
Department of Administratio

 Subject:  Lapse pursuant to Section 9255(1)(b) of 201 1 Wisconsin Act 32

Enclosed is the fiscal year 2011-12 lapse plan as required pursuant to section 9255 of
2011 Wisconsin Act 32. Under section 9255(1)(b), this department is required to
develop a plan for lapsing $174.3 million during the 2011-13 fiscal biennium. The’
fiscal year 2011-12 lapse plan includes the allocation of $123.2 million of the biennial
requirement. Detailed summaries of each assigned agency's lapse allocation are
included in the attached materials.

As provided in section 9255[1)(b), the plan will be approved on January 18, 2012,
unless we are notified pnor to that time that the Joint Committee on Finance wishes
to meet in formal session about the requests.

Please contact Kirsten Grinde at 266-1353 in the Division of Executive Budget and
Finance if you have any questions.

Attachments

¢c Bob Lang, Legislative Fiscal Bureau

WISCONSIN IS OPEN FOR BUSINESS
Wisconsin.gov . ‘ ) ] 1 1 8



SCOTT WALKER
GOVERNOR

MIKE HUEBSCH
SECRETARY

Office of the Secretary
Post Office Box 7864

WISCONSIN DEPARTMERT OF Qldgixcsngoglz 653_719’1-17864
ADMINISTRATION Fax (608) 267-3842

TTY (608) 267-962¢

December 23, 2011

The Honorable Alberta Darling, Co-Chair
Joint Committee on Finance

317 East, State Capitol

Madison, W1 53702

The Honorable Robin Vos, Co-Chair
Joint Committee on Finance

309 East, State Capitol

Madison, WI 53702

Dear Senator Darling, Representative Vos and Members:

As in past biennia, the 2011-13 biennial budget (2011 Wisconsin Act 32) was balanced in
part on achieving and recognizing GPR and PR lapses to the general fund. Under section
9255 of Act 32, two lapse schedules are enumerated by agency and a third lapse of
$174.3 million over the biennium is to be allocated by the Department of Administration
secretary. The secretary is to develop a plan for this discretionary lapse and submit it to
the Joint Committee on Finance for approval. :

The unallocated lapse of $174.3 million is to be taken from GPR and PR sum certain
appropriations with cash balances from executive branch agencies. Consistent with the
last two biennia, the lapses for the Courts ($16.9 million), the Legislature ($9.2 million)
and the Governor’s Office ($582,200) were established separately in Act 32. Of the total
Department of Administration allocated lapse, it was assuined that $123.2 million will
occur in fiscal year 2011-12 in order for the State have a positive balance at the end of the
fiscal year.

On October 14, 2011, I gave each executive branch agency a lapse target and directed
agencies to send their plans for fiscal year 2011-12 to the State Budget Office by
November 7, 2011, Two agencies asked for and received extensions to this deadline.
Agencies were directed to avoid layoffs as a result of the unallocated lapse if at all
possible.

In establishing the lapse targets, specific educational exemptions were granted to school
aids, higher educational financial aid and technical college aids. In addition, Medical
Assistance and other direct care programs at the Department of Health Services, and the
Department of Children and Families’ child welfare and certain Temporary Assistance
for Needy Families programs were exempted. Certain correctional programs and other

WISCONSIN IS OPEN FOR BUSINESS

Wisconsin.gov :
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The Honorable Alberta Darling
The Honorable Robin Vos
Page 2 . :

December 23, 2011

institutions that operatc 24/7 were exempted along with certain District Attorney and
certain State Public Defender appropriations. After accounting for these exemptions, the
" remaining allocations were established on an across-the-board basis.

These lapses present operational challenges and opportunities to each agency in varying

. degrees. The tools that many agencies used included holding vacancies open, finding

excess cash in PR accounts, reducing grants, reducing supplies and services or finding

other operational savings. Because some agencies had less ability than others to absorb

these lapses without negative ramifications on staff or programs, after reviewing each

agency’s lapse submission, further exemptions or reductions in the lapse targets were
directed for the following agencies: '

Board of Aging and Long-Term Care $137,030
Child Abuse Neglect Prevention Board $122,934
Board for People with Disabilities $1,349
DOJ — Sexual Assault Victim Services. $294,350
Medical College of Wisconsin $248,739
Military Affairs _ $531,616
Program Supplements  $1,046,642
Secretary of State $26,754
DWD — WISCAP grants ' $200,600
DWD - Local youth apprenticeship grants $298,600
DWD — Employment transit aids $464,800

* Agencies have also been directed to reallocate the lapses related to the following
programs:

DATCP -- Animal health — ingpection, testing and enforcement $45,164
DATCP - Aids to county and district fairs $102,083
DOC - Child pornography surcharge $41,800
DOC — Indian juvenile placements , $5,600
DQJ — Child pomography surcharge $4,459

I have included the recommended allocations for each agency in Appendix 1. In
Appendix II, we have included for your information the allocation of the lapse amounts at
the appropriation level. Finally, Appendix III includes the other two lapse requirements
under Act 32 to ensure that you understand the full impact of all of these lapses on each
agency.

I ﬁrge the Committee to approve the lapse amount for each agency as enumerated in
Appendix I as quickly as possible as agencies have to manage these reductions in the
final six months of this fiscal year. While each agency has a different lapse target and
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The Honorable Alberta Darling
The Honorable Robin Vos
Page 3

December 23, 2011

different ways to achieve them, earlier notice will allow cach to better manage to its
target. The purpose, as you know, is to have 2 positive ending balance on June 30, 2012.

After working with each of the 40 agencies and program areas, this plan is forwarded for
consideration to the Joint Committee on Finance. It represents a comprehensive attempt
at fulfilling the intent of Act 32. We look forward to working with the Committee and
with the Legislative Fiscal Bureau. :

Sincerely,

Mike Huebsch
Secretary

cc: Members, Joint Committee on Finance
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Appendix 1. -- FY12 Lapse Allocation under Act 32 - Sections 9255 {(1)(b)

Agency
Administration

Agriculture, Trade and Consumer Protection

Children and Families

Corrections

Educational Communications Board
Employment Relations Commission
Financlal Institutions

Government Accountability Board
Health Services

Higher Educational Aids Board
Historical Society

Insurance Commission

Justice

Lieutenant Governor's Office
Military Affairs

Miscellaneous Appropriations
Natural Resources

Office of State Employment Relations
Program Supplements

Public Defender Board

Public Instruction

Public Service Commission
Revenue

Safety and Professional Services
Shared Revenue and Tax Relief
State Fair Park

Tourism

Transportatioh

University of Wisconsin System
Veteran's Affairs

‘Wisconsin Economic Development Corporation

Workforce Development

Total

DOA-Allocated

8,912,775
2,308,883
8,318,827
9,461,595
254,677
166,586
1,415,082
227,335
18,561,982
51,049
710,847
1,424,933
2,466,603
20,498
364,700
605,675
2,725,505
295,777
1,000,000
263,100
1,975,377
10,418
5,284,122
4,275,257
2,374,892
9,376
747,810
176,421
46,135,078
85,038
2,116,654

547,425

$123,294,337







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:

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: 5) Attachments: 6) How should the item be titled on the agenda page?
February 15, 2012 X  Yes DSPS Website Improvement Opportunities
[] No
7) Place Item in; 8) Is an appearance before the Board being 9) Name of Case Advisor(s), if required:
X  Open Session scheduled? If yes, who is appearing?
[] Closed Session ] No (name)
[] Both

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

Review the DSPS website on your own before the meeting in preparation for a discussion as to how the current website could be
improved as a consumer protection tool.

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
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State of Wisconsin
Department of Safety & Professional Services

AGENDA REQUEST FORM

1) Name and Title of Person Submitting the Recuest:

Carslyn Reoachon

2) Date When Request Submitted:

sidered late if submitted after 4:30 p
0 work days before the meeting for Medis
4 work days before the meeting for all of

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?
February 15, 2012 X Yes RN
] Ne Senate BNl 306
7) Place Item in: 8} Is an appearance before the Board being 9) Name of Case Advisor(s}, if required:
x  Open Session scheduled? If yes, who is appearing? '
] Closed Session 7 No (name)
[l Both
10) Describe the issue and action that should be addressed:
Discuss the bill.
11) Authorization
Signature of person making this request Date
Supervisor (if required) Date

Bureau Director signature (indicates approval to add

post agenda deadline ifem to agenda} Date
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2011 - 2012 LEGISLATURE

2011 SENATE BILL 306

November 25, 2011 - Introduced by Senators LAZICH, GALLOWAY, -
GROTHMAN and '
LEIBHAM, cosponsored by Representatives LITJENS BROOKS,
CRAIG, HONADEL,
JACQUE, T. LARSON, LEMAHIEU, A. OTT, J. OTT, STRACHOTA,
THIESFELDT, WYNN,
ZIEGELBAUER, ENDSLEY and KLEEFISCH. Referred to
Committee on Health.

! A_N ACT to repeal 940.04 (3) and (4); to amend 253.10 (3) (b),
253.10 (3) (@) 1,,

2 ‘ 253.10 (5) and 253.10 (7); and to create 253.10 (2) (am),
253.10 (3) (@) 1. hm,,

3 : 9253.10 (3) (¢) 1. jm., 253.10 (3) {¢) 2. fm., 253.10 (7Tm) and

‘ 253.105 of the statutes; _

4 relating to: voluntary and informed consent to an abortien,
information on '

5 ' domestic abuse services, giving a woman an abortion-

. inducing drug, repealing
6 criminal sanctions against women who perform or obtain.
“certain abortion '
7 * procedures, and providing a penalty.

Analysis by the Legislative Reference Bureau

VOLUNTARY AND INFORMED CONSENT AND INFORMATION
ON DOMESTIC ABUSE SERVICES

Under current law, a woman upon whom an abortion is to be

performed or

induced must give Voluntary and informed written consent to the

abortion. Consent

is voluntary only if it is given freely and without coercion. This bill

requires that the

physician who is to perform or induce the abortion determine whether
~or not the

hitps://docs.legis.wisconsin.gov/2011/related/proposals/sb306
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woman's consent is, in fact, voluntary. The physician must determine
if the woman's

consent is voluntary by speaking to her in person, out of the presence
of anyone other

than a person working for or with the physician. If the physician has
reason to

suspect that the woman is in danger of being physically harmed by
anyone who 1s

coercing the woman to consent to an abortion against her will, the
physician must

inform the woman of services for victims or individuals at
risk of domestic abuse and
provide her with private access to a telephone.

Currently, a woman's consent to an abortion is considered
informed only if, at ‘
least 24 hours before the abortion is performed or induced, the
physician or an
assistant has, in person, orally provided the woman with certain
information and
given the woman written materials prepared by the Department of
Health Services

. (DHS). If the pregnancy is the result of sexual assault or incest, the 24
-hour period,

but not the provision of information, may be waived or reduced under
certain
circumstances. Any person who violates the informed consent.
requirements is
required to forfeit not less than $1,000 nor more than $10,000 and is
liable to the
woman upon whom the abortion is performed or induced.

The bill requires that, at least 24 hours before the abortion is
performed or
induced, the physician or another qualified physician inform the
woman that she has
a right to refuse or consent to an abortion, that her consent is not
voluntary if anyone
is coercing her to consent to an abortion agalnst her will, and that it is
unlawful for
the physician to perform or induce the abortion without her voluntary
consent. The
physician or another qualified physician must also inform the woman,
at least 24
hours before the abortion is induced that, if the abortion is induced by
an
abortion-inducing drug, the woman must return to the abortion
facility for a
follow-up visit 12 to 18 days after use of the drug to confirm the
termination of the
pregnancy and evaluate the woman's medical condition. The bill
requires that the

-

https://docs.legis.wisconsin.gov/201 1/related/proposals/sb306 ]2;2?2012 :
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physician or assistant inform the woman that the materials prepared
by DHS, which

must be given to her, contain information on services available for
victims or

individuals at risk of domestic abuse. Additionally, the bill requires
DHS to include ,

in the printed materials information on services in the state that are
available for

victims or individuals at risk of domestic abuse. The bill specifies that
none of the

penalties for violating the informed consent requirements may be
assessed against

the woman upon whom the abortion is to be performed or induced or
attempted to

be performed or induced.

RESTRICTIONS ON THE USE OF ABORTION'INDUCING DRUGS

This bill prohibits a person from giving a woman an abortion-

inducing drug
unless the physician who provided the drug for the woman performs a
physical exam '
on the woman and is physically present in the room when the drug is
given to the

woman. An abortion-inducing drug is a drug that is prescribed to
terminate the
pregnancy of a woman who is known to be pregnant. Under this bili, a
person who
gives a woman an abortion-inducing drug in a manner that violates
the prohibition
is guilty of a Class I felony and may be subject to a civil action. This
bill specifies that
a penalty may not be assessed against a woman who receives an
abortion-inducing
drug.

REPEAL OF CERTAIN ABORTION PROHIBITIONS

Under current law, a pregnant woman who intentionally
destroys the life of her
unborn child or who consents to such destruction by another may be
fined not more
than $200, imprisoned not more than six months, or both. For the
same action with
respect to an unborn quick child the penalty is a fine not to exceed
$10,000,
imprisonment for not more than three years and six month, or both.
None of these

penalties apply to a therapeutic abortion that is performed by
a physician; is
necessary, or advised by two other physicians as necessary, to save
the life of the
mother; and is performed, except on an emergency basis, in a licensed

* https://docs.legis.wisconsin.gov/2011/related/proposals/sb306 : -%}2012




Wisconsin Legislature: SB306: Bill Text Page 4 of 9

—

o

maternity

hospital. These provisions were cited, along with other provisions not
affected by this

bill that prohibit performing an abortion generally, in Roe v. Wade,
410U.S. 113

. (19783), as substantially similar to a Texas statute that was held to

violate the due
process clause of the 14th Amendment to the U.S. Constitution.

A separate provision in current law prohibits prosecution of
and imposing or
enforcing a fine or imprisonment against a woman who obtains an
abortion or
otherwise violates any abortion law with respect to her unborn child
or fetus.
Further, crimes of being a party to a crime, solicitation, and
conspiracy do not apply
to a woman who obtains an abortion or otherwise violates an abortion
law with
respect to her unborn child or fetus.

This bill repeals the provisions in current law under which a
pregnant woman
who intentionally destroys the life of her unborn child or who consents

 to such

destruction by another may be fined, imprisoned, or both. The bill
does not affect any

other criminal prohibition or limitation on abortion in current law and
does not affect .

the provision that prohibits the prosecution, fine, or imprisonment
against a woman '
who obtains an abortion or otherwise violates any abortion law with
regard to her :

unborn child or fetus.

For further information see the state fiscal estimate, which
will be printed as
an appendix to this bill.

The people of the state of Wisconsin, represented in senate and
assembly, do
enact as follows”

SECTION 1. 253.10 (2) (am) of the statutes is created to read:
953.10 (2) (am) "Abortion-inducing drug" means a drug,
medicine, oral
hormonal compound, mixture, or preparation, when it is prescribed to
terminate the . : :
pregnancy of a woman known to be pregnant. .
SECTION 2. 253.10 (3) (b) of the statutes is amended to read:
953.10 (3) (b) Voluntary consent. Consent under this section
to an abortion is

https://docs.legis.wisconsin.gov/201 1/related/pr0posals/sb3 06 Bn012
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7 voluntary only if the consent is given freely and without coercion by
any person. The
8 physician who is to perform or induce the abortion shall determme
whether the
9 woman's consent is, in fact, voluntary. Notwithstanding par. (¢) 3., the
‘ : physician
10 shall make the determination by speakmg to the woman in person,
out of the
1 presence of anvone other than a person working for or with
' the physician. If the
2 physician has reason to suspect that the woman is in danger of being
: physically
3 harmed by anyone who is coercing the woman to consent to an
abortion againgt her
4 will, the physician shall inform the woman of services for victims or
individuals at
5 risk of domestic abuse and provide her with private access to a
telephone.
6 SECTION 3. 253.10 (8) (¢) 1. hm. of the statutes is created to
read: '
7 253.10 (3) (¢) 1. hm. If the abortion is induced by an abortion-
- inducing drug,
8 that the woman must return to the abortion facility for a follow-up
 visit 12 to 18 days
9 after the use of an abortion-inducing drug to confirm the termination
of the
10 pregnancy and evaluate the woman's medical condition.
11 SECTION 4. 253.10 (3) (¢} 1. jm. of _the statutes is created to
read: '
12 253.10 (3) (¢) 1. jm. That the woman has a rlght to refuse to
consent to an
13 abortion, that her consent is not voluntary if anyone is coercing her to
consent to an
14 ' abortion against her will, and that it is unlawful for the physmlan to
perform or
15 induce the abortion without her voluntary consent. -
16 SECTION 5. 253.10 (3) (¢) 2. fm. of the statutes is created to
read:
17 253.10 (8) (¢) 2. fm. That the printed materials described in
par. (d) contain
18 information on services available for victims or individuals at risk of
, domestic abuse.
19 SECTION 6. 253.10 (3) {d) 1. of the statutes is amended to
read:
20 253.10 (3) (d) 1. Geographically indexed materials that are
" designed to inform
21 a woman about public and private agencies, including adoption
agencies, and
22 services that are available to provide information on family planning,

hitps://docs.legis.wisconsin.gov/2011/related/proposals/sb306 : | ‘ %012
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as defined in-

23 s. 253.07 (1) (a), including natural family planmng information, to
provide

24 ultrasound imaging services, to assist her if she has received a
diagnosis that her

25 unborn child has a disability or if her pregnancy is the result of sexual
assault or

1 incest and to assist her through pregnancy, upon childbirth
and while the child is

2 dependent. The materials shall include a comprehensive list of the
agencies '

3 available, a description of the services that they offer and a
description of the manner

4 in which they may be contacted, including telephone numbers and
addresses, or, at

5 the option of the department, the materials shall 1nc1ude a toll-free, 24

-hour

6 telephone number that may be called to obtain an oral listing of
available agencies

7 and services in the locality of the caller and a description of the
services that the

8 agencies offer and the manner in which they may be contacted. The

_ materials shall

9 provide information on the availability of governmentally funded
programs that

10 serve pregnant women and children. Servmes identified for the
woman shall include

11 . medical assistance for pregnant women and children under s. 49.47
{4) (am) and

12 49.471, the availability of family or medical leave under s. 103.10, the

' Wisconsin '

13 ‘works program under ss. 49.141 to 49.161, child care services, child
support laws and

14 programs and the credit for expenses for household and dependent
care and services _

15 , necessary for gainful employment under section 21 of the internat
sevenue-eode

16 - Internal Revenue Code. The materials shall state that it is unlawful
to perform an

17 abortion for which consent has been coerced, that any physician who
performs or .

18 induces an abortion without obtaining the woman's voluntary and
informed consent

19 is liable to her for damages in a civil action and is subject to a civil

‘ penalty, that the

20 father of a child is liable for assistance in the support of the child,
gven in instances

21 ' in which the father has offered to pay for an abortion, and that
adoptive parents may

22 pay the costs of prenatal care, childbirth and necnatal care. The

https://docs.legis.wisconsin.gov/201 1/related/proposals/sb306 : %012
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materials shall

23 include information, for a woman whose pregnancy is the result of
sexual assault or
24 incest, on legal protections available to the woman and her child if she
“wishes to
25 _ oppose establishment of paternity or to terminate the father's
' parental rights. The
1 materials shall state that fetal ultrasound imaging and
auscultation of fetal heart
2 . tope services are obtainable by pregnant women who wish to use them
and shall -
3 describe the services. The materials shall include information on
gervices in the
4 ' state that are available for victims or individuals at risk of domestic
abuse.
5 SECTION 7. 253.10 (5) of the statutes is amended to read:
6 953.10 (5) PENALTY. Any person who violates sub. (3) or (3m)
. () 2. or (b) 2. shall
7 be required to forfeit not less than $1,000 nor more than $10,000. No
penalty may
8 be assessed against the woman upon whom the abortion is performed
or induced or
9 attempted to be performed or induced.
10 ' SECTION 8. 253.10 (7) of the statutes is amended to read:
11 253.10 (7) AFFIRMATIVE DEFENSE. No person is liable under
' sub. (5) or (6) or :
12 . under s. 441.07 (1) (), 448.02 (3) (a), or 457.26 (2) (gm) for failure
under sub. (3) (©
13 2. d. to provide the printed materials described in sub. 8 @toa
woman or for failure
14 under sub. (3) (© 2. d., e., £, fm., or g. to describe the contents of the
printed materials
15 if the person has made a reasonably diligent effort to obtain the
printed materials
16 . under sub. (3) () and s. 46.245 and the department and the county
department under
17 s. 46.215, 46.22, or 46.23 have not made the printed materials
. available at the time :
18 . that the person is required to give them to the woman.
19 SECTION 9. 253.10 (7Tm) of the statutes is created to read:
20 953.10 (Tm) CONFIDENTIALITY IN COURT PROCEEDINGS. (a) In
every proceeding
21 brought under this section, the court, upon motion or sua sponte, shall
rule whether
22 the identity of any woman upon whom an abortion was performed or
induced or :
23 _ attempted to be performed or induced shall be kept confidential unless
" the woman
24 waives confidentiality. If the court determines that a woman's identity
should be

https://docs.legis.wisconsin. go§/20'1 1/related/proposals/sb306 12_32"20 12
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25

10

1"
12

13
14
15

16
17
18

19
20

21

22
23

24

25

kept confidential, the court shall issue orders to the parties,
witnesses, and counsel

and shall direct the sealing of the record and exclusion of
individuals from
courtrooms or hearing rooms to the extent necessary to safeguard the
woman's
identity from public disclosure. If the court issues an order to keep a
woman's
identity confidential, the court shall provide written findings
explammg why the
woman's identity should be kept confidential, why the order is
essential to that end,
how the order is narrowly tailored to its purpose, and why no
reasonable less
restrictive alternative exists.

(b) Any person, except for a public official, who brings an
action under this
section shall do so under a pseudonym unless the person obtains the
written consent ’
of the woman upon whom an abortion was performed or induced, or
attempted to be
performed or induced, in violation of this section.

{c) The section may not be construed to allow the identity of a
plaintiff or a
witness to be concealed from the defendant.

SECTION 10. 253.105 of the statutes is created to read:

253.105 Prescription and use of abortion-inducing drugs. ®
In this
section:

(2) "Abortion" has the meaning given in s. 253.10 (2) (a).

(b) "Abortion-inducing drug" has the meaning given in s.

253.10 (2) (am).

(¢) "Physician" has the meaning given in s. 448.01 (5).

(2) No person may give an abortion-inducing drug to a woman
unless the
physician who prescr1bed or otherwise provided, the abortion-
inducing drug for the
woman: :
(a) Performs a physical exam of the woman before the
information is provided '
under s. 253.10 (3) (0 1.

(b) Is physically present in the room when the drug is given to
the woman.

https://docs.legis. wisconsin.gov/201 1/related/proposals/sb306 A 35012
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Effectiveness and Accéptability of Medical
Abortion Provided Through Telemedicine

Daniel Grossman, Mp, Kate Grindlay, mspd, Todd Buchacker, RN, Kathleen Lane,

and Kelly Blanchard, Ms:

OBJECTIVE: To estimate the effectiveness and accept-
ability of telemedicine provision of early medical abor-
tion compared with provision with a face-to-face physi-
cian visit at a Planned Parenthood affiliate in lowa.

METHODS: Between November 2008 and October 2009,
we conducted a prospective cohort study of women
obtaining medical abortion by telemedicine or face-to-
face physician visits. We collected clinical data, and
women completed a self-administered questionnaire at
follow-up. We also compared the prevalence of report-
able adverse events between the two service delivery
models among all patients seen between July 2008 and
October 2009,

RESULTS: Of 578 enrolled participants, follow-up data
were obtained for 223 telemedicine patients and 226
face-to-face patients. The proportion with a successful
abortion was 99% for telemedicine patients (95% confi-
dence interval [CI] 96—-100%) and 97% for face-to-face
patients (95% CI 94-99%). Ninety-one percent of all
participants were very satisfied with their abortion, al-
though in multivariable analysis, telemedicine patients
had a higher odds of saying they would recommend the
service to a friend compared with face-to-face patients
(odds ratio, 1.72; 95% Cl 1.26-2.34). Twenty-five percent
of telemedicine patients said they would have preferred
being in the same room with the doctor. Younger age,
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less education, and nulliparity were significantly associ-
ated with preferring face-to-face communication. There
was no significant difference in the prevalence of adverse
events reported during the study period among tele-
medicine patients (n=1,172) (1.3%; 95% CI 0.8~2.1%)
compared with face-to-face patients (n=2,384) (1.3%;
95% Cl 0.9-1.8%) (82% power to detect difference of
1.3%). : ‘ :
CONCLUSION: Provision of medical abortion-throug
telemedicine is effective and acceptability is high among
women who choose this model.

{Obstet Gynecol 2011;118:296-303)

DOI: 10.1097/A0G.0b013e318224d110

LEVEL OF EVIDENCE: I

ifepristone was approved by the U.S. Food and
Drug Administration in September 2000. Early
medical abortion using mifepristone with misoprostol
is effective and highly acceptable to U.S. women
with some preferring it over vacuum aspiration.'
Medical abortion is not a surgical procedure and
can be offered by nonspecialist clinicians,* a fact
that led some to believe that its availability would
improve access to abortion services in the United
States. However, a recent analysis found that al-
most all medical abortion-only providers were lo-
cated within 50 miles of a large-volume surgical
abortion provider.®
In approximately 15 states, certified nurse-mid-
wives, physician assistants, and nurse practitioners are
permitted to provide medical abortion.’ In the re-
maining states, laws that limit provision of abortion to
physicians have been applied (or assumed to apply) to
medical abortion as well.

Telemedicine, the delivery of health care services
at a distance using information and communication
technology, has been used in many fields of medicine
to improve access to services. For example, telemedi-
cine has been used to provide specialist consultation
to primary care services and to deliver rural outpa-
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tient care, generally with patient outcomes that are
comparable to in-person treatment.” In 2008, Planned
Parenthood of the Heartland, a clinic network located
in Iowa that provided 74% of all abortions in the state
that year,® had 17 clinic sites. Three of these clinics
had an on-site physician, whereas an additional three
sites intermittently offered abortion care when a
physician traveled to the clinic; the remaining 11
clinics did not provide abortions. In June 2008,
Planned Parenthood of the Heartland launched a
program to provide medical abortion using telemedi-
cine at clinic sites not staffed by a physician to
improve access to early abortion and reduce physi-
cian travel to outlying clinics. The objective of this
study was to estimate the effectiveness and acceptabil-
ity of the telemedicine provision model compared
with the standard practice of a face-to-face visit with a
physician.

MATERIALS AND METHODS

Between November 2008 and October 2009, women
seeking medical abortion at six Planned Parenthood
of the Heartland clinics in Iowa were invited to
participate in the study. At four sites, medical abor-
tion was offered only through telemedicine; at one
site it was offered only with a face-to-face physician
visit; and at ome site both models were offered,
depending on physician availability. Women seeking
abortion at Planned Parenthood of the Heartland
called a central call center, which gave them informa-
tion about the nearest clinic and soonest appointment
and informed them whether the service would be
provided by telemedicine or not, and women selected
the appointment they preferred. In the areas served
by the telemedicine clinics, there was no other abor-
tion clinic closer than the closest physician-staffed
Planned Parenthood clinic. Once at the clinic, women
who chose medical abortion and were eligible for the
method (including being pregnant at 63 days gesta-
tion or less and not having other standard contrain-
dications®), were 18 years old or older, able to speak
English, and able to give informed consent were
eligible to participate in the study.

Clinical information was collected at the partici-
pants’ first clinic visit, including demographic infor-
mation and gestational age according to ultrasonog-
raphy. Participants were given the standard medical
abortion regimen at the clinics: 200 mg mifepristone
administered orally followed 24-48 hours later by
800 pg misoprostol administered buccally at home.!
All women had ultrasonography performed by a
trained technician, received information about medi-
cal abortion, and underwent standard informed con-
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sent for the abortion. A physical examination was not
routinely done, consistent with the standard of care.’
For face-to-face visit patients, one of two physicians
reviewed the patient’s medical history and ultrasono-
graphic images and had a brief discussion with the
patient. If the patient was eligible for a medical
abortion, the physician handed her the mifepristone
and misoprostol tablets, observed her swallow the
mifepristone, and gave her final instructions. For
those who received services through telemedicine,
clinic staff uploaded the patient’s medical history and
ultrasonographic image to a secure server for the
physician to review. One of the same two physicians
then had a discussion with the patient using video
teleconference equipment that was linked through a

dedicated Multiprotocol Label Switching data con-

nection. If the patient was eligible for medical abor-
tion, the physician entered a password into her com-
puter that remotely unlocked a drawer in front of the
patient containing the mifepristone and misoprostol
tablets. The physician observed her swallow the mife-
pristone and gave her final instructions through the
video teleconference.

Women were scheduled for a follow-up visit
within 2 weeks after receiving mifepristone. Pelvic
ultrasonography was performed at follow-up to con-
firm completion of the abortion. If the abortion was
incomplete, women were given the option of expect-
ant management, additional misoprostol, or vacuum
aspiration; ongoing pregnancies were treated with
vacuum aspiration. If a telemedicine patient required
a nonemergent vacuum aspiration, she was scheduled
at a physician-staffed clinic for the procedure. If the
abortion was not complete at the time of this visit,
another visit was scheduled. Clinical information was
collected at each follow-up visit, including the ultra-
sonographic result, any medications given, and
whether a vacuum aspiration was performed. Effec-
tiveness of medical abortion was defined as the pro-
portion of women with a complete abortion not
requiring a surgical procedure, including vacuum
aspiration.

Once the abortion was complete, participants
were asked to fill out a self-administered question-
naire focusing on their experience with the abortion
service, including satisfaction with the service they
received. If participants did not return for follow-up,
they were contacted at least three times by phone and
once by mail to schedule either an in-person fol-
low-up visit or a telephone interview to complete the
questionnaire. Information on adverse events was
collected from participants at.each follow-up visit or
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during the telephone interview, and medical records
from other facilities were reviewed when relevant.

All sta.tistical analyses were performed using
STATA 10.1. ¥ analyses and ¢ tests were used fo
compare study participants to all medical abortion
patients aged 18 years or older seen during the study
period to assess potential selection bias and to com-
pare demographic, clinical, and acceptability infor-
mation between telemedicine and face-to-face study
participants. All analyses among cohort participants
were conducted among women with complete fol-
low-up information.

Univariable and multivariable analyses were con-
ducted to identify potential associations between ser-
vice delivery model (telemedicine compared with
face-to-face) and the primary effectiveness and accept-
ability outcomes. To account for the possibility that a
patient’s experience might vary by the clinic she
attended, clinic site was introduced into the multivari-
able model as a random effect, and the standard
error was adjusted with a modified-sandwich estima-
tor using STATA’s vce (cluster clustervar) option for
cluster-correlated data.!> Automated forward selec-
tion was used to build the multivariable models with

, the entry level set at P<.20. Demographic and clinical
covariates with univariable significance of P<.20 not
entered during forward selection were next added to the
model in order of ascending univariable P value and
were included in the final model if their inclusion
changed the predictor variable’s effect estimate by 10%
or more. Gestational age was forced into the multivari-
able model assessing effectiveness becanse of evidence
that the prevalence of ongoing pregnancy after medical
abortion increases with increasing gestational age.! Co-
variates were added using these rules up to the maxi-

mum number of allowable covariates in a multivariable -

model based on the rule: number of events/10."*

Sample size was based on the acceptability out-
come of overall satisfaction, because we anticipated
that effectiveness would be comparable between
groups. We also anticipated that acceptability of the
telemedicine service would be high but might be
somewhat lower than the standard provision model.
Assuming 90% of women in the standard provision
group reported being satisfied or very satisfied with
their experience,!® a sample of 219 in each group was
needed to detect a difference in acceptability among
telemedicine patients of 10% or more (two-sided
a=0.05, power=80%). Recruitment was continued
until the desired sample of participants w1th follow-up
data was obtained.

Because of the relatively small sample size of the
cohort study, we also analyzed deidentified data onall
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adverse events after medical abortion reported to the
Planned Parenthood Federation of America and
Danco Laboratories by Planned Parenthood of the
Heartland between July 1, 2008 (shortly after tele-
medicine was initiated) and October 31, 2009 (shortly
after cohort recruitment ended). Planned Parenthood
affiliates are required to report the following adverse
events: ongoing pregnancy, emergency room treat-
ment, hospitalization, transfusion, unrecognized ecto-
pic pregnancy, allergic reaction, infection requiring
intravenous treatment, and death. We calculated the
prevalence, 95% confidence intervals {Cls), and x*
analyses of any adverse event, ongoing pregnancy, or
blood transfusion, comparing telemedicine with face-
to-face patients during this period. We also conducted
a multivariable analysis of any adverse event compar-
ing telemedicine with face-to-face patients during this
period adjusting for possible confounders.

All cohort study participants gave informed
consent to participate in the study. They received a
$10 gift card for completing the questionnaire. The
study was approved by Allendale institutional re-
view board.

RESULTS

The study flow diagram is shown in Figure 1. Fifty-six
percent of patients aged 18 years or older seen during

‘the study period were enrolled into the study. Rea-

sons for nonparticipation were not collected, although
study staff noted that fewer patients were enrolled on
busy clinic days, possibly because staff did not have
time to thoroughly explain the study. After excluding
seven patients, 578 women were included in the cohort
study. Among the 281 telemedicine patients, 205 (73%)
had an in-person and 18 (6%) had a phone follow-up
interview; 58 (21%) were lost to follow-up. Among the
997 face-to-face patients, 196 (66%) had an in-person
and 30 {10%) had a phone follow-up interview; 71 {24%}
were lost to follow-up. The proportion of patients that
attended an in-person visit was not significantly different
between the two groups {P=.07).

Age, marita] status, and race were similar be-
tween cohort study participants and all patients re-
ceiving medical abortion aged 18 years or older seen
during the study period. A lower proportion of study
participants were Latina (4% compared with 7%,
P=008) and had a maximum completed education of
12 years or less (52% compared with 58%, P=.03).
Table 1 shows the enrollment demographic and clin-
ical information for cohort study participants with
follow-up data. Among study participants, telemedi-
cine and face-to-face patients were similar in terms of
age, marital status, race, ethnicity, parity, and gesta-
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Patients seen during
recruitment period at six sites
N=1,117

Patients under 18 years of age |
n=64 - ‘
Telemedicing patients
=491
Declined participation
<r ot invited
=207
Enrotted
n=284
Excluded: n=3
Changed mind about
abortion: 1
Withdrew from study: 1
Gestational age greater than
63 days: 1 |
Study participants
n=281
Lost to follow-up
n=58

Completed follow;up
n=223

Y '

¥

Face-to-face patients
n=562
Dectined participation
or not invited
n=261
Enrolled
n=301
Excluded: n=4
Did not sign consent form: 3
Under 18 years of age: 1
Study participants
n=287
Lost to follow-up
n=71

Completed follow-up
n=226

! ¥

In-person follow-up Telephone interview
n=205 n=18

in-persan follow-up Telephone interview
n=186 n=30 :

.Fig. 1. Flow of patients through the study.

Grossman, Telemedicine Provision of Medical Abortion. Obstet Gynecol 2071.

tional age. Compared with telemedicine participants,
more face-to-face participants had a maximum com-
pleted education of 12 years or less (58% compared
with 46%, .P=.01) and reported a prior abortion (38%
compared with 26%, P=.006).

Follow-up information was obtained a median of

. 15 days after enrollment for those with in-person visits

and 27 days after enrollment for those who had phone

interviews. At follow-up, eight women (three tele-.
_medicine and five face-to-face patients) were given an

additional dose of misoprostol and scheduled for a
second follow-up visit.

Contraceptive uptake postabortion was slightly
higher among participants with a face-to-face visit.
Eighty-eight percent (n=199) of face-to-face partici-
pants and 80% (n=179) of telemedicine participants
were given or had started a contraceptive method by
the time of the follow-up visit or phone interview
(P=.02). Use of specific contraceptive methods was
not significantly different between the cohorts, except
more face-to-face participants were given condoms
(21% compared with 6%, P<.001) or had an intrauter-
ine device inserted (23% compared with 12%,
P=.005) at the folow-up visit.

Two of the 223 telemedicine patients underwent
vacuum aspiration for ongoing pregnancy (n=1) or

incomplete abortion (n=1}, and one woman elected
to continue an ongoing pregnancy for a total effec-
tiveness of 98.7% (95% CI 96.1-99.5%}. Six of the 226
face-to-face patients underwent vacuum aspiration
and one underwent dilation and curettage for ongoing
pregnancy (n=2) or incomplete abortion (n=>5) for a
total effectiveness of 96.9% (95% CI 93.7-98.5%). The
odds of successful abortion with telemedicine com-
pared with face-to-face provision was not significantly
different in the multivariable model, which adjusted
for within-cluster correlation and gestational age
(odds ratio [OR] 2.34, 95% CI 0.84-6.55).

There were no deaths or hospitalizations among
the cohort study participants. Adverse events, includ-
ing emergency room visits and visits to other clinics,
occurred among 2.5% of participants and were not
statistically different between groups (P=.78). One
telemedicine participant received a blood transfusion
in an emergency room. The telemedicine participant
who decided to continue with an ongoing pregnancy
reported her child was normal at 7 months of age.

Table 2 shows the prevalence of adverse events
among all patients undergoing medical abortion from
July 1, 2008, to October 31, 2009. A total of 46
adverse events were reported (1.3% of 3,556 medical
abortions). No deaths were reported. There was no
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Table 1. Characteristics of Cohort Study
Participants

Telemedicine Face-to-Face
Cohort . Cehort
{n=223) (n=226) P

Age (y) b5
18-25 137 (61) 130 (58)
26-35 71{32) 77 (34)
36-45 ' 15 (7) 19 (8)
Median 23 24
Mean 249 25.7 1
Marital status 72
Single 163 (74) 164 (73)
Married or partnered 35 (16} 42 (19)
Divorced, widowed, 22 (10) 20(9)
or separated
Latina or Hispanic 5(2) 12 (5) .09
Race .85
White 179 (82) 182 (85)
African American 28(13) 22 (10}
Asian American 5(2) 4(2)
Other* 6 (3) 6(3)
Highest grade completed 102 (46) 13058 .01
12 y or less
Median .13 12
Mean i 13.5 13.1 .01
Parous o 112 (50} 133 (59 07
. Mean 1.01 1.09 49
Prior abortion 58 (26) 86(38) .006
Gestational age (d) .79
49 or less 141 (63) 142 (63)
50-56 53 (24) 50(22)
57-63 29(13) 34{(15) -
Median 46 46
Mean 46.7 471 58

Data are n (%) unless otherwise specified.

* Other race includes women who reported more than one race
and women who reported their race as Native American or
Alaska Native. '

significant difference in the prevalence of any adverse
event, ongoing pregnancy, or blood transfusion be-
tween women who received services through tele-
medicine compared with face-to-face provision. With
a one-sided a of 0.05, this sample size had 82% power
to detect an increase in the prevalence of any adverse

event from 1.3% among face-to-face patients to 2.6%

Table 2. Adverse Events Among All Medical
Abortion Patients, July 1, 2008, Through
October 31, 2009

. Telemedicine Face-to-Face
(n=1,172) {n=2,384) P

Any adverse event 1.3(0.8-2.1) 1.3(09-1.8 96
Ongoing pregnancy 0.9 (0.5-1.7)  1.0{0.6-1.4) .94
Blood fransfusion . 0.3(0.1-0.9) 0.1 (0.04-04) .23

Data are % (95% confidence interval) unless otherwise specified.
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among telemedicine patients. The odds of any ad-
verse event among telemedicine compared with face-
to-face patients was not significantly different in the
multivariable model, which adjusted for within-clus-
ter correlation, marital status, Latina ethnicity, and
race (OR 0.96, 95% CI 0.48-1.91).

Table 3 shows information on acceptability of
abortion services. Overall satisfaction was very high
among participants, although more telemedicine pa-
tients (94%) reported being very satisfied compared
with face-to-face patients (88%), which was signifi-
cantly different in the univariable analysis (P=.03).
However, when adjusted for within-cluster correlation
(no additiona} covariates met the multivariable model
inclusion criteria), this difference was no longer sig-
nificant (OR 2.10, 95% CI 0.75-5.92).

More telemedicine patients (90%) said they
would recommend the medical abortion service to a
friend in a similar situation than face-to-face patients
(83%, P=.04). In the multivariable model, which
adjusted for within-cluster correlation, age, education,
and prior abortion, telemedicine patients had greater
odds of saying they would recommend the service
compared with face-to-face patients (OR 1.72,95% CI
1.26-2.34}.

Patients in both groups reported liking similar
aspects of the service, including the staff (58%), infor-
mation received (30%), and the fact that they did not
feel judged (11%). A minority of patients reported
dislikes, and a significantly higher proportion of face-
to-face patients (32%) complained about the waiting
time in the clinic compared with telemedicine pa-
tients (7%, P<.001).

We asked women several questions about the

factors that influenced their decision about what

abortion method to have and which clinic to go to.
Seventy-one percent of participants said they strongly
wanted medical abortion when they were making
their decision (no difference between cohorts), and
94% of participants said having the abortion as early
as possible was very important to them (no difference
beiween cohorts). However, 69% of telemedicine
patients said having the abortion close to home was
very important compared with 58% of face-to-face
patients (P=.02).

Three fourths of patients reported being satisfied
with the conversation with the doctor (the video
teleconference for those receiving telemedicine ser-
vices), and this did not differ between the two groups
(P=.89). Among telemedicine patients, 99% said it
was easy to see the doctor, and 99% said it was easy to
hear the doctor; 89% said they felt comfortable asking
the doctor questions during the video teleconference.
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Table 3. Acceptability of Abortion Services

- Telemedicine

Face-to-Face

Cohort (n=214) Cohort (n=217} P
Overall satisfaction .

Very satisfied 201 (94) 191 (88) .03*

Somewhat satisfied 10 (5) 2130)

Somewhat or very dissatisfied 1(5 1(.5)

Not sure or no response 2(M 4(2)
Would recommend a medical abortion in this clinic to a friend 192 (90) 180 (83} 04
What liked best {more than one response possible)

- Staff 128 (60) 123 (57) 51
Information received 67 (31 61 (28) 47
Did not feel judged 20(9) 27{12) 30
Other 18 (8} 20(9) 77
Felt comfortable 14(7} 16 (7} 74
Privacy and confidentiality 14 {7 o 1103) .51
Fast 11(5) “ 11 (5) .97
Nothing or no response 10(5) 8 (4 61

What liked least {more than one response possible)
Nothing or no response 148 (69) 11051 <001

Waiting time 16 (7) 70(32) <.001
Other' 50 (23) 377 A0

Information received

Very helpful 195 (91) 202 (93} A45%
Somewhat or not helpful 16 (8) 13 (6)
Not sure or no response 3M 2(M

Satisfaction with conversation with doctor

Very satisfied 163 (76) 164 {76) .89*
Somewhat satisfied 34{16) 36 (17)

Somewhat or very dissatisfied 11 (5} 6 (3}

Not sure or no response 6 (3} 11 (5}
Initia! feelings about medical compared with surgical abortio

Strongly wanted rmedical abortion : 156 (73) 152 (70) 518
Leaning toward medical abortion 33(15) ° 36(17)

Strongly wanted surgical abortion 2(n 2 (1)

Leaning toward surgical abortion 2 52) -

No strong feeling either way 19 (9) 19(9)

No response 2{1 3N
Feelings about importance of having abortion close to home

Very important 147 (69) 126 (58) .02

Somewhat important 38018 50123)
Not important 21010 31 (14
Mot sure or no response _ 814) 10 (5}

Feelings about importance of having an early abortion

Very important 202 (94) 202 (93) 581
Somewhat important 8 (4) 10 (5) :
Not important or not sure 4(2) 5(2)

Easy to see doctor during telemedicine encounter

Yes 211 (99)

No 3
Easy to hear doctor during telemedicine encounter

Yes 212 (99}

No : 2(1)
Comfortable asking questions during telemedicine encounter

Yes ’ ' 190 (89)

No ' ’ 2401%)
Would prefer doctor in raom instead of telemedicine

Yes ' 53 (25)
No 154 {73)
No response

5(2)

Data are n (%) unless otherwise specified.
* P value for very satisfied compared with not very satisfied.

(seven), distance (six), partner could not attend visit (five), and general (36).

# Pvalue for very helpful compared with not very helpful.

E P value for very important compared with not very important.
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One fourth of telemedicine patients said they would
have preferred being in the same room with the doctor.
Participants were allowed to write in comments about
this response, which generally indicated that although

they would have preferred to be in the same room,

because that was not an option, they were satisfied
with the video teleconference. These open responses
are representative of some of the comments partici-
pants gave: “I am always generally more comfortable
dealing with serious issues in person” and “It was
rather irritating, but probably faster/more convenient.
(Pm a face to face person).”

In multivariable analysis, the following covariates
were associated with a preference for being in the
same room with the physician: age 18-25 years
(compared with 26 years or older; OR 1.58, 95% CI
1.20-2.09); education 12 years or less (compared with
more than 12 years; OR 1.80, 95% CI 1.51-2.14); and
nulliparous {compared with parous; OR 1.71, 95% CI
1.15-2.54).

DISCUSSION

We found that provision of mechca] abortion through
telemedicine had comparable clinical outcomes to the
' face-to-face provision model with equivalent success
rates and a low prevalence of adverse events. Both the
high success rate and low prevalence of adverse
events for the telemedicine service are similar to those
reported for medical abortion in the literature.b!%!
Although contraceptive uptake was slightly higher
among the face-to-face cohort, this was most likely the
result of the limited number of providers trained to
insert intrauterine devices at telemedicine sites.
Acceptability was high among both groups of
 women in this study, and these results were similar to
other studies on medical abortion with buccal miso-
prostol.’%!* We found one measure of acceptability—
willingness to recommend the service to a friend—to
be significantly higher among telemedicine patients,
even after controlling for confounders. The fact that
telemedicine patients reported high levels of satisfac-
tion may be related to the convenience of receiving
services closer to home or earlier in pregnancy, both
of which were important for this group. Our results do
not indicate that telemedicine patients were coerced
to have a medical abortion despite this being the only
method available at the clinics they accessed, because
a high proportion reported strongly wanting medi-
cal abortion from the outset, and this did not differ
from face-to-face patients. The fact that telemedi-
cine patients had a restricted choice at the clinics
they attended, if anything, might have biased them
to have lower levels of satisfaction compared with
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face-to-face patients, who also had the option of
aspiration abortion.

We found that 25% of telemedicine patients
would have preferred a face-to-face visit with the
physician, and this was more common among
younget, less educated, and nulliparous women. An-
other study of clinic-based medical abortion found
that older age was an independent predictor of a
positive experience, whereas education level was
not.! In our study, participants were told at the time
they scheduled their appointment whether they
would receive abortion services through telemedicine
or not. It seems that some decided to have the
abortion through telemedicine perhaps because the
clinic was closer to their home or because they could
get an appointment soomer, although ideally they
would have preferred to be in the same room with the
physician. This finding highlights the importance of
informing women about what the telemedicine ser-
vice involves so patients can weigh the options about
which service they prefer.

This study has several limifations. Participants
were not randomized and instead selected the treat-
ment they received (telemedicine compared with a
face-to-face visit), which might have iniroduced selec-
tion bias. However, because this was the first study of
telemedicine provision of medical abortion, we felt it

~ was important for women to be well informed of the

two provision models and be allowed to choose which
they preferred. In the future, a randomized controlled
trial might be possible among women who have no
teal preference between the two models as has been
done to compare medical and surgical abortion."»!8
Overall, 56% of patients aged 18 years or older seen
during the study period agreed to participate in the
cohort study, and participants were somewhat more
educated and less likely to be Latina than the general
medical abortion clinic population. This might have
introduced selection bias, although the acceptance
rate likely affected both cohorts similarly. In addition,
22% of participants were lost to follow-up despite
multiple attempts to contact them. Although this loss
to follow-up is high, it is similar to proportions
reported in the literature!® and did not differ between
cohorts. Finally, our results are specific to the provi-
sion models offered in this clinic system, and we
cannot generalize our findings to other service deliv-
ery settings.

In states where physicians are required to per-
form medical abortion, the findings from this study
indicate that telemedicine can be used to provide
medical abortion in an effective and highly acceptable
manner. Future research should evaluate whether
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telemedicine provision improves access to services for
women in rural areas as well as whether there are cost
savings associated with the model. Just as telemedi-
cine has been used to extend the reach of physicians

in

other disciplines, this provision model has the

potential to provide abortion services earlier in preg-
nancy and closer to a woman’s home and to help
overcome the barriers to abortion access in the
United States.?®

REFEREMCES

1.

VOL. 118, NO. 2, PART 1, AUGUST 2011

Copytight© American College of Obstetricians and Gynecologists .Sg

Spitz IM, Bardin CW, Benton L, Robbins A. Early pregnancy
termination with mifepristone and misoprostol in the United
States. N Engl ] Med 1998;338:1241-7. '

. Winikoff B, Ellertson C, Elul B, Sivin L Acceptability and

feasibility of early pregnancy termination by mifepristone-
misoprostol. Results of a Jarge multicenter trial in the United
States. Mifepristone Clinical Trials Group. Arch Fam Med
1998;7:360-6.

. Fjerstad M, Trussell J, Sivin 1, Lichtenberg ES, Cullins V. Rates

of serious infection after changes in regimens for medical
abortion. N Engl | Med 2009;361:145-51.

. Yamnall J, Swica Y, Winikoff B. Non-physician clinicians can

safely provide first trimester medical abortion. Reprod Health
Matters 2009;17:61-9.

. Finer LB, Wei J. Effect of mifepristone on abortion access in

the United States. Obstet Gynecol 2009;114:623-30.

. Berer M. Provision of abortion by mid-level providers: inter-

national policy, practice and perspectives. Bull World Heall
Organ 2009;87:58-63. :

. Wade VA, Kamon J, Elshaug AG, Hiller JE. A systematic

review of economic analyses of telehealth services using real
time video communication. BMC Health Serv Res 2010;10:
233 :

. Towa Department of Public Health, Bureau of Vital Statistics.

2009 vital statistics of Jowa. Des Moines (IA): Towa Depart-
ment of Public Health; 2010,

. Creinin M, Gemzell Danielsson K. Medical abortion in early

pregnancy. In: Paul M, Lichtenberg ES, Borgatta L, Grimes

10,

11.

i2,

13.

14.

15.

16.

17.

18.

19.

20.

DA, Stubblefield P, Creinin M, eds. Management of unin-
tended and abnormal pregnancy. West Sussex (UK): Blackwell
Publishing Ltd; 2009. p. 111-34.

Winikoffl B, Dzuba IG, Creinin MD, Crowden WA, Goldberg
AB, Gonzales ], et al. Two distinct oral routes of misoprostol in
mifepristone medical abortion: a randomized conirolled trial.
Obstet Gynecol 2008;1 12:1303-10.

Williams RL. A note on robust variance estimation for cluster-
correlated data. Biometrics 2000;56:645-6.

Froot KA. Consistent covariance matrix estimation with cross-
sectional dependence and heteroskedasticity in financial data.
J Financial Quentitative Anal 1989;24:333-55.

Peduzzi P, Concato ], Kemper E, Holford TR, Feinstein AR A
simulation study of the number of events per variable in
Togistic regression analysis. ] Clin Epidemiol 1996;49:1373-0.
vonr Hertzen H, Huong NT, Piaggio G, Bayalag M, Cabezas E,
Fang AH, et al; WHO Research Group on Postovulatory
Methods of Fertility Regulation. Misoprostol dose and route
after mifepristone for early medical abortion: a randomised
controlted noninferiority trial. BJOG 2010;117:1186-96.

Middleton T, Schaff E, Fielding SL, Scahill M, Shannon C,
Westheimer E, et al. Randomized trial of mifepristone and
buccal or vaginal misoprostol for abortion through 56 days of
Iast mensteual period. Contraception 2005;72:328-32.

Teal $B, Dempsey-Fanning A, Westhoff C. Predictors of
acceptability of medication abertion. Contraception 2007;75:
224-9. -

Robson SC, Kelly T, Howel D, Deverill M, Hewison I, Lie
ML, et al. Randomised preference wrial of medical versus
surgical termination of pregnancy less than 14 weeks’ gestation
(TOPS). Health Technol Assess 2008;13:1-124, iii-iv.

Kelly T, Suddes J, Howel D, Hewison J, Robson 5. Comparing
medical versus surgical termination of pregnancy at 13-20
weeks of gestation: a randomized controlled trial. BJOG
2010;117:1512-20. :

Clark W, Bracken H, Tanenhaus J, Schweikert 8, Lichtenberg
ES, Winikoff B, Alternatives to a routine follow-up visit for
early medical abortion. Obstet Gynecol 2010;115:264-72.

Jones RK, Kooistra K. Abortion incidence and access to
services in the United States, 2008. Perspect Sex Reprod
Health 2011};43:41-50.

Grossman et al  Telemedicine Provision of Medical Abortion 303

S

o

T,

%

:

i
.
;

144~




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:

tems 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, Committes, Council, Sections:
Medical Examining Board

4) Meeting Date: 5) Attachments: 6} How should the item be titled on the agenda page?
February 15, 2012 X  Yes Assembly Bill 487
] No
7) Place item in: 8) Is an appearance before the Board being 9) Name of Case Advisor(s), if required:
X  Open Session scheduled? If yes, who Is appearing? ‘
[l Closed Session [ No (name)
] Both

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

Discuss the hill.

11) _ ' Authorization

Signature of person making this request _ Date
Supervisor (if reguired) Date

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

145




Wisconsin Legislature: AB487: Bill Text ' Page 1 of 6

LRB-3383/1
RPNjldrs
2011 - 2012 LEGISLATURE

2011 ASSEMBLY BILL 487

January 24, 2012 - Introduced by Representatives SEVERSON, VAN
RoY, Vo8,
SPANBAUER, BILLINGS, PASCH, ZEPNICK and PETROWSKI,
cosponsored by Senators
DARLING, SHILLING, KEDZIE and TAYLOR. Referred to
Committee on Public

Health and Public Safety.
! AN ACT to renumber 448.015 (1); to amend 448.02 (1), 448.03
| (2) (o), 448.03 (2)
2 (e), 448.03 (2) (k), 448.05 (1) (d) and 448.05 (6) (a); and fo
create 15.407 (7),
3  448.015 (1b), 448.015 (1¢), 448.03 (1) (d), 448.03 (3) (g), 448.03
(D), 448.04 (1) (g),
4 448.05 (5w), 448.05 (6) (ar), 448.13 (3), 448.22 and 448.23 of
the statutes;
5 relating to: licensing anesthesiologist assistants and creating
the Council on _
6 Anesthesiologist Assistants and granting rule-making
authority.

Analysis by the Legislative Reference Burcau

This bill creates licensure requirements and practice
standards for
anesthesiologist assistants.

The bill prohibits a person from practicing as an
anesthesiologist assistant or
representing or implying that the person is an anesthesmloglst
assistant unless the
person holds a license to practice as an anesthesiologist assistant
granted by the
Medical Examining Board (board). The bill requires the board to issue
a license to
a person who has® 1) obtained a bachelor's degree; 2 completed an

146
file://C:\Documents and Settings\trI\Local Settings\Temporary Internet Files\Content.Outlo... 2/1/2012




Wisconsin Legislature: AB487: Bill Text Page 2 of 6

" accredited
anesthesiologist assistant program; and 3) passed a certifying
examination. The
board may also issue a license to a person who is licensed as an
anesthesiologist '
assistant in another state, if that state authorizes a licensed
anesthesiologist

" assistant to practice in the same manner and to the same extent as
this state. .

Under the bill, an anesthesiologist assistant may assist an

anesthesiologist in
the delivery of medical care only under the supervision of an
anesthesiologist who |

is immediately available and able to intervene if needed. The
scope of an
anesthesiologist assistant's practlce is limited to assisting only the
supervising
anesthesiologist and performing only certain medical care tasks
assigned by the ‘
supervising anesthesiologist. The medical care tasks are specified in
the bill and
include the following: 1) developing and implementing an anesthesia
-care plan; 2) '
implementing monitoring techniques; 3) pretesting and calibrating
anesthesia
delivery systems; 4) admlmsterlng vasoactive drugs and starting and
adjusting
vasoactive infusions; 5) administering intermittent anesthetic,
adjuvant, and
accessory drugs; 6) implementing spinal, epidural, and regional
anesthetic 4
procedures; and 7) administering blood, blood products, and
supportive fluids.
The bill requires an anesthesiologist assistant to be employed
by one of certain
health care providers specified in the bill and to enter into a
supervision agreement
with an anesthesiologist who represents the anesthesmloglst
assistant's employer.
The supervision agreement must identify the anesthesiologist -
assistant's
supervising anesthesiologist and define the scope of the
anesthesiologist assistant's
practice, and may limit the anesthesiologist assistant's practice to less
than the full
scope of anesthesiologist assistant practice authorized by the bill.
The bill authorizes a student anesthesiologist assistant to
perform only medical
care tasks assigned by an anesthesiologist, who may delegate the
supervision of a
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student to a qualified anesthesiology provider. The bill also creates a

five-member

Council on Anesthesiologist As51stants to adwse and make
recommendations to the

_ board.

For further information see the stafe fiscal estimate, which
will be printed as
an appendix to this bill.

The people of the state of Wisconsin, represented in senate and
assembly, do
enact as follows:

SECTION 1. 15.407 (7) of the statutes is created to read:
15.407 (7) COUNCIL ON ANESTHESIOLOGIST ASSISTANTS;

- DUTIES. There is created

a council on anesthesiologist assistants in the department of safety
and professional
services and serving the medical examining board in an advisory

‘capacity. The

council's membership shall consist of the following members, who
shall be selected

from a list of recommended appointees submitted by the president of
the Wisconsin

Society of Anesthesiologists, Inc., after the president of the Wisconsin
Society of

Anesthesiologists, Inc., has considered the recommendation of the
Wisconsin

Academy of Anesthesiologist Assistants for the appomtee
under par. (b), and who
shall be appointed by the medical examining board for 3-year terms:
(a) One member of the medical examining board.
(b) One anesthesiologist assistant licensed under s. 448.04 (1)

().

{¢) Two anesthesiologists.

{(d) One lay member.

SECTION 2. 448.015 (1) of the statutes is renumbered 448.015
(1d).

SECTION 3. 448.015 (1b) of the statutes is created to read:
448.015 (1b) "Anesthesiologist" means a physician who has
completed a

residency in anesthesiology approved by the American Board of
Anesthesiology or

the American Osteopathic Board of Anesthesiology, holds an
unrestricted license,

and is actively engaged in clinical practice.

- SECTION 4. 448.015 (1¢) of the statutes is created to read:
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14 448.015 (1¢) "Anesthesiologist assistant” means an individual
: licensed by the '
15 board to assist an anesthesiologist in the delivery of certain medical
' care with
16 anesthesiologist supervision.
17 SECTION 5. 448.02 (1) of the statutes is amended to read:
18 448.02 (1) LICENSE. The board may grant licenses, including
: various classes
19 of temporary licenses, to practice medicine and surgery, to practice
perfusion, to
20 practice as an anesthesiologist asmstant, and to practice as a
physician assistant.
21 SECTION 6. 448.03 (1) (d) of the statutes is created to read:
22 448.03 (1) (d) No person may practice as an anesthesiologist j
assistant unless-
23 he or she is licensed by the board as an anesthesmloglst assistant. ‘
24 SECTION 7. 448.03 (2) (¢) of the statutes is amended to read: ]
1 448.03 (2) () The activities of a medical student, respiratory
care student,
2 _ perfusion student, anesthesiologist assistant student, or physician
assistant student
3 required for such student's education and training, or the activities of
a medical
4 school graduate required for training as required in s. 448.05 (2).
5 ' SECTION 8. 448.03 (2) (e) of the statutes is amended to read:
6 448.03 (2) {e) Any person other than a physician assistant or
an
7 anesthesiologist asgistant who is providing patient services as
directed, supervised |
8 and inspected by a physician who has the power to direct, decide and
- oversee the
9 implementation of the patient services rendered.
10 SECTION 9. 448.03 (2) (k) of the statutes is amended to read:
11 448.03 (2) (k) Any persons, other than physician assistants,
anesthegiologist
12 assistants, or perfusionists, who assist physicians.
13 SECTION 10, 448.03 (3) (g) of the statutes is created to read
14 448.03 (8) (g) No person may designate himself or herself as
an
15 "anesthesiologist assistant” or use or assume the title
"anesthesiologist assistant” or
16 append to the person's name the words or letters "anesthesiologist
 assistant" or :
17 "A.A." or any other titles, letters, or designation that represents or
may tend to '
18 represent the person as an anesthesmloglst assistant unless he or she
is licensed as
19 an anesthesiologist assistant by the board. An anesthesiologist
149
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assistant shall be

20 clearly identified as an anesthesiologist assistant.

21 SECTION 11. 448.03 (7) of the statutes is created to read:

22 448.03 (7) SUPERVISION OF ANESTHESIOLOGIST ASSISTANTS.

' An anesthesiologist

23 may not supervise more than the number of anesthesmloglst
assistants permitted

24 . by reimbursement standards for Part A or Part B of the federal

. Medicare program

25 under Title XVIII of the federal Social Securlty Act, 42 USC 1395 to
1395hhh.

1 SECTION 12. 448.04 (1) (g) of the statutes is created to read:

2 . 448.04 (1) (g) Anesthesiologist assistant license. The board

‘ shall license as an

3 anesthesiologist assistant an individual who meets the requirements

, for licensure

4 under s. 448.05 (5w). The board may, by rule, provide for a temporary
license to ‘

5 practice as an anesthesiologist assistant. The board may issue a
temporary license

6 to a person who meets the requirements under s. 448.05 (5w) and who
is eligible to

7 take, but has not passed, the examination under s. 448.05 (6). A
temporary license

8 ' expires on the date on which the board grants or denies an applicant
permanent

9 licensure or on the date of the next regularly scheduled examination

' required under

10 s. 448.05 (6) if the applicant is required to take, but has failed to apply
for, the

11 examination. An applicant who continues to meet the requirements
for a temporary

12 license may request that the board renew the temporary license, but
an

13 anesthesiologist assistant may not practice under a temporary license
for a period

14 - of more than 18 months.

15 SECTION 13, 448.05 (1) (d) of the statutes is amended to read:

16 448.05 (1) {(d) Be found qualified by three-fourths of the
members of the board,

17 except that an applicant for a temporary license under s. 448.04 (1) (b)
1..and 3. and,

18 (e)._and (g) must be found qualified by 2 members of the board.

19 SECTION 14. 448.05 (5w) of the statutes is created to read:

20 448.05 (w) ANESTHESIOLOGIST ASSISTANT LICENSE. An
applicant for a license

21 to practice as an anesthesiologist assistant shall submit evidence
satisfactory to

22 board that the applicant has done all of the following:
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23 (a) Obtained a bachelor's degree.
1 (b) Satisfactorily completed an anesthesiologist assistant
_ program that is
2 accredited by the Commission on Accreditation of Allied Health
Education
3 : Programs, or by a predecessor or successor entity.
4 (c) Passed the certifying examination administered by, and
obtained active
5 certification from, the National Commission on Certification of
Anesthesiologist
6 Assistants or a successor entity.
Down ' '
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State of Wisconsin
Department of Safety & Professional Services

AGENDA REQUEST FORM

1) Name and Title of Person Submitfing the Request: .| 2) Date When Request Submitied:

will be considered latg if submitted aftef:4:30,§.:m. and less ]
10 work days before the meeting for Medical Board
14 work days hefore 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?
February 15,2012 X  Yes Informational Items ‘
0 No
7) Place ltem in: ' 8) Is an appearance before the Board being 9) Name of Case Advisor(s), if required:
x  Open Session scheduled? If yes, who is appearing?
] Closed Session T No (name)
] Both

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

Review and decide if any of the topics should be added to a future agenda.

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
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JMR LEGISLATIVE AND REGULATORY NEWS

Jonathan Jagoda
FSMB Policy and Government Relations Associate

Maegan Carr Martin, J.D.
FSMB State Policy and Government Relations Associate

Special Report: Prescription
Drug Abuse

Prescription drug abuse — particularly abuse of
opioid pain medication —continues to grow as a
serious health threat in the United States, posing
- significant issues for regulatory agencies. The

. U.S. Centers for Disease Control recently repbrted
that the number of annual deaths from overdoses
of opioids nearly quadrupled between 1999 and
2008 —reaching nearly 15,000 deaths in 2008.

News coverage has sparked growing awareness
and increased activity among legislators and regu-
latory agencies to address the issue. State and
national lawmakers and health policy officials have
been crafting legislation and regulation intended
to curb misuse while remaining sensitive to the
legitimate needs of Americans who rely on these
powerful drugs to manage both short-term and
chronic pain. The unique considerations that must
be balanced in forging policy have resuited in a
wide range of proposals and enactments.

This update provides a sampling of recent activities
throughout the United States.

Congress Introduces Pill Mill Legislation

The Pill Mill Crackdown Act of 2011 has been
introduced with bipartisan support in both the U.S.
House of Representatives (H.R. 1065) and U.S.
Senate (S. 1760). This legislation would double
the prison sentence and triple the fines for illegal
distribution of controlled substances, as well as
use seized assets to fund drug treatment programs
and state drug-monitoring databases.

' Senate Discussing VA Measures Aimed at
Drug Monitoring
The Senate Committee on Veterans Affairs reported
favorably on The Veterans Programs Improvement
Act of 2011 (8. 914), which includes a provision to
authorize the VA to disclose prescription drug data
to state prescription drug monitoring programs.

&

State Legislators and Policymakers Push for
Education, Awareness-Building Measures

Many states are seeking to address the educational
disparities prevalent among practitioners, the
nublic, and policymakers alike. In New York,

8B 2723 has been introduced, which establishes

" a state chronic pain management education and

tralhing council. The council would be empowered
to provide technical information and guidance to
health care professionals to encourage better coor
dinated care in the treatment or elimination

of chronlc pain experienced by patients.

New Mexico, in its passage of HM 77, and West
Virginia, in its introduction of SB 283, are exploring
the prescription drug problems plaguing their

THE U.S. CENTERS FOR DISEASE CONTROL
RECENTLY REPORTED THAT THE NUMBER OF
ANNUAL DEATHS FROM OVERDOSES OF
OPIOIDS NEARLY QUADRUPLED BETWEEN
1999 ANDlZOOB—%REACHlNG NEARLY

15,000 DEATHS IN 2008.

states through the creation of prescription drug
task forces. In West Virginia, where creation of the
Unintentional Pharmaceutical Drug Overdose Fatality
Review Team has been proposed, Iawm_akers are
seeking to examine, review, and analyze the deaths
of all individuals in West Virginia who die as a result
of unintentional prescription or pharmaceutical
drug overdose. New Mexico’'s HM 77 creates a task
force to study the issues resulting in increasing rates
of addiction and deaths due to accidental over-
dose of prescription drugs, review the programs

-and rules promulgated by the agencies intending

to address the rate of addiction and accidental
deaths, and report its findings and legisiative
recommendations to the legislative health and
human services committee.
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in the medicat classroom. A drawback of this
approach is that it may bring medical legal con-
cerns in certain states.

Summary

Medical education is very consciously moving

into the realm of ethics and professionalism; col-
laboration with state medical boards offers a new
frontier for instilling medical professionalism in
students. As healthcare professionals face increas-
ingly complex ethical issues in practice, it becomes
even more important for two of the institutions
that have the most interaction with individuals on
these terms — state medical boards and medical
schools—to collaborate on methods for producing
more ethical, conscientious physicians. We encour-
age state medical boards to reach out to medical
schools to develop these partnerships on their

own. Attendance by medical students at state medi-

cal board disciplinary hearings is just one way to
achieve this goal. As more of these programs grow,
it is clear that more research needs to be imple-
mented to chart their effect on students.
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This press release and the report, “Reducing Wisconsin’s Prescription Drug Abuse:
A Call to Action,” are embargoed for release until January 30, 2012

Contacts:
Michael Waupoose, Chair, {608) 278-8200
State Council on Alcohol and Other Drug Abuse

Dorothy Chaney, Chair, (715) 221-8408
State Council on Alcohol and Other Drug Abuse
Prevention Committee Controlled Substances Workgroup

Cheryl Wittke, Executive Director, (608) 256-6713
Safe Communities of Madison/Dane County

The release of this report is being coordinated with the. Safe Communities Drug
Poisoning Summit: Stop the Overdose Epidemic, held January 30, 2012, 8:00 AM — 4:00
PM, at the American Family Insurance Headquarters Training Center, 6000 American
Parkway, Madison, Wisconsin, To schedule interviews, please contact Dorothy Chaney.

State Council on Alcohol and Other Drug Abuse
Releases Report on Reducing
Wisconsin’s Prescription Drug Abuse

MADISON - Afier a year of study, the State Council on Alcohol and Other Drug
Abuse today released its report, “Reducing Wisconsin’s Prescription Drug Abuse: A Call
to Action.” The mission of the Council, created by the Wisconsin Legislature, is to
enhance the quality of life for Wisconsin citizens by preventing alcohol and other drug
abuse and their consequences through prevention, treatment, recovery, and enforcement
and control activities.

The report is being released in conjunction with a summit on drug poisoning,
“Stop the Overdose Epidemic,” that begins today in Madison. “Drug overdose and related
deaths are a very alarming trend throughout the state,” said Michael Waupoose, Council
chair. “This report offers timely recommendations for preventing further harm and
death.” ' '

-MORE-

http://www.scaoda.state wi.us/

156




According to Safe Communities of Madison/Dane County, Summit sponsors,
poisoning is now Dane County’s number one cause of injury death, surpassing motor
vehicle crashes. “Some 85% of these poisoning deaths are caused by misuse or abuse of
prescription, over-the-counter or illicit drugs, said Cheryl Wittke, Safe Communities
Initiative executive director. “Of particular concern are opiate pain medications. These
represent a significant proportion of deaths and non-fatal poisonings, can be over-
prescribed and can lead to dependence and abuse.”

Communities across Wisconsin report that problems associated with the misuse of
prescription narcotics, such as oxycodone and hydrocodone, as well as with illegal
narcotic substance, such as heroin, are on the rise. In 2009, 5.5 million prescriptions
were dispensed each month in Wisconsin, including all prescription medications and
refills. “With-such an abundant supply of medication in society, it is not a surprise that
prescription medications are commonly misused, abused and diverted for non-medical
use,” said Dorothy Chaney, Council workgroup study committee chair. Some 20.6
percent of Americans have abused prescription drugs in their lifetimes and the costs for
health care, criminal justice and societal costs are high.

Proper disposal of unused or expired prescription drugs is also problematic in
Wisconsin, according to Chaney. “Disposal of unused or expired prescription drugs
should never be flushed down the toilet or sink, nor should they end up in our landfill,”
she said. “Those medications could have an impact on our environment by contaminating
our waterways and potentially our drinking water. For proper disposal, individuals should
contact their local law enforcement agency or health department.”

The report has identified recommendations around eight broad areas that, if
implemented, would significantly reduce prescription drug abuse in Wisconsin. These
recommendations are related to fostering healthy youth; community engagement and
education; health care policy and practice; prescription drug medication distribution and
disposal; law enforcement and criminal justice; surveillance system; and providing early
intervention, treatment and recovery across the lifespan. '

The report estimates that a minimum of $1.3 million would be needed to
implement the Council’s recommendations. The report concludes that funding to support
these recommendations could be achieved through a two-cent surcharge on each
presctiption filled in Wisconsin. The Henry Kaiser Family Foundation estimates that
some 66 million retail prescriptions were written in Wisconsin in 2009, or approximately
5.5 million prescriptions per month. Total retail sales of prescription drugs filled at
pharmacies in the state in 2009 are estimated at $3.9 billion. The report recommends that
pharmaceutical companies be more active in preventing abuse of their products.

-MORE-
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According to the report, Wisconsin is making strides in establishing a Prescription
Drug Monitoring Program and permanent drop-off locations for prescription drug
disposal, and is increasing community participation in national and state prescription
“take back” events, such as those sponsored by the Drug Enforcement Administration.

To view the report, visit the State Council on Alcohol and Other Drug Abuse website:
http://www.scaoda.state.wi.us.

HiH
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“..{ Reducing Wisconsin's Prescription Drug Abuse: A Call to Action - January 2012

_ Controlled Substances Workgroup
,. Recommendation Summary

#e Priority Area: Fostermg Healthy Youth

RecoMmeNDaTION 1: Support communities to foster healthy youth

= Priority Area: Community Engagement and Education

RECOMMENDATION 2: Launch a public outreach and education campaign.

RECOMMENDATION 3: Support community coalitions as the vehicle through which communities will
successfully prevent and reduce prescription drug diversion, abuse and overdose
deaths.

i Priority Area: Health Care Policy and Practice

RecoMmENDATION 4: Mandate education and training for health care professionals.
RECOMMENDATION 5: Ensure that chronic pain sufferers have safe and consistent access to care.
RecoMmenparion 6: - Establish standard prescribing practices for urgent care and emergency departments.

RECOMMENDATION 7: Develop standard screening methodologies for drug-testing labs to use in detecting
the presence of drugs to include all commonly misused opioids, benzodiazapines,
psychostimulants, and related agents, and ensure that drug-testing methodologies
used in clinical settings and in post-mortem settings (inciuding the State Crime Lab
system) are aligned in order to generate the most consistent and useful data.

RECOMMENDATION B: Develop a standard set of treatment protocols for Opioid Treatment Programs (OTPs).

RecomMmmDaTION 9: Establish guidelines to reduce the diversion of prescription drugs by those who
handle prescription medications in the course of their daily work.

Recommenparion 10:  Equip healthcare providers and first responders to recognize and manage overdoses.

Recommenoarion 11:  The Wisconsin Dental Association and Wisconsin Dental Examining Board should
endorse the findings of the Tufts Health Care Institute Program on Opioid Risk
Management and the School of Dental Medicine, Tufts Umvermty

. Priority Area: Prescription Medication Distribution

Recommenpaion 12:  Convene a workgroup to develop recommendations to increase security measures in
' the dispensing of prescriptions for controlled substances.

RecomMenparion 13:  Implement a system to ensure that, for controtled substance prescriptions, patients
' are identified in a manner similar to picture identification as reqmred to obtain
. pseudoeffedrine.

RecommenpaTion 14:  Support a system that increases security and traceability of controlled substances
from manufacturer to patient.

= Priority Area: Prescription Medication Disposal

Recommmarion 15;  Establish a coordinated statewide system for providing secure, convenient dispesal
of consumer medications from households.

Recoummvparon 16:  Integrate medication collection with the Wisconsin Drug Repository.

Recommennamion 17:  Create an infrastructure for the destruction of dmgs in compliance with state and
federal environmental regulations.

W;sconsm State Council on Alcohot and Other Drug Abuse | 1 West Wilson Street, F. 0. Box 7851 | Mad.mun Wisconsin 53707-7851
-32-
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RecomMENDATION 18:

RecoMMenpamion 19:

Recomuenparion 20;

RecoMMENDATION 21:

Controlled Substances Workgroup
Recommendation Summary (continued)

Identify the causes for prescription drug waste and implement proactive solutions.

Identify sustainable means for funding collection and disposal in cooperation

with key stakeholders including pharmaceutical producers, local governments, law
enforcement, waste management companies, health care providers, pharmacies and
COnsumers,

Establish a system for effective disposal of consumer medications in all care
programs and facilities which complies with state and federal waste management
laws,

Establish regulations that would permit registered nurses, employed by home
health agencies and hospices, to transport unused medications, including
controlled substances, to designated drug drop-off and disposal facilities, so that
when patient medications are no longer needed, such nurses are allowed by law to
assist in their safe destruction.

S~ Priority Area: law Enforcement and Criminal Justice

RECOMMENDATION 22:
RecoMMeNDATION 23;
RecoMmMENDATION 24:

Build bridges between law enforcement and community-based prevention efforts.
Make drugged driving a priority issue.
Support drug courts,

@ Priority Area: Surveillance System

REcoMMENDATION 25:
RecoMmenpation 26:

RECOMMENDATION 27

RecoMMENDATION 28:

Design and implement an electronic Prescription Drug Monitoring Program (PDMP).

Develop a community early warning and monitoring system that tracks use and
problem indicators at the local level.

Develop a community monitoring and early warning and momtonng system that
tracks overdoses at the local level.

Improve consistency in reporting drug use and abuse across the state,

®= Priority Area: Early Intervention, Treatment & Recovery Across Lifespan

RecoMMENDATION 29:
RecommenpaTion 30:

RecomMmenparion 31:

REcOMMENDATION 32:

Establish quidelines to screen for substance use in all health care settings.

Promote and support evidence-based screening and early intervention for mental
health and substance abuse.

Integrate high quality medication management and psychosomal interventions for
substance use disorders so that both are available to consumers as their conditions
indicate.

Make addiction treatment and recovery support services avaitabte both on a stand-
alone basis and on an integrated basis with primary health care services, as well as
in other relevant community settings.

Wisconsin State Council on Alcohel and Other Drug Abuse | 1 West Wilson Street, R.0. Box 7851 | Madison, Wisconsin 53707-7851
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| ‘. e w4, . Agencies Have Begun Coordinating Education
' lghllghts Efforts, but Need to Assess Effectiveness

_ghllghts of GAO-12-115 a report to o
ngressional requeslers L

What GAO Found

Key measures of prescription pain reliever abuse and misuse increased from
2003 to 2009. The largest increases were in measures of adverse health
nited States is in the ml_dst ofan consequences such as emergency depariment visits, substance abuse treatment
pidemic of prescription drug 0V€fd089 + admissions, and unintentional overdose deaths, though increases were not
eaths, with deaths associated with .=~ consistent across all measures. Federal officials suggested that increasing
scription pain refievers of partlcular © availability of prescription pain relievers and high-risk behaviors by those who
once_'{n TP _address th's |$sue federal . ahyse or misuse the drugs, such as combining prescription pain relievers with
other drugs or alcohol, likely contributed to the rise in adverse health
conseguences, though data about the reasons for the increases are limited.

The Food and Drug Administration (FDA), the National Institutes of Health (NIH),
and the Substance Abuse and Mental Health Services Administration (SAMHSA)
use a variety of strategies to educate prescribers about issues related to
prescription pain reliever abuse and misuse, but officials told us that more
education is needed. The strategies used include developing continuing medical
education programs, requiring training and certification in order to prescribe
certain drugs, and developing curriculum resources for future prescribers. The
Office of National Drug Control Policy (ONDCP) is working to develop a
legislative proposal to require education for prescribers registering with the Drug
Enforcement Administration (DEA) fo prescribe controlled substances. Officials
from some agencies said such a requirement would ensure all prescribers were
starting from the same baseline of knowledge.
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In their efforts to educate the public about prescription pain reliever abuse and
misuse, DEA, FDA, NIH, ONDCP, and SAMHSA used almost all of the key
practices for developing their consumer education efforts. Agencies varied in how
they used the key practices when developing these efforts, which varied in size,
scope, and duration. Alt agencies established metrics to monitor the
implementation and functional elements of their educational efforts, but only two
agencies have established or are planning to establish metrics to assess the
impact of their efforts on audiences’ knowledge, attitudes, and behavior. Without
outcome evaluations, federal agencies have limited knowledge of how effective
their efforts are in achieving their goals—in this case, reducing prescription pain
reliever abuse and misuse.

Among federal initiatives to educate prescribers and the public about prescription
pain reliever abuse and misuse, GAO found several instances of agencies
engaging in similar efforts, directed at similar target audiences and using similar
mediums. Officials said that these similarities in public education efforts are
beneficial in addressing prescription drug abuse and misuse because having
multiple, reinforcing messages about the same subject is valuable in public
health communications and because federal agencies provide slightly different
perspectives on the issues surrounding prescription drug abuse and misuse.
Likewise, the prescriber education programs GAOQ identified, though simitar, are
different in content and focus. Though these similar programs have the potential
to be duplicative if not effectively coordinated, federal agencies have recently
begun to coordinate their educational efforts. Nevertheless, federal agencies
have missed opportunities to share lessons learned and pool resources among
similar education efforts.

Htact: Marma Crosse at 202), 512-71 14
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SR United States Government Accountability Office

162




Doctor, Did You Check Your Checklist? - Kaiser Health News : Page 1 of 8

KH

'KAISER HEALTH NEWS

Doctor, Did You Check Your Checklist?

TOPICS: DELIVERY OF CARE, HEALT_H COSTS, HOSPITALS
By BARA VAIDA
JAN 30, 2012

This story was produced in coliaboration with WASHIGTONINK

When Frances Barnes had a stroke in August 2008, she was taken by ambulance to Howard
University Hospital. The 80-year-old grandmother was there for about two weeks when she began
complaining about pain in her legs. Her daughter Althea Hart pulled back her mother’s blankets and
noticed a strange odor. ' '

Hart thought the smell was coming from the compression stockings wrapped around Barnes’s legs to
help with circulation, so she took them off. She found that her mother’s left foot had tumed black.

Hospital staff had failed to follow physician orders, which required taking off the compression
stockings after each shift for at least 30 minutes, according to a DC Department of Health
investigation.

"We called a nurse right away, and they tried to heal her infection," says Patricia Moss, another of
Bames's daughters. "But they couldn.”

i Barnes’s family moved her to Providence Hospital in
8 Northeast DC, where she had to have her lower leg

I amputated. Barnes moved to a nursing home, where she
B continued to get infections; she died at Providence in
&l February 2009, five months after her foot turned black.

| Barnes left behind eight children, 15 grandchildren, and
¥2 16 great-grandchildren. Moss filed a lawsuit against
' Howard University Hospital. The case was settled last
. year, but details weren't made public and the hospital
denied liability.

"I miss her every day," Moss says. "She was doing okay
until she went to Howard. She had no ulcers and no
sores. Her feet were okay.” If it weren't for the infection,
Moss says, her mother might still be alive.

Photo by Keith Alstrin

As sad as Barnes’s story is, it's far from an isolated event. Alarms have been sounding for more than
a decade, ever since the Institute of Medicine — the health arm of the National Academy of Sciences
— estimated that as many as 100,000 people a year were dying in US hospitals due to preventable
errors. '
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Despite those warnings, the situation has gotten worse. In 2010, the federal government estimated
that faulty medical care contributed to the death of about 15,000 Medicare patients per month. By
these measures, faulty hospital care is one of the leading causes of death, behind heart disease and
| cancer.

Why haven't hospitals made more progress on patient safety? The reasons are multiple and complex,
but they boil down to the fact that hospitals are hierarchical organizations resistant to change, they
haven’'t done enough to create environments in which patient safety is a priority, and they've been
reluctant to share patient-safety data with the public.

!' Even getting full compliance on basic safety standards, such as washing hands, has proved elusive
because hospitals are busy, high-stress places full of distractions.

"We are humans and are destined to make mistakes," says Nancy Foster, vice president of quality
and patient-safety policy at the 5,000-member American Hospital Association. "The question in health
care is: Can we design processes and have them in place so when an individual makes a natural
mistake, that mistake doesn't result in harm to patients?"

| spoke with a dozen hospitals in the region to ask what they're doing to
address patient safety. All are working on strategies—including using How Safe Are Our
checklists to ensure that hospital employees consistently follow safety Hospitals?
standards, ramping up pressure on employees to wash their hands,
flattening hierarchies to improve communication between doctors and

The Centers for Medicare and
Medicaid Services and the state

nurses, designing equipment to reduce errors, and digitizing patient of Maryland have rated patient
records. safety at hospitals in the District

. 3 . of Columbia, Maryland and
Five hospitals — Georgetown, Holy Cross, Inova Fairfax, Shady Grove Virginia.

Adventist, and Suburban — opened their doors to me to provide a fuller
picture of what they’re doing regarding patient safety. All five say they've
improved but have more to do.

On September'22, 2010, Nadege Neim, a 28-year-old married medical student, was admitted-to
Baltimore's St. Agnes Hospital to have a cyst on her left ovary removed. Neim's doctor removed her
right ovary and fallopian tube, according to a lawsuit she filed.

The case highlights a persistent problem: A smali number of surgeries are conducted on the wrong
body part. Neim didn't know about her doctor's alleged error until a month later, when she went to
Howard County General Hospital's emergency room complaining about right pelvic pain and learned
that her right ovary had been removed and that the cyst on her left ovary remained. Neim is now at
risk for infertility. '

" felt so violated," she said in a statement. "I can’t believe my doctor did this to my family and my
future."

The doctor, Maureen Muoneke, has filed a response to the suit denying liability, according to the
plaintiff's attorney.

There are safety measures in place designed fo prevent such mistakes. Since 2004, the Joint
Commission, the organization that accredits American hospitals, began requiring doctors and nurses
to follow a short checklist called the “universal protocol” as a way to eliminateé wrong-site surgeries.
Before an operation, hospital staff are supposed to verify and mark the part of the body {o be
operated on, and surgical staff are supposed to take a time-out right before the surgery to ensure
they’re operating on the correct part of the body. -

Yet wrong-site surgeries keep happening—as often as 40 times a week in US hospitals and clinics,
according to the Joint Commission. Patient-safety experts aren’t sure why, but they think it's related
to increased time pressures in health care as well as doctors’ tendency to underestimate their
vulnerability to error.
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"There is this conspiracy of exceptionalism" in the culture of health care, says Carol Haraden of the
Institute for Healthcare Improvement, a Cambridge, Massachuseits—based nonprofit.

Because of the hierarchical nature of hospitals, in which the senior doctor is the leader, there often
hasn’t been a culture of collaboration and teamwork, Haraden says. That's been an obstacle to
improving patient safety, because while doctors are expected to be confident about their decisions,
they also have to accept that oversights can happen and that sometimes a nurse or another

colleague might know better.

Haraden, who travels the world speaking to doctors and hospitals about changing their culture, says
the only way to get people to change is by showing them data that underscores how standards and
teamwork reduce errors. Then leaders of hospitals have to make it clear that they expect their staff to
follow the protocols, and hospitals need to report information about errors so the public can compare

their safety records.

"This is a very, very new set of learning and behavior expectations that haven't been true in health
care,” Haraden says. "It takes time. We have to have this conversation over and over agam with

every person."

Learning 'Dumb’ Checklists

Some of the data Haraden uses in her talks comes from Atul Gawande’s 2009 book, The Checklist
Manifesto: How to Get Things Right, in which Gawande, a surgeon at Brigham and Women's Hosplta!
in Boston, ponders his own faliibility and explores how to help others in health care.

"Avoidable failures are common and persistent, not to mention
demoralizing and frustrating,” Gawande writes. "We need a different
strategy for overcoming failure. And there is such a strategy—though it
will seem almost ridiculous in its simplicity, maybe even crazy to those of
us who have spent years carefully developing ever more advanced skills
and technologies. It is a checklist.”

To create his list, Gawande looked to the aviation industry, a high-risk
sector that has become reliably safe in part because everyone uses
checklists. The military began using aircraft checklists in the 1940s when
the complexity of planes reached the point that pllots couldn’t remember
every step needed to fly the plane.

As Gawande describes it, the checklist included seemingly "dumb” things
such as making sure brakes were released, doors and windows were
shut, and instruments were set. But when something becomes habitual
and mundane, it's easy to forget. And overiooking any of those steps
could cause a plane to crash.

Today there are multiple checklists for each aspect of airplane operation,
including what to do if something goes wrong, such as an engine failure
during flight.

Aviation checklists also encourage discussion and spread power among
those in charge, creating a sense of teamwork. Assisting pilots participate
in checklists and are encouraged to question their commanding officers if
they sense there's danger. The idea is that there’s "wisdom in the group”
over the individual, writes Gawande: "Man is fallible, but maybe men are
less so."

h‘;tp://www.kaiserhealthnews.0rg/St0ries/201 2/January/3 O/Hc_)spital-Checklist-mainbar.asp. "

What You Can Do

Here's what Consumer Reports
and Dr. Peter Pronovost, senior
vice president for patient safety
and quality at Johns Hopkins
Medicine, say patients can do to
keep themselves safe when
they go to a hospital.

Do your homework. Go fo the
Web sites Hospital Compare
and the Joint Commission
and look up hospitals in your
Zip code. Based on that
information, ask your doctor
which ones they trust.

Ask a malpractice lawyer
which hospitals are safe.

Find out if the procedure
you're having is one that both
your physician and the
hospital do often. “You don’t
want a doctor or hospital that
dabbles in your procedure,”
Pronovost says.

Ask if the physician and
hospital use a checklist.

When you go to the hospital,
have a list of all your
medications and medical
problems and give it to the
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Gawande took what he had learned from the aviation industry and worked
on a checklist that covered mundane but essential tasks and fostered
communication. He developed the list with other doctors through the
World Health Organization, and the tool was deployed in eight hospitals
worldwide in 2008. The results were telling. Hospitals that adopted his
checklist reported a 36-percent drop in major surgical complications and a
47-percent decline in deaths, according to Gawande. :

The hospitals reported that the list provided backup protection against
lapses in memory due to fatigue or distractions. It also encouraged
preoperative discussions, which came in handy when the unexpected
occurred during surgery. "No one checklist could anticipate all the pitfalls,”
Gawande says, s0 just having hospital staff stop to talk through a case
and its potential challenges reduced complications and deaths.

Relying On Lists, Not Memory

Dr. Michael Zenilman, regional director of surgery at Johns Hopkins
Medicine in the National Capital Region, says physicians have resisted
using checklists because “we believe we are different from the rest of the
world.” But Gawande’s book has helped change minds.

Page 4 of 8

doctors and nurses caring for
you.

Ask if physicians and nurses
have washed their hands
before they touch you. You'
may feet uncomfortable
asking this, but it's for your
own safefy.

If you have an invasive device
in your body, such as a
catheter, either you or a

- family member or a friend

should ask every day if you
need to have it in your body
and when it can be taken out.

Bring a friend or family
member with you to be your
advocate, ask questions, and
record the answers.

Suburban Hospital began implementing a checklist in early 2011 just before Zenilman arrived in his
job to align surgical care at Bethesda’s Suburban, DC’s Sibley, and Howard County General Hospital.

All three belong to the Johns Hopkins Health System. ‘

To demonstrate how a checklist is used, Zeniiman invited me to watch a gallbladder surgery last

August. :

Suburban's checklist is modeled on the one Gawande developed with the WHO. It has three parts:
one to be completed right before the patient is anesthetized, one right before the patient is opened,
and one before the patient is wheeled out of the operating room. Each part provides moments for

staff to stop and talk about potential problems.

The first part includes a confirmation of the patient's name, the type of procedure, whether the
surgery site has been marked, and whether the anesthesiologist has any concerns. The second
includes identification of the patient again and an introduction of everyone operating on the patient
that day, plus ten other items such as what time an antibiotic was administered. The last part asks if
there have been any equipment failures during the surgery, what tissue specimens have been taken
during the operation, and whether all surgical equipment has been accounted for to ensure that
nothing is left inside the patient. Each section is supposed to take about a minute to complete.

On the day of the surgery, each part of the checklist was encased in a plastic sheet and posted on a
wall near the operating table. The circulating nurse that day, Megan Dinsmore, called out each item

on the list and then used a black marker to check them off.

" did a checklist before, but it was by memory," Dinsmore said. "This is much easier."

But she left on a break about halfway through the surgery and was repiaced by Jessica Moscati. At
the end of the operation, the patient was wheeled out of the room, and no one had checked off the

third part of the list on the wall.

When 1 asked her why, Moscati told me she had conducted the third part b_f the checklist orally —
including the count of instruments used in the surgery. Zenilman said he wouldn't have been
permitted to finish his surgery until the instruments were counted. When pressed on why they didn't

_physically complete the checklist, Moscati said: "We should have.”

http://mvw.kaiserhealthnews.0rg/St0ries/2012/January/3O/Hospital~Check1ist-mainbar.asp... 1]/?192012
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In a follow-up interview, Zenilman came to Moscati’s defense. "What the checklist is doing is putting
in writing a process of events that are already happening," he said. "You saw the third part is making
sure the pathology report is sent off and making sure the count is right. Those things were done.”

Hospitals that don’t follow their own patient-safety protocols 100 percent of the time can't get to 100-
percent safety, says Jeffrey Selberg, chief operating officer of the Institute for Healthcare
Improvement, a nonprofit in Cambridge, Massachusetts. "If Suburban’s process dictates that they
document on the checklist, then they need to document on the checklist,” Selberg says.

mNhat shouldn't be lost.” he adds, "is that Suburban was willing to have you observe and you felt you
could call them out and have a dialogue about it. That is great. | think it's terrific that the nurse said,
"We should have done the checklist.' That speaks well of them."

To get to 100-percent compliance, Selberg says, hospital staff have to feel free to talk about mistakes
and what they learned from them.

Stopping Infections With A Marker

For a long time, nHany health-care providers believed it was inevitable that some sm‘all percentage of
intensive-care patients would get infections after the insertion of a tube, catheter, or ventilator, often
for multiple days, to keep them alive. S

But Peter Pronovost, senior vice president for patient safety and quality at Johns Hopkins Medicine in
Baltimore, proved them wrong. Dr. Pronovost began using a checkdist at Johns Hopkins that led to a
90-percent drop in bloodstream infections in the hospital’s intensive-care units and that in some
cases got the infection rate to zero. '

Pronovost's checklist has five items: wash hands; clean the patient's skin with antiseptic; put a sterile
draping over the patient; wear a mask, hat, sterile gown, and gloves; and put a sterile dressing over -
the insertion site once the tube is in. '

Gawande's The Checklist Manifesto details how Pronovost worked with hospitals in Michigan in a
study published in 2006 on using a checklist in ICUs. The hospitals reported a 86-percent drop in
infections, and many got their infection rates to zero.

Joanne Ondrush, a critical-care physician at Inova Fairfax Hospital, was inspired by Gawande's book
and talked her colleagues into reading it. She then worked with doctors and nurses in the intensive-
care unit to create a checklist in 2010 for Inova Fairfax’s ICUs that's used when doctors and nurses
talk about patients on rounds.

"The biggest resistance to this was that it's more work for someone who is already stressed and
busy," Dr. Ondrush says. "But when people saw that it could be implemented with minimal change in
the workflow, it was adopted in a relatively short period of time."

Inova's Medical Surgical ICU—one of nine full-time ICUs at the hospital—keeps track of its infections
on a whiteboard in the staff lounge. The board is next to the refrigerator so that everyone tracks their
progress. Each time a patient gets an infection, the doctors and nurses hold a "huddle" in which they
discuss the cause. Then someone posts a brief explanation on the wall about how the infection
occurred so everyone can learn from what happened.

In September, the Medical Surgical ICU showed that there had been six infections since the start of
the year. o

"Zero is always our goal," Ondrush says. "But zero isn’t sustainable [forever] because we are dealing
with sick people and there are going to be variables that are out of control. You can do every checklist
and everything right and the patient is still going to develop an infection.” -

. Questioning Their Superior
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On an early August morning, 200 Georgetown Medical School students gather for coffee, bagels, and
a talk on patient safety. Doctors haven't traditionally been trained to see patient safety as one of their
priorities. That's changing.

Dr. Stephen Evans, chairman of surgery and the leader of patient safety at Georgetown University
Hospital, moves to the lectern and begins with a question. '

"When patients get admitted to the hospital, what is it that a patient wants?" He calls on a student at
the table in front him, who answers: "To get cured?"

"No," Evans says.
The student tries again. "To feel safe?"

Evans nods. "They want to feel safe first," he says. "After they feel safe, they want to be cured of
what ails them."

Evans stresses that every medical student and soon-to-be doctor plays a key role in keeping a 'patient
safe.

"So what does that mean? If you are in a room and the attending physician walks in and doesn't wash
his hands, you — not anyone else, you — can flatten the hierarchy. You say, ‘Excuse me, Dr. Evans.
You forgot to wash your hands going into the room. Would you mind? | think it's important for patient
safety.™ _

The room erupts in nervous !aughter, as it does every time Evans gives this lecture. The reason, he
says, is that he's telling students fo question their superior—something that hasn't historically been
part of med-school curriculums.

"I'm not laughing," Evans telis the students. "You have to be in a position where you can tap someone
* on the shoulder regardless of their level, age, or hierarchy so the best care is delivered to the patient.”

The Association of American Medical Colleges, the group that speaks for the nation’s medical
schools, is encouraging schools to emphasize patient safety and to push new physicians to think in
teams. Doctors are also being trained in the importance of washing their hands, something that
seems obvious but wasn’t part of med-school discussions in the past.

"Previously it was just how to treat a patient and how to take out a gallbladder,” Evans says. "Now we
“have tons of data showing how many near misses and mistakes and errors occur, and so we try to
make that painfully transparent to everyone."

Preventing 'Near Misses'

Examining the underlying factors in "near misses" and errors — known in engineering as a "root
cause" analysis—is also a big change in health care. Terry Fairbanks, associate professor of
emergency medicine at Georgetown and a patient-safety expert, says that among the reasons
airlines are safe is that they track near misses and errors and -conduct root-cause analyses.

"In the history of health care, what do we do if anyone makes a mistake?" says Dr. Fairbanks, also
director of the MedStar National Center for Human Factors Engineering in Healthcare, a unit within
MedStar's hospital system that focuses on patient safety. (MedStar owns Georgetown Hospital and
eight others.) "We’d retrain them. We’d focus on the individual instead of recognizing that there are
certain things that people will make errors with" and redesign the system accordingly.

Georgetown encourages staff to report instances in which actions nearly caused harm or caused only

minor harm. These reports give an indication of where the hospital needs to bolster its processes fo .
prevent a serious injury.
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"In engineering, there are 600 misses for every adverse event," says Fairbanks. "You can build a
system to prevent those near misses from turning into an adverse event, but you have to know what
those near misses are.”

Sometimes what's found in analyzing an injury is that hospital staff aren’t following even the most
basic safety precautions. Infections are known to spread through poor hand washing, for example,
but hospitals continue fo struggle to get their staff to wash their hands as often as they're supposed
to. An estimated 1.7 million patients a year get infections in hospitals and 99,000 die from them,
according to the Centers for Disease Controf and Prevention.

At Shady Grove Adventist Hospital, the staff was 80 percent compliant with hand-washing rules and
couldn’t get that number higher until the hospital required employees to sign a letter committing to
washing their hands, says Skip Margot, Shady Grove's vice president of patient-care services. The
letter was then put into staff job-performance files. Compliance rose to almost 100 percent, Margot
says. (Shady Grove knows its compliance rate because it periodically secretly observes staff on hand
washing.) o

At Shady Grove and at Georgetown, sinks and hand sanitizers have been positioned to take into
account doctors' and nurses' workflows. Hand sanitizers are installed on walls near the entrance of
rooms, for example. "When [doctors and nurses] don’'t wash their hands, it isn't a conscious decision,"
‘Fairbanks says. "You get interrupted by a nurse with a question just as you were about to wash your
hands."

Georgetown says its hand-washing rate is 90 percent. Evans, the Georgetown pat'ientnsafety leader,
says that as of mid-2011, there was a big decrease in the hospital’s infection rate and other
complications, but he declines to give specific numbers. '

Digitzing Records For Safety

Another way hospitals are improving safety is by digitizing patient records. in September, the Joint
Commission listed Silver Spring’s Holy Cross as a top-performing hospital, one of only 405 in the
country to receive that ranking. No other hospital in the region made the list. Holy Cross was judged
on how well it foliowed recommended protocols for treating children’s asthma, heart attack, heart
failure, pneumonia, and surgical infection. :

Dr. Yancy Philtips, Holy Cross’s head of quality and care management, credits the hospital's
investment in electronic records. Every patient admitted now has a digital record, and seven full-time
employees comb through those records to determine if doctors and nurses are following safety

- protocols.

In mid-2010, just 15 percent of the nation’s acute-care hospitals had electronic health records,
according to the American Hospital Association. That number is expected to grow, as the government
has allocated billions of dollars to help hospitals and physicians invest in electronic records.
Georgetown and Inova Fairfax are both in various stages of rolling out electronic-records systems,
which they hope to complete in 2012. Suburban and Shady Grove installed systems in 2011.

Holy Cross, a member of Trinity Health, spent about $6 million on its electronic-records system, which
went live in September 2008. '

Lisa Shah, a Holy Cross doctor, describes the system as an "in your face” checklist that can be
helpful when a doctor is dealing with fatigue and has multipte tasks to perform. The computer guides
doctors through steps to follow, so Dr. Shah doesn’t have to rely on her memory.

The 2010 health-care-reform law is prodding hospitals to move faster on all of these patient-safety
efforts. Beginning in October, hospitals will be reimbursed for how weli they take care of Medicare
patients. If a hospital doesn’t show improvement on patient safety, it could lose lots of Medicare
money.
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" The law also provides for about $1 billion to help hospitals with safety efforts and requires hospitals to
provide more patient-safety data to the public. ,

The current lack of transparency makes it hard for people to figure out which of their local hospitals is
safest. The District of Columbia reports on injuries occurring in the city’s hospitals, for example, but
doesn't say at which hospital the problems occurred. The DC Department of Health reporied that
between 2009 and 2010 there were at least 310 serious injuries in the city’s hospitals, down from 706
in 2008. But those figures may not include all injuries, because it's not clear whether all hospitals
reported all mistakes, as doing so is voluntary. In Maryland, there were about 56,000 preventable
complications involving hospital patients between July 2010 and July 2011. Virginia doesn’t detail
medical errors.

The only comprehensive source of data on hospital safety is the Medicare Hospital Compare Web
site, and that information lags by about a year and mostly captures care of those age 65 and older.

In October, Hospital Compare began reporting hospital infection data for Medicare patients. In
January, the site began reporting on central-line infections in the broader population. More data on
other types of infections will be available in 2013. ‘

Anne-Marie Audet, vice president of health-system quality and efficiency at the nonprofit
Commonwealth Fund, says the more patient-safety information is public, the better it is for everyone
because it will prod hospitals to compete with one another on safety. -

"Hospitals are doing a lot of harm by omission," says Paul Levy, former CEO of Beth lsrael
Deaconess Medical Center in Boston and author of the blog Not Running a Hospital. "Measure your
data and post it for the world to see. Hospitals are worried the public won’t properly judge their
performance, but | think that people will say, 'I'd rather go to a hospital that is trying hard rather than
one that won’t publish their numbers.™ '

©® 2012 Henry J. Kaiger Family Foundation. All rights reserved.
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Ear Doctors Performing Face-Lifts? It
Happens |

By KATE MURPHY
After moving from New York to Los Angeles in 2010 to take a job with a financial services
firm, Joan, now 59, believed she needed to freshen her look. So she got a face-lift and tummy

tuck from a board-certified doctor in Beverly Hills. -

What she did not realize was that his certification was in otolaryngology — ear, nose and
throat — not plastic surgery. The outcome was less than ideal: thick scars on her temples and
a wavy abdomen.

““I had to use all my savings to get a real plastic surgeon to fix what he did to me,” said Joan,
who asked that her last name be withheld to protect her privacy. “I have an M.B.A. I'm not
stupid. But when the doctor has a nice clinic and all those diplomas and certifications on the
wall, you think he knows what he’s doing.”

With declining insurance reimbursements, more doctors, regardless of specialty, are
expanding their practices to include lucrative cosmetic procedures paid for out of pockét by
patients. It’s now common to find gynecologists offering breast augmentation,
ophthalmologists doing liposuction, even family practice physicians giving Botox injections.

The result, according to certified plastic surgeons, is an increasing number of dissatisfied,
even disfigured, patients.

“The public needs to be protected from doctors who are not upfront about what board
certifications they have,” said Dr. Malcolm Z. Roth, chief of plastic surgery at the Albany
Medical Center in Albany and president of the American Society of Plastic Surgeons.

Members of the society claim there has been a surge in patients requésting revisionary
surgery — operations to undo damage caused by botched procedures. “I'm seeing cases like
this on a weekly basis now, when a few years ago I hardly saw any,” said Dr. Patti Flint, a
plastic surgeon in Mesa, Ariz.
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But many of these new alternate practitioners say that traditional plastic surgeons are simply
trying to protect their lucrative trade. “For a certain group to wage a turf battle and say for
financial reasons that they are the only ones who can safely perform cosmetic procedures is
hypocritical and grossly untrue,” said Dr. Angelo Cuzalina, the president of the rival
American Academy of Cosmetic Surgery, composed primarily of doctors who are not board-
certified plastic surgeons.

About 80 percent of licensed doctors get a specialty certification by one of 24 boards
approved by the American Board of Medical Specialties. This requires a minimum three-year
residency in the chosen area of concentration, plus extensive oral and written exams.

There are no laws in the United States that require doctors to practice only within the
specialty fields in which they were trained. Dr. Cuzalina, for example, was first board-
certified as an oral and maxillofacial surgeon and then completed a yearlong fellowship at a
cosmetic surgery clinic.

“With my experience, I don’t think of myself as an oral surgeon anymore,” he said.

Only Texas, California, Louisiana and Florida mandate that doctors be specific in their
advertising about which specialty board certifications they have. Elsewhere they may say just
that they are “board-certified.”

' No one knows how many doctors are practicing outside their specialty; they don’t have to
report to any oversight authority that they are doing so. And doctors performing cosmetic
procedures are not required to report complications.

Still, the unregulated nature of cosmetic surgery is raising concern. Michael Freedland, a

medical malpractice lawyer in Weston, Fla., said that since 2008 he had seen a steady rise in
~ the number of patients incapacitated or even fatally injured by cosmetic surgery performed
by unqualified doctors.

“Not only are the doctors not properly trained in plastic surgery, but they are also operating
in facilities, like tanning salons and med spas, that are not equipped to handle a medical
emergency,” he said. “The best they can do for you if things go wrong is call 911, and
sometimes they don’t even do that.”

State medical authorities don’t tally deaths or injuries by the type of doctor involved. In any
event, many plastic surgery patients are, like Joan, too embarrassed to file formal
-complaints.
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“A doctor may be good and well trained in his or her specialty, but it takes more than a
weekend seminar to achieve mastery in plastic surgery,” said Dr. Joel Aronowitz, a plastic
surgeon in Los Angeles who is also a clinical assistant professor at the University of Southern
California.

He noted that aspiring cosmetic surgeons may attend weekend continuing medical
education courses, some held aboard cruise ships, in which they are taught to perform Botox
and filler injections, liposucﬁon and breast augmentation. The courses are often taught by
physicians who themselves are not certified by the Amerlcan Board of Plastic Surgery, he
said.

Many such physicians claim certification by boards that have names similar to the American
Board of Plastic Surgery but are not endorsed by the American Board of Medical Specialties.
“They have lower requirements and are not as rigorous,” Dr. Aronowitz said. “There’s a
reason they are not recognized boar

Dr. Cuzalina said that lobbying by plastic surgeons prevented groups like his from joining
the medical specialties board.

Dr. John Santa, an internist and director of Consumer Reports’ Health Ratings Center,

which rates hospitals and gives advice on choosing doctors, advised that prospective patients

check state medical boards for any disciplinary actions, and also to see whether a doctor has
full operating, privileges at a given hospital.

“Above all, I think common sense is in order,” he said. “I would be suspicious of anyone who
is operating way outside his or her specialty area, and always get a second opinion. '

“When there’s no insurance involved,” he added, “it’s really the Wild West and there’s no
sheriff in town.” '
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