This document is made available electronically by the Minnesota Legislative Reference Library as part of an
ongoing digital archiving project. http://www.leg.state.mn.us/Irl/sonar/sonar.asp

RESOLUTION

"RESOLVED, that the rules relating to continuing medical
education and physician emeritus status identified as 7 MCAR
§§ 4.012-4.013 are found to be reasonable, necessary and supported by
the evidence contained in the record, and are hereby approved and
adopted, pursuant to authority vested in us by Minn. Stat. §§ 147.01,
subd. 3 (1982) and 214.12 (1982) and that Arthur W. Poore, Executive
Secretary of the Minnesota Board of Medical Examiners, be and hereby

is authorized to sign an order adopting those rules."
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CONTINUING MEDICAL EDUCATION RULES

STATEMENT OF NEED AND REASONABLENESS

DRAFT 4

Minn. Stat.§§ 214.12 (1976) permits the Board of Medical Examiners to set
by rule, continuing medical education (CME) requirements for all physicians
licensed by the State of Minnesota. The Accreditation Council on Continuing
Medical Education has developed the following definition of CME, "Continuing
Medical Education consists of educational activities which serve to maintain,
develop, or lincrease the knowledge, skills and professional performance and
relationships that a physician uses to provide services for vatients, the public
or the profession. The content of CME is that body of knowledge and skills
generally recognized and accepted by the profession as within the basic medical
sciences, the discipline or ciinical medicine, and_the provision of health care
to the public.”

This broad definition qf CME as developed by the ACCME recognizes that
all continuing education activities which assist physicians in carrying out
their professional responsibilities more effectively and efficiéntlg are CME.

A course in management would be appropriate CME for physicians responsible for
mangaging a health care facility; a course in methodology would be appropriate
CME for physicians teaching in a medical school; a course in practice management
would be appropriate for practitioners interested in providing better services
to patients.

Not all continuing educational activities which physicians may engage in,
howewer, are CME. Physicians may participate in worthwhile continuing educational
activities which are not related directly to their professional work, and these
activities are not CME. Continuing educational activities which respond to a
physician's non professional educational need or interest, such as personal

financial planning, and appreciation of literature or music, are not CME.
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Rules were drafted for the purpose of implementing this statute in 1977,
however in implementing this rule the Bogrd has come across various changes
which could be made to the rules, but would still comply with the intent of the
Statutes. Specifically, the implementation of the original rules and a review
of the literature regarding CME, has shown that the most effective CME activities
are those with an organized structure which allows for an indentification of
the audience's needs, clear goals and objectives, relevant learning methods,
and a systematic effort to evaluate. It appeared that by concentrating the
CME requirements into those activities with a structured format, or what is
called category 1 in the rules, the overall requirement could be reduced
while still maintaining an acceptable level of capacity for competence, the
reasons will be further explained in this document. The rule change is for the
burpose of reducing the required number of hours and to make additional alterations
in the rules necessitated by the rule change. In considering the requirements
imposed by these rules the Board of Medical Examiners was particularly concerned
with the following points:

1. To protect the health and welfare of the citizens of Minnesota by in-

suring that the physicians practicing in this state not only are qualified

for licensure but that they continue to maintain their competency by
continuing their education.

2. To insure that continuing medical education courses are of satisfactory

quality and flexibility to provide beneficial learning opportunities.

3. 7To avoid drafting rules which may be counternroductive by making require-

ments so restrictive that many physicians, particularly those participating in

more isolated rural areas, are unable to meet them; or to avoid drafting
rules which require exceSsive hours of continuing medical education beyond

what would be necessary to retain a physician's medical skills.
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4.012 Continuing Medical Education

"150" (HOURS OF CONTINUING MEDICAL EDUCATION) HAS BEEN DELETED FROM THE
RULES AND "75" (HOURS OF CONTINUING MEDICAL EDUCATION) HAS BEEN -ADDED IN
ITS PLACE. When the Continuing Medical Education rules were first promul-
gated the concept was new and there was little empirical data in regards
to establishing a required number of hours. In that the Board had no way
of establishing a balance between enhancing physician capacity for compe-
tence and protecting against unduly restrictive requirements, requirements
were established by the existing requirements established by various pro-
fessional associations. The requirement of 150 hours was established by
the American Accademy of Family Practice, the American Medical Association,
the American Osteopathic Association, and the American Board of Family
Practice, and was therefore adopted by the Board. However, it should be
pointed out that professional association requirements are usually for
a voluntary certificate of achievement or recognition which is not the
same as the Board's intention of establishing a minimum level of capacity
of competence as a means of protecting the public. The Board does not
feel that the requirement of 150 hours of Continuing Medical Education
has been unduly harsh or restrictive, however it does appear to be more
than what would be needed to insure a minimum level of continued capacity
for competence, particularly with a concentration on structurally
organized CME activities, which will be a chief concern of this rule
revision. Since the promulgation of the Minnesota CME requirement
other states have have implemented continuing medical education require-
ments. In a survey of state medical boards made in 1982 of the nineteen
states responding and having CME requirements, eight states had require-
ments equivalent to between 20 - 30 hours per year with the bulk of the
hours concentrating in category one. Category one as defined by the
Minnesota Board of Medical Examiners includes activities planned either

by (a) organizations most familiar with the needs of physicians (e.g.,



medical schools and medical societies) or (b) organizations accredited
as providers of CME. This resetting of the CME requirements at 75 hours
for the three year reporting period would be in line with other states. -
The board feels that the three year reporting cycle should be retained in
that it does provide flexibility so that physicians need not be &oncerned
about an immediate "deadline" in which to meet the requirements and the
physician would have the capacity to compensate should he or éhe be unable
to attend CME activities for a period of time.
l. "THE BOARD WILL ESTABLISH THREE CLASSES OF LICENSEES AS FOLLOWS:"
HAS BEEN DELETED FROM THE RULES AND "EACH INDIVIDUAL INITIALLY
LICENSED AFTER THE EFFECTIVE DATE OF THIS RULE COMMENCES HIS
OR HER FIRST-THREE-YEAR CYCLE ON JANUARY 1 FOLLOWING THE DATE
OF INITIAL LICENSURE. FUTURE CYCLES WILL RUN CONSECUTIVELY FROM
THAT POINT. CONTINUING MEDICAL EDUCATION TAKEN BETWEEN THE DATE
OF INITIAL LICENSURE MAY BE CREDITED TOWARDS THE FIRST CYCLE," H%S
BEEN ADDED IN ITS PLACE. ALSO THIS ITEM HAS BEEN COMBINED WITH
SUB-SECTION A AND SUB ITEMS a,b, AND c UNDER ITEM 1 HAVE ALL BEEN
DELETED.

When the Continuing Medical Education requirements were first
implemented the rules were set up to place physicians licensed be-
fore the promulgation of the original rules into three separate
groups. Each group would report their CME's every three years in
staggered succession, so as to spread out the workload over each
annual renewal. However, this system of assigning CME reporting
cycles applies only to physicians licensed before the promulgation
of the original rules, and since these physicians have all been
assigned a reporting cycle under the old rules, this section of
the old rules no longer serves-a purpose and it is reasonable

that it be omitted.



The statement added on to this item defines how physicians
licensed after the promulgation of these rules will be assigned
reporting cycles. Since the method of assigning reporting cycles
is the same as the method of assigning reporting cycles undar the
old rules for physicians licensed after the promulgation of the
old rules, this part of the rules should require little explanation.
It has been moved from sub-section three to sub-section one in
it is now the sole method of assigning a CME reporting cycle
class for newly licensed physicians.

It is reasonable that all succeading reporting cycles will
run consecutively from the first cycle. Besides being logical,
it will prevent physicians from trying to circumvent the CME
requirements by rearranging their reporting cycles and will
prevent needless record work by the Board necessitated bg the CME
reporting cycle changes.

The time period between the physician's initial licensure
and the January 1, following the date of initial licensure may
be used for taking CME activities for the first reporting cycle.
It is rzasonable the initial licensee be given this extra amount
of .time to their first CME reporting cycle, the extra time may
function as a time to learn where CME activities may be taken.
Also it is Iimportant that the CME reporting cycles coincide with
the renewal periods or else it would mean added workload to the
Board staff and confusion among licensed physicians in dealing
with non-concurring licensure and CME reporting periods. The
other alternative is to count the time period between the
physician's initial licensure as the first year of the three
year CME reporting period. To do this would give December licensees

barely.two years to make up three years of CME credit. By adding



the time period before the first January 1 following initial
licensure to the CME reporting period would mean that the longest
CME reporting period would be 3 years and eleven months which
would not represent a threatlto the public's health and pro-
tection. This would be especially true in that most initial
licensees would have just completed medical school and a
residency.

Items a, b, and ¢ establish the reporting cycle classes
for those physicians licensed prior to promulgation of the
initial CME reproting cycle. Since these physicians have been
assigned CME reporting cycles, and have all complied with the
initial CME report, these three items no longer serve a
function. Therefore, it is reasonable that they be omitted.

"THE BOARD SHALL PLACE LICENSEES IN THESE THREE CLASSES SO AS

TO CREATE CLASSES THAT ARE APPROXIMATELY EQUAL. NO OTHER

STANDARD SHALL BE USED IN DETERMINING THE ' CLASS INTO WHICH LICENSEES
SHALL BE PLACED," HAS BEEN DELETED AND "THOSE INDIVIDUALS ASSIGNED
THREE YEAR REPORTING PERIODS PRIOR TO THE EFFECTIVE DATE OF THIS
RULE SHALL REMAIN IN THEIR ASSIGNED REPORTING CYCLE" HAS BEEN

ADDED IN ITS PLACE. ALSO THIS ITEM HAS BEEN COMBINED WITH
SUB-SECTION A.

Under the old rules, physicians licensed before the promulgation
of the old CME rules were placed in three CME cycle classes of rela-
tive equality of the class sizes and has been insured, by the fact
that the number of newly licensed physicians for each year should
be relatively equal, it is reasonable that this section be dropped
from the rules.

Since the three CME reporting cycle classes have been
established into three relatively equal groups consisting of all

physicians currently licensed to practice medicine in Minnesota,



as was the intent of the original rule, it would serve go
purpose to assign the physicians licensed prior to the promulgation
of the revised rules into new CME reporting cgéle classes.
Therefore, it is reascnable that those physicians licensed prior
to the promulgation of the new rules shall retain the CME
reporting cycle assigned under the original rule.
3. "EACH PERSON INITIALLY LICENSED AFTER THE EFFECTIVE DATE OF THIS
RULE SHALL CO:WENC'F;' HIS OR HER FIRST THREE YEAR CYC.'.LE ON JANUARY
1, FOLLOWING THE DATE OF INITIAL LICENSURE" HAS BEEN DELETED.
This item refers to the standard used to determine the CME
reporting cycle classes for those physicians licensed after the
promulgation of the rules. Since this standard is now the sole
standard for determining CME reporting cycles and has already
been stated in item A.l., it is reasonable that this item be
dropped in order to avoid redundancy.
SUBSECTION B. ESTABLISHES THE VARIOUS CATEGORIES IN WHICH PHi’SICIANS MAY
OBTAIN CONTINUING MEDICAL EDUCATION CREDITS. WHILE SUBSECTION B REMAINS
THE SAME, IN THE FIVE ITEMS UNDER B, THE NUMBER OF HOURS WHICH MAY BE
TAKEN UNDER EACH CATEGORY HAS BEEN CHANGED.

The chief concern of the rules was "category one" training. This training
was designed to include those CHME activities most likely to be effective.
"Category one" training included classes, seminars and educational programs
sponsored by medical or osteopathic schools, state or national medical
or osteopathic societies, and national medical specialty boards. It also
included programs by specialized CME provider which are reviewed and
accepted by the Board. Category one is desireable in that it is the
most organized of the CME categories where the sponsor makes the greatest
effort to determine thel=arning needs of the audience. Of the 150

required hours of CME, at least 60 hours had to be of "category one"



quality. The remaining 90 hours of required CME could come from the other
categories. There were specific limitations on how many hours of CME
could be acquired in each of these categories. There was no limitation
of the number of héurs of "category one" CME that could be accepted in a

3 year cycle.

Implementation of the original rules showed that Category one
activities were very beneficial, Category one activities are expected
to be more likely geared to the needs of the audi;nces they are éimed
at. It is reasonable, therefore, to maintain a relatively high regquire-
ment in Category one but to reduce the overall number of hours considered
necessary for demonstration of competence.

Through the implementation of the rules, it has become apparent
that a physician may acquire acceptable CME credits from the other
categories as a function of his or her profession and would attend
these functions with or without the CME requirement. For instance many
bhysicians claim the maximum number of category two hours through
attending local hospital medical staff meetings and claim the maximum
number of category five hours through medical journal readings.

However, those physicians who are unable to meet the CME, seem to

lack access and rarely claim any hours in categories two through five.
There seems to be a polarization between these physicians who easily
exceed the limits for categories two through five and those who are
unable to obtain any hours in these categories. Since access to these
categories is not particularly difficult, expecially for the medical

staff meetings (in category 2) and the medical journals {(in cagegory 5),



‘one could assume that the problem is familiarity. Once a means of
access 1is established it seems that most physicians greatly exceed
the ceiling established by ﬁhe CME rules.
The Board recognizes the value of categories two through five,
however since most physicians naturally take more of these activities
than they could claim credit, the maximum levels which could be
claimed under these categories does not seem apvropriate. It would
seem reasonable that the overall CME hour regquirement could be reduced
by lowering the maximum number of hours which could be claimed under
categories two through five, without risking any harm to the public or
lowering the level of medical care. As is the care currently, it will
be assumed that physicians will still attend and use the activities
bayond the current and proposed limits placed upon these categories.
However a reduced maximum on these categories, coupled with an appropriate
reduction in the total requirement, will still serve the purpose of
encouraging these physicians not familiar with categories two through
five to learn about them.
l. "60" HOURS OF CREDIT SHALL" HAS BEEN DELETED FROM THE RULES
AND "45 HOURS OF CREDIT MUST" HAS BEEN ADDED IN ITS PLACE.
The most basic principal which this entire rule is trying
to achieve is to emphasize the dominance of category one activities.
This change is reasonable and consistant with the above philosophy
and does serve in the best interest of the public. An article
by Leonard S. Stein, M.D. (Journal of Medical Education, February
1981) surveys various CME provision situations and forms a
conclusion that CME does not change physician behavior. The
conclusion is based upon the tendency of physicians to assimilate

advanced medical practices, treatments, drugs, etc., which are
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presented at CME activities that are organized so as to identify
the learning needs of the audience, establishes clear goals and
objectives, uses relevant learning methods, and evaluates the
effectiveness of the programs. It is reasonable to assume that
the patient would benefit from learning new and advanced medical
techniques. Although the physician may not wish to perform a
new technique learned at a CME activity, the physician would be
able to diagnose the proper time to apply the new technique and
could refer the patient to the appropriate specialist. Without
attending the CME activity or Dby attending a CME activity without
the proper educational controls the physician might have used a
less advanced (and perhaps inferior) techniques on the patient.
The article by Stein is attached to the appendix.
"45" (HOURS) HAS BEEN DELETED FROM THE RULES AND "20" (HOURS)
HAS BEEN ADDED IN ITS PLACE.

The Board recognizes that category 2 activities are beneficial
medical learning experiences, however the Board also realizes
that most physicians could obtain an unlimited number of CME
credit hours under this category. All physicians who have
hospital staff privileges could attend an endless number of
medical staff meetings. Also physicians could create bogus
medical associations for the purpose perpetrating category
two activities for themselves. The limitation of twenty hours
is reasonable in that it will encourage physicians to seek out
those category two activities which are particularly relevant

to their practice.
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"45" (HOURS) HAS BEEN DELETED FROM THE RULES AND "2p0" (HOURS) HAS
BEEN ADDED IN ITS PLACE.

The Board recognizes that category 3 activities are beneficial
medical learning experiences, however the Board also realizes that
those physicians in medical or health care education could obtain
an unlimited number of CME credit hours through the function of their
regular employment. The limitation of twenty hours is reasonable
in that it will still encourage those physicians not directly employed
in medical or health care education to seek this type of activity
on a part-time basis outside of their practice, while those physicians
employed in medical or health care educati&n will be encouraged to
seek other forms of continuing medical education in subject areas
which will enhance the scope of their teaching. .
"40" (HOURS) HAS BEEN DELETED FROM THE RULES AND "20" (HOURS) HAS
BEEN ADDED IN ITS PLACE. ‘

The Board recognizes that category 4 activities are beneficial
medical learning experiences, however the Board also realizes that
those physicians in medical research or education could obtain an un-
limited number of CME credit hours through the function of their
employment. The limitation of twenty hours is reasonable in that
it will still encourage those physicians not directly employed in med-
ical research or education to seek this type of activity on a part-
time basis outside of their practicg, while those physicians
employed in medical research or education will be encouraged
to seek other forms of continuing medical education in subject

areas which will expand the scope of their knowledge.
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5. "45" (HOURS HAS BEEN DELETED FROM THE RULES AND "20" (HOURS)
HAS QEEN ADDED IN ITS PLACE.
The Board fecognizes that category five activities are beneficial
medical learning experiences, however the Board also realizes that
those physicians in medical research could obtain an unlimited
number of CME hours through the function of their regular employment.
The limitation of twenty hours is reasonable in that it will still
encourage those physicians not directly employed in medical research
to seek this type of activity on a part-time basis outside of their
practice, while those physicians employed in medical research will
be encouraged to seek other forms of continuing medical education
in subject areas which will expand their medical knowledge.
"APPROVAL OF COURSES FOR CREDIT" LOCATED BETWEEN B.5..AND C. HAS BEEN
DELETED AND "APPROVAL OF COURSES FOR CATEGORY ONE CREDIT" HAS BEEN ADDED
IN ITS PLACE AT THE BEGINNING OF SUB-SECTION C.

Since Sub-section C. refers to the approval for category one credit
it is reasonable that this statement be moved up to sub-section C to serve
as the sub-section title. It is reasonable to add the category one
qualification, in that it is the only category covered in this sub-section
and it is the only category which these rules give the Board the authority
of approvgl.
SUB-SECTION D. ESTABLISHES THE GUIDELINES UNDER WHICH THE BOARD SHALL GRANT
CATEGORY ONE CME CREDIT. ALTHOUGH SUB-SECTION D. REMAINS THE SAME, A MINOR
TECHNICAL CHANGE WAS MADE IN ONE ITEM UNDER SUB~-SECTION D.
1l - 5. No change
6. "BOARD" WHEN IT IS USED IN THE CONTEXT OF NATIONAL SPECIALTY BOARD

HAS BEEN DELETED AND "SOCIETY" HAS BEEN ADDED IN ITS PLACE.
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National Specialty boards are organizations which administer exam—
inations that will certify a physician as being competent in a given
specialty, this is their main function. However, medical svecialty
societies are more diversified organizations, they would provide more
services for their members and would be much more likely to provide
CME activities. Because they are the more likely CME providers it is
necessary ahd reasonable that they be listed as category one CME providers
and not the medical specialty boards, who basically have little to do
with CME activity provision.

No Change.

"THE BOARD MAY ALSO ACCEPT CERTIFICATION OF OTHER STATE OR NATIONAL
MEDICAL GROUPS WHOSE CONTINUING MEDICAL EDUCATION REQUIREMENTS ARE THE
EQUIVALENT OF OR GREATER THAN THOSE OF THIS BOARD IN LIEU OF COMPLIANCE
WITH THESE STANDARDS" HAS BEEN MOVED FROM SUBSECTION F TO SUBSECTION H
(SUBSECTION G ON THE REVISED RULES) .

This provision is a means of permitting physicians to provide
evidence of having met the CME reguirements in the event of an audit
by the Board of the physician's CME activities. Therefore it is reasonable
that this sentence be moved to subsection #z G. which authorizes the
discretionary use by the Board of reguesting evidence of having actually
completed the CME activities.

THE ENTIRE SUB-SECTION HAS BEEN DELETED.

This section refers to the retroactive approval of CME activities
taken prior to January 1, 1977. Sicne th2se activities are no longer
applicable to current or future CME reporting cycles, it is reasonable
that this section be dropped.

"H" HAS BEEN CHANGED TO "G".
Since G. has been omitted completely, it is reasonable that this sub-

section be shifted up to G.
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I.

J.

"I" HAS BEEN CHANGED TO "H".

Since G. has been omitted completely it 1Is reasonable that this sub-

section be shifted up to H.

1.

"1" HAS BEEN ADDED TO WHAT WAS THE SOLE EXEMPTION IN THE ORIGINAL

RULES.

Since a second exemption has been added to sub-section ¥z H. it

is reasonable to call this exemption item 1.

2y

"PHYSICIANS UNDER THE EMERITUS REGISTRATION STATUS AS PROVIDED
IN 7 MCAR§ 4.013 ARE EXEMPT FROM THESE CONTINUING MEDICAL ED-
UCATION REQUIREMENTS OF THIS RULE." HAS BEEN ADDED.

"Under 7 MCARé' 4.013 (Emeritus Registration-Retired Physicians)
it is stated that the Continuing Medical Education requirements
do not apply to the emeritus physician status. Therefore, it is
reasonable that the physician emeritus status be listed as an

exemption to the rule.

"J" HAS BEEN CHANGED TO "I".

Since G. has been omitted completely it iIs reasonable that this sub-

section be shifted uptto I.
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APPENDIX

The Effectiveness of Continuing Medical Education. Eight Research
Report by Leonard Stein, Ph.D., Journal of Medical Education, Vol. 56,
February 1981.
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Saturday morning

The Effectiveness of Coﬁtinuing Medical Education:

Eight Research Reports

Leonard S. Stein, Ph.D

Abstract—Continuing medical education has been widely criticized as ineffective; most
such criticism is directed at the assumption that the mere transmission of information
on new research findings is sufficient to change physician performance. Eight studies
published during the 1970s report changes in physician behavior (and, in one, improved
patient outcomes) as a result of CME organized on sound educational principles,
including systematic effort to evaluate program effectiveness and learner achievement.
It is also suggested that additional information on CME effectiveness is likely to be
obscured by the form in which mugh medical literature is presented.

A variety of factors and forces are respon-
sible for the astonishing improvements in
medical care since World War H—among
others, the enormous investment in
biomedical research; emergence of new
medical specialties and subspecialties and
new paraprofessional occupational titles;
and new facilities. Organized continuing
medical education (CME) developed as a
significant physician response to these
rapid changes and in turn has become a
causative factor in its own right toward the
achievement of optimal patient care.
Traditionally, CME has aimed to help
“keep up”—that is, inform practitioners
about new research findings on the
grounds that the mere transmittal of this
information would ensure changes in clin-
ical performance (1). There is no disagree-
ment that practitioners need to learn about
and use new Dx/Rx modalities as their
efficacy is proved, but there has been
strong criticism of the view that the mere

Dr. Stein is executive director, [llinois Council on
Continuing Medical Education, Chicago.

transmitta’ of facts about new findings is
sufficient to change practice performance,
for example, Miller (2) in 1967, Fleisher in
1970 (3), Meyer (4) and Pellegrino (5) in
1975, and Stern (6) in 1976.

This criticism is based on a series of
reports that show little effect on physician
behavior as a result of participation in
formal CME programs. Note, for example,
the literature review by Bertram and
Brooks-Bertram (7). The growth of quality
assurance procedures has offered further
support for this criticism. suggesting that
the bulk of deficiencies in patient care
attributable to physicians is not the result
of insufficient knowledge. For example,
Ashbaugh and McKean (8) reviewed 55
audit studies in two Idaho hospitals and
discovered that only 6 percent of physician
deficiencies resulted from lack of knowl-
edge.

A particnlarly unhappy aspect of tradi-
tional CME is the belief that physicians
casily assimilate whatever is presented to
them and, therefore, that there is no need
to assess program effectiveness. As early
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as 1968 Abrahamson (9) criticized the lack
of rigorous scientific procedures in CME
evaluation. Greenberg and co-workers
(10) surveyed 140 CME courses in surgery
offered during 1975-1976 and found that
none made any effort to assess physician

learning. Lloyd and Abrahamson (11) re- *

viewed the CME literature for the period
19661977 and found only 47 studies pub-
lished in English that utilized an objective
method of evaluation—of which only 23
could demonstrate changes in physician
knowledge, competence, or performance,
or effect on patient care; only 14 reported
a statistically significant difference before
and after the educational intervention, and
eight of these measured only changes in
knowledge.

Effect of Criticism

In the absence of valid data, it is of course
impossible to judge the usefuiness of CME
in achieving optimal patient care. The vol-
ume of criticism and the credibility of its
sources, however, were sufficient to per-
suade practitioners to take the criticism
seriously. In 1976 the Nebraska Board of
Examiners in Medicine and Surgery sup-
ported a revision of the state licensure law
that authorized the board to impose a
CME requirement for license renewal;
subsequently, it chose not to exercise the
authority because board members could
perceive no relationship between CME
and maintenance of physician competence
(12). Three years later the Medical Asso-
ciation of Georgia officially objected to
mandatery CME on the same grounds
13)..- -

The arguments against mandatory CME
were perhaps most eloquently articulated
in 1976 by Wells (14): “... We have thus
far found no way to demonstrate or mea-
sure improvements in the practice of med-
icine as a result of educational efforts.
Moreover, we have yet to develop objec-
tive methods to determine educational

VoL. 56, FEBRUARY 1981

needs . .. CME remains essentially exper-
imental and pragmatic both in method and
content.”

Wells makes clear, however, that he de-
fines “CME” in the traditional manner—
the mere transmittal of facts—in remark-
ing, “The basic problem of CME . . . is not
the transference of scientific concepts but
the alteration of human behavior. This is
a challenge few of us have consciously
faced in the past.”

The Challenge Confronted

As suggested by the dates noted, criticism
of CME reached its peak during the 1970s.

_That decade also saw the publication of

eight studies that reported changes in phy-
sician performance as a result of additional
learning, including one that also reported
improved patient outcomes.

The following eight studies* appeared
in North American medical journals be-
tween 1973 and 1979:

“Measuring the Effectiveness of Contin-
uing Medical Education” by R. M. Caplan
(15).

“Patient Referrals: A Behavioral Out-
come of Continuing Medical Education”
by J. M. Mahan, B. U. Philips, and J. J.
Constanzi (16).

“Effects of Continuing Medical Educa-
tion on Practice Problems™ by R. C. Talley
(7.

“Improved Perinatal Knowledge and
Care in the Community Hospital Through
a Program of Self-Instruction™ by J. Kat-
twinkel, L. J. Cook, G. A. Nowacek, H. H.
Ivey, and J. G. Shori (18).

“Continuing Medical Education at
Stanford: The Back-to-Medical School
Program” by E. Rubenstein (19).

“Improved Outcomes in Hypertension

* The cight have been reproduced in a handbook
by the [llinois Council on Continuing Medical Edu-
cation, Chicago, with permission of the respective
publishers and authors. under the title, Physicians
Improve Performance Through Continuing Education.
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Effectiveness of CME/S:<;,

After Physician Tutonajy. A Controlled
Trial” by T. S. Inui, E. L yourtee, and J.
W. Williamson (20).

“Improving Physician performance by
Continuing Medical Edypq4ion” by O. E.
Laxdal, P. A. Jennett, T. \y_ wilson, and

G. M. Salisbury (21).

“Evaluation of Contin\ying Medical Ed-

ucation for Chronic Obytructive Pulmo-
nary Diseases” by V. L. \vapg P, Terry,

‘B. S. Flynn, J. W. Wijtiameon, L. W.

Green, and R. Faden (22

Four tests were apphey 1o select these
eight reports: (a) Each 3 5 educational
case study that described 3 1eaming prob-
lem for a defined group ¢ physicians and
the educational intervente, undertaken to
deal with the problem. (3 Methodology
used for analysis of da., displayed  face
validity; preferably sta%uy significant
objective data are reporiey (o) A clinically
important change in PAsician perform-
ance was” reported. («N The reported
change persisted for at le., ¢ <ix months.

The cight studies Wes, jgentified pri-
marily through a review ¢ the Journal of
Medical Education, i.nclu._.dmg its monthly
bibliography. Footnotes 1 oiher journals
led to identification of wo: a colleague
brought one to the authosps auentinn.,

Summary of Studies

For purposes of this revisey, the eight are
categorized by the appu;ren; reason for
initiating the CME prog: s described.

PHYSICIAN INITIATIVE

- Caplan (15) reports 00-3, pmily practice

review course at the Uni‘!irersity of Iowa in
1971, during which 60 PShysicians elected
a 40-minute workshop-

“on tonometry. A

educational objesiive was formu-
lated: “ ... demonstraiz, in 2 laboratory

setting ability properly lyo perform tono-
MEtrc examinalion UpQZy ejther a plastic
model of the orbit, or Ufbon a fellow stu-
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dent.” The standard of performance set by
the ophthalmologist-instructor was that
there should be “no improper or unsafe
use of the instrument” and that the value
determined by the learner must agree with
that obtained by the instructor within 2
mm.of pressure. The evaluation measure
used was a six-month postconference ques-
tionnaire, to which 41 participants re-
sponded. The most significant finding was
that of 11 registrants who did not own a
tonometer when they took the workshop,
10 purchased one thereafter. The 41 re-
spondents also reported regular tonometric
examinations in routine physical exami-
nations on patients over 39 years old.
Mahan and co-workers (16) describe a
seminar offered by the Cancer Center of
the University of Texas Medical Branch
(Galveston) for interested medical staffs at
hospitals in east and south Texas. The
learning goals dealt with knowledge (help
learners become “more aware of research
and clinical progress” and “illustrate ...
that cancer is a multidisciplinary disease
... "), attitudes (“show the primary care
physician as an important part of the can-
cer team” and “develop within the physi-
cian a positive attitude toward the aggres-
sive treatment of suspected malignancy™),
and clinical performance (learn “proce-
dures which the primary care physician
could follow to ensure proper diagnosis
and treatment ... ™). Four medium-sized
hospitals were selected to test the hypoth-
esis that “the most robust measure of pro-
gram effectiveness ... would be . .. refer-
rals.” The seminar was offered to two of
the four; oncc the seminar was scheduled,
interested physicians could choose to at-
tend and, if they wished, to present their
own cases for review by the visiting ex-
perts. Referrals from these two hospitals
increased from 26 during the year before
the seminar was offered to 69 in the year
following (statistical significance at hospi-
tal one at the .1 percent level and at hos-
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pital two at | percent). By contrast, refer-
rals from the two control hospitals—Ilo-
cated at about the distance from UTMB—
remained at nine for both years.

Talley (17) reports one ideal kind of
CME. Confronted with a problem (lack of

use of sophisticated cardiac monitoring .

equipment), the medical staff of a 350-bed
community hospital in South Dakota con-
sulted the Department of Internal Medi-
cine at its state university School of Med-
icine. The result was a five-hour course
that was offered also to interested physi-
cians at a nearby hospital of the same size.
Twenty-eight family physicians, internists,
and surgeons registered; the course was
offered three times so that enrollment
could be kept at 10 or below for each
session. Course work included lectures and
self-assessment tests, laboratory work on
pulmonary artery monitoring utilizing
dogs and the hospital's own monitoring
equipment, and group discussion of pos-
sibleé complications and indications for use.
Among the registrants were both physi-
cians who planned only to refer patients
for balloon flotation catheterization and
clinicians who would actually perform the
procedure. During the seven months prior
to the course, 43 patients had pulmonary
artery pressure monitoring; this doubled
during the subsequent seven months to 87.

UNIVERSITY INITIATIVE—SERVICE

Kattwinkel and co-workers (18) begin with
the admission that traditional CME of-
fered to community hospitals by the Uni-
versity of Virginia perinatal center had
failed to improve the quality of care pro-
vided to infants and mothers at risk in
referring community hospitals. The uni-
versity’s Department of Pediatrics, there-
fore, designed an elaborate plan by which
a community hospital could analyze the
performance of its medical staff, nurses,
and others involved in perinatal care: an
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inventory of personnel, facilities, and hos-
pital policies or procedures; a self-assess-
ment test; and an attitude questionnaire.
The primary educational intervention con-
sisted of a 600-page self-instruction pro-
gram covering 19 subject-areas and 20
skills; specific content varied among hos-
pitals in accord with each institution’s self-
identified needs. In addition, special skills
sessions were conducted by each hospital’s
educational coordinator, and university
faculty conducted a three-hour workshop
on endotracheal intubation and umbilical
catheterization half-way through the self-
instructional period. Learning goals fo-
cused on knowledge and skills directly and
indirectly on changes in attitude and pro-
cedures. Nine community hospitals ac-
cepted the invitation to participate in the
program. Evaluation measures used were
program acceptance measured in part by
completion rate of the self-study manual
(number of tests submitted), facilities
change, attitudinal change, gain in cogni-
tive knowledge, and changes in care prac-
tice measured by chart review and analysis
of pretransport activity for infants referred
to the university perinatal center. Results
showed statistically significant improve-
ments in knowledge, attitudes, and per-
formance.

Rubenstein (19) describes a complex re-
lationship betwees the Stanford Univer-
sity School of Medicine and five nearby
community hospitals, including a com-
pressed review of the entire medical cur-
riculum offered in Mills Memorial Hospi-
tal, Sar Mateo. Each course met for an
hour z wweek and focused on the kind of
patient problems confronted by Mills GP/
FPs, internists, and pediatricians. Faculty
was drawn from both the university and
the hospital. The format—formal
courses—“made it possible to incorporate
those educational techniques related to the
repetition, correlation, and integration of
information.” Evaluation consisted of
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chart review, and the author reports a
series of process improvements during the
first two years of the Mills program that
were statistically significant; for example,
decrease in use of whole blood and in-
crease in use of packed cells for anemic
patients not actively bleeding; discontinu-
ance of the outmoded Lee-White clotting
time test and adoption of the partial
thromboplastic time test; increase in intra-
venous administration of heparin and de-
crease in subcutaneous administration.

UNIVERSITY INITIATED—RESEARCH

Primary purpose of the remaining three
studies was to test hypotheses about effec-
tive CME methods related to improvcment
of physician performance.

Perhaps the most interesting is that by
Inui and associates (20). They determined
that physicians in an outpatient clinic were
correctly diagnosing and treating hyper-
tension but that the blood pressure of a
substantial proportion of patients was
nonetheless uncontrolled. Interviews with
patients revealed that they were not com-
plying with the sound medical advice of-
fered because of ignorance about organ
impairment and other dangerous conse-
quences of essential hypertension and the
value of prescribed medication and diet.
Educational intervention consisted of a
one-to-two-hour tutorial with half the
physicians, focused on the “Health Belief
Model” (23). Evaluation utilized chart re-
view, with these outcomes: (a) Physicians
who participated in the brief tutorial
shifted their clinical behavior to spend
more time on patient education and coun-
seling and less on symptomatology. (b)
Patients who saw these physicians began
to comply with the prescribed regimen;
more important, their blood pressure
dropped to acceptable levels. The differ-
ences between physicians who engaged in
the tutorials and those who did not, and
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between the patients of each set of physi-
cians, were statistically significant at very
high levels of probability.

The final two studies illustrate two dif-
ferent approaches to needs-identification.

Laxdal and associates (21) identified 55
frequent “prescribing problems” and then
invited groups of physicians in community
hospitals near the University of Saskatch-
ewan to determine whether any on this list
were occurring in their respective hospi-
tals. Each interested group then selected a
few of the listed problems, formulated rel-
evant behavioral objectives, and engaged
in both individual and group learning ac-
tivities with the assistance of the university.
The evaluation procedure was chart re-
view; on five prescribing problems com-
mon to both experimental and control hos-
pitals, the authors report improvement in
both sets of hospitals. Change in the ex-
perimental group, however, was twice as
great (62.7 percent of overall possible im-
provement) as in the control hospitals (32
percent)—a highly significant statistical
difference.

Wang .and co-workers (22) began in-
stead by selecting patients suffering from
or at risk of chronic obstructive pulmonary
diseases and then identified their primary
care physicians. The 350 physicians so
identified were invited tc participate in a
CME program; 178 agreed and 144 ac-
tually did so. The educational intervention
included a self-assessment test of cognitive
knowledge, small-group discussions, and
two self-study audiovisual packages. Eval-
uation procedure consisted of a2 cognitive
test of knowledge gained and a follow-up
questionnaire on changes in practice, with
these results: (a) Participating physicians
exhibited gain in knowledge about COPD
to the same Jevel as that of pulmonary
specialists. (6) These clinicians also re-
ported statistically significant increase in
use of correct antibiotics and decrease in
prescription of inappropriate medications.
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Common Study Characteristics

Analysis of the eight studies shows that all
utilized—implicitly or explicitly—the four
essential elements of any effective learning
program:

Identified learning need, specified audi-
ence—In each case some deficiency existed
that could be corrected through additional
learning. Three of the studies defined spe-
cific groups of physicians with the identi-
fied need; four announced the problem(s)
and invited clinicians to participate in a
learning program; the eighth (18) provided
necessary tools and invited physicians and
nurses in community hospitals to identify
their own learning needs. In all eight stud-
ies three points marked the needs-identi-
fication and audience-specification pro-
cess: emphasis on patient need, use of
small groups, and involvement of the
learners in the needs-identification process
and program planning.

Clear goals and objectives—In each re-
port the learning to be achieved was clear
to all concerned—either expressed explic-
itly in the form of educational goals and/
or objectives or implicitly as a clear defi-
nition of the problem or learning need.

Relevant learning methods, emphasis on
participation, clinical setting—Aside from
other considerations (for example, the re-
search concerns of the Laxdal, Kattwinkel,
and Wang groups), in each case the central
focus was on improving patient care—that
is, on changing physicians’ clinical per-
formance—rather than on gain of knowl-
edge. Accordingly, strong learner partici-
pation marked the educational interven-
tion in each study, a method possible
partly because small groups were involved
(as few as four in two of the hospitals
described by Laxdal and as many as 40 in
one of the seminars describe¢ by Mahan).
Seven of the eight occurred in a clinical
setting (hospital or outpatient clinic), and
the eighth report (15) simulated a clinical
setting. From another perspective each ed-
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ucational intervention was conducted in 2
manner analogous to the normal inter-
professional communication of physicians;
all eight might be viewed as highly struc-
tured “corridor consultations.”

Systematic effort to evaluate—In each

" case the author(s) began with an intention
to assess learner achievement and program
effectiveness. Each determined an initial
baseline of performance (identified learn-
ing need):. defined program goals and
learning objectives explicitly or implicitly;
and selected learning methods appropriate
for the need(s), goal(s), and objective(s),
and the audience. Thus, it was possible for
each set of investigators to engage in sys-
tematic evaluation.

Six evaluation techniques/procedures
were used in the eight studies; none is
unusual or exotic: cognitive tests of knowl-
edge gained, chart review, follow-up ques-
tionnaires, analysis of changes in referral
patterns, attitudinal questionnaires, and
audience reaction questionnaires and per-
centage of course or program completion.
None relied exclusively on any one of
these methods; none used all six. Several
didn’t bother with a cognitive examination
(16, 21), utilizing instead records of actual
performance (chart review or referrals).
Those utilizing an audience reaction form
did so only to determine learner satisfac-
tion with the leamning process (for exam-
ple, Kautwinkel asked participants to com-
plete five such forms during the course of
the program to maintain sensitivity 1o au-
dience concerns and interests); none relied
on this device as a measure of learning
achievement.

Discussion

It seems unlikely that these eight reports
constitute the sum total of evidence that
formal learning assists physicians to im-
prove clinical performance. At least three
other sources of such evidence suggest
themselves: (a) A large number of clinical
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studies report improvements in patient
care resulting from adoption of new treat-
ment modalities; implicit and almost never
mentioned in such studies is the fact that
some physicians had to learn how to use
the new modality (for example, open heart
surgery or correct drug regimen for hyper-
tension) in order to conduct necessary clin-
ical trials. (b) Various proposals for new
approaches to CME include evidence on
their effectiveness. Notable are the first
two descriptions of Brown’s “Bi-Cycle
Concept,” which report improvements in
physician performance at Chestnut Hill
Hospital; mention of these changes, how-
ever, is only incidental to the main thrust
of each paper (24, 25). (¢) Considering the
enormous growth of inhospital CME over
the past decade, it seems reasonable to
believe that much evidence on the effects
of organized CME is buried in reports of
hospital staff committees.

A major problem that confronts those
who seek evidence on the effectiveness of
CME from the literature is that very few
descriptions of CME activity are written in
terms of the four major elements of the
learning process (needs-identification,
goals and and objectives, methods, evalu-
ation). Indeed, of the eight papers de-
scribed herein, three do not explicitly use
this framework. Reviewing Index Medicus
for 1977, Berg (1) found nearly 200 listings
on CME, but over three fourths are edi-
torial comments and nearly all the remain-
der report “how we do it at our place.”

Especially lacking in much of the med-
ical literature on improved patieni care are
analyses of physicians’ learning needs.
Typically, such reports describe a new Dx/
Rx modality or report epidemiological
data, implicitly assuming physicians’ lack
of competence or knowledge with respect

- to the clinical problem(s) presented. While
the formulation of clear program goals and
specific learning objectives in behavioral
form enhances the learning process, in
clinical medicine an accurate and specific

\
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description of physician learning needs or
unsolved patient problems for a defined
group of physicians or of patients at risk
can also effectively define the educational
intervention likely to correct the identified
problem. Such precise definition of the
problem also provides the necessary base-
line from which to assess changes in per-
formance and/or patient outcomes.

Failure to use the full four-part educa-
tional framework, however, can inhibit
valid decisions on whether further learning
or other measures are needed to improve
physician performance and patient care.
For example, among other outcomes re-
ported by Kattwinkel and associates (18)
was the purchase of new equipment and
the renewed use of equipment on hand.
Laxdal and colleagues (21) note that one
problem confronted by the physicians they
studied was slow laboratory service, a
problem clearly insoluble through addi-
tional physician learning—although, as
Brown points out, some additional training
for laboratory personnel can be helpful
(25).

Conclusion

A review of eight reports on well-planned
CME programs demonstrates that when
physician learning activities are organized
on the basis of sound educational princi-
ples, CME can result in changed physician
performance (and, presumably, improved
patient care). While each study reports
some transmission of factual information,
didactic instruction alone was not deemed
sufficient to achieve desired goals and ob-
jectives. Participative methods—including
hands-on experience, small-group discus-
sion, and self-study materials—were heav-
ily used in the eight studies. A crucial
factor in each study is that the learners
recognized their need for improved per-
formance and participated fully in needs-
identification, planning the educational in-
tervention, and evaluation of outcomes.
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It is the opinion of the Board that neither 150 hours of Coﬁt{qging Medical’
~Secg e

Education over three years in the original rules nor the 75 hours over three

years 4in these rules are either unreasonable or unduly restrictive. In
administrating the old rules we have found that no doctor who had taken the
effort to understand the rules and attempted to accumulate CME credits has
fallen short in the number of hours necessary for relicensure. With the
evaluation of CME, various formats have proliferated, including various
category one self-teaching devises (video, tapes, reading material) for
physicians who may be Incapacitated due to illness or accident. Indeed an
informed physician, gdmitted to a hospital, would find unlimited access to
category 1, 2, and 5 activities.

Although the Board feels that the CME requirements are not unduly restrictive
or harsh, it appears that the requirements are unreasonable for physicians who
had been retired for several yeafs before the original rules were promulgated. It
should be pointed out that the concept of CME is totally foreign to these doctors,
they had gone through their entire professional careers without having to attain
CME's and in many cases had been able to retain their licenses during their
retirement without worrying about CME's. Now suddenly if they wished to retain
their licenses they had to meet a CME requirement. Confronted with this CME
requirement, many of the physicians in this situation allowed their licenses to
lapse.

The effect of this on these physicians was In many cases devastating. Al-
though a license lapse 1s not the same thing as licensure suspension, many

doctors looked upon the situation as if their licenses had been suspended.
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In an editorial of the March, 1979 issue of Minnesota Medicine, Carl O. Rice,

M.D., Ph.D;, made the following comments, "abrogation of a doctor's liéense

is generally regarded as tantamount to unethical conduct on his (sic) part -

a fall from grace with a subtle implication, insinuation, or innuendo of
treason or heresy...we would resent being equated or iden;ified with those
bractitioners who have violated their commitment (to medicine) and thereby
forfeited their privilege to practice." The distinction between revocation

and a lapse, which a doctor could make up at his or her own discretion by
complying with the CME requirements, doesn't mean much to retired physicians
like Dr. Rice. In either case they are being told that they may no longer
practice medicine, they don't care about the name given to the action. Dr.

Rice goes on to say that, "Revocation (sic) of our licenses would appear to
brand us 'seniors' as non-doctors, as has-beens, canceling out our long

and meritorious service... at retirement it would be difficult to face up to

the humiliating psychic trauma that loss of licensure would entail. It would
seem like exile to a Gulag archipelago."” In a petition dated June 25, 1979

to the Board of Medical Examiners requesting that rules similar to the rules
being argued for in this document -be adopted, John J. Ryan, M.D. and John J.
Ryan, III, make the following statements, "The license becomes significant...
because the physician's entire professional career is represented by holding

of the license... Beyond conferring permission to practice, the license
symbolizes and in effect becomes, the professional status of the physician

his career, competency, and acheivements. To take away the license of the
retired physician is to deny him his right to self-esteem, professional reputation
in the community and among collegues. In short, this memorial of his career is
& property right and to have it withheld after retirement for not fulfilling the
requirements of continuing education, Is fundamentally unfair and inconsistant
with sound board policy. The effect is disciplinary in nature and indistinguishable
from revocation or suspension for malpractice, malfeasance or criminal conduct.
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Non-renewal of the license, therefore, creates a stigma on the retired physician,
casting his career and reputation in a negative light. This is an unjustifiable
situation."

It should be pointed out that all physicians licensed to practice medicine
in Minnesota are required to meet the Continuing Medical Education requirement.
However, as stated above, the CME's proved difficult to the retired physician,
in that they went decades without having to meet this requirement, but were
suddenly having it foisted upon them in retirement. As a result over the last
several years since the original CME rules were promulgated, the Board has re-
ceived countless letters and phone calls from retired physicians, embittered
and frustrated over having to meet new CME requirements or else face the loss
of their license to practice. Confronted with the CME requirement, most retired
physicians in this situation allow their licenses to lapse but in the process
express their concern and disappointment to the Board. Typical of these
correspondences, although more diplomatic than most, is a letter dat;d October
2, 1981, from Dean D. Nywall, M.D., of Slayton, Minnesota. In his letter Dr.
Nywall states, "it took 20 years from high school till I finished my internship,
to aquire my M.D., and I have practiced for 30 years... You have your rules I
know, but as I've stated I have no intentions, for reasons of future health, of
ever practicing medicine again. I would just like to continue to feel that I
am a doctor of medicine."

Essentially, these physicians believe they are not able to renew their
medical licenses and have no prospect of retaining anything which will show the
years in which they actively practice medicine. What the Board proposes to do
is to establish, at a minimal cost, an emeritus registration for retired physicians
, a@s a means of bridging this problem.

Under the emeritus registration the public would still be protected in that
the retired physician could not practice medicine or prescribe drugs, but the

-



emeritus registration certificate would show that the doctor had completed his
medical career in good standing with the Board. This is important to the retired
physician as it emphasizes the fact that his or her license has not been suspended
and the physician has the option of reinstating his or her license by complying
with the CME requirements stipulated in. this rule.
The emeritus physician registration would represent a new expense for the
Board, however it would be self-sufficient. The major coast to the Board would
be:
l. Cost of processing applications for emeritus registration. This
should not be a major cost, essentially referring to the doctors'
files to make certain that the physician's medical practice has been
without disciplinary action. The Board could probably expect a large
number of physicians applying fqr the emeritus registration when the
rules are first promulgated, however it would be reasonable to expect
the number of emeritus registration applications to tail off. After
the initial applications, the burden to the Board in terms of staff
time and cost would not be great.
2. At a cost of one-fourth of the regular licensure fees for physicians
(one fourth would currently be five dollars), if he or she wishes
the physician may obtain a certificate signifying ones registration
as a'physician under the emeritus registration. This should be sufficient
to cover the Board's expenses. (Attached at the end of the statement is
a memo explaining how the fee was arrived at.)

3. The Board would be responsible for the policing of the emeritus reg-
istrant to insure that they do not practice medicine and prescribe
drugs, and to take appropriate action when they do. Although this is
a legitimate expense the surveilance of unlicensed physicians is some-

thing the Board would have to perform whether or not the emeritus reg-

.
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istration rule is promulgated.

4. The Board will also process the reinstatement of the emeritus
physician registfant to active licensure. This is another expense
that the Board would have no matter what, as the Board would be
processing reinstatements of retired physicians whether they
are on inactive status (as they are now) or physician emeritus
status. This is an expense which 1s covered by the annual licensure
fee.

Thus it would seem reasonable that these rules could be promulgated,

which will help the retired physicians, without endangering or providing

unnecessary expense to the public.

7 MCARSg 4.013 EMERITUS REGISTRATION-RETIRED PHYSICIAN (This entire section
is new)

A. ANY PHYSICIAN DULY LICENSED TO PRACTICE MEDICINE IN THE STATE PURSUANT TO
MINN. STAT. §§.?.47.01 EQ. SEQ., WHO DECLARES THAT HE OR SHE IS RETIRED FROM THE
ACTIVE PRACTICE OF MEDICINE MAY APPLY TO THE BOARD FOR PHYSICIAN EMERITUS REGISTRATION.
THE PHYSICIAN MAY DO SO BY INDICATING ON HIS OR HER ANNUAL R)':}‘GISTRATION FORM OR
BY PETITIONING THE BOARD IF HE OR SHE IS IN FACT COMPLETELY RETIRED AND HAS NOT
BEEN THE SUBJEC’I’ OF DISCIPLINARY ACTION RESULTING IN THE SUSPENSION, REVOCATION,
QUALIFICATION, CONDITION, OR RESTRICTION OF THE PH.YISICIAN 'S LICENSE TO PRACTICE
MEDICINE."

It is reasonable that this rule only apply to those that are completely
retired, those who are not completely retired and who are still practicing
in any extent would be required to retain their regular licenses to practice
medicine. Since the emeritus registration is essentially an honorary
commemoration for those physicians who have completed their medical careers

in good standing with the Board, it is reasonable that this registration not
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be made available to those physicians who have been the subject of disciplinary
action resulting in the suspension, revocation, qualification, or restriction
of their licenses.

B. THE EMERITUS REGISTRATION IS NOT A LICENSE TO ENGAGE IN THE PRACTICE
OF MEDICINE AS DEFINED IN MINN. STAT.§§ 147.10 OR IN THE RULES OF THE BOARD.

THE REGISTRANT SHALL NOT ENGAGE IN ;I'HE PRACTICE OF MEDICINE.

Since the physician registered as emeritus does not have to meet the lic-
ensure requirements, which certify one's capacity to practice medicine, and
since the physician under the emeritus registration has declared him or herself
as being retired, it is reasonable and in the best interest of the public that
the emeritus registration not be considered as a license to practice medicine.

C. THE CONTINUING MEDICAL EDUCATION REQUIREMENTS OF 7 MCAR§§ 4.012 ARE NOT
APPLICABLE TO EMERITUS REGISTRATION.

Since the emeritus registration is not a license to practice medicine it
isn't reasonable to require the physicians under the emeritus registration to
meet the Continuing Medical Education requirements.

D. A REGISTRANT WHO DESIRES TO CHANGE TO ACTIVE STATUS MAY DO SO BY
PROVIDING THE FOLLOWING MATERIALS, PENDING THE APPROVAL OF THESE MATERIALS
BY THE BOARD.

It is conceivable that a physician on emeritus status may eventually wish to
convert back to a regular license, so as to be able to practice medicine or
prescribe drugs again. It is reasonable for the Board to set up a procedure for
the reinstatement of these physicians, and to set up various requirements which
need to be met to insure that the physician has the capaéitg to practice medicine
competently.

l. COMPLETION OF A FORM PREPARED BY THE BOARD WHICH INCLUDES
NAME, BASIC MEDICAL EDUCATION, MEDICAL LICENSE NUMBER, DURATION

OF MEDICAL LICENSURE, DATE OF EMERITUS REGISTRATION, MEMBERSHIP IN MEDICAL
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SOCIETIES, INFORMATION ON THE APPLICANT'S PHYSICAL AND MENTAL HEALTH, AND
INFORMATION ON ANY DISCIPLINARY ACTION TAKEN AGAINST THE PHYSICIAN IN REGARDS
TO HIS OR HER MEDICAL PRACTICE.

It is reasonable for the Board to stipulate that the physician complete
a form which covers the events which occured during the time the physician
was on the emeritus registraion to insure that nothing occurred that would
effect the physician's ability to practice medicine. The questions on the
form specified in the rule would provide information on the physician's medical
licensure and activities during the emeritus registration to ensure that the
that the physician has retained the capacity to practice medicine.

2. COMPLYING WITH THE CONTINUING MEDICAL EDUCATION REQUIREMENTS FOR

THE TIME PERIOD IN WHICH ONE'S LICENSE WAS IN INACTIVE STATUS AND UNDER THE
EMERITUS REGISTRATION PURSUANT TO 7 MCAR§§ 4.012.A. THIS REQUIREMENT MUST BE -
FULFILLED PRIOR TO SUBMISSION OF THE APPLICATION.

It is reasonable for the physician on the emeritus registration
wishing to revert back to a license to practice medicine and to comply with
the Continuing Medical Education requirements which apply to other licensed
physicians. It 1s reasonable that the CME's be completed prior

to submission of the application, so as to prevent abuse of the rule by doctors

who might obtain their reinstated license and use it without any intent of complying

with the CME requirements. The CME rules were establisehd as a means of up-
grading the educational level and medical skills of the physician and
keeping the physician abreast of advances in the medical profession. With
the intent of the CME rules in mind, it would not be fair to the patients to
permit a physician to re-enter the profession without the Continuing Medical
Education background of other physicians.
3. SUBMISSION OF ALL BACK LICENSURE FEES WHILE ONE'S LICENSE WAS UNDER

INACTIVE STATUS AND THE EMERITUS REGISTRATION.

It is reasonable for the physician on the emeritus registration
wishing to revert back to the regular license to practice medicine to submit

-7



the licensure fees that other licensed physicians in Minnesota have to submit.
The requirement of paying all back licensure fees discourages the practice of
continual licensure status changes bg the physician which places an extra burden
upon the Board's staff. The payment of back licensure fees would also'help to
defer the cost of the reinstatement procedures. Establishing this requirement
which will encourage physicians to retain their medical licensure will be
beneficial to the public in that it will lead to a larger base of qualified,
licensed physicians in the state.

4. SUBMISSION OF REFERENCES BY TWO PHYSICIANS LICENSED TO PRACTICE MED-
ICINE IN MINNESOTA VERIFYING THAT THE REGISTRANT HAS THE CAPACITY TO PRACTICE
MEDICINE; AND

It is reasonable for the Board to stipulate that the physician

on emeritus status wishing “o reinstate his or her license to practice medicine
to provide two references from licensed medical doctors. It is vital that before
a physician is re-issued a license to practice medicine that the physician is
capable of praqticingvmédicine and wouldn't present a risk to the public. These
two doctors would understand the practice of medicine and would be able to
confirm if the applying doctor still had the capacity to practice medicine.

5. SUBMISSION OF A NOTARIZED, COMPLETED, AND SIGNED INFORMATION RELEASE
FORM, LISTING ALL SCHOOLS ATTENDED, HOSPITALS AND CLINICS SERVED AT, AND BRANCH
OF MILITARY SERVED IN.

It is reasonable for the Board to have access to education, work

and military background of a physician on the emeritus registration requesting
a reinstatement to his or her regular licsnse, if such information is necessary
for the Board in rendering a decision in regards to reinstatement. In that a long
period of time may have passed since the reinstating physician was originally
licensed, it is important that the Board have access to those records in order to
make certain that the physician is still eligible for licensure. The information

relzase form will provide access to this information.
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E. A PHYSICIAN GRANTED EMERITUS PHYSICIAN REGISTRATION SHALL, UPON PAYMENT
OF A FEE, RECEIVE A DOCUMENT CERTIFYING THAT HE OR SHE HAS BEEN REGISTERED AS .
EMERITUS AND HAS COMPLETED HIS OR HER ACTIVE PROFESSIONAL CAREER LICENSED IN
GOOD STANDING WITH THE MINNESOTA BOARD OF MEDICAL EXAMINERS. THE FEE FOR SUCH
A DOCUMENT SHALL BE FIVE DOLLARS. THE DOCUMENT FEE
SHALL NOT BE A PREREQUISITE FOR CONSIDERATION OF AN APPLICATION FOR EMERITUS
REGISTRATION.

If the physician wishes to receive a document certifying that he or she is
a physician under the emeritus registration it is reasonable that he or she should
receive a document assuming the physician is willing to submit a fee for the
document. The fee is set at one-fourth the cost of a license to practice medicine
sSo as to cover the cost of the document. For further discussion on why the

registration fee was set at five dollars, please see the appendix.-

However if the physician doesn't want to spend the money on the document
neither the document nor the fee should be considered necessary for the emeritus
registration.

F. BEING REGISTERED AS EMERITUS WILL NOT SUBJECT A PERSON TO THE ANNUAL
RENEWAL CYCLE OR RENEWAL FEES.

Since the emeritus registration doesn't contain any privileges for practicing
medicine, there would be no need for a periodic review of the physician's reg-
istration in order to insure that he or she still has the capacity or com-
petence to practice medicine. The only ways in which the emeritus registration
could be terminated is if he or she attempts to practice medicine or if he or
she wishes to be eligible to revert to a regular license to practice medicine.
There are no other reasonable needs in which the emeritus registration should

be terminated.



APPENDIX

The following materials were sent out in regards to the application
fee for the emeritus registration:

A. Memo to the CME Committee .of the Board Examiners making a re-
commendation for registration fee and rational for the fee.

B. After this fee was approved by the CME Committee this memo was
sent to the entire Board, requesting a vote by the entire Board. Memo
A was enclosed with this memo.

C. Individual mail votes by the CME Committee and the entire Board
in regards to the approval of the five dollar emeritus registration fee.
CME Committee members vote as part of the whole Board stayed the same as
their Committee vote, unless they expressed a change in opinion.

D. Application to establish a licensure fee to the Commissioner of
the Finace Department.

E. Memo of December 22, 1982, from Allen A. Yozamp to Jack Wallace
rejecting the emeritus registration fee of five dollars.

F. Memo of February 15, 1983 from Jack Wallace to Allen A. Yozamp,
responding to the objections raised by the Department of Finance respo-=ding
to the objections raised by the Department of Finace to the five dollar
emeritus registration fee. ’

G. Memo of March 3, 1983 from Allen A. Yozamp to Jack Wallace approving
the emeritus registration fee.

H. Authorization from Dean D. Nywall to use guote in this document.
(all other quotes were from public documents)
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STATE OF [AIMNNESOTA
\ ¢ " } ..
DEPARTMINT  Board of Medical Examiners f“*‘ 7 “”? S4BT AL
TO E Continuing Medical Education Committee DATE:  November 3, 1982
Jack Breviu, Special Assistant Attorney General
James Cain, M.D., CHE Committee Consultant
BHON § et arisre AN PHONE: (612) 623-5534

Assistant Executive Secretary

BUMEEY: Fee for the Emeritus Registration

The folloving is a list of the expenses that I anticipate for the ernritus
registration for retired physicians, I am basing tiha costs on the estimate
that we will have 250 physicians apply for this registration (since only the
first item is fixed, an error in my estimate of nuwbers shouldn't make any
difference) :

Cost Items: ' Cost:

Registration card and Certificate
(cost of paper, reproducing designs) 4 25,008 *

Clerical personnel, figured at 62,5 hours 430.00
or fifteen minutes per applicant for a

Clerk Typist IL at the upper range of the

pay scale. (consists of chacking applicant’s

file for disciplinary action, typing wallet

card, making Kroy lettering for certificates,

xeroxing certificate, mailing out wallet cards

and certificates, and any filing)

Staff personnel, figured at 12% hours or three 128.00
minutes per application for a Health Program
Representative at the upper range of the pay
scale. (would consist of dealing with any
special problems related to the processing
of applicants registrations)

1

$583.00
divided by 250 physicians

s 2.35_Eér registration
($. 2.71 counting postags2)

* Cost was estimated by Brenda Braun a graphic artist for Information Servic:s,
Decarcnent of Health who iIs currently designing the wallet card and certificate.

(A drafi of the wallet cards and certificate should be rcady for Committec approval
for the March or lMay mezting) .

continuzad
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One point that I think was not made clear at the last CiiL Comnittee
meeting was that in order to obtain approval for a license fee it must
be shown that receipts will cover anticipated costs. This concept of
reasonableness is not a factor in obtaining approval for a licensure
or registration fee.

Because of the low cost of this registration, I cannot make a staff
recommendation any greater than five dollars. However, looking at the

1983 budget of current expenditures we have an estimated surplus of

$5,583 without the emeritus registration fees, $6,833 if we charge five
dollars, and $8,083 if we charge ten dollars. Because this is not as
greatidsafety margin as in previous years, we could argue a greater fee

as a way of balancing our overall costs. However, remember that this

would help our overall budget for only one year, after the first year,

I would doubt that we would ever have morc than twenty emeritus registration
requasts per year.

However, my staff recommendation would still be to 't the licénsure fee
at five dollars. Enclosed is a stamped, addressed envelope for your vote
in regards to this matter ‘or if we should have a conference phone call. I
would like to get this done as soo2n as possible as the fee musi have Board
approval before the Department of Finance approval may proceed.

cc: David Carlson
Brenda Braun
Harold Broman, M.D.
Chester Anderson, M.D.
Wayne S. Burggraff
Terry Rogstad
Arthur Poore
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STATE OF ES0TA
£4
Offica Memerandum
S 82 4 of Medical Exaninses ;j"'d S A o
7 : e DATE: :
Ev.r-3 of Medical Examinars " ' MNovember 17, 1932

(612) 623-5534

2 Jallace j\,L) PHONE:
ant

Executive Secretary
Fz2 for the Emeritus Registration

Before th2 rules may be promulgated for CHE and the emeritus registration, the
Board must a2pprove the registration fee for the emeritus rsgistration. Befors
the Dspartment of -Finance will approve the em=ritus registration fea, the Board
of Madical Examiners must approve the Ffee.

Enclosed i35 a mamo which was sent to the CME Committee which explains the
rationale for setting the registration fee at five dollars. The proscsal of
the five <Zollar fee has been approved by three of the four members of the
Committe=s, [ have not heard from the fourth. In that I don't wish to delay
this matter and would like to obtain the approval for the f2e by the January

Board meeting (and sincs I had a majority of the Committee vote), I decidad
to refer *:is to a Board vote.

Enclesed {7 a stamped envelops addressed to the Board, please let me knor
&s soan as possible if the five dollar fee is okay, not ckay or if tne
matter should be delayed for a full-board discussion (eithsr at the next
Board wm2eting or a telephone conference call). Those who have already

approved tihs emeritus registration fee need not respond unless they have
changed thair minds.

cc: David Carlson
Val Vikmanis
Terry PRogstad
Jack 8reviu
Arthur Poore

SR ———— A



CME COMMITTEE:
3 Yes 0 No 1l Abstintion
Board of Madical Examin=rs:

9 Yes 0 ilo 2 Zbstintion

7
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THIEF RV 23 hakLL,. WNNESOTA 5701
(213) 281-3747

. November 11, 1932

Faa ¥ PRALTICE
A M. Zam, MD.
R. A. Dicken, M.0,

P. D, Jornson, M.D. To: Jack tallace
LA Assistant Executive Secretary
. F. Sehsuneman, 7.0, F A -
E. . Thorsgand, M.D. Minnesota Board of Medical Examiners
_,"'} o =7 e ‘J

GENERAL SURGERY From: G. B. Martin, M. D. 1‘;/--"”'//

WP Kawy, MO . o /

Subject: Advertising rules and fee for emeritus physician

INTERNAL MEDIGINE regi stration

A, W. Hanrichs, L1.0.
D. S. Meaetary, M.D.

I agree that the fee for emeritus physician registration should
0.8, AN GYNECOLOGY be set at $5.00. The memorandum regarding the advertising

e M rules did not include a copy of those rules and I would request
a copy since it would appear that this is the appropriate time
ORTHOPENICS for any other members of the board to share their feelings with
BT Gae D, the Advertisina Committee.

AZ;  ueroaTN@ T, Laml rimiiia haud mwa+r hndivna dactunurcrtivualv cvit+icral Anf thao
to refer this to a Board Vote,

Enclesed is a stamped envelope addressed to the Board, please let me knors
as soon as possible iFf the five dollar fee is okay, not okay or if the
matter should be deslayed for a full-board discussion (elither at the next
Board meeting or a telephone conference call). Those who have alrzady
approved the emeritus registration fes need not respond unless they aave
changed their minds.

cc: David Carlson
Val Vikmanis
Terry Rogstad
Jack Breviu
Arthur Poore
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to r=fer this to a Board vota.

Enclosed is a stamped envelope addressed to tha Board, please lst me knor
as soca as possipble if the five dollar fee is okay, not okay or if the
mattar should be delayed for a full-board discussion (2ither at the next
Board meeting or a telephons conference call). Those who have already
approved the emeritus registration fee need not respond wnless they have
changed their minds.

cc: David Carlson
Val Vikmanis
Terry Rogstad
Jack Breviu
Arthur Poore
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Talaphone 507 28+-2511

Navanber 2%, 1082
November 25, 1982
Richard 8. Tompkins, M.D,

Departmant of linteenal Madiciee

Division of Rheumatology

Mr. Jack Wallace

Minnesota State Board of lMedical Examiners
Suite 352

717 Delaware Street SE

Minneapolis, MN 55414

Dear Jack:

I think the 85 fee for emeritus registration is entirely

appropriate and I think you should pursue it with the Department
of Finarnce.

Sincerely yours,

32957;;5147‘
Richard B. Tompkins, M.D.

RBT/dr
sambide WAt AL WAl e h Bkt
Chaster Anderzon, IM.D,

Fayre §. Burggcall
Terry Rogstad
Arthur Poore
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s wSSLLLy (iU SINC2 L pad a majority of the Committee vot2), I decided
to refer this to a Board vote.

Enclosed is a stampad envelope addressed to the Board, please lat me knor
a5 soon as possible if the five dollar fee is okay, not okay or if the
matter should be delayed for a full-board discussion (either at the next
Board meeting or a telephone conference call). Those who have alrsady

approved the emeritus registration fee need not respond unless they have
changed their minds.

cc: David Carlson
Val Vikmanis
Terry Rogstad
Jack Breviu
Arthur Poore
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to rafer this to a Board vote.

Enclosed is a stamped envelope addressed to ths Board, please let me kncr
as soon as possible if the five dollar fee is okay, not okay or If the
matter should be delayed for a full-board discussion (eithar at the next
Board meeting or a telephone conference call). Those who have already
approved the emeritus registration fes need not respond unless they have
changed their minds.

i
cc: David Carlson . B
Val Vikmanis A T N Chits
Terry Rogstad i 5
Jack Breviu o 5
Arthur Poore 2 Jier I-‘. :
s !
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! EQARD OFf MNEDLCAL EXAMINERS e
: DATE: .
10 Dave Carlson Novembar 23, 198
Sacticn of Accounts and Finznce
7 \3 PHOME: .
- = . ! i‘l\ﬂh‘at.
i Jack Wallacs JJ 623-5534
Assistant Exszcutive Secretary

Approval of the Emeritus Registration Fse for retired physicians

Enclosed ars tha documents necessary in ordsr to obtain the
approval of the registration fes at $5.00. The $5.00 Ffee has
beezn approved by seven of thes eleven Board members. I am still
awaiting a response from ths other four. Howaver, since seven
does ccastitute a quorum and a majority, I am broceeding. Please
contact me if anything further is necessary.

cc: Board of Medical Examiners
Jack Breviu
Arthur Poore
Jamas Cain, M.D.
Val Vikmanis
Terry Rogstad
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SUB4ECT:

STATZ CF MIDINESOTA
- “o“"‘ fi= : {
I 47718 amaranrilital
BOARD OF MNEDICAL BXEMINSRS W f peteta BOLSRE IR S e bl
DATE:

Director Noverber 23,

s
. . - ~ U e
laenning and Conitrol

' PHOME:
Jack Wallace HRRE:  gma.

e
Assistant Exscutive Secretary

n
U
()
.

Board of Medical Examiners fee for the Emeritus Registration

Listed below 1Is ths fee approved for the emeritus ragistration
adopted by the Board of [edical Examinsers through a mail vote.
The vote was Initiated in response to a memo dated Hovember 17.
The fees are in accordance with [linnesota Statutes Sections 16 A.
128 and 214.05. in status and will not be subject toc renewal fees.

The total amount of revenue anticipated to be ganerated by the
ensritus regist:ation, when combinad with the total amount of
revznue anticipated to be generated from other fees charged by
the Board zpproximates the amount appropriated plus the portion
of the general support costs and statewide indirect costs of Lthe

agency .
FYy 83
Em=ritus Registration $§5.00
Approved:
Allen Yozamp Date .
Director

Budget Planning and Control Division

1932



BOARD OF MEIDICAL EXAMINERS
Proposed Fees to Caver F.Y. 83 Ancicipated Expendituras
Source
Proposed
Type of Ssrvigse Quantity Fee
Physician Annual Registrations 13,340 $20.00
Examination/Endorsement: Appli-  100/154 125.00/
cation Feas 100.00
Temporary Graluake Training 9 15.00
Parmits
Certification to Othsr States 160 10.00
Temporary Liczansas 210 £0.00
Osteopathic ZAnnual Registrations g 20.00
Physical Therapy Annual Reg-
istraticns 1,932 5.00
Physical Therapy App/Endors 100/70 70.00/15.00
Corp. Resnswals/New Registration 712/100 25.00/100.00
Emeritus Physician Registration 250 5.00
F.Y. 83 Appropriations 376,032.00
Anticipated Indirect Cost for Statewide
Sarvices 5,654.00
Anticipated Minnesota Department of 2
Health General Supnort Costs 3,401.00
Total Anticipated Costs 385,087.00

B.Y. 83

5,808.00

Proposed
Incom2

265,800.00

66,900.00
135.00

1,600.09
8,400.00
300.00

2,660.00
8,050.00
27,800.00

390,895.00
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Jaclk Hallace, Assistant Executive Secrszt atry paTs: December 22, 1832
= = e N A
Board of Medical Examiners

Allen A. Yozamp; “ )
Assisi3nt State BuGget Director
e 3

Physician Emeritus Fee Request

-

The purpose of this memorandum is to respond to your request for approval
of a 35.00 f=ze for physician emeritus registration.

We are unable to aparsve tha fee at this tirn unless your agency indicztss
it plans to hold a public ha=r1r3 ragarding the Tee. This decisien is
based cn our interpretaticn of M.S. 16A.128 as amended by the 1221 third
special session of the legisiature. The last sentence of this statute now
reads; "Fes adjustments authorized under this section may be mace without
a public hearing when the total fees estimated to be receivad during the
fiscal biennium will not exceed tha sum of all direct appropriaticons, in-
direct costs, transfars in, and salary supplements for that purpcss Tor the
biennium."

The Tollowing is the actual/anticipated receipts and costs for the M
Examiners Board for the current biennium. The information was taken
your most recently submitted fee review.

F.Y. 82 F.Y. 83

Receipts 3408.0 $390.5
Receipts - Emeritus Registration 2.3
Total Receipts §408.0 392.9
Costs 361.3 385.2
Difference $46.7 .

The total receipts estimated for the biennium exceed the estimated biennial
cost before the addition of the new fee, By our interpretation; any fee
adjustment that dces not bring the difference between estimated receipts and
costs for the biennium to a negative amount will require a public hearing.
The fact that revenue approximates costs is no longer relevant when deter-
mining if a public hearing must be held.

We also will te requiring additicnal information for future rate chance r=-
quests. At a hearing with the Legislative Commission to Review Administra-
tive Rules, it was felt we shculd review the reasonableness of individual
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fees along with ¢

that raqussis fnc

fee charged. "For

as follows:
1 hour clerical at 53.00 per hour = $2.00
1/2 hour profassional at $12 ser nour = 6.00
Overhead, Supply & Expense - 2.00

If you wish to discuss our intarpretation of M.S. 16A.128
proczdures please contact me or Richard Hoeft (296-5155)

AY/R.H./pm
cc: Tom Rice

or the fez change
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ARTMENT BOARD OF MEDICAL EXANMINERS {U7ice fflemorcndum
TO Allen A. Yozamp DATE: Fopruary 15, 1933
Assistant State bedget Director
- . - -
FROM Jack Wallacemvo PHONE: £23-5534
Assistant Exaecutlve Secretary
SUBJECT:

Physician Emeritus Fee Request

This is in response to your letter of Dacember 22, 1982, in which your agency
was unable to approve our request for $5.00 fee for the physician smeritus
registration. The main problem concerned the fact that for fiscal year 1983,
our estimated receipts exceed estimated costs. According to M.S5.16A.128,
when an agency's estimated faes exceed estimated costs, a public hearing
must be held if that agency wishes to implement a new fee or adjust an exist-
ing fee.

The emeritus registration for physicians is a newly proposed status, and is
coverad in proposad rule which will have to go through a public hearing be-
fore it becomss law. Subsection E. of the proposed emeritus registration
rule establishes the fee for the registration, "The fee for such a document
shall be one-fourth of the annual licensure fee." (The current annual lic-
ensure fee being twenty dollars, we would be willing to changs the rule to
a flat five dollars.) Since the emeritus registration fee is covered in the
ruele, and since the rule will go to public hearing, will this satisfy the
legal requirement of M.S.16A.1287 We are willing to highlight the sub-
section and to specify that the Board is planning én setting the fee at
five dollars on the notices of the public hearing, if necessary. As you
know the hearing examiner will not schedule a hearing for the rule unless
all fees have been apuroved by your department. A copy of the proposed
rule is enclosed (pac¢ - 5).

Also in your memo you kequested an approximate breakdown on the cost of
processing an individual emeritus registration. The breakdown is as
follows: 5

COST ITEM . : " cosT
Registration ~- 3 and Certificate $ .10

(cost of 1 v, reproducing designs)

Clerical personnel for the processing of
initial registration, figured at fifteen
minutes per applicant for a Clerk Typist
IT at the upper range of the pay scale.
(consists of checking applicant's file
for disciplinary action, typing wallet
card, making Kroy lettering for certificates,
xeroxing certificate, mailing out wallet cards
anc certificates, and any filing) 1.72
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Postage and envelope for certificate

Allowances for additional processing
after licesnsure, figured at two minutes
of clerical time and two minutes of

staff time. (would consist of receiving

-and processing of any complaints and
forward the complaints to the Board of
Pharmacy and the Attorney General when
applicable)

Please contact me in regards to this matter,
pPlease contact our office.

cc: CHE Committee
Chester Andarson, M.D.
James Cain, M.D.
Arthur Poore
Terry Rogstad
Dave Carlson
Tom Rice
Richard Hoerft

.55

3.356

should you have any guestions,
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TO Jack Wallace, Assistant Executive Secratary DATE, March 3, 1983
Beard of M=dical Examiners
L i)
= ."._ /:-v‘-"'-"'__ Ao :}f‘r‘iﬁ‘"

FROM @ Allen A. YOZ;‘J:_ /\é PHOME: 235-5188

Assistant Siate Sytgdt [Jiesctor
.[,{Aiﬁfﬁ,,ffz
//

SUBJE Pnysician Emeritus Fee Request

9]
-4

The purpose of this memorandum is to inform you that your reguest of a
§5.00 fee for physician emeritus registration is approved.

Since your board indicates it intends to hold a public hearing the re-
quirements of M.S. 16A. 128 will be met.

If you wish to discuss this fee approval or the fee procedures please
contact me or Richard Hoeft (295-5155).

AY:RH/pa
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November 4, 1932

Dean D. Nywall, i.D.
27 44 Broadway Avepusa
Dayton, Minnesota 56172

Dzar Doctor ilywall:

Th= Board of Hedical Examiners is prasently attempting to promulgate
rules wiicn will establish an "emeritus registration" ror those
physicians who are retired. The rulss have been drafted, I am currently
finishing up a Statement of Need and R=2asonablsness for th2s new rule.
The Statement of [J2ed and Reasonablensss is a very long and tzdious
document which establishaes the fairness and need for a'new rul=s. Aas
part of my argusment for the new rule I was wondering if I could use
your letter of October 2, 1981, addressed to tixe Board. I f2el that
your letter was an excallent summarization of tne feelings ¢f many
ratired doctors suddenly faced with a new raguirement in order to kzep
their medical license, a regquirement which they didn't have to meet
wihen tiey were practicing.

The quote I wish to use is as follows: "it took 20 ysars, from high
school till I finished my internship, toacguiremy H.D., and I have
practiced for 30 y=ars... You have rules I know, but as I've stated,
I have no intentions, for reasons of future health, of ever practicing
medicine again. I would just like to continue to feel that I am a
doctor of medicine.”

Please lat me know If it is okay for me to use this cuote. Enclosed
is a copy of the latest draft of the rules for your review, I can send
you a copy of the Statzsment of Need and Reasonableness wnen it 1s
completed.

Sincerely yours,

sistant Executive Secretary ZQ
J/bd m

cc: Jack Breviu
Sam Grais
James Cain, *.D.
Arthur Poors

AN EQUAL OPPQORTUNITY EMPLOYER
e





