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ANNUALREPORTOFTHE 
BOARD OF REGISTRATION IN MEDICINE 

TO THE GENERAL COURT AND 
THE SPECIAL COMMISSION ON MEDICAL MALPRACTICE 

MARCH 1, 1988 

This report is submitted pursuant to the 
requirements of G. L. c. 112, secs. 4 and 5J 

INTRODUCTION 

The Medical Malpractice Reform Act of 1986 created many new challenges 

for the Board of Registration in Medicine last year. 

In response to the Act, the Board developed a unique malpractice preven

tion program called Patient Care Assessment that health care providers began 

implementing statewide. As providers adjusted to its requirements, the Board 

began new duties of tracking malpractice and patient injury reports to detect sub

standard care. 

The Act gave the Board additional tools to develop a more efficient and 

effective disciplinary system. Last year, the Board streamlined the disciplinary 

process and improved responsiveness to consumer complaints. The number of 

physicians investigated and disciplined for incompetence, misconduct and im

pairment dramatically increased. Recognizing these efforts, the Insurance 

Commissioner reduced malpractice premiums that the Joint Underwriting 

Association could charge physicians by $2 million for the 1987-88 rate year. Also, 

regulations that govern the disciplinary process were extensively rewritten. 

Other issues addressed by the Board included aggressive attention to 

problems surrounding impaired physicians and prescription writing abuses. The 

Board began working with medical specialty groups to adopt practice standards 

that prevent injuries and improve care. The scrutiny of work hours and supervi-



sion for medical residents was collaboratively begun with the Department of 

Public Health, the medical schools and teaching hospitals. AIDS drew the 

Board's attention at forums that examined its complexities for physicians and 

other providers. 

More than 22,000 physicians were re-licensed last year under new rules 

and the Committee on Acupuncture was appointed and had proposed license re

quirements that drew national attention by year's end. 

Acknowledgements 

The sound policy advice of many groups and individuals helped the Board 

meet the Malpractice Reform Act's mandates. Offering invaluable assistance 

were the Massachusetts Medical Society, the American Association of Retired 

Persons, the Massachusetts Hospital Association, the Joint Underwriting 

Association of Massachusetts, and the Massachusetts Nurses Association. 

The Board also appreciates the help of the Massachusetts Association of 

HMOs, the Massachusetts League of Community Health Centers, the Association 

of Mental Health Clinics, the Massachusetts Federation of NurSing Homes and the 

Attorney General's office in recommending ways to improve the quality of medical 

care in the Commonwealth. 

The Board is also deeply appreciative of the support and guidance of 

Governor Michael S. Dukakis, Consumer Affairs Secretary Paula W. Gold and the 

Legislature. 

Summary of the Board's Activities 

The Board operates under the authority of Chapters 111 and 112 of the 

General Laws to: 

. set licensure standards for physiCians and acupuncturists; 

. investigate and discipline physicians or acupuncturists who engage in sub
standard care, misconduct or violations of the law and Board regulations; 
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. follow up medical malpractice, physician discipline and substandard care 
reports received from insurers, courts, government agencies, professional 
organizations, hospitals, physicians, and other health professionals; and 

• assure that health care providers participate in malpractice prevention pro
grams as a condition of licensure. 

The Board consists of five physicians and two public members appointed 

by the Governor to three-year staggered terms (Attachment A). The Board meets 

at least twice monthly to decide licensing, disciplinary, regulatory and administra

tive matters. The members also routinely interact with staff to offer direction in the 

processing of disciplinary cases, license applications and Patient Care 

Assessment compliance. 

Board Committees 

Two standing Committees -- Ucensing and Complaint -- meet regularly to 

review individual license applications and alleged license violations and make rec

ommendations to the full Board. Another committee works with staff to interpret 

and monitor compliance with the Patient Care Assessment regulations. Members 

also serve on ad hoc committees devoted to specific issues, like impaired physi

cians. A physician member of the Board serves on the new Committee on 

Acupuncture. 

Sections Contained in the Annual Report 

The following report consists of five sections that describe the activities of 

the Disciplinary, Patient Care Assessment, Data Repository/Data Management, 

Ucensing and Acupuncture Units. The sixth section details other issues ad

dressed by the Board in 1987. 
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I. THE DISCIPLINARY UNIT 

Actions Double 

The Malpractice Reform Act placed strong emphasis on preventing mal

practice through more vigorous prosecution of physicians charged with miscon

duct or incompetence. The Act expanded the Board's disciplinary tools with new 

subpoena and sanction powers. Coupled with new resources, these powers 

have improved the Board's disciplinary efforts. 

The Disciplinary Unit's investigative and prosecutorial staff reached full 

strength at 11 attorneys last year, and two full time hearing officers in the Legal 

Unit were hired. Almost twice as many investigations were completed in 1987 as 

in 1986, and almost three times as many as in 1985 (Attachment B). Investigative 

subpoenas -- which the Board was for the first time authorized to issue -- vastly 

improved the efficiency of the fact-gathering process; 126 such subpoenas were 

served in 1987. 

The total number of physicians disciplined by the Board increased 523% 

from 1984 to 1987 -- from 17 in 1984 to 89 in 1987 (Attachment C). The Board or

dered a record 17 immediate license suspensions last year to physicians believed 

to be endangering the public. 

Last year's actions ranged from entering into Assurances of Discontinu

ance, to license revocation attached to a $10,000 fine. By Board policy fines must 

be commensurate with the harm a physician does (Attachment D). Nine physi

cians were fined a total of $30,500 last year. The fines ranged from $1,000 for 

practicing medicine without completing a renewal application for licensure, to 

$10,000 for sexual abuse of a patient. 
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Time to Resolve Cases Cut in Half 

The amount of time that elapses between voting formal disciplinary 

charges and issuing final decisions was dramatically shortened last year. In 1986, 

this time frame averaged 33 months. In 1987 this total was cut by more than half, 

to 15 months. (These averages do not include cases where physicians resigned 

from practice before adjudicatory hearings commenced.) 

The Board's backlog of cases awaiting formal hearing has stabilized at ap

proximately 90. The backlog is far more manageable now due to the hiring of full

time hearing officers. Adjudicatory hearings were previously held before individ

ual Board members, whose full-time jobs limited the ability to hear a case speed

ily. The hearing officers, who are attorneys, can devote more time to hearings 

and develop expertise in the hearing process that expedites the proceedings 

without infringing on complainant needs and physician due process rights. 

Not only has efficiency improved, but the quality of Board decisions has, 

also -- if judged by appeals of Board decisions to Single Justices of the Supreme 

Judicial Court. Excluding summary suspensions, only 12% of the 77 Final 

Decisions and Orders issued in 1987 were appealed. 

This compares favorably to 1986 when 21 % of 29 Final Decisions and 

Orders were appealed. 

The Board made great strides last year to meet the Malpractice Reform 

Act's expectations by more efficiently and effectively protecting public health and 

safety through physician discipline. 

The Complaint Process 

The investigation of physicians begins with complaints made by the public, 

health care providers, law enforcement agencies and other sources. Complaints 
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cover a wide range of subjects, from allegations of improper care to billing dis

putes. 

In 1987, the Board received complaints from 661 persons, one third of 

which involved billing disputes and other matters which did not implicate patient 

health or safety. Eighty-five percent of all complaints were resolved without re

quiring formal disciplinary action. 

Upon receipt, a complaint is placed in one of four categories of severity 

that range from life-threatening to frivolous. The evidence available to support the 

allegations is similarly assessed. The combination of patient harm and adequacy 

of the evidence determines the order in which the complaint is considered. This 

process of complaint prioritization, which was required by the Malpractice Reform 

Act, keeps complaint processing on a timeline and allows the the Board to focus 

on the most serious violations. 

The complaint is then assigned to an investigative attorney. Complaints 

may at first appear straightforward but often involve complex medical and legal is

sues. The investigation process is therefore often time-consuming. Attachment E 

outlines the typical investigation and hearing process. 

Disciplinary Process Improved 

In response to the Malpractice Reform Act and the need to expedite com

plaint resolution, the Board overhauled its disciplinary regulations last year. 

These changes preserve physician due process rights while reinforcing the 

Board's primary duty to protect public health and safety. Three major changes 

are described below: a new form of discipline called an "Assurance of 

Discontinuance"; a two-stage summary suspension process; and revised rules for 

disciplinary resignations, revocations and reinstatements. 
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New Assurance of Discontinuance Procedure 

Historically, the disciplinary process required an all-or-nothing response to 

alleged violations, regardless of severity. Sanctions were narrowly limited to sus

pension, revocation, reprimand or censure and could only be imposed after a 

time-consuming hearing and decision process. Physician-defendants were sub

jected to considerable expense and anxiety, particularly impaired physicians 

whom the Board wanted treated in the early stages of impairment. 

Last year, the Board by regulation created a new type of disciplinary sanc

tion, called an "Assurance of Discontinuance," that increases flexibility while still 

fully protecting public health and safety. (Attachment F lists the sanctions avail

able to the Board.) 

The Board and a physician may enter into an Assurance of Discontinuance 

if the allegations relate to minor violations or if the physician is impaired by alcohol 

or drugs and no patient harm has resulted. (A more complete discussion of im

pairment issues is contained in Section VI of this report). 

An Assurance of Discontinuance does not require a physician to admit 

wrongdoing, but it must include a recitation of the underlying circumstances and 

either a sanction or agreement to pay the costs of the investigation. 

Under this regulation, the Complaint Committee recommends that the 

Board negotiate an Assurance of Discontinuance as an alternative to a full hearing 

on the alleged violation. If the Board agrees, the Board and physician have 60 

days to negotiate the Assurance after which the Board can issue a Statement of 

Allegations (formerly called an "Order to Show Cause") and initiate a full hearing. 

This procedure is not mandatory since a physician may still opt for a full 

hearing on the allegations. However, the Board believes that physiCians will find 

the Assurance of Discontinuance process to be less costly and free of the months 
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of uncertainty that can accompany a full hearing. The new sanction continues to 

protect the public because it must be reported to the Federation of State Medical 

Boards of the United States' Physician Disciplinary Data Bank, as required by the 

Malpractice Reform Act, and the federal Health Care Quality Improvement Act of 

1986. 

Summary Suspension 

In rare circumstances, when the public health, safety or welfare 

"necessitates," the Board summarily suspends a license and grants the physician 

a hearing on the merits of suspension within seven days. In 1987, 17 licenses 

were summarily suspended. 

The summary suspension power was upheld last year in Rosen v. Board of 

Registration in Medicine, Supreme Judicial Court, No. 87-107, June 3,1987 

(Single Justice Memorandum of Decision), which stated, " ... there was ample evi

dence that Rosen was abusing his license to prescribe controlled substances, 

and I am convinced that the Legislature clearly intended to empower the Board to 

act expeditiously in suspending any license so abused." 

In 1987, the Board amended its summary suspension regulation in two 

significant respects. First, it adjusted the initial evidentiary burden to require that 

the Board's action be "based upon affidavits or other documentary evidence." 

This provides immediate access to the Board's documentation so that the physi

cian can then make an informed decision whether to request a hearing on the 

summary suspension within seven days. 

Second, the Board added a "middle ground" between immediate suspen

sion and no suspension at all. If affidavits or other documents suggest that a 

physician "may be a serious threat to the public," the Board may order the physi

cian to submit, within three days, evidence addressing the Board's concerns. If 
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the Board then decides to suspend the physician, he or she will still have a hear

ing within seven days. 

Resignation While Charges Are Pending 

While disciplinary charges are pending before the Board, a physician may 

"resign" from the practice of medicine at any stage of the hearing process. Called 

disciplinary resignation, the license surrender is final and is reported to the 

Federation of State Medical Boards of the United States' Physician Disciplinary 

Data Bank. A physician who resigns while charges are pending does so with the 

understanding that he or she has lost forever the right to practice medicine. The 

Board can refuse to reinstate the license without violating any due process rights. 

In the past, the Board accepted disciplinary resignation only if the physi

cian simultaneously surrendered the right to practice in all other jurisdictions. This 

requirement was modified last year to permit the surrender of just the 

Massachusetts license if the Board's charges are based entirely upon findings of 

another state board. 

The change was made to accommodate the way in which state licensing 

boards exchange disciplinary information about a particular physician. When an

other state disciplines a physician for a violation occurring in that state, it has 

available the witnesses and evidence needed to make full findings of fact. That 

board's findings and disciplinary actions are shared with other states and can be 

used by Massachusetts to take action against the physician's Massachusetts li

cense. Conversely, other state boards will rely on Massachusetts' findings and 

disciplinary actions when taking action against a physician for violations that oc

cur in Massachusetts. 
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Revocation and Reinstatement 

In 1987, the Board changed the presumptive conditions regarding revoca

tions. Unless a Final Decision & Order states otherwise, a license revocation is 

effective for at least five years. A physician previously could petition for reinstate

ment after one year of revocation. 

The Board has also limited the frequency with which it will consider peti

tions for reinstatement. Starting in 1987, if a petition for reinstatement is denied, 

the physician must wait two years before re-petitioning. 
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II. THE PATIENT CARE ASSESSMENT UNIT 

Malpractice Prevention in the Workplace 

Last year, in response to the Malpractice Reform Act, the Board created a 

malpractice prevention program called Patient Care Assessment (PCA) that is the 

first of its kind in the nation. Effective last July, the PCA regulations require all 

physician work settings to use comprehensive risk management and quality as

surance techniques to deter malpractice and remedy substandard care. 

The PCA program is unique because it is the only state-ordered program 

that requires a comprehensive approach to risk management while making par

ticipation a condition of physician and facility licensure. Risk management pro

grams required by private organizations like the Joint Commission on 

Accreditation of Healthcare Organizations lack this crucial enforcement power. 

The PCA regulations require health care facilities to adopt state-of-the-art 

techniques to identify and correct patient care problems. Responsibility for the 

program in each facility is vested in high-level administrators and its governing 

body. Facilities must report certain severe patient injuries and provide PCA 

progress reports to the Board on a quarterly basis. 

The regulations apply in differing ways to 165 private and public hospitals, 

nearly 300 clinics and mental health centers, 21 health maintenance organiza

tions, over 550 nursing homes, many episodic walk-in centers, and every physi

cian who practices in the Commonwealth. 

A number of hospitals challenged the authority and reasonableness of the 

regulations after they were issued in January, 1987. (Beth Israel Hospital 

Association. et al. v. Board of Registration in Medicine, 401 Mass. 172 (1987).) In 

October, the Supreme Judicial Court rejected all but one of the hospitals' con

tentions; that contention was then addressed with corrective legislation satisfac-
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tory to the Board and the hospitals (St. 1987, c. 579). The Board believes that 

Patient Care Assessment programs offer physicians, hospitals and consumers a 

rigorous but necessary approach to reducing the frequency and cost of malprac

tice claims in the Commonwealth. 

peA: A Brief Summary 

By the end of 1987, every private hospital, HMO and nearly every multi

purpose clinic had filed a written description of its PCA program with the Board. 

(Attachment G shows the status of these submissions at year's end.) 

The PCA Unit, whose multi-disciplinary staff of five includes a physician, 

has reviewed the thoroughness of each facility's plan using standardized criteria 

from the PCA regulations. Each plan contains 10 to 30 pages and required one to 

three hours of review. Additional time was usually necessary to discu·ss changes 

with the facility after issuance of a notice of deficiency. All problem programs 

were reviewed with a member of the Board's PCA Committee. Most deficiency 

notices cited incomplete filings and were easily corrected. In only a few instances 

were facilities reluctant to meet the new requirements. 

The regulations require a PCA program to include the following elements: 

· credentialing systems that review the competence and malpractice history 
of physicians directly employed by the facility or granted staff privileges; 

• procedures to review patient injuries identified through internal incident re
ports; 

· systems to detect, analyze and trend unreported injuries and near-injuries 
through retrospective review of medical records; 

· a formal process and committee structure to review problematic care iden
tified through these procedures, recommend corrective steps and ensure 
their implementation; 

· distribution of patients' rights information upon admission to a facility and 
notice to patients that complaints can be filed with the Board and the 
Department of Public Health; 
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· analysis of patient grievances to detect quality, staffing and administrative 
problems; 

· policies for obtaining informed consent for potentially dangerous proce
dures; 

• annual training of facility staff in PCA requirements, particularly the 
Malpractice Reform Act's duty to report substandard care; 

• a committee to oversee the safety and maintenance of facilities and equip
ment; 

• policies for medical records, prescription practices and medication errors; 
and 

· procedures for treating impaired health care providers. 

Injury Reports: A Measure of Quality 

Working in combination, these requirements are designed to help facilities 

identify both substandard practitioners and practices. They can help facilities 

remedy problems internally before they require Board disciplinary action or result 

in malpractice claims. 

While the full benefits of the PCA program will take time to realize, one im

mediate effect of the regulations is the Board's new ability to focus on severe pa

tient injuries that must be reported quarterly to the Board. 

Two categories of injuries are reportable: 

Category I: 

• maternal deaths related to delivery; 

· fetal deaths, excluding abortions; 

· chronic vegetative state resulting from medical intervention; and 

· death in the course of or resulting from ambulatory surgical care. 

Category II: 

• Major or permanent impairments of bodily functions or deaths that are not 
ordinarily expected as foreseeable results of the patient's condition or of 
appropriately selected and administered treatment. 
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In the third quarter of 1987, 41 facilities reported 134 major incidents to the 

Board -- 94 in Category I and 40 in Category II. Of the 94 Category I reports, 89 

were fetal deaths, three were maternal deaths and two involved chronic vegetative 

states. In the fourth quarter of 1987, 29 health care facilities reported 58 major in

cidents -- 33 Category I fetal deaths and 25 Category II incidents. (See 

Attachment H for a sample reporting form.) These reports have been analyzed by 

the Data Repository/Data Management and PCA Units and several are the sub

ject of ongoing investigations. 

When patient injuries occur in a physician's private office, the regulations 

require the physician to report Category II incidents, as well as "unplanned trans

fers to a hospital precipitated by an invasive procedure performed in the office." 

One such unplanned transfer was reported for the last quarter of 1987. 

Technical Advice: First Year Priority 

Due to the novelty of the pcA regulations, the Board and the PCA staff 

made communication a top priority last year. The Board's past Chairman, Ralph 

A. Deterling, Jr., M.D., spoke to more than a dozen physician groups across the 

state. The PCA staff spoke at 34 forums (listed in Attachment I), where audiences 

ranged from a community hospital's medical staff to statewide conferences spon

sored by major professional organizations. Staff also responded to approximately 

300 to 400 telephone inquiries a month from providers and facilities. 

The Board published two editions of a technical advice bulletin, PCA 

Today, which was mailed to all regulated facilities and several hundred other in

terested parties. (Copies of the bulletin are included as Attachments J and K.) 

Finally, the Board established a Patient Care Assessment Advisory 

Committee that represented major parties affected by the regulations, including 

hospitals, the elderly, consumers, physicians, nursing homes, HMOs, clinics and 
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teaching hospitals -- among others. Throughout the year, this group was a 

valuable sounding board for recommending improvements in the regulations and 

communicated information to a wide range of constituencies. 

The Board's efforts appear to have been helpful. The president of one 

statewide organization wrote after a staff member's presentation: "Your explana

tion of the Patient Care Assessment process was very well received .... Your pa

tience in explaining these expectations in a pleasant and congenial way was very 

helpful to set the stage for meeting these requests." Attachment L offers samples 

of other comments received by the Unit. 

Improving peA Results: Priority for 1988 

The PCA regulations require facilities to file quarterly and annual reports on 

the effectiveness of their programs. The quarterly report summarizes the status of 

the PCA program, and must include analyses of internal incident reporting results, 

adverse patient care trends identified through this process and steps taken to im

prove care. 

Facilities must also file annual reports that summarize specific program 

data, including patient grievances and the treatment of any drug- or alcohol-im

paired physicians. These reports were due by January 31,1988, for calendar 

year 1987. The Board has set two priorities for this information in 1988. The first 

is technical. Reports filed under the new regulations for the first two quarters indi

cated a need to set uniform reporting standards that make the data more consis

tent and comparable. Forms that meet these goals are expected to be available 

for the March 31, 1988 quarterly reports. 

Second and more important, this information will be used to begin identi

fying patient care issues that should be addressed through technical assistance, 

regulatory change or advice to a specific institution. In 1988, the PCA Unit will de-
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vote increasing effort to specifying those risk management techniques that assist 

in identifying patient injuries and analyzing their ability to reduce the number and 

severity of malpractice claims. 

Data Management and Security 

The large volume of information now received by the Board created two 

kinds of problems: data management and security. A software program was de

veloped to monitor compliance with filing requirements, generate progress re

ports, make statistical comparisons, maintain mailing lists and track all facilities 

covered by the PCA regulations, as well as their affiliates. The program makes it 

easier to identify facilities that miss filing deadlines and to keep the Board ap

prised of progress in implementing the regulations. (A sample progress report is 

appended as Attachment M, and a sample data base file is included as 

Attachment N.) 

The Board also recognizes the sensitivity of the PCA data it now receives. 

By law, this information is confidential and only becomes a public record if used in 

a disciplinary action against a particular physician. Nevertheless, the Board de

veloped policies last year to protect the data from inadvertent disclosure, with se

curity checks installed in all data management systems. 

In addition, physicians and other providers expressed strong reservations 

about the confidentiality of PCA data generated by health care facilities. The 

hospital lawsuit challenging the regulations was partially based on this issue. 

Shortly after the Supreme Judicial Court's Beth Israel decision, the 

Legislature enacted St. 1987, c. 579 to address this concern. The statute renders 

confidential information that the Board requires health care facilities to submit. 

PCA data is thus given the same protection accorded to "medical peer review" 
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records, and is generally immune from subpoena. Nonetheless, this data must 

be made available to the Board. 

Cooperation with Nursing Homes and Mental Health Clinics 

In addition to the teaching hospital lawsuit, the Patient Care Assessment 

regulations faced other challenges in 1987. 

The nursing home industry sought an exemption from the Malpractice 

Reform Act's requirement that nursing homes participate in the Board's risk man

agement program. Proponents argued that nursing homes deliver nursing, not 

medical, care and are not in a position to assess the quality of physician services. 

However, the amendment did not change the requirement that nursing homes re

port disciplinary actions against physicians, credential certain physicians, and 

provide certain incident reports to the Board. 

Mental health clinics also sought major changes to accommodate their 

unique situation. After meeting with clinic representatives, the PCA Unit drafted a 

model plan. Its nearly 45 pages of explanatory materials provided a clearer pic

ture of PCA requirements and adapted them to the clinics' generally small size 

and limited resources. (See Attachment 0 for the model plan and Attachment P 

for the cover letter introducing it.) 

Other changes in the PCA regulations responded to concerns raised by 

the Advisory Committee. One change suspends application of the PCA regula

tions to small school infirmaries until the Board develops more suitable guidelines. 

Another permits hospitals, clinics and HMOs to phase in the credentialing of their 

physicians to avoid potential administrative bottlenecks. A third change simplifies 

the credentialing process for clinics. 
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III. THE DATA REPOSITORY/DATA MANAGEMENT UNIT 

Malpractice Reports From Other Sources 

In addition to requiring that health care providers report substandard care 

to the Board, the Malpractice Reform Act directed the Board to receive malprac

tice data from other sources. 

This responsibility was assumed by the PCA Unit until the statutorily cre

ated Data Repository/Data Management Unit was fully staffed last summer. Data 

managed by this Unit includes: 

• physician license application and renewal information; 

• disciplinary actions against physicians; 

• malpractice claims closed by the Commonwealth's four insurers; 

· malpractice lawsuits acted upon by the medical malpractice tribunal and 
the trial courts; 

· information reported by PCA programs; and 

· reports of suspected substandard physician care that health care 
providers, government agencies and other sources must report to the 
Board. 

Reporting forms were developed in consultation with many of the man

dated reporters and distributed by mid-year to more than 1,000 sources. Other 

reporting forms were developed for internal use. (See Attachment Q for sample 

internal reporting forms.) 

The new Unit is the Board's clearinghouse for all information reported un

der the Malpractice Reform Act and the Board's PCA regulations. The Unit en

sures that mandated reporters file required information in a timely and complete 

fashion, determines which information is public or confidential and responds to 

telephone and written inquiries. It also ensures that information is forwarded, as 

appropriate, to the Disciplinary and Patient Care Assessment Units. 

, 18 



Finally, the Data Repository/Data Management Unit is the Board's contact 

with national data collection systems that maintain information on individual 

physicians -- as required, for example, by the federal Health Care Quality 

Improvement Act of 1986. The Unit also sends reports to the Federation of State 

Medical Boards of the United States' Physician Disciplinary Data Bank and the 

American Medical Association's Physician Masterfile. 

Court-Reported Malpractice 

Court clerks must send copies of complaints and malpractice tribunal 

findings within 15 days of a finding. Copies of judgments, settlements, or other fi

nal dispositions at the trial court level are required to be sent within 15 days of 

their entry. The Board may keep the identity of the plaintiff confidential. 

rn 1987, the Data Repository/Data Management Unit received court re

ports against a total of 704 defendants, including individual physicians, hospitals, 

and professional corporations and associations. Attachment R shows the break

down of defendants by county. 

Closed-Claim Reports 

The state's four malpractice insurers must file closed claim reports within 

30 days after a judgment, settlement, arbitration award or other disposition is 

reached in a malpractice claim against a physician, regardless of whether pay

ments were awarded. The report (Attachment S) must include the following: 

· physician name, address, specialty, and policy number; 

· claimant/plaintiff name, address and age; 

· nature and substance of claim; 

· date and place of incident leading to claim; 

· amounts paid, and date and manner of disposition, judgment, or settle-
me~; . 
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• date and reason for final disposition, if no judgment or settlement; and 

. any additional information the Board requires. 

In 1987, the Data Repository/Data Management Unit received 591 closed 

claim reports. Of the total reports, 295 claims were closed without any payment 

on behalf of the physician. Of the 296 claims paid, 54 were for $10,000 or less, 

and 41 were for over $500,000. (Attachment T shows the closed claims results 

for 1987. Attachment U shows -closed claim payouts for 1987.) 

Uninsured Physicians 

The law requires physicians without insurance to report every settlement or 

arbitration award of a claim or action for damages related to his or her practice of 

medicine. The Board must receive these reports within 30 days of a written set

tlement agreement or 30 days after an arbitration award is served on all parties. 

Health Care Facility Disciplinary Action Reports 

Health care facilities must file initial, subsequent, and annual reports with 

the Board that explain disciplinary actions taken against physicians. Reportable 

actions are found both in statute and Board regulations and range from the denial 

or failure to renew staff privileges to censure and restrictions of privileges by a fa

cility. Facilities must report within 30 days after discipline is imposed, follow-up 

action occurs and final action is taken. (See Attachment V for a sample reporting 

forms.) 

In 1987, 201 disciplinary reports about 95 physicians were received. One 

hundred thirteen of them involved suspension of staff privileges for failure to com

plete medical records in a timely manner. 
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Health Care Facility Annual Disciplinary Reports 

By statute, hospitals and clinics must file annual summaries of physician 

disciplinary actions. Summaries must be filed even if no such actions were taken. 

The reports are due by January 31 st for the previous calendar year. 

The Board received 390 annual disciplinary reports in 1987 for calendar 

year 1986. Although the majority of reports indicated no action, 33 hospitals took 

51 disciplinary actions against physicians (some hospitals disciplined more than 

one physician). The primary reason cited for taking disciplinary action was failure 

to complete medical records--29 instances in 1986. However, more serious 

cases of clinical weakness or incompetence (10) and physician impairment (6) 

were also reported. 

The Board received over 618 annual disciplinary reports in 1988 for calen

dar year 1987. The Board received more annual disciplinary reports in 1987 

mainly because of increased reporting by nursing homes. These reports show 

that at least 56 health care facilities took 96 disciplinary actions against physicians 

(some physicians were disciplined by several facilities). Of the 96 disciplinary ac

tions reported, 18 related to physician impairment, 23 involved quality of care is

sues, 54 related to administrative problems, and one involved research fraud. 

Upon investigation, some reports alleging substandard care involved impairment 

issues. 

Medical Association Disciplinary Reports 

The Malpractice Reform Act also requires professional medical associa

tions to report disciplinary actions against physicians, regardless of whether the 

group is local, regional, statewide, national or international. The Board requires 

that such reports be filed within 30 days of the action. No such actions were re

ported in 1987. 
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"Squeal Law" Advisory Reports 

Certain individuals are required to report to the Board when they are aware 

that a physician has violated either G.L. c. 112, sec. 5 or the Board's regulations. 

Forms are not required for these reports, although the Board has them available. 

This obligation to report suspected substandard care, impairment, or other 

possible violations of licensing laws and regulations applies to health care 

providers, including physicians, dentists, and nurses. In 1987, 10 reports were 

received that fell within this category. The Board has proposed legislation for the 

1988 session to require reporting by pharmacists, as well. 

Government employees engaged in the provision or oversight of any 

medical or health services must also report under this so-called "squeal law." In 

1987, the Board received 12 such reports -- six from the State Police, two from the 

Board of Pharmacy, two from the Department of Public Welfare, one from the 

Department of Mental Health, and one from the Civil Service Commission. 

Dissolution of Professional Corporations, etc. 

The Board requires that physicians report the circumstances surrounding 

the dissolution of or disassociation from a group practice or professional corpora

tion, if it is related to a licensee's competence to practice medicine, or certain 

other matters. No such reports were received in 1987. 
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IV. THE LICENSING AND EXAMINING UNIT 

Birthday Renewal 

The Board processed over 22,000 physician license renewals in 1987 un

der the Malpractice Reform Act's new provisions requiring renewal on a birthday 

cycle instead of simultaneous re-licensure in January of even-numbered years. 

The renewal went smoothly under the new system. The Board looks forward to 

preparing for the 1989 renewal mailing, which will start in October, 1988. 

The renewal form collects the following information from a physician: 

· name, date of birth, home and prinCipal business addresses; 

• demographic information as determined by the Board; 

· medical training and work experience; 

· any disciplinary action taken against the applicant within the last 10 years; 

· any claim for damages related to the practice of medicine within the past 10 
years, whether or not a lawsuit was filed, and any criminal charges at any 
time; 

· ability to possess or dispense controlled substances; 

· other jurisdictions where the applicant is or has been licensed, or where 
the applicant has been denied a license; 

• statement that the applicant will not charge a Medicare beneficiary more 
than the Medicare "reasonable charge"; and 

· any treatment for mental or organic illness, drug dependency or alco
holism. 

A copy of the renewal form is included as Attachment W. 

Other Licensing Improvements 

The Board worked closely over the past year with the teaching hospitals to 

develop a joint education committee to streamline the application process for 

medical residents. The Board hopes to implement joint recommendations for li

censing improvements in 1988. 
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The particular problems of refugee physicians were also the focus of atten

tion in 1987. The Board's regulations recognize that some refugee physicians, 

because of their age or national origin, may not be able to gain admission into 

approved United States graduate medical training programs. Under the Board's 

regulations, refugee physicians can apply to the Board for approval of individual

ized training programs. By setting up individualized programs, these refugee 

physicians may be licensed, while also getting the training they need to become 

integrated into the U.S. health care system. The Board has an Advisory Panel on 

Refugee Physicians which makes non-binding recommendations to the Board on 

applicants. 
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V. THE ACUPUNCTURE UNIT 

A New Approach to Acupuncture 

In June, the Board appointed a Committee on Acupuncture, consisting of 

four acupuncturists, one physician with acupuncture experience, one public 

member, and one physician member of the Board (see Attachment X). 

Acupuncturists were first allowed to practice in Massachusetts in 1973 un

der a Board regulation that required an acupuncturist to be a physician or in the 

employ of a physician. In 1977, this regulation was amended to allow Board-reg

istered acupuncturists to practice in conjunction with supervising physicians, 

whose role was to give patients preliminary examinations and written referrals for 

acupuncture treatment. 

Under the new law, the Committee sets regulatory standards for licensure 

and practice, approves acupuncture schools and training programs, conducts li

censure exams and disciplines acupuncturists who engage in malpractice or mis

conduct. 

The Committee is aided by a professional staff of two that handles ques

tions from the public and acupuncture professionals and works with other Board 

Units, most notably Discipline and Legal. Last year, the staff compiled a mailing 

list of 300 currently or previously practicing acupuncturists who were sent a 

newsletter advising them of the Committee's new licensing and safe practice re

quirements. (See Attachments Y and Z.) 

Safe Practice Standards Draw National Attention 

The Committee's biggest accomplishment in 1987 was its completion of 

regulations that allow acupuncturists to become licensed in Massachusetts for the 

first time. Promulgated in January of 1988, they are among the most comprehen

sive in the country. In addition to setting license standards, the regulations cover 

25 



truthful advertising, continuing education, the use of assistants, and related con

cerns. The Committee will hold its first licensure exam and issue its first licenses 

in 1988. 

To minimize the risk of transmitting infectious diseases such as AIDS and 

hepatitis, the Committee included a safe practice section in the regulations, with 

strict provisions for the sterilization of equipment and the proper disposal of con

taminated equipment. In consultation with the Department of Public Health, the 

Committee developed a list of three equipment sterilization methods from which 

acupuncturists must choose. Procedures for handling used needles were also 

established. 

The Committee requires acupuncturists to offer new patients the option of 

receiving treatment using only disposable needles. Massachusetts is the first and 

only state to impose such a requirement. The Massachusetts Electrology Board 

and the Minnesota Department of Health have used the Committee's safe prac

tice regulations as models for their own regulations. In addition, 26 states have 

been mailed the regulations. 
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VI. OTHER TOPICAL ISSUES 

In addition to implementing the Malpractice Reform Act's directives, the 

Board was involved in a number of other issues last year that critically affect the 

quality of medicine practiced in the Commonwealth. Some of these issues are 

highlighted on the following pages. 

Specialty Standards 

The Board's Patient Care Assessment regulations authorized the Board to 

receive suggested practice standards from medical specialty groups starting last 

November. In response to Board inquiries, eight of 26 specialty groups had ap

pointed committees by the end of 1987 to begin studying possible standards; the 

remainder have expressed an interest in starting this effort. 

A practice standard is a norm that promotes quality care and discourages 

archaic or unacceptable practices. Standards can range from the simple re

quirement that specialists take a patient's medical history to complex advice on 

when to perform particular procedures. Standards are developed after studying a 

specialty's malpractice claims history in order to detect recurring problem areas 

that a standard could prevent. 

The Board's PCA Unit is working with the risk management department of 

the Massachusetts Joint Underwriting Association to assist the specialty groups in 

the time-consuming task of conducting closed-claim studies. The Board's techni

cal assistance includes information about the data available for closed-claim 

studies, summaries of the kinds of allegations that cause malpractice claims in 

various specialties and literature reviews. 

The Insurance Commissioner was authorized by the Malpractice Reform 

Act to grant malpractice insurance discounts to specialties that adopt practice 

standards. To date, only anesthesiologists qualify for a discount. This was based 
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on the society's adoption of "intra-operative monitoring standards" in November, 

1986. These standards have also been incorporated in the Board's PCA regula

tions. 

The anesthesia standards not only improve patient safety, but save anes

thesiologists 20 percent on their malpractice premiums. The standards require ' 

the use of certain technology to monitor anesthesia patients and are credited with 

significantly reducing the risk classification for anesthesiologists in the state. 

· Last May, Secretary Gold honored the Massachusetts Society of 

Anesthesiologists' effort to curb malpractice and improve patient safety by 

presenting a citation from Governor Dukakis in the "Ether Dome" at 

Massachusetts General Hospital, where anesthesia was first demonstrated during 

the last century. 

Drug Diversion 

Illegal use of prescription drugs is a significant problem among physicians, 

according to law enforcement officials. Since 1976, 28% of the Board's disci

plinary actions have involved controlled substance violations, not including self

prescribing by impaired physicians. 

The Board works closely with the State Police Drug Diversion Unit and fed

eral Drug Enforcement Administration officials to identify and investigate physi

cians involved in drug cases. The Board also participates in the Interagency Drug 

Enforcement Group consisting of state and federal agencies. 

In March, past Board Chairman Ralph A. Deterling, Jr., M.D., testified in fa

vor of ''Triplicate Prescription" legislation before the Joint Committee on Health 

Care. Proposed by the Governor's Statewide Anti-Crime Council, the legislation 

would require physicians to use triplicate prescriptions forms, one copy of which 
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would be filed in a computerized data base to track overprescribing and abuse of 

particularly addictive and abused controlled substances. 

The Board has proposed legislation for the 1988 session requiring phar

macists to report problem physicians under the so-called "Squeal Law." The 

Board has found that pharmacists are often the first to know of diversion prob

lems. 

Impaired Physicians 

Impairment is defined as the inability to practice medicine with reasonable 

skill and safety due to physical or mental illness, including deterioration through 

the aging process, loss of motor skill, or abuse of drugs (including alcohol). 

Drug- and alcohol-impaired physicians can pose serious threats to public 

health and safety. Since 1985, 39 of the 136 disciplinary actions taken by the 

Board involved impairment. 

When impairment goes undetected and untreated, the results can be dev

astating. Karl V. Gallegos, M.D., author of a study which appeared in the June, 

1987, special issue of the Journal of the American Medical ASSOCiation, has as

serted that drug and alcohol abuse among physicians is at least as high as it is 

among the general population -- 19 percent. More than a third of the group stud

ied injected their narcotics and many others turned to cocaine. Alcoholism is the 

profession's primary type of chemical dependency. It affected more than two

thirds of the physicians referred to an impaired physicians' program in Georgia. 

Other reports found an 18 percent alcoholism rate among medical students, a 

lack of alcohol and drug programs for women physicians and limited medical ed

ucation devoted to the problem. 

The Board wants impaired physicians treated early before irreparable harm 

to the physician or patient occurs. During 1987, the Board changed its regula-
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tions so that it may be more sensitive to impairment without jeopardizing public 

safety. Effective last August, an impaired physician could enter into an Assurance 

of Discontinuance, provided patient harm had not occurred. This avoids a long 

and costly hearing process, and, instead, permits the physician to devote his or 

her time and money to treatment and rehabilitation. 

The Board has been concerned that health care facilities actively identify 

and treat impaired physicians in their midst. The Patient Care Assessment regu

lations require health care facilities to develop procedures for ongoing review and 

counseling of impaired providers or require that the facility arrange for and moni

tor participation in other established review and counseling programs. 

The Board's staff meets monthly with the Massachusetts Medical Society's 

Committee on Physician Health (previously known as the Committee on the 

Impaired Physician). The Committee advocates and provides referrals for physi

cians suffering from chemical dependency and/or alcoholism. In 1988, the Board 

will develop an Impaired Physicians Policy with the Committee and other experts 

in the field. 

Finally, the Board has proposed legislation for the 1988 session to amend 

the so-called "Squeal Law." The amendment will allow the Board to exempt health 

care providers from the statutory requirement that they report an impaired physi

cian -- if the physician is in a Board-approved treatment program. 

Medical Residents' Working Hours and Supervision 

In 1987, the Board began exploring issues surrounding the working hours 

and supervision of medical residents. The Board recognized that fatigue, stress, 

the complexity of today's medical training and the degree of supervision exer

cised by senior physicians can affect, and possibly diminish, the quality of patient 

care. 

30 



Last spring, the Board began exploratory discussions with experts and in

terested parties, including the Department of Public Health. New York officials 

who recommended sharp restrictions on work hours presented their concerns. 

Advances in medical knowledge and technology during the past two 

decades have created unprecedented challenges for residents, who traditionally 

have worked long hours and now treat increasingly sicker patients. Related to 

this is concern that sophisticated new technology may be outpacing the availabil

ity of experienced senior physicians to supervise trainees. 

The issue attracted substantial media interest last year. The Boston Globe 

carried a front page article in June. Board Chairman Andrew G. Bodnar, M.D., 

J.D. was interviewed in November by WNEV-TV for a three-part series entitled 

''The Breaking of a Doctor." Sixty Minutes covered the story of a family suing a 

New York hospital where an overworked and under-supervised resident allegedly 

caused their daughter's death. 

Late last fall, the Board and Department of Public Health joined with the 

medical school deans and the teaching hospitals to form a Coordinating 

Committee on House Staff Working Hours and Supervision. Each of the four aca

demic medical centers has established its own study committee to evaluate its 

unique concerns in this area. 

The Coordinating Committee will work with the medical center study com

mittees and seek input from concerned individuals and health care groups. The 

financial implications of their recommendations will be examined and a final report 

will be delivered to Secretary Gold, Public Health Commissioner Deborah 

Prothrow-Stith and Senator Lois Pines by May, 1988. 
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AIDS Education 

AIDS has attracted significant attention from the Board over the past year. 

Antibody testing was the subject of an advisory mailing sent to all physicians last 

April in cooperation with the Commissioner of Public Health. Past Board 

Chairman Ralph A. Deterling, Jr., M.D. appeared on WNEV-TVto explain the 

mailing's importance. 

The Board co-sponsored a conference in April entitled "AIDS: Issues and 

Implications for Professional Ucensing Boards" with Secretary Gold's office and 

the Division of Registration. Board Chairman Andrew G. Bodnar, M.D., J.D., 

joined representatives from the Boards of Dentistry, Social Work, Nursing, 

Psychology and Funeral Services in a panel discussion of AIDS implications for 

professionals. 

The Chief State Epidemiologist and Associate DPH Commissioner, Dr. 

George M. Grady, discussed the implications of AIDS for medical licensing boards 

at the Board's Third Annual Conference on Improving Disciplinary and Licensing 

Procedures last October, which attracted board members and staff from the 

Northeast states. 

Board member Louise Uang, M.D. and Acupuncture Committee member 

Peter Valaskatgis are also serving on Secretary Gold's Interagency Task Force on 

AIDS Issues, which hopes to develop uniform AIDS policies for all licensing 

boards by mid-1988. 

Mandatory Insurance Regulations 

The Board promulgated mandatory insurance regulations in 1987, as re

quired by the Malpractice Reform Act. To render direct or indirect patient care, 

physicians must obtain liability coverage of at least $100,000 per claim and an an

nual aggregate of not less than $300,000. Coverage may be provided on an indi-

32 



vidual or shared limit basis. The regulations do not preclude any hospital or other 

health care facility from requiring greater coverage amounts as a condition of staff 

appointment. 

These requirements do not apply to: 

· physicians with no responsibility for direct or indirect patient care in the 
Commonwealth; 

• physicians whose patient care is limited to professional services rendered 
· at or on behalf of federal, state, county or municipal health care facilities; 
and 

· physicians in training holding only limited licenses. 

In lieu of insurance, physicians may petition the Board for permission to 
. 

obtain a bond or other indemnity against liability for professional malpractice, in 

the amounts specified above. To assist physicians, the Board has prepared a 

model "Petition and Affidavit for Malpractice Indemnification - Letter of Credit." 

This type of coverage must be in effect until the expiration of any statute of limita

tions relevant to the events or occurrences covered. 
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BOARD OF REGISTRATION IN MEDICINE 
Officers and Members - 1988 

Andrew G. Bodnar, M.D., J.D., Chairman 
Marian J. Ego, J.D., Ed.D., Vice Chairman 

Marianne N. Prout, M.D., Secretary 
Ralph A. Deterling, Jr., M.D., Physician Member 

Louise Uang, M.D., Physician Member 
Melinda Milberg, Esq., Public Member 
Dinesh Patel, M.D., Physician Member 
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1984-1987 DISCIPLINARY ACTIONS 

1984 1985 1986 1987 

Total Physicians Disciplined 17 23 40 89 

Total Actions Taken 

Summary Suspension 6 4 13 17 
(final action pending) 
License Revocation 5 13 19 28 
Resignation (action pending) 4 1 4 13 
Reprimand, Censure or 
Admonishment 0 2 0 7 
Probation 1 1 3 5 
Suspension 1 2 5 20 
Assurance of Discontinuance na na na 3 
Other Sanction 0 0 0 2 
Dismissal 0 0 0 1 

TOTAL 17 23 44 96 

Reasons for Board Action 

Fraudulent or Non-
current License 2 2 4 6 
Gross Misconduct, 
Incompetence, Negligence 3 12 22 50 
Controlled Substance 
Violations 10 8 14 21 
Impaired by Drugs, 
Alcohol, Physical or 
Mental Instability 4 6 19 25 
Criminal Conviction 3 7 6 16 
Sexual Misconduct 3 1 4 7 
Disciplined by Other 
Jurisdiction 2 4 11 25 
Violation of Board 
Regulation or State Law 0 1 1 40 
Fraud 1 4 5 9 
Deceit 0 1 2 3 
Practiced Beyond 
Authorized Scope 0 0 0 6 
Lack of Good Moral 
Character 0 0 0 8 

The numbers of physicians disciplined and subsequent totals are not equal 
because some physicians were subject to more than one disciplinary action and 
many were found guilty of more than one category of license violation. 
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Commonwealth of Massachusetts 
Board of Registration in Medicine 

Ten West Street 
Boston, Massachusetts 02111 

(617) 727-3086 
ANDREW G. BODNAR, M.D., J.D. 

CHAIRMAN 

BARBARA NEUMAN 
EXECUTIVE DIRECTOR 

An Agency within the Executive Office of Consumer Affairs and Business Regulation 

GUIDELINES FOR FINES 

At the Board's May 20, 1987 meeting, it adopted the following guidelines for 
assessing fines: 

1. $7500 to $10,000: 

Where the Board's findings describe misconduct by a physician which 
caused death, serious permanent disability, disfigurement or prolonged physical 
suffering, or serious mental or emotional injury, or which created an unnecessary 
risk of any of the above mentioned conditions. ("Class 1 complaints" under the 
Board's regulations) 

2. $5000 to $7500: 

Where the Board's findings describe misconduct by a physician which 
caused slight or moderate physical injury, temporary disability, or disfigurement, or 
slight or moderate mental or emotional injury, :>r which created an unnecessary risk 
of any of the above mentioned conditions. ("Class 2 complaints" under the Board's 
regulations ) 

3. $2500 to $5000: 

Where the Board's findings describe misconduct by a physician which 
did not cause physical or documented mental or emotional injury or create an 
unnecessary nsk thereof ("Class 3 complaints" under the Board's regulations), and 
the physician's conduct was repeated, knowing, or intentionally oblivious to the 
requirements of law. 

Members of the Board: 

Marian J . Ego, J.D., Ed.D. 
Vice Chairman 

Marianne N. Prout, M.D. 
Secretary 

Ralph A. Deterling, Jr., M.D. 
Physician Member 

Louise Liang, M.D. 
Physician Member 
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Melinda Milberg, Esq. 
Public Member 

Dinesh Patel , M.D. 
Physician Member 



4. $250 to $2500: 

Where the Board's findings describe minor violations which are not 
included in any of the other categories. 

5. General 

These guidelines shall not preclude the Board in its normal exercise of 
discretion to impose sanctions as warranted by the unique circumstances in each 
case. 

J 
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THE TYPICAL COMPLAINT PROCESS 

The complaint is assigned 
to a Board INVESTIGATIVE 
A ITORNEY who contacts the 
physician and complainant 
and begins an investigation. 

The investigatory file is 
independently reviewed by 
two Board members. 

The complaint is presented 
to the Board's COMPLAINT 
COMMmEE which recom
mends dismissal, an informal 
conference, a formal hearing, or 
an Assurance of Discontinuance. 

If the Board agrees that 
a forma hearing is warranted. 
it votes a Statement of Alle
gations which recites the 
violations of statute and 
regulation alleged against 
the physician. 

A Board PROSECUTING 
A ITORNEY is assigned to 
write the order, and the 
physician is asked to 
"show cause" why (s)he 
should not be disciplined. 

.~ 
A full adjudicatory 
hearing before a Board 
HEARING OFFICER is ini
tiated. Evidence and testi
mony are presented, and 
the physician can respond. 

A transcript is prepared, 
and the HEARING OFFICER 
makes findings and recom
mends specific sanctions 
to the FULL BOARD which 
can accept, reject, or 
modify the recommended 
decision. 

The BOARD issues an order 
for: 

• revocation, suspension, 
or restriction of license; 

• reprimand, censure, or 
probation (A reprimand is 
a severe censure); 

• up to 100 hours of public 
service; 

• a course of education or 
training; 

• a fine of up to $10,000 for 
each classification of 
violation; or 

• dismissal of the complaint. 

A physician may appeal Board disciplinary decisions to the SUPREME JUDICIAL COURT. 
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SANCTIONS AVAILABLE TO THE BOARD OF REGISTRATION IN MEDICINE 

- Revocation, Suspension, or Restriction of License; 

- Reprimand, Censure, or Probation (A Reprimand is a Severe Censure); 

- Up to 100 hours of Public Service; 

- A Course of Education or Training; or 

- A Fine of Up to $10,000 for each Classification of Violation. 
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BOARD OF REGISTRATION IN MEDICINE 

PATIENT CARE ASSESSMENT PLANS 

FILING STATUS AS OF DECEMBER 31, 1987 

Hospitals: 

Licensed under c. 111, s.51: hospitals, 
homes for unwed mothers, school 
infirmaries of 25 + beds 

Soldier's Homes 

State hospitals under DPH 
control 

State DMH hospitals 

State DMH short-term hospitals 

Clinics licensed under c. 111 , 
s.51 

Health maintenance 
organizations 

Required to 
Report 

135 

2 

9 

8 

11 

269 

21 

455 

Reported 

135 

2 

8 

7 

11 

159* 

21 

343 

*This figure does not include most of the Commonwealth's mental health clinics. 
Pursuant to Board decision, these facilities are not required to file a Patient Care 
Assessment Plan until February 23, 1988. 
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COMMONWEALTH OF MASSACHUSETTS 
BOARD OF REGISTRATION IN MEDICINE 

MAJOR INCIDENT QUARTERLY REPORT 

(MIQR:3/01/88) 

I. REPORT IDENTIFICATION 

INITIAL REPORT 
CHECK HERE IF THIS IS THE INITIAL REPORT ABOUT THE MAJOR INCIDENT 

FOLLOW-UP REPORT 
CHECK HERE IF THIS A FOLLOW-UP REPORT ABOUT THE MAJOR INCIDENT 

- DATE OF INITIAL REPORT: / ! 
DATE OF INCIDENT REPORTED: ~ 7 __ 

II. REPORTING HEALTH CARE FACILITY 

ORGANIZATION NAME: 
ADDRESS: ---------------------------

REPORT COMPLETED BY (PRINT NAME): DATE: 7 7 
TITLE: TELEPHONE NUMBER:( ) - -
SIGNATURE OF PERSON COMPLETING THIS REPORT: ---------------

III. DATE AND LOCATION OF INCIDENT 

DATE OF INCIDENT: / / 
INCIDENT LOCATION: -- ---
INCIDENT LOCATION C .... -:"O-DE"""'"""csg .... E-E-T ... AB-L-E .... I)-=-: -=.-=.-=.-_-_-_-----

Iv. PATIENT(S) INVOLVED IN INCIDENT 

PATIENT 1. DATE OF BIRTH: / / SEX: FEMALE MALE 
ESTIMATED GESTATION: -- -wEIGHT OF fETUS: 
ADMITIING DIAGNOSIS: -------

ICD-9: ---- --
PATIENT 2. DATE OF BIRTH: / / SEX: FEMALE MALE 

ESTIMATED GESTATION: -- -wEIGHT OF fETUS: 
ADMITIING DIAGNOSIS: --------

ICD-9: ---- --

v. HEALTH CARE FACILITY STAFF: PHYSICIAN PRIMARILY RESPONSIBLE FOR THE PATIENT'S CARE 
AND/OR OTHER(S) INVOLVED IN THE INCIDENT 

A. PHYSICIAN PRIMARILY ReSPONSIBLE FOR THE PATIENT'S CARE 

(1)NAME:-r~----~~--~~~----------------------------
LAST fiRST MIDDLE 

44 



LICENSE NUMBER: 
RELATIONSHIP TO PATIENT: - - -
RELATIONSHIP CODE (SEE .... T~AB-L--E"T1I1~):~_-~-------------

B. OPTIONAL: OTHER PHYSICIAN(S) INVOLVED IN THE INCIDENT 

(1) NAME: 
-rLA-s-T----F-�R-sT--~M~I-DD-L-E-----------------

LICENSE NUMBER: 
RELATIONSHIP TO PATlENT:-- ---
RELATIONSHIP CODE (SEE -Pr-AB-L-E"T1I1rT")-=---=--------------

(2) NAME: 
-rLA-s-T----F-I-R-ST-----rM~ID-D-L-E------------------------

LICENSE NUMBER: 
RELATIONSHIP TO PATIENT: -- ----
RELATIONSHIP CODE (SEE .... r~AB:-"L--E"T1II~) -=---=-------------

(3) NAME: 
-rLA~s~T~----~F--IR~ST:---'MnLID~D-L~E---------------------------

liCENSE NUMBER: 
RELATIONSHIP TO PATIENT: -- ----
RELAriONSHIP CODE (SEE ... r-AB-L-E""1"II ..... )---------------

(4) NAME: 
-rLA-s-T-------F-IR-ST---'MnrID-D-L-E----------------------------

LICENSE NUMBER: 
RELATIONSHIP To PATIENT:-- ----
RELATIONSHIP CODE (SEE "'r-AB:-"L--E"T1I1rT") ---------------

VI. CATEGORY OF INCIDENT 

A. CATEGORY 

CATEGORY I INCIDENT: 
(1) MATERNAL DEATH RELATED TO DELIVERY: 
(2) FETAL DEATH: -

(3) CHRONIC VEGETATIVE STATE RESULTING FROM MEDICAL INTERVENTION: 
(4) DEATH IN THE COURSE OF OR RESULTING FROM AMBULATORY SURGICAL--

CARE: 

CATEGORY II INCIDENT: 
(1) DEATH NOT ORDINARILY EXPECTED AS FORESEEABLE RESULT OF 

PATIENT'S CONDITION 

(2) DEATH NOT ORDINARILY EXPECTED AS FORESEEABLE RESULT OF 
APPROPRIATELY SELECTED AND ADMINISTERED TREATMENT 

(3) MAJOR IMPAIRMENT(S) OF BODILY FUNCTION(S) -
(4) PERMANENT IMPAIRMENT(S) OF BODILY FUNCTIONfs} __ _ 

B. SEVERITY OF INCIDENT 

(1) TE-°JlPORARY MAJOR DISABILITY: 
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(2) PERMANENT PARTIAL DISABILITY: _ 

(A) MINOR: (B) MAJOR: 

(3) PERMANENiTOrAL DISABILITY: _ -

(A) MAJOR: (B) GRAVE: 
(4) DEATH: - (5) OTHER:---- ---
IF "OTHER", PLEASE DESCRIBE: 

VII. NATURE OF INCIDENT 

BRIEF NARRATIVE DESCRIPTION OF THE INCIDENT 

VIII. INTERNAL INVESTIGATION 

(1) No INTERNAL INVESTIGATION: . 

(2) INTERNAL INVESTIGATION SCHEDULED BUT HAS NOT YET BEGUN: 

DATE SCHEDULED TO BEGIN: I I 
(3) OPEN INTERNAL INVESTIGATION: --- ----

IF KNOWN, DATE SCHEDULED TO BE COMPLETED: I I 
(4) INTERNAL INVESTIGATION COMPLETED: - --- ----

DATE COMPLETED: _1_1_ -

RESULTS OF INTERNAL INVESTIGATION: -------------------------------
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IX. CORRECTIVE MEASURES 

(1) No CORRECTIVE MEASURES TAKEN: 
(2) CORRECTIVE MEASURES TAKEN WITHOUT INTERNAL INVESTIGATION OR PRIOR 

TO THE COMPLETION OF AN INTERNAL INVESTIGATION: 

DESCRIPTION OF CORRECTIVE MEASURES: -------------------------------

(3) CORRECTIVE MEASURES TAKEN FOLLOWING THE COMPLETION OF AN INTERNAL 

INVESTIGATION: 
DESCRIPTION OF CORRECTIVE MEASURES: ------------------------------

MARCH 1, 1988 
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MAJOR INCIDENT QUARTERLY REPORT (MIQR:3/01/88) 

TABLE I 
INCIDENT LOCATION 

HOSPITAL 

01 EMERGENCY ROOM 

02 lAsOR/DELIVERY 
03 lABoRATORy/X-RAy /TESTING 
04 OPERATING ROOM 
05 OUTPATIENT 
06 PATIENT ROOM 
07 OTHER 
08 UNKNOWN 

09 HEALTH MAINTENANCE ORGANIZATION 

10 CLINIC 
11 NURSING HOME 
12 PHYSICIANS' OFFICE 
13 WALK-IN CENTER 
14 OTHER 
15 UNKNOWN 

TABLE II 
RELATIONSHIP OF HEALTH CARE PROVIDER TO PATIENT 

01 ANESTHESIOLOGIST 
02 PRIMARY CARE PHYSICIAN 
03 REFERRING PHYSICIAN 
04 A TIENDING PHYSICIAN 
05 CONSULTANT SPECIALITST 
06 SURGEON 
07 HOUSE OFFICER 
08 PGY 4 
09 PGY3 
10 PGY 2 
11 PGY 1 
12 OTHER 
13 UNKNOWN 
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PATIENT CARE ASSESSMENT UNIT 
1987 STAFF SPEAKING ENGAGEMENTS 

Date Engagement Audience 
Size (approx.) 

2/4 Worcester Memorial Hospital: Grand Rounds. 
(Physicians) 50 

2/19 Massachusetts League of Community Health 
Centers. 
Roxbury (Clinic Administrators and Medical 
Directors) 15 

3/4 Massachusetts Health Data Consortium: Risk 
Management/Quality Assurance Conference. 
Braintree (Hospital Administrators, 
Physicians, QA/RM Personnel, Nurses) 250 

3/19 Mt. Auburn Hospital. 
Cambridge (Physicians/QA Personnel) 20 

3/25 Massachusetts Association of Quality 
Assurance Professionals: Spring Education 
Session. 
Boston (QA Directors) 150 

4/15 Massachusetts Society of Hospital Risk 
Managers: "Qualified Patient Care Assessment 
Program." 
Natick (QA/RM Personnel) 40 

4/30 Massachusetts Long Term Care Foundation/ 
Massachusetts Federation of Nursing Homes: 
The Patient Care Assessment Regulations--A 
Training Seminar. 
Framingham (Nursing Home Administrators, 
Medical Directors) 200 

5/5 Massachusetts League of Community Health 
Centers. 
Boston (Clinic Administrators and Medical 
Directors) 15 
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5/6 Norwood Hospital. 
(Medical Staff Executive Committee) 20 

5/21 Massachusetts League of Community Health 
Centers. 20 
(Clinic Administrators/Medical Directors) 

5/27 Veterans' Hospital. 
Jamaica Plain (Physicians, Hospital 
Administrators) 100 

6/3 Worcester Area Community Mental Health Center. 
(Area Health Center staff members) 50 

6/10 Whidden Memorial Hospital. 
Everett (Nursing Home Administrators, 
QA/RM staff) 200 

6/15 Mercy Hospital. 
Springfield (Physicians, Hospital 
Administrators) 25 

6/17 Massachusetts Association of Quality 
Assurance Professionals, Region III Meeting. 
Beverly (QA Professionals) 25 

6/17 Framingham Union Hospital: The Patient Care 
Assessment Regulations. 
(Massachusetts Association of Medical Staff 
Coordinators) 75 

6/23 Worcester County Hospital. 
(Physicians, Hospital Administrators) 10 

6/24 Quincy City Hospital: The Patient Care 
Assessment Regulations. 
(Physicians and Office Managers) 25 

6/25 Joint Underwriting Association: Seminar on 
PCA Regulations. 
Cooley Dickinson Hospital, Northampton 
(Physicians, Trustees, Administrators) 120 

7/30 Waltham-Weston Hospital. 
Waltham (Physicians, Administrators, 
and AnCillary Staff) 40 

9/9 Bay State Medical Center. 
JUA Program, Springfield (Physicians, 
Administrators, Nurses) 200 

~i16 Middlesex East Medical SOCiety. 
Dinner Meeting, Lynnfield (PhysiCians) 50 
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9/16 Framingham Union Hospital. 
Massachusetts Medical Records Association 
(Medical Record Professionals) 250 

9/17 Boston City Hospital 
(Physicians, QA Professionals) 30 

10/6 Meeting of the Regional Medical Board 
Personnel. 
Boston (Staff of several state Medical 
Boards) 10 

10/7 Fuller Memorial Hospital. 
Joint Underwriting Association: Seminar on 
PCA Regulations. 
North Attleboro (Physicians, Administrators) 60 

10/7 Fallon Community Health Plan. 
Worcester 
(Physicians and Administrators from five 
HMOs) 15 

10/14 Massachusetts Academy of Dermatology 
Fall Meeting, Newton. 
(Dermatologists) 50 

10/23 Massachusetts Hospital Association: 
Membership Meeting/In-service Training. 
Framingham, (Administrators, QA/RM 
Personnel) 200 

11/17 Massachusetts Chapter of the American 
Academy of Pediatrics 
(Pediatricians) 30 

11/24 L. F. Quigley Memorial Hospital of the 
Chelsea Soldiers' Home. 
(Physicians and Administrators) 15 

11/24 Tewksbury State Hospital. 
(Administrators of Public Health Hospitals) 30 

12/7 Central Hospital. 
Somerville (PhYSicians, Administrators) 20 

12/18 Carney Hospital. 
Boston (Pediatricians) 15 

TOTAL: Number of 1987 speaking engagements: 34 
Total audience size: 2425 
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[p)~~ TODAY 
Technical Advice Bulletin of the Patient Care Assessment Unit 

01 the Massachusetts Board of Registration in Medicine 

~ April22,1987 

Dear Health Care Provider: 

M,Chael 5 OUkak.s. Governor 
Paula W GOld . Secretary of Consumer Aflal(s 
and Business RegulatIon 

Ralph A Oeterllng. Jr .. M.D .. Chal(man 
Barbara Neuman. Executive Director 

Volume I, No.1 

This is the first issue of peA Today. published by the Patient Care Assessment Unit ofthe Board 
of Registration in Medicine. peA Today will be mailed to health care facilities from time to time 
during the implementation phase of the Board's new Patient Care Assessment regulations. The 
regulations, which are discussed below and have been included with this bulletin (unless you have 
told us that you already have a copy of them), largely go into effect on July 1, 1987. 

As Chairman of the Board of Registration in Medicine and Medical Director of Risk Management 
at New England Medical Center, I have seen the positive impact of risk management and quality 
assurance activities. The Board's PCA regulations are designed to enhance those activities and, 
as a consequence, improve the quality of medical care throughout the Commonwealth. 

The PCA regulations are a result of many hours of work by the seven members of the Board of 
Registration in Medicine, the Board's Patient Care Assessment Committee, and its staff, and of 
input from groups representing physicians, hospitals, clinics, HMOs, nursing homes, government 
agencies, insurers, and the elderly and other consumers. 

peA Today will serve as a resource for providing your facility with technical advice about the 
PCA regulations, and for answering questions about their application and m~rpretation. If your 
facility employs a quality assurance director or risk manager, you may wish to share this bulletin 
with that individual. We welcome your questions and comments 

rlY;;~'-It--~a f:t~~;.~., 
Chairman, Board of Registration in Medicine 

Patient Care Assessment Committee of 
the Board of Registration in Medicine: 

Staff of the Patient Care Assessment Unit: 

Ralph A. Deterling, Jr., M.D. 
Andrew G. Bodnar, M.D., J.D. 
Melinda Milberg, Esq. 

MI!"'~'. of thl! Boo,d: 

Andrew G. Bodnar, M.D., J .D. 
Vje .. Cha"".an 

Louise Liang, M.D. 
.spcr~ta,.y 

Robert H. RU88ell, Esq., Chief 
William J. McDonough, M.P AH. 
June E. Mendelson, Ph.D. 
Sally T. Trombly, RN., B.G.S. 

Marian J. Ego, J.D., Ed.D. 
Publie Mf!,"~' 

Marilyn Griffin, M.D . 
PhH,ejan Mf!".~r 
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THE CREATION AND 
GOALS OF 'l'HE PCA UNIT 
The Risk Management LTnit of the Board of Registration 

In ~1edicine was created by Chapter 351 of the Acts of 1986 
I the Medical Malpractice Law). The new Cnit was staffed 
in .January of this year. It has been renamed the Patient 
( 'are Assessment Cnit. to conform with the name of the 
regulations that it will be implementing. The chief of the 
PCA Cnit is' an attorn~y ... nd its staff includes a registered 
nurSE wilh expertise in hI ;pital quality assurance, a health 
data analyst. a health policy specialist and an administra· 
tive assistant. This variety of backgrounds will assist the 
Vnit in serving as technical advisor and data interpreter. 
and in ensuring that the PCA regulations are correctly and 
properly enforced. Unit staff work closely with the Board, 
its Executive Director and its three·member Patient Care 
Assessment Committee. 

A Source of Advice 
The PCA Unit will assist health care facilities in 

developing Patient Care Assessment programs designed to 
reduce or stabilize the frequency, amount and costs of 
claims against physicians and hospitals throughout the 
Commonwealth. The PCA regulations were developed by 
the Board in consultation with many health care-related 
parties (including providers, insurers, state agencies and 
consumers). This process helped to identify the key elements 
of risk management and quality assurance programs. 

Technical assistance from the PCA Unit will be offered 
to all health care facilities required by the regulations to 
develop PCA programs (see related article, "The Qualified 
PCA Program: A Summary"), including hospitals, clinics, 
HMOs and nursing homes. The objectives of the Unit will 
be accomplished by: 

• assisting health care facilities in combining the functions 
and goals of risk management and quality assurance at 
all health care facilities. The regulations contain 
structures and processes to integrate these programs; 

• working with health care providers to prepare incident 
and occurrence screening mechanisms to identify 
immediate patient care problems and systemic problems 
that might otherwise go undetected; 

• reviewing written Patient Care Assessment plans and 
occurrence screens to monitor compliance and recom
mend program improvements; 

• making staff members available to discuss the regula
tions with provider groups (e.g., association meetings, 
grand rounds, and regional symposiums); and 

• answering the most frequently asked questions about the 
regulations and highlighting issues raised by providers. 

It is our intent that the benefits of the PCA Unit's 
assistance will be realized and ultimately measured in terms 
of quality of care. 

Advisory Committee 
The Board recently established an Advisory Committee 

to assist the peA Unit in implementing the regulations. The 
ommittee consists of representatives of constituencies and 

most directly affect<>d by or interested in the Patient 
are Assessment regulations. These groups include 

consumers, hospitals, physicians, insurers, clinics, HMOs, 

the elderly . and nursing homes. The Advisory Committee 
held its first meeting on March 23, and will meet periodically 
during the implementation phase uf the reguiations - that 
is . at least through the end of 1987. The Committee will 
address specific patient care issues that may gain clarity 
through group discussion or more thorough analysis by 
individual committee members. 

Summary 
With new resources and authority, the Board of Registra· 

tion in Medicine, through its Patient Care Assessment Unit, 
is now able to influence physician performance by: 

• assisting health care facilities in strengthening and 
formalizing programs of credentialing, quality assur· 
ance, utilization review, peer review and occurrence 
screening; and 

• helping to ensure that all patients are treated in 
accordance with generally accepted principles of care. 

To schedule a speaker or to discuss specific questions you 
may have about the PCA regulations, please contact the 
Unit at: 

Board of Registration in Medicine 
Patient Care Assessment Unit 
10 West Street, Third Floor 
Boston, MA 02111 
(617) 727-0303 

IMPROVING PATIENT CARE 
The Patient Care Assessment regulations are designed to 

encourage Massachusetts physicians and health care 
facilities to identify problems in practice before they occur, 
and to establish systems of preventive measures with the 
aim of decreasing avoidable adverse patient outcomes. As 
part of the technical assistance available to health care 
facilities and providers, the Patient Care Assessment Unit 
of the Board of Registration in Medicine plans to address 
patient care issues by providing a resource in peA Today 
for the exchange of information. 

Readers are encouraged to share examples of how patient 
care has been improved as a result of changes in systems 
or methods within their facilities or among providers. By 
sharing information in an educational manner, trends or 
problems which might not be apparent on a case-by-case 
basis, or within a single institution, may be identified and 
the incidence of potentially adverse situations decreased. 

One area in which such an exchange could benefit all 
concerned is the expanding field of high-tech medical 
devices, especially in view of the varied settings in which 
increasingly complex technology currently is found. Items 
such as patient-controlled analgesia pumps, various types 
of invasive medicinal and nutritional therapies, and 
dialysis methods are now used in settings outside the 
traditional acute care hospital, and by individuals not under 
the direct control of institutions or providers. However, 
because the initial implant or patient instruction in the use 
of the device may have taken place within a facility or under 
the supervision of a provider, potential liability may arise 
if the equipment becomes subject to a recall by the 
manufacturer or a subsequent safety problem is identified. 

As the number and range of medical devices expands, so 
do potential problems. More and more companies provide 
products that may appear similar, but that mayor may not 
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:1;\ \ ' ,' undf'ri!one similar pre-marketing e\'a luat i' ln , For 
l'x;1I1 ple. only a :< ma ll percentage of products a re req uired 
to he FDA-tested oefure market ing. a nd "s ubsta nt ia l 
"4 ui\':dents" may not be subjected to the sa me comprehen · 
.;jn' e\'a lua tion. 

Alth ough manu fac tu rers sometimes iss ue vo lun ta ry 
safety a lerts , and the FDA has requested issuance of ~ 
" medica l device notification" in certain instances , these 
notices initially may be sent onl ... to an institution 's 
adm inistra.tor"To avoid increasing potential liability, it is 
important that fac ilities establish policies for disseminat· 
ing recall and alert information in a timely IT.anner to all 
personnel directly involved. These policies should include: 

• means to identify recall or alert information; 
• assigned responsibility for the task of disseminating 

information within the facility; 
• measures to ensure that both administrative areas and 

direct care providers who may be involved are aware of 
relevant information; 

• procedures to identify former patients who still may be 
at risk, as well as those currently under treatment; 

• designation of how, and by whom, necessary information 
will be relayed to patients and providers; and 

• examples of documen;.ation that will substantiate the 
facility's efforts. 

Interdepartmental cooperation can facilitate the develop
ment of a system that will 'meet the informational needs of 
all concerned, and potentially can avert adverse patient 
outcomes related to equipment problems. Promoting the 
exchange of meaningful information among health care 
professionals, both within and outside the institution, can 
be an integral part of improving the safety, efficiency, and 
quality of current and future medical products. 

Facilities and health care professionals should be aware 
that a mechanism, funded through the FDA, is available at 
no cost to health care providers to assist in the transfer of 
information regarding both potential and actual problems 
with equipment and pharmaceutical items. AL.ough thi!.. 
reporting mechanism has generally been in use for drug· 
related problems, it also is available for those relating to 
equipment. The Practitioner Reporting System, coordinated 
by the United States Pharmacopeia, may be contacted toll· 
free at 1~725 for further information. There also are 
private companies that provide services of varying degrees 
of detail which may meet the needs of individual facilities. 

Future issues of peA Today will share risk management 
techniques, as provided by its readers. If you have a topic 
you would like to explore or an example of an improvement 
in patient care you would be willing to share with other 
facilities and providers, or if you would like further 
information or references on the topic discussed in t:.is 
article, please contact: 

Sally Trombly, RN. 
Patient Care Assessment Unit 
Board of Registration in Medicine 
10 W<'~t Street, Third Floor 
Boston, MA 02111 

THE QUALIFIED 
peA PROGRAM: 

A SUMMARY 
The Board's Patient Care Assessment (PCA) regulations 

a nd related statutes are designed to improve the Quality of 
hea lth care services in the Commonwealth by promoting 
two interrelated objectives: (1) establishing and operating 
PCA programs to monitor and improve the Quality of health 
care services by virtually every type of health care provider; 
and (2) reporting to the Board information relating to the 
quality of health care delivery. This article will briefly 
describe the basic elements that a qualified PCA program 
should contain. Numerical references are to the Board's 
PCA regulations (243 CMR 3.01·3.14). Reporting require
ments are discussed in a separate article, "Reporting to the 
Medical Board." 

Each Massachusetts health care facility, includi.lg 
hospitals, clinica, HMOs and nursing homes, must submit 
to the Board's Patient Care Assessment Unit no later than 
July I, 1987, a written PCA plan that embodies its PCA 
program. The PCA regulations describe the specific 
standards that each plan and program must meet to be 
qualified. After July I, 1987, physicians and others licensed 
by the Board may not work at facilities that do not have 
qualified PCA plans. 

PCA plan req uiremen ts differ for hospitals and clinics, on 
the one hand, and nursing homes and HMOs, on the other. 
In general, the requirements for the former are more 
extensive, in recognition of the ability of those institutions 
to develop more detailed systems to monitor the quality of 
medical services. This article will focus on the regulations 
that apply to hospitals and clinics. 

Here are the primary ele~ents that muat be described in 
the PCA plan and be carried out in the PCA program: 

1. A PCA Committee or Committees and a PCA Coordina· 
tor (which may be a committee) (3.06). 

2. An internal incident reporting system, inclu..illlg (by 
November 1, 1987), sy_ms for focuaed occurrence 
reporting and occurrence screening (3.07). 

3. Major incident reporting to the Board (3.08). 
4. Credentialing (3.05). 

-5. Policies and practices with respect to patient complaints 
(3.03), informed conaent (3.10) and patients' rights 
(3.12). 

-6. Medical records, preecription practice and medication 
error policies (3.10). 

-7. Procedures for treating impaired health care providers 
(3.09). 

-S. Guidelines in medical specialties (3.10). 
9. A committee to oversee the safety and maintenance of 

facilities and equipment (3.07). 

Those elements marked with an asterisk (-) &lao apply to 
HMOs and nursing homes. Except for major incident 
reporting, which is required of staff-model HMOs, the other 
element. have been modified to suit the particular needa of 
HMOs (3.13) and nursing homes (3.14). 

The PCA program in a hospital or clinic mat be under 
the direction of a PCA Committee or Committee.. Each PCA 
Committee muat be a governing body·level committee and 
must include at least one member of that body (for example. 
a trustee), along with other qualified ~JUlel - such as 
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igher·level nursing administrators. members of the 
I staff. quality assurance ' risk management person· 

eL and senior members of the facility 's administration. 
The execution of the PCA program is to be carried out by 

r under the direction of an individual PC A Coordinator. or 
a cummittee of qualified individuals. This individual or 

mmittee is directly answerable to the PCA Committee; if 
the facility chooses to carry out its PCA program through 

eral PCA Committees. the Coordinator must serve as the 
formal administrative link among the several Committees. 
The name of the PCA Coordinator. or the names of the 
committee members serving in lieu of an individual 
coordinator, must be reported to the Board by July 10, 1987 
and within 10daysofany new appointment. Nursing homes 
and HMOs are permitted to have a more flexible system. so 
long as their PCA plans clearly describe an organizational 
structure that will be effective in monitoring and reducing 
patient risks and resolving patient grievances. 

The credentialing process (3.05) is one of the cornerstones 
of the PCA program for hospitals and clinics. HMOs and 
nursing homes may rely in large part on the credentialing 
performed by these facilities, but must undertake the entire 
process with respect to physicians not otherwise credenti· 
aledo Recredentialing of physicians must be performed not 
less than once every two years, althoug'1 it-may coincide 
with the credentialing schedule currently in place. 
Nonetheless. all new physicians, interns, residents, fellows 
and medical officers must be credentialed before they begin 
their duties. These are the basic elements of the credential· 
ing process: 

1. Verification that the physician holds a valid license. 
2. Review of the physician's most recent license application 

or renewal form. 
3. Review of the physician's history of open and closed 

malpractice claims during the past 10 years. 
4. Review, at the discretion of the credentialing facility, of 

all open and closed claims administered by the physi· 
cian's malpractice insurer. 

5. Assessment of the physician's competence, physical and 
mental status, malpractice and criminal history, and 
compliance with the Board's continuing medical 
education requirements, and the hospital's by·laws and 
other policies. 

6. Review of relevant data held by other health care 
facilities with which the licensee has been associated. 
For an initial credentialing, a 10-year review is required; 
for a recredentialing, a three-year review must be 
performed. 

In addition, the regulations require the physician to agree 
to a physical or mental examination, if requested by the 
credentialing facility, and require all other Massachusetts 
health care facilities to share information for purposes of 
the credentialing process. 

This has been a brief overview of the PCA regulations and 
one of their most important elements, credentialing. Future 
issues of peA Today will examine particular areas in more 
detaiL If you have questions about the regulations that you 
would like addressed on these pages, please write to the 
Patient Care Assessment Unit. If your question concerns 
application of the regulations to a particular program or 
institutional structure at your facility, please include a 
detailed account of that program or structure. 

REPORTING TO THE 
MEDICAL BOARD · 

The new Medical Malpractice Law and its associated 
Pat ient Care Assessment Regulations require certain 
information to be reported to the Board of Registration in 
Medicine. 

In addition to filing a written Patient Care Assessment 
plan and other reports and materials described below. 
health care facilities in the Commonwealth must report to 
the Board two important categories of information - first. 
all disciplinary actions taken against physicians; and 
second. certain major adverse events that are defined by the 
PCA regulations. 

Disciplinary Reports 
Hospitals, clinics, HMOs and nursing homes are required 

by statute (M.G.L. c. 111, sec. 53B) to report all disciplinary 
actions taken against physicians. The Board has provided 
hospitals and clinics with forms containing detailed 
instructions that will facilitate the reporting of this 
information in a standard manner. Information requested 
includes the name of the physician, a description of the 
incident, and the type of discipline imposed. HMOs and 
nursing homes, by regulation, must meet similar reporting 
obligations as of July 1, 1987. Forms will be provided in 
advance. Each health care facility also must file an annual 
report on January 31, summarizing all disciplinary actions 
for the prior calendar year. This requirement was effective 
on January 31, 1987 for hospitals and clinics and will be 
effective January 31,1988 for HMOs and nursing homes. 

In addition, health care providers - including physi· 
cians, dentists, registered nurses, as well as hospitals, 
clinics and nursing homes, and any of their employees -
must report to the Board any physician who has acted in 
such a way that there is a reasonable basis to conclude that 
the physician would be subject to diaciplinary action by the 
Board. This is required by M.G.L. c. 112, sees. 5D and 5F. 
Although a reporting form may be adopted in the future, 
health care providers are expected to fulfill their obligations 
by sending a letter to the Board. The letter should identify 
the physician involved, describe the act or omission, and 
note that the report is submitted pursuant to c. 112, sec. 5D 
(in the case of government employees who are reporting) or 
sec. 5F (for all others), of the Massachusetts General Laws. 

Major Incident Reports 
The second category involves the reporting of certain 

major adverse medical outcomes. The following incidents 
must be reported: 

L Maternal death related to delivery. 
2. Fetal death, excluding abortion. 
3. Chronic vegetative state resulting from medical 

intervention. 
4. Death resulting from ambulatory surgical care. 
5. Major or permanent impairment of bodily function or 

death not ordinarily expected as a forseeable result of the 
patient's condition or the treatment administered. 
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PhysiClans who work in private offices also a re required 
to repurt to the Board certain maj or incidents that occur in 
t ht'l r offices . Here. major incidents consis t of an unplanned 
tran:-fe r to a hospital precipitated by an invasive procedure. 
cl>' well as th e type I)f incident descrihed in item 5 above. 

:'> \ajrl r incident reports should be on a form developed by 
the' facility a nd must contain the name a nd license number 
1) ( the physician . a description of the incident, and any 
cu rrective measures taken . r· .. i3.jo r incident reports must be 
filed Quarterly with the Board. beginning October I, 1987. 
The PCA Advisory Committee (see related article , "The 
Creat ion a nd Goals of the PCA Unit") is considering the 
development of coded identifiers to avoid the use of the 
names of physiciani' involved in major incirients. 

Other Reports 
The regulations also require the following information to 

be filed with the Board: 

• The name of the Patient Care Assessment Cl)ordihator (or 
the names of all committee members, if a committee 
performs this function ), by July 10, 1987 (this applies to 
hospitals and clinics). 

• annual report (see section 3.12(4) of the regulations), 
beginning January 31,1988 (this applies to all facilities) . 

By November I, 1987, hospitals, clinics, nursing homes, 
and staff-model HMOs must file with the Board their 
occurrence screening criteria, and, in the case of hospitals 
and clinics, focused occurrence reporting criteria. Non·staff· 
model HMOs must file occurrence screening criteria by 
January I , 1988. The Board's PCA unit will offer technical 
assistance in developing suitable reporting and screening 
criteria. These criteria are to be used by the facility's Patient 
Care Assessment Coordinator to review medical records for 
adverse outcomes that might not otherwise be evident. The 
results of such reviews are to be reported to the Board on 
a quarterly basis (beginning October 1, 1987), along with 
recommendations for risk management and quality 
assurance policies to address any problems uncovered_ 

In addition, other entities and agencies must file the 
following with the Board: 

• Reports of malpractice claims closed by the state's four 
liability insurance companies. 

• Reports from the courts (including the medical malprac· 
tice tribunal) on all decisions, settlements and verdicts. 

• Disciplinary actions taken against physicians by medical 
societies and similar professional organizations. 

This information, subject to stringent confidentiality 
(except for court reports), will be added to a computerized 
data base within the Board's Data Repository Unit. It will 
be used for two important Durposes: first, to help the Patient 
Care Assessment Unit identify what sorts of problems in 
institutions lead to malpractice claims; and second, to aid 
the Disciplinary Unit in evaluating complaints against 
physicians. 

QUESTIONS AND ANSWERS 
1. What guidelines govern the structure of the 

Patient Care Assessment Committee? 
The Patient Care Assessment Committee must be 

designated or created by the health care facility 's bylaws 
and may be an existing committee. The PCA Committee 
must meet the following criteria: 

• At least one member of the governing body must be a 
member of the Committee. 

• Representatives of a number of disciplines should sit on 
the committee, including senior personnel essential to the 
Quality of patient care - e.g_, higher-level nursing 
administrators. 

The functions may be performed by several committees 
so long as each meets the above criteria and there is a 
mechanism in place for sharing relevant information. 

2. Who must be credentialed? 
All M.D.s and D.O.s licensed by the Board and all interns. 

residents, fellow!> and medical officers who hold limited 
licenses_ Medical student:;, w:lO are not individually 
licensed, and licensees holding temporary appointments or 
privileges for up to 30 days in anyone-year period are 
exempt from the credentialing requirements. 

3. When are the first Patient Care A8Bessment 
qlUU'"terly summaries due? 

The PCA Coordinator's initial quarterly report to the 
governing body, and the initial report of major incidents 
must both be filed with the Board as of October I, 1987. 

4. W1UJt in-service educational requiremen.u must 
health care facilities provide under their PCA 
Progranu? 

New employees must receive written instruction regard
ing incident reporting within five days of employment, as 
well as orientation and training in their facility's specific 
PCA program and their responsibilities in it within 30 days 
of employment. Annually, all appropriate personnel must 
be provided with at least three hours of in-service education 
relating to patient care assessment, with emphasis on 
accurate and timely incident reporting and patients' rights. 
This training could be provided through group presenta· 
tions, audi<rvisual materials (such as video tapes) and 
computer·assisted instructional methods. Employers might 
wish to seek continuing education (CEU) approval for these 
programs. 

5. Which .eetiolU of the PCA reguUuiolu apply to 
HMO. and twTsing homed 

Section 3.13 applies to HMOs, and section 3.14 applies to ' 
nursing homes. In addition, sections 3.01 through 3.04 and 
3.09 through 3.12 apply to both, to the extent that these 
sections are not inconsistent with the primary sections 
governing HMOs (3.13) and nursing homes (3.14). Thua, for 
example, all physicians working for an HMO in an 
individual office or group practice setting must adhere to 
those portions of the medical recorda requirements set forth 
in section 3.10(2) that are relevant to the office setting. Alao, 
sections 3.05 through 3.08 apply to the extent that they are 
specifically brought into play by sections 3.13 and 3.14. 
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PATIENT CARE ASSESSMENT TIMETABLE 
Timeline 
3: 2/ 87: 
PCA regulati()ns effective. 

7/ 1/ 87: 
Written PCA plans must be adopted and filed with Board 
(and PCA programs must be operational). 

71 1187 (and after): 
All licensees must be credentialed (those credentialed prior 
to 711187 may be re-credentialed pursuant to facility's 
existing timetable, so long as process occurs at least 
biennially; but all licensees who begin their affiliation on 
or after July 1, 1987 must be credentialed before they render 
medical services). [3.05] 

11/1/87: 
Hospitals and clinics: occurrence reporting/screening 
criteria must be in place. [3.07(3)(b) and \c)] 
HMOs (staff model)/nursing homes: occurrence screening 
criteria must be in place. [3.13(1)(c).3.h] [3.14(2)(h)] 
Impaired MDs: Board may promulgate additional regula
tions re: reporting/monitoring. [3.09(3)] 
Specialty standards: Board may promulgate additional 
specialty standards. [3.10(4)(b)] 

1/1/88: 
HMOs (non-staff-model): occurrence screening criteria must 
be in place. [3.13(1)(c)_3.h] 

Reporting/Filing with Board 
7/1/87: 
PCA plan submitted (and when amended) [3.03(1)] [3.13(2)] 
[3.14(2)] (all health care facilities; but HMOs/nursing 
homes only need to file amendments with annual reports). 

7/10/87: 
PCA coordinator's name submitted to Board (within 10 days 
of appointment/replacement) (hospitals and clinics). 
[3.06(2)] 

10/1/87 (and quarterly thereafter): 
PCA coordinator's quarterly summary to governing body 
must be filed promptly with Board (hospitals and clinics). 
[3.07(3)(g)] Contents: summary ofintemal incident reports 
with recommendations for QAlRM/PCA and education_ 

10/1/87 (and quarterly thereafter): 
Hospitals/clinics/physicians must file · major incident 
reports with Board. [3.08] [3.11(1)] 

11/1/87: 
Hospitals and clinics must file occurrence reporting/ 
screening criteria. [3.07(3)(b)] [3.07(3)(c)] 
Nursing homes must file occurrence screening criteria. 
[3.14(2)(h) ] 
Staff-model HMOs must file occurrence screening criteria. 
[3. 13(1)(c).3.h] 
1/ 1/88: 
Non-staff-model HMOs must file occurrence screening 
criteria. [3.13(1)( c).3.h] 

1/ 31/88 (and annually thereafter): 
All health care facilities (hospitals, clinics, nursing homes, 
HMOs) must file annual reports. [3.12(4)] Contents: 
- PCA coordinator's detailed written instructions.(·) 
- Summary of patient complaints. 
- Names of licensees who have terminated their 

relationship with the facility. 
- Summary data on handling impaired MOs. 
- Number of major incident reports filed.(·) 
- Amendments/proposed amendments to PCA plan. 
(.) hospitals and clinics only 

1/31/88 (and annually thereafter): 
HMO/nursing home annual disciplinary summaries due. 
[3.13(3)] [3.14(3)] (Similar reporting by hospitals and clinics 
is required by statute.) . 

Within 10 days after occurrence: 
- Change of PCA coordinator (hospitals and clinics). 

[3.06(2)] 
I 

Within 30 days after occurrence: 
- HMO/nursing home initial disciplinary reports. 

[3.13(3)] [3.14(3» (Similar reporting by hospitals and 
clinics is required by statute.) 

Upon occurrence: 
- Amendment of occurrence reporting/screening 

criteria (all facilities). [3.07(3)(a» [3.07(3)(b» 
[3.13(1)(c).3.h] [3.14(2)(h)] 

- Amendment ofPCA plan (hospitals and clinics). [3.03(1» 
- MD's disassociation from group practice if related 

to competence (MDs in private office setting). [3.11(5)] 

Upon request of Board'(at imy'time): 
- Comprehensive evaluation oflicenaee's clinical 
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[pJ~ffi\ TODAY 
Technical Advice Bulletin of the Patient Care Assessment Unit 

of the Massachusetts Board of Registration in Medicine 

Autumn, 1987 

Dear Health Care Provider: 

Michael S. Dukakis, Governor 
Paula W. Gold, Secretary of Consumer Affairs 
and Business Regulation 

RaipM A. Deterling, Jr., M.D., Chairman 
Barbara Neuman, Executive Director 

Volume I, No.2 

We are pleased to present the second edition of peA Today. the technical advice bulletin of the Board of 
Registration in Medicine's Patient Care Assessment Unit. We think you will find that it provides helpful 
information about the Board's Patient Care Assessment regulations. 

Since last April, when the first edition of this bulletin was released, the Board, its three-member PCA Committee, 
and staff of the Board's PCA Unit have been working to resolve interpretive questions raised by health care facilities 
and helping to make the implementation of the PCA regulations proceed as smoothly as possible. 

We take note of the fact that, as of today, every hospital and HMO in the Commonwealth, and nearly every 
clinic, has filed a Patient Care Assessment plan with the Board. A significant number of the nearly 350 PCA plans 
submitted for review needed only minor correction or supplementation. The Board would like to express its 
appreciation for the effort and cooperation shown by so many health care facilities and providers. . 

Once again, we invite you to contact the PCA Unit ofthe Board, whenever you would like to discuss a question 
or concern about the Patient Care Assessment regulations. Questions on reporting issues should be addressed to the 
Data Repository Unit. The telephone number for either unit is (617) 727-0303. Please note that citations to 243 
CMR 3.01-3.16 refer to the Board's PCA regulations, which appear in Chapter 243 of the Code of Massachusetts 
Regulations. If you do not have a copy of these provisions, the PCA Unit will be pleased to provide one. 

Patient Care Assessment Committee of 
the Board of Registration in Medicine: 

Ralph A. Deterling, Jr., M.D. 
Andrew G. Bodnar, M.D., J.D. 
Melinda Milberg, Esq. 

-Member. of lhe Board: 

Andrew G. Bodnar, M.D., J .D. 
Vice Chairman 

Louise Liang, M.D. 
Secretary 

¢;(~I~~~ 
Ralph A. Deterling, Jr., M.D., 
Chairman 

Staff of the Patient Care Assessment Unit: 

Robert H. Russell, Esq., Chief 
William J. McDonough, M.P.A.H. 
June E. Mendelson, Ph.D. 
Stavroula K. Osganian, M.D. 
Sheila Singer 
John E. Stanley 

Marian J . Ego, J .D., Ed.D. 
Public Member 

Marianne Prout, M.D. 
Physician Member 
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SUPREME JUDICIAL COURT UPHOLDS PCA REGULATIONS 

The Supreme Judicial Court, the highest court in the 
Commonwealth, has turned back a challenge to three of the 
Board's Patient Care Assessment regulations, while only mar-
. limiting the application of a fourth. Eight Boston 

teaching hospitals had asked the" Court to invalidate several 
key PCA provisions. 

In a broad endorsement of the legality of the Board's 
actions, the SJC stated that the right to issue the regulations "is 
both implicit in the board's statutory obligation to provide the 
hospitals with risk management programs, and explicit in the 
board's power to adopt regulations governing the practice of 
medicine." 

The regulations upheld by the November 23 ruling include: 

*Major Incident Reporting. This regulation (at 243 CMR 
3.08) requires hospitals to file a report with the Board if there 
is a serious, life-threatening incident in the hospital. The Court 
endorsed the Board's position that such reports are necessary 
and reasonable. 

*Physician Competency Evaluations. This regulation (at 
243 CMR 3.07(3)(1», requires hospitals to establish a system 
to provide "a reasonable and comprehensive evaluation of a 
licensee's clinical skills, competence and judgment, upon 
request of and for fIling with the Board." Again, the Court 
agreed that the Board had clear authority to require such 
evaluations. 

* Hospital Employees' Duty to Report Injuries and 
Incidents. The Court rejected the hospitals' arguments that, 
in promUlgating 243 CMR 3.07(3)(a), the Board had illegally 
interfered with internal hospital management. Writing for the 
Court, Chief Judge Edward Hennessey declared that the 
Board's regulation requiring employees to report injuries and 
incidents in writing to the PCA Coordinator is "reasonable." 

The Court restricted the PCA regulations in only one 
respect. While the Board will have access to and audit author
ity over the records of a hospital's Patient Care Assessment 
Program, it may not have regular access to medical peer 
review committee "proceedings, reports and records which 
are accorded confidentiality by s~tute." However, the Board 
still has access to such "proceedings, reports and records" in 
conjunction with a formal investigation or disciplinary pro
ceeding. In addition, the Board has on-site audit and access 
rights to all incident reports, patient complaints, employee 
training materials, credentialing items, Patient Care Assess
ment Coordinator reports, and other documents that the 
Board's regulations require the hospitals to generate. 

Secretary of Consumer Affairs and Business Regulation 
Paula W. Gold said, "I am pleased the Supreme Judicial 
Court has validated our Patient Care Assessment Program. I 
believe these regulations represent a positive step for both 
consumers and health care providers in establishing a syste
matic method for investigating patient care problems as they 
occur, and improving the quality of care for every patient." 

UPDATE ON QUARTERLY REPORTING 

Two types of reports must be filed with the Board on a 
quarterly basis: 

• Major incident reports. 

• The PeA Coordinator's quarterly report to the governing 
body. " 

The Board requires that each of these reports be submitted 
later than 30 days following the end of the applicable 

quarter. The first quarter ended on September 30, and the 
next will end on December 31. Reports should be sent to the 
attention of the Bc.1rd's Data Repository Unit. 

Major incident reports must be filed under 243 CMR 3.08 
by hospitals, clinics and staff-model HMOs and under 243 
CMR 3.11 by physicians in the private office setting. The " 
Data Repository Unit of the Board has developed a form for 
reporting major incidents. The form includes instructions and 
definitions, and will be mailed to all health care facilities in the 

near future. Until the form is received, major incident reports 
should be filed in the form of a letter that includes the 
information required by 243 CMR 3.08(2). 

The PCA Coordinator's quarterly report, descnbed in 243 
CMR 3.07(3Xg), is required of all hospitals and clinics (but 
not HMOs), and must be submitted to both the health care 
facility's governing body (for example, its board of trustees) 
and to the Data Repository Unit. The quarterly report should 
provide a summary description of the operation of the PeA 
program, with particular attention paid to recommendations 
for improving quality assurance and risk manage:aent activi
ties, as well as employee education, particularly as it relates to 
patient care assessment. Although not required to include 
details of specific adverse outcomes or untoward incidents, 
quarterly reports should discuss trends observed or changes 
made or suggested as a result of PCA activities. 

59 



OCCURRENCE REPORTING AND SCREENING CRITERIA 

Hospitals, clinics and HMOs are required to develop sys
of internal occurrence reporting and screening and to 

their reporting and screening criteria to the Board. The 
filing deadline was November 1, 1987, except for non-staff

HMOs, which must file by January 1, 1988. Note that 
need only use the data developed from this system as 

part of the physician credentialing process. 

A small category of incidents, called major incidents and 
.... " •• ,,"y at 243 CMR 3.08, must be reported to the Board. 

this system of incident reporting, trending and 
is designed to function internally. 

There are three basic components of the internal systems 
hospitals, clinics and HMOs must develop under the 
regulations: 

* Internal Incident Reporting. This refers to the affirma
tive duty of all health care providers to report all patient 
injuries and incidents, in writing, to the PeA Coordinator 
(see 3.07(3)(a». Written instructions must be provided to 
all employees involved in patient care detailing their duty 
to identify and report incidents that may adversely affect 
sound patient care. 

* Focused Occurrence Reporting. This system involves 
the reporting of a predetermined set of adverse patient 
occurrences, defined according to objective criteria. Writ
ten reports based on these criteria must be forwarded to 
the PeA Coordinator within 24 hours of the reportable 
occurrence. Focused occurrence reporting is designed to 
supplement but not to replace internal incident reporting. 
The specific reporting criteria, but not the incident reports 
themselves (with the exception of reportable major inci
dents described in 243 CMR 3.08), must be filed with the 
Board. 

* Occurrence Screening. Sometimes known as "generic 
screening," this system functions like focused occurrence 
reporting, but with reports generated through review of 
patient medical charts (rather than by direct observation). 
A health care facility should plan to perform retrospective 
or concurrent review of all or a percentage of patient 
charts, and should let the Board know, when it files its 
criteria (or via the PeA Coordinator's next quarterly 
report), what that percentage is. Screening criteria should 
focus on potentially adverse events that are more likely to 
be evident from chart review and that are less likely to 
require reporting within 24 hours. 

Incident reporting, focused occurrence reporting and 
screening systems should be designed to meet the 

needs of each health care facility. They will work 
when they identify adverse incidents that have a rela

tively high probatility of revealing problems in patient care. 
Board recognizes that these types of problems do not 

necessarily point to provider incompetence or malpractice; 
instead, analysis may suggest that a facility'S internal proce
dures need improvement. These interrelated systems, if prop
erly developed and maintained (with particular regard to staff 
training), will assist gready in the early detection of problems 
- before they cause serious patient harm and generate 
lawsuits. 

The Medical Malpractice Joint Underwriting Association 
of Massachusetts (JUA) is offering free of charge to its insured 
hospitals an incident reporting software package, which may 
be modified to suit the needs of particular health care facilitif!S. 
The Board endorses the JUA's effort in this area and believes 
that it can form the basis of a successful focused occurrence 
reporting/ occurrence screening system that satisfies the re
quirements of the PeA regUlations. 

THE CREDENTIALING 
TIMETABLE 

In early July, the Board amended the Patient Care Assess
ment regulations to permit clinics (including school infirmar
ies) to take advantage of the streamlined credentiali.ng process 
applicable to HMOs and to provide for a more orderly and 
gradual implementation of the provisions governing physi
cian credentialing. Under the new credentialing timetable, set 
forih at 243 CMR 3.16, most health care facilities that creden
tialed their physicians under any sort of formal process prior 
to July 1 do not have to re-credential those same physicians 
under the PCA regulations earlier than November 1, 1987. 
However, all physicians must be re-credentialed under the 
PCA regulations by June 30, 1988. 

Although the general rule continues to apply (i.e., a physi
cian who begins to provide health care services for a Massa
chusetts health care facility on or after July 1, 1987 must be 
credentialed under the applicable sections of the PeA regula
tions) the amendment approved by the Board makes several 
exceptions, discussed below. 

* If the health care facility has an "existing credentialing 
process" (as defined in Section 3.16(5», and begins to 
credential a physician under that process before July 1, 
1987, credentialing may be completed under that process 
(rather than under the PCA regulations) if the physician 
will begin to provide health care services at the facility by 
November 1, 1987. 

* If the health care facility has an ··existing credentialing 
process," it need not initially credential a physician under 
the PCA regulations ifhe or she already has been creden
tialed under the existing process. Howeve:'. t~e phy')ician 
must be re-credentialed under the PeA regulations. 
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• OCCURRENCE REPORTING AND SCREENING CRITERIA 

Hospitals, clinics and HMOs are required to develop sys
of internal occurrence reporting and screening and to 

their reporting and screening criteria to the Board. The 
filing deadline was November I, 1987, except for non-staff

HMOs, which must file by January 1, 1988. Note that 
need only use the data developed from this system as 

part of the physician credentialing process. 

A small category of incidents, called major incidents and 
denllllc!C1 at 243 CMR 3.08, must be reported to the Board. 

this system of incident reporting, trending and 
is designed to function internally. 

There are three basic components of the internal systems 
hospitals, clinics and HMOs must develop under the 
regulations: 

*lntemallncident Reporting. This refers to the affirma
tive duty of all health care providers to report all patient 
injuries and incidents, in writing, to the PCA Coordinator 
(see 3.07(3)(a». Written instructions must be provided to 
all employees involved in patient care detailing their duty 
to identify and report incidents that may adversely affect 
sound patient care. 

• Focused Occurrence Reporting. This system involves 
the reporting of a predetermined set of adverse patient 
occurrences, defined according to objective criteria. Writ
ten repo~ based on these criteria must be forwarded to 
the PCA Coordinator within 24 hours of the reportable 
occurrence. Focused occurrence reporting is designed to 
supplement but not to replace internal incident reporting. 
The specific reporting criteria, but not the incident reports 
themselves (with the exception of reportable major inci
dents described in 243 CMR 3.08), must be filed with the 
Board. 

* Occurrence Screening. Sometimes known as "generic 
screening," this system functions like focused occurrence 
reporting, but with reports generated through review of 
patient medical charts (rather than by direct observation). 
A health care facility should plan to perform retrospective 
or concurrent review of all or a percentage of patient 
charts, and should let the Board know, when it files its 
criteria (or via the PCA Coordinator's next quarterly 
report), what that percentage is. Screening criteria should 
focus on potentially adverse events that are more likely to 
be evident from chart review and that are less likely to 
require reporting within 24 hours. 

Incident reporting, focused occurrence reporting and 
occurrence screening systems should be designed to meet the 
particular needs of each health care facility. They will work 
best-when they identify anverse incidents that have a rela
tively high probability of r;!vealing problems in patient care. 
The Board recognizes .that these types of problems do not 

necessarily point to provider incompetence or malpractice; 
instead, analysis may suggest that a facility's internal proce
dures need improvement. These interrelated systems, if prop
erly developed and maintained (with particular regard to staff 
training), will assist greatly in the early detection of problems 
- before they cause serious pat~ent harm and generate 
lawsuits. 

The Medical Malpractice Joint Underwriting Association 
of Massachusetts (JUA) is offering free of charge to its insured 
hospitals an incident reporting software package, which may 
be modified to suit the needs of particular health care facilities. 
The Board endorses the JUA's effort in this area and believes 
that it can form the basis of a successful focused occurrence 
reporting! occurrence screening system that satisfies the re
quirements of the PCA regUlations. 

THE CREDENTIALING 
TIMETABLE 

In early July, the Board amended the Patient Care Assess
ment regulations to permit clinics (including school infirmar
ies) to take ad vantage of the streamlined credentialing process 
applicable to HMOs and to provide for a more orderly and 
gradual implementation of the provisions governing physi
cian credentialing. Under the new credentialing timetable, set 
forth at 243 CMR 3.16, most health care facilities that creden
tialed their physicians under any sort of formal process prior 
to July 1 do not have to re-credential those same physicians 
under the PCA regulations earlier than November 1, 1987. 
However, all physicians must be re-credentialed under the 
PCA regulations by June 30, J 988. 

Although the general rule continues to apply (i.e., a physi
cian who begins to provide health care services for a Massa
chusetts health care facility on or after July I, 1987 must be 
credentialed under the applicable sections of the PCA regula
tions) the amendment approved by the Board makes several 
exceptions, discussed below. 

- If the health care facility has an "existing credentialing 
process" (as defined in Section 3.16(5», and begins to 
credential a physician under that process before July I, 
1987, credentialing may be completed under that process 
(rather than under the PCA regulations) if the physician 
will begin to provide health care services at the facility by 
November I, 1987. 

-If the health care facility has an "existing credentialing 
process," it need not initially credential a physician under 
the PCA regulations ifhe or she already has been creden
tialed under the existing process. However, the physician 
must be re-credentialed under the PCA regulations. 
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*In the case of HMOs and clinics - even those without an 
"existing credentialing process" - a physician need not 
be credentialed immediately if he or she is affiliated with 
another Massachusetts health care facility that will re
credential the physician under the full process spelled out 
at 243 CMR 3.05 (in most cases, this will be done by a 
hospital). This applies to physicians on staff prior to July 
1, 1987, as well as physicians hired after that date if they 
already are associated with another Massachusetts health 
care facility that has credentialed them under an existing 
process. When re-credentialing under the PCA regula
tions takes place, the HMO or clinic must promptly 
credential these physicians under the Board's regulations. 

All physicians must be re-credentialed under the PCA 
regulations as follows: 

*In general, every two years (or sooner) after the most 
recent credentialin8 or re-credentialing (whichever is 
applicable) under the PeA regulations. 

* During the transition to the PeA regula!!ons, if the facil
ity has an "existing credentialing process," initial re
credentialing must take place by the later of the following 
dates: (i) November 1, 1987; or (ii) two years following 
the most recent credentialing or re-credentialing (as 
applicable) under the facility's "existing credentialing 
process" - but, in any event, no later than June 30, 1988. 

DEADLINES, DEADLINES 

Apart from any corrections to your facility'S PCA plan that 
might have become necessary after staff review, the next 
Board filing deadlines to note are the following: 

* January 30: Major incident reports and the PCA Coor
dinator's summary report to the governing body for the 
fourth quarter of 1987 (ending December 31) must be 
filed. 

* January 31: The PeA program annual report must be 
filed by hospitals, clinics and HMOs. The annual report 
should summarize events that have occurred during the 
past calendar year, as described in 243 CMR 3.12(4). 
HMOs are not required to file written PeA plan instruc
tions as part of their annual reports (see 3.l2(4)(e». 

* January 31: An annual physician disciplinary summary 
must be filed in accordance with sec. 53B of Chapter 111 
of the Massachusetts General Laws. Reporting forms 
with instructions have been sent to all reporting health 
care facilities. If you need additional forms, please con
tact the Data Repository Unit of the Board at (617) 
727-0303. 

QUESTIONS AND ANSWERS 

1. When must a health care facility report to the Board a 
physician disciplinary action that is based on failure to 
complete medical records in a timely manner (or failure 
to perform other minor administrative functions)? 

Generally, the facility must report the third (and any subse-
quent) written reprimand or admonition, or suspension, dur
ing any 12-month period, as well as any suspension that, 
when combined with all other medical record suspensions 
within the past 12 months, adds up to 10 days or more. 

For example, if a physician receives a written reprimand in 
August for failure to complete medical records, receives a 
written admonition for the same problem in September, is 
suspended for three days for the same reason in February, and 
then has her staff privileges similarly restricted in April for 
three days, she need not be reported to the Board. However, a 
disciplinary report would be required if either of the following 
occurred in July: a third written reprimand, or any suspension 
(since it would be the third within a 12-month period). 
Similarly, had the April restriction been for seven or more 
days, that would be reportable. 

2. Must limited licensees - that is, interns, residents, and 
feHows - be credentialed under the PeA regulations? 

Yes. However, the limited licensee need only be credenti
aled by the health care facility listed on his or her limited 
license application as the facility in charge of his or her 
training program. The same applies to residents who hold full 
licenses, so long as they are practicing medicine as part of a 
recognized training program. Residents who "moonlight," 
however, must be credentialed by each facility where this 
activity takes place. 

3. What authority must be granted to the PCA Com
mittee? 

The PCA Committee's decisions may not be overridden by 
any other group or individual in the health care facility, apart 
from the governing body. In addition, it must be responsible 
for every aspect of the facility'S PCA program, and thus must 
have access to all data - including peer review materials and 
patient records - relating to PCA program functions. How
ever, the PCA Committee need not actually perform the work 
that is required to implement and maintain a specific program 
element. For instance, a non-PCA Committee could collect 
all materials and make an initial determination with regard to 
physician credentialing, so long as the PCA Committee has 
the authority and a reasonable opportunity to review that 
group's work and its findings prior to the governing body's 
consideration. 
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EXAMPLES OF POSITIVE COMMENTS FROM THE PUBLIC 

"I believe that the audience learned a great deal at the workshop, as reflected in 
the evaluations which were collected at the conclusion of the presentation." 

--President of regional hospital council 

"I would like to sincerely thank you for your illuminating lecture and discussion .... 
The time you have taken to help inform us about the statute's regulations and 
your sensitivity to the impact that this statute will have is greatly appreciated." 

--Medical specialty group at major teaching hospital 

" ... thank you for your help and cooperation for providing us with a better 
understanding and expectations your office will anticipate from all hospitals in 
Massachusetts relating to the Board of Registration in Medicine's new Patient 
Care Assessment Regulations." 

--President of statewide association of risk managers 

"Thank you for your assistance and encouragement. It is well appreciated." 

--Director of quality assurance at state DMH hospital 

''The Board-sponsored conference held at this hospital, which covered the topics 
of occurrence screening and occurrence reporters was very useful .... " 

--Hospital quality assurance director 

"Thank you very much for your crystal clear letter .... It was a pleasure to receive 
both your phone call and this follow-up communication. I look forward to 
working with you in the future." 

--President of the Massachusetts chapter of a national medical 
specialty society 

"Your continuing assistance with the development of our program is greatly 
appreciated. " 

--Quality assurance/utilization review director at a community 
hospital 

"I appreciate the support the Board has given to our staff in developing this plan 
and look forward to working cooperatively with your organization in the future." 

--President of community hospital affiliated with large national 
hospital chain 
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Patient Care Assessment Unit 
Database System 

Example of report generated by the Patient Care Assessment Unit database system. 
Repo~ ~lum.n beadings are listed below with corresponding explanations. Data in 

. table IS SlDlUlated. 

Facility 

Hospi tal A 
Hospital B 
Clinic A 
H"O A 
"ental Health Clinic D 
"I!ntal Health ~linic Z 
H"O U 
Hospi tal " 
Hospital N 
Hospital F 
Clinic E 
Hospital P 
Hospital T 
Clinic R 
Hospi tal F 

Column Heading (above) 

Facility 
City 

City 
or 
TOlin 

City Y 
TOlin G 
City H 
City A 
Town H 
City G 
City L 
City B 
City g 
City H 
Town Y 
City" 
Town R 
City II 
Town B 

Date PCA Plan filed 
Date Notice Defic. sent 

Date Compl. letter sent 

Date PCA report filed 

Date Focused screens filed 

Date Annual Report filed 

Type of Facility 

Date Date Date Date Date Date Type 
PCA Notice Co.pl. PCA Focused Annual of 
Plan Detic. letter rl!port screens Report Faci Ii ty 
tiled sent sl!nt f i I I!d filet tiled 

07/06/87 12/02/87 02/29/88 I I I I 01129188 HOS 
07/29/87 08/07/87 I I 12/14/87 11/13/87 I I HOS 
06/30/87 11/10/87 10/13/87 12/24/87 11/10/87 I I CLI 
06/29/87 09/16/87 I I 10/28/87 01/11/88 02/25/88 HflO 
07/02/87 08/07/87 I I I I 02101188 1 I "HC 
06/29/87 11/12/87 02/19/88 10/01/87 11/03/87 01/28/88 ~ 
07/29/87 11/12/87 I I 10/20/87 01/05/88 I I HflO 
06/30/87 10/23/87 02/19/88 10/01/87 11/01/87 01/28/88 HOS 
07/01/87 11/10/87 I I 11/23/87 11/23/87 I I HOS 
06/30/87 08/07/87 I I 11130187 01/12/88 0~/01/88 HOS 
07/02/87 10/30/87 I I 10/01/87 11/01/87 01/21/88 elI 
06/30/87 08/07/87 12/30/87 12/24/87 11/03/87 I I HOS 
06/30/87 11/12/87 I I 10/30/97 01/13/99 I I HOS 
07/01/87 09/16/87 I I I I I I I I hI 
06/30/97 10/23/87 02/19/98 10/07/97 01/12/89 I I HQS 
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Explanation 

o Name of facility 
o Locale of facility (city) 
o Date facility filed PCA Plan 
o Date Notice of Deficiency 

mailed to facility by Board 
o Date Board sent PCA Plan 

(in) compliance letter to 
facility 

o Date Board received PCA 
Quarterly report 

o Date Board received focused 
screens from facility _ 

o Date Board received annual 
report from facility for 
calendar year 1987 

o Type - HOS~hospital. CLI c 

clinic. HMO=health maintenance 
organization. MHC=mental health 
clinic 
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PatieDt Care AssesSlDellt Uait 
Database System 

Example of records maintained in the Patient Care Assessment Unit dataMse 
system. Fields are listed below with corresponding explaDatiODS to the right. 

;r;-a: 
fIiCSjfjAl''£ 
IUDD~mm 

USrut!E 
POSITION 
ORWIZATH 
ADDR£SS 
CITY 

ItlUlil J; ... 
lti!lo:ley 
Cbeif EJ!Cutive DirectcT 
ftedicil Hospitil, Inc. 
100 Heiltb Cire line 
Ios!on 

STAiE IIA 
ZIPCODE 10101 
TYPECODE HDS - Type of facility: HOS • hospital. CLI • clinic. MIle - aental health clinic 
AREA 6!7 
fI!I"-KE: 7n 
pH!ltl£l 7879 
EITElSICN 1234 
aJfUDiS ..... 1'hr_~ cliaic SiteUites 
COITACT2 )iIJe 1i~ . Assare, rcA Coordiutor -Fac:1l.1.ty appointed Patient Care Aases8llent Coordinator 
PUDATE 07l01lJl -Date Patient Care Assesa.ent Plan filed with .the Board 
I_.JIAIW 09/01187 ~te Jlotice. of Deficiency .. ile to facility [review o~ PCA plan abo~eJ 

.. _1EPl~_. _ , ________ .. ~P!l_~~_:_~~1.~ .~.:..!~~g __ ~!9.~~.~Q_ .otic~. · . ~n~ '~ DO::r~'psonae .' 
C81'ISSID .. IV3U87 -Date le'tter : of ea.pl1.ance sent ~o fae:1l.1.ty ; 
PIDI aIlE . 1 -lllterD&l. eod1iia . aystea uaedby Patient Care Assesa.ent Unit · . 
• 13-87 .. : .·10/.0U87 .:--Date' PCA.QUarterly Report . (for 3rd quarter. 1987) ~ieee1Ted 
Bt1-87a ··J . ;': : . Code: "y".~.a.:J»CA-Qu,arterly l.eport ·~eept&ble. "u" '. DOt ~ceptable . 
1IT(87~:' :::tt/05/88 ·~te ;'~::~terly Report:Hf~r.4~h ciuUter~' 1987) :reee1.Ted ~ '"; '. 
~T(~_a :"'" . Code: "i" · ~ :-PCA - Qu.8rteriy~_.~pOit:. &eceptable • .JIn"' ·. DOt acceptable ., 
F1ICIEJioR(: J ", Code: tty" - "Foc_ed Oec:Uireneereporting acceptable; "u"- DOt ac~eptable 
FlICIATE li/OII87 ~Date Focused Occurrence . reporting criteria filed with the Board ' . 
acC9:1fiJ ... ,', .: Cod~; "y .... - OceUrTene~ Screening eriteria acceptable. "n"· - not acceptable 

.. ~!t..::..~ !~/Oll~ _ ~te~~£~e~~~~~~I!~!l1g __ erlt~ria...;...~~~.!..~~ILt1!e_B9.ard ' 
allATE· .1131188 -Date AImual Report (for calendar year 1987) fned with the Board 
a.JAIREP . , Code: "y" -.Annual Report ' contents acceptable. "n" - not acceptable 
R£VInI Rfport (1987) (caplete; report iaclades ill sec:tillClS 
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PATIENT CARE ASSESSMENT PLAN 

NAME OF CLINIC:~ __ ~~ ____________ ~ __ ~~ __ ~~ __ _ 
which, on the attached pages, may be referred to as "MHC 
Clinic." 

ADDRESS OF CLINIC: -----------------------------------

TELEPHONE NUMBER: ( ) 

CLINIC ADMINISTRATOR: 
Title: 

PCA COORDINATOR: 
(if a group of individuals, 
please list all names) 

OTHER CLINIC SITES COVERED BY 
THIS PCA PLAN: 

(list names and 
addresses) 

(attach additional sheet, if necessary) 

DATE PCA PLAN WAS/IS EXPECTED TO BE APPROVED BY 
CLINIC'S GOVERNING BODY: * 

DATE PCA PLAN WAS SUBMITTED TO BOARD: 

IF YOU HAVE MADE ANY CHANGES IN THE ATTACHED MODEL PCA PLAN, 
PLEASE DESCRIBE THEM ON ADDITIONAL PAGES ATTACHED TO THIS 
PAGE, WITH REFERENCE TO THE AFFECTED PROVISIONS OF THE 
ATTACHED MODEL PLAN. 

*If plan has not yet been approved, you must notify the 
.' ~ : ard in wr i t.ing when it has been. 
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MODEL PATIENT CARE ASSESSMENT PLAN • Mental Health Clinics 

A. Authority for Patient Care Assessment (PCA) Program (consistent with 105 CMR 140.370): 

1. The bylaws of MHC Clinic have been amended to add the following provision: 

"MHC Clinic shall establish and maintain a qualified Patient Care Assessment Program that complies with 
the requirements of 243 CMR 3.00 et seq. and that has been approved by Massachusetts Board of Registration 
in Medicine. Said bylaws specifically incorporate those provisions of MHC Clinic's Patient Care Assessment 
Plan, as from time to time amended, which, pursuant to 243 CMR 3.00 et seq., must be established by or 
described in these bylaws." 

B. Governing Body Responsibility for PCA Program: 

1. There has been established at MHC Clinic one or more Patient Care Assessment Committees, each of 
which shall carry out some or all of the functions set forth in the deflnition of "Medical Peer Review 
Committee" at M.G.L. c. 111, s. 1, including the following: 

(a) the evaluation or improvement of the quality of health care rendered by health care services; 

(b) the determination whether health care services were performed in compliance with the applicable 
standards of care; 

(c) the determination of whether a health care provider's actions call into question such health care 
provider's fltness to provide health care services; 

(d) the evaluation and assistance of health care providers impaired or allegedly impaired by reason of 
alcohol, drugs, physical disability, mental instability, or otherwise. 

2. The governing body (the Board of Directors or the Board of Trustees) is responsible for the organization 
and functioning of each PCA Committee and its related activities. The governing body shall ensure the 
adequacy of resources and support systems for the PCA Program at MHC Clinic. 

C. PCA Committee(s) Membership and Structure: 

1. Each PCA Committee consists of the following members: 

(a) Clinic Administrator; 
(b) Medical Director; 
(c) Chief Executive Offlcer; and 
(d) If necessary, other staff deemed appropriate to ensure that the committee is multi-disciplinary. 

2. If one of the individuals named above is not member of the governing body, MHC Clinic shall appoint one 
such member to each PCA committee to satisfy the requirements of 243 CMR 3.06; provided, however, that 
whenever a PCA Committee includes an individual who is not on staff of MHC Clinic, the confidentiality of 
client communications shall at all times be protected to the extent provided by law. 
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D. Patient Care Assessment (PCA) Coordinator: 

1. The governing body of MHC Clinic has appointed an individual PCA Coordinator (or group of individuals 
to collectively carry out the duties of PCA Coordinator), who shall be charged with the responsibility of 
implementing-- by delegation, oversight, facilitation or otherwise-- MHC Clinic's qualified PCA Program. The 
name of the PCA Coordinator (or the individuals collectively serving as such) shall be reported to the Board of 
Registration in Medicine within 10 days of appointment or replacement. 

2. Responsibilities of PCA Coordinator: 

(a) Preparation and distribution of written instructions regarding operational procedures relevant to 
patient care assessment and compliance with the PCA regulations. These instructions (or applicable 
portions thereof) shall be distributed to all appropriate clinic personnel. 

(b) Investigation and analysis of the frequency and causes of internal incidents. The PCA Coordinator 
shall further assure follow-up with the individuals involved in incidents; review incident reports for 
trends and patterns; develop recommendations for appropriate corrective actions; and, through the 
utilization review ::ystem, ensure that incidents have been properly identified and reported, as described 
in Section F. of this plan. 

3. The PCA Coordinator shall have unrestricted access to all records and information relating to the Patient 
Care Assessment Program. 

E. Evaluation of Physicians at MHC Clinic: 

1. MHC Clinic shall not appoint, hire, contract with, associate with for the purposes of providing patient care, 
or grant privileges to any person licensed by the Massachusetts Board of Registration in Medicine (a licensee) 
unless: 

(a) the licensee provides to the clinic a copy of his or her most recent application for initial or renewal 
registration with the Board of Registration in Medicine at such time or times as the licensee provides a 
copy to and is credentialed or recredentialed by the Massachusetts health care facility (excluding this 
clinic) where the licensee spends the greatest proportion of his or her time (the "primary health care 
facility"). This must be done no less frequently than once every two years. 

(b) in the case of initial association with MHC Clinic, the clinic receives written confirmation from the 
primary health care facility that the licensee has been credentialed under 243 CMR 3.05. This 
confIrmation shall be obtained promptly following credentialing pursuant to 243 CMR 3.05 by the 
primary health care facility. See 243 CMR 3.16(3). 

2. At least every two years, the clinic shall evaluate the licensee. Such evaluation shall formally address and 
document the licensee's pattern of performance by analyzing specific criteria, as outlined in 243 CMR 3.15(3) 
(see attachment A), based on information available at the clinic. 

3. If the physician is not currently credentialed at a Massachusetts health care facility, MHC Clinic shall 
complete the credentialing requirements set forth in 243 CMR 3.05 (see attachment B). 

4. MHC Clinic shall provide in writing to any health care facility credentialing a licensee, upon request of that 
facility, an assessment of the licensee's clinical skills, information regarding disciplinary actions and malpractice 
litigation, and other relevant information related to the licensee's competence to practice medicine. 
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F. Internal Incident Reporting at MHC Clinic: 

1. MHC Clinic has developed and implemented an internal incident reporting system based upon the 
affirmative duty of all health care providers to report mjuries and incidents in writing to the Patient Care 
Assessment Coordinator (see attachment C). 

2. This system will also include analysis and trending of data collected through use of the three reporting 
systems listed below. With respect to the systems listed at (a) and (b) below, MHC clinic has noted [by placing 
a check on the appropriate lines] which of the suggested criteria it will use and, if a particular criterion is not 
listed, has included it in the form of an addendum to this plan. 

(a) Internal Reporting under Focused Occurrence Reporting Criteria (which define specillc adverse 
patient occurrences that must be reported either at the time they are observed or within 24 hours 
thereafter). Criteria may include, but are not limited to: 

(i) suicide or potentially lethal suicide attempts (see 105 CMR 140.307(2». 
(ii) violent behavior against staff or other parties that occurs on site. 
(iii) sexual abuse or assault (alleged or confirmed). 
(iv) serious known adverse reaction to medication. 
(v) other criteria that MHC clinic may deem appropriate in the future [other 
criteria, ~ used, are listed on an addendum to this PCA plan]. 

(b) Internal Reporting under Occurrence Screening Criteria (which are designed to reveal, through 
chart review, adverse or potentially adverse patient occurrences which may not otherwise be evident). 
This chart review process may be incorporated in the Clinic's utilization review function. Criteria may 
include, but are not limited to: 

(i) adequacy of treatment plan. 
(ii) documentation of informed consent. 
(iii) appropriate drug levels (e.g., serum lithium levels). 
(iv) frequency of visits (e.g., number is sub-optimal). 
(v) documentation of patient's response to physician's prescribed medication and 

any adverse reaction to same. 
(vi) other criteria that MHC Clinic may deem appropriate in the future [other 
criteria, if used, are listed on an addendum to this PCA plan]. 

(c) Major Incident Reporting to the Board of Registration in Medicine: 

The following major incidents shall be reported by MHC Clinic on a quarterly basis to the Board of 
Registration in Medicine: 

(i) Major incidents identifIed as Category I incidents at 243 CMR 3.08 (the Board recognizes 
that MHC Clinic may never have occasion to report such incidents). 

(ii) Major incidents identilled as Category II incidents at 243 CMR 3.08. Where applicable, 
MHC Clinic may discharge its duty to report this category of incidents by reporting to the 
Board incidents falling within the analogous Department of Mental Health (DMH) definition 
(see attachment D). 
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(iii) MHC Clinic will me with the Board of Registration in Medicine a copy of any report 
submitted to DMH or prepared under DMH regulations (see 104 CMR 24.03, 24.05, 24.09) or 
of a suicide report submitted to the Department of Public Health (DPH) (see 105 CMR 
140.307(2)) describing any major incident in which a physician providing care to an MHC 
client was involved. The report will contain (or be supplemented so that it contains) the 
following information: the name of the physician, his or her license number, a brief description 
of the major incident, and, if any, results of an internal investigation and corrective measures 
taken by MHC Clinic. 

3. All written reports, summary reports, and written recommendations to and from the PCA Coordinator 
shall be maintained at MHC Clinic for three years. 

G. Impaired Health Care Providers: 

1. MHC Clinic has developed a procedure for on-going review and counselling of health care providers 
impaired by drugs or alcohol or will arrange for and monitor participation in other established review and 
counselling programs (see attachment E). 

2. The procedure developed above will not relieve the clinic or any health care provider at the clinic from his 
or her obligation to report impaired physicians to the Board of Registration in Medicine, under M.G.L. c. 112, 
s. SF (see attachment L). Accordingly, all impaired physicians identified at MHC Clinic will be promptly 
reported to the Board of Registration in Medicine. 

H. Miscellaneous Provisions of MHC Clinic's PCA Program: 

1. Medical Records: MHC Clinic complies with DPH regulations 105 CMR 140.302 and Department of 
Public Welfare regulations 106 CMR 429 governing proper documentation and maintenance of clinic patient 
records (see attachment F). MHC Clinic shall prohibit any alteration of medical records when such alteration 
distorts any facts or circumstances reflected in the original writing. Writing in the medical record shall be 
legible. The Clinic shall ensure compliance with these established criteria for medical records and incorporate 
this function in its overall quality assurance acti·;ities. 

2. Pharmacv Services: All physicians at MHC Clinic shall adhere to the Pharmacy Services standards set forth 
in attachment G. 

3. Informed Consent: Consistent with 105 CMR 140.301 (B)(5)(e), all physicians at MHC Clinic adhere to 
the requirements of informed consent in the form of written policies and procedures (see attachment H). 

4. Patient Complaint Svstem: Consistent with 105 CMR 140.306, MHC Clinic collects, investigates, analyzes, 
and makes timely response to patient complaints which relate to patient care and the quality of medical care 
(see attachment I). 

5. Patient's Rights: Consistent with 105 CMR 140.303, MHC Clinic has visibly posted a "NOTICE OF 
PATIENT'S RIGHTS" and provides written documentation containing all rights provided by M.G.L. c. 111, s. 
70E. In addition, the notice includes the address and telephone number of the Board of Registration in 
Medicine and of the Department of Public Health (see attachment J), and the fact that complaints may be filed 
with the PCA Coordinator (or his or her designee). 

6. Evaluation of Phvsicians: At the request of the Board of Registration in Medicine, MHC Clir..ic will 
provide for the administration of a reasonable and comprehensive evaluation of a physician's clinical skills, 
competence, and judgment. 
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7. Audit Authority. MHC Clinic grants to the Department of Public Health (see 105 CMR 140.110) and the 
Board of Registration in Medicine access and audit authority over qualified PCA Program information and 
records during normal clinic business hours. 

8. Facility and EQuipment Committee: MHC's obligation to adhere to 243 CMR 3.07(3)(m) shall be met by 
satisfying the requirements of 105 CMR 140.201-140.221. 

9. Documentation of Disciplinary Action: All disciplinary actions against physicians taken by MHC clinic will 
be in writing and will be reported to the Board of Registration in Medicine on required forms (see attachment 
K). 

10. Summary Suspension: Violation of any of MHC Clinic's bylaws or applicable regulations regarding its 
qualified PCA Program may be grounds for summary suspension of employment, practice, association for the 
purpose of providing patient care or privileges at the clinic. 

11. Notification of Right .. : At least annually, MHC Clinic shall give each health care provider a written notice 
of his or her obligations and rights under M.G.L. c. 112, s. 5F (see attachment L). 

u. Education: As part of the internal incident reporting system at MHC Clinic, procedures are detailed in 
writing and given to all employees involved in patient care within five days of new employment. Within 30 days, 
new employees will receive orientation and training, including information pertaining to patient rights (M.G.L. 
c. 111, s. 70E.). Every year, all employees involved in the PCA Program will be provided with three hours of 
education and training in patient care assessment and quality assurance techniques, with emphasis on accurate 
and timely incident reporting. 

I. Reporting Requirements: 

1. Major incident reports, if any, shall be fIled with the Board of Registration in Medicine on a quarterly basis 
(within 30 days after the end of each quarter). 

2. The PCA Coordinator shall prepare a quarterly summary report to the clinic's governing body, which 
contains a discussion of trends observed or changes made as a result of adverse patient occurrences identified 
through the PCA system. The report will include recommendations for quality assurance, risk management, 
and patient care assessment education. The report shall be filed with the Board on a quarterly basis (within 30 
days after the end of each quarter), and shall be in the form of attachment M. 

3. An annual report covering events during the calendar year then ended shall be fIled with the Board by 
January 31 of each year. The report shall include: 

(a) PCA Coordinator's written instructions (see Section D(2)(a), above). 
(b) A summary of patient complaints and their disposition. 
(c) The names of all full licensees who have lcrminated their relationship with the clinic. 
(d) Summary data on the handling of impaired physicians. 
(e) The number of major incidents fIled with the Board. 
(f) Any amendments to the PCA plan. 

71 

5 



Outline of Attachments to Model peA Plan 
(Attachments Have Been Omitted) 

A. Credentialing Criteria 

B. Credentialing Process 

C. Incident Reporting 

D. Department of Mental Health Deflnitions of "Incident" 

E. Impaired Health Care I'.oviders 

F. Medical Records 

G. Pharmacy Services Standards 

H. Informed Consent 

I. Patient Complaints 

J. Patients'Rights 

K. Documentation of Disciplinary Actions 

L. Notification of Rights and Responsibilities under M.G.L. c. lU, s. SF 

M. Form of Quarterly Report 
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. RALPH A. DETERLING. JR. . M.D. 
CHAIRMAN 

BARBARA NEUMAN 
EXECUTIVE DIRECTOR 

Dear Clinic Director: 

Commonwealth of Massachusetts 
Board of Registration in Medicine 

Ten West Street 
Boston, Massachusetts 02111 

(617) 727-3086 

An Agency within the Executive Office of Consumer Affairs and Business Regulation 

January 12, 1988 

I am pleased to report that, through the cooperative. effort of the Board of Registration in Medicine and the 
Mental Health Corporations of Massachusetts, Inc., a model Patient Care Assessment (PCA) plan has been drafted 
for use by mental health clinics in the Commonwealth. A copy of this brief but comprehensive document, along with a 
number of attachments designed to provide additional information and guidance, is enclosed. 

As you know, the Board voted on November 4, 1987, to suspend enforcement of its Patient Care Assessment 
regulations until a model PCA plan, tailored to the needs of mental health clinics, had been developed. That work is 
now complete. The enclosed model plan was approved by the Board on January 6,1988. It should be reviewed by 
your clinic's staff and submitted to the PCA Unit of the Board no later than February 23, 1988 (the attachments need 
not be submitted, unless you have amended them). Your attention is directed to the cover page and the list of focused 
occurrence reporting/occurrence screening criteria on page 3 of the model plan, both of which must be completed 
prior, to submission of the plan. If you supplement your plan with additional materials, those should be rued with the 
Board, as well. 

Some mental health clinics had earlier filed PCA plans with the Board and may wish to stand by those 
submissions. If you are one of these clinics, please let the PCA Unit know by February 23, so that staff members may 
complete their review of your plan. 

Because of the time necessary to develop the model PCA plan, certain required periodic reports need not be 
submitted until after February 23, 1988. These reports are listed below, along with the initial date each must be flIed 
and the section of the model PCA plan in which each is discussed: 

(1) Major incident reports: starting with the quarter ending on March 31, 1988. 

(2) PCA Coordinator's quarterly report to the governing body (a copy of which must be submitted to the 
Board): starting with the quarter ending on June 30,1988. 

(3) Annual PCA program report: starting with the year ending on December 31, 1988. 

Please note that references in the model PCA plan to "CMR" refer to the Code of Massachusetts 
Regulations, and "M.G.L." to the Massachusetts General Laws. If you would like a copy of the PCA regulations (243 
CMR 3.01-3.16), please let us know. 

Members 01 the Board: 

Andrew G. Bodnar. M.D .• J.D. 
Vice Chairman 

Louise liang. M.D. 
Secrerary 

Marian J . Ego. J.D .• Ed.D. 
Public Member 

Marilyn Griffin. M.D. 
PhYSICIan Member 
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Melinda Milberg. Esq. 
Public MembtN 

Russell J . Rowell . M.D. 
PtI~n Member 



Clinic Director 
January 12, 1988 
Page Two 

We hope that tbe enclosed model Patient Care Assessment plan, and the explanatory materials, will make it 
easier for mental health clinics to comply with the Board's PCA regulations in a manner that balances the unique 
mission of this type of clinic with the Board's need to monitor tbe quality of medical care provided to clients. As 
always, if you have questions about the model PCA plan or any aspect of the Board's Patient Care Assessment 
regulations, please contact the PCA Unit of the Board, at (617) 727-0303. 

Sincerely yours, 
..... 

Andrew G. Bodnar, MD., J.D., 
Chairman 
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NAME: 

"SQUEAL LAW' REPORT 
(M.G.L. C.112, sec. SF) 

--------------------------------------------

ADDRESS: ------------------------------------------

TELEPHONE: ( ) ____ _ 

RELATIONSHIP CODE: 

PERSON REPORTED: -----------------------------------

LICENSE NUMBER: ----

LOCATION: -----------------------------------------

INCIDENT LOCATION CODE: 

EXPLANATION: ---------------------------------------

BASIS CODES: 
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CRMA-1 Page 1 of 3 

MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE 
COURT REPORTED MALPRACTICE ACTIONS 

I. IDENTIFYING INFORMATION 

A. Docket Number: ---
B. County (Table 1): __ 

C. Plaintiff(s) Name(s): 
(P1) _______ _ 
(P2) _______ _ 

O. Oefendant(s) Name(s): 
(01) 
(02) -------- (04) _____ _ 
(03) (05) _____ _ 

II. PHYSICIAN LICENSE NUMBER 
(01) 
(02) -------- (04) ______ _ 
(03) (05) _____ _ 

III.HEALTH CARE FACILITY CODE (Table 2) (D1) 
~ ~ -----
(03) (05) _____ _ 

IV. BASIS/BASES OF MALPRACTICE CLAIM (Table 3) 
A. B. C. 

V. INCIDENT PLACE (Table 4) __ 

VI. OUTCOME OF MEDICAL MALPRACTICE TRIBUNAL 

A. Tribunal Finding 
(1) For Plaintiff P1 P2 
(2) For Defendant 01 02 03 04 05 

B. Date of Tribunal Decision 
(01) / / (02) / / 
(03) --C-C- (04)--C-/--
(05) ==C=C= -- -- --

VII COURT OUTCOME 

A. Voluntary Dismissal 
(1) Plaintiff P1 P2 (2) Defendant 01 020304 05 

B. Dismissed by Court 
(1) Plaintiff P1 P2 (2) Defendant 01 02 03 04 05 

C. ~~ipulc :ted Oismi!=:~&l 
(1) For Plaintiff P1 P2 (2) For Oefen<;jant 01 02 03 04 05 

76 



CRMA-1 Page 2 of 3 

O. Agreement for Judgment 
(1) For Plaintiff P1 P2 (2) For Defendant 01 02 03 04 05 

E. Court Finding 
(1) For Plaintiff P1 P2 (2) For Defendant 01 02 03 04 05 

F. Jury Verdict 
(1) For Plaintiff P1 P2 (2) For Defendant 01 02 03 04 05 

G. Judgment Not Withstanding the Verdict 
(1) For Plaintiff P1 P2 (2) For Defendant 01 02 03 04 05 

H. Other 
(1) Plaintiff P1 P2 (2) Defendant 01 02 d3 d4 05 

I. Date of Decision 
(01) I I (O~ I I 
(02)--C-C- (05)--C-C-
(03) ==C=r-= -- -- --

VIII. Settlement 

A. Parties (1) Plaintiff P1 P2 (2) Defendant 01 0203 04 05 

B. Lump Sum 

(01) $ ______ (04) $ ______ _ 
(02) $ (05) $ ______ _ 
(03) $ _____ _ 

C. Structured 

(01) $ ______ (04) $ ______ _ 
(02) $ (05) $ ______ _ 
(03) $ _____ _ 

IX. AWARD 

A. Total Amount 

1. Recipient 
(P1) $ ______ (P2) $ ______ _ 

2. Payor 
Defendant 01 02 03 04 05 

B. Past and Future Medical Expenses 

1. Recipient 
(P1) $ ______ (P2) $ ______ _ 

2. Payor 
Defendant 01 02030405 
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CRMA-1 Page 3 of 3 

C. Lost Wages 

1. Recipient 
(P1) $ (P2) $ 

2. Payor 
Defendant 01 02030405 

D. Pain and Suffering 

1. Recipient 
(P1) $ (P2) $ 

2. Payor 
Defendant 01 02 03 04 05 

E. Interest 

1. Recipient 
(P1) $ (P2) $ 

2. Payor 
Defendant 01 02 03 04 05 

F. Attorney's Fees 

1. Recipient 
(P1) $ (P2) $ 

2. Payor 
Defendant 01 02030405 

G. Other 

1. Recipient 
(P1) $ (P2) $ 

2. Payor 
Defendant 01 02030405 
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COURT REPORTED CLAIMS FOR 1987 

County Number of Defendants 

Barnstable 020 
Berkshire 042 
Bristol 044 
Dukes 001 
Essex 044 
Franklin 010 
Hampden 051 
Hampshire 025 
Middlesex 244 
Nantucket 000 
Norfolk 099 
Plymouth 040 
Suffolk 048 
Worcester 036 

TOTAL 704 
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PLlCC-1A {Interim} {6/87} Page 1 of 4 

MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE 
PROFESSIONAL LIABILITY INSURANCE 

Master Claim Number 
{Board use only} 

Date:_I_I _ 

Interim Report of Closed Claim 

No. ________________ __ 

___ Check here if this form amends a previously-filed Form PUCC-1A. 

Individual to contact, if necessary: 

Name: _______________________________________________ Telephone: ____________ __ 

I. Insurer Information 

Reporting Insurer (Check one.) 

1. CRICO Ltd. 
__ Medical Malpractice JUA of Massachusetts 

-- New England Medical Center Insurance Company 
__ University of Massachusetts Self-Insurance Trust 

2. Insured Name: -------------------------------------------------------------
3. Insured Office Address: ---------------------------------------------------------

ZipCode: _____ - ___ _ 

II. Physician Information 

4. Physician Name: ____________________________________________________________ _ 

5. Physician Office Address: ______________________________________________________ _ 

Zip Code: _____ - ___ _ 

6. Policy No.: ________________________ _ 

7. Massachusetts Medical License No.: 

8. Coverage Class: ____ _ 

III. Claim Information 

9. Date When Claim Arose: _1_1_ [to _1_1_1 

Explanation: ------------------------------------------------------------
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PLlCC-1A (Interim) (6/87) Page 2 of 4 

10. Incident Place Code: ____ (See Table 1.) 

Name of Facility/Office: __________________________ _ 

Address: ________________________________ ___ 

ZipCode: ________ _ 

11. Nature and Substance of Claim: (Summarize.) 

12. Final Disposition: (Check as many as apply.) 

__ Appeal by Defense 

__ Appeal by Plaintiff 

__ Other (Explain below.) 

Lack of Prosecution 

Settled 

Structured Settlement 

Voluntary Dismissal 

Defense Verdict 

Plaintiff Verdict 

__ Summary Judgment for Defense 

__ Summary Judgment for Plaintiff 

__ Check here if trial was before judge only (no jury) 

13. Total Award/Judgment/Settlement: $_, ___ , __ _ 

14. Interest on Item 13: $_, ___ , __ _ 

15. Contribution by Reporting Insurer $ _, ___ , __ _ 

16. Interest on Item 15: $_, ___ , __ _ 

17. If Structured Settlement/Payment: 

Present Value: $_, ___ , __ 

Amount per Year: $ _, ___ , __ 
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Number of Years: ----
Other Details: ______________________________ _ 

IV. Claimant/Plaintiff 

18.1 Claimant/Plaint~Name: ___________________________ _ 

Address: _______________________________ _ 

Zip Code: _____ - ___ _ 

Date of Birth: _1_1_ 

1a2C~imaM/~~ntiffName: ___________________________ _ 

Address: _______________________________ _ 

Zip Code: _____ -___ _ 

Date of Birth: _1_1_ 

V. Additional Defendants 

19.1 Name: _________________________________ _ 

License No.: 

Office Address: _____________________________ _ 

Zip Code: _____ -___ _ 

19.2 Name: __________________________________ _ 

License No.: 

Office Address: _____________________________ _ 

Zip Code: _____ - ___ _ 

83 



PLlCC-1A (Interim) (6/87) Page 4 of 4 

Table 1: Incident Place 

Hospital Location Code 

Operating Room 01 

Emergency Room 02 

Labor/Delivery 03 

Intensive/Cardiac Care 04 

Recovery 05 

X-Ray 06 

Nursery 07 

Patient's Room 08 

Urgent Care 09 

Outpatient 10 

Other Hospital 11 

Non-Hospital Location Code 

Physician's Office 12 

Urgent Care 13 

Surgicenter 14 

Clinic 15 

HMO 16 

Home 17 

Other Non-Hospital 18 

Unknown Location 99 
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ATTACHMENT T 



RESULTS OF CLOSED CLAIMS 

Outcome 

Settlements paid out 

Closed-no payment 

Claim denied 

Defense verdict 

Voluntary dismissal 

Other 

85 

Number of Claims 

296 
8 

30 

39 

78 
140 
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CLOSED CLAIM PAYOUTS FOR 1987 

Dollars Paid Out Number of Claims 

< = 10K 54 
11-20K 22 
21-30K 21 
31-40K 9 
41-50K 13 
51-60K 3 
61-70K 6 
71-80K 18 
81-90K 7 

91-100K 16 
100-150K 18 
151-200K 17 
201-250K 12 
251-300K 5 
301-350K 12 
351-400K 6 
401-450K 9 
451-500K 7 

>500K 41 
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HCFD-1 (2/87) Page 1 of 3 

MASSACHUSETIS BOARD OF REGISTRATION IN MEDICINE 
HEALTH CARE FACILITY DISCIPLINARY ACTION INITIAL REPORT 

For further information, please refer to instructions. Please type or print legibly. 

Physician/Provider Information 

Name: ______ ~~----------------------------~~~----------------------~~~~~-
(last) (first) (middle initial) 

Address (Bus.): ______ ---:-_ __:_--------~~--------__:-__:_---_:__:__:__ 
(street) (city) (state) (zip) 

License number: MD or DO?: ---------------- -----
Date of disciplinary action: ______________ __ Date report completed: ----------------
Substantiating Information 

Please provide a detailed explanation of the event(s) or behavior which led to disciplinary action. Be brief but complete; if 
applicable, include patient name(s) and daters) of birth, severity and type of injur(y)(ies), incident daters) and location(s). 

Action Taken 

A. Term(s) of disciplinary action are currently: 1. Fulfilled 2. Continuing 

B. Expected or actual total duration of disciplinary action is: _____ days or _____ months. 

C. Circle each applicable category below and provide brief specifics (including, where applicable, whether physician's 
action was voluntary or involuntary) on lines provided: 

1. Revocation of a right or privilege: _______________________________________________ __ 
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3. Censure: ____________________________________ _ 

7. Fine:. ______________________________________ _ 

8. Required performance of public service: __________________________ _ 

9. Education, training, counselling or monitoring: ________________________ _ 

11 . Resignation: ___________________________________ _ 

12. Leaveofabsence _________________________________ ___ 
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14. Termination or non-renewal of a contract with the licensee: ___________________ _ 

15. Other (specify}: ______________________________ _ 

Basis for Disciplinary Action 

D. If physician impairment alleged, circle below those categories which best describe the impairment(s): 

1. Drug abuse 

2. Alcohol abuse 

3. Physical impairment 

4. Mental impairment 
5. Other (specify}: _______________________________ _ 

E. If treatment/procedure misconduct alleged, circle below those categories which best describe the misconduct: 

1. Diagnostic problem . 1 o. IV/blood problem 

2. Failure to monitor 11 . Anesthesia problem 

3. Physical/sexual abuse 12. Surgical performance problem 

4. Incomplete examination 13. Obstetrical problem 

5. Inappropriate admission 14. Invasive procedure problem complications 

6. Equipment problem 15. Avoidable treatment/procedure 

7. Medication problem 16. Informed consent problem 

8. Delay in emergency/medical services 17. Inappropriate treatment/procedure 

9. Inadequate documentation/patient records 18. Premature discharge 

19.0ther(specify}: __________ _ 

Reporting Health Care Facility 

Organization name: __________________ Telephone: _____________ _ 

Address: -----------------------------------------
Report completed by: ________________ Title: _______________ _ 
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HCFD-2 (2/87) Page 1 of 2 

MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE 
HEALTH CARE FACILITY DISCIPLINARY ACTION SUBSEQUENT REPORT 

For further information, please refer to instructions. Please type or print legibly. 

A. Physician/Provider Information 

Name: ______ ~~----------------------------~~~----------------------~~~~~-
(last) (first) (middle initial) 

Address (Bus.): ------------:---__:_----------------~--:-----------------___,--__:_------_o_:__:___ 
(street) (city) (state) (zip) 

License number: MD or DO?: ---------------- -------
Date of initial disciplinary action: __________ _ Date of initial report to the Board: ------------
Date this report completed: -------r-
B. Appellate Action Taken 

Note: Complete this section only if disciplinary action was reversed on appeal. 

1. Was this disciplinary action reversed through an internal or an external appellate process? (Circle one.) 
1. Internal 2. External Please specify: ______________________________________ __ 

2. Please describe the basis for the reversal: 

C. Completion of Disciplinary Action Taken 

Note: Complete this section only if terms of of disciplinary action have been fulfilled. 

1. Terms of disciplinary action were completed on: -'7":""~----
(date) 

2. Were the terms of this disciplinary action altered in any way, either more or less restrictive, since the last report on this 
action to the Board of Registration in Medicine? 1. Yes 2. No 
If Yes, explain below: 
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HCFD-2 (2/87) Page 2 of 2 

D. Sixty-Day Status Report 

Note: Complete this section only if disciplinary action is continuing. 

1. State teFms of disciplinary action yet to be fulfilled: 

2. Have the terms of this disciplinary action been altered in any way, either more or less restrictive? 1. Yes 2. No 
If Yes, explain below: 

3. Is clinical supervision or monitoring part of this disciplinary action? 1. Yes 2. No 
If Yes, the person responsible for monitoring or supervising this physician should complete questions 3A and 38 
below, and sign in the space provided. 

3A. Has the subject of this report violated any terms or conditions of supervision? 1. Yes 2. No 
If Yes, explain below: 

3B. Are you satisfied with the conduct of the subject of this report during the period that you have been responsible 
for supervising or monitoring his/her performance? 1. Yes 2. No 
If No, explain below: 

Printed name of supervisor/monitor Signature of supervisor/monitor 

E. Reporting Health Care Facility 

Organization name: __________________ Telephone: _____________ _ 

Address: ---------------------------------------------------------------------------
Report completed by: ______________________________ Title: _____________________________ _ 
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MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE 
HEALTH CARE FACILITY DISCIPLINARY ACTION ANNUAL REPORT 

For further information, please refer to instructions. Please type or print legibly. 

Check here if no disciplinary actions taken during the previous calendar year. 

Page ___ of ___ pages total (If more than one page, notarize only the final page.) 

HCFD-3 (2/87) 

Physician Name: License Number: ------------------------ ----------
Date of initial report: Was the disciplinary action decision appealed? (Circle one.) 1. Yes 2 No 

Expected or actual duration of disciplinary action (Circle one.): 1. Less than 30 days 2. Between 30 and 90 days 
3. Between 91 and 180 days 4. More than 180 days 5. Permanent 

Summarize the circumstances that gave rise to the disciplinary action and, if applicable, the sanctions imposed: 

Was/is there court action (including action before the Medical Malpractice Tribunal) filed in any jurisdiction relating to the 
same circumstances which gave rise to this disciplinary action? (Circle one.) 1. Yes 2. No 3. Unknown 

Physician Name: ______________________ License Number: _________ _ 

Date of initial report: Was the disciplinary action decision appealed? (Circle one.) 1. Yes 2 No 

Expected or actual duration of disciplinary action (Circle one.): 1. Less than 30 days 2. Between 30 and 90 days 
3. Between 91 and 180 days 4. More than 180 days 5. Permanent 

Summarize the circumstances that gave rise to the disciplinary action and, if applicable, the sanctions imposed: 

Was/is there court action (including action before the Medical Malpractice Tribunal) filed in any jurisdiction relating to the 
same circumstances which gave rise to this disciplinary action? (Circle one.) 1. Yes 2. No 3. Unknown 

Reporting Health Care Facility 

Organization name: ___________________ Telephone: ______________ _ 

Address: ------------------------------------------
Report completed by (Print name.): _________________ Title: __________ _ 

Date: ____ Signature of person completing this report: ______________________ _ 

*********************************************************************************************************** 

Personally appeared before me ______________________ , in the state of , county 

of , who on this ____ day of ________ , 19 __ , subscribed the foregoing in my 

presence and swore or affirmed that the contents thereof are true and correct to the best of his/her knowledge and belief. 

Notary Public 
My commission expires ----------
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BOARD OF REGISTRATION IN MEDICINE 
TEN WEST STREET SOC SEC 

NUM BER 
O PTIONAL BOSTON, MASSACHUSETTS 021 11 

RENEWAL APPLICATION 
1987-1989 

LICENSE NUMBER 

CODE TYPE REGISTRA TION NO 

PAY THIS 
AMOUNT 

$100 

VOID 

FEE OA TE TO BE RENEWED LATE FEE 
"'0 DA YR 

YOU MUST READ THE INSTRUCTIONS ENCLOSED WITH THIS FORM TO ANSWER QUESTIONS 1-26. 

1. Print Name: 

3. Medical School : 

4. Country where Medical School located: 

6. American Specialty Board Certified? 0 (Check if yes.) 

Which Boards? 

M.D.? 0 D.O.? 0 (Check One. ) 

5. Date of Graduation: 

SEE REVERSE SIDE 
YOU ARE REQUIRED TO COMPLETE THE QUES· 
TIONS BELOW AND ON THE REVERSE SIDE OF TH IS 
APPLI CATION. (SEE THE ENCLOSED INSTRUC· 
TIONS FOR DETAILS.) 
IF YOU ANSWERED " YES" TO QUESTIONS 15 
THROUGH 24, YOU MUST CHECK THIS BOX. 0 
PLEASE USE THE ENCLOSED RETURN ENVELOPE 

NOTE! 
THIS APPLICATION MUST BE SIGNED 
AND RETURNED WITH A $100 PAY · 
MENT. A CERTIFIED CHECK OR MONE Y 
ORDER IS PREFERRED. PERSONAL 
CHECKS ARE ACCEPTABLE. 

PAYABLE TO: 

COMMONWEALTH OF 

MASSACHUSETTS 

TEN WEST STREET, 2nd FLOOR 

BOSTON, MASSACHUSETTS 02111 

PLEASE PRINT ANY NAME OR ADDRESS 
CHANGES BELOW 

2. Date of Birth: I I 
MONTH DAY 

: '. Principal Specialty( ies) : 8. Principal work setting : ____________________ _ 

9. Home address: 10. Princ ipal business address: 

11. List all hospitals at which you have currently effect ive privileges: 

12. List all hospitals at which you have held privileges in the past 20 years : ___ ~ ______________________________ _ 

13. States other than Massachusetts in which you are presently licensed to practice: 

14. List any other states where you were previously licensed to practice: __________________________________ __ 

YES NO 

15. Has any medical malpractice claim been made against you in the last ten years (whether or not a lawsuit was filed in relation to the cla im)? 

16. Have you. at any time. been a defendant in any criminal proceeding other than minor traffic offenses? 
17. Are any formal d isciplinary charges pending or has any disciplinary action been taken against you in the last ten years . by any governmental 

authority. by any hospital or health care fac ility. or by any professional medical association (international . national. state or local )? 
18. Has your pnvilege to possess. dispense or prescribe controlled substances ever been suspended. revoked. denied. restricted . surrendered . 

or have you been called before or warned by this state or any other jurisd iction including a federal agency. at any time? 

19. Have you ever withdrawn an appl ication for medical licensure or been denied a medical license for any reason? 

20. Have you ever had any mental illness which has impaired your ability to practice mediCine or to function as a student of medicine? 

21 . Have you ever had an organiC illness which has impaired your abil ity to practice med icine or to funct ion as a student of mediCine? 

22. Are you now. or have you been in the past. dependent upon alcohol or drugs? 

23. Have you ever. for any reason. lost American Specialty Board Certification? 

24. Have you been denied recertif ication by one or more spec ialty boards? 
If yes. wh ich one(s)? 

25. I have completed my C.M.E. requ irements in the two years ending on the renewal date as follows: ________________________ _ 

26. I am an active 0 inactive 0 practitioner. (Check One.) 

I HEREBY CERTIFY UNDER THE PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM (FRONT AND BACK) INCLUDING ATTACHED SHEETS IS TRUE. 
PURSUANT TO CHAPTER 475 OF THE ACTS OF 1985. I WILL NOT CHARGE TO OR COLLECT FROM A MEDICARE' BENEFICIARY MORE THAN THE MEDICARE REASON· 
ABLE CHARGE FOR MY SERVICES. 
PURSUANT TO M.G.L. c. 62C. § 49A. I CERTIFY UNDER THE PENALTIES OF PERJURY THAT I. TO MY BEST KNOWLEDGE AND BELIEF. HAVE FILED ALL STATE TAX 
RETURNS AND PAID ALL STATE TAXES REQUIRED UNDER LAW. PLEASE NOTE: THIS APPLIES EVEN IF YOU RESIDE OUT·OF·STATE OR OUT OF THE COUNTRY. 

SIGNATURE 

DATE: __________________________________ _ 

(See Reverse Side) 
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Name 

VOID MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE 
ADDITIONAL INFORMATION FOR RENEWAL 

____________________________ License No. 

VOID 
This space 15 provided for additional Information concerning your responses to questions 15 through 24 on the reverse side. If you answered "yes" 10 

any of these quesllons. you must provide more information regarding the nature of the termination of licensure. claim. action , charges. or treatme,Ol 
Involved It is Important that you adr:ere to the guidelines below in your response to avoid the delay involved in repeated inquiries for more informat ion 
your license Will not be renewed until you have completely provided the information outlined below. . 
On those 'l,les marked with an asterisk (,) , include a complete description of the circumstances involved including your role (i.e., primary care, consult 
fellow , resident , etc .) and the date and manner of resolution including amount or, if on-going, the status of the claim at thiS time. Be specific . Attach 
additional sheets as necessary to complete this Information. If you have been involved with more than one claim for damages where no court act ,::: n 
was Invo lved, d i scl~llnary action, crim inal proceeding. restriction of privileges to prescribe controlled substances, or treatment for illness, drug dependenc: 
or alCOhol ism. you must use addit ional sheets to provide the necessary information. as outlined below. 
Licensure or applications for licensure with any state other than Massachusetts: (More than two? Attach additional sheets.) 

Stote Year Conditions under which licensure was either denied, revoked, not renewed . or otherwise terminateo 

Malpractice claims for damages where no court action was involved: (More than one? Attach additional sheets .) 
Claimant Name: _____________________ _ Patient Name: ____________________ . 

Incident Date : Incident Location : __________________ _ 

'Descllption 

Malpractice suits: (More than two? Attach additional sheets .) 

1 Court : Case Name: 

Docket Number: Patient Name: ____________________ _ 

Incident Location . Incident Date. ____________________ _ 

'Description : _________________________________________________ _ 

2. Court: 

Docket Number ' 

Incident Location . 

'Description ' _ _ _ 

Disciplinary action: (More than one? Attach additional sheets .) 

Case Name: 
Patient Name: _____________________ _ 

Incident Date: ______________________ __ 

Organization initiating action : _______________________________ _ Date: 

Type and duration of actIOn . 

'DeSCription of reasons fOI diSCiplinary action : ____________________________________ _ 

Court: Criminal proceedings: (More than one? Attach additional sheets .) 

Iniliolin9 Party : Charge: __________ ___ Date: 

'Inc ident Description : 

Treatment for mental illness, organiC illness. drug dependency or alcoholism: (More than one? Attach additional sheets .) 

Organizat ion: Date: 

Person responsible for treatment: Phone: 

Add ress 

Type of condition and treatment. _______________________________________ _ 

Privileges to prescribe controlled substances: (More than one? Attach additional sheets .) 

Type of prev ious or current restriction : _______________________ _ Date Initiated : 

'Clrcumstances of restr iction. 

Agenc y involved State: 
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BOARD OF REGISTRATION IN MEDICINE 
COMMITTEE ON ACUPUNCTURE 

Officers and Members - 1988 . 

John G. Myerson, Chairman of the Committee 
Patricia Leydon, Vice Chairman 

Marilyn Klashman, Secretary 
Kenneth Kin-Fun Chang, Member 

Pil Hyun Chun, M.D., Member 
Marianne N. Prout, M.D., Member 

Peter Valaskatgis, Member 
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COMMONWEALTH OF MASSACHUSETTS 4 t ~ 
BOARD OF REGISTRATION' IN MEDICINE ~ 

COMMITTEE ON ACUPUNCTURE 
NEWSLETTER 

Michael S. Dukakis, Governor 
Paula W. Gold, Secretary of Consumer Affairs and Business Regulation 
Andrew G. Bodnar, M.D., J.D., Chainnan of the Board 
John G. Myerson, Chainnan of the Committee· 
Barbara Neuman, Executive Director 

CONGRATULATIONS! 
Our new regulations on acupuncture took effect on 

January 22, 1988. We wish to thank all of you for your 
help and input into writing the regulations. The letters 
and public testimony were invaluable to us. The Com
mittee considered all of the input, and we believe the fmal 
regulations reflect this. 

THE COMMITTEE ON 
ACUPUNCTURE 

The Board of Registration in Medicine is one of nine 
agencies within the Executive Office of Consumer Affairs 
and Business Regulation under Secretary Paula W. Gold, 
a member of the Governor's Cabinet. 

The Committee on Acupuncture is appointed by the 
Board of Registration in Medicine. The Committee 
works in cooperation with the Board to regulate the prac
tice of acupuncture in Massachusetts. The following are 
some of the Committee's functions: to set educational 
and other standards for licensure as an acupuncturist; to 
approve acupuncture schools and training programs; to 
discipline acupuncturists who engage in malpractice or 
misconduct; to review the applications of acupuncturists 
seeking licensure; and to conduct licensure examinations. 

The officers and members of the Committee are: John 
G. Myerson, acupuncturist, Chairman; Patricia Leydon, 
acupuncturist, Vice ' Chairman; Marilyn Klashman, public 
member, Secretary; Kenneth Kin-Fun Chang, acupunc
turist; Peter Valaskatgis, acupuncturist; Pil Hyun Chun, 
M.D., physician and acupuncturist; and Marianne Prout, 
M.D., physician and member of the Board of Registration 
in Medicine. 

The Committee meets periodically on Thursday morn
ings starting at 9:30 a.m. at the Board's offices. 

'Members of the Committee: 

Patricia Leydon 
Vice Chairman 

Marilyn KIashman 
Secretary 

Marianne N. Prout, M.D. 
Member 
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WINTER, 1988 

Meetings are open to the public, and we invite you to join 
us. Please contact the Acupuncture Unit if you ,wish to 
know the dates and times of specific meetings. 

THE ACUPUNCTURE UNIT 
The Committee is assisted in its work by the Board's 

Acupuncture Unit. The Unit is staffed by two full-time 
employees: Daniel Seitz (an attorney), Chief of the 
Acupuncture Unit, and Ann Marie Doherty, Admin
istrative Assistant of the Unit. They are available during 
working hours to answer any questions or address any 
problems you might have. They may be reached by phone 
at (617) 727-3086, extensions 362 and 363. Correspon
dence to the Committee on Acupuncture or the 
Acupuncture Unit may be addressed to: Board of Regis
tration in Medicine, 10 West Street, 3rd Floor, Boston, 
MA02111. 

THE NEW ACUPUNCTURE 
REGULATIONS 

The regulations are contained in two chapters of the 
Code of Massachusetts Regulations: "Rules of Procedure 
Governing Disciplinary Proceedings for Acupuncturists" 
(243 CMR 4.00); and "The Practice of Acupuncture" (243 
CMR 5.00). The disciplinary rules prescribe the Com
mittee's procedures for disciplinary actions taken against 
licensed and registered acupuncturists, list sanctions that 
the Committee may impose, and address other matters 
such as the confidentiality of information contained in the 
Committee's meso The practice regulations state the re
quirements for acupuncture licensure and approval of 
acupuncture schools, specify acceptable sterilization pro
cedures, and address various other issues such as adver
tising, recordkeeping, and the use of assistants. 

Kenneth Kin-Fun Chang 
Member 

Pil Hyun Chun, M.D. 
Member 

Peter Valaskatgis 
Member 



Every acupuncturist praCtiClDg in Massachusetts is 
bound by the new regulations, and should make an effort 
to become familiar with them. A copy of the regulations 
will be enclosed with the application materials. This 
newsletter discusses several sections of the regulations 
which the Committee thinks are of immediate relevance 
to registered acupuncturists currently practicing in 
Massachusetts. The Committee also plans to publish an 
acupuncture handbook containing a summary of the reg
ulations, and the Committee's requirements for the safe 
practice of acupuncture. In the meantime, if you wish to 
obtain a copy of the regulations, contact the State Book
store at: (617) 727-2834 (their address is: State House, 
room 116, Boston, MA 02133). There is a small fee to 
obtain the regulations. 

LICENSURE APPLICATIONS 
. AND EXAMINATION 

The Committee will soon send out application materi
als to all of the acupuncturists on its mailing list. The 
materials will specify in detail the requirements and pro
cedures for becoming licensed. The licensure exami
nation, which in 1988 will be the NCCA examination and 
the CNT /practical examination, will be held approxi
mately four months after the the applications are mailed 
out (the application materials will inform you as to the 
exact date). If you have any problems filling out the ap
plication forms, please contact the Acupuncture Unit for 
help. 

PRACTICE PRIOR TO 
LICENSURE 

Under the new acupuncture regulations, any 
acupuncturist who was registered with the Board in ac
cordance with Board regulation 243 CMR 2.07(1) and 
practicing acupuncture in Massachusetts as of January 22, 
1988 (the effective date of the regulations), may continue 
to practice acupuncture prior to being licensed. Anyone 
else wishing to practice acupuncture in Massachusetts 
must have a license to do so. Acupuncturists who are 
neither registered nor licensed to practice acupuncture 
are subject to fme an~ imprisonment if they practice 
acupuncture in Massachusetts. 

A registered acupuncturist is required, however, to 
apply for licensure by the deadline for applying to take 
the first licensure examination or the deadline to be li
censed through the grandfather provision, or he or she 
will lose the right to continue practicing prior to being li
censed. 

A registered acupuncturist who is required to take the 
licensure examination may continue to practice even if he 
or she fails the fIrst examination. A registered acupunc
turist who fails the licensure examination twice will, how-
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ever, be required to cease practice until he or she passes 
the licensure examination. 

If the- Committee determines that a registered 
acupuncturist lacks the credentials required for licensure, 
the Committee may order the acupuncturist to cease 
practicing. The Committee will notify such acupuncturists 
in writing, and inform them of their right to request an 
appearance before the Committee. 

A registered acupuncturist is required to observe 
Board regulation 243 CMR 2.07(1) (which states the re
quirements for the practice of registered acupuncturists) 
as well as the new regulations, and may be disciplined for 
malpractice or misconduct in the practice of acupuncture 
which includes failure to follow the regulations. 

Written Referral Requirement. 
The new regulations have made one important change 

in the written referral requirement contained in Board 
regulation 243 CMR 2.07(1): a registered acupuncturist 
may now begin acupuncture treatment on a new patient if 
the patient has a written referral for acupuncture treat
ment from any physician, doctor of osteopathy, or dentist. 
Please note that this requirement pertains to acupunctur
ists who are registered with the Committee but not yet li
censed. There is a different requirement in the regula
tions for acupuncturists who become licensed, which will 
be explained in the forthcoming acupuncture handbook. 

ADVERTISING 
REGULATIONS 

Part of the Committee's responsibility is to protect 
consumers of acupuncture services. Toward this end the 
new acupuncture regulations have several guidelines to 
ensure that advertising and other materials visible to the 
public will be in the public interest. The following cate
gories of advertising are not in the public interest: 1) 
false, deceptive or misleading advertising; 2) advertising 
which has the effect of intimidating or exerting undue 
pressure; 3) advertising which guarantees a cure; and 4) 
advertising which makes a claim of professional superior
ity that cannot be substantiated. 

The Committee debated at great length two issues 
connected with advertising: 1) whether and under what 
circumstances an acupuncturist may advertise himself or 
herself as having an advanced degree, and 2) whether and 
under what circumstances an acupuncturist may call him
self or herself a "doctor" in advertising. The Committee 
determined that it might be misleading or unfair to allow 
the use of the title "doctor" or the advertising of advanced 
degrees before government-recognized accredited 
masters and doctoral programs in acupuncture exist. The 
following is a summary of the advertising regulations 
dealing with these issues. 

Advertising the Possession of Advanced Degrees. 
An acupuncturist may not represent that he or she 



holds an advanced degree in acupuncture or Oriental 
medicine (such as a Ph.D., O.M.D., or MA. degree) 
granted by a U.S. school unless: 1) the school which 
awarded the degree was approved to do so by the Na
tional Accreditation Commission for Schools and Col
leges of Acupuncture and Oriental Medicine 
(NACSCAOM) or another federal accrediting agency, 
AND 2) a state authority of higher education that the 
Committee approves granted permission to the school to 
award the degree. Currently no U.S. school meets these 
criteria, and hence acupuncturists practicing in 
Massachusetts may not advertise that they possess such 
degrees. 

An acupuncturist who has an advanced degree in 
acupuncture or Oriental medicine from a foreign school 
may not advertise possession of the degree unless: 1) the 
school which awarded the degree was approved to do so 
by the ministry of education of the country in which the 
school is located, AND 2) the Committee determines the 
degree to be equivalent to the same degree approved by 
the NACSCAOM or an equivalent federal accrediting 
agency. The Committee has not yet approved any schools 
as meeting these criteria, and hence acupuncturists prac
ticing in Massachusetts may not advertise that they pos
sess such degrees. 

An acupuncturist who has a masters or Ph.D. degree 
in a field other than acupuncture or Oriental medicine 
may not state that he or she has the degree in advertising 
or other materials visible to the public related to the 
acupuncturist's acupuncture practice unless the adver
tisement or other materials also state the field in which 
the advanced degree was obtained without using an ab
breviation (e.g., MA. musicology). 

Use of the Title "Doctor". 
As noted above, the Committee has not yet recognized 

any doctoral programs in acupuncture or Oriental 
medicine as meeting the requirements of the Committee. 
Until such time as doctoral programs meet these re
quirements, an acupuncturist may not in advertising or 
other materials visible to the public use the title "doctor." 

If you have any questions about how these rules apply 
to your individual situation, please contact the Acupunc
ture Unit. 

STERILIZATION OF 
EOUIPMENT AND SAFE 

-PRACTICE ISSUES 
Acceptable Methods of Sterilization. 

The new acupuncture regulations specify three ac
ceptable methods of . sterilization: 1) autoclaving with 
pressurized steam, 2) dry heat sterilization, and 3) ethy
lene oxide gas sterilization. The regulations also state 
that equipment to be sterilized must be thoroughly 
cleaned with a disinfectant or cleansing solution,_ and that 
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sterilization equipment must be used and monitored reg
ularly in llccordance with the manufacturer's instructions. 

The issue of preventing the spread of AIDS and other 
infectious diseases is of paramount importance to 
acupuncturists and their patients. Your practice must 
conform to these requirements. Use of unacceptable 
sterilization techniques is a ground for disciplinary action. 

Use of Disposable Needles. 
The new regulations require that an acupuncturist give 

patients the option of receiving acupuncture treatment 
with disposable needles, if the acupuncturist'S usual prac
tice is to use nondisposable needles. An acupuncturist 
should present this option to new patients before begin
ning treatment for the first time, as well as to patients 
whom the acupuncturist is already treating. 

An acupuncturist must use disposable needles if he or 
she learns that the patient has a blood-borne highly infec
tious disease, such as hepatitis or AIDS, or has tested 
positive for the HTLV-III virus. An acupuncturist is not 
required, however, to ask a patient whether the patient 
has an infectious disease. 

Use of Lasers. 
Lasers may only be used in accordance with F.DA. 

regulations and other applicable regulations. 

USE OF ACUPUNCTURE 
ASSISTANTS 

The new regulations state certain requirements re
garding the use of acupuncture assistants (who are not 
themselves registered or licensed acupuncturists) by li
censed or registered acupuncturists. These requirements 
are as follow: 
--An acupuncturist must forward to the Committee the 
names of assistants he or she employs. 
--An acupuncturist is responsible for the performance of 
assistants. 
--An acupuncturist may supervise no more than two as
sistants working in the office at anyone time. 
--An assistant may only do cupping, moxibustion, needle 
removal, gua-sha, and the massaging of points. 
--An assistant may not do diagnosis, point location, 
needle insertion, manipulation, electrical stimulation, or 
render advice to patients. 
--An assistant must wear a tag identifying himself or her
self to patients as an acupuncture assistant. 
--An assistant shall be eighteen years of age, and be profi
cient in English or make use of a translator when neces
sary. 
--An assistant must take a Committee approved course or 
receive other training in sterilization procedures and 
techniques before beginnirig work as an assistant. Proof 
of the training must be forwarded to the Acupuncture 
Committee. 



Acupuncturists who are currently employing assistants 
will be given a reasonable amount of time to allow their 
assistants to receive training in sterilization procedures 
and techniques. Failure to meet these requirements is a 
ground for disciplinary action. If you have any questions 
concerning these requirements, please contact the 
Acupuncture Unit. 

CHANGE OF ADDRESS 
Whenever you change your home, mailing or principal 

business address, be certain to notify the Committee 
within thirty days, as required by the acupuncture 
regulations. 

Massachusetts Board of Registration in Medicine 
Ten West Street, Third Floor 
Boston, Massachusetts 02111 

UNTIL OUR NEXT 
NEWSLETTER ... 

We thank you once again for your input into our new 
acupuncture regulations. We believe that they protect the 
consumers of acupuncture services while at the same time 
fairly reflect the needs of the acupuncture community in 
Massachusetts. For those of us who have been working 
for years for the recognition of the acupuncture profes
sion, the promulgation of these regulations is trulv a 
mom~ntous occas~on. We hope that if you have ~ny 
questions concerOlOg how the regulations affect you or 
have ~y problems filling out your licensure application, 
you will contact the Acupuncture Unit for help. 
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THE MASSACHUSETTS BOARD OF 
REGISTRATION IN MEDICINE 
COMMITTEE ON ACUPUNCTURE 
NEWSLETTER 
Michael S. Dukakis, Governor 
Paula W. Gold, Secretary of Consumer Affairs and Business Regulation 
Ralph A. Deterling, Jr., M.D., Chairman of the Board 
John G. Myerson, Chairman of the Committee· 
Barbara Neuman, Executive Director 

THE BOARD 
The Board of Registration in Medicine is one of nine 

agencies within the Executive Office of Consumer Affairs 
and Business Regulation under Secretary Paula W. Gold, 
a member of the Governor's Cabinet. The Board of 
Registration in Medicine sets standards as to who is qual
ified to be licensed as a physician or acupuncturist in the 
Commonwealth; it investigates and takes disciplinary ac
tion against physicians or acupuncturists who engage in 
malpractice or misconduct; and it assures that physicians, 
hospitals, clinics, health maintenance organizations and 
nursing homes participate in patient care assessment pro
grams as a condition of licensure. These functions are 
important to ensuring that only competent physicians and 
acupuncturists practice in Massachusetts. The officers 
and members of the Board are: Ralph A. Deterling, Jr., 
M.D., Chairman; Andrew G. Bodnar, M.D., J.D., Vice 
Chairman; Louise Liang, M.D., Secretary; Marian J. Ego, 
J.D., Ed.D.; Marilyn Griffin, M.D.; Melinda Milberg, 
Esq., and; Marianne Prout, M.D. 

This newsletter is designed to inform you of changes in 
the law and update you on the activities of the Committee 
on Acupuncture. The Board and Committee welcome 
this opportunity to communicate with you and hope that 
the information provided in this and future newsletters 
will enable you to gain a better understanding of your 
rights and responsibilities under the law. 

THE COMMITTEE 
The Board recently appointed the members of the 

Committee on Acupuncture. The officers and members 
?f the Committee are: John G. Myerson, an acupunctur
ISt, Chairman; Patricia Leydon, an acupuncturist, Vice 
Chairman; Marilyn Klashman, the public member, Sec
retary; Kenneth Kin-Fun Chang, an acupuncturist; Peter 

'Members of the Committee: 

t~tricia l;eydon Marilyn Klashman 
Ice ChalI"rtlan Secretary 

Andrew G. Bodnar, M.D., J.D. 
Member 

FALL, 1987 

Valaskatgis, an acupuncturist; Pil Hyun Chun, M.D., a 
physician and acupuncturist; and Andrew G. Bodnar, 
M.D., J.D., a physician and member of the Board of 
Registration in Medicine. 

The Committee works in cooperation with the Board to 
regulate the practice of acupuncture in Massachusetts. 
The following are some of the Committee's functions: to 
set educational and other standards for licensure as an 
acupuncturist; to approve acupuncture schools and train
ing programs; to discipline acupuncturists who engage in 
malpractice or misconduct; to review the applications of 
acupuncturists seeking licensure; and to conduct licensure 
examinations. 

The Committee is assisted in its work by the Board's 
Acupuncture Unit. The Unit is staffed by two full-time 
employees: Daniel Seitz (an attorney), Chief of the 
Acupuncture Unit, and; Ann Marie Doherty, Admin
istrative Assistant of the Unit. They are available during 
working hours to answer any questions or address any 
problems you might have. They can be reached at 727-
3086, extensions 362 and 363. 

The Committee usually meets every other Thursday at 
9:30 a.m. at the Board's offices. Meetings are open to the 
public. Contact the Acupuncture Unit if you wish to 
know the dates and times of future meetings. 

PUBLIC HEARING ON THE 
PROPOSED ACUPUNCTURE 

REGULATIONS 
The Committee on Acupuncture has drafted a set of 

proposed acupuncture regulations (243 CMR 4.00 and 
5.(0) to govern the licensing and disciplining of acupunc
turists. Some of the areas that the regulations address 
are: the format of the licensure examination; the re
quirements for applying for licensure by examination or 
through the grandfather provisions of the acupuncture 

Kenneth Kin-Fun Chang 
Member 

Pi] Hyun Chun, M.D. 
Member 

Peter Valaskatgis 
Member 
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statute; the procedures governing disciplinary actions for 
acupuncturists; the approval of acupuncture schools and 
training programs; the safe practice of acupuncture; and 
the transition fr ')m tJ' e current registration system to a li
censing system. (See the summary of the regulations be
low.) 

The Committee wishes to invite the public to attend a 
hearing on the proposed acupuncture regulations, and to 
comment on the regulations. The hearing will be held at 
the Board of Registration in Medicine, 10 West Street, 
2nd floor, Boston, Massachusetts, on October 22, 1987, 
beginning at 9:30 a.m. and continuing until all interested 
persons have had an opportunity to speak. There will be 
a time limit of five minutes for all speakers. The Com
mittee suggests that those persons wishing to make exten
sive comments file a set of written comments as well as 
speak at the hearing. Any person who wishes to reserve 
time to speak may do so, on a first come first served basis, 
by contacting Ann Marie Doherty of the Acupuncture 
Unit by October 20,1987; however, a person need not re
serve time in order to speak. Any person who wishes to 
file written comments on the proposed regulations may 
do so by bringing their comments to the hearing or mail
ing them to: Board of Registration in Medicine, 
Acupuncture Unit, 10 West Street, 3rd Floor, Boston, 
MA 02111. Comments must be received on or before 
October 22, 1987, at 5:00 P.M. Any person who wishes to 
obtain a copy of the proposed regulations may do so by 
sending a self-addressed letter-sized envelope with 56 
cents postage affixed to the above address, or by stopping 
by the Board or the New England School of Acupuncture 
in Watertown, Massachusetts. 

SUMMARY OF THE 
PROPOSED ACUPUNCTURE 

REGULATIONS 
Introduction. 

The proposed acupuncture regulations consist of two 
parts: 1) Rules of Procedure Governing Disciplinary Pro
ceedings for Acupuncturists (the "disciplinary rules"), 243 
CMR 4:00, and; 2) Massachusetts Regulations Governing 
the Practice of Acupuncture (the "licensing regulations"), 
243 CMR 5.00. Included in the licensing regulations are a 
set of transitional regulations (243 CMR 5.10) that are 
discussed separately below. 

- Rules of Procedure Governing Disciplinary Proceedings 
for Acupuncturists. 

The disciplinary rules for acupuncturists are adapted di
rectly from the recently promulgated disciplinary rules for 
physicians, and prescribe the procedures that the Board 
of Registration in Medicine, the Committee on 
Acupuncture, and a licensee must follow whenever a dis
ciplinary proceeding is initiated against a licensee. 

The disciplinary rules outline the complaint process, fu:t 
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specific grounds for complaint against a licensee, and list 
various sanctions that the Committee may employ to dis
cipline a licensee after a hearing. The disciplinary rules 
specify which of the Board's and Committee's records are 
confiaential and which are available to the public, and 
under what circumstances hearings and meetings are 
open to the pUblic. The disciplinary rules specify the con
ditions for suspension of a license prior to a hearing, rein
statement of a license, and resignation. 

Massachusetts Regulations Governing the Practice of 
Acupuncture. 

The Massachusetts Regulations Governing the Practice 
of Acupuncture address licensing issues, safe practice is
sues, and miscellaneous issues. The licensing issues in
clude: the educational requirements for applicants for li
censure, the licensure examination to be given to appli
cants, the requirements for renewal of a license, the 
Committee's procedures for approving acupuncture 
schools, requirements for temporary licensure, and the 
procedures for applying for licensure. The safe practice 
issues include: the sterilization of equipment, the use of 
disposable needles, the use of electrical stimulation, and 
personal and office hygiene. The miscellaneous issues in
clude: advertising, recordkeeping, and the written refer
ral/written diagnosis requirement. The following is a 
summary of the provisions of the licensing regulations. 

There are two types of licenses: full and temporary. 
Visiting instructors and acupuncturists giving seminars 
may apply for temporary licensure. 

Applicants must demonstrate proficiency in English by 
passing the licensure examination in English, or by taking 
the TOEFL examination. Applicants who do not demon
strate proficiency must use an interpreter. 

The licensure examination consists of: 1) the NCCA 
written examination, 2) the Clean Needle Technique 
Course, and 3) an oral and/or practical examination that 
the Committee may, at its discretion, administer to all ap
plicants within a given year. IT an applicant has taken any 
of the examination components elsewhere, the Commit
tee may endorse the results. 

The Committee may enter into reciprocal licensing 
agreements with other states. AppliCants with licenses 
from states with which Massachusetts does not have a re
ciprocal licensing agreement must fulfill all the licensure 
requirements. 

An applicant is required to have three semester hours 
each of biology, physiology, and anatomy. An applicant 
must fulfill the following acupuncture educational re
quirements in a Committee approved school: 1,000 hours 
of didactic instruction and 600 hours of clinical in
struction. (The transitional regulations allow the Com
mittee to vary these requirements.) Coursework in biol
ogy, physiology, and anatomy does not count towards the 
acupuncture educational requirements. The Committee 
may allow applicants.. lacking the required hours to make 
up the deficiency. ' The regulations list the criteria the 
Committee will use tQtaPpr~ve acupuncture schools. Any 
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clinical program offered by an acupuncture school in 
Massachusetts must be approved by the Committee as 
well. 

The regulations state the contents of application forms 
for full licensure, temporary licensure, and licensure re
newal, and specify the documentation that an applicant is 
required to submit. As a condition of licensure renewal, a 
licensee must complete thirty hours of continuing educa
tion in acupuncture related courses or programs. 

The regulations specify the requirements for office and 
personal hygiene, and require that equipment be steril
ized using an autoclave, dry heat sterilization, or ethylene 
oxide sterilization. Sterilization equipment must be mon
itored to make sure it is working properly. The regula
tions specify how needles should be handled and disposed 
of, and when disposable needles must be used. There are 
some restrictions on the use of electrical equipment and 
lasers. 

There are guidelines for advertising and the use of 
titles, such as "doctor: Acupuncturists are required to 
keep records on patients containing certain information,· 
and to make the records available to patients. An 
acupuncturist is required to display his or her acupunc
ture license. The regulations specify the circumstances 
under which a written referral or diagnosis is required 
from a physician or dentist. An acupuncturist may not 
delegate acupuncture services to an unlicensed assistant 
except as part of an internship program. The regulations 
state requirements for licensees wishing to retire from the 
practice of acupuncture. Licensees may not discriminate 
against recipients of public assistance on the sole ground 
that they are on public assistance. 

Transitional Regulations. 
The transitional regulations will be in effect until De

cember 31,1990, unless by their terms they expire earlier, 
or are extended by the Committee. The purposes of the 
transitional regulations are: 

1) to implement the grandfather provisions of the 
acupuncture statute (M.G.L. c. 112, ss.148-162), 

2) to state the licensure requirements for an ap
plicant whose acupuncture training was through an 
apprenticeship, 

3) to allow for a smooth switch-over from a reg
istration system to a licensing system, and 

4) to state other interim provisions. 
An acupuncturist who is registered with the Board and 

currently practicing acupuncture in Massachusetts is re
quired to apply for licensure by the deadline for applying 
to take the first licensure examination, or to cease prac
ticing acupuncture. The regulations specify the Commit
tee's requirements for practicing acupuncture prior to li
ce~ure, and the grounds for disciplinary proceedings 
agamst acupuncturists who are registered but not yet li
censed. 

Acupuncturists who have been practicing since January 
1, 1983, are eligIble for licensure without taking the licen
sure examination ("grandfathering") provided they 
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demonstrate to the Committee that they maintained on 
the average a 500 patient visit per year practice, or the 
equivalent (teaching and other activities will count), that 
they were legally practicing, and that they were practicing 
in Massachusetts for the twelve months prior to the date 
of application. Acupuncturists who demonstrate to the 
Committee that they have been legally practicing in 
Massachusetts since January 1, 1986, will be eligIble to 
take the licensure examination even if their credentials do 
not meet the minimum requirements listed in the licens
ing regulations. All applicants for licensure must, how
ever, have legitimate credentials. 

The Committee will, until December 31, 1989 (unless 
the Committee extends this date), accept applications 
from applicants who received acupuncture training 
through an apprenticeship, provided that the apprentice
ship was in progress or completed by the date the regula
tions go into effect. The regulations specify the number 
of years and hours of training required, and other mini
mum requirements, and specify the documentation that 
an applicant must submit to demonstrate to the Commit
tee that the apprenticeship training meets the require
ments. 

An applicant for licensure under the grandfather provi
sions must demonstrate proficiency in English or employ 
the services of an interpreter. A licensee who has not 
taken the Clean Needle Technique Course or an equiva
lent course must take it as part of the continuing educa
tion requirement. 

QUESTIONNAIRES AND 
REOUESTS FOR 

MATERIALS 
If you have not yet returned the Acupuncture Unit's 

questionnaire which asks for your name, address and 
other information, please do so. Applications will be sent 
automatically only to those acupuncturists who have in
formed the Acupuncture Unit that they are currently 
practicing in Massachusetts, and have provided the unit 
with their current address. 

It is important that credentials and other materials re
quested by the Committee on Acupuncture and the 
Acupuncture Unit be sent in. The Committee will soon 
review the credentials of acupuncturists registered with 
the Board. Acupuncturists lacking the requisite creden
tials will not be allowed to practice until they demonstrate 
to the Committee that they have the requisite credentials. 
Please contact the Acupuncture Unit if you have any 
questions or problems with providing credentials or any 
other materials requested. 

SAFE PRACTICE 
Recently there was an outbreak of hepatitis in Rhode 
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Island due to inadequate sterilization of acupuncture 
needles and improper handling of needles. The Com
mittee wishes to avoid a similar type of incident in 
Massachusetts, and will be most strict in dealing with 
acupuncturists who depart from currently acceptable 
sterile procedures. Among the practices that the Com
mittee considers unacceptable are sterilizing needles by 
soaking them in alcohol or by boiling them. If you have 
any questions concerning acceptable sterile procedures, 
please contact the Acupuncture Unit. 

The Department of Public Health has published a 
booklet on AIDS entitled the "Governor's Task Force on 
AIDS Policies and Recommendations," which has sug
gestions for health care workers about minimizing the risk 
of infection. The booklet can be obtained at no charge by 
writing: Department of Public Health, Office of Health 
Resources, 150 Tremont Street, 9th Floor, Boston, MA 
02111. 

Massachusetts Board of Registration in Medicine 
Ten West Street, Third Floor 
Boston, Massachusetts 02111 
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