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ABSTRACT

HEALTH PROFESSIONS REGULATION AND PUBLIC POLICY:

STATE MEDICAL BOARDS AS POLICY ACTORS

By

Susan L. Silberman

Regulation of health professions changed in the 19905. The political-

institutional arrangements between social interests, the state and economic

actors, are different from what they were twenty years ago. Among the reasons

for these changes is the turbulence that characterizes the health care world.

States have also become more active in the health arena with devolution. State

leaders - governors, legislators and attorneys general - are more actively

engaging social issues than was the case in the past.

Change has occurred relatively fast. Previous stakeholders have been

joined by new entrants who desire a voice in the process. As a consequence

there have been tangible changes in federal and state health laws and policies.

The scope of policy conflict has expanded. Some of the changes in law and

policy result directly from changes in health care management and the structure

of the health care market. Others emerge from new regulatory policies adopted

by states.

This study looks at change and how it affects one state health policy actor

- state medical boards. Changes in the health delivery system have put health

oversight and regulatory agencies, such as medical boards, under increasing
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scrutiny and pressure. In response to more public attention, medical boards

have changed the way they conduct their business.

This study examines why some state medical boards are leaders in

change while others are not. It considers the institutional structure of medical

boards, their relationships with the legislature and interest groups, and their

policy and-routine behaviors. The research questions are: What is the role of

the enabling coalition in the institutional design of state medical boards? What

is the role of institutional design in predicting legislative involvement in agency

policy activities? What factors influence a state medical board’s non-

programmed policy decisions and behavior? What factors influence a medical

board’s programmed decisions and behavior?

The study addresses the research questions using original data drawn

from a 50-state survey of medical boards, data collected by the Federation of

State Medical Boards (FSMB), and a series of four analytical case studies that

include interviews with board members, staff and informed observers.

Overall the research findings indicate that there is one primary influence

on state medical boards — legislators. Both at the individual level and through

their involvement in specific medical board issues, state lawmakers have a

critical effect on medical boards and their activities and behaviors. Medical

associations, governors and board autonomy, among other things, are less

important factors in medical board structure, behavior and activities. The two

most active policy players in medical board matters are legislators and state

medical societies.
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I am not an advocate for frequent changes in laws and constitutions, but

laws and institutions must go hand in hand with the progress of the

human mind. As that becomes more developed, more enlightened, as

new discoveries are made, new truths discovered and manners and

opinions change, with the change of circumstance, institutions must

advance also to keep pace with the times.

Thomas Jefferson

1. Introduction

Health profession regulation has changed in the 1990s The political-

institutional arrangements that Eisner (1993) calls regimes, between social

interests, the state and economic actors, are different from what they were

twenty years ago. Among the reasons for these changes is the turbulence that

characterizes the health care world. Health care delivery systems have changed

from fee for service to risk-based capitated approaches. In health professions

education, the need for specialists has been eclipsed by the demand for primary

care and prevention services. Intergovernmental relations have shifted with

more responsibilities being delegated to the state level.

States have also become more active in the health arena with devolution.

They are innovating and trying new approaches to welfare reform (Nifong 1997,

Tilly 1999, Tweedie 1997 ), Medicaid (Eckl 1996) and other social policy areas

(Mahtesian 1997, Seefeldt et al., Street 1998). State leaders -- governors,

legislators and attorney generals -- are engaging social issues as never before

(Belluck 1998, Leonard 1999, Lott 1998, Mitchell 1999, Weissert and Schram
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1996, 1998, Whitman 1995). They are developing new models for managed

care, becoming more concerned about quality issues, and taking on corporate

interests all with an eye for the bottom line.

Change has occurred relatively fast. Previous stakeholders have been

joined by new entrants who desire a voice in the process. As a consequence

there have been tangible changes in federal and state health laws and policies.

Using Schattschneider’s (1960) terminology, one might say that the scope of

conflict has expanded. Some of the changes in law and policy result directly

from the market while others emerge from new regulatory policies adopted by

states.

This dissertation examines one state regulatory agency and its

relationships with interest groups and state legislatures (see Appendix A). It

investigates an organization’s institutional structure, policy activities and routine

behaviors. Exploring these relationships seems particularly useful given the

opportunity to examine varying responses in the 50 states. The study looks at

change and how it affects one state health policy actor — state medical boards.

Historically, medical boards were subservient to the medical profession. They

were part of a self-governing professional order that protected the autonomy of

physicians and served their economic interests (Ameringer 1999). In this initial

incarnation, medical boards were like many other types of regulatory boards —

they were typically made up of members of the very profession they were

charged with overseeing. They served as gatekeepers guarding entry to the
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medical profession but rarely disciplined doctors for substandard care.

The Health Care System Today

Changes in the health delivery system have put health regulatory

agencies, such as medical boards, under increasing scrutiny and pressure. The

cost of health care has risen dramatically. After a recent brief period of slow

growth, experts are now predicting total spending for health care in the United

States will more than double between 1997 and 2007. During this period, costs

are anticipated to climb from $1 trillion to $2.1 trillion; 17 percent of the gross

domestic product in 2007 will be spent on health care costs (Pear 1998).

Surprisingly, the increase will be driven by private spending -- not a rise in costs

but rather an increased demand for and use of services.

Beyond issues of cost, concerns have also been raised about access,

quality, and accountability. As recently as the end of 1999, the Institute of

Medicine, an arm of the National Academy of Sciences, concluded that as many

98,000 Americans die unnecessarily every year from medical mistakes made by

physicians, pharmacists and other health care professionals. It the figure is

correct, medical errors may be the fifth leading cause of death in the United

States, behind heart disease, cancer. stroke, and lung disease (Weiss 1999).

These deaths, along with serious nonfatal reactions to other medical errors, cost

the nation as much as $29 billion a year. The report’s authors call for a major

overhaul of how the nation addresses medical errors. The creation of a new
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federal Center for Patient Safety, within the Department of Health and Human

Services, to track and prevent patient injuries was one of the report's

recommendations. A few days later, President Clinton announced steps to curb

medical errors by requiring all health plans that insure federal workers to adopt

new safeguards. Moreover, every government-run health program will explore

ways to improve patient safety (Goldstein 1999).

Medical Boards Respond

In response to more public attention, medical boards have changed the

way they conduct their business. In Virginia, when a local doctor stole

painkillers from patients, depriving them of sedatives while undergoing painful

gastrointestinal examinations, the Board of Medicine took the unusual step of

trying to contact possible victims (Glod 2000). The Michigan Board of Medicine

is setting up a computer system to track where physicians are employed. This

will allow the state to coordinate criminal convictions of medical professionals

(for example on charges of drunk driving) and ensure the medical board can

serve physicians with orders of license suspension. The new system is

expected to be in use by the end of 2000. In Fall of 1996, the Massachusetts

Board of Registration in Medicine was the first medical board in the nation to put

information about physicians’ disciplinary and malpractice records on the

Internet. The Massachusetts board set the standard for other medical boards;

other boards around the nation have followed suit including the Maryland Board
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of Physician Quality Assurance. Clearly, some state medical boards have

embraced change and function as leaders or at least partners in change; in

other cases they are followers, even laggards.

I examine why some state medical boards are leaders in change while

others are not. I consider the institutional structure of medical boards, their

relationships with the legislature and interest groups, and their policy and routine

behaviors. The research questions are: What is the role of the enabling

coalition in the institutional design of state medical boards? What is the role of

institutional design in predicting legislative involvement in agency policy

activities? What factors influence a state medical board’s non-programmed

policy decisions and behavior? What factors influence a medical board’s

programmed decisions and behavior?

I address the research questions using original data drawn from a 50-

state survey of medical boards, data collected by the Federation of State

Medical Boards (FSMB)‘, and a series of four analytical cases that include

interviews with board members, staff and informed observers.

 

1 The Federation of State Medical Boards (FSMB) is an umbrella organization

composed of 69 member boards whose primary responsibilities and obligations

are to protect the public through the regulation of physicians and other health

care providers. The Federation serves as a liaison, advocate, and information

source to the public and its members. It represents the various state medical

boards and promotes standards for physician Iicensure, practice, discipline and

public protection.
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Contributions

The findings of this research will be useful on several levels. First, I am

applying theoretical approaches developed for federal agencies to a set of state

regulatory agencies. The opportunity to evaluate these theories across the 50

states can add to their veracity, significance, and rigor. This study is an initial

effort in that direction.

Second, I am developing and exploring the concept of policy activism.

The information presented in this study will help illuminate the rationale behind

state action. The case studies will provide “in the trenches” accounts of a

personal nature.

Third, it illustrates the expanding scope of conflict in the area of health

care workforce regulation. Schattschneider (1960) argued that changing

ingrained power relationships can only occur when more people are involved in

the process and the issue becomes salient to more people. The involvement of

legislators and the public have a role to play in this expansion of the scope of

conflict.

Finally, the research provides lessons to states who are trying to reform

their medical boards, other regulatory boards or state entities. Efforts to reform

state agencies are common throughout the country but what determines their

success? The research sheds light on some successful strategies to bring

about policy change. It identifies how states achieve their desired outcomes,

which reform efforts work and which do not. This helps clarify our understanding
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of why states adopt health profession regulation reform and provides useful

information for future efforts to encourage such reforms.

A Preview of Things to Come

Following this introduction, the literature review chapter introduces some

definitions of regulation and highlight the literature on federal regulation,

legislators and bureaucracies. Additionally, there will be a short discussion of

state studies that predict change.

The third chapter provides an overview of medical boards. It includes a

brief history of state medical boards and discusses the decline of organized

medicine and the emergence of a new professional order. Also, it presents

information on the structural characteristics of medical boards today.

The fourth chapter discusses the methodology for the study. It provides

an overview of each empirical chapter, with the research questions, the models

for each chapter and the dependent and independent variables. The chapter

details the data collection efforts through a mail survey and a series of four

analytical case studies. The chapter concludes with initial analyses of the

findings from the mail survey; these early investigations provide background but

do not relate directly to the hypotheses being tested.

Chapters five, six and seven report the results of the hypotheses testing.

Chapter five looks at issues of institutional structure and legislative and interest

group relationships. Chapter six focuses on policy activism by medical boards.





Chapter seven centers on the routine behavior and actions of state medical

boards. The end of each chapter contains a case study section. In these

sections, I consider whether or not the findings from the quantitative analysis are

upheld at the individual state level. I ask a basic question: do the case studies

confirm the empirical results? if not, why not?

The final chapter summarizes the key findings from the study. I discuss

the implications of the study and consider how the results add to the current

literature. The'chapter concludes with recommendations for both researchers

and state medical boards about medical board reform.
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2. Theoretical Background

To fully understand the role of the interest groups, the role of institutional

design, and what factors influence a board’s policy and routine behavior, it is

necessary to examine the details of issues and get inside the processes that

have led them to be on the policy agenda. In this analysis, individuals are

conceptualized as behaving in a rational, self-interested fashion in trying to

translate their preferences into institutional outputs (Rothenberg 1994). The

utility of the rational choice perspective for studying institutional behavior is

especially appropriate where the economic rewards at stake are considerable for

those being regulated (medical professionals in this case). A political economy

framework is advantageous because it emphasizes how individual incentives

and preferences are aggregated.

Regulation: Some Definitions

Broadly defined, regulation involves the authoritative bounding of

behavior by government (Williams 1997). Regulations are usually adopted on

the assumption that their overall benefits will outweigh their overall costs. That

is, the explicit or implicit justification for most regulation is that its benefits justify

the imposition of costs on specific groups or populations. In the case of state

medical boards, intervention in the private market is justified to ensure safety,

competence and quality of care.

Vogel (1981) differentiates between two broad kinds of regulation:
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economic and social. Economic regulation deals with prices, outputs, terms of

competition and entry or exit. Some federal economic regulatory agencies

include the Security Exchange Commission, Interstate Commerce Commission,

and the Civil Aeronautics Board. The specific focus of social regulation is on

“regulation affecting health, safety and the environment” (Vogel 1981, 238).

Social regulation seeks to protect parties to private market transactions from

making decisions that they will regret (Joskow and Noll 1978). Such regulation

involves imposing concentrated costs on a particular group in order to secure

widely distributed benefits. The intervention is justified based on market

imperfections that are due to costly and inexact information about the

consequence of economic decisions. Using these definitions, health profession

regulation falls within both categories of regulation -- economic and social.

Health profession regulation can be seen as economic regulation when it relates

to competition, prices and entry issues. It is social regulation when it deals with

the externalities and social impact of economic activity (Williams and Matheny

1983). In areas like health care reform, these externalities and impacts often

include difficult-to-define quality of life issues that require regulators to affect the

economy in non-market dimensions. How does one measure or put a price on

human life? Ultimately, social regulation is a policy area within which the

structures of the state, the private market and democracy collide (Williams and

Matheny 1983).

Regulations dealing with the environment and health entail a great degree

10
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of decision-making uncertainty (Joskow and Noll 1978, McCubbins 1982) and an

enhanced level of conflict (McCubbins 1982). The relations between

legislatures and agencies should be different for health and environmental

regulatory issues than for economic regulation. Under environmental and health

regulation there should be: 1) a broader scope of substantive authority

delegated to the administrative agencies and 2) more procedural requirements

for decision making such as more public hearings and comment, more points of

access to agency decision making by outside parties, more access to judicial

review, and more strenuous burdens of proof and standards of evidence

(McCubbins 1985). Additionally, the legislature is more likely to adopt stricter

oversight for environmental and health regulatory agencies. Other scholars,

such as Moe (1989, 1990), disagree with McCubbins. Instead, they argue that

with more uncertainty, the legislative majority will try to insulate the agency from

future interference by writing specific laws with less delegation of authority and

fewer oversight provisions?

In his well-known book on regulation, Wilson (1980) argues that

regulatory politics are best understood by analyzing the distribution of costs and

benefits among a group or population. Using this approach, health profession

regulation policies can be characterized as client politics. In client politics the

benefits of a prospective policy are concentrated to a few people or groups (e.g.,

 

2 Teske and Bhattacharya (1995) test these conflicting hypotheses as they

apply to telecommunication policy. They confirm Moe’s expectations about the

scope of the laws and oversight requirements.

11



organized medicine) and the costs are distributed widely among the population.

In such cases, the former groups have much more motivation to organize and

pressure the political system to provide the benefit. Since the costs of the policy

are widely distributed and most likely inconsequential for any single individual,

opposition groups have little incentive to form - if indeed they even hear of the

policy. The goal of client politics is to obtain a small but profitable change in law

without attracting attention. Client politics produces regulatory legislation and

subsidies that in effect spare the organized interest the full rigors of economic

competition. Thus client politics occur away from public scrutiny and are usually

only noticeable to those who will directly benefit from the changes.

Regulatory Issues, Legislators, and Bureaucracies

Regulatory issues and bureaucratic behavior have been widely

researched at the national level. Terry Moe (1985) argues that bureaucratic

behavior concerns the most basic issues of politics and organization. “What can

we expect of the relationship between regulatory agencies and the groups they

are supposed to regulate? To what extent and toward what ends are these

agencies controlled by elected politicians? What are the determinants of agency

autonomy, and how is it exercised in the making of policy?” (Moe 1094).

Regulatory agencies are first and foremost bureaucracies. The essence

of bureaucracy is to stabilize policy in a permanent apparatus designed to

achieve action (Wood 1990). However, public bureaucracies are dynamic,

12
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adaptive entities; they respond to diverse changes in political environments

(Wood and Waterman 1994).

Finding the balance between stability and responsiveness is the crux of

designing effective bureaucracies. The initial design of the bureaucratic agency

is key and enabling coalitions3 make certain that the agency meets its current

and anticipated future needs by building structural arrangements into legislation

at the time of enactment (Moe 1989, 1990). Because for most issues there are

sets of organized interest groups already in existence, the content and direction

of public policies are determined by how the groups in the upper reaches of

political decision making participate in political choice (Moe 1990).

Interest groups take an active part in the politics of structural choice. Moe

(1 990) writes,

They understand that the advantages they seek from government depend

crucially on precisely those fine details of structure that cause voters’

eyes to glaze over. Structure is valuable to them; and they have every

incentive to mobilize their political resources to get what they want. They

are very likely, as a result, to be the only source of political demands and

pressures when structural issues are at stake. Structural politics is

interest group politics (129).

Politicians have strong incentives to be sensitive to the interests and

demands of organized groups. These groups represent an active constituency;

they are involved in exchange relationships with others. As well-informed and

 

3 Enabling coalitions are those organized interests that clamor for the creation of

an agency or a legislative initiative. These groups work with the legislature to

bring about change in an area that is beneficial to their interests.

13
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strategic players, they make demands and follow up with appropriate rewards

and sanctions. To understand the evolution and design of public bureaucracy, it

is necessary to begin with organized interest groups and their relationships with

elected politicians (Moe 1989). In the words of Moe, “the [interest] groups are

the prime movers in the politics of structural choice” (Moe 1990, 130).

The enacting legislature has an incentive to protect the benefits it delivers

to its constituents from subsequent legislatures, as well as administrators. It

makes institutional choices that determine administrative structure and process

that, in turn, affect the ability and willingness of future legislators to influence

administration to further their own ends. Horn (1995) notes three key areas

where legislators determine institutional alternatives: legislators determine the

form of institutional alternatives; they specify the participation and decision rights

of various parties; and they influence the financing of administrative activity and

the rules governing the employment of administrators. Decisions in these areas

play a part in determining the incentives facing administrators and therefore

influence how administrators exercise their discretion. However, because of the

commitment problem, the durability of legislative benefits reduces the value of

legislation. Incumbent legislatures cannot realistically commit future legislatures

to maintaining a certain course of action.

Horn (1995) uses a transaction cost approach to explain the behavior of

the enacting legislature and its choice for institutional arrangements. Legislators

choose among institutional instruments so as to minimize the sum of their

14



transaction costs in any situation. High transaction costs effectively ensure that

incumbent legislators will not intervene into the policy making decisions of an

agency unless a constituent has notified them of a potential fire alarm‘ problem

or there has been a change in the legislative coalition.

Given the initial design, Congress will then set an agency’s agenda “to

perform like an automatic pilot” (Calvert, Moran and Weingast 1988, 500)

making precisely those decisions it desires. Congress does not have to closely

monitor or scrutinize agency proceedings at a detailed level. What Calvert,

Moran and Weingast (1988) call the principle of anticipated reaction applies

whereby “bureaucrats anticipate and pursue congressional interests because

Congress possesses positive rewards for service and negative sanctions for

failure to serve" (Calvert et al., 1988, 498). An agency’s decision making is

sensitive to the composition of its oversight committee and its budget

appropriations (Weingast and Moran 1983). For example, Calvert, Moran and

Weingast (1988) found that changes in FTC policy could be traced to changes in

the preferences of commerce committee members and three new appointments

to the commission, including a new chair. Finally the Senate’s power to

approve or disapprove appointments to regulatory commissions serves as

 

4 Fire alarm is a term, used by McCubbins and Schwartz (1984), used to identify

a type of regulatory oversight style. Fire alarm oversight is less centralized; it

relies on the oversight body — Congress or the state — to establish a system of

rules, procedures and informal practices. In turn, this system enables citizens

and organized interest groups to examine administrative decisions, identify

violations and seek remedies.

15
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another tool to insure agency cooperation (Calvert, Moran and Weingast 1988,

Moe 1982, Wood and Waterman 1991 ).

The initial institutional arrangements created by enacting legislators

persist when they serve the interests of subsequent legislative coalitions. If

policy preferences of a committee remain stable, then agency policy should

remain stable (Weingast and Moran 1983). Institutional arrangements are

reconsidered when the problems legislators face change with new

circumstances and developments such as a change in committee composition.

High transaction costs prohibit legislators from intervening into activities for

which there are no fire alarms engaged. Incumbent legislators will not intervene

unless 1) administrators are perceived as being out of control or other

mechanisms for controlling the agency problems are ineffective, or 2) the

original legislative deal does not suit the current configuration of active private

interests and the enacting legislature makes it impossible to meet the changing

needs without changing the legislation (Horn 1995).

Changes in the external environment might also cause an alteration to

institutional arrangements (Noll 1985). Legislators may be galvanized to action

from exogenous shocks. Moe (1985) refers to exogenous shocks as those

changes in party control of Congress or the executive that have an immediate

effect or may cause incremental change as a new equilibrium is found. .

Exogenous variables may come from the hierarchical political authorities

(Calvert, Moran and Weingast 1988), the economic environment in which they

16
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operate (Hammond and Knott 1988), or changes caused by new technologies

(Noll and Owen 1983).

There have been some efforts to examine the role of legislators in

decision-making in state agencies (not necessarily regulatory agencies). For

example, Miller (1987) reported when state administrators were asked their

perceptions of the influence of various actors in major policy decisions of their

agencies, legislators were viewed as more influential than governors and other

policy actors. Using the same data set, Brudney and Hebert (1987) found that

legislative influence was consistently high across different types of state

agencies, rivaled only by the governor whose influence was much more variable

across agencies. Bowling and Wright (1998) concluded that roughly 50 to 60

percent of state agency heads have daily or weekly contact with legislators or

legislative staff. This far exceeds similar contacts with governors and executive

staff. Furthermore, state agency heads reported that of the legislation enacted

into law and affecting an executive agency half ‘originated in or was initiated by

the legislature.

In one of the few studies of legislator influence over state regulatory

agencies, Teske and Bhattacharya (1995) determined that legislators influence

regulatory policy as well. In telecommunications, legislators play an important

role even while they write vague laws that do not clearly define bureaucratic

regulatory scope.

Perhaps more to the point, Wright and Cho (1998) found that legislators

17
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are more active initiators of program changes in state agencies than governors.

In a 1994 survey of state administrators, they found that 65 percent of

administrators attributed shifts in program priorities to policy initiatives or actions

originated by legislators (compared to 57 percent in 1978). Governors were

cited as originators of shifts in program priorities by 55 percent of respondents

(compared to 41 percent in 1978). Wright and Cho note that “(w)hile

administrative agencies are formally a part of the ‘executive’ branch, they are

clearly and understandably responsive to legislator initiatives” (4).

Other Actors

While Horn (1995), among others, notes that legislators are the centers of

attention when examining institutional form, not all scholars agree that the

legislature has primary control over the bureaucracy (Moe 1987, 1989, 1990,

Teske 1990, Teske et al. 1995, Wilson 1989). Also. crucial to the American

institutional system are: the courts, the president, and interest groups.

The judiciary affects bureaucratic behavior through its review of

administrative rulemaking procedures and processes (Eisner 1993, Kerwin

1994). Moreover, with the growth of regulatory court cases, judges have an

additional opportunity to impact the regulatory bureaucracy.

Moe (1987) emphasizes the role of the president as an influential player

in determining administrative responsiveness. It is the president who wields

appointment power, although with the advice and consent of Congress. With the

18
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ability to name the head of every regulatory agency as well as top administrators

in the cabinet, the president can affect regulatory behavior across

administrations (Moe 1982). At the state level Teske (1990, 1995) finds a similar

pattern. In his studies of telecommunication regulation, governors become more

involved when issues are more salient. The types of laws states enact are also

influenced by party control and the interests of core supporters.

Meier (1985) argues that the president has three additional avenues to

influence regulatory behavior: oversight, budgets and leadership. Regulators

know that their action will be reviewed by others in the executive branch as well

as by lawmakers. The rational regulator will seek to anticipate the oversight and

circumscribe regulatory output accordingly. With regard to budgets, regulatory

budgets must go through the appropriate executive department as well as the

Office of Management and Budget (OMB). Thus, the president and his agents

have multiple opportunities to direct the efforts of a regulatory body. Leadership

by the president may also influence regulatory behavior. A president may halt

issuance of regulations he finds particularly objectionable; he is responsive to a

more diverse constituency and has broader policy concerns (Teske et al. 1995).

Thus the president has formal and informal powers at his disposal as he seeks

to steer the regulatory bureaucracy.

Interest groups also take an active role in bureaucracies and the politics

of structural choice as noted earlier (Moe 1989, 1990). Furthermore, they play

an important role in the capture theory of regulation that posits that as the only

19
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stable political force in the agency’s environment, the dominant interest group

eventually forces the agency to accommodate its needs. The agency is

essentially captured by the industry and begins to regulate in the interests of the

industry. While a more sophisticated version of the capture explanation may be

plausible, it has been largely discredited as empirical studies have demonstrated

that regulatory agencies are frequently vigorous in carrying out their missions

(Noll and Owen 1983, Quirk 1981 ). So while interest groups are important

actors in influencing administrative agencies, the agencies also respond to a

more complex set of stimuli than just the industry they are trying to regulate. The

interest group environment is complex, more often resembling a crude form of

pluralism (Berry 1993).

Interest group pressures are mitigated and mediated by external and

internal pressures from within and without the agency. Studies have found that

factors such as the size (Stigler 1971 ), resources (Berry 1977), level of

commitment (Meier 1979), amount of prestige (Rourke 1984), number of groups

(Rourke 1984), breadth of the coalition (Feldstein 1988, Quirk 1980) and a

group’s standing (Berry 1984) all affect the ability of interest groups to influence

structural choice as it relates to agency design and attain desired policy

outcomes. Additionally, issue salience is a factor in determining the other actors

that will enter the fray (Gormley 1983). Thus, a lack of issue salience works to

the advantage of the regulated industry; there will be little opposition to its

demands. Moreover, non-salient issues effectively circumscribe

20
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Schattschneider’s scope of conflict.

The role of interest groups and institutions in regulatory output has also

been studied at the state level. The results of the effect of interest groups are

mixed with some studies finding strong industry influence (Gormley 1983, Scholz

and Wei 1986, Williams and Matheny 1984) and others finding little industry

impact (Lynk 1981, Meier 1988). Teske (1991) examined both interest group

and institutional factors as predictors of two state regulatory actions following the

1982 AT & T divestiture. He found that institutional variables were better

predictors of state public utility commission decisions to change rates and

increase competitive entry than interest group variables.

When considering bureaucratic organizations, it is important to remember

that they are not black boxes; bureaucracies are organizations peopled with

actors who have goals, resources and strategies of their own (Niskanen 1971,

Wilson 1989. 1990). As a consequence, agency members have motivations of

their own that may conflict with other institutional actors.

Bureaucratic Decisionmaking

The manner in which an agency approaches its functions and duties is, in

large part, at its own discretion. That is, once legislators establish an agency’s

mission and general responsibilities, lawmakers will rarely micro-legislate to

such a level as defining an agency’s standard operating procedures.

Simon (1960) conceives of two types of activities for a bureaucracy:

21



“programmed” and “non-programmed" functions. Programmed activities are the

routine and repetitive responsibilities an agency performs. There is a definite

process or set of steps for handling these issues. “Decisions are made by

reference to approved practices rather than by consideration of alternatives on

their merit. Thus, choice is fixed, and no search activity is involved.” (Fry 1989,

203). Novel, unstructured, and unusually consequential activities are

considered “non-programmed” decisions. There is a singularity to these issues

— they do not occur with regularity. “Non-programmed decisions are made in

response to novel stimuli for which no structural response exists. Consequently,

non-programmed decision making requires some search activity” (Fry 1989,

204). A bureau typically addresses these matters in an ad hoc manner. These

decisions affect the quality of the work an agency produces (Gormley 1983) and

have an enormous impact on an administrative organization. Programmed and

non-programmed activities determine how an agency will respond to societal

interests and which interests will be heard.

Predicting Change

Getting on the public agenda does not occur easily. As E. E.

Schattschneider wrote more than 30 years ago, “the flaw in the pluralist heaven

is that the heavenly chorus sings with a strong upper—class accent” (1960, 35).

He was alluding to the ability of powerful concentrated interests to continually

benefit from the political and economic system. Schattschneider knew that all
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theories of politics have to do with the question of who can get into the fight and

thus onto the agenda and who is to be excluded. He believed that the

expansion of the scope of political conflict was essential to the democratic

process. By enlarging the scope of participation it is possible to change the

distribution of power around a specific policy issue. This occurs because in any

given issue there are always more people who sit on the sidelines and are

disinterested than there are those who are actively involved and have a stake in

the policy outcome. But “if people outside the policy system can be convinced

that the policy in question has impacts beyond the existing set of participants,

they can be brought into the conflict” (Baumgartner and Jones 1993, 19). So as

long as the possibility of mobilizing the previously indifferent by redefining the

issues exists, no system based on the shared interests of the powerful is safe.

Losers may be able to change their position into a winning one if they can

appeal to the right participants. This is crucial because it means the ability to

get on the public agenda is potentially open to anyone (Baumgartner and .Jones

1993, 35).

Horn (1995) uses the logic of a transaction cost approach5 to argue that

 

5 Transaction costs are the costs that arise when individuals exchange

ownership rights to economic assets and enforce their exclusive rights. Because

information is costly, various activities related to the exchange of property rights

between individuals give rise to transaction costs. The cost of transacting

makes the assignment of ownership rights paramount, introduces the question of

economic organization and makes the structure of political institutions a key to

understanding economic growth and political changes (Eggertsson 1990). Horn

uses transaction cost theory and a theory of legislative choice to explain key

institutional characteristics of modern administrative government. He focuses on
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changes in the composition of legislative coalitions may bring change in many

areas - including non-programmed policy decisions and behavior (e.g., policy

activism). At the state level, if state legislators desire change in medical board

policy, there should be pressure on medical boards for policy change. State

legislative interest in issues affecting medical boards will increase the saliency

of other medical board issues. It will place medical board actions under the

microscope and bring increased attention to other board activities such as

forming a committee or task force, issuing policy statements, holding hearings,

adopting positions, and other policy formation actions.

Other factors affecting a medical board’s policy activism may include a

change in state political leadership (Calvert. Moran and Weingast 1988, Moe

1985), changes in new technologies or economic environments (Hammond and

Knott 1988, Noll and Owen 1983), increases in public membership (Ameringer

1999, Graddy and Nichol 1989, 1990), the levels of institutional autonomy and

oversight over budget issues (McCubbins 1985, Rosenthal 1998), and the extent

of gubernatorial and legislative attention toward the medical board in the past

(Bowling and Wright 1998).

Finally, it is worth noting that when considering the effects of change and

how it may affect the behavior of an organization, matters of institutional form

are significant. Institutional form encompasses a number of an organizations’s

dimensions. Weisbrod (1998) notes that it is important not to over control for

 

legislators because they determine institutional form.
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other variables thereby dampening the effects of key variables of interest.

Summary

Prior research and theory indicate that institutional design issues are

quite complex. Change does occur in the regulatory environment, but not

without outside involvement. Structural choice matters begin with interest

groups and legislatures but grow to include chief executives, the judiciary,

bureaucrats and subsequent legislators. All these actors as well as other

external and internal forces try to insinuate themselves into the policy activities

and decisions of regulatory agencies. Bureaucratic behavior can be separated

into programmed and non-programmed activities; each have different

implications for which interests will participate and be heard. Moreover, the

literature shows that because of the prohibitive transactions costs, the Congress

(or a state legislature) will not make institutional changes affecting regulatory

agencies unless there are new circumstances or developments affecting the

political coalition and/or active private interests. Without such “exogenous

shocks,” the initial institutional arrangements and processes, set up to benefit

the enacting coalition, remain in place. However, when they do decide to act,

state legislators can be very influential indeed.
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3. State Medical Boards: Then and Now

This chapter provides an overview of medical boards. First, I discuss

boards’ missions and the environment that they inhabit. Second, I present a brief

history of medical boards. Third, I consider the current environment in which

medical board operate. Fourth, I describe some of the structural characteristics of

state medical boards.

The mission of medical boards is to protect the public by ensuring quality

medical care through Iicensure and discipline. The rationale at the heart of

occupational regulation is consumer protection (Gross 1984). A state medical

board exercises this responsibility by allowing only authorized and qualified pe0ple

to practice medicine. It serves as a gatekeeper to the medical profession; it is the

state medical board that stands between the health professional and the patient.

Paradox characterizes the environment in which medical boards operate.

On the one hand, it is the mission of a medical board to protect the health, safety

and welfare of the community it serves. On the other hand. licensing restricts the

freedom of the individual. Another contradiction for medical boards is ambiguity

between the regulators and the regulated. State medical boards create a panel of

experts who are supposed to administer the requirements of the statute. The

boards are usually made up of members from the medical profession: either

medical doctors (MDs) or doctors of osteopathy (DOs)6 and several public lay

 

6 MDs and 005 are the two primary types of physicians. Doctors of osteopathy

are distinguished by the emphasis they place on the musculoskeletal system

and its importance in maintaining good health. The method of treatment for both

types of physicians including surgery and the use of drugs are otherwise the
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members. These practitioners are appointed to regulate the occupation in which

they obtain their living. They are thus both the regulator and the regulated.

Friedman (1962) noted that,

These men and women, most of whom are only part-time officials, may have

direct economic interest in many of the decisions they make concerning

admission requirements and the definition of standards to be observed by

licensees. Licensure establishes the kind of regulation in which the state

assigns power to the members of the profession (140-141).

One is left with the question quis custodiet ipsos custodes (who shall regulate the

regulators?)

A Brief History of State Medical Boards

Professional licensing is one of the oldest forms of regulation. Medical

Iicensure dates back to the seventeenth century when the first American states

introducing Iicensure were still British colonies: Virginia in 1639, Massachusetts in

1649, and New York in 1665 (Broscheid 1997). In Maryland, the state legislature

incorporated a society of physicians in 1798 granting it Iicensure authority. Texas

established the first state board of medical examiners in 1875 (Ameringer 1999).

By the turn of the century most states had enacted laws calling for the

Iicensure of physicians. State, local, and national societies and associations

voluntarily established and enforced codes of ethics and standards of competence.

States again re-entered the regulatory domain to protect the public from

 

same in both the practice of medicine and osteopathy (Department of Fiscal

Services 1).
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incompetency, fraud, and quackery. By 1925 all the states had enacted legislation

stating that no person may practice the profession of medicine unless he has

complied with certain conditions and then applied for and received a license

(Council of State Governments 1952).

Besides licensing, medical boards were charged with the authority to

discipline physicians. However, they rarely did so; instead they relied on state and

local medical groups to control misconduct. An AMA survey of state medical

boards and state medical societies from the 19503 found that “almost without

exception, discipline was a local matter, and since county societies handle

discipline, the states have little or no knowledge of what is being done” (Ameringer

1999, 22).

In the 19703 the self-governed, self-regulated and self-disciplined field of

medicine was forced to change as complaints about large fees, impersonal service,

bureaucratic red tape, and technical skills increased. Meanwhile, the health

industry grew exponentially. Emerging new health technologies and new federal

and state health programs subsidizing both the supply and demand for health care

further exacerbated the situation. Medical care costs had risen faster than general

inflation since the enactment of Medicare and Medicaid in 1965 and presidents

from Nixon on proposed ways to control health care costs to the government

(Weissert and Weissert 1996). The jump in the number of malpractice suits was

significant; between 1970 and 1975 the quantity doubled (Gross 1984). The

public’s deep-seated resentment toward physicians forced state legislatures to limit
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liability and reconsider the autonomy of the medical profession.

State medical boards were traditionally little help for a disgruntled public.

Their lack of disciplinary action against poor practitioners was particularly glaring

considering the “high incidences of unnecessary and risky surgery, an over-

readiness to prescribe inappropriate or dangerous medication, and the overuse of

dangerous diagnostic measures, which contributed to an escalation of physician-

caused illnesses” (Gross 1984, 82). The rise of consumerism and its affiliated

movements of self-help and self-care led the public to critically examine physician

conduct. The media contributed too, by bringing particularly egregious cases of

sexual misconduct, incompetence and substance abuse to the public’s attention.

In state legislatures, the malpractice crisis led officials to reconsider the operations

and structure of medical boards. Among the new laws enacted were those

increasing public representation on medical boards, placing medical boards under

sunset provisions, and strengthening their investigation and enforcement divisions

(Graddy and Nichol 1989, 1990, Gross 1984). At the executive level, the functions

of individual licensing boards were centralized (Graddy and Nichol 1990).

State Medical Boards Today

The regulatory activities of medical boards influence a large section of the

economy and touch most citizens. In 1994, 13.9 percent of the gross domestic

product of the United States or $938 billion was spent on health care. In the late

19808 and early 19905, spending for health care rose more rapidly than the GDP
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(Burner and Waldo 1995, 234). In 1995, there were 756,000 doctors of medicine

and osteopathy in the United States. The health service industry employed more

than 9.5 million people in 1996 (US. Bureau of Census 1997, 122). Clearly, state

medical boards have the ability to regulate a large portion of social activity.

In the 19903, external changes have affected state medical boards. The

growth of managed care has dramatically changed the way physicians and other

health professionals provide their services. Between 1990 and 1996, the number

of Americans enrolled in HMOs increased 85 percent, to an estimated 68 million

(Center for the Health Professions 1998). Increasing local competition for patients,

mergers and consolidation of hospitals, and the growing participation of consumers

in health care decision-making are also redefining the health delivery system and

directly affecting the expectations for physicians and their oversight boards.

Medical boards deal directly with issues surrounding the provision of medical care

in health maintenance organizations, such as whether a medical director should be

licensed to practice medicine.

Recently, medical boards have been making national headlines. The

highest profile case involved the Arizona Boardof Medical Examiners and Blue

Cross Blue Shield of Arizona (BCBSAZ). In 1997, the Arizona Court of Appeals

affirmed a lower court decision that found that the medical director of BCBSAZ was

in fact an employee -- not a provider of insurance as Blue Cross contended -- who

made medical decisions for his organization. The Arizona medical board was

found to have jurisdiction and authority to take action against the medical director
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of a managed care provider. The Court determined that the medical director was

involved in patient care and practiced medicine when making health care decisions

(FSMB 1997a). In early 1998, the state supreme court denied an appeal,

upholding the lower board’s decision. (FSMB 1998b). This opens the door for

states across the nation to require medical directors of insurance companies as

well as other non-physician health care professionals to obtain medical Iicensure

within the state.

In March 2000, a lawsuit similar to the Arizona case was filed in Texas. An

HMO - UnitedHealthcare - is suing the Texas State Board of Medical Examiners

for disciplining their medical director (Oppel 2000). The board found that by

denying skilled nursing services to a patient whose physician requested it, the

medical director failed to provide proper medical care.

In recent years, the news media has focused attention on egregious

physician behavior. In Oregon, a case of sexual misconduct by an obstetrician

over many years brought the medical board unWanted notoriety as well as calls

from the state legislature to put its house in order. In Colorado, a woman whose

son was the victim in a malpractice case has become an advocate of opening up

the medical board’s disciplinary process to public scrutiny. She has become a

champion of public adjudication and joined with a consumer rights group to bring

their issue to the state legislature.7 A Michigan physician who had practiced

 

7 The information from Colorado, Maryland and Oregon was obtained

through interviews conducted in these state during case study site visits.
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medicine in Ohio and Canada was discovered to have forged a medical education

certificate (Schulz 1998). These types of cases keep medical boards and their

actions salient to the public. However, discipline is only one of the responsibilities

of medical boards and deals with individual actions, not public policy.

More evidence of the turbulent times for state medical boards is the turnover

among their executive directors. Between 1995 and 1997, 20 executive directors

of state medical boards left their positions.8 In one state, there have been three

executive directors during the two-year period. As recently as March 1997, the

Arizona board fired its executive director after he made statements saying that the

state actions on complaints were substandard. He urged the medical board to be

more pro-active, reviewing physician behavior and practice on a regular basis.

Commenting on the Arizona firing, one observer suggested in an interview that a

group of physicians whose licenses had been revoked had organized politically

and pressured the board of directors for the removal. Another medical board

official discussing the high rate of turnover indicated that the more active a state

medical board is in the areas of discipline and policy the more pressure is brought

to bear on the board of directors to oust the executive director. Following the

firing. the chair of the Arizona Senate Health Committee told reporters she might

 

8 There is generally a fairly high turnover rate of executive directors but

the 1995-early 1997 changes seem noteworthy. For example. there were

26 changes in executive directors between the 1989/1990 and 1992/1993

editions of the Exchange Section 3: Licensing Boards, Structure and

Disciplinary Functions. There were 33 changes in the listings between

1992/1993 and 1995/1996 editions. It is important to note that the period

covered in the Exchanges is four years; the period reported in the text is

half that period of time.
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call the board before her committee, saying “I think it’s important that we know

what the board does and how they do it” (Erikson 1998).

The time for an enhanced policy role for medical boards seems to be at

hand. As Andrew and Sauer put it (1996, 236): “boards of medicine have the

potential to be the custodians of the public interest through regulation.” But they

go on to note, to be an effective organization, a medical board “must manage its

agenda to foster a focus on policy oversight, rather than simply on individual

regulatory actions.” Only this way can a medical board “meet the challenge to

board viability as regulators of the medical profession . . . and make a difference.”

Medical Boards as Regulatory Boards

Regulatory entities take many forms including boards, commissions, and

independent agencies. In this section I consider the nature of medical boards as

regulatory organizations. Are medical boards stereotypical of other regulatory

boards, especially those at the federal level? In what ways are state medical

boards representative of regulatory boards and in what ways are medical boards

different? How do state medical boards fit into the regulatory infrastructure? By

exploring the nature of state medical boards, I will locate them within the greater

regulatory structure. It should be noted that I will not be discussing the role of the

legislature in this section; the remainder of the dissertation deals with that.

In many ways. state medical boards are similar to independent federal
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commissions. Like federal commissions, state medical boards are administrative

units that receive power from the legislature to regulate, in this case occupational

activities. Like their federal counterparts, state medical boards have executive,

legislative and adjudicatory functions (Gross 1984). They operate within the

executive branch -- 48 independent agencies (see Table 1), have rulemaking

capacity and the ability to form judgments relative to denial, suspension or

revocation of licenses as well as discipline licensees. Like the federal entities,

state boards were created to be insulated from the political process (Moe 1982).

Knott and Miller (1987) write, “the politically independent regulatory commission

was a structural form that could be created in moments when public support was

high, and then would remain as an island of nonpartisan influence even when

public support waned” (51 ). Unlike other state agencies, the decisions of most

medical boards are not subject to supervision or review by the governor, the

legislature or executive department officesg. Like commissions, the internal

decision-making processes of medical boards are governed by elaborate systems

of rules and norms, so direct outside political interference is rare.

Regulatory agencies in Washington and the states were created with

broad and vague delegation of statutory power. As a rule, the legislature does not

 

9 The extent of a medical board’s autonomy depends on the structure of

state government and the state’s chief executive. For example, in

Michigan, the medical board is considered an independent board.

However, the governor believes the board functions in an advisory

capacity. The governor has issued executive orders that curtail the

medical board’s decision making autonomy. Instead, medical board

decisions are advisory only and may be overruled by the head of the

Consumer and Industry Services or someone within the governor’s office.
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Table 1 - Medical Board Status Within State Structure

 

    

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

   

Independent Semi- Subordinate Advisory

Autonomous

AL MT AK CT IL

AZ-M & AZ-O NV-M 8. NV-O FL-M 8. FL-O DC NY

II AR NH MD NE UT-M & UT-O

l' CA-M & CA-O NJ MA TN-M & TN-O

CO NM-M & NM-O RI

DE NC VA

GA ND WA-M &

WA-O

l H. 0.

ll ID OK-M & OK-O

l] .N o.

u IA PA-M 8. PA-O

KS PR

KY SC

LA SD

ME-M & ME-O TX

Ml-M & MI-O VT-M & VT-O

MN WV-M &

WV-O

MS WI

MO WY     

  

 

1 = Independent: Board exercises all licensing and disciplinary powers, though some

clerical services may be provided by a central agency. Total = 48.

2 = Semi-autonomous: Board exercises most key powers, central agency provides most

clerical and administrative services, makes some decisions. Total = 9.

3 = Subordinate: Board exercises few key powers, central agency provides services and

makes most decisions. Total = 5.

4 = Advisog: Board acts in a purely advisory role to a larger agency. Total = 4.
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micro-legislate. In their book The Politics of Deregulation, Derthick and Quirk

(1985) note that Congress provided a broad and vague grant of statutory power to

commissions. “The term ‘public interest’ recurred in these statutes. This was, in

principle, the touchstone of commission action; the theory on which it rested was

that experts would regulate with that standard as a guide. Congress [or state

legislatures] could have enacted detailed regulatory statutes, but preferred that

experts with broad delegations of regulatory authority act on its behalf” (Derthick

and Quirk 1985, 62). Similarly, the mission of almost every state medical board

includes a statement about providing for the health, safety and welfare of the

citizens of the state. The implication is that the medical board regulates to protect

the public.

Reliance on experts is another commonality between federal and state

regulatory boards (Bledsoe and Karno 1989.). However, occupational licensing is

unique in that the state Iicensure process assigns power to experts who are

members of the profession being licensed (see Table 2). Licensing boards are

mostly composed of practitioners from the occupation they are charged with

regulating. These part-time officials are professionals with a direct economic

interest in many of the decisions they make regarding administration and

standards. Self-regulation is the norm in the occupations; practitioners claim only

their own members can judge those who work within the profession.

Table 2 provides an overview of the membership composition of state
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medical boards“). The majority of members come from within the profession.

Indeed, in two states (AL and LA) and Puerto Rico allopathic physicians are the

only board members. In four states (AL, LA, MS, TN-O) and Puerto Rico, there are

no public members serving on the medical and osteopathic boards. But, most

medical board have at least one public member. Some states, like California,

Delaware, Minnesota, Nevada and others have one third of total members

representing citizen concerns. Overall, there is a wide variance among medical

boards on membership.

In the last few years, there has been an increase in the number of “public”

board members on both federal and state regulatory boards or commissions. Noll

( 1985) notes that direct citizen participation in regulatory affairs is rare; it usually

parallels a rise in the political salience of the regulatory issue. This has been the

case with citizen participation on state medical boards. Public members are

appointed in an effort to provide “lobbyists for the people” (Gross 1984, 99), to

ensure that the views of the public would gain a hearing, and to discourage

capture of the regulatory board by the regulated profession (Graddy and Nichol

1989). However, the effectiveness of this reform has been mixed. Shimberg

(1979) concluded that public board members were ineffective, lacked motivation

and felt dissatisfied with their board work. Moreover, governors used the

 

10 In this paragraph, I refer to each medical board as representing a

state. Because some states have one allopathic medical board and one

osteopathic medical board, the total number of states will sometimes be

more than the 50. There are 66 entries in Table 2 including Washington,

DC. and Puerto Rico.
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Table 2 - Medical Board Membership and Terms

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

State Total MD DO Public Others Length of Consecutive

Members Terms in Terms

years

AL 15 15 0 0 0 5 2

AK 7 5 0 2 0 4 2

AZ-M" 12 9 NA 2 1 5 2

AZ-O 5 NA 4 1 0 5 2

AR 13 10 1 2 0 8 No limit

CA-M 19 12 NA 7 0 4 2

CA-O 7 NA 5 2 0 3 3

CO 1 1 7 2 2 0 4 No limit

CT 12 7 0 4 1 PA 4 2

DE 16 10 1 5 0 3 2

DC 1 1 8 0 3 0 3 1

FL-M 15 12 NA 3 0 4 2

FL-O 7 NA 5 2 0 4 2

GA 13 1O 2 1 0 4 No limit

Hl-M 9 7 NA 2 o 4 2

ID 10 6 1 3 0 6 1

IL 16 10 2 2 2 2 - 4 No limit

IN 7 5 1 1 0 4 No Limit

IA 10 5 2 3 0 3 3

KS 15 5 3 3 4 4 3

KY 13 10 1 2 0 4 No limit

LA 7 7 0 0 0 6 No limit

ME-M 10 7 NA 3 0 6 No limit

ME-O 9 NA 6 3 0 6 No limit          
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Table 2 (cont’d)

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

         

1gstate Total MD DO Public Others Length of Consecutive

Members Terms in Terms

years

MD 15 1 1 0 4 0 4 2

MA 7 5 0 2 0 3 2

Ml-M 14 10 NA 3 1 4 2

Ml-O 8 NA 5 2 1 4 2

MN 16 10 1 5 0 4 2

MS 9 8 1 0 0 6 No limit

MO 9 6 2 1 0 4 No limit

MT 1 1 5 1 2 3 4 No limit

NE 8 5 1 2 0 5 2

NV-M 9 6 NA 3 0 4 2

NV-O 5 NA 4 1 0 4 No limit

NH 7 5 0 1 1 5 2

NJ 21 9 2 4 6 3 No limit

NM-M 8 6 NA 2 0 4 No limit

NM-O 5 NA 3 2 0 5 No limit

NY 25 18 2 2 3 5 2

NC 12 8 0 3 1 PA 3 2

ND 10 8 1 1 0 4 2

OH 12 7 1 3 1 5 No limit

OK-M 9 7 NA 2 0 7 2

OK-O 8 NA 6 2 0 7 No limit

OR 1 1 7 2 2 0 4 2

PA-M 1 1 6 NA 2 1 4 2

PA-O 8 NA 5 2 1 4 2

PR 9 9 0 0 0 4 or 5 --
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Table 2 (cont’d)

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

r State Total MD DO Public Others Length of Consecutive

Members Terms in Terms l

years

RI 13 5 2 6 o 3 2 ’

SC 10 8 1 1 0 4 2

SD 6 4 1 1 0 5 No limit

TN-M 10 9 NA 1 0 5 No limit

TN-O 5 NA 5 0 0 5 No limit

TX 18 9 3 6 0 6 No limit

UT-M 7 6 NA 1 0 5 2

UT-O 5 NA 4 1 0 5 2

WM 14 9 NA 3 2 3 2

VT-O 5 NA 3 2 0 -- --

VA 17 11 1 2 3 4 2 ,

WA-M 20 13 NA 6 1 5 No limit ,

WA-O 7 NA 6 1 0 5 No limit

WV-M 15 9 NA 3 3 5 2

WV-O 5 NA 3 2 0 3 No limit

WI 14 9 1 3 1 4 2

WY 7 4 1 2 0 4 3           
* States with separate boards for MDs and DOs are designated with the suffix of M or O.
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appointments to fill “patronage” positions with little regard for using the slots to

increase consumer voices on the boards. On the other hand, Graddy and Nichol

(1989, 1990) found that the public member reform increased consumer

representation in legislative decisions about license reform and is associated with

more serious disciplinary action by health profession boards.

Due to the inconclusiveness of the effect of pubic board members in the

literature, I am considering the impact of public members on board behavior. In

Chapters six and seven, I investigate whether public members affect a medical

board’s non-programmed and programmed policy decisions and behavior.

On average, board members serve just over four years per term. Most

members (in 33 states) may serve for two consecutive terms. However, in 25

states there are no limits on the number of terms a member may serve.

The chief executive wields appointment power to boards and thereby

shapes the general direction of regulatory policy. By appointing those who share

his regulatory philosophies, the chief executive vests power with board members.

At the state level, appointment power to medical boards is shared among actors

(see Table 3). ln forty-five states, the governor has sole appointment power; in

fifteen states the governor needs legislative confirmation of his appointments; and

in six states entities other than the governor control the appointment process

(FSMB 1995). Thus. at the state level, the power of appointment is somewhat

mixed.

41



Conclusions

This chapter has provided a brief overview of state medical boards. Medical

boards began as extensions of state medical societies. Over the years, the

boards have gained a measure of independence as the structure of organized

medicine has changed. A medical board’s autonomy is closely related to its growth

as a regulatory body. As medical boards have taken on more responsibilities, their

relationships with other state actors have grown more complex. In the forthcoming

chapters, I will explore these relationships. But first I review the study

methodology, research questions and some initial empirical findings.
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Table 3 - Medical Board Members: Sources of Appointment and Nomination

 

Appointment/Election

 1 ~J- 1.---

Nomination ,

 

 

From state medical association i

 

 

 

 

 

 

 

 

 

 

 

 

 

  
 

AL Elected by Medical Association of AL

membership

AK Appointed by Governor, confirmed by From any individual/organization

legislature

AZ-M Appointed by Governor From state/county medical

associations or any

individual/organization

AZ-O Appointed by Governor From state Osteopathic association

and any others

AR Appointed by Governor From state medical and osteopathic

associations

CA-M 1 public member appointed by Senate No official nominating process

rules Committee, 1 by Assembly

Speaker, remaining members by

Governor

CA-O Appointed by Governor From state osteopathic association

and current board

CO Appointed by Governor From any individual/organization

CT Appointed by Governor From any individual/organization

DE Appointed by Governor From state/county medical j

associations l

DC Appointed by Mayor with consultation From any individual/organization

4 of City Council

I

FL-M Appointed by Governor, confirmed by From any individual/organization

Senate

FL-O Appointed by Governor, confirmed by From any individual/organization

Senate

GA Appointed by Governor, confirmed by By case law, Governor cannot

Senate select from nominees of association

HI-M Appointed by Governor, confirmed by From any individual/organization

Senate

ID Appointed by Governor From state medical/osteopathic  associations and direct appointment
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Table 3 (cont’d)

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

IL Appointed by Director, Department of From any individual/organization

Professional Regulation; confirmed by

Governor

IN Appointed by Governor From various professional

organizationsfinstitutions

IA Appointed by Governor, confirmed by From any source

Senate

KS Appointed by Governor From state medical, osteopathic,

chiropractic associations

KY Appointed by Governor From state medical/osteopathic

associations and (for lay members)

health advocacy groups

LA Appointed by Governor From state medical association

ME-M Appointed by Governor From any individual/organization

I

ME-O Appointed by Governor From state osteopathic society and

current board

MD Appointed by Governor 11 physicians from lists compiled by

state medical society via balloting

process that provides all licensed

physicians an equal vote; 3 public

members, 2 appointed w/advice,

consent of Senate; plus 1 risk

manager from state hospital

association

MA Appointed by Governor From any individual

MI-M Appointed by Governor From various professional (

. organizations/institutions 1

MI-O Appointed by Governor From various professional

organizations/institutions

MN Appointed by Governor From any individual/organization

MS Appointed by Governor, confirmed by From state medical association

Senate

MO Appointed by Governor From any individual/organization

MT Appointed by Governor From any individual/organization     
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Table 3 (cont’d)

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

   
 

    

NE Appointed by Board of Health From any individual/organization

NV-M Appointed by Governor No official state nominating process

NV-O Appointed by Governor From state osteopathic society

NH Appointed by Governor and State Nominated by Governor

Council Jl

NJ Appointed by Governor NA ll

NM-M Appointed by Governor From state medical society

ll NM-O Appointed by Governor From state osteopathic society

NY Appointed by NY State Board of From any individual/organization

Regents Board of Discipline: Appointed

by Commissioner of Health

NC Appointed by Governor From state medical society

ND Appointed by Governor From state medical society and any

individual/organization

OH Appointed by Governor NA

OK-M Appointed by Governor From state medical society

OK-O Appointed by Governor From state osteopathic society

OR Appointed by Governor From state medical and osteopathic

associations

PA-M Appointed by Governor From state medical society or any

other organization

PA-O Appointed by Governor From state osteopathic society or

any other organization

PR Appointed by Governor with From association of medical

advice/consent of Senate professions

RI Appointed by Governor From any individual/organization

SC 6 M03 elected from Congressional districts; 1 MD and 1 DO elected at large; 1

MD and 1 public member appointed by Governor, confirmed by Senate

SD Appointed by Governor From state medical and osteopathic

associations

TN-M Appointed by Governor From state medical society   
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Table 3 (cont’d)

 

 

 

 

 

 

 

 

 

   

 

   
   

 

 

TN-O Appointed by Governor From state osteopathic society

TX Appointed by Governor, confirmed by From any individual/organization

Senate

UT-M Appointed by Director, Department of From various professional

Commerce; confirmed by Governor organizations/institutions

UT-O Appointed by Director, Department of From various professional

Commerce; confirmed by Governor organizations/institutions

VT-M Appointed by Governor From any individual/organization ll

VT-O Appointed by Governor From any individual/organization ll

VA Appointed by Governor From various professional

associations

WA-M Appointed by Governor From state medical society II

WA-O Appointed by Governor From state osteopathic society ll

WV-M Appointed by Governor with From any individual/organization

consultation/confirmation of Senate

WV-O Appointed by Governor From state osteopathic society

WI Appointed by Governor From any individual/organization

WY Appointed by Governor, confirmed by From any individual/organization, Senate  including Board of Medicine
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4. Research Questions, Methods, and Data Sources

In this chapter, I present the research questions for the study as well as a

visual model of the relationships I examine. Additionally, I discuss the study

methodology and data sources. I review information about the mail survey and

case studies detailing the rationale behind the four study states. I describe the

case study protocols and clarify the differences among the four separate

protocols. I explain the four policy areas that were part of the mail survey.

Finally, I describe some of the preliminary data from the mail survey, analyze it,

and provide information on the structure of medical boards as well as their policy

roles.

The Research Questions and Hypotheses

The research questions for this analysis are: 1) what is the role of the

enabling coalition, measured by the strength of medical societies, in the

institutional design of state medical boards?; 2) what is the role of institutional

design in predicting legislative involvement in agency policy activities?; 3) what

factors influence a state medical board’s non-programmed policy decisions and

behavior?; and 4) what factors influence a medical board’s programmed

decisions and behavior?

RQ#1 what is the role of the enabling coalition, measured by the strengm

of medical societies, in the institutional design of state medical boards (SMBs)?
 

This research question examines the effect of enabling coalitions on institutional
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structure. These groups of organized interests work with legislators to bring

about change in an area that is beneficial to them. Thus enabling coalitions are

the force behind structural politics. Moe (1990) notes that organized interest

groups are active informed participants in structural politics. They have policy

goals which depend on administrative structure. Interest groups value structure

and they use their resources to get what they want. As a consequence they are

frequently the only source of political pressure when structural issues are at

stake. Thus structural politics is also interest group politics.

Because legislators are politicians, they are especially concerned about

their electoral popularity and thus are highly responsive to their constituencies

(Mayhew 1974). Their positions on issues are induced by the positions of others.

To understand why structural choices turn out as they do, one does not start with

politicians. Instead, one begins with how interest groups decide what kinds of

structures they want politicians to provide (Moe 1990).

The exact nature of institutional form is a matter of legislative choice

(Horn 1995). Thus, the legislature will determine the institutional structure, with

input from organized interests. Ameringer (1999), Horn (1995), Moe (1989

1990) and others argue that the initial enabling coalitions established the state

medical boards to serve their needs -- in this case to be heavily reliant on state

medical societies (professional associations for physicians) for support and often

membership selection and to be relatively independent of the state legislature.

Moe (1990) posits that for most issues, a set of organized interest groups
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already exist. In the case of state medical boards, these groups are state

medical societies. The state societies were the forces behind the creation of

medical boards (Ameringer 1999, Gross 1984); they were the enabling coalitions

that worked with legislators to pass the legislation. These state societies value

structure and have the incentive to mobilize their political resources to get what

they want. Frequently, they are the only source of political demands when

structural issues are at stake (Moe 1989, 1990).

H01: The stronger the medical society role in selecting medical

board members, the more autonomy the SMB will have.11

H02: The stronger the medical society as an interest group (relative

to other interest groups in the state), the more autonomy the SMB

will have.

The model for this research question looks something like the following:

Enabling coalition - Institutional design

The particular aspect of institutional design examined here is autonomy; it is

granted by the legislature to an agency at the agency’s inception. It relates to

the level of independence an administrative agency has the authority to

exercise. It also encompasses who has the right to participate directly in

 

11 A medical society’s role in nomination is conceived as independent

from its strength as an interest group. For this reason they are modeled

as two independent variables. Although they might be suspected of being

endogenous, examination of correlations in Table 10 indicate the

relationship is low and negative. This supports the notion of their

independence.
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decision making. I am measuring autonomy using Horn’s three institutional

design criteria: participation, financing and employment. The independent

variable is the strength of medical societies. It is being measured in two

separate ways. First, I am examining the role of medical societies in selecting

and nominating state medical board members. Second, I am investigating the

strength of medical societies relative to other state interest groups. State

medical associations are a proxy for the original enabling coalitions. They were

instrumental in'obtaining the grant of public authority for the early state medical

boards (Ameringer 1999).

@432 what is the role of institutional desjgn in predicting legislative

involvement in agency policy activity? This research question considers the

impact of institUtional design described in RQ#1. There is a great deal of

diversity in how public agencies are designed. They may vary with regard to

governance, financing, and employment arrangements. Yet, once an agency’s

form is determined, it will affect the level of legislative involvement.

Once structural choices are made, institutions take shape. How

institutions are designed affects how politicians will interact with them in the

future. Moe (1989) argues that legislators tend not to invest in general policy

control. “Instead, they value ‘particularized’ control: they want to be able to

intervene quickly, inexpensively, and in ad hoc manners to protect or advance

the interests of particular clients in specific situations” (Moe 278-279). This sort

of control has direct payoffs; it is generally carried out behind the scenes; and
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does not involve or provoke conflict. It generates political benefits without

political costs. Moreover, it fits well with a bureaucratic structure designed for

conflict avoidance: an agency that is highly autonomous in the realm of policy

yet highly constrained by complex procedural requirements offers many

opportunities for particularistic interventions.

Medical boards fit Moe’s notion of an agency designed to avoid conflict.

At enactment, legislators design agencies to protect the benefits they are

delivering to their constituents while simultaneously ensuring that subsequent

legislatures and administrators are unable to interfere with those benefits.

These institutional choices determine an agency’s level of autonomy. By

prescribing the agency’s administrative structure and processes, mandating

expenditures and determining the type of civil service protection employees will

receive at enactment, the enabling legislature makes it more difficult for future

legislatures who may have different policy preferences to influence an agency’s

administrative decisions. In some ways subsequent legislators are closed out of

the administrative process and are unable to be involved in much of an agency’s

functioning -- unless the lawmakers are willing to legislate reforms that change

an agency’s administrative structure and processes.

Like many regulatory agencies, medical boards are granted a great deal

of autonomy yet are constrained by the many procedures they are required to

follow (McCubbins 1985). Similarly, medical boards are subject to stricter

oversight provisions than other regulatory agencies. The oversight and the
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appropriations processes offer subsequent legislatures an opportunity to insert

themselves into an agency’s responsibilities. Medical boards will receive more

than their fair share of attention from lawmakers due to the number of

procedures they are required to follow and the oversight attention they receive.

H03: The greater the autonomy of the SMB, the less extensive

legislative involvement in SMB activities.

The model for this research question looks something like the following:

Institutional design - Legislative involvement

The dependent variable is legislative involvement. The concept considers the

relationship between legislators and state medical boards. Is the legislature

involved in the activities and actions of the medical board? If so, in what ways is

it involved? Legislative involvement is being measured in two ways, both come

from the mail survey. The first measure is individual legislator interest.

Respondents were asked to assess the level of influence individual legislators

have on medical board activities. The second measure is the legislative role in

four policy areas. In this research question, institutional design is the

independent variable. It is measured, as noted above, using Horn’s (1995) three

criteria for agency autonomy: participation, financing, and personnel. Decisions

in these areas help determine the level of autonomy and type of incentives

administrators face and thereby how they exercise their discretion in relation to

agency policy activities.

fig #3 what factors influence a state medical board’s non-programmed
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mlicy decisions and behavior? This research question examines the

relationship between medical boards and state legislatures focusing on why

some boards become active in non-programmed policy areas. I draw from

federal regulatory theory and empirical work to create hypotheses about medical

board policy activism. l hypothesize that medical boards have become more

policy active in new non-programmed areas due to factors such as autonomy,

relationship with the legislature, a shifting legislative coalition, new entrants, and

level of gubernatorial influence. These variables have increased the overall

visibility of state medical boards.

This research question (and the next one) is predicated on the idea that

an agency’s non-programmed and programmed decisions are markedly different

from one another. That is, the factors that affect an organization’s policy

behavior are measurably different from the factors that affect an agency’s non-

policy or routine behavior. Simon (1960) argues that non-programmed functions

are unique and individual. They require ad hoc, adaptive and problem solving

actions. I equate non-programmed activity with policy issues because they are

singular in substance and timing. Kingdon (1995) would say a policy window

has opened; an issue has gotten on the agenda. Because of the distinctive

properties of a medical board’s policy decisions, I expect a medical board’s

policy activism to be affected by outside forces such as political pressures and

changes to its external environments. Similarly, the level of a medical board’s

autonomy should also affect a board’s policy behavior.
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H04: The greater the autonomy of the SMB, the less policy scope

and depth in medical board activities.

H05: The more the legislature is involved with the SMB, the more

policy scope and depth in medical board activities.

H06: The greater the leadership change in the state legislature, the

more policy scope and depth in medical board activities.

H07: The greater the managed care penetration in the state, the

more policy scope and depth in medical board activities.

H08: The more the governor is involved with the SMB, the more

policy scope and depth in medical board activities.

The model for this research question includes two of the variables

mentioned above -- legislative involvement and institutional design -- as well as

exogenous factors. It examines how these variables affect policy activism. The

model looks like the following:

Institutional design = Non-programmed policy activism

l l 1

Legislative involvement Exogenous factors

The dependent variable is policy activism. My conception of policy activism is

the idea that some state medical boards have a role in formulating policies. That

is, beyond a board’s regulatory functions (programmed activities), it is also

directly involved in policy (non-programmed activities). Policy activism is

explained by legislative variables, institutional factors, external stimuli and

gubernatorial influence.
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and behavior? This research question explores the routine behavior and

activities of medical boards that are part of an agency’s regulatory mission, such

as disciplinary and licensure functions. It examines a different side of medical

board behavior. Programmed functions, according to Simon (1960), include an

organization’s regular and routine behaviors. I hypothesize, as noted above,

that a medical board’s routine activities will be affected by its autonomy,

relationship with the legislature, and level of gubernatorial influence. I do not

anticipate that the exogenous variables will affect this type of decision making; I

include the variables in the analysis for comparison purposes with the model

above.

H09: The greater the autonomy of the SMB, the more disciplinary

actions will be taken by the medical board.

H010: The less the legislature is involved with the SMB, the more

disciplinary actions will be taken by the medical board.

H011: The leadership changes in the state legislature will have no

effect on the disciplinary actions taken by the medical board.

H012: The managed care penetration in the state will have no effect

on the disciplinary actions taken by the medical board.

H013: The more the governor is involved with the SMB, the fewer

disciplinary actions will be taken by the medical board.

The model for this chapter looks something like the following:

Institutional design - Programmed policy

‘A

Legislative involvement I
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The dependent variable is board behavior in programmed activities. The

measure I am using for a board’s programmed behavior is disciplinary actions.

The number of disciplinary actions taken by a medical board is provided by the

Federation of State Medical Boards (1998a). I am using a mean number of

disciplinary actions taken over a period of four years. A more extensive

discussion of the variable appears in Chapter 7. I use the same independent

variables from the previous model to predict a board’s programmed activities. I

will compare the models and the findings at the end of Chapter 7.

The full model for these research questions looks like the following:

' 09mm} R913 ,  

.. 3 Nontprogmmmcd policy :

4'. , decisionsAand behavror J;
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Methods and Data Sources: Mail Survey and Case Studies

A starting assumption of this research is that no single analytical

technique or source of information can adequately capture the complexities of

the issues under examination. Yin (1994) states that more than one strategy can
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be used in any given study, to this extent, the various strategies are not mutually

exclusive (9). As a consequence, I will use several different approaches: an

empirical analysis drawn from a 50-state survey of state medical board executive

directors; in-depth interviews with state medical board members, staff and close

observers in four states; and an examination of written documents. The

combination of tools draws on primary and secondary information from a variety

of sources. The different techniques and data sources should be

complementary and yield additional insights into health profession regulation by

state medical boards.

The research has two main components. The first is a systematic

identification of characteristics and responsibilities of the 50-state medical

boards and their recent policy-related activities. Information was collected on

board structure, composition, responsibilities, state political climate, and recent

board activities in the policy arena. This material came from two sources: 1) a

mail survey sent out to the executive directors of all state medical boards across

the country provides information on public policy activities and political barriers;

and 2) 1995 - 1996 Exchange, a biennial report published by the Federation of

State Medical Boards, that provides information on the structure and operation

of licensing boards. The mail survey elicits information on the board’s activities

in four separate salient policy areas. Moreover, the survey also seeks

information on the board’s budget. other groups and state entities that it may

work with, how the board initiates policy change, the constraints it faces in
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pursuing change, the branch of government it feels most accountable to and how

it assesses its level of effectiveness in the policy world. (A copy of the survey is

provided in Appendix B).

A mail survey of executive officers of 64 medical and osteopathic state

medical boards was conducted in Fall 1997 and Spring 1998. There were 51

medical boards, 11 osteopathic board and one health professional conduct

board surveyed using the list provided by the Federation of State Medical

Boards. The initial and follow-up letters are included in Appendix C. Sixty-two

responses were received for a response rate of 95 percent.12 Forty-seven

states are represented in the data set. Two of the three non-responding board

executive directors said it was their policy not to complete surveys. I was unable

to reach the executive director of the third board after many attempts. The

survey response from the health professional conduct board was later dropped

from the analysis because the board is not listed in the Federation’s publication

examining licensing, structure and disciplinary functions of the medical and

osteopathic boards. The data set includes responses from the District of

Columbia and Puerto Rico.

Multi-variate analysis (OLS and Logit) was conducted on the survey data

 

12 Sixty-four questionnaires were mailed. There were three non-

responses and a total of 62 replies. The apparent discrepancy was

caused in a state where one mailing was sent but two responses were

received. While the Federation lists this state as having a joint medical

and osteopathic board, separate responses were received from each

board and were included in the analysis.
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to test the hypotheses. The data were analyzed in two ways. Initially, the entire

population of cases was analyzed using osteopathic boards as a control

variable. Only the allopathic medical boards were used in the second analysis.

This method was chosen to examine the differences between osteopathic and

allopathic state medical boards.

Since survey data cannot fully account for the dynamics of policy change,

it is necessary to further investigate policy activism and change using an

additional method. Therefore, the second component of the research

methodology is a set of four analytical case studies of states where medical

boards have served as change agents. The case study method is most

appropriate when “hoW’ and “why’ questions are being posed. “The essence of

a case study, the central tendency among all types of case study, is that it tries

to illuminate a decision or set of decisions: why they were taken, how they were

implemented, and with what result” (Schramm 1971, 6). It can be argued that

these questions of a more explanatory nature are well suited to the use of the

case study technique “because such questions deal with operational links

needing to be traced over time. rather than mere frequencies and incidence”

(Yin 1994, 1). Moreover, this research studies contemporary events where the

actions of the actors are beyond the control of the investigator. Under these

circumstances, documents that recount and explain the events and processes

are examined. Additionally, interviews with many of the people involved in the

process are conducted to better understand the complexities of policymaking
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decisions. A case study method lends itself particularly well to these research

strategies.

There are four case study states. The first three states - Colorado,

Maryland, and Oregon -- were chosen because they are among the most active

states across the four policy areas (from the mail survey). Michigan is the fourth

case study state; it was chosen because it is not a particularly active state in

policy matters. Moreover, I received a grant from the Blue Cross Blue Shield

Foundation of Michigan to help support this portion of the research. The case

study analyses will appear at the end of each of the three empirical chapters. I

will use the case studies to further investigate the findings from the quantitative

analyses. Specifically, I will compare and contrast the quantitative results with

material gathered from case study interviews. Generally, the case studies are

organized around the three research questions. They are used to extend and

answer questions raised by the empirical analysis. In some cases the case

studies findings support and reinforce the empirical analysis and in other cases

the case studies and empirical analysis contradict each other.

The case studies are based on in-person interviews with medical board

staff and members, key state legislators, legislative staffers, governor’s staff,

agency heads, interest groups, other health regulatory board staff and other

informed observers in the four states. I use the interviews to elaborate on the

research questions. In doing so, I learn more about medical society strength,

legislative involvement, the processes under which policy change was sought,
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the factors that affect a board’s routine decisions and behavior, the identity of

key actors, their motivations and political strategies, and the success in attaining

a change in policy or non-policy matters.

The case studies are made up of four separate protocols (see Appendix

D); each focuses on different policy actors. The first protocol is aimed at the

medical board executive officer and the board staff. It was used to obtain

information on the board’s mission, its visibility, level of autonomy, policy

activities and its relationships with other groups. The second protocol is for

legislative staff; it includes questions about recent health profession legislation,

budgeting issues, and legislative oversight efforts. A third protocol is specifically

for elected officials. This shorter protocol solicits information on specific bills the

members have sponsored or on which they have held hearings. A final protocol

is for interviews with board observers. This group may include board members

of the medical board, governors’ staff, executive agency administrators, staff and.

board members from the health professions, academics, interest group liaisons,

consumer groups’ representatives and other well placed and informed

individuals from around the state. This protocol contains broader questions and

focuses on individual impressions and perceptions about the medical board’s

activities, its mission, its relationships with other state actors, level of autonomy,

its visibility and its recent decisions and behaviors in the policy and non-policy

arena.

The interviews took place in the winter and spring of 1998. The total
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number of people interviewed was 41. In Colorado I spoke with 10 participants:

in Maryland I interviewed 8 respondents; in Michigan I questioned 11 officials;

and in Oregon I met with 12 interviewees. Most of the interviews were in person;

in three cases the interviews took place over the phone due to scheduling

problems.

The Four Policy Areas in the Mail Survey: Telemedicine, Managed Care.

Alternative Medicine and Making Information Available to the Public

In the mail survey, executive officers were asked to report on their

medical boards’ activities in four policy areas. The policy areas are

telemedicine, managed care, alternative medicine. and public information.

These four policy areas were selected following conversations with Federation

staff, medical board directors and staff and well-informed observers of state

medical boards from across the country.13

Telemedicine14 is an area where the Federation of State Medical Boards

has been very active. The Federation established an ad hoc committee on

telemedicine in 1995 to study the issue and develop model legislation. In 1996,

the Federation adopted a model act and encouraged its member boards to adopt

the act that calls for a special purpose license for out-of—state physicians

 

13 Each was also prominently featured in sessions at the 1997 Federation of

State Medical Boards annual meeting April 17-19 in San Diego, CA.

14 Telemedicine, broadly defined, encompasses a variety of electronic

communication techniques that link a patient to a far-away specialist who

evaluates the patient’s medical condition.
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practicing telemedicine in the state (FSMB 1997c). While a number of states

have examined the Federation and other approaches, in the survey 10 states

reported that they had taken no policy action on the subject (the choices for

policy action are discussed in more detail in Chapter 6).

Managed care affects medical boards through the Iicensure of physicians

and the accountability of physicians who make decisions in a managed care

setting. The public’s increased concern about quality of health care and the

recent Arizona court decision discussed earlier have moved this issue to the fore

in a number of states. If the Arizona interpretation is followed in other states, the

significance to medical boards and to the burgeoning managed care system is

great since it expands the definition of practicing medicine to a situation where

the traditional physician-patient relationship does not exist. Fifty—one percent of

respondents (31) reported they had taken some policy action in this area.

The practice of alternative or nontraditional medicine is a thorny one for

many state medical boards that have traditionally licensed allopathic and

osteopathic physicians and generally ignored other practitioners.15 With some

one-third of the American public using some form of alternative medicine or

unconventional therapy (Nifong 1996), it appears that state legislatures and

medical boards cannot ignore these practitioners much longer. The p0pularity of

this form of medicine is particularly strong in the Northwest. In 1996, the state of

 

15 This too is changing as a handful of states are now licensing naturopathic

physicians (Knickerbocker 1996).
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Washington began implementing a law requiring health care insurers to pay for

nontraditional care including acupuncture, chiropractic and massage therapy

and Seattle is home for the country’s first government-subsidized naturopathic

health clinic (Knickerbocker 1996). A number of medical boards have begun to

deal with this issue that often has popular appeal. Twenty-four of the

respondents reported they had taken some policy action in this area.

The final policy area examined in the survey was making information on

physicians available to the public. This has been a controversial issue in a

number of states. However. in 14 states, medical boards have moved to make

information on physicians available to the public “on-line.”‘6 Many physicians

object to this availability, arguing that the public might misinterpret information to

make it seem the physician is incompetent or that a young physician making one

mistake might see his or her career ruined. Nevertheless, 29 of the respondents

reported taking some policy action in this area.

Figure 1 describes the level of state activity in the four policy areas. There

are nine state boards that reported some activity in each of the four policies

examined; six state boards reported no activuty in any of the four. Most state

boards (18) were active in three of the four areas. There were more activities in

telemedicine and managed care than in the other two areas. The range for both

was 0 - 7 and the mean number of activities was 2.0 for telemedicine and 1.1 for

 

16 Information on state public information activities was provided by Dave Neal,

coordinator for the physician profile program of the Massachusetts Board of

Registration in Medicine, 3 August 1998.
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managed care. For alternative medicine and public information, the range was 0

- 5 and the means were .85 for public information and .62 for alternative

medicine.

Descriptive Analysis

In this section, I present some descriptive data from the research.

Drawing on the mail survey, I will discuss structural issues and the policy role of

the boards. I will provide a series of tables detailing various characteristics and

processes of the state medical boards.

State medical boards, as noted above, have an amalgam of legislative,

judicial and executive powers. Most medical boards are considered part of the

executive branch of state government. Yet, mail survey results indicate that

medical boards are ambiguous about which branch of government deserves

their loyalty first (see Table 4). When asked to respond to the branch of

government they feel most accountable 16 states (26%) indicated the executive

branch, 9 states (15%) indicated the legislature, and 7 states (11%) indicated

neither branch. The overwhelming majority of medical board officers -- from 24

(39%) states -- felt equally accountable to both the legislature and the executive

branches. This speaks to the power that both the executive and the legislature

possess relative to the medical boards. Similarly, it demonstrates that while

many regulatory boards were created to be insulated from the political process,

in reality they are not so insulated that they are unaware of the large shadows
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Table 4 - Perceived Medical Board Accountability17

Government Branch Number of States (%)

Legislative 9 (15)

Executive 1 6 (26)

Equally accountable to both 24 (39)

Neither 7 (11)

No response 5 (8)

Source: Mail survey data

 

17 The question asks respondents: To which branch of the government does your

medical board feel most accountable?

67



cast by the executive and legislative branches of government.

Another group that casts a large shadow over medical boards are state

medical societies and associations. Regulatory agencies have traditionally been

considered captured by the interests they represent and charged with

overseeing. However, in recent years, reforms have taken hold and the

relationships between the regulated and the regulators have clarified. Health

profession regulation has had its share of reforms. Yet, state medical societies

and associations still hold a great deal of power relative to medical boards. One

reason is that state medical societies are among the ten most powerful state

level organized interest groups in the nation (Thomas and Hrebenar 1995 and

1999). Their members are spread out across geographic areas, they are

generous contributors to local candidates. and they vocally lobby state officials

on matters of importance to them (Meier 1985).

Medical boards feel the presence of state medical associations (see

Table 5). When asked to assess the influence of the state medical society in the

activities of the medical boards. the majority of respondents indicated medical

associations influenced medical board activities; the mean response was 3.15.

Forty-three medical boards (67%) believe medical societies affect their actions.

Only 6 (10%) medical boards responded that the state medical society has no

influence over their activities. Clearly, medical associations still are powerful

organizations in the area of health profession regulation.

Still another way that organized medicine asserts itself in medical board
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Table 5 -Perceived Influence of Medical Society on

Medical Board Activities18

Assessment Level Number of States (%)

1 = No influence 5 (10)

2 6 (1 O)

3 21 (34)

4 18 (30)

5 = Great influence 4 (7)

9 = No response 6 (10)

50-State Mean = 3.15

Source: Mail survey data

 

18 The question asks respondents: How would you assess the influence of the state

medical society in the activities of the medical board?
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matter is through the physician board members. Medical board members are

still overwhelmingly physicians. In fact, in four states (AL, LA, MS and TN-O)

and Puerto Rico allopathic and osteopathic physicians are the only medical

board members. Contrary to the national trend of appointing more pubic lay

members to health profession boards, these four states and one dependent

territory still only permit physicians to serve on the medical board. The make up

of medical boards and their members will be further elaborated on in Chapter 5.

The way in which medical boards approach policy issues varies a great

deal. Some boards eagerly enter the policy arena while others prefer to avoid it.

Among the most interesting questions from the mail survey was a two-part policy

question. It asked respondents to: 1) assess their own state board in terms of

initiating and promoting emerging state policies, and 2) assess where, ideally,

the official would like the state board to position itself on those issues. There

was a five-point response scale with 1 being a reactive position and 5 being a

pro-active position; the mean response for the first part of the question was 3.35

and 4.14 for the second part of the question (see Table 6). The majority of

boards — 36 (76%) — indicated they are fairly active on policy matters. The

more interesting data came in the second part of the question. An overwhelming

number of boards -- 54 (88%) -- indicate that ideally they would like to be more

pro-active on initiating and promoting emerging state policies. Only 2 boards

(3%) indicated they would prefer to be in a reactive position on policy matters.

This implies that state medical boards would like to be more actively engaged --

7O



Table 6 - Perceived Medical Board Policy Activism

Assessment Level Number of States (%)

Current Ideal

1 = Reactive position 5 (.08) 1 (.02)

2 6 (.10) 1 (.02)

3 18(.30) 11 (.18)

4 v ‘ 2o (.33) 19 (.31)

5 = Pro-active position 8 (.13) 24 (.39)

9 = No response 4 (.07) 5 (.08)

50-State Mean = 3.35

Source: Mail survey data
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than they currently are -- in the policy arena. Yet, they feel for some reason they

cannot do so.

Medical boards face a variety of constraints as they pursue their

regulatory mandate. The mail survey queried respondents about the constraints

they face when they desire to initiate change. Medical board executives were

asked to rank their top three choices (see Table 7)”. In the first tier of

constraints, the top three barriers cited were lack of legislative support, followed

closely by bureaucratic barriers and limited staff resources. In the second tier of

constraints, the top three ranking constraints boards face are (again) lack of

legislative support, bureaucratic barriers, and limited staff resources. In the third

tier level of constraints, bureaucratic barriers was followed by limited staff

resources. A lack of legislative support was tied with limitations of the public

health code for third place. Overall. the mail survey results indicate that the

legislature and the bureaucracy loom largest as barriers to medical board efforts

to initiate change.

There was an “other” category where respondents had the opportunity to

identify their own barriers. Nine states identified “other” as a constraint they

face. Among those states, seven wrote in responses: one specifically cited their

state medical association’s opposition: two responded that organized interests

 

19 Only 39 of the 61 boards responded to this question. But I am reporting the

limited data because of the importance of the question and the issues it affects.
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Table 7 - Perceived Constraints Medical Boards Face20

Constraints

Lack of legislative

suppon

Bureaucratic barriers

Limited staff

resources

Limitations in the

public health code

Gubernatorial

reluctance or

opposition

Current or potential

judicial involvement

Other

Source: Mail survey data

 

First ranked

13

10

Second ranked

11

10

Third ranked

4

20 The question asks respondents: If the board wants to initiate changes, what

are the biggest constraints it faces? Please rank the top three choices, with 1

being the first choice. Only 39 of the 61 boards responded to this question.

The limited data are reported because of the importance of the question and the

issues it affects.
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oppose their efforts or seek to amend their legislative bills; two indicated a

general lack of resources; one board said it faced no constraints; one cited

public apathy as a constraint; and one cited public comments as a barrier to

change initiatives.

When medical boards pursue change in state policy, they may work alone

or with different partners in their efforts. The survey asked respondents to

identify the top three approaches they use when wanting to initiate state policy

change (see Table 8). Working with an individual legislator to draft and

introduce legislation was the top strategy used by medical boards in their efforts

to change state policy. The second strategy used by boards was a tie between

consulting with the state medical society and consulting with the state health

department. These results also help shed some light on the constraints medical

boards face in initiating policy change. In both this question and the above

question, the results were similar. The legislature, the bureaucracy and

organized interests — especially the medical society -- are powerful players in

helping to create change or serving as a barrier against it.

This preliminary review of some of the data from the mail survey has

revealed some important patterns. Structurally, state medical boards feel

accountable to both the legislature and the executive branches of government.

Similarly, the boards’ activities are strongly influenced by state medical

societies. In the policy arena. state medical boards desire to be more pro active
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Table 8 - Perceptions about how Medical Boards Initiate Change”

Approaches to Change First ranked Second ranked Third ranked

Draft and introduce the 4 4 1

legislation

Draft and work with 5 5 4

legislative staff to

introduce the legislation

Draft and work with 10 5 6

individual legislators to

introduce the legislation

Consult the governor 1 4 5

Consult the state medical 8 8 8

society

Consult the state health 8 4 0

department

Consult with neighboring 0 4 3

state boards

Consult with national 0 0 1

medical society

Discuss with consultants 0 1 1

in the medical field

Other 2 2 3

Never initiate change 2 0 0

Source: Mail survey data

 

21 The question asks respondents: Which of the following approaches would it use, if

the board wants to initiate change in state policy? Please rank order the top three

choices, with 1 being the first choice. Only 40 of the 61 boards responded to this

question. But I am reporting the limited data because of the importance of the question

and the issues it affects.
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than they are on policy matters. Legislators, the bureaucracy, and limited staff

resources are identified as constraints on the policy'efforts of medical boards.

However, when boards do initiate policy change. they work closely with

individual legislators, state medical societies and state health departments.22

The relationships between state medical boards and these actors are very

important. I expect they will affect institutional structure issues as well as

activities and behaviors of medical boards in policy and non-policy realms. In

the next three chapters, I will examine some of these relationships in more

depth.

 

22 I am making an assumption about causal order with regard to the role of

state medical societies. I believe that medical associations exert their strongest

pressure during the period the legislature is enacting laws to create state

medical boards as state agencies. State medical societies are part of the

enabling coalition; they are among the prime movers in the politics of structural

choice (Moe 1990). While medical associations are powerful players and they

may affect medical board decisions and behaviors, due to casual order and the

need for model parsimony, medical societies are not included in the non-

programmed and programmed chapters of this paper. Similarly, state health

departments are not included in these chapters either due to concerns for model

parsimony. Also there is so much variation in state administrative structures,

many medical boards do not fall under the jurisdiction of a state health

department.
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5. Institutional Structure and Legislative and Interest Group Relationships

As state agencies, medical boards are conceived and created by

lawmakers and influential organized interests. How these organizations are

structured determines the type of relationships legislators and interested parties

will have with the agency in the future. Moreover, the agency’s structure affects

how it will pursue its mission and carry out its responsibilities within the state

bureaucracy. Clearly, matters of organizational form are crucial for a state

medical board.

This chapter will examine legislative and interest group involvement in

questions of organizational form. The research questions are: 1) what is the role

of the enabling coalition, measured by the strength of medical societies, in the

institutional design of state medical boards? and 2) what is the role of

institutional design in predicting legislative involvement in agency policy

activities?

Institutional Structure and Interest Group Relationships

The exact nature of an organization’s institutional form is a matter of

legislative choice with input from organized interests (Calvert, Moran and

Weingast 1988, Horn 1995, Moe 1989, 1990). State medical societies were the

force behind the creation of licensing boards (Ameringer 1999). As the enacting

coalition, organized medicine -- in conjunction with legislators - was

instrumental in determining institutional design.
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Organized medicine created a professional order to keep conflict private

and competition in check. It consisted of institutions that physicians established

to serve their interests - professional associations, medical boards, medical

schools and hospitals (Ameringer 1999). As Meier (1985) points out, “the initial

demand for regulation comes from the occupation” (177). The regulatory entity

is created, by the legislature, and made up of practitioners from the regulated

occupation. According to occupational members, the best judge on issues of

competence and professional conduct are one’s professional colleagues. The

laws often empowered the occupation to appoint or nominate the members to

serve on the respective professional boards. Thus, the occupation not only

demanded regulation but tried to select the regulators. In this manner, state

medical boards serve as the public arm of state medical societies; they act as

gatekeepers for the profession. “They licensed the qualified, banished the

unqualified, and shielded the profession from external revieW’ (Ameringer 1999,

14).

Today, medical societies are very influential in medical board activities.

They still serve as members on medical boards. Indeed, they make up the

majority of state medical board members. Moreover, state medical societies and

physicians also continue to play a role in selecting board members. State

medical societies are responsible for the nomination of potential medical board

members. They recommend physicians to governors for appointment to state

medical boards. Medical societies have continued interest in medical boards
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because these boards still hold the power to regulate, license and discipline

physicians. Ultimately, state medical boards deterrrline if and under what

circumstances physicians may continue to practice medicine.

It is to the medical society’s benefit to ensure the medical board is

autonomous. An autonomous agency is independent. It has the ability to

control more of its primary functions, make important regulatory decisions, and

allocate and spend its funds as it sees fit. Horn (1995) stipulates that agency

autonomy is based on three criteria: financing, employment conditions and

participation. An autonomous medical board is well protected from other

interested parties while still being strongly influenced by its physician board

members (Ameringer 1999). I expect the medical society to strongly influence

medical board activities.

H01: The stronger the medical society role in selecting medical

board members, the more autonomy the SMB will have.

Lobbying has changed dramatically in the past 30 years. Interest groups

are now vital forces in the political process. At the state level, they play a

prominent role in policy making (Thomas and Hrebenar 1990). In recent years,

organized interests have grown in number; the range of interests represented at

the federal and state level has expanded and the intensity with which lobbying

occurs has increased. State medical societies have changed too and

consequently so have their relationships to medical boards.

State medical societies are among the more powerful organized interests
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within states (Thomas and Hrebenar 1990). Indeed, physicians are consistently

ranked among the most influential interests in the fifty states. Between the late

19803 and the early 19903, the ranking of physicians and state medical

associations increased from eleventh to sixth overall across the states (Thomas

and Hrebenar 1995). That is, the effectiveness of medical associations has

grown relative to other organized interests in the past few years. I predict that

medical associations are more powerful relative to other state interest groups.

As a consequence, they have the ability to bring their power to bear on issues

that affect them. Because they are important players in state politics, medical

societies will try to ensure that medical boards are free of pressure from outside

interests while at the same time the boards are responsive to association

priorities.

H02: The stronger the medical society as an interest group

(relative to other interest groups in the state), the more

autonomy the SMB will have.

The Dependent Variables

The first research question deals with how organized interests affect

institutional structure. The dependent variable is state medical board autonomy.

It is measured using Horn’s (1995) three criteria for the institutional design of

autonomous agencies: financing, participation, and employment. I have

operationalized these institutional variables as: budget autonomy, public
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representation on the board and control over four employment conditions at

medical boards”. '

Horn argues that decisions about institutional structure are important in

determining the incentives facing administrators and therefore influence how

administrators exercise their discretion. An agency’s independence and

autonomy are affected by the extent of its budget autonomy, the type of outside

interests that may participate in its decisions, and the employment conditions

governing its administrators.

Budgetary autonomy influences agency decisions (Svorny and Toma

1998). The budget autonomy variable is an index. Taken from the 1995 - 1996

Exchange, published by the FSMB, budget autonomy is a three-item additive

index of whether a board develops its own budget, adopts its own budget, and

has a reserve fund. The variable is coded as dichotomous. If a board has none

or 1 of the powers, it is coded as 0; if the board has 2 or 3 of the powers, it is

 

23 In earlier tests, I also examined using a board activities scale to

measure agency autonomy. The board activities scale was an 11 item

additive index made up of activities within the authority or responsibility of

a medical boards. The eleven items are: adopt rules/regulations,

prepare/select exams, conduct exams, issue licenses, approve Iicensure

from other entities, evaluate applicant’s education, evaluate applicant’s

professional performance, set fees, investigate disciplinary matters, hear

disciplinary matters, and make disciplinary decisions. The data came

from 1995 - 1996, Exchange. In earlier tests, I ran the board activities

scale variable and found there was little difference between this variable

and the Horn autonomy variables. I decided to use the Horn variables as

they fit the theory better. Also it seemed better to consistently use the

Horn variable throughout these models as well as the models in the two

forthcoming empirical chapters.
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coded as 12“. The range is 0 to 1; the mean is .58 (see Table 9)”.

Public representation on medical boards may affect boards becoming

more involved in policy issues. Added public involvement, as Schattschneider

notes, expands the scope of conflict. While public members have not had an

impact on board policies and disciplinary functions (Graddy and Nichol 1989,

1990), public presence could be important when medical expertise is less

crucial. I examine Horn’s participation concept in terms of the percentage of

public board members on each SMB. Public representation on boards has

increased in recent years. It is one of the reforms introduced to make

occupational and professional boards more responsive to its clients. Taken from

the 1995 - 1996 Exchange, the variable has a range from .00 to .46 with a mean

of .2226 (see Table 9).

 

24 The three-item index was re-coded as a dichotomous variable because when.

it was graphed it demonstrated a curvilinear relationship.

25 I also considered operationalizing Horn’s financing concept as fee schedule.

Fee schedule measures a board’s ability to set it own fees and the extent of

legislative involvement in the fee setting process. Also taken from 1995 - 1996,

The Exchange, fee schedule is a five-item additive index measuring whether the

board’s fees are set by the board itself, the executive department or the

legislature. It also includes whether fees are set within guidelines provided by

the legislature and whether the legislature’s approval is required in the fee

setting process. The range is 1 to 3; the mean is 1.97. In earlier tests, I ran the

fee setting variable and found there was very little difference between this

variable and budget autonomy. I decided to use the budget autonomy variable

because it fits the theory better.

26 I also looked at operationalizing Horn’s participation variable as the interest

group role in the nomination process of board members. Taken from 1995 -

1996, The Exchange, this is a dichotomous variable coded 1 if the state medical

or osteopathic society is a source of potential nominees to the SMB. The range
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Table 9 - Institutional Structure and Legislative & Interest Group Relationships

Descriptive Statistics

Variables

1) Medical society strength

2) Medical society involved

in nomination

3) Budget autonomy

4) Employment conditions

5) "/0 Public members

6) DO board

7) Horn composite

8) Individual legislators’

influence

9) Legislative role in 4

policy areas

 

59

61

59

59

61

61

61

55

61

l

Range

-2.14- 1.17

1-5

0-4

Mean

.78

.49

.58

2.07

.22

.20

-.025

2.69

.64

Std. Deviation

.79

.50

.50

1.67

.10

.40

.73

1.14

1.03

is O to 1; the mean is .49. Tests revealed that this variable was very similar to

percentage of public members on a board. 80 I chose to use the public

members variable as it more closely related to Horn’s theory and is a recent

reform introduced on many boards.
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A civil service system will help the enacting legislature solve commitment

and agency problems (Horn 1995). With such a system in place, administrators

are more responsive to the interests represented at enactment (including the

legislature), likely to act independently, and more successful in limiting the

influence of the incumbent legislators. As a proxy for Horn’s employment

arrangements, an additive index was created to reflect the power of SMBs to

employ personnel. It is an index of four powers that boards may possess: power

to employ, power to set compensation, power to evaluate and the power to

discharge. The data source is the 1995 - 1996 Exchange. The employment

conditions variable range is O to 4 with a mean of 2.07 (see Table 9).

In order to more concisely capture the importance of an agency’s

autonomy, l have created a composite variable for agency autonomy. It is a

combination of the three Horn variables discussed above. Each of the three

Horn variables were standardized, then combined and the mean was taken to

create the new composite autonomy variable”. The variable range is -2.14 to

1.17 with a mean of -.025 (see Table 9).

The correlations among the three Horn variables varied. There is a

strong and positive correlation between budget and employment (see Table 10).

However, the relationships are not maintained among the preceding variables

 

27 The composite variable was created mainly for use as a dependent variable

in research question #1. Because autonomy is a concept made up of three

separate measures, I wanted to find a more tractable method to apply it in the

analyses.
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and public members. These relationships are very weak. The Horn composite,

not surprisingly, is strongly and positively correlated with all three of its

component parts.

The Independent Variables

Medical board autonomy can be explained by the role of the enabling

coalition as measured by the strength of medical societies. I am using two

dimensions from which to consider the societies’ strength. First, from the FSMB,

the data reflect whether the state medical society was involved in the nomination

process of board members. The variable is dichotomous; it is coded 1 if the

medical society was involved in the nomination process and 0 if it was not

involved in the board nomination process. The variable mean is .49 (see Table

9).

The second dimension from which to measure medical society strength is

interest group power relative to other interest groups in the states. For this

measure, I use the Hrebenar-Thomas (1990) study of interest group power. It

examines interest group power in the 50 states over the past two decades. The

study categorizes interest groups into two sections. The first cluster consists of

those groups that are consistently among the most influential interest groups in

the later half of the 1980s The second cluster includes those interest groups

that are rising but not among the first rank, those declining in power and those

that are active occasionally. The states where medical societies are listed as
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consistently influential are considered active; they are coded as 2. Those states

where the societies are rising, declining or occasionally active are coded as 1.

Societies that are not listed in either category are coded as 0. The variable

mean is .78 (see Table 9).

Theory indicates that the enabling coalition has a strong role in

institutional design. State medical societies were a leading voice when state

medical boards were created. Ideally, the strength of medical societies at the

time of enactment could be used to predict institutional structure of state medical

boards. However, these data is not available. For this reason, I am using the

strength of medical and interest groups from the Hrebenar-Thomas studies of

the 19805 in the empirical analyses. I am assuming that interest groups --

specifically state medical societies - play the same role over time. That is,

medical societies will continually try to influence the decisions and actions of

state agencies. While state agencies change and grow as the rules that govern

their activities evolve, the interest group role is Consistent throughout. State

medical societies want state medical boards to make decisions and take actions

that are helpful to association members. They try to influence how a state

medical board changes. One example is medical societies’ opposition to

increasing the number of public members on state medical boards. When the

medical societies realized the reforms were inevitable, they worked hard to

minimize the actual number of public members added to each board.

The control variable is the final variable. It differentiates between
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allopathic and osteopathic boards. Medical boards vary in terms of their size,

scope of responsibilities, the population they regulate and the political issues

with which they must grapple. The control variable28 will be coded as

dichotomous: 1 if it is a DO board. The variable mean is .20 (see Table 9).

The Analyses

In this section, I present the ordinary least squares and logit regression

results of the models. There are two different models. One is for both

osteopathic and allopathic boards and the other is for allopathic only boards.

The results for the combined model and the allopathic only model will be

presented as a series of separate models. I am using this method to isolate and

focus on the four different measures of agency autonomy. I am reporting

significance using one-tailed tests because I have directional hypotheses.

Medical Society Involvement in Selection

The first research question deals with the strength and influence of

medical societies. In this research question, the dependent variables are the

four measures of agency autonomy: budget, employment conditions, public

members and the standardized mean composite of the three Horn variables

 

28 In earlier tests, I also examined the level of a state bureaucracy’s

professionalism (Barrilleaux 1999). l analyzed professionalism as a control

variable and as an interaction term with employment conditions, budget

autonomy, individual legislators, the governor, the results of the 1994 election in

state houses, and legislators’ role across the four policy areas. Professionalism

was not relevant as a control variable nor in any interaction terms and thus is not

included in this analysis.
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(hereafter referred to as Horn composite). Ordinary least squares analysis was

performed on three of the variables; logit analysis’w‘as conducted on the budget

variable as it is dichotomous. The adjusted R square for the models, reported in

Tables 11 and 12, are quite low. There were no problems with heteroskatisicity

or multi-collinearity according to the diagnostic tests”.

In the first hypothesis, I focus on the role of the medical society in the

board member selection process. I predicted that the stronger the medical

society role in selecting medical board members, the more autonomy the state

medical board would have. Initial examination of the correlations indicate a

positive and significant relationship between appointment role of the medical

society and two of the autonomy variables (see Table 10). The OLS and logit

results support the hypothesis (see Tables 11 and 12). The medical society

involvement variable is significant across all four dependent variables.

Interestingly, the significance levels are higher for each of the individual

autonomy measures than for the Horn composite variable. The results for the

control variable (DO boards) are mixed. It was significant in the public members

and Horn composite models but not in the budget and employment conditions

models.

 

29 Scatter plot analysis of residuals against predicted values of Y indicate

minimal heteroskedasticity. The variance inflation factors (VlF) for the models

did not exceed a value of 1.
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In another test of this hypothesis, in the MD Only models, the

relationships among the variables are slightly different than others for the

combined models. This series of models analyzes only allopathic boards. There

are 47 cases in these analyses (see Table 12). Like the above combined

models, I am presenting these analyses as a series of separate models to allow

me to focus on Horn’s theories of agency autonomy. Diagnostic tests revealed

no problems with heteroskatisicity or multi-collinearity‘”.

In the MD only analyses, Hypothesis #1 is supported for three of the four

autonomy measures. Only the Horn composite variable is not significant.

Interestingly, the significance levels are lower in the MD only models. The

public members model is not in the direction predicted.

Overall-when examining both the combined and MD only models, the

models predicting autonomy are a very poor fit. The findings for the three

institutional variables are significant when considering medical society

involvement in the board member selection process. This implies that as a

medical society’s involvement in the member selection process increases, a

medical board’s autonomy also increases. The Horn composite variable was

significant in the combined allopathic and osteopathic model but not the

allopathic only model. The difference between the two models is the presence

of the control variable for osteopathic physicians. It is posSible that the DO

 

30 Scatter plot analysis of residuals against predicted values of Y indicate

minimal heteroskedasticity. The variance inflation factors (VlF) for the models

did not exceed a value of 1.
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board variable heightens a medical board’s autonomy.

Ml Society Influence

In the second hypothesis, I predicted that the stronger the medical society

is as an interest group, the more autonomy the state medical board would have.

At the correlation level, there are no significant relationships between the four

dependent variables and the independent variable (see Table 10). There is a

correlation between interest group influence and the control variable for

osteopathic boards. The OLS and logit results for the combined allopathic and

osteopathic model do not support the hypothesis (see Table 11). The variable

measuring interest group influence was not significant in any of the four models.

Thus it appears that medical society influence does not help predict board

autonomy. This contradicts federal studies that have found that interest groups

take an active role in influencing an organization’s autonomy (Moe 1989, 1990).

The results for the osteopathic control variable, as before, are mixed. The

results for Hypothesis #2 are mixed in the MD only models (see Table 12). In

the employment conditions and Horn composite models, interest group influence

is significant.

DLBoards

The control variable for osteopathic board was significant in two of the

four models. The coefficient was highly significant in the public members model.

It was also significant in the Horn composite model. Based on these findings it is

difficult to make many conclusions about the control variable. After examining
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the results for the next research question, more conclusion can be made about

the osteopathic board variable.

Overall the findings for the first research question are mixed. Analysis

revealed the expected results for the role of the medical society in the selection

process for medical board appointments. The results for the influence of

medical societies were not as predicted. Findings for the control variable are

mixed. The coefficient was significant in half of the models analyzed.

One explanation for the disappointing results, with regard to the medical

society influence measure, may have to do with the coding method used by

Thomas - Hrebenar. They separate the interest groups into two clusters: those

groups that are consistently active and those groups that are rising, declining

and or occasionally active. The second cluster contains groups with widely

varying levels of influence. There are important differences among groups that

are rising, declining and only occasionally active. Yet, these differences are not

captured by the coding. This second cluster accounts for one third (33%) of the

data in the coefficient. It is a lot of data to lose due to unclear coding. It may

account for some of the unpredicted findings.

Institutional Structure and Legislative Involvement

The second research question examines the effect of institutional design

on legislative involvement in board policy activities. Most scholars who have

studied the role of legislators in state agency decision making (Bowling and
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Wright 1998, Brudney and Hebert 1987, Miller 1987, Wright and Cho 1998)

found that legislators were identified as very influential in the policy decisions of

bureaucracies. Does the level of an agency’s autonomy predict legislative

involvement? Are legislators less likely to become involved with autonomous

organizations?

McCubbins ( 1985) found that health and environmental regulatory

agencies are delegated a greater scope of authority from the legislature than

economic regulatory agencies. Moreover, social regulatory entities are subject

to more procedural requirements for decision making from the legislature. An

organization such as a state medical board will have more autonomy but will

need to hold more public hearings and comment periods, have its decision

making more open to outside parties, be open to more judicial review and

require more strenuous burdens of proof and standards of evidence (in

disciplinary and Iicensure matters). Along with greater delegation of authority,

the legislature institutes stricter oversight provisions to constrain the

bureaucracy (McCubbins 1985).

An autonomous 'state medical board is independent. It has the ability to

control more of its primary functions, make important regulatory decisions, and

allocate and spend its funds as it sees fit. At its creation, a medical board is

granted more autonomy as a consequence the legislature and individual

legislators are less involved in its day-to—day, regulatory and policy activities. In

these hypotheses, I expect there to be an inverse relationship between
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autonomy and legislative interests. I anticipate that less individual and

legislative involvement to be determined by greater financial autonomy, more

public members on the medical board and greater control over employment

conditions.

H03: The greater the autonomy of the SMB, the less extensive

legislative involvement in SMB activities.

The Dependent Variables

The model for the second research uses legislative involvement as the

dependent variable. Teske (1990) among others found that legislators influence

regulatory policy. The two measures for legislative involvement are individual

legislators’ interest and the legislative role in four specific policy activities.

While the mail survey asked about perceived influence of many actors other

than legislators, because of the theory cited and concerns for parsimony I did

not test for the effects of these other actors on the autonomy measures.

The first dependent variable measure examines the influence of individual

legislators in the activities of the medical board. Taken from the mail survey, the

question asks respondents how they would assess the influence of individual

legislators in the overall activities of the medical board. The variable range is 1

to 5 with 1 = no influence and 5 = great influence. The mean is 2.69 (see Table

9). The second measure, legislative role in four policy activities, is constructed

through an additive index of variables. Also from the mail survey, the question

asks respondents if legislators played a role in the board’s actions regarding four
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specific policy areas. The variable range is 0 to 4; the mean is .64 (see Table

9).

The Independent Variables

For the second research question the independent variable is the

institutional design issue of medical board autonomy. As discussed earlier, it is

taken from Horn (1995). It consists of three separate variable concepts: budget

autonomy, public member representation and a board’s employment conditions.

The Horn composite variable is also analyzed. The descriptive information on

these variables is listed above and in Table 9. The control variable for

osteopathic medical boards is used in these models too.

The Analyses

In this section, I present the ordinary least squares and logit regression

results of the models. As above, there are two different models; one is for both

osteopathic and allopathic boards and the other is for allopathic only boards.

The results for each model will be presented as a series of separately to isolate

and focus on the four different measures of agency autonomy. Significance is

reported with one-tailed tests because I have directional hypotheses.

Predicting Legislative Involvement

In this research question, I examine legislative relationships with state

medical boards. The dependent variable in these analyses is legislative
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involvement. It is measured in two separate ways. First, I examine the influence

of individual legislators on medical board actions. Second, I consider the

legislative role across the four policy areas. The two dependent variable

measures are positively related at .19 - a fairly weak relationship (see Table

13).

The third hypothesis considers how autonomy affects legislative

involvement. Ordinary least squares analysis31 was performed on the four

agency autonomy measures. The independent variables are the three autonomy

measures and the Horn composite. At the correlation level, there are no

significant relationships between the independent and dependent variables (see

Table 13). The adjusted R square for the models, reported in Tables 14, 15, 16,

and 17, are extremely low. There were no problems with heteroskatisicity or

multi-collinearity according to the diagnostic tests”.

A. Individual Legislators. The combined allopathic and osteopathic OLS

models are presented in Table 14. These models predict individual legislators’

influence with the three autonomy measures and the composite measure.

Models A - C include one of the three autonomy measures and the control

 

31 In a previous paper, a Guttman scale was used. The results were

similar, so I opted to use OLS analysis here.

32 Scatter plot analysis of residuals against predicted values of Y indicate

minimal heteroskedasticity. The variance inflation factors (VlF) for the models

did not exceed a value of 1.
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variable. Model D contains all three autonomy measures and Model E contains

only the composite variable. None of the three measures for autonomy nor the

Horn composite measure are significant. Only the control variable is significant

at the .10 level in two of the models. In another test of this hypothesis, in the

medical board only models, the results are similarly disappointing (see Table

15).

8. Legislative Role Across the 4 Policy Areas. In this analysis of the

second research question, the dependent variable is the legislative role in the

four policy areas. Like the proceeding models, diagnostic tests indicate no

problems with heteroskatisicty or multi-collinearity”. Results for these analyses

are reported in Tables 16 and 17.

Correlation analysis shows there are no significant relationships between

the dependent and independent variables. Only the control variable for

osteopathic boards is significant. Similarly, none of the autonomy variables are

in the expected direction. As legislative role in the four policy areas increases, a

state medical board’s autonomy also increases but since the coefficients are

insignificant, little can be made of these findings.

In hypothesis #3, for the combined allopathic and osteopathic OLS model,

the agency autonomy variable, public members coefficient is positive and

significant at the .05 level (see Model C on Table 16). Indeed, the public

 

33 Scatter plot analysis of residuals against predicted values of Y indicate

minimal heteroskedasticity. The variance inflation factors (VIP) for the models

did not exceed a value of 1.
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members variable is significant alone as well as when all three agency autonomy

parts of variables are analyzed together in Model D. The Horn composite

measure is also significant and positive at the .10 level. The budget and

employment conditions measures are not significant. It should be noted that

none of the autonomy variables are in the direction predicted. I predicted an

inverse relationship between legislative involvement and agency autonomy.

Instead, the analysis fails to reject the null hypothesis of no effect in the

hypothesized direction. In all five models, the control variable for osteopathic

boards is negative and significant.

In another test for hypothesis #3, in the allopathic only models, the

patterns seen in the combined models above continue (see Table 17). The

public members variable continues to be significant in Models C and D at the .01

level. Additionally, the Horn composite variable is also significant at the .05

level.

The models for- the second research question are an even poorer fit than

those for the first research question. The level of agency autonomy does not

appear to strongly affect the extent of legislative involvement with a state

medical board. Only public membership and the Horn composite affect

legislative involvement measured as legislative role across the four policy areas.

However, neither coefficient is in the predicted direction. None of the three

measures of autonomy - budget autonomy, employment conditions, and public

members — affect the influence of individual legislators on medical board actions.
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The Impact of the Enabling Coalition and Institutional Design

These models have examined institutional structure, legislative

involvement and interest group relationships. The findings have been mixed.

For the first research question, examining issues of autonomy, the results

support a medical board’s increasing autonomy when the medical society is

involved in selecting its board members. However, the results for the influence of

medical societies as interest groups proved to be disappointing. In the second

research question, examining legislative involvement, few of the independent

variables are significant. Only public membership and the Horn composite are

significant when considered with the legislative role across the four policy areas.

Unfortunately, these relationships are not in the predicted direction.

Findings indicate that the greater the public membership on a medical

board, the less extensive legislative involvement in board actions. In this case, it

appears public members serve as a proxy for lawmakers. A board with more

public members has more autonomy and receives less interference from

legislators. Increased public representation on professional boards has been

one of the reforms instituted by lawmakers to make boards more accountable for

their actions and open board processes to public scrutiny. The findings support

the idea that with more public members, lawmakers are less involved in board

actions.

In summary, the findings for the Horn composite coefficient are more

difficult to understand. Like the public member variable, it was also significant in
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both the combined and MD only models where legislative involvement was

measured as legislative role in the four policy areas. Like public members, the

Horn composite was also not in the predicted direction in either model. So the

question remains, why was the Horn composite significant while the other

autonomy variables were not? Most especially, why wasn’t the model with all

three autonomy variables significant while the Horn composite model was

significant? The difference between the Horn composite model and the model

with all three autonomy variables is that Horn composite coefficient had been

standardized. That is, it was created by taking each of the three autonomy

variables, standardizing, combining and taking the mean. It is possible that

because the composite weights each individual autonomy measure, that this

more accurately reflects the true nature of the variables. When all three

autonomy variables are in a model, one may interact with another and throw off

the measure.

Another way to explain the meaning of the Horn composite is to look back

at the variables in the individual legislators’ influence models. While none of the

coefficients are significant in these models, all the autonomy variables are in the

predicted direction except public members and the Horn composite in the MD

only model. If one dismisses the result from the MD only model due to the small

n, one is left with the public members variable as an anomaly. Perhaps, the

significant findings for the Horn composite coefficient - in the legislative role in

the four policy areas models — are also an anomaly. That is, when considering
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the contradictory results for the Horn coefficient it may be due to measurement

error. As noted above, operationalizing Horn’s concepts was difficult; I may not

have found valid measures.

DO Boards

The control variable for osteopathic board was significant in two of the

five models (see Table 14). This is a similar pattern seen in the agency

autonomy models. The osteopathic board variable was significant in the budget

model (Model A) and in the model with the three Horn coefficients (Model D).

Based on these findings it appears that osteopathic and allopathic boards are

very different entities. The relationships osteopathic board have with the

legislature and interest groups are unlike those of their allopathic counterparts.

One reason for this might be that DO boards have lower profiles than medical

boards. There are far fewer osteopathic physicians practicing medicine than

allopathic physicians. Also, osteopaths are not as politically powerful as

allopathic physicians as a consequence they hold less sway with politicians. It is

possible osteopaths have been more successful in establishing their own

autonomy and they are less salient medical practitioners than their allopathic

colleagues. Case study interviews support the idea that, in general, osteopaths

go about their business quietly and are less contentious than their allopathic

counterparts.
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A Closer Look at the States: Medical Society Strength and Influence

One finding of the preceding empirical analysis is the positive effect that

medical society strength (as measured by role in selecting board members) has

on a board’s autonomy. Conversely, the influence of medical societies does not

appear to affect the autonomy of state medical boards. In this section, I will

more closely examine the relationship between medical boards and medical

societies. Specifically, I will consider the question: how does the strength and

influence of medical societies affect medical board behavior?

Medical Society Strength

According to case study interviews, a primary relationship for medical

boards is with their state medical association. As representatives of the

professions, medical societies have a great deal of influence with physicians.

Additionally, medical societies are among the most influential interest groups

within states. Doctors are powerful and effective lobbyists in the statehouse.

Their power is based on their financial contributions as well as their ability to

mobilize and bring their power to bear on their elected representatives. The

medical society’s support or opposition on an issue can determine its fate in

many state houses. For this reason, a medical board can benefit from a strong

professional relationship with the medical society in its state.

Medical board members are usually elected or appointed by the governor.

In all four study states, board members are appointed by the governor (see

Table 18). However, the four study states vary in where the nominations for
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Table 18 - Medical Board Appointment, Nomination and Membership

Governor

Appointed

Nomination

Total

Members

MD

Members

DO

Members

Public

Members

Other Health

Professional

Length of

Terms

Consecutive

Terms

Officers

Selected

Colorado

yes

from any

individual or

organization

11

4 yrs.

no limit

Biennially,

elected

Case Study Overview

Maryland

yes

15

11

4 yrs.

Governor

appointed

chair every

4 yrs,

others as

needed,

elected.

Michigan

yes

from various

professional

groups

14

10

4 yrs.

Annually,

elected

Oregon

yes

from state

MD or DO

society

11

4 yrs.

Annually,

elected

" In Maryland medical board nominations occur as follows: 11 physicians are nominated

from lists compiled by the state medical society via a balloting process that provides all

licensed physicians an equal vote; 3 public members of whom 2 are appointed with

advice and consent of Senate; plus 1 risk manager from state hospital association.

Source: Federation of State Medical Boards, 1995 - 1996 Exchange, 1995.

110



board membership originate. In Colorado, nominations may come from any

individual or organization. Maryland has a more complex process. Eleven

physicians are chosen from lists compiled by the state medical society via a

balloting process that provides all licensed physicians an equal vote; three

public members are appointed two of which must receive Senate consent; and

one risk manager from the state hospital association. Michigan’s board

members are nominated from various professional organizations, including the

state medical and osteopathic associations as well as specialty groups such as

radiologists, anesthesiologists, family practice physicians, and internists among

others. In Oregon, board members are nominated from the state medical and

osteopathic society.

The influence of state medical associations on medical boards actions

can be great. There is a natural tension in the relationship between the two

groups. The medical association represents the profession and protects

physicians; the medical board represents and protects the public and regulates

physicians. Among the four study states, survey respondents indicated medical

society influence was moderate to high (see Table 19). Two state boards

reported medical society influence as 4 and two boards reported it as 3. From

this data, it appears that medical societies have the ability to influence medical

board activities.

The strength of medical societies and the extent of their influence can be

seen in their relationships state medical boards. Among the four case study
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Table 19 - Case Study Overview Medical Society Strength and Influence:

Distribution of Responses

 

 

     
 

 

 

 

   
 
 

 

 

    
 

 

 

     

1=No 2 3 5=Gmm

Influence Influence

Medical Society 2

Influence1

Yes No

Medical Society as Constraint to Policy , 1 3

Changes‘

Consult State Medical Society to Initiate Policy 2 2

: Change ‘

Rising, Declining or

Not In Either Occasionally Active Most Influential

Interest Group 1 2 1

Influence2

No One Two Three All Four

Policy Policy Policy Policy Policy

Areas Area Areas Areas Areas

Interest Group Interest 1 2 1

in Policy Area1  
 

1Source: Mail survey. Since respondents were assured anonymity in the survey, the

states are not identified in this table.

2Source: Thomas-Hrebenar (1990) study.
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states, relations with the state medical association varied. Most tend to ebb and

flow. In Oregon, the medical association had been a key ally for the medical

board initiating the revision of the Medical Practice Act granting the board more

authority. However, relations soured when the “board took strong action on a

number of disciplinary matters." Since then the association has pulled away

from the medical board and the board’s success at the state capital has

dramatically decreased. -

The Maryland medical board and medical association are closely

intertwined. This is because the association functions as the peer review

organization (PRO)34 for the board. With the medical society making disciplinary

decisions for the medical board, the lines between the two entities blur. It

becomes difficult to distinguish between the regulator and the regulated.

Recently, the relationship has come under scrutiny. According to a respondent,

a state Senator held a hearing where “the executive director of the medical

board and the Secretary of Health and Mental Hygiene were beat up due to the

medical society being the PRO in Maryland. He thought that was ludicrous.”

Interestingly, the legislature enacted the law making the medical association the

PRO, thus the concerned Senator has the power to change it. Until changes are

 

34 A peer review organization (PRO) functions to review standards of medical

care and allegations of overcharging. The PRO investigates the charges,

makes recommendations and reports back to the medical board with its

conclusions. By law, the PRO has 90 days to report its findings after receiving a

referral. A PRO is important because it makes disciplinary decisions for the

medical board.
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made, the medical association’s influence in medical board activities remains

especially strong.

Colorado’s board has the best relationship with its medical society of any

of the other study states. A member of one organization indicated “the two

groups work together to address difficult issues. They ask frank questions of one

another and get honest answers.” Moreover, the staffs are in regular contact

and serve as resources for each other according to observers. In 1994, the

medical association decided to use some of its influence and strength to revise

the state’s Medical Practice Act. It sponsored a legislative initiative to create a

task force made up from its member, medical board staff, physicians, and

hospital and industry representatives. An interviewee recalled,

The group began working together to completely rewrite the state’s

medical practice act. A task force was set up and participants literally

went through line-by-Iine and rewrote the act. It took almost two full years

before the task force had a final report. It was sold to the medical

association as the best thing for medicine even though it did contain a lot

of things they would not like.

Michigan provides an example of the enormous influence medical

societies have on medical board actions. In 1999, the Michigan medical board

was grappling with an administrative rule change. The rule change would allow

physicians to delegate independent prescription authority to their advance nurse

practitioners and physician assistants. The rule change was very controversial

and had already failed twice in the legislature, due largely to opposition by the

state medical society and its physicians members. The bill’s Senate sponsor,
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still committed to the idea, recommended an administrative change through the

rules process.

Over the course of one year, the medical board voted on the rule three

different times, reversing itself with each subsequent vote. Medical board

members were subject to a tremendous lobbying effort coordinated by the

medical society. An observer recalled, “the medical society pulled out all the

stops with publicity. Physicians on the board were lobbied intensely by their

peers.” Board members told stories of the pressure they faced with calls from

colleagues. According to a well-placed official, “the third vote was driven by

MSMS [Michigan State Medical Society]; physicians on the medical board

desired to please them.” The second vote had passed the rule change.

However, physician board members were inundated with calls from outraged

colleagues; they requested a third vote to rehear it again. One observer noted,

"members were told a third vote would not carry any weight. The rule had

already passed and the Governor was set to sign it. Their vote would not. affect

the final outcome.”

Medical society strength may encourage. board actions in some areas -

as seen in the Michigan example above - but as important is the society’s ability

to discourage board action. Mail survey data indicates that one of the four

medical boards identified its state medical association as a constraint on its

actions (see Table 19). Indeed, one of the case study states indicated that the

medical society functioned to dampen its efforts to change state health policy.
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One way a medical board may try to circumvent medical society

opposition is to solicit society input on policy matters. By consulting with the

medical association before it seeks to initiate policy change, a medical board

alerts the association of its intentions and invites their opinions on the matter.

Findings from the mail survey reveal that state medical boards do actually

consult with their medical associations as they attempt to change state health

policy (see Table 19). Two of the four study states confer with the medical

society on policy issues. In effect the state medical boards coopts the medical

association and thereby sidesteps their potential opposition. Moreover, because

of the strength and influence of the medical association, the medical board can

help itself by seeking the support and advise of the society as it pursues its

policy change agenda.

Medical societies and medical boards work together on a regular basis.

Due to the associations’ strength and ability to mobilize their physician members,

medical societies have the ability to affect medical board activities. They may

encourage change and reform or may act as a barrier against it. In the words of

one respondent, "in some ways, the job of the medical board is to keep the

medical association happy.”

Medical Society Influence

State medical associations are among the most powerful interest groups

at their legislatures. Since 1980, physicians and state medical associations

have been among the top ten most powerful organizations in statehouses
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(Thomas and Hrebenar 1999). In 1998, state medical associations were ranked

as “most effective in 18 states and somewhat effective in 13 states” (Thomas

and Hrebenar 1999). The strength of medical societies can be quite formidable.

Among the four case study states, one state is ranked as having the strongest

medical society (see Table 19). In two of the case study states, the medical

associations are ranked as moderately powerful while in the final study state, the

medical association was not ranked in either group.

Colorado offers an example of an influential medical society, working

effectively with its medical board, to bring an issue to lawmakers. It was the

medical society that was a primary mover behind a recent telemedicine bill.

Telemedicine has been a difficult policy issue in Colorado. Over four years, the

medical board tried to get some version of a telemedicine bill through the

legislature. It faced opposition from the professions and organized health

interests. Only after the board worked out a compromise with the medical

society, did the association take the issue on as its own. A state official

remembers, “they convinced a strong, well-respected moderate Republican

representative to sponSor the bill, carry it through the committee and work for it

on the floor.” Moreover, according to another observer, “the medical society

worked hard with hospitals, the insurance industry, and radiologists to overcome

their opposition to the legislation.” The telemedicine bill become law at the end

of session in 1998.

Other examples of the influence of state medical societies are seen in the
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additional case study states. In Maryland, opposition by the state medical

association effectively doomed a physician profiling effort by the medical board.

Even with the support of the Senate President, Secretary of the Department of

Health and Mental Hygiene (a physician), and the Senate Finance Chairman, the

controversial bill died. An Annapolis observer noted, “the medical society came

out against the effort and made so much noise that the medical board stepped

back from its efforts.” When asked to evaluate the bill’s demise, a respondent

commented, “ultimately the board needs medical society support for what they

decide to do. It is very important. The medical society has that much influence.”

In Oregon, the medical board must work with the medical society to get its

legislative priorities passed in Salem. A respondent noted, “when the board

wants something they look to the association as an ally to change law.” Another

state official concurred, saying “I get the sense that the medical association does

things for the board that the board cannot do themselves.”

This was the case on a recent pain management bill. For two years the

board and society disagreed on the issue; they could not reach a compromise.

A bill died in the legislature because, according to an observer, “the Speaker

was responding to medical association pressure. The medical society is very

powerful in Oregon.” Another state official concurred, saying “the pain

management bill failed in the House; the medical association opposed it.” After

the initial failure, the medical board developed a bill that was more acceptable to

the society. It passed the following year “because the medical association did
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not oppose or support it.” In Oregon, according to a long time statehouse

observer, “The medical association is the driving force. The board realizes, on

most policy issues with heavy political outlay, the association will drive it one

way or another. In this state, the perspective of medicine is articulated by the

state medical association.” Similar comments by other respondents included,

“The medical association pulls all the strings in Oregon, the board is not allowed

out there really” and “The association really carries health policy here in

Oregon.” To be effective and obtain policy change, the medical board must work

with the medical association. The association is powerful and influential enough

to ensure failure or passage of health policy bills in Oregon.

The Michigan State Medical Society (MSMS) was a key player in

defeating a bill granting independent prescription authority. In two separate

legislative sessions, a senior, high-ranking, and well-respected Republican

Senator attempted to pass a bill extending prescription authority to advance

practitioner nurses and physician assistants. The Senate sponsor, a physician,

was so well thought of by organized interests and his peers, “no one ever

doubted he’d get the votes.” Yet, even his sponsorship and shepherding of the

bill was not enough to secure its passage.

The bill started out as a simple five word change to the existing statute. It

grew to become eight pages as health profession groups, mostly the state

medical society, weighed in with their own ideas. An initial supporter of the bill

said,
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The medical society instituted a huge grass root lobbying effort. They got

the docs across the state all riled up. Legislators were slammed with calls

from constituents. Lots of docs even came to the Capitol to talk with their

representatives. They also orchestrated a letter writing campaign. The

medical society and its members came down for the hearing and testified

against the bill. The Senator had lots of support initially, but it all fell

away once the society members started calling. It was gone overnight. It

was a huge victory for them.

Under these circumstances, the legislation failed. One observer opined “the

medical society did all they could to destroy it.” The medical society appeared to

have dodged a bullet. However, as noted above, later that year the Senate

sponsor suggested the medical board use the rules process to pursue an

administrative change.

These examples demonstrate the enormous influence of medical

associations. They illustrate that medical societies are rational actors, pursuing

areas that provide direct benefits to their members. Medical societies involve

themselves in policy areas of interest to them; they weigh in with their opinions

and seek to influence the policy discussion. Data from the mail survey further

elaborates this point (see Table 19). Medical board executives were asked to

identify whether interest group interest played a role in the board’s actions in the

four policy areas. One case study state executive responded that interest

groups were prominent in its action in three policy areas; in two other case study

states officials indicated the interest groups influenced their actions in two policy

areas; and the final state representative responded that interest groups did not

play a role in any of its actions. These findings confirm that medical society
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influence affects board behavior. In these instances, medical society influence

causes medical boards to pursue action in certain policy areas.

The case study findings are somewhat different than the empirical

findings earlier in the chapter. The data from the study states support the initial

hypotheses about the strength and influence of medical societies on medical

board actions. Medical societies have a strong role in selecting medical board

members and have the ability to affect board behavior. Medical associations

have enough p0wer that they may act as a barrier for board initiatives, can serve

as collaborators on disciplinary and administrative matters, and pressure boards

to reverse themselves on rule changes. The influence of medical associations in

the legislative arena affects state health policy and the actions of medical

boards. Medical societies have the ability to initiate or change state health

policy as well as stymie policies they oppose.

Ultimately, the case studies demonstrate that medical society strength

and influence cause behavioral changes in medical boards. In some cases,

boards anticipate society opposition and seek their input on policy matters; in

other instances boards reach compromises with associations to achieve their

goals; and in some circumstances boards lose in their initial attempts, regroup

and negotiate for a middle ground. In rare examples, medical boards receive

protection from other state entities — such as the governor or a cabinet

department — in their reform efforts. However medical boards pursue their

mission and exercise their mandate, they rely heavily on the patronage of
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medical societies. Medical associations offer strength, status, and influence that

medical boards do not possess and these qualities pave the way for success in

the political and legislative arenas.

Conclusion

This chapter has examined institutional structure and legislative and

interest group relationships. Specifically, I have considered two issues. First, I

have analyzed the effect of medical societies on the autonomy of state medical

boards. Second, I have assessed the effect of autonomy on legislative

involvement in medical board actions.

Empirical results are mixed. The OLS and logit findings support the

notion that a medical society’s role in selecting board members increases the

board’s autonomy. Clearly, appointment power is important in predicting medical

board autonomy. However, the quantitative data do not support the hypothesis

that the stronger the medical society is as an interest group in the state, the

more autonomous the medical board will be. The case study data with respect

to the role of the medical societies give credence to the two hypotheses. The

data from the study states indicate that both the influence and strength medical

societies are important in determining medical board actions. The quantitative

findings with regard to autonomy are somewhat unclear. Two of the measures

were significant but the relationships were not in the expected direction.
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The case study findings highlight some of the shortcomings of the

empirical analysis. They demonstrate that medical societies are still among the

most powerful and persuasive interest groups at the state legislature; medical

interest groups can definitely get things done. If medical boards have medical

associations as patrons this helps their cause. Clearly, medical boards are

involved in some high profile health issues and can receive help from medical

associations.

The case study data also has underscored the nature of relationships

between medical boards and medical associations. That is, these relationships

are constantly changing. As different issues move onto the political agenda and

become more salient and prominent, there is push and pull between these two

groups. In some instances, the medical society will support and work with the

medical board, in other cases the two entities will disagree and in some cases

the group are able to find a middle ground. The empirical data does not capture

the ebb and flow of the relationships between medical boards and medical

associations.

The different results between the case studies and the empirical data may

be caused by a variety of methodological factors. First, measurement error may

be present. Operationalizing Horn’s theory on the determinants of agency

autonomy has been challenging. While I did try to operationalize each variable

more than one way, these other measures were no more significant in the

regressions than the variables in the final models. There are many different
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ways to operationalize Horn’s concept. Finding an accurate one is quite difficult.

A second reason for the difference between the empirical results and the

case studies may be the nature of the study. This is a small n study with only 62

total cases. Due to missing variables, the total n for the full models ranged from

42 to 61. These models do not offer a lot of cases from which to draw results.

However, most models are close to the population of the study.

Finally, there is the possibility that Horn’s theory is incorrect. His

explanation for bureaucratic autonomy may not translate to empirical work.

Stipulating that autonomy is determined by employment conditions, financing

arrangements and level of participation may be false. There is a lot less

variation of employment conditions among bureaucratic workers given civil

service protection. Regardless of level of financial autonomy, the legislature and

chief executive may insert themselves into a medical board’s financial matters.

Public members on medical boards are reported to defer to physician members

especially on more technical issues around quality care and procedures. All

this is to say that Horn’s criteria for autonomy may be wrong.

In the following Chapters, I will more closely scrutinize the actions and

behaviors of medical boards. I will examine the non-programmed policy

decisions and programmed routine behaviors of medical boards. Among the

potential causes of medical board actions are institutional factors, political

involvement and exogenous changes.
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6. Medical Board Behavior in “Non-Programmed” Policy Decisions

For years, state medical boards remained largely out of public view,

quietly licensing physicians and occasionally sanctioning them as well. In recent

years, however, a number of these boards have become policy active -

expanding their scope of regulation, using technology to provide timely

information to the public, and even firing their executive directors with

increasingly regularity. This chapter explores why these boards have changed,

drawing from theory and empirical work in federal regulatory agencies to

hypothesize that autonomy, relationship with the legislature, a shifting legislative

coalition, new entrants and level of gubernatorial influence have forced agencies

to become policy active in new non-programmed areas including initiating

legislation, holding hearings and increasing their overall visibility. The research

question for this chapter is: What factors influence a state medical board’s non-

programmed policy decisions and behavior? I will examine three key factors:

institutional autonomy, political involvement, and exogenous changes in the

state environment.

The Hypotheses

Horn (1995) argues that agency autonomy is based on three criteria:

financing, participation and employment arrangements. Decisions in these

areas play a part in determining the incentives facing administrators and

therefore influence how administrators exercise their discretion. That is, the
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extent of an agency’s budget autonomy, the type of outside interests that may

participate in an agency’s decisions, and the rules governing employment

conditions for agency administrators all define an agency’s independence and

autonomy. These factors in turn will affect a medical board’s non-programmed

decisions and policy behavior.

I predict that there is a negative relationship between autonomy and non-

programmed decisions. That is, the more autonomous the medical board, the

less policy scope and depth will be seen in medical board activities. State

medical boards are staffed by bureaucrats who ideally are committed to carrying

out the precise mission of the board. A medical board’s first responsibility is to

regulate physicians via Iicensure and discipline to ensure public safety. Policy

issues are secondary. In many cases, board officials view policy matters as

disruptive or intrusive to a board’s primary function and its regular activities.

H04: The greater the autonomy of the SMB, the less policy scope

and depth in medical board activities.

I anticipate the legislature will be interested in the non-programmed, non-

routine policy activities of medical boards. Frequently, these are controversial

and contentious issues with broad ramifications for citizens.

With the legislature more involved in medical board activities, the process

is also more open to other actors. This expands Schattschneider’s political

scope of conflict. Through contact with legislators many other interests are able

to make themselves heard on medical board matters. These groups are
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interested in medical board issues; they may include hospitals, insurance

companies, and other health professionals such as nurses and medical

specialists. When legislators become more involved with medical boards, these

other groups gain indirectly access to medical board issues as well.

On the other hand, Moe (1989) writes, “the more control legislators are

able to exercise, the more groups will depend on them to get what they want...“

(278). Under such circumstances, the regulated interests (e.g., medical

professionals), can work with lawmakers to have an opportunity to influence the

non-programmed policy choices of medical boards. A medical board’s non-

programmed activities present an opening for professional interests to exert their

influence behind the scenes over policy issues that are salient to them. Such

actions do not involve conflict, provide direct payoffs, and generate political

benefits for organized medicine. As a consequence, it can be considered an

example of client politics.

H05: The more the legislature is involved with the SMB, the more

policy scope and depth in medical board activities.

The concept of legislative involvement will be measured in two ways. I expect

there will be a greater legislative role in the four policy areas and more influence

by individual legislators. That is, as legislative role in the policy areas

increases, policy scope and depth will increase; and as the influence of

individual legislators increases, policy scope and depth will increase. These are

mutually reinforcing relationships.
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Moe (1985), Weingast and Moran (1983) and others have shown that

regulatory activity does not occur in a vacuum. Legislators can be galvanized to

action from changes in the political coalition or the private sector. With changes

in political leadership, different political parties and legislators control

committees. The consequence for policy decisions can be dramatic (Calvert,

Moran and Weingast 1988). I predict that the greater the leadership changes in

the legislature, the more a board will become active in non-programmed areas.

HOS: The greater the leadership change in the state legislature, the

more policy scope and depth in medical board activities.

I expect leadership changes in either legislative chamber to give rise to more

policy scope and depth in medical board activities.

Along with changes in political leadership, a change in the environment

that a regulatory agency operates may affect how it considers its policy

decisions (Hammond and Knott 1988, Noll and Owen 1983). This is another

instance of Schattschneider’s expanded scope of conflict. For state medical

boards and other in the health care system, an important change has been the

rapid development and spread of the managed care industry throughout the

country. With the growing presence of managed care, questions of

accountability, access, cost and quality of care have emerged. Medical boards

are involved in these issues because they license, regulate and discipline

physicians. The increased presence of managed care in a community may

certainly affect medical board policy decisions. For example, with the finding by
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the state supreme court of Arizona (mentioned in Chapter 3) that the medical

director of the state Blue Cross Blue Shield was an employee who practiced

medicine, state medical boards across the country must make policy decisions

on how to proceed. I anticipate that external pressure from managed care will

manifest itself in two different ways. First, there could be a direct effect of the

events on .the medical boards and their consequential policy decisions. Second,

the external pressure may affect state legislators who in turn would encourage

policy change to medical boards.

H07: The greater the managed care penetration in the state, the more

policy scope and depth in medical board activities.

I anticipate that the larger the percentage of a state’s population enrolled in managed

care systems, the more policy scope and depth in board activities.

The power of the executive to influence the actions of agencies has been

widely examined (Bowling and Wright 1998, Brudney and Hebert 1987, Hebert,

Brudney and Wright 1983, Miller 1987, Moe 1982, Wright and Cho 1998).. Whether it

occurs at the federal or state level, the chief executive affects the policy actions of its

regulatory agent. A state executive is more likely to be involved in agency matters if

the policy area is salient or the issue is high-profile. In such cases, I predict that

gubernatorial involvement will positively affect a board’s non-programmed decisions

and behavior. In this model (and the one in the following chapter), governor’s role is

assumed to be endogenous.
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H08: The more the governor is involved with the SMB, the more

policy scope and depth in medical board activities.

The Dependent Variable

The model for this chapter uses the concept of non-programmed policy activism

as the dependent variable. Policy activism is operationalized in two ways: as a

medical board’s policy scope and policy depth. Both dependent variables are

constructed as additive Indices. They are described in more detail below.

Defining and Measuring Policy Activism

Legislative activity has long been recognized as important in Congress and

state legislatures. It has been measured as counts of elements of activity such as bill

introduction, floor amendments and speeches (Hibbing 1991, Sinclair 1989, Smith

1989). Recently, Hall (1996) has argued that analysis of legislative participation

beyond analysis of votes is key to understanding “real-world processes” (6). Reeher

(1995) has called for more attention to what he calls legislative activism in state

legislatures that include both the usual legislative measures and estimates of time

spent in committees, with lobbyists, agency representatives and members of the

media.

This notion of activism is being applied to the state executive branch - in this

case to medical boards. Most studies of federal and state regulatory bodies have

focused on their adjudicative roles of writing regulation or their oversight

responsibilities of assuring that policies are being carried out (Kerwin 1994, Teske

1991, Wood and Waterman 1991). But there is another important bureaucratic role

130



for federal and state bureaucracies - that of helping to formulate policies. (See for

example, Derthick and Quick 1985, Rourke 1984).“ This role—that I call policy

activism -- is the focus of this chapter and the dependent variable in these analyses.

Policy activism can be considered a non-programmed activity (Simon 1960).

Non-programmed decisions and actions rely on large amounts of human judgement,

insight and intuition (Simon 80). Because of the singularity of each policy issue, in

substance as well as timing, a medical board may not have a specific set of

procedures to deal with each new policy area that arises. Instead, boards must fall

back upon its members’ general capacity, relying on their ad hoc intelligent, adaptive,

and problem-oriented actions. The development of a policy activism variable has

been approached in a way similar to that of Hall (1996) whereby I array possible

policy activities and develop an index to reflect a composite of those actions or

activities.

Non-programmed policy activity is being measured in two different ways: policy

depth and policy scope. Two different measures are being used to more fully

understand the subtly of policy activism. Policy depth reflects the extent of a medical

board’s policy work while policy scope identifies the most policy active medical boards

and examines their intensity in each policy area.

Policy depth is an additive index made up of a count of the number of policy

activities boards engaged across the four policy areas. Like Hall (1996), the policy

 

35 Teske and Bhattacharya (1995) looked at state telecommunications

laws but did not examine the role of activities of public utility companies

(PUCs) in the passage of those laws.
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activities are arrayed and an index reflects a composite of those activities. In each of

the four policy areas, respondents were given eight possible policy activities (see

Appendix B). The range of the index was from a low of 0 to a high of 21. The mean

was 4.6; the standard deviation is 4.64 (see Table 20). The large standard deviation

is explained in Figure 1 (see page 65). There are four states that are highly policy

active with an additive total of 15 or higher. At the opposite end are six state boards

that have reported no policy activity in any of the four policy areas. A majority of the

state boards (34) report very little policy activity - 1 through 4 policy activities from a

total possible of 32. The disinterest in policy activity was mostly reported by

osteopathic (D0) boards. According to the data from the mail survey, two-thirds of the

D0 boards report no activity in the four policy areas.

Policy scope is a measure devel0ped to reflect those states that were active in

each of the four policy areas. The variable was constructed to identify the most highly

active state medical boards. Many states were very active in only one or two of the

policy areas. This increases their policy depth but indicates they were not active in

other emerging policy areas. The variable is dichotomous, scored 0 if the state

medical board director reported having taken no action in at least one of the four

policy areas. The mean was .16; the standard deviation is .37 (see Table 20). Only

nine states were active in all four policy areas as seen in Figure 2.

The correlation between the two dependent variables is high -- .724.

The two measures of non—programmed policy activism - policy scope and

policy depth -- are additive indices. Each aggregates the data across the four policy
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areas. However, I am also using each individual policy area as a separate dependent

variable. These analyses are being conducted to provide some insight into each

separate policy area and examine relationship among the variables.

The Independent Variables

Non-programmed policy activism is explained by many factors. The

independent variables include three political involvement variables, three institutional

variables, and two variables for external pressure on state medical boards. The final

variable - whether a medical board is allopathic or osteopathic -- is a control variable.

There are three political involvement variables; two relate specifically to

legislative activities. The legislative role in policy variable comes from the mail

survey”. A second legislative activity variable, also from the mail survey, relates to

individual Iegislators’ influence. Both variables were used in the previous chapter.

Descriptive information is listed in Table 20. The final political involvement variable

looks at the role of the state governor in medical board activity”. Respondents, in

the mail survey, were asked to assess the role of the governor in SMB activities. The

scale is 1 to 5; the variable mean is 2.56.

The three institutional variables, from Horn (1995), are budget autonomy,

 

36 The measure is the sum of the answers from Part I of the survey. It is

made up of questions A2c, 820, 020, and D20

37 The measure is from Part II of the survey. It is taken from question

2a, which assesses the influence of the current governor on medical

board activities.
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Table 20 - Non-programmed Policy Decisions 8. Behavior Descriptive Statistics

Dependent Variable

Policy depth

Policy scope

Telemedicine

Alternative medicine

Managed care

Public information

Independent Variables

1) Legislative role in 4

policy areas

2) Budget autonomy

3) Employment conditions

4) % Public members '

5) State legislative

leadership change in 1994

6) HMO penetration

7) DO board

8) Governor’s influence

9) Individual Iegislators’

influence

61

61

61

61

61

61

59

61

58

59

61

55

Range
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Mean

4.57

.16

1.95

.623

1.15

.853

.64

.58

2.07

.22

.26

.21

.20

2.56

2.69

Std.

Deviation

4.64

.37

1.76

1.05

1.59

1.30

1.03

.50

1.67

.10

.44

.13

.40

.96

1.14
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percentage of public board members, and employment conditions. The concepts are

discussed in more detail in the previous chapter. Descriptive information for the three

institutional variables appears in Table 20.

There are two variables for external pressures on state medical boards.

Managed care growth considers the effect of HMOs on a state’s health policy

environment. The variable is from lnterStudy; it represents the percentage of a state’s

population covered by HMOs”. The data reflect HMO enrollees in

January 1997”. The variable range is from .000 to .470; the mean is .21 (see Table

20).

Leadership change in the state legislature is the second external variable. The

variable reflects change in political leadership in state legislatures following the 1994

election. This election was chosen because there is a lag between the turnover and

the legislative activity of the newly elected coalition. The data come from the National

Conference of State Legislatures (1994) and the Council on State Governments

(1996). The variable is dichotomous; states where at least one chamber of the

legislature changed party control following the 1994 election are coded 1. The

variable means is .26.

The final variable is a control variable. It differentiates between allopathic and

 

38 lnterStudy defines HMOs as health plans that offer prepaid comprehensive

health coverage for both hospital and physician services and where members

are required to use participating providers and are enrolled for specific periods

of time.

39 I also analyzed the 1996 HMO data and there was no difference. I am using

the data that best corresponds to the time frame of the mail survey.
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osteopathic medical boards. It was discussed in more detail in the previous chapter.

The descriptive information appears in Table 20.

The Analyses

In this section I will present the ordinary least squares and logistic regression

results of the models. I will use OLS on the policy depth variable and logit on the

policy scope variable. There are two different models. One model is for both

osteopathic and allopathic boards; I refer to it as the combined model. The other

model is for allopathic boards only. The results for the combined and allopathic only

models will be presented as a series of additive models. This method is being used to

isolate and focus on agency autonomy. It should also be noted that I am reporting

significance using one-tailed tests because I have directional hypotheses.

Aggggated Models: Policy Activism

Ordinary least squares analysis was performed on the policy depth dependent

variable. The adjusted R square for the final OLS model is .545 (see Table 21 ).

Diagnostic tests revealed no problems with heteroskatisicity or multi- collinearity.4o

A. Policy Depth. In the first iteration of the combined OLS model, I examine

the effect of Horn’s three institutional variables (see Table 21) on policy depth (the

number of policy activities boards engaged across the four policy areas). The overall

 

40 Scatter plot analysis of residuals against predicted values of Y

indicate minimal heteroskedasticity. The variance inflation factors (VlF)

for the models did not exceed a value of 1.6.
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Table 21 - Predicting Board Policy Actions 8. Behavior: Policy Depth“

Four Additive Models OLS Results - MDs 8. DOs

Horn’s

Institutional

Variables

Budget 1.184

autonomy

Public 7.00

members

Employment .339

conditions

D0 Board -4.378**

Individual

Legislators

Legislative role

in 4 policies

HMO

penetration

Leadership

changein‘94

Governor

Constant 2.533

N = 59

Adjusted R Sq .088

Significant F 2.400

Horn 8.

Legislative

Variables

.305

-.301

.349

-2.127*

.788*

2 . 866*"

.345

53

.540

11.177

Hem,

Legislative

8.

Exogenous

.029

.090

.343

-1.678

.723+

3.031'”

—1.320

-1.451

1.021

50

.523

7.710

Horn,

Legislative,

Exogenous

& Governor

-.259

.544

.438+

-1.932+

1.046'

3. 1 89*”

-2.520

-1.547+

-.996"

2.862

49

.545

7.400

*** Significant at s .001; *“ Significant at 5.01; * Significant at s .05; and + Significant at s

.10.

41 Policy depth is an additive index of possible policy activities/actions. Within each of the

four policy areas, respondents were given a list of eight possible activities/actions.
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fit of this model is poor; the Adjusted R Square is .088. The results indicate that none

of the institutional variables is significant in determining policy depth of medical

boards. Hypothesis #4 is not supported. Moreover, none of the relationships are in

the direction predicted. That is, more budget autonomy, more control over

employment conditions and more public members on board appear to lead to

increased policy depth by medical boards - not less. These same patterns were seen

at the correlation level. In this iteration, the control variable coefficient for osteopathic

boards is significant and negative.

When the two legislative involvement variables are added to the OLS model,

the model fit improves a great deal. The Adjusted R Square increases to .54. Both of

the legislative involvement variables are significant and positive. Legislators are

involved in the four policy areas and this leads to more policy depth. The influence of

individual legislators also leads to more policy depth. The relationships were initially

seen at the correlation level and are maintained at the multi-variate level. Legislative

role in the four policy areas is highly significant at the .001 level. That is, more

legislative involvement in the four policy areas increases policy depth. The influence

of individual legislators on board actions is also significant, albeit at a slightly lower

level, .05 (see Table 21 ). Thus it appears more legislative involvement leads to more

policy depth by medical boards. Both relationships are in the hypothesized direction.

Hypothesis #5 is supported by the data. The control variable for osteopathic

physicians continues to be significant in this model.

In the third iteration of the OLS model, I add the two exogenous variables.
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Both legislative involvement variables continue to be significant. In this model. neither

the change in chamber control following the 1994 election nor HMO penetration are

significant. In this case, the multi-variate findings differ from the election change

coefficient. Moreover, neither relationship is in the hypothesized direction. That is,

leadership changes in the state legislature and more enrollment in managed care

plans by a state’s population lead to less policy depth by medical boards. The model

fit decreased a bit in this iteration; the Adjusted R Square is .523. The findings do not

support Hypotheses # 6 and 7.

In the final version of the OLS model, the gubernatorial variable is added. It

appears that the influence of the governor on medical board actions is significant to a

board’s policy depth. Yet, the relationship is not in the direction hypothesized and

thus it is necessary to reject the null hypothesis of no effect in the hypothesized

direction. In the full model, both legislative involvement variables continue to remain

significant. The exogenous variable for a change in state legislative control is also

significant but not in the hypothesized direction. In this model iteration, agency

autonomy as measured by employment conditions is significant. However, the

relationship is not in the direction expected. The Adjusted R Square for the full model

is .545. The control variable for osteopathic physicians is also significant.

Due to concerns about endogeneity in the construction of the policy depth

variable, I also created a second dependent variable. It was constructed by adding

the actions of medical boards from Part One (e.g. A1, B1, C1, and D1) of the mail

survey. States that had taken no actions were not included in new variable. The
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results of the analysis on the full model with the new dependent variable found similar

patterns of significance as those reported in Table 21. In the new analysis, both

legislative variables - legislative role in the four policy areas and the influence of

individual legislators -- continued to be significant at .001 and .10 respectively.

Additionally, the 1994 election change (significant at the .10 level) was also important

in determining policy depth. The adjusted R Square for this model is .374.

To allay concerns that the effect of others actors was not being overlooked,

some additional analysis was conducted. Three additional variables were added to

the full model: the role of public interest groups, the influence of legislative leadership

and the strength of the medical society on a board’s actions. It should be noted that

this model is not parsimonious with N = 49 and 12 independent variables. Similar to

earlier findings, both legislative coefficients are highly significant at the .001 level

while the influence of the governor is significant at the .05 level. Of the three new

variables added to the model, only the legislative leadership coefficient was significant

at the .05 level. The adjusted R Square is .535 for the model.

These models have demonstrated the important role of legislators in medical

board policy. Legislative involvement is consistently significant in all the model

iterations. Overall, the agency autonomy variables performed poorly. None appear to

affect a medical board’s policy depth. The role of the governor is significant but the

relationship is not in the expected direction. The results for the exogenous factors

were disappointing. The control variable for osteopathic boards was significant

across the models.
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8. Policy Scope. Logit analysis is used for the policy scope dependent

variable. Policy scope measures only those medical boards that were involved in

policy action in all four policy areas surveyed. This model is also presented as a

series of four additive models. The first iteration of the model examines Horn’s (1995)

theories of agency autonomy. The Pseudo R Square for this iteration of the model is

.062 (see Table 22). In this model the public members variable is significant at the .05

level (see Table 22). However, the relationship is not in the direction hypothesized.

The odds of being a highly active board increases by a factor of slightly less than 2

with each additional 10% of public member representation“. The other two variables

do not help predict the odds of being a highly active board. These findings do not

support Hypothesis #4. The control variable is not significant in this model iteration.

In the second iteration of the logit model, the legislative involvement variables

are added. Both of these variables are significant and the relationships are in the

directions predicted (see Table 22). The pattern seen initially at the correlation level

holds at the multi-variate level. Legislative role across the four policy areas is very

highly significant at the .001 level while the influence of individual legislators in board

activities is significant at the .01 level. For every additional policy area where the

legislature is involved, the odds of the board being active increases by a factor of

almost 4.43 A one standard deviation increase in the influence of individual legislators

in board activities will increase the odds of a board being highly active by a factor of

 

42 e .1 ‘6.8867= 6 0.68867: 1991 a 2

43 e 1.138 =e1'38 = 3.974 =~= 4.
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Table 22 - Predicting Board Policy Actions 8 Behavior: Policy Scope”

Budget

autonomy

Public

members

Employment

conditions

D0 Board

Individual

Legislators

Legislative role

in 4 policies

HMO

penetration

Leadership

changein‘94

Governor

Constant

N =

Pseudo R Sq

Chi Square

Horn’s

Institutional

Variables

-.111

6887*

.087

-1.434

-3.140

59

.062

3.93

Horn &

Legislative

Variables

-1.290

4.30

.397

-.075

.851*

1 .376"

-6.575

53

.280

20.66“

Four Additive Models Logit Results - MDs 8. D05

Horn,

Legislative

&

Exogenous

-1.243

4.538

.298

.076

.788“

1 449*"

-1.818

-.565

-5.756

50

.285

19.91”

Horn,

Legislative,

Exogenous

8: Governor

-1.873+

2.980

.550

-.496

1.58”

2.104m

-2.590

-.766

-1 .460"

-4.163

49

.332

24.37“

m Significant at s .001; "* Significant at 5.01; * Significant at s .05; & + Significant at s .10.

* Policy scope is dichotomous, coded one if the medical board reports at least one activity in

each of the four policy areas.
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almost 3.37 Hypothesis #5 is supported in this model. In this iteration of the model,

the three autonomy variables are not significant nor is the control variable significant

in predicting highly active state medical boards. The Pseudo R Square is .280.

The two exogenous factors are added in the third iteration of the combined

allopathic and osteopathic logit model. Both legislative involvement variables remain

significant in this model iteration (see Table 22). For each additional policy area

where the legislature is involved, the odds of the board being active

increases by a factor of a little more than 4.38 A one standard deviation increase in

the influence of individual legislators in board activities increases the odds a board

being highly active by a factor of almost 3.39 Neither exogenous variable is significant

nor are the relationships in the directions expected. Thus the results do not support

Hypotheses #6 and 7. The control variable is not significant in this model. The

Pseudo R Square increases slightly to .258.

In the full logit model, the variable for gubernatorial involvement is added to the

analysis. The legislative involvement variables continue to be significant in

determining the odds of being a highly active medical board (see Table 22). Also, ,

the relationships are in the directions predicted. While the gubernatorial involvement

measure is also significant in predicting highly active medical boards, the relationship

is not in the direction hypothesized. The model iteration does not support Hypothesis

 

44 e 351”“ =e 97° = 2.638 e 3.

45 e 1'45 = 4.263 a 4.

46 e 788"“ =e '898 = 2.455 a 3.
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#8. The budget autonomy variable is significant and the relationship is in the

expected direction. With a more autonomous budget a medical board’s odds of being

highly active decreases 85 percent when compared to a board with less budget

autonomy.40 The other two autonomy variables are not significant. In this final model,

the two exogenous factors are also not significant nor is the control variable. The

Pseudo R Square for the full model is .332.

The findings for the policy scope combined logit models are remarkably similar

to those for the policy depth combined OLS models. None of the models is a

particularly good fit. The legislative involvement variables are consistently significant

across the additive models. Clearly, legislators are important when predicting a

medical board’s policy actions in both depth and scope. The agency autonomy

measures were disappointing. Only two variables were significant; the public

members coefficient was significant in the initial model and the budget autonomy

coefficient was significant in the full model. The role of the governor was significant

but the relationship was not in the hypothesized direction. The coefficients for the

exogenous factors were not significant nor were the relationships in the predicted

direction. The coefficient for the osteopathic board was not significant in any of the

model iterations that is in direct contrast to the findings for the policy depth models.

However, the coefficients were negative in both sets of analyses.

The findings for the policy scope combined logit models are remarkably similar

to those for the policy depth combined OLS models. None of the models is a

 

47 1-eb"= 1 -e"'8727= 1 -.153= .847 as .85
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particularly good fit. The legislative involvement variables are consistently significant

across the additive models. Clearly, legislators are important when predicting a

medical board’s policy actions in both depth and scope. The agency autonomy

measures were disappointing. Only two variables were significant; the public

members coefficient was significant in the initial model and the budget autonomy

coefficient was significant in the full model. The role of the governor was significant

but the relationship was not in the hypothesized direction. The coefficients for the

exogenous factors were not significant nor were the relationships in the predicted

direction. The coefficient for the osteopathic board was not significant in any of the

model iterations that is in direct contrast to the findings for the policy depth models.

However, the coefficients were negative in both sets of analyses.

Medical Boards Only

These models analyze only allopathic medical boards. There are 38 cases

analyzed in the final two models. Like the above combined model, I am presenting

these analyses as a series of four additive models (see Tables 23 and 24). However,

for brevity’s sake, I will be discussing the findings in terms of their similarities and/or

differences relative to the findings from the combined models. The adjusted R square

for the final OLS model is .502; the pseudo R square for the final logit model is .351.

Diagnostic tests revealed no problems with heteroskatisicity or multi-collinearity for

either model“.

 

48 Scatter plot analysis of residuals against predicted values of Y

indicate minimal heteroskedasticity. The variance inflation factors (VlF)

for the models did not exceed a value of 1.6.
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Table 23 - Predicting Board Policy Actions 8 Behavior: : Policy Depth“

Four Additive Models OLS Results - MDs Only

Budget

autonomy

Public

members

Employment

conditions

Individual

Legislators

Legislative

role in 4

policies

HMO

penetration

Leadership

changein‘94

Governor

Constant

N =

Adjusted R

Sq

Significant F

Horn’s

Institutional

Variables

1.226

10,524+

.415

1.631

48

.041

1.664

Horn 8

Legislative

Variables

.776

-1.007

.320

1 .096"

2921*"

-.625

42

.509

9.514

Horn,

Legislative

8

Exogenous

.479

.338

.304

1.028‘

3095*"

-2.387

-1.409

.088

39

.466

5.731

Hem,

Legislative,

Exogenous

8 Governor

-.073

.654

.395

1 .479"

3.346‘”

-3.340

-1.766

-1.273*

2.435

38

.502

5.662

*" Significant at s .001; ** Significant at 5.01; * Significant at s .05; 8 + Significant at s .10.

* Policy depth is an additive index of possible policy activities or actions. Within each

of the four policy areas, respondents were given a list of eight possible activities or

actions.
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Table 24 - Predicting Board Policy Actions 8 Behavior: Policy Scope“

Four Additive Models Logit Results - MDs Only

Horn’s Horn 8 Horn, Horn,

Institutional Legislative Legislative 8 Legislative,

Variables Variables Exogenous Exogenous 8

Governor

Budget -.823 -2.211* -1.870+ -1.885+

autonomy

Public 11.629" 10631" 14.789“ 10.144+

members

Employment .271 608+ .364 .481

conditions

Individual .746+ .474 890+

Legislators

Legislative 1 212*" 1 .395" 1 699*"

role in 4

policies

HMO -2.65 -2.223

penetration

Leadership -2.379+ -2.457+

changein‘94

Governor ' -1.048+

Constant -4.326 -7.599 -6.568 -4.321

N = 48 42 39 38

Pseudo R Sq .132 .305 .329 .351

Chi Square 733+ 18.46“ 19.16“ 20.57”

*** Significant at .<_ .001; ** Significant at 5.01; * Significant at s .05; and + Significant at _<_

.10.

49 Policy scope is dichotomous, coded one if the medical board reports at least one

activity in each of the four policy areas.
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A. Policy Depth. The analyses for the dependent variable policy depth uses

OLS regression (see Table 23). The findings for the four MD Only additive models

are quite similar to those for the combined MD and D0 models. The legislative

involvement measures are consistently significant across the four models. The

relationships are also in the direction predicted. It appears that the role of the

legislature is very important in predicting a medical board’s policy depth. The

coefficient for gubernatorial influence was also significant although the relationship

was not in the hypothesized direction.

8. Policy Scope. The results for the MD Only policy scope models are quite

different from the findings for the combined models. In these models the agency

autonomy coefficients are almost all significant. That is, each autonomy variable is

significant in at. least one of the model iterations (see Table 24).

The legislative involvement measures are, for the most part, still significant.

However, while the legislative role across the four policy areas coefficient is as

significant in the MD Only model as in the combined model, the results for the

influence of individual legislators is mixed. In the combined model, the influence of

individual legislators was significant in all three additive models. In the MD Only

model, the individual legislator coefficient is significant in 2 of the 3 models and at

lower levels of significance. Moreover, both relationships are in the expected

direction.

Another difference between the combined and MD Only models is seen when

examining the coefficients for the exogenous factors. In the combined models, neither
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coefficient was significant in any of the models. In the MD Only models, the

coefficient for leadership change is significant in both model iterations. However, the

coefficients for both exogenous variables are still not in the hypothesized direction.

Gubernatorial influence is significant in both the combined and MD Only

models. While the variable is important in predicting highly active medical boards, the

relationship is not in the direction predicted in either model. It

appears that as a medical board’s policy scope increases the influence of the

governor decreases.

Disaggregated Data: The Four Individual Policy Areas

I also analyzed each of the four policy areas - telemedicine, alternative

medicine, managed care and public information -- as a dependent variable. At the

correlation level, the four policy areas are positively and significantly correlated with

one another — ranging from .43 to .61 (see Table 25). Also each policy area is highly

and positively correlated to the two policy activism measures - policy scope and

policy depth — ranging from .49 to .87. Tables 26 and 27 show the OLS combined and

MD only results for each of the four policy areas.

A. Telemedicine. The adjusted R square for the model predicting policy depth

is .427. Both legislative involvement measures are significant and in the hypothesized

direction (see Table 26). The two exogenous variables are significant although

neither relationship is in the predicted direction. Both are negative not positive.

Gubernatorial influence is also significant but not in the predicted direction. One of

the autonomy variables - employment conditions - is significant but it is not in the
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expected direction. Finally, the control variable for osteopaths is significant. In the

MD Only model, the legislative involvement coefficients and the HMO penetration

coefficient are significant (see Table 27).

B. Alternative Medicine. The model fit for alternative medicine is .499 -- the

best across the four policy areas (see Table 26). Analysis of the full model reveals

similar patterns for alternative medicine as were seen above with telemedicine. Both

coefficients for legislative involvement are significant and in the relationships are in

hypothesized direction. The two exogenous variables are also significant although

neither relationship is in the predicted direction. In this analysis, none of the three

institutional coefficients are significant although all the relationships are in the

expected direction. In the MD Only model, both the legislative involvement and the

exogenous variables are significant (see Table 27).

C. Managed Care. The model predicting managed care is a poor fit, .297, the

lowest across the four policy areas (see Table 26). In the OLS model, coefficients for

legislative role in the four policy areas and HMO penetration are significant and the

relationships are in the expected direction. In the MD Only model, legislative role

across the four policy areas is significant (see Table 27).

D. Public Information. In this model both legislative involvement coefficients

are significant and in the hypothesized direction; the adjusted R square is .35 (see

Table 26). The gubernatorial variable is also highly significant although not in the

direction predicted. The only institutional variable that is significant is the public

member coefficient. The osteopath control variable is also significant. In the MD Only

model, the legislative involvement coefficients and the gubernatorial measure are
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Table 26 - Predicting Board Policy Actions 8 Behaviors: Four Policy Areas

Full Models OLS Results - MDs 8 D05

Budget

autonomy

Public

members

Employment

conditions

DO Board

Individual

Legislators

Legislative role

in 4 policies

HMO

penetration

Leadership

changein‘94

Governor

Constant

N:

Adjusted R Sq

Significant F

Telemedicine

-.020

-1.376

.195+

-1112*

.358*

969‘"

-2.732+

2746+

-.329+

2.236

49

.427

4971*"

Alternative

Medicine

-.214

-1.222

-.001

.271

.166+

.865’"

-1.905*

-.409+

-.133

.773

49

.499

6. 323*“

Managed Care

-.032

.720

.128

-.358

.024

.785‘”

2.7284»

-.570

-.38

-.036

49

.297

3.258"

Public

Information

.007

2.4214-

.116

-.733+

.498“

.571“

-.611

.178

-.495**

-.110

49

.346

3.817”

*** Significant at s .001; ** Significant at 3.01; * Significant at s .05; and + Significant at s

.10.
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Table 27 - Predicting Board Policy Actions 8 Behaviors: Four Policy Areas

Full Models OLS Results - MDs Only

Budget

autonomy

Public

members

Employment

conditions

Individual

Legislators

Legislative role

in 4 policies

HMO

penetration

Leadership

changein‘94

Governor

Constant

N:

Adjusted R Sq

Significant F

Telemedicine

.168

-1.881

.175

.489"

1 026*"

-2.991+

-.772

-.350

1.970

38

.287

2.861"

Alternative

Medicine

-.169

-.924

-.051

.209+

.945'"

-2 .443*

-.727"

-.227+

1.031

38

.535

6.315‘"

Managed Care

-.135

1.319

.118

.129

.765”

2.701

-.436

-.114

-.167

38

.246

2505’

Public

Information

.062

2.140

.154

.653"

.611"

-.607

.169

-.582**

-.399

38

.341

3.390”

*** Significant at s .001; ** Significant at 3.01; * Significant at s .05; and + Significant at s

.10.
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significant (see Table 27).

The analyses of the four policy areas as separate dependent variables has

demonstrated that the level of medical board activity in each area varies. None of the

models fit especially well. Overall, the role of legislative involvement is important in

determining medical board activity. Of the two exogenous variables, HMO presence

is a better predictor of medical board activity but in different directions on one policy

issue; leadership change was important for telemedicine and alternative medicine

only. The findings for the autonomy coefficients were disappointing; they do not

appear to influence board actions and behavior across the four policy areas. Only

employment conditions for telemedicine and public members for public information

were significant. The results for the influence of the governor and the osteopath

control variable were also mixed. Interestingly, the policy area with the most

significant results is telemedicine. This is also the policy area where state medical

boards have taken the most actions as was discussed in Chapter 4.

Across the four policy areas, the major findings of both the combined and

allopathic models are similar. Generally, the model fit is poor. The legislative

involvement variables are very important in determining medical board policy activity.

Results for the exogenous and gubernatorial variables are mixed. The results for the

autonomy coefficients are disappointing; few are significant in determining medical

board policy activity.
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Results

These models have examined what factors affect a medical board’s policy

depth and policy scope. The findings for both policy depth and policy scope as well

as the four separate policy areas are quite similar. The analyses found that legislative

involvement is very important in identifying highly active medical boards. Both the

legislative role across the four policy areas coefficient and the influence of individual

legislators in board activities coefficient were significant in the combined and

allopathic only'OLS and logit models as well as the four separate policy areas. These

results confirm the relevance of an active state legislature (or individual legislators) in

encouraging state medical boards to become more policy active. The results indicate

that when the legislature is involved in medical board policy activities, medical boards

are more likely‘to be active in a wider variety of policy areas and take more actions

within each policy area.

The findings for the three institutional variables taken from Horn’s (1995) theory

were somewhat mixed. Results differed between the two dependent variables and

among the four separate policy areas. In the combined OLS model and the

telemedicine model, employment conditions was significant in one of the four model

iterations -- the full model. However, the employment conditions measure was not

significant in the allopathic only model. Importantly, in both the combined and

allopathic only OLS models51 and three of the four separate policy models, the

 

51 There are small differences between the allopathic only and the

combined models. These are due to conditional effects that depend on

the type of board — allopathic only or combined osteopathic and

allopathic.
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relationship was not in the expected direction. Instead, it appears that more autonomy

over employment conditions leads medical boards to take more actions within each

policy area that they are involved. It is possible that with more autonomy, boards

believe they have more authority to engage policy issues.

Neither budget autonomy nor public member representation affect the policy

depth of a medical board’s policy activities. The public members coefficient was

important in the public information model. Given the nature of the coefficient and the

policy area it is not surprising that as public members increase so does a medical

board’s public information policy activity.

For the logit models, budget autonomy was significant and in the direction

hypothesized for both the combined and allopathic only models. In the allopathic only

model, the public members coefficient was significant across all four model iterations

but the relationship was not in the direction predicted. Employment conditions, in the

logit model, was not significant in determining a medical board’s policy scope.

Overall, the results for the three institutional measures were mixed; the predictive

value for these measures was weak.

The role of the governor seems to affect a medical board’s policy activities and

behaviors. In both the combined and the allopathic only OLS and logit models,

gubernatorial involvement was significant in determining a medical board’s policy

depth and policy scope. However, in both the OLS and logit models, the relationships

were not in the direction hypothesized. A similar pattern is seen in the four separate

policy areas. Gubernatorial influence was significant in two of the combined models

and two of the allopathic only models. However, the relationships were not in the
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predicted direction. It may be that an active governor dampens a board’s activism or

an inactive governor increases a board’s activism. Given a governor’s political power

and profile in the state, the latter explanation make the most sense here. One

explanation may be the nature of medical boards as regulatory agencies. Unlike more

high profile regulatory agencies such as banking and insurance, professional

regulatory organizations are much lower in profile. Their policy issues tend to be less

salient relative to other state policy matters. Moreover, a medical board’s policy

issues tend to be of a more technical nature (e.g. telemedicine, alternative medicine,

managed care etc.) that makes them less accessible to the general public and thus

less open to public scrutiny. Under such circumstances, it may not be surprising that

the governor takes a less active role in most medical board policy matters.

The findings regarding the two exogenous factors were also unclear. While the

change in control of a state legislative chamber following the 1994 election was

significant in the combined OLS model, it was not significant in the allopathic only

OLS model. In the four separate policy areas results were also mixed. Additionally, in

both the combined and allopathic only models and three of the four separate policy

areas, the relationships were not in the predicted direction. The measure for HMO

penetration was not significant in any of the OLS policy activism models. It was

significant in the majority of the separate policy areas. But when the data is

aggregated, the relationships did not hold. Thus it appears that managed care

penetration does not affect a medical board’s policy depth. Results are a bit different

for the logit models. In the combined logit model, neither HMO penetration nor

changes in control of the state legislature following the 1994 election were significant.
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In the allopathic only logit model, the results of the 1994 election were significant but

the relationship was not in the direction predicted. Thus it is unclear the effect of

exogenous factors on a medical board’s policy scope.

The results for the control variable for osteopathic physicians differed between

the two dependent variables and among the four separate policy area models. In the

combined OLS model, the control variable for osteopathic physician was slightly

significant. The presence of osteopathic physicians on a medical board appears to

affect a board’s policy depth. However, in the combined logit model, the control

variable was not significant. In this case, it appears that the presence of osteopathic

physicians on a medical board does not affect a board’s policy scope. Among the four

separate policy areas, osteopathic boards were significant in the telemedicine and

public information policy areas. The control variable coefficient was negative in the

majority of the four policy area models. This indicates that osteopathic medical

boards are less likely to be active in non-programmed policy activities.

A Closer Look at the States: Legislative Involvement

A major finding of the empirical analyses has been the important role legislators

play in medical board activities. In this section, I will examine the two different

aspects of legislative involvement. The question is: how does legislative involvement

affect medical board policy activism? The question flows from the preceding empirical

work”. Legislative involvement may manifest itself through four separate avenues: at

 

52 This case study focuses solely on legislative involvement not any of

the other actors mentioned in the chapter. In the coming chapter, the

case study examines the governor’s role.
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the individual legislator level, through legislative committees, legislative oversight and

the budgetary process.

The four states where case study visits were conducted - Colorado, Maryland,

Michigan and Oregon - have widely varied legislative structures. Michigan is the only

state viewed as a highly professional legislature with full-time and well-paid legislators

and adequate staff. Michigan’s professionalization measure is 65 percent that of

Congress, Colorado is 30 percent, Maryland 20, and Oregon 18 (Squire 1992“).

While Michigan has a full-time legislature with two year sessions, Colorado meets

annually for 120 days, Maryland meets annually for only 90 days and Oregon has a

biennial session that runs an average of six months. Michigan, Colorado and Oregon

have adopted term limits for their state lawmakers.

The four states also differ greatly in their political cultures. “The Michigan

legislature is a conservative body,” according to one respondent. “It is a battle ground

to resolve the state’s two big schisms. One is geographic - between east and west

and the other is racial -- between Blacks and Arabs in the Detroit area and the Dutch

and Germans in the rest of the state.” The Maryland legislature was also

characterized by one observer as very conservative. It is “more inclined to under-

regulate and under-license not to over-regulate. That makes it more difficult to

promulgate regulations yearly, “ he said. Colorado has a conservative legislature; it

has been controlled by Republicans for 23 years. Interestingly, for 21 of those years

 

53 Squire measures professionalism using member pay, staff members

per legislator, and total days in session for Congress and the 50 state

legislatures. The measure is designed to show how closely a state

legislature approximates the professional characteristics of the Congress.
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the governor has been a Democrat. Oregon is a more liberal state and is known for

its progressive policies including its Oregon Health Plan that provides access to

affordable health insurance for all state residents. A main component of the program

revised the state’s Medicaid program with the intent of providing medical care to more

uninsured Oregonians.

Individual Legislators

One factor that emerged consistently across the four study states was the

importance of individual legislators. Given their backgrounds, previous work

experience and the districts they represent, each legislator brings discrete interests

and areas of specialization to his or her job. These unique elements play a large part

in determining the agendas of each legislator.

Survey data found that at the individual level, legislators are very influential in

medical board activities (see Table 28). One of the case study states reported

individual Iegislators’ level of influence as a 4 (based on a 1 to 5 scale with 1 being no

influence and 5 being great influence), two states responded 3 and one state

answered their individual legislators influence was 2. The mean response across all

55 survey participants was 2.69. Clearly individual legislators wield power in medical

board activities.

Evidence from the four case study states supports the role of powerful

legislators and the legislative leadership. A health official in Maryland referred to the

group of “nurse-legislators” in the General Assembly. “They speak for many health

matters as they come up and bring issues to the legislature as well.” Another

Maryland respondent said the bills taken up by a particular committee were largely
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determined by its vice chair who had previously worked as a health professional.

Frequently, it is legislators” individual interests, not their committee

assignments, that drive their bill sponsorship. In Colorado, the legislator who was a

major force behind an alternative medicine bill was assigned to the Veterans Affairs

and Education Committees. In Michigan, a member of the House Judiciary Committee

served as chair of an ad hoc committee to reform health occupation legislation.

Legislators can control committee agendas as well as the process a bill goes

through as it moves toward enactment. In Maryland, one controversial health bill

came up very late in the session. This would usually mean it has little chance for

approval. However, this bill got through the entire legislative process in less than two

weeks. A state official remembers it did not go to the Health Subcommittee. Instead,

it was adopted by the full committee and it went directly to the full Senate. An

observer recalls, “it failed on its first vote but was quickly reconsidered and passed.

The Chair of Finance and his supporters rounded up the necessary votes.”

Powerful legislators, especially those in leadership positions, can play

important roles. Survey respondents reported that the influence of legislative

leadership is an important element in medical board policy activities (see Table 28).

One of the case study states reported the level of influence of the legislature’s

leadership as a 5 (based on a 1 to 5 scale with 1 being no influence and 5 being great

influence), two states responded 4 and one state answered 3. The mean response

across all 53 survey participants was 2.89. Based on these results, it is clear that a

legislature’s leadership wields a great deal of power in medical board activities.

Anecdotal evidence from the case studies supports the important role of

162



Table 28 - Case Study Overview: Non - Programmed Decisions and Behavior

 

 

       

 

 

 

CO MD MI OR 50-State

Mean

Level of State .30 .20 .65 .18 .21

Professionalism

Source: Squire 1992.

1 = No 2 3 5 = Great so-State

Influence Influence Mean

Influence of 1 2 2.69

Individual

Legislators‘

Influence of 1 1 2.89

Legislature’s ’

  Leadership‘      
 

‘Source: Mail survey. Since respondents were assured anonymity in the survey, the states

are not identified in this table.
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individual legislators. In Oregon, a powerful Senator felt the state’s leading medical

university was not “doing enough.” He arranged for the curriculum dean and other

university officials to meet with a special taskforce that was discussing pain

management. A respondent noted, “He wanted those university ethicists involved.” In

Maryland, the President of the Senate became personally involved when a physician

profile bill died. One observer remembered how the senator took hold of the issue.

“The new bill actually came from a lobbyist, but he was close to the senator. The

senator also pulled in the Secretary of the Health and Mental Hygiene Department.

He knew the Secretary was a physician, had credibility and would be sensitive to the

issue”

Committee Role

Another way legislators affect medical board policy is through committee

action. Unlike the US. Congress with a strong committee system, most state

legislatures have less powerful committees. As a consequence, the state legislative

committees with jurisdiction over medical board matters are less important and have

less say in determining medical board policy. In three of the four study states, the

committees of jurisdiction were not major players inhealth occupations legislation.

For example, in the Oregon legislature the Joint Health and Human Resources

Committee handles most medical board matters. The co-chair of the committee was

asked to introduce a series of bills related to medical board reform. The chair agreed

to introduce the bill package with the understanding he opposed the package. As a

consequence, at the outset it was known neither the chair not other committee

members would sponsor the bills. It was their role to open up the reform package for

164



public discussion. Indeed, when it came time to take action on the bill, the package

was placed in the Business Subcommittee of the Trade and Economic Development

Committee that does not usually handle medical board or regulatory issues.

Michigan, a highly professional legislature, was the only state where the

committee charged with jurisdiction over medical board matters was deeply involved in

these issues. Over a fifteen-year period, the House Health Committee grappled with

reforms for health professions Iicensure and sanctions. One committee member

worked on the bill for more than ten years. A respondent commented, “there were big

differences between the original report and the final legislation. The bill passed the

House in three different sessions and the Senate twice before it became law.”

Another observer recalled, “It took years to get done. It kept being paired with

medical malpractice and would get lost in the process. It started early in the first term

of one governor’s term and ended in the second term of another governor’s term.

With changes in the administration there was a change in philosophies toward the

legislation too, so it took many forms before it Was finally passed.”

Across the four study states, there was a great deal of variation in the standing

or reference committees that oversee medical boards. The committees that handle

medical board matters include health, regulation, human resources, environment,

economic, and judiciary committees. In Maryland, the Senate Subcommittee on

Health of the Committee on Economic and Environmental Affairs deals with medical

board issues except those with ramifications in judiciary or taxation such as abortion.

In Michigan, the House and Senate Health Committees have jurisdiction over medical

board matters. However, controversial issues such as abortion or assisted-suicide
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are handled in judiciary committees.

Qgfitive Oversigm

Legislative oversight is another tool that legislators use to keep abreast of

issues within the state bureaucracy. Through oversight lawmakers have an

opportunity to influence and direct state medical board activities. Committees may

hold hearings, request audits or conduct sunset reviews. Interestingly, three of the

four study states are statutorily subject to sunset reviews — only Michigan is exempt.

All four medical boards reported that very little legislative oversight was actually

practiced. One state official said, “they never do it; they are too busy.” Another

concurred stating “oversight does not happen here.” A long time state observer

noted, “There is no oversight really. The legislators are so overburdened there is no

chance for oversight.” Colorado’s oversight was characterized, by one state official,

as “sporadic, kind of hit and miss.” In Colorado, the medical board is required to

report annually to the legislature. However, the requirement was eliminated when the

lawmakers “decided they wanted to read fewer reports.” Michigan is also statutorily

required to present an annual report to the legislature. But an administrator admitted,

“We do not get calls on our reports. There is no oversight.” In both Maryland and

Oregon there has been “a pull back of legislative oversight.” An Oregon respondent

suggested it was related to the recent elimination of sunset review. A Maryland

observer believes, “The legislature is not over our shoulder any-more but they have

taken on the role of watching and they are not going away.” A Michigan participant

commented, “If oversight is practiced, at all, it occurs through the budget hearings.”
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The Budget Process

The budget process was cited as a primary venue where legislative oversight is

practiced. Budget hearings were especially troublesome for the four medical boards

that are often called on the carpet and made to respond to a variety of unexpected

questions. During budget hearings, state medical board officials go to the capitol

expecting to explain the rationale for an increase in a program or funding for a new

project. Instead, legislators may have other matters they want to discuss. One

outside observer recalled,

I cannot tell you how often they (medical board officials) have

been completely ambushed at those hearings. The legislators will ask

(about) anything from disciplinary actions, Iicensure activity data,

educational outreach efforts, to why a son of a friend did not pass an

exam. It is really crazy. There is no possible way medical board staff

can prepare for those hearings. They do not even know what materials

they should bring!

Another participant referred to budget hearings as a Pandora’s box saying “they

(legislators) can ask you any kind of question while you are down there.” Others

complained that the medical board’s time before the committee is often taken up by

issues legislators heard about from constituents and people who have an axe to grind

or have been disciplined by the board.

The budget approval process is another tool legislators use to control state

agencies. The four medical boards studied are all cash funded. They raise their own

funds through their fee schedules. However, the legislatures in each state determine

how the medical boards use their money. One common complaint from all those who

work for and with state medical boards is about the legislature’s power over their

budgets. As one respondent noted, “It is our money. We raise it. We develop a
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budget based on those figures. Then they tell us how to spend it.” An official from

another state mused, “We are a self-supporting board. We do not use general fund

monies. We can use all our money although the legislature can move it into different

categories. But they cannot take away our money. They just tell us how to spend it.”

In Oregon, according to one observer, “the legislature kicks around the medical board.

(Legislators) threatened to withhold their budget. In 1995, the (medical board budget)

was held up till the end of session. It was taken up on the last day of session. It was

the last bill considered.”

The case studies support and elaborate upon the empirical findings about the

important role legislators play in medical board policy. Clearly, state legislatures cast

large shadows over medical boards. Based on the case study findings, it is not

surprising that legislative involvement persuades medical boards to engage in more

policy activity. Indeed, under such circumstances medical boards concern themselves

with a wider variety of policy areas and take more actions within each policy area.

Conclusion

This chapter has examined the non-programmed behavior of state medical

boards. Specifically, I have considered the effect of different variables on the policy

activism of state medical boards. The three factors I have examined include

institutional autonomy, political involvement and exogenous changes.

Empirical results are somewhat mixed. They do however point to the crucial

role legislatures play in influencing medical board activity. Both legislative

involvement by individual lawmakers as well as the role of the legislators across the
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four policy areas were important to policy activism. These findings were further

supported by case study data. Legislators demonstrate their policy activity through

oversight, their committee roles, and the budget process. Lawmakers have the ability

to insert themselves into medical board policy at will.

Findings for the three institutional measures are varied. Budget autonomy was

the most promising. In all full models, across the two dependent variable measures,

the coefficient was in the expected direction. It was significant in both the policy

scope combined and allopathic only full models. Public member representation was

important in determining activism in all four policy scope allopathic only model

iterations. Additionally, the measure was significant in the first iteration of the

combined policy scope model and the MD Only model for policy depth. Results for

the employment conditions measure were the weakest of the three institutional

variables. It was significant in the full combined policy depth model and the second

iteration of the allopathic only policy scope model. Overall, the institutional findings

were mixed and the predictive value of the measures were weak.

The influence of the governor was significant on a medical board’s policy

activities. Across all models, in the combined and allopathic only models and the

policy scope and policy depth models, the coefficient was significant. Interestingly,

the coefficient was consistently negative across all the models. This is contrary to the

relationship predicted. It appears that gubernatorial influence stifles a medical

board’s policy activity.

Conclusions about the exogenous factors are mixed. HMO penetration was not

significant in any iteration in either of the two dependent variable models. The results
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for the leadership change coefficients were more varied. The coefficient was

significant in both iterations of the MD Only policy models and in the full model

iteration for combined policy depth. However, more important than the significance of

the coefficients is the direction of the relationship. Across every model iteration, using

both dependent variables, in the combined and allopathic only models, the variable

coefficients were negative. They were not in the predicted direction. There appears

to be an inverse relationship between the two exogenous factors and a board’s policy

activism. Instead of contributing to a medical board’s policy activism, both HMO

penetration in a state and leadership change in the statehouse discourage non-

programmed policy actions by a medical board.

Finally, the results for the osteopathic control variable are interesting. The

coefficient was significant in three of four iterations of the policy depth models,

including the full model. However, it was not significant in any of the policy scope

models. Perhaps more interesting is the direction of coefficient. It was consistently

negative across all policy depth models and in three out of four policy scope models.

Based on these findings, it appears osteopathic boards are less active in non-

programmed policy areas. Thus, osteopathic boards are different from allopathic

medical boards in that they are less likely to enter the policy arena.

There are a few differences in the findings for the policy depth and policy scope

models. Because the policy scope variable examines the most active state medical

boards and the extent of their actions within each policy area, the results for these

models should be a more intense version of the policy depth findings. This is

confirmed when looking at the findings for legislative involvement. While the
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legislative involvement variables are highly significant across both dependent

variables, the level of significance for the influence of individual legislators is stronger

in the combined policy scope models. This is also true when examining the influence

of the governor on board actions in the combined model. Because the findings for the

institutional variables were mixed, it more difficult to draw conclusions about them.

However, the budget autonomy coefficient was in the hypothesized direction across all

four combined policy scope models and was significant in only the full combined

policy scope model iteration.

The results for the MD Only policy depth and policy scope models are more

difficult to explain. When the osteopathic boards are removed from the policy depth

models, the findings do not change a great deal. The major change is the level of

significance for the influence of individual legislators increases. Given the fact

osteopathic boards are less policy active, it is not surprising that the legislative

coefficients in the policy depth models demonstrate more significance. However, it is

not clear why in the allopathic only model the signifiCance of the employment

conditions coefficient and the significance for the leadership change in the statehouse

measure are lost.

Removing the osteopaths from the policy scope models has a noticeable affect

on the institutional variables. Both the budget autonomy and the public members

coefficients become significant. The budget autonomy measure becomes significant

in the final three model iterations where in the combined model it was only significant

in the full model. The public member coefficient becomes significant in all four model

iterations. Institutional factors may have a stronger affect on medical boards that are
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involved more intensely in policy actions. Interestingly, the level of significance of the

influence of individual legislators and the governor decrease while the importance of

leadership change in the statehouse increases in both iterations of the MD Only policy

scope models. It is possible that political factors may affect active policy boards less

because the medical boards are already out there in the policy arena. That is,

encouragement from politicians to become more active in policy is less of a factor on

boards that are already quite active in the policy arena. Similarly, less turnover in the

legislature means stability for individual legislators and committee assignments; this in

turn creates a stable political environment that medical boards operate. Boards may

continue to pursue their policy agendas without concern for changing statehouse

dynamics.

Overall the results for policy scope and policy depth are relatively similar.

Legislative involvement is prominent in affecting non-programmed policy actions. The

influence of the governor affect a board’s policy actions. Institutional findings are

mixed. Exogenous coefficients for leadership change are important in policy actions

in the MD Only policy scope models and the full policy depth model. The control

variable for osteopaths'affect a board’s policy depth.

l have used the case studies to further elaborate on the role of legislative

involvement in medical board policy activity. The case study results support the

empirical findings. Lawmakers have jurisdictional authority over an agency’s budget,

their programs and policies. They serve as conduits for constituents and others

unhappy with medical board actions. They have the capacity to monitor board

activities. They also serve to prod medical boards to become more policy active.
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State legislators have the ability to affect medical boards' programs and policies — and

they do.

In the following chapter, I will investigate the programmed behavior of state

medical boards. I will use the same measures -- institutional autonomy, political

involvement and exogenous changes - to explore a medical board’s programmed

behavior.
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7. Medical Board Behavior in “Programmed” Routine Decisions

It is the task of state medical boards to regulate the medical profession,

including both osteopathic and medical physicians. At the most basic level,

regulation includes issuing licenses, handling complaints and investigations, and

meting out discipline. But like other state regulatory agencies, medical boards

also juggle related responsibilities. This broader interpretation of regulation

covers many areas that Simon (1960) might refer to as programmed activities.

Medical boards enforce the medical practice act, promulgate rules, ensure that

physicians on probation follow the terms of their suspension, provide information

to the public, and report on a variety of activities to law enforcement and other

state bureaucracies.

This chapter will explore the programmed behavior of state medical

boards. Why do medical boards behave the way they do? What determines a

medical board’s activities? The research question is: what factors influence a

board’s programmed decisions and behavior? I will examine the three key

factors used in Chapter 6 to predict non-programmed activity: institutional

autonomy, political involvement, and exogenous changes. Also, at the end of

the chapter, I will compare the empirical results of the programmed and non-

programmed models.

The Hypotheses

Programmed activities are the routine responsibilities of bureaucratic
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organizations. They are the daily mundane actions and decisions that make up

the mission of an administrative agency. For the most part, programmed actions

and decisions are not high profile political issues. They may involve decisions

about how to allocate a budget, who will be appointed to a commission or board

and who should be hired, promoted and fired. Such actions are on-going and

rarely attract attention. Due to their nature, programmed activities and

decisions, unlike non-programmed activities discussed in Chapter 6, are non-

salientissues. They are less likely to invite political involvement while autonomy

may play a larger role.

Disciplinary actions, along with licensing, are a medical board’s bread

and butter issues. These responsibilities are the primary concern of state

medical boards; they are the tasks identified when people are asked to state the

mission of a medical board. Thus, when a medical board is created and granted

autonomy as an agency, its first business is to regulate physicians via Iicensure

and discipline. I predict the relationship between autonomy defined in Chapter 6

using Horn’s three criteria - financing, participation, and employment

arrangements - and programmed decisions is mutually reinforcing. That is, the

more autonomous the medical board, the more likely the board will take

disciplinary actions against physicians.

H09: The greater the autonomy of the SMB, the more disciplinary

actions will be taken by the medical board.

Health and environmental regulatory agencies are more autonomous than
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economic organizations (McCubbins 1985). Yet, they are also subject to more

procedural requirements. In focusing on a medical board’s programmed

activities and behaviors, I anticipate the legislature will be less interested in the

programmed activities of medical boards -- generally programmed activities are

less salient issues. Thus without the legislature peering over its shoulder, the

medical board will be more likely to pursue disciplinary actions and other related

programmed activities“. Medical boards have a strong sense of their mission

and the programmed activities that are an outgrowth of their mission.

Disciplinary actions and other responsibilities are more likely to be actively

pursued without legislative interference. When a board is subject to close

scrutiny, it is more likely to be tentative, timid and cautious in its actions. A

board whose independence is respected will be more likely to pursue its

programmed activities and take more disciplinary actions. (Of course, exceptions

would be if some high visibility casess“S emerged and the legislature wanted

answers from the medical board. Such cases could be worked out in special

meetings or in appr0priation committees and would not likely affect the number

 

54 One reader noted that there could be a trade off between

programmed and non-programmed activities. The reader suggested that

perhaps the boards that are deeply involved in policy issues are simply

too busy and lack adequate resources and staff to also engage in non-

programmed activities. Examination of the correlations forboard activities

in programmed and non-programmed areas indicate there is no such

trade off.

55 Legislators do not usually take an interest in individual disciplinary

cases unless it is constituent- related or it is an especially high visibility

case (such as the egregious gynecology case in Oregon).
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of disciplinary actions).

H010: The less the legislature is involved with the SMB, the

more disciplinary actions will be taken by the medical board.

Regulatory activity does not occur in a vacuum (Moe 1985, Weingast and

Moran1983). Changes in political coalitions or the private sector can galvanize

lawmakers into action. Under such circumstances, the consequences for policy

decisions can be dramatic (Calvert, Moran and Weingast 1988, Weingast and

Moran .1983). Earlier work on policy-related activities of medical boards has

documented the role of exogenous variables on legislative involvement

(Weissert and Silberman 1998b). However, the political leadership may not

waste its time on non-salient programmed issues, preferring to let the boards run

on “automatic pilot.” I predict that there is little reason to think that leadership

changes in the state legislature will affect a state medical board’s disciplinary

actions.

A change in the environment that a regulatory agency operates in may

also affect how it considers its policy decisions (Hammond and Knott 1988, Noll

and Owen 1983). The managed care health system, has developed quickly and

spread widely. Its presence in a state raises issues of accountability, access,

quality, and cost — all of which affect physicians and patients the two

constituents of state medical boards. However, managed care issues should

manifest themselves more in policy issues - as seen in the mail survey results

(see Tables 26 and 27). Therefore, I predict that there is little reason to think
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that the increased presence of managed care in a community will affect a

medical board’s programmed decisions.

H011: The leadership changes in the state legislature will have no

effect on the disciplinary actions taken by the medical board.

H012: The managed care penetration in the state will have no effect

on the disciplinary actions taken by the medical board.

These hypotheses, predicting no effect, have been included in this chapter for

comparison purposes. That is, I will be comparing these results with the results

from the previous chapter on non-programmed policy actions. I will compare the

models from both chapters, examining the differences between programmed and

non-programmed decisions, later.

Like a president, a state chief executive wields many tools to influence an

agency (Bowling and Wright 1998, Brudney and Hebert 1987, Hebert, Brudney

and Wright 1983, Miller 1987, Moe 1982, Wright and Cho 1998). The extent of

executive involvement should affect an agency’s decisions and behavior.

However, the type of agency being affected is also extremely significant.

Hebert, Brudney, and Wright (1983) found that gubernatorial influence was more

important in “major” agencies with large budgets and higher numbers of

personnel.

Medical boards cannot be considered “major” agencies with their

relatively smaller budgets (compared to other executive agencies) and fewer

personnel employed. Similarly, medical boards’ programmed behavior and
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actions are less salient than many other issues and thereby are of less interest

to a governor. For these reasons, a governor may not become involved in a

medical board’s programmed decisions and actions. Only when the medical

board may be under duress from egregious doctor cases or some other high-

profile matter might there be public pressure for gubernatorial interventions.

Under these circumstances, medical boards become very tentative and cautious

in their actions as they are aware they are under gubernatorial scrutiny. Thus, I

predict that as gubernatorial involvement increases in medical board affairs,

fewer disciplinary actions will be taken.

H013: The more the governor is involved with the SMB, the

fewer disciplinary actions will be taken by the medical board.

The Dependent Variable

The model for this chapter will use disciplinary actions as the dependent

variable. The variable is a ratio of disciplinary actions taken by a state medical

board. Licensing and disciplinary actions and decisions are part of a board’s

routine and repetitive responsibilities. They fit Simon’s notion of programmed

procedures. That is, a medical board has a definite process for handling these

issues. There are specific steps, that have a pre-established order and set of

techniques set out for staff to follow. They might be considered part of a board’s

standard operating procedures (SOPs).

The disciplinary data are taken from the Federation of State Medical
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Boards’ (FSMB) Summary of 1997 Board Actions (1998a). The variable was

constructed using the Composite Action Index (CAI). The CAI is an arithmetic

mean of four ratios: Total Actions divided by Total Licensed Physicians, Total

Actions divided by Practicing In-State Physicians, Total Prejudicial Actions

divided by Total Licensed Physicians, and Total Prejudicial Actions divided by

Practicing In-State Physicians.56 The CAI refers to the mean of these various

measures of disciplinary action per one thousand physicians. The term ‘actr'ons’

means that a violation of medical standard was found to have occurred. The

FSMB uses the CAI because it “permits relevant variables to contribute in a

balanced way to a final figure that can be useful in measuring an individual

board’s disciplinary activity over time.” (FSMB 1998a 3).

The models were run with the CAI mean 1994 - 1997 as the dependent

variable.57 The first wave of mail surveys, sent out in Fall 1997, queried

 

56 Total actions are derived by summing the Total Prejudicial Actions and Non

Prejudicial Actions. Prejudicial Actions include loss of license or privilege,

restriction of license or privilege and other prejudicial action such as license

modification as a result of penalty or reprimand. Loss of License or Privilege

includes revocations, suspension, surrender or mandatory retirement of license

or loss of privileges afforded by that license. Restriction of license includes

probation, limitation or restriction of license or license privilege. Non Prejudicial

Actions are actions that do not result in modification or termination of a license

or privileges. Total Licensed Physicians is per 1,000 licensees within a state.

Many physicians are licensed in more than one state. Total Number of Licensed

Physicians Practicing ln-State refers to the total number of physicians who are

actually practicing within a state.

57 Early in the analyses, I investigated using three other versions of the

dependent variable — the CAI mean 1994 - 1996, the CAI mean 1995 - 1997 and

CAI 1997. There was very little difference among the four variables. 80 I

decided to use the variable that best corresponded to the time frame of the
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executive directors about their recent actions over the past few years. Thus, it

can be argued that the CAI mean 1994 - 1997 best corresponds to the time

frame that the executive directors were reporting. The range of the CAI mean

1994 - 1997 was from a low of .74 to a high of 21 .79; its mean was 6.00 (see

Table 29).

State osteopathic boards appear to be more active in disciplinary areas

than the state medical boards. The mean disciplinary action taken by DO

boards is 8.48; the mean disciplinary actions by allopathic boards is 5.57. There

are 12 osteopathic boards in the study; 11 osteopathic boards reported

disciplinary data (total N = 60). From these 11 boards, 4 boards have

disciplinary actions above the mean — and one osteopathic board reported 21.79

disciplinary actions - the highest number of disciplinary actions during the

period. Of the seven boards below the disciplinary mean, five are from very

sparsely populated states, with fewer than 1,000 physicians practicing in-state.

The two remaining states with disciplinary actions below the mean have fewer

than 3,000 and fewer than 4,000 practicing licensed physicians in-state

respectively.

The Independent Variables

A medical board’s programmed decisions and activities are explained by

 

survey. I used CAI means instead of the raw numbers to help deal with the large

variance between the numbers from year to year.
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Table 29 - Programmed Decisions 8 Behavior Descriptive Statistics

Dependent Variable

CAI mean 94-97*

Independent Variables

1) Legislative role in 4

policy areas

2) Budget autonomy

3) Employment conditions

4) % Public members

5) State legislative

leadership change in 1994

6) HMO penetration

7) DO board

8) Governor’s influence

9) Individual legislators’

influence

60

61

59

59

61

58

59

61

55

55

Range

.61 -19.74

Mean

6.10

.64

.58

2.07

.22

.26

.21

.20

2.56

2.69

Std. Deviation

3.34

1.03

.50

1.67

.10

.44

.13

.40

.96

1.14

* CAI mean refers to the mean of the various disciplinary actions per 1,000

physicians.
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many factors. I am using the same nine independent variables I used in the

previous chapter. The ninth variable - whether a medical board is allopathic or

osteopathic -- is a control variable.“3 There are three political involvement

variables, three institutional measures, and two variables for external pressure

on state medical boards in these models. The three political involvement

variables are: legislative role in the four policy areas, the influence of individual

legislators on board activities and behaviors, and the influence of the governor

on the actions of a medical board. The three institutional variables, derived from

Horn (1995), are budget autonomy, public members on medical boards and

employment conditions. The two exogenous measures are the HMO penetration

within a state and leadership change in the state legislature following the 1994

election. The control variable is a dichotomous one, coded 1 of the medical

board regulates osteopathic physicians.

The Analyses

In this section I will present the ordinary least squares results of the

models. Again I will analyze a combined model for osteopathic and allopathic

boards and one applied only to allopathic boards. The results for the combined

 

58 In earlier tests, I also examined the level of a state bureaucracy’s

professionalism (Barrilleaux 1999). l analyzed professionalism as a control

variable and as an interaction term with merit, budget autonomy, individual

legislators, the governor, the results of the 1994 election in state houses, and

legislators’ role across the four policy areas. Professionalism was not relevant

as a control variable nor in any interaction terms and thus is not included in this

analysis.
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model will be presented as a series of additive models. This method is used to

isolate and focus on Horn’s theoretical work about the importance of institutional

factors on agency autonomy. The allopathic only models will be discussed more

briefly. Diagnostic tests revealed no problems with heteroskatisicity or multi-

collinearity in the models”. It should also be noted that I am reporting

significance using one-tailed tests because I have directional hypotheses.

Disciplinary Action
 

The disciplinary dependent variable is positively correlated with two of the

institutional variables: budget autonomy and employment conditions at .30 and

.22 respectively. All three autonomy coefficients are in the direction

hypothesized. Disciplinary action is also positively correlated with the control

variable for osteopathic boards at .34.

A. Autonomy. In the first iteration of the combined allopathic and

osteopathic model, I look solely at the impact of Horn’s three institutional

variables on programmed decisions. The adjusted R Square for this iteration of

the model was low -- .167 (see Table 30).

The results indicate that budget autonomy is important in determining the

disciplinary actions of state medical boards. Budget autonomy is the only

institutional variable that is significant. It is positive, as hypothesized. States

 

59 Scatter plot analysis of residuals against predicted values of Y indicate

minimal heteroskedasticity. The variance inflation factors (VlF) for the models

did not exceed a value of 1.6.
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Table 30 - Predicting Programmed Board Actions 8 Behavior: Discipline

Four Additive Models OLS Results - M03 8 D05

Horn’s Horn 8 Horn, Horn,

Institutional Legislative Legislative 8 Legislative,

Variables Variables Exogenous Exogenous 8

Governor

Budget 1 .913‘ 1556+ 1.242 .773

autonomy

Public -.032 -1.074 -1.790 -.877

members

Employment .016 .150 .222 .061

conditions

DO Board 3.161" 3.387" 3.638" 4035*"

Individual 597+ 688+ .391

Legislators

Legislative role .135 .313 634+

in 4 policies

HMO -3.256 -5.589+

penetration

Leadership .057 -.082

changein‘94 '

Governor -.012

Constant 4.567 2.993 3.396 4.660

N = 58 52 49 48

Adjusted R Sq .167 .147 .116 .154

Significant F 3.849 2.463 1.788 1.950

*" Significant at s .001; ** Significant at 5.01; * Significant at s .05; and + Significant

at s .10.
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with budgetary autonomy from the legislature on average see their CAI increase

by nearly two points over states without autonomy (see Table 30). This result

partially supports Hypothesis # 9.

The other two variables, employment conditions and public members,

were not significant and the relationship between public members and

disciplinary actions is not in the direction expected. The findings indicate that as

public member representation decreases, disciplinary actions by medical boards

increase. Interestingly, the correlation between public members and

disciplinary actions were positive but rather low - .15 (see Table 31). Finally,

the coefficient for the control variable for osteopathic verus allopathic physicians

is highly significant and positive in this initial model iteration (see Table 30).

In the allopathic only autonomy models, budget autonomy was significant

in the first model iteration (see Table 32). As budget autonomy increases,

disciplinary actions taken by state medical boards also increase. This supports

hypothesis 9. The relationship was in the predicted direction in 3 of the 4

models. The results for the employment conditions coefficient mirrored those for

the combined model. It was not significant while the relationship was in the

predicted direction.

The results for the public members variable in the MD Only model, unlike

for the combined model, were significant at .073 in the final model iteration and

in the expected direction. The result is more evidence in support of hypothesis

9. It is an interesting finding given the fact the model is examining only
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Table 32 - Predicting Programmed Board Actions 8 Behavior: Discipline

Four Additive Models OLS Results - MDs Only

Horn’s Horn 8

Institutional Legislative

Variables Variables

Budget 1 .092+ .776

autonomy

Public 1.81 8 1.909

members

Employment .076 .164

conditions

Individual .469

Legislators

Legislative role .077

in 4 policies

HMO

penetration

Leadership

changein‘94

Governor

Constant 4.530 3.325

N = 48 42

Adjusted R Sq .009 -.035

Significant F 1.149 .719

*** Significant at s .001; ** Significant at 5.01; * Significant at s .

ats .10.

188

Horn,

Legislative 8

Exogenous

.427

3.123

.137

.425

.105

-3.520

-1.018

4.250

39

-.046

.761

Horn, Legislative,

Exogenous 8

Governor

-.226

4505+

.075

.002

.467‘

-6.265**

-1.136+

.038

5.910

38

.115

1 .600

05; and + Significant



allopathic medical boards. It implies that the presence of public members on

allopathic boards increases a board’s disciplinary actions. The finding bolsters

reform efforts that include increasing public representation on boards as a way

to make boards more responsive to citizen concerns. Also, the finding seems to

confirm scholarly studies that found that increased proportions of public

members are associated with more serious disciplinary actions by occupational

licensing boards (Graddy 8 Nichol 1989, 1990). Thus public representation has

a positive effect on the number of serious disciplinary actions taken by licensing

boards. Moreover, the effect of public members was strongest on allopathic

licensing boards. Interestingly, in the combined model, there is a negative

relationship between public member board representation and disciplinary

actions. However, it should be noted that with a total of 38 cases and only a

slight trend in the data, the findings are not particularly meaningful.

In sum, the results for the three institutional variables taken from Horn’s

theory were varied. The autonomy coefficients demonstrated a great deal of

instability. Contrary to the theory, it appears from the two models that medical

board autonomy, as measured by financing, participation and employment

arrangements, does not consistently affect a board’s disciplinary actions. The

results for the budget variable are especially surprising. The coefficient was

significant in the first two combined models and in the initial allopathic only

model. Previous work has determined that economic resources are the only

variable with any major influence on a professional licensing board’s decision
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making (Schneider 1987).

_B. Legislative Involvement. The adjusted R square for the model with the

two legislative variables is .147; the model fit is poor (see Table 30). Budget

autonomy continues to be significant. In this iteration of the model, the influence

of individual legislators is positive and significant. However, the relationship is

not in the direction predicted. That is, I had predicted a negative relationship

between legislative involvement and disciplinary actions. The findings indicate

the relationship is positive.

Similar to the findings in the previous chapter on non-programmed policy

actions, individual legislators appear to positively affect disciplinary actions

taken by medical boards. Results indicate that as the influence of individual

legislators increases, the disciplinary actions taken by medical boards also

increases. This is contrary to my prediction in hypothesis 10. The negative

relationship between public members and disciplinary actions continues in this

model iteration and the control variable for osteopathic physicians also

continues to be significant.

In the allopathic only model, the legislative involvement variables are less

significant than in the combined models. None of the individual legislator

coefficients affect a medical board’s disciplinary actions. Legislative role across

the four policy areas is significant in the final model (see Table 32). The

relationships are not in the direction predicted in hypothesis 10 for either of the

legislative involvement variables.
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Perhaps the mixed findings for legislative involvement can be explained

by the fact that medical boards, like other agencies, are aware of the

environment in which they operate. If the legislature is involved in a variety of

policy areas that are important to medical boards, the lawmakers are also more

likely to be aware of other specific work performed by the medical board, such

as disciplinary decisions. The influence of individual legislators was significant

in determining a medical board’s disciplinary actions in the first two combined

models. However, it ceased to be important in the final combined model and

was not significant in any of the MD Only models.

C. Exogenous Factors. In the third iteration of the model, when I add the

two exogenous variables, the adjusted R square decreases to .116 — the poorest

fit of all the combined models (see Table 30). As predicted in hypotheses 11

and 12, neither exogenous variable affects a medical board’s disciplinary

actions. This pattern was seen at the correlation level also.

In this model iteration, budget autonomy is no longer significant. The role

of individual legislators continues to be significant but still not in the direction

predicted. In this model, the negative relationship between public members and

disciplinary actions continues and the control variable is still significant at the .01

level.

In the final allopathic only model, both exogenous coefficients are

significant and negative. Given the significance of leadership change in the

statehouse, it appears that with change in party control of a chamber and new
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legislators in the majority, medical boards take fewer disciplinary actions. I had

predicted in hypothesis 11 that the election results would not affect a board’s

disciplinary actions.

In summary, the level of managed care penetration in a state appears to

negatively affect a medical board’s disciplinary actions. In both the combined

model and the allopathic only model, there is a negative relationship between

managed care penetration and disciplinary actions. As HMO presence in a state

increases, a medical board’s disciplinary actions seem to decrease. It is

possible that in states with more managed care health plans issues of cost,

access and quality are major concerns. As a consequence, these issues have

more visibility and are higher on the agenda of state agencies, including medical

boards. Thus medical boards may be more vigilant to issues of cost, access and

quality and less attentive to disciplinary matters.

The other exogenous factor, a change in chamber control after the 1994

election, was significant in the full allopathic only model. These coefficients

were also negative. As leadership change in the statehouse increases, a

medical board’s disciplinary actions appear to decrease. The finding seems to

indicate that when new legislators are elected and the control of a chamber

changes hands, from one party to another, the medical board takes fewer

disciplinary actions. One explanation may be that the medical board is waiting

to learn about the regulatory approach of new lawmakers and its committee of

reference. Weingast and Moran (1983) find that when the interests represented
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on a particular committee change, the policy choices of the agency under the

committee’s jurisdiction will also change. Agencies are remarkably sensitive to

changes in committee composition. Another perspective could be that the state

agency is waiting for a kind of signal or cue from the new party in control as to

how the medical board should proceed. Calvert, Moran and Weingast (1988)

found that changes in FTC policy could be traced to changes in the preferences

of committee members and three new appointments to the commission, including

a new chairman. During the transition period in the state legislature, disciplinary

actions may fall off until the medical board has received a signal or cue from

lawmakers. Thus the board has a better understanding of how the legislature

would like them to proceed.

D. Governor’s Influence. In the final combined model iteration, ladd the

gubernatorial variable. The adjusted R square for the final model is still low at -

.154 (see Table 30). In this model, legislative role in the four policy areas and

HMO penetration are both significant at .093 and .087 respectively. The

significance of legislative role in the four policy areas is new to the model.

However, like the significance of individual legislators, it is not in the direction

hypothesized. Instead, the findings indicate that as legislative role in the four

policy areas increases so will a medical board’s disciplinary actions. I predicted

less legislative involvement in the four policy areas would positively would cause

a medical board to step up its disciplinary actions. The coefficient for HMO

penetration is also significant.
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None of the other variables in this model appears to be important in

determining disciplinary actions. Specifically, the governor's role does not

appear to affect an SMB’s disciplinary actions. This was also seen at the

correlation level. However, the relationship in the OLS analysis is in the

direction predicted in hypothesis 13. The involvement of individual legislators in

board activities is not significant in determining a medical board’s disciplinary

actions. Leadership change in the statehouse also does not affect disciplinary

actions taken by a state medical board.

Most importantly, none of Horn’s institutional variables appears to affect

disciplinary actions of medical boards in the final model. In the initial iteration of

the model, with only the three institutional variables, budget autonomy was

significant. It continued to be significant when the legislative variables were

added. However, once the exogenous variables and the gubernatorial variable

were added, the significance of budget autonomy no longer held. It should also .

be re-emphasized that the relationship between public members and disciplinary

actions was consistently in an opposite direction than I had predicted in all

iterations of the model. That is, as public members on a medical board

decreased, the board’s disciplinary actions decreased but no coefficients were

significant.

The control variable for osteopathic versus medical boards is highly

significant. In every iteration of the model, the control variable was significant

(see Table 30). Most importantly, in the final model, with all the variables, the
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control variable was highly significant at the .001 level. The results demonstrate

that osteopathic boards appear to be more active on disciplinary matters than

medical boards. During case study interviews in Michigan, many interviewees

made a point to differentiate between the two types of medical boards. One

respondent commented that osteopathic physicians tend to be more critical on

disciplinary matters than medical physicians. “They just discipline here . . .

enforce the rules and decide if there is merit or no merit on a disciplinary case.”

In the final allopathic only model, the influence of the governor on medical

board matters was not significant. This was consistent with the combined model.

However, in this model the relationship was not in the direction predicted in

hypothesis 13.

Overall, gubernatorial influence was not significant in determining a

medical board’s disciplinary actions. It is worth noting that while the variable

was not significant, in the combined model the relationship was in the

hypothesized direction. In the allopathic only model, the variable was not

significant nor was it in the expected direction. The theory about the influence of

the governor is mixed. There is evidence that governors may and may not play

a positive role in agency decisions (Bowling and Wright 1998, Brudney and

Hebert 1987, Wright and Cho 1998). l hypothesized that there was an inverse

relationship between gubernatorial influence and an agency’s disciplinary

decisions. Instead, it appears from the analyses that is not the case.

Generally, there is a poor fit for the combined models. The highest

195



Adjusted R Square is in the first model iteration — at .167. The findings for the

institutional coefficients were mixed. In the first two iterations of the model, the

coefficient for budget autonomy proved significant and the other budget

coefficients across all four models were in the predicted direction. None of the

employment conditions nor the public member coefficients were significant.

Additionally, the public member coefficients were not in the hypothesized

direction.

Findings for the other coefficients were mixed. Legislative involvement

results were contradictory with the influence of individual legislators important in

two out of three models while legislative role across the four policy areas was

significant in the final model. However, in both cases the coefficients were not in

the predicted direction. HMO penetration, in the final model, was important in

determining a board’s disciplinary actions. Leadership change in the statehouse

was not significant. The influence of the governor on board activities was not

significant although there is an inverse relationship between the variables as

predicted.

The most significant coefficient in the combined models was the control

variable. Osteopathic boards appear to be more active in discipline than their

allopathic counterparts. As noted earlier, there may be structural reasons for

this difference that go back to the educational training received at osteopathic

medical schools. The differences between osteopathic and allopathic physicians

were clearly noted during case study interviews. The two groups have separate
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medical society groups in many states and definite professional boundaries.

A Closer Look at the States: Board Autonomy and the Governor’s Role

A second way to examine the programmed behavior of medical boards is

to look more closely at the case study states. In this section, I will consider two

questions: why board autonomy and the governor’s role do not matter in

predicting the programmed behavior of medical boards. I had hypothesized that

among the factors that affect a state’s programmed behavior are a medical

board’s level of autonomy and its relationship with the state executive. The

empirical findings found that neither autonomy nor the governor were factors in

predicting a medical board’s disciplinary activity. The case studies are being

used to shed some light on these two issues.

Board Autonomy

Autonomy is an important factor in predicting programmed medical board

activities at the case study level. The evidence from the states contradicts the

empirical findings. One possible explanation may be the nature of autonomy.

Autonomy plays out subtly in ways that may not be captured in the empirical

data. Case studies are more likely to pick up these subtleties. Moreover,

autonomy may affect the nature of the action brought, how the matter is pursued

and the severity of the penalties, but not necessarily the qUantity of action taken.

Interview data indicate that autonomy is an important factor in anticipating

medical board behavior. For example, the state medical board that is most well-
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thought of by legislators, state administrators and other state actors also

happens to be the most autonomous. Moreover, it is the most well-respected

board and the board that has faced the least public criticism. It has received

national recognition for its work, is cited among the best medical boards in the

country and is considered an effective regulator in the state.

A. Boardsw The level of autonomy among state medical boards

varies. As mentioned in Chapter 3, according to the Federation of State Medical

Boards, most medical boards report themselves as independent (49) (see Table

1). An independent board, as defined by FSMB, exercises all licensing and

disciplinary powers, though some clerical services may be provided by a central

agency (FSMB, 1995). The remaining boards are subordinate (5), semi-

autonomous (9) and advisory (5).60 Of the four case study states, three reported

having an independent status (CO, MI and OR) and one indicated it was semi-

autonomous (MD) (see Table 33). However, it is worthwhile noting that the

categories are somewhat vague and the definitions are open to interpretations.

Respondents across the four states differed in their views about the

medical boards’ autonomy. In one state, all interviewees confirmed the board’s

independence, especially in policy matters. As a participant reported, “The

board’s decisions are not reviewable by the governor or anyone else for that

 

60 The Federation defines a semi-autonomous board as exercising most key

powers; a central agency provides most clerical and administrative services and

makes some decisions. A subordinate board exercises few key powers while the

central agency provides services and makes most decisions. An advisory board

acts purely in an advisory role to a larger agency (FSMB, 1995)
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Table 33 - Case Study Overview: Programmed Decisions and Behavior

 

CO MD OR
 

 Board Status‘    
Independent Semi-autonomous Independent [Independent]
 

Level of Budget Autonomy‘
 

Possess None or One Budget

Power

Possess Two or Three

Budget Powers
 

 States‘   Colorado and Michigan Maryland and Oregon
 

 

 

       

1 = No 2 3 4 5 = Great 50-State

Influence Influence Mean

Influence of 1 2 1 2.56

Governor“
 

‘Source: Federation of State Medical Boards, 1995 - 1996 Exchange, 1995.

2 Source: Mail survey. Since respondents were assured anonymity in the survey, the

states are not identified in this table.
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matter. It makes its own decisions.” One respondent believes, “I cannot imagine

being more autonomous in any other states than they are here. They are not

required to report to the legislature nor to their central agency." Another

observer concurred saying in this state we have “among the most autonomous

boards that I know of.”

In the three other study states, medical boards are not as unconstrained.

A respondent in one state thought the medical board ”was 80% autonomous in

the budget area, 80 to 85% autonomous in policy matters and 98% autonomous

in disciplinary cases.”

8. Budget Autonomy. The empirical analyses found that budget

autonomy was an important factor at the bivariate level but not in the full model.

The medical board discussed above has a rare level of independence with

regard to their budget. The four case study states are mixed with regard to the

amount of budget power they possess. Out of three possible budget powers

(develop own budget, adopt own budget, and have a reserve fund), two states

have one or none of the powers and two states have two or three of the budget

powers (see Table 33):

Most medical boards report facing a variety of pressures on budget

issues. In many states, it is ultimately up to the governor, the legislature and

others to determine how a medical board may spend its money. - In one study

state, the medical board had suffered a series of high profile “bad doctor” cases

and the legislature held the board’s budget. As one observer noted, “the budget
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was held up till the end of session, it was the last bill, considered on the last day

of session.” Another respondent recounted how “the legislature had kicked

around the medical board for the past two legislative sessions and would

threaten to withhold their budget.” In a different state, the medical board

generates a large amount of money from its fees. But instead of being cash-

funded, the board receives its monies from the state General Fund. In this state,

the medical board’s budget is relatively small. As one observer noted, “most of

the money goes into overhead and system maintenance. Commenting on this

state's budget autonomy, a respondent said that the medical board officials “had

no sense of their budget and their own money. They never ask for their money,

where it goes, how it is spent or anything.”

Evidence from the case studies indicates a medical board’s level of

autonomy is especially important when considering its ability to fulfill its mission

and practice its statutory responsibilities. Boards with more autonomy, like

Colorado and Maryland, seem better able to operate in the complex environment

that characterizes state health regulation. Boards with less autonomy, such as

Oregon and Michigan, appear to spend a great deal of their time answering to

different state entities. The findings about board autonomy confirm scholarly

studies that found that boards with access to more economic resources make

better quality decisions; increasing budgetary appropriations is an effective

method to improve the quality of professional licensing boards, their decisions

and their policy making (Schneider 1987).
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Governor’s Role

The governor’s role is another factor that influences a board’s

programmed activities. Governors are responsible for appointing board

members, usually with input from the legislature and interest groups (see

Chapters 3 and 5 with accompanying tables). Thus board members must still

answer to the governor - even if they consider themselves autonomous. As one

state administrator reported, if a medical board member becomes an activist in

an area where the governor held an opposite opinion, the member would be

“taken out behind the woodshed in the short term and not reappointed in the

long term.” It is the governor who holds the power and controls the situation with

regard to board members. Ultimately, board members still represent the

governor and serve at the governor’s pleasure.

A. Governor’s Direct Influence. As the state chief executive, governors

can strongly affect medical board activity. Mail survey results indicate that, on

the whole, the governor’s influence on board matters is strong (see Table 33).

One state reported the governor’s level of influence as a 5 (based on a 1 to 5

scale with 1 being no influence and 5being great influence), two other states

responded 3 and one state answered their governor’s influence was 2. The

mean response across the all 55 survey respondents was 2.56. Based on this

evidence, it appears governor’s have a hand in influencing their medical boards.

Across the four study states, the governor’s role varied. In one state, the

governor is a medical board advocate; he is considered “a rabid social democrat
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. . . an activist . . . a strong believer in social responsibility.” Another observer

said, “The governor is very concerned about health access issues; he is very

astute and has a real health care connection.” One state administrator believes,

“The governor understands the mission of the medical board and supports it.”

Most study states do not have a governor that is so involved and

committed to their issues. Generally, medical board matters are seen as less

salient issues, especially the programmed activities that involve physician

Iicensure and discipline. Many boards reported little interaction with the

governor. In one state, a respondent thinks the governor “is a lot less good on

health issues. Education and welfare are his issues.” Another respondent, from

a different state said “the medical board does not work with the governor’s office.

They have no one appointed as a liaison for that role.” A state worker in a third

study state noted that the governor, as a rule, “tries not to take a stand on any

issue till it reaches his desk.”

8. Governor’s-Indirect Influence. In addition to a direct relationship with

the medical board, the governor may be indirectly involved in legislative matters

that affect the board and its actions. In one study state an administrator said

“the governor tells us what he wants and then gives us flexibility. There is a

great deal of trust between the governor’s office and the medical board.”

However, in another state the relationship between the medical board and the

governor’s office was quite different. Commenting on legislative matters and

new legislation affecting the health professions, one respondent said “the
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governor played no role; no one from his office offered an opinion. That is the

usual thing. You do not usually hear from him until he vetoes something.” A

similar comment was made about the governor in a third state. “The governor

did not like some of the bills in the package. So we reached compromise. In

total it took almost ten years because with changes in the administration and the

statehouse there was a change in philosophies toward the legislation.”

Whether the governor is directly or indirectly involved in board matters,

the medical board staff and board members never lose sight of whom they serve.

In a state where the medical board is widely respected, an administrator recalled

“getting in some hot water with the governor. I was ahead of the governor on

this issue. So I was brought in and dressed down. He was really in my face. I

was told to back off and I did.” In a different state there was disagreement

between the medical board members and the administration on a specific matter.

Board members wanted “to visit the legislature and testify at hearings . . . But

they do not have that authority. The department speaks with one voice; it

speaks for the administration.” The errant board member would have been

chastised by the governor and their reappointment would have been

jeopardized. A governor in one study state initiated major structural medical

board reforms. Recalled one observer, he was the one who provided for

“additional investigators, prosecutors, hearing officers and a new executive

director of the reorganized board.” In another state, an observer commenting on

the governor’s influence noted, “You always know where he stands on issues.”
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In short, the role of the governor in the case study states was a lot more

mixed than the empirical data indicates. Governors can be important allies and

advocates for medical boards in some states, as the case studies have shown.

It is the governor, herself, who determines if she will be an active executive with

regard to medical board matters. That is, if health-related issues are an

important agenda item for a state executive, medical board issues become more

salient, as was seen in one of the study states. Similarly, if medical board

activities take on high visibility due to egregious behavior or “bad doctor“ cases,

an executive is more likely to become involved in these matters. This was the

case in a second study state. However, if the governor is engaged in other

issues and the medical board is fulfilling its statutory and regulatory

responsibilities, a governor’s term may pass without any chief executive

involvement in medical board activities. The two remaining study states, where

the governor is rarely involved in medical board matters, are more the norm.

Yet, the overall findings from the case studies indicate that governors do affect

medical board activities and behavior. Their roles are more complex and

layered than the empirical findings demonstrate.

The case study findings with regard to the importance of autonomy and

the governor’s role in medical board activities differ from the empirical results.

In the four case study states, level of autonomy and the extent of the governor’s

involvement affect a medical board’s programmed activities and behavior. One

explanation for the differences between the case study and empirical findings is
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the nature of case study research (see discussion in Chapter 4). Due to its

“micro” approach to events, case study research lends itself to a better

understanding of the complexities of a decision. Another reason for the

differences could be the states chosen for further research. Three of the four

states were known to have been active in high-profile policy issues of concern to

medical boards and potentially these issues are also politically salient to other

state actors. Finally, the differences between the empirical and case study

findings might be due to the method that I used to operationalize the theoretical

concepts. This will be discussed later in the conclusion chapter. Regardless of

cause of the differences in the findings, the case studies support the theories

that the level of autonomy and the level of involvement by the governor affect a

medical board’s programmed activities and behaviors.

Conclusion

This chapter has explored the programmed behavior of state medical

boards. Specifically, I have considered the effect of institutional autonomy,

political involvement, and exogenous changes on the disciplinary actions taken

by state medical boards. The results of the quantitative analyses are

disappointing; none of the models fit particularly well. In fact the most

parsimonious model — the initial model with the three Horn variables — had the

highest adjusted R Square.167.

Empirical results are somewhat mixed. They point to the importance of

206



legislative role in the four policy areas as important to disciplinary actions. Thus,

legislative pursuance affects both routine duties and policy initiatives of state

medical boards. These results were generally connected across both measures

of legislative involvement and across both combined and allopathic only models.

The findings on the institutional variables were more mixed. In the Horn model,

autonomy was positive and significant in both the combined and allopathic only

models. Public members was non-significant in both models. However, it was

negative in the combined model and positive in the allopathic only model. The

employment condition measure was positive and non-significant in both models.

The role of the governor was negative and not significant in the combined

model.

In the allopathic only models, public member representation was

significant, but the sample is small enough that conclusion should not be drawn

from these results. The exogenous variables had a stronger than expected

effect -- and largely negative. Political change and change in the health care

market have a negative effect on disciplinary actions. Only the control variable

for osteopathic physicians was consistently and strongly significant across all

iterations of the model.

I also have taken a closer look at the four cases study states with special

attention to a board’s level of autonomy and the influence a governor has on

board activities. Case study results contradict the empirical findings in these two

areas. Interviews indicate that autonomy is important in programmed board

207



activities and behavior. The significance of the role of the governor is unclear.

In two case study states, the governor played a considerable role in medical

board matters, while in the two remaining states the governor was a passive

chief executive where medical board matters were concerned.

Mmmed a_nd Non Promammed Models

In comparing the models for both programmed and non-programmed medical

board actions, the role of legislative involvement stands out. Across combined

and allopathic only models, in both policy and routine matters, the role of the

legislature was important. Indeed, lawmakers are very powerful state actors;

they have the authority and ability to insert themselves in any medical board

issue at will.

The institutional results of both programmed and non-programmed

actions are mixed. Both budget autonomy and public members were significant

in 7 out of 24 models. However, the public members measure was significant at.

higher levels than the budget autonomy variable. Employment conditions did not

affect a board’s programmed or non-programmed actions. There was a great

deal of variation in the direction of the coefficients across all the models. Much

of it could not be explained. Thus, measurement error seems a definite

possibility given these varied and unstable results.

It seems that with a governor looking over its shoulder, a medical board

is more cautious about its policy activities. The influence of the governor was

consistently significant and negative across all non-programmed models. This is
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an unexpected finding. A governor’s involvement with the medical board

appears to dampen the board’s policy activism. In the programmed areas, the

governor’s influence was not significant in any of the medical board’s activities.

The exogenous variable results were also mixed. Managed care

penetration was significant in fewer models but at higher levels than leadership

change. Surprisingly, the relationship between the HMO penetration and a

board’s activism in policy was negative; this was also true for managed care

presence and routine board matters. Overall, managed care presence mutes

both programmed and non-programmed board actions. Leadership change in

the statehouse also demonstrated an inverse relationship for both policy and

routine board matters. Leadership turnover stifles a board’s programmed and

non-programmed actions.

The results for the osteopathic control variable was the most significant

across both programmed and non-programmed board actions. Interestingly, the

coefficient was negative in the non-programmed models and positive in the

programmed models. It seems osteopaths approach physician disciplinary

matters in a different manner than their allopathic counterparts.
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8. Conclusion

This dissertation has examined the institutional structure and the non-

programmed policy and programmed routine activities and behaviors of state

medical boards. Specifically, I have considered the regulatory nature of medical

boards and their relationships with interest groups and the legislature. I have

looked at how change in the complex world of health professions regulation and

the dynamic health care delivery environment has affected the way medical

boards’ conduct their business.

Using data from a 50-state survey of medical boards, information

collected by the Federation of State Medical Boards, and material from four

analytical case studies, I have focused on four research questions:

> what is the role of the enabling coalition in the institutional design of state

medical boards?

> what is the role of institutional design in predicting legislative involvement

in agency activities?

> what factors influence a state medical board’s non-programmed policy

decisions and behavior?

. and what factors influence a state medical board’s routine programmed

decisions and behaviors?
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Study Findings

The study results are mixed. Perhaps the most important finding has

been the enormous role and consistent influence of legislators. Both at the

individual level and through their involvement in specific medical board issues,

lawmakers have a critical effect on medical boards and their activities and

behaviors. Legislators are involved with medical boards from the time of their

creation, as they take shape and grow, till they reach maturity as full-fledged

state agencies with all their rights and responsibilities. Legislators are key

actors, working with interest groups and others in the enabling coalition, to

develop a state medical board. Once conceived as an agency and part of a

state’s regulatory structure, medical boards still receive attention from the

incumbent legislature. Lawmakers are responsible, by statute, for agency

oversight and policy and routine matters that affect the board under their

committee jurisdictions. Moreover, if the agency has received negative attention

in the media, legislators will hear from their constituents about such matters. At

every turn, legislators have the ability to affect and influence medical board

activities and behavior. Lawmakers are very policy active in state medical board

matters.

Interest groups, specifically state medical associations and related health

care organizations such as specialty physician groups, hospital associations and

insurance companies, are also powerful influences on medical boards. At the

inception of medical boards as state agencies, these organizations play a key

211



role in shaping the boards, determining their functions and rights and

responsibilities. By conveying their preferences and concerns to lawmakers,

state medical associations in particular, have a hand in prescribing a medical

board’s institutional structure and design. Once formed, medical boards still

work closely with state medical societies. Evidence from the case studies

indicates medical boards must contend with the medical associations at a wide

variety of forums: at statehouses, as board members and in daily board policy

and routine matters. While not as powerful as lawmakers, medical societies are

strong and influential; they are policy active and involved in many of a medical

board’s policy activities.

The influence of the governor on state medical boards varied. In a few of

the models the coefficient was significant. However, the relationships were

frequently not in the direction predicted. Instead, it appears that a governor’s

influence checks a medical board’s policy activism and encourages its

disciplinary actions. Evidence from the case studies supports the mixed '

quantitative results. In some cases, governors are very involved in medical

boards matters. In these states, governors seem committed to health care

reform as a major part of their agenda or the medical board has received a great

deal of negative media attention thus bringing legislative and gubernatorial

reform efforts. However, in most cases, governors are not especially involved in

medical board matters nor are they especially policy active as these issues are

less salient than other state matters.
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The findings on exogenous factors were mixed. Managed care

penetration did not affect a state medical board’s policy activism. There is an

inverse relationship between managed care presence and a state medical

board’s disciplinary actions. Disciplinary actions decrease when a state’s HMO

presence increases. There is also an inverse relationship between leadership

change in the legislature and disciplinary actions. Generally, there was no

consistent pattern with regard to the effect of exogenous factors on a medical

board’s policy and routine activities and behavior.

Perhaps the most disappointing findings relate to the concept of medical

board autonomy. Taken from Horn (1995), autonomy was conceived as a key

indicator of a medical board’s activities and behavior in policy and routine

matters as well as legislative involvement. None of the autonomy measures was

consistently important across the models. Instead, results varied across the

different models and the relationships were usually not in the hypothesized

direction.

Overall the research findings indicate that there is one primary influence

on state medical boards - legislators. Medical associations, governors,

exogenous factors and board autonomy are less important factors in medical

board structure, behavior and activities. In terms of policy activism, legislators

are the most active players in medical board matters; state medical societies are

also policy active in board matters.

213



Applications to Theory

The research is firmly grounded in the neo-institutional literature and

theories of legislative choice. It also draws on work from the regulatory and

health domains. Some of the theories were supported while others were not.

Studying the 50 state medical boards has provided another example of

Schattschneider’s expanded scope of conflict in the area of health care

workforce regulation. Legislators, the public, organized interests, the chief

executive, agency representatives and individual physicians can all be involved

in the routine and policy matters affecting medical boards. Indeed, with more

actors involved in medical board matters and their routine and policy processes,

previously ingrained power relationships change. Medical board issues become

more salient to a larger group of people. While lawmakers and state medical

societies are still the primary players, there are other voices involved in the

process.

The research supports Moe’s (1989, 1990) theory about the role of

organized interests and the extent of their influence. Organized interests are

key players in structural choice issues. They have vested interests in these

matters and make themselves heard in the legislature as lawmakers consider

how to proceed. In the case of medical boards, the state medical societies

proved to be powerful participants in institutional matters, influencing a board’s

autonomy through their role in selecting board members.

McCubbins’ (1985) theory that health and environmental agencies will
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have more autonomy but will be subject to greater procedural requirements was

not upheld in this study. Indeed, there were few positive results about an

agency’s autonomy. Yet, the case studies supported McCubbins’ claim that

health agencies’ decisions are subject to more points of access by outside

parties and more strenuous burdens of proof and standards of evidence.

However, unlike McCubbins’ theories, medical boards do not appear to be

subject to more strenuous legislative oversight. In fact, legislative oversight

seemslto be practiced rarely. This is partial support for Moe’s (1989) claim that

the enabling legislative majority will try to insulate an agency from future

interference by writing specific laws with less delegation of authority and fewer

oversight provisions.

Theories of congressional dominance by scholars like Calvert, Moran and

Weingast (1988) among others were supported by the research. In fact, as

stated above, the most compelling finding from this study has been the

enormous influence and strength of legislators. Unlike federal studies where

power is more diffused and evenly shared between lawmakers and the chief

executive, this study found that lawmakers essentially have carte blanche with

regard to agency matters. They are able to insert themselves at will into any

agency issue if they desire to do so. While other actors may play a part in

administrative agency politics, the study results indicate that it is the legislature

that has the most control.
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Study Limitations

One limitation of the study is its size. By examining state medical boards,

the study is restricted to the 50 states. A small population study does not have a

lot of cases to draw from when conducting empirical analysis. Even two or three

non-responses affect the study.

A related weakness is the cross-sectional nature of the study. This study

captures the medical boards at one point in time, and thus, may understate the

role of some boards which may have lagged other states in 1997 but could have

become more active soon thereafter. The alternative could also be true. One

way to enrich the current study would be to sample at more than one point in

time. This would introduce the possibility of explaining the past and predicting

the future behavior of medical boards.

Another weakness is the operationalization of the Horn (1995) autonomy

concepts. Trying to construct adequate measures for another theorist’s

concepts can be quite difficult. There may be measurement error associated

with the construction of the three autonomy variables. All the variables were

created using data from the Federation of State Medical Boards’ 1995 - 1996

Exchange. While I did examine more than one way to operationalize each

institutional variable, the other measures provided no more traction than the

variables used in the final models.

The nature of a survey is a weakness of the study. Surveys rely on the

honesty of the respondent. However, even when granted anonymity, some

216



respondents may be concerned with how their responses will be interpreted if

seen by others. Thus, respondents may answer questions in a less candid

manner. This brings the validity of the data collected into question. This is a

common problem for any research that relies on survey responses.

Study Contributions

Perhaps the most important contribution of this research relates to the

study methodology. l have applied theoretical approaches on legislative and

interest group relationships with and institutional design of regulatory agencies

developed for federal agencies to a set of state regulatory agencies. Certainly

this is not the first time federally developed theories have been tested at the

state level. However, it is fair to say that this is an approach that has not been

mined sufficiently. Teske (1994), in particular, has noted the absence of

research built on theories of institutional selection and transaction costs that

examine state regulatory relationships. This research is one contribution to what

hopefully will be the growing literature on state regulatory agencies analyzed

through the prism of theories developed to test federal level relationships among

the executive, the legislature, the bureaucracy and organized interests.

A second contribution of the research is the development and exploration

of the policy activism concept. By enlarging the concept of activism - beyond

counts of legislative activity (e.g., bills introduced, floor amendments, speeches,

bills sponsored, time spent on committee matters, and time meeting with fellow
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lawmakers, legislative staff, the media, organized interests and bureaucrats) - to

include policy formulation, it is now possible to account for another way state

actors allocate and spend their time. It provides another method from which to

analyze the activities of a variety of state actors.

The third contribution of this research is the examination of programmed

and non-programmed decision making (Simon 1960). Decision making is an

integral part of an organization’s function; it is the means by which the purpose

of an organization is tied to its actions. Applying Simon’s theory of decision

making in an organizational environment has helped tease out some of the

differences between policy and routine behaviors. Policy decisions involve

choices among a variety of alternatives; routine decisions are choices made

among fixed or'specific practices. The research furthers understanding of an

organization’s programmed and non-programmed decision making.

Finally, the use of case studies provides useful insights and examples to

the research investigation. These “in the trenches” perspectives add color and a

real world sense to many of the theoretical arguments and empirical findings. In

fact, sometimes the case study analogies contrasted with empirical results. A

related contribution of the case studies has been the lessons learned by state

agencies about program reform. Some state medical boards have been

successful in their efforts to engage new policy areas, work more effectively with

other state actors, and carry out their regulatory responsibilities more efficiently.

The case studies have helped add texture and depth to the research endeavor.
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Implications for Policy

The research has provided an opportunity to learn lessons from states

that are trying to reform their medical boards. The determinants of success have

varied across the states. There are many successful strategies to bring about

policy change. States have identified some common methods to achieve their

desired outcomes.

Among the most important lessons from the case studies is the vital role

played, by individual legislators. These lawmakers are key to boards interested

in pursuing public policy and reform efforts. They can introduce bills, inform

other members on the scope and need for reforms and can assure bill passage.

A lawmaker whose background, previous work experience or district makes her

interested in an area of health regulatory policy should be cultivated. This is

especially important because frequently it is a legislator’s interests not her

committee assignment that drives her bill sponsorship.

The legislative budget process is pivotal. In state legislatures, the budget

process frequently appears to have a twofold purpose: to authorize a board’s

appropriations as well as conduct oversight. While‘most boards are cash-

funded, budgeting language in each state determines the fine print as to how a

medical board may use its money. Thus, lawmakers have a great deal of power

over board budgets. Oversight is frequently practiced at budget hearings.

Medical boards may face arduous questioning about their actions, policies and

decisions. If lawmakers are better informed about what medical boards’
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missions, roles, responsibilities and activities, the hearings can become less

burdensome.

Working in coalitions with state medical societies, other health regulatory

actors, legislative staff members, and citizens can help ease the way for many

medical board efforts. Forming alliances with other groups and organizations

that have similar interests and priorities increases the likelihood of success.

Establishing solid working relationships takes time and effort. Cooperation

among groups is a long term investment strategy; it reaps high future returns.

Among the more interesting findings of the mail survey was the desire of

executive directors to be more pro-active in the policy arena. Well over half of

the executive directors, who reported they were not now pro-active, reported

they ideally would like to be more pro-active in terms of initiating and promoting

emerging state health regulatory policies. To be more effective board officials

must step up their efforts to inform legislators, physicians, and the public about

their contributions and activities. Stronger relationships with these groups will

open channels of communication and ultimately make more efficient and

effective state medical boards.
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Survey on Policies and Actions of State Medical Boards

August 1997

l. Policy Questions

A1) Has your board done any of the following in seeking to participate in

developing any rules or regulations with respect to the area of Iicensure of

physicians mcticing telemedicine? (Please mark all which apply.)

formed a committee or task force

adopted a board position

issued a statement of concern

initiated legislation

endorsed a position or testified at a legislative hearing

lobbied other state administrative officials

held a hearing or a meeting

a.

b.

c.

d.

e.

f.

g.

h. taken other actions. Please specify

 

 

I. taken no action

A2) If so, which of the following played a role in the board’s actions regarding

Iicensure of physicians practicingtelemgiicine? (Please mark all which

apply.)

a. _ board leadership

b. _ board staff

c. _ legislators’ interest

d. __ governor’s interest

e. _ new legislation or legislative directive

f citizen complaint or petition

9 interest group interest

h newspaper/media

l court case

j other. Please specify
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B1) Has your board done any of the following in seeking to participate in

developing any rules or regulations with respect to the area of physicians

working in managed care settings? (Please mark all which apply.)

formed a committee or task force

adopted a board position

issued a statement of concern

initiated legislation

endorsed a position or testified at a legislative hearing

lobbied other state administrative officials

held a hearing or a meeting

a.

b.

c.

d.

e.

f.

g.

h. taken other actions. Please specify
 

 

 

I. taken no action

B2) If so, which of the following played a role in the board’s actions regarding

physicians working in managed care settings? (Please mark all which

apply.)

a. __ board leadership

b. _ board staff

c. _ legislators’ interest

d. _ governor’s interest

e. __ new legislation or legislative directive

f citizen complaint or petition

9 interest group interest

h newspaper/media

l court case

j other. Please specify

 

 

C1) Has your board done any of the following in seeking to participate in

developing any rules or regulations with respect to the area of Iicensure of

physicians who practice alternative medicirfi? (Please mark all which

apply.)

formed a committee or task force

adopted a board position

issued a statement of concern

initiated legislation
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endorsed a position or testified at a legislative hearing

lobbied other state administrative officials

held a hearing or a meeting

taken other actions. Please specify
 

 

 

I. taken no action

C2) If so, which of the following played a role in the board’s actions regarding

Iicensure of physicians who practice altemgtive medicine? (Please mark all

which apply.)

 

_board leadership

_ board staff

_ legislators’ interest

. _ governor’s interest

_ new legislation or legislative directive

citizen complaint or petition

interest group interest

newspaper/media

court case

other. Please specify

 

 

D1) Has your board done any of the following in seeking to participate in

developing any rules or regulations with respect to making case information

collected by the medical board available to the public? (Please mark all

which apply.)

formed a committee or task force

adopted a board position

issued a statement of concern

initiated legislation

endorsed a position or testified at a legislative hearing

lobbied other state administrative officials

held a hearing or a meeting

a.

b.

c.

d.

e.

f.

g.

h. taken other actions. Please specify
 

 

 

l. taken no action
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DZ) If so, which of the following played a role in the board’s actions regarding

makimase information collected by the medical board available to the

public? (Please mark all which apply.)

a. _board leadership

b. _board staff

c. :legislators’ interest

d. __’governor5 interest

a. n_ew legislation or legislative directive

f. citizen complaint or petition

9. interest group interest

h. newspaper/media

I. court case

j. other. Please specify

 

 

II. Board Prerogatives and Control

1) What percentage of your budget comes from licensing fees? the state’s

General Fund? other sources? (Please be as specific as possible)

% licensing fees

% state’s general funds

% other. Please specify

% other. Please specify

 

 

 

100% total

2) How would you assess the influence of the following actors in the activities of

your medical board? Please give a score to each player with 5 representing

great influence and 1 representing no influence.

a. How would you assess the influence of the current governor in the activities

of the medical board?

1 2 3 4 5

No influence Great influence
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b. The influence of the legislature’s leadership in the activities of the medical

board?

1 2 3 4 5

No influence Great influence

c. The influence of individual legislators in the activities of the medical board?

1 2 3 4 5

No influence Great influence

d. The influence of the state medical society in the activities of the medical

board?

1 2 3 4 5

No influence Great influence

9. The influence of the medical schools in the state in the activities of the

medical board?

1 2 3 4 5

No influence . Great influence

f. The influence of public interest groups such as Citizens for Health in the

activities of the medical board?

1 2 3 4 5

No influence Great influence

9. The influence of the courts or specific court cases?

1 2 3 4 5

No influence Great influence
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3) If the board wants to initiate change in state policy (e.g. such as that in the

state public health code) which of the following approaches would it follow?

(Please rank order the top three choices, with 1 being first choice)

draft and introduce the legislation

draft and work with legislative staff to introduce legislation

draft and work with individual legislators to introduce legislation

consult the governor

consult the state medical society

consult the state health department

consult with neighboring state boards

consult with national medical society

discuss with consultants in the medical field

a.

b.

c.

d.

e.

f.

g.

h.

l.

j. other (Please specify)
 

 

 

k. _ never initiate change

4) If the board wants to initiate changes, what are the biggest constraints it

faces? (Please rank order the top three choices, with 1 being first choice)

a. _ limitations in the public health code

b. _ limited staff resources

c. __ gubernatorial reluctance or opposition

d. __ lack of legislative support

e. current or potential judicial involvement

f. bureaucratic barriers

g. other
 

5) To which branch of the government does your medical board feel most

accountable? (Please choose one only.)

a. _ Legislature

b. _ Executive

c. _ Equally accountable to both

d. _ Neither

6) How closely does the medical board work with other regulatory boards or

agencies in the state? Please give a score to each player with 5 representing

very closely and 1 representing not closely at all.
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a. How closely does the medical board work with state nursing boards?

1 2 3 4 5

Not closely at all Very closely

b. How closely does the medical board work with other health professional

boards?

1 2 3 4 5

Not closely at all Very closely

c. How closely does the medical board work with the state attorney general’s

office?

1 2 3 4 5

Not closely at all Very closely

d. How closely does the medical board work with the state health agency?

1 2 3 4 5

Not closely at all Very closely

e. How closely does the medical board work with national level contacts such .

as the Federation or the AMA?

‘I 2 3 4 5

Not closely at all Very closely

7) Please assess the role of state medical boards in the policy world. On a scale

of 1-5, with 5 representing a policy pro-active position and 1 a policy reactive

position:

a. How would you assess your own state medical board in terms of initiating and

promoting emerging state policies?

1 2 3 4 5

Reactive position Pro-active position
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b. Ideally, where would you like your state medical board to position itself in

terms of initiating and promoting emerging state policies?

1 2 3 4 5

Reactive position Pro-active position

Thank you very much for completing this survey. Neither you nor your state will

be identified, but we would like to have your name, title, and state affiliation for

our records. We would be happy to send you the results. If you have any

questions or would like to comment on this survey please send an e-mail, call or

fax Susan Silberman at: Silberma@pilot.msu.edu, 517-353-9876 phone, and fax

517-432-1091. Written requests should be sent to: Susan Silberman clo

Michigan State University, 303 S. Kedzie Hall, East Lansing, MI 48824.

Name:

Title:

 

 

Address:
 

 

I would like a copy of the survey results with research findings:

Yes No
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Date (August 20, 1997)

Name, Title

Office

Address

Address

Dear Name:

I am writing you to request your participation in a survey which seeks information on the

recent policy activities of state medical boards and on the types of environments in

which they operate. The goal is to compile and disseminate a report analyzing the role

of state medical boards as potential or actual participants in health professions

regulatory change. The study is funded by the University of California Center for the

Health Professions and the Pew Charitable Trusts.

I would greatly appreciate it if you could take a few minutes to complete and return the

enclosed survey. l have enclosed a stamped self-addressed envelope for your

convenience. If you have any written materials which you would like to share or which

you have mentioned on the questionnaire, I would very much like to have them.

All answers you provide will be held in strictest confidence, and your identity will be

scrupulously protected. The survey is being conducted for scholarly research and

evaluative purposes. The results of this research will be available to all interested

persons and should provide useful information to you and others on the role of state

medical boards in state policymaking.

Thank you for your time and attention to this request. I look forward to your reply. If

you have any questions about this, please feel free to call me at 517-353-3292 or

Susan Silberman at 517-353-9876.

Sincerely,

Carol 8. Weissert, Ph.D.

Associate Professor of

Political Science
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Date (October 17, 1997)

Name, Title

Office

Address

Address

Dear Name:

Several weeks ago, I contacted you to request your participation in a survey which

seeks information on the recent policy activities of state medical boards and on the

types of environments in which they operate. The goal is to compile and disseminate a

report analyzing the role of state medical boards as potential or actual participants in

health professions regulatory change. The study is funded by the University of

California Center for the Health Professions and the Pew Charitable Trusts.

I would like to encourage you to take a few minutes to complete and return the

enclosed survey. l have enclosed a stamped self-addressed envelope for your

convenience. If you have any written materials which you would like to share or which

you have mentioned on the questionnaire, I would very much like to have them.

We have heard from over half the state medical boards and very much would like to

have your experiences reflected in the study. All answers you provide will be held in

strictest confidence, and your identity will be scnIpulously protected. The survey is

being conducted for scholarly research and evaluative purposes. The results of this

research will be available to all interested persons and should provide useful

information to you and others on the role of state medical boards in state policymaking.

Thank you for your time and attention to this request. I look fonivard to your reply. If

you have any questions about this, please feel free to call me at 517-353-3292 or

Susan Silberman at 517-353-9876.

Sincerely,

Carol S. Weissert, Ph.D.

Associate Professor of

Political Science
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DRAFT 1/22/98

Pew Protocol for Interviews

with Board Actors

1. How would you describe your organization’s/office’s role?

2. What is the relationship between your organization and the medical board?

3. What is the relationship between the medical society and the medical board?

4. How would you define the mission of the state medical board? Who are the key

political, bureaucratic and interest groups actors who help cany out its mission? Extent

of delegation and independence.

5. I am trying to better understand how you work with the medical board. Could you

identify a recent issue you worked with the medical board and walk me through the

process?

- where did the policy idea come from and how did the board get involved and why

(objectives)

— how did you work together? Set up ad hoc committee? support legislation? Testify

together?

- what if any was the role of the media in this effort

- how successful was the effort

- what things did the board do right and what do you wish you could do over again

6. We define a policy entrepreneur as someone inside or outside the govemment who

advocates for proposals or for the prominence of an idea. Based on this definition,

can you identify any policy entrepreneurs who are or were involved in any of the health

profession regulatory matters we have been discussing?

7. Please assess the role of the state medical board in the policy world. On a scale of

1 to 5, with 5 representing a policy pro-active position, how would you assess the state

medical board in terms of initiating and promoting emerging state policies?

7a. Using the same 1 to 5 scale, ideally, where do you think the state medical board

should position itself in terms of initiating and promoting emerging state policies?

8. Given your expertise, can you identify policy areas affecting health professions

regulation that are on the legislative or gubernatorial agenda? What are they and when

are they likely to arise?

9. Do you think the your medical board has been more the focus in public policy in

recent years than in the 19805? Do you think this is a temporary phase or will there be

a more permanent change in the way the medical board conducts its duties? Why?
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10. On a scale of 1 to 5, with 5 being the most autonomous, how much autonomy do

you think the medical board has? What areas does the board have autonomy in?

Board member selection, budget, etc? Does the board have an expanding mission or

new responsibilities given the changing environment of health professions regulation?

10a. Can you tell me about the medical board’s budget process. (EXECUTIVE DEPT

ONLY)

10b. Elaborate about legislative oversight over the medical board. How is it practiced?

Examples

10c. Does the state medical society have an opportunity to participate in any of the

medical boards decision-making ? If so, how.

11. Based on your knowledge and expertise in this area, what advise would you give

other state medical boards who are interested in becoming more policy active? Can

you suggest any lessons from your previous experience that you would pass along?

(e.g. what this board did right and or wrong)

236



II:—



DRAFT 2/19/98

Pew Protocol for Interviews

with Elected State Officials

1. What recent medical board regulatory matters have you been involved with?

Specific policy examples.

2. We define a policy entrepreneur as someone inside or outside the govemment who

advocates for proposals or for the prominence of an idea. Based on this definition, can

you identify any policy entrepreneurs who are or were involved in any of the health

profession regulatory matters we have been discussing?

3. Please assess the role of the state medical board in the policy world. On a scale of

1 to 5, with 5 representing a policy pro-active position, how would you assess the state

medical board in terms of initiating and promoting emerging state policies?

4. Using the same 1 to 5 scale, ideally, where do you think the state medical board

should position itself in terms of initiating and promoting emerging state policies?

5. Do you consider the medical board to be a change agent in policy matters?

6. Do you think the your medical board has been more the focus in public policy in

recent years than in the 19805? Do you think this is a temporary phase or will there be

a more permanent change in the way the medical board conducts its duties? Why?

7. Please comment on legislative oversight over the medical board. How is it

practiced?

8. Based on your knowledge and expertise in this area, what advise would you give

other state medical boards who are interested in becoming more policy active? Can

you suggest any lessons from your previous experience that you would pass along?

(e.g. what this board did right and or wrong)

Back up Questions:

- Can you begin by describing your involvement with health occupation regulation in

your state? How long have you been interested in this area and where did the interest

come from?

- How would you describe the mission or purpose of the medical board? Who are the

key political, bureaucratic and interest groups actors who help cany out its mission?

- On a scale of 1 to 5, with 5 being the most autonomous, how much autonomy do you

think the medical board has? What areas does the board have autonomy in? Board

member selection, budget, etc? Does the board have an expanding mission or new

responsibilities given the changing environment of health professions regulation?

237



- From your vantage point, what is the relationship between the medical society and

the medical board? Does the state medical society have an opportunity to participate

in any of the medical boards decision-making ? If so, how.

238



DRAFT 1/22/98

Pew Protocol for Interviews

with Medical Board

1. Define the mission of your medical board. Who are the key political,

bureaucratic and interest group actors who help carry out the mission?

2. Do you think the your medical board has been more the focus in public policy

in recent years than in the 19805? Do you think this is a temporary phase or

will there be a more permanent change in the way the medical board conducts

its duties? Why?

3. We are trying to learn more about medical boards and their policy roles. Can

you pick a recent policy area which has come up and which is important to the

board and walk me through how the medical board works on it? That is,

- where did the policy idea come from and how did the board get involved and

why (objectives)

a. what was the board’s initial response

b. who supported and opposed the effort

0. in what order did you set up task force, hold hearing, determine a position,

support legislation

d. what if any was the role of the media in this effort

e. did the board’s position change over time

f. are you still modifying your position

9. how successful was the effort

h. what things did the board do right and what do you wish you could do over

again

i. what obstacles did the board face

4. When does the board prefer not to be involved with policy matters

5. Who on your board testifies before the legislature? Serves as the liaison with

the governor? With other groups like the state medical society?

6. We define a policy entrepreneur as someone inside or outside of government

who advocates for proposals or for the prominence of an idea. Based on this

definition, can you identify any policy entrepreneurs who are or were involved in

any of the matters we have been discussing?

7. Are there other major policy areas affecting the board that are on the

legislative or gubernatorial agenda? What are they? When are they likely to

anse?
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8. On a scale of 1 to 5, with 5 being the most autonomous, how much autonomy

do you think the medical board has? What areas does the board have

autonomy in? Board member selection, budget, etc?

83. Extent of legislative delegation and independence?

8b. Can you comment on the extent of legislative oversight for the medical

board?

8c. Has the board’s mission expanded over time/recently? What kinds of new

responsibilities has the medical board been taking on?

9. In our preliminary research, we found that medical societies heavily influence

the actions of many medical boards. In your state is the state medical society a

major influence on the medical board? If so, how?

9a. Does the medical society have opportunity to participate in medical board

decision-making? If so, how. Examples.

10. What sources of information does the medical board turn to or use? ( e.g.

Internet, professional colleagues, other professional boards, consulting firms,

national institutions or organizations such as the Federation, AMA, Citizens for

Health, Citizens Advocacy Center)

11. Has your board changed the way it conducts its public business? In what

ways over the past few years?

11a. How has the mission of the medical board changed over time?

12. Does the medical board work with boards in neighboring states? In the

region? Why/why not? If so, in what ways? Only on specific matters?

13. Does the medical board coordinate with other state health profession

boards in matters relating to policy, procedures and standards? Give examples,

which states and which boards?

14. Does the medical board have reciprocity with other states re: licensing etc. ?

If so, which states? Why, on what basis?

15. How closely do you work with the state attorney general’s office? I

16. In the last few years the health professions regulation environment has

changed a great deal. As a consequence the board is in a transition phase
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between the old order and the new emerging one. How does the board mediate

between these two different forces? How does the board feel and respond to

these conflicting roles? Has there been an attempt to find or build new

coalitions?

17. What lessons have you learned about public policy activism that you would

like to share with other medical boards?
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DRAFT 1/22/98

Pew Protocol for Interviews

with Legislative Staff

1. Can you begin by describing the (blank) Committee’s jurisdiction and how health

professions regulation falls under its discretion?

2. What kinds of health professions regulatory matters does the committee get

involved with? (POLICY)

3. What recent medical board regulatory matters, if any, have come before the

committee? Specific policy examples. (POLICY)

4. On this policy topic, do you know where the idea for the bill came from? A specific

legislator, governor, interest group, policy entrepreneur? (POLICY)

4a. Had it come before the committee previously? (POLICY)

4b. Did the medical board itself have a role in the formation or enactment of the policy?

(POLICY)

5. What was the nature of the problem the bill was designed to solve/address? Was it

part of a broader health reform effort? (POLICY)

6. Who supported and opposed the measure? (Any in the legislature and the

executive office) (POLITICAL)

6a. Did the governor get involved in this matter? (POLITICAL)

6b. What problems were encountered as the policy matter wound its way through the

legislative process? How were these barriers overcome? (POLITICAL)

7. How did the state medical society feel about the matter? (POLITICAL & OTHER

ACTORS) '

8. What actors came before the committee or worked with the staff on this matter?

(OTHER ACTORS)

9. Did the media play any role in this (or another) matter? What about the role of the

public? The role of Citizens of Health or Citizens Advocacy Center? (OTHER

ACTORS)

10. Has there been any follow up by the committee or legislature on this matter? Is

there any monitoring associated with the measure, if so what? Does the measure

include any reporting back by the medical board? (POLICY)
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11. Who is responsible for implementing the measure? (POLICY)

12. In your view was there adequate funding of the measure? (POLITICAL)

13. Do you think the state medical board was a change agent (was it involved in

putting the item on the agenda, providing information, proposing a solutions or urging

action?) (POLICY)

14. Are there other major policy areas affecting the board that are on the legislative or

gubernatorial agenda? What are they? When are they likely to arise? (POLICY)

15. Do you think the recent attention to public policy involving medical boards in your

state is a temporary phase or will there be a more permanent change in the way the

medical board conducts its duties? (POLICY)

16. How would you define a medical board’s function? (Can be respondent’s personal

view orof Committee) What is its role? What problem is it trying to solve? The role of

its staff? (STRUCTURE)

16a. What is the ideal role of the medical board in making and implementing state

policy affecting the practice of medicine and health profession regulation? (POLICY)

17. On a scale of 1 to 5, with 5 being the most autonomous, how much autonomy do

you think the medical board has? What areas does the board have autonomy in?

Board member selection, budget, etc? (STRUCTURE & POLITICAL)

18. Does the committee get involved with any administrative matters with regard to

BPQA? (Finance will be default) If so, can you describe them? (Personnel matters,

how board members selected) (STRUCTURE, POLITICAL & COMPOSITION)

19. The agency’s budget — how is it funded? Portion from state appropriations versus

its own generated dollars? Is the agency’s budget part of larger budget within an

executive agency? Can the executive agency cut BPQA’s budget? Does all funding go

directly to BPQA or can the executive agency hold funds? Does the legislature specify

how it may use its budget? When testifying before the committee, does BPQA testify

with the Dept of Health and Mental Hygiene, or do they testify separately re: budget

issues? (STRUCTURE & POLITICAL)

20. In our preliminary research, we found that medical societies are heavily influence

the actions of many medical boards. In your state, is the state medical society a major

influence on the state medical board? If so, how? (POLICY, POLITICAL,

STRUCTURE)

21. We define a policy entrepreneur as someone inside or outside of government who

advocates for proposals or for the prominence of an idea. Based on this definition,

can you identify any policy entrepreneurs who are or were involved in any of the

matters we have been discussing? (POLICY)
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22. Please assess the role of (your state) medical board in the (your state) policy

making. On a scale of 1 to 5, with 5 representing a policy pro-active position, how

would you assess the state medical board in terms of initiating and promoting emerging

state policies? POLICY & POLITICAL)

22a. Using the same 1 to 5 scale, ideally, where do you think the state medical board

should position itself in terms of initiating and promoting emerging state policies?

(POLICY)

23. Based on your knowledge and expertise in this area, what advice would you give

other state medical boards who are interested in becoming more policy active? Can

you suggest any lessons from your previous experience that you would pass along?

(e.g. what this board did right and or wrong) (POLICY)
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