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Subject: Report of the FSMB Workgroup on Physician Sexual Misconduct 

 

Referred to: Reference Committee  

 

 

The Federation of State Medical Boards (FSMB) Workgroup on Physician Sexual Misconduct, 

chaired by Dr. Patricia A. King, M.D., Ph.D., has been charged with 1) collecting and reviewing 

available disciplinary data, including incidence and spectrum of severity of behaviors and 

sanctions, related to sexual misconduct; 2) identifying and evaluating barriers to reporting sexual 

misconduct to state medical boards, including, but not limited to, the impact of state confidentiality 

laws, state administrative codes and procedures, investigative procedures, and cooperation with 

law enforcement on the reporting and prosecution/adjudication of sexual misconduct; 3) evaluating 

the impact of state medical board public outreach on reporting; 4) reviewing the FSMB’s 2006 

policy statement, Addressing Sexual Boundaries: Guidelines for State Medical Boards, and 

revising, amending or replacing it, as appropriate; and 5) assessing the prevalence of sexual 

misconduct training in undergraduate and graduate medical education and developing 

recommendations and/or resources to address gaps. 

 

Over the course of two years, the workgroup carried out its charge by reviewing existing research, 

policy, resources, and strategies for addressing physician sexual misconduct. The workgroup also 

held two in-person meetings in 2018, received additional information during the FSMB’s 2019 

Annual Meeting through a Plenary Panel Discussion that included several viewpoints, as well as a 

Board Forum that hosted more than 200 attendees for an in-depth discussion of key issues, and 

held a Symposium on Sexual Boundary Violations in Washington, D.C. on June 6, 2019, that also 

included participants from several state medical boards not represented on the workgroup. A 

teleconference was held on October 16, 2019 to discuss an initial draft Report with feedback and 

proposed changes conveyed to the FSMB Board of Directors during an oral report at its October 

2019 meeting, followed by a discussion of the board. 

 

A revised draft incorporating feedback received from the Board of Directors was distributed to 

state medical boards during a comment period held from November 26, 2019 to January 10, 2020. 

Comments were received from several organizations and members of the public, as well as seven 

state medical boards. Feedback received was categorized according to the following themes: 

• Requirements for notification to law enforcement 

• Feasibility of and best practices for remediation 

• The duty to report, including peer and institutional reporting, as well as whistleblower 

protection 

• Transparency of data, regulatory processes, complaints, and bases for discipline 

• Notification to existing patients of stipulation and to new patients of previous disciplinary 

action 

• Education of clinicians, state medical boards and the public 

• Chaperones and practice monitors 

• Additional requests of the FSMB: 
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o Model legislation (e.g., Duty to Report) 

o Collection of background data on state laws, made publicly available 

o Education across the continuum for appropriate treatment of patients (in 

collaboration with partners, e.g., AACOM, AAMC, ACGME, AOA) 

o Facilitation of development and exchange of best practices among boards 

o Facilitation and provision of training on implicit bias and trauma-informed 

investigations 

o Funding for data development, coding, and analysis pilots by boards and others 

 

The workgroup met again via teleconference on January 29, 2020 to discuss feedback received 

and provide input for its incorporation into a new draft. This revised draft was distributed to the 

Board of Directors electronically and discussed during a videoconference held on March 2, 2020. 

During this videoconference, the Board voted to approve the Report (Attachment 1) and 

recommended its adoption by the House of Delegates. 

 

 

 

ITEM FOR ACTION: 

 

The Board of Directors recommends that: 

 

The House of Delegates ADOPT the recommendations contained in the Report of the FSMB 

Workgroup on Physician Sexual Misconduct and the remainder of the Report be filed. 
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Report of the FSMB Workgroup on Physician Sexual Misconduct 1 

 2 

DRAFT 3 

 4 

Section 1: Introduction and Workgroup Charge 5 

 6 

The relationship between a physician and patient is inherently imbalanced. The knowledge, skills 7 

and training statutorily required of all physicians puts them in a position of power in relation to 8 

the patient. The patient, in turn, often enters the therapeutic relationship from a position of 9 

vulnerability due to illness, suffering, and a need to divulge deeply personal information and 10 

subject themselves to intimate physical examination. This vulnerability is further heightened in 11 

light of the patient’s trust in their physician, who has been granted the power to deliver care, 12 

prescribe needed treatment and refer for appropriate specialty consultation. 13 

 14 

It is critical that physicians act in a manner that promotes mutual trust with patients to enable the 15 

delivery of quality health care. When there is a violation of that relationship through sexual 16 

misconduct, such behavior and actions can have a profound, enduring and traumatic impact on 17 

the individual being exploited, their family, the public at large, and the medical profession as a 18 

whole. Properly and effectively addressing sexual misconduct by physicians through sensible 19 

standards and expectations of professionalism, including preventive education, as well as 20 

through meaningful disciplinary action and law enforcement when required, is therefore a 21 

paradigmatic expression of self-regulation and its more modern iteration, shared regulation. 22 

 23 

In May of 2017, Patricia King, M.D., PhD., Chair at the time of the Federation of State Medical 24 

Boards (FSMB), created and led a Workgroup on Physician Sexual Misconduct (hereafter 25 

referred to as “the Workgroup”), and charged its members with 1) collecting and reviewing 26 

available disciplinary data, including incidence and spectrum of severity of behaviors and 27 

sanctions, related to sexual misconduct; 2) identifying and evaluating barriers to reporting sexual 28 

misconduct to state medical boards, including, but not limited to, the impact of state 29 

confidentiality laws, state administrative codes and procedures, investigative procedures, and 30 

cooperation with law enforcement on the reporting and prosecution/adjudication of sexual 31 

misconduct; 3) evaluating the impact of state medical board public outreach on reporting; 4) 32 

reviewing the FSMB’s 2006 policy statement, Addressing Sexual Boundaries: Guidelines for 33 

State Medical Boards, and revising, amending or replacing it, as appropriate; and 5) assessing 34 

the prevalence of sexual boundary/harassment training in undergraduate and graduate medical 35 

education and developing recommendations and/or resources to address gaps. 36 

 37 

In carrying out its charge, the Workgroup adopted a broad lens with which to scrutinize not only 38 

the current practices of state medical boards and other professional regulatory authorities in the 39 

United States and abroad, but also elements of professional culture within American medicine, 40 

including notions of professionalism, expectations related to reporting instances of misconduct or 41 

impropriety, evolving public expectations of the medical profession, and the impact of trauma on 42 

survivors of sexual misconduct. In analyzing these issues, the Workgroup benefited 43 

tremendously from discussions with several of the FSMB’s partner organizations and 44 

stakeholders that also have a role in addressing the issue of physician sexual misconduct. The 45 

Workgroup extends its thanks, in particular, to the American Association of Colleges of 46 
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Osteopathic Medicine (AACOM), Association of American Medical Colleges (AAMC), Student 47 

Osteopathic Medical Association (SOMA), Australian Health Practitioner Regulation Agency 48 

(AHPRA), American Medical Association (AMA), American Medical Women’s Association 49 

(AMWA), American Osteopathic Association (AOA), Council of Medical Specialty Societies 50 

(CMSS), Federation of Medical Regulatory Authorities of Canada (FMRAC), Federation of 51 

State Physician Health Programs (FSPHP), several provincial medical regulatory colleges from 52 

Canada, subject matter experts from Justice3D, PBI Education, and additional physician experts, 53 

and especially the victim and survivor advocates who bravely shared their experiences with 54 

Workgroup members. This report has been enriched by these partners’ valuable contributions.  55 

 56 

A call for cultural change 57 

 58 

The Workgroup acknowledged the importance of the environment and culture, from medical 59 

school to practice, for the development of and commitment to positive professional values and 60 

behaviors in medicine. In this regard, the Workgroup also acknowledged the existence of several 61 

highly problematic aspects of sexual misconduct in medical education and practice, many of 62 

which permeate the prevailing culture of medicine and self-regulation. The National Academies 63 

of Sciences report that organizational culture plays a primary role in enabling harassment and 64 

that sexually harassing behaviors are not typically isolated incidents.1 Medical students and 65 

trainees who are subjected to environments in which harassment is accepted suffer not only as 66 

victims, but may also be undermined in their educational and professional attainment, resulting 67 

in loss of talent for the profession. To the extent that a culture that is permissive of sexual 68 

harassment results in perceived license to engage in such conduct oneself, patients are ultimately 69 

put at risk of dire consequences. Permissive environments could also reduce the likelihood that 70 

bystanders will feel responsibility to report misconduct.  71 

 72 

Beyond the many instances, both reported and unreported, of sexual assault and boundary 73 

violations, concerns about sexual misconduct in medicine include various aspects of the 74 

investigative and adjudicatory processes designed to address them; the professional 75 

responsibility of health care practitioners to report suspected instances of sexual misconduct and 76 

patient harm; variation in state medical board policies and processes, as well as in state laws; 77 

transparency of state medical board processes and actions; a widespread need for education and 78 

training among medical regulators, board investigators, attorneys, and law enforcement 79 

personnel about trauma and how it might impact complainant accounts and the investigative 80 

process; and challenges posed for decisions about re-entry to practice and remediation.  81 

 82 

This report summarizes these problematic elements so that they may be more widely appreciated, 83 

while offering potential solutions and strategies for state medical boards to consider for their 84 

jurisdictions. It aspires to provide best practice recommendations and highlight existing 85 

strategies and available tools to allow boards, including board members, executive directors, 86 

staff, and attorneys, to best protect the public while working within their established frameworks 87 

and resources.  The report also advocates for an educational focus to change and improve 88 

 
1 National Academies of Sciences, Engineering, and Medicine. 2018. Sexual Harassment of Women: Climate, 

Culture, and Consequences in Academic Sciences, Engineering, and Medicine. Washington, DC: The National 

Academies Press. doi: https://doi.org/10.17226/24994. 
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culture, awareness, and behaviors across the continuum of medical education and practice, so as 89 

to improve care for and protection of patients.   90 

 91 

 92 

Section 2: Principles 93 

 94 

The analysis in this report is informed by the following principles: 95 

• Trust: The physician-patient relationship is built upon trust, understood as a confident 96 

belief on the part of the patient in the moral character and competence of their physician.2 97 

In order to safeguard this trust, the physician must act and make treatment decisions that 98 

are in the best interests of the patient at all times. 99 

• Professionalism: The avoidance of sexual relationships with patients has been a principle 100 

of professionalism since at least the time of Hippocrates. Professional expectations still 101 

dictate today that sexual contact or harassment of any sort between a physician and 102 

patient is unacceptable.  103 

• Fairness: The principle of fairness applies to victims (also sometimes described as 104 

survivors) of sexual misconduct, who must be granted fair treatment throughout the 105 

regulatory process and be afforded opportunities to seek justice for wrongful conduct 106 

committed against them. Fairness also applies to physicians who are subjects of 107 

complaints in that they must be granted due process in investigative and adjudicatory 108 

processes; proportionality should be considered in disciplinary actions. 109 

• Transparency: The actions and processes of state medical boards are designed in the 110 

public interest to regulate the medical profession and protect patients from harm. As 111 

such, the public has a right to information about these processes and the bases of 112 

regulatory decisions. 113 

 114 

 115 

Section 3: Terminology: 116 

 117 

Sexual Misconduct: 118 

 119 

For the purposes of this report, physician sexual misconduct is understood as behavior that 120 

exploits the physician-patient relationship in a sexual way. Sexual behavior between a physician 121 

and a patient is never diagnostic or therapeutic. This behavior may be verbal or physical, can 122 

occur in person or virtually,3 and may include expressions of thoughts and feelings or gestures 123 

that are of a sexual nature or that a patient or surrogate4 may reasonably construe as sexual. 124 

Hereinafter, the term “patient” includes the patient and/or patient surrogate.  125 

 126 

Physician sexual misconduct often takes place along a continuum of escalating severity. This 127 

continuum comprises a variety of behaviors, sometimes beginning with “grooming” behaviors 128 

which may not necessarily constitute misconduct on their own, but are precursors to other, more 129 

 
2 Beauchamp T and Childress J., (2001) Principles of Biomedical Ethics, 5th ed., 34. 
3 Federation of State Medical Boards, Social Media and Electronic Communication, 2019. 
4 Surrogates are those individuals closely involved in patients’ medical decision-making and care and include 

spouses or partners, parents, guardians, and/or other individuals involved in the care of and/or decision-making for 

the patient. 
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severe violations. Grooming behaviors may include gift-giving, special treatment, sharing of 130 

personal information or other acts or expressions that are meant to gain a patient’s trust and 131 

acquiescence to subsequent abuse.5 When the patient is a child, adolescent or teenager, the 132 

patient’s parents may also be groomed to gauge whether an opportunity for sexual abuse exists. 133 

 134 

More severe forms of misconduct include sexually inappropriate or improper gestures or 135 

language that are seductive, sexually suggestive, disrespectful of patient privacy, or sexually 136 

demeaning to a patient. These may not necessarily involve physical contact, but can have the 137 

effect of embarrassing, shaming, humiliating or demeaning the patient. Instances of such sexual 138 

impropriety can take place in person, online, by mail, by phone, and through texting. 139 

 140 

Additional examples of sexual misconduct involve physical contact, such as performing an 141 

intimate examination on a patient with or without gloves and without clinical justification or 142 

explanation of its necessity, and without obtaining informed consent. 143 

 144 

The severity of sexual misconduct increases when physical contact takes place between a 145 

physician and patient and is explicitly sexual or may be reasonably interpreted as sexual, even if 146 

initiated by the patient. So-called “romantic” behavior between a physician and a patient is never 147 

appropriate, regardless of the appearance of consent on the part of the patient. Such behavior 148 

would at least constitute grooming, depending on the nature of the behavior, if not actual sexual 149 

misconduct, and should be labeled as such. 150 

 151 

The term “sexual assault” refers to any type of sexual activity or contact without consent (such as 152 

through physical force, threats of force, coercion, manipulation, imposition of power, etc., or 153 

circumstances where a person lacks the capacity to provide consent due to age or other 154 

circumstances) and may be used in investigations where there is a need to emphasize the severity 155 

of the misconduct and related trauma. Sexual assault is a criminal or civil violation and should 156 

typically be handled in concert with law enforcement. Sexual assault should be reported to law 157 

enforcement immediately, except in cases where reporting would contravene the wishes of an 158 

adult complainant and non-reporting in such an instance is permitted by applicable state law. 159 

 160 

While the legal term “sexual boundary violation” is a way of denoting the breach of an 161 

imaginary line that exists between the doctor and patient or surrogate, and is commonly used in 162 

medical regulatory discussions, the members of the Workgroup felt that it was an overly broad 163 

term that may encompass everything from isolated instances of inappropriate communication to 164 

sexual misconduct and outright sexual assault. Thus, this report avoids the term in favor of more 165 

specific terms. 166 

 167 

Trauma: 168 

 169 

For the purposes of this report, the definition of trauma provided by the Substance Abuse and 170 

Mental Health Services Administration (SAMHSA) is used:  171 

 172 

 
5 American Academy of Pediatrics “Protecting Children from Sexual Abuse by Health Care Providers,” Committee 

on Child Abuse and Neglect, 2010-2011, Published in Pediatrics, August 2011, Vol. 128, Issue 2. 
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“Individual trauma results from an event, series of events, or set of circumstances that is 173 

experienced by an individual as physically or emotionally harmful or life threatening and that has 174 

lasting adverse effects on the individual’s functioning and mental, physical, social, emotional, or 175 

spiritual well-being.”6 176 

 177 

According to SAMHSA, “a program, organization, or system that is trauma-informed realizes 178 

the widespread impact of trauma and understands potential paths for recovery; recognizes the 179 

signs and symptoms of trauma in clients, families, staff, and others involved with the system; and 180 

responds by fully integrating knowledge about trauma into policies, procedures, and practices, 181 

and seeks to actively resist re-traumatization.”7 182 

 183 

Patient: 184 

 185 

A patient is understood as an individual with whom a physician is involved in a care and 186 

treatment capacity within a legally defined and professional physician-patient relationship.  187 

 188 

Physician: 189 

 190 

While this report primarily addresses physician licensees, the content and recommendations 191 

should be viewed as applying to all health professionals licensed by member boards of the 192 

FSMB, as well as other members of the health care team, including medical students. 193 

 194 

 195 

Section 4: Patient Rights and Expectations for Professional Conduct in the Physician-196 

Patient Encounter 197 

 198 

Communication and Patient Education 199 

 200 

Communication between a physician and patient should occur throughout any examination or 201 

procedure (provided the patient is not under general anesthetic during the procedure), including 202 

conveying the medical necessity, what the examination or procedure will involve, any discomfort 203 

the patient might experience, the benefits and risks, and any findings. This is especially 204 

important during the performance of an intimate examination. This not only lays out the 205 

parameters of the interaction for both parties; it may also help minimize the possibility that the 206 

patient will misinterpret the physician’s actions. 207 

 208 

The use of educational resources to educate patients about what is normal and expected during 209 

medical examinations and procedures is encouraged and should be provided by both physicians 210 

and state medical boards. 211 

 212 

 213 

 214 

 
6 Substance Abuse and Mental Health Services Administration. SAMHSA’s Concept of Trauma and Guidance for a 

Trauma-Informed Approach. HHS Publication No. (SMA) 14-4884. Rockville, MD: Substance Abuse and Mental 

Health Services Administration, 2014.  
7 Id. Emphasis added. 
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Informed Consent and Shared Decision-Making 215 

 216 

The informed consent process can be a useful way of helping a patient understand the intimate 217 

nature of a proposed examination, as well as its medical necessity. The informed consent process 218 

should include, at a minimum, an explanation, discussion, and comparison of treatment options 219 

with the patient, including a discussion of any risks involved with proposed procedures; an 220 

assessment of the patient’s values and preferences; arrival at a decision in partnership with the 221 

patient; and an evaluation of the patient’s decision in partnership with the patient. This process 222 

must be documented in the patient’s medical record. 223 

 224 

Where possible, the consent process should take place well in advance of any procedure so that 225 

the patient has an opportunity to consider the proposed procedure in the absence of competing 226 

considerations about cancellation or rescheduling. Requiring decisions at the point of care puts 227 

patients at a disadvantage because they may not have time to consider what is being proposed 228 

and what it means for themselves and their values. However, it is recognized that obtaining 229 

consent well in advance is not always possible for urgent, emergency, or same-day procedures. 230 

The consent process should also include information about the effects of anaesthesia, including 231 

the possibility of amnesia, because these can be particularly problematic with respect to sexual 232 

misconduct. Use of understandable (lay, or common) language during the consent process is 233 

essential.  234 

 235 

In instances where a patient is unable to provide consent to a pelvic or otherwise intimate 236 

examination due to the presence of anesthesia or for any other reason, an intimate examination 237 

should only be performed when it is medically necessary. Intimate examinations must never be 238 

performed for purely educational purposes when consent cannot be obtained. 239 

 240 

 241 

Section 5: Complaints and the Duty to Report 242 

 243 

In order for state medical boards to effectively address instances of sexual misconduct, they must 244 

have access to relevant information about licensees that have harmed or pose a significant risk of 245 

harming patients. The complaints process and physicians’ professional duty to report instances of 246 

sexual misconduct are therefore central to a regulatory board’s ability to protect patients.8 247 

 248 

Complaints and Barriers to Complaints 249 

 250 

It is essential for patients or their surrogates to be able to file complaints about their physicians to 251 

state medical boards in order that licensees who pose a threat to patients may be investigated and 252 

appropriate action taken. However, studies have estimated that sexual misconduct by physicians 253 

is significantly under reported, and several challenges which may dissuade patients from filing 254 

complaints must be overcome.9 These include distrust in the ability or willingness of institutions 255 

 
8 Additional reporting to entities other than state medical boards may also be warranted for purposes of patient 

protection, including law enforcement, hospital or medical staff administration, and medical school or residency 

program directors and supervisors. 
9 Dubois J, et al. Sexual Violation of Patients by Physicians: A Mixed-Methods, Exploratory Analysis of 101 Cases. 

Sexual Abuse 2019, Vol. 31(5) 503–523 
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such as state medical boards, hospitals and other health care organizations to take action in 256 

instances of sexual misconduct; fear of abandonment or retaliation by the physician; societal or 257 

personal factors related to stigma, shame, embarrassment and not wanting to relive a traumatic 258 

event; a lack of awareness about the role of state medical boards and how to file complaints; or 259 

uncertainty that what has transpired is, indeed, unprofessional and unethical.  260 

 261 

State medical boards can play an important role in providing clarity about the complaints process 262 

by providing information to the public about the process itself and how, why, and when to file a 263 

complaint. Recommended methods for optimizing the complaints process include: 264 

 265 

• Providing the option to file complaints via multiple channels, including in writing, by 266 

telephone, email, or through online forms 267 

• Making the process accessible to patients with information about filing complaints that is 268 

clearly posted on state medical board websites 269 

• Ensuring that information about the complaints process is made available via translation 270 

for complainants who do not speak English 271 

 272 

State medical boards, the FSMB and its partner organizations representing medical specialties 273 

whose members perform intimate examinations and procedures may also wish to provide 274 

education for patients on topics such as:  275 

 276 

• The types of behavior that should be expected of physicians 277 

• Types of behavior that might warrant a complaint 278 

• What to do in the event that a physician’s actions make a patient uncomfortable 279 

• Circumstances that would warrant a report directly to law enforcement 280 

 281 

State medical boards can also restore public trust and confidence in the complaints process by 282 

demonstrating swift and appropriate action on verified complaints. 283 

 284 

The ability to file a complaint anonymously may be especially important in instances of sexual 285 

misconduct. The trauma and fear associated with sexual misconduct can pose barriers to 286 

legitimate complaints, especially when anonymity is not granted. While the ability of 287 

complainants to remain anonymous to the general public is recommended, complainant 288 

anonymity to the state medical board may not be possible. 289 

 290 

State medical boards should address complaints related to sexual misconduct as quickly as 291 

possible for the benefit and protection of the complainant and other patients. Initial stages of 292 

investigations should be expedited to determine whether there is a high likelihood of imminent 293 

risk to the public, meriting steps to modify or cease practice while the investigation is completed. 294 

 295 

State medical board staff and board investigators of administrative complaints are encouraged to 296 

communicate frequently with complainants throughout the complaint and investigative processes 297 

and to ask complainants about their preferred mode and frequency of communication, as well as 298 

their expectations from the process. Where possible, boards should consider having a patient 299 

liaison or navigator on staff who would be specially trained to provide one-on-one support to 300 

complainants and their families. 301 
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 302 

Duty to Report 303 

 304 

In a complaint-based medical regulatory system, it is imperative that state medical boards have 305 

access to the information they require to effectively protect patients.10 In addition to a robust 306 

complaints process, it is therefore essential that patients, physicians and everyone involved in 307 

healthcare speak up whenever something unusual, unsafe or inappropriate occurs. All members 308 

of the healthcare team, as well as institutions, including state medical boards, hospitals and 309 

private medical clinics also have a legal as well as an ethical duty to report instances of sexual 310 

misconduct and other serious patient safety issues and events. This duty extends beyond 311 

physician-patient encounters to reporting inappropriate behavior in interactions with other 312 

members of the healthcare team, and in the learning environment. 313 

 314 

Early reporting of sexual misconduct is critical. This includes reporting of those forms of 315 

misconduct at the less egregious end of the spectrum that fall under potential grooming 316 

behaviors. Evidence indicates that less egregious violations that go unreported frequently lead to 317 

more egregious ones. Less egregious acts and grooming behaviors are almost always committed 318 

in private or after hours where they cannot be witnessed by parties external to the physician-319 

patient encounter and therefore go unreported. Early reporting is therefore one of the only ways 320 

in which sexual misconduct with patients can be prevented from impacting more patients.  321 

 322 

The ethical duty to report has proven insufficient in recent years, however, to provide the 323 

information state medical boards must have to stop or prevent licensees from engaging in sexual 324 

misconduct. There are likely several factors that inhibit reporting, including the corporatization 325 

of medical practice, which has led many institutions to deal with instances of misconduct 326 

internally. While corporatization increases accountability for many physicians and internal 327 

processes may be effective in addressing some types of sexual misconduct, it can also cause 328 

some institutions to neglect required reporting and the need for transparency. Physicians may 329 

also avoid reporting because of the moral distress and discomfort some physicians feel when 330 

asked to report their colleagues, and the impracticality of reporting where power dynamics exist 331 

and where stakes are high for reporters.  332 

 333 

Thus, rather than relying on professional or ethical duties alone, alternative strategies and 334 

approaches should be considered. State medical boards should have the ability to levy fines 335 

against institutions for failing to report instances of egregious conduct. While many boards 336 

already have statutory ability to do so, they are reluctant to engage in legal proceedings with 337 

hospitals or other institutions with far greater resources at their disposal. An ability to publicize 338 

reasons for levying fines may also be helpful as the reputational risk to an institution could 339 

provide added incentives to report. 340 

 341 

Results of hospital and health system peer review processes should also be shared with state 342 

medical boards when sexual misconduct is involved. This type of conduct is fundamentally 343 

different from other types of peer review data related to performance and aimed at quality 344 

improvement and, while still relevant to medical practice, should be subject to different rules 345 

regarding reporting. Hospitals should also be required to report to state medical boards instances 346 

 
10 Federation of State Medical Boards, Position Statement on Duty to Report, 2016. 
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where employed physicians have been dismissed or are forced to resign due to concerns related 347 

to sexual misconduct. 348 

 349 

Boards should have the authority to impose disciplinary action on licensees for failure to report. 350 

Where such authority does not currently exist, legislative change may be sought.11 Language 351 

used in state laws describing when reporting is mandatory varies and can include “actual 352 

knowledge” of an event, “reasonable cause” to believe that an event occurred, “reasonable 353 

belief,” “first-hand knowledge,” and “reasonable probability” (as distinguished from “mere 354 

probability”).12 Despite the variance in language, the theme of reasonability runs throughout. If it 355 

is reasonable to believe that misconduct occurred, this should be reported to the state medical 356 

board and, in most instances, to law enforcement. 357 

 358 

Reporting to Law Enforcement 359 

 360 

There is variability in state laws that address when state medical boards are required to report 361 

instances of sexual misconduct to law enforcement. Despite this variability, best practices dictate 362 

that boards have a duty to report to law enforcement anytime they become aware of sexual 363 

misconduct or instances of criminal behavior. When reporting requirements are unclear, 364 

consultation with a board attorney is recommended, but boards are encouraged to err on the side 365 

of reporting. Protocols and consensus can also be established in collaboration with law 366 

enforcement to help clarify reporting requirements. This can also help to clarify circumstances 367 

where law enforcement should report instances of physician sexual misconduct to state medical 368 

boards. 369 

 370 

In limited circumstances, boards may choose not to report to law enforcement. These may 371 

involve less egregious forms of sexual misconduct such as inappropriate speech or include 372 

circumstances where a complainant requests that law enforcement not be notified, as long as 373 

there is no law establishing a mandatory reporting requirement. Wishes of complainants should 374 

be respected in such circumstances, as victims may be at different stages of coming to terms with 375 

the trauma they’ve experienced. However, reporting to law enforcement must occur for any 376 

instance of child abuse, abuse of a minor, and abuse of a dependent adult, regardless of whether 377 

the complainant wants reporting to occur. In any instance where reporting sexual misconduct to 378 

law enforcement is considered, especially in instances where a decision is made not to report, a 379 

clear rationale for the board’s decision should be documented. Boards can also facilitate the 380 

reporting process for patients by offering assistance or educational resources about the reporting 381 

process and relevant contact information. 382 

 383 

Cultivating Professionalism 384 

 385 

Empowering physicians and physicians in training to report violations of professional standards 386 

is essential given the barriers posed by the hierarchical structure of most health care institutions. 387 

Those in a position to observe and report sexual misconduct should be protected from retaliation 388 

and adverse consequences for medical school matriculation, training positions, careers or 389 

 
11 See, e.g., N.C. Gen. Stat. § 90-5.4 
12 Starr, Kristopher T Reporting a Physician Colleague for Unsafe Practice: What’s the Law? 

Nursing2019: February 2016 - Volume 46 - Issue 2 - p 14 

https://journals.lww.com/nursing/toc/2016/02000
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promotions. Cultivating positive behavior through role modelling and establishing clear guidance 390 

based on the values of the profession is the responsibility of multiple parties, not the state 391 

medical board alone. A broader notion of professionalism should be adopted that goes beyond 392 

expectations for acceptable conduct to include a duty to identify instances of risk or harm to 393 

patients, thereby making non-reporting professionally unacceptable. Physicians who fail to report 394 

known instances of sexual misconduct should be liable for sanction by their state medical board 395 

for the breach of their professional duty to report. 396 

 397 

Unscrupulous, frivolous or vexatious reporting motivated by competition or personal animus is 398 

counterproductive to fulfilling this notion of professionalism and protecting the public, so should 399 

be met with disciplinary action. Processes for reporting and complaints should be normalized by 400 

making them a core component of medical professionalism, rather than a burdensome 401 

responsibility that befalls particular unfortunate individuals. This may help physicians feel less 402 

like investigators and more like responsible stewards of professional values. Those physicians 403 

and other individuals who do report in good faith should be protected from retaliation through 404 

whistleblower legislation and given the option to remain anonymous.   405 

 406 

 407 

Section 6: Investigations  408 

 409 

State Medical Board Authority  410 

 411 

It is imperative that state medical boards have sufficient statutory authority to investigate 412 

complaints and any reported allegations of sexual misconduct. State medical boards should place 413 

a high priority on the investigation of complaints of sexual misconduct due to patient 414 

vulnerability unique to such cases. The purpose of the investigation is to determine whether the 415 

report can be substantiated in order to collect sufficient facts and information for the board to 416 

make an informed decision as to how to proceed. If the state medical board’s investigation 417 

indicates a reasonable probability that the physician has engaged in sexual misconduct, the state 418 

medical board should exercise its authority to intervene and take appropriate action to ensure the 419 

protection of the patient and the public at large.  420 

 421 

Each complaint should be investigated and judged on its own merits. Where permitted by state 422 

law, the investigation should include a review of previous complaints to identify any such 423 

patterns of behavior, including malpractice claims and settlements. In the event that such patterns 424 

are identified early in the investigation, or the physician has been the subject of sufficient 425 

previous complaints to suggest a high likelihood that the physician presents a risk to future 426 

patients, or in the event of evidence supporting a single egregious misconduct event, the state 427 

medical board should have the authority to impose terms or limitations, including suspension, on 428 

the physician’s license prior to the completion of the investigation.  429 

 430 

The investigation of all complaints involving sexual misconduct should include interviews with 431 

the physician, complainant(s) and/or patient and/or patient surrogate. The investigation may 432 

include an interview with a current or subsequent treating practitioner of the patient and/or 433 

patient surrogate; colleagues, staff and other persons at the physician’s office or worksite; and 434 
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persons that the patient may have told of the misconduct. Physical evidence and police reports 435 

can also be valuable in providing a more complete understanding of events.  436 

 437 

In many states, a complaint may not be filed against a physician for an activity that occurred 438 

beyond a certain time threshold in the past. There is a growing trend among state legislatures in 439 

recent years to extend or remove the statute of limitations in cases of rape, sexual assault and 440 

other forms of sexual misconduct. Given the impact that trauma can have on a victim of sexual 441 

misconduct, the length of time that it may take to understand that a violation has occurred, to 442 

come to terms with it, or be willing to relive the circumstances as part of the complaints process, 443 

the members of the Workgroup feel that no limit should be placed on the amount of time that can 444 

elapse between when an act of misconduct occurred and when a complaint can be filed. 445 

 446 

Trauma-Informed Investigations 447 

 448 

Because of the delicate nature of complaints of sexual misconduct and the potential trauma 449 

associated with it, state medical boards should have special procedures in place for interviewing 450 

and interacting with such complainants and adjudicating their cases. In cases involving trauma, 451 

emotions may not appear to match the circumstances of the complaint, seemingly salient details 452 

may be unreported or unknown to the complainant, and the description of events may not be 453 

recounted in linear fashion. Symptoms of trauma may therefore be falsely interpreted as signs of 454 

deception by board investigators or those adjudicating cases. 455 

 456 

Professionals who are appropriately trained and certified in the area of sexual misconduct and 457 

victim trauma should conduct the state medical board’s investigation and subsequent 458 

intervention whenever possible. Best practices in this area suggest that board members and staff 459 

should undergo specialized training in victim trauma. It is further recommended that all board 460 

staff who work with complainants in cases involving sexual misconduct undergo this training to 461 

develop an understanding of how complainants’ accounts in cases involving trauma can differ 462 

from other types of cases. This can inform reasonable expectations on behalf of those 463 

investigating and adjudicating these cases and help eliminate biases. The FSMB and state 464 

medical boards should work to identify and ensure the availability of high-quality training in 465 

trauma and a trauma-informed approach to investigations. While a greater understanding of 466 

victim trauma is a priority, additional training in implicit bias related to gender, gender identity, 467 

race, and ethnicity would also help ensure fair and comfortable processes for victims. 468 

 469 

Where state medical boards have access to investigators of different genders, boards should seek 470 

the complainant’s preference regarding the gender of investigators and assign them accordingly. 471 

State medical boards should also allow inclusion of patient advocates in the interview process 472 

and treat potential victims (survivors) with empathy, humanity, and in a manner that encourages 473 

healing. Questioning of both complainants and physicians should take the form of an 474 

information-gathering activity, not an aggressive cross-examination.  475 

 476 

 477 

 478 

 479 

 480 
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Section 7: Comprehensive Evaluation  481 

 482 

State medical boards regularly use diagnostic evaluations for health professionals who may have 483 

a physical or mental impairment. Similarly, the use of diagnostic evaluations when handling a 484 

complaint regarding sexual misconduct provides significant information that may not otherwise 485 

be revealed during the initial phase of the investigation. A comprehensive evaluation may be 486 

valuable to the board’s ability to assess future risk to patient safety.  487 

 488 

A comprehensive evaluation is not meant to determine findings of fact. Rather, its purpose is to: 489 

• assess and define the nature and scope of the physician’s behavior,  490 

• identify any contributing illness, impairment, or underlying conditions that may have 491 

predisposed the physician to engage in sexual misconduct or that might put future 492 

patients at risk,  493 

• assist in determining whether a longstanding maladaptive pattern of inappropriate 494 

behavior exists, and 495 

• make treatment recommendations if rehabilitative potential is established. 496 

 497 

If its investigation reveals a high probability that sexual misconduct has occurred, the state 498 

medical board should have the authority to order an evaluation of the physician and the physician 499 

must be required to consent to the release to the board all information gathered as a result of the 500 

evaluation. The evaluation of the physician follows the investigation/intervention process but 501 

precedes a formal hearing.  502 

 503 

The evaluation of a physician for sexual misconduct is complex and may require a 504 

multidisciplinary approach. Where appropriate, it should also include conclusions about fitness 505 

to practice. 506 

 507 

 508 

Section 8: Hearings  509 

 510 

Following investigation and evaluation (if appropriate), the state medical board should determine 511 

whether sufficient evidence exists to proceed with formal charges against the physician. In most 512 

jurisdictions, initiation of formal charges is public and will result in an administrative hearing 513 

unless the matter is settled.  514 

 515 

Initiation of Charges  516 

 517 

In assessing whether sufficient evidence exists to support a finding that sexual misconduct has 518 

occurred, corroboration of a patient’s testimony should not be required. Although establishing a 519 

pattern of sexual misconduct may be significant, a single case is sufficient to proceed with a 520 

formal hearing. State medical boards should have the authority to amend formal charges to 521 

include additional complainants identified prior to the conclusion of the hearing process.  522 

 523 

 524 

 525 

 526 
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Open vs Closed Hearings  527 

 528 

If state medical boards are required, by statute, to conduct all hearings in public, including cases 529 

of sexual misconduct, many patients may be hesitant to come forward in a public forum and 530 

relate the factual details of what occurred. State medical boards should have the statutory 531 

authority to close the hearing during testimony which may reveal the identity of the patient. 532 

Where closing a hearing is not possible, great care should be taken to deidentify any personally 533 

identifying or sensitive information in transcripts and medical records. The decision to close the 534 

hearing, in part or in full, should be at the discretion of the board. Neither the physician nor the 535 

witness should control this decision. Boards should allow the patient the option of having 536 

support persons available during both open and closed hearings.  537 

 538 

Patient Confidentiality  539 

 540 

Complaints regarding sexual misconduct are highly sensitive. Therefore, enhanced attention 541 

must be given to protecting a patient’s identity, including during board discussion, so that 542 

patients are not discouraged from coming forward with legitimate complaints against physicians. 543 

State medical boards should have statutory authority to ensure nondisclosure of the patient’s 544 

identity to the public. This authority should include the ability to delete from final public orders 545 

any patient identifiable information.  546 

 547 

Testimony  548 

 549 

Sexual misconduct cases involve complex issues; therefore, state medical boards may consider 550 

the use of one or more expert witnesses to fully develop the issues in question and to define 551 

professional standards of care for the record. Additionally, the evaluating/treating physician or 552 

mental health care practitioners providing assessment and/or treatment to the respondent 553 

physician may be called as witnesses. The evaluating clinician may provide details of treatment, 554 

diagnosis and prognosis, especially the level of insight and change by the practitioner. Also, a 555 

current or subsequent treating practitioner of the patient, especially a mental health provider, 556 

may be called as a witness. All these witnesses may provide insight into factors that led to the 557 

alleged sexual misconduct, an opinion regarding the level of harm incurred by the patient, and 558 

describe the physician’s rehabilitative potential and risk for recidivism.  559 

 560 

Implicit Bias 561 

 562 

In any case that comes before a state medical board, it is important for those responsible for 563 

adjudicating the case to be mindful of any personal bias that may impact their review and 564 

adjudication. Bias can be particularly strong where board members themselves have been victims 565 

of sexual assault or have been subject to previous accusations regarding sexual misconduct. Bias 566 

may even influence the decisions of state medical board members by virtue of their being 567 

physicians themselves. Training about implicit bias is recommended for board members and staff 568 

in order to help identify implicit bias and mitigate the impact it may have on their work.13 569 

 570 

 
13 Project Implicit, accessed November 13, 2019 at https://implicit.harvard.edu/implicit/ 

https://implicit.harvard.edu/implicit/
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Diverse representation on state medical boards in terms of gender, age, and ethnicity is important 571 

for ensuring balanced discussion and decisions. The inclusion of public members on state 572 

medical boards can also contribute to the reduction of bias in adjudication, while also amplifying 573 

the patient perspective through commitment to the priorities and interests of the public.14 In order 574 

to ensure effective and meaningful participation from public members, appropriate orientation 575 

and education about their role should occur. 576 

 577 

 578 

Section 9: Discipline  579 

 580 

State medical boards have a broad range of disciplinary responses available to them that are 581 

designed to protect the public. Upon a finding of sexual misconduct, the board should take 582 

appropriate action and impose one or more sanctions reflecting the severity of the conduct and 583 

potential risk to patients. Essential elements of any board action include a list of mitigating and 584 

aggravating factors, an explanation of the violation in plain language, clear and understandable 585 

terms of the sanction, and an explanation of the consequences associated with non-compliance. 586 

 587 

Findings of even a single case of sexual misconduct are often sufficiently egregious as to warrant 588 

revocation of a physician’s medical license. Certain serious forms of unprofessional conduct 589 

should presumptively provide the basis for revocation of a license in order to protect the public. 590 

Misconduct in this class would include sexual assault, conduct amounting to crimes related to 591 

sex, regardless of whether charged or convicted, or egregious acts of a sexual nature. State 592 

medical boards should also consider revocation in instances where a physician has repeatedly 593 

committed lesser acts, especially following remedial efforts.  594 

 595 

In a limited set of instances, state medical boards may find that mitigating circumstances do exist 596 

and, therefore, stay the revocation and institute terms and conditions of probation or other 597 

practice limitations. If a physician is permitted to remain in practice and gender- or age-based 598 

restrictions are used by state medical boards, consideration may also be given to coupling these 599 

restrictions with additional regulatory interventions such as education, monitoring or other forms 600 

of probation. 601 

 602 

In determining an appropriate disciplinary response, the board should consider the factors listed 603 

in Table 1. 604 

 605 

 606 

 607 

 608 

 609 

 610 

 611 

 612 

 613 

 614 

 
14 Johnson DA, Arnhart KL, Chaudhry HJ, Johnson DH, McMahon GT, The Role and Value of Public Members in 

Health Care Regulatory Governance Acad Med, Vol. 94, No. 2 / February 2019 
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Table 1: Considerations in determining appropriate disciplinary response 

 
 

• Patient Harm15 

 

• Severity of impropriety or 

inappropriate behavior  

 

• Context within which impropriety 

occurred  

 

• Culpability of licensee  

 

• Psychotherapeutic relationship  

 

• Existence of a physician-patient 

relationship  

 

• Scope and depth of the physician-

patient relationship  

 

• Inappropriate termination of 

physician-patient relationship  

 

 

• Age and competence of patient  

 

• Vulnerability of patient  

 

• Number of times behavior occurred  

 

• Number of patients involved  

 

• Period of time relationship existed  

 

• Evaluation/assessment results  

 

• Prior professional 

misconduct/disciplinary 

history/malpractice  

 

• Recommendations of 

assessing/treating professional(s) 

and/or state physician health program  

 

• Risk of reoffending 

 

 615 

 616 

Boards should not routinely consider romantic involvement, patient initiation or patient consent 617 

to be a legal defense. Sexual misconduct may still occur following the termination of a 618 

physician-patient relationship, especially in long-standing relationships or ones that involve a 619 

high degree of emotional dependence. Time elapsed between termination of the relationship is 620 

insufficient in many contexts to determine that sexual contact is permissible. Other factors that 621 

should be considered in assessing the permissibility of consensual sexual contact between 622 

consenting adults following the termination of a physician-patient relationship can include 623 

documentation of formal termination; transfer of the patient's care to another health care 624 

provider; the length of time of the professional relationship; the extent to which the patient has 625 

confided personal or private information to the physician; the nature of the patient's health 626 

problem; and the degree of emotional dependence and vulnerability.16 Termination of a 627 

physician-patient relationship for the purposes of allowing sexual contact to occur is 628 

unacceptable and would still constitute sexual misconduct because of the trust, inherent power 629 

imbalance between a physician and patient, and patient vulnerability that exist leading up to, 630 

during and following the decision to terminate the relationship. Any consent to sexual or 631 

 
15 Broadly understood as inclusive of physical and emotional harm, resulting distrust in the medical system and 

avoidance of future medical treatment, and other related effects of trauma. 
16 Washington Medical Commission, Guideline on Sexual Misconduct and Abuse, 2017. 
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romantic activity provided by a patient within the context of a physician-patient relationship or 632 

immediately after its termination should be considered invalid. 633 

 634 

Society’s values and beliefs evolve, and some individuals may be slower to abandon long-held 635 

beliefs, even where these may be sexist or prejudiced in other ways. However, adherence to an 636 

outdated set of generational values that has since been found to be unacceptable is not a reason to 637 

overlook or excuse sexual misconduct. 638 

 639 

The potential existence of a physician workforce shortage or maldistribution, or arguments 640 

related to particular restrictions being tantamount to taking a physician “out of work” should also 641 

not be used as reasons for leniency or for allowing patients to remain in harm’s way. In cases 642 

involving sexual misconduct, it is simply not true that unsafe or high-risk care is better than no 643 

care at all. A single instance, let alone many instances, can cause an extremely high degree of 644 

damage to individuals and the communities in which they reside. However, staying true to the 645 

principle of proportionality also means considering the fact that some forms of discipline, 646 

including public notifications, generate significant shame upon the disciplined physician. This 647 

can compound the degree of severity of a disciplinary action and may be taken into consideration 648 

by state medical boards where less egregious forms of sexual impropriety are involved. 649 

 650 

Temporary or Interim Measures: 651 

 652 

In the event that a state medical board decides to remove a licensee from practice or limit the 653 

practice of a licensee as a temporary measure in order to reduce the risk of patient harm while an 654 

investigation takes place, there are several different interim measures that can be used. Common 655 

measures include an interim or summary suspension/cessation of practice, restrictions from 656 

seeing patients of a certain age or gender, restrictions from seeing patients altogether, or the 657 

mandatory use of a practice monitor (to be understood as distinct from a chaperone, as explained 658 

below) for all patient encounters.  659 

 660 

The appropriateness of age and gender-based interim restrictions should be considered carefully 661 

before being imposed by state medical boards. Sexual misconduct often occurs for reasons 662 

related to power, rather than because of a sexual attraction to a particular gender or age group, 663 

thereby making these restrictions ineffective to protect patients in many cases.  664 

 665 

Remediation 666 

 667 

As discussed above, many forms of sexual misconduct and harmful actions that run against the 668 

core values of medicine should appropriately result in revocation of licensure. However, there 669 

may be some less egregious forms of sexual impropriety with mitigating circumstances for 670 

which a physician may be provided the option of participating in a program of remediation to be 671 

able to re-enter practice or have license limitations lifted following a review and elapse of an 672 

appropriate period of time.  673 

 674 

The decision to allow a physician who has committed an act of sexual misconduct the 675 

opportunity to undergo a program of remediation with an end goal of potential license 676 

reinstatement is difficult for boards to make. Boards are therefore encouraged to draw from the 677 
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professional resources that already exist in making determinations about remediation potential 678 

and license reinstatement.  679 

 680 

State medical boards should be mindful that not all physicians who have committed sexual 681 

misconduct are capable of remediation. Reinstatement and monitoring in such a context would 682 

therefore be inappropriate. For those who are considered for remediation, if at any point it 683 

becomes clear that the physician presents a risk of reoffending or otherwise harming patients, the 684 

remediation process should be abandoned, and reinstatement should not occur. 685 

 686 

In determining whether remediation is feasible for a particular physician, state medical boards 687 

may wish to make use of a risk stratification methodology that considers the severity of actions 688 

committed, the mitigating and aggravating factors listed in section 9 above (Discipline), the 689 

character of the physician, including insight and remorse demonstrated, as well as an 690 

understanding of how their actions violated standards of professional ethics and state medical 691 

practice acts, and the perceived likelihood that they may reoffend. The consequences to patients 692 

and the general public of allowing a physician to engage in remediation and re-enter practice 693 

after a finding of sexual misconduct should be considered, including any erosion of the public 694 

trust in the medical profession and the role of state medical boards. 695 

 696 

The goals of the remediation process should be clearly outlined, including expectations for 697 

acceptable performance on the part of the physician. The process of remediation should take 698 

place in-person (online or other forms of distance learning would not be sufficient), require full 699 

disclosure of and relate to the physician’s offense(s) and be targeted to identified gaps in 700 

understanding of their particular vulnerabilities and other risks for committing sexual 701 

misconduct. As a condition of successful completion of a program of remediation, participants 702 

should be required to articulate not only why their actions were wrong, but also how they arrived 703 

at the point at which they were willing to commit them, and how they will guard against arriving 704 

at such a point again. For this to occur, assessment and remediation partners must be provided 705 

access to investigative information in order to properly tailor remedial education to the particular 706 

context in which the misconduct occurred. Finally, state medical boards should be mindful that 707 

remediation cannot typically be said to have “occurred” following successful completion of an 708 

educational course. Rather, a longitudinal mechanism must be established for maintaining the 709 

physician’s engagement in a process of coming to terms with their misconduct and avoiding the 710 

circumstances that led to it. The longitudinal mechanism both demonstrates the physician’s 711 

commitment to accountability and the effectiveness of a board’s monitoring reach. 712 

 713 

The members of the Workgroup acknowledge that shortcomings exist in the current evidence 714 

base regarding the effectiveness of remediation in instances of sexual misconduct. As noted 715 

elsewhere in this report, recidivism is exceedingly difficult to study well. Recommendations 716 

about the use of consistent terminology and improving the tracking of disciplined physicians will 717 

contribute to understanding what kinds of remedial interventions are most appropriate and 718 

effective in the context of sexual misconduct. Moreover, the Workgroup feels that further 719 

research is needed in several other areas, such as group learning experiences, instruction in 720 

victim empathy, remedial instruction with or without additional interventions, and identification 721 

of subgroups of offenders who may be at higher risk of reoffending. 722 

 723 
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License Reinstatement/Removal of License Restriction(s)  724 

 725 

In the event of license revocation, suspension, or license restriction, any petition for 726 

reinstatement or removal of restriction should include the stipulation that a current assessment, 727 

and if recommended, successful completion of treatment, be required prior to the medical 728 

board’s consideration to assure the physician is competent to practice safely. Such assessment 729 

may be obtained from the physician’s treating professionals, state physician health program 730 

(PHP),17 or from an approved evaluation team as necessary to provide the board with adequate 731 

information upon which to make a sound decision.  732 

 733 

Transparency of board actions: 734 

 735 

As state medical boards regulate the profession in the interest of the public, it is essential that 736 

evolving public values and needs are factored into decisions about what information is made 737 

publicly available. It has been made clear in academic publications and popular media, as well as 738 

through the #MeToo and TimesUp movements that the public increasingly values transparency 739 

regarding disciplinary actions imposed on physicians. It is likely that any action short of a 740 

complete revocation of licensure will draw scrutiny from the public and popular media. Such 741 

scrutiny can also be expected regarding decisions to reinstate a license or remove restrictions. 742 

The public availability of sufficient facts to justify a regulatory decision and link it to a licensee’s 743 

behavior and the context in which it occurred can help state medical boards to explain and justify 744 

their decision. 745 

 746 

The ability to disclose particular details of investigative findings and disciplinary actions is 747 

limited by state statute in many jurisdictions. State medical boards are encouraged to convey this 748 

fact to the public in order to protect the trust that patients have in boards, but also make efforts to 749 

achieve legislative change, allowing them to publicize information that is in the public interest. 750 

Where disclosure is possible, boards should select means for conveying information that will 751 

optimally reach patients. This should include making information available on state medical 752 

board websites and reporting to the FSMB Physician Data Center, thereby allowing for 753 

disciplinary alerts to be sent to other jurisdictions in which the physician holds a license and 754 

making information about disciplinary actions publicly available through FSMB’s docinfo.org 755 

website, and the National Practitioner Data Bank. The use of private agreements or letters of 756 

warning in cases involving sexual misconduct is inappropriate because of the importance of 757 

disclosure for public protection and data sharing with other state medical boards or medical 758 

regulatory authorities from other jurisdictions. 759 

 760 

Boards should also consider additional means of communicating, such as through mobile phone 761 

applications,18 notices in newspapers and other publications. California19 and Washington20 both 762 

 
17 “A Physician Health Program (PHP) is a confidential resource for physicians, other licensed healthcare 

professionals, or those in training suffering from addictive, psychiatric, medical, behavioral or other potentially 

impairing conditions. PHPs coordinate effective detection, evaluation, treatment, and continuing care monitoring of 

physicians with these conditions.” Source: Federation of State Physician Health Programs.  
18 The Medical Board of California has launched a new mobile application allowing patients to receive updates 

about their physician, including licensure status and practice location. 
19 CA Bus and Prof Code §1007 (2018) 
20 RCW 18.130.063 
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require that patients be notified of sexual misconduct license stipulations/restrictions at the time 763 

of making an appointment and that the patient verify this notification. Other boards have 764 

required licensees to obtain signatures from all patients in their care acknowledging their 765 

awareness of an adjudication for professional sexual misconduct. Boards may wish to consider 766 

whether these could be viable options in their states.  767 

 768 

State medical boards are also encouraged to implement clear coding processes for board actions 769 

that provide accurate descriptions of cases, and clearly link licensee behaviors to disciplinary 770 

actions. Where sexual misconduct has occurred, the case should be labeled as such. A label of 771 

“disruptive physician behavior” or even “boundary violation” is less helpful than the more 772 

specific label of “sexual misconduct.” State medical boards and the FSMB should work together 773 

to develop consistent terminology that allows a violation and the underlying causes of discipline 774 

to be stated explicitly, thereby promoting greater understanding for the public and the state 775 

medical boards, while also enabling the tracking of trends, frequencies, recidivism and the 776 

impact of remedial measures.   777 

 778 

Where particular actions on the part of the physician may not meet a threshold for disciplinary 779 

action, but might nonetheless constitute grooming or other concerning behaviors, state medical 780 

boards should consider ways in which to allow previously dismissed cases to be revisited during 781 

subsequent cases, such as through non-disciplinary letters of education or concern which remain 782 

on a licensee’s record. The ability to revisit previous cases involving seemingly minor events can 783 

help identify patterns of behavior in a licensee and provide additional insight into whether a 784 

licensee poses a risk to future patients. 785 

 786 

 787 

Section 10: Monitoring  788 

 789 

Following a finding of sexual misconduct, if a license is not revoked or suspended, it is essential 790 

that a state medical board establish appropriate monitoring of the physician and their continued 791 

practice. Monitoring in the context of sexual misconduct occurs differently from monitoring 792 

substance use disorders and the resources available to boards differ from state to state. Many 793 

PHPs do not offer monitoring services for physicians who have faced disciplinary action because 794 

of sexual misconduct and even where such monitoring by a PHP is possible, it is typically only 795 

part of a way forward, rather than a solution on its own.21 796 

 797 

For the purposes of this report, the members of the Workgroup understand the use of a 798 

chaperone as an informal arrangement of impartial observation, typically initiated by physicians 799 

themselves. A chaperone in this context is meant to protect the doctor in the event of a 800 

complaint, although their presence may also offer comfort to the patient.22 The patient may 801 

request that the chaperone not be present for any portion of the clinical encounter. The American 802 

College of Obstetricians and Gynecologists (ACOG) has recently recommended that a chaperone 803 

be present for all breast, genital, and rectal examinations because of the profoundly negative 804 

 
21 Federation of State Physician Health Program Statement on Sexual Misconduct in the Medical Profession, May 

2019. 
22 Paterson, R. Independent review of the use of chaperones to protect patients in Australia, Commissioned by the 

Medical Board of Australia and the Australian Health Practitioner Regulation Agency, February 2017. 
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effect of sexual misconduct on patients and the medical profession and the association between 805 

misconduct and the absence of a chaperone.23  806 

 807 

The Workgroup supports ACOG’s recommendation because of the potential added layer of 808 

protection that an impartial third party brings, while acknowledging that the use of board-809 

mandated chaperones has been discontinued in some international jurisdictions and by particular 810 

state medical boards, because of a belief that they merely provide the illusion of safety and may 811 

therefore allow harmful behaviors to go unnoticed. There is risk of this occurring in instances 812 

where a chaperone is untrained or uninformed about their role, is an employee or colleague of 813 

the physician being monitored or does not adequately attend to their responsibilities. In order to 814 

distinguish a chaperone in a less formal arrangement with a physician from one mandated by a 815 

state medical board with established reporting requirements and formal training, the Workgroup 816 

recommends referring to the latter individual as a “practice monitor.” 817 

 818 

A practice monitor differs from a chaperone. We define a practice monitor as part of a formal 819 

monitoring arrangement mandated by a state medical board, required at all patient encounters, or 820 

all encounters with patients of a particular gender or age. The practice monitor’s primary 821 

responsibility is to the state medical board and their presence in the clinical encounter is meant to 822 

provide protection to the patient through observation and reporting. Costs associated with 823 

employing a practice monitor are typically borne by the monitored physician, but practices may 824 

vary across states. The patient must be informed that the practice monitor’s presence is required 825 

as part of a practice restriction. As the practice monitor is mandated for all clinical encounters, 826 

the patient may not request that the practice monitor not be present for any portion of the 827 

encounter. If a patient is uncomfortable with the presence of a practice monitor, they will need to 828 

seek care from a different physician. Patient supports (parents, family members, friends) may be 829 

present during examinations but do not replace, nor can they be used in lieu of a board mandated 830 

practice monitor.   831 

 832 

While even this formal arrangement with a clearly defined role, training and direct reporting may 833 

have limitations, the practice monitor may be a useful option for boards in certain specific 834 

circumstances. In particular, in instances where there is insufficient evidence to remove a 835 

physician from practice altogether, but significant risk is believed to be present, the opportunity 836 

to mandate practice monitoring provides boards with an additional option, short of allowing a 837 

potentially risky physician to return to independent practice. As such, when practice monitors are 838 

implemented judiciously, the Workgroup believes that their use can enhance patient safety and 839 

should therefore be considered by state medical boards. 840 

 841 

Practice monitors should only be used if the following conditions have been met: 842 

 843 

• The practice monitor has undergone formal training about their role, including their 844 

primary responsibility and direct reporting relationship to the state medical board (as 845 

opposed to the physician being monitored). 846 

 
23 Sexual misconduct. ACOG Committee Opinion No. 796. American College of Obstetricians and Gynecologists. 

Obstet Gynecol 2020;135:e43–50. 
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• It is highly recommended that all practice monitors have clinical backgrounds. If they do 847 

not, their training must include sufficient content about clinical encounters so they can be 848 

knowledgeable about what is and is not appropriate as part of the monitored physician’s 849 

clinical encounters with patients. 850 

• The practice monitor should be approved by the state medical board and cannot be an 851 

employee or colleague of the monitored physician that may introduce bias or otherwise 852 

influence their abilities to serve as a practice monitor and report to the board or intervene 853 

when necessary. Pre-existing contacts of any sort are discouraged, but where a previously 854 

unknown contact is not available, the existing relationship should be disclosed. In some 855 

states, practice monitors are required to be active licensees of another health profession as 856 

it is felt that this reinforces their professional duty to report. When health professionals 857 

serve as practice monitors, they should not have any past disciplinary history. 858 

• The practice monitor has been trained in safe and appropriate ways of intervening during 859 

a clinical encounter at any point where there is confidence of inappropriate behavior on 860 

the part of the physician, the terms of the monitoring agreement are not being followed, 861 

or a patient has been put at risk of harm. 862 

• The practice monitor submits regular reports to the state medical board regarding the 863 

monitored physician’s compliance with monitoring requirements and any additional 864 

stipulations made in a board order. 865 

• Where possible, state medical boards should consider establishing a panel of different 866 

practice monitors that will rotate periodically among monitored physicians to ensure 867 

monitor availability and that a collegial relationship does not develop between a practice 868 

monitor and a monitored physician, unduly influencing the nature of the monitoring 869 

relationship.  870 

 871 

Monitoring should be individualized and based on the findings of the multidisciplinary 872 

evaluation, and, as appropriate, subsequent treatment recommendations. If a diagnosis of 873 

contributory mental/emotional illness, addiction, or sexual disorder has been established, the 874 

monitoring of that physician should be the same as for any other mental impairment and state 875 

medical boards are encouraged to work closely with their state physician health program as a 876 

resource and support in monitoring. Conditions, which may also be used for other violations of 877 

the medical practice act, may be imposed upon the physician. Examples are listed in Table 2.  878 

 879 

 880 

 881 

 882 

 883 

 884 

 885 

 886 

 887 

 888 

 889 

 890 

 891 

 892 
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Table 2: Possible Conditions of Practice Following a Finding of Sexual Misconduct 

 
 

• Supervision of the physician in the workplace by a supervisory physician  

 

• Requirement that practice monitors are always in attendance and sign the medical 

record attesting to their attendance during examination or other patient interactions as 

appropriate.24  

 

• Periodic on-site review by board investigator or physician health program staff if 

indicated.  

 

• Practice limitations as may be recommended by evaluator(s) and/or the state physicians 

health program.  

 

• Regular interviews with the board and/or state physician health program as required to 

assess status of probation.  

 

• Regular reports from a qualified and approved licensed practitioner, approved in 

advance by the board, conducting any recommended counseling or treatment.  

 

• Completion of a program in maintaining appropriate professional boundaries, which 

shall be approved in advance of registration by the board. 

 

 893 

 894 

Section 11: Education 895 

 896 

Education and training about professional boundaries in general and physician sexual 897 

misconduct in particular should be provided during medical school and residency, as well as 898 

throughout practice as part of a physician’s efforts to remain current in their knowledge of 899 

professional expectations. This should include education about the prevalence of victimization 900 

and abuse in the general population and the fact that more than half of patients who are exploited 901 

sexually by physicians have been exploited before.  902 

 903 

State Medical Board Members and Staff 904 

 905 

State medical boards and the FSMB should take a proactive stance to educate physicians, board 906 

members and board staff about sexual misconduct and the effects of trauma. Members of state 907 

medical boards and those responsible for adjudicating cases involving sexual misconduct can 908 

also experience trauma. Education for dealing appropriately with traumatic elements of cases and 909 

finding appropriate help and resources would also be valuable for board members. 910 

 911 

 
24 Where a practice monitor does not have authority to make entries in a medical record, alternatives such as 

handwriting and scanning the attestation should be considered. 
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Medical Education and Training 912 

 913 

Education and training should include information about professionalism and the core values of 914 

medicine; the nature of the physician-patient relationship, including the inherent power 915 

imbalance and the foundational role of trust; acceptable behavior in clinical encounters; and 916 

methods of reporting instances of sexual misconduct. For both medical schools and residency 917 

programs, this education and training should also include tracking assessment across the 918 

curriculum, identification of deficiencies in groups and individuals, remediation, and 919 

reassessment for correction, appropriate self-care, and the potential for developing psychiatric 920 

illness or addictive behaviors. Early identification of risk for sexual misconduct and 921 

unprofessionalism is central to public protection and maintaining public trust.  922 

 923 

Physicians 924 

 925 

For practicing physicians, because of lack of education or awareness, physicians may encounter 926 

situations in which they have unknowingly violated the medical practice act through boundary 927 

transgressions and violations. A reduction in the frequency of physician sexual misconduct may 928 

be achieved through education of physicians and the health care team. Engagement in accredited 929 

continuing medical education that addresses professionalism, appropriate and acceptable 930 

behavior, and methods for reporting sexual misconduct should be encouraged among physician 931 

licensees and other members of the healthcare team. 932 

 933 

Resources should also be made available to physicians to help them develop better insight into 934 

their own behavior and its impact on others. These could include multi-source feedback and 360-935 

degree assessments, and self-inventories with follow-up education based on the results. As with 936 

apology legislation, the use of these resources and the results from self-assessment or other 937 

forms of assistance should not be used against physicians. Such resources would likely be used 938 

more broadly if they came from specialty and professional societies, rather than from state 939 

medical boards alone. 940 

 941 

Cooperation and Collaboration 942 

 943 

State medical boards should develop cooperative relationships with state physician health 944 

programs, state medical associations, hospital medical staffs, other organized physician groups, 945 

and medical schools and training programs to provide physicians and medical students with 946 

educational information that promotes awareness of physician sexual misconduct. This 947 

information should include a definition of physician sexual misconduct, what constitutes 948 

appropriate physician-patient boundaries, how to identify and avoid common “grooming” 949 

behaviors such as adjusting appointment timing to facilitate time alone with a particular patient, 950 

contacting patients outside of clinical hours, or divulging personal information to a patient, and 951 

the potential consequences to both the patient and the physician when professional boundaries 952 

are not maintained. Physicians should be educated regarding the degree of harm patients 953 

experience as a result of sexual misconduct.  954 

 955 

 956 

 957 
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Patients 958 

 959 

Education for patients is also essential so that they may be better informed about what to expect 960 

during a clinical encounter, what would constitute inappropriate behavior, and how to file a 961 

complaint with their state medical board. Information about boundary issues, including physician 962 

sexual misconduct, should be published in medical board newsletters and pamphlets. Media 963 

contacts should be developed to provide information to the public. Efforts should also be made 964 

by state medical boards and the FSMB to better educate the public about the existence and role 965 

of state medical boards. 966 

 967 

 968 

Section 12: Summary of Recommendations 969 

 970 

The goal of this report is to provide state medical boards with best practice recommendations for 971 

effectively addressing and preventing sexual misconduct with patients, surrogates and others by 972 

physicians, while highlighting key issues and existing approaches.  973 

 974 

The recommendations in this section include specific requests of individual entities, as well as 975 

general ones that apply to multiple parties, including state medical boards, the FSMB and other 976 

relevant stakeholders. The Workgroup felt strongly that effectively addressing physician sexual 977 

misconduct requires widespread cultural and systemic changes that can only be accomplished 978 

through shared efforts across the medical education and practice continuum. 979 

 980 

 981 

Culture: 982 

 983 

1. Across the continuum from medical education to practice, continue to eliminate 984 

harassment and build culture that is supportive of professional behavior and does not 985 

tolerate harassment of any type. 986 

 987 

 988 

Transparency: 989 

 990 

2. State medical boards should ensure that sufficient information is publicly available 991 

(without breaching the privacy of complaints) to justify regulatory decisions and provide 992 

sufficient rationale to support them. 993 

 994 

3. State medical boards should implement clear coding processes for board actions that 995 

provide accurate descriptions of behaviors underlying board disciplinary actions and 996 

clearly link licensee behaviors to disciplinary actions. 997 

 998 

4. State medical boards and the FSMB should work together to develop consistent 999 

terminology for use in board actions that allows greater understanding for the public and 1000 

the state medical boards, while also enabling the tracking of trends, frequencies, 1001 

recidivism and the impact of remedial measures. These should support research and the 1002 

early identification of risk to patients.   1003 
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 1004 

5. The means of conveying information to the public about medical regulatory processes, 1005 

including professional expectations, reporting and complaints processes, and available 1006 

resources should be carefully examined to ensure maximal reach and impact. Multiple 1007 

communication modalities should be considered. 1008 

 1009 

 1010 

Complaints: 1011 

 1012 

6. State medical boards are encouraged to provide easily accessible information, education 1013 

and clear guidance about how to file a complaint to the state medical board, and why 1014 

complaints are necessary for supporting effective regulation and safe patient care. The 1015 

FSMB and its partner organizations representing medical specialties whose members 1016 

perform intimate examinations and procedures should provide education to patients about 1017 

the types of behavior that can be expected of physicians, what types of behavior might 1018 

warrant a complaint, what to do in the event that actions on the part of a physician make a 1019 

patient uncomfortable, and circumstances that would warrant a report to law 1020 

enforcement. 1021 

 1022 

7. State medical boards and board investigators of administrative complaints are encouraged 1023 

to communicate frequently with complainants throughout the complaint and investigative 1024 

process, according to the preferred mode and frequency of communication of the 1025 

complainant. 1026 

 1027 

8. Complaints related to sexual misconduct should be addressed as quickly as possible given 1028 

their traumatic nature and to protect potential future victims. 1029 

 1030 

9. State medical boards should have a specially trained patient liaison or navigator on staff 1031 

who is capable of providing one-on-one support to complainants and their families. 1032 

 1033 

 1034 

Reporting: 1035 

 1036 

10. State medical boards should have the ability to levy fines against institutions for failing to 1037 

report instances of egregious conduct. 1038 

 1039 

11. Results of hospital and health system peer review processes should be shared with state 1040 

medical boards when sexual misconduct is involved. 1041 

 1042 

12. Hospitals should be required to report to state medical boards instances where employed 1043 

physicians have been dismissed or are forced to resign due to concerns related to sexual 1044 

misconduct. 1045 

 1046 

13. Physicians who fail to report known instances of sexual misconduct should be liable for 1047 

sanction by their state medical board for the breach of their professional duty to report.  1048 

 1049 
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14. Unscrupulous, frivolous or vexatious reporting motivated by competition should be met 1050 

with disciplinary action. 1051 

 1052 

15. Physicians and other individuals who report in good faith should be protected from 1053 

retaliation and given the option to remain anonymous. 1054 

 1055 

 1056 

Investigations: 1057 

 1058 

16. If the state medical board’s investigation indicates a reasonable probability that the 1059 

physician has engaged in sexual misconduct, the state medical board should exercise its 1060 

authority to intervene and take appropriate action to ensure the protection of the patient 1061 

and the public at large. 1062 

 1063 

17. Where permitted by state law, investigations should include a review of previous 1064 

complaints to identify any patterns of behavior, including malpractice claims and 1065 

settlements. 1066 

 1067 

18. State medical boards should have the authority to impose interim terms or limitations, 1068 

including suspension, on a physician’s license prior to the completion of an investigation. 1069 

 1070 

19. Limits should not be placed on the length of time that can elapse between when an act of 1071 

alleged physician sexual misconduct occurred and when a complaint can be filed. 1072 

 1073 

20. Investigators should use trauma-informed procedures when interviewing and interacting 1074 

with complainants alleging instances of sexual misconduct and adjudicating these cases.  1075 

 1076 

21. State medical board members involved in sexual misconduct cases (either in investigation 1077 

or adjudication) and all board staff who work with complainants in cases involving 1078 

sexual misconduct should undergo training in the area of sexual misconduct, victim 1079 

trauma, and implicit bias.  1080 

 1081 

22. Where possible, boards should seek the complainant’s preference regarding the gender of 1082 

investigators and assign them accordingly. 1083 

 1084 

23. State medical boards should also allow inclusion of patient advocates in the interview 1085 

process. 1086 

 1087 

24. The FSMB and state medical boards should work to identify and ensure the availability 1088 

of high-quality training in sexual trauma and a trauma-informed approach to 1089 

investigations.  1090 

 1091 

 1092 

 1093 

 1094 

 1095 
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Comprehensive Evaluation: 1096 

 1097 

25. State medical boards should have the authority to order a comprehensive evaluation of 1098 

physicians where investigation reveals a high probability that sexual misconduct has 1099 

occurred. 1100 

 1101 

 1102 

Hearings: 1103 

 1104 

26. State medical boards should have statutory authority to ensure nondisclosure of the 1105 

patient’s identity to the public, including by closing hearings in part or in full, and 1106 

deleting any identifiable patient information from final public orders. Patient identity 1107 

must also be protected during board discussion. 1108 

 1109 

 1110 

Discipline: 1111 

 1112 

27. Certain serious forms of unprofessional conduct should presumptively provide the basis 1113 

for revocation of a license in order to protect the public. Misconduct in this class would 1114 

include sexual assault, conduct amounting to crimes related to sex, regardless of whether 1115 

charged or convicted, or egregious acts of a sexual nature. State medical boards should 1116 

also consider revocation in instances where a physician has repeatedly committed lesser 1117 

acts, especially following remedial efforts. 1118 

 1119 

28. Gender and age-based restrictions should only be used by boards where there is a high 1120 

degree of confidence that the physician is not at risk of reoffending.  1121 

 1122 

29. Practice monitors should only be used as a means of protecting patients if the conditions 1123 

outlined in this report have been met, including appropriate training, reporting 1124 

relationship to the state medical board and lack of pre-existing relationship with the 1125 

monitored physician. 1126 

 1127 

30. When considering remedial action after sexual misconduct, state medical boards should 1128 

employ a risk stratification model that also factors in risk of erosion of public trust in the 1129 

medical profession and medical regulation. 1130 

 1131 

31. As part of remedial efforts, any partners in the assessment and remediation of physicians 1132 

should be provided access to investigative information in order to properly tailor remedial 1133 

education to the context in which the sexual misconduct occurred. 1134 

 1135 

32. Following remedial activities, state medical boards should monitor physicians to ensure 1136 

that they avoid being in circumstances similar to those in which they engaged in sexual 1137 

misconduct. 1138 

 1139 
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33. State medical boards should consider ways in which to allow pertinent information from 1140 

previously dismissed cases to be revisited during subsequent cases, such as through non-1141 

disciplinary letters of concern or education which remain on a licensee’s record. 1142 

 1143 

 1144 

Education: 1145 

 1146 

34. Education and training about professional boundaries and physician sexual misconduct 1147 

should be provided during medical school and residency, as well as throughout practice 1148 

as part of a physician’s efforts to remain current in their knowledge of professional 1149 

expectations. This should include education about how to proceed with basic as well as 1150 

sensitive/intimate exams and the communication with the patients that is required as a 1151 

component of these exams. This education should be informed by members of the public, 1152 

as best possible.   1153 

 1154 

35. State medical boards and the FSMB should provide education to physicians, board 1155 

members and board staff about sexual misconduct and the effects of trauma. This should 1156 

include resources to help physicians develop better insight into their own behavior and its 1157 

impacts on others. Resources and materials should be developed in collaboration with 1158 

state physician health programs, state medical associations, hospital medical staffs, other 1159 

organized physician groups, and medical schools and training programs. 1160 

 1161 

36. As stated in Recommendation #6 regarding complaints, state medical boards are 1162 

encouraged to provide easily accessible information, education and clear guidance about 1163 

how to file a complaint to the state medical board, and why complaints are necessary for 1164 

supporting effective regulation and safe patient care. The FSMB and its partner 1165 

organizations representing medical specialties whose members perform intimate 1166 

examinations and procedures should provide education to patients about the types of 1167 

behavior that can be expected of physicians, what types of behavior might warrant a 1168 

complaint, what to do in the event that actions on the part of a physician make a patient 1169 

uncomfortable, and circumstances that would warrant a report to law enforcement. 1170 

 1171 

37. The FSMB, state medical boards, medical schools, residency programs, and medical 1172 

specialty and professional societies should provide renewed education on professionalism 1173 

and the promotion of professional culture. A coordinated approach facilitated by ongoing 1174 

communication is recommended to ensure consistency of educational messaging and 1175 

content. 1176 

 1177 

38. The FSMB should facilitate the adoption and operationalization of the recommendations 1178 

in this report by providing state medical boards with an abridged version of the report 1179 

which highlights key points and associates them with resources, model legislation, and 1180 

educational offerings. 1181 

  1182 
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Appendix A: Sample Resources 1183 

 1184 

The following is a sample list of resources available to support greater understanding of 1185 

sexual misconduct, sexual boundaries, the impacts of trauma, and implicit bias. The FSMB 1186 

has not conducted an in-depth evaluation of individual resources, and inclusion herein does 1187 

not indicate, nor is it to be interpreted as, an endorsement or guarantee of quality. Further, 1188 

while some resources listed below are available free of charge, others are only accessible 1189 

through purchase. 1190 

 1191 

1. Sexual misconduct, sexual/personal/professional boundaries: 1192 

• AMA: Code of Medical Ethics: Sexual Boundaries 1193 

o Romantic or Sexual Relationships with Patients 1194 

o Romantic or Sexual Relationships with Key Third Parties 1195 

o Sexual Harassment in the Practice of Medicine 1196 

• AMA: CME course: Boundaries for physicians 1197 

• AAOS: Sexual Misconduct in the Physician-Patient Relationship 1198 

• FSMB Directory of Physician Assessment and Remedial Education Programs 1199 

• North Carolina Medical Board: Guidelines for Avoiding Misunderstandings 1200 

During Patient Encounters and Physical Examinations 1201 

• Vanderbilt University Medical Center: Online CME Course: Hazardous Affairs – 1202 

Maintaining Professional Boundaries 1203 

• Vanderbilt University Medical Center: Boundary Violations Index 1204 

 1205 

2. Trauma-related resources: 1206 

• SAMHSA: Concept of Trauma and Guidance for a Trauma-Informed Approach 1207 

• National Institute for the Clinical Application of Behavioral Medicine: How 1208 

Trauma Impacts Four Different Types of Memory 1209 

• Frontiers in Psychiatry: Memory distortion for traumatic events: the role of 1210 

mental imagery 1211 

• Canadian Department of Justice: The Impact of Trauma on Adult Sexual Assault 1212 

Victims 1213 

• NIH: Trauma-Informed Medical Care: A CME Communication Training for 1214 

Primary Care Providers 1215 

• Western Massachusetts Training Consortium: Trauma Survivors in Medical and 1216 

Dental Settings 1217 

• American Academy of Pediatrics: Adverse Childhood Experiences and the 1218 

Lifelong Consequences of Trauma 1219 

• American Academy of Pediatrics: Protecting Physician Wellness: Working With 1220 

Children Affected by Traumatic Events 1221 

• Public Health Agency of Canada: Handbook on Sensitive Practice for Health Care 1222 

Practitioners 1223 

• Psychiatric Times: CME: Treating Complex Trauma Survivors 1224 

• NHS Lanarkshire (Scotland): Trauma and the Brain (Video) 1225 

• London Trauma Specialists: Brain Model of PTSD - Psychoeducation Video 1226 

  1227 

 1228 

https://www.ama-assn.org/delivering-care/ethics/romantic-or-sexual-relationships-patients
https://www.ama-assn.org/delivering-care/ethics/romantic-or-sexual-relationships-key-third-parties
https://www.ama-assn.org/delivering-care/ethics/sexual-harassment-practice-medicine
https://cme.ama-assn.org/Activity/5293437/Detail.aspx
https://www.aaos.org/uploadedFiles/PreProduction/About/Opinion_Statements/ethics/1208%20Sexual%20Misconduct.pdf
https://www.fsmb.org/siteassets/spex/pdfs/remedprog.pdf
https://www.ncmedboard.org/resources-information/professional-resources/laws-rules-position-statements/position-statements/guidelines_for_avoiding_misunderstandings_during_physical_examinations
https://www.ncmedboard.org/resources-information/professional-resources/laws-rules-position-statements/position-statements/guidelines_for_avoiding_misunderstandings_during_physical_examinations
https://vumc.cloud-cme.com/default.aspx?https://vumc.cloud-cme.com/default.aspx?EID=22455&P=3000&CaseID=93EID=22455&P=3000&CaseID=93
https://vumc.cloud-cme.com/default.aspx?https://vumc.cloud-cme.com/default.aspx?EID=22455&P=3000&CaseID=93EID=22455&P=3000&CaseID=93
https://cme.mc.vanderbilt.edu/sites/default/files/BVI%2025%20questions%281%29.pdf
https://store.samhsa.gov/system/files/sma14-4884.pdf
https://s3.amazonaws.com/nicabm-stealthseminar/Trauma2017/img/co/NICABM-InfoG-memory-systems.jpg
https://s3.amazonaws.com/nicabm-stealthseminar/Trauma2017/img/co/NICABM-InfoG-memory-systems.jpg
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4337233/pdf/fpsyt-06-00027.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4337233/pdf/fpsyt-06-00027.pdf
https://www.justice.gc.ca/eng/rp-pr/jr/trauma/p4.html
https://www.justice.gc.ca/eng/rp-pr/jr/trauma/p4.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4316735/pdf/nihms-617075.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4316735/pdf/nihms-617075.pdf
https://www.integration.samhsa.gov/clinical-practice/Trauma_Survivors_in_Medical_and_Dental_settings.pdf
https://www.integration.samhsa.gov/clinical-practice/Trauma_Survivors_in_Medical_and_Dental_settings.pdf
https://www.aap.org/en-us/Documents/ttb_aces_consequences.pdf
https://www.aap.org/en-us/Documents/ttb_aces_consequences.pdf
https://www.aap.org/en-us/Documents/ttb_physician_wellness.pdf
https://www.aap.org/en-us/Documents/ttb_physician_wellness.pdf
https://www.integration.samhsa.gov/clinical-practice/handbook-sensitivve-practices4healthcare.pdf
https://www.integration.samhsa.gov/clinical-practice/handbook-sensitivve-practices4healthcare.pdf
https://www.psychiatrictimes.com/cme/treating-complex-trauma-survivors
https://www.youtube.com/watch?v=4-tcKYx24aA
https://www.youtube.com/watch?v=yb1yBva3Xas
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3. Implicit bias: 1229 

• AAMC: Online Seminar: The Science of Unconscious Bias and What To Do 1230 

About it in the Search and Recruitment Process 1231 

• AAMC: Proceedings of the Diversity and Inclusion Innovation Forum: 1232 

Unconscious Bias in Academic Medicine 1233 

• AAMC: Exploring Unconscious Bias in Academic Medicine (Video) 1234 

• ASME Medical Education: Non-conscious bias in medical decision making: what 1235 

can be done to reduce it? 1236 

• APHA: Patient Race/Ethnicity and Quality of Patient–Physician Communication 1237 

During Medical Visits 1238 

• Institute for Healthcare Improvement: Achieving Health Equity: A Guide for 1239 

Health Care Organizations 1240 

• BMC Medical Education: Training to reduce LGBTQ-related bias among 1241 

medical, nursing, and dental students and providers: a systematic review 1242 

• American Psychological Association: CE - How does implicit bias by physicians 1243 

affect patients' health care? 1244 

• Joint Commission: Implicit bias in health care 1245 

• Oregon Medical Board: Cultural Competency – A Practical Guide for Medical 1246 

Professionals 1247 

• StratisHealth: Implicit Bias in Health Care (Quiz) 1248 

  1249 

 1250 

https://surveys.aamc.org/se.ashx?s=7C7E87CB561EC358
https://surveys.aamc.org/se.ashx?s=7C7E87CB561EC358
https://store.aamc.org/downloadable/download/sample/sample_id/168/
https://store.aamc.org/downloadable/download/sample/sample_id/168/
https://www.youtube.com/watch?v=eadpfj3Br4c
https://onlinelibrary.wiley.com/doi/epdf/10.1111/j.1365-2923.2011.04026.x
https://onlinelibrary.wiley.com/doi/epdf/10.1111/j.1365-2923.2011.04026.x
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1448596/pdf/0942084.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1448596/pdf/0942084.pdf
https://wispqc.org/wp-content/uploads/IHIAchievingHealthEquityWhitePaper.pdf
https://wispqc.org/wp-content/uploads/IHIAchievingHealthEquityWhitePaper.pdf
http://ncmedr.org/wp-content/uploads/2019/09/Training-to-reduce-LGBTQ-related-bias-among-medical-nursing-and-dental-students-and-providers_a-systematic-review.pdf
http://ncmedr.org/wp-content/uploads/2019/09/Training-to-reduce-LGBTQ-related-bias-among-medical-nursing-and-dental-students-and-providers_a-systematic-review.pdf
https://www.apa.org/monitor/2019/03/ce-corner
https://www.apa.org/monitor/2019/03/ce-corner
https://www.jointcommission.org/assets/1/23/Quick_Safety_Issue_23_Apr_2016.pdf
https://www.oregon.gov/omb/Topics-of-Interest/Documents/CulturalCompetencyBooklet.pdf
https://www.oregon.gov/omb/Topics-of-Interest/Documents/CulturalCompetencyBooklet.pdf
https://www.cvent.com/surveys/Welcome.aspx?s=5f4bb751-dc19-421c-90a0-376c7d598913

