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The Common Sense Initiative was established by Executive Order 2011-01K and placed
within the Office of the Lieutenant Governor. Under the CSI Initiative, agencies should
balance the critical objectives of all regulations with the costs of compliance by the regulated
parties. Agencies should promote transparency, consistency, predictability, and flexibility
in regulatory activities. Agencies should prioritize compliance over punishment, and to that
end, should utilize plain language in the development of regulations.

Regulatory Intent
1. Please briefly describe the draft regulation in plain language.
Please include the key provisions of the regulation as well as any proposed amendments.

The one-bite program is a confidential program for the treatment of practitioners who are
determined to be unable to practice in accordance with acceptable and prevailing standards of
care due to substance use disorder. Prior to the passage of H.B. 145, licensees of the State
Medical Board who met certain criteria were exempt from reporting their impairment to the
Board, known as the “one-bite” exemption. H.B. 145 formalizes and expands the reporting
exemption for impaired practitioners.
Rule 4731-16-17 establishes the requirements for the one-bite program and defines the entities
involved with operating the program: the monitoring organization, the one-bite treatment
provider and the continuing care provider.
Rule 4731-16-18 outlines the eligibility requirements for individuals participating in the one-bite
program.
Rule 4731-16-19 sets forth the requirements for the monitoring organization, which monitors the
licensees participating in the program. The monitoring organization contracts with the Board
and reports to the Board individuals who fail to meet the requirements of the one-bite program.
Rule 4731-16-20 establishes the requirements for treatment providers caring for impaired
practitioners participating in the one-bite program.
Rule 4731-16-21 establishes the requirements for continuing care providers treating impaired
practitioners participating in the one-bite program.
2. Please list the Ohio statute authorizing the Agency to adopt this regulation.
Section 4731.251, Ohio Revised Code
3. Does the regulation implement a federal requirement? Is the proposed regulation
being adopted or amended to enable the state to obtain or maintain approval to
administer and enforce a federal law or to participate in a federal program?
If yes, please briefly explain the source and substance of the federal requirement.
No.
4. If the regulation includes provisions not specifically required by the federal
government, please explain the rationale for exceeding the federal requirement.
N/A
5. What is the public purpose for this regulation (i.e., why does the Agency feel that there
needs to be any regulation in this area at all)?
The public purpose is to ensure patient safety by developing a comprehensive program to
treat and monitor Medical Board licensees who have a substance use disorder. In addition,
the clarification and expansion of the one-bite reporting exemption will encourage impaired
practitioners to seek early treatment for substance use disorder.
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6. How will the Agency measure the success of this regulation in terms of outputs and/or
outcomes?
The rules specify various reports from the monitoring organization, one-bite treatment
providers and continuing care providers, which will provide non-identifying information
regarding the individuals participating in the program. The program will be successful if it
indicates a growing number of individuals successfully completing treatment and monitoring
through the one-bite program.

Development of the Regulation
7. Please list the stakeholders included by the Agency in the development or initial review
of the draft regulation.
If applicable, please include the date and medium by which the stakeholders were initially
contacted.
Representatives from the State Medical Board, the Ohio Physicians Health Program,
legislators, and medical associations, such as the Ohio State Medical Association, met
periodically in 2016 and 2017 to develop the framework around the one-bite program and the
structure of the rules. After the passage of H.B. 145, the draft rules were circulated to the
Board’s Policy Committee in March 2018 and then circulated to interested parties on March
21, 2018. The interested parties include attorneys representing clients before the State
Medical Board; medical associations such as the Ohio State Medical Association, the Ohio
Osteopathic Association, the Academy of Medicine in Cleveland and Northern Ohio, and the
Ohio Hospital Association; current Board-approved treatment providers; and licensees of the
Board.
8. What input was provided by the stakeholders, and how did that input affect the draft
regulation being proposed by the Agency?
The Medical Board received comments from the Cleveland Clinic, the Medical Association
Coalition, Ohio Physicians Health Program and Eric Plinke, on behalf of the Ohio Physicians
Health Program. (See attached). The comments from Eric Plinke were centered on a draft
contract between the State Medical Board and the monitoring organization and were
forwarded to the Department of Administrative Services for input on the Request for
Proposal.
On May 9, 2018, the Policy Committee undertook a detailed review of the comments
provided from the Cleveland Clinic, the Medical Association Coalition and the Ohio
Physicians Health Program. The draft minutes of the Policy Committee meeting are
attached. Also on May 9, 2018, the Medical Board received a summary of the Policy
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Committee discussion and approved the amendments as recommended by the Policy
Committee.
9. What scientific data was used to develop the rule or the measurable outcomes of the
rule? How does this data support the regulation being proposed?
Throughout the process of developing the rules, input from addiction professionals was
obtained as to the best practices for treating individuals with substance use disorder. The
inclusion of continuing care and the requirements that the treatment provider determines the
type and length of treatment are two areas in the draft rules where this input from the
addiction professionals was used.
10. What alternative regulations (or specific provisions within the regulation) did the
Agency consider, and why did it determine that these alternatives were not
appropriate? If none, why didn’t the Agency consider regulatory alternatives?
The Policy Committee considered alternatives to specific provisions within the regulations
and as set forth in the draft minutes (attached). Some of the alternatives were adopted and
some were not. The reasoning behind the decisions is fully set forth in the draft minutes of
the Policy Committee.
11. Did the Agency specifically consider a performance-based regulation? Please explain.
Performance-based regulations define the required outcome, but don’t dictate the process
the regulated stakeholders must use to achieve compliance.
The rules are performance-based in that the one-bite treatment providers make
determinations regarding the duration and type of treatment based upon the individual’s
diagnosis. In addition, the one-bite treatment providers and monitoring organization make
determinations on an individual’s ability to practice after completing treatment.
12. What measures did the Agency take to ensure that this regulation does not duplicate an
existing Ohio regulation?
The State Medical Board of Ohio is the only entity charged with overseeing the requirements
for licensure for the affected license types: physicians, osteopathic physicians, podiatric
physicians, physician assistants, massage therapists, cosmetic therapists, anesthesiology
assistants, radiologist assistants, genetic counselors, acupuncturists, oriental medicine
practitioners, dietitians, and respiratory care therapists. Therefore, there is no duplication.
13. Please describe the Agency’s plan for implementation of the regulation, including any
measures to ensure that the regulation is applied consistently and predictably for the
regulated community.
The Agency will be issuing a Request for Proposal for selection of a monitoring organization
and will accept applications for one-bite treatment providers and continuing care providers to
be approved by the Board. The Medical Board and the selected monitoring organization

-4-

have a responsibility to provide education regarding the eligibility requirements to the onebite treatment providers, continuing care providers, and licensees. Information regarding the
one-bite program will be provided on the Board’s website.
Adverse Impact to Business
14. Provide a summary of the estimated cost of compliance with the rule. Specifically,
please do the following:
a. Identify the scope of the impacted business community;
• Licensees of the Medical Board;
• Organizations seeking to meet the requirements for the monitoring
organization;
• Organizations seeking to meet the requirements for the one-bite treatment
providers;
• Organizations seeking to meet the requirements for the continuing care
providers.
b. Identify the nature of the adverse impact (e.g., license fees, fines, employer time
for compliance); and
There are no fees charged by the Medical Board for licensees participating in the onebite program. The licensees will be responsible for the costs of treatment with the
approved one-bite treatment providers, continuing care with the approved treatment
providers and for monitoring with the monitoring organization, including costs for
random, observed drug screening with a third-party administrator. The monitoring
organization, one-bite treatment providers and continuing care providers may incur
costs in hiring or contracting with the personnel specified in the rules. The
monitoring organization, one-bite treatment providers and continuing care providers
may need to expend time in developing and providing the required de-identified
reports to the Medical Board. The monitoring organization will need to expend time
in developing and providing education to the licensees, one-bite treatment providers
and continuing care providers.
c. Quantify the expected adverse impact from the regulation.
The adverse impact can be quantified in terms of dollars, hours to comply, or other
factors; and may be estimated for the entire regulated population or for a
“representative business.” Please include the source for your information/estimated
impact.
Costs of treatment and monitoring are not publicly available on the websites of Board-approved
treatment providers or the Ohio Physicians Health Program, which provides voluntary
monitoring to individuals under the previous one-bite reporting exemption. The contract
between the State Medical Board and First Source Solutions, Inc., a third-party administrator for
the management of drug and alcohol testing and laboratory services programs for Medical Board
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licensees under a Board order or consent agreement has a listing of the test service fees for
various types of drug tests. See, attached, page 3. According to AddictionCenter.com, an
inpatient rehabilitation program runs $6,000-$20,000 for a 30-day stay and 12,000-$60,000 for a
60-90-day stay. Outpatient counseling runs $5,000-$10,000 for a three month stay.
https://www.addictioncenter.com/rehab-questions/cost-of-drug-and-alcohol-treatment/
Insurance, Medicare and Medicaid may cover the costs of treatment and drug and alcohol
screening.
15. Why did the Agency determine that the regulatory intent justifies the adverse impact to
the regulated business community?
The licensees participating in the one-bite program will not be known to the Medical Board.
Ensuring high quality treatment and monitoring is essential to the success of this program
and to protect patients.
Regulatory Flexibility
16. Does the regulation provide any exemptions or alternative means of compliance for
small businesses? Please explain.
No. For purposes of patient safety, it is important to have a one-bite program that is
consistently applied so that impaired individuals are receiving appropriate treatment and
monitoring.
It is important to note that there are no fees charged by the Medical Board for the monitoring
organization, one-bite treatment providers or continuing care providers.

17. How will the agency apply Ohio Revised Code section 119.14 (waiver of fines and
penalties for paperwork violations and first-time offenders) into implementation of the
regulation?
The one-bite program is an exemption from reporting violations related to impairment to the
Board. This program allows Medical Board licensees to seek treatment for substance use
disorder without being subject to discipline by the Board. It is available to individuals who
have not previously been treated for substance use disorder.
18. What resources are available to assist small businesses with compliance of the
regulation?
The Medical Board will provide information on its website to assist with compliance. The
Medical Board and the selected monitoring organization will be required to provide
education to the licensees, treatment providers and continuing care providers regarding
eligibility criteria for the one-bite program.
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State Medical Board of Ohio
POLICY COMMITTEE MEETING
May 9, 2018
30 East Broad Street, Columbus, OH 43215, Room 336
Members:
Amol Soin, MD
Andrew P. Schachat, M.D.
Robert Giacalone
Mark. A. Bechtel, M.D.
Betty Montgomery

Other Board Members present:
Kim G. Rothermel, M.D.
Bruce Saferin, D.P.M.
Michael Schottenstein, M.D.
Ronan Factora, M.D.
Richard Edgin, M.D.

Staff:
A.J. Groeber, Executive Director
Kimberly Anderson, Chief Legal Counsel
Sallie J. Debolt, Senior Counsel
Nathan Smith, Senior Legal and Policy Attorney
Rebecca Marshall, Chief Enforcement Attorney
Jonithon LaCross, Director of Public Policy & Government
Affairs
Tessie Pollock, Director of Communication
Joan Wehrle, Education & Outreach Program Manager
Alexandra Murray, Standards Review and Intervention
Supervisor

Dr. Soin called the meeting to order at 8:45 a.m.
MEETING MINUTES REVIEW
Dr. Soin reported that a revised draft of the minutes of the April 11, 2018 meeting had been distributed
to the committee.
Dr. Bechtel moved to approve the draft Policy Committee minutes of the April 11, 2018 meeting
as revised. Dr. Schachat seconded the motion. Motion carried.
Legislative Review
Mr. LaCross reported that the legislature is expected back next Tuesday. It is anticipated that a new
Speaker of the House will be selected. He provided the following update:
The Board is working with the Senate on the PA supervision agreement language the we agreed upon.
With the change, the Board will no longer require supervision agreements be submitted to the Board
for approval. The change will require that the supervision agreement be filed onsite at the practice
location and the supervising physician will be required to update the agreements as they change. The
supervision agreements should be available for review by the Board upon request. The Board will be
able to conduct compliance audits. If non-compliance is found during the audit there can be a $5,000
penalty or the availability of a Chapter 119 hearing. Staff will be working internally to set up a process
regarding supervision agreement audits.
Mr. LaCross said the amendment may be part of HB 101 or HB110. Other legislative items will most
likely be discussed in the fall during the lame duck session.
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Chapter 4731-27 Termination of doctor-patient relationship rules
Ms. Debolt said the rules in Chapter 4731-27, OAC, are due for the five-year review and the memo
and amended rules begin on page 50 of the committee materials.
4731-27-01: Definitions: No changes proposed
4731-27-02: Dismissing a patient from the medical practice
•

Proposed to be amended at paragraph (A)(1)(b) to clarify that a physician is not
required to provide emergency treatment and access to services for up to thirty days
when the patient has been disruptive or threatening.
Ms. Debolt explained that this amendment is to clarify that the physician may
immediately terminate a disruptive or threatening patient. Dr. Soin asked if
“disruptive” is defined. Ms. Debolt said it is not specifically defined so the physician
would make that determination.

4731-27-03: Notice of termination of physician employment or physician leaving a practice,
selling a practice, or retiring from the practice of medicine.
•

•

Proposed to be amended at paragraph (C) to clarify that the rule is applicable to a
physician who provides medical services at a practice that is organized as a sole
proprietorship. The definition of “health care entity” in Section 4731.228, ORC, does
not include a sole proprietorship. Although practicing through a sole proprietorship
may be less common than in the past, it still occurs
.
Section 4731.228, ORC, requires that notice be sent to patients when an employed
physician leaves a “health care entity.” Health care entity is defined to include any of
the following where medical services are delivered: a federally qualified health
center, federally qualified health center look-alike, a hospital, corporations, a limited
liability company, a health insuring corporation, a partnership, or a professional
association.

Dr. Bechtel moved to approve the rules for initial circulation to interested parties for comment.
Mr. Giacalone seconded the motion. Motion carried.
Rules 4731-1-02 Application of rules governing limited branches of medicine or surgery
Ms. Debolt said the memo regarding this rule was found on page 55 of the committee materials.
Rule 4731-1-02, Application of rules governing limited branches of medicine or surgery, is proposed to
be amended in paragraphs (C) and (D) to update the links to the specified codes of ethics and to make
technical changes. No substantive changes are proposed.
Paragraph (C) denotes the American Massage Therapy Association’s code of ethics as applicable to
all massage therapists. Paragraph (D) denotes the Society for Clinical and Medical Hair Removal’s
code of ethics as applicable to all cosmetic therapists. Ohio law requires the rule to provide a link to
the referenced documents. The proposed amendments link to the Medical Board’s front page because
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the links currently cited in the rule are now incorrect. The documents are now posted on the Medical
Board’s website under the Laws & Rules tab.
The Joint Committee on Agency Rule Review has informed us that updating the links in the rule
constitutes amending the rule. Therefore, the entire rule-making process must be completed.
Dr. Bechtel moved to approve the rules for initial circulation to interested parties for further
review. Mr. Giacalone seconded the motion. Motion carried.
Proposed One-Bite Program Rules
Ms. Anderson reported that the draft rules were circulated for comment and we received detailed
comments from four individuals or entities. She directed the committee to page 473 of the materials,
which included the draft rules with comments interspersed. She presented the proposed comments
for discussion as follows:
4731-16-17 REQUIREMENTS FOR ONE-BITE PROGRAM
(E)(4) – Ms. Anderson noted a suggestion from the Medical Association Coalition (MAC) to add “of
eligibility” to end of section so that it is going to the monitoring organization for confirmation of
eligibility. Committee recommendation: accept the edit as it clarifies the language.
(F)(1) and (F)(2) suggested by the Cleveland Clinic. Comments are based on employer concerns in
this issue which is a perspective we have not had before.
(F)(1) – comment requests clarification that return to work does not prevent the employer from
determining any restrictions based on conduct at work or any modifications to the former employment
situation. Ms. Anderson said that it has never been the intention of the Board to come between the
employer and the employee. The Cleveland Clinic recommended that language be added to the end
that says . . . the licensee shall suspend practice until the licensee is released to return to work by the
treatment provider and the medical director of the monitoring organization to the most appropriate
assignment as determined by the employer.
Ms. Anderson said she had some concerns about bringing the employer into the rule, but she thought
it could be resolved by removing “released to return to work” and using the statutory language of “until
the licensee is determined to be able to practice according to acceptable and prevailing standards.”
This is really what the treatment provider and medical director of the monitoring organization would be
doing. The employer situation is between the employer and the employee.
Dr. Soin asked if this would satisfy their concerns. Ms. Anderson said she hoped it would but they will
still have an opportunity to comment on the proposed rules.
(F)(2) – this is a comment from the Cleveland Clinic and they ask that “employer” be added into the
notification of any licensee who returns to work prior to obtaining the release. She asked the
committee for feedback on this addition.
Dr. Soin asked what the notification requirements are in the proposed rule. Ms. Anderson replied that
the treatment provider would notify the board and the monitoring organization of any licensee who
returns to work prior to obtaining the release.
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Dr. Rothermel asked how will we know if someone goes back to work before getting a release? Ms.
Anderson said it is a concern that we don’t necessarily know the licensee’s employer. Dr. Schachat
said that a licensee could have multiple employers, or a licensee could be self-employed. He
suggested that anyplace we were considering adding an employer reference it should say “employer,
as applicable.” Mr. Giacalone asked why the board should get in the middle of a contractual issue
between the employer and the licensee, because provisions can be written into the employment
contract, rather than in a rule.
The consensus of the committee was to not make the recommended edit to 4731-16-17 (F)(2).
(F)(3) – this is a comment from the Cleveland Clinic and they ask that “employer” be added into the
notification of any licensee who does not successfully complete the prescribed treatment.
The consensus of the committee was to not make the recommended edit to 4731-16-17 (F)(3).
Line 59 - (G) Ms. Anderson noted that this section currently reads “Within one week after successful
completion of treatment, the monitoring organization shall ensure that the licensee has entered into an
agreement with a board approved continuing care provider. reported that the MAC and the Ohio
Physicians Health Program (OPHP) suggested deleting “the monitoring organization shall ensure that”
language. Their edit puts the burden on the licensee. She asked for feedback from the committee.
Mr. Giacalone didn’t like it. If we are contracting with a monitoring organization he believed the
monitoring organization should have that responsibility.
Dr. Rothermel asked how does the monitoring organization know if a licensee has completed
treatment. Ms. Anderson said it is through ongoing communication with the treatment provider. Mr.
Groeber said that is expected through the contract that the Board will have with the monitoring
organization.
Line 63: (G)(1) Ms. Anderson said that it currently reads “Within one week after successful completion
of treatment, the monitoring organization shall confirm that the licensee shall enter into an agreement
with a board approved continuing care provider, completes continuing care sessions at least one time
per week for at least six months following the release from treatment.”
The MAC and OPHP suggested “Within one week after successful completion of treatment, the
monitoring organization shall confirm that the licensee shall enter into an agreement with a board
approved continuing care provider, completes continuing care sessions at least one time per week for
at least six months following the release from treatment.”
Committee members noted it’s the same issue as (G). The monitoring organization has to take
responsibility, it can’t be half in or half out.
Line 73: (H) Ms. Anderson said that the Cleveland Clinic comment adds this sentence to the end of
(H) An individual who chooses not to continue in the one-bite program will be subject to the
procedures in 4731-16-02 of the administrative code. Ms. Anderson said this is the regular impairment
process and she agreed with the addition. Committee members supported the change.
Line 79: (H)(1) Ms. Anderson said that this issue will come up in a few places in the rule. The issue
relates to random drug screens. The proposed rule reads: “The licensee shall be required to provide
random observed toxicology screenings of biological materials, including, but not limited to, blood,
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urine, hair, saliva, breath, or fingernail samples for drugs or alcohol as directed by the monitoring
organization with a minimum of four random, observed toxicology screenings per month for the first
year of the agreement with the monitoring organization and a minimum of two random observed
toxicology screenings per month for the remainder of the agreement with the monitoring organization.”
This language recognized other types of screenings available and it provides a different frequency for
the first year of the agreement.
The MAC and OPHP comment suggested a minimum of two random drug screens per month for the
duration of the licensee’s agreement with the monitoring organization. Ms. Anderson noted that these
are random drug screens not the observed toxicology screens with the additional information. She
asked for the committee’s feedback on the drug screening issue.
Doctor Schottenstein there are several places where the MAC responded in their letter that we should
go back to the original language. He would be glad to consider going back to the original language if
there was a reason why we should do that. We have had input from other parties in addition to the
input from the MAC, which he thought was very valuable, but we’ve also had communications from
addictionologists such as Dr. Whitney, Dr Jerry, and Dr. Parran. He said those conversations were
about how can we improve the quality of the program that would result in positive, beneficial changes
to the original language. He would not, per se, go back to the original language unless there was a
compelling reason to do so.
Dr. Schottenstein said this proposal, and some other ones that we will get to, were based on
conversations such as one he and Mr. Groeber had with Dr. Whitney and Dr. Jerry where we were
trying to figure out how to make this a very good quality program. The Board’s proposed language
does that.
Mr. Giacalone commented that the language in the proposed rule provides consistency as well.
Everyone has the same requirements even if it may seem prescriptive. The requirements were vetted
and they seem logical. He didn’t know why we would want to provide more subjectivity to an issue that
seemed to be agreed upon by the experts.
Dr. Soin indicated he believed there were two parts to (H)(1) – the four screens/month for the first year
versus two random screens/month and observed versus non-observed screens. He asked for
feedback.
Dr. Schottenstein said he is comfortable with the Board’s language of four screens/month for first year
and observed screens. This is based on the feedback from conversations with addictionologists as
they had concerns regarding the quality of the monitoring and the quality of some of the treatment
providers. These were minimum standards so that we can get to the best place possible.
Dr. Bechtel asked if Dr. Rothermel and Dr. Saferin, as Secretary and Supervising Member, had any
input regarding the frequency in testing four times a month versus two and observed or non-observed
screens. Dr. Rothermel said its assumed that the drug screen is observed. In the four versus two
situation, it may not be necessary to mandate that everyone must have four screens per month for the
first year. If it was written as a minimum of two per month, you are giving some flexibility to the
monitoring organization to look at each individual’s situation. Some may need four per month while
others may not.
Mr. Groeber suggested leave the language but edit it to a minimum of two observed drug screens for
the length of the five year agreement.
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Mr. Giacalone commented that if the rule says a minimum of two observed screens per month, this will
become the default. He suggested three as a compromise between two or four per month.
Mr. Groeber asked Ms. Murray to report on what we currently see in the compliance unit. Ms. Murray
reported that typically under a Step I agreement probationers are randomly screened four to five times
a month for the first year and then that drops down to two to three times a month per a Step II
agreement. There are a few exceptions. Dr. Saferin clarified that these are observed screens. He said
that part of the issue for the probationers is making sure that there is someone there to observe the
screens.
Mr. Giacalone asked if three observed screens per month would be acceptable.
Dr. Soin noted that the four screens/month are only required for the first year. Mr. Groeber noted that
this aligns with what the Board currently requires of probationers.
Dr. Rothermel believed that it may not be necessary to mandate a minimum of four observed screens
per month for the first year. The monitoring organization will be selected by the Board. She believed it
was the Board’s responsibility to monitor the program but not to micromanage it and to have some
trust in the organization selected by the Board.
Dr. Schottenstein said that a person newly in recovery has a 50% chance of relapse in the first year.
He believed that a weekly screening is not unreasonable as the fewer screens there are creates more
chance for a recovering licensee to try to sneak in some substance use. So, it could be to everyone’s
benefit to do a minimum of four observed screens/month for the first year.
Dr. Saferin indicated that he would be opposed to changing the frequency of screens to less than what
is currently required of recovering licensees.
Dr. Soin commented that we seem to have consensus on the observed screens with a
minimum of four observed screens/month in the first year with a minimum of two observed
screens/month for the remainder of the agreement with the monitoring organization.
Dr. Rothermel said it isn’t necessary to mandate that as a minimum of two, in her opinion, the
monitoring program is going to know about the 50% chance of relapse in the first year, so she doesn’t
think there will be many who will only have two screens/month the first year.
Dr. Soin rephrased his question. He said he thought there was consensus to require a minimum of four
observed screens/month in the first year. He asked Dr. Rothermel if she could live with that language
and she responded that she could.
Line 88 – (H)(2) regarding AA meetings. The proposed rule reads: The licensee shall attend drug
and alcohol support group meetings (e.g. alcoholics anonymous or narcotics anonymous) as directed
by the monitoring organization with a minimum of attendance at three meetings per week for the first
year of the agreement with the monitoring organization and at least two meeting per week, with a
minimum of ten per month, for the remainder of the agreement with the monitoring organization.
Ms. Anderson reported that the MAC and OPHP suggested a minimum attendance of ten per month
for the duration of the agreement with the monitoring organization.
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Ms. Murray explained that current probationers are required to attend a minimum of three meetings
per week and then after a year, under the Step II agreement they may request modification to two
meetings per week with a minimum of ten meetings per month, so the proposed language reflects the
current Step 1 and Step II distinction.
Dr. Schottenstein recalled that Dr. Parran supported that a minimum of three meetings a week.
Dr. Soin said this is similar to the earlier discussion. The consensus of the committee was to
make no changes to the proposed language.
Line 98 – (I) regarding relapse reporting. Ms. Anderson reported that the MAC and OPHP
suggested the language “or confirmed positive drug screen” be deleted but any relapse is reported to
the Board. She wanted the committee feedback on this.
She indicated that she discussed this with Ms. Murray and noted that a confirmed positive drug screen
would include an MRO review. If an individual was taking a prescription medication properly as
prescribed but it showed up on the screen, it would not be considered a confirmed positive screen.
Dr. Schottenstein commented that his understanding of a confirmed positive screen is that it is has
been re-tested in a more specific way and the Board would not want reporting of positive screens
caused by proper use of prescribed medications. He stated that if relapse and confirmed positive drug
screen are redundant, we could justify taking out the additional language. Mr. Giacalone asked if the
terms are redundant. Ms. Murray indicated that it may depend on how the monitoring organization
adheres to the definition of relapse as defined in the rule. The Board’s proposed phrasing is trying to
cover all bases in case the monitoring organization doesn’t define relapse as broadly as the Board
does. Ms. Anderson indicated that the rule does define relapse which is the Board’s current definition.
Ms. Murray said that this phrasing is just trying to make sure that even if they don’t follow the relapse
definition in the rule we still have this requirement that confirmed positive drug screens would be
reported to the Board.
Mr. Giacalone asked if an individual had 10 confirmed positive screens of use of non-approved
medication would this automatically default to relapse or could the monitoring organization argue that it
is not a relapse. What is the trigger point for reporting to the Board? Ms. Marshall said that is our
issue. She thought the reason the confirmed positive drug screen language was included was
because of situations in the past when some people were in private monitoring and the Board had
some disagreements with the monitoring organization about when a positive screen was a relapse.
Particularly, when someone came with an explanation and the monitoring organization accepts the
explanation as justification for the positive results but the Board does not, this language gives the
Board a mechanism to consider it more and make an independent determination of whether it is a
relapse based on Board’s interpretation of relapse.
Mr. Giacalone followed-up on Ms. Marshall’s explanation by noting that if the Board received a report
of a confirmed positive drug screen it is not a slam dunk determination that the individual relapsed, the
Board would look at it and assess it to determine if it does fall within the Board’s definition of a relapse.
It was noted that the Board’s proposed language is not redundant, but provides an additional
safeguard.
Line 102 – (J) regarding reporting non-compliance. Ms. Anderson said that the original language
said “The board shall develop guidelines for the reporting of non-compliance with conditions of the
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one-bite program. Non-compliance shall be reported to the Board by the licensee and the medical
director of the monitoring organization.” Comments from the MAC included edits “The board and the
monitoring organization shall jointly develop guidelines for the reporting of non-compliance with
conditions of the one-bite program. Depending on the frequency or severity of non-compliance, noncompliance shall be reported to the Board by the licensee and the medical director of the monitoring
organization.” She asked for feedback from the committee.
Dr. Schachat and Mr. Giacalone did not support the suggested edits to the proposed rule.
Ms. Anderson noted that there are times of non-compliance that are not considered relapse, such as
when the agreement is tolled, but that would be addressed in the guidelines.
Dr. Schottenstein noted that when we were drafting the proposed one-bite program rules with
interested parties, we realized it may be challenging to come up with guidelines for non-compliance
and we thought of categorizing issues as mild, moderate or severe. For instance, would a missed call
in get reported to the Board.
Mr. Groeber said it is implicit that once the rules are finalized and the monitoring organization is
selected, there will obviously be a joint effort to work together to narrow areas of ambiguity. He is not
advocating changes in the proposed rule.
Rule 4731-16-02 ELIGIBILITY FOR ONE-BITE PROGRAM
Ms. Anderson said we received two questions from the Cleveland Clinic about this rule. They are
requesting clarification whether individuals who have participated in similar programs in other states
are eligible for the program and whether discipline by a licensing board in another state impacts a
licensee’s eligibility for the program. They are not requesting any changes to the proposed rule.
She reported that under the statutes the program is applied to our licensees not applicants. A licensee
is eligible if they are impaired; if they have not previously participated in the one-bite program in Ohio;
and if they have not previously been sanctioned by the Ohio Board. The answer is if the individual
was not a licensee of the Board at the time they did this, they would not be eligible for the one-bite
program.
The committee agreed with Ms. Anderson’s comments.
Rule 4731-16-19 MONITORING ORGANIZATION FOR ONE-BITE PROGRAM
Line 184: (A)(3) Ms. Anderson said this comment from the Cleveland Clinic was similar to the
previously discussed return to work issue. She suggested we can remove “released to return to work”
and use the statutory language of “able to practice according to acceptable and prevailing standard of
care.” The committee agreed with this change.
Line 196: (A)(6) Ms. Anderson said the proposed language is: “At the request of the board, the
medical director of the monitoring organization shall provide testimony in any disciplinary proceeding
involving a licensee reported to the Board by the monitoring organization.” The MAC recommended
deleting this item. She asked for the committee’s feedback.
Dr. Schottenstein asked who provides testimony now since these situations do come up.
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Ms. Marshall explained that currently the Board calls upon the Board approved treatment provider to
provide testimony per the treatment provider’s contract with the Board. The treatment provider will
testify if the Board needs information about an individual’s relapse or impairment. The problem with
deleting this from an enforcement perspective is that there may be situations where you find that you
need the testimony of the monitoring organization about someone’s non-compliance, positive test, or
relapse and you need them to testify about that. If you don’t have an understanding that they will testify
then what she perceives will happen is, because it is potentially treatment for drug and alcohol
addiction and subject to federal protections, the Board could subpoena that person and they would
have to show up, but they would not have to tell you anything. They could appear for the hearing and
say I’m sorry I can’t tell you that and then the Board is unable to bring forth the proof needed to
support the non-compliance or the relapse. That’s why we have that contractual relationship between
the Board and the Board approved treatment providers that closes that gap.
Mr. Giacalone supported keeping the (A)(6) in the proposed rule.
Ms. Anderson said that the Board will also have the option of including the testimony provision in the
contract with the monitoring organization just as we currently have in the contracts with the Board
approved treatment providers. She said that the expectation is there, whether it is in the rule or in the
contract with the monitoring organization.
Mr. Giacalone said he would rather keep it in the rule to avoid any confusion.
Dr. Rothermel asked if the monitoring organization has already reported that the practitioner relapsed,
does that not legally carry the same implication as having the monitoring organization testify. Ms.
Marshall responded that it does not because it could be hearsay and we don’t have the details. If
someone calls the Board and just says that an individual has relapsed it is what someone told me
versus calling that actual person to say this is my firsthand knowledge and also to provide testimony in
the hearing unit of the underlying details and circumstances which Board staff will not be able to do
because we do not have that firsthand knowledge.
Ms. Marshall said that hopefully this will be a rare thing and we all hope that everybody does well in
the program and it does not arise, but in those circumstances were someone does go off the rails we
need to be able to deal with that.
Ms. Montgomery asked if it was just a practical problem of designating only the medical director to
provide testimony when perhaps another treatment staff person could provide the testimony. Ms.
Marshall said that may be a possible issue but the Board would want the physician medical director to
provide the testimony.
Ms. Montgomery asked if the Board currently required the Medical Director to provide testimony in
Board cases as opposed to other treatment professionals. Ms. Marshall said yes, in Board approved
treatment provider contracts, the Medical Director provides testimony.
Line 203: (B)(1) regarding drug screens and Line 210 (B)(2) regarding AA meetings. Ms.
Anderson said issues regarding drug screens and AA meetings were discussed in the prior rule so we
will be consistent there.
Line 220 (D) reporting timeframes. Ms. Anderson said the proposed language says, “The
monitoring organization shall within 48 hours reports to the board any licensee who fails to comply with
the monitoring agreement.” Comments from the MAC and OPHP strikes the 48 hours and adds “in
9
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accordance with the non-compliance guidelines established by the Board and the monitoring
organization.” Ms. Anderson said that she thinks the suggested clause is clarifying and would
be a good addition to the rule. She asked committee members for feedback regarding the 48 hour
provision or what a reasonable timeframe would be.
Mr. Giacalone asked how it became 48 hours. It was noted it is in the existing rule. Ms. Montgomery
believed it important to designate a specific timeframe, be it 48 or 72 hours. Considering that some
issues occur on a weekend, perhaps 72 hours is more responsible. Dr. Soin asked what happens if
something occurs on a weekend. Ms. Marshall says they usually will call and leave a voice mail. Dr.
Schachat offered reporting within two business days. Board members determined a specific
number of hours would be preferred and the consensus was 72 hours.
Line 223 (D) reporting relapse: Ms. Anderson said this was a similar issue with 48 hours to report
relapse. Comment from the MAC and OPHP suggested taking out “the monitoring organization shall,
within 48 hours report” so that it would read: “Any relapse as defined in rue 4731-16-01(B) of the
Administrative Code shall be reported to the Board.” Ms. Anderson suggested maintaining the
original proposed language of the rule but changing it to 72 hours from 48 hours. The
committee agreed with this suggestion.
Line 245 (G) regarding providing education: Ms. Anderson said the proposed rule states “The
monitoring organization in consultation with the board shall provide education to the licensees,
treatment providers and continuing care providers regarding eligibility criteria for the one-bite program
and the board’s statutes, rules and policies regarding impairment. The monitoring organization shall
utilize training materials prepared by the Board”.
The MAC suggested “The monitoring organization and the medical board shall jointly provide
education to the licensees, treatment providers and continuing care providers regarding eligibility
criteria for the one-bite program. and the board’s statutes, rules and policies regarding impairment.
The monitoring organization shall utilize training materials prepared by the Board.
Ms. Montgomery asked who prepares training materials for the Medical Board now. Ms. Anderson said
that communications department prepares it with input from internal and external experts. Mr. Groeber
said that in conversations with OPHP when we were drafting the rules, it was reported that OPHP
already does this type of education and outreach and it is of value to those who are in the program and
those who could be impacted by the program. Dr. Rothermel asked what is the concern with saying
that we will jointly do it because if they already have good training materials why would we specify that
they use training materials prepared by the Board. Ms. Anderson replied that we want to assure that
the training materials are accurate. Ms. Montgomery asked why the Board just doesn’t approve the
training materials used by the monitoring organization. Dr. Rothermel noted that obviously the
materials used by the monitoring organization and the Board need to be consistent.
Mr. Giacalone said that he interpreted the “jointly provide education” literally in that the Board and the
monitoring organization will provide the education together.
Mr. Groeber said he understands the intent of the change but he believed it important to keep in the
reference to the statutes, rules and policies.
Ms. Anderson summarized the changes accepted by the committee to read: The monitoring
organization in consultation with the board will provide education to the licensees, treatment
providers and continuing care providers regarding eligibility criteria for the one-bite program
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and the board’s statutes, rules and policies regarding impairment. The monitoring organization
shall utilize training materials prepared by the Board.
Line 251: (H) reporting of failure to complete treatment or continuing care. Ms. Anderson
asked the committee if they wanted to change the 48 hour reporting timeframe to 72 hours.
Committee members agreed with the change.
Rule 4731-16-20 TREATMENT PROVIDERS IN THE ONE-BITE PROGRAM
Lines 265-278 (A)(2)(a) – (A)(2)(c). Ms. Anderson said that there was some concern in previous
discussions that the treatment providers for the one-bite program should be a higher level, as all
treatment providers may not qualify for this. The Board had added some requirements for the medical
director in (A)(2)(a) – (A)(2)(c) as follows:
(A)(2) Medical director is a board-certified addictionologist or board-certified addiction psychiatrist and
is experienced in diagnosing and treatment physicians and other health care practitioners with
substance use disorders;
(a) The medical director shall be directly involved in the initial assessment and diagnosis,
ongoing treatment processes, including medications, treatment planning and discharge
planning.
(b) The medical director shall have knowledge and experience with prescribing medications
specifically indicated for use in patients with substance use disorders and with medications to
be avoided for patients with substance use disorders.
(c) The medical director shall have specific training and knowledge regarding the interpretation
of the results of toxicology screening for drugs and alcohol.
Ms. Anderson reported that the MAC recommended amending (A)(2) to read “Medical director is a
board-certified addictionologist or board-certified addiction psychiatrist.” The MAC also suggested
striking all other language in (A)(2)(a) – (A)(2)(c).
Dr. Schottenstein said all the language in the Board’s proposed rules comes from previous feedback
from addictionologists particularly regarding the quality of the treatment providers. It seemed that adding
additional criteria would improve the quality of programs treating our licensees. Mr. Groeber was
surprised by the change as the intent was to raise the bar. Many comments received throughout this
process related to the number of treatment providers and the varying quality of services provided by the
providers.
Dr. Schachat asked about the requirement for the medical director to be directly involved in the initial
assessment and diagnosis, ongoing treatment processes, including medications, treatment planning
and discharge planning. He noted that some organizations are large enough that the medical director
may have limited clinical involvement and other treatment professionals have more direct contact with
licensees undergoing treatment.
Mr. Groeber remarked that the expectation was that the number of licensees that will be in the program
are small enough that they warrant direct one-on-one contact. And if we are expecting the medical
director to testify, that one-on-one contact is important.
Dr. Schottenstein asked if there is a level of correlation between the involvement of the medical director
and the quality of the treatment program. The addictionologists felt there was a substantial correlation.
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Ms. Montgomery also shared concerns as to whether the board was being too prescriptive in a clinical
situation regarding the medical director’s direct involvement in patient care. Mr. Giacalone did not
believe that the standards are onerous.
After discussion, the consensus of the committee was to change (A)(2)(a) to read: The medical
director shall be directly involved in oversee the initial assessment and diagnosis, ongoing
treatment processes, including medications, treatment planning and discharge planning.
Further, the committee agreed to keep the Board’s proposed language in (A)(2) and in (A)(2)(b)
and (A)(2)(c).
Line 295 (A)(6) and Line 298 (A)(7) – Ms. Anderson reported the MAC agrees with the Board’s
proposed language.
Line 301 (A)(8) – Ms. Anderson said the MAC suggested adding “partial hospitalization,” and “or
others as necessary.” Dr. Schottenstein clarified that the treatment providers for the one-bite program
would have to be able to provide all the services listed in (A)(8). The committee agreed with the
additional language.
Line 306 (A)(9) – Ms. Anderson said the Board’s proposed language stated: The treatment provider
has the ability to provide extended residential care for up to 90 days for patients who require continued
treatment of severe, resistant, or advanced stage of substance use disorders. She reported that the
MAC suggested striking “for up to 90 days” and striking “severe, resistant, or advanced stage of” so
that the change would read “The treatment provider has the ability to provide extended residential care
for patients who require continued treatment for substance use disorders.”
Ms. Montgomery asked if the levels of substance use disorders were words of art. Ms. Anderson said
that language came from specialists who provided explanations as to why someone may need extra
care. Dr. Rothermel commented that some licensees may need more than an additional 90 days for
treatment. Ms. Anderson said that she’s OK with the MAC’s recommended changes. The committee
agreed to accept the MACs recommended changes.
Reconsideration of (A)(8): Mr. Groeber asked if the changes made to (A)(8) could be revisited. He
asked if “OR others as necessary” should be changed to “and others as necessary. Dr. Schottenstein
agreed with Mr. Groeber. The committee agreed with Mr. Groeber’s change.

4731-16-21 CONTINUING CARE FOR ONE-BITE PROGRAM
Line 399 (C) Ms. Anderson said that the MAC recommended removing the word “group” from
the group therapy reference, just leaving it as therapy. She thought that seemed appropriate
but asked the committee’s feedback. The committee agreed with the MAC
recommendation to remove the word “group.”
Line 405 Ms. Anderson said that the MAC is recommending an additional paragraph, (C)(3),
that would read “Continuing care provider shall provide status reports for each participating
licensee to the monitoring organization no less than quarterly.” She agreed with this addition.
The committee agreed to add (C)(3) as suggested by the MAC.
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Ms. Anderson indicated that this concludes the review of the proposed one-bite program
rules. She thanked the committee for their patience.
Dr. Schottenstein returned to Line 399 regarding removing the word “group”. He indicated that
group therapy is the treatment of choice for substance abuse disorders and that’s why the
original language stated it that way. Individual therapy can be helpful but he did not want to
neglect the group therapy by taking it out of that part of the rule. He asked if we should say
“provide individual and group therapy.”
Mr. Giacalone suggested we leave it as is. Ms. Murray said it is her understanding that the
continuing care is to be similar to aftercare which is group therapy. That’s why the language
says group therapy as this is supposed to be a higher-level version of aftercare. She thought
changing it to “therapy” and providing the option for individual therapy undercuts the intention
of what continuing care is supposed to be.
Following discussion, Ms. Anderson suggested that (C) read as follows:
A continuing care provider shall provide therapy, including group therapy, led by a
psychologist or masters-level chemical dependency counselor, social worker or
therapist.
The committee agreed with Ms. Anderson’s edits to paragraph (C).
Dr. Bechtel moved to recommend filing the one-bite rules as revised with the Common Sense
Initiative. Dr. Schachat seconded the motion. Motion carried.
Proposed Rules – Chapter 4731-33 Medication Assisted Treatment
Ms. Anderson said this is also a large group of rules. She indicated the memorandum from Ms. Debolt
included in the agenda materials provides the proposed changes and the comments we received.
Ms. Anderson said that the Board is required to promulgate rules on Medication Assisted Treatment by
statute. We are starting with the definitions and with the OBOT rules this time, other required rules will
be brought to the committee later. The Board received comments from over 30 physicians on the
proposed rules and most were not favorable. The Board has made significant changes and the Board
has used the ASAM guidelines and TIP 63 from SAMSHA.
Mr. Giacalone said that the committee does not have enough time to discuss these rules today. Dr.
Soin agreed and said the comments were well thought out and we want to get the rules right.
Ms. Anderson said that the rules could be brought back to the committee next month. She said that we
could also get more feedback by recirculating the proposed changes. Dr. Soin agreed with
recirculating the proposed changes.
Mr. Giacalone asked that the MAT rules be provided in the format used for the one-bite rules which
highlighted proposed changes. He said this format was very helpful and it crystalized the issues. Ms.
Anderson said that would be done.
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In conclusion, Ms. Anderson said that the proposed changes to the MAT rule would be recirculated for
feedback and provided to the committee for review. She indicated that it may be on the July agenda
instead of the June agenda depending on the volume of feedback received.
Draft Sub-Acute and Chronic pain rules
Dr. Soin said the rules are a work in progress and are a combination of many different opinion leaders
and stakeholders across the state. He believes the rules are responsive to feedback the Board had
provided and many of our concerns were addressed in the draft.
Ms. Anderson said that these rules apply to subacute pain lasting 6 – 12 weeks, and chronic pain
lasting 12 weeks or more. These rules will replace the current 4731-21 chronic pain rules.
She explained that the proposed rules set up different requirements at different MED levels. At 50
MED physicians will be required to reevaluate the patient, consider consultation with a specialist, and
have the patient come in every three months.
At 80MED, the physician and patient enter into a written pain agreement, the physician offers a
naloxone prescription, and the physician obtains a consultation with a specialist in the area of the body
affected by the pain, a pain management specialist, or specialist in addiction medicine or addiction
psychiatry, or a medication therapy management review.
Ms. Anderson said the Board is looking at sample pain agreements so that there will be resources
made available.
At 120 MED, physicians will be required to have a pain management specialist as prescriber or
consultant, unless the patient was at that dose prior to the effective date of the rule. A consultant is
needed if the dose escalates.
Periodic follow-up assessment is required if the dose is below 50 MED. Follow-up assessment is
required at least every three months if the dose is at 50 MED or above.
The rule does not apply to opioid prescriptions for patients in hospice care or with terminal cancer or
another terminal condition. Additionally, the rule does not apply to inpatient prescriptions under
Pharmacy Board statutes.
Dr. Bechtel said he thought the proposed rules were well written and evidence based and there has
been a lot of input regarding best practices. Anything that we can do to provide templates and model
documents for prescribers would be helpful and make it easier for licensees to comply with the
regulations.
Dr. Bechtel said the guidelines are good for pain medicine specialists but a lot of narcotic prescriptions
are written in small amounts by isolated providers in Ohio. We need to make it easy for those
physicians as he has concern that some primary care physicians will decide to not prescribe narcotics.
Dr. Soin echoed Dr. Bechtel’s comments and said that the initial draft was much more aggressive than
this one and a lot of those restrictions and requirements for the 50MED have been lifted to address Dr.
Bechtel’s points.
Dr. Bechtel expressed concern regarding the availability of pain specialists that accept Medicaid. Dr.
Soin said that he felt that he was one of a few pain specialists that accept Medicaid in his area. He
noted the potential service burden on the pain specialists available to assist the potential number of
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patients is why the grandfather provision is in the proposed rule. The hope is that very few patients will
reach that 120 MED level.
Mr. Groeber reported that we ran some of the numbers with Ohio Society of Interventional Pain
Physicians averaging 25 patients/day to see how much capacity there would be for consults if needed.
Dr. Soin said that the way the rule is drafted to include some grandfathering and if the dose escalates
or patients reach those120 MED levels then a consult is warranted we have enough providers to
achieve that.
Mr. Groeber said when you look at the prescribers issuing high numbers of prescriptions, it is generally
not pain management physicians, it is primary care providers dealing with a patient who is not
responding to treatment so the MED level rises over time. The point is to try to get a consultation with
a pain specialist to either cap that medication level or even taper the dosing level.
Dr. Bechtel reported that as a dermatologist there are few dermatologists in Ohio who accept Medicaid
but many are centered in academic centers so access to dermatologic care for Medicaid patients is
severely restricted and this compromises patient care. His concern is if we run into the same situation
with pain specialists, Medicaid patients may have limited access to care. Dr. Soin noted that there
could be a bottleneck there, but compared to where we were to where we are now with this draft of the
rules, a lot of that has been alleviated. We will be circulating the rules for comment so those concerns
may come out.
Mr. Groeber reported that Dr. Applegate from the Ohio Department of Medicaid was involved in these
discussions.
Mr. Giacalone echoed Dr. Bechtel’s suggestion that the board develop templates and model pain
management agreements for prescribers. Dr. Soin said we are working on that internally.
Dr Bechtel moved to approve the proposed rules for initial circulation to interested parties. Dr.
Schachat seconded the motion. Motion carried.
Dr. Soin reviewed the remaining items on the agenda and said that we will skip the rule review update.
He said that the letter from the Department of Medicaid will be discussed at the retreat. Dr. Soin
reported that a few months ago we provided some feedback to the FDA about what the Ohio Board is
doing to address opiate issues. We heard back from the FDA and we are working on a response and
we will update the committee as it materializes.
Adjourn
Ms. Montgomery moved to adjourn the meeting. Mr. Giacalone seconded the motion. Motion
carried.
The meeting adjourned at 10:11 a.m.
jkw
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2
Requirements for one-bite program

(A) “One-bite program” is a confidential program for treatment of impaired practitioners
of the medical board established pursuant to section 4731.251 of the revised code.
(B) “Monitoring organization” is an entity which conducts the one-bite program and
performs monitoring services for impaired practitioners under a contract with the
medical board.
(C) “One-bite treatment provider” is an entity approved by the board to provide
evaluation and treatment to impaired practitioners participating in the one-bite
program.
(D) “Continuing care provider” is an entity approved by the board to provide continuing
care to impaired practitioners participating in the one-bite program pursuant to rule
4731-16-21 of the administrative code.
(E) Licensees of the board who may be impaired in the ability to practice in accordance
with acceptable and prevailing standards of care and who want to participate in the
one-bite program shall complete the following requirements:
(1) The licensee shall register with the monitoring organization under contract with
the board and obtain a list of the one-bite program treatment providers
approved by the Board.
(2) If the licensee reports directly to an approved treatment provider, the licensee
shall register with the monitoring organization upon referral from the
approved treatment provider.
(3) The treatment provider shall conduct an evaluation in accordance with rule
4731-16-05 of the Administrative Code
(4) The treatment provider shall provide the information regarding the diagnosis
and eligibility determination to the monitoring organization for confirmation
of eligibility.
(5) If the licensee is determined to be impaired and not to be eligible for the onebite program, the licensee, the monitoring organization and the treatment
provider shall report this information to the Board.
(F) Once a licensee is determined to be impaired and eligible for the one-bite program,
the licensee shall within three days, report to an approved treatment provider for
treatment. The treatment provider shall develop an individualized treatment plan
that may include a combination of inpatient, residential, partial hospitalization
and/or intensive outpatient treatment.
(1) The licensee shall be required to immediately suspend practice for a minimum
of thirty days. The licensee shall suspend practice until the licensee is
determined to be able to practice according to acceptable and prevailing
standards by the treatment provider and the medical director of the
monitoring organization.
(2) The treatment provider shall notify the board and monitoring organization of
any licensee who returns to work prior to obtaining the release from the
treatment provider and the monitoring organization medical director.

*** DRAFT - NOT YET FILED ***
4731-16-17
2
(3) The treatment provider shall notify the board and monitoring organization of
any licensee who does not successfully complete the prescribed treatment.
(G) Within one week after successful completion of treatment, the monitoring
organization shall ensure that the licensee has entered into an agreement with a
board approved continuing care provider.
(1) The monitoring organization shall confirm that the licensee completes

continuing care sessions at least one time per week for at least six months
following the release from treatment.
(2) The licensee must continue the weekly continuing care meetings until released
by the continuing care provider and the medical director of the monitoring
organization.
(H) In order to continue participation in the one-bite program, after successful completion
of treatment, the licensee shall enter into an agreement with the monitoring
organization for monitoring for at least five years. An individual who chooses not
to continue in the one-bite program will be subject to the procedures in rule 473116-02 of the administrative code.
(1) The licensee shall be required to provide random, observed toxicology
screenings of biological materials, including but not limited to, blood, urine,
hair, saliva, breath, or fingernail samples for drugs and alcohol as directed by
the monitoring organization with a minimum of four random, observed
toxicology screenings per month for the first year of the agreement with the
monitoring organization and a minimum of two random, observed toxicology
screenings per month for the remainder of the agreement with the monitoring
organization.
(2) The licensee shall attend drug and alcohol support group meetings (e.g.
alcoholics anonymous or narcotics anonymous) as directed by the monitoring
organization with a minimum of attendance at three meetings per week for
the first year of the agreement with the monitoring organization and at least
two meetings per week , with a minimum of 10 meetings per month for the
remainder of the agreement with the monitoring organization.
(3) The licensee shall be released from monitoring by the medical director of the
monitoring organization upon successful completion of monitoring.
(I) Any relapse as defined in paragraph (B) of rule 4731-16-01 or confirmed positive
drug screen shall be reported to the board by the medical director of the monitoring
organization and the licensee.
(J) The board shall develop guidelines for the reporting of non-compliance with
conditions of the one-bite program. Non-compliance shall be reported to the Board
by the licensee and the medical director of the monitoring organization.
Promulgated under: 119.03
Statutory Authority: 4731.251
Rule Amplifies: 4731.251, 4731.252

*** DRAFT - NOT YET FILED ***
4731-16-18

Eligibility for one-bite program.

(A) An individual who holds a license issued by the board to practice as a physician,
massage therapist, cosmetic therapist, physician assistant, anesthesiologist assistant,
radiology assistant, acupuncturist, oriental medicine practitioner, genetic counselor,
dietitian or respiratory care therapist shall be eligible for the one-bite program if all
the following requirements are met:
(1) The licensee has been diagnosed with substance use disorder and is impaired in
ability to practice in accordance with acceptable and prevailing standards of
care.
(2) The licensee has not previously participated in the one-bite program or the
reporting exemption under chapter 4731-15, Ohio administrative code;
(3) The licensee has not had any prior disciplinary action for substance use disorder
or impairment by a licensing board in Ohio.
(B) A licensee who fails to complete the program requirements of the one-bite program
shall not be eligible for continued participation.
(C) A licensee who relapses as that term is defined in rule 4731-16-01 of the
Administrative Code shall not be eligible for continued participation in the one-bite
program.
(D) Participation in the one-bite program does not exempt a licensee from being reported
for or subject to discipline under any other violation of the board’s statutes and
rules.
Promulgated under: 119.03
Statutory Authority: 4731.251
Rule Amplifies: 4731.251;4731.252
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Monitoring organization for one-bite program
Monitoring organization for one-bite program

(A) The board shall enter into a contract with a monitoring organization to monitor
licensees participating in the one-bite program. The monitoring organization shall
meet the following criteria:
(1) The monitoring organization shall meet the requirements of section 4731.251 of
the revised code.
(2) The monitoring organization shall provide licensees with a list of treatment
providers approved for the one-bite program for the evaluation pursuant to
rule 4731-16-05 of the administrative code.
(3) The medical director of the monitoring organization shall, along with the
medical director of the treatment provider, review and determine whether a
licensee is able to practice according to acceptable and prevailing standards
of care.
(4) The medical director of the monitoring organization shall, along with the
continuing care provider, review and determine whether a licensee is eligible
for release from continuing care.
(5) The monitoring organization shall enter into monitoring agreements with
licensees participating in the one-bite program.
(6) At the request of the board, the medical director of the monitoring organization
shall provide testimony in any disciplinary proceeding involving a licensee
reported to the board by the monitoring organization.
(B) The agreements between the monitoring organization and licensee shall establish the
monitoring terms for at least five years.
(1) The agreement shall provide that the licensee is required to participate in
random observed toxicology screenings of biological materials, including but
not limited to blood, urine, hair, saliva, breath, or fingernail samples for drugs
or alcohol no less than four times per month for the first year of the
agreement and no less than two times per month for the remainder of the
agreement.
(2) The agreement shall provide that the licensee shall attend drug and alcohol
support group meetings (e.g. alcoholics anonymous or narcotics anonymous)
as directed by the monitoring organization with a minimum of attendance of
three times per week for the first year of the agreement and no less than two
times per week with a minimum of ten meetings per month for the remainder
of the agreement.
(C) The medical director of the monitoring organization shall review each licensee and
make a determination as to whether the licensee is released from monitoring.
(D) The monitoring organization shall within 72 hours, report to the board any licensee
who fails to comply with the monitoring agreement in accordance with the noncompliance guidelines established by the Board and the monitoring organization.

*** DRAFT - NOT YET FILED ***
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Monitoring organization for one-bite program

(E) The monitoring organization shall, within 72 hours, report any relapse as defined in
rule 4731-16-01(B) of the Administrative Code shall be reported to the board.
(F) The monitoring organization shall provide the following reports to the Board on a
quarterly basis:

(1) The number and type of licensees referred to the monitoring organization;
(2) The number and type of licensees under agreement with the monitoring
organization;
(3) The number and type of licensees referred to the Board;
(4) The number and type of licensees who successfully complete the monitoring
agreement.
(5) Information regarding the treatment providers, the type of treatment and length
of treatment for licensees in the one-bite program;
(6) Information regarding source of referrals;
(7) Other reports as agreed between the Board and the monitoring organization.
(G) The monitoring organization, in consultation with the board, shall provide education
to the licensees, treatment providers and continuing care providers regarding
eligibility criteria for the one-bite program and the board’s statutes, rules and
policies regarding impairment.
(H) The monitoring organization shall within 72 hours, report to the board any failure to
complete treatment or continuing care.
Promulgated under: 119.03
Statutory Authority: 4731.251
Rule Amplifies:4731.251

*** DRAFT - NOT YET FILED ***
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4731-16-20

1
Treatment providers in the one-bite program.

(A) Criteria for approval of treatment providers for individuals qualifying for the one-bite
program shall include all of the following:
(1) Meet all requirements for treatment providers in Rule 4731-16-08.
(2) Medical director is a board-certified addictionologist or board-certified
addiction psychiatrist and is experienced in diagnosing and treating
physicians and other health care practitioners with substance use disorders;
(a) The medical director shall oversee the initial assessment and diagnosis,
ongoing treatment processes, including medications, treatment planning
and discharge planning.
(b) The medical director shall have knowledge and experience with
prescribing medications specifically indicated for use in patients with
substance use disorders and with medications to be avoided for patients
with substance use disorders.
(c) The medical director shall have specific training and knowledge
regarding the interpretation of the results of toxicology screening for
drugs and alcohol.
(3) A board-certified psychiatrist is available to evaluate and provide treatment for
co-occurring mental health conditions.
(4) Group therapy is supervised by a psychologist or an individual with a master’s
level education as a chemical dependency counselor, social worker or
therapist.
(5) Training regarding the eligibility for the one-bite program shall be provided to
all staff on a quarterly basis.
(6) Training regarding the board’s statutes, rules and policies regarding impairment
and reporting violations shall be provided to all staff on a quarterly basis
(7) The treatment provider shall be capable of completing evaluations pursuant to
rule 4731-16-05 of the Ohio administrative code.
(8) The treatment provider provides abstinence-based education and treatment for
all types of substance use disorders.
(9) The treatment provider provides levels of patient care, including medical
detoxification; inpatient or residential treatment; extended residential
treatment; partial hospitalization, intensive outpatient treatment, continuing
care and others as necessary.
(10) The treatment provider has the ability to provide extended residential care for
patients who require continued treatment of substance use disorders.
(B) The medical director of the treatment provider shall perform an evaluation pursuant
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to rule 4731-16-05 to determine the degree of impairment of the licensee and shall
develop an individualized treatment plan. The individualized treatment plan may
include a combination of in-patient, residential, partial hospitalization and intensive
outpatient treatment.
(1) The treatment provider shall require the licensee to immediately suspend
practice upon entering into treatment (upon determination of impairment) and
not return to practice for at least thirty days. Clearance from the treatment
provider medical director and monitoring organization medical director are
required for return to practice.
(2) The treatment provider shall notify the monitoring organization of the
determination of impairment and the treatment plan.
(3) The treatment plan shall include, at least once per week, group therapy with
other patients who work in similar disciplines as the licensee or other
professionals.
(4) The treatment plan shall include education regarding the medical board’s
statutes, rules and policies with respect to impairment.
(5) The treatment plan shall include education and group therapy to assist the
patient to transition back to work
[

(C) The treatment provider shall report instances of violations of this chapter to the
monitoring organization and the board.
(D) The treatment provider shall complete and maintain records for each licensee seen for
evaluation or treatment under the one-bite program in accordance with paragraph
(C) of rule 4731-16-07 of the Administrative Code.
(E) Each quarter, the treatment provider shall provide to the monitoring organization and
the board the following records regarding licensees seen for evaluation or treatment
under the one-bite program:
(1) Number of licensees referred for evaluation (including selfreferrals);
(2) Number of licensees evaluated;
(3) Number of licensees determined to be eligible for one-bite program;
(4) Number of referral sources by category (e.g., - self-referrals, board referrals,
medical society referrals, referrals by colleagues);
(5) Number of licensee evaluations which resulted in treatment recommendations
for substance use disorder;
(6) Number of licensees treated based on the treatment providers own
recommendations;
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(7) Number of licensees treated based on transfer or referral from other treatment
providers;
(8) Number of licensees who entered each phase of
treatment;
(9) Number of licensees engaged in each phase of treatment;
(10) Number of licensees who successfully completed each phase of treatment;
(11) Number of licensees discharged from each phase of treatment other than upon
successful completion, and the rationale for each such discharge;
(12) Number of licensee relapses identified during continuing care and following
continuing care;
(13) Number and names of licensees reported to the board under this chapter of the
administrative code.
(14) Number and identities of referral sources notified of the treatment provider’s
inability to release information under federal law.
(F) The reports provided to the board shall not contain identifying information for the
licensee participating in the one-bite program.

Promulgated under:119.03
Statutory Authority: 4731.251
Rule Amplifies: 4731.251, 4731.252
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Continuing care for one-bite program.

(A) In order to provide continuing care to a licensee in the one-bite program, a continuing
care provider shall enter into a continuing care agreement with the licensee. The
agreement term shall be established by the continuing care provider but may not be
for less than six months.
(B) The continuing care provider shall be approved by the Board.
(C) A continuing care provider shall provide therapy, including group therapy, led by a
psychologist or masters-level chemical dependency counselor, social worker, or
therapist.
(1) Continuing care meetings shall be held at least one time per week, with missed
meetings made up.
(2) Continuing care meetings shall be at least one hour in duration.
(3) Continuing care provider shall provide status reports for each participating
licensee to the monitoring organization no less than quarterly.
(D) The continuing care provider shall report to the monitoring organization no less than
quarterly and shall provide the following documentation to the monitoring
organization on a quarterly basis:
(1) The number and type of licensees entering into continuing care agreements
(2) The number and type of licensees released by the continuing care program
(3) The average length of the continuing care agreements
(4) The number and type of licensees who relapse.
(E) The continuing care provider shall report a licensee who relapsed to the Board and
the monitoring organization. The continuing care provider shall report to the Board
and the monitoring organization if the licensee fails to comply with the terms of the
continuing care agreement.
(F) Release from continuing care must be reviewed and agreed upon by the medical
director of the monitoring organization.
Promulgated under: 119.03
Statutory Authority: 4731.251
Rule Amplifies: 4731.251

