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October 15, 2018 
 
Members of the Colorado General Assembly 
c/o the Office of Legislative Legal Services 
State Capitol Building 
Denver, Colorado 80203 
 
Dear Members of the General Assembly: 
 

The Colorado General Assembly established the sunset review process in 1976 as a way to 
analyze and evaluate regulatory programs and determine the least restrictive regulation 
consistent with the public interest.  Since that time, Colorado’s sunset process has gained 
national recognition and is routinely highlighted as a best practice as governments seek to 
streamline regulation and increase efficiencies. 
 
Section 24-34-104(5)(a), Colorado Revised Statutes (C.R.S.), directs the Department of 
Regulatory Agencies to: 
 

 Conduct an analysis of the performance of each division, board or agency or 
each function scheduled for termination; and 

 

 Submit a report and supporting materials to the office of legislative legal 
services no later than October 15 of the year preceding the date established 
for termination. 
 

The Colorado Office of Policy, Research and Regulatory Reform (COPRRR), located within my 
office, is responsible for fulfilling these statutory mandates.  Accordingly, COPRRR has 
completed the evaluation of the Colorado Medical Practice Act.  I am pleased to submit this 
written report, which will be the basis for COPRRR’s oral testimony before the 2019 
legislative committee of reference.   
 

The report discusses the question of whether there is a need for the regulation provided 
under Article 36 of Title 12, C.R.S.  The report also discusses the effectiveness of the 
Colorado Medical Board and staff in the Division of Professions and Occupations in carrying 
out the intent of the statutes and makes recommendations for statutory changes in the event 
this regulatory program is continued by the General Assembly. 
 

Sincerely, 

 
Marguerite Salazar 
Executive Director 



 

 
 

2018 Sunset Review 
Colorado Medical Practice Act 
 

SUMMARY 
 
 
What is regulated?   
Medicine is the science and practice of diagnosing, treating and preventing disease and other damage 
to the mind or body. Physicians diagnose illness by examining patients, taking medical histories, and 
ordering, performing and interpreting diagnostic tests. Physicians treat patients by counseling patients 
on diet, hygiene and preventative care, and they also prescribe medication. Physicians are trained to 
operate on patients in order to treat injuries, diseases and deformities. Like physicians, physician 
assistants also examine, diagnose and treat patients. In Colorado and many other states, a physician 
assistant may only practice under the supervision of a licensed physician and is limited to the medical 
field of the supervising physician. Anesthesiologist assistants, like physician assistants, are physician 
extenders, except they are limited to working in the field of anesthesia and may only practice under 
the supervision and medical direction of an anesthesiologist. 
 
Why is it regulated?  
Medical or surgical treatment performed by an unqualified or incompetent medical provider could 
result in serious harm to a patient, including disability and death. Further, patients must be able to 
trust their medical providers. Considering the potential for harm, regulation of physicians, physician 
assistants and anesthesiologist assistants is necessary to ensure competent and qualified practitioners. 
 
Who is regulated?   
In fiscal year 16-17, the Colorado Medical Board (Board), located within the Division of Profession and 
Occupations (Division), licensed 22,458 physicians, 3,266 physician assistants, 75 anesthesiologist 
assistants, 1,461 physicians in training, 21 distinguished foreign teaching physicians and 162 physicians 
with pro bono licenses. 

 
How is it regulated?   
In Colorado, it is unlawful to practice medicine without being licensed by the Board. An applicant is 
qualified for a license if he or she has reached the age of 21, graduated from an approved medical 
school, passed a national examination approved by the Board and completed an internship of at least 
one year or one year of postgraduate training.  

 
What does it cost?  
In fiscal year 16-17, the total expenditures to oversee the program were approximately $3.04 million, 
and there were nine full-time equivalent employees dedicated to the program. 
 
What disciplinary activity is there? 
In fiscal year 16-17, the Board issued seven cease and desist orders or injunctions, issued 39 letters of 
admonition, entered into 41 stipulated agreements, suspended one license and revoked the license of 
22 individuals. The Board also issued a total amount of $26,250 in fines.  



 

KEY RECOMMENDATIONS 
 

Continue the Board for seven years, until 2026. 
Medical or surgical treatment performed by an unqualified or incompetent medical provider could 
result in serious harm to a patient, including disability and death. Considering the potential for harm, 
regulation is necessary to ensure competent and qualified practitioners. Therefore, the General 
Assembly should continue the Board for seven years, until 2026. 
 

Authorize the Board to discipline a licensee based on criminal conduct. 
The Board’s mission is to protect the public by ensuring that licensed physicians are safe to practice 
medicine. It is important for the Board to have the authority it needs to do this, especially in cases in 
which a physician is violate a position of trust to engage in heinous conduct. 
 

METHODOLOGY 
 

As part of this review, staff from the Colorado Office of Policy, Research and Regulatory Reform 
attended Board meetings; conducted a survey of licensed physicians; interviewed staff from the 
Division, Board members, officials from professional associations and other stakeholders; and reviewed 
Colorado statutes and rules, records and the laws of other states. 
 

MAJOR CONTACTS MADE DURING THIS REVIEW 
 

American Academy of Pediatrics, Colorado 

American College of Emergency Physicians, 

Colorado 

American College of Surgeons, Colorado 

Cannabis Clinicians Colorado 

Center for Personalized Education for 

Physicians 

Colorado Academy of Family Physicians 

Colorado Academy of Physician Assistants 

Colorado Ambulatory Surgical Center 

Association 

Colorado Association of Nurse Anesthetists 

Colorado Department of Public Health and 

Environment 

Colorado Department of Revenue 

Colorado Dermatologic Society 

Colorado Division of Professions and 

Occupations 

Colorado Hospital Association 

Colorado Medical Board 

Colorado Medical Society 

Colorado Nurses Association 

Colorado Obstetrical and Gynecological Society 

Colorado Office of the Attorney General 

COPIC 

Colorado Physician Health Program 

Colorado Psychiatric Society 

Colorado Radiological Society 

Colorado Society of Anesthesiologists 

Colorado Society of Osteopathic Medicine 

Doctors Company, The 

Kaiser Permanente 

Peer Assistance Services 

What is a Sunset Review? 
A sunset review is a periodic assessment of state boards, programs, and functions to determine 
whether they should be continued by the legislature.  Sunset reviews focus on creating the least 
restrictive form of regulation consistent with protecting the public.  In formulating recommendations, 
sunset reviews consider the public's right to consistent, high quality professional or occupational 
services and the ability of businesses to exist and thrive in a competitive market, free from 
unnecessary regulation. 
 
Sunset Reviews are prepared by: 
Colorado Department of Regulatory Agencies 
Colorado Office of Policy, Research and Regulatory Reform 
1560 Broadway, Suite 1550, Denver, CO 80202 
www.dora.colorado.gov/opr 
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Background 
 

Introduction 
 

Enacted in 1976, Colorado’s sunset law was the first of its kind in the United States.  
A sunset provision repeals all or part of a law after a specific date, unless the 
legislature affirmatively acts to extend it. During the sunset review process, the 
Colorado Office of Policy, Research and Regulatory Reform (COPRRR) within the 
Department of Regulatory Agencies (DORA) conducts a thorough evaluation of such 
programs based upon specific statutory criteria 1  and solicits diverse input from a 
broad spectrum of stakeholders including consumers, government agencies, public 
advocacy groups, and professional associations.  
 
Sunset reviews are based on the following statutory criteria: 
 

 Whether regulation by the agency is necessary to protect the public health, 
safety and welfare; whether the conditions which led to the initial regulation 
have changed; and whether other conditions have arisen which would warrant 
more, less or the same degree of regulation; 

 If regulation is necessary, whether the existing statutes and regulations 
establish the least restrictive form of regulation consistent with the public 
interest, considering other available regulatory mechanisms and whether 
agency rules enhance the public interest and are within the scope of legislative 
intent; 

 Whether the agency operates in the public interest and whether its operation is 
impeded or enhanced by existing statutes, rules, procedures and practices and 
any other circumstances, including budgetary, resource and personnel matters; 

 Whether an analysis of agency operations indicates that the agency performs 
its statutory duties efficiently and effectively; 

 Whether the composition of the agency's board or commission adequately 
represents the public interest and whether the agency encourages public 
participation in its decisions rather than participation only by the people it 
regulates; 

 The economic impact of regulation and, if national economic information is not 
available, whether the agency stimulates or restricts competition; 

 Whether complaint, investigation and disciplinary procedures adequately 
protect the public and whether final dispositions of complaints are in the 
public interest or self-serving to the profession; 

 Whether the scope of practice of the regulated occupation contributes to the 
optimum utilization of personnel and whether entry requirements encourage 
affirmative action; 

                                         
1 Criteria may be found at § 24-34-104, C.R.S. 
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 Whether the agency through its licensing or certification process imposes any 
disqualifications on applicants based on past criminal history and, if so, 
whether the disqualifications serve public safety or commercial or consumer 
protection interests. To assist in considering this factor, the analysis prepared 
pursuant to subparagraph (i) of paragraph (a) of subsection (8) of this section 
shall include data on the number of licenses or certifications that were denied, 
revoked, or suspended based on a disqualification and the basis for the 
disqualification; and 

 Whether administrative and statutory changes are necessary to improve agency 
operations to enhance the public interest. 

 
 

Types of Regulation 
 
Consistent, flexible, and fair regulatory oversight assures consumers, professionals 
and businesses an equitable playing field.  All Coloradans share a long-term, common 
interest in a fair marketplace where consumers are protected.  Regulation, if done 
appropriately, should protect consumers.  If consumers are not better protected and 
competition is hindered, then regulation may not be the answer. 
 

As regulatory programs relate to individual professionals, such programs typically 
entail the establishment of minimum standards for initial entry and continued 
participation in a given profession or occupation.  This serves to protect the public 
from incompetent practitioners.  Similarly, such programs provide a vehicle for 
limiting or removing from practice those practitioners deemed to have harmed the 
public. 
 

From a practitioner perspective, regulation can lead to increased prestige and higher 
income.  Accordingly, regulatory programs are often championed by those who will be 
the subject of regulation. 
 

On the other hand, by erecting barriers to entry into a given profession or occupation, 
even when justified, regulation can serve to restrict the supply of practitioners.  This 
not only limits consumer choice, but can also lead to an increase in the cost of 
services. 
 

There are also several levels of regulation.   
 
Licensure 
 

Licensure is the most restrictive form of regulation, yet it provides the greatest level 
of public protection.  Licensing programs typically involve the completion of a 
prescribed educational program (usually college level or higher) and the passage of an 
examination that is designed to measure a minimal level of competency.  These types 
of programs usually entail title protection – only those individuals who are properly 
licensed may use a particular title(s) – and practice exclusivity – only those individuals 
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who are properly licensed may engage in the particular practice.  While these 
requirements can be viewed as barriers to entry, they also afford the highest level of 
consumer protection in that they ensure that only those who are deemed competent 
may practice and the public is alerted to those who may practice by the title(s) used. 
 
Certification 
 

Certification programs offer a level of consumer protection similar to licensing 
programs, but the barriers to entry are generally lower.  The required educational 
program may be more vocational in nature, but the required examination should still 
measure a minimal level of competency.  Additionally, certification programs 
typically involve a non-governmental entity that establishes the training requirements 
and owns and administers the examination.  State certification is made conditional 
upon the individual practitioner obtaining and maintaining the relevant private 
credential.  These types of programs also usually entail title protection and practice 
exclusivity.  
 
While the aforementioned requirements can still be viewed as barriers to entry, they 
afford a level of consumer protection that is lower than a licensing program.  They 
ensure that only those who are deemed competent may practice and the public is 
alerted to those who may practice by the title(s) used. 
 
Registration 
 
Registration programs can serve to protect the public with minimal barriers to entry.  
A typical registration program involves an individual satisfying certain prescribed 
requirements – typically non-practice related items, such as insurance or the use of a 
disclosure form – and the state, in turn, placing that individual on the pertinent 
registry.  These types of programs can entail title protection and practice exclusivity.  
Since the barriers to entry in registration programs are relatively low, registration 
programs are generally best suited to those professions and occupations where the 
risk of public harm is relatively low, but nevertheless present.  In short, registration 
programs serve to notify the state of which individuals are engaging in the relevant 
practice and to notify the public of those who may practice by the title(s) used. 
 
Title Protection 
 
Finally, title protection programs represent one of the lowest levels of regulation.  
Only those who satisfy certain prescribed requirements may use the relevant 
prescribed title(s).  Practitioners need not register or otherwise notify the state that 
they are engaging in the relevant practice, and practice exclusivity does not attach.  
In other words, anyone may engage in the particular practice, but only those who 
satisfy the prescribed requirements may use the enumerated title(s).  This serves to 
indirectly ensure a minimal level of competency – depending upon the prescribed 
preconditions for use of the protected title(s) – and the public is alerted to the 
qualifications of those who may use the particular title(s). 
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Licensing, certification and registration programs also typically involve some kind of 
mechanism for removing individuals from practice when such individuals engage in 
enumerated proscribed activities.  This is generally not the case with title protection 
programs. 
 
Regulation of Businesses 
 
Regulatory programs involving businesses are typically in place to enhance public 
safety, as with a salon or pharmacy.  These programs also help to ensure financial 
solvency and reliability of continued service for consumers, such as with a public 
utility, a bank or an insurance company. 
 
Activities can involve auditing of certain capital, bookkeeping and other 
recordkeeping requirements, such as filing quarterly financial statements with the 
regulator.  Other programs may require onsite examinations of financial records, 
safety features or service records.   
 
Although these programs are intended to enhance public protection and reliability of 
service for consumers, costs of compliance are a factor.  These administrative costs, 
if too burdensome, may be passed on to consumers. 
 
 

Sunset Process 
 
Regulatory programs scheduled for sunset review receive a comprehensive analysis.  
The review includes a thorough dialogue with agency officials, representatives of the 
regulated profession and other stakeholders.  Anyone can submit input on any 
upcoming sunrise or sunset review on COPRRR’s website at: 
www.dora.colorado.gov/opr. 
  
The functions of the Colorado Medical Board (Medical Board) as enumerated in Article 
36 of Title 12, Colorado Revised Statutes (C.R.S.), shall terminate on July 1, 2019, 
unless continued by the General Assembly. During the year prior to this date, it is the 
duty of COPRRR to conduct an analysis and evaluation of the Colorado Medical 
Practice Act pursuant to section 24-34-104, C.R.S. 
 
The purpose of this review is to determine whether the currently prescribed 
regulation should be continued and to evaluate the performance of the Medical Board 
and the Division of Professions and Occupations. During this review, the Medical Board 
must demonstrate that the program serves the public interest. COPRRR’s findings and 
recommendations are submitted via this report to the Office of Legislative Legal 
Services.   
 
 
 
 

http://www.dora.colorado.gov/opr
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Methodology 
 
As part of this review, COPRRR staff attended Board meetings; conducted a survey of 
licensed physicians; interviewed Division staff, Board members, officials from 
professional associations and other stakeholders; and reviewed records, Colorado 
statutes and rules, and the laws of other states. 
 
 

Profile of the Profession 
 
Medicine is the science and practice of diagnosing, treating and preventing disease 
and other damage to the mind or body. 2  Physicians and physician assistants are 
qualified to practice medicine.  
 
Physicians diagnose illness by examining patients, taking medical histories, and 
ordering, performing and interpreting diagnostic tests. Physicians treat patients by 
counseling patients on diet, hygiene and preventative care, and they also prescribe 
medication. Physicians are trained to operate on patients in order to treat injuries, 
diseases and deformities.3  
 
Physicians often specialize in particular areas of medicine, such as:4 
 

 Anesthesiology, 

 Cardiology, 

 Family and general practice, 

 Internal medicine, 

 Neurology,  

 Obstetrics and gynecology, 

 Orthopedics, 

 Pediatrics, and 

 Psychiatry. 
 
Approximately half of physicians work in offices, and others work in hospitals, 
universities or the government.5  
 
Physicians may obtain a degree as either a medical doctor (MD) or as an osteopathic 
doctor (DO). The treatment methods of MDs and DOs are similar, but DOs emphasize 
the musculoskeletal system, preventative medicine and holistic patient care.6  

                                         
2 The American Heritage® Science Dictionary. Medicine. Retrieved October 31, 2017, from Dictionary.com 
http://www.dictionary.com/browse/medicine 
3 U.S. Bureau of Labor Statistics. Physicians and Surgeons: Occupational Outlook Handbook. Retrieved September 
7, 2018, from https://www.bls.gov/ooh/healthcare/physicians-and-surgeons.htm#tab-2 
4 U.S. Bureau of Labor Statistics. Physicians and Surgeons: Occupational Outlook Handbook. Retrieved September 
7, 2018, from https://www.bls.gov/ooh/healthcare/physicians-and-surgeons.htm#tab-2 
5 U.S. Bureau of Labor Statistics. Physicians and Surgeons: Occupational Outlook Handbook. Retrieved September 
7, 2018, from https://www.bls.gov/ooh/healthcare/physicians-and-surgeons.htm#tab-3 
6 U.S. Bureau of Labor Statistics. Physicians and Surgeons: Occupational Outlook Handbook. Retrieved September 
7, 2018, from https://www.bls.gov/ooh/healthcare/physicians-and-surgeons.htm#tab-2 
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In order to become a physician, an individual must complete a bachelor’s degree, four 
years of medical school, and depending on the specialty, three to seven years in an 
internship or residency program.7  
 
Acceptance to a medical school is highly competitive. Schools typically require 
students to submit undergraduate transcripts, scores from the Medical College 
Admission Test and letters of recommendation. Most students complete 
undergraduate work in biology, chemistry, physics, math and English. Some students 
enroll in schools that offer a combined undergraduate and medical degree, which may 
be completed in six to eight years.8  
 
The first two years of medical school are comprised of laboratory and classroom 
education covering subjects such as anatomy, biochemistry, pharmacology, 
psychology, medical ethics and laws governing medicine. The following two years of 
medical school are comprised of clinical training under the supervision of licensed 
physicians in hospitals and clinics. At this time, students obtain experience diagnosing 
and treating a variety of illnesses by participating in rotations in internal medicine, 
family practice, obstetrics and gynecology, pediatrics, psychiatry and surgery.9  
 
Once students graduate from medical school, nearly all enter a residency program, 
which is typically located in a hospital setting and lasts between three and seven 
years, or more.10  
 
Physicians are not required to obtain professional certification, but it may improve 
their employment opportunities. To become board certified, MDs and DOs must 
complete up to seven years in a residency program, depending on their medical 
specialty, and pass an examination dedicated to the medical specialty.11  
 
Professional certification is not offered by the state or federal government; it is 
obtained through private organizations such as the American Board of Medical 
Specialties or the American Osteopathic Association.  
 
All states, the District of Columbia and U.S. territories require physicians to be 
licensed. However, the requirements for a license vary by state. Typically, candidates 
for a license must graduate from medical school, complete internship or residency 
requirements, and pass a national examination.12  
 
Like physicians, physician assistants examine, diagnose and treat patients. They 
typically work on teams with physicians, surgeons and other health-care providers. 

                                         
7 U.S. Bureau of Labor Statistics. Physicians and Surgeons: Occupational Outlook Handbook. Retrieved September 
7, 2018, from https://www.bls.gov/ooh/healthcare/physicians-and-surgeons.htm#tab-4 
8 U.S. Bureau of Labor Statistics. Physicians and Surgeons: Occupational Outlook Handbook. Retrieved September 
7, 2018, from https://www.bls.gov/ooh/healthcare/physicians-and-surgeons.htm#tab-4 
9 U.S. Bureau of Labor Statistics. Physicians and Surgeons: Occupational Outlook Handbook. Retrieved September 
7, 2018, from https://www.bls.gov/ooh/healthcare/physicians-and-surgeons.htm#tab-4 
10 U.S. Bureau of Labor Statistics. Physicians and Surgeons: Occupational Outlook Handbook. Retrieved September 
7, 2018, from https://www.bls.gov/ooh/healthcare/physicians-and-surgeons.htm#tab-4 
11 U.S. Bureau of Labor Statistics. Physicians and Surgeons: Occupational Outlook Handbook. Retrieved September 
7, 2018, from https://www.bls.gov/ooh/healthcare/physicians-and-surgeons.htm#tab-4 
12 U.S. Bureau of Labor Statistics. Physicians and Surgeons: Occupational Outlook Handbook. Retrieved September 
7, 2018, from https://www.bls.gov/ooh/healthcare/physicians-and-surgeons.htm#tab-4 
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Physician assistants work in all areas of medicine, depending on their specialty or the 
type of practice where they work.13  
 
In Colorado and many other states, a physician assistant may only practice under the 
supervision of a licensed physician and is limited to the medical field of the 
supervising physician. 
 
In order to work as a physician assistant, an individual must complete a master’s 
degree from an accredited educational program.14  
 
All states, the District of Columbia and U.S. territories require physician assistants to 
be licensed. However, the duties and the supervision requirements of physician 
assistants vary by state.15  
 
Physician assistants are not the same as medical assistants; medical assistants may do 
routine clinical and clerical tasks, but they do not practice medicine.16 
 
Anesthesiologist assistants, like physician assistants, are physician extenders, except 
they are limited to working in the field of anesthesia and may only practice under the 
supervision and medical direction of an anesthesiologist.17  
 
Colorado and 11 other states and the District of Columbia require anesthesiologist 
assistants to be licensed. In two states, anesthesiologist assistants are authorized to 
practice without a license under the delegation of a licensed anesthesiologist.18 
 
 
 
 
 
 
 
 
 
 
 
  

                                         
13 U.S. Bureau of Labor Statistics. Physicians and Surgeons: Occupational Outlook Handbook. Retrieved September 
7, 2018, from https://www.bls.gov/ooh/healthcare/physician-assistants.htm#tab-2 
14 U.S. Bureau of Labor Statistics. Physicians and Surgeons: Occupational Outlook Handbook. Retrieved September 
7, 2018, from https://www.bls.gov/ooh/healthcare/physician-assistants.htm#tab-4 
15 U.S. Bureau of Labor Statistics. Physicians and Surgeons: Occupational Outlook Handbook. Retrieved September 
7, 2018, from https://www.bls.gov/ooh/healthcare/physician-assistants.htm#tab-4 
16 U.S. Bureau of Labor Statistics. Physicians and Surgeons: Occupational Outlook Handbook. Retrieved September 
7, 2018, from https://www.bls.gov/ooh/healthcare/physician-assistants.htm#tab-2 
17 American Academy of Anesthesiologist Assistants. Frequently Asked Questions. Retrieved September 7, 2018, 
from https://aaaa.memberclicks.net/faqs#WhoareAAs 
18 American Academy of Anesthesiologist Assistants. Anesthesiologist Assistants Work States. Retrieved September 
7, 2018, from https://aaaa.memberclicks.net/assets/aaaa%20practice%20map%20aug%2014.pdf 
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Legal Framework 
 

History of Regulation 
 
The Colorado State Board of Medical Examiners, now the Colorado Medical Board 
(Board), was created in 1881 to protect the public health, safety and welfare by 
enforcing minimum standards of competency through licensing, investigating 
complaints and taking disciplinary action as appropriate. Since that time, the Medical 
Practice Act (Act) has been amended numerous times.  
 
In 2009, the Colorado Office of Policy, Research and Regulatory Reform (COPRRR) 
conducted a sunset review of the Board, and the General Assembly subsequently 
adopted several of the recommendations, such as: 
 

 Creating a pro bono license type for physicians; 

 Creating a two-year waiting period for licensees who have had their licenses 
revoked or who surrendered their licenses in lieu of discipline;  

 Restating the definition of unprofessional conduct so that failing to properly 
address a practitioner’s own health condition that may affect patient safety is 
unprofessional conduct, rather than simply having a health condition; and 

 Authorizing the Board to enter into confidential agreements with licensees who 
voluntarily agree to address a health condition, so they may continue to work 
without sacrificing patient safety. 

 
In the same year, the General Assembly also made several other changes to the Act. 
One of the most significant bills affecting the regulation of medicine that year 
defined physician responsibilities related to recommending medical marijuana to 
patients and included laws related to medical marijuana in the definition of 
unprofessional conduct. 
 
Over the nine intervening years, the General Assembly enacted 27 bills 19  that 
amended the Act. The most significant of these amendments: 
 

 Established a new license type for anesthesiologist assistants under the Board’s 
oversight, 

 Required the Board to establish guidelines by which physicians may recommend 
medical marijuana to patients, 

 Authorized participation in an interstate compact to allow physicians to be 
licensed in multiple states via an expedited process, and 

 Defined physician duties related to assistance animals. 
 
 
 
 

                                         
19 The total number of bills reported here does not include any bills enacted in the 2018 legislative session. 
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Legal Summary 
 
The Act is located in section 12-36-101, et seq., Colorado Revised Statutes (C.R.S.), 
and it governs the practice of medicine in Colorado. The Board is housed in the 
Division of Professions and Occupations (Division) in the Colorado Department of 
Regulatory Agencies, and the Board is charged with rulemaking, licensing and 
enforcement of the Act. 
 
The Governor appoints the members of the Board as follows:20 
 

 Eight medical doctors, 

 Three osteopathic doctors, 

 One physician assistant, and 

 Four members of the public who have no financial or professional association 
with the medical profession. 

 
Members are appointed to four-year terms. 21  The professional members must be 
actively engaged in the practice of medicine and hold licenses in good standing.22 
 
The Board may investigate all matters related to its powers and duties, and the Board 
may hire an administrative law judge (ALJ) to take evidence and report his or her 
findings to the Board. The Board or an ALJ has the authority to issue subpoenas and 
compel witnesses in the investigation of a licensee.23 
 
The Board is also authorized to obtain fingerprints from an applicant for licensure 
under the Interstate Medical Licensure Compact Act for a state and national 
fingerprint-based criminal history record check and receive the results.24 The Board 
does not otherwise have the authority to require applicants to undergo a fingerprint-
based criminal history record check.  
 
The Board is divided into three panels: a licensing panel and two inquiry panels. 
 
The licensing panel, which is comprised of a medical doctor, an osteopathic doctor 
and a public member,25 is tasked with evaluating licensing applications and cases of 
unauthorized practice.26 
 
The two inquiry panels must act as both inquiry and hearing panels. If one panel 
investigates a case and refers it for a hearing, it must either go to hearing before the 
other panel or be referred to an ALJ.27 
 

                                         
20 § 12-36-103(2), C.R.S. 
21 § 12-36-103(1)(a)(II), C.R.S. 
22 § 12-36-103(2), C.R.S. 
23 § 12-36-104(1)(b)(II), C.R.S. 
24 § 12-36-104(4), C.R.S. 
25 § 12-36-111.3(1), C.R.S. 
26 §§ 12-36-111.3(2) and (3), C.R.S. 
27 § 12-36-118(1)(c), C.R.S. 
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The Board president is a member of both inquiry panels. However, when one inquiry 
panel recesses to act as a hearing panel for disciplinary cases, the president does not 
vote in order to avoid a conflict of interest. The president is not a member of the 
licensing panel. 
 
Practice of Medicine 
 
The practice of medicine is defined in the Act as:28 
 

Holding out one's self to the public within this state as being able to 
diagnose, treat, prescribe for, palliate or prevent any human disease; 
ailment; pain; injury; deformity; physical condition; or behavioral, 
mental health or substance use disorder, whether by the use of drugs, 
surgery, manipulation, electricity, telemedicine, the interpretation of 
tests, including primary diagnosis of pathology specimens, images or 
photographs, or any physical, mechanical or other means whatsoever;  
 
Suggesting, recommending, prescribing or administering any form of 
treatment, operation or healing for the intended palliation, relief or 
cure of a person's physical disease; ailment; injury; condition; or 
behavioral, mental health or substance use disorder;… [.] 

 
Specifically exempted from this definition are, when practiced by a duly registered or 
licensed practitioner, the practices of acupuncture, 29  athletic training, 30 
chiropractic,31 dentistry,32 midwifery,33 nursing,34 optometry,35 podiatry36 and other 
fields of the healing arts.37 
 
A physician who is licensed in another state or U.S. territory is exempt if the practice 
in Colorado is limited to only the occasional case or consultation, 38  and a 
commissioned medical officer in the U.S. armed forces is likewise exempt.39 
 
Finally, the Act exempts anyone who renders services:  
 

 In case of an emergency,40  
 In circumstances related to religious worship,41 or  
 In the practice of Christian Science.42  

                                         
28 § 12-36-106(1), C.R.S. 
29 § 12-36-106(3)(p), C.R.S. 
30 § 12-36-106(3)(s), C.R.S. 
31 § 12-36-106(3)(f), C.R.S. 
32 § 12-36-106(3)(c), C.R.S. 
33 § 12-36-106(1)(f), C.R.S. 
34 § 12-36-106(3)(j), C.R.S. 
35 § 12-36-106(3)(e), C.R.S. 
36 § 12-36-106(3)(d), C.R.S. 
37 § 12-36-106(3)(m), C.R.S. 
38 § 12-36-106(3)(b), C.R.S. 
39 § 12-36-106(3)(i), C.R.S. 
40 § 12-36-106(3)(a), C.R.S. 
41 § 12-36-106(3)(g), C.R.S. 
42 § 12-36-106(3)(h), C.R.S. 



 

11 | P a g e  

Licensing 
 
The Board issues several types of physician licenses:  
 

 Training licenses,  
 Full physician licenses,  
 Distinguished foreign teaching licenses,  
 Reentry licenses, and 
 Pro bono licenses.  

 
In addition to physician licenses, the Board also licenses anesthesiologist assistants 
and physician assistants. 

TRAINING LICENSE  
 
A training license may be issued to any person who is not otherwise licensed to 
practice medicine in Colorado and who is serving in an approved internship, residency 
or fellowship in a hospital.43 The holder of a training license may practice medicine 
only under the supervision of a fully licensed physician,44 may not delegate medical 
functions to a person who is not a licensed physician and may not supervise physician 
assistants.45 An individual may not hold a training license for more than six years.46 

FULL LICENSE 

 
To obtain a full physician license, an applicant must have:47 
 

 Passed an examination approved by the Board,  

 Reached the age of 21, 

 Graduated from an approved medical school (including an osteopathic medical 
school), and  

 Completed an internship of at least one year or one year of postgraduate 
training. 

 
Additionally, if an applicant already holds a license issued by another state or U.S. 
territory, the Board may issue a full physician license so long as the licensing 
requirements in the other jurisdiction are substantially equivalent to those of 
Colorado, the applicant has practiced medicine for five of the previous seven years or 
otherwise maintained continued competency, and the applicant has not been and is 
not subject to disciplinary or other action in any other state or jurisdiction.48 
 

 

                                         
43 § 12-36-122(1), C.R.S. 
44 § 12-36-122(7)(a), C.R.S 
45 § 12-36-122(7)(c), C.R.S. 
46 § 12-36-122(1), C.R.S. 
47 §§ 12-36-107(1)(c) and 12-36-107(2), C.R.S. 
48 § 12-36-107(1)(e), C.R.S. 
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DISTINGUISHED FOREIGN TEACHING LICENSE 
 
A distinguished foreign teaching license may be issued to an applicant “of noteworthy 
and recognized professional attainment” who is a graduate of a foreign medical 
school and who is licensed in a foreign jurisdiction, provided the candidate has been 
invited by a Colorado medical school as a full-time member of its academic faculty 
and so long as the candidate’s medical practice is limited to that required by the 
academic position.49 

REENTRY LICENSE 
 
A reentry license may be issued by the Board to a physician, physician assistant or an 
anesthesiologist assistant who has not actively practiced for the previous two years or 
who has not maintained continued competency during that period.50 The Board may 
require an applicant for a reentry license to undergo:51 
 

 Evaluations, 

 Assessments, and 

 An educational program. 
 
The Board may also issue a reentry license with a requirement of supervised practice. 
Upon completion of any requirements by the Board, the reentry license may be 
converted to a full physician license.52 
 
A reentry license may be valid for no more than three years and may not be 
renewed.53 

PRO BONO LICENSE 
 
A pro bono license may be issued by the Board for a physician to practice medicine in 
this state for no more than 60 days as long as he or she:54 
 

 Either does not charge fees for services or works for a facility that does not 
charge fees for its services,  

 Holds an active, unrestricted license to practice medicine in Colorado or 
another state or U.S. territory,  

 Has not been on inactive status for more than two years, 

 Has never had a license suspended or revoked in Colorado or another state or 
U.S. territory, and 

 Does not have any unresolved complaints against his or her license. 
 

                                         
49 § 12-36-107.2(1), C.R.S. 
50 § 12-36-114.5(1), C.R.S. 
51 § 12-36-114.5(2)(a), C.R.S. 
52 § 12-36-114.5(2)(b), C.R.S. 
53 § 12-36-114.5(3), C.R.S. 
54 § 12-36-114.3(1), C.R.S. 
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The license fee for a pro bono license may not exceed 50 percent of the cost for a full 
physician license.55  

ANESTHESIOLOGIST ASSISTANT LICENSE 
 
An anesthesiologist assistant license may be issued to anyone who:56 
 

 Has completed an anesthesiologist assistant educational program, 

 Passed a national examination, and 

 Is at least 21 years old. 
 
PHYSICIAN ASSISTANT LICENSE 
 
A physician assistant license may be issued to anyone who:57 
 

 Has completed a physician assistant educational program;  

 Has passed a national examination; and  

 Is at least 21 years old.   
 
Physician assistants do not have a statutory scope of practice; they work under the 
authority delegated to them by their respective supervising physicians. 58  A single 
physician may not supervise more than four physician assistants at any one time 
without obtaining specific approval from the Board.59 

FOREIGN MEDICAL SCHOOL GRADUATES 
 
The Board may license an applicant with a foreign medical degree if the applicant 
meets all the other requirements for licensure and holds a specialty board 
certification. The Board must consider the following when considering the 
qualifications of a foreign medical school graduate:60  
 

 The information available to the Board relating to the medical school of the 
applicant, and 

 The nature and length of the postgraduate training completed by the applicant. 
 
The Board may require three years of postgraduate clinical training for graduates of 
schools other than those approved of by the Liaison Committee for Medical Education 
or the American Osteopathic Association.61 
  

                                         
55 § 12-36-114.3(2), C.R.S. 
56 § 12-36-107.3(1), C.R.S. 
57 § 12-36-107.4(1), C.R.S. 
58 § 12-36-106(5)(a), C.R.S. 
59 § 12-36-106(5)(b)(I), C.R.S. 
60 § 12-36-107.6(1), C.R.S. 
61 § 12-36-107.6(1), C.R.S. 
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PROBATIONARY LICENSE 
 
The Board may deny a license, or it may grant a probationary license, to any 
applicant who:62  
 

 Does not meet the required qualifications;  

 Has engaged in unprofessional conduct;  

 Has been disciplined in another jurisdiction; or  

 Has not actively practiced for the two-year period prior to submitting an 
application or has not otherwise maintained continued competency during such 
period. 

PROFESSIONAL LIABILITY INSURANCE 
 
All physicians must maintain professional liability insurance of at least $1 million per 
incident and $3 million aggregate per year.63 The Board may establish lower amounts 
of financial responsibility requirements for specified classes of physicians, including 
those who are:64 
 

 Employed by the U.S. government, 
 Providing limited or occasional medical services, 
 Performing less than full-time medical services, and 
 Providing only uncompensated care for patients. 

 
If a physician reports two or more medical malpractice payments to the Board in any 
given year, then the physician is required to carry double the amount of liability 
insurance, unless the Board, in its discretion, finds it fair and conscionable to reduce 
the amount.65 
 
Unprofessional Conduct 
 
The Act defines unprofessional conduct to be:66 
 

 Resorting to fraud, misrepresentation or deception in obtaining a license, 
professional liability insurance or privileges at a hospital;  

 Having been convicted of an offense of moral turpitude, a felony or any crime 
that would constitute a violation of the Act; 

 Administering, dispensing or prescribing any habit-forming drug or a controlled 
substance other than in the course of legitimate professional practice; 

 Having been convicted of violating any federal or state law regulating the 
possession, distribution or use of a controlled substance; 

 Habitual or excessive use or abuse of alcohol, a habit-forming drug or a 
controlled substance; 

                                         
62 § 12-36-116(1), C.R.S. 
63 § 13-64-301(1)(a.5)(I), C.R.S. 
64 § 13-64-301(1)(a.5)(II), C.R.S. 
65 § 13-64-301(3), C.R.S. 
66 § 12-36-117(1), C.R.S. 
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 Aiding or abetting an unlicensed person in the practice of medicine; 

 Practicing medicine as a partner, agent or employee of, or in joint venture 
with, any person who does not hold a license to practice medicine in this state; 

 Violating, or attempting to violate, any provision of the Act; 

 Failing to notify the Board of a physical or mental condition that impacts the 
licensee’s ability to practice with reasonable skill and safety and failing to act 
within the limitations created by the condition or agreed to under a 
confidential agreement with the Board; 

 Engaging in any act or omission that fails to meet generally accepted standards 
of medical practice; 

 Engaging in a sexual act with a patient during the course of patient care or 
within six months immediately following the termination of the professional 
relationship; 

 Violating any valid Board order or rule; 

 Dispensing, injecting or prescribing an anabolic steroid that is intended to 
increase muscle mass or weight without medical necessity; 

 Prescribing, distributing or giving to a family member or to oneself except on 
an emergency basis, a Schedule II narcotic; 

 Failing to report to the Board, within 30 days, an adverse action taken by 
another licensing agency; 

 Failing to report to the Board, within 30 days, the surrender of a license or 
other authorization to practice medicine in another jurisdiction; 

 Committing a fraudulent insurance act; 

 Failing to maintain professional liability insurance; 

 Failing to respond in an honest, materially responsive and timely manner to a 
complaint submitted to the Board;  

 Advertising in a manner that is misleading, deceptive or false;  

 Entering into a mentorship with an advanced practice nurse that fails to meet 
the generally accepted standards of practice; and 

 Failing to comply with the requirements of state laws related to medical 
marijuana. 

 
Enforcement Authority 
 
The Board may revoke, suspend or place on probation any licensee it determines has 
engaged in unprofessional conduct or has otherwise violated any provision of the Act 
or the Board rules.67  If the Board determines that a complaint does not warrant 
formal action but should not be dismissed as being without merit, it may issue a letter 
of admonition.68 If the Board determines that a complaint should be dismissed but the 
Board notices indications of possible errant conduct that could lead to serious 
consequences if not corrected, it may issue a letter of concern.69 
 

                                         
67 § 12-36-118(5)(g)(III), C.R.S. 
68 §§ 12-36-118(4)(c)(III)(A), C.R.S. 
69 § 12-36-118(4)(c)(II.5), C.R.S. 
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The Board may also impose a fine of not more than $5,000.70  All money collected by 
such fines is credited to the state’s General Fund.71 
 
Additionally, the Board may issue a cease and desist order to any licensee that it 
determines is an imminent threat to the health and safety of the public, or to any 
person who is practicing medicine without a license.72  
 
If a person fails to comply with a cease and desist order or a stipulation, the Board 
may seek injunctive relief through the courts.73 Further, the Board has the authority 
to seek an injunction to prohibit any person from violating the Act.74 
 
All licensees have the duty to report to the Board any licensee known, or upon 
information and belief, to have engaged in unprofessional conduct, unless the 
licensee is treating the other licensee for a behavioral, mental health or substance 
use disorder or the excessive use of any habit-forming drug and the treating licensee 
determines that the impaired licensee does not present a danger to himself, herself 
or others.75 
 
In addition to its other powers and duties, the Board may require a licensee to submit 
to mental or physical examinations if it has reason to believe that such licensee is 
unable to practice with reasonable skill and safety.76 
 
Anyone who is denied a license or subjected to disciplinary action by the Board may 
appeal the decision to the Court of Appeals.77 
 
Confidential Agreements 
 
If a licensee suffers from a condition, such as an illness or mental health disorder, 
that impairs his or her ability to practice with reasonable skill and safety, he or she 
must notify the Board of the condition. The Board may require the licensee to submit 
to an examination or an evaluation. If the Board finds that a licensee with such a 
condition may practice safely within certain parameters, the Board may enter into a 
confidential agreement with the licensee, which may include periodic evaluations or 
monitoring. A licensee who voluntarily notifies the Board of a physical or mental 
condition and agrees to limit his or her practice through a confidential agreement is 
not deemed to be engaging in unprofessional conduct, and the confidential agreement 
does not in and of itself constitute a disciplinary action.78 
 

                                         
70 § 12-36-118(5)(g)(III), C.R.S. 
71 § 12-36-118(5)(g)(III.5), C.R.S. 
72 §§ 12-36-118(14)(a) and (15)(c), C.R.S. 
73 § 12-36-118(17), C.R.S. 
74 § 12-36-129(6)(b), C.R.S. 
75 § 12-36-118(3)(a), C.R.S. 
76 § 12-36-118(9)(a), C.R.S. 
77 § 12-36-119, C.R.S. 
78 § 12-36-118.5, C.R.S. 



 

17 | P a g e  

The habitual or excessive use or abuse of alcohol, a habit-forming drug or a controlled 
substance is not covered under a confidential agreement, and is considered 
unprofessional conduct and, therefore, subject to disciplinary action by the Board.79 
 
Unauthorized Practice 
 
Any person who practices medicine without a license commits a Class 2 misdemeanor, 
punishable by a fine of between $250 and $1,000, imprisonment of between 3 and 12 
months, or both,80 for the first offense, and a Class 6 felony, which is punishable by a 
fine of between $1,000 and $100,000,81 imprisonment of between 12 and 18 months 
and one year of parole, or both,82 for any subsequent offense.83 
 
Any person who dispenses or injects an anabolic steroid that is not dispensed from a 
pharmacy pursuant to a prescription order commits a Class 5 felony, punishable by a 
fine of between $1,000 and $100,000,84 imprisonment of between one and three years 
and two years of parole,85 or both, for the first offense, and a Class 3 felony, which is 
punishable by a fine of between $3,000 and $750,000,86 imprisonment of between 4 
and 12 years and five years parole,87 or both, for any subsequent offense.88 
 
Medical Marijuana Guidelines 
 
As directed by statute, the Board has established guidelines for physicians who 
recommend medical marijuana to patients. 89  In developing these guidelines, the 
Board must consult with the Colorado Department of Public Health and Environment 
(CDPHE) and physicians who specialize in medical marijuana.90  
 
Medical Marijuana Program 
 
COPRRR is specifically directed by statute to conduct an analysis of physician 
responsibilities related to medical marijuana and the provisions of section 25-1.5-106, 
C.R.S., which is overseen by CDPHE. The medical marijuana program is undergoing 
sunset review concurrently with this sunset review. 
 
The medical marijuana program was adopted by the General Assembly to ensure that 
patients have a safe avenue to obtain medical marijuana without criminal 
prosecution.91 A patient in this context is defined as someone with a debilitating 
medical condition or a disabling medical condition.92  

                                         
79 § 12-36-118.5(4), C.R.S. 
80 § 18-1.3-501(1)(a), C.R.S. 
81 § 18-1.3-401(1)(a)(III)(A), C.R.S. 
82 § 18-1.3-401(1)(a)(V)(A), C.R.S. 
83 § 12-36-129(1), C.R.S. 
84 § 18-1.3-401(1)(a)(III)(A), C.R.S. 
85 § 18-1.3-401(1)(a)(V)(A), C.R.S. 
86 § 18-1.3-401(1)(a)(III)(A), C.R.S. 
87 § 18-1.3-401(1)(a)(V)(A), C.R.S. 
88 § 12-36-129(2.5), C.R.S. 
89 § 40-28, Colorado Medical Board Policies, Statements and Guidelines 
90 § 12-36-141, C.R.S. 
91 § 25-1.5-106(1)(a)(I), C.R.S. 
92 § 25-1.5-106(2)(d.3), C.R.S. 



 

18 | P a g e  

Debilitating medical conditions under the constitution are defined as:93 
 

 Cancer,  

 Glaucoma,  

 Positive status for human immunodeficiency virus or acquired immune 
deficiency syndrome,  

 Cachexia,  

 Severe pain,  

 Severe nausea, and 

 Seizures and persistent muscle spasms. 
 
To add to the list of debilitating medical conditions, a physician or patient may 
petition the Executive Director of CDPHE, who must review the information in the 
petition and94 
 

conduct a search of the medical literature for peer-reviewed published 
literature of randomized controlled trials or well-designed observational 
studies in humans concerning the use of marijuana for the condition that 
is the subject of the petition . . . 

 
While no additional debilitating medical conditions have been defined by CDPHE, the 
General Assembly has defined post-traumatic stress disorder as a disabling medical 
condition when diagnosed by a licensed mental health provider or a physician.95   
 
State law creates an affirmative defense to the state’s criminal laws relating to the 
use of marijuana where the patient:96 
 

 Was diagnosed by a physician as having a debilitating or disabling medical 
condition; 

 Was advised by his or her physician that the patient might benefit from the 
medical use of marijuana; and 

 Was in possession of amounts of marijuana only as permitted by the state’s 
constitution. 

 
The laws related to medical marijuana do not protect anyone if the marijuana is for 
any purpose other than medical use.97 
 
A physician who recommends marijuana to a patient with a debilitating or disabling 
medical condition must hold a license, in good standing, to practice medicine98 and 

                                         
93 Colo. Const. Art. XVIII, §§ 14 (1)(a)(I and II). 
94 Colo. Const. Art. XVIII, § 14(1)(a)(III), and 5 CCR § 1006-2(6)(D), Medical Use of Marijuana Rules. 
95 § 25-1.5-106(2)(a.7), C.R.S. 
96 Colo. Const. Art. XVIII, § 14(2)(a) and § 25-1.5-106(2.5), C.R.S. 
97 § 25-1.5-106(2.5)(e), C.R.S. 
98 § 25-1.5-106(5)(a), C.R.S. 
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have a bona-fide physician-patient relationship with the patient.99 If the physician 
finds that the patient “may benefit from the use of medical marijuana,” the physician 
must certify as much to CDPHE. 100  The physician must also specify the medical 
condition and the cause or source of the condition.101 
 
A bona fide physician-patient relationship exists when:102 
 

 The physician and patient have a treatment or counseling relationship in which 
the physician has completed a full assessment of the patient’s medical history, 
including reviewing previous diagnoses and conducting an appropriate physical 
examination; 

 The physician has consulted with the patient regarding the patient’s 
debilitating or disabling medical condition; and 

 The physician is available to or offers to provide follow-up care and treatment. 
 
A physician must also possess a valid and unrestricted controlled substances 
registration issued by the U.S. Drug Enforcement Administration.103 
 
Physicians must maintain a system for all medical marijuana patient records and, 
pursuant to an investigation, must produce those records to the Board after redacting 
any patient or primary caregiver identifying information.104 
 
If CDPHE has reason to believe that a physician has violated any of these provisions, 
the state constitution’s medical marijuana provisions or of CDPHE’s rules, CDPHE may 
refer the physician to the Board for investigation.105 
 
A physician must not:106 
 

 Accept, solicit or offer any form of pecuniary remuneration from or to a 
primary caregiver, distributor or any other provider of medical marijuana; 

 Offer a discount or any other thing of value to a patient who uses or agrees to 
use a particular primary caregiver, distributor, or other provider of medical 
marijuana; 

 Examine a patient for purposes of diagnosing a debilitating medical condition 
or disabling medical condition at a location where medical marijuana is sold or 
distributed; or 

 Hold an economic interest in an enterprise that provides or distributes medical 
marijuana if the physician certifies the debilitating or disabling medical 
conditions of patients. 

                                         
99 § 25-1.5-106(5)(b), C.R.S. 
100 § 25-1.5-106(5)(b), C.R.S. 
101 § 25-1.5-106(5)(b), C.R.S. 
102 § 25-1.5-106(1)(a.5), C.R.S. 
103 5 CCR § 1006-2(8)(1)(a)(iii), Medical Use of Marijuana Rules. 
104 § 25-1.5-106(5)(c), C.R.S., and 5 CCR § 1006-2(8)(3), Medical Use of Marijuana Rules. 
105 § 25-1.5-106(6)(a), C.R.S. 
106 § 25-1.5-106(5)(d), C.R.S., and 5 CCR § 1006-2(8)(4), Medical Use of Marijuana Rules. 



 

20 | P a g e  

If CDPHE has reason to believe that a physician has violated any of these provisions, it 
must conduct a hearing to determine whether such a violation occurred.107 
 
If either the Board or CDPHE find a physician has violated the provisions within their 
respective jurisdictions, CDPHE must restrict the physician’s authority to recommend 
the use of medical marijuana. Such restrictions may include suspension or revocation 
of a physician’s privileges to recommend medical marijuana and are in addition to any 
sanction imposed by the Board.108 
 
A physician may not be denied privileges or rights for any acts authorized by the laws 
related to medical marijuana.109 
 
No patient under the age of 18 can use medical marijuana unless:110 
 

 Two physicians, one of whom must be part of the patient’s primary care 
provider team, have diagnosed the patient as having a debilitating or disabling 
medical condition and one of whom has explained the possible risks and 
benefits of medical marijuana to the patient and the patient’s parents; 

 Each of the patient’s parents consent; 

 A parent serving as a primary caregiver completes and submits an application 
for a registry identification card and the written parental consent; and 

 CDPHE approves the application. 
 
Additionally, the primary caregiver must obtain the medical marijuana and control 
the dosage and frequency of use by an underage patient.111 
 
A medical marijuana patient may possess no more than two ounces of a useable form 
of marijuana and no more than six marijuana plants, with three or fewer being 
mature, flowering plants that are producing a useable form of marijuana. A patient 
may possess more than this if he or she can demonstrate that a greater amount is 
medically necessary to treat the patient’s debilitating or disabling medical 
condition.112 
 
 
 
 
 
 
 

                                         
107 § 25-1.5-106(6)(b), C.R.S. 
108 § 25-1.5-106(6)(c), C.R.S. 
109 § 25-1.5-106(2.5)(d)(II), C.R.S. 
110 Colo. Const. Art. XVIII, § 14(6), § 25-1.5-106(2.5)(i), C.R.S., and 5 CCR § 1006-2(2)(B), Medical Use of Marijuana 
Rules. 
111 § 25-1.5-106(2.5)(i), C.R.S. 
112 Colo. Const. Art. XVIII, § 14(4) and § 25-1.5-106(2.5)(g), C.R.S. 
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Program Description and Administration 
 
The Colorado Medical Board (Board) is entrusted with the regulation of the practice of 
medicine in order to protect against the unauthorized, unqualified and improper 
practice of medicine. The Board is housed within the Division of Professions and 
Occupations (Division) in the Department of Regulatory Agencies (DORA), and the 
Division provides administrative and operational support to the Board. 
 
Depending on their training, physicians may have a degree as a medical doctor (MD) or 
an osteopathic doctor (DO). 
 
The Board consists of 16 members, including:  
 

 Eight MDs,  
 Three DOs,  
 One physician assistant, and  
 Four members of the public. 

 
The Board meets quarterly to address policy issues, rulemaking, the unauthorized 
practice of medicine and the supervision of physician assistants. The Board 
promulgates rules for anesthesiologist assistants, professional review, physicians, 
physician assistants, the designation of entities authorized to conduct professional 
review and the delegation of medical services to unlicensed health-care providers. 
 
The Board is divided into three panels, a licensing panel and two inquiry panels. The 
licensing panel considers licensing matters, and the inquiry panels consider 
disciplinary matters.   Each panel meets monthly.  
 
Table 1 demonstrates the Board expenditures and staffing levels over the five fiscal 
years under review. 
 

Table 1 
Board Expenditures and Full-Time Equivalent (FTE) Employees  

 

Fiscal Year 
Total Program 
Expenditures FTE 

12-13 $2,941,240 10.5 

13-14 $3,083,710 8.2 

14-15 $2,836,691 8.3 

15-16 $2,722,467 8.3 

16-17 $3,035,661 9.0 

 
The program expenditures fluctuate from year to year, primarily due to the legal 
services required to enforce the Medical Practice Act (Act).  
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In fiscal year 12-13, the program streamlined some of its processes, and as a result, 
the Division decreased the program staff. In fiscal year 16-17, the Interstate Medical 
Licensure Compact was adopted by Colorado, and the program added one specialized 
staff member to handle the additional responsibilities.  
 
The FTE in Table 1 does not include staffing in the centralized offices of the Division, 
such as the:   
 

 Director’s Office, 

 Office of Examination Services, 

 Office of Expedited Settlement, 

 Office of Investigations, 

 Office of Licensing, and 

 Office of Support Services. 
 
The cost of these FTE is reflected in the “Total Program Expenditures” column in 
Table 1. The Board pays for these FTE through a cost allocation methodology 
developed by the Division and DORA’s Executive Director. 
 
In fiscal year 17-18, there were 9.0 FTE dedicated to the Board, including the 
following positions:  

 
 Program Director, Program Management II (FTE 0.9), manages and supervises 

all Board matters, including: policy development, enforcement, licensing, 
administration and Board meetings.  

 
 Assistant Program Director, Administrator V (FTE 0.8), assists the program 

director in the management and supervision of all Board matters, including: 
policy development, enforcement, licensing, administration and Board 
meetings.  
 

 Enforcement Program Manager, Technician V (FTE 1.0), is responsible for the 
analysis and prioritization of complaints; initiating and monitoring 
investigations; issuing orders for a mental or physical evaluation; the analysis, 
preparation and distribution of materials to the Board; and the timely and 
accurate implementation of Board decisions relating to complaints. In addition, 
this position serves as Acting Program Director during Board meetings for 
inquiry panel matters and in the Program Director’s absence.  

 
 Licensing Program Manager, Technician IV (FTE 1.0), provides Board support 

during meetings, assists the Board with rule and policy revision, prepares Board 
correspondence and reports, ensures proper notification and procedures are 
followed for rulemaking, maintains Board records and manages other 
administrative duties.   

 
 The Enforcement Specialist, Technician IV (FTE 0.8), monitors the complaint 

process, which includes: assisting in the evaluation and processing of priority 
complaints, evaluating if sufficient documentation has been provided for Board 
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review and ensuring follow-up is accurate and timely. This position also 
provides program information to internal and external customers.  

 
 Complaint Specialist, Administrative Assistant III (FTE 2.0), provides a broad 

range of administrative support to the Board and the program staff, such as: 
scheduling and setting up Board meetings; communicating with Board  
members, licensees, applicants, consumers, stakeholders and the general 
public; processing complaints, responses, applications, Board orders and Board 
disciplinary actions; building agendas and agenda packets for Board meetings; 
and drafting and maintaining Board minutes.  

 
 Board Support Specialist, Administrative Assistant III (FTE 1.0), provides a 

broad range of administrative support to the Board and the Board staff and is 
responsible for communicating with Board members to schedule and set up 
Board meetings; communicating with the general public, stakeholders, 
consumers and licensees; managing records requests; and providing support in 
processing complaints and disciplinary actions.  

 
 Licensing Specialist, Administrative Assistant III (FTE 1.0), provides a broad 

range of administrative support to the Board and the daily operations of the 
program and is responsible for scheduling and set-up of Board meetings; 
communicating with Board members, licensees, applicants, consumers, 
stakeholders and the general public; processing complaints, responses, 
applications, Board orders and disciplinary actions taken by the Board; building 
agendas and agenda packets for Board meetings; and drafting and maintaining 
Board meeting minutes.  

 
 Complaint Analyst, Technician III (FTE 0.5), provides administrative support to 

the unit, such as: processing malpractice settlements and complaints, editing 
agendas and performing other administrative duties.  

 
The Board is cash-funded from the license fees it collects from physicians, physician 
assistants, anesthesiologist assistants and other license types.   
 
Table 2 provides the license fees for fiscal year 16-17. 
 

Table 2 
License Fees  

Fiscal Year 16-17 
 

License Type Original Endorsement Renewal Reinstatement 

Physician $250 $250 $238 $253 

Physician Assistant $100 $100 Not applicable $20 

Anesthesiologist Assistant $100 $100 Not applicable $20 

Training $10 Not applicable $11 Not applicable 

Distinguished Foreign Teaching $100 Not applicable $66 Not applicable 

Pro Bono $20 Not applicable $20 $35 
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In fiscal year 15-16, the Board’s fund balance reached a level that required a 
correction, so the license fees were reduced for all license types in the program.    
 
 

Licensing 
 
The practice of medicine, as it is defined by statute, is restricted to persons who hold 
a medical license issued by the Board. Other professionals such as chiropractors, 
nurses and dentists also deliver health-care services. While Colorado does not prohibit 
these professions from practicing, they are limited by their scopes of practice. 
 
The titles of “MD,” “DO,” “physician” and “surgeon” are protected and can only be 
used by those who are licensed by the Board. 
 
The Board issues the following types of licenses: 
 

 Full physician, 

 Physician assistant, 

 Anesthesiologist assistant, 

 Training, 

 Distinguished foreign teaching, 

 Pro bono, and 

 Reentry. 
 
Full physician and pro bono licenses expire on April 30 every other year. Physician 
assistant and anesthesiologist assistant licenses expire on January 31 every other  
year. Training licenses must renew every three years on August 31.  
 
An individual applying for a license to practice medicine must complete an application 
and submit it with the required supporting documentation to the Division’s Office of 
Licensing. A licensing specialist reviews the application and notifies the applicant if it 
is incomplete. Once the application is complete, a licensing specialist evaluates the 
application to ensure the applicant meets all the requirements for a license. If 
requirements are met, the license is administratively issued. If not, the licensing 
specialist notifies the applicant in writing, and the application is kept on file for one 
year.   
 
Any applications that cannot be administratively approved are reviewed by the 
licensing panel. These applications may include those with a history of:  
 

 Disciplinary action,  
 Medical malpractice,  
 Substance abuse, and  
 Foreign medical school graduates. 
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Table 3 illustrates the total number of licenses issued by the Board for all license 
types over a five-year period. 
 

Table 3 
Number of Licenses 
All License Types 

 

Fiscal Year Original Renewal  Reinstatement Active* 

12-13 1,507 18,678 94 22,364 

13-14 1,626 2,447 129 23,698 

14-15 1,754 19,955 124 25,400 

15-16 2,054 2,822 151 25,380 

16-17 2,120 21,343 122 25,799 

*Active licenses as of June 30. 

 
 
The total number of active licenses for all license types has increased fairly steadily 
over the five fiscal years under review although the total number of active licenses 
dropped slightly in fiscal year 15-16 and increased marginally in the following year.  
 
The figures for the various types of license acquisition do not equal the figures in the 
“active” column due to a number of circumstances, including computer system 
anomalies. Many of these anomalies can be attributed to the date on which various 
reports are pulled, as well as when data are entered into the system. 
 
Table 4 illustrates the total number of physicians licensed by the Board over a five-
year period. 
 

Table 4 
Number of Physician Licenses 

 

Fiscal Year Original Renewal  Reinstatement Active Licenses* 

12-13 1,226 18,678 75 19,773 

13-14 1,353 0 106 21,097 

14-15 1,430 19,955 88 22,487 

15-16 1,665 0 118 22,381 

16-17 1,744 21,343 96 22,458 

*Active licenses as of June 30. 

 
The total number of licensed physicians increased steadily from fiscal year 12-13 to 
14-15. However, the total number of licensed physicians decreased somewhat in fiscal 
year 15-16, and the increase in the following year was slight.  
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In non-renewal years, the number of reinstatements typically spikes because licensees 
who do not renew in time and miss the grace period must reinstate their licenses. 
 
Table 5 illustrates the total number of physician assistants licensed by the Board over 
a five-year period.  
 

Table 5 
Number of Physician Assistant Licenses 

 

Fiscal Year Original Renewal  Reinstatement Active Licenses 

12-13 266 0 19 2,574 

13-14 262 2,426 23 2,575 

14-15 309 0 36 2,872 

15-16 370 2,779 33 2,940 

16-17 360 0 25 3,266 

*Active licenses as of June 30. 

 
While the growth was inconsistent from year to year, the number of licensed 
physician assistants increased by approximately 26 percent over the five-year period.  
 
Table 6 illustrates the total number of anesthesiologist assistants licensed by the 
Board over a five-year period.  
 

Table 6 
Number of Anesthesiologist Assistant Licenses 

 

Fiscal Year Original Renewal  Reinstatement Active Licenses 

12-13 15 0 0 17 

13-14 11 21 0 26 

14-15 15 0 0 41 

15-16 19 43 0 59 

16-17 16 0 1 75 

*Active licenses as of June 30. 

 
The licensing of anesthesiologist assistants began on July 1, 2013, so the growth in the 
number of licensed anesthesiologist assistants may be due, in part, to bringing these 
practitioners into compliance with the licensing requirement. That said, the growth in 
the number of licensed anesthesiologist assistants has been fairly steady from year to 
year. 
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Table 7 illustrates the total number of training licenses issued by the Board over a 
five-year period.  
 

Table 7 
Number of Training Licenses 

 

Fiscal Year Original Renewal  Active Licenses 

12-13 471 66 1,366 

13-14 449 61 1,412 

14-15 455 58 1,511 

15-16 511 56 1,599 

16-17 548 67 1,461 

*Active licenses as of June 30. 

 
 
The number of new training licenses issued by the Board varies from year to year. 
Since fiscal year 12-13, Colorado experienced a 16 percent increase in training 
licenses. 
 
Table 8 illustrates the total number of distinguished foreign teaching licenses issued 
by the Board over a five-year period.  
 

Table 8 
Number of Distinguished Foreign Teaching Licenses 

 

Fiscal Year Original Renewal  Active Licenses 

12-13 2 16 18 

13-14 1 15 20 

14-15 0 14 18 

15-16 1 11 18 

16-17 3 5 21 

*Active licenses as of June 30. 

 
On average, 19 distinguished foreign teaching licenses are actively working in 
Colorado each year. 
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Table 9 illustrates the total number of pro bono licenses issued by the Board over a 
five-year period.  
 

Table 9 
Number of Pro Bono Licenses 

 

Fiscal Year Original Renewal  Active Licenses 

12-13 60 6 66 

13-14 20 0 85 

14-15 89 63 173 

15-16 11 0 154 

16-17 36 127 162 

*Active licenses as of June 30. 

 
Considering physicians with pro bono licenses are limited to working 60 days a year, 
the Board issues a fair number of these licenses.  
 
The Division does not track the number of reentry licenses that are issued each year. 
Once a licensee issued a reentry license completes the terms and conditions required 
by the Board, the reentry license is converted into a full license. For these reasons, 
the data regarding this license type were not available during the sunset review. 
 
In 2016, the General Assembly passed legislation authorizing the Board to participate 
in an Interstate Medical License Compact to allow physicians to be licensed in 
multiple states through an expedited process. Currently, 19 other states are 
participating in the compact and the first compact license was issued in April 2017.  
 
As of July 30, 2018, the Board has issued 168 licenses through the Interstate Medical 
License Compact, of which Colorado is the state of principal licensure for 117 of these 
licenses. 
 
 

Examinations 
 
One of the qualifications necessary to obtain a medical license in Colorado is passage 
of a national examination. Anesthesiologist assistants must pass the Certifying 
Examination for Anesthesiologist Assistants (CEAA) in order to be licensed. Physician 
assistants are required to pass the Physician Assistant National Certifying Examination 
(PANCE). Physicians are required to pass Step 3 of the U.S Medical Licensing 
Examination (USMLE Step 3) or the Comprehensive Osteopathic Medical Licensing 
Examination-USA (COMLEX-USA).  
 
The CEAA is developed by the National Commission for the Certification of 
Anesthesiologist Assistants in order to test for entry-level knowledge related to the 
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practice of an anesthesiologist assistant.113 The CEAA is a multiple-choice, computer-
based examination, comprised of 200 questions. 
 
Graduates from accredited anesthesiologist assistant programs are eligible to take the 
CEAA, which is offered at Prometric testing centers.114 In Colorado, there are four 
testing centers that offer the CEAA:115 
 

 Colorado Springs, 
 Grand Junction,  
 Greenwood Village, and 
 Longmont. 

 
In 2019, the CEAA is offered in February, June and October. The examination fee is 
$1,328.116  
 
Table 10 illustrates the number of CEAA examinations given to first-time test takers in 
the United States and the pass rates over a five-year period. 
 

Table 10 
CEAA Examinations and Pass Rates 

First-Time Test Takers in the United States 
 

Calendar 
Year Examinations Pass Rates 

2013 201 92% 

2014 197 99% 

2015 221 94% 

2016 209 95% 

2017 216 95% 

 
The CEAA pass rates increased somewhat from 2013 to 2014, but they were fairly 
consistent in the following three years.  
 
The National Commission on the Certification of Physician Assistants (NCCPA) 
administers PANCE, which is a five-hour, multiple-choice, computerized examination, 

                                         
113 National Commission for Certification of Anesthesiologist Assistants. Examination Information. Retrieved 
September 4, 2018, from http://www.aa-nccaa.org/exam-info 
114 National Commission for Certification of Anesthesiologist Assistants. Exam Dates. Retrieved September 4, 2018, 
from http://www.aa-nccaa.org/exam-info 
115 Prometric. Availability: Test Center Selection. Retrieved September 4, 2018, from 
https://securereg3.prometric.com/siteselection.aspx 
116 National Commission for Certification of Anesthesiologist Assistants. Exam Dates. Retrieved September 4, 2018, 
from http://www.aa-nccaa.org/exam-info 
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comprising 300 questions.117 The examination questions are developed by physician 
assistants and physicians118 to assess basic medical and surgical knowledge.119 
 
Graduates from accredited physician assistant programs are eligible to take PANCE, 
which is available at Pearson VUE at 200 testing centers throughout the country.120 In 
Colorado, PANCE is available in:121  
 

 Greenwood Village,  
 Westminster, and  
 Colorado Springs.   

 
PANCE may be taken most days throughout the year, except on major holidays and 
the last two weeks of the year. The examination fee is $500.122   
 
Table 11 illustrates the number of PANCE examinations given to first-time test takers 
in Colorado and the pass rates over a five-year period. 
 

Table 11 
PANCE Examinations and Pass Rates 
First-Time Test Takers in Colorado 

 

Calendar 
Year Examinations Pass Rates 

2013 128 91% 

2014 143 92% 

2015 117 96% 

2016 131 95% 

2017 145 94% 

 
The pass rates for first-time test takers in Colorado are fairly high over the five-year 
period.  
 
The USMLE Step 3 is developed by medical educators and practicing physicians123 to 
test whether medical school graduates have the basic medical knowledge essential for 

                                         
117 National Commission on the Certification of Physician Assistants. PANCE Registration Information. Retrieved 
March 12, 2018, from https://www.nccpa.net/pance-registration  
118 National Commission on the Certification of Physician Assistants. Exam Development and Scoring. Retrieved 
March 12, 2018, from http://www.nccpa.net/Scoring?mID=132 
119 National Commission on the Certification of Physician Assistants. Becoming Certified. Retrieved March 12, 2018, 
from https://www.nccpa.net/BecomingCertified  
120 National Commission on the Certification of Physician Assistants. Becoming Certified. Retrieved March 12, 2018, 
from https://www.nccpa.net/BecomingCertified  
121 Pearson Vue. Test Center Search. Retrieved September 7, 2018, from 
https://wsr.pearsonvue.com/testtaker/registration/SelectTestCenterProximity/NCCPA/1399853  
122 National Commission on the Certification of Physician Assistants. PANCE Registration Information. Retrieved 
March 12, 2018, from https://www.nccpa.net/pance-registration  
123 United States Medical Licensing Examination. Bulletin: Examination Committees. Retrieved September 10, 
2018, from https://www.usmle.org/bulletin/overview/#ExaminationCommittees 
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the unsupervised practice of medicine. The USMLE Step 3, which is a 16-hour 
examination, comprised of approximately 413 multiple-choice questions and 13 
computer-based simulations.124 
 
In order to be eligible for the USMLE Step 3, a medical school graduate must have 
obtained either an MD or a DO degree and have successfully completed the USMLE 
Step 1 and Step 2 examinations.125 Typically, medical students take the Step 1 and 
Step 2 examinations during the second and fourth years of medical school, 
respectively.126 Step 1 measures basic science knowledge, and Step 2 tests clinical 
knowledge and clinical skills.127  
 
USMLE Step 3 may be taken at Prometric Test Centers throughout the United States 
and its territories. Colorado has four testing centers in:128  
 

 Colorado Springs,  
 Greenwood Village,  
 Grand Junction, and  
 Longmont.  

 
Examinations are scheduled throughout the year, except on major holidays and the 
first two weeks of the year. The examination fee is $850.129 
 
Table 12 illustrates the number of examinees, both MDs and DOs, in the United States 
who took the USMLE Step 3 over a five-year period.130 
 

Table 12 
USMLE Step 3 Examinations and Pass Rates 
First-Time Test Takers in the United States 

 

Calendar 
Year MD Examinations MD Pass Rates DO Examinations DO Pass Rates 

2013 19,086 97% 23 96% 

2014 20,048 97% 27 100% 

2015 17,296 98% 21 91% 

2016 18,977 97% 20 95% 

2017 19,405 98% 13 100% 

                                         
124 United States Medical Licensing Examination. Bulletin: Test Format. Retrieved September 7, 2018, from 
http://www.usmle.org/bulletin/overview/#TestFormat  
125 Federation of State Medical Boards. Step 3 FAQ. Retrieved September 7, 2018, from 
http://www.fsmb.org/step-3/step-3-faq/ 
126 The Princeton Review. What is the USMLE. Retrieved September 7, 2018, from 
https://www.princetonreview.com/med-school-advice/usmle  
127 United States Medical Licensing Examination. USMLE Bulletin: Overview. Retrieved September 7, 2018, from 
http://www.usmle.org/bulletin/overview/#TestFormat  
128 Prometric. Testing Centers. https://securereg3.prometric.com/siteselection.aspx  
129 Federation of State Medical Boards. Step 3 FAQ. Retrieved September 7, 2018, from 
http://www.fsmb.org/step-3/step-3-faq/  
130 United States Medical Licensing Examination. Performance Data. Retrieved September 10, 2018, from 
http://www.usmle.org/performance-data/  
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The pass rates for MDs are consistently high over the past five years. The fluctuations 
of the DO pass rates are likely due to the small number of DOs who take the 
examination. 
 
Graduates of osteopathic medical schools may take the USMLE Step 3 or the COMLEX-
USA Level 3 for licensure. COMLEX-USA Level 3 is designed to assess the osteopathic 
medical knowledge and clinical skills necessary to practice medicine without 
supervision.131  The examination is a 14-hour test comprised of approximately 420 
questions.132 
 
In order to be eligible for the COMLEX-USA Level 3, an osteopathic medical school 
graduate must have obtained a DO degree and have successfully completed both 
COMLEX-USA Level 1 and Level 2 examinations. 133  Like the USMLE, osteopathic 
students typically complete Level 1 and Level 2 examinations in their second and 
fourth years of osteopathic medical school, respectively.134 The examination fee for 
the COMPLEX-USA Level 3 is $875.135 
 
Table 13 demonstrates the number of first-time test takers in the United States who 
took the Complex-USA Level 3 examination over a three-year period. 
 

Table 13 
COMPLEX-USA Level 3 Examinations and Pass Rates 

First-Time Test Takers in the United States 
 

Fiscal Year Examinations Pass Rates 

14-15 5,084 96% 

15-16 4,987 97% 

16-17 5,557 97% 

 
The pass rates for graduates of the COMPLEX-USA Level 3 are fairly high and close to 
the pass rates for the USMLE.  
 
  

                                         
131 National Board of Osteopathic Medical Examiners. COMPLEX-USA. Retrieved September 10, 2018, from 
https://www.nbome.org/exams-assessments/comlex-usa/ 
132 National Board of Osteopathic Medical Examiners. COMPLEX-USA Level 3. Retrieved September 10, 2018, from 
https://www.nbome.org/exams-assessments/comlex-usa/comlex-usa-level-3/  
133 National Board of Osteopathic Medical Examiners. Eligibility. Retrieved September 10, 2018, from 
https://www.nbome.org/exams-assessments/comlex-usa/comlex-usa-level-3/eligibility/  
134 National Board of Osteopathic Medical Examiners. COMPLEX-USA. Retrieved September 10, 2018, from 
https://www.nbome.org/exams-assessments/comlex-usa/  
135 National Board of Osteopathic Medical Examiners. Registration & Scheduling. Retrieved September 10, 2018, 
from https://www.nbome.org/exams-assessments/comlex-usa/comlex-usa-level-3/registration-scheduling/  



 

33 | P a g e  

Confidential Agreements 
 
The Board has the ability to enter into confidential agreements with licensees who 
have a physical or mental condition which affects their ability to practice safely. The 
licensee must report the condition to the Board within 30 days and must voluntarily 
agree to limit his or her practice accordingly.  
 
The Board is prohibited from entering into a confidential agreement if the condition is 
related to excessive use or abuse of alcohol or controlled substances.  
 
Table 14 demonstrates the number of new confidential agreements that the Board 
entered into over a five-year period. 
 

Table 14 
New Confidential Agreements 

 

Fiscal Year 
Physical 

Conditions 
Mental 

Conditions Total 

12-13 3 5 8 

13-14 2 3 5 

14-15 1 2 3 

15-16 0 3 3 

16-17 0 1 1 

 
The number of new confidential agreements entered into by the Board has decreased 
over the five-year period. In order to enter into a confidential agreement, an 
applicant or licensee must have a health condition that may impact his or her ability 
to practice safely and be willing to report the existence of such a health condition to 
the Board. In some years, there may be fewer confidential agreements because 
applicants and licensees simply do not have health conditions that warrant reporting, 
or because those who do are unwilling to report.   
 
 

Complaint and Disciplinary Activity 
 
The Board receives complaints from patients and their families, medical professionals, 
and other governmental or law enforcement agencies, and the Board may initiate a 
complaint on its own initiative. All complaints are reviewed by the two inquiry panels 
of the Board. If the Board finds that a licensee has violated the Act or the Board rules, 
the Board is authorized to take the appropriate disciplinary action. 
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Table 15 provides the total number of complaints filed with the Board over a five-year 
period.  
 

Table 15 
Complaints  

All License Types 
 

Type FY12-13 FY13-14 FY14-15 FY15-16 FY16-17 

Unlicensed Practice 5 7 5 22 13 

Fraud or Misrepresentation 2 1 8 3 5 

Felony Conviction 0 12 8 4 4 

Prescribing or Dispensing Drugs 136 47 37 38 18 

Substance Abuse 110 84 52 48 45 

Aiding and Abetting Unlicensed 
Practice 

11 4 6 4 13 

Corporate Practice of Medicine 
Violation 

2 1 2 1 7 

Conspiring to Violate the Act  11 15 7 4 18 

Failure to Report Physical or Mental 
Impairment 

103 99 39 36 39 

Substandard Practice 1,341 1,153 818 928 1,083 

Sexual Misconduct 31 12 26 9 10 

Refusal to Honor Patient's Living Will 3 0 0 0 0 

Insurance Fraud 6 5 5 4 2 

Violation of a Board Order 45 39 19 46 26 

Prescribing Schedule II Narcotics to 
Self or Family 

0 12 11 2 6 

Failure to Report Adverse Actions 
Taken by Another Agency 

1 11 5 5 10 

Failure to Report or Surrender a 
License While Under Investigation 

0 2 0 0 0 

Lying on a Renewal Application 7 0 0 1 1 

Overutilization of Tests or Services 18 18 3 2 16 

Failure to Respond to a Complaint 3 6 23 12 6 

Failure to Comply with Medical 
Marijuana Statute 

2 2 20 17 23 

Falsifying Records, Failure to 
Respond to Compliant, or Failure to 

have Malpractice Insurance 
28 58 15 13 43 

Discipline from Another State 11 24 23 8 17 

Total 1,876 1,612 1,132 1,207 1,405 
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Approximately 72 percent of the complaints against licensees were related to 
substandard practice. Five percent of the complaints concerned substance abuse, four 
percent concerned violations related to prescribing or dispensing drugs and about four 
percent concerned failure to report a physical or mental condition.  
 
If there is a violation of the Act, the Board may pursue sanctions necessary to protect 
the public, including: revocation or suspension of a license, probation or practice 
limitation, a stipulated agreement, a letter of admonition or a fine. If a complaint 
does not violate the Act, then the Board may dismiss the complaint. When the Board 
uncovers conduct that does not rise to the level of unprofessional conduct but the 
complaint should not be dismissed outright, the Board may send a letter of concern.   
 
Table 16 provides the total number of disciplinary actions and dismissals by the Board 
over the five years under review.  
 

Table 16 
Disciplinary Actions 
All License Types 

 

Type FY12-13 FY13-14 FY14-15 FY15-16 FY16-17 

Denials 0 0 1 1 0 

Revocations 24 12 16 18 22 

Suspensions 27 18 2 0 1 

Revocations/Suspensions  0 0 0 1 0 

Stipulations 60 63 33 45 41 

Letters of Admonition 32 31 39 41 39 

Cease and Desist Orders, Citations, 
Injunctions 

15 3 24 27 7 

Total Disciplinary Actions 158 127 115 133 110 

Dismissals 385 436 582 504 772 

Letters of Concern 148 148 108 102 121 

Total Dismissals 533 584 690 606 893 

  
Over a five-year period, only nine percent of complaints against licensees resulted in 
disciplinary action by the Board, and nine percent resulted in letters of concern, 
which are effectively dismissals.  
 
Over a five-year period, the Board received only one complaint against an 
anesthesiologist assistant. The complaint against the anesthesiologist assistant was 
ongoing during the review period, so Board staff was unable to provide details 
regarding the complaint.  
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Fines 
 
The Board has the authority to impose a fine of up to $5,000.  
 
Table 17 shows the total number of fines and the total value of fines issued over the 
period under review. 
 

Table 17 
Fines 

 

Fiscal Year Total Value 

12-13 $2,250 

13-14 $7,720 

14-15 $8,200 

15-16 $7,500 

16-17 $26,250 

 
Although the Colorado Office of Policy, Research and Regulatory Reform (COPRRR) 
requested the number of fines issued each year and the reasons for the fining activity, 
the Division does not collect or maintain such data. 
 
 

Peer Assistance Health Services 
 
The Division has contracted with the Colorado Physician Health Program (CPHP), a 
nonprofit organization founded in 1986, to provide peer assistance health services to 
Colorado physicians, physician assistants and anesthesiologist assistants. CPHP 
provides assistance to licensees who have emotional, psychological or medical health 
problems that could adversely affect the safety of their medical practice. 
 
All full physician, physician assistant and anesthesiologist assistant licensees are 
required to pay a surcharge to fund the program. In 2018, the two-year surcharge was 
$162. The surcharge pays for evaluation, assessment, treatment referral, drug and 
alcohol monitoring, and support services for the licensees who pay the surcharge. 
However, any necessary treatment is paid for by the individual. The largest source of 
revenue for CPHP is generated by the peer assistance surcharge fund. In fiscal year 
16-17, the surcharge fund made up 74 percent of CPHP revenue. 
 
A practitioner may be ordered to CPHP by the Board, by his or her workplace, by his 
or her training program, or a practitioner may self refer. According to CPHP, a 
licensee who self refers is not reported to the Board unless he or she does not follow 
the practice limitations and recommended treatment, and CPHP determines that he 
or she is no longer safe to practice. A licensee who is ordered by the Board to attend 
CPHP must sign a confidentiality waiver so that CPHP may release information to the 
Board.   
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Self-referrals make up the largest source of new referrals to CPHP. In fiscal year  
16-17, 32 percent of new clients referred themselves, and the Board ordered 21 
percent of CPHP’s new clients.136 According to CPHP, approximately 38 percent of 
their clients are known to the Board. 
 
Table 18 provides a breakdown of the different license types, including applicants, 
ordered to CPHP by the Board. 
 

Table 18 
CPHP Board Orders 
Fiscal Year 16-17 

 

Type Percent 

Applicants, All License Types 53% 

Training Licenses 5% 

Physician Licenses 42% 

Physician Assistant Licenses 0% 

Other License Types 0% 

 
 

Continued Competency Provider 
 
The Division contracts with vendors to evaluate, educate and monitor physicians and 
physician assistants when the Board has concerns about their performance. One of 
these vendors is the Center for Personalized Education for Physicians (CPEP), a 
nonprofit organization created in 1990 to attend to physician performance concerns. 
If the Board identifies a licensee who may have deficits in his or her clinical 
competency, the Board may require the licensee to go to CPEP in order to ensure the 
competent practice of medicine. A licensee who has been out of practice for some 
time may be sent to CPEP in order to assess clinical competence. A licensee who has 
health concerns including recovery from substance abuse, a disabling illness or injury 
or neurological concerns may also be sent to CPEP in order to evaluate his or her 
clinical capabilities.  
 
CPEP is not funded by the state, nor is it funded by state license fees. The cost of the 
assessment, education and evaluation is paid for by the individual. 
 
  

                                         
136 Colorado Physician Health Program. 2017 Annual Report. Retrieved September 7, 2017, from 
https://cphp.org/2017annualreport/  
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Table 19 shows the number of different license types ordered to CPEP by the Board. 
 

Table 19 
CPEP Board Orders 
Fiscal Year 16-17 

 

Type Number 

Applicants 4 

Training Licensees 0 

Active Physician Licenses 25 

Active Physician Assistant Licenses 1 

Other License Types 0 

 
Most of the licensees ordered to CPEP are fully licensed physicians. Only one physician 
assistant was ordered to CPEP, and four applicants were required to enroll in CPEP as 
a condition of obtaining a reentry license.  
 
In addition to those reported in the above table, five physicians enrolled in CPEP 
during fiscal year 16-17, but the Board orders were from previous fiscal years.   
 
 

Collateral Consequences – Criminal Convictions 
 
Section 24-34-104(6)(b)(IX), C.R.S., requires COPRRR to determine whether the 
agency under review, through its licensing processes, imposes any disqualifications on 
applicants or registrants based on past criminal history, and if so, whether the 
disqualifications serve public safety, commercial or consumer protection interests. 
 
During the five-year period under review, two licenses were denied based on past 
criminal history. One denial was based on a federal indictment for health-care fraud 
and making false statements related to health-care matters. The other denial was 
based on a felony conviction related to the unlawful dispensing or distributing of 
controlled substances.  
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Analysis and Recommendations 
 

Recommendation 1 – Continue the Colorado Medical Board for seven years, 
until 2026. 
 
The laws that govern the practice of medicine are contained in Article 36 of Title 12, 
Colorado Revised Statutes (C.R.S.) (Act), and the Colorado Medical Board (Board), 
located in the Division of Professions and Occupations (Division) in the Department of 
Regulatory Agencies (DORA) is responsible for enforcing the Act. 
 
Sunset reviews are guided by statutory criteria located in section 24-34-104, C.R.S., 
and the first criterion asks whether regulation is necessary to protect the health, 
safety and welfare of the public. 
 
Physicians and physician assistants are qualified to practice medicine, which includes 
diagnosing, treating and preventing a broad range of illnesses and injuries of the 
human mind and body. They may work as primary care doctors or specialize in a 
variety of specialized medical fields, such as cardiology, neurology, obstetrics, 
pediatrics and psychiatry. They may counsel patients, prescribe medication and 
perform surgical procedures. 
 
Medical or surgical treatment performed by an unqualified or incompetent medical 
provider could result in serious harm to a patient, including disability and death. 
Further, patients must be able to trust their medical providers who hold a significant 
amount of power, which may be abused, over their patients.  
 
Considering the potential for harm, regulation of physicians and physician assistants is 
necessary to ensure competent and qualified practitioners. 
 
The requirement for anesthesiologist assistants to be licensed by the Board began on 
July 1, 2013, so it is reasonable to question, separately from physicians and physician 
assistants, whether this license type is necessary.  
 
Anesthesiologist assistants provide anesthesia services to patients under the direction 
and supervision of licensed anesthesiologists. Anesthesiologist assistants have access 
to extremely powerful, addictive pharmacological substances on a daily basis, and 
they are trusted with caring for and monitoring patients who are in a vulnerable 
position while sedated or unconscious.  
 
Anesthesiologist assistants may harm patients by failing to administer appropriate 
doses or failing to appropriately monitor or care for a patient under anesthesia, and 
incompetent or unqualified anesthesia services may result in disability or death. For 
this reason, regulation of anesthesiologist assistants is warranted.  
 
The Board protects the public by ensuring that medical providers are qualified to 
practice medicine.  
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The Board issues several types of physician licenses:  
 

 Training licenses,  
 Full physician licenses,  
 Distinguished foreign teaching licenses,  
 Reentry licenses, and 
 Pro bono licenses.  

 
In addition to physicians, the Board also licenses physician assistants and 
anesthesiologist assistants. 
 
To obtain a full physician license, an applicant must have:137 
 

 Passed an examination approved by the Board,  

 Be at least 21 years old, 

 Graduated from an approved medical school (including an osteopathic medical 
school), and  

 Completed an internship of at least one year or one year of postgraduate 
training. 

 
The Board is entrusted with protecting the public by denying, revoking or suspending 
the license of a medical provider who harms patients or is at risk of harming patients. 
The Board may also issue a letter of admonition or place a licensee on probation.   
 
Over a five-year period, the Board issued 643 disciplinary actions, including: removing 
92 physicians from practice; entering into 242 stipulated agreements requiring 
activities such as practice monitoring, educational requirements and substance abuse 
treatment; and issuing 182 letters of admonition. Approximately nine percent of 
complaints to the Board resulted in some form of disciplinary action.  
 
The Colorado Office of Policy, Research and Regulatory Reform (COPRRR) reviewed 24 
complaint and disciplinary files from fiscal year 15-16 and 16-17, and COPRRR found 
that final agency actions of the Board were reasonable and necessary to protect the 
public.  
 
COPRRR is specifically directed by statute to conduct an analysis of physician 
responsibilities related to medical marijuana and the provisions of section 25-1.5-106, 
C.R.S., which is overseen by the Colorado Department of Public Health and 
Environment (CDPHE). The medical marijuana program is undergoing sunset review 
concurrently with this sunset review. 
 
The medical marijuana program was adopted by the General Assembly to ensure that 
patients suffering from debilitating medical conditions or a disabling medical 
condition have a safe avenue to obtain medical marijuana without criminal 
prosecution.138  
 

                                         
137 §§ 12-36-107(1)(c) and 12-36-107(2), C.R.S. 
138 § 25-1.5-106(1)(a)(I), C.R.S. 
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As directed by statute, the Board has established guidelines for physicians who make 
medical marijuana recommendations. 139  In developing these guidelines, the Board 
must consult with the CDPHE and physicians who specialize in medical marijuana.140  
 
COPRRR did not uncover any issues concerning physician responsibilities related to 
medical marijuana or the provisions of section 25-1.5-106, C.R.S., that warranted a 
recommendation.  
 
At this time, the Act prohibits the Board from requiring physicians to complete 
continuing education as a condition of licensure.  
 
Prior to introducing a bill requiring mandatory continuing education (MCE), section 24-
34-901, C.R.S., requires information concerning the need for the requirement to be 
submitted to the Executive Director of DORA (Executive Director).  
 
Upon receiving an MCE application, the Executive Director must: 
 

 Conduct an analysis and evaluation of any proposal to impose mandatory 
continuing education on a given profession or occupation, and 

 Present a written report to the General Assembly that addresses whether the 
proposed continuing education requirement would likely protect the public. 

 
COPRRR, located within the Office of the Executive Director, is responsible for 
fulfilling this statutory mandate. During the sunset review, COPRRR received an 
application related to MCE for physicians, as required. COPRRR subsequently 
conducted an evaluation of the proposal to impose continuing education requirements 
on physicians, but the information provided in the MCE application provides 
insufficient evidence that continuing education is necessary for public protection.  
 
In order to better understand this issue, COPRRR conducted a survey of all actively 
licensed physicians related to continuing education activity. The response rate for the 
survey was approximately 10 percent. Of those who responded to the survey, 95 
percent reported obtaining some continuing education on an annual basis. 
Approximately 80 percent of respondents reported that they are already required to 
complete continuing education for some reason, e.g., as a condition of employment, 
hospital privileges or specialty board certification. Moreover, 69 percent of 
respondents were against requiring continuing education as a condition of licensure. 
The survey results can be found in Appendix A of this report.   
 
In 2015, COPRRR released an MCE report related to physicians. While that report 
recommended requiring physicians to complete 25 continuing education hours a year, 
it also concluded that “continuing education alone does not appear to improve 
patient outcomes nor does completion of continuing education determine that a 
physician is competent to practice.” In 2015, a survey of licensed physicians was 
conducted and resulted in a response rate of 30 percent, significantly higher than the 
2018 survey. However, the responses in the 2018 survey were consistent with those 
received in the 2015 survey.  

                                         
139 § 40-28, Colorado Medical Board Policies, Statements and Guidelines 
140 § 12-36-141, C.R.S. 
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In a sunset review, COPRRR is guided by statutory criteria located in section 24-34-104, 
C.R.S., which questions whether the Act establishes the least restrictive form of 
regulation consistent with the public interest. Without sufficient evidence 
demonstrating that continuing education is necessary for public protection, a 
recommendation mandating continuing education would be inconsistent with the 
sunset criteria.  
 
As authorized in section 24-34-104, C.R.S., the General Assembly may continue the 
Act for any period between 1 and 15 years.   
 
Regulation of the practice of medicine is necessary to protect the public from 
unqualified or incompetent practitioners. Medical practice is evolving rapidly, so it 
would be reasonable to review the regulatory program again in seven years in case 
changes are necessary. 
 
For these reasons, the General Assembly should continue the Board for seven years, 
until 2026.  
 

Recommendation 2 – Authorize the Board to discipline a licensee based on 
criminal conduct. 
 
Currently, the Board has the authority to discipline a licensee for an act or omission 
that fails to meet the generally accepted standards of medical practice.  The Board 
also has the authority to discipline a licensee if he or she is convicted of an offense of 
moral turpitude, a felony or a crime that would constitute a violation of this article. 
 
At this time, however, the Board does not have the authority to take action against a 
licensee who has engaged in conduct that constitutes a crime. Unless the criminal 
conduct occurred while the individual was providing patient care, the Board must 
wait until the licensee is convicted of a crime even if the licensee poses a threat to 
patients by continuing to practice. 
 
For example, if a physician sexually assaulted a patient while he or she was providing 
medical care, such conduct would be considered substandard practice, and the Board 
could suspend the license of the physician. However, if a physician sexually assaulted 
someone outside of his or her practice, the Board could not take any action until a 
criminal conviction was secured. This could take several years, and during that time, 
the physician would be able to continue to practice.  
 
If the licensee was a licensed professional nurse, however, the Board of Nursing is not 
required to wait for a criminal conviction in order to suspend the nurse’s license.141  

 

  

                                         
141 12-38-117(1)(l), C.R.S. 
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In order to take action, the Board of Nursing is still required to investigate the 
complaint and provide the licensee due process. There must be an investigation and a 
hearing. The licensee can be represented by an attorney, and they have the ability to 
challenge the evidence. Finally, the Board of Nursing can review the evidence and 
determine whether a preponderance of the evidence proves that the event took  
place.  
 
A power imbalance exists between nurses and their patients, and this authority allows 
the Board of Nursing to protect the public from nurses who may not be safe to 
practice. This power imbalance exists for physicians too.  
 
Consider the case of a physician in Colorado who was charged with a sexual offense 
against an underage stepchild; a physician in California who was charged with sharing 
lewd photos with an underage girl; a physician in Florida who was charged with 
sexually assaulting a 15-year-old boy while sleeping over at a friend’s house; a doctor 
in Oklahoma who was charged with having a sexual relationship with a 15-year old girl 
he met online; a pediatrician in Texas who was arrested after explicit images of 
prepubescent children engaged in sexually explicit conduct were found in his office; 
and an orthopedic surgeon in California who was charged with sexually assaulting over 
a dozen women whom he and his girlfriend met at parties and other public places, 
lured back to his home and drugged.  
 
The Board’s mission is to protect the public. Would the Board be doing this by 
allowing physicians who have engaged in such conduct to continue to care for  
patients, knowing that there is evidence that these events occurred?  
 
The Board may have witnesses and evidence, but since the victims in all of these 
cases were not patients, the Board cannot take action until the cases are prosecuted 
and there are criminal convictions.  
 
The inability to take action in such cases increases the risk of harm to patients.  
 
While the State Administrative Procedure Act (APA) provides the Board with the 
authority to summarily suspend a license pending proceedings for suspension or 
revocation if it finds the public health, safety and welfare to be at risk, the APA only 
supports disciplinary authority afforded by the Act, it does not add to it. The basis for 
the authority still rests with the Medical Practice Act. Therefore, even if the Board 
finds that the public’s health, safety and welfare is at risk in these cases, it does not 
have the authority to take action against a licensee without a conviction. 
 
Sunset criteria question whether the agency operates in the public interest and 
whether its operation is impeded or enhanced by existing statutes. 
 
The Board’s mission is to protect the public by ensuring that licensed physicians are 
safe to practice medicine. It is important for the Board to have the authority it needs 
to do this, especially in cases in which a physician is acting in a position of trust, such 
as a coach or a parent, and they violate that trust to engage in heinous conduct. 
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In order to provide the Board the authority that it needs to protect the public from 
licensees who are not safe to practice medicine, the General Assembly should amend 
the definition of unprofessional conduct to include: 
 

Engaging in any conduct which would constitute a crime as defined in 
Title 18, C.R.S., and which conduct relates to such person's employment 
as a physician, physician assistant or anesthesiologist assistant.  

 
 

Recommendation 3 – Eliminate the 60-day limit on the pro bono license 
type. 
 
The Board currently has the authority to issue a pro bono license to a physician who 
either does not charge fees for services or who works for a facility that does not 
charge fees for services. The benefit of the pro bono license is that the license fee is 
reduced by at least 50 percent.  
 
A physician with a pro bono license is held to the same qualifications, standards and 
professional liability insurance requirements as any other licensed physician.  
However, at this time, he or she is limited to working for no more than 60 days a  
year.  
 
The 60-day limit is a relic from a previous license type, the Shriner’s license, which 
the pro bono license was intended to replace. As the name suggests, the Shriner’s 
license was restricted to physicians who worked for Shriner’s hospitals. The 60-day 
limit was in place because physicians who held this license only worked in Colorado on 
a limited basis in order to provide follow-up care to patients who had undergone 
surgical procedures in another state.  
 
Only four physicians ever held a Shriner’s license, and in the last sunset review, 
COPRRR recommended expanding the license type by making it available to any 
physician who provided free medical services in Colorado. The General Assembly 
adopted this recommendation, but the 60-day limit stayed in place. 
 
This restriction is no longer reasonable or necessary. In fiscal year 16-17, 162 
physicians held pro bono licenses. Restricting them to 60 days a year unnecessarily 
limits the provision of medical services to Coloradans. Many physicians who volunteer 
part-time at free clinics could easily exceed the 60-day limit. 
 
The pro bono license benefits Coloradans by encouraging physicians and charitable 
organizations to provide free medical care to patients. There simply is no reason to 
limit the amount of days someone can provide free medical services.  
 
The 60-day limit on this license is an unreasonable restriction, and it should be 
repealed. Doing so would increase access to medical care for indigent and 
underserved populations. 
 
The General Assembly should repeal the 60-day limit on the pro bono license type. 
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Recommendation 4 – Repeal the requirement that letters of admonition be 
sent by certified mail. 
 
Section 12-36-118(4)(c)(III), C.R.S., requires the Board to send letters of admonition 
via certified mail. While this delivery method allows Division staff to verify that a 
delivery attempt was made, it does not guarantee that the addressee actually 
receives the letter. The addressee can decline to sign for or pick up the letter, and 
then claim he or she never received it. This defeats the purpose of sending a letter by 
certified mail.  
 
Also, sending a letter by certified mail costs more than sending one by first-class mail 
or emailing it.  
 
The General Assembly should repeal the requirement that letters of admonition be 
sent by certified mail. The Board requires licensees to notify the Board of a change of 
address within 30 days, which may be submitted in writing or through the Board’s 
online system. If the Board is notified of an address change as required, it is very 
unlikely that the licensee would not receive a properly addressed letter of  
admonition.  
 
Repealing this requirement would save money and streamline the administrative 
process for letters of admonition without compromising the Board’s enforcement 
authority.  
 
Therefore, the General Assembly should repeal the requirement that letters of 
admonition be sent by certified mail.  
 
 

Recommendation 5 – Make technical amendments to the Act. 
 
The Act has been in place for many decades. As with any law, it contains instances of 
outdated, duplicative and confusing language, and the Act should be revised to 
eliminate obsolete references and to reflect current terminology and administrative 
practices. These changes are technical in nature, so they will have no substantive 
impact on the regulation of the practice of medicine.   
 
The General Assembly should make the following technical changes: 
 

Section 12-36-117(1)(a), C.R.S. Add anesthesiologist assistants to this 
provision since it was not changed when this license type was added to the Act. 
 
Section 12-36-118.5(1), C.R.S. Change “suffers” to “has” to reflect changes 
to language addressing health conditions.   
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Appendix A – Survey  
 
During the sunset review, the Colorado Office of Policy, Research and Regulatory 
Reform conducted a survey of all actively licensed physicians. The response rate for 
the survey was approximately 10 percent, and the survey questions and the responses 
are as follows. 
 
 
1.  Do you currently obtain continuing education? 
 

Yes  2,051 95.1% 

No 106 4.9% 

 
2.  How many hours of continuing education do you complete a year on average? 
 

10 hours or less 98 4.8% 

11 to 25 hours 476 23.2% 

26 to 50 hours 872 42.5% 

Over 51 hours 604 29.5% 

 
3a. Are you required to complete continuing education as a condition of employment, hospital 

privileges, board certification, insurance requirements or as a condition of licensure in another 
state or an interstate compact? 

 

Yes  1,630 79.5% 

No 420 20.5% 

 
3b. If yes, for which reasons are you required to complete continuing education? 
 

Condition of employment 506 31% 

Hospital privileges 802 49.2% 

Board certification 1,186 72.8% 

Insurance requirements 237 14.5% 

Condition of licensure in another state or 
an interstate compact 

555 34% 

 
 
4. Should the Colorado Medical Board require physicians to complete continuing education as a 

condition of licensure? 
 

Yes  679 31.5% 

No 1,478 68.5% 

 
 

 


