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North Carolina Medical Board 

Policy Committee Meeting 
Wednesday, November 19, 2014 

 
Committee Members: Mr. Arnold, Chairperson; Dr. Udekwu; Dr. B. Walker; Dr. Lietz and Ms. 
Meelheim 
Staff: Todd Brosius and Wanda Long 
 
1.  Old Business 

a. Position Statement Review 
i. Telemedicine 

     Contact With Patients Before Prescribing 
 
11/2013 Committee Discussion: Mr. Arnold reported on the developments by FSMB’s SMART 
group regarding a telemedicine policy statement.  The SMART group is seeking comments from 
licensing boards by December 6 and are hoping to have an approved version prior to the FSMB’s 
annual meeting in April 2014.  Dr. Udekwu discussed the need for the Board to give the FSMB 
direction regarding topics such as scope of practice and the need to have studies that 
demonstrate the effectiveness of telemedicine in particular instances.  Dr. Udekwu commented on 
the pending legislation, the focuses on easing the licensing burden, reducing the need for face to 
face encounters.  It was also noted that federal legislation is beginning to blur the jurisdictional 
boundaries regarding licensure requirements as they apply to telemedicine. 

 
11/2013 Committee Recommendation: Request full Board to review the FSMB’s draft of policy on 
telemedicine so that the Board can give targeted input by the December 6 deadline.  Table 
consideration of Board’s Position Statement until January meeting.  
 
11/2013 Board Action: Approve the Committee Recommendation. 
 
01/2014 Committee Discussion:  Mr. Arnold updated the Committee regarding the upcoming 
steps and timeline for the FSMB’s SMART group developing telemedicine guidelines.  It was 
estimated that the FSMB may have guidelines in place sometime in April.  The Committee agreed 
that it would be prudent to have the benefit of the FSMB’s efforts before the Board took additional 
steps regarding its own position statement. 
 
01/2014 Committee Recommendation:  Table matter until FSMB guidelines have been approved.  
 
01/2014 Board Action: Approve the Committee Recommendation. 
 
03/2014 Committee Discussion:  Mr. Arnold updated the Committee on the progress of the FSMB 
guidelines.  They have received initial approval and will be up for final approval at the FSMB 
Annual meeting.  It was also discussed that representatives of Blue Cross Blue Shield will present 
information to the Committee at its July 2014 meeting.  Dr. Udekwu also indicated that two Board 
members would be attending the CTEL meeting. 
 
03/2014 Committee Recommendation:  Table issue until the July 2014 meeting. 
 
03/2014 Board Action: Approve the Committee Recommendation. 
 
05/2014 Committee Discussion:  Ms. Apperson reported on the Telemedicine guidelines that 
were recently adopted by the FSMB.  
 
05/2014 Committee Recommendation: Dr. Udekwu, Mr. Arnold and Ms. Apperson to begin 
reviewing the Board’s current Telemedicine Position Statement and provide the Policy Committee 
their recommendations at the July Committee meeting. 



 
05/2014 Board Action: Approve the Committee Recommendation. 
 
07/2014 Committee Discussion: Representatives from Blue Cross Blue Shield (BCBS) presented 
information on two pilot studies they had completed, one potential study involving a large 
established group with quality metrics already in place and one potential research driven study in 
an urgent care setting.  The BCBS representatives agreed to provide the Committee members 
with the 21 quality metrics used in the potential pilot program and 25 diagnoses that could be 
handled in an e-visit protocol. 
Ms. Apperson reported that the Board will host a roundtable on August 20, 2014, for 
approximately a dozen invited participants. Additionally, there will be time allotted at the end of 
the meeting for the general public to provide comments.  
 
07/2014 Committee Recommendation: Table this issue until the September 2014 Committee 
meeting to allow information from the August 20th roundtable to be presented. 
 
07/2014 Board Action: Approve the Committee Recommendation. 
 
09/2014 Committee Discussion: Dr. Henry DePhillips, Chief Medical Officer for Teladoc, Inc. 
spoke with the Committee regarding the companies structure and protocols regarding 
telemedicine, including the relative outcome and prescribing habits of telemedicine companies 
generally and Teladoc specifically. Ms. Apperson presented the proposed changes from the 
drafting committee to the Telemedicine and Contact with Patients before Prescribing Position 
Statements.  Dr. Walker-McGill pointed out the distinction between the terms “evaluation’ and 
“examination.”  The Committee made a few small changes to the work group’s draft of the 
Telemedicine position statement to address this distinction.  
 
09/2014 Committee Recommendation: Amend the proposed changes to the Telemedicine 
position statement with regard to the Examination subsection.   Present the proposed changes to 
the full Board for approval to publish for public comments. 
 
09/2014 Board Action: Accept the Committee’s recommendation  
 
  



TO: Policy Committee  
FROM: Christina Apperson 
DATE: November 6, 2014 
RE: Revised Position Statements on Telemedicine 
 
 
At the May Board Meeting, the Policy Committee tasked Dr. Pascal Udekwu (Policy Committee Chair), 
Mr. Michael Arnold (Public Member) and Christina Apperson (staff) with hosting a Roundtable on 
Telemedicine and updating the NCMB’s position on telemedicine. 
 
The Telemedicine Roundtable was held at the Board offices on August 20, 2014. Twelve Board members,   
over fifty health care professionals and telemedicine and insurance industry leaders and a member of 
the North Carolina Congressional delegation (Congresswoman Renee Elmers) attended.  
 
The Telemedicine Drafting Work Group, which includes Dr. Udekwu, Mr. Arnold, Dr. Scott Kirby, Mr. 
Todd Brosius and Ms. Christina Apperson, presented  proposed amendments to the Telemedicine and 
Contact with Patients before Prescribing  Position Statements which were approved by the Board for 
release for public comment at the September meeting.   
 
Changes to the position statements include the following:  
*The expectation that telemedicine practitioners will engage in practice improvement and outcomes 
monitoring 
*Clarification that telemedicine practitioners are held to the “standard of care” governing their practice 
specialty and there is no separate (or lower) standard of care for telemedicine practice 
*Clarification that the physician-patient relationship need not be established  through an in-person 
encounter so long as a physician may acquire the same or superior information through the use of 
technology and peripherals  
*Additional burdens are placed on the practitioner to ensure he or she verifies identity and location of 
the patient and provides his or her identity, location and professional credentials to the patient 
*A new section clarifies constraints on prescribing  
*Telemedicine practitioners are held to the same professional standards concerning communication and 
transfer of health care records to the primary care physician or medical home 
*Contact with patients prior to prescribing need not occur through an in-person encounter, so long as a 
practitioner has access to the same or superior information through telemedicine technology 
 
 
Written public comments from stakeholders, interested parties and licensees accompany this memo. 
While generally strongly in favor of the changes, comments focus primarily in three areas: 
*several noted that the word “evaluation” replaces “examination” in several instances and questioned 
whether the “evaluation” should replace “examination” in all instances 
*conflicting opinions over whether the term “and peripherals” should be eliminated from the section 
that requires practitioners using telemedicine without an in-person evaluation to ensure they use 
adequate “technology and peripherals sufficient to provide an examination that is equal or superior to 
an in-person examination.”  
*a suggestion that when the in-person evaluation is not performed, the adequacy of the evaluation 
should be judged as “consistent with the standard of care for the condition presented” instead of the 
more explicit standard of “equal or superior to an in-person evaluation.” 



After reviewing the public comments, the Board is urged to adopt the revised Position Statements 
entitled “Telemedicine” and “Contact with Patients before Prescribing.”   
 



Telemedicine 
 
“Telemedicine” is the practice of medicine using electronic communication, information 
technology or other means between a licensee in one location and a patient in another location 
with or without an intervening health care provider. 
 
The Board recognizes that technological advances have made it possible for licensees to 
provide medical care to patients who are separated by some geographical distance. As a result, 
telemedicine is a potentially useful tool that, if employed appropriately, can provide important 
benefits to patients, including: increased access to health care, expanded utilization  of specialty 
expertise, rapid availability of patient records, and the reduced cost of patient care. 
Telemedicine providers are expected to adhere to current standards for practice improvement 
and monitoring of outcomes. 
 
The Board cautions, however, that licensees practicing via telemedicine will be held to the same 
standard of care as licensees employing more traditional in-person medical care. A failure to 
conform to the appropriate standard of care, whether that care is rendered in-person or via 
telemedicine, may subject the licensee to potential discipline by this Board. It is the Board’s 
position that there is not a separate standard of care applicable to telemedicine. Telemedicine 
providers will be evaluated according to the standard of care applicable to their area of 
specialty.   
 
The Board provides the following considerations to its licensees as guidance in providing 
medical services via telemedicine: 
 
Training of Staff — Staff involved in the telemedicine visit should be trained in the use of the 
telemedicine equipment and competent in its operation. 
 
Evaluations and Examinations — Licensees using telemedicine technologies to provide care 
to patients located in North Carolina must provide an appropriate evaluation examination prior to 
diagnosing and/or treating the patient. However, this evaluation examination need not be in-
person if the technology is sufficient to provide the same information to the licensee as if the 
exam had been performed face-to-face.  licensee employs technology and peripherals sufficient 
to provide an examination that is equal or superior to an in-person examination. 
 
Other examinations may also be considered appropriate if the licensee is at a distance from the 
patient, but a licensed health care professional is able to provide various physical findings that 
the licensee needs to complete an adequate assessment.  On the other hand, a simple 
questionnaire without an appropriate examination may be a violation of law and/or subject the 
licensee to discipline by the Board.1 
 
Licensee-Patient Relationship — The licensee using telemedicine should have some means 
of verifying that the person seeking treatment is in fact who or she claims to be.The licensee 
using telemedicine should verify the identity and location of the patient and should inform the 
patient of the licensee’s name, location and professional credentials. A diagnosis should be 
established through the use of accepted medical practices, i.e., a patient history, mental status 
examination, physical examination and appropriate diagnostic and laboratory testing. Licensees 
using telemedicine should also ensure the availability for appropriate follow-up care and 
maintain a complete medical record that is available to the patient and other treating health care 
providers. 
 



Prescribing — Licensees are expected to practice in accordance with the Board’s Position 
Statement “Contact with patients before prescribing.” Licensees are cautioned that prescribing 
controlled substances for the treatment of pain via telemedicine is disfavored by the Board. 
Licensees prescribing controlled substances for other conditions should obey all relevant federal 
and state laws and are expected to participate in the Controlled Substances Reporting System.  
 
Medical Records — The licensee treating a patient via telemedicine must maintain a complete 
record of the telemedicine patient’s care according to prevailing medical record standards.  The 
medical record serves to document the analysis and plan of an episode of care for future 
reference. It must reflect an appropriate examination of the patient's presenting symptoms, and 
relevant components of the electronic professional interaction must be documented as with any 
other encounter. 
 
The licensee must maintain the record’s confidentiality and disclose the records to the patient 
consistent with state and federal law. If the patient has a primary care provider and a 
telemedicine provider for the same ailment, then the primary care provider’s medical record and 
the telemedicine provider’s record constitute one complete patient record. Licensees practicing 
via telemedicine will be held to the same standards of professionalism concerning medical 
records transfer and communication with the primary care provider and medical home as those 
licensees practicing via traditional means.  
 
Licensure — The practice of medicine is deemed to occur in the state in which the patient is 
located. Therefore, any licensee using telemedicine to regularly provide medical services to 
patients located in North Carolina should be licensed to practice medicine in North Carolina.2 
Licensees need not reside in North Carolina, as long as they have a valid, current North 
Carolina license. 
 
North Carolina licensees intending to practice medicine via telemedicine technology to treat or 
diagnose patients outside of North Carolina should check with other state licensing boards. 
Most states require physicians to be licensed, and some have enacted limitations to 
telemedicine practice or require or offer a special registration. A directory of all U.S. medical 
boards may be accessed at the Federation of State Medical Boards Web site: 
http://www.fsmb.org/directory_smb.html. 
 
(Adopted July 2010) 
_________________________________________________________ 
1 See also the Board’s Position Statement entitled “Contact with Patients before Prescribing.”  
2 N.C. Gen. Stat. § 90-18(c)(11) exempts from the requirement for licensure: “The practice of medicine or surgery by any nonregistered reputable physician or surgeon 
who comes into this State, either in person or by use of any electronic or other mediums, on an irregular basis, to consult with a resident registered physician or to 
consult with personnel at a medical school about educational or medical training. This proviso shall not apply to physicians resident in a neighboring state and 
regularly practicing in this State.” 
 
The Board also notes that the North Carolina General Statutes define the practice of medicine as including, “The performance of any act, within or without this State, 
described in this subdivision by use of any electronic or other means, including the Internet or telephone.”  N.C. Gen. Stat. § 90-1.1(5) 
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Contact with patients before prescribing 
Created: Nov 1, 1999 
Modified:  
February 2001; November 2009, May 2013 Reviewed July 2010 
 

It is the position of the North Carolina Medical Board that prescribing drugs to an individual the 
prescriber has not examined to the extent necessary for an accurate diagnosis is inappropriate 
except as noted in the paragraphs below. Before prescribing a drug, a licensee should make an 
informed medical judgment based on the circumstances of the situation and on his or her training 
and experience. Ordinarily, this will require that the licensee perform an appropriate history and 
physical examination, make a diagnosis, and formulate a therapeutic plan, a part of which might 
be a prescription. This process must be documented appropriately. 

Prescribing for a patient whom the licensee has not personally examined may be suitable under 
certain circumstances. These may include admission orders for a newly hospitalized patient, 
prescribing for a patient of another licensee for whom the prescriber is taking call, continuing 
medication on a short-term basis for a new patient prior to the patient’s first appointment, an 
appropriate prescription in a telemedicine encounter where the threshold information to make an 
accurate diagnosis has been obtained, or prescribing an opiate antagonist to someone in a 
position to assist a person at risk of an opiate-related overdose. Established patients may not 
require a new history and physical examination for each new prescription, depending on good 
medical practice. 

Prescribing for an individual whom the licensee has not met or personally examined may also be 
suitable when that individual is the partner of a patient whom the licensee is treating for 
gonorrhea or chlamydia.  Partner management of patients with gonorrhea or chlamydia should 
include the following items: 

• Signed prescriptions of oral antibiotics of the appropriate quantity and strength sufficient 
to provide curative treatment for each partner named by the infected patient.  Notation on 
the prescription should include the statement: “Expedited partner therapy.”   

• Signed prescriptions to named partners should be accompanied by written material that 
states that clinical evaluation is desirable; that prescriptions for medication or related 
compounds to which the partner is allergic should not be accepted; and that lists common 
medication side effects and the appropriate response to them. 

• Prescriptions and accompanying written material should be given to the licensee’s patient 
for distribution to named partners. 

• The licensee should keep appropriate documentation of partner 
management.  Documentation should include the names of partners and a copy of the 
prescriptions issued or an equivalent statement. 



It is the position of the Board that prescribing drugs to individuals the licensee has never met 
based solely on answers to a set of questions, as is common in Internet or toll-free telephone 
prescribing, is inappropriate and unprofessional. 

 































































2. New Business: 
 a. Hospice Request – Exception for Prescribing 
 

 

TO: Policy Committee 

FROM: Dr. Kirby 

DATE: November 3, 2014 

RE: Hospice Request and Recommendation 

 

Annette Kiser, MSN, RN, NE-BC, Director of Quality & Compliance, The Carolinas Center for 
Hospice & End of Life Care has requested the Board consider “an exception for hospice 
physicians to prescribe for patients they have not seen” when a hospice patient is referred to 
hospice “because [the patient] needs aggressive symptom management and wants to receive 
care outside the hospital setting”.  Ms. Kiser indicates it is not always feasible for the hospice 
physician to visit the patient prior to prescribing medications for symptom or pain management. 
The responsibility for ensuring medications are available often falls to the hospice physician.  It 
is important to note that prior to the hospice physician prescribing medications an experienced 
hospice nurse will have made a visit to complete an assessment of the patient, their symptom 
management needs and their current medication profile.  Ms. Kiser writes that failure provide for 
these needs may cause unnecessary suffering, and therefore requests the Board consider 
including language in the appropriate position statements to allow hospice physicians to 
prescribe appropriate medications under these circumstances and thus “give hospice 
physicians protection from unnecessary scrutiny”. 

 
I have incorporated portions of Ms. Kiser’s suggestions in the relevant position statements as 
noted in red below. (Only the modified portion of the position statement is shown). 

 
  



Contact with patients before prescribing 
It is the position of the North Carolina Medical Board that prescribing drugs to an individual the 

prescriber has not personally examined is inappropriate except as noted in the paragraphs 

below. Before prescribing a drug, a licensee should make an informed medical judgment based 

on the circumstances of the situation and on his or her training and experience. Ordinarily, this 

will require that the licensee personally perform an appropriate history and physical 

examination, make a diagnosis, and formulate a therapeutic plan, a part of which might be a 

prescription. This process must be documented appropriately. 

 

Prescribing for a patient whom the licensee has not personally examined may be suitable under 

certain circumstances. These may include admission orders for a newly hospitalized patient, 

medication orders or prescriptions, including pain management, from a hospice physician for a 

patient admitted to a certified hospice program, prescribing for a patient of another licensee for 

whom the prescriber is taking call, continuing medication on a short-term basis for a new patient 

prior to the patient’s first appointment, or prescribing an opiate antagonist to someone in a 

position to assist a person at risk of an opiate-related overdose. Established patients may not 

require a new history and physical examination for each new prescription, depending on good 

medical practice. 

 
  



End-of-life responsibilities and palliative care 
It is the position of the North Carolina Medical Board that patients and their families should be 

assured of competent, timely, comprehensive palliative care at the end of their lives. Licensees 

should be knowledgeable regarding effective and compassionate pain relief, and patients and 

their families should be assured such relief will be provided.  The Board recognizes there are 

times when a hospice patient needs medications to manage pain or other symptoms in an 

urgent situation.  Under these circumstances a hospice physician who is an employee of, under 

contract with, or a volunteer with a Medicare-certified hospice may prescribe medications to a 

patient admitted to the hospice program who he has not seen when the needs of the patient 

dictate. 



The following are documents submitted by Ms. Kiser for consideration by the 
Board: 

 
Exception to Physician-Patient Relationship for Hospice Physicians Proposed by The 
Carolinas Center for Hospice & End of Life Care 

Patients at the end of life deserve prompt and efficient management of pain and symptoms to ensure their quality of 
life is maintained in the best manner possible. Many patients are referred to hospice because they need aggressive 
symptom management and want to receive care outside the hospital setting. Failure to provide for these needs 
would cause unnecessary suffering and could lead to unwanted hospitalization. 

 
The Board recognizes that there are times when a patient needs a prescription for medications to manage pain or 
other symptoms in an urgent situation. It is not always feasible for the hospice physician to visit the patient prior to 
prescribing these medications. Many attending physicians are reluctant to order, or are unfamiliar with, urgent pain 
and symptom management that occurs for hospice patients. Therefore, the responsibility for ensuring medications 
are available falls to the hospice physician. By virtue of the Medicare Conditions of Participation for Hospices, the 
hospice physician must meet the medical needs of the patient when the attending physician is unable to provide this 
care. Prior to the hospice physician prescribing medications, an experienced hospice nurse will have made a visit to 
complete an assessment of the patient, their symptom management needs and their current medication profile. 

 
A proper professional relationship will be considered to exist between any licensed physician who is an employee 
of, under contract with, or a volunteer with a Medicare-certified hospice program and any patient admitted for 
services in the hospice program. The hospice physician can prescribe medications to a patient he has not seen when 
the needs of the patient dictate. The Board will consider this acceptable behavior. 



Ronald J Crossno, MD CMD FAAFP FAAHPM 
1904 Sager Rd, Rockdale, TX 76567 

V: 512.417.8497 F: 888.656.2446 E: rcrossno@earthlink.net 
 

Jeff Seymore, MD 

Medical Director, Hospice & Community Care 2275 
India Hook Rd, 

Rock Hill, SC 29732 

By email: jeff@hospicecommunitycare.org 

 

Re: Texas Experience with Hospice Medical Director Prescribing 
 

Dear Dr. Seymore: 

 
As we had discussed, I am writing this letter to explain our experience in Texas regarding the issue of Hospice 

Medical Directors (HMDs) prescribing for hospice patients who have not been physically examined by the HMD. 

The issue is two-fold. The practical logistics of hospice care are such that hospice referrals often come 
with little notice to the agency or HMD. After-hours admissions often involve hospital discharges with acute care 
needs for the patient who wants to “go home to die.” This means prescriptions for pain management are needed 
urgently or even emergently, before there is a chance for the HMD to see the patient. Likewise, changes to the 
patient’s condition may necessitate additional changes to the medical regimen without an opportunity for the 
HMD to see the patient. In both these cases,  referring physicians are often reluctant to or unfamiliar with 
urgent pain management that is performed in the home hospice setting, leaving this responsibility to the HMD, 
who is used to working with the rest of a trained interdisciplinary team who is evaluating the patient in person. 

The second part of the issue is the assurance that the patient is properly identified, has a medically 
diagnosed condition consistent with a need for pain management, and that he/she understands the nature of 
the condition and benefits of treatment. Since these particulars are statutorily mandated by the rules under 
which hospices may admit patients, these concerns are automatically addressed upon hospice admission. 
Likewise, the hospice and HMD are by regulation, available twenty-four hours a day, seven days a week for 
problems, should they arise. In Texas, these particulars are the definition of a proper professional relationship 
between prescriber and patient. 

The Texas Academy of Palliative Medicine (TAPM), with support from the Texas & New Mexico Hospice 
Organization and the Texas Partnership for End of Life Care, worked with the Texas State Board of Medical 
Examiners (now known as the Texas Medical Board) to update its rules regarding the definition of a proper 
professional relationship with a patient for purposes of prescribing medications. The amended rule reflecting 
these changes was originally published on April 23, 2004 in the Texas Register. 

The page documenting this from the current TMB rules is attached, with the entire rules available online at 
http://www.tmb.state.tx.us/idl/45407D14-79CD-93CE-1A70-192E86E93374. The section most pertinent to this 
discussion follows: 

mailto:rcrossno@earthlink.net
mailto:jeff@hospicecommunitycare.org
http://www.tmb.state.tx.us/idl/45407D14-79CD-93CE-1A70-192E86E93374


 
 
 

Texas Medical Board Rules 
Chapter 190, Disciplinary 
Guidelines 
Subchapter B.190.8. Violation Guidelines 

TX Experience with HMD Prescribing 

Page 2 of 2 

When substantiated by credible evidence, the following acts, practices, and conduct are considered to 
be violations of the Act. The following shall not be considered an exhaustive or exclusive listing. 

(1) Practice Inconsistent with Public Health and Welfare. Failure to practice in an acceptable 
professional manner consistent with public health and welfare within the meaning of the Act 
includes, but is not limited to: 
(A) - (K)  [Not pertinent] 
(L) prescription of any dangerous drug or controlled substance without first establishing a proper 

professional relationship with the patient. 
(i) A proper relationship, at a minimum requires: 

(I) establishing that the person requesting the medications is in fact who the person 
claims to be; 

(II) establishing a diagnosis through the use of acceptable medical practices such as 
patient history, mental status examination, physical examination, and appropriate 
diagnostic and laboratory testing. An online or telephonic evaluation by 
questionnaire is inadequate; 

(III) discussing with the patient the diagnosis and evidence for it, the risks and 
benefits of various treatment options; and 

(IV) ring the availability of the licensee or coverage of the patient for 
appropriate follow-up care. 

(ii) A proper professional relationship is also considered to exist between a patient 
certified as having a terminal illness and who is enrolled in a hospice program, or another 
similar formal program which meets the requirements of subclauses (I) through (IV) of 
this clause, and the physician supporting the program. To have a terminal condition for 
the purposes of this rule, the patient must be certified as having a terminal illness 
under the requirements of 40 TAC 97.403 (relating to Standards Specific to Agencies 
Licensed to Provide Hospice Service) and 42 CFR 418.22. 

 
I remain active with TAPM, and we have been monitoring for any reports of issues with these rules. With 

now ten years of experience, we have heard no reports of any problems. It was the statement of the then TMB 
Executive Medical Director, that  failure of HMDs to be able to prescribe necessary medications, including 
controlled substances, for hospice patients would be a major public health concern in that any such restrictions 
would lead to needless suffering of terminally ill patients and/or would result in otherwise unnecessary 
hospitalizations that patients did not desire. 

I would be happy to share any other information with you regarding our experience with this in Texas. 
Please let me know if I can help in any way. 

Sincerely, 

 
 
 

Ronald J Crossno, MD CMD FAAFP FAAHPM 

  



TEXAS FEDICAL BOARD RULES 
Chapter 190, Disciplinary Guidelines 

 
Subchapter B. Violation Guidelines 

§190.8 
 

§190.8. Violation Guidelines. 
When substantiated by credible evidence, the following acts, 
practices, and conduct are considered to be violations of 
the Act. The follo\\ng shall not be considered an exhaustive 
or exclusive listing. 

(1) Practice Inconsistent \\th Public Health and 
Welfare. Failure to practice in an acceptable professional 
manner consistent with public health and welfare within the 
meaning of the Act includes, but is not limited to: 

(A) failure to treat a patient according to the 
generally accepted standard of care; 

(B)   negligence   in   performing   medical 

serv ces; 

(C) failure to use proper diligence in one's 
professional practice; 

(D) failure to safeguard against potential 
complications; 

(E) improper utilization review; 
(F) failure to timely respond in person 

when on-call or when requested by emergency room or 
hospital staff; 

(G) failure to disclose reasonably 
foreseeable side effects of a procedure or treatment; 

(H) failure to disclose reasonable 
alternative treatments to a proposed procedure or 
treatment; 

(1) failure to obtain informed consent from the 
patient or other person authorized by law to consent to 
treatment on the patient's behalf before performing tests, 
treatments, procedures, or autopsies as required under 
Chapter 49 of the Code of Criminal Procedure; 

(J) termination of patient care without 
providing reasonable notice to the patient; 

(K) prescription or administration  of a drug 
in amanner that is not in compliance \\th Chapter 200 of this 
title (relating to Standards for Physicians Practicing 
Complementary and Alternative Medicine) or, that is either 
not approved by the Food and Drug Administration (FDA) 
for use in human beings or does not meet standards for off-
label use, unless an exemption has othe™se been obtained 
from the FDA; 

(L) prescription of any dangerous drug or 
controlled substance without first establishing a proper 
professional relationship with the patient. 

(i) A proper     relationship, at    a 
lll1ll11llum requtres: 

(I) establishing that the person 
requesting the medication is in fact who the person 
claims to be; 

(II) establishing a diagnosis 
through the use of acceptable medical practices such as 

patient history, mental status examination, physical 
examination, and appropriate diagnostic and laboratory 
testing. An online or telephonic evaluation by 
questionnaire is inadequate; 

(III) discussing \vith the patient the 
diagnosis and the evidence for it, the risks and benefits of 
various treatment options; and 

(IV) ensuring the availability of the 
licensee or coverage of the patient for appropriate follow-up 
care. 

(ii) A proper professional relationship is 
also considere.d to exist between a patient certified as having 
a terminal illness and who is enrolled in a hospice 
program,  or another similar formal program which meets 
the requirements of subclauses (I) through 

(IV) of this  clause, and  the physician  supporting the 

program To have a terminal condition for the purposes of 
this rule, the patient must be certified as having a terminal  
illness under the requirements of 40 TAC 

§97.403 (relating to Standards Specific to Agencies 

Licensed to Pro\de Hospice Service) and 42 CFR 

418.22. 
(iii) Notwithstanding the pro\sions of 

this subparagraph, establishing a professional relationship 
is not required for: 

(1) a physician to prescribe 
medications for sexually transmitted diseases for partners 
of the physician's established patient, if the physician 
determines that the patient may have been infected \\th a 
sexually transmitted disease; or 

(II) a physician to prescribe 
medications to a patient's family members if the patient has an 
illness determined by the Centers for Disease Control and 
Prevention, the World Health Organization, or the Governor's 
office to be pandemic. 

(M) inappropriate prescription of 
dangerous drugs or controlled substances to oneself, 
family members, or others in which there is a close 

personal relationship that would include the following: 

(i) prescribing or administering 
dangerous drugs or controlled substances \\thout taking 
an adequate history, performing a proper physical 
examination, and creating and maintaining adequate 
records; and 

(ii) prescribing controlled substances in 
the absence of immediate need. "Immediate need" shall be 
considered no more than 72 hours. 

(N) providing on-call back-up by a person 

who is not licensed to practice medicine in this state or who 
does not have adequate training and experience. 



2. New Business: 
 b. Position Statement Review 

i. Medical, Nursing, Pharmacy Boards:  Joint Statement on Pain Management in End-of-
Life Care 
 
 

CURRENT POSITION STATEMENT: 
 

Joint Statement on Pain Management in End-of-Life Care 

(Adopted by the North Carolina Medical, Nursing, and Pharmacy Boards) 

Through dialogue with members of the healthcare community and consumers, a number of perceived regulatory 

barriers to adequate pain management in end-of-life care have been expressed to the Boards of Medicine, Nursing, 

and Pharmacy.  The following statement attempts to address these misperceptions by outlining practice 

expectations for physicians and other health care professionals authorized to prescribe medications, as well as 

nurses and pharmacists involved in this aspect of end-of-life care.  The statement is based on: 

• the legal scope of practice for each of these licensed health professionals;  

• professional collaboration and communication among health professionals providing palliative care; and  

• a standard of care that assures on-going pain assessment, a therapeutic plan for pain management 

interventions; and evidence of adequate symptom management for the dying patient.   

 

It is the position of all three Boards that patients and their families should be assured of competent, comprehensive 

palliative care at the end of their lives.  Physicians, nurses and pharmacists should be knowledgeable regarding 

effective and compassionate pain relief, and patients and their families should be assured such relief will be 

provided.   

 

Because of the overwhelming concern of patients about pain relief, the physician needs to give special attention to 

the effective assessment of pain.  It is particularly important that the physician frankly but sensitively discuss with 

the patient and the family their concerns and choices at the end of life.  As part of this discussion, the physician 

should make clear that, in some end of life care situations, there are inherent risks associated with effective pain 

relief.  The Medical Board will assume opioid use in such patients is appropriate if the responsible physician is 

familiar with and abides by acceptable medical guidelines regarding such use, is knowledgeable about effective 

and compassionate pain relief, and maintains an appropriate medical record that details a pain management 

plan.  Because the Board is aware of the inherent risks associated with effective pain relief in such situations, it will 

not interpret their occurrence as subject to discipline by the Board. 

 

With regard to pharmacy practice, North Carolina has no quantity restrictions on dispensing controlled substances 

including those in Schedule II.  This is significant when utilizing the federal rule that allows the partial filling of 

Schedule II prescriptions for up to 60 days.  In these situations it would minimize expenses and unnecessary waste 



of drugs if the prescriber would note on the prescription that the patient is terminally ill and specify the largest 

anticipated quantity that could be needed for the next two months.  The pharmacist could then dispense smaller 

quantities of the prescription to meet the patient’s needs up to the total quantity authorized.  Government-

approved labeling for dosage level and frequency can be useful as guidance for patient care.  Health professionals 

may, on occasion, determine that higher levels are justified in specific cases.  However, these occasions would be 

exceptions to general practice and would need to be properly documented to establish informed consent of the 

patient and family. 

 

 Federal and state rules also allow the fax transmittal of an original prescription for Schedule II drugs for hospice 

patients.  If the prescriber notes the hospice status of the patient on the faxed document, it serves as the original.  

Pharmacy rules also allow the emergency refilling of prescriptions in Schedules III, IV, and V.  While this does not 

apply to Schedule II drugs, it can be useful in situations where the patient is using drugs such as Vicodin for pain or 

Xanax for anxiety. 

 

 The nurse is often the health professional most involved in on-going pain assessment, implementing the 

prescribed pain management plan, evaluating the patient’s response to such interventions and adjusting 

medication levels based on patient status.  In order to achieve adequate pain management, the prescription must 

provide dosage ranges and frequency parameters within which the nurse may adjust (titrate) medication in order 

to achieve adequate pain control.  Consistent with the licensee’s scope of practice, the RN or LPN is accountable for 

implementing the pain management plan utilizing his/her knowledge base and documented assessment of the 

patient’s needs.  The nurse has the authority to adjust medication levels within the dosage and frequency ranges 

stipulated by the prescriber and according to the agency’s established protocols.  However, the nurse does not 

have the authority to change the medical pain management plan.   When adequate pain management is not 

achieved under the currently prescribed treatment plan, the nurse is responsible for reporting such findings to the 

prescriber and documenting this communication. Only the physician or other health professional with authority to 

prescribe may change the medical pain management plan.  

 

     Communication and collaboration between members of the healthcare team, and the patient and family are 

essential in achieving adequate pain management in end-of-life care.  Within this interdisciplinary framework for 

end of life care, effective pain management should include: 

• thorough documentation of all aspects of the patient’s assessment and care; 

• a working diagnosis and therapeutic treatment plan including pharmacologic and non-pharmacologic 

interventions; 

• regular and documented evaluation of response to the interventions and, as appropriate, revisions to the 

treatment plan; 

• evidence of communication among care providers; 

• education of the patient and family; and 

• a clear understanding by the patient, the family and healthcare team of the treatment goals. 



 

 It is important to remind health professionals that licensing boards hold each licensee accountable for providing 

safe, effective care.  Exercising this standard of care requires the application of knowledge, skills, as well as ethical 

principles focused on optimum patient care while taking all appropriate measures to relieve suffering.  The 

healthcare team should give primary importance to the expressed desires of the patient tempered by the judgment 

and legal responsibilities of each licensed health professional as to what is in the patient’s best interest. 

 

 (Adopted October 1999) (Amended January 2011) 

  



 
3.  Position Statement Review tracking chart: 
 

1/2010 Committee Recommendation: (Loomis/Camnitz) Adopt a 4 year review schedule as 
presented.  All reviews will be offered to the full Board for input.  Additionally all reviews will be 
documented and will be reported to the full Board, even if no changes are made.  

 
1/2010 Board Action: Adopt the recommendation of the Policy Committee. 

POSITION STATEMENT ADOPTED 
SCHEDULED 
FOR REVIEW 

LAST 
REVISED/ 
REVIEWED/ 
ADOPTED 

REVISED/ 
REVIEWED 

REVISED/ 
REVIEWED 

REVISED/ 
REVIEWED 

REVISED/ 
REVIEWED 

Telemedicine May-10  Nov-13 May-10         
Medical, Nursing, 
Pharmacy Boards:  Joint 
Statement on Pain 
Management in End-of-Life 
Care  Oct-99  Nov-14 Jan-11 Oct-99       
HIV/HBV Infected Health 
Care Workers Nov-92   Jan-11 Jan-05 May-96     
Writing of Prescriptions  May-91   Mar-11 Mar-05 Jul-02 Mar-02 May-96 
Laser Surgery  Jul-99   Mar-11 Jul-05 Aug-02 Mar-02 Jan-00 
Office-Based Procedures  Sep-00   May-11 Jan-03       
Sale of Goods From 
Physician Offices  Mar-01   May-11 Mar-06       
Competence and Reentry 
to the Active Practice of 
Medicine   Jul-06 

 
Jul-11 Jul-06        

Prescribing Controlled 
Substances for Other Than 
Valid Medical or 
Therapeutic Purposes, with 
Particular Reference to 
Substances or 
Preparations with Anabolic 
Properties May-98 

 
Sept-11 Nov-05 Jan-01 Jul-98   

Referral Fees and  Fee 
Splitting  Nov-93 

 
Jan-12 Jul-06  May-96     

Self- Treatment and 
Treatment of Family 
Members and Others With 
Whom Significant 
Emotional Relationships 
Exist  May-91 

 
Mar-12 Sep-05 Mar-02 May-00  May 96 

Availability of Physicians to 
Their Patients  Jul-93 

 
May-12 Nov-11 Jul-06 Oct-03 Jan-01 

Sexual Exploitation of 
Patients  May-91   May-12 Sep-06 Jan-01  Apr-96   
Care of the Patient 
Undergoing Surgery or 
Other Invasive Procedure  Sep-91  Jul-12 Sep-06 Mar-01      
The Physician-Patient 
Relationship  Jul-95  Jul-12 Sep-06 Aug-03 Mar-02 Jan-00 
The Retired Physician  Jan-97  Jul-12  Sep-06       
Physician Supervision of 
Other Licensed Health 
Care Practitioners Jul-07  Sep-12  Jul-07       
Medical Testimony Mar-08  Sep-12  Mar-08       

Advance Directives and 
Patient Autonomy  Jul-93   Nov-12 Mar-08 May-96      

End-of-Life Responsibilities 
and Palliative Care  Oct-99   Jan-13 Mar-08 May-07      
Drug Overdose Prevention  Sep-08   Mar-13  Sep-08       



Professional Use of Social 
Media Mar-13  Mar-13     
The Treatment of Obesity  Oct-87  May-13 Nov-10 Jan-05  Mar-96   
Contact With Patients 
Before Prescribing  Nov-99   May-13 Jul-10 Feb-01      
Medical Record 
Documentation May-94   May-13 May-09 May-96      
Retention of Medical 
Records  May-98   Jul-13  May-09       
Capital Punishment Jan-07   Jul-13  Jul-09       
Professional Obligations 
pertaining to 
incompetence, impairment, 
and unethical conduct of 
healthcare providers Nov-98   Sept-13 Mar-10 Nov-98      

Unethical Agreements in 
Complaint Settlements  Nov-93   Sept-13 Mar-10 May-96      

Guidelines for Avoiding 
Misunderstandings During 
Physical Examinations  May-91   Jan-14 Jul-10 Oct-02 Feb-01 Jan-01 
Departures from or 
Closings of Medical  Jan-00   May-13 Jul-09 Aug-03      
Policy for the Use of 
Controlled Substances for 
the Treatment of Pain Sep-96  May-14 Jan-13 Sep-08 Jul-05   
Access to Physician 
Records  Nov-93   May-14 Sep-10 Aug-03 Mar-02 Sep-97 

Medical Supervisor-
Trainee Relationship  Apr-04 

 
 Jul-14 Nov-10 Apr-04      

Advertising and Publicity  Nov-99 
 

 Aug-14 Nov-10 Sep-05  Mar-01   
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