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[The principles of professionalism and performance expressed in the position statements of the North Carolina Medical Board apply to all persons licensed and/or
approved by the Board to render medical care at any level.

The words “physician” and “doctor” as used in the position statements of the North Carolina Medical Board refer to persons who are MDs or DOs licensed by the Board to
practice medicine and surgery in North Carolina.]

Disclaimer

The North Carolina Medical Board makes the information in this publication available as a public service. We attempt to update this printed material as often as possible and
to ensure its accuracy. However, because the Board’s position statements may be revised at any time and because errors can occur, the information presented here should not
be considered an official or complete record. Under no circumstances shall the Board, its members, officers, agents, or employees be liable for any actions taken or omissions
made in reliance on information in this publication or for any consequences of such reliance. A more current version of the Board’s position statements will be found on the
Board’s Web site: www.ncmedboard.org, which is usually updated shortly after revisions are made. In no case, however, should this publication or the material found on the
Board’s Web site substitute for the official records of the Board.



North Carolina Medical Board Position Statement

What are the position statements of the Board and to whom do they apply?

The North Carolina Medical Board’s Position Statements are interpretive statements that attempt to define or explain the
meaning of laws or rules that govern the practice of physicians,* physician assistants, and nurse practitioners in North
Carolina, usually those relating to discipline. They also set forth criteria or guidelines used by the Board’s staff in
investigations and in the prosecution or settlement of cases.

When considering the Board’s Position Statements, the following four points should be kept in mind.

1) Inits Position Statements, the Board attempts to articulate some of the standards it believes applicable to the
medical profession and to the other health care professions it regulates. However, a Position Statement should not
be seen as the promulgation of a new standard as of the date of issuance or amendment. Some Position Statements
are reminders of traditional, even millennia old, professional standards, or show how the Board might apply such
standards today.

2) The Position Statements are not intended to be comprehensive or to set out exhaustively every standard that might
apply in every circumstance. Therefore, the absence of a Position Statement or a Position Statement’s silence on
certain matters should not be construed as the lack of an enforceable standard.

3) The existence of a Position Statement should not necessarily be taken as an indication of the Board’s enforcement
priorities.

4) Alack of disciplinary actions to enforce a particular standard mentioned in a Position Statement should not be taken
as an abandonment of the principles set forth therein.

The Board will continue to decide each case before it on all the facts and circumstances presented in the hearing, whether
or not the issues have been the subject of a Position Statement. The Board intends that the Position Statements will
reflect its philosophy on certain subjects and give licensees some guidance for avoiding Board scrutiny. The principles of
professionalism and performance expressed in the Position Statements apply to all persons licensed and/or approved by
the Board to render medical care at any level.

*The words “physician” and “doctor” as used in the Position Statements refer to persons who are MDs or DOs licensed by
the Board to practice medicine and surgery in North Carolina.

(Adopted November 1999) (Reviewed May 2010)



North Carolina Medical Board Position Statement

The physician-patient relationship

A physician's first responsibility is to his or her patients. Having assumed care of a patient, the physician’s responsibility is
to provide competent, compassionate, and economically prudent care within the standards of acceptable medical practice
and to make treatment decisions that are in the best interest of the patient. It is the Board’s position that it is unethical for
a physician to allow financial incentives or other interests to adversely affect or influence his or her medical judgment or
patient care. Patient advocacy is a fundamental element of the patient-physician relationship and should not be altered by
the health care system or setting in which a physician practices. All physicians should exercise their best professional
judgement when making patient care decisions. When economic or other interests are in conflict with patient welfare, the
patient’s welfare must take priority. Physicians who hold administrative leadership positions should foster policies that
support the physician-patient relationship and enhance the quality of patient care.

Elements of the Physician-Patient Relationship

Receiving a license to practice medicine grants the physician privileges and imposes great responsibilities. The people of
North Carolina expect a licensed physician to be competent and worthy of their trust. As patients, they come to the
physician in a vulnerable condition, believing the physician has knowledge and skill that will be used for their benefit.

Mutual trust is fundamental to the physician-patient relationship and requires that:

e there be appropriate professional communication between the physician and the patient;

the physician timely report all significant findings to the patient or the patient’s legally designated
surrogate/guardian/personal representative;

conflict of interest between the patient and the physician or third parties be resolved to the benefit of the patient;
personal details of the patient’s life shared with the physician are held in confidence;

the physician maintain competence, professional knowledge, and skills;

there is respect for the patient’s autonomy;

the physician maintains a compassionate and professional demeanor;

the physician respect the patient’s right to request restrictions on medical information disclosure;
the physician be an advocate for appropriate medical care;

patient advocacy remains unaltered by the health care system or setting; and

the physician provide neither more nor less than the medical problem requires.

The Board believes the interests and health of the people of North Carolina are best served when the physician-patient
relationship, founded on patient trust and fostered by professional communication, patient primacy, confidentiality,
competence, patient autonomy, compassion, selflessness, and appropriate care are foremost considerations of physicians.

This same fundamental physician-patient relationship also applies to all licensees of this Board.



North Carolina Medical Board Position Statement

Termination of the Physician-Patient Relationship

The Board recognizes the physician’s right to choose patients and to terminate the professional relationship with them
when he or she believes it is best to do so. That being understood, the Board maintains that termination of the physician-
patient relationship must be done in accord with the physician’s underlying obligation to support continuity of care.

Patient termination must be accompanied by appropriate written notice provided to the patient or the patient’s
representative sufficiently far in advance (at least 30 days) to allow other medical care to be secured. A copy of such
notification is to be included in the medical record. Should the physician be a member of a group or an employee of a large
practice, the notice of termination must also state clearly whether the termination involves only the individual physician,
other physicians in the practice, or the entire practice. In the latter case, those members of the group joining in the
termination must be designated. It is advisable that the notice of termination also include instructions for transfer of or
access to the patient medical records.

When a physician's employment status is terminated by an employer, the physician or his or her employer should notify

the physician's patients that the physician will no longer be working with the employer and should provide them with the
physician's new contact information. Patients should be given the choice to continue to be seen by the physician in his or
her new practice setting or to be treated by another physician still working with the employer.

(Adopted July 1995) (Amended July 1998, January 2000, March 2002, August 2003, September 2006, July 2012;
September 2016)



North Carolina Medical Board Position Statement [N

Medical record documentation

The North Carolina Medical Board takes the position that an accurate, current and complete medical record is an essential
component of patient care. Licensees should maintain a medical record for each patient to whom they provide care. The
medical record should contain an appropriate history and physical examination, results of ancillary studies, diagnoses,
and any plan for treatment. The medical record should be legible. When the care giver does not handwrite legibly, notes
should be dictated, transcribed, reviewed, and signed within a reasonable time. The Board recognizes and encourages the
trend towards the use of electronic medical records (“EMR”). However, the Board cautions against relying upon software
that pre-populates particular fields in the EMR without updating those fields in order to create a medical record that
accurately reflects the elements delineated in this Position Statement.

The medical record is a chronological document that:

e records pertinent facts about an individual’s health and wellness;

e enables the treating care provider to plan and evaluate treatments or interventions;

e enhances communication between professionals, assuring the patient optimum continuity of care;
e assists both patient and physician to communicate to third party participants;

o allows the physician to develop an ongoing quality assurance program;

e provides a legal document to verify the delivery of care; and

e isavailable as a source of clinical data for research and education.

The following required elements should be present in all medical records:

1. The record reflects the purpose of each patient encounter and appropriate information about the patient’s history
and examination, and the care and treatment provided are described.

2. The patient’s past medical history is easily identified and includes serious accidents, operations, significant
illnesses and other appropriate information.

3. Medication and other significant allergies, or a statement of their absence, are prominently noted in the record.

4. When appropriate, informed consent obtained from the patient is clearly documented.

5. All entries are dated.

The following additional elements reflect commonly accepted standards for medical record documentation.

1. Each page in the medical record contains the patient’s name or ID number.

2. Personal biographical information such as home address, employer, marital status, and all telephone numbers,
including home, work, and mobile phone numbers.

3. All entries in the medical record contain the author’s identification. Author identification may be a handwritten
signature, initials, or a unique electronic identifier.

4. All drug therapies are listed, including dosage instructions and, when appropriate, indication of refill limits.
Prescriptions refilled by phone should be recorded.

5. Encounter notes should include appropriate arrangements and specified times for follow-up care.

6. All consultation, laboratory and imaging reports should be entered into the patient’s record, reviewed, and the
review documented by the practitioner who ordered them. Abnormal reports should be noted in the record, along
with corresponding follow-up plans and actions taken.

7. An appropriate immunization record is evident and kept up to date.

8. Appropriate preventive screening and services are offered in accordance with the accepted practice guidelines.

(Adopted May 1994) (Amended May 1996, May 2009)(Reviewed May 2013)
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Access to medical records

A licensee’s policies and practices relating to medical records under his or her control should be designed to benefit the
health and welfare of patients, whether current or past, and should facilitate the transfer of clear and reliable information
about a patient’s care. Such policies and practices should conform to applicable federal and state laws governing health
information.

It is the position of the North Carolina Medical Board that notes made by a licensee in the course of diagnosing and
treating patients are primarily for the licensee’s use and to promote continuity of care. Patients, however, have a
substantial right of access to their medical records and a qualified right to amend their records pursuant to the HIPAA
privacy regulations.

Medical records are confidential documents and should only be released when permitted by law or with proper written
authorization of the patient. Licensees are responsible for safeguarding and protecting the medical record and for
providing adequate security measures.

Each licensee has a duty on the request of a patient or the patient’s representative to release a copy of the record in a
timely manner to the patient or the patient’s representative, unless the licensee believes that such release would endanger
the patient’s life or cause harm to another person. This includes medical records received from other licensee offices or
health care facilities. A summary may be provided in lieu of providing access to or copies of medical records only if the
patient agrees in advance to such a summary and to any fees imposed for its production.

Licensees may charge a reasonable fee for the preparation and/or the photocopying of medical and other records. To
assist in avoiding misunderstandings, and for a reasonable fee, the licensee should be willing to review the medical records
with the patient at the patient’s request. Medical records should not be withheld because an account is overdue or a bill is
owed (including charges for copies or summaries of medical records).

Should it be the licensee’s policy to complete insurance or other forms for established patients, it is the position of the
Board that the licensee should complete those forms in a timely manner. If a form is simple, the licensee should perform
this task for no fee. If a form is complex, the licensee may charge a reasonable fee.

To prevent misunderstandings, the licensee’s policies about providing copies or summaries of medical records and about
completing forms should be made available in writing to patients when the licensee-patient relationship begins.

Licensees should not relinquish control over their patients’ medical records to third parties unless there is an enforceable
agreement that includes adequate provisions to protect patient confidentiality and to ensure access to those records.*

When responding to subpoenas for medical records, unless there is a court or administrative order, licensees should follow
the applicable federal regulations.

[*] See also Position Statement on Departures from or Closings of Medical Practices.

(Adopted November 1993) (Amended May 1996, September 1997, March 2002, August 2003, September 2010) (Reviewed
May 2014)
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Retention of medical records

Physicians have both a legal and ethical obligation to retain patient records. The Board, therefore, recognizes the
necessity and importance of a licensee’s proper maintenance, retention, and disposition of medical records. The following
guidelines are offered to assist licensees in meeting their ethical and legal obligations:

State and federal laws require that records be kept for a minimum length of time including but not limited to:

1. Medicare and Medicaid Investigations (up to 7 years);

2. HIPAA (up to 6 years);

3. Medical Malpractice (varies depending on the case but should be measured from the date of the last
professional contact with the patient)—physicians should check with their medical malpractice insurer);
North Carolina has no statute relating specifically to the retention of medical records;

4. Immunization records always must be kept.

In addition to existing state and federal laws, medical considerations may also provide the basis for deciding how
long to retain medical records. Patients should be notified regarding how long the physician will retain medical
records.

In deciding whether to keep certain parts of the record, an appropriate criterion is whether a physician would
want the information if he or she were seeing the patient for the first time. The Board, therefore, recognizes that
the retention policies of physicians giving one-time, brief episodic care may differ from those of physicians
providing continuing care for patients.

In order to preserve confidentiality when discarding old records, all records should be destroyed, including both
paper and electronic medical records.

Those licensees providing episodic care should attempt to provide a copy of the patient’s record to the patient, the
patient’s primary care provider, or, if applicable, the referring physician.

If it is feasible, patients should be given an opportunity to claim the records or have them sent to another
physician before old records are discarded.

The physician should respond in a timely manner to requests from patients for copies of their medical records or
to access to their medical records.

Physicians should notify patients of the amount, and under what circumstances, the physician will charge for
copies of a patient’s medical record, keeping in mind that N.C. Gen. Stat. 90-411 provides limits on the fee a
physician can charge for copying of medical records.

1 Physicians should retain medical records as long as needed not only to serve and protect patients, but also to protect
themselves against adverse actions. The times stated may fall below the community standard for retention in their
communities and practice settings and for the specific needs. Physicians are encouraged (may want to) seek advice
from private counsel and/or their malpractice insurance carrier.

(Adopted May 1998) (Amended May 2009) (Reviewed July 2013)
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Departures from or closings of medical practices

Departures from or closings of medical practices are trying times. If mishandled, they can significantly disrupt continuity
of care and endanger patients.

Provide Continuity of Care

Practitioners continue to have obligations toward their patients during and after the departure from or closing of a
medical practice. Practitioners may not abandon a patient or abruptly withdraw from the care of a patient. Patients
should therefore be given reasonable advance notice (at least 30 days) to allow other medical care to be secured. Good
continuity of care includes preserving and providing appropriate access to medical records.* Also, good continuity of care
may often include making appropriate referrals. The practitioner(s) and other parties that may be involved should ensure
that the requirements for continuity of care are effectively addressed.

It is the position of the North Carolina Medical Board that during such times practitioners and other parties that may be
involved in such processes must consider how their actions affect patients. In particular, practitioners and other parties
that may be involved have the following obligations.

Permit Patient Choice
It is the patient’s decision from whom to receive care. Therefore, it is the responsibility of all practitioners and other
parties that may be involved to ensure that:

o Patients are notified in a timely fashion of changes in the practice and given the opportunity to seek other medical
care, sufficiently far in advance (at least 30 days) to allow other medical care to be secured, which is often done by
newspaper advertisement and by letters to patients currently under care;

e Patients clearly understand that they have a choice of health care providers;

e Patients are told how to reach any practitioner(s) remaining in practice, and when specifically requested, are told
how to contact departing practitioners; and

e Patients are told how to obtain copies of or transfer their medical records.

No practitioner, group of practitioners, or other parties involved should interfere with the fulfillment of these obligations,
nor should practitioners put themselves in a position where they cannot be assured these obligations can be met.

Written Policies

The Board recommends that practitioners and practices prepare written policies regarding the secure storage, transfer and
retrieval of patient medical records. Practitioners and practices should notify patients of these policies. Ata minimum,
the Board recommends that such written policies specify:

o A procedure and timeline that describes how the practitioner or practice will notify each patient when appropriate
about (1) a pending practice closure or practitioner departure, (2) how medical records are to be accessed, and (3)
how future notices of the location of the practice’s medical records will be provided;

e How long medical records will be retained;

e The procedure by which the practitioner or practice will dispose of unclaimed medical records after a specified
period of time;

e How the practitioner or practice shall timely respond to requests from patients for copies of their medical records
or to access to their medical records; In the event of the practitioner’s death or incapacity, how the deceased
practitioner’s executor, administrator, personal representative or survivor will notify patients of the location of
their medical records and how patients can access those records; and

e The procedure by which the deceased or incapacitated practitioner’s executor, administrator, personal
representative or survivor will dispose of unclaimed medical records after a specified period of time.

The Board further expects that its licensees comply with any applicable state and/or federal law or regulation pertaining to
a patient’s protected healthcare information.

*NOTE: The Board’s Position Statement on the Retention of Medical Records applies, even when practices close
permanently due to the retirement or death of the practitioner.

(Adopted January 2000) (Amended August 2003, July 2009)
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The retired physician/licensee

The retirement of a licensee is defined by the North Carolina Medical Board as the total and complete cessation of the
practice of medicine and/or surgery by the licensee in any form or setting. According to the Board’s definition, the retired
licensee is not required to maintain a currently registered license and SHALL NOT:

provide patient services;

order tests or therapies;

prescribe, dispense, or administer drugs;

perform any other medical and/or surgical acts; or

receive income from the provision of medical and/or surgical services performed following retirement.

The North Carolina Medical Board is aware that a number of licensees consider themselves “retired,” but still hold a
currently registered medical license (full, volunteer, or limited) and provide professional medical and/or surgical services
to patients on a regular or occasional basis. Such licensees customarily serve the needs of previous patients, friends,
nursing home residents, free clinics, emergency rooms, community health programs, etc. The Board commends those
licensees for their willingness to continue service following “retirement,” but it recognizes such service is not the
“complete cessation of the practice of medicine” and therefore must be joined with an undiminished awareness of
professional responsibility. That responsibility means that such licensees SHOULD:

e practice within their areas of professional competence;
e prepare and keep medical records in accord with good professional practice; and
e meet the Board’s continuing medical education requirement.

The Board also reminds “retired” licensees with currently registered licenses that all federal and state laws and rules
relating to the practice of medicine and/or surgery apply to them, that the position statements of the Board are as relevant
to them as to licensees in full and regular practice, and that they continue to be subject to the risks of liability for any
medical and/or surgical acts they perform.

(Adopted January 1997) (Amended September 2006, July 2012) (Reviewed May 2016)



North Carolina Medical Board Position Statement

Advance directives and patient autonomy

Licensees must be aware that North Carolina law specifically recognizes the individual's right to a peaceful and natural
death. NC Gen Stat § 90-320 (a) (2007) reads:

The General Assembly recognizes as a matter of public policy that an individual's rights include the right to a peaceful and
natural death and that a patient or the patient’s representative has the fundamental right to control the decisions relating
to the rendering of the patient’s own medical care, including the decision to have life-prolonging measures withheld or
withdrawn in instances of a terminal condition.

Licensees must also be aware that North Carolina law empowers any adult individual with capacity to make a Health Care
Power of Attorney (N.C. Gen. Stat. § 32A-17 (2007)) and stipulates that, when a patient lacks understanding or capacity to
make or communicate health care decisions, the instructions of a duly appointed health care agent are to be taken as those
of the patient unless evidence to the contrary is available (N.C. Gen. Stat. § 32A- 24(b)(2007)).

It is the position of the North Carolina Medical Board that it is in the best interest of the patient and of the
licensee/patient relationship to encourage patients to complete or authorize documents that express their wishes for the
kind of care they desire at the end of their lives. Licensees should encourage their patients to appoint a health care agent to
act through the execution of a Health Care Power of Attorney and to provide documentation of the appointment to the
responsible licensee(s). Further, licensees should provide full information to their patients in order to enable those
patients to make informed and intelligent decisions preferably prior to a terminal illness. The Board also encourages the
use of portable licensee orders to improve the communication of the patient’s wishes for treatment at the end of life from
one care setting to another.

It is also the position of the Board that licensees are ethically obligated to follow the wishes of the terminally ill or
incurable patient as expressed by and properly documented in a declaration of a desire for a natural death; however, when
the wishes of a patient are contrary to what a licensee believes in good conscience to be appropriate care, the licensee may
withdraw from the case once continuity of care is assured.

It is also the position of the Board that withholding or withdrawal of life-prolonging measures is in no manner to be
construed as permitting diminution of nursing care, relief of pain, or any other care that may provide comfort for the
patient.

(Adopted July 1993) (Amended May 1996; March 2008; November 2012)
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Availability of licensees to their patients

It is the position of the North Carolina Medical Board that once a relationship between a licensee and a patient is created,
it is the duty of the licensee to provide care whenever it is needed or to assure that proper backup by a healthcare provider
is available to take care of the patient during or outside normal office hours.

If the licensee is not going to be available after hours, the licensee must provide clear instructions to the patient for
securing after-hours care. It is the responsibility of the licensee to ensure that the patient has sufficient information
regarding how to secure after-hours care.

It should be noted that these duties are applicable to a licensee whether the licensee is practicing telemedicine or
practicing medicine through traditional means.

(Adopted July 1993) (Amended May 1996, January 2001, October 2003, July 2006, May 2012; Reviewed January 2016)
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Guidelines for avoiding misunderstandings during physical examinations

It is the position of the North Carolina Medical Board that proper care and sensitivity are needed during physical
examinations to avoid misunderstandings that could lead to charges of sexual misconduct against licensees. In order to
prevent such misunderstandings, the Board offers the following guidelines.

1

2)

3)

4)

5)

Sensitivity to patient dignity should be considered by the licensee when undertaking a physical examination. The
patient should be assured of adequate auditory and visual privacy and should never be asked to disrobe in the
presence of the licensee. Examining rooms should be safe, clean, and well maintained, and should be equipped
with appropriate furniture for examination and treatment. Gowns, sheets and/or other appropriate apparel
should be made available to protect patient dignity and decrease embarrassment to the patient while a thorough
and professional examination is conducted.

Whatever the sex of the patient, a third party, a staff member, should be readily available at all times during a
physical examination, and it is strongly advised that a third party be present when the licensee performs an
examination of the breast(s), genitalia, or rectum. It is the licensee’s responsibility to have a staff member
available at any point during the examination.

The licensee should individualize the approach to physical examinations so that each patient's apprehension, fear,
and embarrassment are diminished as much as possible. An explanation of the necessity of a complete physical
examination, the components of that examination, and the purpose of disrobing may be necessary in order to
minimize the patient's possible misunderstanding.

The licensee and staff should exercise the same degree of professionalism and care when performing diagnostic
procedures (eg, electro-cardiograms, electromyograms, endoscopic procedures, and radiological studies, etc), as
well as during surgical procedures and postsurgical follow-up examinations when the patient is in varying stages
of consciousness.

The licensee should be on the alert for suggestive or flirtatious behavior or mannerisms on the part of the patient
and should not permit a compromising situation to develop.

(Adopted May 1991) (Amended May 1993, May 1996, January 2001, February 2001, October 2002, July 2010; Reviewed
January 2014)
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Sexual Exploitation of Patients

It is the position of the North Carolina Medical Board that sexual exploitation of a patient is unprofessional conduct and
undermines the public trust in the medical profession and harms patients both individually and collectively. This Position
Statement is based, in part, upon the Federation of State Medical Board’s guidelines regarding sexual boundaries (“FSMB
Guidelines”).

Sexual behavior between a licensee and a patient is never diagnostic or therapeutic. Such behavior may be verbal or
physical and may include expressions of thoughts and feelings or gestures that are sexual or that reasonably may be
construed by the patient as sexual.

The FSMB Guidelines define and distinguish between two types of professional sexual misconduct: sexual impropriety and
sexual violation. Both types of sexual misconduct could constitute a basis for disciplinary action by the Board.

Sexual impropriety may comprise behavior, gestures, or communications, whether they be made in person, electronically
or by other means, that are seductive, sexually suggestive, disrespectful of patient privacy, or sexually demeaning to a
patient, that may include, but are not limited to:

1. Neglecting to employ disrobing or draping practices respecting the patient’s privacy, or deliberately watching a
patient dress or undress;

2. Subjecting a patient to an intimate examination in the presence of medical students or other parties without the
patient’s informed consent or in the event such informed consent has been withdrawn;

3. Examination or touching of genital mucosal areas without the use of gloves;

4. Inappropriate comments about or to the patient, including but not limited to, making sexual comments about a
patient’s body or underclothing, making sexualized or sexually demeaning comments to a patient, criticizing the
patient’s sexual orientation, making comments about potential sexual performance during an examination;

5. Using the physician-patient relationship to solicit a date or romantic relationship;

6. Initiation by the physician of conversation regarding the sexual problems, preferences, or fantasies of the
physician;

7. Performing an intimate examination or consultation without clinical justification;

8. Performing an intimate examination or consultation without explaining to the patient the need for such
examination or consultation even when the examination or consultation is pertinent to the issue of sexual function
or dysfunction; and

9. Requesting details of sexual history or sexual likes or dislikes when not clinically indicated for the type of
examination or consultation.

Sexual violation may include physical sexual contact between a physician and patient, whether or not initiated by the
patient, and engaging in any conduct with a patient that is sexual or may be reasonably interpreted as sexual, including
but not limited to:

Sexual intercourse, genital to genital contact;

Oral to genital contact;

Oral to anal contact and genital to anal contact;

Kissing in a romantic or sexual manner;

Touching breasts, genitals, or any sexualized body part for any purpose other than appropriate examination or
treatment, or where the patient has refused or has withdrawn consent;

Encouraging the patient to masturbate in the presence of the physician or masturbation by the physician while the
patient is present; and

7. Offering to provide practice-related services, such as drugs, in exchange for sexual favors.

N

o

The Board also refers its licensees to the Board’s Position Statement entitled “Guidelines for avoiding misunderstandings
during physical examinations.”

(Adopted May 19991)(Amended April 2012; March 2016)
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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
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, 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, 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:

e 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.”

e 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.

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

e 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.

Created: Nov 1, 1999

Modified: February 2001; November 2009, May 2013, November 2014
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Writing of prescriptions

It is the position of the North Carolina Medical Board that prescriptions should be written in ink or indelible pencil or
typewritten or electronically issued and should be signed by the licensee at time of issuance. Prescriptions that are
handwritten should indicate the quantity in both numbers AND words, e.g., 30 (thirty).

Each handwritten prescription for a DEA controlled substance (2, 2N, 3, 3N, 4 and 5) should be written on a separate
prescription blank. Each electronic prescription for a DEA controlled substance (2, 2N, 3, 3N, 4 and 5) should be issued
separately and comply with DEA regulations. Multiple medications may appear on a single prescription blank only when
none are DEA-controlled.

No prescriptions should be issued for a patient in the absence of a documented licensee-patient relationship.

Any prescriptions written by licensees for their personal use should comply with the Board’s position statement on “Self
Treatment and Treatment of Family Members.” As noted in that position statement, it is the Board'’s position that it is not
appropriate for licensees to write prescriptions for controlled substances for themselves or their family members.

The practice of pre-signing prescriptions is unacceptable to the Board.

It is the responsibility of those who prescribe controlled substances to fully comply with applicable federal and state laws
and regulations. Links to these laws and regulations may be found on the Board'’s website, www.ncmedboard.org

(Adopted May 1991, September 1992) (Amended May 1996, March 2002, July 2002, March 2011, July 2012) (Reviewed
March 2005)


http://www.ncmedboard.org/
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Self-treatment and treatment of family members

It is the Board’s position that it is not appropriate for licensees to write prescriptions for controlled substances or to
perform procedures on themselves or their family members. Rules 32B.1001, 32S.0212, and 32M.0109 prohibit licensees
from prescribing controlled substances (including all narcotics) to themselves or immediate family members. In addition,
licensees should not treat their own chronic conditions or those of their immediate family members or others with whom
the licensee has a significant emotional relationship. In such situations, professional objectivity may be compromised, and
the licensee’s personal feelings may unduly influence his or her professional judgment, thereby interfering with care.

There are, however, certain limited situations in which it may be appropriate for licensees to treat themselves, their family
members, or others with whom the licensee has a significant emotional relationship.

1. Emergency Conditions. In an emergency situation, when no other qualified licensee is available, it is acceptable
for licensees to treat themselves or their family members until another licensee becomes available.

2. Urgent Situations. There may be instances when licensees or family members do not have their prescribed
medications or easy physician access. It may be appropriate for licensees to provide short term prescriptions.

3. Acute Minor Ilinesses Within Clinical Competence. While licensees should not serve as primary or regular care
providers for themselves or their family members, there are certain situations in which care may be acceptable.
Examples would be treatment of antibiotic-induced fungal infections or prescribing ear drops for a family member
with external otitis. It is the expectation of the Board that licensees will not treat recurrent acute problems.

4. Over the Counter Medication. This position statement is not intended to prevent licensees from suggesting over
the counter medications or other non-prescriptive modalities for themselves or family members, as a lay person
might.

Licensees who act in accord with this position statement will be held to the same standard of care applicable to licensees
providing treatment for patients who are unrelated to them. Thus, licensees should not treat problems beyond their
expertise or training.

The Board expects licensees to maintain an appropriate medical record documenting any care that is given. It is also
prudent for the licensee to provide a copy of the medical record to the patient’s primary care provider.

Licensees who inappropriately treat themselves, their family members or others with whom they have a significant
emotional relationship should be aware that they may be subject to disciplinary action by the Board.

(Adopted May 1991) (Amended May 1996; May 2000; March 2002; September 2005, March 2012) (Reviewed November
2015)
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The treatment of obesity

It is the position of the North Carolina Medical Board that the cornerstones of the treatment of obesity are diet (caloric
control) and exercise. Medications and surgery should only be used to treat obesity when the benefits outweigh the risks of
the chosen modality.

The treatment of obesity should be based on sound scientific evidence and principles. Treatment modalities and
prescription medications that have not been proven to have beneficial effects should not be used.

Adequate medical documentation must be kept so that progress as well as the success or failure of any modality is easily
ascertained.

(Adopted [as The Use of Anorectics in Treatment of Obesity] October 1987) (Amended March 1996, January 2005,
[retitled], May 2013, March 2014)
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Prescribing controlled substances for other than validated medical or therapeutic
purposes, with particular reference to substance or preparations with anabolic
properties

General

It is the position of the North Carolina Medical Board that prescribing any controlled or legend substance for other than a
validated medical or therapeutic purpose is unprofessional conduct.

The physician shall complete and maintain a medical record that establishes the diagnosis, the basis for that diagnosis, the
purpose and expected response to therapeutic medications, and the plan for the use of medications in treatment of the
diagnosis.

The Board is not opposed to the use of innovative, creative therapeutics; however, treatments not having a scientifically
validated basis for use should be studied under investigational protocols so as to assist in the establishment of evidence-
based, scientific validity for such treatments.

Substances/Preparations with Anabolic Properties

The use of anabolic steroids, testosterone and its analogs, human growth hormone, human chorionic gonadotrophin,
other preparations with anabolic properties, or autotransfusion in any form, to enhance athletic performance or muscle
development for cosmetic, nontherapeutic reasons, in the absence of an established disease or deficiency state, is not a
medically valid use of these medications.

The use of these medications under these conditions will subject the person licensed by the Board to investigation and
potential sanctions.

The Board recognizes that most anabolic steroid abuse occurs outside the medical system. It wishes to emphasize the

physician’s role as educator in providing information to individual patients and the community, and specifically to high
school and college athletes, as to the dangers inherent in the use of these medications.

(Adopted May 1998) (Amended July 1998, January 2001) (Reviewed November 2005, September 2011)
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POLICY FOR THE USE OF OPIOIDS
FOR THE TREATMENT OF PAIN

The Board believes that a fundamental component of good medical practice includes the appropriate evaluation and
management of pain. Responsibly prescribed opioid medications may help North Carolina licensees treat their patients’
pain safely and effectively, and improve their quality of life. It is the duty of any licensee prescribing opioid medications to
be knowledgeable of both the therapeutic benefits, risks, and potential harm associated with opioid treatment. The Board
expects any licensee prescribing opioids for the treatment of pain to provide diagnoses, treatments, and medical record
documentation that are consistent with the standard of care in North Carolina. The Board notes that a failure to provide

opioid treatment consistent with the standard of care in North Carolina may subject a licensee to disciplinary action by the
Board.

The Board has previously attempted to provide guidance regarding opioid treatment of pain to its licensees through
guidance documents generated and maintained by the Board. However, in order to provide its licensees with guidance
that reflects the most current medical and scientific research and recommended practices, the Board has decided to adopt
and endorse the CDC Guideline for Prescribing Opioids for Chronic Pain written and maintained by the Center for Disease
Control and Prevention (“CDC”). While these guidelines do not constitute regulations or necessarily state the standard of
care in North Carolina in every context, the Board’s believes that these guidelines can provide useful information to
licensees related to the appropriate considerations to be made prior to and during treatment plans involving opioids.

The CDC Guideline for Prescribing Opioids for Chronic Pain can be found at the following link:
https://www.cdc.gov/mmwr/volumes/65/rr/rr6501el.htm In addition to its Guideline, the CDC has also provided a
number of useful clinician resources related to opioid treatment of pain covering topics such as Nonopioid Treatments,
Assessing Benefits and Harms, Calculating Dosage, and Tapering. These documents can be found at the following link:
https://www.cdc.gov/drugoverdose/prescribing/resources.html

It is the Board’s hope that familiarity with the concepts included in the documents above will help licensees provide safe
and effective care for their North Carolina patients.

Adopted July 2005; Amended May 2013; Amended January 2017


https://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm
https://www.cdc.gov/drugoverdose/prescribing/resources.html
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End-of-life responsibilities and palliative care

Assuring Patients

When appropriate processes have determined that the use of life prolonging measures or invasive interventions will only
prolong the dying process, it is incumbent on licensees to accept death “not as a failure, but the natural culmination of our
lives.”*

Itis 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.

Palliative Care

Palliative care is specialized medical care for people with serious illnesses. It is focused on providing patients with relief
from the symptoms, pain, and stress of a serious illness—whatever the diagnosis. The goal is to improve quality of life for
both the patient and the family.

Palliative care is provided by healthcare providers who work together with a patient’s other caregivers to provide an extra
layer of support. It is appropriate at any age and at any stage in a serious illness and can be provided along with curative
treatment.**

Palliative care:

e provides relief from pain and other distressing symptoms;

affirms life and regards dying as a normal process;

intends neither to hasten nor postpone death;

integrates the psychological and spiritual aspects of patient care;

offers a support system to help patients live as actively as possible until death;

offers a support system to help the family cope during the patient’s iliness and in their own bereavement;

uses a team approach to address the needs of patients and their families, including bereavement counseling, if

indicated;

will enhance quality of life, and may also positively influence the course of illness;

e [may be] applicable early in the course of illness, in conjunction with other therapies that are intended to prolong
life, such as chemotherapy or radiation therapy, and includes those investigations needed to better understand
and manage distressing clinical complications.***

Opioid Use

The Board will assume opioid use in such patients is appropriate if the responsible licensee 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. (See the Board’s position statement on the
Policy for the Use of Controlled Substances for the Treatment of Pain for an outline of what the Board expects of licensees
in the management of pain.) Because the Board is aware of the inherent risks associated with effective symptom relief in
such situations, it will not interpret their occurrence as subject to discipline by the Board.

*Steven A. Schroeder, MD, President, Robert Wood Johnson Foundation.

** Taken from the Center to Advance Palliative Care (2012) http://www.capc.org/building-a-hospital-based-palliative-
care-program/case/definingpc

*** Taken from the World Health Organization definition of Palliative Care (2002)
http://www.who.int/cancer/palliative/definition/en

(Adopted October 1999) (Amended May 2007; March 2008; January 2013; November 2014)
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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:

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

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

e astandard 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 1. This is significant when utilizing the federal rule that allows the partial filling of Schedule
11 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 11 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 111, 1V, and V. While this does not apply to Schedule |1
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:

e thorough documentation of all aspects of the patient’s assessment and care;
e a working diagnosis and therapeutic treatment plan including pharmacologic and non-pharmacologic
interventions;
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e regular and documented evaluation of response to the interventions and, as appropriate, revisions to the
treatment plan;

e evidence of communication among care providers;

e education of the patient and family; and

e aclear 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; November 2014)
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Office-based procedures

Preface

This Position Statement on Office-Based Procedures is an interpretive statement that attempts to identify and explain the
standards of practice for Office-Based Procedures in North Carolina. The Board’s intention is to articulate existing
professional standards and not to promulgate a new standard.

This Position Statement is in the form of guidelines designed to assure patient safety and identify the criteria by which the
Board will assess the conduct of its licensees in considering disciplinary action arising out of the performance of office-
based procedures. Thus, it is expected that the licensee who follows the guidelines set forth below will avoid disciplinary
action by the Board. However, this Position Statement is not intended to be comprehensive or to set out exhaustively every
standard that might apply in every circumstance. The silence of the Position Statement on any particular matter should
not be construed as the lack of an enforceable standard.

General Guidelines

The Physician’s Professional and Legal Obligation

The North Carolina Medical Board has adopted the guidelines contained in this Position Statement in order to assure
patients have access to safe, high quality office-based surgical and special procedures. The guidelines further assure that a
licensed physician with appropriate qualifications takes responsibility for the supervision of all aspects of the
perioperative surgical, procedural and anesthesia care delivered in the office setting, including compliance with all aspects
of these guidelines.

These obligations are to be understood (as explained in the Preface) as existing standards identified by the Board in an
effort to assure patient safety and provide licensees guidance to avoid practicing below the standards of practice in such a
manner that the licensee would be exposed to possible disciplinary action for unprofessional conduct as contemplated in
N.C. Gen. Stat. 8 90-14(a)(6).

Exemptions
These guidelines do not apply to Level | procedures.

Written Policies and Procedures

Written policies and procedures should be maintained to assist office-based practices in providing safe and quality
surgical or special procedure care, assure consistent personnel performance, and promote an awareness and
understanding of the inherent rights of patients.

Emergency Procedure and Transfer Protocol

The physician who performs the surgical or special procedure should assure that a transfer protocol is in place, preferably
with a hospital that is licensed in the jurisdiction in which it is located and that is within reasonable proximity of the office
where the procedure is performed.

All office personnel should be familiar with and capable of carrying out written emergency instructions. The instructions
should be followed in the event of an emergency, any untoward anesthetic, medical or surgical complications, or other
conditions making hospitalization of a patient necessary. The instructions should include arrangements for immediate
contact of emergency medical services when indicated and when advanced cardiac life support is needed. When
emergency medical services are not indicated, the instructions should include procedures for timely escort of the patient to
the hospital or to an appropriate practitioner.

Infection Control

The practice should comply with state and federal regulations regarding infection control. For all surgical and special
procedures, the level of sterilization should meet applicable industry and occupational safety requirements. There should
be a procedure and schedule for cleaning, disinfecting and sterilizing equipment and patient care items. Personnel should
be trained in infection control practices, implementation of universal precautions, and disposal of hazardous waste
products. Protective clothing and equipment should be readily available.

Performance Improvement

A performance improvement program should be implemented to provide a mechanism to review yearly the current
practice activities and quality of care provided to patients.
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Performance improvement activities should include, but are not limited to, review of mortalities; the appropriateness and
necessity of procedures performed; emergency transfers; reportable complications, and resultant outcomes (including all
postoperative infections); analysis of patient satisfaction surveys and complaints; and identification of undesirable trends
(such as diagnostic errors, unacceptable results, follow-up of abnormal test results, medication errors, and system
problems). Findings of the performance improvement program should be incorporated into the practice’s educational
activity.

Medical Records and Informed Consent

The practice should have a procedure for initiating and maintaining a health record for every patient evaluated or treated.
The record should include a procedure code or suitable narrative description of the procedure and should have sufficient

information to identify the patient, support the diagnosis, justify the treatment, and document the outcome and required

follow-up care.

Medical history, physical examination, lab studies obtained within 30 days of the scheduled procedure, and pre-anesthesia
examination and evaluation information and data should be adequately documented in the medical record.

The medical records also should contain documentation of the intraoperative and postoperative monitoring required by
these guidelines.

Written documentation of informed consent should be included in the medical record.

Credentialing of Physicians

A physician who performs surgical or special procedures in an office requiring the administration of anesthesia services
should be credentialed to perform that surgical or special procedure by a hospital, an ambulatory surgical facility, or
substantially comply with criteria established by the Board.

Criteria to be considered by the Board in assessing a physician’s competence to perform a surgical or special procedure
include, without limitation:

1. state licensure;

2. procedure specific education, training, experience and successful evaluation appropriate for the patient

population being treated (i.e., pediatrics);

3. for physicians, board certification, board eligibility or completion of a training program in a field of specialization
recognized by the ACGME or AOA or by a national medical specialty board that is recognized by the ABMS or AOA
for expertise and proficiency in that field. For purposes of this requirement, board eligibility or certification is
relevant only if the board in question is recognized by the ABMS, AOA, or equivalent board certification as
determined by the Board;
professional misconduct and malpractice history;
participation in peer and quality review;
participation in continuing education consistent with the statutory requirements and requirements of the
physician’s professional organization;

7.  to the extent such coverage is reasonably available in North Carolina, malpractice insurance coverage for the
surgical or special procedures being performed in the office;
8. procedure-specific competence (and competence in the use of new procedures and technology), which should
encompass education, training, experience and evaluation, and which may include the following:
a.adherence to professional society standards;
b.credentials approved by a nationally recognized accrediting or credentialing entity; or
c. didactic course complemented by hands-on, observed experience; training is to be followed by a specified
number of cases supervised by a practitioner already competent in the respective procedure, in
accordance with professional society standards.

oA

If the physician administers the anesthetic as part of a surgical or special procedure (Level Il only), he or she also should
have documented competence to deliver the level of anesthesia administered.

Accreditation

After one year of operation following the adoption of these guidelines, any physician who performs Level 11 or Level 111
procedures in an office should be able to demonstrate, upon request by the Board, substantial compliance with these
guidelines, or should obtain accreditation of the office setting by an approved accreditation agency or organization. The
approved accreditation agency or organization should submit, upon request by the Board, a summary report for the office
accredited by that agency.
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All expenses related to accreditation or compliance with these guidelines shall be paid by the physician who performs the
surgical or special procedures.

Patient Selection

The physician who performs the surgical or special procedure should evaluate the condition of the patient and the
potential risks associated with the proposed treatment plan. The physician also is responsible for determining that the
patient has an adequate support system to provide for necessary follow-up care. Patients with pre-existing medical
problems or other conditions, who are at undue risk for complications, should be referred to an appropriate specialist for
preoperative consultation.

ASA Physical Status Classifications
Patients that are considered high risk or are ASA physical status classification 11, 1V, or V and require a general anesthetic
for the surgical procedure, should not have the surgical or special procedure performed in a physician office setting.

Candidates for Level Il Procedures

Patients with an ASA physical status classification I, 1, or 111 may be acceptable candidates for office-based surgical or
special procedures requiring conscious sedation/ analgesia. ASA physical status classification 111 patients should be
specifically addressed in the operating manual for the office. They may be acceptable candidates if deemed so by a
physician qualified to assess the specific disability and its impact on anesthesia and surgical or procedural risks.

Candidates for Level 111 Procedures
Only patients with an ASA physical status classification I or Il, who have no airway abnormality, and possess an
unremarkable anesthetic history are acceptable candidates for Level I11 procedures.

Surgical or Special Procedure Guidelines

Patient Preparation

A medical history and physical examination to evaluate the risk of anesthesia and of the proposed surgical or special
procedure should be performed by a physician qualified to assess the impact of co-existing disease processes on surgery
and anesthesia. Appropriate laboratory studies should be obtained within 30 days of the planned surgical procedure.

A pre-procedure examination and evaluation should be conducted prior to the surgical or special procedure by the
physician. The information and data obtained during the course of this evaluation should be documented in the medical
record

The physician performing the surgical or special procedure also should:

1. ensure that an appropriate pre-anesthetic examination and evaluation is performed proximate to the
procedure;

2. prescribe the anesthetic, unless the anesthesia is administered by an anesthesiologist in which case the
anesthesiologist may prescribe the anesthetic;

3. ensure that qualified health care professionals participate;

4. remain physically present during the intraoperative period and be immediately available for diagnosis,
treatment, and management of anesthesia-related complications or emergencies; and

5. ensure the provision of indicated post-anesthesia care.

Discharge Criteria

Criteria for discharge for all patients who have received anesthesia should include the following:
confirmation of stable vital signs;

stable oxygen saturation levels;

return to pre-procedure mental status;

adequate pain control;

minimal bleeding, nausea and vomiting;

resolving neural blockade, resolution of the neuraxial blockade; and

eligible to be discharged in the company of a competent adult.

NoosrwNE

Information to the Patient
The patient should receive verbal instruction understandable to the patient or guardian, confirmed by written post-
operative instructions and emergency contact numbers. The instructions should include:

1. the procedure performed;

2. information about potential complications;
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telephone numbers to be used by the patient to discuss complications or should questions arise;
instructions for medications prescribed and pain management;

information regarding the follow-up visit date, time and location; and

designated treatment hospital in the event of emergency.

ook w

Reportable Complications

Physicians performing surgical or special procedures in the office should maintain timely records, which should be
provided to the Board within three business days of receipt of a Board inquiry. Records of reportable complications should
be in writing and should include:

physician’s name and license number;

date and time of the occurrence;

office where the occurrence took place;

name and address of the patient;

surgical or special procedure involved,;

type and dosage of sedation or anesthesia utilized in the procedure; and
circumstances involved in the occurrence.

NouohkrwhE

Equipment Maintenance

All anesthesia-related equipment and monitors should be maintained to current operating room standards. All devices
should have regular service/maintenance checks at least annually or per manufacturer recommendations.
Service/maintenance checks should be performed by appropriately qualified biomedical personnel. Prior to the
administration of anesthesia, all equipment/monitors should be checked using the current FDA recommendations as a
guideline. Records of equipment checks should be maintained in a separate, dedicated log which must be made available
to the Board upon request. Documentation of any criteria deemed to be substandard should include a clear description of
the problem and the intervention. If equipment is utilized