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Safe and appropriate prescribing of controlled substances remains 
a top concern of the North Carolina Medical Board. In each of the 
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of 16 months to a single patient. The patient used multiple pharmacies to obtain these drugs. 
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discussion around appropriate prescribing of controlled sub-
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of prescription drug misuse and abuse. 
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-
forum@ncmedboard.org

-
Forum to 

-

-

-
sues such as the use of opioids in the treatment of pain. 

-
-

Public forum
Where:
When: Wednesday, August 21, 4-6 p.m.
Why: NCMB is reviewing and revising its position state-
ment on treating chronic pain
Who should attend: Licensees and other interested parties

Please scan the code with your 
smartphone to complete a one-
question survey, or visit us online 
to provide your answer.

How often do you prescribe 
controlled substances to treat 
chronic pain?
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Section I: Preamble

Policy for the use of controlled substances for the treatment of pain

Get engaged: Board seeks licensee input as 
part of chronic pain position statement review

BOARD POSITION STATEMENT

FEDERATION OF STATE MEDICAL BOARDS MODEL POLICY
EXCERPT – PROPOSED Model Policy on the Appropriate Use of Opioid Analgesics in the Treatment of Chronic Pain 
(adopted July 2013)

Introduction

forum@
ncmedboard.org

Continue on page 4.

Continue on page 5.
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Continued from page 3.
BOARD POSITION STATEMENT

The diagnosis and treatment of pain is integral to the practice 
-

-
-

-

inappropriate treatment of pain to be a departure from standards of 

 
The Board recognizes that controlled substances including opioid 

-

of pain. The medical management of pain should consider current 
-

-

not the same as addiction. 

The Board recognizes that the use of opioid analgesics for other than 
-

-

into their practices to minimize the potential for the abuse and 

-
cal purpose and in the course of professional practice. The Board 

controlled substances for pain to be for a legitimate medical purpose 

-

-

-

-

Section II: Guidelines 

-
stances: 

-

record. The medical record should document the nature and inten-

medical record also should document the presence of one or more 
recognized medical indications for the use of a controlled sub-
stance. 

-

-

-

patient outlining patient respon-

-

-

diminished function should be monitored and information from 
-

mining the patient’s response to treatment. If the patient’s progress 

of continued use of the current treatment plan and consider the 
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Created September 26, 1996; redone July 2005 based on the Federation of State Medical Board's "Model Policy for the Use of Controlled Sub-
stances for the Treatment of Pain," as amended by the FSMB in 2004; amended September 2008

inappropriate medication usage is suspected and intermittently on 
all patients.

Consultation- The physician should be willing to refer the patient 
as necessary for additional evaluation and treatment in order to 
achieve treatment objectives. Special attention should be given to 
those patients with pain who are at risk for medication misuse, 
abuse or diversion. The management of pain in patients with a 
history of substance abuse or with a comorbid psychiatric disorder 
may require extra care, monitoring, documentation and consul-
tation with or referral to an expert in the management of such 
patients. 

Medical Records- The physician should keep accurate and com-
plete records to include

the medical history and physical examination, 
diagnostic, therapeutic and laboratory results, 
evaluations and consultations, 
treatment objectives, 

 informed consent, 
 treatments, 
 medications (including date, type, dosage and quantity pre-
scribed), 
 instructions and agreements and 
 periodic reviews including potential review of the North Caro-
lina Controlled Substance Reporting Service.

Records should remain current and be maintained in an accessible 
manner and readily available for review. 

Compliance With Controlled Substances Laws and Regulations- 
To prescribe, dispense or administer controlled substances, the 
physician must be licensed in the state and comply with applicable 
federal and state regulations. Physicians are referred to the Physi-
cians Manual of the U.S. Drug Enforcement Administration and 
any relevant documents issued by the state of North Carolina for 

state regulations. 

as follows: 

Acute Pain- Acute pain is the normal, predicted physiological 

response to a noxious chemical, thermal or mechanical stimulus 
and typically is associated with invasive procedures, trauma and 
disease. It is generally time-limited. 

Addiction- Addiction is a primary, chronic, neurobiologic disease, 

its development and manifestations. It is characterized by behav-
iors that include the following: impaired control over drug use, 
craving, compulsive use, and continued use despite harm. Physical 
dependence and tolerance are normal physiological consequences 
of extended opioid therapy for pain and are not the same as addic-
tion. 

Chronic Pain- Chronic pain is a state in which pain persists beyond 
the usual course of an acute disease or healing of an injury, or that 
may or may not be associated with an acute or chronic pathologic 
process that causes continuous or intermittent pain over months or 
years. 

Pain- An unpleasant sensory and emotional experience associated 
with actual or potential tissue damage or described in terms of such 
damage. 

Physical Dependence- Physical dependence is a state of adapta-

that can be produced by abrupt cessation, rapid dose reduction, 
decreasing blood level of the drug, and/or administration of an 
antagonist. Physical dependence, by itself, does not equate with 
addiction. 

Pseudoaddiction- The iatrogenic syndrome resulting from the 
misinterpretation of relief seeking behaviors as though they are 
drug-seeking behaviors that are commonly seen with addiction. 
The relief seeking behaviors resolve upon institution of effective 
analgesic therapy. 

Substance Abuse- Substance abuse is the use of any substance(s) 
for non-therapeutic purposes or use of medication for purposes 
other than those for which it is prescribed. 

Tolerance- Tolerance is a physiologic state resulting from regular 
use of a drug in which an increased dosage is needed to produce a 

over time. Tolerance may or may not be evident during opioid 
treatment and does not equate with addiction. 

FSMB MODEL POLICY
Continued from page 3.

the bounds of professional practice  by educating physicians 
about methods that promote appropriate prescribing, without 
inducing fear of regulations. The Federation recognizes that in-
appropriate prescribing can contribute to adverse outcomes such 
as reduced function, opioid addiction, overdose, and death [3-5]. 
By promulgating its Model Policies, the Federation has sought 
to encourage the legitimate medical use of opioid analgesics for 
the treatment of pain while emphasizing the need to safeguard 
against their misuse and diversion.

Since their publication, the 1998 and 2004 Model Policies 
have been widely distributed to state medical boards, medical 
professional organizations, other health care regulatory boards, 
patient advocacy groups, pharmaceutical companies, state and 

federal regulatory agencies, and practicing physicians and other 
health care providers. The policies have been endorsed by the 
American Academy of Pain Medicine, the Drug Enforcement 
Administration, the American Pain Society, and the National As-
sociation of State Controlled Substances Authorities. Many states 
have adopted all or part of the Model Policies.1

-
siderable body of research and experience accrued since the 
2004 revision was adopted [2]. While recognizing that adequate 
evidence is currently lacking as to the effectiveness and safety of 
long-term opioid therapy, this Model Policy is designed to pro-
mote the public health by encouraging state medical boards to 
adopt consistent policy regarding the treatment of pain, particu-
larly chronic pain, and to promote patient access to appropriate 
pain management and, if indicated, substance abuse and addic-
tion treatment. 



processes [3-4,12,14-20]. Inappropriate treatment also can result 
from a mistaken belief on the part of patients and their physicians 
that complete eradication of pain is an attainable goal, and one 
that can be achieved without disabling adverse effects.

 Patients share with physicians a responsibility for appropriate 
use of opioid analgesics [21-22]. This responsibility encompasses 
providing the physician with complete and accurate information 
and adhering to the treatment plan. Some patients—intentionally 
or unintentionally—are less than forthcoming or have unrealistic 
expectations regarding the need for opioid therapy or the amount 
of medication required. Other patients may begin to use medica-
tions as prescribed, then slowly deviate from the therapeutic regi-
men. Still others may not comply with the treatment plan because 
they misunderstood the physician’s instructions. Some patients 
share their drugs with others without intending harm (a pattern 
of misuse that is seen quite often among older adults [15]). Then 
there are patients who deliberately misuse or are addicted to 
opioids, and who mislead, deceive or fail to disclose information 
to their physicians in order to obtain opioids to sustain their ad-
diction and avoid withdrawal [19-23].

Patients’ carelessness in leaving drugs where they can be stolen 
by visitors, workers and family members is another important 
source of diversion. Thus a prescription that is quite appropriate 
for an elderly patient may ultimately contribute to the death of a 
young person who visits or lives in the patient’s home. Therefore, 
the physician’s duty includes not only appropriate prescribing 
of opioid analgesics, but also appropriate education of patients 
regarding the secure storage of medications and their appropriate 
disposal once the course of treatment is completed [18,23].

A more problematic individual is the criminal patient, whose 
primary purpose is to obtain drugs for resale. Whereas most ad-
dicted patients seek a long-term relationship with a prescriber, 
criminal patients sometimes move rapidly from one prescriber 
(or dispenser) to another. Such individuals often visit multiple 
practitioners in a day (a practice known as “doctor shopping”) 
and travel from one geographic area to another in search of un-
suspecting targets [19-21]. Physicians’ attention to patient assess-
ment and the routine use of state prescription drug monitoring 
programs (PDMPs), where available, have been cited as effective 
ways to identify individuals who engage in such criminal activities 
[20-23,45].

Summary
The goal of this Model Policy is to provide state medical Boards 

with an updated template for assessing physicians’ management 
of pain, so as to determine whether opioid analgesics are used in 
a manner that is both medically appropriate and in compliance 
with applicable state and federal laws and regulations. The re-
vised Model Policy makes it clear that the state Medical Board will 
consider inappropriate management of pain, particularly chronic 
pain, to be a departure from accepted standards of practice.

In addition, the Model Policy is designed to communicate to 
licensees that the state Medical Board views pain management 
as an important area of patient care that is integral to the prac-
tice of medicine; that opioid analgesics may be necessary for the 
relief of pain; and that physicians will not be sanctioned solely 
for prescribing opioid analgesics for legitimate medical purposes. 
However, prescribers must be held to a safe and appropriate stan-

“lawful prescription” as one that is issued for a legitimate medical 
purpose by a practitioner acting in the usual course of profession-
al practice. The use of opioids for other than legitimate medical 
purposes poses a threat to the individual and to the public health, 
thus imposing on physicians a responsibility to minimize the 
potential for misuse, abuse and diversion of opioids and all other 
controlled substances.

The Model Policy emphasizes the professional and ethical 
responsibility of physicians to appropriately assess and manage 
patients’ pain, assess the relative level of risk for misuse and ad-
diction, monitor for aberrant behaviors and intervene as appro-

used in pain management.
The Federation encourages every state Medical Board to work 

with the state Attorney General to evaluate the state’s policies, 
regulations and laws in an effort to identify any barriers to the ef-
fective use of opioids to relieve pain, while ensuring that adequate 
safeguards are in place to deter and rapidly detect those who 
would obtain opioid analgesics for nonmedical purposes [6-7].

The Federation acknowledges with gratitude the efforts of the 
state Board members and directors who collaborated to prepare 
this updated Model Policy, as well as the contributions of the 
independent experts and medical organizations that advised the 
drafting committee and reviewed its work. The Federation also 
thanks SAMHSA for its support of this important project.

Issues Addressed in the New Model Policy

acute and chronic pain continue to be undertreated [8-10]. Ap-
proximately one in four patients seen in primary care settings 
suffer from pain as intense as to interfere with the activities of 
daily living [4]. Pain arises from multiple causes and often is 
categorized as either acute pain (such as that from traumatic 
injury and surgery) or chronic pain (such as the pain associated 
with terminal conditions such as cancer or severe vascular disease 
or with non-terminal conditions such as arthritis or neuropathy) 
[4,8]. This model policy applies most directly—although not 
exclusively—to the treatment of chronic pain.

Undertreatment  of  pain  is  recognized  as  a  serious  public  
health  problem  that  compromises patients’ functional sta-
tus and quality of life [4,9]. A myriad of psychological, social, 
economic, political, legal and educational factors—including 
inconsistencies and restrictions in state pain policies—can  either  
facilitate  or  impede  the  ability  and  willingness  of  physicians  
to  manage patients with pain [6,10-11].

While acknowledging that undertreatment exists, it must be 
understood that chronic pain often is intractable, that the cur-
rent state of medical knowledge does not provide for complete 
elimination of chronic pain in most cases, and that the fact of 
persistent and disabling pain does not in and of itself consti-
tute evidence of undertreatment [4,8,12]. Indeed, some cases of 
intractable pain actually result from overtreatment in terms of 
procedures and medications.

Complicating the picture, adverse outcomes associated with 
the misuse, abuse and diversion of prescription opioids have in-
creased dramatically since the Federation’s last review [3]. Physi-
cians and other health care professionals have contributed—often 
inadvertently—to these alarming but inadequately understood 
statistics [5-6,13].

Circumstances   that   contribute   to   both   the   undertreat-
ment   of   pain   and   the   inappropriate prescribing of opioids 
by physicians include: (1) physician uncertainty as to prevailing 
standards of care; (2) inadequate research into the sources of and 

for appropriate treatment of pain; (4) physician concerns that 
prescribing adequate amounts of opioid analgesics will result in 
unnecessary scrutiny by regulatory authorities; (5) physician mis-
understanding of causes and manifestations of opioid dependence 
and addiction; (6) fear on the part of physicians of causing addic-
tion or being deceived by a patient who seeks drugs for purposes 
of misuse; (7) physician behaviors that have been described as 
“confrontation phobia” and “hypertropied enabling”; and (8) 
inadequate physician education about regulatory policies and 

Citations and the full version of the “Model Policy” are available on the home page of the Board’s website at  www.ncmedboard.org
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Changes to the NCCSRS 
New law makes improvements, eases access

-

-

www.
nccsrs.org

-

-

-

prescriber or dispenser.

-
tion must be reported to the CSRS not later than the close 

-

See CSRS on page 11.
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health plans and healthcare clearinghouses that transmit protected health information elec-

-

Forum

&Q
Ms. Satinsky

Margie Satinsky, MBA, President, Satinsky Consulting, LLC

What is HIPAA? 

-

-

-
-

-

-

eliminate inconsistencies among some of these statutes and 

bother with all the steps needed to comply with the 

-

-

-

of a laptop computer containing electronic personal health 

-

How has enforcement changed since HIPAA went 

-

-

-

Many aspects of the law have changed since its initial enactment
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-

-

-

How does the Omnibus Final Rule enhance the 

-

-

-

-

what are the guidelines for determining and report-
ing a Breach? 

-

been compromised. Rather than focusing on potential harm 

-

-

The price of noncompliance: 
a HIPAA penalties primer
Violations of the HIPAA Privacy and Security Rules have 
three types of associated penalties – civil monetary penalties, 
criminal penalties, and penalties for violation of the breach 

i.e., to receive both a civil penalty and a penalty related to 

Improper use or disclosure of PHI can result in four catego-

culpability by individuals, employees, and/or organizations. 
State attorneys general (AG) are authorized to pursue civil 
actions for HIPAA privacy and security violations that have 

respective state. The state must notify DHHS of a suit before 

 
The following apply to covered entities, Business Associates, 
and to subcontractors (i.e., agents) of Business Associates. 

violation by a covered entity or Business Associate, with a 
$1.5 million maximum/calendar year penalty for violations 
of an identical provision. 

is established that the violation was due to reasonable 
cause and not to willful neglect, with a $1.5 million maxi-
mum/calendar year penalty for violations of an identical 
provision. 

that the violation was due to willful neglect and was cor-
rected in a timely manner, with a $1.5 million maximum/
calendar year penalty for violations of an identical provi-
sion.

-
lished that the violation was due to willful neglect and was 
not timely corrected, with a $1.5 million maximum/calen-
dar year penalty for violations of an identical provision.

Criminal Penalties 
-

ted the violation must have done so willingly, knowing the 
implications of divulging the PHI. As with the civil penalties, 

or use PHI for commercial advantage, personal gain, or 

years in jail. 



-

to the media and to the Centers for Medicare and Medicaid 

How does the Omnibus Rule modify the HIPAA Pri-

by the Genetic Information Nondiscrimination Act 
(GINA) of 2008? 

-

it to patients?

regarding patient authorization for uses and disclosures not 
-

-

obligation to restrict use and disclosure to a health plan upon 

-

What are good resources for additional information? 

www.gpo.gov/
fdsys/pkg/FR-2013-01-25/pdf/2013-01073.pdf. The ma-

-

www.nchica.org for ad-
ditional information. 

-
tions for submitting a Breach form: www.hhs.gov/ocr/

brinstruction.html. 

Has a Breach occurred? 

-

DHHS that renders the PHI unusable, unread-
able, or indecipherable to unauthorized indi-
viduals (e.g., encryption). An impermissible 
use or disclosure of unsecured PHI is now 

considered to be a reportable breach un-
less the covered entity, Business Associate, 
or subcontractor (i.e. Agent) of a Business 
Associate, as applicable, demonstrates 
that there is a low probability that the PHI 
has been compromised. 

The burden of proof regarding a Breach 
-

ple, a lost or stolen laptop computer isn’t 
always a breach. The conclusion depends 

on answers to the following questions: 
1. The nature and extent of the PHI, includ-

2. The unauthorized person who used the 
PHI or to whom a disclosure was made 

3. Whether or not the PHI was acquired or 
viewed 

4. The extent to which the risk to the PHI has 
been mitigated
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obtained prescriptions in a manner 
-

direct the practitioner to consult 

account. Non-registered prescribers 

application. 

prescribing or dispensing practices 

police chiefs or their designated 

-

tion medications or pharmaceutical 

to a court order.

-

more complete information. These 
-

-

into a secure Medical Board portal. 

to register for the CSRS. The plan 

-

sent -
-

consent for the transmission.
-

mat that pharmacies report into 

more information including the ID 
-
-

ule III opioid analgesic.

-
able tool. Routine use of the CSRS is 

prescribing controlled substances. 

CSRS continued from page 7.

Position Statement Update

Statement: Treatment of obesity

position statement:
Treatment modalities and prescription medications that 

be used.  For example, it is the Board’s position that the use 
of HCG for the treatment of obesity is not appropriate.  

Statement: Contact with patients before prescribing

-
lined portion:
Prescribing for a patient whom the licensee has not per-
sonally examined may be suitable under certain circum-
stances. These may include admission orders for a newly 
hospitalized patient, prescribing for a patient of another 
licensee for whom the prescriber is taking call, continu-
ing medication on a short-term basis for a new patient 

or prescribing an 
opioid antagonist to someone in a position to assist a per-
son at risk of an opiate-related overdose. 

Statement: Medical Record Documentation

-

BULLETIN BOARD
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Name/license#/location Date of action Cause of action Board action

ANNULMENTS
None

SUMMARY SUSPENSIONS
None

REVOCATIONS
None

SUSPENSIONS
BISSELL, Karen Romaine, MD 

-

records are laborious and that she didn’t appreci-
-

s.

HAYNES, Gregory Delano, MD MD’s license is suspended for 

himself for a professional as-
sessment.

KING, David James, MD 
-

LILJEBERG, Robert Louis, MD -
-

MD is suspended for a pe-

SCOTTI, Stephen Douglas, MD 

-

-

MD has completed inpatient 
treatment and signed a moni-

SVEDBERG, Kelly Gene, PA -

-

WILSON, Vincent Paul, MD 

ZIOMEK, Paul Henry, MD 

resuming the practice of medicine.

PROBATIONS
None
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Name/license#/location Date of action Cause of action Board action

REPRIMANDS
CARUSO, James Anthony, PA -

Board of the misdemeanor charges on his annual 

GOAD, Bradley Jackson, DO 
-

-

Reprimand

GRAHAM, Cecil Curtis, MD 
-

Reprimand

IRONS, Robert Neal, PA-C 

-

in the patient record. Prescribing controlled 

KIM, Jong Whan, MD 

"Maintaining Proper Boundar-

STONE, James Walter, MD

complications and had to be hospitalized for four 

Reprimand

STURGILL FANT, Vanessa Jean, MD - Reprimand

TAUB, Neal Stephen, MD -
-

screen results and other areas of patient care.

Reprimand

DENIALS OF LICENSE/APPROVAL
BARINHOLTZ, David Bruce, MD MD made multiple false statements on his NC 

license application.
Denial of application for NC 
medical license.

SHIMKUS, Jeanette Frances, DO, -
tions for a license because she has been con-

Denial of application for NC 
medical license.

SURRENDERS

NEWSOME, George Edward, MD 
medical license

SANCHEZ-BRUGAL, Fernando A., MD 
medical license
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Name/license#/location Date of action Cause of action Board action

PUBLIC LETTERS OF CONCERN
BRAASCH, Ernest Russell, MD 

-

has completed CME in pre-
scribing practices.

CHANDLER, Charles Edward, III, MD MD failed to disclose material information 
on his NC license application. MD failed to public letter of concern.

DUNN, Ernest Clinton, Jr., MD 
complete CME in prescrib-
ing controlled substances and 
chronic pain management.

GILLIAM, Linda Harris, MD Public letter of concern.

JONES, Thomas McIntosh, MD Public letter of concern.

LUPIA, Raul Humberto, MD MD prescribed controlled and non-controlled Public letter of concern.

LUTNER, Lawrence, MD MD omitted material information from his ap-
plication for a NC medical license. a public letter of concern.

MANION, Kernan Thomas, MD Public letter of concern.

ROSIER, Margaret Bridgid, MD -

a residential treatment program.

Public letter of concern.

MISCELLANEOUS ACTIONS
ARCEO-FREDERICK, Liza Antoinette, MD 

returning to practice in NC. Before 

CLARK, Bendik Larson, MD 

DAVIS, John Edward, MD 

-
-

MCDONALD, Janice Adelaide, MD 
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Name/license#/location Date of action Cause of action Board action

TEMPORARY/DATED LICENSES: ISSUED, EXTENDED, EXPIRED, OR REPLACED BY FULL LICENSES

GERANCHER, John Charles, III, MD 

SMITH, Bryan Dorsey, MD 
made full and unrestricted.     

COURT APPEALS/STAYS

None
CONSENT ORDERS AMENDED
None

DISMISSALS
None

-

Date Reason Amount

FINES

CME opportunities in the area of chronic pain

Program 

treatment plan 

http://projectlaza-
rustrainings.eventbrite.com/ for more information and to 
register for trainings.

Additional resources

-

accessed online at https://www.communitycarenc.org/
population-management/chronic-pain-project/

-



The NCMB has partnered with the North Carolina Medical Society and other health care organizations to give licensees the op-
portunity to participate in high quality continuing medical education on the subject of appropriate opioid prescribing.

Register now to complete SCOPE (Safe and Competent Opioid Prescribing Education) of Pain training, held Friday, October 25, 
in conjunction with the NCMS Annual Meeting at the Raleigh Marriott City Center.  SCOPE of Pain, developed by the Boston Uni-
versity School of Medicine and funded by an unrestricted educational grant from the manufacturers of ER/LA opioid analgesics, 
is designed to help physicians and other practitioners safely and competently manage patients with chronic pain. The FDA has 
mandated that manufacturers of extended release/long acting (ER/LA) opioid analgesics make available comprehensive prescrib-
er education in the safe use of these medications, as part of a comprehensive Risk Evaluation and Mitigation Strategy (REMS). 

During the afternoon-long program, attendees will learn how to:
Decide on appropriateness of opioid analgesics 
Assess for opioid misuse risk 
Counsel patients about opioid safety, risks and benefits 
Competently monitor patients prescribed opioids for benefit 
and harm 
Make decisions on continuing or discontinuing opioid analge-
sics, and 
Safely discontinue opioids when there is too little benefit or too 
much risk and harm.

The program will also include a panel discussion among national and North Carolina experts on the subject of controlled sub-
stances and the treatment of pain. 

North Carolina Medical Board
1203 Front Street
Raleigh, NC 27609

Prsrt Std
US Postage
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Permit No. 2172

Raleigh, NC

EXAMINATIONS

Residents Please Note USMLE Information

United States Medical Licensing Examination
Computer-based testing for Step 3 is available on a daily basis. Applications are available on the 
Federation of State Medical Board’s Web site at www.fsmb.org.

Special Purpose Examination (SPEX)
The Special Purpose Examination (or SPEX) of the Federation of State Medical Boards of the 
United States is available year-round. For additional information, contact the Federation of 
State Medical Boards at PO Box 619850, Dallas, TX 75261-9850, or telephone (817) 868-4000.

BOARD MEETING DATES

August 22-23 (Hearings) 
September 18-20, 2013 (Full Board)
October 17-18, 2013 (Hearings)
November 20-22, 2013 (Full Board)

Meeting agendas, minutes and a 
full list of meeting dates can be 
found on the Board’s website

ncmedboard.org

Visit the Board’s website at www.ncmedboard.org to change your address online. The Board requests all licensees maintain a current 

Controlled substances CME event set for 
Raleigh: October 25

WHAT: SCOPE of Pain CME in opioid prescribing
WHEN: Friday, October 25, 12pm-4:15pm
WHERE: Raleigh Marriott City Center, 500 
Fayetteville St., Raleigh
CME: 
Tuition: $25
TO REGISTER: www.scopeofpain.com/in-person-
training/meeting-locations.php?event=12


