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President’s
Message

Paul Saperstein

On Assuming the
Presidency of the
NCMB

It has been an honor and a pleasure to be
clected president of the North Carolina
Medical Board. The vote of confidence
shown by the other eleven members of the
Board in placing the position of the presi-
dency with a non-physician is a tribute to
their integrity, as it indicates no apprehen-
sion about leadership by someone outside
their own profession. Hopefully, their
action will go a long way toward dispelling
the myth, believed by some individuals with
limited understanding of the Board’s opera-
tion, that the Medical Board often “protects
its own” when it comes to disciplinary mat-
ters.

When I attended my first Board meeting a
little over four years ago in Raleigh, I was
unsure as to how I would be received. But
from the first moment on, all the other
Board members welcomed and mentored
me without reservation. Even though our
educational backgrounds are different, they
eagerly sought my advice and counsel. It
was apparent to me that what the Board
members felt to be of uppermost importance
was that the integrity that has historically
been associated with the Board should be
continued with each new generation of its
members.

As we meet each month, I am always
amazed at the countless hours Board mem-
bers devote in carrying out the functions and
duties required by their individual roles in
the licensing and disciplining organization
of medical practice in the state of North
Carolina. Every member takes each com-
mittee assignment with the utmost dedica-
tion; their tireless efforts and downright
hard work contribute to making the Board
the exceptional organization it is.

To give our constituents (physicians, PAs,
NPDs, and the public) a better understanding
of the Board’s activities, I will try to spot-
light various areas of the Board’s operations
in upcoming numbers of the Forum. We
tend to be like a lot of the bureaucracy; how-
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An Ounce of
Prevention:

Early Intervention
and Helpful Hints

As much as I hate to admit it, I don’t think
most of our physician licensees, when read-
ing the Forum, start with the articles. I have
heard from several physicians that the first
thing they do is page to the section on Board
actions to see if there are any names they rec-
ognize. I am proud of the fact that this
Board recognizes the importance of support-
ing a quality publication to communicate
with its licensees on a variety of issues. So,
although you may be getting to this article
after scanning the Board action list, that is
okay. It provides a segue for the purpose of
this article.

The Importance of Prevention

The Board is here, first and foremost, to
protect the citizens of North Carolina
through the medical regulatory process.
That is done essentially two ways: (1)
through an effective program of vigilance
and accessibility, identifying substandard
medical practices that violate the Medical
Practice Act, and, where required, applying
appropriate sanctions after full due process;
and (2) doing what we can to prevent the
problems and medical misadventures that
precipitate disciplinary actions. This article
is targeted to the second category. 1 will
address the first category in later numbers of
the Forum.

In the medical regulatory marketplace, the
principal measure of the effectiveness of a
board tends to be the number of disciplinary

continued on page 2
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ever, through the dedication of the entire
staff and, as I mentioned before, the hard
work of the Board’s members, the work con-
tinues to be done on a timely basis.

We like to get feedback from our con-
stituents. You may contact us by mail, tele-
phone, fax, or e-mail at the Board office in
Raleigh (see addresses and numbers on page
2 of this Forum). Also, please feel free to get
in touch with me personally at my office in
High Point.

(336) 889-2001
or
CPICO@WORLDNETATTNET

We look forward to hearing from you. [

North Carolina
Medical Board

1-800-253-9653

An Ounce of Prevention
continued from page 1

actions taken by that board. Many national
consumer groups and federal government
critics tend to rate boards based on a “notch-
es in the gunbelt” standard: those medical
boards with the most “serious disciplinary
actions,” meaning revocations, suspensions,
and formal probations, tend to be rated as
the best, and, conversely, those with the
fewest such actions are rated as ineffective.
(We don’t even have formal probation as a
disciplinary option under our statute — we
use consent orders to achieve much the same
purpose, however.) The use of one number
to evaluate the work of a medical board is a
bit like rating the criminal justice system on
the basis of the number of people executed
each year. This is troubling to those of us
heavily invested in this process because we
know it is far too simplistic. The number of
public board sanctions is a useful indicator
of medical board productivity, but taking
this single measure and projecting from it
how safe consumers are in a given state is a
big stretch with no relevant data to support
1t.

If you rate medical boards by the defini-
tion of “serious disciplinary actions” used by
many consumer groups and federal govern-
ment critics, this Board doesn’t stand any-
where near the top of the list. However, we
have in this state a renowned and highly
respected medical culture. There are facili-
ties here to which people from all over the

« world come to
Even ﬂ n ounce of receive specialized
effective preven- 1\ cdical care.

tion can signifi-
cantly reduce the

Clearly, there is a
lot more to the

need for heavy medical regulatory
doses of serions process and its abil-
discivline.” ity to protect .the
p . public than a sim-

plistic counting of “serious disciplinary
actions.” I’s not the same as measuring the
performance of a company in terms of sales
and profits. If we are carrying out our mis-
sion of providing optimal public protection,
we should be doing everything we can to
prevent the problems that lead to complaints
and disciplinary actions. Even an ounce of
effective prevention can significantly reduce
the need for heavy doses of “serious disci-
pline.”

Early Intervention

Each of the Board actions listed in the
Forum involves an element of human
tragedy. There is tragedy for any patients
involved.  There is also tragedy for the
licensee. Imagine the consequence of having
your name in the Board actions section of
this publication. I suspect it would be dev-
astating.

There are many Board interventions that
don’t result in public postings of Board
action, do not meet the parameters of “seri-
ous disciplinary action” counted by con-
sumer groups and government critics, but
are almost as devastating to licensees. There
are anonymous referrals to the North
Carolina Physicians Health Program of
chemically impaired physicians.
Additionally, at the November 1998 meet-
ing of the Board, to cite just one example, 48
physicians were asked to appear before
members of the Board for confidential inves-
tigative interviews to explain possible viola-
tions of the Medical Practice Act that did not
appear to rise to the level of prosecutable
cases requiring public hearings. Many if not
most of these physicians lost quite a few
nights of sleep in anticipation of this experi-
ence. These interviews are effective mecha-
nisms for redirecting behavior in many
instances.

In the final analysis, we provide the best

continued on page 3
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service to the citizens of North Carolina by
minimizing, to the extent practicable, those
problems and events that lead to disciplinary
hearings for violation of the Medical Practice
Act, while ensuring those violations that do
occur are handled appropriately.

The following are some of the mecha-
nisms in place or being developed for early
intervention.

o Assessment/Remediation. The Board is
working on a program that, outside the tra-
ditional disciplinary/prosecution process,
would identify substandard medical skills in
practitioners before they result in public
complaints, removal from hospital staffs, etc.

. These individuals
“Tl?g Board is would be offered
working on a pro-

the opportunity to
gram that would  participate in an

identzfy substan-  assessment/reme-

dard medical skills dition  program

. .. that, if successful,
m [Wm: titroners

would help identi-
b‘ffm"e th‘fy result fy  substandard
in public com-  skills through a

plaints, removal  clinical assessment
from hospital ~ model and then

work with the
staffs, etc.” "
ﬁ% > practitioners on a

prescription for remediation through one of
our state’s medical schools. This follows the
model of the North Carolina Physicians
Health Program by providing incentives for
early identification and intervention before
patients are exposed to substandard care that
results in disciplinary action. The focus is on
prevention. The Board is providing start up
funding for development of this program.

« Improving Referral Sources. Certain refer-
ral sources are more productive than others
in terms of identifying substandard medical
practice. For example, when a physician or
nurse has enough concern to contact the
Board about a peer, that source tends to be a
reliable indicator of true substandard med-
ical care. The Board is working on develop-
ing these sources of information by possibly
improving immunity provisions, meeting
with medical society and hospital staffs to
lower barriers to such reporting, and
improving accessibility of the Board through
mechanisms such as a statewide toll-free
telephone number.

o Improving Coordination and Monitoring
of Marker Information. The Board moni-
tors markers such as malpractice settlements,
hospital staft changes, etc. The vast majori-
ty of these markers do not warrant Board
action when individually considered, but
when evaluated with other markers may

point to problems. For example, a physician
who resigns three hospital staffs at the same
time and subsequently establishes an address
in another location, does not necessarily
show markers of a problem. A physician
who resigns three hospital staffs at different
times in the same community and maintains
the same address, and also suffers a couple of
malpractice settlements, has markers indicat-
ing there may be a problem that needs to be
investigated further.

Avoiding Problems: A Few Hints

Now, let me offer some helpful hints in
the spirit of helping physicians avoid the
problems that may land their names in the
Board action section of the Forum. Though
at least 95 percent of the licensed physicians
in this state are conducting medical practices
in such a way that they will likely never be
called before the Board, there are things that
can be done to minimize exposure, including
the following.
o Avoid Professional Isolation. If you look
back at a sample of people who have suffered
public disciplinary actions after full due
process, professional isolation is a recurring
theme. There are several things that can be
done to avoid this, including insuring appro-
priate back-up, affiliation with professional
associations, and full participation in contin-
uing medical education. The Board will
soon be posting continuing medical educa-
tion requirements. The value of participa-
tion in programs that involve association
with professional colleagues cannot be over-
stated.
o« Pay  Particular  Attention  to
Commumnication with Patients. We receive
over 600 public complaints a year. The most
obvious recurring pattern in these com-
plaints is failed com-

“The most obvious o
munication between

recurrving pattern

f . .~ physicians and

in complaints is patients. From my
fhileﬂl communi- perspective, if the
cation between  physicians  who

physiciﬂns and ~ were the sub]ch of

these  complaints

patients.”
were more careful

about their communication with their
patients, they could have prevented a large
number of these complaints. My friends
involved in writing insurance for medical
malpractice tell me there is little correlation
between bad outcomes and malpractice suits
and settlements. However, there is strong
correlation between poor communication
skills and these suits and settlements. That
correlation also applies in patient complaints
to the Board. I know an obstetrician who
made it through an entire career without
ever being sued, largely because he had

excellent communication skills. Even when
a poor medical outcome occurred, which
happens to all physicians at some time, he
communicated with patients so effectively
and sincerely that they had no inclination to
complain about or sue him.

o Submit Your Name as a Peer Review
Volunteer. We received excellent response to
our solicitation for expert reviewers in the
last Forum. One of the unintended benefits
of serving as an expert reviewer of problems
encountered by other physicians is that you
may experience a “there but for the grace of
God go I” reaction. You would of course
receive the same benefit from serving as a
reviewer for another entity such as a hospital
or medical society complaint committee. I
have heard from several physicians, includ-
ing some who serve on medical boards, that
they have altered their behavior in their
medical practices and benefited from what
they learned as expert reviewers.

o Consider Your Medical License an
Important Asset That Needs to be Protected.
There are patients that would put your
license in jeopardy. For example, there are
drug-seeking patients that seek to divert
controlled substances. Even Stadol and
Ritalin have street value. You need to strike
a very delicate balance between being com-
passionate and medicating patients appro-
priately and identifying those that attempt to
deceive you. I recognize that this is much
more easily said than done.

« Maintain appropriate medical recovds. 1
mentioned previously that 48 physicians
were invited to the last Board meeting to
explain certain events in their practices.
Those that had good medical records to
explain what occurred, regardless of out-
come, fared much better than those that
dide’t.  In one of its position statements,
Medical Record Documentation, the Board
publishes what it expects in a good medical
record. If you are not familiar with that
statement or with the SOAP method of
record keeping that it endorses, I would
encourage you to call the Board and ask for
a copy of it.

Share Your Concerns

National consumer groups are critical of
medical boards because there are “only”
about 2,500 to 4,500 so-called “serious dis-
ciplinary actions” taken annually in this
country. This variation in numbers depends
on who is counting and what is defined as
serious action. Regardless of the counting
mechanism, however, each disciplinary
action represents a tragedy for one or more
patients and the physician named. A great
deal of pain can be avoided through pre-
continued on page 4
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venting such actions by identifying unpro-
fessional behavior or other problems as early
as possible and intervening before harm is
done. Success in that effort is far more
important than numbers of actions or rank-
ings. We solicit your assistance as a licensee
in helping us in

(ﬂﬂﬂmt deal of prevention  and
pm'n can be avoided intervention when

by identifying you believe a col-
unpmféssionul league is headed

. for trouble.
bebavior or other The Board has

problems as early as ecenty adopted a
possible and inter-  position  state-
vening before harm ment that makes a
is done.” point  of the
importance of the
licensee’s  participation in prevention and
intervention. You will find it on page 6 of
this Forum. Meanwhile, I would like to
assure you that you can feel comfortable
sharing your concerns about a colleague on
a confidential basis with any of the Board’s
members or the Board’s medical coordina-
tor, Jesse Roberts, MD. Your decision to do
so may go far to saving a colleague and pro-
tecting his or her patients. The trust the pub-
lic places in you and in us requires we meet
this obligation as effectively as we can. [J

Last Call for Physicians
to Volunteer for the
World’s Largest 1999
Sporting Event:
The Special Olympics
World Games

The Special Olympics World Games,
which will be held in the Triangle from
June 26 to July 4, 1999, needs your help
in staffing its medical teams with physi-
cians who are comfortable providing
primary care for general medical needs
and the assessment and treatment of ath-
letic injuries. A minimum of one day’s
service, a North Carolina medical
license, and a CPR certificate are
required. Physicians interested in volun-
teering should contact Gail Kelley in the
North Carolina Office of Rural Health
and Resource Development, DHHS,
before February 15. Telephone:
(919)733-2040; fax: (919) 733-2981;
e-mail: gkellerh@dhr.state.nc.us.

Breaching the Culture and Language Barrier
Wilton Cradyy Kennedy, PA-C

L

My Kennedy with clinic patient

Imagine traveling with your family to a
foreign country and one of your family
members becomes ill. You rush to the hos-
pital only to discover that none of the
attending staff members speaks any English.
While labs and X-rays are ordered, no one is
able to understand you well enough to gath-
er the relevant history of the present illness.
Eventually, a housekeeper is located who
speaks enough broken English (he was a
semi-pro baseball player for two seasons in
Baton Rouge) to muddle through the exam.
Sound like a nightmare? Well, for thousands
of migrant and seasonal farm workers, it’s a
reality.

Migrant Health Care Centers

From the Fraser fir farms of Watauga
County to the tobacco fields of Wayne
County, and most agricultural enterprises in
between, our cash crops are harvested by
farm workers, the vast majority Hispanic.
These workers provide a cheap yet depend-
able source of labor on which our economy

has become
dependent. By “From the Fraser fir

traveling  from  farms of Watauga
state to state fol- - Coymty to the tobac-
lowing the har- o ﬁelals ofI/Vnyne

vest of different Count b
crops, their work OUNLY, OUT CAs

enables the rest C70ps are harvested
of us to purchase by farm workers, the
fresh produce at vast mp/,jgyity

an  affordable Hi spanic. »
price and allows

farmers to get their crops harvested while
maintaining their bottom line. But this type
of work and lifestyle doesn’t come without a
cost.

President Truman’s words in 1951 still
ring true in 1998: “We depend on misfor-
tune to build up our force of migratory
workers and when the supply is low because
we do not have enough misfortune at home,

we rely on misfortune abroad to replenish
the supply.” Recently, the Department of
Labor declared agriculture to be the second
most dangerous occupation in the U.S., sec-
ond only to mining. The economy is enjoy-
ing such unprecedented buoyancy and low
unemployment that people are unwilling to
consider the dangerous and low paying work
of agriculture. While many protest that
immigration displaces American workers,
the reality is quite different. We are unwill-
ing to work in these conditions for these
wages. For better or worse, they need the
work and we need their labor.

As you might imagine, the intense heat of
the summer contributes to the dispropor-
tionately high rates of heat stress and dehy-
dration among farm workers. They suffer
from high rates of injuries, occupational ill-
nesses, muscular skeletal disorders, der-
matoses, and  pesticide  exposure.
Unfortunately, Hispanics also have high
rates of diabetes and hypertension. Most
continue to work in spite of these condi-
tions, only seeking care when their pain or
symptoms become unbearable. A premium
is placed on working daily to maintain a
steady income. Interruptions from work are
seen as an inconvenience and a distraction, a
threat to their livelihood.

For the last five years, I have had the
opportunity, indeed the pleasure, of working
with this population in a community health
center in western North Carolina. Migrant
health centers were built in response to the
Migrant Health Act of 1962. Blue Ridge
Health Center in Hendersonville was estab-
lished in 1972 to provide limited health ser-
vices to the area’s apple pickers, who traveled
up from Florida every fall. Since then, it has
grown to include several sites and is open
year round. While farm workers account for
only ten-to-fifteen percent of our patients,
we are still very much dedicated to serving
their needs and the needs of their families.
Today, there are more than 150 migrant
health centers nationwide.

Cultural Barriers

Miguel (not his real name) is a typical
patient. A thirty-five year old father of
three, he has been traveling between Florida
and North Carolina for the last 15 years fol-
lowing the tomato and apple crops. He can
make up to fifty dollars a day when condi-
tions are right. He makes more when his
wife and kids help out in the fields, as they
frequently do. He thinks it’s a decent living

continued on page 5
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and for him it is, considering the alternative.
His family does not have health insurance,
nor do they qualify for any government ben-

e s . efits. Because he
Clinicians carmnyg works on small to

for Hispanics, as  medium  sized
well as other cultur- farms and for a

ally diverse groups, ~crew leader, he is
should have an exempt from
. workman’s com-
understanding of !
pensatlon.

folk medicines in
ovder to overcome
cultural barrviers.”

Although  he
infrequently
comes in for his
own care, he fre-
quently accompanies his wife and children.
His wife suffered from preeclampsia and his
children, like most children, have the usual
childhood illnesses. Except for chronic back
pain and well controlled diabetes, he’s
healthy. He has started to develop bilateral
pterygiums, which are more aggravating
than anything else. He has been treated with
preventative INH for tuberculosis and
knows that his lifestyle places him at risk.

Comprehensive treatment for him and his
family involves an understanding of “alterna-
tive” medicine. For generations, he and his
family have combined conventional medi-
cine with their own system of folk medicine.
Clinicians caring for Hispanics, as well as
other culturally diverse groups, should have
an understanding of these folk medicines in
order to overcome cultural Dbarriers.
Inquiring about and possibly incorporating
some of these practices into the treatment of
such patients will improve compliance, out-
comes, and patient satisfaction. Ignoring
them or mocking them will ensure the oppo-
site. As a general rule, the patients will not
rush to your office at the first sign of illness,
but will attempt a home remedy or two
before seeking your professional advice. In
fact, they may have seen a curandero to get
his opinion and treatment first.

Miguel typifies my migrant patients in
many ways. Cultural beliefs haven’t pre-
vented him from seeking medical attention,
but breaking through the barriers makes him
very appreciative and grateful for the care he
receives. It also helps the clinician provide
better care and feel better about the care he
or she is providing.

Language Barriers
My co-workers in accounts receivable at
the Blue Ridge Health Center tell me that
farm workers, as a group, are less frequently
delinquent in their accounts than others.
However, one of the most frustrating expe-

riences in the health care profession involves
those patients who have no transportation
and few resources for keeping appointments
and referrals to health care specialists that we
help them set up. Most farm workers do not
have an automobile or any other resources
for keeping appointments and lack English
for communicating their situation.
Language barriers and lack of resources can
cause appointments to be missed.

Regardless of these difficulties, I have
found that working with the Hispanic popu-
lation has provided me with a unique oppor-
tunity and challenge to provide care to an
appreciative and very underserved popula-
tion. The gratitude that I have received has
been unparalleled by any other patient pop-
ulation to which I've provided health care
services. Learning some Spanish has enabled
me, as a physician assistant, to more fully
understand the Hispanic client’s needs. I
believe we, as health care professionals, have
not fully met the challenges of such a diverse
and complex population. Hispanics repre-
sent the fastest growing minority in
America. If you don’t already have Spanish
speaking patients in your practice, you prob-
ably will soon.

While proficiency in another language
may take years

“I have found that develop, the
working with the  ability to speak
Hispanic population at least a little of

has provided me with the language of
a unique opportuni- YO patient

conveys a stron.
ty and challenge to mes‘; a}ée thf;

provide caretoan il not  go

appreciative and

very underserved
population.”

unnoticed by the
patient. By
developing an
car for the lan-
guage, you will become more efficient and
effective when using an interpreter. There is
nothing more frustrating than to have a long
detailed answer from a patient translated as a
“yes” or “no.” In addition, confidentiality of
the patient/provider relationship can be com-
promised when the interpreter is a family
member, friend, or untrained staff member.
Often the interpreter has limited or inade-
quate medical terminology to effectively
communicate and understand what is rele-
vant to the diagnostic and information-gath-
ering process of the medical interview, exam,
and treatment.

Resources Available
Fortunately for us working in North
Carolina, there are resources available to
assist physicians, PAs and NPs, nurses,
EMTS, and others working toward under-
standing our patients among the Hispanic

population. The North Carolina Health
Alliance was formed in 1994 to coordinate
and streamline access to health care for our
farm workers. One of the administering
agencies is the Division of Community
Health in the North Carolina Department of
Health and Human Services, which operates
a fee for service reimbursement program.
Other administering agencies include the
Office of Rural Health and the North
Carolina Primary Health Care Association.
(See the accompanying list of other national
organizations committed to helping provide
care to farm workers.)

Even though these are valuable resources
for health care providers, there are other
modes of education available. Some recom-
mend use of the Listen & Learn Spanish tapes
(ISBN 0-486-99918-1, Dover Publications,
Inc., 31 East Second Street, Mineola, NY
11501). This resource uses both a tape in
English and Spanish and a fully indexed
manual of every word spoken. These can be
listened to by individuals or groups. They
are ideal for self-study at home or in a car
and deal with practical phrases.

Another step in the right direction is the
use of such tapes and phrase books as Speedy
Medical/Nursing  Spanish, which has com-
mon medical phrases grouped together to
assist health care professionals with various
phrases, questions and answers for specific
areas. There are sections for taking histories
of different anatomic system disorders, phys-
ical examination phrases, medication phrases
for dosing, surgical pre/post operative phras-
es, hygienic and medical assessment phrases.
They are grouped together: the same phrase
in English and Spanish with the phonetic
pronunciation.  These Speedy Spanish for
Medical Personnel (ISBN 0-9615829-9-5)
and Speedy Spanish for Nursing Personnel tapes
and phrase books are available from Baja
Books, Box 4151, Santa Barbara, CA
93140.

One of the better resources available for
medical Spanish study is the curriculum
series Hablar El Idioma De Su Cliente™
“Speaking Your Client’s Language,” devel-
oped by Bess Ives Kennedy. She says:

My idea is that health care can and will
become more language accessible to
Hispanics only if opportunities for intensive
language study are more readily accessible to
medical professionals on-site at their agen-
cies, at local AHEC’s, in universities, and at
community colleges. Medical professionals
need instruction that is practical, adaptable,
situational, culturally sensitive. They need
instruction to facilitate the acquisition of lan-
guage, not just memorization of job-specific

continued on page 6
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phrases. Providers need to be able to under-
stand what the client says and be aware of
cultural issues. Teaching culture is just as
important as teaching the language. By
learning both, medical professionals can
more fully understand their patients and
speak their language.

Ms Kennedy designed the curriculum to
address these needs as well as the material
needs of instructors. At the summer
NCAPA conference, Ms Kennedy held a
Level I introductory workshop for CME
credit. It has been adopted as the core cur-
riculum for classes sponsored by the Area
Health Education Centers (AHECs) in both
North and South Carolina funded by the
Duke Endowment Immigrant Health
Initiative. It has also been used by the
Emory University Physician Assistant
Program in Atlanta, at the Physician
Assistant Program at the University of
Colorado, and by community colleges and
health care agencies across North Carolina.

«Seriousl Presently, the
_ OCTIOUSLY CON~ [ ovel T curriculum
sider the cultuval ongises of a study

barriers that can  packet that includes a
affect the quality student workbook,
of medical cave  Stdy guide, and pro-

and use the gram cassette (ISBN

. 0-9660225-4-8) and
resources avail- o nseructor's packet
able to incorpo-  that includes the

rate some med-  instructor’s manual,
ical Spanish in instructor’s aid, stu-

your pr’mtice.” dent workbook, pro-
gram cassette, and

tests (ISBN 0-9660225-5-6). The course is
adaptable to classroom study, small group
study, and self-study (by those with some
basic knowledge of Spanish). It consists of
10 lessons, requiring a minimum of 20
hours of study. The above publications are
available from Manzana Publications, PO
Box 1512, Flat Rock, NC 28731. Any of
the given publications can be purchased sep-
arately.  For information about a class in
your area, contact your local AHEC or Bess
Ives Kennedy with Manzana Publications
and Program Services at (828) 685-0360 or
at e-mail: manzana@brinet.com.

My hope is that you will seriously consid-
er the cultural barriers that can affect the
quality of medical care and use the resources
available to incorporate some medical
Spanish in your practice to better serve this
patient population. [J

Migrant Health
Resource List

Migrant Clinicians Network, MCN
Migrant Health Provider Orienta-
tion Manual; Streamline; Web site
@ www.amigrantclinician.ory

PO Box 164285

Austin, TX 78716

(512) 327-2017

Manzana Publications and Program
Services

Huablar El Idioma De Su Cliente

“Speaking Your Client’s Languoye”

Medical Spanish Languayye

Curriculum

PO Box 1512

Flat Rock, NC 28731

(828) 685-0360

The National Coalition of Hispa-
nic Health and Human Services
Organization, COSSMHO

Delivering Preventive Health Care to

Hispanics: A Manual for Providers

1030 15th Street, NW, Suite 1053

Washington, DC 20005

(202) 371-2100

The National Center for Farmworker
Health, NCFH

NCEFH Resource Catalog; Newsline

1515 Capital of Texas

Highway South, Suite 220

Austin, TX 78746

The National Rural Health Associa-
tion, HRHA

One West Armour Boulevard,

Suite 301

Kansas City, MO 64111

(816) 756-3140

The National Association of
Community Health Centers, Inc

1330 New Hampshire Ave., NW

Washington, DC 20036

(202) 659-8008

Farmworkers Legal Services of
North Carolina

128 East Hargett Street, Suite 202

PO Box 26626

Raleigh, NC 27611

(919) 856-2180

NCMB Adopts
Position Statement
on Professional
Obligation to Report

At its November meeting, the
North Carolina Medical Board adopt-
ed a position statement on the physi-
cian’s professional obligation to report
incompetence, impairment, and
unethical conduct of colleagues. The
full text of the statement appears
below.

NCMB Position
Statement

PROFESSIONAL OBLIGATION
TO REPORT INCOMPETENCE,
IMPAIRMENT, AND
UNETHICAL CONDUCT

It is the position of the North
Carolina Medical Board that physi-
cians have a professional obligation to
act when confronted with an impaired
or incompetent colleague or one who
has engaged in unethical conduct.

When appropriate, an offer of per-
sonal assistance to the colleague may
be the most compassionate and effec-
tive intervention. When this would
not be appropriate or sufficient to
address the problem, physicians have a
duty to report the matter to the insti-
tution best positioned to deal with the
problem.  For example, impaired
physicians and physician assistants
should be reported to the North
Carolina Physicians Health program.
Incompetent physicians should be
reported to the clinical authority
empowered to take appropriate action.
Physicians also may report to the
North Carolina Medical Board, and
when there is no other institution rea-
sonably likely to be able to deal with
the problem, this will be the only way
of discharging the duty to report.

This duty is subordinate to the duty
to maintain patient confidences. In
other words, when the colleague is a
patient or when matters concerning a
colleague are brought to the physi-
cian’s attention by a patient, the physi-
cian must give appropriate considera-
tion to preserving the patient’s confi-
dences in deciding whether to report
the colleague.

Medical Board Seal in Background
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The North Carolina Board of Nursing:

Moving Toward Multistate Regulation

Polly Johnson, RN, MSN
Executive Directoy; North Carolina Board of Nursing

Ms Johnson

As we move into the next millennium, we
are being challenged with providing safe,
effective nursing care in a new environment
driven by cost-containment as well as an
explosion in information technology. With
the developments in telecommunications
plus the growth of multistate health care net-
works and systems, the delivery of nursing
care is increasingly occurring across state
lines both electronically and physically.

Mutual Recognition

Legal authorization to practice across
state lines is required for telenursing, as well
as for the more traditional practice modali-
ties.

In order to meet our regulatory mandate
of public protection while facilitating nurs-
ing practice across state lines, a mutual
recognition model for nursing licensure has
been developed by the National Council of
State Boards of Nursing. The main charac-
teristics of this mutual recognition model for
nursing regulation include:

. an Interstate Compact for Nurse
Licensure must be adopted by the legis-
lature in each state wishing to partici-
pate in (be party to) this mutual recog-
nition model;

« cach state maintains authority for licen-
sure, practice standards, and discipline;

« the nursing license (RN or LPN) is
obtained in the state of residence and
recognized by other states that have
adopted the Interstate Compact for
Nurse Licensure, ie, the nurse does not
have to obtain an additional license in
order to practice in another party state;

« the nurse is held accountable for know-
ing and complying with the nursing
practice laws and regulations in each
state where the client receives nursing
care, physically or electronically;

. a centralized information system (data-
base) containing relevant licensure and
disciplinary information enables infor-
mation sharing, tracking, and coordina-
tion among states where an individual
nurse may practice; and

. public protection is provided through
established agreements related to juris-
diction, discipline, and information
sharing among party states.

Interstate Compact for Nurse
Licensure

In 1999, we will be secking legislative
enactment of the Interstate Compact for Nuvse
Licensure in North Carolina. This is the legal
agreement between two or more states that
will allow RNs and LPNs to hold a license in
their state of residency (home state), and
have the privi-
lege to practice

“In 1999, we will be

seeking legislative “t‘ . altlh toftlhef
enactment of the  ° U
Interstate Compact . compact.
for Nurse The Interstate
Licensure iz North Compacr  for
Carolina.” Nurse Licensure

establishes the
processes for sharing information among
states to assure that nurses are appropriately
licensed and competent to provide safe care
to the public, and for taking action against
any licensee when that person is not compe-
tent to practice. (An example of a current
interstate compact that most people benefit
from is the driver’s license compact.)

If you wish to have further information
about the mutual recognition model
of licensure and the interstate compact,
you may access the National Council of
State Boards of Nursing Web site at
http:/www.nesbn.org. You may also visit the
North Carolina Board of Nursing’s Web site
at hetp://www.ncbon.com or contact the Board
office for a copy of the model interstate
compact and commonly asked questions and
answers on the compact. These are truly
exciting and challenging times as we move
forward in our efforts to reform the regula-
tion of nursing practice.

In the meantime, each nurse is required to
hold a license in each state in which he/she
practices, whether that practice is done on-
site, via telephone or other electronic media. [

Reprinted from the Bulletin of the North Carolina
Board of Nursing, Fall 1998

Dr Vanderberry Retires
from NCPHP,
Honored by NCMB
and NCMS

Bryant D. Paris, Jr
Executive Director Emeritus, NCMB

Dr Vanderberry
speaking to Board
after vecewing
plague

Robert C. Vanderberry, MD, retired on
October 4, 1998, after serving 10 years as
medical director of the North Carolina
Physicians Health Program (NCPHP). The
NCPHP initially grew out of the North
Carolina  Medical  Society’s (NCMS)
Committee on Physicians Health and
Effectiveness. The NCPHP has become a
model for programs in other states under Dr
Vanderberry’s direction.

NCPHP was designed to rehabilitate physi-
cians and physician assistants who are dis-
abled by chemical dependency and mental ill-
ness. More than 800 physicians and PAs have
benefited from the program’s activity.

Dr Vanderberry has worked closely with
the four medical schools, Areca Health
Education Center programs, and hospitals
throughout the state to assist in identifying
and rehabilitating the impaired, and to devel-
op an individual recovery program to enhance
full recovery.

He was recently honored with the 1998
Caduceus Club Award, which is given annual-
ly to those who have distinguished themselves
by outstanding contributions to the health
care profession. At the recent meeting of the
NCMS, he was also honored by having a
scholarship fund established in his name to
assist physicians who need financial assistance
during a period of remediation.

On the evening of November 19, during its
regular bimonthly meeting, the North
Carolina Medical Board took special notice of
Dr Vanderberry’s long and dedicated service
with the NCPHP and to the medical profes-
sion. On behalf of the Board, Charles E.
Trado, MD, president of the Board, presented
Dr Vanderberry a special plaque that read, in
part:

He saved physicians’ lives,
He saved physicians’ families,
And through his contributions,
Made it possible, again, for these physicians
To save their patients. [
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It’s Not a Matter of Fair, It’s a Matter of Reality

A North Carolina Physician

All of a sudden, I feel a lot like Kerry
Collins. ’'m not 6’ 5” tall and athletic with
an arm like a cannon, but 'm in touch with
the side of Collins that says: “That’s none of
your business.” But it is. And because it is,
it changes lives.

A Different Standard

Collins is 25 and, when he’s not on the
football field, he is apparently an overindul-
gent and under-disciplined young, incom-
pletely mature adult. But he is held to a dif-
ferent standard. Most of us at 25 were
overindulgent and under disciplined, and
that was called growing up. Sometimes it
went without great criticism, sometimes it
resulted in legal skirmishes or having to
answer to parents, with severe embarrass-
ment. But rarely did it become public, or
recorded, or something we have to explain
for the rest of our lives.

Collins went from multimillionaire to
third-string backup quarterback in one week.
His turmoil is discussed publically on ESPN,
in magazines, on the evening news.
Whenever we now recall his name, he will
not only be a first-round draft pick com-
manding millions but also a troubled talent
not realizing his potential. What he felt was
private behavior, none of our business, has
become his persona. There is a different stan-
dard for superstars, fair or not.

There is also a

“There is also g VY different standard
very dzﬁ‘izrent for doctors, fair or not.
standard for 1 crossed that line in

doctors, fair or the total privgcy of my
not. I crossed home. 1 didn’t hurt

that line in the nyone. It had no rela-
total privacy of tonship to my public

my home.” dignity or responsibili-
ties. It was none of
their business, I felt. But, boy oh boy; did it
rock my staid secure world.

From Private Indiscretion to Public
Flaw

One evening, in an attempt to enhance
some feelings, I smoked a marijuana ciga-
rette. It was a totally isolated, foolish,
unproductive reversion back to the 70s,
when I was 25 years younger and circum-
stances were far different. It had been
decades since those different times. Three
days later, I stared a random drug tester in
the face and my heart dropped. All of the
dignity and respect of my life suddenly
became contaminated with a momentary
stupid act. And now the privacy of my
behavior was public, at least in a closed cir-
cle.

I now had to, was absolutely mandated to,
address this isolated act as a character flaw.
The rules of my employment made a private
indiscretion a public accountable flaw that
must be answered in a protocol response.

I was told I could not see patients until
“the matter had been dealt with.” This man-
dated an EAP consultation, an employee
health consultation, an outside confirmatory
consultation with a substance abuse coun-
selor, and, then, an assigned course of coun-
seling with a contracted counselor for six
hours. I'was only able (allowed) to return to
my patient care when several outside author-
ities signed oft on my ability to do so. The
explanation of why I was not on the job
while obviously not physically ill was left to
my best explanation. Maybe it remained pri-
vate, but probably not.

A representative of the North Carolina
Medical Board came to my office to assess
my status. Random drug testing follows
every time anyone in our office is tested. I
was mandated to be evaluated by the North
Carolina  Physicians Health Program.
Finally, I had to appear before the Medical
Board, which made the determination that I
was of no danger to my patients or myself.

There Is No Privacy

I must say that at every juncture, each
intervention was discrete and totally profes-
sional. Every authority was an advocate and
interested in my well-being. But there is no
way that intervention by the battery of inter-
venors can go overlooked by peers and staff.
Needless to say, my isolated foray into for-
bidden waters will never again be even con-
templated, certainly not repeated. I write
this article to underline that what was a
“totally private” indiscretion is now a file in
several offices. What

“I write this was a totally unblem-

article to - .

! ished record of dignity
%nﬁffﬂing that and exemplary service
w 17 v was a , is now contaminated.
totally private There is no pri-

indiscretion is vacy in the life of a

now ”’ﬁle in” high-profile communi-
several Qﬁi ces. ty leader like a physi-
cian. Domestic altercations, alcohol or sub-
stance abuse, arrests, malpractice proceed-
ings, bankruptcy, or financial defaults that
would otherwise be private in less public
persons are delicious fodder for our commu-
nities.

If ever we think our private indiscretions
are none of anybody’s business, we must
realize that different rules apply. Ask Kerry
Collins. It’s not a matter of fair, it’s a matter
of reality. [J

Mr Paul Saperstein of
Greensboro Elected
President of North

Carolina Medical
Board: First Public
Member to Hold
The Post

Paul Saperstein New NCMB
President

On November
1, Mr Paul Saper-
stein, of Greensboro,
took office as presi-
dent of the NC
Medical Board, suc-
ceeding Charles E.
Trado, MD, of Hick-
ory, who will contin-
ue as a member of
the Board for anoth-
er year.

The first public member of the Board to
be elected its president, Mr Saperstein was
appointed by Governor Hunt in 1993 and
served previously as secretary/treasurer and
as vice president of the Board. He has been
a member of a number of Board commit-
tees, including  the  Investigative,
Complaints, Physician Assistant, and
Telemedicine Committees, and has chaired
the Operations and Executive Committees.

A graduate of North Carolina State
University, he is president and chief execu-
tive officer of Concept Plastics, Inc, includ-
ing its CraftTex and Ladybug divisions, in
High Point. He founded Concept Plastics,
Inc, which is one of the nation’s largest man-
ufacturers of custom-molded polyester, in
1970. 1In the 1980s, he was also president
and chief executive officer of Case Casard
Furniture Manufacturing Corporation.
Over the years, he has been active in a wide
variety of community organizations and

groups.

Wayne W. VonSeggen, PA-C,
Vice President

Wayne W. Von-
Seggen, PA-C, of
Winston-Salem,
assumed the post
of vice president of
the NC Medical
Board on Novem-
ber 1, replacing Mr
Saperstein in that
position. Mr  Von-
Seggen, a native of

My Saperstein

My VonSegpen

continued on page 9
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continued from page 8

Towa, has been a physician assistant for over
21 years and currently works with Dr
George Franck at the Employee Health
Center at Wake Forest University Baptist
Medical Center in Winston-Salem. He
received his BA degree in chemistry and
zoology from Olivet Nazarene University in
Illinois, with graduate work in anatomy at
the University of Towa, and completed the
Physician Assistant Program at Bowman
Gray School of Medicine of Wake Forest
University.  He is a fellow member of the
American Academy of Physician Assistants, a
charter member of the North Carolina
Academy of Physician Assistants, and an
associate member of the North Carolina
Medical Society, participating with the
Bioethics Committee.

Mr VonSeggen has served as president of
the North Carolina Academy of Physician
Assistants, has coauthored the results of
three state-wide surveys of the PA profession,
and plays an active role in several profession-
al organizations. He has served on the
Board since 1994, acting as chair of the PA
Committee, nominating members of the PA
Advisory Committee to the Board, and as a
member of several other key committees,
including the Licensing, Investigations,
EMS, and Scope of Practice Committees.

Elizabeth P. Kanof, MD,
Secretary/Treasurer

Also on Nov-
ember 1, Elizabeth
P. Kanof, MD, of
Raleigh, became sec-
retary/treasurer of the
NC Medical Board,
replacing Mrs Martha
K. Walston, of Wil-
son. Dr Kanof was
appointed to the
Board in 1996.
Dr Kanof Dr Kanof, a
native of New York, received her BA from
Mount Holyoke College and her MD from
New York University. She did an internship
at Kings County Hospital Center and resi-
dencies in dermatology at New York
University-Bellevue Medical Center and
Duke University Medical Center. She is a
fellow of the American Academy of
Dermatology and a diplomate of the
American Board of Dermatology. She holds
appointments as assistant clinical professor
of dermatology at the Duke University
School of Medicine and as adjunct clinical
professor of dermatology at the University
of North Carolina School of Medicine.

Very active in organized medicine, Dr
Kanof served as president of the Wake
County Medical Society in 1984 and of the
North Carolina Medical Society in 1994.
She has served on or chaired numerous
Medical Society committees.  Over the
years, she has also been a participant in a
wide range of community and charitable
groups.

She has published several articles and, in
1996, was co-author of “Overcoming

Barriers to Physician Involvement in
Identifying and Referring Victims of
Domestic  Violence,” published in the
Annals of Emergency Medicine.

Dr Kanof has served on the Board’s
Malpractice, Physician Assistant, Physicians
Health Program, and Liaison Committees,
and has been chair of its Complaints, Scope

of Practice, and Alternative Medicine
Committees. [

Bryant D. Paris, Jr, Executive Director Emeritus
of NCMB, Presented John H. Anderson Award
by NC Medical Society

Bryant D. Paris, Ji; (left) veceiving Anderson Awarvd from George C. Barrett, MD

On November 13, 1998, at the 144th
Annual Meeting of its House of Delegates,
the North Carolina Medical Society present-
ed its prestigious John Huske Anderson
Award to the executive director emeritus of
the North Carolina Medical Board, Bryant
D. Daris, Jr.

In presenting the award to Mr Paris,
George C. Barrett, MD, a former president
of the North Carolina Medical Board and
currently vice president of the Federation of
State Medical Boards, made the following
comments.

It is an honor to have the opportuni-
ty to present the John Huske Anderson
Award, for this award, by mandate of
the House of Delegates, is presented to
“those laymen whose contributions
have had a positive impact on the med-
ical profession and the public health in
the manner exemplified by John Huske
Anderson.”

The very fact that the membership of
our society recognized many years ago
that the destiny of our profession is

inextricably related to other professions
and to the public in general, and that
we benefit from the interaction
between professions, helps explain the
wonderful quality of medical care the
citizens of our state receive.

That said, the person to be honored
this year does raise questions that
should be addressed:

« How could he be a lawyer without a
law degree?

« How could he be a physician with-
out a medical degree?

« How could he teach students with-
out teaching experience?

« How could he be a disciplinarian
who loves and has empathy with those
disciplined?

« How did he acquire a vision of what
modern medical boards should be
before his peers understood their role
in medical regulation?

The answer lies in identifying one
who has natural ability and had John
Huske Anderson as a mentor, one who

continued on page 10



NCMB Forum

~ATF

Jobn H. Anderson Award

continued from page 9

understood the feeling John Anderson
had for our profession and who made
plain the responsibility regulators had
to the profession and to those who
sought care from members of the pro-
fession.

Such a person is Bryant D. Paris, Jr.
He brought the North Carolina
Medical Board to a status that is still the
envy of most of his counterparts
around the country. His innovative
successes are too numerous to list in a
short time. A brief list includes creat-
ing physician extender rules, guiding
changes in the Medical Practice Act,
assisting in the development of the
Physicians Health Program, and adding
investigators, full-time attorneys, and a
medical coordinator to the staff. Most
of all, Bryant Paris knew, as did John
Anderson, that the public is best pro-
tected when there is creative tension
coupled with professional respect
between the regulatory board and orga-
nized medicine.

Thus, “Pete” Paris has left a legacy of
integrity, self-effacement, and dedica-
tion to professionalism. And, most
importantly, that legacy includes the
preservation of trust in our profession.
That is what Bryant Paris has succeeded
in doing. I know John Huske
Anderson is beaming today as we pre-
sent this award, named for him, to Mr
DParis.

John Anderson and Bryant Paris
have understood, as too few do, the
absolute necessity for preserving the
covenant of trust so essential to us as
we practice this moral enterprise we call
medicine. This understanding of the
crucial importance of trust in our pro-
fession and in individual physicians is
the positive impact that John
Anderson’s disciple, Bryant D. Paris, Jr,
has had on our profession and on the
public. All else pales before that seis-
mic contribution.

Accepting the award, Mr Paris, joined on
the dais by his wife, Patsy, and his son,
Bryant, shared the following thoughts with
the assembled delegates of the Medical
Society.

You have honored me more than you
know, and more than I am able to
express. I am deeply touched. I
attribute my being honored today to
the influence of many of your peers and
others.

I have learned the value of tenacity
and hard work from Drs Joyce
Reynolds, Pat Pagter, Tom Fitz, David
Citron, and George Barrett. Even
today, Dr Barrett “toils in the fields” to
improve the medical profession. You
should have him tell you of his activi-

ties.

I have learned the value of parenting
or mentoring, as appropriate, from Drs
Charles Wilkerson, Jack Koontz, Joe
Hooper, Harold Godwin, George
Johnson, Hector Henry, Charles Trado,
Simmons  Patterson, and Eben
Alexander.

I have learned of your professional
caring and compassion from Drs Rose
Pully, John Nance, Bruce Blackmon,
Charles Duckett, Liz Kanof, and a host
of other physicians who have served on
the Medical Board. I have learned
compassion from this House as well.

I have learned of and developed a
deep respect for your profession from
Mr Jim Barnes, Dr Bryant Galusha, and
Dr Joe Combs.

And what did I learn from my men-
tor, John Huske Anderson? When I
first came to know him, in 1965, I
began to learn all of these attributes
and values from him. And I learned
something greater from John and that
is a love of your profession, the love
that a parent has for a child, the love
that would cause an outsider to want
you to be the very best you could be.

I am here today, too, because of the
continuous encouragement of my wife,
Patsy, and my son, Bryant, who have
asked me, when I have faced some
dilemma, lawsuit, or media interview:
“What would Mr Anderson do?”

So you now say to me, the profes-
sion and the public, that my “contribu-
tions have had a positive impact on the
medical profession and the public
health in the manner exemplified by
John Huske Anderson.”

Again, thank you. I am greatly hon-
ored and deeply touched. But I say to
you that if my contributions have had a
positive impact on the medical profes-
sion and the public health, it is because
of John Huske Anderson. [J

Audio Tape of “End-
of-Life Decisions
Forum” Available

Description and How to Order:
AUDIO TAPE

Order the Following Directly from
the North Carolina Medical Board

End-of-Life Decisions Forum [4 hours;
1998]

Transcription of a conference developed and
presented by the staffs of the North Carolina
Medical Board, the North Carolina Board of
Nursing, and the North Carolina Board of

Pharmacy. Held in Raleigh, North Carolina,
on October 23, 1998, the conference was
designed to provide a forum for health care
regulators, professionals, and policy makers to
explore the ethical, legal, and other issues sur-
rounding end-of-life decisions and to initiate a
continuing process for addressing such issues.
Speakers included Lawrence O. Gostin, JD,
LLD (Hon), Co-Director of the Johns
Hopkins ~ University and  Georgetown
University Program on Law and Public
Health; George C. Barrett, MD, Vice President
of the Federation of State Medical Boards and
past president of the North Carolina Medical
Board; Anne Dellinger, JD, Professor of Public
Law and Government at the University of
North Carolina; Bill Campbell, PhD, Dean of
the University of North Carolina School of
Pharmacy; David A. Swankin, JD, President of
the Citizen Advocacy Center; Nancy M.P.
King, JD, Associate Professor of Social
Medicine at the University of North Carolina;
Sharon Dixon, RN, MPH, Senior Vice
President of Clinical Services at the Hospice of
Charlotte; Joseph A. Buckwalter, MD,
President of the North Carolina Hemlock
Society; Cathy Clabby, MA, Medical Reporter
for the Raleigh News and Observer; and the
executive directors of the three host boards.
Question and answer periods and reports of
small-group discussions are included. On two
120 - minute audio cassettes. Available
from the NCMB’s Public Affairs Office for
$10.00 (which includes mailing charge).
(Please inquire for costs if requesting ship-
ping outside the U.S.)

Informative Video
Tapes

Descriptions and How to Ovder:

Order the Following Two Directly
from the North Carolina
Medical Board

The Magic Kiss: Sexual Misconduct and
Boundary Violations [114 minutes; 1997]
A seminar conducted at the offices of the
NCMB by Barbara S. Schneidman, MD,
MPH, then Associate Vice President of the
American Board of Medical Specialties and
now Director of the AMA Office of Medical
Education. Introduced by George C. Barrett,
MD, Immediate Past president of the NCMB
and now Vice President of the Federation of
State Medical Boards. This is the presentation
Dr Schneidman has made before a number of
state medical boards and other medical groups
over the past several years. THE ONLY TAPE
AVAILABLE OF DR SCHNEIDMAN’S
SEMINAR ON SEXUAL MISCONDUCT.
Available from the NCMB’s Public Affairs
Office for $10.00 (which includes mailing
charge). (Please inquire for costs if request-
ing shipping outside the U.S.)

continued on page 11
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Edmund D. Pellegrino: “Why Do We
Speak of Responsibility?” [25 minutes;
1994

Distinguished medical ethicist discusses the duties
of medical board members, the ethics of medical
practice, and the role of medical educators. Dr
Pellegrino is Director of the Center for Clinical
Bioethics at Georgetown University Medical
Center. Available from the NCMB’s Public
Affairs Office for $12.95 (which includes mail-
ing charge). (Please inquire for costs if
requesting shipping outside the U.S.)

Order the Following Two Only from the
NC Agency for Public
Telecommunications
116 West Jones Street, #G-10
Raleigh, NC 27603-8003
Telephone (919) 733-6341

Health Connections: Patient-Doctor
Boundaries [60 minutes; 1997

A discussion and call-in Q&A session on sexual
misconduct and related subjects.  Features
Barbara S. Schneidman, MD, MPH, then
Associate Vice President of the American Board of
Medical Specialties and now Director of the AMA
Oftice of Medical Education; George C. Barrett,
MD, Immediate Past President of the NCMB and
now Vice President of the Federation of State
Medical Boards; Margaret H. Nusbaum, DO,
Clinical Assistant Professor, Family Medicine,
University of North Carolina School of Medicine;
and Dale Alexander, PhD, Director, Behavioral
Science, Family Medicine Department, University
of North Carolina School of Medicine. (Original
television  production.) Request Health
Connections program dated 7/17/97 when
ordering from address noted above. Price:
$7.94 (which includes mailing charge).
(Please inquire for costs if requesting shipping
outside the U.S.)

Health Connections: Pain Management
[60 minutes; 1997]

A discussion and call-in Q&A session on the man-
agement of chronic pain and the NCMB’s position
statement on that subject. Features Charles E.
Trado, MD, President of the NCMB, who chaired
development of the NCMB’s statement; William
S. Blau, MD, Assistant Professor, Anesthesiology,
and Director, Pain Medicine, Anesthesiology
Department, University of North Carolina School
of Medicine; and Sunil Dogra, MD, Clinical
Assistant  Professor,  Anesthesiology, and
Attending Physician, Pain Clinic, University of
North Carolina School of Medicine. (Original
television  production.) Request Health
Connections program dated 2/06/97 when
ordering from address noted above. Price:
$7.94 (which includes mailing charge).
(Please inquire for costs if requesting shipping
outside the U.S.) [

P

Hospice Care: Two Valuable Resources Available
Judi Lund Person, MPH, Executive Dirvector
Hospice for the Carolinas

Hospice Care: A
Physician’s Guide
“Rarely in the
course of a patient’s
disease and treatment
is there one moment
when the focus clear-
ly shifts from curative
to palliative. Just as
disease is a process,
so is preparing a
patient for the time
when treatment for cure is no longer an
option. Preparing a patient begins with an
honest discussion of the disease and its out-
comes.” The newly published book, Hospice
Care: A Physician’s Guide, opens with these
words. For many physicians, telling patients
bad news and talking with them about their
choices at the end of life is difficult, uncom-
fortable work. This book is a wonderful
resource on preparing patients for hospice
care, for talking with families and answering
patient and family questions about care, pain
and symptom management, and what lies
ahead.

According to a 1996 Gallup survey, nine
out of ten Americans have said they would
prefer to be cared for at home if they are ter-
minally ill. More than 90% of hospice care
in North Carolina is provided to patients in
their own homes, but hospice care can be
provided in a variety of other settings as
well, such as hospitals, assisted living facili-
ties, long term care facilities, hospice resi-
dences, or hospice inpatient facilities. In
North Carolina, there are 59 beds available
to hospice patients in hospice residences, a
“home away from home” for patients who
have no caregiver, or a frail or elderly care-
giver, at home. In addition, there are 104
beds available in hospice inpatient facilities,
intended to provide short-term pain and
symptom management for patients who
need acute inpatient services. The book
describes the services that can be expected in
cach setting where hospice care is provided.

It also discusses how to refer to hospice
and the support that is available from the
hospice team to the physician. “Most physi-
cians would say hospice care is worth the
investment,” said Michael Levy, MD, PhD,
director of the supportive oncology program
at the Fox Chase Cancer Center in

Ms Lund Person

Philadelphia.  “In many cases the doctor
doesn’t get calls or go to the ER in the mid-
dle of the night because hospice takes the
calls and the hospice nurse goes out to the
home.”

There is a discussion of the services cov-
ered under the remarkably inclusive
Medicare/Medicaid Hospice Benefit.  For
many patients, payment of prescription
drugs related to the terminal illness is one of
the most important benefits provided by the
Medicare/Medicaid Hospice Benefit. The
patient’s attending physician works with the
hospice to develop an individualized plan of
care for the patient and his or her family.
Based on that plan of care, intermittent vis-
its by the hospice nurse, social worker, chap-
lain, and home health aide or homemaker
are made. Medical equipment and supplies
are covered, as are therapies and counseling
services. The patient’s family receives
bereavement counseling for up to a year
after the death of the patient, provided by
the hospice program.

For those physician offices that have had
some confusion about billing issues for hos-
pice patients, the book provides specific
physician billing guidelines. A helpful chart
is included with what should be billed to
Medicare-Part B and what should be billed
to the hospice, and includes billing instruc-
tions for attending, covering and consulting
physicians.

Nearly half the book is devoted to med-
ical guidelines for determining prognosis in
selected non-cancer diseases. The guidelines
were developed by a group of hospice physi-
cians from throughout the country and
published by the National Hospice
Organization. They are designed to assist
physicians in determining appropriate hos-
pice referrals for patients with heart disease,
pulmonary disease, dementia, HIV disease,
liver disease, renal disease, stroke and coma,
and amyotrophic lateral sclerosis.  The
guidelines provide a helpful construct for
physicians reviewing patients who would
benefit from receiving hospice services.

Hospice for the Carolinas received a gen-
erous grant from Faulding Laboratories, the
makers of Kadian morphine sulfate sustained
release capsules, headquartered in Raleigh,
to print Hospice Cave: A Physician’s Guide. It

continued on page 12
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is published by Hospice for the Carolinas
under an agreement with the National
Hospice Organization, which holds the
copyright

A complimentary copy of Hospice Care:
A Physician’s Guide can be
obtained by calling your local
hospice or by calling or send-
ing the form below to Hospice
for the Carolinas.  Multiple
copies may also be ordered using
this form.

1998/99 North Carolina
Home Care & Hospice
Directory

For more than ten years, Hospice
for the Carolinas and the Association
for Home and Hospice Care of North
Carolina (formerly the North Carolina
Association for Home Care) have collabo-
rated to produce a statewide directory of
home health, home care, and hospice ser-
vices. Published by AHHC, the 1998-99
North Carolina Home Care and Hospice
Directory 1s improved and expanded, allow-

ing the user to determine the type of service
needed by a patient, turn to the home care or
hospice section and identify what providers
serve the county. The listings also specify
contact names and a list of services
provided by the agency.
A sec-
tion in the
beginning of
the directory
provides addi-
tional informa-
tion on what is
home care and
what is hospice.
The detailed
description of the
referral process for
either service is also
specified.

Frequently used
by hospital discharge
planners, insurance case managers, patient
advocates, and physician office staff, the
directory is an invaluable resource guide for
physician oftices making referrals to hospice
and home care agencies. Copies of the
Directory may be ordered using the form
below. [

Order Form for
Hospice Care: A Physician’s Guide and
1998-99 Novth Carolina Home Cave and Hospice Divectory

Mail to: Hospice for the Carolinas
1011 Dresser Court
Raleigh, NC 27609-7323
Telephone: (919) 878-1717

Please send me the following items marked below.
A single complimentary copy of Hospice Care: A Physician’s Guide
U Extra copies of Hospice Care at $9.95 each, including tax, shipping and handling

(I enclose $ for

copies)

L1 1998-99 North Carolina Home Care and Hospice Directory at $24.95, plus $5.00
shipping and handling per copy. (NC residents please add 6% of $24.95 for sales tax.)

(I enclose $ for

copies)

Name:

Address:

(UPS will not ship to PO box)

City: State:

Physician specialty:

Zip:

(Name as it appears on the credit card)

Credit Card info if ordering by credit card:

Expiration date:

Credit Card Type: MC/VISA Credit Card Number:

Conference and Course on
Complementary/Alternative Medicine
To the Editor: 1 read [Mr Watry’s] editorial [A
Regulatory Perspective on  Alternative
Medicine] in the NC Medical Board Forum
[No. 3, 1998] with great interest. I have been
interested in these issues for some time and
co-direct a course on complementary/alterna-
tive medicine here at UNC. This last week-
end, I co-organized a three-day conference on
herbal and nutritional supplements at UNC
that was attended by over 250 people (75%

practicing physicians).

One of our speakers was Dr John La Puma
from Chicago, who gave a presentation on the
ethics of alternative medicine.  Another
keynote speech concerned regulatory issues
and standardization of preparations.

The aim of our conference was to inform
health professionals and offer an evidence-
based approach to current herbal therapies. I
would certainly be interested in working with
the Board on any initiatives to address this
growing challenge.

Peter Curtis, MD

Professor, Department of Family Medicine

University of NC School of Medicine

Chapel Hill, NC

Patients Switch Because of Good Results
To the Editor: 1 read with great interest the
article by Andrew W. Watry, A Regulatory
Perspective on Alternative Medicine [Forum
No. 3, 1998].

He made many good points and the cre-
ation of a special committee on alternative
medicine is a big step in the right direction.

I would hasten to add that one of the
biggest reasons that patients are turning to
complementary therapies was not mentioned.
It is true that there is general dissatisfaction
with today’s version of traditional medicine,
but the biggest reason that patients “switch”
is because of good results.

It matters little to the patient with trigemi-
nal neuralgia if acupuncture is found effective
within the pages of the New England Journal
of Medicine or not. What matters is the pain
relief the patient experiences with bimonthly
acupuncture treatments in place of debilitat-
ing drug therapy.

To miss this point is to misunderstand the
entire phenomenon. Many forms of alterna-
tive medicine can successfully address prob-
lems Western medicine cannot.

It is therefore incumbent on the traditional
practitioner to become informed about what
works and what does not.

I see a not-too-distant future where most
traditional practitioners embrace and use
what we today call “alternative” medicine;
more properly, complementary therapies, an
interesting amalgam of the best of both
worlds. [

Richard J. House, MD, LAc

Goldsboro, NC
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Amended Board Rules Proposed for Fees, NPs, and PAs; New
Rule Proposed for CME

The North Carolina Medical Board, following hearings on October
30, 1998, approved proposed amended rules on registration fees, nurse
practitioners, and physician assistants. It also approved a proposed new
rule for continuing medical education. The proposed rules must now
be considered and approved by the Rules Review Commission and pre-
sented to the General Assembly before taking effect. Their final dispo-
sition will be noted in the Forum. The proposed rules are not in force
and are presented below for information.

(Though every effort has been made to ensure the accuracy of the fol-
lowing material, it is not presented here as a legal reference and the
North Carolina Medical Board cannot assume responsibility for any
errors contained herein.)

CHAPTER 32. BOARD OF MEDICAL EXAMINERS
SUBCHAPTER 32F - ANNUAL REGISTRATION

.0103 Fee

Each physician shall pay an annual registration fee of one hundred
dollars ($100.00) to the Board every year in accordance with G.S. 90-
15.1; except, each physician holding a resident’s training license shall
pay an annual registration fee of fifteen dollars ($15.00), and every
physician who holds a special volunteer license shall pay an annual reg-
wstration fee of ten dollars ($10.00), and every physician who holds a
limited volunteer license shall pay no fee.

SUBCHAPTER 32M - APPROVAL OF NURSE PRACTI-
TIONERS

.0101 Definitions

The following definitions apply to this Subchapter:

(1) “Medical Board” means the North Carolina Medical Board.

(2) “Board of Nursing” means the Board of Nursing of the State of

North Carolina.

(3) “Joint Subcommittee” means the subcommittee composed of
members of the Board of Nursing and Members of the Medical
Board to whom responsibility is given by G.S. 90-6 and G. S. 90-
171.23(b)(14) to develop rules to govern the performance of
medical acts by nurse practitioners in North Carolina.

“Nurse Practitioner or NP” means a currently licensed registered

nurse approved to perform medical acts under an agreement with

a licensed physician for ongoing supervision, consultation, col-

laboration and evaluation of the medical acts performed. Only a

registered nurse approved by the Medical Board and the Board of

Nursing may legally identify oneself as a Nurse Practitioner. It is

understood that the nurse practitioner, by virtue of RN licensure,

is independently accountable for those nursing acts which he or
she may perform.

(5) “Nurse Practitioner Applicant” means a registered nurse who
may function prior to full approval as a Nurse Practitioner in
accordance with Rule .0102 (b)(4) of this Subchapter.

(6) “Supervision” means the physician’s function of overseeing med-
ical acts performed by the nurse practitioner.

(7) “Collaborative practice agreement” means the arrangement for
nurse practitioner-physician continuous availability to each other
for on-going supervision, consultation, collaboration, referral
and evaluation of care provided by the nurse practitioner.

(8) “Primary Supervising Physician” means the licensed physician
who, by signing the nurse practitioner application, is held
accountable for the on-going supervision, consultation, collabo-
ration and evaluation of the medical acts performed by the nurse
practitioner as defined in the site specific written protocols.

(a) The primary supervising physician shall assume the responsi-
bility of assuring the Boards that the nurse practitioner is
qualified to perform those medical acts described in the site
specific written protocols.

(b) A physician in a graduate medical education program,
whether fully licensed or holding only a resident’s training
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license, shall not be named as a primary supervising physi-
cian.

(c) A physician in a graduate medical education program who is
also practicing in a non-training situation may supervise a
nurse practitioner in the non-training situation if fully
licensed.

(9) “Back-up Supervising Physician” means the licensed physician
who, by signing an agreement with the nurse practitioner and
the primary supervising physician(s), shall be held accountable
for supervision, consultation, collaboration and evaluation of
medical acts by the nurse practitioner in accordance with the site
specific written protocols when the Primary Supervising
Physician is not available.

(a) The signed and dated agreements for each back-up supervis-
ing physician(s) shall be maintained at each practice site.

(b) A physician in a graduate medical education program,
whether fully licensed or holding only a resident’s training
license, shall not be named as a back-up supervising physi-
cian.

(c) A physician in a graduate medical education program who is
also practicing in a non-training situation may be a back-up
supervising physician to a nurse practitioner in the non-train-
ing situation if fully licensed and has signed an agreement
with the nurse practitioner and the primary supervising
physician.

(10) “Approval” means authorization by the Medical Board and the
Board of Nursing for a registered nurse to practice as a nurse
practitioner in accordance with this Subchapter.

(11) “Written protocols” means the signed and dated set of written
practice guidelines maintained at each practice site which
describe the prescribing privileges, treatments, tests and proce-
dures that define the scope of the nurse practitioner’s medical
acts in that setting. Clinical practice issues that are not covered
by the written protocols require nurse practitioner/physician
consultation, and documentation related to the treatment plan.

(12) “Volunteer practice” means practice without expectation of
compensation or payment (monetary, in kind or otherwise) to
the nurse practitioner either directly or indirectly.

(13) “Disaster” means a state of disaster as defined in North
Carolina General Statute 166A-4(3) and proclaimed by the
Governor, or by the General Assembly pursuant to North
Carolina General Statute 166A-6.

(14) “Interim Status” means the privilege granted by the Boards to
a new graduate of an approved nurse practitioner educational
program or a registered nurse seeking initial approval in North
Carolina with limited privileges, as defined in Rule
.0003(b)(4) of this Subchapter, while awaiting final approval
to practice as a nurse practitioner.

(15) “Temporary Approval” means authorization by the Medical
Board and the Board of Nursing for a registered nurse to prac-
tice as a nurse practitioner in accordance with this Rule for a
period not to exceed 18 months while awaiting notification of
successful completion of the national certification examination.

(16) “National Credentialing Body” means one of the following cre-
dentialing bodies that offers certificat