PRIMUM NON NOCERE

PRESIDENT’S MESSAGE

Will physicians lose the privilege of self regulation?

“I am thrice blessed. I am blessed to be a physician, a practitioner of the healing arts. I am blessed to practice in the state of North Carolina
where physicians are still held in high regard. I am blessed to have been nominated by my peers and appointed by the Governor to serve on the North
Carolina Medical Board—a Board which is among the finest in the country and which protects its citizens yet treats physicians humanely and fairly.”

I meant the words that
appear above when I spoke
them to physician colleagues
at a Medical Board dinner in
2007. Today, I feel even more
strongly that I am blessed, in
part because of my experi-
ences at a recent professional
meeting.

In October 2008 I repre-
sented the North Carolina
Medical Board at an interna-
tional conference on medical

regulation. The theme of the
conference was professional-

George L. Saunders, I, MD

ism, a term that had many
meanings in the context of
the conference and indeed in the practice of medicine. The pur-
pose of the trip was for a member of the Board to see if we
could learn from other countries that are at similar and dissimi-
lar places in the regulation of physicians.

Having attended a number of Federation of State Medical
Board meetings during my tenure, I knew that North Carolina
is a national leader both in the protection it affords its citizens
and for the fair manner in which it regulates physicians. I al-
ways come away from these meetings with new ways of think-
ing about the job we do. I felt confident the international con-
ference also would prove useful.

I was struck by the undercurrent of loss that permeated the

meeting. Doctors in many other countries felt that they had
lost the regulation and control of medicine. While your medi-
cal board is comprised mainly of physicians, lay people hold a
majority of board seats in many other Anglophone countries.
The lay board members present were forthright, even strident,
in their positions. Some of these positions were well intentioned,
but misinformed. A number of formal presentations, and the in-
formal conversations that occurred between sessions, confirmed
my unease with government-run medical regulatory systems.
On returning to North Carolina, I was grateful to be home. I
felt grateful — truly blessed — to practice medicine in the Unit-
ed States. Listening to my brother and sister physicians from
abroad, I realized that physicians in the U.S. are fortunate. For
the most part our voices are not only heard but heeded, especial-
ly in this great state of North Carolina. Physicians, for the most
part, are trusted to uphold the best interests of their patients.
In other countries, where medicine is regulated by lay people,
physicians do not enjoy this type of public trust. Often, there
have been high-profile cases where physician-led regulatory bod-
ies did not adequately protect the public and patients suffered or
died. The price of those lapses was the loss of self-regulation.
How close are we to losing self regulation in North Carolina?
In my opinion, we are closer than some might think. A few years
ago, after some very public lapses here, the Board faced both a
lawsuit and proposed legislation that would have, in my opin-
ion, gutted the Board. We could have ended up with a Board
dominated by political appointees or physicians handpicked by
special interest groups. Instead, the Board stepped up and pro-
posed alternative changes and legislation that gave greater pub-
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lic protection while preserving physician regulation of
medicine. Even with all these changes —changes that
benefitted the citizens of North Carolina — we can still
lose the authority to self-regulate.

The best way to ensure that we retain the privilege
of policing ourselves is to do such a good job that no
one else could do better.

Many physicians are offended by the new world order
that demands that duly licensed medical professionals
submit to intense public scrutiny and greater disclo-
sure. We gnash our teeth and talk about the “good old
days” when physicians were honored and respected, al-
most without question.

But step back for just a moment. Are we any dif-
ferent from our patients? Are we not suspicious of
the car mechanic who says that our vehicle needs a
major repair? Don’t we want a second opinion on the
cost of the new addition to our house? Why shouldn’t
our patients want more choices, more information?
How many of us would allow a relative stranger to
perform surgery on us without making a few phone
calls first?

At a dinner not very long ago where I believe that I
and fellow Medical Board members were on the menu
as the main course (I say this only half-jokingly), 1
stated that we are fighting over the choice of wallpa-
per when our house is burning down.

As physicians, we can argue till we are blue in the
face about the value of malpractice information. We
can squander political capital and good will fighting
over changes that will not affect 95 percent of physi-
cians and will have a negligible effect on the other 5
percent. Or, we can work to change the things that
really matter, such as, reforming a payment system
that values procedures and sickness over prevention
and health and reversing the ongoing loss of primary
care practices (the back bone of all medical care) that
are declaring bankruptcy daily and threatening to
implode the entire health care system.

As our health care system continues to fail, contin-
ues to leave our patients without adequate care, we
need to consider our every action and every lobbying
effort carefully.

Medicine will be regulated. The only question is,
by who?

Your NCMB President

George L. Saunders, lll, MD

Home: Oak Island, NC

Specialty: Family practice

Board certifications: Family practice, geriatrics
NCMB service: Named June 2003 to fill unexpired
term; Appointed for first term Nov. 2003;
Reappointed Nov. 2006

Term as President: Nov. 2008-Oct. 2009



BOARD NEWS

Renewing your license online:

It’s never been easier

The North Carolina Medical Board is continuing to
improve the annual renewal process to make it faster
and easier for physicians and physician assistants to re-
new their licenses online.

Beginning in May 2009, all licensees must use the on-
line portal to renew. Most licensees — about 92 percent
— already use the secure, Web-based system. The whole
process takes 10 to 15 minutes and licensees pay their
annual renewal fee by credit card.

Recent enhancements to the online renewal process
include emailing physicians and physician assistants
electronic copies of the renewal receipt and certificate.
Licensees may store these documents on their comput-
ers and print them at any time. (If you do not receive
the automated emails from the Board, please be sure to
check your SPAM or junk mail folder before contacting
us).

The Board also has made it easier for MD/DO li-
censees to track continuing medical education. The
improved CME page lets licensees see how many hours
have been entered for the current three-year block and
also indicates what year of the reporting period they
are in.

Several additional improvements to the online re-
newal page, and other online services for licensees, have
been made or are planned for the near future. They in-
clude:

* Giving licensees the option of having the renewal
notice emailed to them instead of having it sent via
regular mail. The Board began offering this service
in December. If you select electronic notification,
the Board will send you an email about 60 days
before your license is due for renewal. The email
message will include a link to the online renewal
Web page.

* Allowing MDs, DOs and PAs to update their online
practitioner profiles, including current practice
contact information, at any time. Up until now
your profile has been updated once a year when
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May 2009: Renewals go online

Beginning in May, all licensees must renew online. Here’s

how to do it:

I. The Board will mail or email a renewal notice to
you that will include a unique file ID#. You'll use
the file ID# and your birthdate to log in to the
appropriate renewal page from the Board’s Web
site at www.ncmedboard.org.

2. Before you renew,be sure to have CME information
ready to enter and be prepared to pay your renewal
fee by credit card (Visa/Mastercard).

3. After you complete the renewal process, your re-
ceipt and renewal certificate will be emailed to you.
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you renew your license or if you notify the Board
of a change

* Modifying the CME page for PAs. Once the Board
has made the changes, PAs will be able to see the
complete two-year CME block and quickly deter-
mine how many hours have been entered.

* Redesigning the NCMB Web site to help licensees
and other visitors get to the information they are
seeking faster. For example, the redesigned Home
page may feature a “Quick Link” that takes licens-
ees directly to the renewal page.

e The Board’s quarterly newsletter, The Forum,
will be distributed electronically. When a new is-
sue is available, licensees will be notified via email.
Please be sure to provide the correct email address
when you renew your license. Licensees who prefer
to receive a paper copy of the Forum may opt out
of email notification.

What else can we do?

The NCMB strives to serve its licensees as efficiently
as possible. Please take the time to complete a short
survey after renewing your license online. This survey
provides the Board with feedback on your renewal ex-
perience. The final survey question allows licensees to
provide the Board with comments and ideas to improve
our service. The NCMB has received many helpful sug-
gestions. Please keep them coming!

Serve on the Medical Board

The independent panel that nominates candidates
for certain seats on the North Carolina Medical Board
is seeking applications for three positions that will come
open this year.

Two physician seats on the Board will be vacated by
Dr. George L. Saunders III, and Dr. Janelle A. Rhyne,
who each complete their second consecutive terms on Oct.
31. Under state law, Saunders and Rhyne are ineligible for
reappointment.

A third seat on the Board, to be filled by a physician
assistant or nurse practitioner, will come open when Peg-
gy Robinson, PA-C, completes her first three-year term
on the Board, also on Oct. 31. Robinson is eligible for
reappointment. However, state law allows other licensed
PAs or NPs to apply.

The nominating panel must recommend at least two
candidates for each open seat to Gov. Beverly Perdue, who
will make the final selection. Applicants have to meet cer-
tain requirements including holding an active, unrestrict-
ed North Carolina license. Applications are due July 1.

For more information, visit the Web site of the Re-
view Panel for the North Carolina Medical Board at www.

ncmedboardreviewpanel.com Applicants may complete an
online application or download a copy of the application
and detailed instructions.
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Dr. Jablonski

BOARD NEWS

Board elects President-elect, Secretary/Treasurer

The North Carolina Medical Board held elections at its November meeting to round out its leadership team, which

was left with a vacant position after President-elect Dr. Ralph Loomis’ term on the Board ended in October. The of-

ficers’ terms began Nov. 1 and run through October 2009.

President-elect
Donald E. Jablonski, DO

Dr. Jablonski took his undergraduate degree at the
University of Windsor, Windsor, Ontario, Canada, with
graduate study at Oakland University, Rochester, Michi-
gan. He received his DO degree from the Chicago Col-
lege of Osteopathic Medicine. He did his internship at
Lakeview General Hospital in Battle Creek, Michigan,
where he served as chief intern.

Dr. Jablonski has practiced in Florida and Ohio, as
well as North Carolina. He was appointed to the Board
in 2005. He is a preceptor for medical students at UNC,
Chapel Hill School of Medicine and at Duke University
School of Medicine. He chairs the Board’s Licensing
Committee and serves on the Disciplinary, Best Practic-
es and Executive Committees. Dr. Jablonski was elected
Board Treasurer in 2007. In July 2008, he was elected to
the combined position of Secretary/Treasurer, a position
he now vacates to serve as President-elect.

Secretary/Treasurer
Janice E. Huff, MD

Dr. Huff graduated with honors from Michigan State
University, earning a BS degree in physiology. She earned
her medical degree from Saint Louis University School of
Medicine, where she was inducted into the Alpha Omega
Alpha medical honor society. She completed her internship
and residency training in the Department of Family Medi-
cine at Carolinas Healthcare System in Charlotte, formerly
Charlotte Memorial Hospital and Medical Center.

Dr. Huff is a part-time faculty member of the Family
Medicine Residency Program at Carolinas Medical Center
in Charlotte and is a clinical instructor in the Department
of Family Medicine at the University of North Carolina,
Chapel Hill. She also practices part-time at Presbhyterian
Urgent Care, McLeod Addictive Disease Center, Mecklen-
burg Health Care Center and Cascade Services in Char-
lotte.

Dr. Huff was appointed to the Board in 2008.

A review of significant NP rule changes

Eileen C. Kugler, RN, MSN, MPH, FNP
Manager — Practice, North Carolina Board of Nursing

Several changes to administrative rules that affect
nurse practitioners took effect in 2008, including im-
portant new requirements for CME and annual renewal
of NP approval. These are summarized below.

Annual Renewal
Beginning January 1, 2009, NP approval must be
renewed annually by the last day of the NP’s birth
month. There will be NO grace period.

Continuing Education

The continuing education rule for NPs (21 NCAC
36 .0807, 21 NCAC 32M .0107) was amended effective
April 1, 2008. It now states that NPs must have 50 con-
tact hours of continuing education each year beginning
with the first renewal after initial approval to practice
has been granted. This replaces the requirement of
100 hours every two years. Continuing education con-
tact hours are those hours for which approval has been
granted by the American Nurses Credentialing Center
(ANCC), Accreditation Council on Continuing Medi-
cal Education (ACCME), other national credentialing
bodies or practice relevant courses in an institution of
higher learning.

Effective January 1, 2009, hours spent as a preceptor
of NP students are NOT considered continuing educa-
tion hours for the purpose of compliance with the con-

tinuing education rule. NP continuing education must
be officially approved nursing or medical continuing
education credits such as seminars, workshops, confer-
ences and presentations that award continuing educa-
tion contact hours.

Application/Renewal
The Board of Nursing and the Medical Board ap-
proved changes in the NP rules at their September
meetings to improve clarity and to allow for the new
online application processes. The following changes be-
came effective on November 1, 2008:

* NP Registration — 21 NCAC 36 .0803, 21 NCAC
32M .0103 (b)(1) add “or higher” degree

* Process for Approval to Practice — 21 NCAC 36
.0804, 21 NCAC 32M .0104 (a)(2) technical change
to allow for online application process

* Annual Renewal — 21 NCAC 36 .0806, 21 NCAC
32M .0106 (c) change approval to expire on the
last day of the NPs birth month.

* Prescribing Authority — 21 NCAC 36 .0809, 21
NCAC 32M .0109 (b)(6) delete as same is included
in (b)(7)(A);(b)(7)(A) technical change for clarity
and (c) add “other than samples”

* Fees — 21 NCAC 36 .0813, 21 NCAC 32M .0115 (a)

technical change for consistency with (b)



CLINICAL UPDATES

Unbiased info on drug marketing practices
FSMB Web portal gives prescribers easy access to new CME courses

Federation of State Medical Boards

A new Web-based tool provides U.S. physicians with
access to free, accredited CME courses about pharma-
ceutical industry marketing techniques and their effect
on prescribing practices. Located at www.fsmb.org/re/
open/modules.html, the website is part of the Attor-
ney General Consumer and Prescriber Education Grant
Program, which provides prescribers tools for access-
ing unbiased sources of information about drugs.

For example, two modules developed by the George-
town University Medical Center (GUMC) discuss re-
quirements regarding new drug approvals and how
generic drugs are tested and approved.

“We want to educate doctors about the fact that
generic drugs are held to exactly the same standard
as different batches of branded drugs,”
Fugh-Berman, M.D., associate professor of Physiol-
ogy and Biophysics at GUMC.

Although pharmaceutical sales representatives may

said Adriane

misinform doctors that generic drugs may contain 20
percent less drug than brand-name medications, said
Dr. Fugh-Berman, different batches of drugs may dif-
fer slightly in potency, but allowable variability never
approaches 20 percent.

“Doctors want to take the best care of their pa-
tients, but misinformation from drug reps can inter-
fere with good medicine,” said Dr. Fugh-Berman. “We
want to prevent doctors from increasing the dose of
generics to compensate for their supposedly weaker ef-
fect, a practice that increases the risk of adverse medi-
cation effects.”

CME courses on the portal are accredited and avail-
able free of charge to all U.S. prescribers. Courses cur-
rently available include:

* Drug Approval in the U.S.: How Drugs Get to
Market

* Generic Drugs: Prescribing Sensibly

* What’s Hype? What’s Right? Assessing New In-
formation from Pharm Reps to the Latest Jour-
nals

* Why and how are drugs approved?

e There’s no such thing as a free lunch ... or dinner

* A Clinician’s Guide to Critical Appraisal of Clini-
cal Trials

¢ Pharmaceutical Marketing: Its Goal is to Influ-
ence Your Prescribing Practices

* Principles of Rational Prescribing

The Federation of State Medical Boards Research
and Education Foundation developed and implement-
ed the Web site to disseminate educational courses
developed by grant recipients. These include the Kai-
ser Foundation Health Plan of Colorado, Georgetown
University Medical Center, the Lovelace Clinic Foun-
dation, Massachusetts General Hospital (MGH) Insti-
tute of Health Professions, the Meyers Primary Care
Institute, Northeastern Ohio University College of
Medicine and Pharmacy, the University of California,
San Francisco, and Wake Forest University Health
Sciences.

State rule changes encourage routine HIV testing

HIV/AIDS specialists and public health leaders fear
that clinicians are overlooking a powerful tool in the
fight against the disease: routine HIV testing.

The U.S. Centers for Disease Control and Prevention
recommended in 2007 that all Americans aged 13 to 64
be routinely tested for HIV, regardless of risk status.
However, there is little evidence that medical profes-
sionals in private, federal and state health care facilities
are actually doing it.

Routine testing is considered an effective way to stop
the spread of HIV disease because many new infections
are thought to be spread by persons who do not know
they are infected. Some research suggests that up to
70 percent of new HIV/AIDS cases are spread unwit-
tingly.

Routine testing could prove especially helpful in
North Carolina, where about 30 percent of the roughly
2,000 new cases of HIV disease diagnosed in the state
each year are new AIDS cases. That suggests a signifi-

cant reservoir of patients who may not know they are
infected.

North Carolina amended its HIV testing rules in late
2007 to remove barriers to routine testing. Some of the
changes include:

* Eliminating the requirement for pre-test counseling.
Also, post-test counseling for persons with a nega-
tive HIV test is no longer required.

* Clarifying that HIV testing can be included in a
panel of tests using a general consent for treatment.
In other words, clients must be notified that they
will be tested for HIV, but a specific consent form for
HIV testing is no longer required.

Review a complete list of North Carolina’s HIV rule

changes at: www.epi.state.nc.us/epi/hiv/regulations.
html

Source: Communicable Disease Branch, NC Department of
Health and Human Services
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POSITION STATEMENTS

N.C. Medical Board Position Statements
A guide to the Board’s Position Statements as of 12/31/08

If you keep just one issue of the Forum to refer to throughout the year, this should be it. The following pages contain the full texts
of the North Carolina Medical Board’s position statements. The positions provide licensees with important guidance on such topics
as when it’s acceptable to prescribe to a family member or significant other (see page 10 for the answer) and how long a practitioner
should retain copies of patient medical records (you’ll find the answer on page eight). The position statements of the Board may also
be found at www.ncmedboard.org

This year there are two new position statements. One states the Board’s support for Project Lazarus, an innovative approach to
stopping deaths from opioid overdose that is being tested in Wilkes County. The other new addition sets out the Board’s expectations
for physicians testifying as expert witnesses.

The principles of proféssionalism and performance expressed in the position statements of the Novtl Cowolina Medical Bocd apply to all pessons licensed amdjfor approved by the Board to vender medical
cowre it amy level.
Disclaimer
The North Carolina Medical Board makes the information in this publication available as a public service. We attempt to update this printed material as often as possible and to ensure
its accuracy: However, because the Board’s position statements may be revised at any time and because errors can occur, the information prt:scntcd here should not be considered an official
or complcte record. Under no circumstances shall the Board, its members, officers, agents, or employees be liable for any actions taken or omissions made in reliance on information in this
publication or for any consequences of such reliance. A more current version of the Board’s position statements will be found on the Board’s Web site: wwmscmedbonrd.oryy, which is usually

updated shortly after revisions are made. In no case, however, should this publication or the material found on the Board’s Web site substitute for the official records of the Board.

What AreThe Position Statements of the Board
and toWhom Do They Apply?

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

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

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

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

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

4. A lack of disciplinary actions to enforce a particular standard men-
tioned in a Position Statement should not be taken as an abandonment
of the principles set forth therein.

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

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

[Adopted November 1999]

Table of Contents

The Physician-Patient Relationship 7
Medical Record Documentation 7
Access to Medical Records 7
Retention of Medical Records 8
Departures From or Closings of Medical Practices........cccocoocuveeunevunenancs 8
The Retired Physician 8
Advance Directives and Patient Autonomy 9
Availability of Physicians to Their Patients 9
Guidelines for Avoiding Misunderstandings During

Physical Examinations 9
Sexual Exploitation of Patients 9
Contact with Patients Before Prescribing 9
Writing of Prescriptions 10
Self-Treatment and Treatment of Family Members

and Others with Whom Significant

Emotional Relationships Exist 10
The Treatment of Obesity 10
Prescribing Legend or Controlled Substances for Other

Than Valid Medical or Therapeutic Purposes, with

Particular Reference to Substances or Preparations

with Anabolic Properties 10
Policy for the Use of Controlled Substances

for the Treatment of Pain 10
End-of-Life Responsibilities and Palliative Care...........cccccccoveuvervvucnancee 12
Joint Statement on Pain Management in End-of-Life Care................. 12
Office-Based Procedures 13
Laser Surgery 17
Care of the Patient Undergoing Surgery

or Other Invasive Procedure 17
HIV/HBYV Infected Health Care Workers 17
Professional Obligation to Report Incompetence,

Impairment, and Unethical Conduct 18
Advertising and Publicity 19
Sales of Goods from Physicians Offices 19
Referral Fees and Fee Splitting 19
Unethical Agreements in Complaint Settlements.........cococeeeucucecnnnee. 19
Medical Supervisor-Trainee Relationship 19
Competence and Reentry to the Active Practice of Medicine .......... 19
Capital Punishment 19
Physician Supervision of Other Licensed

Health Care Practitioners 20
Drug Overdose Prevention 20
Medical Testimony 20




POSITION STATEMENTS
THE PHYSICIAN-PATIENT RELATIONSHIP

The duty of the physician is to provide competent, compassionate, and economi-
cally prudent care to all his or her patients. Having assumed care of a patient, the
physician may not neglect that patient nor fail for any reason to prescribe the full
care that patient requires in accord with the standards of acceptable medical prac-
tice. Further, it is the Board’s position that it is unethical for a physician to allow
financial incentives or contractual ties of any kind to adversely affect his or her medi-
cal judgment or patient care.

Therefore, it is the position of the North Carolina Medical Board that any act by
a physician that violates or may violate the trust a patient places in the physician
places the relationship between physician and patient at risk. This is true whether
such an act is entirely self-determined or the result of the physician’s contractual
relationship with a health care entity. The Board believes the interests and health of
the people of North Carolina are best served when the physician-patient relationship
remains inviolate. The physician who puts the physician-patient relationship at risk
also puts his or her relationship with the Board in jeopardy.

Elements of the Physician-Patient Relationship
The North Carolina Medical Board licenses physicians as a part of regulating the
practice of medicine in this state. Receiving a license to practice medicine grants the
physician privileges and imposes great responsibilities. The people of North Carolina
expect a licensed physician to be competent and worthy of their trust. As patients,
they come to the physician in a vulnerable condition, believing the physician has
knowledge and skill that will be used for their benefit.
Patient trust is fundamental to the relationship thus established. It requires that:
e there be adequate communication between the physician and the patient;
* the physician report all significant findings to the patient or the patient’s le-
gally designated surrogate/guardian/personal representative;
* there be no conflict of interest between the patient and the physician or third
parties;
* personal details of the patient’s life shared with the physician be held in con-
fidence;
* the physician maintain professional knowledge and skills;
e there be respect for the patient’s autonomy;
* the physician be compassionate;
* the physician respect the patient’s right to request further restrictions on
medical information disclosure and to request alternative communications;
e the physician be an advocate for needed medical care, even at the expense of
the physician’s personal interests; and
e the physician provide neither more nor less than the medical problem re-

quires.

The Board believes the interests and health of the people of North Carolina are
best served when the physician-patient relationship, founded on patient trust, is con-
sidered sacred, and when the elements crucial to that relationship and to that trust—
communication, patient primacy, confidentiality, competence, patient autonomy,
compassion, selflessness, appropriate care—are foremost in the hearts, minds, and
actions of the physicians licensed by the Board.

This same fundamental physician-patient relationship also applies to mid-level
health care providers such as physician assistants and nurse practitioners in all prac-
tice settings.

Termination of the Physician-Patient Relationship

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

The decision to terminate the relationship must be made by the physician per-
sonally. Further, termination must be accompanied by appropriate written notice
given by the physician to the patient or the patient’s representative sufficiently far in
advance (at least 30 days) to allow other medical care to be secured. A copy of such
notification is to be included in the medical record. Should the physician be a mem-
ber of a group, the notice of termination must state clearly whether the termina-
tion involves only the individual physician or includes other members of the group.
In the latter case, those members of the group joining in the termination must be
designated. Itis advisable that the notice of termination also include instructions for
transfer of or access to the patient’s medical records.

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

MEDICAL RECORD DOCUMENTATION

The North Carolina Medical Board takes the position that physicians and physi-
cian extenders should maintain accurate patient care records of history, physical find-
ings, assessments of findings, and the plan for treatment. The Board recommends the
Problem Oriented Medical Record method known as SOAP (developed by Lawrence
Weed).

SOAP charting is a schematic recording of facts and information. The S refers to
"subjective information" (patient history and testimony about feelings). The O refers
to objective material and measurable data (height, weight, respiration rate, tempera-
ture, and all examination findings). The A is the assessment of the subjective and
objective material that can be the diagnosis but is always the total impression formed
by the care provided after review of all materials gathered. And finally, the P is the
treatment plan presented in sufficient detail to allow another care provider to follow the
plan to completion. The plan should include a follow-up schedule.

Such a chronological document
* records pertinent facts about an individual's health and wellness;
* enables the treating care provider to plan and evaluate treatments or interven-
tions;
* enhances communication between professionals, assuring the patient optimum
continuity of care;
* assists both patient and physician to communicate to third party participants;
* allows the physician to develop an ongoing quality assurance program;
* provides a legal document to verify the delivery of care; and
* isavailable as a source of clinical data for research and education.
Certain items should appear in the medical record as a matter of course:
* the purpose of the patient encounter;
* the assessment of patient condition;
¢ the services delivered --in full detail;
* the rationale for the requirement of any support services;
* the results of therapies or treatments;
* the plan for continued care;
* whether or not informed consent was obtained; and, finally,
* that the delivered services were appropriate for the condition of the patient.

The record should be legible. When the caregiver will not write legibly, notes should
be dictated, transcribed, reviewed, and signed within reasonable time. Signature, date,
and time should also be legible. All therapies should be documented as to indications,
method of delivery, and response of the patient. Special instructions given to other
caregivers or the patient should be documented: Who received the instructions and did
they appear to understand them?

All drug therapies should be named, with dosage instructions and indication of re-
fill limits. All medications a patient receives from all sources should be inventoried and
listed to include the method by which the patient understands they are to be taken.
Any refill prescription by phone should be recorded in full detail.

The physician needs and the patient deserves clear and complete documentation.
(Adopted May 1994) (Amended May 1996)

ACCESS TO MEDICAL RECORDS

A physician's policies and practices relating to medical records under their control
should be designed to benefit the health and welfare of patients, whether current or
past, and should facilitate the transfer of clear and reliable information about a pa-
tient's care. Such policies and practices should conform to applicable federal and state
laws governing health information.

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

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

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

Physicians may charge a reasonable fee for the preparation and/or the photo-
copying of medical and other records. To assist in avoiding misunderstandings, and
for a reasonable fee, the physician should be willing to review the medical records
with the patient at the patient's request. Medical records should not be withheld
because an account is overdue or a bill is owed (including charges for copies or sum-
maries of medical records).

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

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

Physicians should not relinquish control over their patients’ medical records to
third parties unless there is an enforceable agreement that includes adequate provi-
sions to protect patient confidentiality and to ensure access to those records. '

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

See also Position Statement on Departures from or Closings of Medical Practices.
(Adopted November 1993) (Amended May 1996, September 1997, March 2002,
August 2003)

RETENTION OF MEDICAL RECORDS
The North Carolina Medical Board supports and adopts the following language
of Section 7.05 of the American Medical Association’s current Code of Medical Eth-
ics regarding the retention of medical records by physicians.

7.05: Retention of Medical Records

Physicians have an obligation to retain patient records, which may reasonably
be of value to a patient. The following guidelines are offered to assist physicians in
meeting their ethical and legal obligations:

1. Medical considerations are the primary basis for deciding how long to retain
medical records. For example, operative notes and chemotherapy records
should always be part of the patient’s chart. In deciding whether to keep
certain parts of the record, an appropriate criterion is whether a physician
would want the information if he or she were seeing the patient for the first
time.

2. If a particular record no longer needs to be kept for medical reasons, the
physician should check state laws to see if there is a requirement that records
be kept for a minimum length of time. Most states will not have such a
provision. If they do, it will be part of the statutory code or state licensing
board.

3. Inall cases, medical records should be kept for at least as long as the length
of time of the statute of limitations for medical malpractice claims. The
statute of limitations may be three or more years, depending on the state
law. State medical associations and insurance carriers are the best resources
for this information.

4. Whatever the statute of limitations, a physician should measure time from
the last professional contact with the patient.

5. If a patient is a minor, the statute of limitations for medical malpractice
claims may not apply until the patient reaches the age of majority.

6. Immunization records always must be kept.

7. The records of any patient covered by Medicare or Medicaid must be kept
at least five years.

8. In order to preserve confidentiality when discarding old records, all docu-
ments should be destroyed.

9. Before discarding old records, patients should be given an opportunity to
claim the records or have them sent to another physician, if it is feasible to
give them the opportunity.

Please Note:

a. North Carolina has no statute relating specifically to the retention of medical
records.

b. Several North Carolina statutes relate to time limitations for the filing of mal-

practice actions. Legal advice should be sought regarding such limitations.
(Adopted May 1998)

DEPARTURES FROM OR CLOSINGS OF MEDICAL PRACTICES

Departures from (when one or more physicians leave and others remain) or closings
of medical practices are trying times. They can be busy, emotional, and stressful for
all concerned: practitioners, staff, patients, and other parties that may be involved. If
mishandled, they can significantly disrupt continuity of care. Itis the position of the
North Carolina Medical Board that during such times practitioners and other parties
that may be involved in such processes must consider how their actions affect patients.
In particular, practitioners and other parties that may be involved have the following
obligations.

Permit Patient Choice
Itis the patient’s decision from whom to receive care. Therefore, it is the responsibil-
ity of all practitioners and other parties that may be involved to ensure that:
. patients are notified of changes in the practice, sufficiently far in advance (at least
30 days) to allow other medical care to be secured, which is often done by newspa-
per advertisement and by letters to patients currently under care;

*  patients clearly understand that the choice of a health care provider is the pa-
tients’;
. patients are told how to reach any practitioner(s) remaining in practice, and when

specifically requested, are told how to contact departing practitioners; and
*  patients are told how to obtain copies of or transfer their medical records.

Provide Continuity of Care

Practitioners continue to have obligations toward patients during and after the de-
parture from or closing of a medical practice. Except in case of the death or other
incapacity of the practitioner, practitioners may not abandon a patient or abruptly
withdraw from the care of a patient. Therefore, patients should be given reasonable
advance notice, sufficiently far in advance (at least 30 days) to allow other medical care
to be secured. Good continuity of care includes preserving, keeping confidential, and
providing appropriate access to medical records. * Also, good continuity of care may
often include making appropriate referrals. The practitioner(s) and other parties that
may be involved should ensure the requirements for continuity of care are effectively

addressed.

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

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

(Adopted January 2000) (Amended August 2003)

THE RETIRED PHYSICIAN

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

* provide patient services;

* order tests or therapies;

* prescribe, dispense, or administer drugs;

e perform any other medical and/or surgical acts; or

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

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

e prepare and keep medical records in accord with good professional practice; and

* meet the Board’s continuing medical education requirement.
The Board also reminds “retired” physicians with currently registered licenses that all
federal and state laws and rules relating to the practice of medicine and/or surgery apply
to them, that the position statements of the Board are as relevant to them as to physi-
cians in full and regular practice, and that they continue to be subject to the risks of li-
ability for any medical and/or surgical acts they perform.
(Adopted January 1997) (Amended September 2006)

ADVANCE DIRECTIVES AND PATIENT AUTONOMY

Advances in medical technology have given physicians the ability to prolong the
mechanics of life almost indefinitely. Because of this, physicians must be aware that
North Carolina law specifically recognizes the individual's right to a peaceful and natu-
ral death. NC Gen Stat §90-320 (a) (2007) reads:

The General Assembly recognizes as a matter of public policy that an in-
dividual's rights include the right to a peaceful and natural death and that
a patient or the patient’s representative has the fundamental right to con-
trol the decisions relating to the rendering of the patient’s own medical care,
including the decision to have extraordinary means and life-prolonging
measures withheld or withdrawn in instances of a terminal condition.
Physicians must also be aware that North Carolina law empowers any adult indi-
vidual with capacity to make a Health Care Power of Attorney [NC Gen Stat §32A-17
(2007] and stipulates that, when a patient lacks understanding or capacity to make or
communicate health care decisions, the instructions of a duly appointed health care
agent are to be taken as those of the patient unless evidence to the contrary is available
[NC Gen Stat §32A-24(b)(2007).

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

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

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

(Adopted July 1993) (Amended May 1996; March 2008)

AVAILABILITY OF PHYSICIANS TO THEIR PATIENTS
Itis the position of the North Carolina Medical Board that once a physician-patient
relationship is created, it is the duty of the physician to provide care whenever it is
needed or to assure that proper physician backup is available to take care of the patient
during or outside normal office hours.
The physician must clearly communicate to the patient orally and provide instruc-
tions in writing for securing after hours care if the physician is not generally available
after hours or if the physician discontinues after hours coverage.

(Adopted July 1993) (Amended May 1996, January 2001, October 2003, July 2006)

GUIDELINES FOR AVOIDING MISUNDERSTANDINGS DURING
PHYSICAL EXAMINATIONS
It is the position of the North Carolina Medical Board that proper care and sensi-
tivity are needed during physical examinations to avoid misunderstandings that could
lead to charges of sexual misconduct against physicians. In order to prevent such mis-
understandings, the Board offers the following guidelines.
1. Sensitivity to patient dignity should be considered by the physician when un-
dertaking a physical examination. The patient should be assured of adequate

auditory and visual privacy and should never be asked to disrobe in the pres-
ence of the physician. Examining rooms should be safe, clean, and well main-
tained, and should be equipped with appropriate furniture for examination and
treatment. Gowns, sheets and/or other appropriate apparel should be made
available to protect patient dignity and decrease embarrassment to the patient
while a thorough and professional examination is conducted.

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

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

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

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

(Adopted May 1991) (Amended May 1993, May 1996, Jan. 2001, Feb. 2001, Oct. 2002)

SEXUAL EXPLOITATION OF PATIENTS

It is the position of the North Carolina Medical Board that sexual exploitation
of a patient is unprofessional conduct and undermines the public trust in the medical
profession. Sexual exploitation encompasses a wide range of behaviors which have in
common the intended sexual gratification of the physician. These behaviors include
sexual intercourse with a patient (consensual or non-consensual ), touching genitalia
with ungloved hands, sexually suggestive comments, asking patients for a date, inap-
propriate exploration of the patients or physician’s sexual phantasias, touching or
exposing genitalia, breast, or other parts of the body in ways not dictated by an ap-
propriate and indicated physical examination, exchanging sexual favors for services.
Sexual exploitation is grounds for the suspension , revocation, or other action against
a physician’s license. This position statement is based upon the Federation of State
Medical Board’s guidelines regarding sexual boundaries.

Sexual misconduct by physicians and other health care practitioners is a form of
behavior that adversely affects the public welfare and harms patients individually and
collectively. Physician sexual misconduct exploits the physician-patient relationship,
is a violation of the public trust, and is often known to cause harm, both mentally and
physically, to the patient.

Regardless of whether sexual misconduct is viewed as emanating from an underly-
ing form of impairment, it is unarguably a violation of the public’s trust.

As with other disciplinary actions taken by the Board, Board action against a med-
ical licensee for sexual exploitation of a patient is published by the Board, the nature
of the offense being clearly specified. Itis also released to the news media, to state and
federal government, and to medical and professional organizations.

(Adopted May 1991) (Amended April 1996, January 2001, September 2006)

CONTACT WITH PATIENTS BEFORE PRESCRIBING

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

Prescribing for a patient whom the physician has not personally examined may
be suitable under certain circumstances. These may include admission orders for a
newly hospitalized patient, prescribing for a patient of another physician for whom
the prescriber is taking call, or continuing medication on a short-term basis for a new
patient prior to the patient's first appointment. Established patients may not require
anew history and physical examination for each new prescription, depending on good
medical practice.
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It is the position of the Board that prescribing drugs to individuals the physician
has never met based solely on answers to a set of questions, as is common in Internet
or toll-free telephone prescribing, is inappropriate and unprofessional.

[Adopted November 1999] [Amended February 2001]

'WRITING OF PRESCRIPTIONS

Itis the position of the North Carolina Medical Board that prescriptions should be
written in ink or indelible pencil or typewritten or electronically printed and should be
signed by the practitioner at the time of issuance. Quantities should be indicated in
both numbers AND words, eg, 30 (thirty). Such prescriptions must not be written on
pre-signed prescription blanks.

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

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

No prescription should be issued by a practitioner for his or her personal use. (See
Position Statement entitled “Self-Treatment and Treatment of Family Members and
Others with Whom Significant Emotional Relationships Exist.”)

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

Itis the responsibility of those who prescribe controlled substances to fully comply
with applicable federal and state laws and regulations. Links to these laws and regula-

tions may be found on the Board’s Web site (www.ncmedboard.org).

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

SELF-TREATMENT AND TREATMENT OF FAMILY MEMBERS
AND OTHERS WITH WHOM SIGNIFICANT EMOTIONAL
RELATIONSHIPS EXIST*

It is the position of the North Carolina Medical Board that, except for minor illness-
es and emergencies, physicians should not treat, medically or surgically, or prescribe
for themselves, their family members, or others with whom they have significant emo-
tional relationships. The Board strongly believes that such treatment and prescribing
practices are inappropriate and may result in less than optimal care being provided. A
variety of factors, including personal feelings and attitudes that will inevitably affect
judgment, will compromise the objectivity of the physician and make the delivery of
sound medical care problematic in such situations, while real patient autonomy and
informed consent may be sacrificed.

‘When a minor illness or emergency requires self-treatment or treatment of a family
member or other person with whom the physician has a significant emotional relation-
ship, the physician must prepare and keep a proper written record of that treatment,
including but not limited to prescriptions written and the medical indications for them.
Record keeping is too frequently neglected when physicians manage such cases.

The Board expects physicians to delegate the medical and surgical care of them-
selves, their families, and those with whom they have significant emotional relation-
ships to one or more of their colleagues in order to ensure appropriate and objective
care is provided and to avoid misunderstandings related to their prescribing practices.

*This position statement was formerly titled, "Treatment of and Prescribing for Fam-
ily Members."
(Adopted May 1991) (Amended May 1996; May 2000; March 2002; September 2005)

THE TREATMENT OF OBESITY

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

The treatment of obesity should be based on sound scientific evidence and prin-
ciples. Adequate medical documentation must be kept so that progress as well as the
success or failure of any modality is easily ascertained.

(Adopted [as The Use of Anorectics in Treatment of Obesity| October 1987) (Amend-
ed March 1996) (Amended and retitled January 2005)

PRESCRIBING LEGEND OR CONTROLLED SUBSTANCES FOR
OTHER THAN VALIDATED MEDICAL OR THERAPEUTIC
PURPOSES, WITH PARTICULAR REFERENCE TO SUBSTANCES
OR PREPARATIONS WITH ANABOLIC PROPERTIES

General

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

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

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

Substances/Preparations with Anabolic Properties

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

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

The Board recognizes that most anabolic steroid abuse occurs outside the medical
system. It wishes to emphasize the physician’s role as educator in providing informa-
tion to individual patients and the community, and specifically to high school and col-
lege athletes, as to the dangers inherent in the use of these medications.

(Adopted May 1998) (Amended July 1998, January 2001)
(Reviewed November 2005)

POLICY FOR THE USE OF CONTROLLED SUBSTANCES FOR THE
TREATMENT OF PAIN

* Appropriate treatment of chronic pain may include both pharmacologic and non-
pharmacologic modalities. The Board realizes that controlled substances, includ-
ing opioid analgesics, may be an essential part of the treatment regimen.

* Al prescribing of controlled substances must comply with applicable state and
federal law.

*  Guidelines for treatment include: (a) complete patient evaluation, (b) establish-
ment of a treatment plan (contract), (c) informed consent, (d) periodic review, and
(e) consultation with specialists in various treatment modalities as appropriate.

* Deviation from these guidelines will be considered on an individual basis for ap-
propriateness.

Section I: Preamble

The North Carolina Medical Board recognizes that principles of quality medical
practice dictate that the people of the State of North Carolina have access to appropri-
ate and effective pain relief. The appropriate application of up-to-date knowledge and
treatment modalities can serve to improve the quality of life for those patients who suf-
fer from pain as well as reduce the morbidity and costs associated with untreated or in-
appropriately treated pain. For the purposes of this policy, the inappropriate treatment
of pain includes nontreatment, undertreatment, overtreatment, and the continued use
of ineffective treatments.

The diagnosis and treatment of pain is integral to the practice of medicine. The
Board encourages physicians to view pain management as a part of quality medical
practice for all patients with pain, acute or chronic, and it is especially urgent for pa-
tients who experience pain as a result of terminal illness. All physicians should become
knowledgeable about assessing patients’ pain and effective methods of pain treatment,
as well as statutory requirements for prescribing controlled substances. Accordingly,
this policy have been developed to clarify the Board’s position on pain control, particu-
larly as related to the use of controlled substances, to alleviate physician uncertainty
and to encourage better pain management.

Inappropriate pain treatment may result from physicians’ lack of knowledge about
pain management. Fears of investigation or sanction by federal, state and local agencies
may also result in inappropriate treatment of pain. Appropriate pain management is
the treating physician’s responsibility. As such, the Board will consider the inappropri-
ate treatment of pain to be a departure from standards of practice and will investigate
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such allegations, recognizing that some types of pain cannot be completely relieved,
and taking into account whether the treatment is appropriate for the diagnosis.

The Board recognizes that controlled substances including opioid analgesics may
be essential in the treatment of acute pain due to trauma or surgery and chronic pain,
whether due to cancer or non-cancer origins. The Board will refer to current clinical
practice guidelines and expert review in approaching cases involving management of
pain. The medical management of pain should consider current clinical knowledge
and scientific research and the use of pharmacologic and non-pharmacologic modali-
ties according to the judgment of the physician. Pain should be assessed and treated
promptly, and the quantity and frequency of doses should be adjusted according to the
intensity, duration of the pain, and treatment outcomes. Physicians should recognize
that tolerance and physical dependence are normal consequences of sustained use of
opioid analgesics and are not the same as addiction.

The North Carolina Medical Board is obligated under the laws of the State of North
Carolina to protect the public health and safety. The Board recognizes that the use of
opioid analgesics for other than legitimate medical purposes pose a threat to the in-
dividual and society and that the inappropriate prescribing of controlled substances,
including opioid analgesics, may lead to drug diversion and abuse by individuals who
seek them for other than legitimate medical use. Accordingly, the Board expects that
physicians incorporate safeguards into their practices to minimize the potential for the
abuse and diversion of controlled substances.

Physicians should not fear disciplinary action from the Board for ordering, prescrib-
ing, dispensing or administering controlled substances, including opioid analgesics, for
a legitimate medical purpose and in the course of professional practice. The Board will
consider prescribing, ordering, dispensing or administering controlled substances for
pain to be for a legitimate medical purpose if based on sound clinical judgment. All such
prescribing must be based on clear documentation of unrelieved pain. To be within the
usual course of professional practice, a physician-patient relationship must exist and
the prescribing should be based on a diagnosis and documentation of unrelieved pain.
Compliance with applicable state or federal law is required.

The Board will judge the validity of the physician’s treatment of the patient based
on available documentation, rather than solely on the quantity and duration of medica-
tion administration. The goal is to control the patient’s pain while effectively addressing
other aspects of the patient’s functioning, including physical, psychological, social and
work-related factors.

Allegations of inappropriate pain management will be evaluated on an individual
basis. The Board will not take disciplinary action against a physician for deviating from
this policy when contemporaneous medical records document reasonable cause for de-
viation. The physician’s conduct will be evaluated to a great extent by the outcome of
pain treatment, recognizing that some types of pain cannot be completely relieved, and
by taking into account whether the drug used is appropriate for the diagnosis, as well as
improvement in patient functioning and/or quality of life.

Section 11: Guidelines

The Board has adopted the following criteria when evaluating the physician’s treat-
ment of pain, including the use of controlled substances:
Evaluation of the Patient —A medical history and physical examination must be ob-
tained, evaluated, and documented in the medical record. The medical record should
document the nature and intensity of the pain, current and past treatments for pain,
underlying or coexisting diseases or conditions, the effect of the pain on physical and
psychological function, and history of substance abuse. The medical record also should
document the presence of one or more recognized medical indications for the use of a
controlled substance.
Treatment Plan —The written treatment plan should state objectives that will be used
to determine treatment success, such as pain relief and improved physical and psycho-
social function, and should indicate if any further diagnostic evaluations or other treat-
ments are planned. After treatment begins, the physician should adjust drug therapy to
the individual medical needs of each patient. Other treatment modalities or a rehabili-
tation program may be necessary depending on the etiology of the pain and the extent
to which the pain is associated with physical and psychosocial impairment.
Informed Consent and Agreement for Treatment —The physician should discuss the
risks and benefits of the use of controlled substances with the patient, persons desig-

nated by the patient or with the patient’s surrogate or guardian if the patient is without
medical decision-making capacity. The patient should receive prescriptions from one
physician and one pharmacy whenever possible. If the patient is at high risk for medica-
tion abuse or has a history of substance abuse, the physician should consider the use of
a written agreement between physician and patient outlining patient responsibilities,
including

o urine/serum medication levels screening when requested;

o number and frequency of all prescription refills; and

o reasons for which drug therapy may be discontinued (e.g., violation of agree-
ment); and
o the North Carolina Controlled Substance Reporting Service can be accessed and
its results used to make treatment decisions.

Periodic Review —The physician should periodically review the course of pain treat-
ment and any new information about the etiology of the pain or the patient’s state
of health. Continuation or modification of controlled substances for pain management
therapy depends on the physician’s evaluation of progress toward treatment objectives.
Satisfactory response to treatment may be indicated by the patient’s decreased pain,
increased level of function, or improved quality of life. Objective evidence of improved
or diminished function should be monitored and information from family members or
other caregivers should be considered in determining the patient’s response to treat-
ment. If the patient’s progress is unsatisfactory, the physician should assess the appro-
priateness of continued use of the current treatment plan and consider the use of other
therapeutic modalities. Reviewing the North Carolina Controlled Substance Reporting
Service should be considered if inappropriate medication usage is suspected and inter-
mittently 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 sub-
stance abuse or with a comorbid psychiatric disorder may require extra care, monitor-
ing, documentation and consultation with or referral to an expert in the management
of such patients.
Medical Records —The physician should keep accurate and complete records to in-

clude

f—

the medical history and physical examination,

diagnostic, therapeutic and laboratory results,

evaluations and consultations,

treatment objectives,

discussion of risks and benefits,

informed consent,

treatments,

medications (including date, type, dosage and quantity prescribed),
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instructions and agreements and

—
=1

. periodic reviews including potential review of the North Carolina 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
Physicians Manual of the U.S. Drug Enforcement Administration and any relevant
documents issued by the state of North Carolina for specific rules governing controlled
substances as well as applicable state regulations.

Section I11: Definitions
For the purposes of these guidelines, the following terms are defined as follows:

Acute Pain —Acute pain is the normal, predicted physiological response to a noxious chemi-
cal, 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, with genetic, psychosocial,
and environmental factors influencing its development and manifestations. It is characterized
by behaviors that include the following: impaired control over drug use, craving, compulsive
use, and continued use despite harm. Physical dependence and tolerance are normal physi-
ological consequences of extended opioid therapy for pain and are not the same as addiction.

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 adaptation that is manifested by
drug class-specific signs and symptoms that can be produced by abrupt cessation, rapid dose
reduction, decreasing blood level of the drug, and/or administration of an antagonist. Physi-
cal 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 pur-
poses or use of medication for purposes other than those for which it is prescribed.
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Tolerance —Tolerance is a physiologic state resulting from regular use of a drug in which an
increased dosage is needed to produce a specific effect, or a reduced effect is observed with a
constant dose over time. Tolerance may or may not be evident during opioid treatment and
does not equate with addiction.

(Adopted September 1996 as “Management of Chronic Non-Malignant Pain.”)

(Redone July 2005 based on the Federation of State Medical Board’s “Model Policy for the Use
of Controlled Substances for the Treatment of Pain,” as amended by the FSMB in 2004.)
(Amended 9/2008)

END-OF-LIFE RESPONSIBILITIES AND PALLIATIVE CARE

Assuring Patients

Death is part of life. When appropriate processes have determined that the use of
life-prolonging measures or invasive interventions will only prolong the dying process,
itis incumbent on physicians to accept death “not as a failure, but the natural culmina-
tion of our lives.”*

Itis the position of the North Carolina Medical Board that patients and their fami-
lies should be assured of competent, comprehensive palliative care at the end of their
lives. Physicians should be knowledgeable regarding effective and compassionate pain
relief, and patients and their families should be assured such relief will be provided.

Palliative Care
Palliative care is an approach that improves the quality of life of patients and their
families facing the problems associated with life-threatening illness, through the pre-
vention and relief of suffering by means of early identification an impeccable assess-
ment and treatment of pain and other physical, psychosocial and spiritual problems.
Palliative care:

*  provides relief from pain and other distressing symptoms;

. affirms life and regards dying as a normal process;

. intends neither to hasten nor postpone death;

. integrates the psychological and spiritual aspects of patient care;

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

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

. uses a team approach to address the needs of patients and their families, includ-
ing bereavement counseling, if indicated;

. will enhance quality of life, and may also positively influence the course of ill-
ness;

. [may be| applicable early in the course of illness, n conjunction with other thera-
pies that are intended to prolong life, such as chemotherapy or radiation therapy,
and includes those investigations needed to better understand and manage dis-
tressing clinical complications.™*

Opioid Use

The Board will assume opioid use in such patients is appropriate if the responsible
physician is familiar with and abides by acceptable medical guidelines regarding such
use, is knowledgeable about effective and compassionate pain relief, and maintains an
appropriate medical record that details a pain management plan. (See the Board’s po-
sition statement on the “Policy for the Use of Controlled Substances for the Treatment
of Pain” for an outline for what the Board expects of physicians in the management of
pain.) Because the Board is aware of the inherent risks associated with effective pain
relief in such situations, it will not interpret their occurrence as subject to discipline by
the Board.

*Steven A. Schroeder, MD, President, Robert Wood Johnson Foundation.
** Taken from the World Health Organization definition of Palliative Care (2002)

(http:/www.who.int/cancer/palliative/definition/en).
(Adopted October 1999) (Amended May 2007; March 2008)

JOINT STATEMENT ON PAIN MANAGEMENT
AND END-OF-LIFE CARE
(Adopted by the North Carolina Medical, Nursing, and Pharmacy Boards)
Through dialogue with members of the healthcare community and consumers, a
number of perceived regulatory barriers to adequate pain management in end-of-life

care have been expressed to the Boards of Medicine, Nursing, and Pharmacy. The
following statement attempts to address these misperceptions by outlining practice
expectations for physicians and other health care professionals authorized to prescribe
medications, as well as nurses and pharmacists involved in this aspect of end-of-life
care. The statement is based on:

* thelegal scope of practice for each of these licensed health professionals;

* professional collaboration and communication among health professionals pro-

viding palliative care; and

* astandard of care that assures on-going pain assessment, a therapeutic plan for

pain management interventions; and evidence of adequate symptom manage-
ment for the dying patient.

Itis the position of all three Boards that patients and their families should be assured
of competent, comprehensive palliative care at the end of theirlives. Physicians, nurses
and pharmacists should be knowledgeable regarding effective and compassionate pain
relief, and patients and their families should be assured such relief will be provided.

Because of the overwhelming concern of patients about pain relief, the physician
needs to give special attention to the effective assessment of pain. It is particularly
important that the physician frankly but sensitively discuss with the patient and the
family their concerns and choices at the end of life. As part of this discussion, the
physician should make clear that, in some end of life care situations, there are inher-
ent risks associated with effective pain relief. The Medical Board will assume opioid
use in such patients is appropriate if the responsible physician is familiar with and abides
by acceptable medical guidelines regarding such use, is knowledgeable about effective and
compassionate pain relief, and maintains an appropriate medical record that details a pain
management plan. Because the Board is aware of the inherent risks associated with
effective pain relief in such situations, it will not interpret their occurrence as subject
to discipline by the Board.

With regard to pharmacy practice, North Carolina has no quantity restrictions
on dispensing controlled substances including those in Schedule I1. This is significant
when utilizing the federal rule that allows the partial filling of Schedule II prescrip-
tions for up to 60 days. In these situations it would minimize expenses and unneces-
sary waste of drugs if the prescriber would note on the prescription that the patient is
terminally ill and specify the largest anticipated quantity that could be needed for the
next two months. The pharmacist could then dispense smaller quantities of the pre-
scription to meet the patient’s needs up to the total quantity authorized. Government-
approved labeling for dosage level and frequency can be useful as guidance for patient
care. Health professionals may, on occasion, determine that higher levels are justified
in specific cases. However, these occasions would be exceptions to general practice and
would need to be properly documented to establish informed consent of the patient
and family.

Federal and state rules also allow the fax transmittal of an original prescription for
Schedule 1T drugs for hospice patients. If the prescriber notes the hospice status of the
patient on the faxed document, it serves as the original. Pharmacy rules also allow the
emergency refilling of prescriptions in Schedules I11, IV, and V. While this does not ap-
ply to Schedule 11 drugs, it can be useful in situations where the patient is using drugs
such as Vicodin for pain or Xanax for anxiety.

The nurse is often the health professional most involved in on-going pain assessment,
implementing the prescribed pain management plan, evaluating the patient’s response
to such interventions and adjusting medication levels based on patient status. In order
to achieve adequate pain management, the prescription must provide dosage ranges
and frequency parameters within which the nurse may adjust (titrate) medication in
order to achieve adequate pain control. Consistent with the licensee’s scope of practice,
the RN or LPN is accountable for implementing the pain management plan utiliz-
ing his/her knowledge base and documented assessment of the patient’s needs. The
nurse has the authority to adjust medication levels within the dosage and frequency ranges
stipulated by the prescriber and according to the agency’s established protocols. However,
the nurse does not have the authority to change the medical pain management plan.
‘When adequate pain management is not achieved under the currently prescribed
treatment plan, the nurse is responsible for reporting such findings to the prescriber
and documenting this communication. Only the physician or other health professional
with authority to prescribe may change the medical pain management plan.

Communication and collaboration between members of the healthcare team, and
the patient and family are essential in achieving adequate pain management in end-
of-life care. Within this interdisciplinary framework for end of life care, effective pain
management should include:

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

* a working diagnosis and therapeutic treatment plan including pharmacologic
and non-pharmacologic interventions;

* regular and documented evaluation of response to the interventions and, as
appropriate, revisions to the treatment plan;
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* evidence of communication among care providers;

¢ education of the patient and family; and

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

Itisimportant to remind health professionals that licensing boards hold each licensee
accountable for providing safe, effective care. Exercising this standard of care requires
the application of knowledge, skills, as well as ethical principles focused on optimum
patient care while taking all appropriate measures to relieve suffering. The healthcare
team should give primary importance to the expressed desires of the patient tempered
by the judgment and legal responsibilities of each licensed health professional as to
what is in the patient’s best interest.

(October 1999)

OFFICE-BASED PROCEDURES

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

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

General Guidelines
The Physician’s Professional and Legal Obligation

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

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

Exemptions

These guidelines do not apply to Level I procedures.

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

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

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

Infection Control
The practice should comply with state and federal regulations regarding infection
control. For all surgical and special procedures, the level of sterilization should meet
applicable industry and occupational safety requirements. There should be a proce-

dure and schedule for cleaning, disinfecting and sterilizing equipment and patient care
items. Personnel should be trained in infection control practices, implementation of
universal precautions, and disposal of hazardous waste products. Protective clothing
and equipment should be readily available.

Performance Improvement

A performance improvement program should be implemented to provide a mecha-
nism to review yearly the current practice activities and quality of care provided to
patients.

Performance improvement activities should include, but are not limited to, review
of mortalities; the appropriateness and necessity of procedures performed; emergency
transfers; reportable complications, and resultant outcomes (including all postopera-
tive infections); analysis of patient satisfaction surveys and complaints; and identifica-
tion of undesirable trends (such as diagnostic errors, unacceptable results, follow-up
of abnormal test results, medication errors, and system problems). Findings of the
performance improvement program should be incorporated into the practice’s educa-
tional activity.

Medical Records and Informed Consent

The practice should have a procedure for initiating and maintaining a health record
for every patient evaluated or treated. The record should include a procedure code or
suitable narrative description of the procedure and should have sufficient information
to identify the patient, support the diagnosis, justify the treatment, and document the
outcome and required follow-up care.

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

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

‘Written documentation of informed consent should be included in the medical re-

cord.

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

Criteria to be considered by the Board in assessing a physician’s competence to per-

form a surgical or special procedure include, without limitation:

1. state licensure;

2. procedure specific education, training, experience and successful evaluation ap-
propriate for the patient population being treated (i.e., pediatrics);

3. for physicians, board certification, board eligibility or completion of a training
program in a field of specialization recognized by the ACGME or by a national
medical specialty board that is recognized by the ABMS for expertise and pro-
ficiency in that field. For purposes of this requirement, board eligibility or cer-
tification is relevant only if the board in question is recognized by the ABMS,
AOA, or equivalent board certification as determined by the Board;

4. professional misconduct and malpractice history;

5. participation in peer and quality review;

6. participation in continuing education consistent with the statutory require-
ments and requirements of the physician’s professional organization;

7. to the extent such coverage is reasonably available in North Carolina, malprac-
tice insurance coverage for the surgical or special procedures being performed
in the office;

8. procedure-specific competence (and competence in the use of new procedures
and technology), which should encompass education, training, experience and
evaluation, and which may include the following:

a. adherence to professional society standards;
b. credentials approved by a nationally recognized accrediting or credential-
ing entity; or
c. didactic course complemented by hands-on, observed experience; train-
ing is to be followed by a specified number of cases supervised by a practi-
tioner already competent in the respective procedure, in accordance with
professional society standards.
If the physician administers the anesthetic as part of a surgical or special procedure
(Level II only), he or she also should have documented competence to deliver the level
of anesthesia administered.

Accreditation
After one year of operation following the adoption of these guidelines, any physician
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who performs Level IT or Level III procedures in an office should be able to demon-
strate, upon request by the Board, substantial compliance with these guidelines, or
should obtain accreditation of the office setting by an approved accreditation agency or
organization. The approved accreditation agency or organization should submit, upon
request by the Board, a summary report for the office accredited by that agency.

All expenses related to accreditation or compliance with these guidelines shall be
paid by the physician who performs the surgical or special procedures.

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

ASA Physical Status Classifications
Patients that are considered high risk or are ASA physical status classification II1I,
IV, or V and require a general anesthetic for the surgical procedure, should not have the
surgical or special procedure performed in a physician office setting,

Candidates for Level Il Procedures
Patients with an ASA physical status classification I, 11, or I1I may be accept-
able candidates for office-based surgical or special procedures requiring conscious seda-
tion/ analgesia. ASA physical status classification I1I patients should be specifically
addressed in the operating manual for the office. They may be acceptable candidates
if deemed so by a physician qualified to assess the specific disability and its impact on
anesthesia and surgical or procedural risks.

Candidates for Level Ill Procedures
Only patients with an ASA physical status classification I or I, who have no airway
abnormality, and possess an unremarkable anesthetic history are acceptable candi-
dates for Level I1I procedures.

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

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

The physician performing the surgical or special procedure also should:

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

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

3. ensure that qualified health care professionals participate;

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

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

Discharge Criteria

Criteria for discharge for all patients who have received anesthesia should include
the following:
confirmation of stable vital signs;
stable oxygen saturation levels;
return to pre-procedure mental status;
adequate pain control;
minimal bleeding, nausea and vomiting;
resolving neural blockade, resolution of the neuraxial blockade; and
eligible to be discharged in the company of a competent adult.

N e e

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

2. information about potential complications;

3. telephone numbers to be used by the patient to discuss complications or should
questions arise;

4. instructions for medications prescribed and pain management;

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

6. designated treatment hospital in the event of emergency.

Reportable Complications

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

1. physician’s name and license number;
date and time of the occurrence;
office where the occurrence took place;
name and address of the patient;
surgical or special procedure involved;
type and dosage of sedation or anesthesia utilized in the procedure; and

RN

circumstances involved in the occurrence.

Equipment Maintenance

All anesthesia-related equipment and monitors should be maintained to current
operating room standards. All devices should have regular service/maintenance checks
at least annually or per manufacturer recommendations. Service/maintenance checks
should be performed by appropriately qualified biomedical personnel. Prior to the ad-
ministration of anesthesia, all equipment/monitors should be checked using the cur-
rent FDA recommendations as a guideline. Records of equipment checks should be
maintained in a separate, dedicated log which must be made available to the Board
upon request. Documentation of any criteria deemed to be substandard should in-
clude a clear description of the problem and the intervention. If equipment is utilized
despite the problem, documentation should clearly indicate that patient safety is not
in jeopardy.

The emergency supplies should be maintained and inspected by qualified personnel
for presence and function of all appropriate equipment and drugs at intervals estab-
lished by protocol to ensure that equipment is functional and present, drugs are not
expired, and office personnel are familiar with equipment and supplies. Records of
emergency supply checks should be maintained in a separate, dedicated log and made
available to the Board upon request.

A physician should not permit anyone to tamper with a safety system or any moni-
toring device or disconnect an alarm system.

Compliance with Relevant Health Laws
Federal and state laws and regulations that affect the practice should be identified
and procedures developed to comply with those requirements.
Nothing in this position statement affects the scope of activities subject to or ex-
empted from the North Carolina health care facility licensure laws.

Patient Rights
Office personnel should be informed about the basic rights of patients and under-
stand the importance of maintaining patients’ rights. A patients’ rights document
should be readily available upon request.

Enforcement
In that the Board believes that these guidelines constitute the accepted and pre-
vailing standards of practice for office-based procedures in North Carolina, failure to
substantially comply with these guidelines creates the risk of disciplinary action by
the Board.

Level I Guidelines

Personnel

The physician who performs the surgical or special procedure or a health care pro-
fessional who is present during the intraoperative and postoperative periods should be
ACLS certified, and at least one other health care professional should be BCLS certi-
fied. In an office where anesthesia services are provided to infants and children, per-
sonnel should be appropriately trained to handle pediatric emergencies (i.e., APLS or
PALS certified).

Recovery should be monitored by a registered nurse or other health care profes-
sional practicing within the scope of his or her license or certification who is BCLS
certified and has the capability of administering medications as required for analgesia,
nausea/vomiting, or other indications.
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Surgical or Special Procedure Guidelines
Intraoperative Care and Monitoring
The physician who performs Level II procedures that require conscious sedation in
an office should ensure that monitoring is provided by a separate health care profes-
sional not otherwise involved in the surgical or special procedure. Monitoring should
include, when clinically indicated for the patient:

1. direct observation of the patient and, to the extent practicable, observation of
the patient's responses to verbal commands;

2. pulse oximetry should be performed continuously (an alternative method of
measuring oxygen saturation may be substituted for pulse oximetry if the
method has been demonstrated to have at least equivalent clinical effective-
ness);

3. anelectrocardiogram monitor should be used continuously on the patient;

4. the patient's blood pressure, pulse rate, and respirations should be measured
and recorded at least every five minutes; and

5. the body temperature of a pediatric patient should be measured continuously.

Clinically relevant findings during intraoperative monitoring should be document-

ed in the patient’s medical record.

Postoperative Care and Monitoring

The physician who performs the surgical or special procedure should evaluate the
patient immediately upon completion of the surgery or special procedure and the an-
esthesia.

Care of the patient may then be transferred to the care of a qualified health care pro-
fessional in the recovery area. A registered nurse or other health care professional prac-
ticing within the scope of his or her license or certification and who is BCLS certified
and has the capability of administering medications as required for analgesia, nausea/
vomiting, or other indications should monitor the patient postoperatively.

At least one health care professional who is ACLS certified should be immediately
available until all patients have met discharge criteria. Prior to leaving the operating
room or recovery area, each patient should meet discharge criteria.

Monitoring in the recovery area should include pulse oximetry and non-invasive
blood pressure measurement. The patient should be assessed periodically for level of
consciousness, pain relief, or any untoward complication. Clinically relevant findings
during post-operative monitoring should be documented in the patient’s medical re-
cord.

Equipment and Supplies

Unless another availability standard is clearly stated, the following equipment and

supplies should be present in all offices where Level 11 procedures are performed:

1. Full and current crash cart at the location where the anesthetizing is being
carried out. (the crash cart inventory should include appropriate resuscitative
equipment and medications for surgical, procedural or anesthetic complica-
tions);

2. age-appropriate sized monitors, resuscitative equipment, supplies, and medica-
tion in accordance with the scope of the surgical or special procedures and the
anesthesia services provided;

3. emergency power source able to produce adequate power to run required equip-
ment for a minimum of two (2) hours;

4. electrocardiographic monitor;

5. noninvasive blood pressure monitor;

6. pulse oximeter;

7. continuous suction device;

8. endotracheal tubes, laryngoscopes;

9. positive pressure ventilation device (e.g., Ambu);

10. reliable source of oxygen;

11. emergency intubation equipment;

12. adequate operating room lighting;

13. appropriate sterilization equipment; and

14. 1V solution and IV equipment.

Level I Guidelines
Personnel

Anesthesia should be administered by an anesthesiologist or a CRNA supervised by
a physician. The physician who performs the surgical or special procedure should not
administer the anesthesia. The anesthesia provider should not be otherwise involved in
the surgical or special procedure.

The physician or the anesthesia provider should be ACLS certified, and at least one
other health care professional should be BCLS certified. In an office where anesthesia
services are provided to infants and children, personnel should be appropriately trained
to handle pediatric emergencies (i.e., APLS or PALS certified).

Surgical or Special Procedure Guidelines
Intraoperative Monitoring
The physician who performs procedures in an office that require major conduction
blockade, deep sedation/analgesia, or general anesthesia should ensure that monitoring
is provided as follows when clinically indicated for the patient:

1. direct observation of the patient and, to the extent practicable, observation of
the patient's responses to verbal commands;

2. pulse oximetry should be performed continuously. Any alternative method
of measuring oxygen saturation may be substituted for pulse oximetry if the
method has been demonstrated to have at least equivalent clinical effective-
ness;

3. anelectrocardiogram monitor should be used continuously on the patient;

4. the patient's blood pressure, pulse rate, and respirations should be measured and
recorded at least every five minutes;

5. monitoring should be provided by a separate health care professional not other-
wise involved in the surgical or special procedure;

6. end-tidal carbon dioxide monitoring should be performed on the patient con-
tinuously during endotracheal anesthesia;

7. an in-circuit oxygen analyzer should be used to monitor the oxygen concentra-
tion within the breathing circuit, displaying the oxygen percent of the total
inspiratory mixture;

8. a respirometer (volumeter) should be used to measure exhaled tidal volume
whenever the breathing circuit of a patient allows;

9. the body temperature of each patient should be measured continuously; and

10. an esophageal or precordial stethoscope should be utilized on the patient.

Clinically relevant findings during intraoperative monitoring should be documented
in the patient’s medical record.

Postoperative Care and Monitoring

The physician who performs the surgical or special procedure should evaluate the
patient immediately upon completion of the surgery or special procedure and the an-
esthesia.

Care of the patient may then be transferred to the care of a qualified health care
professional in the recovery area. Qualified health care professionals capable of admin-
istering medications as required for analgesia, nausea/vomiting, or other indications
should monitor the patient postoperatively.

Recovery from a Level 111 procedure should be monitored by an ACLS certified
(PALS or APLS certified when appropriate) health care professional using appropriate
criteria for the level of anesthesia. At least one health care professional who is ACLS
certified should be immediately available during postoperative monitoring and until
the patient meets discharge criteria. Each patient should meet discharge criteria prior
to leaving the operating or recovery area.

Monitoring in the recovery area should include pulse oximetry and non-invasive
blood pressure measurement. The patient should be assessed periodically for level of
consciousness, pain relief, or any untoward complication. Clinically relevant findings
during postoperative monitoring should be documented in the patient’s medical re-
cord.

Equipment and Supplies

Unless another availability standard is clearly stated, the following equipment and

supplies should be present in all offices where Level I1I procedures are performed:

1. full and current crash cart at the location where the anesthetizing is being car-
ried out (the crash cartinventory should include appropriate resuscitative equip-
ment and medications for surgical, procedural or anesthetic complications);

2. age-appropriate sized monitors, resuscitative equipment, supplies, and medica-
tion in accordance with the scope of the surgical or special procedures and the
anesthesia services provided;

3. emergency power source able to produce adequate power to run required equip-
ment for a minimum of two (2) hours;

4. electrocardiographic monitor;

5. noninvasive blood pressure monitor;

6. pulse oximeter;

7. continuous suction device;

8. endotracheal tubes, and laryngoscopes;

9. positive pressure ventilation device (e.g., Ambuy);

10. reliable source of oxygen;

11. emergency intubation equipment;

12. adequate operating room lighting;

13. appropriate sterilization equipment;

14. 1V solution and I'V equipment;

15. sufficient ampules of dantrolene sodium should be emergently available;
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16. esophageal or precordial stethoscope;

17. emergency resuscitation equipment;

18. temperature monitoring device;

19. end tidal CO2 monitor (for endotracheal anesthesia); and
20. appropriate operating or procedure table.

Definitions
AAAASF - the American Association for the Accreditation of Ambulatory Surgery
Facilities.
AAAHC - the Accreditation Association for Ambulatory Health Care
ABMS — the American Board of Medical Specialties
ACGME - the Accreditation Council for Graduate Medical Education
ACLS certified — a person who holds a current “ACLS Provider” credential certifying
that they have successfully completed the national cognitive and skills evaluations in
accordance with the curriculum of the American Heart Association for the Advanced
Cardiovascular Life Support Program.
Advanced cardiac life support certified — a licensee that has successfully completed and
recertified periodically an advanced cardiac life support course offered by a recognized
accrediting organization appropriate to the licensee’s field of practice. For example, for
those licensees treating adult patients, training in ACLS is appropriate; for those treat-
ing children, training in PALS or APLS is appropriate.
Ambulatory surgical facility — a facility licensed under Article 6, Part D of Chapter
131E of the North Carolina General Statutes or if the facility is located outside North
Carolina, under that jurisdiction’s relevant facility licensure laws.
Anesthesia provider — an anesthesiologist or CRNA.
Anesthesiologist — a physician who has successfully completed a residency program in
anesthesiology approved by the ACGME or AOA, or who is currently a diplomate of
either the American Board of Anesthesiology or the American Osteopathic Board of
Anesthesiology, or who was made a Fellow of the American College of Anesthesiology
before 1982.
AOA - the American Osteopathic Association
APLS certified — a person who holds a current certification in advanced pediatric life
support from a program approved by the American Heart Association.
Approved accrediting agency or organization — a nationally recognized accrediting
agency (e.g, AAAASE; AAAHC, JCAHO, and HFAP) including any agency ap-
proved by the Board.
ASA — the American Society of Anesthesiologists
BCLS certified — a person who holds a current certification in basic cardiac life support
from a program approved by the American Heart Association.
Board — the North Carolina Medical Board.
Conscious sedation — the administration of a drug or drugs in order to induce that state
of consciousness in a patient which allows the patient to tolerate unpleasant medi-
cal procedures without losing defensive reflexes, adequate cardio-respiratory function
and the ability to respond purposefully to verbal command or to tactile stimulation
if verbal response is not possible as, for example, in the case of a small child or deaf
person. Conscious sedation does not include an oral dose of pain medication or mini-
mal pre-procedure tranquilization such as the administration of a pre-procedure oral
dose of a benzodiazepine designed to calm the patient. “Conscious sedation” should be
synonymous with the term “sedation/analgesia” as used by the American Society of
Anesthesiologists.
Credentialed — a physician that has been granted, and continues to maintain, the privi-
lege by a hospital or ambulatory surgical facility licensed in the jurisdiction in which
it is located to provide specified services, such as surgical or special procedures or the
administration of one or more types of anesthetic agents or procedures, or can show
documentation of adequate training and experience.
CRNA - a registered nurse who is authorized by the North Carolina Board of Nursing
to perform nurse anesthesia activities.
Deep sedation/analgesia — the administration of a drug or drugs which produces depres-
sion of consciousness during which patients cannot be easily aroused but can respond
purposefully following repeated or painful stimulation. The ability to independently
maintain ventilatory function may be impaired. Patients may require assistance in
maintaining a patent airway, and spontaneous ventilation may be inadequate. Cardio-
vascular function is usually maintained.
FDA — the Food and Drug Administration.
General anesthesia — a drug-induced loss of consciousness during which patients are
not arousable, even by painful stimulation. The ability to independently maintain ven-
tilatory function is often impaired. Patients often require assistance in maintaining a
patent airway, and positive pressure ventilation may be required because of depressed
spontaneous ventilation or drug-induced depression of neuromuscular function. Car-
diovascular function may be impaired.

Health care professional — any office staff member who is licensed or certified by a rec-
ognized professional or health care organization.
HFAP —the Health Facilities Accreditation Program, a division of the AOA.
Hospital — a facility licensed under Article 5, Part A of Chapter 131E of the North
Carolina General Statutes or if the facility is located outside North Carolina, under that
jurisdiction’s relevant facility licensure laws.
Immediately available — within the office.
JCAHO - the Joint Commission for the Accreditation of Health Organizations
Level I procedures — any surgical or special procedures:
a. that do not involve drug-induced alteration of consciousness;
b. where preoperative medications are not required or used other than minimal pre-
operative tranquilization of the patient (anxiolysis of the patient) ;
c. where the anesthesia required or used is local, topical, digital block, or none; and
d. where the probability of complications requiring hospitalization is remote.
Level I procedures — any surgical or special procedures:
a. that require the administration of local or peripheral nerve block, minor conduc-
tion blockade, Bier block, minimal sedation, or conscious sedation; and
b. where there is only a moderate risk of surgical and/or anesthetic complications
and the need for hospitalization as a result of these complications is unlikely.
Level II procedures — any surgical or special procedures:
a. that require, or reasonably should require, the use of major conduction blockade,
deep sedation/analgesia, or general anesthesia; and
b. where there is only a moderate risk of surgical and/or anesthetic complications
and the need for hospitalization as a result of these complications is unlikely.
Local anesthesia — the administration of an agent which produces a transient and re-
versible loss of sensation in a circumscribed portion of the body.
Major conduction blockade — the injection of local anesthesia to stop or prevent a pain-
ful sensation in a region of the body. Major conduction blocks include, but are not lim-
ited to, axillary, interscalene, and supraclavicular block of the brachial plexus; spinal
(subarachnoid), epidural and caudal blocks.
Minimal sedation (anxiolysis) — the administration of a drug or drugs which produces a
state of consciousness that allows the patient to tolerate unpleasant medical procedures
while responding normally to verbal commands. Cardiovascular or respiratory func-
tion should remain unaffected and defensive airway reflexes should remain intact.
Minor conduction blockade — the injection of local anesthesia to stop or prevent a pain-
ful sensation in a circumscribed area of the body (i.e., infiltration or local nerve block),
or the block of a nerve by direct pressure and refrigeration. Minor conduction blocks
include, but are not limited to, intercostal, retrobulbar, paravertebral, peribulbar, pu-
dendal, sciatic nerve, and ankle blocks.
Monitoring — continuous, visual observation of a patient and regular observation of the
patient as deemed appropriate by the level of sedation or recovery using instruments
to measure, display, and record physiologic values such as heart rate, blood pressure,
respiration and oxygen saturation.
Office — a location at which incidental, limited ambulatory surgical procedures are per-
formed and which is not a licensed ambulatory surgical facility pursuant to Article 6,
Part D of Chapter 131E of the North Carolina General Statutes.
Operating room — that location in the office dedicated to the performance of surgery or
special procedures.
OSHA — the Occupational Safety and Health Administration.
PALS certified — a person who holds a current certification in pediatric advanced life
support from a program approved by the American Heart Association.
Physical status classification — a description of a patient used in determining if an office
surgery or procedure is appropriate. For purposes of these guidelines, ASA classifica-
tions will be used. The ASA enumerates classification: I-normal, healthy patient; I1-a
patient with mild systemic disease; I1I a patient with severe systemic disease limiting
activity but not incapacitating; I'V-a patient with incapacitating systemic disease that
is a constant threat to life; and V-moribund, patients not expected to live 24 hours with
or without operation.
Physician — an individual holding an MD or DO degree licensed pursuant to the NC
Medical Practice Act and who performs surgical or special procedures covered by these
guidelines.
Recovery area — a room or limited access area of an office dedicated to providing medi-
cal services to patients recovering from surgical or special procedures or anesthesia.
Reportable complications — untoward events occurring at any time within forty-eight
(48) hours of any surgical or special procedure or the administration of anesthesia in an
office setting including, but not limited to, any of the following: paralysis, nerve injury,
malignant hyperthermia, seizures, myocardial infarction, pulmonary embolism, renal
failure, significant cardiac events, respiratory arrest, aspiration of gastric contents, ce-
rebral vascular accident, transfusion reaction, pneumothorax, allergic reaction to anes-
thesia, unintended hospitalization for more than twenty-four (24) hours, or death.
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Special procedure — patient care that requires entering the body with instruments in
a potentially painful manner, or that requires the patient to be immobile, for a diag-
nostic or therapeutic procedure requiring anesthesia services; for example, diagnostic
or therapeutic endoscopy; invasive radiologic procedures, pediatric magnetic resonance
imaging; manipulation under anesthesia or endoscopic examination with the use of
general anesthesia.

Surgical procedure — the revision, destruction, incision, or structural alteration of hu-
man tissue performed using a variety of methods and instruments and includes the
operative and non-operative care of individuals in need of such intervention, and
demands pre-operative assessment, judgment, technical skill, post-operative manage-
ment, and follow-up.

Topical anesthesia — an anesthetic agent applied directly or by spray to the skin or mu-
cous membranes, intended to produce a transient and reversible loss of sensation to a
circumscribed area.

[A Position Statement on Office-Based Surgery was adopted by the Board on Septem-
ber 2000. The statement above (Adopted January 2003) replaces that statement. |

LASER SURGERY

It is the position of the North Carolina Medical Board that the revision, destruc-
tion, incision, or other structural alteration of human tissue using laser technology
is surgery.™ Laser surgery should be performed only by a physician or by a licensed
health care practitioner working within his or her professional scope of practice and
with appropriate medical training functioning under the supervision, preferably on-
site, of a physician or by those categories of practitioners currently licensed by this
state to perform surgical services.

Licensees should use only devices approved by the U.S. Food and Drug Administra-
tion unless functioning under protocols approved by institutional review boards. As
with all new procedures, it is the licensee’s responsibility to obtain adequate training
and to make documentation of this training available to the North Carolina Medical
Board on request.

Laser Hair Removal

Lasers are employed in certain hair-removal procedures, as are various devices that
(1) manipulate and/or pulse light causing it to penetrate human tissue and (2) are clas-
sified as “prescription” by the U.S. Food and Drug Administration. Hair-removal pro-
cedures using such technologies should be performed only by a physician or by an indi-
vidual designated as having adequate training and experience by a physician who bears
full responsibility for the procedure. The physician who provides medical supervision
is expected to provide adequate oversight of licensed and non-licensed personnel both
before and after the procedure is performed. The Board believes that the guidelines set
forth in this Position Statement are applicable to every licensee of the Board involved
in laser hair removal, whether as an owner, medical director, consultant or otherwise.

Itis the position of the Board that good medical practice requires that each patient
be examined by a physician, physician assistant or nurse practitioner licensed or ap-
proved by this Board prior to receiving the first laser hair removal treatment and at
other times as medically indicated. The examination should include a history and a fo-
cused physical examination. Where prescription medication such as topical anesthetics
are used, the Board expects physicians to follow the guidelines set forth in the Board's
Position Statement titled “Contact with Patients Before Prescribing.” When medica-
tion is prescribed or dispensed in connection with laser hair removal, the supervising
physician shall assure the patient receives thorough instructions on the safe use or ap-
plication of said medication.

The responsible supervising physician should be on site or readily available to the
person actually performing the procedure. What constitutes “readily available” will
depend on a variety of factors. Those factors include the specific types of procedures
and equipment used; the level of training of the persons performing the procedure;
the level and type of licensure, if any, of the persons performing the procedure; the
use of topical anesthetics; the quality of written protocols for the performance of the
procedure; the frequency, quality and type of ongoing education of those performing
the procedures; and any other quality assurance measures in place. In all cases, the
Board expects the physician to be able to respond quickly to patient emergencies and
questions by those performing the procedures.

*Definition of surgery as adopted by the NCMB, November 1998:

Surgery, which involves the revision, destruction, incision, or structural alteration of
human tissue performed using a variety of methods and instruments, is a discipline
that includes the operative and non-operative care of individuals in need of such in-
tervention, and demands pre-operative assessment, judgment, technical skills, post-

operative management, and follow up.
(Adopted July 1999) (Amended January 2000; March 2002; August 2002; July 2005)

CARE OF THE PATIENT UNDERGOING SURGERY OR
OTHER INVASIVE PROCEDURE*

The evaluation, diagnosis, and care of the surgical patient is primarily the respon-
sibility of the surgeon. He or she alone bears responsibility for ensuring the patient
undergoes a preoperative assessment appropriate to the procedure. The assessment
shall include a review of the patient’s data and an independent diagnosis by the op-
erating surgeon of the condition requiring surgery. The operating surgeon shall have
a detailed discussion with each patient regarding the diagnosis and the nature of the
surgery, advising the patient fully of the risks involved. It is also the responsibility of
the operating surgeon to reevaluate the patient immediately prior to the procedure.

It is the responsibility of the operating surgeon to assure safe and readily available
postoperative care for each patient on whom he or she performs surgery. It is not im-
proper to involve other licensed health care practitioners in postoperative care so long
as the operating surgeon maintains responsibility for such care. The postoperative
note must reflect the findings encountered in the individual patient and the procedure
performed.

‘When identical procedures are done on a number of patients, individual notes
should be done for each patient that reflect the specific findings and procedures of that
operation.

(Invasive procedures includes, but is not limited to, endoscopies, cardiac catheteriza-
tions, interventional radiology procedures, etc. Surgeon refers to the provider perform-
ing the procedure )

*This position statement was formerly titled, “Care of the Surgical Patients.” (Adopt-
ed September 1991) (Amended March 2001, September 2006)

HIV/HBYV INFECTED HEALTH CARE WORKERS
The North Carolina Medical Board supports and adopts the following rules of the
North Carolina Department of Health and Human Services regarding infection con-
trol in health care settings and HIV/HBYV infected health care workers.

104 NCAC 41A4 .0206: INFECTION CONTROL—
HEALTH CARE SETTINGS
(a) The following definitions shall apply throughout this Rule:

(1) "Health care organization" means hospital; clinic; physician, dentist, podia-
trist, optometrist, or chiropractic office; home health agency; nursing home;
local health department; community health center; mental health agency;
hospice; ambulatory surgical center; urgent care center; emergency room; or
any other health care provider that provides clinical care.

(2) "Invasive procedure" means entry into tissues, cavities, or organs or repair of
traumatic injuries. The term includes the use of needles to puncture skin,
vaginal and cesarean deliveries, surgery, and dental procedures during which
bleeding occurs or the potential for bleeding exists.

(b) Health care workers, emergency responders, and funeral service personnel shall
follow blood and body fluid precautions with all patients.
(c) Health care workers who have exudative lesions or weeping dermatitis shall refrain
from handling patient care equipment and devices used in performing invasive proce-
dures and from all direct patient care that involves the potential for contact of the pa-
tient, equipment, or devices with the lesion or dermatitis until the condition resolves.
(d) All equipment used to puncture skin, mucous membranes, or other tissues in medi-
cal, dental, or other settings must be disposed of in accordance with 10A NCAC 36B
after use or sterilized prior to reuse.
(e) In order to prevent transmission of HIV and hepatitis B from health care work-
ers to patients, each health care organization that performs invasive procedures shall
implement a written infection control policy. The health care organization shall en-
sure that health care workers in its employ or who have staff’ privileges are trained in
the principles of infection control and the practices required by the policy; require and
monitor compliance with the policy; and update the policy as needed to prevent trans-
mission of HIV and hepatitis B from health care workers to patients. The health care
organization shall designate a staff member to direct these activities. The designated
staff member in each health care organization shall complete a course in infection con-
trol approved by the Department. The course shall address:

(1) Epidemiologic principles of infectious disease;

(2) Principles and practice of asepsis;

(3) Sterilization, disinfection, and sanitation;
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(4) Universal blood and body fluid precautions;

(5) Engineering controls to reduce the risk of sharp injuries;

(6) Disposal of sharps; and

(7) Techniques that reduce the risk of sharp injuries to health care workers.

(f) The infection control policy required by this Rule shall address the following compo-
nents that are necessary to prevent transmission of HIV and hepatitis B from infected
health care workers to patients:

(1) Sterilization and disinfection, including a schedule for maintenance and micro-
biologic monitoring of equipment; the policy shall require documentation of
maintenance and monitoring;

(2) Sanitation of rooms and equipment, including cleaning procedures, agents, and
schedules;

(3) Accessibility of infection control devices and supplies;

(4) Procedures to be followed in implementing 10A NCAC41A .0202(4) and .0203(b)
(4)when a health care provider or a patient has an exposure to blood or other
body fluids of another person in a manner that poses a significant risk of trans-
mission of HIV or hepatitis B.

History Note: Authority G.S. 130A 144; 130A 145;
Eff. October 1, 1992; Amended Eff. December 1, 2003; July 1, 1994; January 4, 1994.

104 NCAC 414 .0207: HIV AND HEPATITIS B INFECTED HEALTH CARE
WORKERS
(a) The following definitions shall apply throughout this Rule:

(1) "Surgical or obstetrical procedures" means vaginal deliveries or surgical en-
try into tissues, cavities, or organs. The term does not include phlebotomy;
administration of intramuscular, intradermal, or subcutaneous injections;
needle biopsies; needle aspirations; lumbar punctures; angiographic proce-
dures; endoscopic and bronchoscopic procedures; or placing or maintaining
peripheral or central intravascular lines.

(2) "Dental procedure" means any dental procedure involving manipulation, cut-
ting, or removal of oral or perioral tissues, including tooth structure during
which bleeding occurs or the potential for bleeding exists. The term does not
include the brushing of teeth.

(b) All health care workers who perform surgical or obstetrical procedures or dental
procedures and who know themselves to be infected with HIV or hepatitis B shall no-
tify the State Health Director. Health care workers who assist in these procedures in
a manner that may result in exposure of patients to their blood and who know them-
selves to be infected with HIV or hepatitis B shall also notify the State Health Director.
The notification shall be made in writing to the Chief, Communicable Disease Control
Branch, 1902 Mail Service Center, Raleigh, NC 27699-1902..

(c) The State Health Director shall investigate the practice of any infected health care
worker and the risk of transmission to patients. The investigation may include review
of medical and work records and consultation with health care professionals who may
have information necessary to evaluate the clinical condition or practice of the infected
health care worker. The attending physician of the infected health care worker shall be
consulted. The State Health Director shall protect the confidentiality of the infected
health care worker and may disclose the worker's infection status only when essential to
the conduct of the investigation or periodic reviews pursuant to Paragraph (h) of this
Rule. When the health care worker's infection status is disclosed, the State Health Di-
rector shall give instructions regarding the requirement for protecting confidentiality.
(d) If the State Health Director determines that there may be a significant risk of
transmission of HIV or hepatitis B to patients, the State Health Director shall ap-
point an expert panel to evaluate the risk of transmission to patients, and review the
practice, skills, and clinical condition of the infected health care worker, as well as the
nature of the surgical or obstetrical procedures or dental procedures performed and
operative and infection control techniques used. Each expert panel shall include an
infectious disease specialist, an infection control expert, a person who practices the
same occupational specialty as the infected health care worker and, if the health care
worker is a licensed professional, a representative of the appropriate licensure board.
The panel may include other experts. The State Health Director shall consider for
appointment recommendations from health care organizations and local societies of
health care professionals.

(e) The expert panel shall review information collected by the State Health Direc-
tor and may request that the State Health Director obtain additional information as
needed. The State Health Director shall not reveal to the panel the identity of the in-
fected health care worker. The infected health care worker and the health care worker's
attending physician shall be given an opportunity to present information to the panel.
The panel shall make recommendations to the State Health Director that address the
following:

(1) Restrictions that are necessary to prevent transmission from the infected
health care worker to patients;

(2) Identification of patients that have been exposed to a significant risk of
transmission of HIV or hepatitis B; and
(3) Periodic review of the clinical condition and practice of the infected health
care worker.

(f) If; prior to receipt of the recommendations of the expert panel, the State Health
Director determines that immediate practice restrictions are necessary to prevent an
imminent threat to the public health, the State Health Director shall issue an isolation
order pursuant to G.S. 130A 145. The isolation order shall require cessation or modi-
fication of some or all surgical or obstetrical procedures or dental procedures to the
extent necessary to prevent an imminent threat to the public health. This isolation
order shall remain in effect until an isolation order is issued pursuant to Paragraph (g)
of this Rule or until the State Health Director determines the imminent threat to the
public health no longer exists.
(g) After consideration of the recommendations of the expert panel, the State Health
Director shall issue an isolation order pursuant to G.S. 130A 145. The isolation order
shall require any health care worker who is allowed to continue performing surgical or
obstetrical procedures or dental procedures to, within a time period specified by the
State Health Director, successfully complete a course in infection control procedures
approved by the Department of Health and Human Services, General Communicable
Disease Control Branch, in accordance with 10A NCAC 41A .0206(e). The isolation
order shall require practice restrictions, such as cessation or modification of some or
all surgical or obstetrical procedures or dental procedures, to the extent necessary to
prevent a significant risk of transmission of HIV or hepatitis B to patients. The isola-
tion order shall prohibit the performance of procedures that cannot be modified to
avoid a significant risk of transmission. If the State Health Director determines that
there has been a significant risk of transmission of HIV or hepatitis B to a patient,
the State Health Director shall notify the patient or assist the health care worker to
notify the patient.
(h) The State Health Director shall request the assistance of one or more health care
professionals to obtain information needed to periodically review the clinical condition
and practice of the infected health care worker who performs or assists in surgical or
obstetrical procedures or dental procedures.
(i) Aninfected health care worker who has been evaluated by the State Health Direc-
tor shall notify the State Health Director prior to a change in practice involving sur-
gical or obstetrical procedures or dental procedures. The infected health care worker
shall not make the proposed change without approval from the State Health Director.
If the State Health Director makes a determination in accordance with Paragraph
(c) of this Rule that there is a significant risk of transmission of HIV or hepatitis B
to patients, the State Health Director shall appoint an expert panel in accordance
with Paragraph (d) of this Rule. Otherwise, the State Health Director shall notify the
health care worker that he or she may make the proposed change in practice.
(j) If practice restrictions are imposed on a licensed health care worker, a copy of the
isolation order shall be provided to the appropriate licensure board. The State Health
Director shall report violations of the isolation order to the appropriate licensure
board. The licensure board shall report to the State Health Director any information
about the infected health care worker that may be relevant to the risk of transmission
of HIV or hepatitis B to patients.
History Note: Authority G.S. 130A 144; 130A 145;
Eff. October 1, 1992; Amended Eff. April 1, 2003.

(Adopted November 1992)
(Amended May 1996; January 2005)

PROFESSIONAL OBLIGATION TO REPORT INCOMPETENCE,
IMPAIRMENT, AND UNETHICAL CONDUCT

Itis the position of the North Carolina Medical Board that physicians have a profes-
sional obligation to act when confronted with an impaired or incompetent colleague or
one who has engaged in unethical conduct.

‘When appropriate, an offer of personal assistance to the colleague may be the most
compassionate and effective intervention. When this would not be appropriate or suf-
ficient to address the problem, physicians have a duty to report the matter to the in-
stitution 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 em-
powered to take appropriate action. Physicians also may report to the North Carolina
Medical Board, and when there is no other institution reasonably 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
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brought to the physician’s attention by a patient, the physician must give appropriate
consideration to preserving the patient’s confidences in deciding whether to report the
colleague.

(Adopted November 1998)

ADVERTISING AND PUBLICITY*

Itis the position of the North Carolina Medical Board that physician advertising or
publicity that is deceptive, false, or misleading is unprofessional conduct. The key issue
is whether advertising and publicity, regardless of format or content, are true and not
materially misleading.

Information conveyed may include:

a. the basis on which fees are determined, including charges for specific ser-
vices;

b. methods of payment;

c. any other non-deceptive information.

Advertising and publicity that create unjustified medical expectations, that are ac-
companied by deceptive claims, or that imply exclusive or unique skills or remedies
must be avoided. Similarly, a statement that a physician has cured or successfully
treated a large number of patients suffering a particular ailment is deceptive if it im-
plies a certainty of results and/or creates unjustified or misleading expectations. If
patient photographs are used, they should be of the physician’s own patients and dem-
onstrate realistic outcomes.

Consistent with federal regulations that apply to commercial advertising, a physi-
cian who is preparing or authorizing an advertisement or publicity item should en-
sure in advance that the communication is explicitly and implicitly truthful and not
misleading. Physicians should list their names under a specific specialty in classified
telephone directories and other commercial directories only if they are board certified
or have successfully completed a training program in that specialty accredited by the
Accreditation Council for Graduate Medical Education or approved by the Council on
Postdoctoral Training of the American Osteopathic Association.

*Business letterheads, envelopes, cards, and similar materials are understood to be
forms of advertising and publicity for the purpose of this Position Statement.
(Adopted November 1999) (Amended March 2001) (Reviewed September 2005)

SALE OF GOODS FROM PHYSICIAN OFFICES

Inherent in the in-office sale of products is a perceived conflict of interest. On this
issue, it is the position of the North Carolina Medical Board that the following instruc-
tions should guide the conduct of physicians or licensees.

Sale of practice-related items such as ointments, creams and lotions by Derma-
tologists, splints and appliances by Orthopedists, spectacles by Ophthalmologists, etc.,
may be acceptable only after the patient has been told those or similar items can be
obtained locally from other sources. Any charge made should be reasonable.

Due to the potential for patient exploitation, the Medical Board opposes licensees
participating in exclusive distributorships and/or personal branding, or persuading pa-
tients to become dealers or distributors of profit making goods or services.

Licensees should not sell any non health-related goods from their offices or other
treatment settings. (This does not preclude selling of such low cost items on an oc-
casional basis for the benefit of charitable or community organizations, provided the
licensee receives no share of the proceeds, and patients are not pressured to purchase.)

All decisions regarding sales of items by the physician or his/her staff from the
physician’s office or other place where health care services are provided, must always
be guided by what is in the patient’s best interest.

(Adopted March 2001) (Amended March 2006)

REFERRAL FEES AND FEE SPLITTING

Payment by or to a physician solely for the referral of a patient is unethical. A
physician may not accept payment of any kind, in any form, from any source, such as
a pharmaceutical company or pharmacist, an optical company, or the manufacturer
of medical appliances and devices, for prescribing or referring a patient to said source.
In each case, the payment violates the requirement to deal honestly with patients and
colleagues. The patient relies upon the advice of the physician on matters of referral.
All referrals and prescriptions must be based on the skill and quality of the physician
to whom the patient has been referred or the quality and efficacy of the drug or prod-
uct prescribed.

It is unethical for physicians to offer financial incentives or other valuable consid-
erations to patients in exchange for recruitment of other patients. Such incentives can

distort the information that patients provide to potential patients, thus distorting the
expectations of potential patients and compromising the trust that is the foundation
of the patient-physician relationship.
Furthermore, referral fees are prohibited by state law pursuant to N.C. Gen. Stat.
Section 90-401. Violation of this law may result in disciplinary action by the Board.
Except in instances permitted by law (NC Gen Stat §55B-14(c)), it is the position
of the Board that a physician cannot share revenue on a percentage basis with a non-
physician. To do so is fee splitting and is grounds for disciplinary action.
(Adopted November 1993)
(Amended May 1996, July 2006)

UNETHICAL AGREEMENTS IN COMPLAINT SETTLEMENTS
Itis the position of the North Carolina Medical Board that it is unethical for a physi-
cian to settle any complaint if the settlement contains an agreement by a patient not
to complain or provide information to the Board.

(Adopted November 1993) (Amended May 1996)

THE MEDICAL SUPERVISOR -TRAINEE RELATIONSHIP

Itis the position of the North Carolina Medical Board that the relationship between
medical supervisors and their trainees in medical schools and other medical training
programs is one of the most valuable aspects of medical education. We note, however,
that this relationship involves inherent inequalities in status and power that, if abused,
may adversely affect the educational experience and, ultimately, patient care. Abusive
behavior in the medical supervisor-trainee relationship, whether physical or verbal, is
a form of unprofessional conduct. However, criticism and/or negative feedback that is
offered with the aim of improving the educational experience and patient care should
not be construed as abusive behavior.

(Adopted April 2004)

COMPETENCE AND RE-ENTRY TO THE
ACTIVE PRACTICE OF MEDICINE

The ability to practice medicine results from a complex interaction of knowledge,
physical skills, judgment, and character tempered by experience leading to compe-
tence. Maintenance of competence requires a commitment to lifelong learning and the
continuous practice of medicine, in whatever field one has chosen. Absence from the
active practice of medicine leads to the attenuation of the ability to practice compe-
tently.

It is the position of the North Carolina Medical Board, in accord with GS 90-6(a),
that practitioners seeking licensure, or reactivation of a North Carolina medical li-
cense, who have had an interruption, for whatever reason, in the continuous practice
of medicine greater than two (2) years must reestablish, to the Board’s satisfaction,
their competence to practice medicine safely.

Any such applicant must meet all the requirements for and completion of a regular
license application. In addition, full-scale assessments, engagement in formal training
programs, supervised practice arrangements, formal testing, or other proofs of compe-
tence may be required.

The Board will cooperate with appropriate entities in the development of programs
and resources that can be used to fulfill the above requirements, including the issuance,
when necessary and appropriate, of a time or location limited and/or restricted license
(e.g., residency training license).

It shall be the responsibility of the applicant to develop a reentry program subject
to the approval of the Board.

(Adopted July 2006)

CAPITAL PUNISHMENT

The North Carolina Medical Board takes the position that physician participation
in capital punishment is a departure from the ethics of the medical profession within
the meaning of N.C. Gen. Stat.§ 90-14(a)(6). The North Carolina Medical Board adopts
and endorses the provisions of AMA Code of Medical Ethics Opinion 2.06 printed be-
low except to the extent that it is inconsistent with North Carolina state law.

The Board recognizes that N.C. Gen. Stat. § 15-190 requires the presence of “the
surgeon or physician of the penitentiary” during the execution of condemned inmates.
Therefore, the Board will not discipline licensees for merely being “present” during an
execution in conformity with N.C. Gen. Stat. § 15-190. However, any physician who
engages in any verbal or physical activity, beyond the requirements of N.C. Gen. Stat.
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§ 15-190, that facilitates the execution may be subject to disciplinary action by this
Board.

Relevant Provisions of AMA Code of Medical Ethics Opinion 2.06

An individual's opinion on capital punishment is the personal moral decision of
the individual. A physician, as a member of a profession dedicated to preserving life
when there is hope of doing so, should not be a participant in a legally authorized
execution. Physician participation in execution is defined generally as actions which
would fall into one or more of the following categories: (1) an action which would di-
rectly cause the death of the condemned; (2) an action which would assist, supervise,
or contribute to the ability of another individual to directly cause the death of the
condemned; (3) an action which could automatically cause an execution to be carried
out on a condemned prisoner.

Physician participation in an execution includes, but is not limited to, the fol-
lowing actions: prescribing or administering tranquilizers and other psychotropic
agents and medications that are part of the execution procedure; monitoring vital
signs on site or remotely (including monitoring electrocardiograms); attending or
observing an execution as a physician; and rendering of technical advice regarding
execution.

In the case where the method of execution is lethal injection, the following ac-
tions by the physician would also constitute physician participation in execution:
selecting injection sites; starting intravenous lines as a port for a lethal injection
device; prescribing, preparing, administering, or supervising injection drugs or their
doses or types; inspecting, testing, or maintaining lethal injection devices; and con-
sulting with or supervising lethal injection personnel.

The following actions do not constitute physician participation in execution: (1)
testifying as to medical history and diagnoses or mental state as they relate to com-
petence to stand trial, testifying as to relevant medical evidence during trial, testify-
ing as to medical aspects of aggravating or mitigating circumstances during the
penalty phase of a capital case, or testifying as to medical diagnoses as they relate
to the legal assessment of competence for execution; (2) certifying death, provided
that the condemned has been declared dead by another person; (3) witnessing an
execution in a totally nonprofessional capacity; (4) witnessing an execution at the
specific voluntary request of the condemned person, provided that the physician
observes the execution in a nonprofessional capacity; and (5) relieving the acute suf-
fering of a condemned person while awaiting execution, including providing tran-
quilizers at the specific voluntary request of the condemned person to help relieve
pain or anxiety in anticipation of the execution.

(Adopted January 2007)

PHYSICIAN SUPERVISION OF OTHER LICENSED HEALTH
CARE PRACTITIONERS

The physician who provides medical supervision of other licensed healthcare
practitioners is expected to provide adequate oversight. The physician must al-
ways maintain the ultimate responsibility to assure that high quality care is pro-
vided to every patient. In discharging that responsibility, the physician should
exercise the appropriate amount of supervision over a licensed healthcare prac-
titioner which will ensure the maintenance of quality medical care and patient
safety in accord with existing state and federal law and the rules and regulations
of the North Carolina Medical Board. What constitutes an “appropriate amount
of supervision” will depend on a variety of factors. Those factors include, but are
not limited to:

* The number of supervisees under a physician’s supervision

* The geographical distance between the supervising physician and the su-
pervisee

* The supervisee’s practice setting

* The medical specialty of the supervising physician and the supervisee

* Thelevel of training of the supervisee

* The experience of the supervisee

* The frequency, quality, and type of ongoing education of the supervisee

* The amount of time the supervising physician and the supervisee have
worked together

* The quality of the written collaborative practice agreement, supervisory
arrangement, protocol or other written guidelines intended for the guid-
ance of the supervisee

* The supervisee’s scope of practice consistent with the supervisee 's educa-
tion, national certification and/or collaborative practice agreement

(Adopted July 2007)

- NCMB PS
DRUG OVERDOSE PREVENTION

The Board is concerned about the three-fold rise in overdose deaths over the

past decade in the State of North Carolina as a result of both prescription and
non-prescription drugs. The Board has reviewed, and is encouraged by, the efforts
of Project Lazarus, a pilot program in Wilkes County that is attempting to reduce
the number of drug overdoses by making the drug naloxone* and an educational
program on its use available to those persons at risk of suffering a drug overdose.
The prevention of drug overdoses is consistent with the Board’s statutory mis-
sion to protect the people of North Carolina. The Board therefore encourages its
licensees to cooperate with programs like Project Lazarus in their efforts to make
naloxone available to persons at risk of suffering opioid drug overdose.
* Naloxone is the antidote used in emergency medical settings to reverse respira-
tory depression due to opioid toxicity.
(Adopted September 2008)

MEDICAL TESTIMONY

The Board recognizes that medical testimony is vital to the administration of
justice in both judicial and administrative proceedings. In order to provide further
guidance to those physicians called upon to testify, the Board adopts and endorses
the AMA Code of Medical Ethics Opinion 9.07 entitled “Medical Testimony.” In
addition to AMA Ethics Opinion 9.07, the Board provides the following guidelines
to those physicians testifying as medical experts:

* Physician expert witnesses are expected to be impartial and should not
adopt a position as an advocate or partisan in the legal proceedings.

* The physician expert witness should review all the relevant medical infor-
mation in the case and testify to its content fairly, honestly, and in a bal-
anced manner. In addition, the physician expert witness may be called upon
to draw an inference or an opinion based on evidence presented in the case.
In doing so, the physician expert witness should apply the same standards
of fairness and honesty.

* The physician expert witness is ethically and legally obligated to tell the
truth. The physician expert witness should be aware that failure to provide
truthful testimony constitutes unprofessional conduct and may expose the
physician expert witness to disciplinary action by the Board pursuant to
N.C. Gen Stat. § 90-14(a)(6).

The language of AMA Code of Medical Ethics Opinion 9.07 provides:

In various legal and administrative proceedings, medical evidence is critical. As citi-
zens and as professionals with specialized knowledge and experience, physicians have an
obligation to assist in the administration of justice.

‘When a legal claim pertains to a patient the physician has treated, the physician
must hold the patient’s medical interests paramount, including the confidentiality of
the patient’s health information, unless the physician is authorized or legally compelled
to disclose the information.

Physicians who serve as fact witnesses must deliver honest testimony. This requires
that they engage in continuous self-examination to ensure that their testimony repre-
sents the facts of the case. When treating physicians are called upon to testify in mat-
ters that could adversely impact their patients” medical interests, they should decline
to testify unless the patient consents or unless ordered to do so by legally constituted
authority. If, as a result of legal proceedings, the patient and the physician are placed in
adversarial positions it may be appropriate for a treating physician to transfer the care
of the patient to another physician.

‘When physicians choose to provide expert testimony, they should have recent and
substantive experience or knowledge in the area in which they testify, and be committed
to evaluating cases objectively and to providing an independent opinion. Their testi-
mony should reflect current scientific thought and standards of care that have gained
acceptance among peers in the relevant field. If a medical witness knowingly provides
testimony based on a theory not widely accepted in the profession, the witness should
characterize the theory as such. Also, testimony pertinent to a standard of care must
consider standards that prevailed at the time the event under review occurred.

All physicians must accurately represent their qualifications and must testify hon-
estly. Physician testimony must not be influenced by financial compensation; for ex-
ample, it is unethical for a physician to accept compensation that is contingent upon
the outcome of litigation.

Organized medicine, including state and specialty societies, and medical licensing
boards can help maintain high standards for medical witnesses by assessing claims of
false or misleading testimony and issuing disciplinary sanctions as appropriate. (IL, IV,
'V, VII) Issued December 2004 based on the report “Medical Testimony,” adopted June
2004.
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NORTH CAROLINA MEDICAL BOARD
Board Orders/Consent Orders/Other Board Actions

Annulment:
Retrospective and prospective cancellation of the practitioner’s
authorization to practice.
Conditions:
A term used in this report to indicate restrictions, requirements,
or limitations placed on the practitioner.
Consent Order:
An order of the Board stating an agreement between the Board
and the practitioner regarding the annulment, revocation, sus-
pension, or surrender of the authorization to practice, or the
conditions placed on the authorization to practice, or other ac-
tion taken by the Board relative to the practitioner. (A method
for resolving a dispute without a formal hearing.)
Denial:
Final decision denying an application for practice authoriza-
tion or a request for reconsideration/modification of a previous
Board action.
Dismissal:
Board action dismissing a contested case.
Inactive Medical License:
To be “active,” a medical license must be registered on or near
the physician’s birthday each year. By not registering his or her
license, the physician allows the license to become “inactive.”
The holder of an inactive license may not practice medicine in
North Carolina. Licensees will often elect this status when they

August-October 2008
DEFINITIONS:

retire or do not intend to practice in the state. (Not related to
the “voluntary surrender” noted below.)
NA:
Information not available or not applicable.
NCPHP:
North Carolina Physicians Health Program.
Public Letter of Concern:
A letter in the public record expressing the Board’s concern
about a practitioner’s behavior or performance. Concern has
not risen to the point of requiring a formal proceeding but
should be known by the public. If the practitioner requests a
formal disciplinary hearing regarding the conduct leading to the
letter of concern, the letter will be vacated and a formal com-
plaint and hearing initiated.
Reentry Agreement:
Arrangement between the Board and a practitioner in good
standing who is “inactive” and has been out of clinical practice
for two years or more. Permits the practitioner to resume active
practice through a reentry program approved by the Board to
assure the practitioner’s competence.
RTL:
Resident Training License. ( Issued to those in post-graduate
medical training who have not yet qualified for a full medical
license.)

Revocation:
Cancellation of the authorization to practice. Authorization
may not be reissued for at least two years.
Stay:
The full or partial stopping or halting of a legal action, such as a
suspension, on certain stipulated grounds.
Summary Suspension:
Immediate withdrawal of the authorization to practice prior to
the initiation of further proceedings, which are to begin within
a reasonable time. (Ordered when the Board finds the public
health, safety, or welfare requires emergency action.)
Suspension:
Withdrawal of the authorization to practice for a stipulated pe-
riod of time or indefinitely.
Temporary/Dated License:
License to practice for a specific period of time. Often accompa-
nied by conditions contained in a Consent Order. May be issued
as an element of a Board or Consent Order or subsequent to the
expiration of a previously issued temporary license.
Voluntary Surrender:
The practitioner’s relinquishing of the authorization to practice
pending or during an investigation. Surrender does not preclude
the Board bringing charges against the practitioner. (Not related
to the “inactive” medical license noted above.)

To view the public documents for each action, please visit the Board’s Web site at www.ncmedboard.or
p p www.ncmedboard.org

ANNULMENTS
NONE

REVOCATIONS

AUGUSTUS, Carl Trent, MD

Charlotte, NC (Mecklenburg Co)

009601218 | Specialty: IM (as reported by physician)
Dr. Augustus violated an Oct. 17, 2007 Consent Order.
10/01/2008. Medical license revoked.

Location:
License #:
Cause:
Action:

FRIEDES, Larry Matthew, MD
St. Augustine, FL
200101041 | Specialty: EM (as reported by physician)

Location:
License #:

Cause: Dr. Friedes was convicted of a felony in the case, State of
Florida v. Lawrence Friedes.

Action: 09/15/2008. Notice of revocation issued.

PYKE, George Albert, MD

Location: Anna Maria, Fla.

License #: 009600690 | Specialty: F'P (as reported by physician)

Cause: Dr. Pyke was convicted of committing a lewd, lascivious or
indecent act upon a child under 16 years of age in State of
Florida v. George Albert Pyke, case number 2006CF002541A

Action: 08/28/2008. Entry of revocation.

ROJO, Rodolfo, MD

Location: Cary, NC (Wake Co)

License #: 009600131 | Specialty: GS/EM (as reported by physician)

Cause: Dr. Rojo was convicted of a felony in U.S. v Rodolfo Rojo,
case number 3:07-CR287-R.

Action: 08/06/2008. Entry of revocation.

SUSPENSIONS

JONAS, Dannie Burton, PA
Hayesville, NC (Clay Co)

Location:

000101500
On Aug. 10, 2007, Jonas was arrested by the Greenville
Police Department and charged with felony manufacture

License #:

Cause:

of marijuana, felony possession with intent to sell and de-
liver marijuana, felony maintaining a dwelling for keeping
and selling marijuana and misdemeanor possession of drug
paraphernalia. On Sept. 19, 2007, Jonas pleaded guilty to
one misdemeanor count of possession of marijuana and one
misdemeanor count of possession of drug paraphernalia. He
was given a suspended sentence and placed on unsupervised
probation for 12 months. In December 2007, a Board investi-
gator conducted a physician extender site check and several
deficiencies were noted.

10/01/2008. Jonas’ Physician Assistant license is indefinitely
suspended.

Action:

See Consent Orders:
GRAY, Jack Kenneth Jr., MD
JONES, Deborah Adee, PA
LAND, Phillip Barton, PA
LEWIS, Deborah Lynn, MD
LOZEVSKI, Jonathan Leonid, MD
MESSNER, Keith Harold, MD
MILES, Martha Cope, MD
PAUL, Robert Allen, Jr., PA-C
PIXTON, Jan Maree, PA
STEVENS, William Michael, MD
TARASZKA, Steven Robert, MD
TORRES, Rafael Guillermo, MD
VILLAREAL, Andrea Currin, PA
WRENN, Cynthia Helen, PA

SUMMARY SUSPENSIONS

CRUMMIE, Robert Gwinn, MD
Rutherfordton, NC (Rutherford Co)
000014636 | Specialty: P (as reported by physician)

Location:

License #:
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Cause:

Action:

Dr. Crummie is an admitted alcoholic who has received
treatment for his disease and continues to receive coun-
seling for his alcoholism. In November 2007, his medical
license was suspended for unprofessional conduct stem-
ming from three drunk driving arrests. As part of the
Board’s Order of Discipline, Dr. Crummie was required to
enter into a five-year monitoring contract with the North
Carolina Physicians Health Program (NCPHP). His con-
tract required him to call a telephone number every day
to determine if he had been selected for a random urine
screen. He missed 14 phone calls in June, July and August,
2008. His contract also required him to abstain from con-
suming alcohol. In August, Dr. Crummie provided a urine
specimen that tested positive for alcohol metabolites. The
Board found that the public health, safety or welfare re-
quired emergency action.

09/03/2008. Dr. Crummie’s license to practice medicine is
summarily suspended.

CONSENT ORDERS

BLOCK, Matthew, MD

Location:
License#:
Cause:

Action:

Laurinburg, NC (Scotland Co)

200100308 | Specialty: CD (as reported by physician)

A NC Division of Public Health Investigation linked an
outbreak of hepatitis C to possible unsafe medical prac-
tices during myocardial perfusion studies, or nuclear stress
tests. Seven patients who had nuclear stress tests at Dr.
Block’s practice tested positive for hepatitis C.

08/28/2008. Interim consent order executed. Dr. Block’s
practice is restricted to exclude invasive office-based proce-
dures, including but not limited to nuclear stress tests. Dr.
Block shall also supervise the drawing of blood and enforce
the use of standard precautions.

BROADHEAD, Daniel David, MD

Location:
License #:

Cause:

Action:

Virginia Beach, Va.

000016325 | Specialty: P (as reported by physician)

In January 2008 Dr. Broadhead entered into a Consent Or-
der with the Board based on findings that he had certain
deficiencies in the manner in which he practices medicine.
He was ordered by the Board to undergo a professional
assessment by the Center for Personalized Education for
Physicians (CPEP). The Board then learned that Dr.
Broadhead had a medical condition that could affect his
ability to practice medicine with a reasonable degree of
skill and safety.

09/16/2008. Consent order executed: Dr. Broadhead will
develop a remediation plan consistent with the recommen-
dations of the CPEP report. He also will enter into and
maintain a contract with the North Carolina Physicians
Health Program.

CLAYTON, Christy Lou, MD

Location:
License #:

Cause:

Cary, NC (Wake Co)

000039362 | Specialty: OB/GYN (as reported by physi-
cian)

The Board alleged that Dr. Clayton performed a certain
surgical procedure on a high-risk, surgical patient without
first pursuing an alternative, less-invasive course of treat-
ment for the diagnosed condition. Dr. Clayton contends
she discussed alternative treatment with the patient and
informed the patient of the risks of the surgery. Dr. Clay-
ton’s documentation of her treatment of the patient is
unclear as to what alternative treatments were discussed.
The Board also expressed concern regarding the post-op-

Action:

erative care of the patient. Dr. Clayton assured the Board
that appropriate procedures were in place. Dr. Clayton’s
documentation of her discussions with the patient failed to
conform to acceptable and prevailing standards of medical
practice.

09/19/2008. Consent order executed as a Public Letter of

Concern.

COFIELD, Trina Lashawn, MD

Location:
License#:
Cause:

Action:

Greenville, NC (Pitt Co)

NA - RTL | Specialty: IM (as reported by physician)

Dr. Cofield served as a resident physician at the Univer-
sity of Colorado Health Sciences Center from June 2004 to
March 2005. In April 2005, the Colorado Board of Medi-
cal Examiners issued an order of suspension regarding Dr.
Cofield’s training license. The suspension was based on al-
legations that Dr. Cofield failed to meet generally accepted
standards of medical practice. The Colorado Board lifted
the suspension on Nov. 17, 2005. Dr. Cofield was also issued
aletter of admonition by the Colorado Board outlining the
Board’s concerns about Dr. Cofield’s performance. Dr. Co-
field applied for a NC resident training license on April 18,
2008, to allow her to participate in the training program in
internal medicine at Pitt County Memorial Hospital. Dr.
Cofield has interviewed with a subcommittee of the Board
to discuss her public record in Colorado and alleged perfor-
mance issues.

08/18/2008. Consent order executed. Dr. Cofield is issued a

resident training license.

CRUMP, Carolyn Faydene, MD

Location:
License#:

Cause:

Action:

Lexington, NC (Davidson Co)

200501115 | Specialty: GP (as reported by physician)

Dr. Crump entered into a consent order with the Board in
June 2005 that specified the terms of her reentry into the
active practice of medicine after a number of years out of
active clinical practice.

08/25/2008. Amendment to consent order executed. Dr.
Crump’s order is amended to allow her to work 30 hours a
week provided she has coverage by her supervising physi-

cian.

GRAY, Jack Kenneth Jr., MD

Location: Norman, Okla.

License #: 000033054 | Specialty: P (as reported by physician)

Cause: In April 2007, the Department of Health for the State of
Florida filed an Administrative Complaint alleging that
Dr. Gray failed to practice medicine within the standard
of care. In December 2007 he voluntarily relinquished his
medical license in Florida and is forever barred from reap-
plication for a Florida license.

Action: 09/10/2008. Consent order executed: Dr. Gray’s license to
practice medicine in North Carolina is indefinitely sus-
pended.

JONES, Deborah Adee, PA

Location: Greenville, NC (Pitt Co)

License #: 001000762

Cause: While staffing a work place health clinic, Jones autho-

rized a prescription for Chantix to a patient, who was a
non-smoker. The patient and a clinic employee had agreed
to obtain the drug and then give it to the employee’s hus-
band. Both indicated that Jones was fully aware of their
diversion plan and agreed to authorize the prescription
knowing the patient was a non-smoker. The employees
and Ms. Jones were all terminated from their jobs at the
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Action:

clinic. Jones indicated she was never aware of the diver-
sion plan, but had strong suspicions that the patient was
a non-smoker and was attempting to obtain the drug for
improper reasons. Jones admitted it was wrong of her to
authorize the prescription.

09/19/2008. Consent order executed: Jones’ license is sus-
pended for six months, immediately stayed except for a
period of 30 days wherein she serves an active suspension.

KASTRUP, John Joseph, MD

Location:
License #:
Cause:

Action:

St. Cloud, Fla.

200801891 | Specialty: OS (as reported by physician)

In 2000, a payment was made on Dr. Kastrup’s behalf
based on allegations that a surgery scheduled to be per-
formed on a patient’s right foot was in fact performed on
the left foot.

10/17/2008. Non-disciplinary consent order executed. Dr.
Kastrup is issued a full and unrestricted license to practice
in North Carolina.

LAND, Phillip Barton, PA

Location:
License #:
Cause:

Action:

Greensboro, NC (Guilford Co)

009001593

In April 2006 Land was arrested by Greensboro police offi-
cers for assault and going armed in the terror of the public.
He had displayed a gun while ordering food at a restau-
rant drive-through window. When he was arrested, Land
appeared impaired and was taken to the hospital later on
the same day. He resolved these criminal charges by agree-
ing to a one-year deferred prosecution agreement and the
charges were dismissed in June 2007. When he renewed his
PA license in October 2006, he inaccurately responded to
questions about any previous criminal charges. After later
relapsing in his recovery from chemical dependence, Land
surrendered his PA license in May 2008.

09/19/2008. Consent order executed: Land’s license is in-
definitely suspended.

LANGLEY, Dawn Tracy, PA

Location:
License#:
Cause:

Action:

Lumberton, NC (Robeson Co)

000102637

Ms. Langley did not register her PA license as required
by law, causing the Board to place her license on inactive
status effective February 6, 2008. On her application for
reactivation Ms. Langley falsely answered “No” to a ques-
tion that asked whether she had ever had privileges lim-
ited, suspended, placed on probation, etc. by any facility
where she has been on staff. In 2000, Ms. Langley was put
on probation and later terminated from her position at a
hospital.

08/08/2008. Consent order executed. Ms. Langley is repri-
manded. Her PA license is reinstated effective the date of
this order.

LEWIS, Deborah Lyn, MD

Location:
License #:

Cause:

Action:

Raleigh, NC (Wake Co)

000039843 | Specialty: FP (as reported by physician)

On August 27, 2007, Dr. Lewis was arrested and charged
with driving while impaired. She was subsequently ordered
to undergo assessment and treatment for alcohol abuse.
During this time, she agreed to refrain from alcohol use.
Nonetheless, she admitted consuming alcohol on June 19,
2008. She voluntarily placed her license on inactive status
on July 2, 2008.

09/02/2008. Consent order executed: Dr. Lewis’ medical li-
cense is indefinitely suspended.

LOZEVSKI, Jonathan Leonid, MD

Location:
License#:

Cause:

Action:

Chapel Hill, NC (Orange Co)

200600451 | Specialty: Radiology (as reported by physi-
cian)

Dr. Lozevski suffers from neuropathy of the leg, for which
he is under the care of a physician. On two occasions, Dr.
Lozevski altered a prescription given to him by another
physician, adding pain medicine that the prescribing
physician did not authorize. Dr. Lozevski then took this
medicine seeking relief from pain. In 2008 Dr. Lozevski
self-referred to the NCPHP seeking help with his use of
pain relievers. He had completed a 16-week residential
treatment program.

08/21/2008. Consent order executed. Dr. Lozevski’s license
is suspended for two years. However, the action is immedi-
ately stayed and Dr. Lozevski is placed on probation and

subject to conditions.

MESSNER, Keith Harold, MD

Location:
License #:

Cause:

Action:

Fayetteville, NC (Cumberland Co)

200600748 | Specialty: EM (as reported by physician)

In December 2007, Dr. Messner was ordered by the Board
to undergo an evaluation by the North Carolina Physi-
cians Health Program. On Feb. 13, 2008, he entered into a
one-year agreement with NCPHP to refrain from the con-
sumption of alcohol or other mood-altering chemicals and
to participate in random urine screenings. In May 2008,
Dr. Messner admitted to consuming alcohol during an in-
terview with a Board investigator. He underwent a four-
day assessment, admitted himself to a 90-day residential
treatment program and completed the program.
10/08/2008. Consent order executed: Dr. Messner’s medical

license is indefinitely suspended.

MILES, Martha Cope, MD

Location:
License #:
Cause:

Action:

Sanford, NC (Lee Co)

000035989

On January 15, 2004, Dr. Miles entered into a Consent
Order with the Board based on, among other things, ad-
missions that she failed to keep a property inventory of
controlled substances, that she pre-signed prescription
blanks and that she prescribed to family members. Dr.
Miles entered into a contract with the North Carolina Phy-
sicians Health Program and on July 13, 2006, the Board
terminated the Consent Order. In 2007, the Board received
a complaint that Dr. Miles was prescribing narcotics to a
patient in an inappropriate manner. The Board reviewed
the medical charts of this patient and 15 other patients.
Dr. Miles could only produce records on nine of the pa-
tients, and some of these were incomplete. In August 2008,
Dr. Miles was indicted on two felony counts of distributing
or dispensing controlled substances. On May 21, 2008, Dr.
Miles requested her medical license become inactive.
09/19/2008. Consent order executed: Dr. Mile’s license to

practice medicine is indefinitely suspended.

PAUL, Robert Allen, Jr., PA-C

Location:
License#:
Cause:

Raleigh, NC (Wake Co)

000102781

Mr. Paul was arrested by the Raleigh Police Department
on June 13, 2008, on evidence that he had forged prescrip-
tions for Vicodin in the names of patients who were seen at
his place of employment. Mr. Paul, who suffers from alco-
hol and substance dependency, then diverted the drugs ob-

tained for personal use. Mr. Paul surrendered his PA license

on June 13, 2008.
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Action:

08/12/2008. Consent order executed. Mr. Paul’s license is
indefinitely suspended.

PIXTON, Jan Maree, PA

Location:
License #:
Cause:

Action:

Waynesville, NC (Haywood Co)

000102080

09/10/2008. Ms. Pixton has mental health issues and a his-
tory of substance abuse problems. In February 2008, Ms.
Pixton attempted suicide by overdosing on a controlled
substance. She was involuntarily committed and, upon re-
lease, admitted to a residential treatment facility for men-
tal health issues.

Consent order executed: Ms. Pixton’s PA license is indefi-
nitely suspended.

STAMP, Ian Patrick, MD

Location:
License #:
Cause:

Action:

Shelby, NC (Cleveland Co)

009800706 | Specialty: IM (as reported by physician)
After examining and treating a patient, Dr. Stamp made
comments and phone calls to the patient that caused her
to believe Dr. Stamp had personal feelings toward her. Dr.
Stamp contends his comments and interactions were not
intended to offend the patient, but realizes his actions
could have been seen as crossing proper patient boundaries
and were inappropriate. After the Notice of Charges and
Allegations were served in this case, the Board received
another complaint about Dr. Stamp’s interaction with a
patient. Dr. Stamp denies he violated any patient bound-
aries, but accepts responsibility for any perceived bound-
ary violations. In August, 2008 he attended and completed
a course on maintaining proper boundaries.

09/19/2008. Consent order executed: Dr. Stamp is repri-
manded.

STEVENS, William Michael, MD

Location:

License #:

Cause:

Action:

Sylva, NC (Jackson Co)
200700370 | Specialty: OB/GYN (as reported by physi-
cian)

In November 2007, the Kansas Board of Healing Arts
revoked Dr. Stevens” medical license based on allegations
that he abandoned his patients by closing his medical prac-
tice without adequate notice, that he failed to report he
had surrendered his DEA registration, and that he falsi-
fied his Kansas Board license renewal application. When
applying for a North Carolina medical license, Dr. Stevens
responded inaccurately to a question about prior investiga-
tions by a governmental agency or a professional licensing
board.

09/19/2008. Consent order executed: Dr. Stevens’ medical
license is indefinitely suspended.

TARASZKA, Steven Robert, MD

Location:
License #:
Cause:

Action:

Monroe, Ga.

009600070 | Specialty: GP (as reported by physician)

On Oct. 9, 2007, the Georgia Composite Board of State
Medical Examiners summarily suspended Dr. Taraszka’s
Georgia medical license. The Georgia Board found that he
posed a threat to the public health, safety and welfare as a
result of his diagnosis of opioid dependence.

10/07/2008. Consent order executed: Dr. Taraszka’s medi-

cal license is indefinitely suspended.

TORRES, Rafael Guillermo, MD

Location:
License #:

Raleigh, NC (Wake Co)
009901342 | Specialty: FP (as reported by physician)

Cause:

Action:

Dr. Torres treated two co-workers after having personal re-
lationships with each of them. When first interviewed by a
Board investigator, he denied having personal relationships
with either one, but he later contacted the investigator and
acknowledged the relationships. He has received counsel-
ing regarding proper personal interactions with patients
and staff from the Center for Professional Well-Being.

09/19/2008. Consent order executed: Dr. Torres’ medical li-
cense is suspended for one year, and is immediately stayed
upon his scheduling an appointment with the North Caro-
lina Physicians Health Program and obtaining an assess-

ment.

VILLAREAL, Andrea Currin, PA

Location:
License#:

Cause:

Action:

Sanford, NC (Lee Co)

000103377

Ms. Villareal has applied for reissuance of her PA license,
which became inactive on March 14, 2007 after she failed
to register her license as required by law. Ms. Villareal con-
tinued to practice as a PA until May 22, 2008. An audit
of Ms. Villareal’s practice also found that she was out of
compliance with requirements that her license number ap-
pear on prescription blanks, and that she have a written
policy in place for periodic review of written instructions
for prescribing.

08/21/2008. Consent order executed. Ms. Villareal’s PA li-
cense is reinstated. However, her license is suspended from
May 22, 2008, until the date this order is executed.

WEINTRAUB, Richard Alan, MD

Location:
License #:
Cause:

Action:

Greensboro, NC (Guilford Co)

000021134 | Specialty: C (as reported by physician)

The Board issued a Public Letter of Concern based on al-
legations that Dr. Weintraub used profanity and struck
a patient in the head when the patient became agitated
during a procedure in a hospital operating room. The hos-
pital suspended Dr. Weintraub’s privileges as a result of
the incident, but made a finding that Dr. Weintraub did
not intend to injure or harm the patient. The Board also
became aware of reported concerns from the hospital and
its staff that Dr. Weintraub had been disruptive in the
past toward the staff. The Board ordered an assessment for
these reported concerns, and Dr. Weintraub was encour-
aged to work with a therapist to help his behavior. The
hospital reinstated Dr. Weintraub’s privileges and imple-
mented certain procedures to monitor his behavior toward
the hospital staff.

09/19/2008. Consent order executed as a Public Letter of

Concern.

‘WRENN, Cynthia Helen, PA

Location:
License #:
Cause:

Fayetteville, NC (Cumberland Co)

000102752

‘While having a significant emotional relationship with a
patient, Wrenn prescribed controlled substances and non-
controlled substances to the patient. On several occasions
she did not document the prescriptions in the patient’s
chart. In September 2007, Wrenn elicited the help of a
co-worker to divert controlled substances to the patient.
She also wrote prescriptions for four other patients with-
out proper documentation. In May 1999, Wrenn answered
inaccurately a Board questionnaire on previous criminal
violations. In October 1983, she was convicted of driving a
motor vehicle with a blood alcohol content of greater than
.1 percent. In June 1976, Wrenn was convicted of the sale
of cocaine. On July 25, 2008, she surrendered her license to
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the Board and submitted herself for inpatient residential
therapy for substance abuse issues.

09/19/2008. Consent order executed: Wrenn’s license is in-
definitely suspended effective July 25, 2008.

Action:

YONGUE, Judith Salle, MD

Greenville, NC (Pitt Co)

000013542 | Specialty: P (as reported by physician)

In January 2004, Dr. Yongue treated a patient for a variety

Location:

License #:

Cause:
of complaints including depression, anxiety, insomnia and
migraine headaches. She continued to treat the patient
until November 2007 by prescribing various medications,
including antidepressants, hypnotics and mood stabilizers.
Dr. Yongue did not maintain a complete patient care record
for the patient. She also started treating another patient in
November 2006 for symptoms including depression, pain
and suicidal ideation. Dr. Yongue prescribed various nar-
cotic analgesics without performing a physical assessment
and without documented collaboration or consultation
with the patient’s treating orthopedist or pain manage-
ment clinic. She also did not maintain a complete patient
care record the second patient.

Action: 09/19/2008. Consent order executed: Dr. Yongue is repri-

manded.

See Miscellaneous Actions:
ALRUZZEH, Sharif Mohamed, MD
BECKER, Robert Lee, MD
RADHAKRISHNAN, Jay K., MD
MISCELLANEOUS ACTIONS

ALRUZZEH, Sharif Mohamed, MD

Location: Charlotte, NC (Mecklenburg Co)

License#t: RTL | Specialty: GS

Action: 10/02/2008. Non-Disciplinary Consent Order: The Board
issued Dr. Alruzzeh a resident training license pursuant to
the terms of a Non-Disciplinary Consent Order.

BECKER, Robert Lee, MD

Location: Rockyville, Md.

License#t: 000027425 | Specialty: Pathology (as reported by physi-
cian)

Cause: Dr. Becker has not practiced clinical medicine since 2004,
and he let his North Carolina license lapse when he failed
to renew it in January 2007. In May 2008, Dr. Becker ap-
peared before the Board for an interview to discuss his ap-
plication for reinstatement of his license. He has no pres-
ent plans to return to the clinical practice of medicine.

Action: 08/19/2008. Consent order executed. Dr. Becker is granted

a limited administrative license and required to limit his

practice to administrative medicine only.

RADHAKRISHNAN, Jay K., MD

Location: Burlington, Iowa
License #: 200801873/Specialty: DR (as reported by physician)
Action: 10/29/2008. Non-Disciplinary Consent Order: The Board

issued Dr. Radhakrishnan a license to practice medicine

DENIALS OF RECONSIDERATION/MODIFICATION
NONE

DENIALS OF LICENSE/APPROVAL

COOPERMAN, Glenn Arthur, MD

Location: Las Vegas, NV.

License #: 009600150 | Specialty: OB/GYN (as reported by physician)

Action: 09/04/2008. Application to reactivate North Carolina li-
cense to practice medicine denied.

CUELLAR, Jacob, MD

Location: Greensboro, NC (Guilford Co)

License #: NA | Specialty: IM (as reported by physician)

Cause: Dr. Cuellar was convicted of a misdemeanor on July 8,
1999, specifically, preparation of obscene photo.

Action: 08/01/2008. Denial of North Carolina resident training li-

cense.

DEFRESE, Geridharma Rose, DO

Location: Indianapolis, IN
License #: NA | Specialty: GP (as reported by physician)
Action: 09/03/2008. Application for North Carolina license to prac-

tice medicine denied.

GONZALEZ, Ramon Humberto, MD

Location: Madisonville, KY
License#: NA | Specialty: OB/GYN
Action: 09/03/2008. Application for North Carolina license to prac-

tice medicine denied.

McGHEE, James Ernest, MD

Location: Charlotte, NC (Mecklenburg Co)
License#: 9400578 | Specialty: FP
Action: 10/17/2008. Application to reinstate North Carolina license

to practice medicine denied.

REDDY, Rajashaker Pullagurram, MD

Location: Atlanta, Ga.
License#t: NA | Specialty: R (as reported by physician)
Action: 10/23/2008. Application to reinstate North Carolina license

to practice medicine denied.

SESSOMS, Rodney Kevin, MD

Location: Clinton, NC (Sampson Co)

License #: 000033927 | Specialty: IM (as reported by physician)

Medical Ed: East Carolina University/1989

Action: 10/15/2008. Application to reinstate North Carolina license
to practice medicine denied.

SMAYDA, Richard John, DO

Location: Harwich, Mass.

License#: NA | Specialty: F'P (as reported by physician)

Action: 10/14/2008. Application to activate North Carolina license
to practice medicine denied.

SMITH, Tracey, PA

Location: Wilmington, NC (New Hanover Co)

License#t: 000102582

Action: 09/03/2008. Application to reinstate North Carolina PA li-
cense denied.

SMITH, Yale Robert, MD

Location: Rockledge, Fla.

License#: NA | Specialty: AN (as reported by physician)

Action: 10/24/2008. Application to reinstate North Carolina license

to practice medicine denied.

TOMPKINS, Kenneth James, MD

Location: Virginia Beach, Va.
License #: 009701625 | Specialty: D (as reported by physician)
Action: 10/21/2008. Application to reinstate North Carolina license

to practice medicine denied.
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SURRENDERS

BLACK, Steven Ray, MD

Sylva, NC (Jackson Co)

200500976 | Specialty: IM (as reported by physician)
09/18/2008. Voluntary surrender of North Carolina medi-

cal license.

Location:
License #:
Action:

CAGGIANQO, Christopher John, PA

Location: Concord, NC (Cabarrus Co)
License #: 000102355
Action: 10/20/2008. Voluntary surrender of North Carolina medi-

cal license.

FARRELL, Edwin Gayle, MD

Location: Wilmington, NC (New Hanover Co)

License #: 000017345 | Specialty: P

Action: 10/15/2008. Voluntary surrender of North Carolina medi-
cal license.

GRANT, Gregory, MD

Location: Asheville, NC (Buncombe Co)

License #: 000027461 | Specialty: GYN (as reported by physician)

Action: 10/14/2008. Voluntary surrender of North Carolina medi-

cal license.

PERRY, Robert Francis, MD

Location: Wilmington, NC (New Hanover Co)

License #: 009401472 | Specialty: GP (as reported by physician)

Action: 10/07/2008. Voluntary surrender of North Carolina medi-
cal license.

TAUB, Harry Evan, MD

Location: Fletcher, NC (Henderson Co) | DOB: 11/24/1970

License#t: 200600491 | Specialty: P (as reported by physician)

Medical Ed: Dartmouth Medical College (2001)

Action: 08/22/2008. Voluntary surrender of medical license.

PUBLIC LETTERS OF CONCERN

GALYON, Steven Wayne, MD

Location: Williston, ND

License #: 200701072 | Specialty: OTO (as reported by physician)

Cause: The Board is concerned that Dr. Galyon was formally rep-
rimanded by the New Mexico Medical Board for fraud or
misrepresentation in connection with applying for or pro-
curing the renewal of a license in 20006.

Action: 10/02/2008. Public letter of concern issued.

GREENSTONE, Sidney Thomas, DO

Hayesville, NC (Clay Co)

009900061 | Specialty: FP (as reported by physician)

The Board is concerned that Dr. Greenstone failed to ad-

Location:
License #:
Cause:
mit a patient who had displayed multiple risk factors for
cardiac disease. After consulting with an on-call physician,
Dr. Greenstone sent the patient home. The patient died the
next day. The Board feels he should have made an indepen-
dent decision to arrange for admission of the patient for a
cardiac work-up and treatment.

10/02/2008. Public letter of concern issued.

Action:

PHILIPS, Sherif Antoun, MD

Location: Greenville, NC (Pitt Co)
License #: 009501056
Cause: The Board dismisses all charges regarding the care of 10

extremely ill patients who were the subject of a notice of

charges and allegations issued October 2, 2007. However,
the Board is concerned about some aspects of the care Dr.
Philips provided these 10 patients, many of whom were
terminally ill and had chronic, co-morbid medical prob-

lems. Dr. Philips has agreed to take appropriate CME

courses.

Action: 08/26/2008. Public letter of concern issued.

SORIANO, Clinton R, MD

Location: Winston-Salem, NC (Forsyth Co)

License #: 000022056 | Specialty: VS

Cause: The Board is concerned that Dr. Soriano’s treatment of a
surgical patient with a soft tissue mass on her right arm
may have fallen below the standard of care. Specifically,
the Board believes Dr. Soriano may have failed to perform
appropriate pre-operative testing, including peripheral
nerve conduction studies and an electromyography.

Action: 10/21/2008. Public letter of concern issued.

STARKEY, Suzanne Renee, MD
Wilson, NC (Wilson Co)
009701829 | Specialty: OB/GYN (as reported by physi-

cian)

Location:
License #:
Cause: The Board is concerned that Dr. Starkey failed to conduct
a physical examination of certain patients receiving laser
hair removal procedures at a salon where she was a medical
consultant. She also failed to conduct a physical examina-
tion of certain patients prior to providing them with pre-
scriptions for medications.

Action: 09/19/2008. Public letter of concern issued.
STEMEN-GALLAGHER, Mary Jane, NP

Raeford, NC (Bertie Co)

000600078

The Board is concerned that Ms. Stemen-Gallagher autho-

Location:

License #:

Cause:
rized a prescription for controlled substances for a patient
with a known substance abuse history under the name of a
physician who was not her primary supervising physician.
Further, when that physician disavowed the prescription,
Ms. Stemen-Gallagher re-issued the prescription after con-
sulting with an unlicensed physician regarding the appro-
priateness of the prescription. The Board is also concerned
that Ms. Stemen-Gallagher treated and prescribed for a
relative outside her collaborative practice agreement and
in conflict with the Board’s position on treatment of fam-
ily members.

Action: 08/15/2008. Public letter of concern issued.

STURDIVANT, Mark Cooper, MD

Location: Raleigh, NC (Wake Co)

License #: 000039377 Specialty: GS (as reported by physician)

Cause: The Board is concerned that Dr. Sturdivant treated a pa-
tient for a peripheral nerve lesion. He removed what he be-
lieved to be a fibroma, but instead the lesion was a schwan-
noma. The manner in which the lesion was removed caused
the patient to suffer right common peroneal nerve injury.

Action: 09/15/2008. Public letter of concern issued.

REAVES, John Earl, MD

Location: Mount Holly, NC (Gaston Co) | DOB: 04/16/1962

License #: 000038828

Medical Ed: University of Alabama School of Medicine, Birmingham
(1987)

Cause: The Board is concerned that Dr. Reaves prescribed medica-

tions to several patients for the treatment of chronic pain
without keeping accurate and complete patient charts
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documenting his evaluations, consultations, treatment
plans and objectives, and periodic reviews or patients’ pain
treatment. Further, the Board is concerned that in many
cases, Dr. Reaves may have missed or overlooked warning
signs that patients were at high risk of medication abuse or
diversion.

Action: 08/22/2008. Public letter of concern issued.

WINFIELD, John Buckner, MD

Boone, NC (Watauga Co)

000022450 | Specialty: RHU/IM (as reported by physi-

cian)

The Board is concerned that Dr. Winfield prescribed medi-

cation to his sister, which is in conflict with the Board’s po-

Location:
License #:

Cause:

sition on treatment of family members. It is the Board’s
position that, except for minor illnesses and emergencies,
physicians should not treat or prescribe for their family
members.
Action: 10/23/2008. Public letter of concern issued.
See Consent Orders:
CLAYTON, Christy Lou, MD
WEINTRAUB, Richard Alan, MD

COURT APPEALS/STAYS
NONE

CONSENT ORDERS LIFTED

AARONS, Mark Gold, MD
Rockingham, NC (Richmond Co)

Location:

License #: 000031233 | Specialty: Nephrology, IM (as reported by
physician)

Action: 10/22/2008. Consent Order terminated

HARRIS, Dennis Bret, PA

Location: Goldsboro, NC (Wayne Co)

License #: 000102356

Action: 10/17/2008. Consent Order terminated

MABE, Layla Myers, NP

Location: Hamlet, NC (Richmond Co)

License#: 000900378

Cause: No longer needed.

Action: 08/25/2008. Order terminating consent order issued.

MARTONE, Arlene Rae, MD

Location: Venice, Fla.

License#t: 000018781 | Specialty: OB/GYN (as reported by physi-
cian)

Action: 08/26/2008. Order terminating consent order issued.

TAYLOR, Dennis Absher, NP

Location: Charlotte, NC (Mecklenburg Co)
License #: 005001488
Action: 10/20/2008. Consent Order terminated

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

LARSON, Michael Joseph, MD

Location: Raleigh, NC (Wake Co)
License #: 000028661 | Specialty: R (as reported by physician)
Action: 03/27/2008. Temporary/dated license issued to expire on

09/30/2008.

LARSON, Michael Joseph, MD

Location: Raleigh, NC (Wake Co)

License #: 000028661 | Specialty: R (as reported by physician)

Action: 09/18/2008. Temporary/dated medical license issued to ex-
pire 9/30/2009.

MCMANUS, Shea Eamonn, MD

Location: Oxford, NC (Granville Co)

License #: 009701056 | Specialty: IM (as reported by physician)

Action: 03/27/2008. Temporary/dated license issued to expire on

03/31/2009.

ROSNER, Michael John, MD

Location: Hendersonville, NC (Henderson Co)
License #: 000026865 | Specialty: NS (as reported by physician)
Action: 09/18/2008. Temporary/dated medical license issued to ex-

pire 11/30/2008.

VAUGHAN, Howell Anderson, PA

Location: Knightdale, NC (Wake Co)

License #: 000101513

Action: 03/27/2008. Temporary/dated license issued to expire on
01/31/2009.

WHITLOCK, Gary Thomas, III, MD

Location: New Bern, NC (Craven Co)
License #: 000024331 | Specialty: EM (as reported by physician)
Action: 03/27/2008. Temporary/dated license issued to expire on

03/31/2009.

WHITMER, Gilbert Gomer, Jr., MD

Location: Fayetteville, NC (Cumberland Co)
License #: 000036854 | Specialty: OS (as reported by physician)
Action: 03/27/2008. Full and unrestricted license issued.

‘WESSEL, Richard Frederick, Jr., MD

Location: Coinjock, NC (Currituck Co)
License #: 009600772 | Specialty: C (as reported by physician)
Action: 03/27/2008. Full and unrestricted license issued.

'WILLIAMS, Dwight Morrison, MD

Location: Roanoke Rapids, NC (Halifax Co)

License #: 000033577 | Specialty: GP (as reported by physician)

Action: 03/27/2008. Full and unrestricted license issued.

DISMISSALS

WISE, Matthew Jay, MD

Location: Gallup, NM

License#t: 200000331 | Specialty: OB/GYN (as reported by physi-
cian)

Action: 08/27/2008. Dismissal of charges issued June 14, 2007,
without prejudice.

REENTRY AGREEMENTS

NONE
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