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General Session Minutes of the North Carolina Medical Board
Meeting held March 20-22, 2013.

The North Carolina Medical Board met March 20-22, 2013, at its office located at 1203 Front
Street, Raleigh, NC. William A. Walker, MD, President, called the meeting to order. Board
members in attendance were: Paul S. Camnitz, MD, President-Elect; Cheryl L. Walker-McGill,
MD, Secretary/Treasurer; Janice E. Huff, MD; Thomas R. Hill, MD; Ms. Thelma Lennon; John B.
Lewis, Jr., LLB; Eleanor E. Greene, MD; Subhash C. Gumber, MD; Mr. Michael Arnold; Ms. H.
Diane Meelheim, FNP and Pascal O. Udekwu, MD.

Presidential Remarks

Dr. Walker commenced the meeting by reminding the Board members of their duty to avoid
conflicts of interest with respect to any matters coming before the board as required by the State
Government Ethics Act. No conflicts were reported.

Minutes Approval

Motion: A motion passed to approve the January 16, 2013 Board Minutes and February 21,
2013 Hearing Minutes.

Announcements

1. Mr. Curt Ellis, Director, Investigation Department, recognized Mr. David Hedgecock on
his five-year anniversary at the NCMB.

2. Mr. David Henderson, Executive Director, recognized Ms. Maureen Bedell on her five-
year anniversary at the NCMB.

3. Ms. Joy Cooke, Director, Licensing Department, recognized Ms. Jane Paige on her five-
year anniversary at the NCMB.

5. Dr. Edward Treadwell, President, Old North State Medical Society gave the Board an
annual update.

6. Mr. Thom Mansfield, Director, Legal Department gave the Board a legislative update.

Board Retreat Review

The NC Medical Board met in open session to discuss the retreat held January 19, 2013 where
Miriam Carver presented and led a retreat on the Policy Governance© model as a possible
method for NCMB governance. All Board members attended.

A general discussion identified the following points:
1. The retreat was generally useful and allowed the Board members to review the current

issues which led to the retreat and how the Policy Governance© model might serve as a
governance structure for the NCMB.

2. The NCMB licenses and regulates the practice of medicine in NC and does not therefore
fit into an easily defined category for board activity.

3. Because of the unigue requirements of a state regulatory Board, Board members
perform many functions which might be delegated to staff in other types of boards.
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4. Several issues which led to the decision to have the retreat are now in process, including
the adoption of an Employee Assistance Program, development of an Employee
Manual, and ongoing resolution of accounting issues.

Conclusions:
1. While the Carver model of Policy Governance© seems to be a forward thinking and

newer model for board governance, the model does not meet the needs of the NCMB.

2. The Board expressed appreciation for the staff efforts in investigating options and
organizing the retreat, in particular Ms. Apperson and Ms. Bedell.

3. While the Board does not recommend adoption of the Carver model, the retreat provided
a useful opportunity to review issues, identify unique characteristics of the NCMB, and
acted as a useful starting point for further action.

4. Dr. Walker will summarize individual discussion items and present an outline of possible
action items for comment by Board members. After a review by Board members, a final
recommendation of action items will be sent to Mr. Henderson for staff implementation.

Board Discussion: Personnel Matter

A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential and not considered
a public record within the meaning of Chapter 132 of the General Statutes and/or to preserve
attorney/client privilege.

The full Board discussed a personnel matter. The details of this discussion are
maintained by the Director of Human Resources.

A motion passed to return to open session.

EXECUTIVE COMMITTEE REPORT

The Executive Committee of the North Carolina Medical Board was called to order at 2:00 pm,
Thursday March 21, 2012, at the offices of the Board. Members present were: William A.
Walker, MD, Chair; Paul S. Camnitz, MD, Cheryl Walker-McGill, MD, Eleanor E. Greene, MD,
and Ms. Thelma C. Lennon.
1) Financial Statements

a) Monthly Accounting January 2013 and December 2012

The Committee reviewed the January 2013 and December 2012 compiled financial
statements. January is the third month of fiscal year 2013.

Committee Recommendation: Accept the financial statements as reported.

Board Action: The Board accepted the Committee recommendation.

b) Statement of Cash Flows — fiscal year 2013
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The Committee reviewed the Statement of Cash Flows for fiscal year 2013 thru January
2013.

Committee Recommendation: Accept the Statement of Cash Flows as reported.

Board Action: The Board accepted the Committee recommendation.

c) Investment Account Statements

The Committee reviewed the February and January 2013 investment account
statements from Fifth Third Bank.

Committee Recommendation: Accept the investment account statements as reported.
Invite representatives from Fifth Third Bank to attend the July Executive Committee
meeting.

Board Action: The Board accepted the Committee recommendation.

2) Old Business
a) AIMAP Update

The Committee reviewed outstanding items from the Administrators in Medicine
Assessment Program (“AIMAP”) report.

Committee Recommendations:

¢ Recommendation #1 (Create a formal governance manual for Board members):
Staff to work with Drs. Huff and Walker-McGill to create a draft Board
Governance Manual. Draft to be submitted to the Executive Committee and
Board prior to the July Board meeting.

¢ Recommendation #2 (Provide formal training for Board members in governance
and legal functions): Update - Mr. Mansfield provided hearing training at the
January 2013 Board meeting. This presentation will be posted on the
“Information” tab of the Board Book.

¢ Recommendation #8 (Consider formal strategic planning with surveys and
interviews of stakeholders): At the July Board meeting, the Executive Committee
and senior staff will meet to begin the strategic planning process. Once a plan is
in place, it will be reviewed quarterly.

e Recommendation #9 (Set specific priorities with the ED; the ED should set
specific targets and measures for departmental performance): Staff will present
a list of proposed key performance indicators to the Executive Committee at the
May Board meeting.

e Recommendation #10 (Examine the re-entry program to relieve staff and Office
of Medical Director ("OMD") of their roles): Staff will study the feasibility of a rule
that would assess a user fee for those licensees who are required to undergo a
reentry program.

e Recommendation #13 (Continue monitoring the FSMB Uniform Application
("UA™) for possible use or incorporation): Do not pursue auto-populating UA
information into the NCMB application at this time. Continue to monitor.

Board Action: The Board accepted the Committee recommendations.
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b)

d)

f)

Task Tracker

The Committee reviewed outstanding items on the Task Tracker report.

Committee Recommendation: Accept the update as reported. Staff to prioritize adding
an “Additions Tab” to the Board Meeting Book in an effort to have this in place prior to

the May Board meeting.

Board Action: The Board accepted the Committee recommendation.

Internet Service Charge

The Committee discussed reimbursing Board members for home internet service and
while away from home conducting Board business.

Committee Recommendation: Discontinue reimbursing Board members for home
internet service. Reimburse Board members for internet service required to conduct
Board business while away from home.

Board Action: The Board accepted the Committee recommendation.

Umbrella Board Proposals

The Committee discussed a bill filed in the Legislature to study consolidating
independent boards into a large “umbrella” board.

Committee Recommendation: Accept as information.

Board Action: The Board accepted the Committee recommendation.

State Agency Audits

The Committee reviewed a letter from Beth A. Wood, CPA, State Auditor, setting forth
procedures for obtaining audit services and the language that must be in an audit
contract.

Committee Recommendation: Staff to follow the requirements set forth in the August 4,
2011, letter when soliciting bids for a new contract and when entering into a contract for
auditing services.

Board Action: The Board accepted the Committee recommendation.

Fees Assessed for Collecting Fines

The Committee revisited the issue of whether to assess administrative costs whenever
fines are collected. (In January 2010 the Board voted to waive the fee for administrative
costs.)

Committee Recommendation: Accept as information.
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Board Action: The Board accepted the Committee recommendation.

g) Property Update

The Committee discussed additional options related to locating a larger office building or
expanding the current building space.

Committee Recommendation: Accept as information. The Executive Committee will
continue this discussion in May including when it should list the Board's property for
sale.

Board Action: The Board accepted the Committee recommendation.

3) New Business
a) Employee Assistance Program
The Committee reviewed proposals for an employee assistance program.

Committee Recommendation: Staff to contract with Frank Horton Associates to provide
an employee assistance program for NCMB staff.

Board Action: The Board accepted the Committee recommendation.

POLICY COMMITTEE REPORT

Committee Members: Dr. Greene, Chairman; Judge Lewis; Dr. Hill and Dr. Udekwu
Staff: Todd Brosius and Wanda Long

1. Old Business
a. Social Media (APPENDIX A)

11/2012 Committee Discussion: The Committee discussed the potential need for guidance
regarding licensee use of social media and other organizations that have commented on the
benefits and pitfalls of this phenomenon.

11/2012 Committee Recommendation: The Committee recommended drafting a Position
Statement addressing this issue based on Dr. Kirby’s Forum article.

11/2012 Board Action: Accept the Committee Recommendation.
01/2013 Committee Discussion: Mr. Brosius provided the Committee with a proposed Position
Statement. Suggestions were made regarding making the statement more concise. Mr.

Brosius was asked to determine if the State Bar has any policy on social media for its licensees.

01/2013 Committee Recommendation: Table until March 2013 meeting to allow staff to further
study.

01/2013 Board Action: Accept the Committee Recommendation.
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03/2013 Committee Discussion: Mr. Brosius provided the Committee with a revised Position
Statement. The Committee discussed circulating the proposed Position Statement to licensee.
It was suggested that the Position Statement could be posted on the website and circulated
through the Board’s own social media channels. It was also suggested by the committee that a
link be included to Dr. Kirby’s article on the use of social media.

03/2013 Committee Recommendation: Accept Position Statement with the addition of a link to
Dr. Kirby’s article.

03/2013 Board Action: Accept the Committee Recommendation.

1. Old Business

b. Position Statement Review
i. Drug Overdose Prevention (APPENDIX B)

01/2013 Committee Discussion: The Committee discussed its desire to broaden the Position
Statement. There was also discussion regarding eliminating references to proprietary terms in
the Position Statement. It was indicated that the Medical Society currently has an opioid task
force and that they would provide the Medical Board with additional information.

01/2013 Committee Recommendation: Table issue for additional study.
01/2013 Board Action: Accept the Committee Recommendation.

03/2013 Committee Discussion: The Committee reviewed and discussed the Position Statement
with approval.

03/2013 Committee Recommendation: Accept proposed changes to Position Statement.

03/2013 Board Action: Accept the Committee Recommendation.

1. Old Business:

b. Position Statement Review
ii. Policy for the Use of Controlled Substances for the Treatment of Pain
(APPENDIX C)

01/2013 Committee Discussion: The Committee discussed directives from Dr. Walker regarding
this Position Statement. It was reported that Dr. Hill and Dr. Camnitz were researching this
issue.

01/2013 Committee Recommendation: Table issue to obtain a directive from Dr. Walker.
01/2013 Board Action: Accept the Committee Recommendation.

03/2013 Committee Discussion: Dr. Hill and Judge Lewis provided brief updates regarding plans
to review and overhaul the Policy for the Use of Controlled Substances for the Treatment of
Pain Position Statement. It is anticipated that the Board will take this matter up again after the

annual meeting of the FSMB in April 2013 where it is anticipated that this issue will be
addressed.
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03/2013 Committee Recommendation: Table issue until after the Federation of State Medical
Board’s annual meeting.

03/2013 Board Action: Accept the Committee Recommendation.

2. New Business:
a. Position Statement Review (APPENDIX D)

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

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

2. New Business:
a. Position Statement Review
i. The Treatment of Obesity (APPENDIX E)

03/2013 Committee Discussion: Dr. Kirby and Mr. Henderson explained the rationale for
including a cautionary note regarding the use of hCG. A discussion ensued about whether the
Board should focus so specifically on one treatment modality. It was suggested that the
Position Statement broadly address the use of non-beneficial modalities with a specific
reference to hCG to follow,

03/2013 Committee Recommendation: Accept proposed changes to Position Statement.
03/2013 Board Action: Refer back to the Policy Committee for further consideration.
2. New Business:

a. Position Statement Review

ii. Contact with Patients before Prescribing (APPENDIX G)

03/2013 Committee Discussion: The Committee reviewed and discussed the insertion of
language that included as an exception the prescribing of an opioid antagonist. The discussion
proceeded and focused on the last paragraph of the Position Statement as perhaps being

inconsistent with the Board’s telemedicine Position Statement.

03/2013 Committee Recommendation: Table discussion until May in order to ensure that this
Position Statement and that on telemedicine are in harmony.

03/2013 Board Action: Accept the Committee Recommendation. Dr. Walker will create an Ad
Hoc Committee chaired by Dr. Huff to study telemedicine.

LICENSE COMMITTEE REPORT

Paul Camnitz, MD, Chair, Janice Huff, MD, Thelma Lennon, Pascal Udekwu, MD, Thomas Hill,
MD, Scott Kirby, MD, Patrick Balestrieri, Carren Mackiewicz, Hari Gupta, Dena Konkel, Joy
Cooke, Michelle Allen, Mary Rogers, Kim Chapin, Lisa Hackney, Nancy Hemphill and
Michael Moulton, MD

Open Session
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Old Business
1. Federation Credentials Verification Service (“FCVS”") Language on Web Site — Public Affairs

Issue: Staff was requested to draft language for the web site with regard to using/not using
FCVS for a license application. The main goal is to make applicants aware that if they do not
have a completed FCVS profile it is not recommended that they start an application for an FCVS
profile for their NC license.

9/2012 Board Action: Accept update that this task has been assigned to the public affairs
department for editing the website. Public Affairs will provide an update at November meeting.

11/16/2012 Board Action: Accept as information. Revisit in January with update from Public
Affairs.

1/18/2013 Board Action: Public Affairs to provide demonstration of new website at the March
meeting. Staff to provide FCVS statistics regarding processing time.

3/20/13: Public Affairs provided a demonstration of the new website regarding using FCVS
Committee Recommendation: Accept as information.

Board Action: Accept as information.

2. Proposed Change to Pre-Approved Private Letter of Concern (“PLOC”) Protocol - Legal

Issue: Included in the current list of pre-approved PLOC (Board Book Tab 350 #15) is a
provision to send a “postgraduate training letter” to “all applicants who are still in or have not
completed a residency” which states the following:

Congratulations on recently fulfilling the requirements for a full and unrestricted license
to practice medicine in North Carolina. Your license has been issued and formal
notification has been sent under separate cover. However, because you have not
completed a postgraduate training program, the Board emphasizes its expectation that
you will appropriately limit your practice to those areas where you are competent.
Furthermore the Board would like to know if you terminate your residency position
prematurely.

This pre-approved PLOC was initiated after the Board received a cluster of license applications
from relative weak or poorly performing residents who were just finishing their first year of post
graduate training. After license interviews with some of these applicants the Board became
concerned these applicants were applying for a full and unrestricted license as a means to end
what was otherwise an undistinguished medical education. Initially the plan was to send these
inchoate physicians an informal and non-reportable letter of advice. However, when the concept
of the letter of advice was rejected by the Board as an option for this (and several other similar)
situations it was decided to use a pre-approved PLOC. Recently several Board members have
become concerned the long term consequences of a potentially perpetually reportable PLOC
may outweigh its benefits, and sending this cautionary warning to “all applicants who are still in
or have not completed a residency” may be misapplied.

Recommendation:

a. Send a “postgraduate training letter” pre-approved PLOC only to those applicants who
have not completed at least 2 years of postgraduate training. This would anticipate the
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Board’s already approved recommendation to change the PGT licensure prerequisite to
require completion of a least 2 years postgraduate training.

b. The preapproved PLOC does not include the standard PLOC warning caveat:

“The Board considers this to have been an investigation. Under certain
circumstances, other credentialing, regulatory, or licensing boards may require
that you report this investigation. A copy of this letter may be used for that
purpose”.

An additional paragraph could be included in the “postgraduate training letter” which specifically

states the Board does not consider this to have been an investigation and the pre-approved

PLOC is not reportable to any other credentialing, regulatory, or licensing board.

1/16/2013 Committee Recommendation: Send a “postgraduate training letter” (“PGT”) pre-
approved PLOC only to those applicants who have not completed at least 2 years of
postgraduate training. This would anticipate the Board's already approved recommendation to
change the PGT licensure prerequisite to require completion of a least 2 years postgraduate
training. OMD and Board Member to have the discretion whether to send a “PGT” letter to
physicians who have completed less than 2 years of training. Committee to review preapproved
PLOC list at the March meeting. Send sample letters of the PLOC's to the committee members.

1/16/2013 Board Action: Send a “postgraduate training letter” pre-approved PLOC only to those
applicants who have not completed at least 2 years of postgraduate training. This would
anticipate the Board’s already approved recommendation to change the PGT licensure
prerequisite to require completion of a least 2 years postgraduate training. OMD and Board
Member to have the discretion whether to send a “PGT” letter to physicians who have
completed less than 2 years of training. Committee to review preapproved PLOC list at the
March meeting. Send sample letters of the PLOC's to the committee members.

Issue: Per committee’s request a copy of all the PLOC's are provided for the committee’s
review.

Committee Recommendation: Amend January 2013 board action by removing the statement
“OMD and Board Member to have the discretion whether to send a PGT letter to physicians who
have completed less than 2 years of training”. Refer PLOC issue back to the legal department
to draft language that will give more transparency of the Board's definition of reporting PLOC's.

Board Action: Amend January 2013 board action by removing the statement “Office of the
Medical Director (OMD) and Board Member to have the discretion whether to send a PGT letter
to physicians who have completed less than 2 years of training”. Refer PLOC issue back to the
legal department to draft language that will give more transparency of the Board’s definition of
reporting PLOC's.

New Business

1. Administrators In Medicine Assessment Program (“AIMAP”) Recommendation #13 —
Universal Application (UA) - Gupta

Issue: One recommendation the AIMAP Team made was to continue monitoring the FSMB’s
Uniform application for possible use or incorporation. Hari has done further research as to what
will be required for NCMB to implement usage of the UA and will give a report.

A. The Federation of State Medical Boards (“FSMB”) UA for State Physician Licensure is a
standard licensure application form that serves as the core of a state’s license application
without replacing unique state-level requirements.
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B. Physicians can fill out the UA online application once; they then use the application
whenever they apply for licensure in states using the UA for the rest of their careers.

C. The UA initiative has gained significant traction among state medical boards across the
country.

1. Currently, 19 medical boards have implemented the UA and 53 are engaged in the
program at some level.

2. To date, more than 32,000 physicians have successfully used the UA

3. The UA also is available for Resident Applicants.

D. The FSMB has implemented time-savings data-transfer capabilities between the UA and the
Federation Credentials Verification Service (FCVS).

1. Nearly all of the nation’s 70 state medical boards accept FCVS, which provides
physicians and PAs with a permanent, lifetime repository of primary-source verified
credentials.

2. Last year, FCVS was used for more than 50 percent of the approximately 63,000
licenses issued in the United States.

3. When an FCVS user begins the UA application process, FCVS data auto-populates
more than 70 percent of the core UA application — a significant time savings for
physicians.

4. UA users, in turn, receive a similar benefit when they initiate an FCVS application,
with common data elements auto-populating the FCVS application.

5. When given the choice of a regular board application and the UA application, it is
very likely applicants will choose the UA because of its added benefit of future license
portability and time savings.

6. As more states adopt the UA, the FSMB anticipates significant growth in the number
of total UA submissions.

Committee Recommendation: Due to low volume of participants using the UA, it is
recommended the NCMB wait to implement and continue to monitor. Hari Gupta will gather
information on how many 2012 NC applicants have a UA application.

Board Action: Due to low volume of participants using the UA, it is recommended the NCMB
wait to implement and continue to monitor. Hari Gupta will gather information on how many
2012 NC applicants have a UA application.

A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.
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Fifteen licensure cases were discussed. A written report was presented for the Board'’s
review. The Board adopted the Committee’s recommendation to approve the written report.
The specifics of this report are not included because these actions are not public
information.

A motion passed to return to open session.
LICENSE INTERVIEW REPORT

A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.

Seven licensure interviews were conducted. A written report was presented for the Board’s
review. The Board adopted the Committee’s recommendation to approve the written report.
The specifics of this report are not included because these actions are not public
information.

A motion passed to return to open session.

ALLIED HEALTH COMMITTEE REPORT

Committee Members present were: Cheryl Walker-McGill, MD, Chairperson, Paul Camnitz,
MD, and H. Diane Meelheim, FNP. Also present were Marcus Jimison, Lori King, CPCS,
Quanta Williams, Jane Paige, Nancy Hemphill, Katharine Kovacs, Mike Borden, Amy Whited,
Gregg Griggs and Detra Chambers.

OPEN SESSION

PHYSICIAN ASSISTANTS

1. Emergency Situations Related to Physician Assistants’ Intent to Practice

Issue:

Policy Statement/Procedure approved November 16, 2007.

Purpose: To define emergency situations and establish a policy/procedure that will be followed
regarding a Physician Assistant’s Intent to Practice in an emergency situation. Committee

discussed possible changes to current policy.

Committee Recommendation: Leave current Physician Assistant Emergency Policy as is with
no changes.

Board Action:  Leave current Physician Assistant Emergency Policy as is with no changes.

NC EMERGENCY MEDICAL SERVICES (EMS)

1. No items for discussion.
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ANESTHESIOLOGIST ASSISTANTS

1. No items for discussion

NURSE PRACTITIONERS

1. No items for discussion

CLINICAL PHARMACIST PRACTITIONERS

1. Vaccine administration rule amendments

The issue: Change the pharmacists vaccinations rule, 21 NCAC 32U (Appendix H), to allow
pharmacists to administer any Center for Disease Control (CDC) recommended vaccine on the
adult immunization schedule and any CDC recommended vaccine for international travel. Also,
allow pharmacists to administer the flu vaccine to patients aged 14-17.

Committee Recommendation: Discussed in depth. The committee recommended that Marcus
Jimison, Board attorney, review and update the recommended changes. The updated revision
will be addressed in May.

Board Action: Revisions will be addressed at the May meeting.
PERFUSIONISTS
1. Open session portion of the minutes of the January Perfusionist Advisory Committee (PAC)

meeting

Issue: The open session minutes of the January PAC meeting have been sent to the Committee
members for review.

Committee Recommendation: Accept the report of the open session minutes as information

Board Action: Accept the report of the open session minutes as information

POLYSOMNOGRAPHIC TECHNOLOGISTS

1. No items for discussion

REVIEW (MALPRACTICE) COMMITTEE REPORT

Board Members present were: Janice Huff, MD (chair), Eleanor Greene, MD, John Lewis, and
Diane Meelheim, NP. Staff present: Judie Clark, Scott Kirby, MD, Michael Sheppa, MD,
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Katharine Kovacs, PA, Sherry Hyder, Amy Ingram, Carol Puryear, Brian Blankenship and
Marcus Jimison.

A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.

The Review (Malpractice) Committee reported on fifty-nine malpractice cases. A written
report was presented for the Board's review. The Board adopted the Committee’s
recommendation to approve the written report. The specifics of this report are not included
because these actions are not public.

A motion passed to return to open session.

REVIEW (COMPLAINT) COMMITTEE REPORT

Board Members present were: Janice Huff, MD (chair), Eleanor Greene, MD, John Lewis, and
Diane Meelheim, NP. Staff present: Judie Clark, Scott Kirby, MD, Michael Sheppa, MD,
Katharine Kovacs, PA, Sherry Hyder, Amy Ingram, Carol Puryear and Marcus Jimison.

A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.

The Review (Complaint) Committee reported on thirty-two complaint cases. A written report
was presented for the Board's review. The Board adopted the Committee’s
recommendation to approve the written report. The specifics of this report are not included
because these actions are not public.

A motion passed to return to open session.

DISCIPLINARY (COMPLAINTS) COMMITTEE REPORT

Board Members present were: Thomas Hill, MD (chair), Subhash Gumber, MD, Pascal
Udekwu, MD, Cheryl Walker-McGill, MD and Michael Arnold. Staff present: Judie Clark, Scott
Kirby, MD, Michael Sheppa, MD, Katharine Kovacs, PA, Sherry Hyder, Amy Ingram, Carol
Puryear, Thom Mansfield, Brian Blankenship, and Marcus Jimison

A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.

The Disciplinary (Complaints) Committee reported on five complaint cases. A written report
was presented for the Board's review. The Board adopted the Committee’s
recommendation to approve the written report. The specifics of this report are not included
because these actions are not public.
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A motion passed to return to open session.

DISCIPLINARY (MALPRACTICE) COMMITTEE REPORT

Board Members present were: Thomas Hill, MD (chair), Subhash Gumber, MD, Pascal
Udekwu, MD, Cheryl Walker-McGill, MD and Michael Arnold. Staff present: Judie Clark, Scott
Kirby, MD, Michael Sheppa, MD, Katharine Kovacs, PA, Sherry Hyder, Amy Ingram, Carol
Puryear, Thom Mansfield, Brian Blankenship, and Marcus Jimison.

A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.

The Disciplinary (Malpractice) Committee reported on four cases. A written report was
presented for the Board's review. The Board adopted the Committee’s recommendation to
approve the written report. The specifics of this report are not included because these
actions are not public information.

A motion passed to return to open session.

INVESTIGATIVE INTERVIEW REPORT

A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.

Sixteen informal interviews were conducted. A written report was presented for the Board’s
review. The Board adopted the recommendations and approved the written report. The
specifics of this report are not included because these actions are not public information.

A motion passed to return to open session.

DISCIPLINARY (INVESTIGATIVE) COMMITTEE REPORT

Members present were: Thomas Hill, MD (Chair), Cheryl Walker-McGill, MD, Pascal Udekwu,
MD, Subhash Gumber, MD, Mike Arnold

Also present: Curt Ellis, Dave Allen, Lee Allen, Therese Babcock, Loy Ingold, Don Pittman,
Rick Sims, Jerry Weaver, Jenny Olmstead, Barbara Rodrigues, Sharon Denslow, Thom
Mansfield, Todd Brosius, Patrick Balestrieri, Brian Blankenship, Marcus Jimison.

A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina

General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
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considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.

The Disciplinary (Investigative) Committee reported on thirty-two investigative cases. A
written report was presented for the Board’s review. The Board adopted the Committee’s
recommendation to approve the written report. The specifics of this report are not included
because these actions are not public information.

A motion passed to return to open session.

REVIEW (INVESTIGATIVE) COMMITTEE REPORT

Members present were: Dr. Janice Huff (Chair), Dr. Eleanor Green. Mr. John Lewis Ms Diane
Meelheim. Also present were: Jenny Olmstead, Barbara Rodrigues, Sharon Squibb-Denslow ,
Therese Dembroski, David Allen, Lee Allen, David Hedgecock, Don Pittman, Robert Ayala, Loy
Ingold, Bruce Jarvis, Rick Sims, Jerry Weaver Curtis Ellis, Todd Brosius, Thom Mansfield,
Patrick Balestrieri, Marcus Jimison

A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.

The Review (Investigative) Committee reported on twenty-six investigative cases. A written
report was presented for the Board's review. The Board adopted the Committee’s
recommendation to approve the written report. The specifics of this report are not included
because these actions are not public information.

A motion passed to return to open session.

NORTH CAROLINA PHYSICIANS HEALTH PROGRAM (NCPHP) COMMITTEE REPORT

A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.

The Board reviewed sixty-two cases involving participants in the NC Physicians Health
Program. The Board adopted the committee’s recommendation to approve the written
report. The specifics of this report are not included as these actions are not public
information.

A motion passed to return to open session.

FINES

The NCMB issues non-disciplinary administrative fines in certain cases.
Please find this information under Appendix G.
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ADJOURNMENT
This meeting was adjourned at 12:30 p.m., March 22, 2013.

Cheryl L. Walker-McGill, MD
Secretary/Treasurer
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APPENDIX A

PROPOSED POSITION STATEMENT:

Professional Use of Social Media

The Board recognizes that social media has increasing relevance to professionals and supports
its responsible use. However, health care practitioners are held to a higher standard than
others with respect to social media, as they are in other areas of life. This is because health
care professionals, unlike members of the lay public, are bound by ethical and professional
obligations that extend well beyond the exam room.

The informality of social media sites may obscure the serious implications and long term
consequences of certain types of postings. When licensees fail to carefully consider the
implications of their online activities, it may be harmful to individual patients, the medical
profession, and the individual licensee.

The Board believes the relationship between the patient and the healthcare provider should be
considered sacred. Any act by a licensee that violates patient trust places the relationship with
the patient at risk. Licensees must understand that the code of conduct that governs their face
to face encounters with patients also extends to online activity. As such, licensees interacting
with patients online must maintain appropriate boundaries in accordance with professional
ethical guidelines, just as they would in any other context. In addition, licensees have an
absolute obligation to maintain patient privacy.

The blurring of the line between a licensee’s professional identity and private life represents an
additional area of hazard. A licensee’s publicly available online content directly reflects on his or
her professionalism. It is advisable that licensees separate their professional and personal
identities online (maintain separate email accounts for personal and professional use; establish
a social media presence for professional purposes and one for personal use, etc.). Privacy,
however, is never absolute, and considerations of professionalism should also extend to a
licensee’s personal accounts. Posting of material that demonstrates, or appears to demonstrate,
behavior that might be considered unprofessional, inappropriate or unethical should be avoided.
The online use of profanity, disparaging or discriminatory remarks about individual patients or
types of patients is also unacceptable.

Licensees should also routinely monitor their own online presence to ensure that the personal
and professional information on their own sites and, to the extent possible, content posted about
them by others, is accurate and appropriate. Furthermore, when licensees view content posted
by colleagues that appears unprofessional, they have a responsibility to bring that content to the
attention of the individual so that he or she can remove it and/or take other appropriate actions.
If the behavior significantly violates professional norms and the individual does not take
appropriate action to resolve the situation, the licensee should report the matter to appropriate
authorities.
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UPDATED PROPOSED POSITION STATEMENT:

Professional Use of Social Media

The Board recognizes that social media has increasing relevance to professionals and supports
its responsible use. However, health care practitioners are held to a higher standard than
others with respect to social media because health care professionals, unlike members of the
lay public, are bound by ethical and professional obligations that extend beyond the exam room.

The informality of social media sites may obscure the serious implications and long term
consequences of certain types of postings. The Board encourages its licensees to consider the
implications of their online activities including, but not limited to, the following:

Licensees must understand that the code of conduct that governs their face to face
encounters with patients also extends to online activity. As such, licensees interacting
with patients online must maintain appropriate boundaries in accordance with
professional ethical guidelines, just as they would in any other context.

Licensees have an absolute obligation to maintain patient privacy and must refrain from
posting identifiable patient information online.

A licensee’s publicly available online content directly reflects on his or her
professionalism. It is advisable that licensees separate their professional and personal
identities online (maintain separate email accounts for personal and professional use;
establish a social media presence for professional purposes and one for personal use,
etc.).

Because privacy is never absolute, considerations of professionalism should also extend
to a licensee’s personal accounts. Posting of material that demonstrates, or appears to
demonstrate, behavior that might be considered unprofessional, inappropriate or
unethical should be avoided.

The online use of profanity, disparaging or discriminatory remarks about individual
patients or types of patients is unacceptable.

Licensees should routinely monitor their own online presence to ensure that the personal
and professional information on their own sites is accurate and appropriate.

The Board also endorses the Model Policy Guidelines for the Appropriate Use of Social Media
and Social Networking in Medical Practice adopted by the Federation of State Medical Boards
which can be accessed at http://www.fsmb.org/pdf/pub-social-media-guidelines.pdf. Further
discussion of this issue by the Board's Medical Director can be found at
http://www.ncmedboard.org/articles/detail/practicing_medicine in_the facebook age maintaini

ng professionalism online.
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APPENDIX B
CURRENT POSITION STATEMENT:
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 mission 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 respiratory depression
due to opioid toxicity.

(Adopted September 2008)
PROPOSED POSITION STATEMENT:
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

hasreviewed—and is encouraged by—the-efforisof Project-Lazarus—apilot program-in-\Wilkes
Qeunfey programs that is are attemptlng to reduce the number of drug overdoses by makmg—the

su#eﬁng—a—drug—everdese maklnq avallable or prescrlblnq an op|0|d antaqonlst such as

naloxone to someone in a position to assist a person at risk of an opiate-related overdose.

The prevention of drug overdoses is consistent with the Board’s statutory mission to protect the
people of North Carolina. The Board therefore encourages its licensees to cooperate with
programs like-PrejectLazarus-in their efforts to make nalexene opioid antagonists available to

persons at risk of suffering an epieid-drug opiate-related overdose.

(Adopted September 2008)
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APPENDIX C

CURRENT POSITION STATEMENT:

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

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

e All prescribing of controlled substances must comply with applicable state and federal
law.

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

e Deviation from these guidelines will be considered on an individual basis for
appropriateness.

Section |: 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 appropriate 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 suffer from pain as well as reduce the
morbidity and costs associated with untreated or inappropriately 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 patients who experience pain
as a result of terminal iliness. 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, particularly 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 inappropriate treatment of pain to
be a departure from standards of practice and will investigate 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 modalities 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.
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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 individual 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, prescribing,
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 medication 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 deviation. 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 II: Guidelines
The Board has adopted the following criteria when evaluating the physician's treatment of pain,
including the use of controlled substances:

Evaluation of the Patient —A medical history and physical examination must be obtained,
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 psychosocial
function, and should indicate if any further diagnostic evaluations or other treatments are
planned. After treatment begins, the physician should adjust drug therapy to the individual
medical needs of each patient. Other treatment modalities or a rehabilitation 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 designated 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
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whenever possible. If the patient is at high risk for medication abuse or has a history of
substance abuse, the physician should consider the use of a written agreement between
physician and

e patient outlining patient responsibilities, including
urine/serum medication levels screening when requested,;
number and frequency of all prescription refills; and
reasons for which drug therapy may be discontinued (e.g., violation of agreement); and
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 treatment 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 treatment. If the patient's progress is unsatisfactory, the
physician should assess the appropriateness 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 intermittently on all patients.

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

Medical Records —The physician should keep accurate and complete records to include
e 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),

instructions and agreements and

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.
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Section Ill: 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 hoxious chemical,
thermal or mechanical stimulus and typically is associated with invasive procedures, trauma and
disease. It is generally time-limited.

Addiction —Addiction is a primary, chronic, neurobiologic disease, 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 physiological
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. Physical
dependence, by itself, does not equate with addiction.

Pseudoaddiction —The iatrogenic syndrome resulting from the misinterpretation of relief
seeking behaviors as though they are drug-seeking behaviors that are commonly seen with
addiction. The relief seeking behaviors resolve upon institution of effective analgesic therapy.
Substance Abuse —Substance abuse is the use of any substance(s) for non-therapeutic
purposes or use of medication for purposes other than those for which it is prescribed.
Tolerance —Tolerance is a physiologic state resulting from regular use of a drug in which an
increased dosage is needed to produce a 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
September 2008)
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APPENDIX D

Drug Overdose Prevention

Sep-08

Jan-13

Sep-08

Policy for the Use of
Controlled Substances for
the Treatment of Pain

Sep-96

Jan-13

Sep-08

Jul-05

The Treatment of Obesity

Oct-87

Mar-13

Nov-10

Jan-05

Mar-96

Contact With Patients
Before Prescribing

Nov-99

Mar-13

Jul-10

Feb-01

Medical Record
Documentation

May-94

May-09

May-96

Retention of Medical
Records

May-98

May-09

Capital Punishment

Jan-07

Jul-09

Departures from or
Closings of Medical

Jan-00

Jul-09

Aug-03

Professional Obligations
pertaining to
incompetence, impairment,
and unethical conduct of
healthcare providers

Nov-98

Mar-10

Nov-98

Unethical Agreements in
Complaint Settlements

Nov-93

Mar-10

May-96

What Are the Position
Statements of the Board
and To Whom Do They
Apply?

Nov-99

May-10

Nov-99

Telemedicine

May-10

May-10

Guidelines for Avoiding
Misunderstandings During
Physical Examinations

May-91

Jul-10

Oct-02

Feb-01

Jan-01

May-96

Access to Physician
Records

Nov-93

Sep-10

Aug-03

Mar-02

Sep-97

May-96

Medical Supervisor-
Trainee Relationship

Apr-04

Nov-10

Apr-04

Advertising and Publicity

Nov-99

Nov-10

Sep-05

Mar-01

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

Oct-99

Jan-11

Oct-99

HIV/HBYV Infected Health
Care Workers

Nov-92

Jan-11

Jan-05

May-96

Writing of Prescriptions

May-91

Mar-11

Mar-05

Jul-02

Mar-02

May-96

Laser Surgery

Jul-99

Mar-11

Jul-05

Aug-02

Mar-02

Jan-00

Office-Based Procedures

Sep-00

May-11

Jan-03

Sale of Goods From
Physician Offices

Mar-01

May-11

Mar-06

Competence and Reentry
to the Active Practice of
Medicine

Jul-06

Jul-11

Jul-06

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

May-98

Sept-11

Nov-05

Jan-01

Jul-98

Referral Fees and Fee
Splitting

Nov-93

Jan-12

Jul-06

May-96
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Self- Treatment and
Treatment of Family
Members and Others With
Whom Significant
Emotional Relationships

Exist May-91 Mar-12 Sep-05 Mar-02 May-00 | May 96
Availability of Physicians to

Their Patients Jul-93 May-12 Nov-11 Jul-06 Oct-03 | Jan-01
Sexual Exploitation of

Patients May-91 May-12 Sep-06 Jan-01 | Apr-96

Care of the Patient

Undergoing Surgery or

Other Invasive Procedure Sep-91 Jul-12 Sep-06 Mar-01

The Physician-Patient

Relationship Jul-95 Jul-12 Sep-06 Aug-03 Mar-02 Jan-00
The Retired Physician Jan-97 Jul-12 Sep-06

Physician Supervision of

Other Licensed Health

Care Practitioners Jul-07 Sep-12 Jul-07

Medical Testimony Mar-08 Sep-12 Mar-08

Advance Directives and

Patient Autonomy Jul-93 Nov-12 Mar-08 May-96

End-of-Life Responsibilities

and Palliative Care Oct-99 Jan-13 Mar-08 May-07

26

March 20-22, 2013




APPENDIX E
CURRENT POSITION STATEMENT:
The treatment of obesity

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

The treatment of obesity should be based on sound scientific evidence and principles.
Adequate medical documentation must be kept so that progress as well as the success or
failure of any modali