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FROM THE PRESIDENT

Farewell and good
fortune: Thanks for a
rewarding six years!
Barbara E. Walker, DO
On being appointed to NCMB, I had
only the most basic understanding
of the Board’s work. I knew that
licenses were authorized and
renewed, and I had some sense that
NCMB imposed disciplinary actions
for egregious behavior. But that was
a very limited view.
Having served on the Board
for nearly six years, I now fully
appreciate the words in NCMB’s
founding statute, which state that
NCMB exists “for the benefit and
protection of the people of North
Carolina”. This is the foundation of
literally everything we do.
In licensing, NCMB ensures
that applicants have appropriate
qualifications and character to
practice medicine safely and well.
In its disciplinary role, the Board
doesn’t just mete out punishment –
whenever possible and appropriate
it uses a variety of corrective
interventions designed to help the
physician or PA address the issue
and resume productive careers.

It’s been especially exciting during
my tenure on the Board to see
NCMB stretching and growing
to enhance its value to our state.
Last year under the leadership of
Immediate Past President Tim
Lietz, MD, the Board developed a
vision statement that captures what
we are aiming for: NCMB will be
a proactive and progressive leader
that addresses emerging challenges
in medicine. I want to highlight two
areas that show the strides NCMB
has taken toward that goal:
The opioid crisis
There has been so much activity in
this area it’s difficult to summarize,
but I will try:
•

•

•

With the Safe Opioid
Prescribing Initiative, the
investigative program
established in 2016, NCMB
is proactively identifying
potentially unsafe prescribing.
NCMB collaborated with Wake
AHEC on a free statewide
training initiative to educate
prescribers across the state
in safe opioid prescribing
practices.
We are working on our own
and with others to encourage
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SPOTLIGHT

Crossing a milestone

NCMB’s licensee population
exceeded 50,000 this year.
Physicians, including MDs and
DOs, remain the largest single
licensee group by far. The PA
population continues to grow by
leaps and bounds and will likely
exceed 8,000 licensees by the
end of this calendar year. Data
are as of Nov. 1, 2019.
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FROM THE PRESIDENT

•

licensees to incorporate medication assisted
treatment (MAT) for opioid use disorder into
their practices.

been achieved in addition to NCMB’s core work of
licensing and regulation. I feel proud to have served
and led as this work has been accomplished.

We are finalizing the details of a partnership
with MAHEC that will provide one-on-one
coaching to identified prescribers of concern, an
intervention called “academic detailing”.

My charge to you as a licensee of the Board is to
consider serving as a member of the North Carolina
Medical Board yourself one day. It is an unbelievably
gratifying and rewarding experience that affords the
opportunity to be part of one of the most progressive
boards in the country.

Professional sexual misconduct
I’m very proud that NCMB has been, and will
continue to be, a leader in the ongoing discussion
about medical board handling of sexual misconduct
cases. Some of NCMB’s actions in this area include:
•

Establishing a Victim Services Program that
provides support and help connecting to needed
services for victims of sexual assault.

•

Trained Board Members, legal and investigative
staff in the effects of trauma on the brain, to
develop a better understanding of responses
and behaviors of victims of sexual assault and
other trauma.

•

Dr. Venkata Jonnalagadda, NCMB’s current
President-elect, served on the FSMB’s
Workgroup on Physician Sexual Misconduct.

•

Successfully advocated for changes to state
law that allow NCMB to revoke the license of
any licensee who is convicted of felony sexual
assault and establishes a new legal obligation
for licensees to report medical professionals
they believe have engaged in sexual misconduct
to the Board.

These are just two broad areas where NCMB is
working to fulfill its pledge to be a “proactive
and progressive leader that addresses emerging
challenges in medicine”. Mind, all of this has

Thank you to all for an amazing and fulfilling six years!

Be well,

Barbara E. Walker, DO
Board President

Find Dr. Walker’s previous President’s Messages at
www.ncmedboard.org/PresidentsMessage.

Don’t miss out on NCMB news!
NCMB publishes a paper edition of the
Forum just twice a year. To provide licensees
with important information faster, we offer an
email edition of the Forum every two months.
Print readers who want to also receive the
email editions of the Forum may sign up at
www.ncmedboard.org/Forum.

VOLUME XXIV | No. 2

North Carolina Medical Board Forum Credits

Board Officers

Board Members

President
Bryant A. Murphy, MD, MBA | Durham

W. Howard Hall, MD | Morganton
Christine M. Khandelwal, DO | Apex
Michaux R. Kilpatrick, MD, PhD | High Point
Joshua D. Malcolm, JD | Pembroke
Varnell D. McDonald-Fletcher, PA-C | Durham
Damian F. McHugh, MD | Raleigh
Shawn P. Parker, JD, MPA | Raleigh
Jerri L. Patterson, NP | West End
Devdutta (“Dev”) G. Sangvai, MD, MBA | Durham
Ralph A. Walker, JD | Greensboro

President-elect
Venkata R. Jonnalagadda, MD | Greenville
Secretary/Treasurer
John W. Rusher, MD, JD | Raleigh

Forum Staff

Contact Us

Publisher
NC Medical Board

Street Address:
1203 Front Street
Raleigh, NC 27609

Editor
Jean Fisher Brinkley
Designer
Sylvia French-Hodges

The Forum of the North Carolina Medical Board is published two times a year. Articles appearing in the Forum, including letters
and reviews, represent the opinions of the authors and do not necessarily reflect the views of the North Carolina Medical Board, its
members or staff, or the institutions or organizations with which the authors are affiliated. Official statements, policies, positions, or
reports of the Board are clearly identified.
We welcome letters to the editor addressing topics covered in the Forum. They will be published in edited form depending on available
space. A letter should include the writer’s full name, address, and telephone number.

Telephone:
(800) 253-9653
Fax:
(919) 326-1131
Website:
www.ncmedboard.org
Have something for the editor?
forum@ncmedboard.org

BOARD NEWS

Meet your new Board President

Bryant A. Murphy, MD

Effective November 1,
Dr. Bryant A. Murphy, an
anesthesiologist who resides
in Durham, became NCMB’s
President for the program
year that ends October 31,
2020. Dr. Murphy’s first
President’s Message will
appear in the December 2019
digital edition of the Forum.

A little about Dr. Murphy:
Professional Background: Dr. Murphy practices
medicine at UNC Health Care in Chapel Hill in
the Department of Anesthesiology, where he is
the Vice Chairman for Clinical Operations. He is
also an Associate Professor in the Department of
Anesthesiology at the UNC School of Medicine.
In his own words: When asked what he finds most
rewarding about serving on the Board, Dr. Murphy
said, “The opportunity to grow as a physician. I have
been able to become more thoughtful and deliberate,
and I know that this has translated into improved
care for my patients.”

Updated licensee
resources
NCMB recently updated and redesigned several
resources available to licensees on the Board’s website.
Find the updated versions listed below at
www.ncmedboard.org/guides.
Reporting Patient Information: A Guide to
Exceptions to the Duty of Confidentiality – This
guide is a comprehensive collection of instances where
clinicians are obligated by law to report certain patient
information. Examples of mandatory reporting
requirements include animal bites, new diagnoses
of cancer, communicable diseases, and child abuse
and neglect. The guide also includes information on
discretionary reporting.
The Doctor is Out: A Physician’s Guide to
Closing a Practice – The guide covers the numerous
professional obligations that must be met by a
clinician upon closing or leaving a medical practice.
Topics covered include providing appropriate notice
to patients, retaining patient records and fulfilling
patient requests for copies of medical records. The

TRENDING AT NCMB
E-prescribing of controlled
substances

The provision of the STOP Act of 2017 that requires
certain controlled substances to be prescribed
electronically takes effect Jan. 1, 2020. As that
date draws nearer, NCMB continues to hear from
numerous licensees with questions and concerns.
First and foremost, it is essential that licensees
who prescribe any Schedule II or Schedule III
opioids, or certain other controlled substances such
a buprenorphine, understand that Jan. 1 is a firm
effective date. There are some exemptions noted in
the law, but no extensions to the effective date will
be granted. Prescribers should be working diligently
towards identifying and implementing a solution
that enables them to e-prescribe and are expected to
comply with the law.
Among the most-asked questions about e-prescribing
is whether NCMB can assist prescribers with finding
software or other solutions that comply with the new
requirement. NCMB has not vetted any software
solutions and cannot make a recommendation for
these services, however, prescribers may select any
tool that meets security requirements set by the
federal Drug Enforcement Administration (DEA).
NCMB has developed FAQS to address this and other
questions licensees and others have raised about the
STOP Act’s e-prescribing provision on NCMB’s STOP
Act resource page, www.ncmedboard.org/STOP.
The FAQs offer some basic information on getting
started with identifying a software solution.

guide also covers volunteer licensure options and
provides information on reinstating a medical license,
should the licensee wish to resume active clinical
practice.
The Licensee Information Pages: A Guide to
Reporting Adverse Information – North Carolina
state law requires NCMB to collect and publish certain
information, including practice address, current
area of practice, medical education and training and
specialty certification (if held). In addition, the law
requires licensees to report adverse history, including
criminal history, certain malpractice payment
information, actions by out-of-state medical boards
and other regulatory agencies and hospital privilege
actions. This publication provides detailed guidance
to licensees to ensure timely, accurate reporting of
required information.
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BOARD NEWS

NCMB welcomes four new Board Members
Gov. Roy Cooper recently announced the appointments of four new Board Members, all with terms
running Nov. 1, 2019, until Oct. 31, 2022. The new Board Members are:

W. Howard Hall, MD

Damian F. McHugh, MD

Dr. Hall is an OB-GYN who
has practiced in Morganton
for more than 21 years.
He currently practices
gynecology with Blue Ridge
Women’s Health, after more
than a decade as a solo
practice OB/GYN. Dr. Hall
earned his medical degree
from the University of North
Carolina at Chapel Hill and completed postgraduate
training in OB/GYN at Greenville Hospital System in
Greenville, SC. He is certified by the American Board
of Obstetrics & Gynecology. Since becoming part of
Carolinas Healthcare System – Blue Ridge two years
ago, Dr. Hall has held numerous leadership positions,
including President of the Medical Staff. He is also a
past president of the Piedmont OB/GYN Society in
Hickory.

Dr. McHugh is an emergency
medicine physician
practicing with Raleigh
Emergency Medicine
Associates. Dr. McHugh was
born and raised in England
and proudly became a US
citizen in 2002. He earned
his medical degree from
the Victoria University of
Manchester Medical School, England, and pursued
postgraduate training and certification in Family
Practice and Emergency Medicine on both sides of
the Atlantic. His US training includes an internship at
Carolinas Medical Center in Charlotte and residency
training in emergency medicine at the University
of North Carolina at Chapel Hill. Dr. McHugh is
certified by the American Board of Emergency
Medicine. He is Vice President of Patient Experience
in Rex Hospital’s Emergency Department and is
a past President of Raleigh Emergency Medicine,
the emergency medicine group that staffs Rex. In
addition, he is one of five team ER physicians for the
Carolina Hurricanes.

Devdutta G. Sangvai, MD, MBA
Dr. Sangvai is a family
physician practicing with
the Duke University Health
System in Durham. He
is Associate Professor of
Family Medicine, Pediatrics
and Psychiatry at the
Duke University School
of Medicine and Vice
President for Population
Health Management at Duke Health. Dr. Sangvai
has developed a clinical practice in the medical
management of eating disorders and a teaching and
scholarly focus on leadership development among
medical students, residents and early career faculty.
He previously served as Chief of Duke Family
Medicine. Dr. Sangvai graduated from The Ohio
State University and received his medical degree
from the Medical College of Ohio, where he also
completed postgraduate training in family medicine.
He is certified by the American Board of Family
Medicine. Dr. Sangvai earned his Master of Business
Administration from Duke’s Fuqua School of
Business. He is a past president of the North Carolina
Medical Society.

Joshua D. Malcolm, JD
Mr. Malcolm, a lifelong
resident of Pembroke, is an
attorney and one of three
public members of the
Board. Mr. Malcolm served
in the Air Force for seven
years, rising to the rank
of Captain. He completed
numerous deployments
to the Middle East and
eastern Europe, where he flew combat and combat
support missions. After leaving the Air Force, Mr.
Malcolm completed his legal education at NC Central
University School of Law. Mr. Malcolm has practiced
law for more than 15 years and most recently served
as the General Counsel for UNC Pembroke, before
entering private practice. His expertise is in legal
compliance, healthcare governance and government
ethics, among other topics. Mr. Malcolm served on
the Scotland Health Care System Board of Trustees
for 9 years and has also served on the NC State Board
of Elections.

BOARD NEWS

Making the medical board real for the next generation
NCMB made its first foray into medical education on Friday, Nov. 1, by holding a mock medical board
Disciplinary Committee experience with first year students at the Campbell University School of Osteopathic
Medicine (CUSOM).
The two-hour class, presented by Immediate Past President Barbara Walker, DO, was the first installment
of a larger program to help young professionals understand the role of the medical board and professional
regulation in the practice of medicine. NCMB designed the program in partnership with CUSOM as part of
students’ exploration of the professional core competencies. NCMB will return to CUSOM in summer 2020 to
present a mock medical board hearing to rising third year students. NCMB and CUSOM plan to present the two
courses annually. NCMB hopes eventually to offer similar programming to other medical schools and physician
assistant programs across North Carolina.
The course presented Nov. 1 included a 30-minute lecture on NCMB’s disciplinary authority, investigative
process and case review system, as well as Disciplinary Committee procedure and frequent causes of
enforcement cases. The balance of the course had students break up into small groups to discuss case studies
and determine possible ways to address the misconduct described in each example. Topics covered included
prescribing to oneself and to immediate family, maintaining appropriate boundaries, professional conduct
on social media and licensee alcohol and substance use, among others. Following case discussion, students
used audience response technology to vote on a course of action in each case. NCMB staff and Board members
present were impressed with the questions and thoughtful engagement by students.
NCMB is grateful to CUSOM for the opportunity to engage with its students and looks forward to the continued
development of the medical education initiative.
More than 160 first-year
medical students at
Campbell University’s School
of Osteopathic Medicine
participated in a mock
disciplinary committee
experience held Nov. 1.
Mock disciplinary cases
explored problems with
professional conduct and
medical care. Students
discussed cases and
proposed ways to address
misconduct.
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SPECIAL FEATURE

A brief introduction to MAT
for opioid use disorder
crisis? This article explains the basics in a “Q & A”
format. The Substance Abuse and Mental Health
Services Administration (SAMHSA), which is the
federal agency that authorizes MAT prescribers, is the
primary source of information presented.
Q: What is MAT?
A: Medication-assisted treatment or MAT is the use
of medications, together with counseling and other
behavioral therapies, to treat substance-use disorders.
Although the focus of this article is on MAT for opioid
use disorder (OUD), MAT is also used to treat alcohol
use disorder and to aid in smoking cessation.
Efforts to increase access to medication-assisted treatment (MAT) for
opioid use disorder are mainly focused on increasing the number of
providers authorized to prescribe buprenorphine.

MAT is currently one of the “buzziest” terms in
medicine. Anyone who follows the opioid overdose
epidemic and efforts to address it, even casually,
has likely heard those three letters, which stand for
“medication-assisted treatment”. Expanding access to
MAT for opioid use disorder by increasing the number
of qualified prescribers who provide it is a core strategy
of the state’s Opioid Action Plan.
But what exactly is MAT and why is it considered so
important in our state’s efforts to address the opioid

Q & A with Dr. Jana Burson:
Elements of quality MAT
Clinicians who are unfamiliar with addiction medicine
are sometimes skeptical about the value of opioid
treatment programs, or lack the information to
objectively identify a quality program for patients who
need treatment. Forum Editor Jean Fisher Brinkley
asked experienced addiction medicine specialist Dr.
Jana Burson, who practices in North Wilkesboro, to
offer some guidance.
Q: What are the most common misconceptions
other clinicians have about medication-assisted
treatment (MAT) for opioid use disorder?
A: Many clinicians don’t realize that MAT using either
methadone or buprenorphine for opioid use disorders
is one of the most heavily evidence-based treatments in

Q: What medications are used in MAT for
opioid use disorder?
A: There are three main prescription medicines used to
treat opioid use disorder: methadone, buprenorphine
and naltrexone. Each works in a different way.
Methadone and buprenorphine are both controlled
substances, but methadone is administered daily by
the prescriber in a clinical setting, such as a treatment
center, while buprenorphine is prescribed on an
outpatient basis in many settings, including private
practices. A third medication, naltrexone, is not a
controlled substance and may be prescribed by any
clinician with prescriptive authority.
MAT continues on next page

all of medicine. Using these two FDA-approved opioid
agonists has been shown to reduce mortality more than
three-fold.
MAT studies also show it improves the lives of patients
with opioid use disorder, with better physical and
mental health measures, improved employment status,
and drastically reduced incarceration rates. Patients on
MAT also have reduced risks of both HIV and Hepatitis
C transmission.
Clinicians also often assume that a short treatment
episode is better than maintenance, which is contrary
to outcome studies. It appears patients who stay on
MAT the longest do the best. Some patients may be able
to live their best lives if they stay on MAT, while others
may be able to taper off the medication after adequate
counseling and after lifestyle changes are made.
Like any other medical treatment, MAT isn’t right for

SPECIAL FEATURE
Q: How do the medications used in MAT work?
A: Methadone is an opioid agonist that reduces or
eliminates withdrawal symptoms and relieves drug
cravings by acting on opioid receptors in the brain.
Essentially, methadone fools the patient’s brain
into believing it is still getting the drug that is being
misused or abused, while blocking the euphoric “high”
associated with opiate drugs. The brain thinks it is
getting the abused drug and, thus, the patient does not
experience withdrawal. Methadone has been used for
decades to treat people who are addicted to heroin and
narcotic pain medicines and, when taken as directed,
it is safe and effective. However, methadone can be
addictive, which is why it must be administered, at
least in the initial stages of treatment, by a physician,
typically at a treatment center. After a period of
stability, patients may be permitted to take methadone
home between visits.
Buprenorphine is a partial opioid agonist. Like
commonly abused opioids, buprenorphine stimulates
opioid receptors in the brain, producing euphoria. With
buprenorphine, however, the “high” is much weaker
than those of drugs such as heroin or prescription
opioids. Also, buprenorphine’s opioid effects increase
with each dose until at moderate doses they level off,
even with further dose increases. This reduces the
risk of misuse and dependency. As buprenorphine is
a long-acting agent, many patients may not have to
take it daily. Buprenorphine is a more recent addition
to the opioid treatment arsenal, winning FDA approval
to treat opioid use disorder in 2002. It has the unique
advantage of being authorized for prescribing or
dispensing from outpatient setting, including private
medical practices. This affords patients more privacy
that receiving care through a drug treatment center.

Project ECHO: Support for
MAT providers, new and
established
Getting started with medication-assisted treatment
(MAT) for opioid use disorder can be an intimidating
prospect, especially for clinicians with no prior
experience or training in addiction medicine. UNC
Project ECHO was established to help expand access
to MAT by ensuring that prescribers have the guidance
and support they need to overcome common obstacles.
The program is supported by the federal Agency for
Healthcare Research and Quality (AHRQ) and the
NC Department of Health and Human Services (NC
DHHS). Practice coaching and one-on-one mentoring
services are available at no cost to prescribers in all 100
NC counties. UNC Project ECHO also offers regular
free virtual Grand Rounds clinics with MAT content
appropriate for established and new MAT prescribers,
who call in from around the state to participate.

MAT continues on page 8

ECHO continues on page 9

every patient. Some patients are too sick for outpatient
treatment with MAT and others aren’t sick enough.
For example, if a patient isn’t using daily and has no
physical withdrawal with opioid cessation, MAT may
not be appropriate.

good communication with medical staff, counseling
staff, and administrative staff.

Q: What should a referring clinician look for in
an opioid treatment program (OTP)?
A: Good opioid treatment programs have these
characteristics: they use adequate dosing; that is, they
increase the patient’s methadone dose high enough
to stabilize the patient and block euphoria from
abused illicit opioids. They hire staff with training and
experience and provide frequent trainings for their
personnel. Good OTPs have medical directors with a
significant physical presence at the facility, who serve
in a leadership role, rather than “rubber stamping”
decisions made by non-medical staff. Good OTPs have

Many rural communities are an hour or more away from
an OTP, and office-based buprenorphine providers may
be the only choice for medication-assisted treatment.
For office-based buprenorphine treatment providers,
similar characteristic should be sought. The prescriber
should lead a treatment team that may include on
site counseling services, both group and individual,
peer support services, twelve-step facilitation or any
combination of these services.
Q: How can a clinician determine if MAT is
working for the patient?
A: Objective tests like drug screening help determine
Burson continues on page 9
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MAT continued from page 7

Naltrexone is a prescription medication approved to
treat opioid use disorder (and alcohol use disorder).
Unlike methadone and buprenorphine, which
activate the brain’s opioid receptors, naltrexone binds
and blocks opioid receptors, which reduces opioid
cravings. Additionally, there is no abuse potential with
naltrexone because it does not produce a “high”. If a
patient relapses and uses opioids, naltrexone prevents
the feeling of euphoria; However, patients taking
naltrexone may develop reduced tolerance to opioids.
Previously-used or even lower doses of opioids may
have life-threatening consequences. Naltrexone is
not a controlled substance and can be prescribed by
anyone who may lawfully prescribe medications. For
safety reasons, it is best for naltrexone to be prescribed
as part of a comprehensive treatment plan.
Q: Is MAT an effective treatment for opioid use
disorder?
A: In a word, yes. Numerous studies have documented
that patients receiving MAT for opioid use disorder are
significantly less likely to die from opioid overdose and
more likely to remain in treatment that patients with
substance use disorder who do not receive MAT. In
addition, patients receiving MAT demonstrate reduced
illicit opioid use and other criminal activity associated
with substance use disorder, along with an increased
ability to remain employed.

MAT, in combination with counseling and other behavioral therapies,
is an effective means of treating opioid-use disorder, reducing
mortality and illicit drug use.

Q: Who can provide MAT and prescribe the
necessary medications?
A: Under federal law, methadone may only be lawfully
dispensed by federally-authorized treatment centers,
or opioid treatment programs (OTPs). Buprenorphine
may be prescribed in many outpatient settings, but
only by clinicians who have completed comprehensive
training and received authorization to prescribe it

from SAMHSA. Authorized or “waivered” prescribers
are permitted to dispense or prescribe specifically
approved Schedule III, IV, and V narcotic medications,
including buprenorphine. Naltrexone may be
prescribed by anyone who prescribes medications but,
for optimal safety and efficacy, should be offered as
part of a comprehensive treatment plan.
Q: Do I have to be a physician to prescribe MAT
medications?
A: No. MAT medications may be lawfully prescribed
by physicians, physician assistants (PAs) or nurse
practitioners who have completed mandatory training
and obtained specific authorization from SAMHSA.
Opioid treatment programs that administer methadone
(e.g. a methadone clinic) must also be authorized by
SAMHSA.
Q: What are the requirements to become an
authorized MAT prescriber?
A: Efforts to expand access to MAT are primarily
focused on increasing the number of buprenorphine
prescribers. In accordance with the Drug Addiction
Treatment Act (DATA) of 2000, physicians must
hold a current professional license and valid DEA
registration, complete eight hours of required training
and apply for a waiver to become authorized to
prescribe buprenorphine. An authorized physician
holds a “DATA 2000 waiver”. The Comprehensive
Addiction and Recovery Act (CARA) of 2016 extended
buprenorphine prescribing to PAs and NPs who
complete 24 hours of required training and obtain a
waiver. All new buprenorphine prescribers are limited
to treating no more than 30 patients with MAT during
their first year.
Q: How can I complete the required training to
obtain a buprenorphine waiver?
A: Free and low-cost training is offered through
multiple organizations in North Carolina. Some
training is offered online, some is held in person and
some courses require a combination of online and live
training. NCMB has established a MAT resource page
on its website and links to free and low cost meetings,
courses and other training as it becomes aware of
opportunities. Find MAT training opportunities at
www.ncmedboard.org/MAT.

Corporations and
PLLCs must renew by
Dec. 31, 2019.

SPECIAL FEATURE
ECHO continued from page 7

Dr. Robyn Jordan, medical director for UNC Project
ECHO and a clinical assistant professor in the UNC
School of Medicine’s Department of Psychiatry,
said demand for these services has risen in recent
months as awareness of MAT has increased. She said
the program is generally able to schedule practice
coaching sessions or assign mentors within six weeks
of receiving a request. Prescribers or practices at any
stage of readiness to provide MAT to patients can
benefit from consultation. For example, a practice that
does not have authorized MAT prescribers or is simply
not ready to begin offering treatment could receive
coaching on how to implement effective screening and
referral for opioid use disorder.
Project ECHO is not unique to UNC. Project ECHO is
an established education model in which experts in
a specific clinical area educate and train community
clinicians, typically using videoconferencing and
other information technology. Mountain Area Health
Education Center (MAHEC) in Asheville has its own
Project ECHO for MAT, which is currently offering
a free 5-part videoconference series on office-based
MAT.
Having experienced prescribers to consult with on
questions and dilemmas can be invaluable to newer
MAT providers, many of whom are unused to working
with patients with addiction, Jordan said. For example,
the first instinct of a new MAT prescriber faced with
a patient in relapse may be to cease treatment with

MAT medications. Current standards in addiction
medicine are much less “all or nothing” and more
oriented towards harm reduction, including reduced
mortality and decreased use of illicit drugs, Jordan
said. Surveys of physicians and patients conducted
by the federal Substance Abuse and Mental Health
Services Administration (SAMHSA) have found that
continued treatment with buprenorphine, for instance,
is associated with an 80 percent reduction in illicit
opioid use, compared to patients who quit taking
buprenorphine.
The harm reduction approach is reflective of the gradual
evolution of thinking about addiction as a chronic
illness, not unlike heart disease or diabetes. “Patients
will have A-1Cs that you don’t like because people are
going to eat their doughnuts,” Jordan said. No one
would consider it appropriate or ethical to exclude
diabetes patients from treatment following “bad” test
results, she noted. Instead, patients are counseled,
encouraged to make better choices and provided with
support. That’s just what quality MAT programs try to
do for patients with opioid use disorder, Jordan said.
Train with UNC Project ECHO clinicians by calling in
to free, weekly or biweekly CME-eligible MAT webinar
trainings. The program offers training for beginners,
as well for more experienced MAT prescribers. Find
the clinic descriptions and calendar at echo.unc.edu/
calendar. Contact Project ECHO at echo@unc.edu or
(919) 966-7104.

Burson continued from page 7

how patients are doing in treatment, but a broader
view of the patient’s overall functioning gives a
more complete assessment. There should be an
improvement and stabilization of the patient’s
overall life, with improvement in financial stability,
physical health, and all of the social determinants
of health.
Even if the patient isn’t drug-free, termination of
MAT treatment should not be undertaken lightly.
Patients forced to leave MAT have a three-fold
increase in their risk of overdose death, so even if
the patient is struggling, best evidence suggests we
see better outcomes when that patient is retained in
some sort of treatment.
Most MAT providers embrace a harm reduction
strategy and try to retain patients in treatment even
with continued positive drug screens. However, if the
patient is using sedative drugs like benzodiazepines
or alcohol, staying on MAT may actually increase

the risk of death. It’s a difficult decision, best made
by a provider who knows the patient well.
The patient’s other healthcare providers can be
of enormous benefit when they contact the opioid
treatment program (OTP) to coordinate care.

Jana Burson, MD

About Dr. Burson: Jana Burson,
MD, has specialized in the
treatment of opioid use disorder
since 2004. She is currently
medical director at an opioid
treatment program in North
Wilkesboro and maintains a
private practice where she treats
patients with opioid use disorder
with buprenorphine products.
Dr. Burson is also a mentor with UNC Project ECHO,
which provides MAT education, mentoring and practice
support to new MAT prescribers in all 100 NC counties
(See UNC ECHO article for more information). Dr. Burson
blogs about the treatment of opioid use disorder at
janaburson.wordpress.com.
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FROM THE OFFICE OF MEDICAL DIRECTOR

Telemedicine: Know what you’re signing up for
By Scott G. Kirby, MD
Associate Medical Director

The Board recently reviewed
a case involving the practice
of telemedicine by a licensee.
It turned out the company
providing telemedicine services
was engaged in unethical
business practices that resulted
in patients being price-gouged.
The licensee had no idea that
patients were being overcharged.

Physicians using telemedicine to provide care to
patients located in North Carolina must provide
an appropriate examination prior to diagnosing
or treating the patient.

This situation prompted the
Board to reprint material from a
Forum article from 2012, written
by Associate Medical Director
Scott Kirby, MD, urging licensees to do their homework
before contracting with anyone to provide medical care.
This information is as relevant today as it was then, if not
more so:

Physicians using telemedicine should have
some means of verifying that the person seeking
treatment is in fact who they claim to be.

How are you being contacted?
A recruiting company, email contact, or advertisement
may provide vague or incorrect answers to your questions.
Affirmatively determine who owns the telemedicine
service. The owner may be an out-of-state non-physician,
which could raise concerns about illegal or unethical
business arrangements.
Have an attorney experienced in North Carolina
health care law review all contracts and
documents.
Confirm that the means you will be using to provide
patient care remotely is acceptable and in accord with
North Carolina law and Medical Board policies.
Physicians practicing via telemedicine will be
held to the same standard of care as licensees
employing more traditional in person medical
care.
You will be held to the standard of care applicable to the
type of care you are providing. There is no watered down
or lower standard of care for telemedicine practice. If you
are providing primary or family medicine care you will be
held to the standard of care expected of a family medicine
physician seeing the patient in person. Telemedicine,
in some respects, requires even greater knowledge and
recent experience than direct in person care. Retired
physicians or those who have recent experience only
in administrative positions should not undertake
telemedicine care without assuring their knowledge base
in the areas which they will be providing telemedicine
care is current and up-to-date. Failure to conform to the
appropriate standard of care may subject the physician to
discipline by the Board.

A telemedicine examination must be substantially
equivalent to one conducted in person and allow the
practitioner to gather all needed information to reach a
diagnosis and prescribe properly. This is particularly true
for telemedicine providers of direct to consumer (DTC)
medication prescribing.

In some cases, the Board is aware of telemedicine
practitioners who have prescribed in the name of one
person knowing the medication is actually intended
for someone else. For example, it is not appropriate to
prescribe antibiotics to a wife who does a telemedicine
consultation on behalf of her husband.
Licensees using telemedicine must ensure the
availability of appropriate follow-up care and
maintain a complete medical record.
Records must be available to the patient and to other
treating health care providers. If there is a pharmacist
question about your prescription you, or a backup
physician, should be readily available. Telemedicine
providers should also be aware of how medical records
are maintained and how they are transmitted when a
request is made.
Understand and be aware of what is going on
behind the scenes.
The Board recently investigated a physician who was
unaware his prescriptions were being altered and then
routed to a compounding pharmacy associated with
the telemedicine service, and that patients were being
charged exorbitant fees upon filling the prescriptions.
Prescribing controlled substances by means of
telemedicine is a high-risk activity.
Be thoroughly aware of current federal regulations
regarding control substance prescribing and seek
guidance from the DEA before undertaking telemedicine
prescribing of controlled substances. Licensees
prescribing controlled substances by means of
telemedicine are expected to participate in, and properly
use, the NC Controlled Substances Reporting System (NC
CSRS). Prescribing of opioids for the treatment of chronic
pain exclusively by means of telemedicine is inadvisable
and should be avoided.
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Date of action

Cause of action

Board action

DE YOUNG, Barry Robert, MD
(201300575) North Liberty, IA

09/19/2019

Concerns about quality of care in three
cases brought to the Board’s attention
pertaining to MD’s work in pathology.
MD’s license became inactive on April 13,
2018, and he has retired from the practice
of medicine since then.

License suspended for one year,
immediately stayed except for a
period of thirty days. If licensee
applies for reinstatement, MD
must pass the Problem-based
Ethics (ProBe) course.

WINN, Michael John, PA-C
(001000472) Fayetteville, NC

07/29/2019

In August 2018, the Board received a
complaint from a patient that PA made
inappropriate comments towards her
by electronic means after her initial
appointment with him. In November 2018,
PA signed a Non-Practice Agreement with
the Board and was assessed by the North
Carolina Professionals Health Program
(NCPHP) and the Acumen Institute. PA
signed a two-year monitoring contract with
NCPHP and they have deemed him safe to
practice as a physician assistant, as long as
he remains compliant with his contract.

License suspended for one
year, immediately stayed
except for a period of sixty
days. PA shall ensure that a
chaperone is present any time
he is in an examination room
with a female patient.

BAHLEDA, Thomas Anthony,
MD (201201782) Blowing Rock,
NC

08/08/2019

MD has a history of alcohol abuse. An
evaluation in January 2019 determined
MD unsafe to practice medicine. MD
attended an extended care program and
his treatment team recommended that he
receive ongoing monitoring by NCPHP,
provide data concerning his emotional
status, develop a continuing care plan,
and an arrangement for his safe return to
the practice of medicine.

Non-Disciplinary Consent
Order; Conditions placed on
medical license.

BAKER, David Charles, PA-C
(000100738) Morganton, NC

08/13/2019

PA’s North Carolina license became
inactive in December 2010 and he has not
practiced medicine since. PA applied for
reinstatement in November 2018. He has
been assessed for medical competence,
and the Center for Personalized
Education for Professionals has created
a formal educational plan to enable him
to safely reenter the practice of medicine.
PA also has a monitoring agreement with
the NCPHP for his diagnosis of alcohol
dependence.

Limitations/Conditions;
PA’s license to be reinstated
contingent on compliance with
conditions.

ANNULMENTS

NONE
SUMMARY SUSPENSIONS

NONE
REVOCATIONS

NONE
SUSPENSIONS

LIMITATIONS/CONDITIONS
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CARUSO, John Frank, DO
(201902248) New Bern, NC

09/03/2019

In July 2018, DO entered into a Consent NC medical license issued with
Agreement and Order with the New
conditions.
York State Board for Professional
Medical Conduct in which DO received
a Censure and Reprimand, was issued
a $5000.00 fine, and was subjected to
60-months of impairment monitoring
based on DO’s conviction in May 2015
of misdemeanor operating a motor
vehicle under the influence of drugs or
alcohol and misdemeanor aggravated
unlicensed operator of a motor vehicle.
DO applied for a license to practice
medicine in NC. DO has been assessed
by the NCPHP and is currently under an
out-of-state monitoring agreement with
NCPHP, which advocates for DO to be
issued a license to practice medicine in
North Carolina.

HAYES, John David, MD
(200201473) Asheville, NC

07/19/2019

Quality of care; Board found that MD's
License limited so that MD
failure to comply with the provisions
can no longer practice clinical
in his 2015 Consent Order requiring:
medicine.
(1) referral of high risk pregnancy
patients to a maternal fetal medicine
specialist for a consultation; (2) a signed
informed consent explaining risks
and benefits of home delivery; and (3)
documentation of deviations from the
standard of care that would take place
in a hospital setting, with regards to the
care of two of his patients, constitutes
unprofessional conduct.

MONTAGUE, Elisabeth, MD
(000034107) Wake Forest, NC

09/09/2019

Prior history of fraudulent prescribing
for the purpose of diverting Schedule
II controlled substances for her own
use. MD applied for reinstatement
of her license and has been assessed
by the North Carolina Professionals
Health Program (NCPHP) and the
Center for Personalized Education for
Professionals. MD has a monitoring
contract with NCPHP, which advocates
for her return to practice.

License reinstated with
conditions.

SCOTT, Gregory Earl, MD
(009400142) Salisbury, NC

08/13/2019

MD has a history of alcohol abuse. He
voluntarily surrendered his license on
January 5, 2018 and entered into a
Consent Order with the Board in July
2018 that indefinitely suspended his
license. On July 18, 2019, MD met with
members of the Board to discuss his
application for reinstatement of his
license. NCPHP has attested to MD’s
compliance with his NCPHP contract.

License reinstated via consent
order, with reentry agreement;
MD must maintain NCPHP
contract.

THOMAS, Vanessa, MD
(201601881) Lagrange, GA

09/18/2019

Action taken by the Alabama State
Board of Medical Examiners related
to an investigation and administrative
complaint regarding MD’s controlled
substance prescribing and pain
management treatment.

Consent Order; Prescribing
conditions placed on medical
license.
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BORISON, Daniel Isaac, MD
(201701492) Mayfield Heights,
OH

07/10/2019

Action based on the action of another
state medical board. In February 2019,
MD entered into a Consent Agreement
with the State Medical Board of Ohio
(Ohio Board) in which the Ohio Board
reprimanded MD and placed him on
a number of probationary terms. MD
admitted to issuing approximately ten
prescriptions for controlled substances
to a colleague without documenting
the prescriptions in a medical record.
MD also admitted to failing to access
and review the Ohio Automated Rx
Reporting System as required by Ohio
Board regulations prior to issuing the
prescriptions.

Reprimand; MD shall abide
by the terms and conditions
of the Ohio Board Consent
Agreement.

EDORO, Okosun Ehimare, MD
(201502505) Nebo, NC

08/02/2019

Action taken by another medical board;
In March 2018, MD reported on his
annual renewal with the North Carolina
Board that he was under investigation
by the Rhode Island Department of
Health, Board of Medical Licensure
and Discipline (Rhode Island Board)
regarding prescribing of the controlled
substance drug testosterone. In March
2019, the Rhode Island Board concluded
its investigation and MD entered
into a Consent Order with the Rhode
Island Board, which imposed a fine,
reprimanded MD and required him to
complete a medical records course.

Reprimand

SUH, Paul Boksuk, MD
(000028441) Youngsville, NC

07/16/2019

Quality of care. The Board is concerned
that upon record review of four of MD’s
patients who underwent spine surgery, an
independent reviewing expert found that
the care of three of the patients was below
the applicable standard in that wronglevel fusion procedures were initially
performed on the patients which were
recognized intra-operatively in two of
three patients.

Reprimand; Limitations placed
on license with regards to the
practice of spine surgery.

WEICKER, Michael Allen, MD
(201600155) Gastonia, NC

08/14/2019

Action taken by another medical board;
Reprimand
MD entered into a Consent Order with
the Maine Board of Licensure in Medicine
(Maine Board) in March of 2019 in which
MD was reprimanded and required to
take continuing medical education on
medical record keeping. Additionally, the
Maine Consent Order required MD to
undergo a neurological examination prior
to submitting an application to reinstate
his Maine medical license.

REPRIMANDS

DENIALS OF LICENSE/APPROVAL

NONE
SURRENDERS

NONE
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BAGLEY, Cathy Lorraine, MD
(201501036) Beaufort, SC

09/24/2019

The Board is concerned that MD was
unsuccessful in establishing diagnoses
due to her failure to provide adequate
assessments, take complete histories,
or conduct physical examinations of
her patients. Additionally, the medical
expert reviewing MD's patient records
concluded that some of MD's treatment
recommendations were not consistent
with current accepted standards of care.

Public Letter of Concern

GRIMME, John David, MD
(200400124) Springfield, VA

07/05/2019

Action based on the action of another
state medical board. In February 2019,
The Arizona Medical Board issued MD
a letter of reprimand after it found that
MD did not identify pulmonary emboli
present on a CT scan he interpreted.
The Arizona Board concluded that this
constituted unprofessional conduct.

Public Letter of Concern

STAFFORD, Charles
William, MD (000029676)
Elizabethtown, NC

07/23/2019

Quality of care. The Board had MD's care Public Letter of Concern;
of patient reviewed by an independent
MD to complete CME course
emergency medicine physician medical
relating to the care of diabetes.
expert who felt, that considering the
patient's known history of insulindependent diabetes and the presence of
ketones in her urine, MD should have
considered the possibility of diabetic
ketoacidosis and ordered additional
laboratory studies including a basic
metabolic panel. Additionally, the medical
expe1t felt that MD should have explained
his medical decision making in more
detail in the patient's medical record.

TAYLOR, William Farnham,
MD (00039699) Charlotte, NC

08/26/2019

The Board is concerned that, from on
or about December 2017 to May 2019,
MD practiced medicine in connection
with a sublease agreement he had with a
management company owned by nonphysicians. The Board is concerned that
the management company may have
exercised influence over MD's practice
of medicine in a way that constituted
the corporate practice of medicine.
Additionally, the Board had five of MD's
patient charts reviewed by an outside
medical expert who had concerns related
to the thoroughness of MD's medical
record keeping for a patient suffering
from insomnia, and the dosing of
buprenorphine and pharmacovigilance
with patients being treated for pain and/
or dependency, some of whom displayed
aberrant behavior.

Public Letter of Concern

WATTERSON, Patrick James,
PA-C (000101888) High Point,
NC

08/07/2019

The Board is concerned that PA was censured
by the NCCPA in August 2018, for failing to
comply with its Continuing Medical Education
(CME) policy. During a random audit the
NCCPA discovered that PA had entered CME
hours for courses he had not completed during
the 2016-2017 CME cycle

Public Letter of Concern

PUBLIC LETTERS OF CONCERN
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PAULSON, Justin Eric, MD
(201100770) Greenville, NC

07/15/2019

MD has a history of alcohol abuse. After
his most recent relapse in November
2018, in which MD voluntarily placed his
license on inactive status, MD submitted
himself for residential treatment which
was completed in January of 2019.

License Inactivated; MD to
abide by monitoring contract
with NCPHP.

RODRIGUEZ GALVIS,
Claudia Yasmin, MD
(201401930) Reston, VA

08/23/2019

Action taken by another state medical
board; In May 2018, MD reported on her
North Carolina annual license renewal
that she was under investigation and
that a complaint had been filed against
her by the Florida Medical Board related
to her treatment of a patient with the
drug Seroquel. In February 2019, the
Florida Board entered a Final Order
approving and adopting a November 24,
2018, Settlement Agreement with MD,
which issued a letter of concern, required
continuing medical education and
imposed costs and a fine.

Non-Disciplinary Consent
Order; MD shall comply with
the Florida Final Order and
Settlement Agreement from
February 27, 2019.

08/22/2019

MD is deceased.

Notice of Dismissal

MISCELLANEOUS ACTIONS

CONSENT ORDERS AMENDED

NONE
COURT APPEALS/STAYS

NONE
DISMISSALS

CHRISTENBURY, Jonathan
David, MD (000026210)
Charlotte, NC

Glossary of Terms
Conditions: Actions or requirements a licensee must complete and/or comply with as a condition of licensure.
Consent Order: An order of the Board that states the terms of a negotiated settlement to an enforcement case;
A method for resolving a dispute without a formal hearing.
Denial: Decision denying an application for licensure, reinstatement, or reconsideration of a Board action.
Dismissal: Board action dismissing a contested case.
Inactive Medical License: Licenses must be renewed annually in NC. The Board may negotiate a provider’s
agreement to go inactive as part of the resolution of a disciplinary case.
Public Letter of Concern (PubLOC): A public record expressing the Board’s concern about a practitioner’s
behavior or performance. A public letter of concern is not considered disciplinary in nature; similar to a warning.
Revocation: Cancellation of authorization to practice. Authorization may not be reissued for at least two years.
Summary Suspension: Immediate cancellation of authorization to practice; Ordered when the Board finds the
public health, safety, or welfare requires emergency action.
Suspension: Withdrawal of authorization to practice, either indefinitely or for a stipulated period of time.
Temporary/Dated License: A License to practice for a specific period of time. Often accompanied by
conditions contained in a Consent Order.
Voluntary Surrender: The practitioner’s relinquishing of authorization to practice pending or during an
investigation. Surrender does not preclude the Board bringing charges against the practitioner.
Limitation: A restriction placed on a licensee’s practice. When practicing under a restriction, it is not lawful for
the licensee to engage in the prohibited activity.
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New law requires licensees to report
sexual misconduct, prescribing issues
Recent changes to the NC Medical Practice Act establish a new requirement for
licensees to report to NCMB any instances of sexual misconduct or prescribing
misconduct by a person licensed by the Board. To assist licensees with fulfilling
this obligation, NCMB has created a new reporting form on the Board’s website.
Specifically, licensees are required to report:
1.

Any sexual misconduct by a licensee of the Board

2. Any fraudulent prescribing, drug diversion or theft of controlled substances
by a licensee of the Board.
Medical professionals need not have definitive evidence of misconduct to make
a report. The law specifies that licensed medical professionals should submit a
report if they “reasonably believe” that misconduct has occurred. Licensees who
report suspected misconduct in good faith are granted civil immunity.
NCMB has developed FAQs on the new reporting requirement and a resource
page, found at www.ncmedboard.org/report, where licensees may read the
text of the new law and access the new online reporting form.
To learn more about the recent update to NCMB’s authorizing statute, the
Medical Practice Act, go to www.ncleg.gov and look up Session Law 2019-19.

BOARD MEETING DATES
January 22-24, 2020 (Full Board)
February 20-21 (Hearing)
March 18-20, 2020 (Full Board)
May 20-22, 2020 (Full Board)
June 18-19 (Hearing)
July 15-17, 2020 (Full Board)
Meeting agendas, minutes and
a full list of meeting dates can be
found on the Board’s website:

www.ncmedboard.org

