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June 6, 2016 
 
Via Attorney of Record 
 
Terry Stanin Strand, M.D. 
Strand-East PLLC 
308 S Main Street 
Reidsville, NC  27320 
 
Dear Dr. Strand: 
 
The North Carolina Medical Board (“Board”) has concluded its investigation regarding the 
professional liability payment made on your behalf on November 16, 2015.  It is the Board’s 
decision not to commence formal proceedings against your license to practice medicine at this 
time.  However, the Board did vote to issue you this public letter of concern.  The Board does not 
consider a public letter of concern to be a disciplinary action or a limitation or restriction on your 
medical license. 
 
On May 8, 2014, at 11:54 a.m., Patient A, a 44 year old male, was initially treated by another 
physician in an emergency department.  Patient A had seen his primary care medical provider 
earlier that day and was advised to present to the emergency department.  The patient failed to 
report that he had fainted in the parking lot of the provider before coming to the hospital, and 
was generally a poor historian.  Patient A complained of moderate abdominal pain that started 
the night prior and radiated down his back.  Patient A’s history included morbid obesity, insulin-
dependent diabetes, and hypertension.  Decreased food and liquid intake as well as associated 
fever, nausea and an episode of diarrhea were noted.  A physical examination revealed height 
6’0”, weight 320 lb., temperature of 102.1 degrees F, a pulse rate of 120 bpm, blood pressure 
160/77, and 92% oxygen saturation.  Laboratory work revealed a white blood cell count of 
16,700 mm3, serum glucose of 433 mg/dL, sodium of 130 mEq/L and a chloride of 89 mEq/L.  
The CT scan did not show any acute findings and the chest x-ray demonstrated low lung volume 
and left basilar atelectasis.  While Patient A’s work-up was proceeding, he was treated with 
Tylenol, Dilaudid, Zofran, ibuprofen and saline.  Patient A was diagnosed with abdominal pain, 
morbid obesity and type 2 diabetes and discharged home with prescriptions for Percocet, 
Phenergan and Pepcid. 
 
You then treated Patient A at this same emergency department several hours later at 10:02 p.m. 
on May 8, 2014.  Admittedly, the patient had not complied with the discharge instructions from 
the previous visit by filling the prescriptions he had been given.  In fact, the patient had been 
sitting in his car at the hospital parking lot during the interim.  Patient A had the same complaints 
of abdominal pain and his pain was described as a level 10 out of 10.  You reviewed Patient A’s 
medical chart from earlier in the day, noted that the CT scan, chest x-ray and laboratory values 
were “normal” and performed a physical examination where you noted that Patient A was 
“difficult to arouse”, although at the time of the exam he now had no complaints of pain.  
Without repeating any of the previously abnormal laboratory work you discharged Patient A at 
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12:22 a.m. on May 9, 2014, with a diagnosis of abdominal pain and advised follow-up with 
another physician.  Patient A was brought back to the emergency room on May 9, 2014, at 9:00  
p.m. by ambulance and diagnosed with sepsis.  Patient A was transferred to an intensive care unit 
at another hospital and treated for sepsis, complicated by hypotension, respiratory, renal and 
heart failure.   
 
The Board had this matter reviewed by a medical expert who felt your care of Patient A failed to 
conform to the acceptable and prevailing standards of medical practice in North Carolina.  
Specifically, this expert felt, prior to discharge, you should have documented Patient A’s 
response to the treatment you provided, repeated Patient A’s vital signs and previously abnormal 
laboratory tests, even though they had only been performed several hours earlier that day, 
documented in detail why Patient A was safe for discharge in the presence of abnormal vital 
signs and, if discharge was appropriate, close follow-up care should have been arranged.  If you 
had done this, it is possible you would have considered additional diagnoses, such as sepsis, at an 
earlier time, although it is unknown whether earlier diagnosis would have changed the outcome. 
 
The Board urges you to take steps to ensure that the conduct giving rise to the Board’s concerns 
does not happen again.  Otherwise, the Board may vote to commence formal disciplinary 
proceedings against your license to practice medicine.  If that happens, this letter may be entered 
into evidence in determining the appropriate action. 
  
This letter is a public record within the meaning of Chapter 132 of the North Carolina General 
Statutes and is subject to public inspection and dissemination as required by that law.  It will be 
reported to the Federation of State Medical Boards; however, it will not be reported to the 
National Practitioner Data Bank. 
 
Sincerely, 
 
 
 
Pascal O. Udekwu, M.D. 
President 
 
POU/PFB/bjs 
 


