
BEFORE THE STATE MEDICAL BOARD OF OHIO 

IN THE MATTER OF * 

* 

JOHN BRUCE PAYNE, D.O. * 

ORDER AND ENTRY 

On December 8,2004, the State Medical Board of Ohio issued a Notice of Opportunity for 
Hearing to John Bruce Payne, D.O., based upon Dr. Payne's alleged failure to conform to 
minimal standards of care with respect to treatment of two specified patients and failure to 
maintain adequate medical records, his alleged failure to provide complete and accurate 
information on an application that Dr. Payne submitted to the State Medical Board of Ohio and 
applications for reappointment of staff privileges, and prior action against Dr. Payne's licenses to 
practice medicine in Texas, Pennsylvania, and New Jersey. Dr. Payne requested a hearing based 
on the Ohio Board's Notice, which hearing was held on July 7,2005, before Hearing Officer R. 
Gregory Porter. 

Subsequently, on November 9,2005, the Ohio Board issued a second Notice of Opportunity for 
Hearing to Dr. Payne based upon a Final Order issued by the Texas Medical Board which 
revoked Dr. Payne's license to practice medicine in Texas and upon additional allegations that 
Dr. Payne failed to provide complete and accurate information on an application Dr. Payne 
submitted to the State Medical Board of Ohio with respect to an application for licensure that Dr. 
Payne had submitted to the Delaware Board of Medical Practice, which was denied. 

On the basis of the allegations set forth in the December 8,2004, Notice of Opportunity for 
Hearing, the Board entered an Order on or about February 8,2006, permanently denying the 
application for licensure of John Bruce Payne, D.O., to practice osteopathic medicine and 
surgery in the state of Ohio. No appeal of that Order was filed within the statutorily provided 
time period. In that the permanent denial of Dr. Payne's Ohio license makes further 
consideration of the November 9,2005, allegations moot, it is ORDERED that the Notice of 
Opportunity for Hearing issued on November 9,2005, be and is hereby DISMISSED without 
prejudice. 

M + M D  
Lance A. Talmage, M.D. 

(SEAL) Secretary 

Date 
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This Order is being sent both certified and regular mail. 

Certified Mail No. 7003 0500 0002 4329 9132 
Return Receipt Requested 
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• “a failure to furnish satisfactory proof of good moral character as required by 

Sections 4731.29 and 4731.08, Ohio Revised Code.” 
 
(State’s Exhibit 1A) 

 
B. By letter received by the Board on January 10, 2005, Dr. Payne requested a hearing.  

(State’s Exhibit 1B) 
 

II. Appearances 
 

A. On behalf of the State of Ohio:  Jim Petro, Attorney General, by Kyle C. Wilcox, 
Assistant Attorney General.   

 
B. Dr. Payne did not appear for hearing in person or by representative, nor did he present a 

written defense.   
 
 

EVIDENCE EXAMINED 
 
I. Testimony Heard 

 
No witnesses were presented. 

 
II. Exhibits Examined 
 

A. State’s Exhibits 1A through 1H:  Procedural exhibits.   
 
B. State’s Exhibit 2:  Certified copies of documents maintained by the Board concerning 

Dr. Payne’s application for an Ohio osteopathic medical license. 
 
C. State’s Exhibit 3:  Certified copies of documents maintained by the United States 

District Court for the Northern District of Texas concerning action taken by Harris 
Methodist H.E.B. Hospital against Dr. Payne’s privileges to practice at that institution. 

 
D. State’s Exhibit 4:  Certified copies of documents regarding Dr. Payne maintained by 

the New Jersey State Board of Medical Examiners. 
 
E. State’s Exhibit 5:  Certified copies of documents regarding Dr. Payne maintained by 

the Texas State Board of Medical Examiners. 
 
F. State’s Exhibit 6:  Certified copies of documents regarding Dr. Payne maintained by 

the Commonwealth of Pennsylvania, Department of State, Bureau of Professional and 
Occupational Affairs, State Board of Osteopathic Medicine. 
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G. State’s Exhibit 7:  Copy of a Texas State Board of Medical Examiners Medical 
Practice Questionnaire signed by Dr. Payne on August 17, 1999. 

 
H. State’s Exhibit 9:  Certified copy of Plaintiff’s Appendix to Defendant’s Motion to 

Dismiss and Alternative Motion for Summary Judgment, filed in the United States 
District Court for the Northern District of Texas, Fort Worth Division, in John B. 
Payne, D.O. v. Columbia Plaza Medical Center of Fort Worth, with attachments. 

 
I. State’s Exhibits 10 through 13:  Certified copy of documents filed in John B. 

Payne, D.O. v. Harris Methodist H-E-B, Case No. 499-CV-0273-R [Payne v. Harris 
Methodist H-E-B], maintained by the United States District Court for the Northern 
District of Texas, Fort Worth Division. 

 
J. State’s Exhibits 14 and 15:  Certified copies of judgments concerning Payne v. Harris 

Methodist H-E-B issued by the United States Court of Appeals for the Fifth Circuit. 
 

 
SUMMARY OF THE EVIDENCE 

 
All exhibits and transcripts of testimony, even if not specifically mentioned, were thoroughly 
reviewed and considered by the Hearing Examiner prior to preparing this Report and 
Recommendation. 
 
1. On or about March 4, 2004, John Bruce Payne, D.O., submitted an Application for 

Certificate – Medicine or Osteopathic Medicine [License Application] to the Board.  
(State’s Exhibit [St. Ex.] 2)   

 
 Dr. Payne’s License Application indicates that he had obtained his osteopathic medical 

degree in 1978 from Des Moines University Osteopathic Medical Center.  From 1978 
through 1979, Dr. Payne completed an internship at Fitzsimmons Army Medical Center in 
Aurora, Colorado.  From 1979 through 1980, Dr. Payne served as a Flight Surgeon at an 
Army hospital at Fort Rucker, Alabama.  From 1980 through 1985, Dr. Payne completed a 
residency in neurosurgery at Thomas Jefferson University Hospital in Philadelphia, 
Pennsylvania.  Dr. Payne was certified by the American Osteopathic Board of Surgery in 
1989, and by the American Board of Neurosurgery in 1990.  (St. Ex. 2 at 3, 5, 60) 

 
2.  From March 1995 through April 1997, Dr. Payne practiced neurosurgery at Harris 

Methodist H.E.B. Hospital [Harris H.E.B.] in Bedford, Texas.  By letter dated October 29, 
1996, the chief of the surgery department at Harris H.E.B. advised Dr. Payne that the 
Surgery Policy Committee had reviewed some of his cases and identified quality assurance 
concerns.  The letter further advised Dr. Payne that a meeting had been scheduled for 
November 4, 1996, to address those concerns.  Finally, the letter identified patients whose 
cases would be discussed at the meeting.  (St. Ex. 3 at 2) 
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 Following the meeting, by letter dated November 4, 1996, the Chief of Staff at Harris 
H.E.B. advised Dr. Payne that his privileges had been summarily suspended due to quality 
of care concerns and the medical staff’s belief “that failure to take immediate action may 
result in imminent danger to the health of patients * * *[.]”  (St. Ex. 3 at 3-5 [Quote at 5]) 

 
 From March 31 through April 3, 1997, a peer review hearing was conducted at which 

Dr. Payne was represented by counsel, and testimonial and documentary evidence was 
presented.  On May 28, 1997, after considering all reports, supporting documentation, and 
recommendations of the Credentials Committee and the Hearing Panel, the Board of Trustees 
of Harris H.E.B. upheld the summary suspension action and terminated Dr. Payne’s 
privileges.  This action was based on a determination that Dr. Payne had “demonstrated a 
continuing pattern of lack of attention to clinically necessary details in the evaluation and 
treatment of patients and in the preparation for procedures[,]” and that his continued practice 
“may subject patients to unnecessary risks.”  (St. Ex. 3 at 28-31 [Quotes at 30])  The findings 
underlying these actions against Dr. Payne’s privileges included: 

 
a. Regarding Patient 1, Dr. Payne failed to perform timely and appropriate diagnostic 

procedures, failed “to timely diagnose a shunt malfunction[,]” and “failed to timely 
place a new ventriculoperitoneal shunt in a timely manner leading to progressive 
clinical deterioration of the patient.”  (St. Ex. 3 at 29) 

 
b. Regarding Patient 2, Dr. Payne failed to ensure that the patient’s blood pressure was 

stabilized prior to beginning a cranioplasty, and failed to document any definitive or 
contingency plan of treatment prior to scheduling the cranioplasty.  (St. Ex. 3 at 29) 

 
c. Further, multiple medical records demonstrated that Dr. Payne maintained incomplete 

medical records, failed to sufficiently document comprehensive evaluations of 
patients prior to initiating surgical procedures, failed to document definitive treatment 
plans prior to initiating surgical procedures, failed to document specific details of the 
technical aspects of procedures performed, and failed to have available diagnostic 
studies in the operating room prior to the performance of procedures.  (St. Ex. 3 at 29) 

 
3.  On April 9, 1999, Plaza Medical Center of Fort Worth [Plaza Fort Worth] in Forth Worth, 

Texas, advised Dr. Payne that his request for reappointment of privileges had been 
investigated and that his privileges were granted subject to certain limitations.  
Subsequently, by letter dated May 7, 1999, Dr. Payne resigned his privileges at Plaza Fort 
Worth.  (St. Ex. 9 at 89-90, 109-113) 

 
4.  On or about August 17, 1999, Dr. Payne completed and caused to be submitted to the 

Texas State Board of Medical Examiners [Texas Board] a Medical Practice Questionnaire 
[Texas Questionnaire] in which he answered “No” to question number 4, which asked: 

 
 Have you ever had your medical privileges monitored, revoked, suspended, 

limited or denied by any organization, health care facility, or excluded from 
participation in any Federal or State reimbursement program?   
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 (St. Ex. 7 [Emphasis in original])  In fact, Dr. Payne’s privileges at Harris H.E.B. had been 

summarily suspended on November 4, 1996, and were subsequently terminated on May 28, 
1997.  Further, on April 9, 1999, limitations had been imposed on Dr. Payne’s privileges 
at Plaza Fort Worth.  (St. Ex. 3 at 3-5, 28-31; St. Ex. 9 at 89-90, 112-113) 

 
5.  On September 7, 2001, the Texas Board entered an Agreed Order [September 2001 Order] 

which levied an administrative penalty against Dr. Payne and imposed a requirement that 
he report any address change to the Texas Board within ten days of said change.  The 
Texas Board based its September 2001 Order, in part, on its finding that Dr. Payne had 
inappropriately answered “No” to question number 4 on his August 1999 Texas 
Questionnaire; and upon its conclusion that Dr. Payne had engaged in “unprofessional or 
dishonorable conduct that is likely to deceive or defraud the public or injure the public.”  
(St. Ex. 5 [Quote at 3]) 

 
6.  On December 7, 2001, the Texas Board entered an Agreed Order [December 2001 Order] 

that levied an administrative penalty against Dr. Payne and imposed a requirement that he 
report any address change to the Texas Board within ten days of said change.  The Texas 
Board based its December 2001 Order, in part, upon the revocation of his privileges 
at North Hills Hospital, as described in detail below, and the disciplinary action taken by 
Plaza Fort Worth against Dr. Payne’s privileges to practice at that institution.  (St. Ex. 5) 

 
7.  In the December 2001 Order, the Texas Board included findings of fact that concern an 

action taken by North Hills Hospital against Dr. Payne’s privileges to practice at that 
institution.  The findings state, in pertinent part, 

 
“6. [Dr. Payne] was subject to a disciplinary action at Plaza Medical Center 

of Fort Worth effective May 7, 1999. 
 
“7. [Dr. Payne] failed to report this action to North Hills Hospital at the time 

this action was taken. 
 
“8. Additionally, on his June 22, 1999, Reappointment Application to North 

Hills Hospital, [Dr. Payne] was asked if his privileges had been 
‘suspended, diminished, revoked, not renewed, voluntarily or 
involuntarily relinquished or allowed to lapse’ at any hospital.  
[Dr. Payne] did not report the action at Plaza Medical Center. 

 
“9. The Medical Executive Committee of North Hills Hospital investigated 

this matter and based on its investigation recommended that [Dr. 
Payne’s] medical staff membership and privileges be revoked.  This 
recommendation was approved by the Board of Trustees. 
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“10. [Dr. Payne] states that at the time he answered the inquiry in question, he 
believed that he answered it correctly.  He did not think that the actions 
taken at Plaza Medical Center fell within the scope of the inquiry.” 

 
 (St. Ex. 5 at 6-7) 
 
8.  On September 30, 2002, the Commonwealth of Pennsylvania, Department of State, Bureau 

of Professional and Occupational Affairs, State Board of Osteopathic Medicine 
[Pennsylvania Board], entered an Adjudication and Order [Pennsylvania Order] that 
reprimanded Dr. Payne’s Pennsylvania medical license and levied a civil penalty of $500.  
The Pennsylvania Board based its action upon the Texas Board’s September 2001 Order 
and December 2001 Order.  (St. Ex. 6) 

 
9.  On April 17, 2003, the New Jersey Department of Law and Public Safety, Division of 

Consumer Affairs, Board of Medical Examiners [New Jersey Board] entered a Final Order 
of Discipline [New Jersey Order] that reprimanded Dr. Payne and required him to appear 
before the New Jersey Board to demonstrate fitness to practice prior to resuming active 
practice in New Jersey.  The New Jersey Order was based in part upon Dr. Payne’s failure 
to notify the New Jersey Board about the Texas Board’s September 2001 Order and 
December 2001 Order.  (St. Ex. 4) 

 
 

FINDINGS OF FACT 
 

1. On or about March 4, 2004, John Bruce Payne, D.O., submitted an Application for 
Certificate – Medicine or Osteopathic Medicine [License Application] to the Board.   

 
2. In the routine course of his practice as a neurosurgeon, Dr. Payne undertook the treatment 

of patients at Harris Methodist H.E.B. Hospital [Harris H.E.B.] in Bedford, Texas.  On 
November 4, 1996, his privileges were summarily suspended at Harris H.E.B. due to 
quality of care concerns and the medical staff’s belief that failure to take immediate action 
could result in imminent danger to the health of patients.  From March 31 through April 3, 
1997, a four-day peer review hearing was conducted at which Dr. Payne was represented 
by counsel, and testimonial and documentary evidence was presented.  On May 28, 1997, 
after considering all reports, supporting documentation, and recommendations of the 
Credentials Committee and the Hearing Panel, the Board of Trustees of Harris H.E.B. 
upheld the summary suspension action and terminated Dr. Payne’s privileges.  This action 
was based on a determination that Dr. Payne had “demonstrated a continuing pattern of 
lack of attention to clinically necessary details in the evaluation and treatment of patients 
and in the preparation for procedures[,]” and that his practice “may subject patients to 
unnecessary risks.”  The findings underlying these actions against Dr. Payne’s privileges 
included: 

 
a. Regarding Patient 1, Dr. Payne failed to perform timely and appropriate diagnostic 

procedures, failed “to timely diagnose a shunt malfunction[,]” and “failed to timely 
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place a new ventriculoperitoneal shunt in a timely manner leading to progressive 
clinical deterioration of the patient.”   

 
b. Regarding Patient 2, Dr. Payne failed to ensure that the patient’s blood pressure was 

stabilized prior to beginning a cranioplasty, and failed to document any definitive or 
contingency plan of treatment prior to scheduling the cranioplasty.   

 
c. Further, multiple medical records demonstrated that Dr. Payne maintained incomplete 

medical records, failed to sufficiently document comprehensive evaluations of 
patients prior to initiating surgical procedures, failed to document definitive treatment 
plans prior to initiating surgical procedures, failed to document specific details of the 
technical aspects of procedures performed, and failed to have available diagnostic 
studies in the operating room prior to the performance of procedures.   

 
3. On April 9, 1999, Plaza Medical Center of Fort Worth [Plaza Fort Worth] in Forth Worth, 

Texas, advised Dr. Payne that his request for reappointment of privileges had been 
investigated and that his privileges were granted subject to certain limitations.  Subsequently, 
by letter dated May 7, 1999, Dr. Payne resigned his privileges at Plaza Fort Worth.   

 
4. On or about August 17, 1999, Dr. Payne completed and caused to be submitted to the 

Texas State Board of Medical Examiners [Texas Board] a Medical Practice Questionnaire 
[Texas Questionnaire] in which he answered “No” to question number 4, which asked: 

 
 Have you ever had your medical privileges monitored, revoked, suspended, 

limited or denied by any organization, health care facility, or excluded from 
participation in any Federal or State reimbursement program?   

 
 In fact, Dr. Payne’s privileges at Harris H.E.B. had been summarily suspended on 

November 4, 1996, and were subsequently terminated on May 28, 1997.  Further, on 
April 9, 1999, limitations had been imposed on Dr. Payne’s privileges at Plaza Fort Worth.   

 
5. On September 7, 2001, the Texas Board entered an Agreed Order [September 2001 Order] 

that levied an administrative penalty against Dr. Payne and imposed a requirement that he 
report any address change to the Texas Board within ten days of said change.  The Texas 
Board based its September 2001 Order, in part, on its finding that Dr. Payne had 
inappropriately answered “No” to question number 4 on his August 1999 Texas 
Questionnaire; and upon its conclusion that Dr. Payne had engaged in “unprofessional or 
dishonorable conduct that is likely to deceive or defraud the public or injure the public.”   

 
6. On December 7, 2001, the Texas Board entered an Agreed Order [December 2001 Order] 

that levied an administrative penalty against Dr. Payne and imposed a requirement that he 
report any address change to the Texas Board within ten days of said change.  The Texas 
Board based its December 2001 Order, in part, upon the revocation of Dr. Payne’s 
privileges at North Hills Hospital as described in Findings of Fact 7, below; and the 
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disciplinary action taken by Plaza Fort Worth against Dr. Payne’s privileges to practice 
at that institution, as described in Findings of Fact 3, above.   

 
7. In the December 2001 Order, the Texas Board included findings of fact that concern an 

action taken by North Hills Hospital against Dr. Payne’s privileges to practice at that 
institution.  The findings state, in pertinent part, 

 
“6. [Dr. Payne] was subject to a disciplinary action at Plaza Medical Center 

of Fort Worth effective May 7, 1999. 
 
“7. [Dr. Payne] failed to report this action to North Hills Hospital at the time 

this action was taken. 
 
“8. Additionally, on his June 22, 1999, Reappointment Application to North 

Hills Hospital, [Dr. Payne] was asked if his privileges had been 
‘suspended, diminished, revoked, not renewed, voluntarily or 
involuntarily relinquished or allowed to lapse’ at any hospital.  
[Dr. Payne] did not report the action at Plaza Medical Center. 

 
“9. The Medical Executive Committee of North Hills Hospital investigated 

this matter and based on its investigation recommended that 
[Dr. Payne’s] medical staff membership and privileges be revoked.  This 
recommendation was approved by the Board of Trustees. 

 
“10. [Dr. Payne] states that at the time he answered the inquiry in question, 

he believed that he answered correctly.  He did not think that the actions 
taken at Plaza Medical Center fell within the scope of the inquiry.” 

 
8. On September 30, 2002, the Commonwealth of Pennsylvania, Department of State, Bureau 

of Professional and Occupational Affairs, State Board of Osteopathic Medicine 
[Pennsylvania Board], entered an Adjudication and Order [Pennsylvania Order] that 
reprimanded Dr. Payne’s Pennsylvania medical license and levied a civil penalty of $500.  
The Pennsylvania Board based its action upon the Texas Board’s September 2001 Order 
and the December 2001 Order.   

 
9. On April 17, 2003, the New Jersey Department of Law and Public Safety, Division of 

Consumer Affairs, Board of Medical Examiners [New Jersey Board] entered a Final Order of 
Discipline [New Jersey Order] that reprimanded Dr. Payne and required him to appear before 
the New Jersey Board to demonstrate fitness to practice prior to resuming active practice in 
New Jersey.  The New Jersey Order was based in part upon Dr. Payne’s failure to notify the 
New Jersey Board about the Texas Board’s September 2001 Order and December 2001 Order.   
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