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FINAL DECISION AND ORDER

INTRODUCTION

On April 16, 2019, Disciplinary Panel A (“Panel A™) of the Maryland State Board of
Physicians (“Board”) charged James K. Lightfoot, M.D. under the Maryland Medical Practice Act
with being guilty of immoral and unprofessional conduct in the practice of medicine, in violation
of Md. Code Ann., Health Occ. §14-404(a)(3)(1) and (3)(i1). The case was forwarded to the Office
of Administrative Hearings (“OAH”) for an evidentiary hearing on the charges.

An evidentiary hearing was held at OAH on January 7, 2020. On March 27, 2020, the
Administrative Law Judge (“ALJ™) issued a proposed decision concluding that Dr. Lightfoot is
guilty of unprofessional conduct in the practice of medicine, in violation of Health Occ. §14-
404(a)(3)(i1). The ALIJ did not uphold the charge that Dr. Lightfoot was guilty of immoral conduct
in the practice of medicine, in violation of Health Oce. §14-404(a)(3)(i). The ALJ recommended
a sanction of a reprimand, probation, and a fine of $10,000.00.

On April 13, 2020, the State filed exceptions to the ALJ’s proposed decision. On May 4,
2020, Dr. Lightfoot filed a response to the State’s exceptions. On May 6, 2020, the State filed a
Motion to Strike Respondent’s response and requested that the Panel strike subheading D of Dr.
Lightfoot’s response, which contained references to the confidential settlement discussions that
occurred at the Disciplinary Committee for Case Resolution (*DCCR™) Conference before Panel

A. See COMAR 10.32.02.03E(9)(c). On May 15, 2020, Dr. Lightfoot submitted an amended



response to the State’s exceptions, which removed the portions of subheading D that referenced
the confidential DCCR proceedings. Dr. Lightfoot requested that the Panel accept the amended
response without making ‘any further redactions and find that the Motion to Strike is moot given
that the subject matter and content objected to in the State’s Motion to Strike has now been
removed from the Panel’s consideration. On June 3, 2020, the chair of Board Disciplinary Panel
B (“Panel B” or “the Panel”) issued an Order accepting the amended response, striking the original
response, and declaring that the State’s Motion to Strike was moot. On June 24, 2020, both parties
appeared before Panel B for an exceptions hearing.
FINDINGS OF FACT

Neither party challenged any of the ALJ’s proposed findings of fact. Panel B adopts the
ALJs proposed and stipulated findings of fact, numbers 1-39. See ALJ proposed decision,
attached as Exhibit 1. The findings of fact are incorporated by reference into the body of this
document as if set forth in full. The findings of fact were proven by a preponderance of the
evidence. A summary of the facts 1s as follows:

Dr. Lightfoot was licensed by the Board to practice medicine on July 8, 1997, At the time
of the facts in this case, Dr. Lightfoot worked at a hospital in Maryland and was typically the only
doctor on staff during overnight shifts. On seven occasions between December of 2015 and
December of 2017, Dr. Lightfoot provided treatment and prescribed medications, including
Controlled Dangerous Substances (“CDS”), to a patient (“Patient 1”)! with whom he had a close
personal and financial relationship.

Dr. Lightfoot met Patient 1 at a bar in 2009 and the two became friends and exchanged
phone numbers. Dr. Lightfoot and Patient 1 engaged in a romantic and sexual relationship and

dated for a year and a half to two years. The relationship ended and Dr. Lightfoot did not hear

! The patient is referred to as Patient 1 to protect the patient’s privacy.
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from Patient 1 again until 2013 when she reached out to Dr. Lightfoot for help because she was
pregnant with someone else’s child and had no place to live. Dr. Lightfoot agreed to have Patient
1 move in with him during and after her pregnancy, when her parents no longer allowed her to live
at their house. The sexual relationship resumed for a short period of time, but after it ended Patient
1 and Dr. Lightfoot remained friends. Dr. Lightfoot allowed Patient 1 to live at his house and after
she moved out, he paid approximately $3,500 per month for Patient 1’s rent and living expenses,
including child support and car insurance, and paid over $40,000 for Patient 1’s drug treatment
rehabilitation, which continued after their sexual relationship ended, but during the time when Dr.
Lightfoot treated Patient 1 in the Emergency Department.

Between 2015 and 2017, after the sexual relationship ended, but during the time when Dr.
Lightfoot continued to provide financial support to Patient 1, Dr. Lightfoot treated and prescribed
medications, including CDS, to Patient 1 on seven occasions in the emergency room and
prescribed medications to Patient 1 on four occasions outside of the emergency room. Finally, in
December of 2017, Dr. Lightfoot recognized a pattern in Patient 1°s behavior where she would
come to see him in the emergency department every few months when she was in between
programs and he told Patient I not to come to the emergency room again when he was working.

EXCEPTIONS

The ALJ found that Dr. Lightfoot was guilty of unprofessional conduct in the practice of
medicine when he prescribed medications, including CDS, outside of the emergency department
without keeping a medical record, and when he prescribed CDS in the emergency department on
seven occasions in the context of an emotionally and financially complex, close personal
relationship. The ALJ did not find that the actual medical care Dr. Lightfoot provided to Patient
1 in the emergency department, including the prescriptions for CDS, was unprofessional and the

ALJ did not find that Dr. Lightfoot was guilty of immoral conduct in the practice of medicine.
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Neither party disputes nor takes exception to the ALJ’s finding that Dr. Lightfoot was
guilty of unprofessional conduct in the practice of medicine, in violation of Health Occ. § 14-
404(a)(3)(i1). The State took exception to the ALJ’s finding that the actual care Dr. Lightfoot
provided to Patient 1 did not constitute unprofessional conduct in the practice of medicine. The
State also took exception to the ALJ’s finding that Dr. Lightfoot was not guilty of immoral conduct
in the practice of medicine, in violation of Health Occ. § 14-404(a)(3)(i).

The quality of the actual medical treatment Dr. Lightfoot provided to Patient 1 is not at
issue in this case, as Dr. Lightfoot was not charged with a standard of care violation, in violation
of Health Occ. § 14-404(a)(22). The Panel, therefore, does not make any findings regarding the
quality of the substantive medical care Dr. Lightfoot provided to Patient 1. Accordingly, the Panel
need not address the qualifications of the experts or the expert opinions as they relate to the
substantive medical care Dr. Lightfoot provided to Patient 1.

Rather, the Panel’s focus is on the boundary issues and compromised objectivity involved
in treating and prescribing medications, especially CDS, to a family member or close friend. Dr.
Lightfoot’s lengthy and undisputed relationship with Patient 1 included a prior sexual and romantic
relationship and ongoing financial support including paying at least $40,000.00 for Patient 1°s
drug addiction treatment and paying $3,500.00 per month for Patient 1’s living expenses. Patient
1 also lived with Dr. Lightfoot for periods of time and Dr. Lightfoot was well aware of Patient 1’s
history of drug addiction. Dr. Lightfoot did not document his relationship with Patient 1 in the
medical records nor did he inform anyone at the hospital of his relationship with Patient 1. It is
also undisputed that Dr. Lightfoot prescribed medications to Patient 1 outside of the Emergency
Department on four occasions and did not keep a medical record. Finally, on the dates when
Patient 1 presented to the emergency department where Dr. Lightfoot was working, it is undisputed

that Patient 1 drove over 40 minutes to go to the hospital where Dr. Lightfoot was working when
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there were scveral hospitals closer to her home at which she could have received care and
treatment.

By treating Patient 1 and prescribing medications to her, including prescriptions for CDS,
Dr. Lightfoot compromised his objectivity and allowed his personal relationship with Patient 1
and concerns about her potential relapse to compromise his professional judgment and decision-
making ability. Dr. Lightfoot admitted that he knew that prescribing CDS to family members and
friends was frowned upon, yet he ignored his better judgment and treated Patient 1, not once, but
seven times at the hospital, and prescribed CDS to Patient 1 on four occasions outside of the
hospital. Dr. Lightfoot is guilty of unprofessional conduct in the practice of medicine.

The State argues that the ALJ erroneously relied on a narrowly construed concept of
immoral conduct in reaching the conclusion that Dr. Lightfoot was not guilty of immoral conduct
in the practice of medicine. The ALJ found that because the care Dr. Lightfoot provided to Patient
1 was professional, there was no evidence that he exploited Patient 1 and, therefore, the ALJ did
not find that Dr: Lightfoot’s conduct was immoral. As discussed above, the Panel does not make
any findings regarding the care Dr. Lightfoot provided to Patient 1. While the Panel disagrees
with the ALJ’s reasoning, the Panel does not find that Dr. Lightfoot is guilty of immoral conduct
in the practice of medicine in this case.

CONCLUSION OF LAW

Based on the foregoing Findings of Fact, Panel B concludes as a matter of law that Dr.
Lightfoot is guilty of unprofessional conduct in the practice of medicine, in violation of Health
Occ. § 14-404(a)(3)(i1). The charge under Health Oce. § 14-404(a)(3)(i) 1s dismissed.

SANCTION
The ALJ recommended a sanction of a reprimand, probation, and a fine of $10,000.00.

The ALJ did not recommend a length of time for the probation or any conditions of probation. The
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State took exception to the ALJ’s proposed sanction and asked.the Panel to impose a sanction of a
reprimand, thirty-day suspension, eighteen months of probation with enrollment in the Maryland
Professional Rehabilitation Program, and a $10,000.00 fine. Dr. Lightfoot responds that the Panel
should adopt the sanction proposed by the ALJ and argues that any period of suspension is
excessive and unwarranted.

The Panel recognizes, as the ALJ did, that Dr. Lightfoot’s boundary violation was limited
to a single patient, but it was by no means an isolated incident. Dr. Lightfoot treated and prescribed
medications to Patient 1, including CDS, on seven occasions in the Emergency Department and
on four occasions outside of the emergency department. After thg seventh time that Patient 1
showed up to the emergency department, Dr. Lightfoot recognized there was a pattern involved in
Patient | seeking prescriptions from him. “The Panel agrees with the ALJ that Dr. Lightfoot
exhibited serious lapses in professionalism in this case and that his conduct can be remediated.
The Panel also agrees with the State that a brief period of suspension is warranted in this case to
demonstrate the importance of maintaining professional boundaries. The Panel, therefore, will
impose a 5-day suspension followed by a period of probation with a referral to the Maryland
Professional Rehabilitation Program and a course in professional boundaries. The Panel will also
impose a civil fine of $10,000.

ORDER

It is, on the affirmative vote of a majority of the quorum of Disciplinary Panel B, hereby
ORDERED that James K. Lightfoot, M.D. is REPRIMANDED; and it is further

ORDERED that Dr. Lightfoot’s license to practice medicine in Maryland, license number

D52326, is SUSPENDED? for FIVE (5) BUSINESS DAYS starting the day after the effective

% (2) During the suspension period, Dr. Lightfoot shail not:
{1) practice medicine;
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date of this Order. After five (5) business days have passed, Dr. Lightfoot’s suspension will be
administratively terminated through an order of the disciplinary panel; and it is further

ORDERED that upon termination of the suspension, Dr. Lightfoot is placed on
PROBATION? for a minimum period of ONE (1) YEAR. During the probationary period, Dr.
Lightf‘oot shall comply with the following probationary terms and conditions:

(O Dr. Lightfoot shall enroll in the Maryland Professional Rehabilitation Program

(MPRP) as follows:

(2) Within 5 business days, Dr. Lightfoot shall contact MPRP to schedule an initial
consultation for enrollment;

(b) Within 15 business days, Dr. Lightfoot shall enter into a Participant
Rehabilitation Agreement and Participant Rehabilitation Plan with MPRP;

(¢) Dr. Lightfoot shall fully and timely cooperate and comply with all MPRP’s
referrals, rules, and requirements, including, but not limited to, the terms and
conditions of the Participant Rehabilitation Agreement(s) and Participant
Rehabilitation Plan(s) entered with MPRP, and shall fully participate and

comply with all therapy, treatment, evaluations, and screenings as directed by
MPRP;

(d) Dr. Lightfoot shall sign and update the written release/consent forms requested
by the Board and MPRP, including release/consent forms to authorize MPRP
to make verbal and written disclosures to the Board and to authorize the Board
to disclose relevant information from MPRP records and files in a public order.
Dr. Lightfoot shall not withdraw his release/consent;

(e) Dr. Lightfoot shall also sign any written release/consent forms to authorize
MPRP to exchange with (i.e., disclose to and receive from) outside entities
(including all of Dr. Lightfoot’s current therapists and treatment providers)
verbal and written information concerning Dr. Lightfoot and to ensure that
MPRP is authorized to receive the medical records of the Respondent,

(2) take any actions after the effective date of this Order to hold himself out to the public as a current provider
of medical services;

(3) authorize, allow or condone the use of Dr. Lightfoot’s name or provider number by any health care
practice or any other licensee or health care provider;

{4) function as a peer reviewer for the Board or for any hospitai or other medical care facility in the state;
(5) prescribe or dispense medications; or

(6) perform any other act that requires an active medical license.

*1f Dr. Lightfoot’s license expires during the period of probation, the probation and any conditions will be tolled.
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including, but not limited to, mental health and drug or alcohol evaluation and
treatment records. Dr. Lightfoot shall not withdraw his release/consent;

(f) Dr. Lightfoot’s failure to comply with any of the above terms or conditions
including terms or conditions of the Participant Rehabilitation Agreement(s) or
Participant Rehabilitation Plan(s) constitutes a violation of this Order;

(2) Within SIX (6) MONTHS, Dr. Lightfoot is required to take and successfully

complete a course in professional boundaries. The following terms apply:

(a) Itis Dr. Lightfoot’s responsibility to locate, enroll in and obtain the disciplinary
panel’s approval of the course before the course is begun;

(b) The disciplinary panel will not accept a course taken over the internet;

(¢) Dr. Lightfoot must provide documentation to the disciplinary panel that he has
successfully completed the course;

(d) The course may not be used to fulfill the continuing medical education credits
required for license renewal;

(e) Dr. Lightfoot is responsible for the cost of the course;

(3)  Within ONE (1) YEAR, Dr. Lightfoot shall pay a civil fine of $10,000.00. The
Payment shall be by money order or bank certified check made payable to the Maryland Board of
Physicians and mailed to P.O. Box 37217, Baltimore, Maryland 21297. The Board will not renew
or reinstate Dr. Lightfoot’s license if Dr. Lightfoot fails to timely pay the fine to the Board; and it
is further

ORDERED that Dr. Lightfoot shall not apply for early termination of probation; and it is
further

ORDERED that, after Dr. Lightfoot has complied with all terms and conditions of
probation and the minimum period of probation imposed by this Order has passed, Dr. Lightfoot
may submit to the Board a written petition for termination of probation. After consideration of the
petition, the probation may be terminated through an order of the disciplinary panel. Dr. Lightfoot
may be required to appear before the disciplinary panel to discuss his petition for termination. The
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disciplinary panel may grant the petition to terminate the probation, through an order of the
disciplinary panel, if Dr. Lightfoot has complied with all probationary terms and conditions and
there are no pending complaints relating to the charges; and it is further

ORDERED that a violation of probation constitutes a violation of this Order; and it is
further

ORDERED that, if Dr. Lightfoot allegedly fails to comply with any term or condition
imposed by this Order, Dr. Lightfoot shall be given notice and an opportunity for a hearing. Ifthe
disciplinary panel determines there is a genuine dispute as to a material fact, the hearing shall be
before an Administrative Law Judge of the Office of Administrative Hearings followed by an
exceptions process before a disciplinary panel; and if the disciplinary panel determines there is no
genuine dispute as to a material fact, Dr. Lightfoot shall be given a show cause hearing before a
disciplinary panel; and it is further

ORDERED that after the appropriate hearing, if the disciplinary panel determines that Dr.
Lightfoot has failed to comply with any term or condition imposed by this Order, the disciplinary
panel may reprimand Dr, Lightfoot, place Dr. Lightfoot on probation with appropriate terms and
conditions, or suspend with appropriate terms and conditions, or revoke Dr. Lightfoot’s license fo
practice medicine in Maryland. The disciplinary panel may, in addition to one or more of the
sanctions set forth above, impose a civil monetary fine on Dr. Lightfoot; and it is further

ORDERED that Dr. Lightfoot is responsible for all costs incurred in fulfilling the terms |
and conditions of this Order; and it is further

ORDERED that the effective date of this Order is the date the Order is signed by the
Executive Director of the Board or her designee. The Executive Director or her designee signs the

Order on behalf of the disciplinary panel which has imposed the terms and conditions of this Order;

and it is further



ORDERED that this Order is a public document. See Health Occ. §§ 1-607, 14-411.1(b)(2)

and Gen. Prov. § 4-333(b)(6).

Signature on File

08172020 |
Date ' ! Christine A. Farrelly, Exetutiye Director ( j
Maryland State Board of Physicians '

NOTICE OF RIGHT TO PETITION FOR JUDICIAL REVIEW

Pursuant to Md. Code Ann., Health Occ. § 14-408, Dr. Lightfoot has the right to seek
judicial review of this Final Decision and Order. Any petition for judicial review shall be filed
within thirty (30) days from the date of mailing of this Final Decision and Order. The cover letter
accompanying this Final Decision and Order indicates the date the decision is mailed. Any petition
for judicial review shall be made as provided for in the Administrative Procedure Act, Md. Code
Ann., State Gov’t § 10-222 and Title 7, Chapter 200 of the Maryland Rules of Procedure.

If Dr. Lightfoot files a Petition for Judicial Review, the Board is a party and should be
served with the court’s process at the following address:

Christine A. Farrelly, Executive Director
Maryland State Board of Physicians
4201 Patterson Avenue

Baltimore, Maryland 21215

Notice of any Petition for Judicial Review should also be sent to the Board’s counsel at the
following address:

Stacey M. Darin, Assistant Attorney General
Office of the Attorney General
Maryland Department of Health

300 West Preston Street, Suite 302
Baltimore, Maryland 21201
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' MARYLAND STATE BOARD OF
PHYSICIANS
VY.
'JAMES K. LIGHTFOOT, JR,,
RESPONDENT

LICENSE No.: D52326

* *® * * *

BEFORE JENNIFER L. GRESOCK,
AN ADMINISTRATIVE LAW JUDGE
OF THE MARYLAND OFFICE

OF ADMINISTRATIVE I-IEAﬁINGS

OAH No.: MDH-MBP2-71-19-25514

PROPOSED DECISION

STATEMENT OF THE CASE

ISSUES

SUMMARY OF THE EVIDENCE
PROPOSED AND STIPULATED FINDINGS OF FACT

PROPOSED

DISCUSSION '
CONCLUSIONS OF LAW

PROPOSED DISPOSITION

STATEMENT OF THE CASE

On April 16,2019, 8 discipliﬁary panel of the Maryland State Board of ‘Physicians (Board)

issued charges against James K. Ligﬁtfoot, Ir. (Respondent), alleging violations of State law

governing the préoticé of medicine, Md. Code Ann., Health Occ. §§ 14-101 through 14-508, and

: 14—601 through 14-607 (2014 & Supp. 2019). Specifically, the Board charged the Respondent with
violating sections 14-404(a)(3)(1) (immoral conduct in the practice of medicine) and 4-404(a)(3)(ii)
(unprofessional conduct in the pradi;e of medicine) (Supp. 2019); Code of Maryland Regulations
(COMAR) .10.32,02.03]5}(3)(.6). The disciplinary panel forwarded the charges to the Office of the
Attorney General for prosecution, and another disciplinary panel delegated the matter to the Office

of Administrative Hearings (OAH) for issuance of proposed findings of fact, proposed conclusions

of law, and proposed disposition, COMAR 10.32.02.03E(5); COMAR 10.32.02.04B(1).



I held a hearing on January 7, 2020, at the OAH in Hunt Valley, Maryland. Health‘{‘)cc.
§ 14-405(a) (Supp. 2019); COMAR 10.32.02.04. Christopher J. Greaney, Esquire, represented
thé Respohdent, who v‘vas present. Kelly Cooper, Assistant Attorney General and Adminiétrative
Prosecutor, represented the State of Maryland (State). Michael Kao, Assistant Attorney General,
was present on behalf of the Board.

Procedure in this case is governed by the contested case provisions of the Aciministrative
Procedure Act, the Rules for Hearings Before the Board, and the Rules of Procedure of the OAH.
Md. Code Ann., State Gov’t §§ 10-201 through 10-226 (2014 & Supp. 2019); COMAR

10.32.02; COMAR 28.02.01.

ISSUES
1. Is the Respondent guilty of unprofessional conduct in the praotice' of medicine?
2. Is the Respondent guilty éf immoral conduct in the practice of medicine?
3. What sancti;ms, if any, are appropriate?

- SUMMARY OF THE EVIDENCE

Exhibits
T admitted the following exhibits into evidence on behalf of the Board:

Bd.Ex.1- Licensing lnformation

Bd. Bx.2- Complaint, received April 23, 2018

Bd. Ex.3- Medical Records for[JJJjjfrorn  NEEEMUNNN :--i December
2, 2015; March 29, 2016; April 6-7, 2016; July 21, 2016; November 30, 2016;
April 5, 2017, and December 13, 2017

Bd Ex.4-  Medical Records for [ fiom the Respondent, dated December 2, 2015; March

29, 2016; April 7, 2016; July 21, 2016; November 30, 2016; April 5, 2017, a_nd
December 13, 2017 ‘ . '

! full name appears throughout the record in this case. However, as her identity is not germane to the
substance of my proposed facts, analysis, conclusions of law, or proposed disposition, and her medical care is
discussed in detail in this case, | have used only her initials in this proposed decision to protect her privacy.
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Bd.Ex. S -

Bd. Ex. 6 -

Bd.Ex. 7~

Bd. Ex. 8 -

Bd. Ex. 9.-‘

Bd, Ex. 10 -

Bd. Ex. 11 -

Bd. Ex. 12 -

Bd. Ex 13-

Bd.Ex. 14 -

Prescriptions for{ll written by the Respondent, received from CVS Pharmacy,
dated September I, 2015 and February 23, 2017

Prescriptions for . written by the Respondent, received from Giant Pharmacy,
dated October 28, 2015 and January 13, 2016

Respondent’s written response, dated October 26, 2018
Interview Transcript, dated January 17, 2019
Documents received from the Respondent during his interview, various dates

Documents regarding financial payments by the Respondent for . received
from the Respondent, February 13, 2019 '

Report of Investigation, dated March 19, 2019
Charges Under the Maryland Medical Malpractice Act, dated April 6, 2019

v R - oo

Letter from_ to Christine A. Farrelly, Executive Director, dated
September 13, 2010 :

I admitted the following exhibits into evidence on behalf of the Respondent, except as

notéd:

Resp. Ex.
Resp. Ex.
Resp. Ex.
Resp. Ex.
Resp. Ex.
Resp, Ex.
Resp. Ex.
Resp. Ex.

Resp. Ex.

1~

7.

7 -

8-

G-

CV of the Respondent

v 0-, MD, MP'H, CPPS, FACEP

Amended Expert Report of - dated October 30, 2019
Statement from., undated
Financial documents, various dates

NOT ADMITTED

NOT OFFERED

Letter, — dated October 22, 2019

Letter, | -1 October 22, 2015



Testimony

"The following witnesses testified on behalf of the Board:
¢ Troy Garland, Compliance Analyst, Maryland Board of Physicians; and

. .- accepted as an expert in general medicine and medical ethics.

The Respondent testified in his own behalf, and presented the following witness:

J .- accepted as an expert in emergency medicine and addiction

medicine.

PROPOSED AND STIPULATED FINDINGS OF FACT?

Having considered all of the evidence presentéd', I find the following facts by a
preponderance of the evidence: |

1. Atall times relevant to this proceeding, the Reépondent was, and ;s, a ;jhysi.cian
licensed to practice medicine in the state of Maryiand. The Respondent was initiaily licensedrto
practice on or about July 8, 1997, aﬂd his license is currently scheduled to expire on September
30, 2020 |

2. The Respondent is Board-certified in Emergency Medicine. At all times relevant
to these charges, he 'was employed by a stafﬁng agency,—,
P.A./P.C. (.“{i and assigned to thle emergency depattment.’

3. For approximately sixteen years, the Respondent has worked the overnight shift in

the emergency department at_ in Takoma Park, Maryland. Heis

typically the only doctor on staff overnight.

2 The parties stipulated to some facts in this case. I have included all stipulated facts that I determined to be relevant
to the proceeding, with some minor edits for clarity and relevance. 1did not separate the stipulated facts from my

findings of fact in order to preserve the overall narrative of the case but have indicated via footnotes which facts
were stipulations, :

* Stipulated fact. :
4 ﬂis managed by Altheon Health,
3 Stipulated fact, ‘




4, Sometime in 2009, the Respondent meat a bar® and the two became friends,

meeting periodically for lunch or dinner.

5. At that time, the Respondent was living in Silver Spring, Maryland, and.was’
fiving in Virginia. | |

6. -ﬁas struggled with hcroiﬁ addiction thronghout the time tha;t the Respoﬁdent

has known her.

e Sometime in 2011, the Respondent and-begem a romantic relationship that
lasted about eighteen to twenty-four months, They saw each other every four to six weeks
because of the geographic distance between them.

| 8. The Respondent and -ended their reiationsﬁip in 2013 and were no longer in
contact for a peried of time.
9. Later in 201 3,. called the Respoﬁdent and told him that she waS pregnant with
someone else’s child and needed help. He allowed her to move in with him for several weeks.
10. .then moved back in with her family and premamrely gave birth to a son.
11.  Since her son’s birth,- has been involved in é prolonged and acrimonious

custody battle with her parents.

12, | . again moved in with the Respondent in 2013, and they resumed their
romantic relationship at that time for about six to twelQe months. |

13. - After their ‘romantic relatiénship ended,-continued to live in the Respondent’s
home, where she had her own bed, until sometime in 2015. The Respondent and. were no
longer sc;xually intimate after their romantic relationship ended.

14.  Sometime in 2015,. moved out of the Respondent’s home to live with a

boyfriend for about a year.

6 That the Respondent mﬂt- around this time is a stipulated fact.
- 5



15. -then moved back into the Respondent’s home briefly before she began renting
an apartment in Lgesburg, Virginia in November 2016. The Respondent paid.’s rent and
ﬁtiiities when she first leased the apartment and ilas continued to do so since then.

16.  The Respondent has also paid fox-’s living expénses, inchuding child support,
groceries, clothing, car insurance, and cell phone._.ln total, the Resp'ondent pays about $3,500.00

~ per month for._’s expenses and has done so since she first leased her apartment in fall 2016.

17. The Respondent has paid for.’s treatment in at least eight outpatlient addiction
prbgmms,7 totaling over $40,000.00, since he first met her in 2009,

18.  The Respondent and- remain friends at the present time.. The Respondent talks
to- every week and sees her once or twice pér month.*

19, .has never worked forl the Respondent in any capacity to éarn money.’

20.  Onseven different occasions,. sought care in the emergency department at

. The Respondent was the only physician on duty and provided
care to . each time, including a physical examination and prescribing medications. The dates
of these emergency department visits are as follows: December 2, 2015; March 29, 2016; April
7,2016; July 21, 2016; November 30, 2016; April 5, 2017; and December 13, 2017.19
21.  The Respondent did not disclose his prior romantic or sexual reiations.hip with
. in the medical records for-any of _thesé visité,
22, When the Respondent t‘reated. at the hospital, neither tﬁe hospital a;dministration

nor the staff members were aware of his past or current relationship with..”

7 Stipulated fact.

& Stipulated fact.

? Stipulated fact.

_ 1% The dates of these emergency department visits, the medications prescribed, the dosages, the quantities, and the

“lack of refills are stipulated facts. '
! Stipulated fact.



23. Gabapentin (brand name Neurontin) is an anticonvulsant used to treat neuropathic

pain.'2

24, tramadol is a Schedule IV controlled dangerous substance and is a narcotic-like

pain reliever.!# -

25.  methadone is a Schedule II controlled dangerous substance and narcotic (opiate
base) used to freat narcotic addiction (such as heroin or morphine addiction),'” as well as

moderate to severe pain.

26.  Before 2018,. the policy of the Respondent’s empioyer,- was that no more
than twenty-five methadoné pills should be prescribed at one time. In 2018, the guidelines. were A
revised to limit the tofal number of methadone pills prescribed to fifteen.

27.  Klonopin (generic name clonazepam), a benzodiazepine, is a Scheéule v
controlled dangerous substance.'® It is used to treat seizures and anxiety.-

28. Dexedrine is a Schedule 11 controlled dangerous substance and is a central
nervous system stintulant.!? It is used to treat attention deﬁcit hyperactive disorder (ADHD).

29. Chrenic pain is defined by pain that has lasted three months,

30, On December 2, 201 S,. presented at the emergency ciepaﬂment with
abdominal pain. She complained of nausea gnd vomiting over the prior two days. She had a
history of chronic pain and had developed an opioid dependence. The Respondent determined

that her symptoms were due to opioid withdrawal. He conducted a physical examination and

2 The drug name and use are stipulated facts.

55 The federal Drug Enforcement Administration categorizes controlled dangerous suhstances into five schedules,
with Schedule I representing the highest level of control and Schedule V representing the least.

4 Stipulated fact.

1 The drug name and use in treating narcotic addiction is a stipulated fact,

16 Stipulated fact.

17 Stipulated fact.



prescribed gabapentin for pai-n.(S‘OO mg oral capsules, ninety capsules, zero refills) and
methadone (10 mg oral capsules, twenty-four tablets, zeto ‘1'eﬁlis).

31. | Oﬁ March 29, 2016,. presented at the emergency department with abdominal
pain. She complained of anxiety, nausea, stomach paﬁ, and cramping. . was physically
examined and was prescribed gabapen‘ém for pain (300 mg oral capsules, ninety caps_uies, Zero
refills) and methadone (10 mg oral capsules, twenty-four tablets, zero refills). |

32. On April 7, 2016, . sought ;a refill of medication for ADHD, stating that she
would not be able to see her.primar_y care physician for two weeks. She was examined and was
prescribed Dexedrine (15 mg capsules, tvifenty-eight tabs with zer§ refiils).

33, Onluly 21, 2016,. presented at the emergencjf deﬁartment with ab.do'minal
pain and skin irritation. She was examined and diagnosed with eczema and chronic pain with
drug dependence. The Respdnden’t prescribed hydrocortisoﬁe topical ointment, triamcinolone
topical lotion, and methadone (10 mg oral capsules, twenty-four tablets, zero refills).

34,  On NovemberVB 0, 2016,. presented at the emérgency department with pelvic

~and abciomina} pain. She was examined and prescribed methadone (10 mg oral capsules,
twenty-four tablets, zero refills).

35. On April 5, 2017,. presented at the emergency department with abdominal
pain, which she stated she had .exper'ienced for three days prior. She was examined and
diagnosed with chronic pain and drug dependence, She was prescribed methadone (10 Iﬁg oral -
capsules, twenty-four tablets, zero refills) :and tramadol (50 mg 24-hour extended release
capsules, twenty-four capsules, zero refills).

36, On Decémber 13, 2017- presented at-the emergency department with anxiety

and abdominal pain. She was diagnosed with s'itu'aﬁonal anxiety and chronic pain. She was



prescribed Klonopin (1 mg, twenty tablets, zero refills) and tramadol (100 mg 24-hour extended
release capsules, twenty-four capsules, zéro refﬂ.is).

37. On four occasions between September 1, 2015, and February 23,2017, the
Respondent prescribed thé following medications for-, outside of the emergency department
and withoﬁf a corresponding zﬁedicai record:

a. September 1, 2015: Pyridium (a pain reliever for the lower part of the urinary
tract) (200 mg, fifteen capsules; no refills) and tramadol (50 mg, twenty-four
capsules, no refills); | |

‘b, October 28, 2015: tramadol (50 mg, twenty-fouf capsules, no refills);

¢. January 13, 2016: tramadol (50 mg, twenty-four capsules, no refills); and

d. February 23, 2017: tramadol (50 mg, twenty-four capsulés, no refills) and
Neurontin (300 mg, sixty capsules, no refills),

38. Tﬁe Respondent waé aware that prescribing controlled dangerous substances to
 family and friends was “frowned upon.”"*

39, Onor aboﬁt April 23, 2018, the Board received a written complaint from-’s
mother. The Complaint alleged the Respondent was providing financial support to . while
. lived with the Respondent and that the Respondent was aware that. is addicted to heroin.

DISCUSSION

Legal Framework

The grounds for reprimand or probation of a licensee, or suspension or revocation of a

license under the Act include the following:

(@) In general. — Subject to the hearing provisions of § 14-405 of this subtitle, a
disciplinary panel, on the affirmative vote of a majority of the quorum of the

18 Gtinylated fact. The quotation is from an interview conducted with the Respondent i the course of the Board’s
investigation, '
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disciplinary panel, may reprimand any licensee, place any licensee on probation,
or suspend or revoke a license if the licensee:

(3) Is guilty of:
(i) Immoral conduct in the practice of medicine; or
(ii) Unprofessional conduct in the practice of medicine,

Health Occ. § 14-404(2)(3)() and Gi) (Supp. 2019).

Arguments of the Parties

The State contends that the Respondent’s actions constitute unproféssional conduct in
three specific ways: first, ﬁe provided medical care in the emergency department to a person wﬁh
whom he had a close personal and financial relatfonship without disclosing that potential conflict
of inferest in the medical records; second, he prescribed controlled déngero‘us substances in
excessive amounts and without an objective basis or adequate documentation while provid.ing
care in the emergency department; and third, he ‘faiied to properly doéument, on four occ;asions,
prescriptions for controlled dangerous substdnces provided outside of the emergency department
for that same friend. With regard to the friendship, the-State cited a 1engthy and undisputed
relationship that included two periods during which the Respbndent and-were romantically
and sexually involved, as well as a long history of signiﬁcént financial support totaling over |
$90,000.00. In addition, the State contends that . lived with the Respondent at times, and he
knew of her history of drug addiction. The State also maintains that the Respondent’s actions
were immoral, as he was not able to provide objective medical care that prioritized .’s best
interests over her stated requests:

'I-‘he Respondent does not dispute 'the facts as presented by the State. However, he argues
that he has always acted with dedication and professionalism, and that he did the best he could in
a difficult situation and in light of his knowledge of and professional experience with the
challenges posed by drug addiction. He notes that there is ﬁo evidence that he exploited. in

any way, failed to treat her in an appropriately objective manner, ot that .’s medical care was
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compromised by their personal or financial relatiozssilip. Tn fact,. is now doing well and
credits, in part, the care provided by the Resﬁondent. He also argues that I should consider that’
 the corﬁplaint against the Respondent originated not with ._, bm_: with her mothet, who was
angry about a custody matter she and her daughter were involved in. In other wordé, the
complaiﬁt does not reﬁec*;t any ciissatisfactioﬁ on the part of the patient herself. Finally, the
Responderﬁ contencis that sincé the investigation of this matter beg'an, he has been open, honest,
and straightforward about the nature of the relationship and the care that he provided.
Testimony |

In support of its case, the State presented the testimony of Troy Garland, a compliance |
analyst with the Board, who received the complai_nt and investigated the matter. His
investigation incrluded an interview with the Respondent, as well as a review of the medical
records, financial records reflecting the Respondent’s support of-, and the Respondént’s
writien ﬁsmnse to the complaint, When Mr, Garland interviewed the Respondent, he sought
details about the care provided by the Respondent and the decisions he made in providing that
care. For example, Mr. Garland asked the Respondent why he did not consult with .’s
physicians or order a urinalysis to screen for illegal drugs before prescribing medications. The
Respondent explained that he would have provided the same care regardiess of the results of
ufinalysis, and that.’s physicians changed frequenﬂy, which would make consuiting with
them difﬁcglt. Mr. Garland also confirmed that the Respondent did not disclose his relationship
_ with. to staff with whom he worked or.in any medical record. Mr. Garland pfepared a written

report summarizing the facts he gathered in the course of his investigation.

The State also presented the testimony of -, an expert in general medicine and
medical ethics, - stated that, at the request of the Board, he reviewed this matter,

including all medical records and the transcript of Mr. Garland’s interview with the Respondent,
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and concluded that tﬁe Respondent’s actioﬁs cénstituted both unprofessional and immoral,
conduct. ,

~With regard to unprofessional conduct, - cited the Respondent’s failure to
ensure objective treatmeht through laboratory tests and cbnsuitation with .’s doctbrs, improper
documentation of prescriptions, improg;}er documentation of the reason for prescribing controlled
danéeroﬁs substances (i.e., pain management or addiction withdrawal), failure to disclose his
relationsh;ip to -in medical documentation,.and prescribing of an excessive number of
methadone pillé without-appropriate tapering of dosage or the suppért of a methadone program.
In -’s op_inioﬁ,l these factors, each of which he testified about in aetai}, prevented -
from receiving optimal care. .

More speciﬁqaﬁy,-testiﬁed that on each of the seven occasions when the
Respon&ent treated. in the emergency department, a physical examination was cqnducted, but
no laboratofy tests, such as urinaiysi-s, were done. — noted that such tésting can be
important to adequately verify a patient’s subjeétive complaints of chronic pain and ensure that
there was no other ﬁnderlying medical condition; Additionz.ﬂiy, the Respondent did not contact

.’s medical providers before ﬁrescribing medication. F\_lfther, on four separate occasions
‘ éutside of the emérgenoy department, the Respondent prescribed medications for which he

created no corresponding medical record; these prescriptions included tramadol, a controlled

dangerous substance.

-s most significant concerns in terms of unprofessional conduct related to the

Respondent’s prescriptions for methadone, which the Resﬁondent prescribed in five of the seven |
emergency department visits. -explained that the Respondent éhouid have made clear
in the medical records why he was prescribing methadone. For exaﬁple, if the Respondent was
acting to fill gaps in treatment during times that. was not enrolled in an addiction program, he
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should have ﬁoted this in the. medical record. - also maintained that if the Respondent
fel.t he had no choice but to treat. (rather than sending her to another hospital), he shc;uld
ha;ve, at the very least, noted his personal relationship with her in the medical records so that the
full context of any treatment he provid-ed, ino}gding his potential conflict of interest, would be
clear; However, even though the Respondent had a prior sexual relationship with. and an
ongoing personal and financial relationship, he neith-er asked a 'celleague to provide care in his
stead nor recorded the conflict of interest in any medical record.

- cited to Arm_érican Medical Association (AMA) guidelines that advise against
treating family members, but acknowledged that the guidelines dc_) not address providing treatment
* to friends.!? He also referred to an AMA Journal of Ethics article from 2015 that discussed the
challenges of remaining objective when treéting a friend. 2 Whiie_agreed that it may,
on occasion, be difficult for an emergency department physician to avoid prescribing controlled
dangerous substances for a friend, he mgintaiﬁed that in such cases the prescription should be for
the shortest time possible. — explained that in his judgment, the number of medications
preséribed (including four controlled dangerous substances: methadone, Dexedrine, tramadol, and
Klonopin), and the number of methadone pills given, éXceeded what was apﬁropriate and therefore
constituted unprofessional conduct, espeoial_ly in the absence of a continuing plan of care or pain
contract for methadone use. |

' - emphasized that as tﬁerapy for addiction, methadone should be prescribed

.Mthiﬂ_the context of an addictioﬂ prégram so that it can be appropriately monitored and tapered
“as needed. e noted that if the Respondent felt he had no other available options (such as |

referring the patient to another physician) and was concerned about the risk of overdose if he

19 These guidelines were not offered as evidence,
20 The article was not offered as evidence, and

was unsure of the year it was published, stating that he
“helieve[d]” it was 2015, :
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| tumed.raway, a prescription for methadone could be provided for a single day or weekend.
Instead, the Respondent prescribed twelve days of methadone, well outside of the standard of
care, according fo - - referenced -’s Opioid Prescribing Guidelines from
2018, which state that when prescribing opioids, 2 physician shoqld presqribé no more than
fifteen tablets except in special clinical circumstances.”! The Respondent’s failure to do this was
unprofessional, according.to- |

-aléo addressed the Board’s charge, with which he agreed, that the Respondent
engaged in immoral conduet. - explained that the Respondent’s failure to adequately
verify I’s subjective symptoms and to provide care despite his own conflict of interest meant
that the care the Respondent provided did not serve- s best mterests -noted that it
appears -went out of her way to seek care from the Respondent bypassing hospitals that were
far closer to her geographically, because she knew the Respondent would provide what she asked
for, and that he would not objectively probe what coursé of action was most appropriate.
Additionally, according to- .’s relationéhip with the Respondegt may have factored

into what she was willing to disclose, which also could have compromised her treatment. In

essence, contended- the Respondent’s relationship with. breached boundaries that .
meant her cate was not driven by an obj ective; science-based assessment of her medical needs.
- an expert in emergency medicine and addiction medicine, testified on behalf
of the Respondent. -hés extensive experience specifically in treating opioid use
disorder, He also led the development of the - 2018 Opioid lPrescribing Guidelines

referenced by - He noted that he was not paid to testify on the Respondent’s behalf

and has not socialized or worked directly with the Responderit, but felt compelleﬁ to testify for

two reasons: first, because he contends that emergency medicine poses unique challenges that are

2! The puidelines are in evidence as Bd. Ex. 9.
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not f‘uliy appreciated even within the medical profession, and second, because he knows the .
Respondent by reputation, and considers him to be an unusually professionai, éompetent,
dedicated, and well respected physician,

-estified that emergency department physicians treating individuals with
addictién disorders musi be particularly mindful of the need to redﬁce the risk of harm, and that
decisions are driven by complex individual circumstances. Ha{/ing reviewed the medical records
in this case-maintained that the Respondent’s actions were consistent with an effort to
reduce the risk of harm tc-, noting that the risk of an overdose for a patient who is turned
away from an cmergenc;y department without recetving methadone is significant. -
further testified that medical providers do not yet have an adequate model for successf&lly
trcaﬁing addiction, and ‘that serious gaps in treatment place indivic'iuals with addiction disérders at
risk. T-heAse individuals seek treatment in hospital emergency departments as a kind of last resort

_ safety-net, and emergency department physicians must sometimes provide care, including
methadone, outside of the context of an addiction program.

In -s opinion, the prescriptions provicied by the Respondent in the emergency
department setting were appropriate and consistent with -fhe standard of caré. He noted that'
while_ suggested that a pain management contract yvith. would have beeﬁ
appropriate and should have. been in -piace, such a practice is impractical for emergency
department physicians and is not the standard practice. -also opined that laboratory
testing is typicaliy done in an emergency department setting only if such testing wozﬁd have an.
impact on the course of treatment, that such testing takes significant time, and that uringiysis is
not Stéﬁdard in an emergency depér‘cment setting. Fentanyl, he noted, is not even detected by

-urinalysis. When asked about whether the Respondent’s actions were unprofessional or -
immoral, he stated that in his“opinion they were not, but he emphasized that he was testifying not
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to establish adherence to a standard of care, but rather to provide perspective on the unique .
pressures faced by emergency department physicians and on what measures and practices are
" typical and practical. He agreed that the Respoﬁdeﬁt’s conduct was suboptimal but stated that it
was not unreasonable under the circumstances. - also noted that it is ﬂot unusual that an
individual with an opioid addiction disorder would drive a long distance to a hospital for care, as
there is significant stigma associated with drug addiction even émong medical providers, aﬁd that
those struggling to overcome addiction prioritiie working with a medical provider they trﬁst. ‘
The Respondent testified on his own behalf, explaining the circumstancés under w_hich he
met ., the course of their romantic relationship and friendship, and his own motivation for
: proyiding her with emotioﬁal and financial support. He stated that he felt she had been dealt a
short hand in life and had beén shunned by her family,' and thét without support, she wdul_d have
died due to her arug addiction. The Respondent did not contradict the facts as alleged by the
' Stz_lte, and hé expressed his regrét for any shértcomings in the care he provided to. However,
he also provided some context for the choices he made and maintained that while he may not |
have adhered to best practices, he was not aware of any specific policies or guidelines that he
© violated. |
The Respondent expiainedlthat he has been the sole physician on duty in the emergency
department for the 6v,ernight shift for years, and that he encounters is_sués with drug addiction -
nearly every night. He noted that the first time. sought care i_n the emergency .department
during his shifi, he considered whether it would be more apprc;priate for the physician’s assistant |
on duty to provide care in his place. However, becausé he would need to sign off on the care
~provided regardless, he opted to provide care directly himself. He noted that when he prescribed
methadone, the dosage was only 10 mg per day, and he knew tﬁat'. had previously been
prescribed as much as 80 mg per_day. He acknowledged that the current recommendation, as
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cited in the- 2018 Opioid Prescribing Guiéelines, ispotto prescribe more than fifteen
tablets of methadone Bu_t stated that the prior recommendation — and the recommendation in
place at the time he prescribed methadone for- ~— was twenty-five pills. He noted that his
preseriptions did not exceed this recommendation.

More broadly, the Respondent explained that when- sought methadone in the
emergency department, she was between addiction treatment programs, and that the gap between
programs could be seven to ten days — more than enough time for a patient to experiénce
withdrawal and overdose. He further explained that he has had professional experience with
pafi ents who overdosed aftér they were unable to obtain methadone in an e‘mergency department
setting, and that he is mindful of that éxperience, as well as the fact that addicts who have
stopped using for a time are particularly vulnerable to the risk of overdose. The Respondent‘alrso
testified that he did not order urinalysis for two reasons: first, he knew she would test positive for
opioids, as she had recently been in an addiction progralun, and seﬁond, the outcome of testing
would not alter the course of tre;atment.

The Respondent also explained his thinking with regard to the medications he preséribed,

-notirig that tramadol is a shott-acting pain reliever for breakthrough pain and that he prescribed .
Kionopin for anxiety becauée it is the safest medication in that class of drugs. As for the
Dexedrine he prescribed :for- a controlled dangerous substance typically taken in £he morning
and whiéh -had singled out as particularly unnecessary in an emetgency department
setting, the Respondent testified that- would not be able to see hér prescribing psychiatrist for
the next two weeks. The Respondent noted that he difi not consult wiﬂ-’s doctors because
| they changed frequently and would have been difficult to reach in the middle of the Iﬁght. He
also stated that none of the prescriptions he wrote permitted refills, as he was mindful of limiting

the number of doses he prescribed.
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The Respondent further teqtlﬁed that he is not aware of any policy or guidelines that
require dlsclosure of a personal relatlonsmp with a patient and emphasized that he was not
romantically involved vlv"ith.? and she was pot 1iving with him — at any of the times he treated
her. In retrospéci, he acknowledged that he understands that disclosufe would have been wise.
He also noted that the complaint agai-nst him did not originate wit but with her mother,
with whom .had been mvoived in a heated custody dlspute over her young son. Finally, he
acknowledged that his conduct was not perfect, but mamtamed that he acted wzth the best of
intentions, and that his only concern was the safety and well-being of his patient.

Analysis: Unprafessional Conduct and Immoral Conduct

Unprofessional Conduct

| Based on the evidence bef(_)re me, [ am persuaded that the Responaent’s actions constitute
unprofessional conduct, Specifically, the Respondent prescribed medications, including
controlied dangerous subsfances, outsidel of the emergency deparﬁneﬂt without documenting the
prescriptions in a corresponding medical record. In addition, on seven occasions, he prescr'ﬂ;)ed
controlled danéerous substances within the context of an emotionally and financiaily complex,

- close personal relationship that is not disclosed anywhere in the medical records.
That the Respondent prescribed medications on the four identified occasions — September

1, 2015; October 28, 2015; January 13, 2016; and February 23, 2017 — without documenting the
prescriptions is uncontested. On each of the four occasions, these prescriptions included
tramadol, a controlled dangerous _substance; As-compeliingly ;explained, without o
documen?atioﬁ, critical information, such as the diagnosis and the reason for the chosen
treatment, are not captured,_maintaine(,i,_ and available for use, and that without such *

documentation, the patient is prevented from receiving appropriate care.
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It is aiéo uncontes"ced that on seven occasions — December 2, 2015; March 29, 2016; April
7, 2016; July 21, 20i6; Noven;ber 30, 2016; April 5, 2017, and December 13, 2017 -~ the
Respondent prescribed controlled dangerous substances, including methadone, Dexedrine,
tramadol, and K.lbﬁbpin, without disclosure of his perspn:lﬁ and financial relationship with. in
the medical records. "fhe Resﬁondent expiained that he was not aware of any requirement or
recommendation for such disclosure, and_acknoﬁl‘edged that there are some gray
zones with regard to the professional o‘qligaﬁons associated with treating family and frieﬁdls.
Had the Respondent provided sﬁch treatment on a single occasion and failed to disclose the
relationship, his conduct would be less concerning. However, in light of the seven visits over a
two-year Iperiod, with controlled dangerous substances prescribed at each of the seven visits, the
contekt of.‘;hé Respondent’s personal.relationship with. is clearly relevant with regard to the

treatment the Respondent provided, and I am persuaded by -s expert opinion that it

should have been disciosed.

Pinﬂly, I consider whether the Respondent’s prescribing of éontrollcd dangerous |
substances for the time periods préscribed constitutes unprofessional conduct. This includes the
five prescriptions for methadone, each of which i}erm,i_tted twenty-four, or twelve days’ worth, of
pills; Dexedrine, prescribed for a two-week period (two pills per day), and typically prescribed
for ADHD; and Klonopin, with tWenty pills prescribed (a forfy—day supply, as a dose is a half

pill), typically prescribed for anxiety; and tramadol (twelve day supply), prescribed for pain.

-As discussed abc‘we-’s opinion regarding methadone was that a prescription

should not exceed fifteen pills, or one wéek’s worth. He noted that the Respondént failed to
document the reason for the methadone (pain management versus addictién treatment). In
addiﬁon, he testified that Dexedrine is an amphetamine and is a highly abused drug, and that it is
usually taken once a day in the morning. The Respondent prescribed it around midnight, and he

19



did not complete any surveys, questionnaireé, or other documentation for the diagnosis, .
-also stated that Klonopin is also a highly ab'gsed drug. With regard to the tramadol and .
gabapentin- noted that these are sométimes prescribed for pain, but that a pﬁysician
shouid typically order _labefatory testing or imaging for objective confirmation of subjective
symptoms and to identify the underlying cause of the pain, particularly ;Nhen there is a ﬁistory of
drug dependence. | |

The Resﬁondent addressed the concerns raised by — in his own testimony,
explaining (as disoﬁssed above) fhat at the time he pr.escri’oed methadone, the guidelines
permitted twenty-five pills, and that he did not exceed that amount. The Respondent also
explaiﬁed that laboratory testing is not always practical in an emergency department setting and |
that urinalysis results would not have changed the treatment. He also noted that gabapentin is
;mt a controlled dangerous substance. He further explained that- would not be able to see her
psychiatrist for a two-week period, which is why he prescribed Dexedrine fot thﬁt period of time.

I note that _’S testimony had significant shortcomings tha-t affect the weight that
it is due on this issue. Specifically, -has iimi;ted experience in the practice of
emergency medicine. He is not board-certified in emergency medicine and has never worked
full time in an emergency department. For a number of years, he has worked only one clinical
shift per week in an emergency department. In addition, he is ﬁot certified in addiction medicine
or pain management and has relatively limited professional experience in this area.

On thf;, other hand, I found -s testimony highly persuasive on this issue. -
- who has extensive experience in opioid addiction disorder and is an expert in emergency
medicine, explained the role that harm reduction plays in the judgment of an emergency
départment physician. It was his opinion that-’s presentation at the emergency department
was consistent with significant risk to her health and Weli-being,l and‘ that it was reasonable for
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the Respondent to conclude that her life was at risk. He noted that few options are available to
emergency department physicians placed _'m that position. - also testified that the_. kind
of pain x;lanagemcnt contract discﬁssed by-is impracﬁcal in an emergency departmeﬁt
setting énd is not part of the standard of ca'ré.' Simiiarly, he testified that laboratory tests and
urinaiyéis‘ are not typically done in an emergency department set;ting unless they would ip;pact
treatment, in part because the in-hospital testing technology is less reliable than having samples
sent to a laboratory and beéause marny substances are not détected by urinalysis. - also
disputed—’s contention that the Respondent failed to adequately document the reason
for prescribing méthadonc; noting that the medical records reflect both chronic pain and
addiction-issues, and 1t.hat these are co-occurring disorders.

Accordingly, T am not persuaded'that the Respondent’s prescriptions for methadohe
exceeded recommendations in place at the time o-r required laboratory tests or urinalysis. Rather,
the Respondent’s prescrip{ions were a reasonable exércise of professional judgment under the
circumstances, taking into account his experience in treating patients with addiction disorders in
an emergency department setting, In addition, I conclude that the medical records édequately
reflect the Respondent’s reasons for prescriﬁing methadone. As-testiﬁed, the

Respondént documented both.’s addiction history and pain symiptoms, and [ ﬁnd-s

testimony that the medical records are sufficient for care provided in an emergency department |
context. I further find that the Respondent’s prescriptions for other controlled dangerous
substances, including Dexedrine, Klonopia, and framadol, were similarly reasonable. He
credibly explained the basis for his decisions to prescﬁbe these medications, and I found-

-’s testimony persuasive on this point.

T
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Immoral C'onduc;

As discussed above,-testiﬁed that he was in agreement with the Board’s

conclusion that the Respondent’s actions constitute immoral conduct. He explained it this way:

The immoral conduct was a surmmation of seven visits and the interview the

Board had with the Respondent talking about supporting patients that he had

cared for. And in the totality, I felt it was immoral and a breach of

boundaries with these patients and that it would prevent them from getting

the care they needed and prevent them from staying within the system. When

people come to a physician they expect a science-based provider who has a - ‘

specific way of treating them and while we feel we’re doing that, seeing these

visits 1 felt that they were getting care that they were requesting, potentially,

or care that they wanted as opposed to what should have been done.

(Trans., p 105.) - went on to testify that “the immoral [act] . . .l.was where he talked
| about supporting a homeless woman and her son. 1 thought,fhose were some of the boundary
breaches that had me concerned.” .(Trans., p. 108.)

I reviewed the transcript of the J. énuary 17, 2019 interview Mr. Garland conducted with
the Réspondent. (Bd. Ex. 23.) The Respondent was asked about people to whoﬁx he has |
prévided financial support, ot_her than . He explained that he has several cousins to whom he
provides support, and that he also provides some support for his father. He mentioned a friend
who was involved in a car accident and to whom he provides support, as well as support he
provides to another friend who had lost his job. He also stated that he provided support to a
homeless mother and her daughter (not son, as stated by-). However, when asked if
any of these individuals were ever his patients, his response was emphatic: “No, never.”

. M. Garland went on in the interview to ask about whether the Respondent had provided
support to patients. The Respondent replied that he has providet_i Uber rides for patients when
they needed a ride home and chipped in for clothing when it was needed. He described a
homeless patient whose dothiﬂg was in shreds and said that he and one of the nurses purchased

clothing for the man.
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1 have no reason to doubt the Respondent’s contention that these relationships with
individuals to whom he has provided support did not include any .kind of physician/patient
corﬁﬁonent at any time. No evidence in the recérd contradicts him, Since the Board began its -
investigation, he has been entirely forthcoming, honest, and sincere. His testimony before me
was consistent with the information he provided to the Board during its in\‘festigation, and 1
found his testimony highly credible, both because of the consistencyi of his statements and the
candor al,pparent in his demeanor. I;c is clear that-’s opinion regarding the
Respondent’s support for the homeless woman and her daughter was based on a faulty
recollection of the Respondent’s account. This signiﬁcantly'undermines-’s opinion

that the Respondent’s actions were immoral because of his “breach of boundaries . . . with

patients,” as _ was relying on a factuaily inaccurate recollection of the Respondent’s
conduct. |

_ -s opinion that the Respondent’s actions were i.mmorai was also based on his
interactions with.. - étated that “[ilmmoral is taking a person outside of what they
would expect and facilitating behavior that’s not iﬁ their be"st interest.” While he acknowledged
that no single interéction between the Respondent and. was in itself immoral conduct, he
maintained that it was the totality of the incidents with her that led him to believe the Respondent’s
conduct was immoral.

I reviewed the case law cited by the parties regarding immoral conduct,?? Without exception,

these cases involved explicit sexual exploitation of the physician/patient relationship, egregious

sexual harassment of co-workers, or deliberate, self-interested dishonesty. A consistent there of the

2 1 reviewed the following cases: Finucan v. Md, State Bd. Of Physician Quality Assur., 151 Md. App. 399 (2003)
aff’d, 380 Md, 577 (2004); Shirazi v. Md. State Bd. Of Physicians, 199 Md. App. 469 (2011); Banksv. Bd Of
Physician Quality Assur., 116 Md. App, 249 (1997), aff'd, 354 Md. 59 (1999); Cornfeld v. State Bd. Of Physicians,
174 Md, App. 456, cert. denied, 929 A.2d 890, 2007 Md, LEXIS 509 (Md. 2007); Roane v. Md. Bd. Of Physicians,
253 Md. App. 619 (2013). 1 also reviewed MBP Cohen 2001-0377, a Board decision dated July 14, 2006, and
MBP Luperju 2016-0764A, a Consent Order issued April 13, 2018 (which addressed only unprofessional conduct).
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case Jaw is that the physicians’ behavior.in those cases was not only bound#y—érossing; but also
exploitive and damaging to patients. In addition, the Merriam-Webster Dictionary defines
“immoral” as “conflicting .with generally or traditionally held moral princ‘ipies.”23 It defines
“moral” as “of or relating ’;0 principles of right and wrong in behavior.”*

There is no e.vidence that the Respordent engaged in any .exploitive behavior of any kind,
with regard to. or any other patieﬁts. Whiie- raised the possibility that the care the
Respondent provided could have been comprofnised by his desire to provide . with what she
asked fof, rather than what she needed, there is no objective evidence that this, in fac{, occurred,
and the Resp;)ndent was able to credibly explain why he provided the care that he did. The
patient herself never complained about the care she received, and While--maintained
that this may be because she pot whatever treatment she requested, the Respondent testified that
. is doing well, and. herself submitted a sta‘;c;ment expressing the same. (Résp. Ex. 4) As
discussed above, I have concluded that while the Respondent’s actions fell short of his
professional obligations with regard to disclosure of thé relationship and adequate documentation
| of prescriptions, T did not find that the care itself was unprofessional or inapprdpriate in any way.
Accordingly, I find that the State has not shown that the Respondent’s actions were immoral.
Sanctions |

The Board has stated‘that it seeks to impose the disciplinary sanctions of a reprimand,

‘ thirty-day suspension, and an eighteen-month probationary period that includes enroliment in a
remediation program appréved by the Board. ‘Md. Code Ann,, Health Occ, § 14-404(a) (supﬁ.
2019); COMAR 10.32.02.09; COMAR 10:32.02.10. Under the applicable law, the Board also may

impose a fine instead of or in addition to disciplinary sanctions against a licensee who is found to

2 Merriam-Webster Online Dictionary. 2020, http://merriam-webster.com (19 March 2020).
g . ) .
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have ‘vioiated section 14-404. Health Oce. § 14-405.1(a) (2014); COMAR 10.32.02.09A(3)(d).
The B.oard is also seeking a fine of $10,000.00. '

AIn iight of my findings regarding unprofessional conduct due to the Respondent’s failure
to disclose the relationship. and maintain adequate documentation of prescriptions, I agree that
the reprimand and probationary period are appropriate.”* 1 also agree that the $10,0{)0.00 fine is
appropriate. However, as I have concluded that the actual care the Respondent provided was
not unprofessional, and that his condt?ct was not immoral, it is my recommendétion that the
Board not suspend the Respondent. While the Board clearly has the ‘authorityr to impose sucha .
suspénsion, there are significant mitigating factors in this case. The Respondent has no prior
disciplinary history. Further, his errors with regard to disclosure and documentation appear (o be
confined to the care he provided tol; no evidence of a broader pattern was presented,

In addition, I note that the Respondent’s empioyer,. responded to the Board’s
charges on his behalf, and that the response indicates, repeatedly, that the' Respondent has
engaged in a “critical self-assessment,” has acknowledged that he “failed to consider the
potential appearancé of éonﬂicts of interest in providing CDS prescriptioné” to. is
“remorseful” for his iapsé in judgment, and is “coMiﬁed, going forward, to exemplary practice
concerning prescribing pain medication and meticulbusly avoiding even the potential appearance:
.of a conflict of interesf in treating all patients.” (Bd. Ex. 7.) This is consistent with the
Respondent’é tesﬁmony before me; the Respondent’s explanation for his‘aotions was tempered |

by his acknowledgement that he could have done more to ensure that his actions were above

reproach.

2% Sanctioning guidelines provide that the maximum penalty for a viclation of section 404(a)(3) of the Health

Oceupations Article is revocation and the minimum is a reprimand, for ethical violations that are not sexual in
nature, COMAR 10.32.02,10B, .

2 Sanctioning gnidelines provide a range of $5,000.00 to $50,000.00 for a fine. COMAR 10.32.02.10B(3)(¢).
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I also néte that the record reflects that the Respondent is well-regarded by- and those
with whom he ﬁas had professional contact. Martin Trpis, Esquire, deputy goﬁnsel for -,
provided a written response to the Board on behalf of tﬁe Respondent, and describes the
Rcspondenf’s commitment to those he assists as “remarkable,” noting that his “personality and
proclivity to act altruistically to the degree that he does, is 'quite uncommon,” and that his actions
demonstrate his “integrity, conscience and beliefs.” (Bd. Ex. 7.) The Respondent also ‘submiﬁed
two letters, one from a social worker who worked with him in a Montgomery County program to
provide outreach and treatment to addicts and one from a social worker who worked with him
through the Mbntgomery County Crisis Center. Both praised his proféssionalism and competency
" without reservation. (Resp. Ex. 8§ and 9.)

In short, the record makes ciéar that despite the serious lapses of professionaﬁsm in this
case, the Respondent is a caring, compassionate physician, and my proposed disposition reflects
this conclusion, without diminishing the importance of sanctions, including remediation through
probation.

PROPOSED CONCLUSIONS OF LAW

Based on the foregoing ‘Findings of Fact and Discussion, I conclude as a matter of law
that the Respondent is guilty of uﬁprofessional conduct, but not of immora_l rconduct. Md. Code
‘Ann,, Health Oce. § 14-404(a)(3)(3) and (ii) (Supp. 2018). As aresult, I.conclude that the
_Respon&ent is subyj ect to diAscipiinary sanrctiens ofa reprimand and probation for the cited
violation. Id; COMAR 10.32.02.09A(3).

I further conclude that the Respéndent is subject to r:; fine of $10,000.00 for the cited

violation, Md. Code Ann., Health Occ. § 14-405.1(a) (2014); COMAR 10.32.02.09A(3)(d).
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PROPOSED DISPOSITION

' 1PROPOSE that the charge filed by the Maryland State Board of Physicians against the

Respondent on April 16, 2019, for unprofessional conduct be UPHELD and the charge filed for

immoral conduct be DISMISSED; and
1 PROPOSE that the Respondent be sanctioned by imposition of a reprimand and
probation; and

I PROPOSE that the Respondent be ordered to pay a fine of $10,000.00.

it

Date Decision Issued ' énnifer L. C)“f T
, ‘Administrative Law Judge

JLG/dlm ‘

#184649

NOTICE OF RIGHT TO FILE EXCEPTIONS

Any party adversely affected by this proposed decision may file written exceptions with
the disciplinary panel of the Maryland State Board of Physicians that delegated the captioned
case to the Office of Administrative Hearings (OAH) and request a hearing on the exceptions.
Md. Code Ann., State Gov’t § 10-216(a) (2014); COMAR 10.32.02.05. Exceptions must be
filed within fifteen (15) days of the date of issuance of this proposed order. COMAR
10.32.02.05B(1).. The exceptions and request for hearing must be addressed to the Disciplinary
Panel of the Board of Physicians, 4201 Patterson Avenue, Baltimore, MD, 21215-2299, Attn;

* Christine A. Farrelly, Executive Director.

" A copy of the exceptions should be mailed to the opposing attorney, and the other party
will have fifteen (15) days from the filing of exceptions to file a written response addressed as
above. Id. The disciplinary panel will issue a final order following the exceptions hearing or
other formal panel proceedings. Md. Code Ann., State Gov't §§ 10-216, 10-221 (2014),
COMAR 10.32.02.05C. The OAH is not a party to any review process.

27





