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FINAL DECISION AND ORDER
Igbal Singh, M.D., was originally licensed by the Maryland State Board of Physicians
{the “Board”) to practice medicine in Maryland in 2007 and his license is active through
September 30, 2023, On June 28, 2021, Board Disciplinary Panel A issued a Cease-and-Desist
Order to Dr. Singh, ordering him to immediately stop prescribing controlled dangerous
substances (CDS). On June 29, 2021, Panel A charged Dr. Singh with failing to meet
appropriate standards as determined by appropriate peer review for the delivery of quality
medical and surgical care performed in the outpatient surgical facility, office, hospital, or any
other location in Maryland (the “standard of care™), in violation of Md. Code Ann. Health Oce. §
14-404(a)(22); and failing to keep adequate medical records as determined by appropriate peer
review, in vioﬂfation of Health Occe. § 14-404(a)(40).
On January 11 and 12, 2022, pursuant to Health Occ. § 14-405(a), an evidentiary hearing
was held at the Office of Administrative‘ Hearings. The State presented testimony from a
physician who was admitted as an expert in pain management, and Dr. Singh appeared and
testified on his own behalf and was admitted as an expert in neurology and pain management.
The Administrative Law Judge (“ALJT”) admitted 17 joint exhibits.
On April 8, 2022, the ALJ issued a proposed decision, concluding that Dr. Singh violated
the standard of care and failed to keep adequate medical records, see Health Occ. § 14-
404(a)(22) and (40). The ALJ found that Dr. Singh breached the standard of care and failed to

keep adequate medical records because, among other things, (1) his records lacked careful




justification for the high dosage opioids he prescribed; (2) he failed to obtain sufficient outside
medical records and supporting information for continued opioid therapy; (3) his records failed
to record that he checked the Prescription Drug Monitoring Program (PDMP); (4) he failed to
document that he provided patients with sufficient details regarding risk of abuse or misuse of
opioids such as a risk-benefit assessment; (5) his records lacked any information about a
patient’s inconsistent drug screen or how the inconsistent drug screen impacted care and failed to
document or discuss inconsistent screens, assessments, or any changes in prescribing behavior
that occurred as a result of the inconsistencies; and (6) his records lacked information about
whether he discussed alternative therapy.

The ALJ proposed that Dr. Singh be placed on three years of supervised probation and
required to complete a twenty-hour course on abiding by appropriate standards of care in medical
record keeping and opioid prescribing and proposed that the June 28, 2021 Cease and Desist
Order be vacated after the course has been completed.

Neither Dr. Singh nor the State filed exceptions to the ALJ’s proposed decision.

FINDINGS OF FACT

Board Disciplinary Panel B (“Panel B”) adopts the ALJ’s Proposed Findings of Fact
(numbered 1-310, ALJ’s Proposed Decision at pages 5-55), which are incorporated by reference
into this Final Decision and Order as if set forth in full. The Panel further adopts the Discussion
section of the ALJ’s Proposed Decision. ALJ Propo.sed Decision at pages 56-83. The ALJY’s
proposed decision is attached as Exhibit 1. The factual findings were proven by the

preponderance of evidence.



CONCLUSIONS OF LAW

Based on the undisputed findings of fact, Panel B concludes that Dr. Singh violated the
standard of care, in violation of Md. Code Ann. Health Occ. § 14-404(a)(22); and failed to keep
adequate medical records as determined by appropriate peer review, in violation of Health Oce. §
14-404(a)(40).

SANCTION

The ALJ recommended that Dr. Singh be placed on three years of supervised probation
and take a course in recordkeeping and opioid prescribing. The ALJ also recommended that the
Cease and Desist Order be terminated because the prohibition on prescribing CDS would no
longer be necessary after Dr. Singh completed the required instruction and supervision. Panel B
adopts the ALJ’s recommendations of a three-year probation and completion of a course in
recordkeeping by Dr. Singh. Panel B agrees that the Cease and Desist Order may be lifted after
the coursework is completed and the supervision is in place. Panel B will modify the ALY's
proposed order to add a reprimand, change the course from opioid prescribing to CDS
prcscribing, and require supervision until Dr. Singh receives four satisfactory quarterly reports.

ORDER

It is, by an affirmative vote of a majority of a quorum of Disciplinary Panel B, hereby

ORDERED that Igbal Singh, M.D. is REPRIMANDED); and it is further

ORDERED that Igbal Singh, M.D. is placed on PROBATION for a minimum period of
THREE (3) YEARS.' During probation, Dr. Singh shall comply with the following terms and

conditions of probation:

!'If Dr. Singh’s license expires during the period of probation, the probation and any conditions will be
tolled,



(1) Within STX (6) MONTHS, Dr. Singh is required to take and successfully complete
TWO COURSES: (1) CDS PRESCRIBING and (2) MEDICAL
RECORDKEEPING. The following terms apply:

(a) It is Dr. Singh’s responsibility to locate, enroll in and obtain the disciplinary
panel’s approval of the courses before the courses are begun,

(b) Dr. Singh must provide documentation to the disciplinary panel that Dr. Singh
has successfully completed the courses;

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

(d) Dr. Singh is responsible for the cost of the courses;

(2) SUPERVISION: Upon completion of the courses, Dr. Singh shall be subject to
supervision for CDS prescribing and recordkeeping® by a disciplinary panel-approved
supervisor who is board-certified in the area of Dr. Singh’s practice, as follows:

(a) Dr. Singh shall provide the disciplinary panel with the name, pertinent
professional background information of the supervisor whom Dr. Singh is
offering for approval, and written notice to the disciplinary panel from the
supervisor confirming his or her acceptance of the supervisory role of Dr. Singh,
and that there is no personal or professional relationship with the supervisor;

(b) Dr. Singh’s proposed supervisor, to the best of Dr. Singh’s knowledge, should
not be an individual who is currently under investigation, and has not been
disciplined by the Board within the past five years;

(c) the disciplinary panel, in its discretion, may accept the proposed supervisor or
request that Dr. Singh submit a name and professional background, and written
notice of confirmation from a different supervisor;

(d) upon completion of the required courses and upon the disciplinary panel’s
approval of the proposed supervisor, the June 28, 2021 Cease and Desist Order
shall be TERMINATED;

(¢) the supervision begins after the disciplinary panel approves the proposed
supervisor;

2 1f Dr. Singh is not practicing medicine, the supervision shall begin when Dr. Singh resumes the practice
of medicine and the disciplinary panel has approved the proposed supervisor, Dr. Singh shall submit the
name of a proposed supervisor within 30 days of resuming the practice of medicine and shall be subject to
supervision by a disciplinary panel approved supervisor upon the return to the practice of medicine.



(f) the disciplinary panel will provide the supervisor with a copy of this Final
Decision and Order and any other documents the disciplinary panel deems
relevant;

(g) Dr. Singh shall grant the supervisor access to patient records selected by the
supervisor from a list of all patients, which shall, to the extent practicable, focus
on the type of treatment at issue in Dr. Singh’s charges;

(h) if the supervisor for any reason ceases to provide supervision, Dr. Smgh shall
immediately notify the Board and shall not prescribe CDS beyond the 30" day
after the supervisor has ceased to provide supervision and until Dr. Singh has
submitted the name and professional background of a proposed replacement
supervisor to the disciplinary panel;

(i) it shall be Dr. Singh’s responsibility to ensure that the supervisor:

(1) reviews the records of TEN (10) patients each month, such patient
records to be chosen by the supervisor and not Dr. Singh;

(2) meets in-person with Dr. Singh at least ONCE EACH MONTH to
discuss in-person with Dr. Singh the care Dr. Singh has provided for these
specific patients;

(3) be available to Dr. Singh for consultations on any patient;

(4) maintains the confidentiality of all medical records and patient
information;

(5) provides the Board with QUARTERLY reports which detail the
quality of Dr. Singh’s practice, any deficiencies, concerns, or needed
improvements, as well as any measures. that have been taken to improve
patient care; and

(6) immediately reports to the Board any indication that Dr. Singh may
pose a substantial risk to patients;

(i) Dr. Singh shall follow any recommendations of the supervisor,

(k) if the disciplinary panel, upon consideration of the supervisory reports and Dr.
Singh’s response, if any, has a reasonable basis to believe that Dr. Singh is not
meeting the standard of quality care or failing to keep adequate medical records in
his practice, the disciplinary panel may find a violation of probation after a
hearing;

" (1) upon receipt of four satisfactory quartetly reports, the supervision provision
will be deemed completed;



(3) The disciplinary panel may issue administrative subpoenas to the Maryland

Prescription Drug Monitoring Program on a quarterly basis for Dr. Singh’s Controlled

Dangerous Substances ("CDS") prescriptions. The administrative subpoenas will request

the Respondent's CDS prescriptions from the beginning of each quarter; and it is further

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

ORDERED that, after Dr. Singh has complied with all terms and conditions of probation
and the minimum period of probation imposed by the Final Decision and Order has passed, Dr.
Singh 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. Singh may be required to appear before the disciplinary panel to discuss
his petition for termination. The disciplinary pane! may grant the petition to terminate the
probation, through an order of the disciplinary panel, if Dr. Singh has comﬁiied with all
probationary terms and conditions and there are no pending complaints relating to the charges;
and it is further

ORDERED that the effective date of the Final Decision and Order is the date the Final
Decision and Order is signed by the Executive Director of the Board. The Executive Director
signs the Final Decision and Order on behalf of the disciplinary panel which has imposed the
terms and conditions of this Final Decision and Order; and it is further

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

ORDERED that, if Dr. Singh allegedly fails to comply with any term or condition

imposed by this Final Decision and Order, Dr. Singh shall be given notice and an opportunity for

a hearing. If the 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 panelk
determines there is no genuine dispute as to a material fact, Dr, Singh 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. Singh has failed to comply with any term or condition imposed by this Final Decision and
Order, the disciplinary panel may reprimand Dr. Singh, place Dr. Singh on probation with
appropriate terms and conditions, or suspend with appropriate terms and conditions, or revoke
Dr. Singh’s license to 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. Singh; and it is
further

ORDERED that this Final Decision and Order is a public document. See Health Oce. §§

1-607, 14-411.1(b)(2) and Gen. Prov. § 4-333(b)(6).

SignatureOn File
Christine A. Farrelly, Exe&z}tj}e Directo;f

Maryland State Board of icians

@g/’mfizﬁzzw

Date *




NOTICE OF RIGHT TO PETITION FOR JUDICIAL REVIEW
Pursuant to Md. Code Ann., Health Occ. § 14-408, Dr. Singh has the right to seek judicial
review of this Final Decision and Order. Any petition for judicial review shall be filed within 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. Singh files a petition for judicial review, the Board is a party and should be served
with the court’s process at the following address:
Maryland State Board of Physicians
Christine A, Farrelly, Executive Director
4201 Patterson Avenue
Baltimore, Maryland 21215
Notice of any petition should also be sent to the Board’s counsel at the following address:
David S. Finkler
Assistant Attorney General
Department of Health and Mental Hygiene
300 West Preston Street, Suite 302

Baltimore, Maryland 21201
David.Finkler@maryland.gov
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STATEMENT OF THE CASE

On June 29, 2021, the Maryland State Board of Physicians issued charges (Charges) -
against Iqbal Singh, M.D; (Respondent) alleging violations of the State law governing the ‘
practice of medici_né, the Maryland Medical Practice Act (Act). Md. Code Ann., Health Oce.
§§ 14-101 through 14-508, and 14-601 through 14-607 (202'i),‘ The Respondent is charged with
violating two provisions m secti.dn 14-404 of the Act. Speqiﬁqally, the Respondent. is charged

with the following:

s Standard of Care: Failing to meet appropriate standards as determined by

appropriate peer review for the del'n.rery of quality medical and surgical care

! Unless otherwise note, all references to heremafter fo fiie Health Occupations Asticle cite the 2021 Replacement
Vohune of the Maryland Annotated Code,



'performed in an outpatient surgical facility, office, hospital, or any other location
in Maryland; and
s Medical Record Keeping: Failingr to keep adequate medical records as
determined by appropriate peer review. |
Health Occ. § 14-404(a)(22) and (40); Code of Maryland Regulations (COMAR)
10.32.02.03E(3)(d). .

The disciplinary panel to which the éomplaint was gssigﬁed forwarded the charges to thf.:
Office of the Attomey Gener.al for prosecution, and another diséiplinary panel dclegated the
matter to the Office of Administrative Hearings (OAH) to iséue proposed findings c;f fact,
proposed conclusions of law, and a proposed disposition. COMAR 10.32.02.03E(5); COMAR
10.32.02.04B(1). | '

I held a hearing on January 11 and 12, 2022, from the OAH via Webex, a video
conferencing platform. Health Oce. § 14-405(a) (2021); COMAR 10.32.02.04; COMAR .
28.02.01.20B(1)(b). Gregory Lockwood, Assistant Attorney General and Administrative
" Prosecutor, represented the State of Maryland (State). Thomas Whiteford, Esquire, represented the
| Respendent, who was present. | | |

Procedﬁrc in this case is governed by the contested case provisions of the Administrative
Procedure Act, the Rules for Hearing's before the Board, and the Rules of Procedure of the OAH.
Md. Code Ann., State Gov’t §§ 10-201 through 10-226 (2021); COMAR 10.32.02; COMAR
28.02.01. |

ISSULS

1. - Did the Respondent violate the cited provisions of the Act? If so,k

2. What sanctions are appropriate?




Exhibits

1 admitted the following joint exhibits into evidence on behalf-of the State and the

Respondent:

Ex. 1-
BEx. 2-
Ex. 3 -
Ex. 4-
Ex. 5 -
Ex. 5(a)-

Ex. 5(b) —

Ex. 5(c) -

Ex. 5(d) -

Ex. S(e)’-

Ex. 5(f) -

SUMMARY OF THE EVIDENCE

OCSA referral with attachments
Respondent’s writien response
Respondent’s interview transcript

Prescription Drug Monitoring Program (PDMP) Report,.NovemBer 7,2018
Medical Records for Patients (AC, BC, $B, CU, CM, PF, JA, KK, SL, TP)

Medical Record re: Patient AC

Ex. 5(a)(i) —~ Respondent’s Summary of Care

Ex. 5(a)(ii) — Certification of Medical Records Form '
Ex. 5(a)(iil) — Medical record provided by Respondent, January 17,2020
Ex. 5(a)(iv) — Additional medical record provided by Respondent,
August 11, 2020 :

Medical Record re: Patient BC

Ex. 5(b)(i) — Respondent’s Summary of Care

Ex. 5(b)(ii) — Certification of Medical Records Form

Ex, 5(b)(iii) — Medical tecord provided by Respondent, January 17,2020
Ex. 5(b)(iv) — Additional medical record provided by Respondent,
August 11, 2020 '

Medical Record re: Patient SB

Ex. 5(c)(i) — Respondent’s Summary of Care

Ex. 5(c)(ii) — Certification of Medical Records Form

Ex. 5(c)(iii) — Medical record provided by Respondent, August i1, 2020 |

Medical Record re: Patient CU

Ex. 5(d)(i} — Respondent’s Summary of Care

Ex. 5(d)(ii) — Certification of Medical Records Form

Ex. 5(d)(ili) — Medical record provided by Respondent, January 17,2020
Ex. 5(d)(iv) — Additional medical record provided by Respondent,
August 10,2020

Medical Record re: Patient CM

Ex. 5(e)(i) — Respondent’s Summary of Care

Ex. 5(e)(ii) — Certification of Medical Records Form

Ex. 5(e)(iii)— Medical record provided by Respondent, January 17, 2020
Ex. 5(e)(iv) — Additional medical record provided by Respondent,
August 17,2020

Medical Record re: Patient PF

" Ex. 5(f)(i) — Respondent’s Summary of Care

Ex. 5(f)(ii) - Certification of Medical Records Form 7
Ex. 5(f)(iii) — Medical record provided by Respondent, January 17,2020
Ex. 5(f)(iv) — Additional medical record provided by Respondent,
August 17, 2020 » :
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Ex. 5(g) - Medical Record re: Patient JA

Ex. 5(g)(1) — Respondent’s Summary of Care, August 17,2020

Ex. 5(g)(i1) — Certification of Medical Records Form

“Ex. 5(g)(iii) — Medical record provided by Respondent, June 4, 2020

Ex. 5(g)(iv) — Additional medical record provided by Respondent,

October 9, 2020
Ex. S5(hy-  -Medical Record re: Patient KK

Ex. 5(h)(i) — Respondent’s Summary of Care . .

Ex. 5(h)(ii) — Certification of Medical Records Form . : r

Ex. 5(h)(iii) — Medical record provided by Respondent, June 1, 2020 ‘

Ex. 5(h)(iv) — Additional medmal record provided by Respondent

August 11, 2020
Ex. 5(i) - Medical Record re: Patient SL o

Ex. 5(1)(1) — Respondent’s Summary of Care’

Ex. 5(1)(ii) — Certification of Medical Records Form

Ex. 5(1)(iii) - Medical record provided by Respondent, June 3, 2020

Ex. 5(1)(1v) — Additional medical record prowded by Respondent October 9, 2020
Ex. 5() - Medical Record re: Patient TP

Ex. 5(3)(1) - Respondent’s Summary of Care

Ex. 5(3)(ii) — Certification of Medical Records Form

Ex. 5(j)(ii1) ~ Medical record provided by Respondent, June 4, 2020

Ex. 5()(iv) — Additional medical record provided by Respondent, July 28, 2020

Ex. 6 - Maryland Board of Physicians (Board) Report of Investigation
Ex.7- Initial correspondence letter to Respondent with Information Form. and ten (10)
Certification of Medical Records Forms
Ex. 8 - Certificate from Diplomate of the American Board of Pain Medicine
Ex.9- Peer Review Repoit of M.D.
Ex. 10 - Addendum received from M.D.
Ex. 11 - Curriculum Vitae of m
Ex. 12 - Peer Review Report o M.D.
Bx. 13- Curriculum Vitae of M.D.
Ex. 14 - Email correspondence from Respondent, January 3, 2021 with attachment: CDC

Advises Against Misapplication of the Guideline for Prescribing Opioids for
Chronic Pain, Media Statement, April 24, 2019

Ex.15- . Supplemental response received from Respondent
Ex. 16 - Cease and Desist Order

Ex. 17 - Charges Under the Maryland Medical Practice Act
Testimony

The Board presented the testimony of - M.D., who was admitted as an expert in
pain management; standards of care as they relate to the prescribing of pain medication,
including controlled dangerous substances; pain management practice; and the standards of

adequate medical documentation.



The Respondent testified ori his own behalf and was admitted as an expert in neurology

and pain management.

PROPOSED FINDINGS OF FACT

" 1 find the following facts b'j‘f' a'.‘p'reponderaﬂce of the evidence:
Background - |
1. At all times relevant to the C}'mrges,3 the Respondent was licensed to practice
medicine in the State of Maryland. The Respondent became licensed to practice medicine in
Maryland on January 10, 2007, under license number D65494. The Respondent’s license

expired on September 30, 2021

2. While in medical school, the Respondent received some training in pain
management.
3, The Respondent became licensed o practice neurological medicine in North

Carolina iq North Carolina in June 2002 and practicéd with a group of solo practitioners in North
Carolina until 2007. | | |

4, The Respondent was Board certified in Neurology and Vascular Neurology, both
certifications expired on March 1, 2021.

5. . After becoming licensed to p:lractice medicine in Méryland on January 10, 2007 ,
the Respondent joined 2 neurology practice in Columbia, Maryland.

6. On November 30, 2011, the Respondent joined Dr.- at -
- a pain management and neurology practice located m Glen Burnie, Maryland, While

there, the Respondent received “on—thenjoti” pain management training.

2 The State objected to the Respondent being admitted as an expert in pain managcrﬁent
3 The Charges are identified below. -

5
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7. In addition to the on-the-job training he received from Dr.- the
Respondent took continuing medical education courses (CME) in pain management.

8-.‘ On April 12:, 2013, the Respondent obtained gertiﬁcation from the American
Board of Pain Medicine. The certification expires April 12, 2023. '

._ 9.  The Responden.t ultimately purchased —on a date
uncertain from Dr. - and at the time of the events giving rlsa to the Charges, he operated
“as asole practltloner in neurology and pain management and had hospital privileges at-
. I

{0.  Followinga referral from the Maryland Office of Controlled Substances
Administration (OCSA) tip line alleging that thc; Rsépondent’s controlled drug prescribing habits
indicated a pattern excessive dosages and dangerous drug combinations for six patients in
September of 2019,* Board staff commenced an investi ga’tion on a date uncertain in September
2019. |

11.  OnJuly 14, 2020, a Board compiianée analyst interview;d the-Respondent and
subpoenaed the six patient medical recordslidentiﬁed in the OCSA referral along with four other
patient medical reco_rdé selected from a PDMP report fot patients who were prescribed CDS by
the Respondent from approximately January 1, 2019 to January 15, 2020. The Respondent also
provided the Board with summaries of care for each patient. |

12.  Between June 1, 2020 and October 9, 2020, the Res;pondent transmitted the
medical records and case summaries of Patients AC, BC, 8B, CU, CM, PF, JA, KK, SL, and TP.

13.  OnNovember 12, 2020, the Board sent the cases to be peer-reviewed by

practitioners who are board certified in pain management.

4+ A woman contacted the tip line and left a voice mail alleging that the Respondent presctibed pain medication to a
family member that already overdosed and was ultimately listed as an overdose death on the medical examiner’s
report included with the OCSA referral. (Exhibit 1, pp. 1-2).
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i4.  On December 22, 2020, the Board received peer review reports from Doctors

_and_ The reviewers opiﬁed that in ten out of ten cases, the
Respondent failed to deliver appropriate. standards of care and failed to maintain adequate
medical records. | |

15, On Deéember 28,2020, the peer review reports were provided to the Respondent
and the Board requested that the Respondent provide a Supplemental Board Response to them.

16.  Inresponse to Dr. -’s concems regarding the Respondent’s CDS prescribing '
practices, the Board staff asked that he opine regarding the safety of the Respbndcnt'conﬁﬁuing
to p;escnbe CDS during the complaint resoiutmn process.

17. OnJ anuary 4, 2021, Dr. - submitted an addendum to his report in which he
opined there were enough.concems to warrant a temporary suspension of the Respondent s

privilege to prescribe CDS.

18, On January 13,2021, the Board received the Respondent’s Supplemental Board
. Response. |

19.  Following the referral and investigation, on or about June 28, 2021, fhe Board
issued a Cease and Desist Order.to the Respondent ordering him to immediately stop prescribing
conirolled dangerous substances.

20. On June 29 2021, the State issued Charges against the Respondent for violations
of the Act and specifically faﬁmg to meet appropriate standards of care and failing to maintain
adequate records.

21, The Respondent has not previously been disciplined by the Board and there are no

reported incidents of patients being harmed as a result of his care.




Standard of Care

22. The standard of care or treatment of patiej,nté suffering from chronic pain with opio ids

includes:

a. The physician taking a history and physical examination at each patient visit

which includes reviews of imaging or laboratory results as needed.

b. If the patient is taking controlled substances, the physician should follow the

patient with face-to-face visits every one to three months depending on the risk of

abuse or misuse.

" ¢. During such follow-up visits, the physician should assess patients taking opioids

for:

i

il

iil.

iv.

Risk of abuse/misuse (i.e., Current Opioid Misusg_ Measure (COMM))
Functional 'uﬁpact of chronic pain (i.e., Pain Disability Index (PDI) and/or
impact of opioid oﬁ f:.lriction—/quality of ﬁfe {i.e., pain score))

Compliance (i.e., Chesapeake Regiolnal Information System for our
Patients (CRISP), Urine Drug Screen (UDS), or similar laboratory testing
every three to six months depending on risk of abuse/misuse)

Need to decrease or wean off opioids if possible

Need for alternative therapy'(i.e., physical therapy, adjunct medications,‘

etc.)

d. Patients taking opioids must sign an Opioid agreement.

e. The physician must have a willingness to discharge patiénts from the practice for

non-compliance.’

f.  The physician must provide careful justification for prescribing high doses of

opioids.




g. Pain management providérs are required to provide careful justification for dpiaid

dosages greater than 150 MME.?

h. Inadequate record keeping is a breach of the standard of care. )

The Ten Patienis af Issue

U

Patient AC

23,  Patient AC was ﬁfW—threé years old in 2018. Patient AC’s medical history included
renal insufficiency, coronary artery disease, hypertension, hyperlipidemia, and thyroid
disease.

94, On or around February 27, 2018, the day of the initial visit, the Respondent dictated
his consultation notes. He noted AC was previously treated by a provider‘ at_
I

25.  The Patienf signed a pain management agreement.

26. On February 27, 2018, the Respondent dictated that Patient AC has a complex
medical history of chronic pain in multiple joints, severe low back pain, fibromyaigia,
migraines, neck pain, bilateral hip pain, bilateral knee pain, peripheral neuropathy, common
migraines, bipolar disorder 1, and anxiety. 7

27.  On the same day, the Respondent noted that while at —, she was prescribed a
combination of fentany! patch, oxycod_one; benzodiazepine, and carisoprodol. AC was in the
process of having her medications weaned when she transitioned fmm- to the
Respondént’ s care and her regiﬁlcn was over 50 MME.

28,  The Res;ﬁondent dictated his observations of Patient AC’s subjective reports, her

current medications, surgical history, family history, past medical history, social history, and

$ Morphine Milligram Equivalents (MME) is a conversion tool that is used to provide a basis for understanding the
value of an opioid, Medical societies have decided that all opiolds should be converted to morphine equivalents for a
clear understanding of how streng or how much medication is being prescribed.

9



systems including her mcﬁtal status, cranial nerves, motor skills, reflexes, senses, and gait.
Based on his observations, the Respondent dictated that AC had pain issues due to neck pain,
low back pain, degenerative disease in the lumbar gnd cervical spine, fibromyalgia, common
migraines, bipolar disordet I, anxiety, and peripheral neuropathy.
29.  In his treatment plan the Respondent prescribed the following medications: Zanaflex,
4 mg three times a day for spasms, migraine prevention? and fibromyalgia; he ‘increased
 Imitrex to 100 mg at onset of migraines; and increased Cymbalta to 90 mg datly fox_
ﬁbroﬁxyalgia, migraine prevention, a'nd peripheral neuropathy pain. He also noted that she
needed MRIs of both hips, both knees and cervical spine and to “come back in four weeks’
time” and in “four weeks’ time, we take over her pain management.”
30. The Resﬁondent did not give AC opioids at her initial visit.
31.  OnMarch 27, 2018, the Respondent added oxycodone 15 mg, four times daily;
carisoprodo] 35¢ mg; three titnes daily; and fc'ntany-i'patch 50 mg, up to four every
selventy-two hours. The total opioid dose of the oxycodone combined with the .fentanyl patch
caiculates to 210 MME to 330 MME daily.
32.  On ot around May 22, 2018, the Respondent noted that the MRIs that he ordered for
Patient AC were denied by the; insurance company. The Respondent then ordered X-tays of
the patient’s hips, both knees, ceﬁicai, and lumbar spine. From April 2018 to. September

2019, AC received monthly prescriptions and saw the Respondent monthly.

313.  AC was listed on the dispensing report for _

6 Jt, Ex. 5(a), pp. 150169-150170,
10



34. The Respondent gave AC a monthly UDS and her usual pain medications were
refilled which included the fentanyl patch, ‘oxycodone,_ Soma,” Lyrica, Cymbaita, and
Zanaﬂ:ax. The fentanyl patch was initially started at 50 meg every sevénty-twb hours then
increased to 75 meg. |

35. ~On July 16, 2018, the Respondent reported that AC complained of “more pain” and
he increased her fentanyl patch to 75 meg.®

36.  On September 13, 2018, the Respondent reported that AC was “doing better” with the
increased fentanyl dosage.’

37.  OnOctober 11, 2018, the Respondent noted that AC reported that she “cannot sleep
at night because of pain. . migraines are coming back.”*® The Respondent then added
doxepin 50 mg, for sleep and migraines.

38.  OnNovember 8, 20 1-8, the Respondent noted that AC repprted she was sleeping
better on doxepin 50 .mg, and it heipcd her migraines.

39.  OnNovember 28, 2018, the Respondent noted, “wbrsening w;aakness and numbness
of the whole left leg... coulé be a disc herniation of the lower back” and ordered, “get MRIs
done, especially the lumbar spine is the most important.”!!

40.  The Respondent’s notes for Patient AC from November 18, 2018 to

October 10, 2019, are virtually identical and no changes were made to her medications

during that time.

? The brand name for carisoprodel is Soma.
8 Jt. Ex, 5(a), pp. 1S0127-15128.

® Jt. Ex. 5(a), pp. 18015718158,

19 3¢, Bx. 5(a), pp. IS0155-1S156.

11 1t Ex. 5(a), pp. 15015318154,
' i1




41.  On October 10, 2019, the Respondent noted that AC reported that her left fool was

swelling, however, no further changes were made to het medications at the time until

Tanuary 2, 2020.

42.  On January 2, 2020, the Respondent added Klonopin 2 mg, two times daily to ?atient
AC’s medication regimen, for which po justification was provided in his re.port 12

43.  On February 27, 2020, the Respondent noted that he warned AC about takmg Xanax
when “I am prescribing her Klonopin.”"

44,  OnMay 5, 2020, the Respondent noted the patient had a prior MRI of the lumbar
spine in 2017, which showed degeneration throughout the-lumbax spine but fhat since- then
she has had no imaging. The Respondent noted that he has not “had muc;h success because it
has been denied by i insurance cc.mpa.r.\y,—”14

45.  In his last note dated May 5, 2020, the Respondent noted that when the pat:lent first
came to see him,‘ he told her; “He did not usually use fentanyl, it is a very,strong narcotic...l
only used it because she had been on it before...my go to long-acting narcotic is m.orphine
ER but ‘since she had been on fentanyl, I continned the fentanyl.”!®

46.  The patient remained compliant with the Respondent’s treatment plan while under his
care. | |

47.  The patient’s medication regimen included a combination of opioids,
benzodlachmes, and Soma, which can be dangerous

48,  The Respondent met the standard of care when he had monthly face-to-face visits

with AC and had her sign an opioid agreement.

12 Tn, a later note dated May 5, 2020, the Respondent noted that the patient’ s psychiatrist prescribed her Klonopm 2
mg three times a day for blpolar disorder I Jt. Ex. 5(a}, pp. 102-103. '
1 Jt. Ex. 5(a), pp. IS0107-IS108.

¥ 3t Bx. 5(a), pp. 150102-I18103.

18 5, Bx. 5(a), pp. 180102-15103.
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49.  The Respondent breached the standard of care by failing to provide sufficient

justification for prescribing high doses of opioids to patient AC, failing to obtain sufficient

outside medical records'® and supporting information for continued opioid therapy, failing to

T R e e

indicate whether he discussed alternative therapies with AC, failing to document AC’s

PDMP review, and failing to -do_cument risk-lieneﬁt assessments that were completed with

AC.

Patient BC
50.  Patient BC was fifty years 0ld in 2018. He is the spouse of patient AC, lived at the
same address of AC, and was listed on the dispensing report for_.
51, Atthe time of his first visit to the Respondent’s office, the patient was on 90 MME of
opioids including oxycodone 15 ﬁlg four times per daj' and his pain was not controlled.
52, On October 17, 2017, Dr.— treated BC for radiculopathy of the
lumbar region wﬁh a lumbar epidural steroid shot. He also noted that BC had primary
osteoarthritis of both kﬁees, fibromyalgia, low back pain, low back i}ain, othef chronic pain,
and long-term current use of opiate analgesic.
53, OnNovember 30, 2017, Dr. Quainoo dictated the following impressions: L4 and L5
decompressive laminectomies with transpedicular screws L4 to S1; complete chronic
ankylosis L5-S1 level stable; mild new L1-2 cenﬁd canal stenosis stable; small new left
paracentral left lateral recess disk protrusion L1-L.2. He noted that BC’s back was tender to

palpation over lumbar sacral region, lumbar tenderness, thoracic tenderness, and cervical

tenderness.

16 Outside medical records are records generated from providers outside of the pain management provider's care,
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54.  Patient BC_initialiy visited the Respondent on February 27, 2018 énd signed a pain
management contract. He reported worsening low back pain gnd sciatica down both legs
with numbing of feet, burning of feet, severe bilateral knee pain, minimal neck pain, calves
goiﬁg numb, and migraines three to four times a month for which he took Imitrex 100 mg.
55.  Patient BC had a clinical and surgical hi_story of low back pain with bilateral lower
‘extremity radiculopathy, two lumbar spinal fusions, right knee surgery, gallbladder surgery,
failed back surgery, and Ieﬁ knee. surgery. The Respondent included Dr. -s res{ﬁts in
the patient’s notes. |

56. At the time he came to the Respondent for treatment, he was taking the following
medications: oxycodone 15 mg, four times daﬂy; Reglan 5 mg, two times daily; Soma 350
mg, thre:a ti;nes‘ daily; Imitrex IGO_mg, two times daily; dicyclomine 10 mg, three times

. daily; omeprazole 40 mg, twice daily; and metoclopramide 5 mg, twice daily.

57.  Inhis patient summary notes, the Respondent dictated that Patient BC was not on any
long-acting narcotic at the time. During his initial yisit, the Respondent noted the following
impressions: chronic low back pain, minimal neck pain, bilateral severe knee pain, common
migraines.

58.  Inhis <':ase surnmary notes, the Respondent noted the following treatment plan: -~
Neurontin 600 mg at bedtime for neuropathic pain and migraine prev'ention; Imitrex 100 mg
two times a day for mig'réines, one at onset the other one hour into the migraine, maximum of
200 mg a day; oxycodone 15 mg, four times daily; Soma 350 mg, tilree times daily; fentanyl
packs 50 meg, every 72 hours for pain; MRI both knees; and referral to neutosurgery for low

back problems.
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59.  On March 27, 2018, the Respondent stopped preseribing _Neurontin because BC
“could not tolerate it.”!?
60.  On April 24, 2018,“{11@ Responden{ dictated, “BC comes to see me for low back

pain...he wants to increase his feﬁtaﬁyl 10 75 meg, I said fine” and on the same day the

Respondent added 75 meg of fentanyl té B(’s medication regimen.'®

61. On Augu.st 16, ZOi 8, the Respondent dictated “the doxepin® 50 mg [every four

hours] was too strong for him for sleep...he emptied the; capsule in half and took 25 mg

[every four hoﬁrs]. The note did not have a discussion of why doxepin was prescribed. He
further noted that he “cut down [BC’s] doxepin to 25 mg every four hours.™

62. On Sel;)tember 13, 2018, the Respondent increased BC’s doxepin to 50 mg every four
hours. Specifically, he noted “cutting down the dose of doxcpin'to 25 mg [every four hours] .

has stopped working. ..[hle does not sleep on it...he wants to go back to 50 mg every four

hours,”?!

63. On October 11, 2018, the Rési)ondent prescribed Protonix 40 mg daily and noted “1
am not sure he is taking th; omeprazole” without elaboration.”

64.  OnNovember 8, 2018, the Respondent prescribeu.:i 10 mg §f Sonata every four hours
for.“‘sleepA initiation” and dictated that BC reported “the doxepin helps him maintain sleep but
does not help him fall asleep. ..he les in bed for t\.&o to three hours.””

65.  OnNovember 28, 2018, the Respondent dictated that BC reported that the Sonata that

was added at his last visit made a difference and “he can fall asleep now.”*

17 Jt, Bx. 5(b), pp. 1S0294-18295.

18 )t Bx, 5(b), pp. IS0292-18253. :

19 On October 11, 2018, the Respondent indicated doxepin was prescribed to BC for “sieep to help with
migraines... it is one week now, and it helps to sleep...steeps five hours on it.” Jt. Ex, 5(b), pp. I30280.
2 3¢, Bx. 5(b), pp. 190284-150285. |

21 Jt. Bx. 5(b), pp. [S0282-150283.

2 Jt. Bx, 5(b), pp. 180281,

2 §; Bx., 5(b), pp. 190278-180279.

2 3t Bx. 5(b), pp. 180276.
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6. On January 31, 2019, the Respondent added Zofran ODT 4 mg, twice daily to the -
Respondent’s medication regimen and ordered a venous doppler for the left leg to rule out
DVT.? ‘

67. Og'Mafch 23, 2019, the Respondent noted that an MRI show—ed a “tear of the medial
meniscus” and referred BC to “Dr. - for knee pain and meniscal tears.”?® The
Respondent stopped prescribing Sonata, noting that BC could not sleep and added Ambien to
BC’s medication regimen.
68.  On April 25,2019, the Respondent dictated that BC was not sleeping on Ambien 10
mg every four hours and doxepin 50 mg every four hours. The Respondent noted BC needs a
sleep study.

- 69.  OnMay 23, 2019, the Respondent dictated that a sleep study was completed and did
not make additional changes to BC’s medication regimen. |
70. . OnJuly 18, 2019, the Respondent indicated that the sleep study showed moderate
sleep apnea. He noted “we are going to order CPAP* for him.”?® No changes were made to
BC’s medication.regimen a‘; that time.
71.  On September 12, 2019, the Réspondent noted that BC was sleeping bettet on
Ambien 10 mg every four hours. The Respondent prescribed Elavil 75 mg every four hours
and noted that BC’s “headaches are better.” He noted “we stopped the doxepin last visit.”®
72.  The Respondent did not malke any changes to the pﬁﬁent’s medication regimen from

" September 13, 2019 and through March 26, 2020.

5 Deep Vein Thrombosis.

% Ji. Ex. 5(b), pp. 1S0268.

27 Coptinnous Positive Airway Pressure
28 J¢, Bx, 5(b), pp. 1S0260-150261.

2 Jt, Bx. 5(b), pp. IS0256,
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73, AsofNovember 19, 2019, the combined calculated daily MME for the patient’s
monthly opioid prescriptions was 270 MME. - .
74.  OnMarch 26, 2020, the Respondentlreduced BC’s Elavil from 50 to 37.5 mg every
four hours daily for migraines. At this date, the Respondent listed the patient’s final
media;.ations as: “Ambien 10 mg four times daily for sleep, Imitrex 100 mg at onset of
migraine, oxycodone 15 mg four times a day; Soma 350 mg three tirﬁes a day for low back
spasms, fentanyl patch 75 meg every [every 48 hours), this is the maximum he will getas1.

~ have told him, Elavil reduced to 37.5 [four times daily] for migraines, and Zofran ODT 4 mg
[twice daily] for nausea and vomiting, The patient comes every month.”*’
75. Op May-5, 2020, the Respondent noted that BC’s migraines were controlled by
amitriptyline 75 mg four times daily but later reduced the dose due to 37.5 mg four times
daily due to dry. inputh. The Respondent did not list this medication in any previous
treatment note.
76. - The patient was compliant with treatment.
77.  The patieﬁt’s Iﬁedication regimen included a combination of opioids,
benzodiazepines, and Soma, which can be dangerous.
.. The Respondent met the standard of care when he had monthly faceto-face visits with
BC and had her sign an opioid agreement,
79. The.: Respondent breached the standa;rd of care by failing to provide sufficient
jﬁstiﬁcation fé; prescribing high doses of opioids to patient BC, failing to obtain sufficient
outside medical records and supporting informatiqn for continued opioid therapy, failing to
indicate whether he discussed alternative therapies with BC, failing to document BC’s PDMP

review, and failing to document risk-benefit assessments that were completed with BC.

3 Jt. Bx. S(b), pp. 180239-180240.
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Patient SB

80.  Patient SB was forty-four years old in 2018,

81.  SB was previously {reated for pain management by —

had been shut down. She had a history of lumbar schwannoma®! removed from her lumbar

sping in 2014, chronic low back pain radiating down the backs of her legs, bilate;‘al sciatica,

bilateral leg weakness, severe bilateral knee pain, and used a cane.

82.  While activé, _prescribed methadone 10 mg twice daily and

oxycodone 20 mg four times daily for pain.

83.  OnApril 10, 2018, SB visited the Respondent’s office for the first time. The

Respondent dictated his notes on the same day, “I told her that I cannot give her any motre

methadone and I do not prescribé 20 mg oxycodone tablets,”>?

84.  SB was accepted into the Respondent’s practice, signed a pain management contract

on April 10, 2018, and received monthly prescriptions ﬁom the Respondent from April 2018
1o August 2018. ‘

85. SB prescrii)ed the following medications at the patient’s initial visit: morphine ER 30

mg, three times a day; oxycodone 15 mg, five times a day; Topama;( 100 mg, every four

hours; Flexeril 10 mg, three times a day; ClearLax power 34 grams, twice daily for the

constipation caused by morphine; and ordered that the patient follow up with “orthop;edic |

spine,”?

31 A schwannoma is & turaor on the back of the Jumbar spine. Jt. Bx, 5(c), pp. 150414,
3254

¥ It Ex. 5(c), p. 1S0413.
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86. . OnMay 8, 2018, the Respondent diqtated, “the morphine 30 mg three times a day
worked for the first two weeks and then stopped working. ..she has a lot of pain at. night.”3
The Respondent increased SB’s morphine ER from 30 mg to 60 mg, three times a day.

87.  OnlJunes, 2018, the Réspondent dictated that SB reported that the mc;rphine 60 mg
three times a day made her sick a:x.u-i she cut it down to 30 mg, threé times daily. -

88.  The Respondent dictated that he would stop prescribing morphine, and prescribed
fentany! patch 50 meg every 72 hours, in addition to the already prescribed oxycodone 15
mg, five times a day;_ Topamax 100 mg, four fimes daily; and Fle}v{eril 10 mg, three times
daily.

89. On.July 3 2018, the Respondent dictated that SB reported that the fentanyl patch
gave her dtanhea and it did not help her pain. The Respondent noted that SB wanted to go
back to morphine, On the same day the Respondent restarted SB on morp]mne ER 30 mg in
the morning, 30 mg in the afternoon, and 60 mg at night because, “pain is worse at night.”?*
60. The Respondeﬁt stopped the fentanyl patch that was prescribed at the earlier visit on
Tune 5, 2018.

91.  OnJuly 31,2018, the _Respondenf dictated that the morphiric ER 30 mg twice daily
during the day was “not holding her and she wants to increase the dose.”*® He noted that the
60 mg at night, hélps her. She also reported that she stopped taking Topamax because she
was losing weight. The Respondent noted that SB was taking Excedrin for headaches.

92.  OnJuly 31,2018, the Respondent introduced morphine again into SB’s medication
regimen and increased the dosage from 50 mg to 60 mg, three fimes a day. He also added

doxepin 25 mg four times daily for sleep and headaches.

% Jt. Bx. 5(c), p. 1S0412.
5 It, Bx. 5(c), pp. 150409,
3 J¢. Bx, 5(c), pp. 1S0406-IS0407.
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93.  On August 28,2018, the Respondent dictated that doxepin 25 mg every four hours is
helping SB sleep. The Respondent_ did not make any changes to the patient"s medication |
regimen.

94. 611 September 25, 2018, the Respondent dictéted that thie doxepin 25 ﬁa_g helped SB
sleep six hours per night. The Respondent réported that SB remained on Morphine ER 60
mg, three tiiﬁes daily; oxycodone 15 meg, five times a day; and Flexeril 10 mg, three times a.
day, taken occasionally. He further noted, éB complained of increasing hip pain and low
back pain because of cold weéther.

95.  OnSeptember 25, 2018, the Respondent noted SB’s treatment plan as follows®";

| Morphine BR 60 mg three times a day |

Oxycodone 15 mg five times a day

Continue omeprazole

Relafen®® 500 mg twice daily

Compazine 10 mg twice daily for nausea, vomiting
Doxepin 25 mg every four hours for sleep and headaches

™o R o

96, . On October 23, 2018, the Respondent noted that he added Relafin 500 mg, twice
daily, at her last visit. The Respondent added Augmentin 875 mg, twice daily for ten days
for tooth abscess, stopped Compazine, and addéd Phenergan®® 25 mg, twice daily to SB’s
medication regimen.

97.  On November 20, 29 18, the Respondent dictated that dc;xepin 25 mg four times daily
helps her sleep four to five hours at night and that SB was still gefting migraines three imes
per week. As of that date, the patient’s medication regimen iﬂcludéd the following

medications: Augmentin 875mg, twice daily; mo;:phiné ER 60 mg, three times a day;

37 Id. at p. 1S0403.

%8 In a later note dated May 3, 2020, the Respondent noted this medication is an anti- mflammatory it Bx. 5(0), pp.

1S0358-150359,
3% 1n a later note dated March 12, 2019, the Respondent dmtated that Phenergan was prescribed for nausea, Jt. Ex.
5(c), pp. 1S0390-150391.
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oxycodone 15 mg, five times a déy; Relafen 500 mg, twice daily; Phenergan 25 mg, twice.

daily; and doxepin 50'mg, every four hours for sleep and headaches. -

98.  OnDecember 18, 2018, the Respondent removed Augmentin 875 mg from SB’s

medication regimen. No explanation or justification was provided in the note.

99.  On January 15, 2019, the Respondent dictated that SB had “an infecti{‘m in her left

nostril which appears to be somewhat of a skin infection.”*® The Respondent made one

change to the patient’s medicétion r-egimen, adding doxycyeline 100 mg twice daily for
f:'ourteen days for a skin infection. |

100. On February 12, 2019, the Respondent dictated that SB reportéd increésing pain
in the evening and “she wants a repeat MRI of the lambar spine.”*! The Respondent
ordered an MRI lumbar spine without contrast repeat at _and increased the
Relafen dosage from'500 mg twice daily ton 750 mpg twice daily.

101. On March 12, 2019, SB cdmplained of increasing pain in the evening and ﬂw
Respondent dictated, “she wants to try oxymorphone ERI*, | she stopped doxepin
because she gained weight. . .sﬁe wants to go back to Topamax.” The Respon&ent
stopped prescribiﬁg morphine ER 60 mg, three times a day and added oxymo@hone ER,
40 mg every twelve houts. The Respondent added Topamax 50 mg, every four hours for

" seven days and "the.n increased the dosage to 100 mg, every four houss. . |
102, On April 9, 2019, the Iiespondcﬂt noted that SB reported the oxymorphone ER 40

mg every twelve hours, did not work for her, He dictated, “she is going back for

0 3, Ex. 5(c), pp. 1S0394-180395.

4 1. Bx. 5(c), pp. IS0392-180393,

42 Extended Release or long-acting medication,
], Bx, 5(c), p. 180390,
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morphine ER 60 mg three times a day .. .she is on 6xycodone ISmg:ﬁve times a day.”“.4
On that da'y, the Respondent lis‘tedl SB’s medication regimen as follows: morphine ER 60
mg, three times a day; oxycodone 15mg, five times a day; Phenergan 25 mg, twice daily;
Topamax 3 mg every four hou:gs;“é doxepin 50 mg evéry four hours; and Relafen 750 mg,
twice daily.

1d3. On May 7, 2019, the Respondent referred SB to podiatry for right toe pain and_ o
“Dr.- for low back pain.” The Respondent increased thé dosage of Topamax from
5 mg to 100 mg every four hours.*

104, On June 4, 2019, the Respondent dictated that an MRI of the Jumbar sﬁine was
completed. The Res'.pondeht did ot make any-additional changes to SB’s medication
regimen on this day. SB’s medication remained the same from this date to

August 27,2019, -

105. - On July 2, 2019, the Respondent dictated that the MRI lumbar spine s,héwed,

“f A-L5 canal 9 mm and facet arthropathy L5-S1...no change from prior MRI.. seeing

podiatry for broken toenail.**’ |

106. On September 24, 2019, the Respondent dictated SB’s report of “worsening back
spasms, severe low back pain, worsening in the evening” and added Zanaflex 4mg three
times daily.*®

107. . On November 19, 2019, SB reported to the Respondent that, “she was involved in

a car accident in which her car was totally totaled...now in physical therapy.”*

4 J¢, Bx, 5(c), p. 1S0389.

4 No explanation for the reduction of the Topamax from 100mg to Smg was provided by the Respondent.

4 Jt, Bx. 5(c), p. IS0387. .

47 J¢, Ex. 5(c), pp. [S0381-IS0382. : :

# Ty 5 later case summary note, on October 22, 2019, the Respondent noted, “back spasm responded to Zanaflex 4
mg three times a day.” Jt. Ex. 5(c), p. 180373,

9 3¢, Bx. 5(c), pp. 1S0371-180372.
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108. - Asof November 2019, the patient’s medication regimen was the equivalent of
232 MME daily.

109. On December 17, 2019, the Respondent noted that SB came 1o him coinplainir.lg.
of burning feet and noted she was already on Cymbalta, gabapentin, and doxepin. The
Respondent also noted that B could not tolerate Lyrica explaining that it was probably
peripheral neuropathy. The Respondent prescribed a medication -regimen inclﬁding
morphine ER 60mg, three times daily; Zanaflex 4 mg, three times daily; oxycod(;ne 15
mg, five times a d.ay; Flexeril 10 mg, three times daily; Phenergan 25 mg, twice daily;
Topamax 100 mg, every four hours; doxepin 5'0 mg, every four hours discontinged by
patient; and Relafen 750 mg, twice daily.

110. The Respondent did not make any additional changes to SB’s medication regimen
from December 18, 2019 to April 7, 2020.

111. On May 3, 2020, in his final case summary note, the Respondent dictated, “it is
not surprising that the morphine ER had to be increased to 60 mg three times a day
because morphine ER is a weaker narcotic than methadone 10mg twice & day.”® He also

rnoted “the methadone 10mg twice a day is a very strong and potent narcotic, and the |
morphine ER comparatively is a weak natcotic.” He also added that, “the patient has

- been on this regimen together with the Neurontin 800 mg three times a d‘ay.”51

112, The Respondent dictated that SB has had consistent toxicology results thronghout
his treatment. -
113, The Respondent met the standard of care when he had monthly face-to-face visits

~ with SB and had her sign an opioid agreement.

% Jt, Ex, 5(c), pp- 150358-180359.
SUId,
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114. The Respondent breached the standard of care by failing to provide sufficient
' justification for prescribing high doses of opioids to patient SB, failing to obtain
sufficient outside medical records and supporting information for continued opioid

therapy, failing to indicate whether he discussed alternative therapies with SB, failing to

document SB’s PDMP review, and failing to document risk-benefit assessments that were

completed with SB.

Patient CU

115. CU was thirty-two years old in 2018. He had a history of a T12-1.2 spinal cord
injury from a motor veﬁicle accident in 2011. He was surgically stabilized, however he
remained paralyzed from T12-1.2,%? suffeted from chronic central neuropathic pain in the
same tegion of the spine, a burning sensation from his waist, through his torso, knees,
aléld side of the thighs, and he required a wheelchair for mobility.

116. CU initially visited the Respondent’s office on September 5, 2018, At the time,
heiwas still a paﬁenﬁ at a pain management practigc_e in Frederick, Marykaﬁd. |

117. The Respondent dictated that CU reported he has weakness in his legs, cannot
walk and beér weight, and is in a wheelchair today. '

118. _The Respondent dictated that he told the patient hé could not treat his pain
because he was already seeing a pain management doctor in Frederick, and he would
need to discharge himself from the pain practice to receive the Respondent’s services. ',

119, At his initial visit, CU was taking gabapentin 400 mg, six times a day; baclofen

‘ 10 mg as needed, -E}avil 50 mg evei;y four hours; oxycodone 15 mg, five times a day;

Opana ER 30 mg, every twelve hours; Lexapro 20 mg daily; Soma 350 mg, twice daily;

52 During testimony, the Respondent referred to T11 to L2, He explained this region refers to thoracic 11 to lumbar
2 : :
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Ambien ER I; mg e.very four hous. “This medication regimen calculated td over 90
MME.

120. The Respondent noted the following impressions: spinal cord injury, central
neuropathic pain due to .spinal cord injury, low back pain, mid back pain, and right knee
pain. |

121; The Res;pondent prescribed a treatment plan by requesting six months’ worth vof
records from CU, added Lyrica® 100 mg twice daily for the first week and then an
increase to 150 mg twice daily, cut back gabapentin to 400 mg four times.a day,
increased Elavil to 75 mg every four hours, anci ta return in one month, “so I can take

over his pain management.”*

122, The Requndent did not give CU any narcotics at the first visit because he was
already being freated by a pain management doctor. The Respondent dictated t‘hc patient
did a pre-toxicology screen that came back showing oxycodone alone. The patient
discharged himself from his prior pain management specialist on October 1, 2018,

123. On October 3, 2018, the Respondent took CU as a patient and dictated that CU,
“is currently on Lyrica 150 mg twice daily, Neurentin 400 mg three times daily,
amitriptyline 75 mg every four hours, oxymorphone ER 30 mg every twelve hours and
oxycodene 15 mg five times daily.”® The Respondent increased the dosage of Soma to
350 mg, three times daily.

124. The Respondent prescribed the following medication regimen: Lyrica 150mg,

twice daily; gabapentin 400 mg, four times a day; Elavil 75 mg every four hours;

1 Neuropathic pain agent.
5 Jt, Bx, 5(d), p. 150543.
®1d.
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oxymorphone ER 30 mg every twelve hours; oxycodone 15 mg, five times daily; and
Soma 350 mg, three times daily. |

125.‘ On October 31, 2018, CU signed a pain management contract with the -
Respondent’s practice.

126. On January 23, i019, The Respondent dictated, “CU comes to sec me today...he
wants to do medical marijuana [and] has a certificate.” *® In his case summary note for
the same date the Respondent noted that he told CU, “If he wants to stay in my practice,
he should not do medical marijuana. . elther he takes the narcotics or medical marijuana
[and] has to make a choice.”57 No changes were made to the patient’s medication
regimen between October 3, 2018 to May 4, 2020,

127. - On April 17, 2019, the Rgspondent ‘drafted a letter i_ndicath}_g that CU, “has failed
fentanyl patches and mérphine e_:}_(tended relc;asg in the past, [he] has been gtable on
oxymorphone ER 40 mg every twelve hours for a long time for his paraplegic spinal cord
injury in the thoracic spine at T11 through L2 which left him paraplegic with spi_nal cord
pain and pain in his legs and lower back and midback...the patieﬁt cannot try Embeda
because of morphine allergy. He has had a bad reaction [to] hydrocodone in the past and
OxyContin has not worked well for him in the past and hence Xtampza ER would not be
a good choicé.”** The Respondent furthér noted, “the only long acting that has worked
well for him in the past is oxymorpbone ER.. .kindly approve o?iymorphone ER 40 mg
e\-rcry twelve hours for him.”**

128. Between oxymorphone ER and oxycodone, the paﬁent was taking 353 MME.

129. The patient was compliant with the Respondent’s medication regimen.

% Jt. Ex. 5(d), p. IS0508.
57 3t. Bx. 5(d), p. £S0508.
5 Jt, Ex, 5(d), p. 1S0501.
5 Jt, Ex. 5(d), p. 1S0501.
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130. CU passed away on a date uncertain in2019. At the time of his death, he was
taking oxYéodone prescribed by the Respondcnt. Two other opioids were found during
his autopsy. There is no indication that the patient’s cause of death was related to the
Respondent’s prescribing practices.

131, The Respondent met the standard (;f care when he had monthly face-to-face Visits
with CU and Kad her sign an opioid agfeem‘t:nt.

132. The Respondent breached the standard of care by failing to provide sufficient
justification for prescﬁbing high doses of opioids to patient CU, failing to obtain
sufficient outside medical records aﬁd supporting information for continued opioid
therapy, failing to indicate whether be discussed altc_:rnative therapies with CU, failing to
document CU’s PDMP review, .failing to document risk-benefit assessments that were
completed with CU, and failing to prescribe the lowest avaitable dosage of medication.

Patient CM |

133, CM was thirty-one years old in 2018, He initially visited the Respondent’s
préctice on October 22, 2018 and signed a pain management contract. - At the fime of his
initial visit, CM was taking Pgrcocet. 325 mg three times daily from his prior pain

provider.

134, The patient had a history of three lumbar surgeries® with fusion from L4-S1,
severe chronic low back pain, degenerative changes in the cervical, thoracic-lumbar
spine, burning sensation in limbs, nerve damage, and postsurgical changes in the lumbar

spine. At some point in 2018, the patient suffered a fall at home and developed bilateral

weakness and low back pain,

8 Low back surgeries, It Ex. 5(c), p. 180602
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135. The Respondent diagnosed the patient wifh chrooio neck pain, chronic low back |
pain, cervical and lumbar radiculopalﬂay; peripheral neuropathy, and burning in ﬂ;e arms
and legs.

136. The Respondent prescribed the following treatment plan: bold off pain

» medica’aons due to a lack of records, continue gabapentin 900 mg three times daﬂy,
doxepin 50 mg every four hours for burning pain and sleep, “the patient only sleeps three
o .fom hours at night,. once we get pain records of six olonths’ duration from Virginia,
we will start pain medieations long-acting and short-acting,” ' ordered blood work for
rheumetological causes and neuropethy workup, and noted he was awaiting MRI ;ecords
of his cervical and lumbar spingé from_

137. In an addendum to the case summary dated October 22, 2018, the Respondent
dictated that CM returned with his medical records, he prescribed CM pain medication,
‘and had CM signa paio management contract. The Respondent prescribed the following
amended treatment plan: Percocet 10/325 mg four times daily, 120 prescribed, morphine
ER 30 mg every twelve hours, 60 prescribed. ‘

138. On November 19, 2018, the Respondent prescribed a treatment plan that consis’ged
of oxycodone 15 mg four times daily, oxymorphone ER. 20 mg every twelve hours, and
doxepin 50 mg at night for burning pain and sleep. |

139. On December 17, 2018, the Respondent dictated that CM reported burning in both

* arms and legs, “probably due to radiculopathy” and “the burning starts from his groin
down and all the way. down to his feet and starts from his neck down all the way to his

hands.”5?

6L Jt, Bx. 5(g), p. 1S0606.
62 Jt, Bx. 5(e), p. IS0601,
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140. The Respondent also noted that CM did not do the blood work that he ordered.
141. The Respondent added Neurontin 900 mg, three times daily and Soma 350 mg,

three times daily to CM’s medication regimen without explanation or justification.

142, No changes were made to CM’s medication regimen between December 1-7, 2018
and May 6, 2015,
143. On April 4, 2019, the Respondent ordered an MRI of the lumbar spine, noting that

Y1 compiained of worsening low back pain and left leg séiatica.

144, On May 6, 2019, the Respondent dictated that CM failed to obtain an MRI and
that he ordered it at CM’s last visit. The Re'spor-ldeht added Zanaflex 8 mg every four
hours for back spasms. No changes were made to CM’s medicatipn regimen between -
May 7, 2019 and July 1, 2019. |

145, On July 23, 2019, the Respondent dictated that CM went to the emergency ro0m
on Sunday and a spinal X-;ay‘showed, “some loosening of the spacer at .5-81.. .he Is
expetiencing extreme low back pain [and] wants something extra for his pain.”®® The
Respondent also noted “they turned down his MR of the Jumbar spine.”* The
Respondent added Dilandid 4 mg three times daily “for seven days for extra pain.”®

146. On July 29, 2019, the Respondent éontinued Dilaudid for an additional fourteen
days, noting that the patient “‘wants some more Dilaudid.”5 _

147. On August 22, 2019, the Respondent dictated that the patient had “problems with

hardware in his lower back [and] they are going to remove it [on] September 16, 20197 67

& Jt, Bx. 5(e), p. 150590,

6 T, Ex. 5(e), pp. 180590-156591.
“1d

& Jt, Bx. 5(e), pp. [S0582-150583.
&7 ¢, Bx. 5(¢), pp. IS0580-IS0581.
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Noting the_ CM “wants two more weeks of Dilaudid”, the Respondent extended the |
prescription for an additional fourteen more days.®®

148, On September 23, 2019, the Respondent dictated again that CM had problems
with the hardware in his lower back. He noted CM wanted to get back surgery at the

_ and to see Dr. - The Respondent continued CM’s

Dilaudid prescription for another fourteen days and referred him to —

— to see Dr.-.

- 149, On October 8, 2019, CM underwent an MRI of his lumbar spine without contrast.

Dr. —nbted the following impressions, “&egenerative findings with
foraminal stenosis. ..most prominent at L.5-81...findings suggesting right subarticular
vertebral disk osteophyte at L5-S1 with disk and facet contacting the descending right S1
nerve toot and resulting in right lateral recess stenosis.”®

150. On October 21, 2019, the 'Respo;xdent dictated CM would “be put on probation
[because his] urine toxicology came back positive for cocaine.” ™ The Respondent
discontinued Dilaudid, placed CM on a cocaine probation program and prescribed a
two-week supply of oxycodone and oxymorphone ER.

151." - OnNovember 4, 2019, CM signed a probation contract for suboxone and
marijuana.”’ The treatment plan prescribed by the Respondent included oxycodone 15
mg four times daily, two weeks supply; oxymorphone ER 30 mg every twélve hours, four
weeks supply; doxepin 50 mg every four_ hours; Zanaflex § mg at night; Neurontin 900

mg three times daily; and Soma 350 mg three times daily.

8 14,
6 Jt,
R,

Ex. 5(e), p. 180577
Ex. 5(e), pp. 180574-150575.

. 71 The Respondent noted that CM signed ane for cocaine at the last visit. Jt. Ex. 5(e), p. IS0572.
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152, | On Novémber 11, 2019, the Respondent di'ctated that CM was on probation for-
“suboxone, marijuana, and cocaine. The Respondent noted that Dr.- CM’s primary
care physician, contactéd him and reported that CM was complaining of pain and asking
for pain medication and asked if she could add on anything to CM’s pain medication. He
noted that CM was “CRISP’d and the PDMP be checked every visit,”” ,

153, On the same day, November 11, 2019, the Respondent dictated tﬁa’t CM came to
his office stating he has excruciating pain because of neurogenic bladder, urinary
retention, The Respondent noted, “we will send him fo the—

] [emérgency] room with a note stating he has. neurogenic bladder with
utinary retention and requires immediate attention, perhaps admission.””

154. | CM’s monthly medicativo.n regimen was the equivalent of 270 MME.

155. On November 19, 2019, CM underwent a mouth swab toxicology test, revealing

_cocaine positivity. No changes were made to CM’s medication regimen at that time.

156. On December 2, 2019, the ,‘i.{espondent dictated that CM’S toxicology mouth swab
taken on November 19, 2019, revealed cocaine positivity. The Respondent noted that
CM was discharged from the practice as a result. The Respondent also noted that CM_
was due for low back surgery by Dr. -(m December 13, 2019.

157. The Respondent met the standard of care when he had monthly face-to-face visits
with CM and had her sign an opioid agreement. -

158. The Respondent breached the standard of care by failing to provide careﬁzi‘

justification for prescribing high doses'of opioids to patient CM, failing to obtain

7} Ex. 5(c), p. 1S0571.
" K. Ex. 5(e), p. IS0570.
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sufﬁcignt outside medical records and supporting information for contiqued opioid
therapy, failing to indicate whether he discussed alternative therapies with CM, failing to
document CM’s PDMP review, failing to document risk-benefit assessments that were
completed with CM, and féiliﬁg to document and addfess aberrant urine drug screen
resuits.
Patient ?f‘ '

159. PF was sixty-four years old in 2018 and began trée}tment with the Respondeﬁt on
September 5, 2018, at which time she signed a pain management contract.

"160. _ — was PF’s prior pain management provider. She
had a history of one low back surgefy in 2001, chronic severe low back pain, disc bulging
at multiple levels in the lumbar spine with severe facet joint disease, burning sensation in
feet, right shoulder pain, neck pain, and pain radiating down the legs, and umbar
radiculopathy due to facet joint disease.

el At the time of her initial visit, PF waS taking oxycodoﬂe 5 mg every eight hours;
Soma 350 mg, three times a day; and baclofen 10 mg (a muscle relaxant) every twelve
hours. She reported that her previous pain management provider attempted to obtain

| approval for transforaminal epidural steroidal injection, but it was rejected by the
insurancé company. |
162. The Respondent dictated that PF r.eported thaf she had right shouiderlpain and was
advised by her orthopedist to receive physical therapy. She also reported that she has had
burning feet fc-)r two years, has severe low back pain raéliating down the back of both legs,
and right shoulder pain.
‘ 163. The Respondent made the following diagnoses: low back pain, lumbar

radiculopathy, peripheral neuropathy, tight shoulder pain. The Respondent prescribed
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morphine ER 15 mg to be taken at bedtime and oxycodone 10 rﬁg four times daily with
fhe aim to increase the dosage over time. This calculates to 113 MME. The Respondent
ordered the results from MRIs of PF’s lumbar spine and right shoulder, peripheral

neuropathy blood workup, and EMG/N CV™ of the lower extremities.

164 Oﬁ October 10, 2018, based on the EMG/N CV report, the.Regpondént made the ' *
following diagnosis: bilateral axonai‘ peripheral neuropathy. .PF’ s neuropathy bloodwork |
revealed insignificant results. The Respondent dictated that PF reported d-ail'y migraines
in addition to right shoulder pain, neck paiijl, low back pain, burning feet, severe low back
pain, had rotatér cuff tear on the right side and underwent physical therapy. The
Respondent prescribed morphine ER 15 mg at bedtime;: Topamax 15 mg” every four
hours at bedtime for migraine prevention; Soma 350 mg three times daily; and
oxycodone 10 mg, four times daily.

165. - On October 10, 2018, the Respondent ordered a Acervical MRI

166. | .On November 7, 2018, the Respondent dictated that PF reported she did not take
the morphine ER at night nor the Topamax that he prescribed. He noted that she takes
the oxycodone 10 mg four times daily and Soma 350 mg three times daily. The
Respondent noted that a cervical MRI showed degenerative joint disease (DJD) and no
cervical stenosis. No changes were ﬁaade to the Respondent’s medication regimen at that

visit nor at PE’s subsequent visit on November 21, 2018,

7 Electromyography or study of electrical activity in the muscles (EMG). NCV stands for nerve conduction study.
EMG/NCY Study, Comprehensive Neurosciences, hittps://www.csneuro.com/emg-nev-

sb.ldy!#:~:text=WHAT%2ODOES%20EMG%2FNCV%20STAND,of%zOyaur%zE}nerves“/u?.Dis%ZOmeasured, .
March 15, 2022. )

75 All subsequent case summaty notes for PF list the Topamax dosage at 50 mg.
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167. On January 2, 2019, the Respondenf dictated that the insurance company would

not approve his prescription for Soma and noted he would try methocarbamol 750 mg,

three times dai_iy. .He also nbtes, “she wants to increase the dose of oxycodone [from 10
mg} to 15 mg {foﬁr times daly], 1 said OKAY ™ The Respondent prescribed morphine E
ER 15mg at-bedtime, methocarbamol 750 mg, three times daily; and oxycodone 15 mg,

four times daily.

168. No changes were made to PF’s medication regimen between January 2, 2019 and
July 17, 2019.
169. On August 14, 2019, the Respondent dictated that patient PF reported that she .‘

Was taking oxycodone 15 mg as nec;ded. He also noted she is on Zanaflex 2 mg three
times daily and “methocarbamol was not approved by insurance company.”’"® The
treatment plan pfeécribed by the Respondent inciuded Zanaflex 2 mg three times daily
and oxycodone 15 mg four times daily.

170. | On October 9, 2019, the Respondent prescribed Ambien 5 mg every four hogrs in
addition to the Zanaflex 2 mg, three times daily; .a‘nd oxycodone 15 mg, five times daily
or as needed. | |

171. On January 29, 2020, the Respondent noted that PF stopped taking the Ambien
that he prescribed on October 9, 2019, noting that she reported that it caﬁsed her anxiety
{0 worsen. | ‘

172. On March 25, 2020, the Respondent dictated that the patient, “is still complaining

of neck pain, low back pain, radicular pain in the neck and lower back, burning feet,

76 Jt, Ex. 5(f), pp. IS0712-180713.
7 Jt. Ex. 5(f), p. 1S0698.
8 The Respondent noted PF was taking Topamax 50 mg every four hours and Morphine ER 15 mg at bedtime. Jt.
Ex. 5(f), p. IS0698.
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severe low back pain, right shoulder, and ;ight rotator cuff pain.” 7 He further noted that
the oxycodone 1.5 mg five times a day is controlling her pain reasonably well.

.1 73. The Respondent did not make changes fo PF’s medication regimen between
Oc:tobt_ar 9, 2;019 and March 25, 2020. . ‘

174. PF was compliant with the Respondent’s treatment plan while under his care.

175. The Respondent met the standard of care when he had monthly face-to —face visits
\;»rith PF and had her sign an opioid agreerent,

176. The Respondent breached the standard of care by failing to provide sufficient
justification for prescribing high doses of opioids to patient PF, failing to obtain sufficient
outside medical records and supporting information for continued opioid therapy, failing
to indicate whether he discussed alternative therapiels with PF, failing to document PF’s
PDMP review, failing to document risk-benefit assessments that were completed with PF,
and acquiescing to patient requests for increased dosages without justification.

Patient JA

177, The Respondent began treating JA on August 6, 2015, after a hospxtal
consultation in July 2015, when she was snd:y -three years 0ld.% The Respondent saw JA
again in his office on August-6, 2015, accepted her into his practxce and scheduled
bimonthiy follow-up appointments.®! The Respondent dictated that JA reported a history
of failed gabapentin, Topomax, Depakote, tricyclic anﬁdepressants, Effexor, calcium

| channel blockers, and beta-blockers, chronic headaches, nausea, vomiting, chest pain, and

left leg sciatica.

™ Jp. Bx. 5(1), p. 1S0681.

80 The sarliest case summary note dictated by the Respondent in the State’s exhibits is dated January 8, 2019, Jt Ex.
5(g), p. 1S0806.

81 Final case summary note addressed to the Christine Farreliy, Executive Director of the MSBP..Jt. Ex. 5(g), pp.
180785-IS0787.
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178. | The Respondent dictated that JA began complaining of left leg sciatica and
increasing neck pain scmetime in late 2018 and f‘we did an MRI of the cervical spine and
the lumbar spine...it showed moderate stenosis at C5-C6 and C6-C7 'in the cervical sping
causing left S1 radiculopathy causing sciatica down the left leg, causing sciatica down the
left leg.”®

179. The Respondent dictéted that as of Majf 6, 2020, “the patient is still expericncing
daily excruciating headaches. ..no prophylactic has worked.”%

180, On January 8, 2019, the Respondent prescribed the following treatment plan to
address JA’s conditions: start Emgality, 240 mg first month subcutaneous, then 120 mg
thereafter; Dilaudid 4 mg daily; oxycontin 20 mg every twelve hours; Nortriptyline 50
mg every four hours; Namenda XR 21mg daily; Zanaflex 8 mg, three times daily; Zofran
4 mg, three times daily; Lyrica 100 mg, twice daily; valium 2 mg every four hours;
Ambien ER 12.5 mg every four hours; B12 1000 mecg monthly; 28-gaﬁge needle for B12;

cand 1 cc ss'yringe for B12,

181. On March 5, 2019, the Respondent added Aimovig 17 mg subc.:utaneous tobe
taken monthly to JA’s medication regimeh. | k

182, Oﬁ May 9, 2019, the Respondent noted, “they will not approve Aimovig for her
but approved Emgality or Ajovy.” % ‘

183. The Respondent then removed Aimovig from JA’s medication regimen and
returned her fo Emg'aiit.y 240 mg for the first month, then 120mg subcutaneous thereafter

every-month.

B ¥, Ex. 5(g), p. [S0786.
 Jt, Bx. 5(g), p. IS0786.
™ T, Ex. 5(g), p. [S0802,
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184. On July 9, 2019, the Respondent noted the patient took the first 240 mg dose of
Fingality and was going to take the second dose. The Respdndent dictated the Erﬁgality,
i‘dir_l_not make any difference, but [ told ﬁer she needs to try it for six months.”* ﬁe also
indicated that the patient’s ncuro‘surgéon did not recommend surgery. The Resporident
added Valium 2 fng fo JA’s medication regimen.

185. *  Inthe third month of using Emgality, on September 11,2019, JA reported no
difference in her migraines.

186. On November 6, 2019, the Respondent dictated that Emgality is not working for
her migraines and “we will switch her'to Aimovig [whiéh has the] advantage of being
able to titrate from 70 mg to 140 mg if the lower dose does not work. ™8 No additional .

changes were made to JA’s medication regimen.

187. On November 6, 2019, Diazepam, although prescribed, was not detected in the
patient’é UDS results.
188. On January 6, 2020, the Respondent dictated that JA failed Emgality and her

insurance' company did not approve Aimovig. He noted “OxyContin not appfoved -
anymore by the insurance company...they want her to switch to Xtampza.”®" The
Respondent altered the patient’s treatment plan in the following manmer: Periactin 4mg at
night for migraine prevention; Dilaudid®® 4mg, four times daily; Xtampza®® ER 27mg
every twéi’ve hours; Nortriptyline 75 mg every four hours; Namenda XR 21 mg daily;

Zanaflex 8 mg, three times daily; Zofran 4 mg every three days; Lyrica 100 mg, twice

# 3t Ex. 5(g)
% Jt Bx. 5(g), p. 150796
¥ )¢ Bx. 5(c), pp. 150793-150794,

% | his last note to the MSBP, the Respondent dictated that JA developed renal insufficiency, so the morphine ER
was stopped.

% I the Respondent’s final case summary note, he explained that Xtampza ER is the brand name for OxyCentin. J.

Ex. 5(g); p. 1S0786.
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daiiy; Valium 2 mg every four hours; Ambien ER 12.5 mg every four hours; B12 1000
meg quarter monthly; and 1 cc syringe for B12. '

189.  On March 2,2020, the Respondent dictated that JA asked for more Dilaudid and
he npted that he did not prescribe more. While noting that she was on Xtémpza ER 27mg
every twelve hours, he stated that she continued to have mig;'aines. The Respondent
increased the Periactin dosage from 4 mg to 8 mg at r_xigﬁt for migraine prevention and

sleep. No additional changes were made to her medication regimen.

190. The patient’s medication regimen equated to _i54 MME per day.

191. On March 2, 2020, Hydrocodone, although not p]rescribed, was detected in the
patient’s UDS resﬁits. | |

192. In his final case summaﬁ note_dated May 6, 2020, the Respondent reported that

' during the course of his treatment of JA, he continued her on morphine and increased the
dosage from 15 mg three ﬁmes_ daily to x;iorpbine ER 30 mg every twelve hours. The
Respondent also prescribed né)ftriﬁtylinc and pontinued Namenda XR for migraine
control. He noted the patient’s migraines were extremely difficult to control and she has
had them for many years. |

193. On May 6, 2020, the Respondent noted the patient is still experienciﬁg
excruciating headaches, low back and neck pain, am;d sciatica and no prophylactic had
wérked. The Respondent reported he told JA, “She has got to live ﬁﬂl it...] am not
increasing her pain medication anymore.”g” |

194. The Respondent met the standard of care when he had monthly face-to-face visits

with JA and had her sign an opioid agreement.

% J¢. Ex. 5(c), pp. 1S0785-1S0787.
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195. The Respondent breached the standard of care by failing to provide carefful
justification for ;;resoribing high doses of opioids to patient JA, failing to obtain sufficient
outside medical records and supporting information for continued opioid therapy, failing
to indicate whether he discussed alternative therapies or dangerous risk factors with JA,
failing to document JA’s PDMP review, failing to document risk-beﬁeﬁt assessmenté that
were complcted with JA, ';md failing to document inconsistent UDS results,
corresponding assessments, or changes in prescribing behavior that were a direct result of
the iﬁconsistencies.

Patient KK

| 196. KX was twenty-nine years old in 2018 and began treatment with the Respondent
on June 4, 2018, at which time she signed a pain management contract, angd a urine
toxicology was conducted.

197. The Respondent reported that he conducted a PDMP search that revealed the‘

patient was prescribed hydrocodoné, tramadol, and oxycodone in the past for pain issues.

198. The Patient’s prior pain management physician is not listed in the Respondent’s .

notes. She had a history of severe low back pain, burning feet, sciatica down both legs,
neck pain, bipolar disorder, infertility, pelvic inflamatory disease, and depression.
199. " At the time of her initial visit, KK was taking Norco, tramadol, oxycodone from
' multiple providers and Percocet. |
200. The Respondent diagnosed KK with low back pain, peripheral neuvropathy,
Jumbar radicuiopathﬂr bilateral, and Bilaferai knee pain. |
201. At the-initial visit, the Respondent ordered an MRI of the lumbar spine, cervical,

and both knees. He prescribed Neurontin 400mg three times daily for neuropathic pain
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_ But noted, “no pain management today because we do not have prior records...once
testing has been done, we may consider enrolling in paiﬁ management.”®!

202.  The same da'y the Respondent prescribed 600 mg of Gabapentin, tlﬁee times
daily, and oxycodone 10 mg, four timgs daily.

203, On June 18, 2018, the Respondent dictated that the patient’s neck pain, low bz}ck
pain, burning feet, pain in both knees was progressing. He noted that KK signed a pain
management contract. Based on MRIs of the knees and lumbar spine, the Respondent
d.iagnosed the patient with impingement syndrome in both knees, degeneraﬁve joint
disease of the lumbar spine, low back pain, peripheral neuropathy, lumbar radi;:ulopathy

bilateral, bilateral knee pain, suprapatellar fat impingement in both knees.

204, On July 16, 2018, the Respondent dictated that he referred KX to orthopedics for
knee pain.
205, On August 13, 2018, the Respondent noted that the patient reported her pain

improved with Neurontin® 600 mg three times daily. The Respondent noted, she is “still

having a lot of pain in the knees, cervical spine, and lumbar spine. Having headaches

every day.”® . |

206. On August 13, 2018, alcohol was present in the patient’s urine drug screen. The
inconsistency was not &is:cussed in the Respondent’s medical note,

207. The Respondent continued the Gabapentin 600 mg ﬁn;ee times daily, increased the

dosage of oxycodone from 10 mg to 15 mg four times daily, and added Topamax 50 mg

every four hours for seven nights and 100 mg every four hours for headaches.

9 Jt. Ex. 5(), pp. 1S0937. .
. % Neurontin is the brand name for gabapentin.
% Jt. Ex. 5(h), pp. 150937.
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208. © On Septcmberr 10, 2018, the Respondent noted that the patient reported she coﬁlci
not sleep at night, Topamax worsened her headaches, and the burning feet sensation
'ifnprofed with Neurontin three times daily.

' 205. On Seﬁtémbe:r 10, 2018, the Respon.dent dictated that he discontinueé the -
‘patient’s Topamax and added Zanaflex 8 mg every four hours “for sleep following
* headaches.” The patient’s gabapentin and oxycodone prescriptions were continued
with the same frequency and dosage.

210. Oﬁ Oc;uo‘ocr 8, 2018, the Resi)ondent dictated, “she is sleeping well on the
Zanaflex 8 mg every four hours...headaches are better, Burning feet better on
Neurontin. .. but still not controlled.”®

21 1. On October 8, 261 8, the Respondent discontinued the patieni:’s prescription for
gabapentin and added Lyrica 100 mg twice daily. No explanation was provided in the
note.

212 On November 5, 2018, the ﬁespdndent diétated the patient was on Lyrica 100 mg
twice daily for burmning feet and the. Neurontin 600 mg three times daily worked better.
The Respondent noted, “we rwili increase thé dose of Lyrica to 150 mg twice daily,”

213, On November 5, 2018, the Respondent prescribed the following treatment plan:
Zanaflex 8 mg every four EOMS forr sleep and headaches; Gabapentin 150 mg, twice
daily; oxyéodone 15 mg, four times daily, and vitamin 1D 50,000 every Sunday.

214, On November 5, 2018, urine drug screen results fevea}ed the presence of fentanyl

and alcohol, which were not prescribed by the Responcient.

% J, Ex. 5(h), pp. 150935-180936
% Jt. Ex. 5(h), pp. 1S0933-180934.
% Jt, Bx. 5(h), pp. 18053 1-180932.
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215. On November 27, 2018, the Respondent dictated Lyrica 150 mg twice daily did

not help the patient’s burning feet. He also noted her, “cervical spine is better.” The

Respondent continued the patient’s prescription of Gabapentin at a dosage of 600 mg
three times datly. - C - | E
216. On January 2,2019, the lllf;spondent ciictateci the patient was returned to |
gabapentin 600 mg three times daily because the Lyrica-l 50 mg twice daily did not help
her burning feet. The Respondent noted that the patient cbmplained about fidgeting, a
lack of focus, ADD,?" and an inability to concentrate. )
217. | On Janﬁary 2, 2019, the Respoﬁdenj[ diagnosed the patient with ADD and added
Adderall XR 10 mg in the morning, 10 mg in the afternoon. The Respondent also
increased the dosage of gabapentin 600 mg to 1200 mg three times daily. No specific
explanation was provided for the increase in dosage.
218. On January 30, 2019, the Respondent dictated that the patient requested “more
| oxycodone, I said n0.”*® The Respondent reduced the dosage of the patient’s gabapentin
from 1200 mg to 400 mg three times daily and did not pr‘ovide any explanation for the
. reduction. |
219. On February 27, 2019, the Respondent dictated the patient was on gabapentin
1200 mg three times daily and later in'the same note, prescribed gabapentin with a dosage
of 400 mg three times déily. |
220. On March 27, 2019, the Respondent prescribed Gabapentin 1200 mg three times

daily. No explanation was provided in the Respondent’s note.

9 Attention Deficit Disorder.
% Jt, Ex. 5(h), p. 150925.
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221. On. April 24, 2019, the Respondent dictated the patient cont,inued reporting ADD
symptoms, noting that she cannot concentrate and stated that the patient’s headaches
improved. In the same note, the Respondent added Morphine ER 30 mg eve;.ry twelve

. hours to the patient’s medication regimen. The Respondent did not include an
explanation for the addition of Morphine ER to the patient’s medication regimen. -

222, On May 22, 2019, the Respondent added Medrol XR 10 mé in the morning and
10 mg in the afterncon fo the patient’s medication regimen. The Respondent did not
provide any explanation for the additional pres;:fiption.

223. On Jﬁne 19, 2019, the Respondent removed Medrol XR 10 mg in the morning, 10
mg in the afternoon from the patient’s medication regimen and replaced it with Adderall
XR 10 mg in the morning and 10 ﬁxg in the afternoon without explanation,

224, On September 11, 2019, the patient xeqﬂcsted, and the Respondent ordered, an
orthopedic referral for knee pain to Dr- The patient complained of nausea
which the Respondent listed as a diagnosis. The Respondent increased the dosage of
Adderall XR from 10 mg in the morning and afternoon to 30 mg in the morning and
afternoon.

1225, On October 9, 2019, the Respondent adjusted the ﬁatient’s Adderall XR dosage
frofn 30 mg in the morning and afternoon to 30 mg in the morning and 10 mg in the
afternoon. The Respondent did not include an explanation for the adjusted dosage m the |
dictated note.

226. On No'vernber 6, 2019, the Respondent adjusted the patient’s Adderall XR dosage
from 30 mg in the mo;rﬁhg and 10 mg in the afternoon to 10 mg in the morning and 10
mg in the afternoon, The Respondent did not include an explanation for the adjusted

dosage in the dictated note,
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227. On December 4, 2019, the Respoﬁdent adjusted the patient’s Adderall XR from
10 mg in the morning and afternoon to 30 mg in the moining and 10 mg in the afternoon.

228. ‘.The Respondent did not make any further adjustments to the patient’s medication
regimen between December'5, 2019 and May 20, 2020.

- 229, On January 2, 2020 and January 29, 2020, Morphine ER ﬁras prescrii':t_ed but not
dete_cte@ in the patient’s urine drug screens. The inconsistencies wete not dis;ussed in
the patient’s note.

230. On May 6, 2020, thé Respondent noted the_ patient was stable on her pain regimen
and noted, “Wel will not increase dose further.”” The Respondent also indicated that the
patient was in need of a psYchiatrist, he assisted her with locating one, and notéd it was
difficult due to her lack of insurance.

231. - The Respoﬁdant met the standard of care when he had monthly face-to;face visits
with KK and had her sign an opioid agreement. |

232. The Respondent breached the standard of care by failing to provide careful
justification for prescribing high doses of opioids to patient KX, failing to obtain
sufficient outside medical records and supporting information for qontinﬁed opioid
therapy, failing to indicate whether he discussed aitemati\fe therapies or dangerous risk
factors with KK, failing to document KK’s PDMP re.viev‘v, failing to document
tisk-benefit assessments that were completed with i{K, and failing to dopument
inconsistent UDS results, corresponding assessments, or changes in presctibing behavior

" that wete a direct result of the inconsistencies.

% J. Ex. 5(h), pp. IS0887-1S0889.
‘ 44




Patient SL, -

- 233, Patient SL was twenty-four years old when she visited the Respondent’s medical

© . office on December 4, 2012, She was referred by Dr. — for chronic pelvic pain
management. The patient has a medical history of endometriosis, migraine headaches,

lower pelvic pain, low back pain, and rare nausea. -

234, Prior o being treated by the Respondent, SL was a patient of Dr. -who

prescribed Topamax,'® Fioricet,'*! Percocet 5/325 mg every six hours, and Depo-Provera

‘every three months.
235. The Respondent diagnosed the patient with chronic pelvic pain, endometriosis,
weekly migraines, and low back paiﬁ. |
236. The patic'nt signed a‘pain management agrecment.
237. The Respondent prescribed the foilowing treatment plaﬁ: Tramado! 50 mg every
six hours; increése Percocet to 10/325 mg five times a day 150 mg tablets, no refill; and
samples of Maxalt-MLT six sachets for abortive therapy of weekly migraines, The .
patient’s medication regimen equated to 173 MME.

238. On January 30, 2013, the Respondent dictated that the patient reported the patient,

“aches all over”'® and noted she was prescribed Cymbalta, however her insurance would

not cover it.
239. On January 30, 2013, the Respondent added Neurontin 300 mg, three tim;s'daﬂy.
240, On February 27, 2013, the Respondent repotted the patient’s migraiﬁes “are better
now on Neurontin 300 mg three times daily” and she complained of “some arm and leg

swelling for which venous ultrasound was negative.. .complaining of insomnia,”'®

190 Frequency not noted in record. Jt. Ex 5(1), p. IS1145.
101 Frequency not noted in record, Jt. Ex 5(i), p. IS1145.
w2 1 Ex, 5(0), p. IS1142.

1% Jt, Bx. 5(1), p. 1141.
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241. The Respondent prescribed the following treatment plan: continue Cymbalta 30
mg daily for fibromyalgia, continue Neurontin 300 mg three times daily for migraine
proph)'rlaxis and fibromyalgia, continue Percocet 10/325 mg five times a day for pain, and
“come back in four weeks’ time at which time we will increase the Cymbalta to 60 mg
daily. 1%

242. On April 16, 2013, the Respondent dictated the patient, “is on Cymbalta 60 mg
daily.” 19

243. On the same day, the Respondent reported that the patient was taken off Percocet,
plac'cd oﬁ oxycodone 5 mg four times a day, and her migraines were well controlled.

244, | On April 16, 2013, made the folloWng changes to the patient’s treatment plan:
increase the patient’s oxycodone from 5 mg to 15 mg five times a day as needed,

continue Neurontin 200 mg three times daily, add Ambien 5 mg every four hours, and

increased the dosage of Cymbalta 30 mg daily for fibromyalgia to 60 rﬁg.

245. On June 11, 2013, the Respondent prescribed Relpax samples for abortive therapy
for migraines. | .
246, On July 9, 2013, the Respondent increased the dosage of Neurontin from 200 mg

to 600 mg three times daily to treat the patient’s migraines and increased the dosage of
Ambien from 5 mg to 10 mg every four hours for sleep:
247. On September 3, 2013, the Respondent added Imitrex 100 mg for abortive therapy

of migraines to the patient’s medication regimen.

104 Id

105 Ji, Bx, 5(i), p. IS1139.
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248, -On December 19, 2013, the Respondent dictated that Neurontin, despite being -
prescr-ibéd, did not show up in her urine toxicology and noted “probably wants higher,
'r'mw we will not increase the dose of pain medications anymore.”!%

249, . On January 20, 2{514, the Respondent noted that the patient’s migraines stopped
and that she was no longer taking Neurontin. No additional changes were made the
p'atient’s medication regimen.

250. On March 17, 2014, the Respondent added Neurontin 600 mg back to the
patient’s medication re giinen.- | |

251. “On Junr:—:l 10, 2014, the Respondent dictated the patient stopped taking Neurontin
and Ambien because they were too expensive. The Respondent amended the patient’s
treatment plan as follows: Oxycodone 15 mg, five times per day; and Nortriptyline'”’ 50
mg every four honrs for migraine prevention and sleep.

252, On July 8, 2014, the Respondent noted that Norfriptyline controlled the patient’s ‘
migraines bﬁt caused dry mouth, He noted Negrontin aﬁd Ambien were stopped because
they were too expensive. The Respondent continued oxychone 15 mg, five times a day;
and nortriptyline 50 mg every four hours for migraine prevention and sleep.

- 253, The Respondent did not make any changes to the patient’s medication re gimen'
between September 30, 2014 and February 14, 2017.1%

254, On Match 13, 2017, the Respon&eni added Imitrex 100 mg at onset of ﬁligraiﬁe o
the patient’s medication regimen and increased the dosage of nortriptyline from 50 mg to

75 mg every four hours for migraine prevention and sleep.

106 Jt Ex. 5(i), p. IS1130.

127 tn g subsequent note dated July 8, 2014, the Respondent noted Nortriptyline is cheap at $10.00 and is controlling
her migraines. '

198 On July 5, 2016, the Respondent noted the patient was considering having a hysterectomy procedure for uterine

pain, On February 14, 2017, the Respondent noted the patient was having lower left quadrant pain,
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255. On Mafch 13, 2017, the Respondent noted the patient’s headaches g.tarted to
return and she had th:ée headaches in the past week th.at were full blown migrainqs.
256. On April 11, 2017, the Respondent reported he prescribed Sumatriptan 100 mg

for abortive therapy for migraines and notec_l,A“_it reéliy helped iler.’?wg |

257. . On Juge 5, 2017, thé Respondent reported the patient miscarried. The Respondent
did not make any changes to the patient’s medication regimen,

258, On September 25, 2017, the Respondent dictated the patient was rushed to the
hospital due to vag'mal bleediﬁg and had an emergency operation as a result. No changes
were noted in her medicatilon regimen, |

259. On Januﬁy 16, 2018, the Respondent dictated the patient complained of low back
pain, headaches, and mi graines. The Respondent noted, “now complaining of ;i'ght sided
neck pain, right-sided low back pain”!'® and ordered MRI of the patient’s cervical and
Jumbar areas for right-sided back pain and right-sided low back pamn. |

260, On February 12, 2018, the Respondent dictated the patient reported increasing

| pain during the day and night and difficulty sleeping. The Respondent reported that the
‘patient had not had an MRI of the lumbar spine. The Resp'ondent amended the patient’s
treatment plan to include oxycodone 15 mg five times daily for abdominal pain;
nortriptyline 75 mg every four hours for migraine prevention and sleep; motphine ER 15
mg every twelve hours; Senokot S two tabs at night for.constipation, Imitrex 100 mg for
abortive therapy of migraines.

261. .  OnMarch 12, 2018, the Respondent dictated the patient’s “pain is still 6/10.”*!!

No additional alterations were made to the patient’s medication regimen on this day.

199 The Sumatriptan prescription was not included in the treatment plan section of the Respondent’s prescribed

treatment plan, Sumatriptan was not mentioned in the previous note dated March 13, 2017,
10 vt Bx. 5(), pp. I81059-181060.
111 This was the first time the Respondent quantified the patient's pain level in a dictated note.
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262, | On April 9, 2018, the Respondent added Valium 5 mg before MRI to the patient’s
medication regimen.

263. " OnMay 7, 2018, the Respondent diagnosed the patient with ‘worsening low back
pain with straight raising test positive in the right leg, power wéaker in the Iight'l‘cg, low
back pa,in' straight leg raise test positive‘in right leg, migraines, chronic pelvic péin due to
er;domeﬁiosis post-surgery, and neck pain. No changes were made to the Respondent’s
medication regimen. ‘

264. On June 74, 2018, the Respondent dictated the ﬁatient was unable to do the MRI of
the cervical spine with a dosage of 5 mg of Vglium. The Respondent increased the
Adosage to 10 mg before MRI. The Respondent dictated the patient complained of .
increasing low back p;n'n, neck pain, “legs giving out.”!!?

265. On July 30,.2018, the Respondent dictated a cervical MRI dated July 8, 2018,
showed “cervical spondylosis with multilevel spondylosis and neck épasm.”m The
Respondent also dictated the patient reported chronic pelvic pain, severe low back pain
radiating down the right-leg and noted her “pain is about 8/10.”114

266, On December 17, 2018, the Respondent dict'ated that ‘th'e patient was having
headaches for the last three days and “Imitrex [100 mg] taken ra:fely.’l’“5 The Respondent
amended the patieﬂt’ s medication regimen as follows: Medrol dosepak for migraines;
oxycodone 15 mg, ﬁ\'re times daily; nortriptjlinc 75 mg every four hours; Senokot-S two
tablets nightly; Imitrex 100 mg for abortive therapy; and valium 10 mg before MR

267. On January 14, 201 é, the Resiadndent dictated the patient still héd headaches on

nortriptyline, complained of mouth dryness, and reported the Medrol dosepak helped

12 It Ex. 5(i), pp. 1S1049-1S1050.
U3 Jt. Bx. 5(1), pp. [S1044-IS1045,
14 It Ex. 5(1), pp. 1S1044-151045,
15 3t Bx. 5(3), pp. IS1034-1S1035.
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with her last bout of migraines and “pain is.8/ 10.”1%6 The Respondent also presc;ibed: _
Ambieq 5 mg every four hours for 'sleep and “encouraged [the patient] to get Biotene
mouthwash for mouth dryness.”!!’

268, On February 11, 2019, the Respondent dictated that the patient }'eported she was
sleeping better on Ambien 5 mg every four hours and taking Biotene mouthwash.

269. On M_g.rch 11, 2019, the Respondent dictated the patient’s insuranceAapproved a
CT scan of the lumbar spine.

270. On Mazch 14, 2019, the patient had a CT scan of her lumbar spine.

271, " On April 8, 2019, the Respondent dictated that the CT “showed a disc bulge to the

left at 14-L5.” us

272, The Respondent did not make any additional changes to the patient’s med_icaﬁon
regimen. |

273. On May 6, 2019, the Respondent prescribed Morphine ER 30 mg every twelve
hours.

274. On March 9, 2020, prescribed oxycodone was detected in the patient’s urine but

" below the prescribed amount. This inconsistency was not discussed in the Respondent’s

patient note. |

275 . The Respondent did not make any additional changes to the patient’s medication
-Iegimen between May 6, 2019 and May 4, 2020.

276. On May 4, 2020, the Respondent diotated the patient “failed NSAIDs.”!

271, The'Respondent breached the standard of care by failing to provide careful

justification for prescribing high doses of opioids to patient SL in each progress note,

16 3 Bx. 5(i), pp. 1S1032-181033.
17 5t Bx. 5(i), p. I51032-IS1G33,
128 14 Ex. 5(i), pp. 181024-I81025.
us rg . '

50




faiiiﬁg o obtain sufficient ‘Qﬁtside medical records and supi:orting information for
continued opioid therapy, failing to consistently indicate whether he discussed alteihative
tilerapies or dangerous risk factors with SL, failing to document SI's PDMP réview,
‘ faiiing to cdnsisfcriﬂ'y document risk-benefit assessments that were completed with SL,
and failing to document one inconsistent UDS result and corresponding assessments.
Patient TP |

2"78.‘ Patient TP has been a patient at the Respondent’s practice since March 17, 2014,

* when he was forty-nine years old. He was incarcerated the same year and returned to the
" Respondent’s practice in December 2017,

279. TP had a history of bilateral carpal tunnel, hand numbness, severe hand pain,
chronic low back pain, right leg sciatica due to L5-S1 distribution.

280. On March 17, 2014, the Respondent diagnosed the -patient with left tumbar
radiculopathy LS»S i, bilate;al CTS,'° query right cubital tunnel, and right knee pain due
to right ACL'*! problems. The patient signed a pain ﬁ;anagcment agreement.

281. | The Reépondent ordered a nerve conduction st;ldy for both hands-and prescribed
oxycodone 5 mg three times daily 90 tablets as needed for pain. |

282. On April 14, 2014, the R_espondent increased the dosage of oxycodone from 5 mg
to 15 mg, four times a day and noted the patient was going to see orthopedics and
neurosurgery for knee and low back paiﬂ. |

283, At a date uncertain in Apﬁl 2014, the patient was involved in a motor vehicle

accident,

120 Caepel Tunnel Syndrome.
2 Anterior Cruciate Ligament.
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284, On May 12, 2014, the Respondent conducted a nerve conduction study of the
upper and lower extremities due to the patient’s reports of érm and le;g pain. The
Respondent diagnosed the patient with bilateral severe CTS, worse on right, bilgter_eil
cubital tunnel, left L5/51 RAD'22 and referred the patient to hand surgery, ortho, and
neurop sx.lrgen;' foll_ow—up.

285, In additilon to oxycodone, the Respondent prescribed Valivm 5 mg twice daily or
as ncgded for spasms. In the same note, the Respondent noted urine toxicology showed a
high amount of tramadol and the patient was not discharged because, “I gave him a pass
because he may have told me.. .otherwise urine toxicology is consistent...he is having a

lot of hand pain and joint pains.”'?

286. On July 8, 2014, the patient did not show up for his ha;nd surgery appointment
becaus;e his truck stopped working. The Respondent noted the patient’s prescriptions for
dxycodone 15 mg, four times daily for pain and Flexeril 10 mg every four hours were
renewed.

287. On Degember 28, 2017, the Respondent dictated the patient was inq.axcerated and
came to him complaining of increasing numbness of the hands and feet, neck and low -
back pain, pain in all his joints,

288. | In addition to bilateral severe CTS and cubital tunnel, the Respondent diagnosed
the patient with right ACL probiems, diffusg joint aches and pains, neck and low back

pain, and onset headaches.

122 Radiculopathy.
123 3¢, Bx, 5(), p. IS1385.
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‘ 289 | The Respondent prescribed ;rhc following t%eatmént plan: Tcpﬁnax 75 mg'every_
fou.i ﬁoms for headaches an_d oxycocione 15 mg four times daily, He order;ed a c;arvical
and lumbar MR], CT h‘a"aci, nerve cor;duction studies of the upper and Iéwcr ex{remities,
and another rheumatological and neuropathy; blood workup once thelnérve condﬁctiop
studies were complete.

290. On January 10, 2018, the paﬁent underwent a cervical and lumbar MRI, CT head,
and nerve conduetion study of the upper and lower extremities.

291. The Respondent noted the patient had bilateral CTS, severe on the right, moderate
on the left, no cubital funnel, sensory neuropathy in hands, motor, and sensory
neuropathy in right leg. The Respondent recommended hand surgery and a neuropathy
workup. o

292, On January 25, 2018, the Respondent increased the patient’s Topamax dosage
from 75 mg to 150 mg every four hours and oxycodone 15 mg every four hours daily.
The Respondent also oxd.ered an MRI of the patient’s 1umbar‘3pine‘, rheumatological and
peripheral neuropathy blood workup, and peripheral neuropathy in the hands and legs. '

293. _On February 28, 2018, the Respondent dictated the patient’s lurabar MRI shows
some degenerative changes and MRI of the knee showed medial meniscal tear in the right
knee. The Respondent referred the patient to hand surgery, prescribed Topamax 150 mg
every four hours, refer for right knee, oxycodone 15 mg every four' hours daily, start
vitamin D 50,000 once a week,

294,  On October 23, 2018, the Respondent dictated the i)atient was complaining of
new onset sciatica in the right leg, increasing low back pain, spasms in the Jower back,
severe, bilateral carpal tﬁnnel, and severe pain in the hands, No changes were made to

the patient’s medication regimen.
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29s. On _Novexiber 20, 2018, the Respondent made the following additional
impressions: disc herniation at 1.3-L4 6 mm causing tight leg sciatica, bilateral severe
CTS, and right hand and moderate left hand. ‘

296. On November 20, 2018, the Respondent prescribed Topamax 150 rﬁg ev‘ery_ four
hours; oxycodone 15 mg, fives times per day; oxymorphone ER 20 mg every twelve -

hours; and vitamin D 50,000 once per week.'**

297. On July 2, 2019, the Respondent added Voltaren gel 5 mg to be rubbed on the
hands twice daily.
298, On July 30, 2019, the Respondent added Flexeril 10 mg three times daily and

stopped prescribing Voltaren gel as it was tumed down by the insurance company.

299, . On August 2’{, 2019, ﬁle Respondent noted that the paﬁent reported sensory
neuropathy in the hands and legs apd prescribéd steroids for right Bell’s palsy in addition
to Topamax 150 mg every four hours; Flexeril 10 mg, three times.daily; oxycodone 15
mg, five times daily; oxymorphone ER 20 mg every twelve hours; and vitamin D 50,000
weekly.

300. On August 27, 2019, morphine, though not prescribed, was detected in the
patient’s urine. The inconsistency was not discussed in the Respondent’s note.

301. On September 24, 2019, the Respondent noted the patient’s right Eell’s palsy was
“getting better” and removed the sterdids for right Bell’s palsy.

302;. " On September 24, 2019, oxymorphoné and oxycodone, though prescribed, were
not detected in the patient’s urine. This inconsistency was not discussed in the

Respondent’s note.

124 [q a final case sammary note May 6, 2020, the Respondent noted he prescribed oxymorphone ER 20 mg every
twelve hours to his regimen because he has excruciating pain.
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‘ -303. | . OnNovember 19, 2019, the Respondent added prednisone-60 mg in the morning
for ten days to the paticnt’s medication régimcn.. The Respondent did not include an
_ explanation for thc addition in the case summary note.

304. On December 17, 2019, morphine, though not prescribed was detected in the
patient’s urine. The.inconsistency was r_mt discussed in the Respondent’s note.

305, On January 15, 2020, codeine, thougk'l not prescribed, was detected in the patient’s.
urine. The inconsistency was not discussed in the Respondent’s note.

306. dn Pebruary 11, 2020, the Respondent prescribed Neurontin 400 mg three times
daily for radicular pain of sciatica.

307. On March 10, 2020, oxycodorie and oxymorphone, though prescribed, were not
detected in the pa;tient’ s urine drug screen. This inconsistency was not discussed in the
Respondent’s tiote,

308. On Mz}y 5, 2020, the Respondent added gabapentin 400 mg three times daily to

" the patient’s medication regimen. |

309. The Respondent met the standard of care when he had monthly face-to-face visits
and had TP sign an opioid agreement.

310, The Respondent bn_aached the standard of care by failing to provide careful
justification for prescribing high doses of opicids to patient TP, failing.to obtain
sufficient outside medical records and supporting information for continued opioid
therapy, failing to indicatc‘ whether he discussed alternative therapies or dangerous risk
factors with TP, failing to document TP’s PDMi’ review, failing to document risk, benefit
aﬁd compliance assessments, failing to document inconsistent weaning or tapering of '
medication, UDS inconsistencies or changes in prescribing behavior that were a direct

result of inconsistencies.
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DISCUSSION
Burden of Proof and Legal Framework
When not otherwise provided by statute or regulation, the standard of proof in a contested

case hearing before the OAH is a preponderance of the evidence, and the burden of proof rests

on the party making an assertion or a claim, Md. Code Ann., State Gov’t § 10-217 (2021,
COMAR 28.02.01.21K., 'To prove an assertion or a claim by a preponderance of the evidence
means to show that it is “more likely so than not so” when all the evidence is considered.
Coleman v. Anne Arundel Cty. Police Dep’t, 369 Md. 108, 125 n.16 (2002). In this case, the
State bears the burden to show the Respondent violated the standard of care or .f;a.iled to keep
adequate medical records by a preponderance of the evidence. .COMAR 28.02.01.21K(1)-(2)(a).
The grounds fo.r reprimand or probation of a licensee, or suspension or revocation of a

license under the Act include the following:

(a) 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
- disciplinary panel, may reprimand any licensee, place any licensee on probation,
or suspend or revoke a license if the licensee:

(22) Fails to meet appropriate standards as determined by appropriate peer

review for the delivery of quality medical and surgical care performed in an
outpatient surgical facility, office, hospital, or any other location in this State; [ot]

(40) Fails to keep adequate medical records as determined by appropriate peer
review.

Health Occ. § 14-404(a) (2021).
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Tﬁe Cha'r;g;es: :

* The Board charged the Respondent with failing to meet the standard of care, in violation
of Health Occupations Axticle section 14-404(21)(22) and failed to keep adequate medicél
records, in violation of Health Occupétibns Article section 14-404(a)(40) By:

. a) Failing to document justification for high-dose opioid therapy (Patients: all);

b) Failing to record any review of Prescription Drug Monitoring Program
(PDMP) information (Patients: all);

¢) Failing to keep adequate progress notes (Patients: all);

d) Failing to address aberrant toxicology resuits (Patients: BC, CM, JA, KX, SL,
TP); '

e) Failing to utilize or record recommendation of a multi-modal approach to pain
relief (Patients: CU, JA, KX, SL);

f) Failing to document any attempts to reduce opioid dosages (Patients: AC, TP);

g) Failing to address dangerous risk factors such as prescribing combination
high-dose opioid therapy to individuals shating the same residence (Patients:
AC, BCY; :

h) - Increasing patient’s dosages without documented justification (Patients: CU,
CM, PE);

i) Prescribing a dangerous combination of opioid, benzodiazepine, and Soma
that has a high risk of abuse and overdose (Patient: AC);

) Increasing a patient’s opioids without documented justification beyond the

patient’s request (Patient: PF).
| (7. Ex. 17, p. 5).
‘Argumeﬁts of the Parties ﬁ

The State argued, at all times relevant to the proceeding, that the Respondent brea.ched
the standard o‘f care by failing to prov{&e justification for prescribing high doses of 6pioids to
patientsAin his pain management practice. In 2616 the CDC published a guideline (Guideline) for
physicians who prescribe opioids due to the concerning numbers of deaths and addiction related
{o prescription opioidé. The Guideline, amoné other things, advises phy;sicians to provide careful
justification when prescribing high doses of opioids over 90 MME to non—ca.ncer patients.
In its discussion regarding the Respondcnt’sllack of justification for high dose medication
regimené, 'the State highlighted a lack of outside records to substantiate patient claims and the '

Respondent’s prescribing practices. The State also argued the Réspondent’s medical notes are

57




insufﬁclient because they failed to indicate whether the Respondeqt assessed his high dose
patients for risk of abuse or misuse and the impact of their chronic pain on their daily
functioning. The State contfb;nded the Respondent’s medical notes faﬂed to discuss aberrant utine
drug test results, explaining the importance of weaning or tapering to patients, ot prgsqnbmg or
suggesting alternative therafies. The State rhaintained the Respondent retained patients who had
positive urine drug screens for drugs that either were not prescribed or negative screq:ﬁs for drugs
that were prescribed and failed to change his prescribing practices as a result. The State also
maintained many of the Respondent’s patients were being weaned by other physicians and those
attempts were ignored and reversed when they transferred to his practice. The State sought the
imposition of .disciplingry sanctions agaiﬁst the Respondent’s license including three yeats of
supervised probation, a lifetime-ban from prescribing opioids and/or alternatively a sixteen- to
twenty-hour course on prescribing opioids safely.

Thé Respondent argued the Guideline’s guidance only applies to primary care physicians.
The Respondentl claimed that pain management physicians often prescribe high dosages for |
chronic pain patients who often seek treatment because alternative therapies have failed. He
- explained that most bf his patients are chronic pain patients who have gone to other pain
practices and have failed lower doses. |

The Respondent averred careful justification is only required in those instances where
patients are prescrifaed opioids at d(-)sages of greater than 150 MME. The Respondent also
averred the State’s peer reviewer does not know his patients like he does, and he is better -
equipped to make determinations on what is best for his patients. The Réspondent |
acknowledged that he failed to-track and note PDMP in his patient’s records. He claimed,
however, he never takes on a new patient without obtaining medical records and all new patients

ate tested to ensure they have a clean urine toxicology evaluation. He argued when patients are
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uﬁable to obtain medical records from prior providers, he orders MRIs of the brain, cervical,
lumbar spine, and if neegied, EMGs. He also contended he has patients undergo monthly urine
drug screening and if their tests are incpnsistent., they undergo xmdo@ pill counts or if be deems
it appropriate, they are discharged. The Respondent argued that his notes wete sufficient because
he employed the SOAP'? method. The Respondent maintained that although he did not always
make a note of it, he éssessed patients for the risk of opioid abuse or misuse, the functional
“impact of their chronic pain on the patient, and discussed abexrant urine drug scr\;:en results, and
alternative treatments or therapies.

He further maintained that a failure to record these assessments and discussions is not an
indication they did not occur. Regarding inconsistent urine drug screens, the Respondent argued
the decision to discharge is ultimately left to the prescribing doctor and depending on what his
patients reported, he gave them a second chﬁnce. The Respondent maintainied there are some
instances where discharge is inappr.opriatc after an inconsistent drug screen due to the likelihood
of wiﬂldrawal. The Respoﬁdent contended that ét an uncertain tirﬁe he had to change the
toxicology laboratory that he contracted to conduct urine drug tests because patients were
receiving false positives for fentanyl. He asserted it took six months to discover the
inconsistency. | |

The Respondent also contended his patients have a right to change doctors if they
disagree with their provider’s treatment plan. He noted that often patients come 10 hnn on opioid
regimens well over 90 MME and he increasés or keeps the patient at the same dosage to allow
‘the patient to be able to function in their activitics of daily living. He also noted abrupt__iy

stopping or tapering a patient’s medication can be dangerous.

125 Subjection, Objective, Assessment, Plan,
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The Respondent argied the determination of whether a provider’s notes breach the
standard of care is a subjective assessment. He averred the standard of care depends on the
complexity of the case, how well the provider knows the patient, and how us;aful the note is to
the specific provider. He contended the standard of care put forward by the State is not common
practice. The Respondent requested a dismissal of the Cease and Desist Q;der and all charges or,
alternatively, that he be ordered to take medical courses.

For the following reasons, I propose that the charges fﬂed_ by the State be upheld in part
and propose the Respondent be sanctioned with thrég years of supervised probation and shall
take a course on the standard of care for me&ical record kgeping and prescribing opioids.
Expert Witnesses

' On the issue of expert testimony, the Court of Appeals has held: f‘The premises of fact

must disclose that the expert is sufficiently farqiliar with the subject matter under investigation to
elevate his opinion above_ the Tealm of conjecture and speculation, for no matter how highly
qualified the expert may be in his field, his opinion has no probative force unless a sufficient
factual basis to support a rational conclusion is shown.” Bohnert v.r State, 312 Md. 266, 274
(1988) (social worker’s- expert-tesﬁxﬁony that child und_er the age of fourteen was a victim of
sexual abuse was inadequately supported and was inadmiséiblc in prosecution for second-degree
sexual offense) (citing. State, Use of Stickley v. Critzer, 230 Md. 286, 290 (1962)). The Maryland
Rules provide: “Expert testimony may be admitted . . . if the court determines that the testin;iony
will assist the trier of fact to . . . determine a fact in issue. In making that determination, the
court shall determine . . . whether a sufficient factnal basis exists to support the expert
testimony.” - Md. Rule 5-702.

Dr. -was accepted as an expert in the field of pain man;'algcment without ob}'ectiozi. He

has decades of experience, has published articles in the same field, and teaches students at -
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_ Dr.-ptovided valyable information and insight. The State
objected to.the Respondent being admitted as an éxpert, namely citing that he could not provide
an expert opinion on his own conduct. 126

The Respondent testified that he has practiced in the pain management field for over ten
years. He explained that medical school, fellowships, and residencies inchuded courses in pain
management. He received on the job training at his current clinic before purchasiﬁg it, and has,

-prior to the Board’s investigation, treated over five hundred patients, I determined in accordance
with Maryland Rule 5-702 the Resporident is qualified as an expert based on his knowledge,
experience, ti‘aining, and education. Further, the implicit bias that the State argues is in existence
is a factor that will influence the weight accorded to the R_espondent’é testimony.

An expert opinion may be tested for bias. As noted by the Court of Appeals of Maryland
in Wrobleski v. de Lara, 353 Md. 509-(1999):

The professional expert witness advocating the position of one side or the other

has become a fact of life in the litigation process. Practicing lawyers can quickly

and easily locate an expert witness to advocate nearly anything they desire. In

each part of the country, if you need an expert medical witness to state that

plaintiff suffered a whiplash injury, call expert X; if you need a medical expert to

dispute that fact, call expert Y, The use of the expert witness has become so

prevalent that certain expert witnesses now derive a significant portion of their
total income from litigated matters.

1d. at 515-516 (internal citations omitted). Although Dr. [Ilfllbes testified for the State
previously, he has no personal comaeétion with the Respondent, and no apparent inter;ast in the
outcome of the hearing. He was compensated by the State for the time he took to review the
Respondcnt’s records and had no role in determining whether the ‘Respondent will be sanctioned.
Additionally, Dr‘. testified he does not derive a significant amount of his income from

' testifying as an expert in matters such as the instant case,

126 The State argued the Respondent is not recognized as a board-certified pain management specialist. 1do not find
this argument changes my determination of whether the Respondent should be qualified as an expert.
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© . The Respondent has a clear bias, as he most certainly has an interest in the outcome of
the hearing and wants to be able to continue practicing. This bias, however, goes to the weight
of the Respondent’s expert testimotty and I have weighed his testimony accordingly.
~ Inote that Dr. -and the Respondent are more familiar than T am with the technical, .
scientific, and medi;:al terms used. Ideferred to both experts on some of the issues before me
and evaluated their opinions as to whetﬁer the Respoﬁden_t failed to meet the standard of care for
| quality medical care or failed to keep adequate medical records and gave those opinions the
weight that I determined the;IJ deserved.
In analyzing the evidence, I have assessed the Respondent’s credibility. His responses
Jargely were supported by the evidence of record. He testified consistently and aclméwledged
some of the areas in Whlch he failed to keep adequate medical records such as PDMP tracking
and recordlng d1scussmns regardmg patient risk. For these reasons I found hlS testimony to be
credibie.
Medical Record Keeping and Breach of the Standard of Care
Dr. -opined regarding the requitement for physicians to create and maintain adequaté
records. He opine@ that inadequate record keeping in and of itself, is a breach of the standard o'f
care. He explained, a well understood tenet in medical practice is that if something is not written
down, it did not occur. He testified that adequate medical progress notes require the use of the
SOAP method. The physician includes subjective repotts of the patient along with a review of
the patient’s medical notes, the physician’s o‘ﬁjectivé observations and findings, the physician’s
impression of the patient’s condition or clinical diagnoses based on subjective and objective
observations, and a treatment plan. While Dr. -acknowledged the Respondent employed this

‘method, he opined the Respondent failed to include si gnificant details, making it difficult to
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determine whether he complied \ﬁith the standard of care. Specifically, Dr. Il opined the
Respondent failed to include the following ca’.tegories of details in his progresé notes;
(H) Justifi_caﬁon of high doses of opioids or inci'eases in patient’s dosagcé, _(2)_ PDMP rewl}iew, (3)
addressing aberrant or inconsistent u.;fine 6rug screen results, (3) recommendations for altc;mgtive
. theréipi_es,- (4) attempts to taper or reduce opioid dosages, and (5) discussion of dangerous risk
factoré. Each category is discussed below:
1.’. Justification of high dose§ of opioids or increases in patient’s dosages (Al

Pr. - opined that the Guideline applied to all physicians, including pain management
specialists. Although the State and Dr.Jeferred to the Guideline, it was never offered into
evidence. The Respondent, referred to a CDC media staterent (Statement) published on April
24,2019, that advised against misapplication of the Guideline due to potentié.l risks to.patient
health and safety. The Statement, which was offered and admitied into evidence states the
following:

CDC is raising awareness about the following issues that could put patients at
risk:

. Misapplication of recommendations to populations outside of the
Guideline’s scope. The guideline is intended for primary care clinicians tfreating
chronic pain for patienis 18 and older. Examples of misapplication include
applying the Guideline to patients in active cancer treatment, patients
experiencing acute sickle cell crises, or patients experiencing post-surgical pain.

. Misapplication of the guidelines dosage recommendation that results
in hard limits or cutting off opioids. The Guideline states, “When opioids are
started, clinicians should presctibe the lowest effective dosage. Clinicians
should...gvoid increasing dosage to greater than 90 MME per day or carefully
justify a decision to titrate dosage to greater than 90 MME per day.”

X The guideline does not support abrupt tapering or sudden
discontinuation of opioids. These practices can result in severe opioid
withdrawal symptoms including pain and psychological distress, and some
patients might seek other sources of opioids. In addition, policies that mandate
hard limits conflict with the guidelines emphasis on individualized assessment of
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the benefits and risks of opioids given the specific circumstances and unique
needs of cach patient.

The Guideline was developed to ensure that primary care clinicians work with
their patients to consider all safe and effective treatment options for pain
management, CDC encourages clinicians to continue to use their clinical
judgment, base treatment on what they know about their patients, maximize use of
safe and effective non opioid treatments, and consider the use of opioids only if
their benefits are likely. to outweigh their risks.

The Guideline includes guidance on management of opioids in-patients already
receiving them long term at high dosages, including advice to providers to:

Maximize nonopioid treatment

Emphatically review risks associated with continuing high dose opioids
Collaborate with patients who agree to taper their dose

If tapering, taper slowly enough to minimize withdrawal symptoms
Individualize the pace of tapering

Closely monitor and mitigate overdose risk for patients who continue to
take high dose opioids

Some Policies. Practices Attributed to the Guideline are Inconsistent with ifs Recommendations,
CDC Media Statement, April 24, 2019 (Emphasis added).'*’ '

The Respondent opined that careful justification of high dosage prescriptions is only
required \r;rhen patients are beiﬁg.treated with a dosage of over 150 MME He also testi_ﬁed the
requirement for careful justification at dosages over 90 MME is limited to primary care
physic;ians not pain management specialists. The Respondent testified that it is a common
practice for pain managemerit specialists to prescribe high doses of opioids. The Respondent
further argued the Guideline is not a black and whi"ce rule and as the treating physician, he is in a
ynique position of knowing his patients petsonality over many years and understanding their paig

jssues to make individualized treatment plans,'2®

21 i Ex. 14, p. 1.
128 17
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‘When interpfeting a statute, the analysis. typically begins by first looking to the normal,
plain meaning of the language of the statute.!2® While it is clear the Statement is not a étatute;,
the same principles of interpretation apply. If the Statement’s language is unambiguous and
consistent with its purpose, rrly review ceases and I will apply the normal and plain meaning of
the Statement.? If a statute is unambiguous, the words clearly disclose the legislative intention.
The Statement’s plain language establishes that the purpose of the St.aterlnent is to advise agajﬂst
the misapplications of the Guideline that can risk patient health and safety. In an effort to
improve opioid prescribing and reduce épioid misuse and overdose, the Statement warns against
- hard limits or “cutting off” of opioids, outlines examples of misapplication of the Guideline,

encourages individualized treatment plans and close fnonitoring of patients on high dosages of
opioids, and highlights advice from the Guideline that is critical for safe and effective
implementation of the Guideline.!! |

In its discussion of the misapplication of the Guideline recommendations to populations
oufside of the Guideline’s scope, the plain language of the Sta;cemcnt demonstrates that the
Guideline is intended for primarf care clinicians treating chronic pain for patients eighteen and
older and provides exatples of misappiication of the Guideline particularly to patienfé in active
cancer treatment or patients experiencing post-surgical pain. The Statement doés nét specifically

" refer fo pain ma..nagement specialists. -

The Statement specifically refers to patients who are started.on opioids, the need to

prescribe the lowest effective dosage, the need for clinicians to avoid increasing dosages to

greater than 950 MME or to carefuﬁy justify a decision to titrate dosage to greater than 90 MME.

129 svaw, LLC v. City of Annapolis, 452 Md. 314 (2017); Twigg v. State, 447 Md. 1 (2016); Preston v. State, 444

Md. 67 (2015); Walker v. State, 432 Md. 587, 295 (2013); In re Sean M., 430 Md. 695 (2013); 20A ML.E. Statutes
§ 68 (2022).

130 Id

131 J Bx, 14, p. 1.
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The Statement also notes that the CDC does not recommend or suggest disc-:‘ontinuing opioids
already pregcribe& at higher doses.

A separate section of the Statement includes guidance on management of oi)ioids in
patients al,ready.receivin'g therﬁ at long-term high dosages and includes advice for “providers”
such as emphatidally reviewiﬁg risks associated with continuing high does opioids, oollaborgting
with patients who agree to taper their doses, slow tapering to minimize withdrawal symptoms,
and closely monitoring patients to mitigate overdose risks for patients who éonﬁnue to take high
doses. . |

Both Dr.-and the Respondent acknowledged that pain management providers utilize
many of the tools suggested in the article for Jong-term high dose patients. The Statement
specifically notes that the Guideline does not apply to patients who ha\.re post-surgical pain and
diffarentiatgs between patients starting an opioid regimen from patients who are already on high
dosage pain medications. AIt also differentiates patients receiving high dosage opieids on a

.iong-tenn basis from patients who are iniﬁating an 6pi0id regimen.

Based on the Statement’s plain language, I find the Guideline’s advisement'regérding
careful juétification for the prescribing of opioids over 90 MME does not ai)ply to the ten
patients identified by the state. All ten patients were already on high dosages when they began
treatment with the Respondent and are long-term high dosage patients. Additionally, while I find
that patients BC, SB, CU, CM and PF were post-surgical, the Respondent did not_indicate in hig
notes whetiier tlye pain that they were experiencing was post-surgical pain. This makes it
difﬁ(‘;tﬂt to determine whether his patients are even contemplated by the Guideline, as noted by
the Statément.

Notwithstanding, the Respondent opined that careful justification is required for opioid

doses of greater than 150 MME. All but one (PF) of the ten patients selected for review were
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receiving dosages weﬂ beyond 150 MME 132 By the Respondent’s owa admission, the standard
of care required him to provide careful justification for at least nine out of the ten patlents

While Ido not fmd _the Guidelinc specifically applies to pain management providers, the
Statcment nevcrtheless 1dent1ﬁes overarchmg canons for prescnbmg high dosage 0p101ds that
were acknowledged by the Respondent and Dr. - For example, the Statemcnt requires
provider_s to “closely monitor and mitigatc overdose risk for patients who continue to take high
dose opioids” and to “maximize non-opioid treatment”, i_.e., close monitoring requires
docurnentation and discussions regarding alternative therapies should be noted.'* Dr. -
opined, and 1 find, documentation of careful justiﬁcation is necessary due to the risk of death and |
potential for misuse and the neeci for continuity of care, so that subsequent providers know the
rationale behind the Respondent’s care or treatment. A lack of careful justification or
documentation is inadequate record keeping and a breach of the standard of care.
2. Careful Justification |

Dr.asserted he expects a fain management provider who prescribes high doses to lay
* out the patient’s problems or issues in their notes, include what the patient is suffering from,
provide medical evidence of imaging studies and consultations from outside providers or
orthopedic surgeons, clearly outlining their issues, and then propose a therapy. Dr-opined
that he expects the provider to then justify the risk By clearly docurnenting how the provider is
monitoring that therapy through the benefits the patient is e;(pericncing as evidenced by notes-
regarding increased activity, improved pain scores, improved survey scores on functional

capacity reports. Dr Il explained, “That is the type of thinking process and documentation that

132 1t Bx. 5.
132 pr [ and Respondent, Testimony.
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1 e.xpect for a patient that is taking a very dangerous combination of medications. Not justa
simple laundry list of issues and medications that they are taking.”1%*

The Respondent testified that he included the justification for high dose prescriptions in
his SOAP note. He explained that simply lisﬁr}g the pain diagnoses_ such as neck pain, low back
pain, degenerative disease in the lumbaz, ete., is sufficient to justify the use of high dose
medicé’cions. He opined the standard of care does not require him to use a specific rating system
or pain scale and that inétead, he asks his patients questions to determine the functional inipact of
their chronic pain on their activities of daily living. He explained, “Examples of questions that [
would ask my patients to determine the functional impact of their chronic pain while sitting,
standing, or driving mcludé,‘are you having any pmblem‘s with showering, dressing, sitting,
standing, working, groceries?”!** He noted that he asks if their pain is getting better or worse
and hov;r they are gleeping. The Respondent explained that these inquiries are important,
“[Blecause it means that the regimen needs to be adjusted or it means the patient needs other
modalities like physical therapy or epidurai steroidal injections or maybe é referral to a
nemosﬁgcon or repeat MRI or some:thing.””'6

The Respondent opined that a failure to include patient responses is not indicative of a
failure to abide by the standard of care. The Respondent testified that he documents patient
responses ;PVhen a patient answers his questions in the affirmative. |

The.ReSpondent argued that his SOAP ﬂotes in all ten cases provided sufficient
justification for the high dosage medication regimens he prés.cribed. The Respondent also noted

that he generally followed the same pattern-of “justification” in all ten patient records, thus in

analyzing this particular issue, I will highlight a few of those patients below.

13 pr, Sl Testimony.
133 Respondent, Testimony.
136 Respondent, Testimony.

68




| Patient AC .

Dr.- opined that AC was maintained on high doses of narcotics at 250 MME and the
Respondent failed to document justification for the use of such high doses. He noted that her
prior pain provider mentioned an MRI report that showed mild disc disease wﬁh minimal
impairment to her nerves that was not included in the Respondent’s notes. Dr.-opined the
patient did not have any surgical consultation frqm spinal or orthopedic surgeons for the purpose
of evaluating the pathology in her lumbar, spine, hips, an& knees ‘:vhere her primary areas of pain
-arc located. He .averred without a clear undérsfanding of the pafhology, the high dose opioid
regimen is difficult to justify.”*’ |

The Respondent testified when the patient came to his practice, she was already on a
medication regiment wifh doses over 90 MME, as she was taking oxycodone, 15 mg three times .
a day and a fentanyl patch, 15 meg. The'Respondent. exi;lained he increased the patient’s
medication because she was not getting, “the responsc;, at the 15 meg every forty-eight hou;s with
the fentany! patch. She was sﬁll in pain and could not do activities of daily living and she could
not sleep.” He stated that he documented the problems including neck pain, hip pain, and knee
pain as justification for the high dosages he prescribed.

| Dr.-op'med that BC was maintained on high doses of narcotics at 290 MME and the
Respondent failed to document justification for the use of such high doses. In his report Dr.-
nofed, “The p;atient has had a history of lumbar fusion and laminectomy but there is verj Hittle
detail regarding the history of the pathology. For example, did his pain develop after surgery due
. to complications or is this the same pain before his surgery? Is his new pain related to another

pathology above the fusion? Is there a nerve conduction study that correlates the patient’s pain

137 Jt Bx. 9, p. 3
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symptoms? Is there potential hardware malfunction or need for further surgery that patients want -

to avoid?” Dr. - also opined there is a paucity of records and inadequate monitoring of the
patient’s prescriptions.

The Réspondent explained that when the patient presented at his practice, he was already
on 90 MME (oxycodone 15 mg). The Respondent testified tha‘_t he obtained BC’s records from
his primary care physician along with MRI reports from T ich showed exténsiw;fe
hardware in _his lower back from the prior surgeries that were conducted. The Respondent noted
that he conducted a toxicology screen before accépting him as a patient. “And once everything
came back, I determined that I could see the patient. I added on a fentanyl patch with a strength
of 15 micrograms., And [ was ai_)le to stabilize his pain.”

Patient SB

Dr. -opined that SB was maintained on high dosés of narcotics at 293 MME per day
and the Respondent failed to document justification for the use of such high doses. In his report,
Dr. -not_ed, “The patient has had a hist‘_ory ot'" Jumber schwannoma resection but thete is very
little detail regarding the history of the pathology. For example, did her pain develop after
sutgery due to complications or is this the same pain before the surgery? Is this new pain related
to stenosis found on her MRI in 20197 Is there a nerve conduction study that correlates the
patient’s pain symptoms? Like the prior cases not enough information is offered regarding the
patient’s pain pathology and multiple opinions from different specia_iists in support of her
treatment, this high dose opioid regimen is difficult to justify »138

The Respondent testified that he was seeing SB lfor two years and when she arrived at his
office the p;tient was already on a medication regimen in excess of 90 MME. The Respondent

noted that he took the additional step of having his own MRI done in 2019. He explained, “[A]

138 Dy, [ Testimony.
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doctor is permltted to beheve or accept the hlstory that is provided to them by the patwnt * He
contended, “With regard to the increase in medication in the main body of the history and
physical, [prescribed] morphine extended release three times a day whlch worked for the first
three weeks and then it stopped working. With regard to justification, I write the diagnosis in my
1mpress1on Wthh is severe chromc low back pam with bilateral weakness sciatica down both

legs, a Bistbry of lumbar surgery with rcmoval of Tumbar synovial in 2014 and bilateral severe

knee pain.”!*

In his medical notes for pa"cicnts AC, BC, and SB, thr:: Respondent appears to rely heavily
on the subjective reports of the patient. Based on his testimony, and in accordance with the
standard of care outlined by Dr. -he asks the patient questions regarding the- impact of their
pain on their functional capacity and activities of daily living, hé reviews and orders medical
records, and phfsically examines his patients to devise a treatment plan. The Respondent did not
consistently indicate in his SOAP note that he asked the patients these questions, although he did
at fimes document that a patient was not able to engage in some of their daily activities. While
Dr.-icknowiedged it is not a breach of the standard of care to rely on a patient’s subjective
observations, he also opined tﬁe standard of care is to look to a variety of sources to evaluate the
pathology of the patient’s pain and take appropriate hotes to justify a treatment plan. In
accordance with the standard of care, I find a simple listing of diagnoses to be insufficient
medical r‘ecord keeping. While I find, based on the Respondent’s testimony, the Respondent
abided by some portions of the standard of care in practice, his notes were pot in full compliance.

Where the Respondent.provided some expianation for an increase in dosage, Dr.-
opined that he disagreéc_i with the Respondent’s reasoning for the high dosage of opioids he

prescribed for SB. Dr.-':xplained that he disagreed with the Respondent’s claim in his letter

139 1y Bx, 5(c), p. 180415,
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that, “[I]t is not surprising that the morphine ER-had to be .increase;d to 60 miliiérams three t_imes
a day because morphine IR is a weaker narcotic then methadone 10 milligrams twice a day. The
methadone 10 milligram twice a day is a very strong and potent narcotic, and the morphine ER
comparatively ié a weak narcotie.”™ Dr. -opined that the Respondent justified using the
high dosage of morphine ER because it is weaker narcotic than methadone, however it is idea!
and more effective to use a lower dose of narcotic. AI'Ie noted, on the other hand, if you tﬁke a

: weéker medication and prescribe very high doses of it, the potency does not matter 5eoagse the
amount tilat you are using overwhelms the low potency of the medication, !

In SB’s case, where the Respondent provided some justificatibn for an increase in
dosage, the justification was not in line with the standard of care to use the lowest effective dose
as outlined by Dr-

Pat'ient CU

Dr.-;)pined that QU was maintained on high doses of parcotics at 353 MME per day
~ and the Resﬁondent failed to document justification for the use of such high doses. Dr, - ,
noted, “Given the eﬁent of the patient’s trauma and surgery, there is little question regarding the
patient's pain pathology [which] gives merit for using opioids té help control the patient’s
suffering. However, prescribing such an extraordinary le\'rel of opicids requires an extraordinary
explanation of the risks and benefits. For example, it is unclear why the patient's oxymorphoﬁe
ER 30 mg was increased to 40 mg.”“?2 He then referred to a medical note dated
October 31,2018 tha;i stated, “[H]e is on oxymorphone ER 30 mg and ﬁxycodone i5mg ﬁve-:

times a day. Pain is much better controlled.” Despite this note, the Respondent increased the

Wi Ex. 9,p 7.
141 Py [ Testimony.
12 ¢ Bx, 9, p. 10: Bx. 5(d), p. IS0514.
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’ ddsége of oxymorphone to 40 mg, without e).{planation. Dr-opined, if the pain is better.
controlled at 30 mg, there would be'no néed to increase the patient’s pain medication and noted
there i a disconnect between the Respondénf’s history and physical impression note and his

treatment plan,

According to Dr. -without explanation, the long acting oxymorpﬁone ER went from
61% of the patient’s daily medication load t0 268%.” He further opined, “For a functional
patient who is not in palliative care for terminal iilncsé, I typically prescribe a ratio between 30 to
40% extended release or long-acting medication and 60 to 70% immediate release. The higher

| extended-release ratios will allow the patient to be more comfortable for a longer period but at
the cost of higherrisk of extended periods of respiratory depression and sedation leading to
complications [and] the exception to the rule is patients who have a terminal illness, who are
bedridden, and have no capacity left. Itis geperally safer to prescribe a higher dose of
immediate release opioids depending on the patient's abuse potential profile. "%

The Respondent argued the patient came to his practice with an MME over 90 and had
been to multiple providers. The Respondent explained the patient sought care outside of his last
providet, _n Frederick, because his medication was being cut- in half, 44

The Respondent averred and Dr.-igreed'that abruptly cutting the patient’s medication
is inconsistent with CDC guidelines and a violation of the standard of care. The Respondent
noted the patient was fully comp;liant with his treatment plan, had consistent UDS drug samples,
and never had a “bad test.”!*

1t is concerning that aftler a positive report from patient CU, the Respondent’s note

'indicates that he increased CU’s dosage without explanation. While the Respondent’s reasoning

11 pr. I Testimony.
Wa e By, 5(d), p. ISO538.
M3 Dr, Testimony; Respondent, Testimony.
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for increasing the patient’s medication dosage may have been justified, the Respondent failed to
indicate his reasoning in the medical note, rendering it inadequate and a breach of the _standard of
care.

Patient CM }

Dr.- opined that CM 'was maintained on high doses of narcotics at 270 MME per day
and the Respondent failed to décumént justification for the use of such high doses. CM had
three lumbar surgeries, the last being a imnbar fusion in January 2018. Dr. -noted there were
1o other outside records made available by the Respondent to justify the use of such high doses.
He testified the Respondent®s note should include supportihg information and documentation of
the patient’s need for continued use of opioids and compliance with an opioid monitoring
program. Dr. - asserted the Respondent could have described how the patient benefits from
opioids using pain scores and functional capacity levels and documented whether the patient was
experiencing side effects such as respiratory depression or bonstipation.

Dr.-also testified the Respondent increased and changed the patient’s medication
without docurpentation. ﬁe cited a medication note dated Noyember 19, 2018, where the
Respondent replaced Morphine ER 30 mg with Oxymorphione 20 mg without including an
explanation for the change.'*®

The Respondent argued the patieni: came to his practice with an MME over 90. He |
testified the panent’s prior provider was in Virginia and he relocated to Maryland ‘He testified
the patient provided him with an MRI at his second v131t and came back with additional records
which the Respondent reported he reviewed and then prescrlbed a medication regimen

accordingly.!4” He noted the patient was not functional on short acting narcotic, Percocet, so he

6 3¢ Ex. 5(e), p. 13.
7 i, Ex. 5(e) pp. [S0607-609, 611-612, 615-618, 619-25, 641
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added mo;]'l)h:ine,' a 10ng-a;:ting n;;urcotic, for better pain control. He stated he later reﬁlace'd the
morphine he prescribeci with oxymo1phoﬁe because the patient developed a morphine allefgy.m
'. While I find the Respondsﬁt’é testimc;ny to be consistent with the record, 1 agreé‘with Dr.

-that hé should have included ;{ﬁe‘reas'on for the change in medication. Just as he géwe cérefui
jusﬁﬁchtion during his te-s.timony.f, the Rcspohdent could have included a n;)te in'dic;aﬁ;lg.mat he
chgnged the patient’s medication f;'om morphine to oxymorphone becau‘se the patient developed
a morphine allergy. -

Patient PE '

Dr. -opined PF was maintained on high doses of narcotics at 113 MME per day and
the Respondent failed to docmnent‘justiﬁcation for the.use of such high doses. Dr. -noted a
deep concern over thé Respondent’s willingness to appease a patient’s request for more opioids
rather than discuss medical justificatién for 1t when he states, “She wants to increase the dose of
oxycodone to 15 mg...I said OKAY."'¥ Dr.- acknowledged the Respondent may have l;ad a
more in-depth Qisoussion and a thorough rationale for the increased dosage, however, it was not
documented. He explained, even though the Respondent may -have had good intentions, he
cannot read the Respondent’s mind and he was left without documentation of a clear justiﬁ.cation
of why the Respondent agreed to prescribe the increased dosage.

The Respondent again pointed to the patient’s list of diagnoses as sufficient justification.
He explained his plan was to slowly increase oxycodone, {hat he wanted to add on a long-acting
medicatioﬁ, however it was not approved by the patient’s insurance. He noted he increased the

dosage of the oxycodone because of the patient’s persistent pain,!*°

148 R espondent, Testimony.
149 14, Ex. S(), p. 180712,
150 Respondent, Testimony.
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' Tiae Respondent argued in practice he met the standard of care and was not required to
-document everything D_r.-suggestcd. He argued the Guideline, was just that, a guideline, not
a mandate. While acknowledging tﬁat there was room for improvement, he rnaiptalineci that his
medical records were adequate. He charaéteriz_ed the difference between Dr. .s testimony
and his testimony as best practice versus standard of care. disagree. Given the risk of harm to .
patients on high doses of opioids, I find the State has met its burden to sﬂow that it is more likely
than not that the Respondent was required to provide careful justification in his medical notes.

Addiﬁonaﬂy, it is highly concerning that the Respondent would indicate in his note that
he increased the patient’s dosage amount after she asked without providing any additional
explanation.

3. PDMP Review, Risk Benefit Assessment, Discussion of Risk Factors

Dr. .opined a SOAP note should include how the patient is being followed by the
provider, for example with pill counts, prine drug testing, or PDMP data to show that the benefits
of the high dose therapy are worth the risks and close monitoring to minimize those risks.

The State alleged and the Respondent apkndwlédged he failed to record his revie\‘w of
pqtient PDMP data. - Based on the Respondent’s own admission, I find Ee breached the standard
of cate for recording PDMP reviews in his medic;al notes, 51

According to Dr. JJJ the risk calculation should be presented very clearly in the
impression and plan. The Respondent testified that he asked patients three questions to

determine their risk of abuse or misuse; “Have you taken medication from a relative, which is a

Blifg prescriber decides to prescribe or continue to presctibe an opioid or 2 benzodiazepine after requesting
prescription monitoring data from the Program and assessing the prescription monitoring data, the prescriber shall
document in the patient's medical record that the prescription monitoring data was requested and assegsed. Md.
Code Ann., Health-Gen. § 21-2A-04.2(a)(2).
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sign of abuse. Have you gone to the emergency room? This is a sign of abuse and shows the .
patient is finishing medicatiéns faster and they need more.. Are yc_-ti finishing your medication
faster than the month is out? Thls can tean the mcdication is not working or they are taking
extra to get high.” The Respondent explained he does not ask his patients the above questions
every visit but does so every sixty days. The Respondent noted he included positive answers in
his notes and opined the standard of care does not require him to document answers that are in
the negative. |

Th'e Respondent asserted he complies with the standard of care for assessing the risk of
abuse or misuse by having his patients take a urine drug test at every visit to get an
understanding of what the patient is doing. The Respondent explained the practice bas a
bathroom and the laboratory can check to confirm whether the samples are from an animal or
human,

Dr..Jopined that the standard of care reqﬁires the Respondent to state what he is
thinking, note the benefits and risks of the prescribed therapy, monitor the respbnses to that
therapy, use CRISP, have patients éngage in self-assessments with questionnaires, and urine
screenings every three to six months. While acknowledging that monthly screenings are not a
breach of the standard of care, Dr-explained random screenings are ideal because patients
can prepare for tests when they are monthly.

Dr. - averred that each paﬁent’s circqmstanc;a provides a variety of ways to look at the
standard of care. He explained even when the basic requirements were met, the Respendent still
needed to assess whether the patient’s risk should continue and provide a basis. He noted the
Respondent’s notes had a paucity of information to cven get to this stage and given that the

Respondent did not record it, he could not determine whether those assessments were done.
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Dr. .also noted the Respondent failed to note that patient AC and BC were married
and living in the same household, He explained two patients living together can incréase the risk
o‘f abuse or misuse because they have access to the other’s medication. The Respondent made no
effort to docuinent this ri;k, nor did he include any discussiqn regarding whether he discussed it
with his patients or altered his rﬁonitoring to account for their living circumstance.

I agree with Dr, -s assessment, by failing to prowde enough details regardmg risk of
abuse or misuse, the Respondent breached the standard of care as to all ten patients.

4. Addressing Aberrant or Inconsistent Urme Drug Screen Resz.dts

0;1 multiple occasions the Respondent failed to document the inconsistent drug screen
resulté of CM, JA, KX, SL and TP and continued prescribing to patients as if nothing occurred.
Patient CM tested .positive for cocaine three times (August 23, 2019,'S_eptember 23,2019, and |
November 19, 2020} before he was discharged.!'2 Other tests were positive for suboxone
(December 2, 2019), fentanyl (July 23, 2019), and h)l;drocodone and tramadol (Ma)} 6,2019),153
Despite what appears to be an abuse of medications, the Respondem continued to prescribe and
made no note of a discussion with the patient or acknowledgement of the issue.

The Respondent festiﬁéd he was not sure if the pbsitive tests wete accurate because the
laboratory that his clinic used was getting false positives for fentanyl and suboxone and that he
had the patient sign a probation contract for illicit substances. The Respondent testified he could
not remember when the false positives occurred but remembered it was sometime in 2019 and

the problem may have lasted for about three to six months. The Respondent also asserted the

152 Jt, Bx. 5(e), pp. 150662, 130660, IS0651.
153 Jt. Ex, 5(e), pp. IS0657, 1S0664, IS0667.
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cocaine that was revealed on the patient’s urine test results showed up in minute amounts. The
Respondent testified that he discharged the patient after “three strikes” of testing positive for
cocaine.

While some of CM’s inconsistent results cleuld have resulted from false positivesin 2019,
it does not negate the fact that the Respondent made no note of the inconsistencies in his
progx;f.:ss notes until May 2020, in his last note and around the *gime that he would have received
the news that he was being investigéted by the Board.

Dr. -opmcd that discharging CM after three tests demonstrated an unwillingness to
dlscharge and is a breach of the standard of conduct. Dr -opmed that CM shouid have been
discharged afier the first positive cocaine test because it is an ilkicit substance. Dr,-
acknowledged; however, it should be left up to the provider to determine what watrants
immediate; _discharge. Fach patient signs an opioid agreement agreeing to not, among other
things, teke illicit substances or other drugs. The Respondent opined that he is in a better
position to aetennine whether discharge is appropriate.

The Responderﬁ did not breach the standard of care because he discharged CM after three
positive cocaine tests or gave his patienfs second and ‘third chances. He breached the standard of
. care because he did not record any information regarding the patient’s inconsistent urine drug
screens, how that impacted the patient’s treatment, what patients said regarding the
inconsistencies, or his concerns regarding misuse or abuse. Similarly, he failed to take note or
discuss the inconsistent screens of J A; KK, SL, and T?.154 Due to the lack of detail in his notes,
it is difficult to discern whether the Respondent addreésed the inconsistencies in any way or why
it did not change his prescribing behavior. This inédequate record keeping was a breach of the

standard of care as to patients CM, JA, KK, SL, and TP.

1% 1+ Ex. 9,pp. 17,19,21,23,
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5. Recommendations for Alternative Therapies-

| Dr. -opinéd the Respondent failed to disouss the need for patients CU, KK, JA, and
SL o try alternative therapies."™ He noted if a patient has tried alte_rnati\}e therapies, it should be
docmnente_d and reﬁorted. The Respondent testified that he did not record discussions regarding
therapy becausé he would not document the fact that a patient 1s not doing something. He
explained typically his patients have failed other modalities, so by the time they come to him,
* they have gone thrﬁugh a lot and are on chronic opioid theré.py.

While I find the Respogdent’s explanation to be reasonable, the standard of care
acknowledged by both the Respondent and Dr.-requires providers to discuss alternative
therapy _&uring follow-up visits. The Respondent should have documented if he engaged in this
_type of dig;cussion with the above-named pattents because I am unable to determine whether he
did so because it is not in his progress notes. The Respondent failed to maintain adequate
medical records for patients CU, JA, KK, SL, théreby breaching the standard of care.

6. Attempts to Taper or Reduce Opioid Dosages

Dr. -testiﬁed patient AC was in the process of having her medications tapered down at
Smart Pain Management: He e){plained that when the Respondent took over her care, rather than
continning to wean the pat1ent the Respondent increased her dosage to 270 MME without
justification. He opined patients AC and TP were taking a da.ngerous combination of op101d
benzodiazepine, and Soma, which is highly abused. He expiained the euphoric effects of the
Soma and op101d combmatmn can mask the depressive effect of the benzodxazepme and patients
are unable to self-momtor their breathing and easily overdose. He opined the nsks outweigh the

benefits. Dr. .also acknowledged, however, the prescribing of the combination of

55 . Ex. 16,
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medication, is not in itself a breach of the standard of care but that the Respondent needed to
eventually wean the patient and document his careful monitoring.”

The Respondent testified thét patient AC had chronic pain and when she came to his
practice,'she was already 'ta]_s:ing over 150 MME He noted déspite tﬁis, the patient could not
complete her activitiés qf daily living and could not sleep. He further noted she was not getting
any relief. He explained he did not believe it was appropriate for her to be weaned at the. time
due to her high pain index that was uncontrollad'by her current medication regimen. He asserted
weaning would have worsened her condition and she would have suffered from withdrawal. He
noted thgt'CDC guidelines state that weaning abruptly is harmful to the patient and as a result, he
decided not fo wean her. He reported that he ordered tests to determine the pathology of her pain
- but was unable tho obtain her 1_'ecords because insurance turned it down.

Regarding the medication combination, the Respondent no.ted he continued prescribing
the same combination because the patient was already stable, was tolerant of the mcdic.en‘ioﬁ, and
had failed other muscle relaxants.

Similarly, with TP, .the Respondent repérted that he was already on a medication regimen
of over 90 MME. The Respondent expiaihed he increased the patient’s medication to address his
severe carpal tunnel, pinched nerve in his lower back and tesultant sciatica, He testified he saw
him three times before he Wcﬁt to jail. He reported there was a lack of records for TP because he
was incarcerated for-two years before returning to his practice.

While I do not find the Respondent’s plan to treat patients AC and TP with the
combination of opioid, benzodiazepine, and Soma to be a breach of the standard of care, I find
the lack of documentation to be a breach of the standard of care. Dr.-testiﬁed {hat all
patients can obtain a copy of their own medical records. It is not reasonable that after insurance

denied the Respondent’s request for AC’s medical records, that the inquiry stopped there.
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Furthermore, the patient’s subjective reports aré no‘; enough justification for the medication that
‘was prescribed. The Respondent nee‘ded to include supporting information and documentation
including outside medical records, notes on whether the patient was e)_(pe_riencing side effects
incﬁ:ding respiratory depressioﬁ, and risk assessments.. This inadequate record keeping,
constitutes a breach of the standard of care.

Based on the above findings, I conclude the State has shown by a preponderance of
evidence that the Respondent breached the standard of care due to inadequate medical record
keeping. | | |

Iplaced a considergble amount of weight on the tesﬁmony_prbvided by both the
Respondent and Dr. - however in weighing the testimony in accordance with the apparent
bias, I accorded more weight to Dr. -s expert testimony.

Sanctions .

The State seeks to impose the disciplinary sanctions of three years of supervised
proi;ation, a lifetime-ban from prescribing opicids and/or alternatively a sixteen- to twenty-hour
course on prescribing 6pi0id$ é_afeiy.‘ss

COMAR sets out sanctioning guidelines.' Under the applicable law, I may propose a
sanctioﬁ not less severe than the minimum Ksted in the sanctioning guidelines nor more severe
than the maximum listed in the sanctioning guidelines for each offense.’*® Depending on the
facts and circumstances of each case, and o the exteﬁt that the facts and circumstances apply, I -

may consider the aggravating and mitigating factors,'”

156 Md. Code Anm., Health Occ. § 14-404(2) (2021); COMAR 10.32.02.09B(5) (a-c, g), (6)(c); COMAR
10.32,02.10. '

I5T COMAR 10.32.02.10; COMAR 10.32.02.10.

158 COMAR 10.32.02.09A(2).

159 COMAR 10.32.02.09B(5) (a, ¢, g), 6(c).
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In the instant case, the mitigating factors inclgde: the absegce of a prior disciplinary
record; tfl_e Respondent voitmtarily admitted to the misconduct, the Respondent made full
disclosure to the disciplinary panel aﬁd was cooperative during the disciplinary panel
proceedings, and the misconduct was not premeditated.'® The aggravating factor to consider is
that the offense had the potential for causing patient harm, ¢!

Based on the above five mitigating factors and one aggravating factor, I find the State’s
request for a lifetime-ban from prescribing épioids to be unreasonable, The Respondent
vocalized a willingness to improve in the areas identified by the Board and there is no record of
_ any prior disciplinary action. He has complied with the State’s investigation and based on his
and Dr.-’é testimony, his misconduct was not done on purpose. I agree with the State that the
Respondent needs to be supervised in his practice to ensure that he abides by the applicable
standards of care and needs instructional guidance to p;ovide a refreshe_r on standards of care in
opioid prescribing and medical record kéeping. As such, [ propose the follbv?ing sanctions: three
years of supervised probation and a twenty-hour course on abiding by appropriéte standards of

care in medical record keeping and opioid prescribing.*®*

Cease and Desist Order

E‘or‘th.e same reasons highlighted above for sanctions, the Cease and Desist Order shall be
. dismissed once the.patiént has taken the above proposed twenty-hour course on abiding by
appropriate standards of care‘in medical record keeping and opioid prescribing. With instruction
and_ supervision, I do not find the Respondent continues to pose 4 serious risk to the health,

safety, and welfare of patients.'®?

10 COMAR. 10.32,02.09B(2).
, 161 Id

182 COMAR 10.32.02.098(2); COMAR 10.32.02.10(B) (22, 40)
163 Health Occ. § 14-206(e)(3). :
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PROPOSED CONCLUSIONS OF LAW

Based on the foregoing Findings of Fact and Discussion, I conclude as a matter of law
that the Respondént violated the alleged provisions of the law. Md. Code Ann., Health Occ. -
§ 14-404(a) (22, 40). As aresult, I conclude that the Respondent is subjéct to disciplinary
sanctions of three years of supervised probation and a twenty-hour course on abiding by
appropriate sténdards of care in medical record kecf,ping and opioid prescribing for the cited

violations. Id.; COMAR 10.32.02.09A-B(5)(a), (¢}, (g), (6)(c).

PROPOSED DISPOSITION

I PROPOSE that charges filed by the Maryland Ste.lte Board of Physicians against the
Respondent on June 29, 2021 be UPHELD; and

I ?ROPOSE that the Respondent be sanctioned by three years of supervised probation
and a twenty-hour course on abiding by appropriate standatds of care in medical récord keeping
and opioid prescribing; and

1 _PROPIOSE that the Cease and Desist Order entered on June 29, 2021 be VACATED
upon the Respondent’s completion of a tWenty-hour course on a’oiding by appropriate standards

of care in medical record keeping and opioid prescribing.

April 8,.2022 : -

Date Decision Mailed " . Abena Y. Williams
~Administrative Law Judge
AYW/at -

#197512
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NOTICE OF RIGHTTC 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) (2021); 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 Patferson Avenue, Baltimore, MD, 21215-2299, Atin:
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 (2021);
COMAR 10.32.02.05C. The OAH is not a party to any review process.

Copies Mailed To:

Christine A. Farrelly, Executive Director Thomas J. Whiteford, Esquire
Compliance Administration Law Office ' '
Maryland Board of Physicians 7 Saint Paul Street, #1500

4201 Patterson Avenue ' _ Baltimore, MD 21202
‘Baltimore, MD 21215 ' ' .

: Igbal Sing. MD

Gregory Lockwood, '
Administrative Prosecutor _

Health Occupations Prosecution Nicholas Johansson, Principal Counsel
and Litigation Division , Health Occupations Prosecution
Office of the Attorney General and Litigation Division

300 West Preston Street, Room 201 _ Office of the Attorney General
Baltimore, MD 21201 300 West Preston Street, Room 201

: Baltimore, MD 21201
Rosalind Spellman, Administrative Officer :
Health Occupations Prosecution

and Litigation Division

Office of the Aftorney General

300 West Preston Street, Room 201

Baltimore, MD 21201
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