BEFORE THE
MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS

STATE OF CALIFORNIA

In the Matter of the Accusation Against: )
)
| )

GREGORY SEAN PANICCIA, M.D. ) Case No. 800-2014-004873
e )
Physician's and Surgeon's )
Certificate No. G 76979 )
’ )
Respondent )
' )

DECISION

The attached Stipulated Settlement and Disciplinary Order is hereby
adopted as the Decision and Order of the Medical Board of California, Department
of Consumer Affairs, State of California.

This Decision shall become effective at 5:00 p.m. on December 7 R 2017.

IT IS SO ORDERED: November 7, 2017.

MEDICAL BOARD OF CALIFORNIA

. . | .
W S, gn—
Kristina Lawson, J. D Chalr
Panel B
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XAVIER BECERRA

Attorney General of California
MATTHEW M. DAVIS

Supervising Deputy Attorney General
MARTIN W. HAGAN :

Deputy Attorney General -

‘State Bar No. 155553

600 West Broadway, Suite 1800
San Diego, CA 92101

P.O. Box 85266

San Diego; CA 92186-5266
Telephone: (619) 738-9405
Facsimile: (619) 645-2061

Attorneys for Complainant

BEFORE THE -
MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS

STATE OF CALIFORNIA
In the Matter of the Accusation Against: | Case No. 800—2014-004873
GREGORY SEAN PANICCIA, M.D. o
1908 Sweetwater Road . STIPULATED SETTLEMENT AND
National City, CA 91950 DISCIPLINARY ORDER

Physician’s and Surgeon s Certlﬂcate No.
G 76979

Respondent,

IT IS HEREBY STIPULATED AND AGREED by and between the parties to the above- “

entitled proceedings that the folloWing matters are true: | |
| | ' PARTIES
1. - Kimberly Kirchmeyér (Complainant) is the Eﬁecutive Director of the Medical Board

of California (Board). She brought this action solely in hér official capaqity aﬁd is represented in
this matter by Xavier Becerra, Attorney General of the State of California, by Martin W Hagan,
Deputy Attdrney General. |

2, Respondent Gregory Sean Paniccia, M.D. (Respondent) is represented in this
proceeding by attorney Randy Berg, Esq.,'of Gittler & Bradford, whose address is: 10537 Santa
Monica Blvd., 3rd Floor, Los Angeles, CA 90025-4952. ’ |
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3. Onor about June 28, 1993, the Board issued Physician’s and Surgeon’s Certificate
No. G 76979 to Respondent. The Physician’s and Surgeon’s Certificate was in full force and
effect at all times relevant to the charges brought in Accusation No. 800-2014-00_4873, z_incl will
expire on Septeml)er 30, 2018, unless renewed. | | | |

JURISDICTION

4. OnMay 1, 2017, Accusation No. 800-2014-004873 was filed before the Board, and is
currently pending against Respondent. The Accusation and all other statutorily required
documénts were properly served on Respondent on May 1, 2017. Respondent timely filed his

Notice of Defense contesting the Accusation. A true and correct copy of Accusation No. 800-

2014-004873 is attached as Exhibit A and incorporated herein by reference as if fully set forth

herein.
ADVISEMENT AND WAIVERS

5.  Respondent has carefully reacl, fully discussed with counsel, and understands the
charges and allegations in Accusation No. 800-2014-004873. Respondent has also carefully read,
fully discussed with coimsel,-and understands the effects of this Stipulated Settlement and .
Disciplinary Order.. | | | »

6. Respondent is fully aware of his legél rights in this métter, inéluding the right toa
hearing on th‘e. charges and allegations in the Accusation; thé right to confront and cross-examine

the witnesses against him; the right to present evidence and to testify on his own behalf; the right

o the issuance of subpoenas to compel the attendance of witnesses and the pfoduction of

documents; the right to reconsideration and court review of an adverse decision; and all other
rights acqofded by the California-Aclministrative Procedure Act and other applicable lawé.

7. Having the benefit of counsel, Respohdent voluntarily, knowingly, and intelligently '
waives and givés up éach and every right set forth above. |

CULPABILITY

8.  Respondent admits the truth of each and every charge arld allegation in Accusation
No. 800-2014-004873.
11
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9. Respondent agrees that his Phyéiciari’s and Surgeon’s Certificate is subject to
discib_lin_e and he agrees to be bound by the Board’s imposiﬁon of discipliné as ser forth in the
Disciplinary Order below. |

CONTINGENCY

- 10.. This stipulation shall be subject to approval by the Medical Board of California.
Respondent understands and agrees that counsél for Complainant and the staff of the Medrcal
Board of California may communicate directly with the Board regarding this stipulation and
settlement, without notice to or participation by Respondent or his counsel. By signing the
stipulation, Respondent understands and agrees that he may not withdraw his agree;merrt or seek
to rescirrd the_ stipulation prior to the time the Board considers and acts upon it. If the Boarrl fails
to adopt this stipulation as its Decision and Order, the Stipulated Séttlement and Disciplinary
Order shall be pf no force or effect, ekcept for this paragraph, it shall be inadmissible in any legal
ac‘rion between the parties, and the Board shall not be disqualified from further action by having
considered this rriatter. ' ; _ ' '

11. The p‘arties agree that this Stipulated Settlement and Disciplinary Order shall be
null and rloid and not bindir’ig upon the parties unless approved and adopted by the Board, except
for this paragraph, which shall remain in full force and effect. Respondent fully understands and
agrees that in deciding whether or net to approve and adopt this Stlpulated Settlement and
Disciplinary Order, the Board may receive oral and written communications from its staff and/or
the Attorney General’s Office. Communications pursuant to this paragraph s}rall not disqualify |
the Board, any member thereof, and/or any other per‘son from future participatioh in this or any
other matter affecting or involving respondent. In the event that the Board does not, in its |
discretion, approve and adopt this Stipulated Settlement arrd Disciplinary Order, with the
except_ion of'this paragraph, it shall not become effective, shall be of no evidéntiary value
whatsoever, and shall not be relied upon or introduced in any disciplinﬁry action by either party
hereto. Reépondent further agrees that should this Stipulated Settlement and Disciplinary Order '
be rejected for any reason by the Board, respondent will assert no clairn that the Board, or any

i
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member thereof, was prejudiced by its/his/her- review, discussion and/or consideration of this
Stipulated Settlement and Disciplinary Order or of any matter or matters related hereto.
| ADDITIONAL'PROVISIONS

12.  This Stipulated Settlement and Disciplinary Order is intended By the parties herein to
be an integrated writing representing the complete, final and exclusive embodiment of the
agreements of the parties in the above-entitled matter.

13. The parties agree that copies of this Stipulated Settlement and Disciplinary Order,
including copies of the signatures of the parties, may be used in lieu of original d.ocuments and
signatures and, further, that such copies shall have the same force and effect as originals.

14. In consideration of the foregoing admissions and'stipulations, the parties agree tllat
the Board may, without further notice or formal proceeding, issue and enter the following
Disciplinary Order: | . |

| DISCIPLINARY ORDER .

IT IS HEREBY ORDERED that Pliysician’s and 4S.urgeo'n’s Certificate No. G 76979
issued to Respondent Gregory Sean Panic.cia,‘ M.D., is revoked. Hoiwever,the revocation is
stayed and Respondent is placed on probation for six (6) years from the effective date of the
Decision and Order on the followmg terms and conditions.

1. CONTROLLED SUBSTANCES - TOTAL RESTRICTION Respondent shall

not order, prescribe, dispense, administer, furmsh or possess any controlled substances as deﬁned

“in the California Uniform Controlled Substances Act. Respondent shall not issue an oral or -

written recommendation or approval to a patient or a patient’s primary caregiver for the
possession or cultivation of marijuana for the personal medical purposes of the patient within the

meaning of Health and Safety Code section 1 1362.5. If Respondent forms the medical opinion,

after an appropriate prior examination and a medical indication, that a patient’s medical condition

may benefit from the use of marijuana, Respondent shall so inform the patient and shall refer the
patient to another physician who, following an appropriate prior examination and a medical
indication, may independently issue a medically appropriate recommendation or approval for the

possession or cultivation of marijuana for the personal medical purposes of the patient within the -
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meaning of Health and Safety Code section 11362.5. In addiiion, Respondent shall inform the
patient or the patient’s primary caregiver that Respondent is prohibited from issuing a‘ : |
recoinmendation or approval for the possession or cultivation of marijuana'for the personal
medical purposes of the patient and that the patient or the patient’s primary caregiifer may not
rely on Respondent’s statements to legally possess or cultivate marijuana for the personal medical
purposes of the paﬁent. Resi)ondent shall fully document in the patient’s chart that the patient or
the patient’s primary caregiver Was so informed. Nothing in this condition prollibits Respondent
from providing the patient or the patient’s primary caregiver information about the possible
medical benefits resulting from the use of marijuana.‘ | .

2. PRESCRIBING PRACTICES COURSE. Within 60 calendar days of the effective
date of this Decision, Respondent shall enroll ina course in prescribing practices approved in
advance by the Board or its designee. Respondent shall provide the approved course provider
with any inforrnation and documents that the approved course provider may deem pertinent.
Respondent shall participate in and successfully complete the classroom component of the couise
not later than sin (6) months after Respondent’s initial enrollment. Respondent shall successfully
complete any other component of the course within one (1) year of enrollment. The prescribing
practices course shall be at Respondent’s expense and shall be in addition to the Continuing
Medical Education (CME) requirements for renewal of licensure.

A prescribing practices course taken after the acts that< gave rise to the charges in the
Accusation, but prior to the effective date of the Decision may, in the sole discretion of the Board
or its designee, be accepted towards the fulﬁllment of this condition if the course would have
been abpi‘oved by the Board or its designee had the course been taken after the effective date of
this Decision. Respondent shall submit a certification of successful completion to the Board or its
designee not later than 15 calendar days after successfully completing the course, or not later than
15 calendar days after the effective date of the Decision, whichever is later.

3. MEDICAL RECORD KEEPING CAOURSE.V Within 60 calen(lar days of the
effective date of this Decision, Respondent shall enroll in a course in medical record keeping

approved in advance by the Board or its designee. Respondent shall provide the approved course

5
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provider with any information and documents that the approved course provider may deem
pertinent. Respondent shall participate in and successfully complete the classroom component of
the course not later than six (6) months aftc:r Respondent’s initial enrollment. Respondent shall

successfully complete any other component of the course within one (1) yeaf of enrollment. The

‘medical record keeping course shall be at Respondent’s expense and shall be in addition to the

Continuing Medical Education (CME) requiremcnts for renewal of licensure.

A medical record keeping c_oﬁrse taken aﬂér the acts that gave rise to the charges in the
Accusation, buf prior to the Ae'ffective date of the Decision may, in the sole discrefi'on of the Board
or its designee, be accepted towards the fulfillment of this condition if the course would have
beeh approved by the Board or its designee had the course been taken after the effective date of .
this Decision. Respondent shall submit a certification of sﬁccessful completion to the Board orits _
designee not later than 15 calendar days after successfully completing the course, or not later than

15 calendar days after the effective date of the Decision, whichever is later.

4. CLINICAL COMPETENCE ASSESSMENT PROGRAM. Within 60 calendar
days of the effective date of this Decision, 'Respondent shall enroll in é,clinical competénce
assessment program approved in advance by the Board or its designee. Respohdent shall
successfully complete the program not 'later than six (6) months after Respondent’s initial
enrollment unless the Board or its designee agrees in Writing to an extension of that time.

- The program shall consist of a comprehensibve assessment of Respondent’s physical and
mental health and the six general domains of clinical competence as defined by the Accreditation
Council on Graduate Medical Education and American Board of Medical Specialties pertaining .to
Respondent’s cﬁrrent or intended area of practice. The progrém shall take into account data
obtained from the pre-assessrﬁent, sel_f-report forms and interview, and the Decision(é),
Accusation(s), and any other information that the Board or its deSighee deems relevant. The
program shall require Respondent’s on-site participatiqn for a minimum of three (3) and no more
than five (5) days as determined by the program for the assessment and clinical education
evaluation. Respondent shall pay all expenses associated with the clinical ;:ompetenée

assessment program.
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At the end of the evaluation, the program will submit a report to the Board or its designee
which unequivocally states whether the Respondent has demonstrated the ability to practice
safely and independently. Based on Respondent’s performance on the clinical competence

assessment, fhe'program will advise the Board or its designee of its recommendation(s) for the

“scope and length of any additional educational or clinical training, evaluation or treatment for any

medical condition or psychological condition, or anything else affecting Respondent’s practice of
medicine. Respondent shall éomply with thé prograrh’s recommendations. Determination as to
Whetﬁer Res’poﬁdent successfully‘completed the clinical competencé assessment program is
solely within the program’s jurisdiction. |

If Respondent fails to enroll, participate in, or successfully compleﬁe the clinical
competence assessnﬁent program Withih the designated time period, Resporident shall receive a

notification from the Board or its designee to cease the practice of medicine within three (3) .

‘calendar days after being so notified. The Respondent shall not resume the practice of medicine

until gnrollment or participation in the outstanding portion; of the clinical competence assessment |
program have been completed. if the Respondent did not successfully complete the clinical
co_mpeténce assésément program, the Respondent shall not resume the practice of medicine until a
final decision has been rendered on the accilsatiqn and/or a petition to revoke probation.. The
cessation of practice shall not apply to the reduction of the probationary time period.

5. MONITORING - PRACTICE. Within 30 calendar days of'the effective date of this

| Decision, Respondent shall submit to the Board or its designee for prior approval as a practice

monitor, the name and qualifications of one or more licensed physicians and surgeons whose
licenses are valid and in good standing, and who are preferably American Board of Medical

Specialties (ABMS) certified. A monitor shall have no prior or current business or personal

relationship with Respondent, or other relationship that could reasonably be expected to

compromise the ability of the monitor to render fair and unbiased reports to the Board, including
but not limited to any form of bartering, shall be in Respondent’s field of practice, and must agree
to serve as Respondent’s monitor. Respondent shall pay all monitoring costs.

1117
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The Board or its designee shall provide the approved monitor with copies of the Decision(s)| -
and Accusation(s), and a proposed monitoring plan. Within 15 calendar days of receipt of the
Decision(s), Accusation(s), and proposed monitoring plan, the monitor shall submit a signed
statement that the monitor has read the Decision(s) and Accusation(s), fully understands the role
of a monitor, and agrees or disagrees with the proposed monitoring plan. If the monitor disagrees
with the proposed monitoting plan, the monitor shall submit a revised monitoring plan with the
signed statement for approval by the Board or its designee. | ,

Within 60 calendar days of the effective date of this Decision, and continuing throughout
probation, Respondent"s practice shall be monitored by the approved monitor. Respondent shall
make all records available for immediate inspection and copying on the premises by the monitor
at all times during business hours and shall retain the records for the entire term of probation.

If Respondent fails to obtain approval of a monitor within 60 calendar dayé of the effective
date of this Decision, Respondent shall receive a notification from the Boa_rd or its designee to
cease the practice of medicine within three (3) calendar days after being so notified. Respondent
shéll cease the practice of medicine until a monitor is approved to provide monitoring
responsibility.

The monitor shall submit a quarterly written report to the Board or its designee which
includes an evaluation of Respondent’s performance, indicating whether Respondent’s practices.
aré within the standards of practice of medicine, and Whether Respondent is pr;clcticiflg medicine
safely, billipg appropriately or both. It shall be the sole responsibility of Respondent to ensure
that the monitor submits the quarterly written reports to the Board or its designee within 10
calendar days after the end of the preceding quarter.

If the monitor resigns or is no longer available, Respondent shall, within 5 calendar days of
such resignation or unavailability, submit to the Board or its designee, for prior approval, the
name and qualifications of a replacement monitor who will be assuming that responsibility within
15 calendar days. If Respondent fails to obtain approval of a replacement monitor within 60
calendar days of the resignation 6r unavailability of fhe monitor, Respondent shall receive a

notification from the Board or its designee to cease the practice of medicine within three (3)

-8
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calendar days after being so notified. Respbndcnt shall cease the practice of medicine until a
replacement mcnitor is approved and assumes monitoring responsibility.

In lieu of a monitor, Respondent may participate in a professional enhancement progratn
approved in adyance by the Board or its designee that includes, at minimum, quarterly chart
review, semi-annual practice assessment, and semi-annual» review of professional growth and .
education. Respondent shall participate in the professional enhancement program at Respondent’s
expense during the term of probation. .

6. SOLO PRACTICE PROHIBITION. Respondent is prohibited from engaging in
the solo practice oi‘ medicine. Prohibited solc practice includes, but is not limited to, a practice
where: 1) Respbndent merely shares office space with another physician liut is not affiliated for
purposcs of providing patient care, or 2) Respondent is the sole physician practitioner at that
location. | | | | |

If Respondent fails to establish a practice with another physician or securc_ employment in .
an appropriate practice setting within 60 calentlar days of the effective date of this Decision,
Rcsnondent shall receive a notification from the Board or its designee to cease the practice of
medicine within three (3) calendar days after being so notified. The Respondent shall not resurne
practice until an appropriate practice setting is cstablishcd.‘

If, during the course of the prcbation, the Respondent’s practice setting changes and the
Respondent is no longer prlacticing in a setting in compliance with this Decision, the Respondent
shall notify the Board or its designee within five (5) calendar days of the practice setting change.
If Respondent fails to establish a practice with another physician or secure cmployment in an
appropriate practice setting within 60 calendar days of the practice setting change, Recpondent
shall receive a notification from the Board or its designee to cease the practice of medicine within
three (3) calendar days after being so notified. The Respcndent shall not resume practice until an
appropriate practice sétting is established. |

7.  NOTIFICATION. Within seven (7) days of the efféctive date of this Decisicn, the

Respondent shall provide a true copy of this Decision and Accusation to the Chief of Staff or the

Chief Executive Officer at every hospital where privileges or membership are extended to

9
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Respondent, at any other facility where Respondent engages in the practice of medicine, .«

including all physician and locum tenens registries or other similar agencies, and to the Chief

Executive Officer at every insurance carrier which extends malpractlce insurance coverage to

Respondent. Respondent shall submit proof of comphance to the Board or its des1gnee w1th1n 15.
calendar days. This condrtlon shall apply to any change(s) in hospitals, other facilities or
insurance carrier. o

8.  SUPERVISION OF PHYSICIAN ASSISTANTS AND ADVANCED
PRACTICE NURSES. During probation, Respondent is prohibited from supervising physician.
assistants and advanced practice nurses. _

9.  OBEY ALL LAWS. Respondent shall obey all federal, state and local laws, all rules
govemlng the practice of medrclne in California and remain in full compliance with any court
ordered criminal probation, payments, and other orders.

10. _QUARTERLY DECLARATIONS. Respondent shall submit quarterly declarations

under penalty of perjury on forms provided by the Board, stating whether there has been

- compliance with all the conditions of probation.

Respondent shall submit quarterly declarations not later than 10 calendar days after the end

~ of the preceding quarter.

11. GENERAL PROBATION REQUIREMENTS.
Compliance with Probation Unit: Respondent shall comply with the Board’s probation

unit and all terms and conditions of this Decision.

| Address Changes: Respondent shall, at all times, keep the Board informed of
Respondent’s busrness and resrdence addresses, ema11 address (if available), and telephone
number. Changes of such addresses shall be immediately communicated in writing to the Board
or its designee. Under no crrcumstances shall a post office box serve as an address of record,
except as allowed by Business and Professions Code section 2021(b)..

Place of ljz_ictice: Respondent shall not engage in the practice of medicine in Respondent’s

or patient’s place of residence, unless the patient resides in a skilled nursing facility or other
similar licensed facility.

10
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License Renewal: Respondent shall maintain a current and renewed California physician’s
and surgeon’s license.

Travel or Residence Outside California: Respondent shall immediately inform the Board

or its designee, in writing, of travel to any areas outside the jurisdiction of California which lasts,
or is contemplated to last, more than thirty (30) calendar days. In the event Respondent should
leave the State of California to reside or to praéti_ce, Respondent shall notify the Board or its
designee in writing 30 calendar days prior to the dates of departure and retﬁm. , ’
12. INTERVIEW WITH THE BOARD OR ITS DESIGNEE. Respondent shall be

available in person upori fequest for interviews either at Respondent;s_place of business or at the
probation unit office, with or without prior notice throughout .the term of probation.

13. NON-PRACTICE WHILE ON PROBATION. Respohdent shall notify the Board
or its designee in writing Within 15 calendaf days of any periods of non-practice lasting I'nore' than
30 caléndar days and within 15 calendar days of Respondent’s return to prabtice. Non-practice is
defined as any period of time Respondent is not practicing medicine as defined in Business and
Professions Code sections 2051 and 2052 for at least 40 hours in a calendar month in direct
patient care, clinical activity or teaéhing, or other activity as approved by thé Board. If
Respondent resides in Califdrnia and is considered to be in non-pfactice, Respondent shall
comply with all terms and conditions of probation. All time spent in an intensive trai‘n-ing
program which has been approved by the Board or its designee shall not'be‘ considered non-
practice and does not relieve Respondent from complying with all the terms and conditions of
probation. Practicing medicine in another state of the United States or Federal jurisdiction while
on probation with the médical licensing ‘authority of that state or jurisdiction shall not be
considered non-practice. A Board-ordered suspension of practice shall not be considered as a
period of non-practice.

In the event Respondent’s period of non-practice while on probation éxceeds 18 calendar
months, Respondent shall successfully complete the Federation of State Medical Boards’ Speciél /
Purpose Examination, or, at the Board’s discretion, a clinical competence assessment program .

that meets the criteria of Condition 18 of the current version of the Board’s “Manual of Model |

11
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Disciplinary Orders and Disciplinary Guidelines” prior to resuming the préctice of medicine.
Respondent’s périod of non-practice whilé on probation shall not exceed two (2) years. Periods
of non-practice will not apply to the reduction of the probationary term. Periods of non-practice'
fora Respondent residing outside of California will relieve Respondent of the r_espdnsibility to
comply with the probationary terms and conditions with the exception of this condition ahd the
following terms and conditions of probation: Obey All Laws; General Probation Requirements;
Quarterly Declarations; Abstain from the Use of Alcohol and/or Controlled Substances; and
Biological Fluid Testing. A |

14. COMPLETION OF PROBATION. Respondént shall comply with all financial

obligations (e.g., restitutioﬁ, probation costs) not later than 120 calendar days prior to the

completion of probation.v Upon successful completion of pfobation, Respondent’s certificate shall

be fully restored. |

15. VIOLATION OF PROBATION. Failure to fully comply W_ith any teﬁn or
condition of probation is a violation of probation. If Respondent violates i)fdbation in any
respect, the Board, after giving Respondent notice and the opportunity to be heérd, may revoke
pfobation and carry out the diséiplinary order that was stéyed. If an Accusation, or P-etition to
Revoke Probation, or an Interim Suspension Order is filed against-_Réspondent during probation,
the Board shall have cohtinuing jurisdiction until the matter is final, and the period of probation
shall be extended until the matter is final.

16.  LICENSE SURRENDER. Following the effective date of this Decision, if '
Respondent ceases practicing due to retirement or health reasons or is otherwise unable to satisfy
the terms and conditions of probation, Respondent may request to surrender his or her license.
The Board reserves the right to evaluate Réspoﬁdent’s reqﬁest and to exercise its discretion in
determining whether or not to grant the request, or to take ény other action deemed appropriate
and reas_onéble under the circumstances. Upon formal acceptance of the surrender, Respor_ident
shall withiﬁ 15 éalendar days deliver Respondent’s wallet and wal_l" certificate to the Board or its
designee and Respondent shall no longef practice medicine. Respondent will no longer be subjeét

to the terms and conditions of probation. If Respondent re-applies for a medical license, the

12
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Order. I approve its form and content.

application shall be treated as a petition for reinstatement of a revoked certificate.

17. PROBATION MONITORING COSTS. Respbndent shall pay the cosfs associated
with probation monitoring each and every year of probation, as designated by the Board, which
may be adjusted on an annual basis. Such costs shall be payable to the Medical Board of
Callfomla and delivered to the Board or its designee no later than January 31 of each calendar
year. ‘ V

 ACCEPTANCE

I have carefully read the above Stipulated Settlement and Disciplinary Order and have fully
discussed it with my attorney, Randy Berg, Esq. I understand the stipulation and the effect it will
have on my Physiaian’s and Surgeon’s Certificate. I eqter into this Stipulated Settlement and-
Disciplinary Order voluntarily, knowingly, and intelligently, and agg‘ee to be bound by the

Decision and Order of the Medical Board of California.

bATED7M7 g/’ /ﬁmcac,mﬂ

GREGO}(Y SEAN PANICCIA, M.D?
Respondent

I have read and fully discussed with Respondent Gregory Sean Pan1cc1a M.D., the terms '

and conditions and other matters contained in t ove Btipulated Settlement and Disciplinary

DATED: - ’7”754; g/

RANDY BER, E§Q.
Attorney for Ragpopdent
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ENDORSEMENT

The foregoing Stipulated Settlement and Disciplinary Order is hereby respectfully

submitted for consideration by the Medical Board of California.

Dated: 6,7/7;9‘7

SD2017704520
81758060.doc

Respectfully submitted,

XAVIER BECERRA

Attorney General of California
MATTHEW M. DAVIS

Supervising Deputy Attorney General

wf.- -

MARTIN'W. HAGAN
Deputy Attorney General
Attorneys for Complainant
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Supervising Deputy Attorney General
MARTIN W. HAGAN
Deputy Attorney General
State BarNo. 155553
- 600 West Broadway, Suite 1800
San Diego, CA 92101 .
P.O. Box 85266
San Diego, CA 92186- 5266
Telephone: (619)738-9405
Fax: (619) 645-2061

, | | ~ STATE OF CALIFORNIA
XAVIER BECERRA o A MEDICAL BOARD OF CALIFORNIA
Attorney General of California . SACRAMENTO 20177
MATTHEW M. DAVIS : _ BY_ —Q Lo oy « ANALYST

Attorneys for Complainant

BEFORE THE :
MEDICAL BOARD OF CALIFORNIA
* . DEPARTMENT OF CONSUMER AFFAIRS

STATE OF CALIFORNIA -
In the Matter of the Accusation Against: Case No. 800-2014-004873 -

GREGORY SEAN PANICCIA M.D. " |ACCUSATION
1908 Sweetwater Road :
National City, CA 91950- 7628

Phys1c1an s and Surgeon’s Certlflcate
No. G76979, ' ‘

Respondent.

Complainant alleges:
| PARTIES
1.  Kimberly Kirchineyer (complai'nant) brings this Accusation solely in her official

capacity as the Executive Director of the Medical Board of California, Department of Consumer

Affairs (Board).

2. Onorabout June 28, 1993, the Board issued Physician’s and Surgeon s Certificate

No. G76979 to Gregory Sean Pamccla M.D. (respondent). The Physician’s and Surgeon’s

Cert1ﬁcate was in full force and effect at all times relevant to the charges and allegations brought

‘herein and will expire on September 30, 2018, unless renewed.

/111
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- JURISDICTION

3. " This Accusation is brbught béforé the Board, under the éuthority-of, the following
laws. All section refefénces aré to the Business and PrOfessions Code (Code) unless otherwise
iﬁdicated. | o

. 4,  Section 2227 of the Code states: |

" “(a) A licensee whose matter has been heard by an administrative law judge
of the Medical Quality Hearing Panel as designated in Section 1 1371 of the
Government Code; or'wh'ose default bas been entered, and who is found gﬁilty,
ot who has enfered into a stipulation for disciplinary action with the board, may, in »
agcordaﬂce with.the provisions of this cha-pter:i‘ | o |
“(1) Have his or her license revoked upon order of the board.
“(2) Have his or her right to practice sﬁsperided for a period not to exceed .
one year upon order of the board. ‘ | . |
“(3) Be placed on probation and be required to pay fhe costs of probation
monitoring upon order of the board. ‘ - |
| “(4)Be publicly,reprimanded“by the board. The public reprimand may
.inchide ;1 requirement that the licensee §01np1ete relevant _educational éourses approved by

.._...:-_the_boa‘rd,.ﬂ,_.«‘__m JE—— S L A_-.‘_‘. e

“(5) Have: any other action taken in relation to discipline as part of an order
of probation, as the board or an administrative law judge may deem pfoper.

“(b) Any matter heard pursuant to subdivision (a), except for warning Jetters,
medical review oi' advisory conferences, professibnal competéncy examinations,
continuing education activities, and cost reimbursement assbéiated therewith that
are agreed to with the“board and successfully completed by the licenseg, or other

" matters made confidential or pri\}ileged by existing law, is degmed public, and sha11 be
made available to the public by the board pursuan‘t‘ to Section 803.1.” |
1117 _ ‘ ‘ .
/111 | o
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5, Section 2234 of theACOde,' states:

“The board shall take action against :ahy licensee who is charged with unprofessional
conduct. In addition to other provisions of this article, unprofessional conduct includes, but
is not limited to, the following:

“(b) Gross negligence.

- “(c) Repeated negligent acts. To be repeated, there must be two or more negligent

- acts or omissions. An initial negligent act or omission followed by a separate and distinct

departure from the applicable standard of caré shall constitute repeated negligent acts.
“(1) An initial negligent d1agnos1s followed by an act or omlssmn medically -

appropriate for that negligent diagnosis of the patient shall constitute a single negligent act.

| “(2) When the standard of care requires a change in the diagnosis, act, or omission

that constitutes the negligent act described in paragraph (1), including, but not limited to, a

" reevaluation of the diagnosis or a change in treatment, and the licensee’s conduct departs

~ from the applicable standard of care, each departure constitutes a separate and distinct -

breaéh of the standard of care.

[13 b

6.... .Section 2241 of the Code states: . ... ...

- “(a) 'A physician and surgeon may prescribe, dispenée, or administer
prescription drugg, including prescription controlled substances, to an gddict under
his ‘or her treatment for a purpose other than maintenance on, or detoxification
from, prescription drugs or controlled substances. |

“(b) A phySician and surgeon may prescﬂbe dispens'e, or administer '
prescnptlon drugs or prescription controlled substances to an addict for purposes
of mamtenance on, or detoxification from, prescription d1ugs or controlled
substances only as set forth in subd1v1s1on (9) or in Sectlons 11215, 11217,
11217.5, 11218, 11219, and 11220 of the Health and Safety Code. ‘Nothin‘g in this
subdivision shé.ll authoriée a physi_cian'and surgeon to prescribe, dispense, or

Bu
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administer dangerous drugs or controlled substances to a person he or she knows

or reasonably believes is using or will use the drugs or substances for a nonmedical

3

pmpbse.

.“(c) Notwithstanding subdivision (a), prescription drugs or controlled substances

may also be administered or applicd-by a physician and surgeon, or by a iégistered

nurse acting under his or her instruction and supervision, under the following

© circumstances:

(1) Emergency treatment of a patient whose addiction is complicated by the -

presence of incurable disease, acute accident, illness, or injury, or the infirmities

attendant upon age.

“(2) Treatment of addicts in state;license;d institutions where 4the‘patient is
kepf under re_straiﬁt and control, or in city of county jails or state prisons. |

“(3) Treatmeht of addicts as provided for by Section 11217.5 o_f the Health
and Safety Code. | |

“(d)(l) For purposes of this section and Sectlon 2241.5, “addict” means a
person whose actions are cha;ractenzed by craving in comblnatlon w1th one or
more of the following: |

“(A) Impaired control over drug usé... ,

“(B) Compulsive use.

“(C) Continued use desp1te harm. '1

“(2) Notwithstanding paragraph (1), a person whose drug-seeking behavior is

pi‘imarily due to the inadequate control of pain is not an addict within the meaning of this

sectlon or Sectlon 2241.5.”

7. Section 2242 of the Code states: -

“(a) Prescribing, d1spensmg, or furnishing dangelous d1ugs as deﬁned in Sect1on
4022 without an appropriate prlor examination and a medical indication, constitutes

unprofessional conduct.

ACCUSATION NO. 800-2014-004873
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“(B) No licensee shéll be found to have committed unprofessionai conduct within the
meaning of this section if, at the time the drugs. were pvrescrib‘ed, dispensed, or furnished,
any of the following applies: | |

“(1) The licensee was a designated physiciaﬁ and surgeon or podiatrist,serving in the

absence of the patient’s physician and surgeon or podiatrist, as the case may be, and if the

drugs were prescribed, dispensed, or furnished only as necessary to maintain the patient

until the return of his or her practitioner, but in any case no longer than 72 hours.

“(2) The licensee transmitted the order for the drugs to a registered nurse or to a

licensed vocational nurse in an inpatient facility, and if both of the following conditions

exist:
“(A) The practitioner had consulted with 'the registered ndrse or licensed vocational '
nurse who had reviewed the patieht's records. i
“B) The p1act1t10ner was des1gnated as the practltloner to serve in the absence of the
pat1ent's phys101an and surgeon or podiatrist, as the case may be
“(3) The licensee was a de31gnated pract1t1one1' se1v1ng in the absence of the pahent’
physician and surgeon or podiatrist, as the case may be, and was in possession of or had

utilized the patient's records and ordered the renewal of a medically indicated prescription '

. .. .for an.amount not.exceeding the.original prescription in strength or amount or for more .

" than one refill.

““(4) The licensee was acting in accordance with Section 1205 82 of the Health and
Safety Code.”

8.  Section 2266 of the Code states: _ .

“The failure of a physicidn and surgeon to maidtain adequate and accurate records
felating to the provision of services to their patients constitutes unprofessional conduct.”
9. - Section 725 of the Code states: | | |

“(a) Repeated acts of clearly e'xcessive preseribing, fuenishing, dispensing, or
administering of drugs or treatment, repeated acts of cleatly eicessive use of diagnostic

procedures, or repeated acts of clearly excessive use of diagnostic or treatment facilities as

5
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determined by the standard of the community of licensees is unprofessional conduct for a
phys1c1an and surgeon dent1st pod1atr1st psyc11010g1st physwal therapist, clnropractor
optometrist, speech-language pathologlst or audiologist. '

. (b) Any person who engages in repeated acts of clearly excessive prescribing or
administe1‘ing of drugs or treatment is guilty of a misdemeanor and shall be punished by a
ﬁhe of not.less than one hundred dollars ($100) nor more than six hundred dollars ($600),
or by imprisonment for a term of not less than 60 days nor more than 180 days, or b'y, both |
that fine and imprisonment. X l

“©) A praotitionet who has a medical basis for pre_scribing, ﬁmﬁshﬁng, dispensing, or
administering dangerous drugs or prescription controlled substances shall not be subject to
disciplinary action or proseeutlon under this sectlon |

“(d) No physician and surgeon shall be subject to d1$01p11nary action pmsuant to thls ‘

section for treating intractable pam in compliance with Section 2241.5.”

FIRST CAUSE FOR DISCIPLINE

(Gross 'Neglig'ence)
10. Respondent is subject to diseiplinary action under. sections 2227 and 2234, as defined

by section 2234, subdivision (b), of the Code, in that he committed gross negligence in his‘ care

and treatment-of patients-R.M; KLC, R.MA., R.R.,-and R.P., as more partieularly alleged

‘hereinafter:

Patient R.M. _ ‘_ ' ' S 1

| 11.  On or about January 29, 2013, respondent had his first visit with batiertt R.M., a then-~
29 year old female referred to respondent after the patieht’s previous psYchiatrist retired. There is
no indication that 1espondent attempted to obtain medical records from prior treatmg physicians
and/or mental health professionals. Pat1ent R.M. was previously diagnosed with b1pola1 dlsorder
and had a psychiatric history which included, but was not limited to, two prior inpatient
llospitalizations when she was 19 and 24 years old following suicide attempts. Patient RM.’s
substance abuse history included abusing and/or being dependent on_.aleohol, methamphetamine ‘

and heroin. Patient R.M. reported she was not currently using drugs or alcohol. There was 10

6
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documented inquiry as to the time frames and/or amounts for the patient’s alcohol and drug abuse

- set forth in her history; or whether there were any relapses, past treatment for the alcohol and

substance abuse and/or whether she was cmfently seeing any other treating physicians. Patient

R.M.’s social history included arrests for domestic Violehce, prostitution, and petty theft; and she | _

reported being péranoid about a man who had attacked her and further reported having suffered
head trauma from “fights.” Respondent’s assessment waé Bipolar Disorder Type I, Post
Traumatic Stress Disoraer (PTSD), Seasonal Affective Disorder and Social Phobia. The
treatment plan included inéreasing Neurontin (gabapentin) to 600 mé-b.i.d. (twice a day); resume |
Xanax (alprazolal.n)1 2 mg q.i.d. (four ﬁmes a day); and return to clinic inv4 to v6 weeks. Neither
gabapentin nbr alprazolam are standard treatments fbr Bipolar Disorder. |

12. On or about March 5, 2013, patient R.M. héd a follow up visit with respondent who
raised concerns about upcoming Sufgery to her arm and a seizure that she attributed to Lémictal.

According to the progress note for this visit, patient R.M. was requesting Soma (carisoprodol) or

Valium (diazepam)” for muscle spasms. Respondent further documented that patient R.M.’s

“mood was improv—iﬁg,. but has swings,” pain affected her sleep, her appetite had decreased with
the patient losing ten pounds; and she was feeling guilt, worthlessness and hopelessness over her

illness. The patient’s current medications were listed as Neurontin (gabapentin) 600 mg b.id.,

: .Xanax(alprazolam.) 2.mgq.id. and Lamictal 25. mg.b.i.d;ﬁ.(.with.anotétion of first pill today). .-

! Xanax® (alprazolam), a benzodiazepine, is a centrally acting hypnotic-sedative that isa
Schedule IV controlled substance pursuant to Health and Safety Code section 11057, subdivision
(d), and a dangerous drug pursuant to Business and Professions Code section 4022. When

properly prescribed and indicated, it is used for the management of anxiety disorders..

Concomitant use of Xanax® with opioids “may result in profound sedation, respiratory
depression, coma, and death.” The Drug Enforcement Administration (DEA) has identified
benzodiazepines, such as Xanax®, as a drug of abuse. (Drugs of Abuse, DEA Resource Guide
(2011 Edition), at p. 53.) : '

2 Valium® (diazepam), a benzodiazepine, is a centrally acting hypnotic-sedative thatis a
Schedule IV controlled substance pursuant to Health and Safety Code section 11057, subdivision
(d), and a dangerous drug pursuant to Business and Professions Code section 4022. When
properly prescribed and indicated, it is used for the management of anxiety disorders or for the
short-term relief of anxiety. Concomitant use of Valjum® with opioids “may result in profound
sedation, respiratory depression, coma, and death.” The Drug Enforcement Administration

_(DEA) has identified benzodiazepines, such as Valium®, as a drug of abuse. (Drugs of Abuse,

DEA Resource Guide (2011 Edition), at p. 53.)
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Resppndent made no inquiry or menti&n that between the last visit and this visit patient R.M. had |
rlece.ivedva tofal of 260 tablets of oxycodone/APAP 10/325 mg. Respondent’s 'assessmént was
Bipolar Disordér Type I, Seizure Disorder-and Muscle Spasms; and his treatment plan was tov‘add.
Baclofen (muscle rel_eixant generally used fo treat muscle spasms or spasticity) 1.0 rﬁg b.i.d. to be
increased after seven dayé to 20 ing b.i.d., continue present mediéétions and‘réturn to clinic in 4
to 6 weeks. | ' -

13. On of abouf April 25, 2013, patient R:M. had a follow up visit with respondenjc m

which she reported, among other things, that she recently had the flu, she wés taking her

'mediCatiqns, that shevwanted Ativan® over the Xanax due to seizures, she was still taking the

Lamiétal, shé was sleeping on and off, her appetite was “ok,” herl mood was impfoving, she waé
“be’cbming interested,” there was no reported psychosis or suicidal ideation and she was .
scheduled to see a néﬁrologist on May 1,_2013 , for her seizures. The patient’s current’
medications were listed as Neurontin 600 mg 1t)'.i.d., Xanax 2 mg ¢.i.d. and Lamict.al 25 mgb.id.
Respondent made no mqulry or mention thét between the last visit and this Visif, that patiént R.M.
had feceived 'a. total of 290 tablets of dxerCOdone/APAP 10/325 mg. _Réspbndent’s assessment |
was Bipolar Disorder Type I, Seizure Disordér and Muscie Spasms; ahd his treétment plan was to
increase the Lamictal to 50 mg b.i.d. and the Neurontin to 600 mg tid. (three times a day); .
discontinue-Xanax.and replace wi'th..Ativa.n..Zm g.q.i.d. and return to clinic in 4 10.6 weeks.

| 14. According to patient M.R.’é Controlled Substances Utilization and E\'/aluation‘-System

(CURES) report, she filled prescriptions for Suboxone? (#6) on May 1, 2013; and Subéxone (#90)

3 Ativan® (lorazepam), a benzodiazepine, is a centrally acting hypnotic-sedative that is a
Schedule IV controlled substance pursuant to Health and Safety Code section 11057, subdivision
(d), and a dangerous drug pursuant to Business and Professions Code section 4022. When
propetly prescribed and indicated, it is used for the management of anxiety disorders or for the
short term relief of anxiety or anxiety associated with depressive symptoms. Concomitant use of
Ativan® with opioids “may result in profound sedation, respiratory depression, coma, and death.”
The Drug Enforcement Administration (DEA) has identified benzodiazepines, such as Ativan®,
as a drug of abuse. (Drugs of Abuse, DEA Resource Guide (2011 Edition), at p. 53.)

% Suboxone® (buprenorphine and naloxone) is a Schedule III controlled substance
pursuant to Health and Safety Code section 11055, subdivision (c), and a dangerous drug

‘pursuant to Business and Professions Code section 4022. When propetly prescribed and

indicated, it is used for the treatment of opioid dependence and should be used as part of a
complete treatment program to include counseling and psychosocial support.

8
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on May 29, 2013, that were préscri'bed'by another health care provider. .

15. On or about May 30, 2013, patient‘R.M-. had a follow up visit with respondent in |
which he documented, among other things, that the Ativan helped patient R.M.’s seizures but.not |
her anxiety, she had pain in her back, arms and legs; less muécle spasms on the Baclofen; that she'
wés forgetful, felt like she couldn’t Wdrk, had “bad visions in her head,” and that her neurologist,
Whosé ﬁame.was not documented iﬁ the progress no'te; waﬁfed hef on Lamictal at 20 vm’g and
Depakote, her neurologist had faiscd the Néurontiﬁ to 1200 mé b;i.‘d'.; she “wants to die when she
ﬁas bad visions;”. she sits in her foom and locks the door bec@use she feels people are out to get
her; and she had insomnia. The current medications were listed as Neuro’ntiri 600 mg b.i.d.
(increased 10 1200 mg b.i.d.), Ativan 2 mg q.i.d. and Lamictgl 50 mgb.i.d. There was no me_ntioﬁ
or inquiry about patigﬁt R.M. recently starting on Suboxone, as indi'catedvon her CURES report.
Respondéntss assessihent was Bipolar Disorder Type I; and his treatment pl@ Wés Neurontin' and
Lamictal per directions of neuroldgist; discontinue Ativan dué to lack'of responée; reéume Xanax
2 mg q.i.d.; add Ambie'n5 5-10 mg at bedtime (HS) as needéd (PRN)-for sleep; and return to qlihic
in 4 to 6 weeks. | Ce . o ' |

~ 16. Onor abouf July'lé, 2013, patient RM had a follow up visit.with respondent in

which he documented, among other things, that the patient had an argument with another person

-in the waiting room, she was going to enter a.dual diagnosis program, she had pain in her arms

and n}uscle spasms, and that she was novs} on Tegretél, a medication to treat seizures. There was
no inquiry about' any comorbid substance abuse disorder that would require a dual diagn_osis
progralﬁ. The assessment was Bipolar f)isorder Type I and seizure disorder with a documented
upcoming appointment with a neurologist and the treatment plan Was, “MSA’s as pér Neurology,”n
continue Xé.riax, increase Baclofen 20 mg, “will sign ROI for Dr. [G]” and return to clinic in 4 to

6 weeks.

5 Ambien® (zolpidem tartrate), a centrally acting hypnotic-sedative, is a Schedule IV
controlled substance pursuant to Health and Safety Code section 11057, subdivision (d), and a

“dangerous drug pursuant to Business and Professions Code section 4022. When properly

prescribed and indicated, it is used for the short-term treatment of insomnia characterized by
difficulties with sleep initiation.

ACCUSATION NO..800-2014-004873 |
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17.  On-or about August 6, 2013, patient RM. had a follow up visit with respondent in

which he documented, among other things, that she “was inpatient for 4 days™ and her Baclofen

was decreased to 10 mg t.i.d. The patient reported “her body Went into shock from taking an
extra dose of Baclofen” and her piﬂ bottles were taken at the hospita_l and not returned. The
assessment was Bipolar Disorder Type I and seizure disorder with a note of “sees ‘Neurolo‘gist
today” and the treatment plan was refill the patient’s Xanax and Amb1en d1scont1nue Atrvan and
return to clinic in 4 to 6 weeks

18. On or about September 10, 2013, patient R. M had a follow up-visit with respondent .
in which he docmnented, among other thlngs, that the patlent reported having a stressful month,
that she “ran out of Xanax today — script due 9/13/13,” she had mood swinés, had been
11npulswe1y calling other people, was on Lamictal 50 mg b.i.d. for less than one week had been |
in inpatient care where they did not want her on Xanax and Ambien, and that sometunes she took
mere »Ambien than prescribed. CURES mdwates tha_t re_spondent prescribed hydrocodone/APAP
5/500 mg (#15) which was not documented (that was filled on September 18,2013). The
assessment was Bipolar Disorder Type I, rule out panic attacks; seizure disorder with a note that
she wae seeing Dr. [G] temorrow; and migraine headaehes. Respondent’s treatrnent plan

included, but was not limited to, continuing present medications (Xanax, Baclofen, Ambien,

‘Ativan, Tegretol, Lamictol and Neurontin), add Saphtis (asenapine) 5 mg b.i.d., consider .. . .

Seroquel and return to cllmc in 4 to 6 weeks.

19. On or about October 22 2013, patrent R. M had a follow up visit with respondent in
which he documented among other things, that the patient had a recent second surgery on her
elbow, that she saw a pain spec1ahst and got morphine and oxycodone, she had a panic attack the
day before, the narcotics made her tired in the day, and she had trouble sleeping- atnight. The |
assessment was Bipolar Disordet Type I, panic attacks, seizure disorder and migraine headaches.
Respondent’s treatment plan was to continue present rnediCations, start Saphris 5 mg b.id.,, labe,
and return to clinic in 4 to 6 weeks.

20. On or about January 7, 2014, patient R.M. had a follow up visit with respondent for

her bipolar disorder with no narrative history documented. As of this date, respondent had

10
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switched from handwritten progress notes to eleetronic medical records. Her current medications
were listed as Ambien 10 mg p.r.n. sleep, Baclofen 10 rng t.i.d., Lamictal 100 mg q.a;m. (every

morning), Neurontin 600 mg t.i.d.; Tegretol 200 mg b.i.d., and Xanax 2 mgq.i.d. The treatment A

plan Was listed as “Patient will call or come 1n if symptoms irrcrease” andla box was checked for
cont1nue with current treatment.’;

21, Onorabout February 18 2014, patient R.M. had a follow up visit with respondent for| -
her bipolar disorder with no narrative history documented. The pat1ent was listed as not bemg
stable on her present medications, she was depressed, noted as having “delusions” and her
prognos1s was listed as farr Respondent added a prescnptron for Latuda (generally indicated for
the treatment of patients with schlzophrema) 40 mg pet day Respondent’s assessment was
documented as Bipolar D1sorder ‘Respondent’s treatment plan was to add Latuda, get labs, and
continue with current treatment. |

22. On or about Apr11 1, 2014 patient R M. had a follow up visit with respondent with no
narrative history documented. The patient was documented as, among other _thlngs, being stable :
on her medications, improved but still depressed, still having delusions', no suicidal or homicidal
ideation, and'having a delusional and paranoid thought process. Respondent increased the

patient’s Latuda prescriptions from 40 mg per day to 80 mg per day. There was no assessment

-indicated in the record. for this Visit. ': T TE T T

23, On or about May 6, 2014 patient R.M. had a follow up visit with 1espondent withno |
narrative lnstory documented The patrent was documented as, among other things, being stable
on her medications, behav1or and mood was within normal ranges, 10 longer having delusions, no
suicidal or homicidal 1deat10n, with a fair prognosis. Respondent continued Xanax 2 mg q.i.d.
(#120);_Latuda 80 mg per day (#30) and his 'pl.an was to continue with current treatment.

| 24, On or about July 8, 2014, patient RM had a follow up visit with respondent which is
documented as a “Medication check-up for Bipolar Depression.” The medical record for this
visit, which ts in a different format, is cursory, missing a narrative history and missing
information in the “Family History” and “Introspective Awareness™ sections of the medical

record. Respondent’s assessnient was Bipolar Mood Disorder, Type 1, Depressed Type with

11

ACCUSATION NO. 800-2014-004873




[ T - N VS N

O [ (@)

10

11.

12
13
14

s

16

17
'».A...,,18

19

20

21

22
.23
24
" 25
26
27
28

Psychotié Features. Respohdent’s documentedbtreatment plan was to continue Xanax 2 mg q.i.d.
and increase' the Latuda to 160 mg every p.m. with dinner. |
25. Onor about August 5, 2014, patient R.M. had a follow up ‘vis:it- with respondent in
which he documented tha;c the “Patient presents for follow-up for Bipolar Disorder, Type 1,
Depressed Type with Psychotic Features.” There is no narrative history provided and the “Family
History” section is blank. The current medications Were listed as zolpidem tartrate (Ambien) 10

mg, Latuda 80 mg when, in fact, the Latuda had been increased to 160 mg at the last.visit, and

Xanax 2 mg. The Axis 1 assessment was idocumented as Bipolar Disorder, Type 1, Depréssed

Type with Psychotic Features. Respondent’s treatment plan was to “siabilize mood” and addreés
the problem behavibr which was listed rIs "Depreséion/lnsoimﬁa/Anxiety.” ‘ Respondent’ﬁ
treatment plan includéd increasing the prescription of Xanax 2 mg froIn four times a day to five
times a day; continué Latuda 1.6I) mg evé;ty p.m. with dinner; and resume Baclofen 10 mg b.i.d. to
t.i.d.; resume Ambien 10 mg p.r.n. sleep and return to clinicin4 to 6 we_eks.

26. On or about September 16, 2014, patie_nt R.M. had a follow up visit with respondent.
The chffent medications were documented as zolpidem taﬁrate (Ambien) 10 mg, Latuda 80 mg
when, in fact, the Latuda was continued at 160 mg, and Xanax 2 mg, There was 1o family hlstory .

listed, no narrative hlstory, and the Axis I and III dlagnoses were 1ncons1stently listed on the

medical-record-documentation for this visit.- The .‘.f.PsycthhaunacoIo gy’ » was.listed as Xanax 2. { ...

:mg five times a day, continue Latuda 160 mg every p.m. with dinner; discontinue Lamictal due to

seizures, continue Baclofen 10 mg b.i.d. to t.i.d.; increase Ambien to 20 mg every evening p.r.n.

sleep, and refill Keppra 500 1ﬁg b.i.d. The treatment plén included referral to neurologist, follow

- up labs and return to clinic in 4 to 6 weeks.

27. On or about December 2,2014, pat1ent R.M. had a follow up v1s1t with respondent for|
her bipolar d1sorder. The current medications were documented as zolpidem tartrate (Ambien) 10
mg, Latuda 80 ’mg' when, in fact, the Latuda was continued at 160 mg, and Xanax 2 mg. There
was no narrative history and Ihe Axis T and III diagnoses were inconsistently listed on the medical
record documentation for this visit. The tre_atmént plan for this visit was the same as for the prior
visit.
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28. A review of patient R.M.’sv CURES report for the periéd of November 1, 2011, toﬁ
November 12, 2014, contains in__dications of patient‘R.M.’s misuse, abuse and/or diversion of
controlled substances ihcluding, but not limited to, patient R.M. ﬁlling multiple prescriptions for
opioids® being prescribed by other physicians and beiﬁg filled at different pharmacies in 2013 and
2014 and patient R.M. ﬁlling multiple _prescriptiohs for Suboxone (buprenorphine and naloxone)

in 2013 and 2014 that was being prescribed'by another physician. During his interview before a _

Depaftm'ent of Consumer Affairs, Health Quality Unit (HQIU) Investigator and Medical

Cb_nsultant, respbndent admitted that he was not reviewing CURES while he was preséribing
controlled substances to ﬁatient R.M. and, thus, was not aware of the prescribing pattern set forth
in the CURES report. | |
29. - Respondent committed gross ﬂegligence in-his care and treatment of pdtient’ R.M.
including, but not limited fo, the following: |
(a)  Respondent repeatedlyA prescribed excessive amounts of controlled
| -substances, including hypnotic-sedative medications and/or
benzodiézepines, t0 a known substance abuser; without gliy objective
“and justifiable basis for prescribing such amounts of controlled

substances;

--_-.-----—~,(b)._‘-i.-Respondent~faileduto_prov.ide_any:.legiti.mate_treatment for patient... ... o e oo

"~ R.M.’s substance abuse and increaéed the risk of hann to her by
continuing to prescribe her éxcessiv¢ and unjustified amounts of
controlled substances;

(c) Respondént repeatedly prescribed benzodiazepines to patient RM
~while she was pregnant wifhéut any informed consent re gafding the

dangers associated with benzodiazepines or without reducing the

6 As an example, during the period of January 29, 2013, to March 13, 2013 (43 days),
patient R.M. obtained 550 tabs of oxycodone/APAP 10/325 mg from four different physicians.
Shortly after this run, she began taking Suboxone® which is clinically indicated for the freatment
of opioid dependence. ' :
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' ‘dosage‘ of benzodiazepines to the minimal amount necessary to avoid.
incapacitating,syniptonﬁs; ‘

(d  Respondent repeatedly prescribed controlled substances to patient R.M.
despite objective indications of abﬁsg, misuse and/or diversion of
controlled substances; and' | |

(¢)  Respondent repeatedly prescribed controlled substahces to patient R.M.

- | without reviewing CURES, witholit utilizing urine drug sci‘eens,
without consulting with aﬁd/of obtaining records from prior treaﬁng -
- physicians and/or without utilizing other risk screening tools.
Patient K.L.C -

30. Onor about May 12, 2009, patient K.L.C. had her initial visit with r,espbndent in

" which he documented that the patient was self-referred for major depression. She was

documented as being negative for suicidal ideation, homicidal ideation, mania and psychosis.

The patient’s substances abuse history was listed as negative and the patient was positive for a

' fahiily history of ﬁSychiatric disorders. Current medications were listed as Soma (carisoprodol) &

one tablet q.1.d., Klonopin 2 mg t.i.d., Darvocet one ,tablet‘q.'i.d.' and Trazadone 100 q.h.s.

Respondent’s Axis I diagnoses was Major Depressive Disorder (296.32) and his treatment plan

‘was to.continue the Klonopin’ 2 mg, increase Trazadone 200 to 300.mg.q.h.s. as needed for sleep, | ...

add Pristiq 5 0 mg q.a.m. (morning) and return to clinic in one month.

7 Conduct occurring more than seven (7) years from the filing date of this Accusation is

for informational purposes only and is not alleged as a basis for disciplinary action.

8 Soma® (carisoprodol) is a Schedule IV controlled substance pursuant to Health and

Safety Code section 11057, subdivision (d), and a dangerous drug pursuant to Business and

Professions Code section 4022. When propetly prescribed and indicated, it is used for the
treatment of acute and painful musculoskeletal conditions. ' :

- 7 Klonopin® (clonazepam), a benzodiazepine, is a centrally acting hypnotic-sedative that
is a Schedule IV controlled substance pursuant to Health and Safety Code section 11057,
subdivision (d), and a dangerous drug pursuant to Business and Professions Code section 4022.
When properly prescribed and indicated, it is used to treat seizure disorders and panic disorders. .

_ Concomitant use of Klonopin® with opioids “may result in profound sedation, respiratory

depression, coma, and death.” The Drug Enforcement Administration (DEA) has identified
benzodiazepines, such as Klonipin®, as drug of abuse. (Drugs of Abuse, DEA Resource Guide

- (2011 Edition), at p. 53.)

14

ACCUSATION NO. 800-2014-004873 '




w- N

9]

O 0 I O

11

12
13
14

15
16

- 17

18

19
20
21
22
23
24

25.

26
27
28

31. For the period of on or about May 13, 2009, through on or about April 20, 2010,
respondent continued to see patient K.L.C. on a near monthly basis for follow up on her Axis 1

diagnosis of Maj or'Depressive Disorder (296.32) and for medication management of her

symptoms. During this time, patient K.L.C. reported continued marital strife with her husband,

that she had “served husbénd papers” on or around January 5, 2010, that her huéband, who

. initially had a brief period of sobriéty, was “still drinking,” and on April 20, 2010, that

“[d]ivorced (sic) now ﬁnalized” and “[l]iving in mobile [home] now with ex-husband [wifh] less
conflict.” o | _

32. Onor ébout May 21, 2010, patient K.L.C. had a follow up visit with re,spoildent who |
documented, among other ttﬂﬁgs, that the patient was feqiing distres_seci about her brother being
arrested again for driving under the influence and her labs had beeﬁ completed. ReSpondéntfs
assessment was Major Depressive DisOrde;f‘(2§6.32) with residual symptoms and Insomnia
(327.02) with some éymptomé. Current medications were listed as Setcone 300 mg b.i.d., Soma
350 mg q.f.d., Valium 10 mg q.i.d., R_'es’coril10 30 mg q.h.s. p.r.n. sleep, and Abilify 10 mg h.s.
The freatrhent plan was’t‘o increase Abilify to 15 mg q.hs. and return to clinic in 5 wecks..

| 33. On or about August 31, 2010, patient K.L.C. had a 'follow up visit with respbndent

who documented, among other things, that the patient “appears emaciated” and “weight today =

-86 1bs.2 ..'.Ehe._patient'..repor.ted. problems . with sleéping,..no_vappetite,.,'.that'_she. was very sad, and she .|.. ..

had guilt over giving her husband a second chance. Respondent’s assessment was Maj c‘)r‘
Depressive Disorder (296.32) with increased depression,vln_somnja (327.02) symptoms still
present and migr_éine headaches with the patient asking for Depakote. Respondent’s treatment

plan was to continue with current medications (Serzone, Soma, Valium and Restoril), -

discontinue AbiIify due to complaints of akathiéia (restlessness) and add Depakote (VPA) at 250

10 Restoril® (temazepine), a benzodiazepine, is a centrally acting hypnotic-sedative that
is a Schedule IV controlled substance pursuant to Health and Safety Code section 11057,
subdivision (d), and a dangerous drug pursuant to Business and Professions Code section 4022.
When properly prescribed and indicated, it is used to treat seizure disorders and panic disorders.
Concomitant use of Restoril® with opioids “may result in profound sedation, respiratory
depression, coma, and death.” The Drug Enforcement Administration (DEA) has identified .
benzodiazepines, such as Restoril®, as drug of abuse. (Drugs of Abuse, DEA Resource Guide
(2011 Edition), at p. 53:) ' :
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mg b.i.d., and then increasing to 500 mg b.i.d., after 10 days.

34.  On orabout October 5, 2010, patient K.L.C. had a follow up visit with respondent

‘who documented, among other things, that the patient appeared bettet, she was tearful when

discussing her current life situation, she had stopped Serozone upon starting the Depakote (VPA),
and her weight had increased to 92.8 pounds. Respondent’s assessment Was Major Depressive
Disorder (296.32) improved, Insomnia (327 ‘02), with migraine headaches noted as still present.

Respondent’s treatment plan wasto continue with current medications (Depakote (VPA),

'Serzone, Soma, Vahum and Restoril) with Darvocet p.r.n. pain., follow up on VPA level and

return to clinic in two months.

35. Onor about November 30, 2010, patlent K.L.C. had a follow up visit with respondent

-who documented, among other things, that the patient was having migraines and depression, not

eating well, having trouble sleeping, was tired, and having feelings of worthlessness. The patient ‘

“denied suicidal and homicidal ide_ation. Labs were reviewed, including the VPA level. The

current medications werelisted as Depakote 5 00 mg b.i.d., Soma 350 mg b.i.d., Valium 10 mg
q.i.d., Restonl 30 mg q. h.s. and Darvocet p.r.n. pain. The assessrnent was MaJor Depressive
Disorder (296 32) with an increase in depressrve symptoms, Insomnia (327 02) and migrame

headaches. Respondent’s treatment plan was to continue with current 1nedications and to increase

mtheDepakote-to 1 000 mg b.i.d. and recheck VPA level.in two. weeks; Midrin was also added for..|.. .

the patient’s migraine headaches; and return to the clinic in four to six weeks.
36. On or about January 5, 2011, patient K.L.C. had a follow up visit with respondent
who doculnented_, among other things, that the patient was “Very anxious [and] ‘tremulous' today,

she had seen another doctor recently for a social security re-evaluation who indicated patient

K.L.C. had post-traumatic stress disorder. The patient indicated she was sad, had crying spells

no joy, she was angry, 11r1tab1e very oveiwhelmed and was havmg nightmares. The cutrent
medications were listed as Depakote 500 mg b.i.d., Soma 350 mg b.i.d., Valium 10 mg g. id.,
Restoril 30 mg g.h.s., Darvocet p.r.n. pain, and Trazadone 150 mg q.h.s. (which was not listed in
the last progress note). The assessment was Major Depressive Disorder (296.32) with an increase |

in symptomé, Insomnia (327.02) with a note of “slept on Restoril/Trazadone,” tremor in hands,
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and‘ migraine headaches. ‘Respondent’s treatment plan was to continue w1th current 1nedications;
check VPA level, add Inderol 10 mg ¢.a.m. for the tremors, and “rechallenge” Paxil 10.1ng q.a.m.
for seven days and then increase to 20 mg., and return to clinic in one'rnonth.

'3‘7._ On or about February 1, 2011, patient K.L.C. had a follow up viéit with respondent
who documented, among other things, that the patient was upset because her social security
request Waé denied after she Was deemed to no longer be physically dis'abled,: less tremors on
Inderal, and with the patient reporting the Paxil was working well at 20 mg. The current
medications were listed as Depakote 500 mg b.i.d., Soma 350 mg b.i.d., Valiumv 10 mg q.i.d.,
Restoril 30 mg q.h.s., Dai‘vocetdp.r.n. pain, Trazadone 50 mg q.h.s. (listed as 150 mg in the prior
progress note), Inderal 10 mg q.a.m., and Paxil 20 mg q.a.m. The assessment was Major
Dépfessive Disorder (296.32), Insomnia (327 .02), tremor in hands lesé with the Inderal, and .
migraine headaches. Respondent’s treatment plan was to conti_nue.with current medicatio‘ns,.
increase Inderal to 80 mg; return to clinic in four to six 'weekks, and referral to an attorney for
social secunty appeal. - , | .

"~ 38. Onor about March 22 2011, patlent K.L.C.had a follow up visit w1th respondent
who :documented among other thmgs that the patlent complained of havmg no money and no

place to live, bemg ‘very angry,” upset with her ex—husband she had decreased Depakote (VPA)

--‘due- to. sedat1on » and she didn’t- 11ke the- Pax11 because.“it.doesn’t help me.” The current...

medications were listed as Depakote 500 mg b.i.d., Soma 350 mg b.i.d., Valium 10 mg q.i. d
Restoril 30 mg q.h.s., Darvocet p.r.n. pain, Trazadone 150-300 mg q.h.s., Inderal 80 mg q.a.m.,
Paxil 20-40 mg q.a.m. The assessment was Major Depressive Disorder (296.32) increase in

symptoms, Insomnia (327.02) “broken sleep,” tremor improved, and migraine headaches.

Respondent’s treatment plan was to continue with current medications, add Zoloft 50 mg q.a.m.,

discontinue Paxil, and return to clinic in four to six weeks.
39.  Onorabout April 21,2011, patient K.L.C. had a follow np visit with respondent Who

documented among other things, the patient’s displeasure with her ex-husband’s daughter taking

“over her house and the patient having “no response to Zoloft.” The current medications were

listed as Depakote 500 mg b.i.d., Soma 350 mg b.i.d., Valium 10 mg q.i.d, Restonl 30 mg q.h.s.,
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Trazadone 150-300 mg q.h.s., Inderal 80 mg g.a.m. and Zoloft 50 mg q.a.m. The assessment was
Major Depressive Disorder (296.32) depressive symptoms, Insomnia (327.02), tremor less on
Inderal, and migraine headaches. .Respondent’s treatnient plan was to continue with currént
1nedications, increase Zoloft to 100 mg q.a.m., refetral to two other people for social security
appeal and return to clinic in four to six weeks. | | |
40." On or about June 16, 2011, patient K. L.C. had a follow up visit with respondent who
docu_mented, among other things, conflict with her ex-husband due to his daughter Abeing at her
house, the ex-husband and step-daughter both using alcohol, ‘patient feeling no joy, pleasure, very
tired, and having low appetite. The current medications were listed as Depakote 500 mg b.i.d,
Soma 350 mg b.i.d., Valium 10 mg q.i.d., Restoril 30 mg q.h.s., Trazadone 150-300 mg q.h.s.,
Inderal 80 mg g.a.m. and Zoloft 100 mg q.a.m. The assessment was Major Depressive Disorder |

(296.32) depressive symptoms, Insomnia (327.02), tremor, 'migraine h'eadaches, and back pain

‘with patient “asking for Tr amadol 50 mg #120 [because she] cannot afford Dr [N.M.] at th1s

time.” Respondent’s treatment plan was to continue with current 1nedrcat10ns increase Zoloft to
200 mg d.a.m., refill the Vahum for another 3 months, add Ultram.SO mg.q.r.d. p.r.o. pa1n, and
follow up at Helping I—Iand Counsehng in four to six weeks.

41. On or about September 6, 2011 , patient K.L.C. had a follow up v131t with respondent

-who documented,-among other.thlngs,_contrnued,.pr.oblems..wrth_.the patient’s.ex-husband and his. ..

daughter, that the patient was “going nuts, ” “isolates in [her] room,” was. sleeping With

Trazadone and Restoril, and st111 “no appetite.” The current medrcauons were listed as

.Trazadone Restoril, Tramadol, Valium, Soma and Zoloft 50 mg q.a.m. (the last chart note

recorded Zoloft at 100 mg). The assessment was Major Depressive Disorder (296.32) “still

depressed.” The treatnient plan was to contlnue with current medlcations 1ncrease Zoloft 100 mg

‘q.a.m. and return to clinic “6-8 weeks — 4 months.”

42. . On or about Fe’bruary 9,2012, patient K.L.C. had a follow up visit with respondent
who documented, among other things, that the patient’s ex-husband had been “belligerent [and]
drunk,” the patient “isolates in [her] room,” she was compliant with her medications, and her

weight was 90 pounds. The current medications were listed as Trazadone 150 mg q.h.s., Zoloft
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100 nig q.a.m., Soma 350 mg q:i.d., Valium 10 mg q.i.d., Restoril 30 mg p.r.n.' sleep, and Ultram
50 mg q.i.d. The assessment was Major Depressive Disorder (296.32‘)‘stab1e dnd Insomnia
(327.02) stable. Respondent’s treatment plan was to eontinue with current medications and return
to clinic in 3 months. - o

43. On or about May 8, 2012 patient K. L C. had a follow up v151t with respondent who
documented, among other thlngs that the pat1ent was feehng sad, had increased. crymg spells

somewhat low appetlte she was tlred and sleeplng during the day, ove1whehned and reading one

 bible chapter a day. The current medlcauons were listed as Trazadone 150 mg q.h.s., Zoloft 100

mg q.a.m., Soma 350 mg q.i.d., Valium 10 mg g.i.d., Restoril 30 mg p.r.n. sleep, and Ultram 50
mg q.i.d. The"asses'sment was Maj or Depressive Disorder (296 32) increase in symptoms, |

Insomnia (327 02) “broken sleep-sleeps in day,” and back pain from scrubblng hnoleum floor, in

bed for 2 days, with patlent indicating Ultram was “too weak.” Respondent’s treatment plan was

to continue with current medications, increase Ultram 100 mg q.i.d. p.r.n. pain, and return to
clinic in 4 to 6 weeks. ‘
' 44. On or about January 22, 2013 pat1ent K.L.C. had a follow up visit with respondent

who documented among other things, that the patlent who had been out-of-state, gained some '

| weight, her appetite was doing better, she was staylng with her ex-husband, who was still -

.drinking, and she was “relatively compliant with-meds.” ‘Weight was recorded as.127 pounds..... |.. ..

The current medications were listed as Trazadone 150-300 mg g.hs., Zoloff.2'00 mg q.a.m;
(which was 100 mg more than the last recorded Zoloft level),‘Tro.madol 50 mg q.i.d. .(not listed on}'
the medications list for the last visit), Soma 350 mg q.i.d., Valium 10 mg q.i.d., and Restoril 30
mg p.r.n. sleep. Ultram 100 mg q.i.d. was documented fof the prior visit but not listed on the
progress note for this visit and there was no documentation as to why the Ultram was
discontinued if, in fact, it was discontinued. The assessment was Major Depressive Disorder_
(296.32) with depressive symptoms. Respondent’s treatment plan was to increase Zoloft to 150
mg q.a.m., provided'a referral to Nofth County “access line” for a pain specialist.

| 45. On or about April 24, 2013, the office visit for patient K.L.C. was cancelled because

she reported that she “fell last.night and hurt heréelf.”
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46. On or about May 15, 2013, patient K.L.C. had a follow up visit with respondent who
docnmented, among other things, that the patient, was “walking with cane (back pain),” the
“Tramadol doesn’t lwork,” she had started physical therapy exercises, there were still issues with
her ex—husband’s alcohol use, and the Zoloft was upsetting her stomach. The current medicatlons
were listed as ’f‘razadone 100 mg q.ll.s.; Zoloft 100 mg q'.a.1n., Soma 350 mg q.i.d., Valium 10 mg
q.i.d., Restoril 30 mg p.r.n. sleep, and Ultram 100 mg q.i.d. The as'sesslnent l;vas l\/lajor '
Depressive Disorder (296.32) stable, Insomnia (327.02) slalale, “Back SﬁaSms - S.oma;” and |

“Lower back/Hip/knee pain — R.A. in hands/back/ [left] foot.” Respondent’s treatment plan was

to continue with current medications and return to clinic in “4 - 6 weeks — chose 3 months.” -

47. On or about June 26,2013, patient K,L.C. had a follow up visit with respondent who
documented, among other things, that the palient had a DV (domestic violence) incident with her
ex-husband, she “brought cou1t papers — 1est1a1n1ng or de1 ” she “claims to be on 200 mg Zoloft |
not 150 mg as ordered on 5/15/13,” she was sleeplng most of the day, and feelmg dep1essed The

current medlcatlons were listed as Vahum 10 1ng q.id., Zoloft 100 mg.q.a. m Ulham 100 mg

' q1 d., Soma 350 mg q.i.d., Restoril 30 mgp.r. n. sleep, and Trazadone 75-150 mg q h.s. The

assessment was Maj or Depressive Disorder (296.32) “still depressed,” L/S (lumbosacral)

pain/ arthn‘us —also arthritis in hands/knees/feet/back Ultram not working.” Respondent’

treatment plan.was to increase. Zoloft 200 mg q.a.m., d1scont1nue Ultram for. “lack of efficacy,”..

add Tylenol ES 500-1000 mg t.i.d. p.c.o; pain, and 1'etu1_'n to clinic in 4-6 weeks.
48. On or about September 22, 2013, patient K.L..C. had a follow up visit with respondent |
who clocumen&d,’ among other things, lllat she was in the same living sitbation, her ex—lmsband
has to take “DUT/husband classes,” the assault charges against her ex—husban(l were dropped, she
didn’t get the Tylenol ES ﬁlled, her “spirits are high” ffo1n'attending church, sleep was okay, |
“appetite ‘waned,’” and the patient had “energy to spare.” The current 1nedieati011s were listed as
Trazadone 150-300 mg q.h.s. (which was different tha_n the 75-150 fng that was recorded for her
piror visit), tramadol (Ultram) 100 mg q.i.d., Soma 350 mg q.i.d., Zoloft 200 mg q.a.m.,
Temazapam (restoril) 30 mg g.h.s. p.r.n. sleep , and Valium 10 mg q.i.d. The alssessment was

Major Depressi’ve Disorder (296.32) “residual symptoms.” Respondent’s treatment plan was to
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start Tylenol ES 500-1000 mg t.i.d. p1n pain, discontinue Tramadol, and return to clinic in 3 -
moﬁths. | | | _ ‘ . | |

~ 49.  Onor about January 22, 2014, patient K.L.C. had a follow up visit with respendent
with no ndrrative -history documented. The eurrent 1nedicatiens were listed as Trazadone 150-300

mg q.h.s., tremadol (Ultram) 100 mg g.i.d., carisoprodol (Soma) 350 mg q.i.d., Zoloft 100 mg

.q.a.m., temazapam (Restoril) 30 mg q.h.s. p.r.n. sleep , and Valium (diézepam) 10 mg q.i.d. The

assessment.was Major Depressive Disorder (296 32) Respondent’ s treatment plan was to change
Zoloft to 100 mg q.a.m., and continue other cuir ent medications. |

50. Onor about April 23, 2014, patient K.L.C. had a follow up visit with respondent with
no narrative history documented The current medications were listed as carlsoprodol (Soma)

350 mgq. id., Vahum (dlazepam) 10 mg q.i.d., temazapam (Restoril) 30 mg q.h.s. p.r.n. sleep,

,Trazadone 150-300 mg q.h.s. p.r.n. sleép, and Zoloft 100 mg q.a.m. There was no assessment

documented for this visit. The apparent treatment plan was to contmue current medications.
51.k A review of patient K.I..C.’s CURES reporf for the period of November' 1,2011, to

November 12 2014 contalned 1nd1cat10ns of patient K.L..C.’s mlsuse abuse and/or d1ve1510n of

controlled substances 1nc1ud1ng, but not 11m1ted to, obtammg large amounts of carisoprodol

(Soma) 350 mg (#360) and in 2012 and 2013 and diazepam (Valium) 10 mg (#360) in 2013.

52.-.Respondent committed. gross.negligence.in his. care.and treatment of patient. K.L.C..

Jincluding, but not limited to,'tjne following:

(@ Respondent repeatedly prescribed excessive amouﬁts of' controlled
substances, 1nclud1ng, but not limited to, hypnotlc seda’uve medications
: and/or benzodlazepmes without any obJectwe a11d/01 justifiable ba51s
~ for prescribing such amounts of controlled substances and when
considering some of the other controlled substances that were being

prescribed to patient K.L.C.;

1117/
1/
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(b) - Respondent repeatedly preseribed excessive amounts of controlled
~ substances, ineluding benzodiazepines, such as Tetnazepam and
Diazepam, in combination witn Soma, which were not justiﬁed_based,
on the patient’s clinicald presentation; andl
(e) Respondent repeatedly prescribed controlled substances to patient
K.L.S. witllout reviewing C_URES,'Without utilizing urine drug screens,
without consulting with and/or obtaining records from prior treat_ing.
Iahysiciane and/or ‘without ‘utitizing other risk screening tools.
| | Patient R.MA. |
53. Onor about August 30, 2011, pat1ent R.MA., a then twenty year old male who was
referred by anothe1 physician “for med1cat10n » had his initial v131t with respondent Accordmg
to the 1ntake documents, the patlent began exper1enc1ng depress1on at age 17, when his “pr oblems
began.” His prior medications were listed as Amblen Klonopin, Seroquel, Teg1etol Wellbutrin
XL and Prozac and his current med1cat1ons were “Klonopin from a friend” 2 mg b.i.d., and Xanax
2 mg bid. The patient’s substance abuse history was positive for beer, liquor, THC (marijuana)

and “pills.” Patient R MA. described a traumatic childhood and at least one prior arrest in April

' 201311 for “DUI/Possession of cocaine.” Respondent documented that the patient was “just

.1ntox1cated on. THC/ETOH. (alcohol)/ Club pills” and that he. took a “glass bottle to back of head | . ..

8/25/ 11” and “fell on [his] face 2 months ago — interaction between ETOH [and] Tegretol.”
Respondent’s Axis | dlagnoses was MaJ or Depressive Disorder, recu1rent moderate (296.32) and
Insomnia (327.02) and the tre_atment plan was continue Klonopin 2 mg b.i.d., Xanax 2 mg b.i.d.,
add Paxtl 10 mg q' a.m. for 7 days and then increase to 20 mg q.a.m.; add Trazadone 50-150 mg
q-h.s. p.r.n. sleep and return to chmc in 4-6 weeks | |

54 On ot about October 6, 2011, pat1ent R. MA had a follow up visit with respondent
who documented, among other things, that the patient was “not too good,” having conflict with

his father, he “uses extra Xanax, Trazadone,” and he was smoking Y% ounce of inarijuana per day .

11 Although this note is dated August 30,2011, it 1nd1cates patient R. MA had prror arrest

in April 2013* for “DUI/Possession of cocaine.
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to help with sleep. The current medications were listed as Xanax 2 mg t.i.d. —q.i.d., Paxil 20 mg
q.a.m. “off last few days” and Trazadone discontinued. The assessment was Maj or‘Depressive
Disorder (296.32) still depressed and Insomnia (327.02) not responding to Trazadone.
Respondent’s treatment plaﬁ was to increase Xanax 2mgtid. —qid, increese Paxil to 40 mg
g.a.m., discontinue Trazadone, add Lunes‘_ta12 3 mg q.h.s. p.ran. sleep with a note to “consider
Remeron” and return to clinic in 6 weeks. v | |

55. On or about November 22,2011, patient R.MA_. had a folloW up visit with respondent
who doculﬁent_ed, amdng other things, that the patient’s Xanax was conﬁscat_ed at the airport and
he had to come back early from Las Vegas “due to beﬁlg out of meds,”. he was not sléeping well,

he had “used friend’s Valium 10 mg q.i.d.” and, according to respondent, “describes conditions

symptems of ADHD — poor focus and concentration — responded to friends Adderall.” The

current medications were listed as Paxil 40 mg g.a.m., Xanax 2 mg t.i.d. - ¢.i.d. p.r.n. anxiety,

and “Lunesta — never filled.” The assessment was Panic Disorder (300.01) with a note of

““[increased] attacks off Xanax [and] Okay on Valium,” Major Depressive Disorder (296.32) “not

reépOnding to Paxil,” Insomnia and ADHD (Attention Deficit Hyperactivity Disorder (314.00).
Respondent’s treatment plan was discontinue Paxil due to o response; discentinue Xanax due to |-

“febound anxiety,” add Valium 10 mg q.i.d. p.i'.n. anxiety, add Remeron 7.5-15 mg q.h.s. p.r.n.

sleep, and.add Adderall®® 5-10. mg b.i.d., and return to.clinic.in one.month. . ]

5,6.. On.or aboht November 29, 2011, patient R.MA. had a follow up visit with respondent |

who documented, among other things, that the patient reported “the Valiums are weak, but

12 1 unesta® (eszopiclone), a sedative, is a Schedule IV controlled substance pursuant to
Health and Safety Code section 11057, subdivision (d), and a dangerous drug putsuant to
Business and Professions Code section 4022. When properly prescribed and indicated, it is used
to treat insomnia. '

13 Adderall®, a mixture of d-amphetamine and l-amphetamine salts in a ratio of 3:1,1s a
central nervous system stimulant of the amphetamine class, and is a Schedule II controlled
substance pursuant to Health and Safety Code section 11055, subdivision (d), and a dangerous
drug pursuant to Business and Professions Code section 4022, When properly prescribed and
indicated, it is used for attention-deficit hyperactivity disorder and narcolepsy. According to the
DEA, amphetamines, such as Adderall®, are considered a drug of abuse. -“The effects of
amphetamines and methamphetamine are similar to cocaine, but their onset is slower and their
duration is longer.” (Drugs of Abuse — A DEA Resource Guide (2011), at p. 44.) Adderall and
other stimulants are contraindicated for patients with a history of drug abuse.
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stopping the shaking, that he wanted to go back on Xanax because he “sleeps better,” and that his |
“focusing [was] better.” The current medications were listed as Valium 10 mg q.i.d. 6 per day

p.r.n. anxiety, Remeron 15 mg qg.h.s., and Adderall 5-10 mg b.i.d. with a note that Adderall 10-15

-mg was discontinued. The assessment was Panic Disorder (300.01), Major Depressive Disorder .

(296.32) “not responding to Paxil,” Insomnia, ADHD (314.00), with a note, which applied to

each. condition, indicating “improved But anxious.” Respondent’s treatment plan was to
discontinue Valium — poor response, add Xanai( 2 mg q.i.d. p.r.o. anxiety, and return to clinic in 3
weeks. ’ ' | _

| 57.  Onor about December 22,2011, patient R.MA. had a follow up .visitl with respondent
who documented, among other things, that the patient was having issues with his father and the
patient’s business he ran out of Xanax and Adderall eariy, Remeron was not helping for sleep,
and he had “some sadness [and] some panic attacks.” The current medications were listed as
Remeron 15 mg q.hss., Adderall 2 mg 5- 10 mg b.i.d. (10-20 mg per day), and Xanax 2 mg q.i.d.
p-r: with a note of “(5-6 x day).” The assessmenl was Pamc Disorder (300. 01) sporadic

attacks,” Major Depressive Dlsorder (296.32) “some depressmn,” Insomnia sleeps on Xanax,”

'ADHD.(314.00) “struggles with focus and concentration on Adderall 15 mg b.i.d. Respondent’s

treatment plan was to increase Remeron to 30 ing g.hs., increase Adde_rall to 20 mg b.i.d. (40 mg

per day), refill Xanax:2 g 4. i.d.p.r.n anx1ety (one week. early) with a note that “will. change to. | ...

5-6 a day p.r.n. anx1ety[ ]” and return to clinicin4 to 6 weeks

58.  On or about January 19, 2012, patient R. MA had a follow up v1s1t with respondent
who docdmented, among other things, “MRI” (without any specific details about the MRI), that
the patient was “asking for cough syrup’with codeine,” he had been out of work for 10 days and .

had been on antibiotics, and that he was having “trouble sleeping.” The current medications were

listed as Remeron 30 mg q.h.s., Adderall 20 1ng b.iid., and Xanax 2 mg p.r.n. six (6) per day.’f

The assessment was Panic Disorder (300.01), Major Depressive Disorder (296.32), Insomnia, and |

| ADHD (314.00) — with a note indicating “stable [as to each condition], but has partial response to

Adderall.” Respondent’s treatment plan was to increase Adderall to 20 mg g.i.d. (80 mg per day)

and return to clinic in 4 weeks.
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59.  On or about February 16, 2012, patient R.MA. had a follow up visit with respondent
who documented, among other things, that the patient “[a]lmost gbt DUI due to Xanax, poliée
confiscated 2 bottles of piIIs [and his] [cjar was impounded...,” the police conﬁscatéd his
“medical THC dard,” he had a “[b]izarre feeling in a.m. from Reméron,” and some “panic attacks
new.” The current medications were listed as Remeron 30 mg ¢.h.s., Adderall 20 mé q.i.d., and
Xanax 2 mg 4-6 tabs per day (8-12 mg perday). The assessment was Panic Disorder (300. 01)

[mc1eased] panic off Xanax,” ADHD (3 14. 00) stable Major Depressive Disorder (296. 32)
stable, and Insomnia (327. 02) ‘Froken sleep off Xanax. » Respondent’s treatment plan was to
1eﬁll Xanax and Adderall, discontinue Reme_ron, and return to clinic in 1 month.

60. On or about April 17, 2012, patient R, MA. had a follow up visit with ‘respondent who
documented, among other things, that the patient apﬁeared tired and sad, was having “is_sues with .
fafher,” claimed his anxiety was worse and ohl§ Xanax helped, that he was only taking the Xanax
and Adderéll, and that he “sleéps on Xanax.’; The assessment was Panic Disorder (300.01) |

‘[increased] panic off Xanax,” ADHD (314. 00) stable, Ma301 Depressive Disorder (296.32)
stable, and Insonmla (327 02) “broken sleep off Xanax.” The current medications were listed as
Adderall 20 mg q.i.d., and Xanax 2-mg six (6) a day and “takes up to 8 [per] day” (16 mg per
day) The'aésessment was Panic Disorder (300.01) “some anxiety,” ADHD (314 00)

. “stable/an01ex1a,” Majot Depresswe D1sorder (296.32). “some depr ession,” and Insomnia .. . . |. ..

(327.02). Respondent’s treatment plan was “[h]ad trials of Pax11/Prozac [-] Will add Zoloft 50

mg q.a.m., > refill Adderall, and return to clinic i in 4-5 weeks.

61. On or about May 31, 2012, patient R.MA. had a follow up‘visi.t with respondenf whol
documentéd among other things that: the'patient waé haviﬁg "‘familly issues,” “using a lot.of
Xanax ” the Adde1 all decreased his appetite, he gets up later i in the morning, and “may get DUI
for Xanax may go to court. »? The current medications were hsted as Adderall 20 mg q.id, and
Xanax 2 mig “8-9 [per] day” (16-18 mg per day). The assessment was Panic Disorder (300.01)
“improved on Xanax,” ADHD (314.00) “stable,” Major Depressive Disorder (296.32)

“[increased] depression,” and Insomnia (327.02) “okay.” Respondent’s treatment plan was to
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increase Zoloft to 100 mg g.a.m., refill Adderall, and change Xanax-2 mg to seven per day and 3
tabs q.h.s. (10 tabs a day for a total of 20 mg of Xanax per day), and return to clinic in one month.
62. On or about June 28,2012, patlent R.MA. was a no show for his apporntment

Respondent called patient R MA. and documented, among othel things, that the patient was st111

“having conflict with his father, the patient was going on vaeatron to Dubai and he wanted “3

“month script for trip to Middle East.” The current medications were listed as Adderall 20'rng

q.i.d., Xanax 2 mg to seven per day and 3 tabs q.h.s. (20 mg per day), and Zoloft 100 mg q.a.m.

- The assessment was Panic Disorder (3 00.01) “in remission, but relies on Xanax,” ADHD

(314 00) “uses Adderall for work to focus/concentrate,” Major Depressive D1s01de1 (296.32)

“stable,” and Insomma (327 02) “sleeps Respondent’s treatment plan was “one (1) month script

for Adderall [and] three (3) month scripts for Xanax/Zoloft Zoloft @ 200 mg” (900 tabs of

Xanax'* and 180 tabs of Zoloft) and return to chn1c in 3 1nonths
63. Onor about September 4, 2012, pat1ent R.MA.had a follow up v1srt with respondent

who docnmented', among other things, that the patient’s girlfr’iend wanted to break up with him,

' the patient “has a felony case — caught with gun in house” the patient has no car, his driver’s
pau : p

license was suspended,and he stopped taking Zoloft one month ago. The current medications
were listed as Adderall 20 mg q.i.d., Xanax 2 mg 10 per day (20 mg total pet day), anct Zoloft 200
mg q a.m.. (dlscontmued last. month) _The assessment was. Pamc Disorder.(300.01) “sporadic ..
attacks,” ADHD (314 00) “[1nc1eased] Sx [symptoms] off Adde1a11 » Major Depressive Drsorder
(296.32), and Insornma (327.02) “broken sleep.” Respondent’s treatment plan was to refill
Adderall 20 mg q.i.d., decrease Xanax to 4 mg q.i. d. “(16 mg per day total)” and return to clinic -
in 1 month. ‘ . ‘

64. On or about Seiotember 27,2012, patient R.MA. had a follow up visit with respondent |

who documented, among other things, that the patient was “out of Xanax early takes an extra 2

1 During his interview before a Department of Consumer Affa1rs Health Quality Unit
(HQIU) Investigator and Medical Consultant, respondent confirmed that he prescribed 900 tablets
of Xanax and claimed that the prescription was cancelled by phone. There is a notation in his

“medication log for June 28, 2012, that indicates “CX by phone.” According to patient RMA.’S .
'CURES report, patient R, MA filled a prescrrptron for Xanax 2 mg (#3 00) on July 31, 2012
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tablets (4 mg) at h.s. (bedtime) to sleep and ‘overall doing well.” ” The current medications were -

‘listed- as Adderall 20 mg q.i.d., Xanax 4 mg q.i.d: “(4 ing 5% /day PRN).” The assessment was
Panic Disorder (300.01), ADHD (314.00), Major Depressive Disorder (296.32), and Insomnia
(327.02). Respondent’s treatment plan was to reﬂli Adderall and Xanax add Ambien 5-10 mg . |-
q.h.s. p.rn. sleep, and return to chmc on October 2,2012. The patient was a no-show for the
office visit on October 2 2012

65. On or about November 1, 2012, patient R. MA had a follow up visit with respondent

who documented among other things, that the patient “went to jail,” hlS ‘girlfriend left him,” he

‘had poor sleep from 6:00-8: OO a.m. on Ambien, he asked for Seloquel for sleep, no ETOH, and

“Ic]ashed out lawyers —will go to court.” The current medications were listed as Adderall 20 mg |
g.i.d., Xanax 4 mg q.i.d., and Ambien 5-10 mg q.h.s. p.r.n. sleep " The assessment was Pamc
D1sorde1 (3 00.01) “more anxious...,” ADI—]D “Inattentive Type” (3 14. 00), MaJor Depresswe
Disorder (296.32) “had trialsvof Prozac,_ Zoloft, Paxil,” and Inso‘mnia (327.02) “poor sleep on
Ambien ? Respondent’s treatment plan was to refill Adderall 20 mg q.i.d., continue Xanax 4 mg
qi. d add Seroquel XR 50-400 mg q.h.s. prn. sleep, ‘consider ant1dep1essant has had sporadic
seizures in past... and return to clinic in one month.

66. Onor about November 29, 2012, patient R.MA. had a follow up visit with respondent

- who documented,.iamong.other..things, that the. patient lost his. wallet, ,had_:issues with.his s O

girlfriend, lost his license and insurance card, and has low income. The current medications were
listed as Adderall 20 mg g.i.d., Xanax 4 mg q.i.d., and Seroquel XR 400 mg q.h.s. The assessment
was Panic Disorder (300.01), ADHD “Inattentive Type” (314.00), Maj-or Depressive Disorder

(296.32), and Insomnia (327.02) with a note for all that indicated “mixed depressive anxiety.”

Respondent’s treatment plan was to add Viibryd (an antidepressant) to be gradually increased to.

40 mg g.a.m. and return to clinic in one month.

67. Onor about February 5, 2013, patient R.MA. had a cell phone consultation with
respondent; who documented, among other things, that the patient was, or had been, in Los

Angeles for business and left his prescription for Xanax in Los Angeles. He was now asking for

Halcion, stated he needs more Adderall and that he wanted to take five per'day (150 mg), he had
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short term memory problems, and it was hard to awaken with Serdquel XR The current
‘ medications were listed as Adderall 30 mg‘g‘.q.i.d. (which was incohsistent with the priof note on
‘November 29, 2013, which indicated Adderall 20 mg g.i.d.), Xanax 4 mg q.i.d., Viibryd 40 mg
with a notation of “off,” and Seroquel XR 400 1ng q.h.s. — still taking p.rin. The assessment was
Panic,Diéorder (300;21) “stable on Xanax,” ADHD ‘;Inattentive Type” (314.00) “stable,” Major
‘Depressive Disorder (296.32) “stable,” and Insomnia (327.02) “broken.sleep.” Respondent’s
treatme.nt‘plar.l was refill Xanax and Adderall, add Halcion" 0.125 mg — 0.25 mg g.h.s. p.r.n.
sleep, Seroquel XR 400 mg q.h.s. p.r.n. sl_eép,tand return to clinic in one month.

68. On or about April 11, 2013, patient R.MA. had a follow lip visit with respondent who

- documented, among other things, that the patient indicated "‘I"n_l alive,” there was still conflict

with his father, and he had an i1péoming trial in appfoximately two weeks for “pbssession ofa
firearm [and] discharge in a negligent manner.” The cﬁrrent medicatiqhs were listed as Adderall’ |
3'0 mg q:i.d. (120 mg per day) and Xahax 4 mg q.i.d. Thg assessment was Panic Disorder
(300.21) “stable,” ADHD “Inattentive Type” (314.00) “stable,” Major'Depressive Disorder

' (296.32) “in remission,” and Insomnia (327.02) “broken sleep.” Respondent’s treatment plan was|

add Sonata 10 mg g.h.s. p.r.11; sleep, and return to clinic in 4-6 weeks.

69. A review of patient R.MA.’s CURES report for the period of November 1,2011,to

‘November.12, 2014, contained indications of patient R MA.’s misuse, abuse and/or diversion of |

A

_éontrolled substances including, but not limited to, large quantities of Xanax (alp'irazolam)16 being

15 Halcion® (triazolam), a benzodiazepine, is a centrally acting hypnotic-sedative
benzodiazepine that is a Schedule IV controlled substance pursuant to Health and Safety Code
section 11057, subdivision (d), and a dangerous drug pursuant to Business and Professions Code
section 4022. When properly prescribed and indicated, it is used for the short term treatment of
insomnia. Concomitant use of Halcion® with opioids “may result in profound sedation,
respiratory depression, coma, and death.” The Drug Enforcement Administration (DEA) has
identified benzodiazepines, such as Halcion®, as a drug of abuse. (Drugs of Abuse, DEA
Resource Guide (2011 Edition), at p. 53.) R

16 A5 an example, respondent was asked during his HQIU investigatory interview,
whether he was aware that between November 25, 2011, through December 31, 2011, patient
R.MA. had approximately 5522 mg of Xanax dispensed to him that he got from approximately 12
different pharmacies which amounted to approximately 26-28 mg of Xanax per day. Respondent
indicated he was not aware that patient R.MA. had received so much Xanax and had he been
aware it would have raised a “red flag” about patient R.MA. “hav[ing] an addiction problem
possibly.” (Interview Transcript, at pp. 28-31.) ' o

: (continued...)
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' filled over short periods of time by different pharmacies; and patient R.MA. filling prescriptions

for opiates”_ that were prescribed by different physicians while respondent was prescribing
controlled substances to patient R.MA. During his interview before a Department of Consumer
Affairs, Health Quality Unit (HQIU) Investigator and Medical Consultant, respondent admitted
that he was not reviewing CURES while he Wes prescribing controlled substances to patient
RMA. and, thus, was not aWare of‘the prescribing pattern set forth in the CURES report.
70. Respondent committed gross neghgence in his care and treatment of patrent R.MA.. |
1nclud1ng, but not lrmlted to, the following: '
G Respondent repeatedly prescribed controlled substances to patient
R.MA., including hypnotic sedatrves, benzodiazepines and/or
Aamphetammes toa known substance abuser without any Ob_] ective -
-and/or justifiable basis for prescribing such amounts of controlled
substences; |
(b) Respondent repeateldly prescribed controlled substances to patient
RMA despite indications of abuse and/or addiction to the cont'rolledfi
substances that were being prescribed; and
(©) Respondent-re:peatedly prescribed controlled substances to patient
SURUUR R.MA. without.reviewirlg.CURES, without utilizing urine drug screens, .
without consulting with and/or obtaining records from prior treating
pHys_ici’ans and/. or without utilizing other risk screening tools

PATIENT R.R.

71.  On or about March 30, 2007,'® respondent had his initial visit with patient R.R. athen
thirty-two year old female who was referred to him by a mental health clinic. 'According to the

intake documents, the patient used to take Adderall for ADHD but insurance would not cover the

(...continued)

17 There are risks associated with the concomitant use.of Xanax and opiates which can
result in {profound sedation, respiratory depression, coma and death.
Conduct occurring more than seven (7) years from the filing date of this Accusation is
for informational purposes only and is not alleged as a bagsis for dlscrplmary action.
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medication, she has anxiety and panic attacks, and that she was clean and sober for the past

seventeen (17) inonths from methamphetamine. Respondent did not order any toxicology testing

to confirm that respbnder’itl was, in fact, cléan and sober for any illicit drugs or controlled
substances. No prior medical records were requested or revieWed.nor is there any record of
respdndent making any effort to consult with any prior treating phy.sicians or other health care
professionals. Prior psychotropic medications were repofted for this initial visif, bﬁt there was no

documented current or past prescribers or history of mental health illnesses. The Axis I

‘assessment (diagnoses) were ADHD, “combined type” (314.01) and Panic Disorder

(Agoraphobia) .(3 00.21). Respohdent’s treatment plan was to prescribed Valium 10 mg b.id. to
tid. “to target panic D/O (disorder),” Adderall XR 10 1ng q.a.m. “to target ADHD” and |

‘Wellbutrin XL 150 mg q.a.m. for seven days and then increase to 300 mg q.a.m.

72. During the period of or about March 30, 2007, to on or about March 24, 2009, patient

- R.R. had near monthly visits with respondent, except for those visits that she failed to show up for
‘or those visits that were rescheduled. On July 12, 2007, respondent referenced paﬁent R.R.’s

prior history of abusing “Crystal Meth” in the “Risk Assessment” section of a United Behavioral

Health Outpatient Treatment Progress Report form. During the period March 30, 2007, to on or
about March 24, 2009, patient R.R.’s primary Axis I diagnoses were documented as ADHD

(314.01),.Panic. Disordet. (Agoraphobia).(300.21), Bipolar Disorder NOS. [not otherwise . .| . ..

spe‘ciﬁcd] (296.80) [first documented on or about July 23, 2008] and Premenstrual Dysphoric
Disorder tﬁrst documented on August 23, 2007]; ReSpondent’s treatment pian during this period
of time was to continue; the patient on Adderall 20 mg b.i;d, Valium IQ‘mg b..d. to t.i.d.,
Wellbutrin XL q.a.ﬁl. between 150 mg to 450 1ng, and other periodic controlled substances and/or
dangerbus drugs 'including, but not limited to, Pexeva 30 mg q.a.m., Dexedrine

(dextroampliétamine sulfate)™ 15 mg b.i.d. [increased to 30 mg on November 12, 2008], Abilify

1% Dexedrine® (dextroamphetamine sulfate) is a central nervous system stimulant of the
amphetamine class. Dexedrine® is a Schedule II controlled substance pursuant to Health and
Safety Code section 11055, subdivision (d), and a dangerous drug pursuant to Business and
Professions Code section 4022. When properly prescribed and indicated, it is used for the
treatment of attention-deficit hyperactivity disorder and narcolepsy. The DEA has identified

amphetamines, such as Dexedrine®, as drugs of abuse. (Drugs of Abuse, A DEA Resource
' - : (continued...)
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(antidepressant) 10 mg q.h.s.. The pro gress note for July 26, 2007, indicafes that patient R.R. “ran

out qf Valium.” On April 3, 2008, patient R.R. was i_nstructed to discontinue Adderall (which she
did not do) as doAcumel‘nted on the progress note for May 1, 2008,.indicéting ‘_“[d]id not stop
Adderall as ordered.” | |

73. Dur_ing the period of on or about April 29, 2009, to on ot December 3.1, 2009, patient
RR had near rhdﬁthly visits with réspondent, except for those visits that she failed to show up for
or th_oSé that were canc'elled.’ During this period of time, her primary Axis I diagnos‘es were
documented as Bipolar Disorder NOS [not otherwise specified] ‘(296.80), ADHD “combined
type” (314.01), Panic Disorder (Agoraphobia) (300.21), Social Phobia "(300.‘23) [added as a

: diagnosis on May 27, 2009] and Premenstrual Dysphoric Disorder. Respondent’s treatment plan

duriﬂg this period of time was fovcontinue the patient on Addetrall 20 mg b.i.d., Valium 10 mg

tid. p.r.n. anxiety, and other periodic controlled substances and/or dangerous drugs in¢luding,
but not limited to, Abilify 10 mg g.h.s. [discontinued in eaﬂy December 2009, due to “sedatioﬁf’],
_. ‘Wellbutrin XL 150 mg q.a.m. [added on Sep;ember"16, 2009], and Dexedrine SR 30 mg b.i.d.- |
[added on October 14, 2009]. P R | 4

‘74. * During the period of on or' about January 1, 2010, to Decémber_ 31, 2010, patient R.R.

had near monthly or bimontth visits with :espondeht, except for those visits that she failed to

_show.up. for or those that were.cancelled... During this period of time her primary Axis I diagnoses| .

were documented as Bipolar Disorder NOS [not otherwise specified] (296.80), ADHD “combined

| type” (314.01), Panic Disorder (Agoraphobia) (300.21), Social Phobia (300.23), and Premenstrual | .

Dysphoric Disorder. Respondent’s treatment plan during this period of time was to continue the

patient on Adderall 20 mg b.i.d., Valium 10 mgti.d. p.r.n. anxiety, Dexedrine 30 mg b.i.d.,

(...continued) ' S

Guide (2011 Edition), at pp. 42-44.) The Federal Drug Administration has issued a black box
warning for amphetamines which provides that “Amphetamines have a high potential for abuse.
Administration of amphetamines for prolonged periods of time may lead to drug dependence and
must be avoided. Particular atténtion should be paid to the possibility of subjects obtaining
amphetamines for non-therapeutic use of distribution to others, and the drugs should be
prescribed or dispensed sparingly. []] Misuse of amphetamines may cause sudden death and
serious cardiovascular adverse events.” Dexedrine® and other stimulants are contraindicated for -
patients with a history of drug abuse. ' :
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Wellbutrin XTI, 150 mg g.a.m., and other periodic controlled substances and/or dangerous drugs
including, but not limited to, Lamictal 75-100 mg g.h.s. [added on March 17,2010].
75. During the period of on or about January 1, 2011, to December 31, 2011, patient R.R.

vhad two visits with respondent on June 14, 2011, and Qc_tober 25,2011.2° The patient’s

documented “current status™ for the two visits was unrle'markable and generally benign. Dufing
this period of time her primary Axis I diagnoses were documented as Bipolar Disorder NOS [not '

otherwise specified] (296.80) [until June 14, 2011], ADHD “combined type” (314.01) [until -

"October 25, 2011, when it wasfchanged to ADHD “Inattentive Type” (314.00)], Panic Disordef

(Agoraphobia) (300.21) [until June 14, 2011], Social Phoba (300.23) [until June 14, 2011],
Premenstrual Dysphoric Disorder [until June 14, 2011] and Mej or Depressive Disorder (296.32)
[added on October 25,2011]. Respondent’s treatment plan during this period of time was to |
continue the patient on Adderall 20 mg b.i.d. [increased to 20 mg t.i.d. on October 25, 201 1],
Dexedrine 30 mg b id., Vahum 10 mg t.i.d. p.r.n. anxiety, and Lam1cta1 100 mg q.h.s. [changed
to 50 mg b.i.d. on October 25, 201 1].

76 Durlng the period of on or about J anuary 1, 2012, to December 31 2012 patlent R. R

‘had near monthly visits with respondent, except for her those appointments that she failed to

show up for or that were cancelled on March 15, October 24 and November 21, 2012. During

this period-of time her primary Axis.I diagnoses.were.documented as.Major. Depressive Disorder. .| . .. -

) ('296.'32) and ADHD “Inattentive Type” (314.00). Respondent’s treatment plan during this pericd'

of time was to continue the patient on Adderall 20 mg t.i.d., Dexedrine 30 mg b.i.d., Valium 10
mg t.i.d. p.r.o. anxietig and Lamictal 50 mg b.i.d. | [increased to 100 mg b.i. d on July 31, 2012]. g

77. During the per1od of on or about J anuary 1, 2013 to December 31 2013 pa’nent R.R. |
had near monthly visits with respondent, except for her those appointments that she failed to

show up for or that were cancelled on August 24 and November 20, 2013. On March 27, patient

20 There was a gap of nearly six and one-half months between the pat1ent’s last visit with
respondent on December 3, 2010, and her visit on June 14, 2011, during which time respondent
continued to prescribe pat1ent R.R. controlled substances. Pa‘uent R.R. did not show up for her

| appointment on January 25, 2011; “could not be seen — insurance not active” on February 10,

2011, was a “late cancellation” on March 31,2011; did not show up on May 7,2011; and
cancelled “due to work” on November 22, 2011.
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"R.R. co111p1ained,that she had “a ton of stress at work” and that she wanted more Valium. On

June 19, she reported she was hit by a car while riding her bike. On July 17, she reported she just

found out that her daughter had been sexually assaulted in March 2013, and she was accused of”

being “Loopy” by CPS (Child Protective Services), and further reported that she might lose her
house. Duriné 2013, patient R.R.’s primary Axis I diatgnosee were documented as Major
Depressive Disorder (296.32) and ADHD “Tnattentive Type” (314.00). Respondent’s treatment
platn during this period of time was to continue the patient on Adderall 20 mg t.i.d., Dexedrine SR
30 mg b.i.d. [changed to 2 tabs 15 mg b.i.d. on December 10, 2013], Valium 10 mg t.i.d. to q.i.d.
p.r.a. anxiety [in_creased toupto 5tabsa day on March 27,2013, and then continued at 10 mg
q.i.d. beginning on April 24, 2013], and Lamictal 100 mg b.i.d. [increased to 150 mg b.i.d. on
April 24,2013, and to 200 mg b.i.d. on!Decefnber 10, 2013, an overall increése from 60 mg per
day to 120 mg per day]. . | A | | |

78, During the perlod of on or about January 1, 2014, to December 31, 2014 pat1ent R. R
had near monthly or blmonthly visits with respondent. Many of the progress notes durmg this
period of time wei‘e cursory, failed to set forth a detailed narrative history and/or were missing
information 1nc1ud1ng, but not limited to the assessment (diagnoses) and famlly history for some

of the v131ts Durmg 2014, pat1ent R.R.’s primary Axis I dlagnoses were documented for some of

-the visits, as Major Depressive. Disorder (296.32) [which was. changed ‘to..B.lpolar Mood Disorder. |. .. ..

NOS on July 8, 2014; and then Unsbeeiﬁed Manic Depressive Psychosis (296.80) on October 21,

| 2014] and ADHD (3 14.00). Respond,ent’s treatment plan during this period of time was to

continue the patient on Adderall 20 mg t.i.d. Dexedrine Spansule SR 30 mg 2 tabs b.i.d., Valium

10 mg q.i.d. p.r.n. anxiety, and Lamictal 200 mg b.i. d

79. During the period of on or about J anuary 1,2015, to October 13 2015, pat1ent R.R.
had near monthly or blmonthly visits with respondent, with the exception of an approximate four
and one-half month gap between the visits of June 16,2015, and the visit of October 30, 2015.

During 2015, patient R.R.’s primary Axis I diagnoses were documented as Unspecified Manic'

| Depressive Psychosis (296.80) and ADHD (314.00). Respondent’s treatment plan during this
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period of time was to continue the patient on Adderall 20 mg t.i.d., Dexedrine Spansule SR 15 mg

2 tabs b.i.d. Valium 10 mg q.i.d. p.r.n. anxiety, and Lamictal 200 mg b.i.d.

80. Respondent committed gross neghgence in his care and treatment of patient R.R.
1nc1ud111g, but not limited to, the following: |

(a)‘ Respondent repeatedly prescribed excessive doses 'cf hypnotic sedatives,
benzodiazepines and/or arnplietalnines, to a known substance abuser,
withcut aiiy objective and/or justifiable basis for prescribing such amoilnts
of controlled substances and |

(b) . Respondent repeatedly prescrlbed controlled substances to patlent R.R.
without reviewing CURES, w1thout utilizing urine drug screens, w1thout
consulting 'with_and/or obtaining records from prior treating physicians :
and/or without r1ti1izing, other risk screenirig tools. |

PATIENT R.P.

81.  On or about November 6, 2010, respondent had his initial visit with patient R.P. a

 then forty-nine year old female who saw respondent for medication management, and-who was

referred by lier therapiSt B.B., from “A Helping Hand Counseling” center. Accordingfto

respondent’s intake documents, patient R.P. was suffering from Morgellon’s disease, a skin

disorder, and the patient had suffered a manic episode that “was initiated by a fast titration.ofan | . .

anti-depressant.” The past psychiatric history was positive for, among other things, “multiple”
episodes over the last two years, with treatment by at least three other physicians, and two
inpatient admissions to Mesa Vista Hospital, a psychiatric inpatient facility, for “possible”

suicidal ideation. The patient’s history was positive for two prior suicide attempts by overdose in

‘September 2010. Patient R.P. indicated, among other things, that during her latest manic episode-

she was arrested for shoplifting. The patient’s current medications were listed as Adderall XR 25
mg t.i.d., Prozac 60 mg q.h.s., ClcnaZep‘am 2 mg b.i.d. p.r.n, anxiety, Gecdon (generally_ indicated
for the‘treatment of schizophrenia and/or as monotherapy for the acute treatinent of manic or
mixed episodes of associated with Bipolar I disorder) 40 mg q.h.s., arid Norco (hydrocodone and
acetaminophen). Respondent’s Axis I dia'gncsiswas Major Depressive Disorder, recurrent,
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severe (296 .33) with a rule out of Bipoiar Disorder NOS. Respondent’s treatment plan was to
refill Adderall XR 25 mg ti.d. (with no detailed explanation as to why Adderall was part of the
treatment plen for patient R.P.), increase Prozac 20 mg to 80 mg q.h.s., refill Clonazepam 2 1ng ~

b.i.d. p.r.n. anxiety, Geodon 40 mg q.h.s., with a notation that the patient needed a primary

 doctor, “allergy ~ immunology doctor, and consider a pain specialist.”

82. During the period of on or about November 7, 2010, to December 31, 2010, patient -

R.P. had fou'r‘additional visits with respondent. On November 22, 2010, respondent noted the

patient was “accused of misdemeanor and 2 felonies — burglary/grand theft & carry_ing a syringe
stemming from a visit at a dermatolo gist...” On December 4, 2010, patient R.P. ‘reported, among |
other things, difficulty in “getting whole count of Adderall XR” and issues with her seventeen |
year old son who was addicted to narcotics. On December 20, 2010, patrent R.P. reported that
her “son may have stolen some of her Klonopm. > During the period of on or about November 7,
2010, to December 31, 2010, patient R.P.’s diagnosis was documented as Major Depreséive
Disorder (296.33). Respondent’s treatment plan during this period of time included continuing
Adderall XR 25 rrrg tid. (iﬁcr‘éased to 30 mg q.i.d. on December 4, 201 0), Prozac 80 mvg q.h.s.,
Clonazepam 2 mg bid. p.r.n. anxiety (Which appears to have been refilled on November 16,

2010, and then discontinued), Valium 10 mg?* b.i.d. to q.i.d. p.r.n. anxiety (added on November

_ 1.7,.201.0,..andtthen-disc,ontinued.on December,_ét,.ZO‘l.Q, due to mediocre to no response), Geodon | ... . .

40 mg q.h.s. (increased to 60 mg q.h.s. on November 22, 2010) and Klonopin 2 mg b.i.d. p.ra.

anx1ety (resumed on December 4, 2014)

83. Durrng the perlod of on or about January 1, 2011, to December 31, 2011, patlent R.P.
had near monthly visits with respondent, except for her those appointments that she failed to
show up for or that Were cancelled on January 22, May 16, June 25, July 16, October 10, October
24, and October 29, 2011. During her office visits of February 28, May 21, and August 1, 2011,

patient R.P. discussed her legal problems and impending incarceratron for shoplifting and identity

21 Respondent’s medication record indicates that Valium 10 mg was added on November
17,2010, but there is no associated chart note for that date with an explanation of why the Valium
was added as part of the treatment plan in addition to the Clonazepam.
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theft for using her sister’s personal informétidn. On Augilst 1, 2011, patient R.P. reported that
“some Klonopin may Be missing.” 011 Augﬁst 13, October 29 and 31, and November 28, 2011,
respondeni documented that patient R.Pb. was being prescribed Percocet? (oxycodone and
aceiaminophen) but there was no documéntation as to who was prescribing the Pgrcociet or why it
was being prespribed to patienf R.P. According to patient R.P.’s CURES report during this iime,
patient R.P. was receiving opiates (morphine sulfate, oxycodone/acetaminophen (APAP) 'aild/9r
hydrocodone/APAP) from other physicians dufi'r_ig the time that respondent was also prescribing -
her controlled substances and dangerous drués. Respondent’s Axis I diagnosis (assessment) |
during this period of time was documented as Maj or Dépréssive Disorder (296.33) and ADHD

“Inattentive Type” (314.00) [added on February 28, 2011]. Respoiidents treatment plan during

‘this period of time included continuing with Adderall XR 30 mg q.i.d. (decreased to 25 mg q.i.d.

on January 31, 2011), Prbzac 80 mg q.h.s., Valium 10 mg q.i.d. p.r.n. anxiety (resumed on

January 15, 2011, and discontinued on August 13, 2011), Geodon 60 mg q.h.s. (reduced to 40 mg

q.h.s. Qi_i January 15, 2011, and discontinued on Febrliary 28,2011), Klonopin 2 mg b.i.d. p.r.n.

anxiety (discontinued on January 15, 2011; resumed on April 16; 2011; increased to 2 mg q.id. -

on July 18, 2011; discontinued on August 1, 2011, and resumed on August 13, 2011), Ambilify '

5mg g.a.m. (added on August 1, 2011; increased to 10 mg q.a.in'. on Auglist 13,7 2011) and Buspar

. (buspironé hydrochloride)*.15.mg b.i.d.(tried for one:month beginning on July 18,2011, and |

‘then discontinued).

84.. During the period of on or about January 1, 20}2; to October 26, 2012, patient R.P.

had near monthly visits with respondent, except for her appointment that she failed to show up for

22 percocet® (oxycodone and acetaminophen), an opioid analgesic, is a Schedule IT
controlled substance pursuant to Health and Safety Code section 11055, subdivision (b), and a
dangerous drug pursuant to Business and Professions Code section 4022. When properly
prescribed and indicated, it is used for the management of moderate to moderately severe pain.
The Drug Enforcement Administration has identified oxycodone, as a drug of abuse. (Drugs of .
Abuse, A DEA Resource Guide (2011 Edition), at p. 41.) The Federal Drug Administration has

issued a black box warning for Percocet® which warns about, among other things, addiction,

abuse and misuse, and the possibility of “life-threatening respiratory distress.” L
, # Buspar® (buspirone hydrochloride) is indicated for the management of anxiety
disorders or the short term relief of the symptoms of anxiety.
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or that was cancelled on February 18, 2012. During this period of time, patient R.P. 1eported
continuing i issues with her son who was a heroin addrct the loss of her home, and that she “has to"|.
go to court for another shophftlng charge.” During this period of trme, there were other |
indications of misuse, abuse and/or dlversion of controlled substances including,'but not limited
to, patient R.P.’s multiple requests for specific dangerous drugs and controlled substances,™ a
medicat‘lon log entry for January 16, 2012, indicating that “Klonopin filled early.. .,;’ a report on
June 25, 2012 that her son “tried to steal meds from her husband,” a report on I uly 21, .2012. that
she “ran out of Ablhfy/Prozac 6 days ago,” a medlcatlon log entry of August 27, 2012, 1nd1cat111g
“Adderall Script Stolen, 25 her report of August 18, 2012, that she “doubled her dosage of

- Adderall which worked well” and a 1ned1cat10n log entry of October 15, 2012, 1nd1cat1ng “Lost

Adderall — Rf (refill) Adderall 20 mg (#120) 1 tab PO (orally) q.i.d. d Moreover the CURES

report for patient R.P. indicates that she continued to receive opiates (morphlne sulfate

. Oxycontin, and/or oxycodone/APAP) from other physicians dunng the same time that respondent

was prescribing her controlled substances and dangerous drugs Respondent’s Ax1s I dlagn051s

(assessment) during this perlod of time was documented as Major Depressive Dlsorder (296.33)

and ADHD “Inattentive Type” (314. 00) Respondents treatment plan during this period of time .

included continuing with Adderall XR 30 mg q.i.d. (drscontmued on May 12, 2012 and resumed

and ..changedrfrorn.Adderall XR.25.t0.Adderall XR 30.mg q.i.d. with an addition of Adderall 5 mg|. . .

b.i.d.; and changed again to Adderall 20 mg q.i.d. on August 18, 2012), Xanax 2 mg b.i.d. (added
on April 7, 2012) Prozac 80 mg q h.s., Klonopin 2 mg b.i.d. p.r.n. anxiety (d1scont1nued on Aprrl

7, 2012), and periodic prescrrpuons and adjustments of Abilify and Concerta.

% As an example patient R.P. reported she “does not like current Adderall XR dosage” o
January 21, 2012, she reported “Ritalin was not strong enough” on December 6, 2012, she
“want[ed] back on Adderall [-] Prefers it over the Ritalin...,” on March 10, 2012 and she “asked
for Xanax over Klonopin” on April 7, 2012.

> During his interview with an HQIU 1nvest1gat10n and Medical Consultant, respondent
could not recall whether he asked patient R.P. if she ever filed a police report for the Adderall that
she claimed was stolen and he never requested a urine drug screen to determine whether the
patient was potentially diverting the Adderall. The FDA’s box warning provides that
“Amphetamines have a high potential for abuse. Administration of amphetamines for prolonged
periods of time may lead to drug dependence. Pay particular attention to the possibility of
subjects obtaining amphetamines for non—therapeutrc use or distribution to others and the should
be prescribed or dispensed sparingly...
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85.  On or about October 26, 2012, patient R.P. was discharged as a patient at A Helping
Hand Counseling and as a patient of respondent, listed as the Medical Director. The discharge
letter provided, in pertinent part: |

“Our records show that you have not been compliant with your treatment regime[n].

On more than one occasion, you have requested medication refills when you should

have had medication remaining. [{] Your records and your account have been

reviewed and, as of today, you are not welcome as a patient of A Helping Hand
Counseling or Dr. Paniccia from this date forward.

86. Respondent committed gross negligence in his care and treatment of patient R.R.
includiﬁg, but not limited to, the following: | |
(a) Respondent repeatedly préscribed excessive amounts of hypnotic |
sedatives, benzodi‘azepi_neg and/or amphetamines without any obj ective
and/or justiﬂable basis for pyeséribing such amounts of controlled
substmlcés; and | |
~ (b) Respondentvrepeated'ly pr_éscribed controlled substances to. patient R.P.
" without reviewing CURES, without utilizing urine drug screens,
~ without consulting with aﬁd/or obtaining recofds from prior treating |
phy51c1ans and/o1 without utlllzlng other risk scréening tools.

SECOND CAUSE FOR DISCIPLINE .

(Repeated Negligent Acts)

87. Respond is further éubj ect to disciplinary action under sect_i.ons 2227 and 2234, as
deﬁﬁed by section 2234, subdivision (c), of the Code, in that ﬁe committed repeated negligent |
acts in his care and treatment of patients R.M., K.L.C., R.MA.,, R.R.v and R.P.,-as more
particularly alleged in paragraphs 11 through 29, 32 through 70, and 74 through 86, above, which
are hereby incorporated by reference and realleged as if fully set forth herein. |

THIRD CAUSE FOR DISCIPLINE

(Repeated Acts of Clearly Excesswe Prescrlbmg)

88. Respondent is further subject to d1sc1p11nary action under sections 2227 and 2234 as -

defined by section 725, subdivision (a), of the Code, in that he repeatedly prescribed clearly
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excessive amounts of controlled substarices to patients R.M., K.LLC., R.MA.,RR.and R.P,, as

| more particularly alleged in paragraphs 11 through 29, 32 through 70, and 74 through 86, above,

which are hereby incorporated by reference and realleged as it fully set forth herein.

FOURTH CAUSE FOR DISCIPLINE

(Prescrlbmg Wlthout An Approprlate Examination and Medical Indlcatlon)

89, Respondent is further subject to d1s01p11nary action under sections 2227 and 2234, as
defined by section 2242, of the Code, in that he repeatedly prescribed various controlled
substances to patients R. M K.IL.C. R MA., R R.and R. P without performing an appropnate
prior examlnatlon and medical 1nd10at10n as more particularly alleged in paragraphs 11 through

29, 32 through 70, and 74 through 86, above, wh1ch are hereby 1ncorporated by reference and

A realleged as if fully set forth herein.

FIFTH CAUSE FOR DISCIPLINE

(Furnishing Drugs To Addict)

90. Respondent is further subject to disciplinary action under sections 2227 and 2234, as

' deﬁned by section 2241 of the Code, in that he prescribed controlled substances and dangerous

drugs to patients R.M., R.MA., R.R. and R.P. whom he knew or reasonably should have known

was an addict and/or was using or would be using the controlled substances and dangerous drugs

for a.nonmedica‘lmpur.pose,_as.more particularly alleged in paragraphs 11 through 28, 53 through . | .. "

70, and 74 through 86, above whlch are hereby incorporated by reference and realleged as if fully

set forth herein.

SIXTH CAUSE FOR DISCIPLINE

(Fallure to Mamtam Adequate and Accurate Records)

91. Respondent is further subj ect to disciplinary action under sections 2227 and 2234, as |
deﬁned by section 2266 of the Code, in that respondent farled to maintain adequate and accurate
records regarding her care and treatment of patlents RM,, K.L.C.,‘ R.MA., R.R. and R.P., as more
particularIy alleged in paragraphs 11 through 29, 32 through 70, and 74 through 86, above, which
are hereby 1neorporated by reference and realleged as 1f fully set forth herein.

////
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DISCIPLINARY‘CONSIDERATIONS
| 92. To dete1m1ne the degree of discipline, if any, to be imposed on 1espondent

complainant alleges that an Accusatlon was filed agalnst respondent on or about Septe1nbe1 16,
2002,ina pr1or disciplinary action entitled In the Matler of the Accusation agamst Gregory S.
Paniccia, M.D., Medical Board of California Case No. 10 2001 128852. The aforementioned
Accusation alle ged that respondent engaged in unprofessronal conduct when he 1mpr0per1y
prescribed excessive amounts of controlled substances to one patient. On August 25, 2003,
respondent's medlcal license was revoked, the 1evocat10n was stayed and respondent was placed

on probation for two (2) years probat1on, on various terms and conditions, including successful

‘completion of a prescribing course, successful completion of arecord keeping course,

performance of an additional ferty (40) hours of continuing medical education (CME) for each

year of probation, a partial restriction on his ability to prescribe controlled substances which

prohibited him from pres_eribing Schedule II, 11T & IV controlled substances during the length of

his probation, a prohibit'ion against practicing pain management medicine, and other standard

terms and conditions of probation. That decision is now final and is incorporated by reference as
if fully set 'fort_h herein. v
| PRAYER

and that following the hearing, the Medlcal Board of Cahforma issue a decision:

1. Revoklng or suspendlng Physician’s and Surgeon’s Certificate No. G76979, 1ssued to
1espondent Gregory Sean Panrccla M D.;

2. Revokmg, suspendmg or denying approval of respondent Gregory Sean Pamccla
M.D.’s authority to supervise physrc1an assistants, pursuant to section 3527 of the Code and
advanced nurse practitioners. | |

3. Ordering respondent Gregory Sean Paniccia, M.D., if placed on probation, to pay the |
Board the costs of probation monitoring; N

4,  Taking action as authorized by section 822 of the Code as the Board, in its -discretion,'

deems necessary and proper; and
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.WHEREFORE -Complainan‘t requests.that ahearing be held on the. matters herein..alle.g_ed, N
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5. Taking such other and further action as deemed necessary and proper.

KIMBERLY KIRCEMEYER
Executive Director

Medical Board of California
Department of Consumer Affairs

DATED:  May 1.,' 2017 | 5(4)\@/@@44\, @mﬁ/&d

State of California
Complainant
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81636365.docx
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