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COMPLAINT
Comes now the Coniplainant C. William Briscoe, M.D.; Chair of the Kentucky

Board of Medical Licensure’s Inquiry Panel A, and on behalf of the Panel which met on

June 21, 2012, states for its Complaint against the licensce, MELBORNE A.

WILLIAMS, M.D., as follows:

1. At all relevant times, Melborne A. Williams, M.D., (“the licensee™) was licensed by
the Board to practice medicine in the Commonwealth of Kentucky.

2. The licensee’s medical specialty is psychiairy.

3. In or around Sepiember or October 2011, Chris Johnson, R.Ph., an investigator with
the Drug Enforcement and Professional Practices branch of the Office of Inspector
General of the Cabinet for Health and Family Services (“Drug Enforcement”)
reported to the Board that several informants in Drug Enforcement cases had
identified the Jicensee as a reliable source for Xanax.

4. On or about October 20, 2011, at the Board’s request, Drug Enforcement analyzed the
licensee’s prescribing patterns and referred fwenty (20) patient names for further
review, based upon patient ages, similar past names, polypharmacy, addictive drug
combinations and distance traveled. The Board subpoenaed and obtained the patient

records of these twenty (20) patients from the licensee on or about November 14,

2011.



5. The Board’s Medical.Investigator, Doug Wilson, interviewed Stuart W. Larson,
M.D., who stated substantially as follows: in or around June 2011, he began
practicing at CentEx in Danville, Kentucky, where the licersee also practiced; he-
noticed that car loads of patients wquld come from various places in the state to see
the licensee, so thai-the parking lot, waiiing areas and outside areas were full; patients
complained to him that “junkies” were hanging around the practice; there were
discussions among patients as to what and how much they were being prescribed and
how much money could be charged on the street for Xanax pills; a child was heard
asking, “Mommy, do you want me fo pee in a cup again?”’, when covering for the
licensee and seeing the licensee’s patients, Dr. Larson noticed that the licensee’s
patients were receiving high doses of Xanax, 3-5 per day and sometimes 6mg per day,.
regardléss of diagnosis and that the Xanax was often prescribed as part of a “cocktail”
with other controlled substances, including Trazadone; and Dr. Larson reported hjs‘
concerns about the licensee’s practices to Bryan Wood, M.D., an owner of CentEx.

6. The Board’s Medical Investigator, Doug Wilson, interviewed CentEx owner, Bryan
Wood, M.D.; who stated substantially as follows: when hired, the licensee brought
many of his established private practice patients with him into the CentEx practice;
after several weeks; Dr. Larson approached him with concerns about how the practice
was evolving due to the licensee’s practices, including the prescribing of large
amounts of Xanax along with a “cocktail” of Seroquel, Klonopin and Trazadone;
after Dr. Larson exprgssed concerns regarding the licensee’s practice, Dr. Wood
reviewed the licensee’s patient charts and found that approximately 97% of the

licensee’s patients were receiving high doses of Xanax and a “cocktail” of other
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controlled substances; Dr. Wood met with the licensee about his practices but when it _
became clear that an engoing relationship was not going to work out, the licensee was
terminated from CentEx.

In December 2011, Billy Madden, Medical Investigator, received a call from a
woman who stated that she was a nurse at Manchester Memorial Hoépital but refused
to give her name; according to the caller, she was seeing a trend with Xanax
overdoses in the.Clay County community and that several of the overdoses were
patients of the licenseer.

In January 2012, Clay County Sheriff, Kevin Johnson, contacted Billy Madden,
Medical Investigator, and reported that several of the licensee’s patients had died of
overdose in Clay County and that several confidential informants and drug case
witnesses had identified the licensee as a known source for Xanax.

Also in January 2012, Clay County Coroner, Danny Finley, contacted Billy Madden,
Medical Investigator, and reported that he had worked several overdose deaths in
Clay County and that many of the deceased wére the licensee’s patients. Based upon
the Coroner’s information, the Board subpoenaed aﬁd obtained the medical records of
eleven (11) of the licensee’s patients who had overdosed in Clay County.

In February 2012, Clay County Coroner, Danny Finley, reported to the Board that
another patient of the licensee, Patient A, had overdosed in Clay Counﬁf. The
medical records of Patient A and her husband, Patient B, were subpoenaed and
obtained from the licensee.

In March 2012, at tile Board’s request, the Drug Enforcement and Professional

Practices Branch of the Office of Inspector General, analyzed the licensee’s
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prescribing of Alprazolam (Xanax) and found him to be the #1 prescriber of
Alprazolam . in the Commonwealth of Kentucky, with 1,351,745 dosage units on
12,622.prescriptions recorded from April 1, 2011 through March 12, 2012.

In May 2012, a Board consultant reviewed the thirty-two (32) patient charts obtained
from the licensee and found that the licensee deparfed from or failed to conform to
accebtable and prevailing medical practices in the diagnosis and treatment of patients;
that the licensee prescribed or dispensed medications in such émouﬁts that he knew or
had reason to know, under the attendant circumstances, that said amounis so
prescribed or dispensed were excessive under acceptable and prevailing medical
practice standards; and that the licensee committed a pattern 6f acts during the course
of his medical practice which, under the attendant circumstances, demonstrate gross

incompetence, gross ignorance, gross negligence or malpractice.
Specifically, the Board consultant noted the following:

- There was no documentation in the patient charts of informed consent
regarding the potential risks of the vse of controlled substances, especially in
combination with other prescribed or illicit drugs; '

- There was inadequate documentation of patients’ past medical history or
concurrent medications/therapies prescribed by other physicians, even when
those might have potentially serious inferactions with the lcensee’s
prescriptions; :

- There was inadequate documentation of patients’ past or current substance
abuse history or treatment. Even where illicit substances were present on
intake drug screens, these were not noted in the chart; :

- Although the licensee indicated to the Board that he performed regular
KASPER checks on his patients, only one chart had a notation that a KASPER
was checked after his office received calls about a patient going to multiple
doctors. KASPER reporis on the patients who had died of overdoses in Clay
County revealed obvious patterns of aberrant behavior which should have
been detected and addressed by the licensee if he had performed KASPER
reviews, including patients getling opiate prescriptions from more than one




provider (in one case as far away as Atlanta), using multiple pharmacies, and
being prescribed CNS depressants by other (often multiple) physicians;

- The licensee did not imeet the standard of care when he prescribed
benzodiazepines to patients with histories of addiction to alcohol or other
substaiices - without first requiring the use of alternative, non-addictive
medications or cognitive therapy, without closely monitoring that the patient
is engaged in a recovery program, and without prescribing the lowest effective
dose for the shortest possible period. As an example, the Board consultant
noted one case in which the licensee restarted Xanax in an adolescent, Patient
M, even after that patient was psychiatrically hospitalized and discharged with
a diagnosis of Xanax abuse and had been taken off Xanax during
hospltahzatlon In addition, Patient M was prescribed Paxil in spite of a black
box warning about the use of that medication in adolescents;

- Although the licensee regularly obtained urine drug screens on his patients,
there was a patiern- of failure to follow-up or document intervention or
modification of treatment plans as a result of those drug screens. 25 of the 32
reviewed charts demonstrated aberrant behavior, including the absence of
prescribed medications or presence of non-prescribed controlled substance
medications;

- The licensee prescribed in a manner which placed patients at risk of
potentially serious drug interactions or other adverse health consequences.
For example, two patients with documented histories of asthma were
prescribed propranolol; there were multiple cases in which patients were on
benzodiazepines and opiates; and several patients were prescribed doses of
citalopram greater than 40mg gD, even after an FDA alert of August 2011
regarding the risk of cardiac events at such higher doses;

- A review of patient encounter records revealed that the licensee saw, on
average, 41.5 patients per day at CentEx — more than double the number of
patients seen by each of the other two CentEx psychiatrists, even though they
worked two more hours per day than the licensee. Also, in October 2011,
after he had left CentEx and was in private practice, he saw an average of 42.7
patents per day. This patient load is at least twice what the average
psychiatrist would see on a typical day, even in a busy community mental
health center with other physician extenders available;

- The licensee deviated from acceptable and prevailing medical practices when
he began patients on and maintained patients on high doses of
benzodiazepines, insicad of beginning patients on lower doses and then
titrating the ‘doses up if clinically indicated or titrating doses down when
anxiety symptoms stabilized.

The consultant’s report is attached hereto and incorporated herewith in its entirety.
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In 2004, the Board issued a Letter of Admonishment to the licensee based upon his
prescribing to lumself and/or his family. In that letter, the Board recommended that
the licensee attend a Continuing Medical Education Course entitled Prescribing

Controlled Drugs: Critical Issues and Common Pitfalls at Vanderbilt University

Medical Center.

On January 19-21, 2005, the licensee attended and completed the Prescribing
Controlled Drugs: Critical Issues and Common Pitfalls at Vanderbilt University
Medical Center. The content of the course included components dealing with
improving practice managemént, dealing with problem patients, exploration of
personality traits that influence prescribing practices, and critical issues in
pharmacological management of patient complaints.

On June 6-8, 2012, in anticipation of the Panel’s review of the 2011-2012
investigation as described above, the licensee again attended and completed the
Prescribing Controlled Drugs: Critical Issues and Common Pitfalls at Vanderbilt
University Medical Center.

On June 21, 2012, the Board’s Inquiry Panel A determined that the licensee’s
continued ﬁractice constitutes a danger o the health, welfare and safety of his patients
or the general public. As a result, the licensee was suspended from the practice
medicine in the Commonwealth of Kentucky.r

By his conduct, the licensee has violated KRS 311-.595(9), as illustrated by KRS
31 1.597(1)(d), (3) and (4). Accordingly, legal grounds exist for disciplinary action

against his Kentucky medical license.




18. The licensee is directed to respond to the allegations delineated in the Complaint
within thirty (30) days of service thereof and is further given notice that:
(a) His failure to respond may-be taken as an admission of the charges;

(b) He may appear alone or with counsel, may cross-examine all
prosecution witnesses and offer evidence in his defense.

19. NOTICE IS HEREBY GIVEN that a hearing on this Complaint is scheduled for
December 11 and 12, 2012, at 9:00 a.m., Eastern Standard Time, at the Kentucky
Board of Medical Licensure, Hurstbourne Office Park, 310 Whittington Parkway,
Su.ite IB, Louisville, Kentucky 40222. Said hearing shall be held pursuant to the
Rules and Regulations of the Kentucky Board of Medical Licensure and pursuant to
KRS Chapter 13B. This hearing shall proceed as scheduled and the hearing date shall
only be modified by leave of the Hearing Officer upon a showing of good cause.

WHEREFORE, Complainant prays that appropriate disciplinary action be taken

against the license to practice medicine held by MELBORNE A. WILLIAMS, M.D.

This 26" day of June, 2012.

/l Ll Brracie I

C. WILLIAM BRISCOE, M.D.
CHAIR, INQUIRY PANEL A




-CERTIFICATE OF SERVICIE

I cextify that the original of this Complaint was delivered to Mr. Michael S.
Rodman, Executive Director, Kentucky Board of Medical Licensure, 310 Whittington
Parkway, Suite 1B, Louisville, Kentucky 40222; a copy was mailed to Thomas I.
Hellmann, Esq., Hearing Officer, 415 West Main Street, P.O. Box 676, Frankfort,
Kentucky 40602-0676; a copy was mailed via certified mail return-receipt requested to
the licensee, Melborne A. Williams, M.D., 106 E. Lexington Avenue, Danville, Kentucky
40422-1518; and a copy was sent electronically and via first-class mail to the licensee’s
counsel, James E. Smith and David B. Gazak, 3220 Office Pointe Place, Suite 200,
Louisville, Kentucky 40220 on this 26th day of June, 2012.

Leanne K. Diakov

Assistant General Counsel

Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B
Louisville, Kentucky 40222

Tel. (502) 429-7150




RECEIVED |

¥ WIS
Integrative Psychiatry KBML
M. Doug Wilson
edicat fvestigator
Hurstbourne Office Park

" 310 Whittington Parlavay, Suite 18.
Louisville, Kentucky 40222

RE: Consultation on Melbourne Willlams, M.D., Grv. #11739

Dear Mr. Wilson:
The foliowint is my report on the grievance regarding Melbourne Wiliams, M.D. T have

reviewed the information in your Investigation Report, as'well as-the 15 Exhibifs and 32
patient charts you provided. :

Selection of charts reviewed :
| reviewed a tofal of 32 patient charts. This was not a random sampting of Dr. Williams’

patient population. 22 charts were identified by an Investigative Report by the Cabinet
for Health and Family Services, Office of the Inspector General, based on a review of
KASPER. These charts were selected “based-on age, similar last names,
polypharmacy, addictive diug combinations, and distance traveled.” Additionally, 10
patients were identified by the Clay County Coroner. These patients were alt deceased
within the past year, and all had mulfiple drugs in their system on postmortern toxicology
that was considered a factor in their deaths. The coroner wroie: “My concern specifically
is, at risk individuals are being treated by muitiple physicians, primary care, pain
management and psychiairy. Each appears to be prescribing withouti regard to the
others recommendations. There seems to be total disregard for the addictive properties
of many medications. In addition fo commontly abused benzodiazepines and opiates,
many other medications with CNS depressant qualities are being prescribed in

~ combination.”

Summary of opinidns:
a. Diagnosis _ _ :
The majority of patient charts contained relatively sparse documentafion regarding

diagnosis beyond “depression” or “panic arpdely.” There were several patients with a
diagnesis of bipolar depression, "OCD,” “PTSD,” or "ADD,” but the basis of those
diagnoses was nof recorded in the medical record. Past psychiatric history was poorly
documented, and no standardized scales or diagnostic instruments were used, As '

EXHIBIT #
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detailed below, there was a paucity of information in the chart regarding past or
concurrent medical and substance abuse history. It is my opinion that this falls below
minimum standard. '

b. Treatment _
As detailed below, it is my opinion that “use of medications and other modalities based

on generally accepled and approved indications, with proper precautions o avoid
adverse physical reactions, habituaiion or addiction” fell below minimum standards.

¢. Record-keeping : ‘

Overall, it is my opinion that Dr. Williams’ medical record keeping was “within minimum
standards.” There appears to be a chart entry for each office visit, and photocopies of
each written prescription for both controlled and non-scheduled medications. A
checkiist-style office note template was used, but.additional nofes were minimal,

d. My overall opinion is that the treatment provided in these cases clearly falls below

minimum standards.

Basis of Opinions:

No documeniation of informed consent regarding risks of controlied substance
There is no documentation in the chart of any written or verbal informed consent
regarding the potential risks of the use of controifed substances, especially in
combination with other prescribed or iilicit drugs. :

inadequéte documentation of past medical history _
Beyond an occasional notafion of “LBP” (low back pain) or other medical condition, the

patient’s past medical and psychialric history was very sparse. Most importantly, there
was minimal, if any, documentation of concurrent medications or therapies prescribed
by other physicians, even when those might have potentially serious.interactions with

Dr. Williams' prescripfions.

Lack of detailed substance abuse history and evaluation

“There was no documentation of past or current substance abuse history or treatment '
beyond an occasional notation of “suboxone clinic.” No screening instruments, except
for a few questions on the initial intake form, were apparently used. Even when ilficit
substances were present on intake drug screens, these were not noted in the chart.
There was no documentation of referral for AA/NA or other substance abuse evaluation

or treatment, even in patients with obvious problems.

‘Monitoring of patient compliance
Dr. Williams did not do phone refills orrefills without an office visit. His initial preseription

of Xanax was usually only for a month. Subsequent prescriptions usually included one
refill. -

Although in his responses io KBML Dr. Williams reported doing regular KASPER
checks, only one chart had a notation that KASPER was checked after his office
received calls about a patient going io multiple doctors. That patient was dismissed from
his practice. The accompanying Exhibit 15 was apparently a report of 11 patients who
Dr. Williams had checked KASPER. This included the 10 pafients who were deceased



and identified in the grievance filed by the Clay County Coroner; they were also all
dated “2/24/2012" and | cannot determine if they were checked during the course of
usual ireatment. According to his lawyer's ietier in response io the grievance '
proceedings, Dr. Williams tad checked the 11th patient’s KASPER, but had no record of
that person having been his patient. Of the 10 patients, 6/10 would be considered
aberrant. This would include pafients getting opiate prescriptions from more than one
provider (in one case as far away as Atlanta), using muliiple pharmacies, and being
prescribed CNS depressants by other (often multiple) physicians that would warrant
modification of reatment. There was no documientation in the medical records regarding

these matlers.

Use of benzediazepines in patienis with past or current substance ahuse/
dependence -

As mentioned above, there was minimal documentation in the patient charts ofa
thorough history and evaluation of substance abuse and dependence problems, risk
factors, and past and current treatment. However, on the brief intake form a number of
patients described themselves as “in recovery,” and others were noted fo be in
Suboxane programs for opiate dependence. , ' B

The use of benzodiazepines in a pafient with a history of addiction to alcehol or other
substances is somewhat controversial. Although some conservative addiction
specialists would say it is never appropriate, most psychiatrists and accepted practice
guidelines suggest ihat it may be safe and effective in selected patients with severe
anxiety disorders. However, even in these rare situations, it would require that
alternative, non-addictive medications were firsi tried, as well as options such as
cognitive therapy. It would also be critical that the patient be closely monitored and be
actively engaged in a recovery program, and that benzodiazepines be prescribed in the
lowest effective dose, for the shoriest possible period. It is my opinion that Dr. Williams
did not mest this standard of care. '

As anexample of this prescribing pattern, Dr. Wiiliams restarted Xanax in adolescent
(VG) even after that patient was psychiairically hospitalized and discharged with a
diagnosis of Xanax abuse and had been taken off Xanax during hospitalization.
According io the discharge summary, she was reportedly snorting Xanax that had been
smuggled onta the psych unit,-and was sharing it with peers. Following discharge, and -
while prescribed benzodiazepines, this adolescent also had urine drug screens
indicating the presence of oplates, as well as methadone. The patient was also
prescribed Paxil in spite of black box warning about use of that medication in
adolescents. This is particularly pertinent in this adolescent who was admitted to the

hospital because of cuifing behaviors.

Eailure to follow-up on aberrant drug screens _

Dr. Williams regularly obtained urine drug screens on his patients. However, there was a
attern of failure to follow-up or document intervention or modification of treatment plan

as a result of those drug sereens. 25 of the 32 patient charts reviewed would be -

classified as aberrant. These include the absence of a prescribed drug in the screen

(usually benzodiazepine, but aiso one case of stimufant prescription), the presence of

other controlled substances that were not noted on the chart (most often opiates), and




the presence of metabolites of benzodiazepines that were not prescribed by Dr.
Williams (metabolites of clonazepam rather than alprazolam). 25% of the charts
included drug screens that were positive for THC, and on a few occasions that was
noted in the chiart with “advised to dfc.” Two of the 32 patients were: dismissed by Dr.
Wiltiams for non-compliance with recommended treaiment, based in part on the restlts
of the drug screens. It is possible that some of the controlled substances present in the
urine toxicology screens were legitimately prescribed by ancther physician. For
example, a number of patients reportedty:had histories of chronic pain syndromes.
However, these problems and prescribed therapies would have important implications
for drug interactions, and were not docurnented in ihe medical record. In the majority of
the cases, it is most likely that these patients were not legitimately prescribed these
drugs because of the combinations found, e.g., barbiturates, opiate combination such
as buphenorphrine (used for opiate detoxification)-+oxycodone and other opiates,
amphetamines, tramadol, have no legitimate medical indication and carry significant

risks of toxicity.

Incidents of potentially serious drug interactions :
“Two patients were prescribed propranolol who had documented histories of asthma. A

number of patients showed methadone on urine drug screen, but the dose of
benzodiazepine was not modified. Although not absolute coniraindications, there were a
number of medication combinations with poientially serious drug-drug interactions that
were not noted or explained in the medical record, e.g., mirtazapine+alprazolam,
tramadol+citalopram, as well as mulfiple cases of benzodiazepines+opiates. Several
patients were prescribed doses of citalopram greater than 40mg gD, even after the

FDA alert of August, 2011, regarding risk of cardiac evenis at higher doses.

Inadequate time fo complete adequate evaluations and management of patients
due to extremely high case load , _
A review of Dr. Williams' patient encounter records at the CenTex office (06/06/2011 1o
07/08/2011) indicates that he saw an average of 41.5 patients per day. By contrast, the
records of the two other psychiatrists in the clinic showed they saw 20.2 and 17.5
patients per day, even though they saw patients two more hours per day. The patient
schedule was set for 15 minute appoiniment slots, -and were typically double or iriple
booked, indicating that Dr. Williams' total encounter fime was five to seven minutes per
patient. : '
A review of Dr. Williams’ patient encounter records at his Bluegrass Psychiatry office
(10/01/2011 1o 10/31/2011) indicated he was averaging 42.7 patients per day. Based on
my experience, this patient load is at least twice what the average psychiatrist would
see on a typical day, even in a busy comrmunity mental health center with other
physician extender providers available. : '
While there are certainly stable, long-term patients that can be adequately managed in
2 5-minute chackup appointment, it is my opinion that this is inadequate for most
psychiatric patients with severe symptoms and medical and chemical dependency
comorbidities. This lack of time for evaluation, treaiment planning, and monitoring is
likely a major factor in the deficiencies | have cited. It also accounts for a pattern in



these cases for Dr. Williams to employ a standardized diug regimen of citalopram,
trazodone, propranolol, and alprazolam in the majority of the cases. ‘

Reguiar use of high dose benzodiazepines -

In standard psychiatric practice, there is a great deal of individual variation in the dose
of alprazolam (and benzodiazepines in general) that is necessary to achieve adequate
therapeutic response in anxiety disorders. However, it is standard practice o begin with
low doses and gradually titrate the dose as clinically indicated. Dr. Williams typically . |
began the patients that | reviewed at a dose of 3 to 4mg per day, generally considered a
high dose. In some cases, he further increased the dose to 6mg per day. Although there
are patients that may require this dose, these higher doses are associated with a nmuch
greater risk of psychological and physical dependence, and abrupt disconfinuation may
be associated with very severe abstinence syndromes, including seizures and deaih,
pariicularly when taken in combination with other CNS depressants. It is also standard
pracfice for the dose of benzodiazepine to be rediced when the anxiety symptoms are
stabilized. | did not identify any cases when the dose of benzodiazepine was reduced.

With regards to the specific questions in your lettei:

1.1 do not believe that Dr. Williams “prescribed or dispensed medication(s) with the
intent or knowledge that the medication would be used or was likely to be used other
than medicinally or other than for an accepted therapeutic purpose.” -

2. it ts my opinion that Dr. Williams prescribed or dispensed medication(s) in such

~amounts that the licensee knew or had reason to know, under the attendant
circumstances, that said amount(s) so prescribed or dispensed were excessive under
accepted and prevailing medical praciice standards.” )

3. Itis my opinion that Dr. Williams “engaged in conduct which depaits from or fails to
conform to the standards of acceptable and prevailing medical practice within the
Commonwealth of Kentucky.” ‘

4. Based on the sampling of cases ! reviewed, it is my opinion that Dr. Williams
demonstrated “a pattern of acts during the course of the physician’s medieal practice,
‘which under the attendant circumstances, would be deemed to be gross
incompetence, gross ignorance, gross negligence or malpractice.”

SO
(. Randolph Schrodt, Jr. M.D. ' :

Distinguished Fellow,
American Psychiatric Association
Past President,
Kentucky Psychiatric Association
Past President, ‘
Greater Louisville Medical Society
Associate Clinical Professor, - _
- Dept. of Psychiatry & Behavioral Sciences,
University of Louisville School of Medicine
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EMERGENCY ORDER OF SUSPENSION

The Kentuck).f Board of -Medical Licensure (“the Board”), acting by and through
its Inquiry Panel A, considered this matter at its June 21, 2012, meeting. At that -meeting,
Inquiry Panel A considered a memorandum by Doug Wilson, Medical In%zestigator;
Investigative Reports from the Office of the Inspector General, Division of Audits and
Investigations, Cabinet for Health and Family Services, dated October 20, 2011 and
March 12, 2012; correspondence from Danny L. Finley, Clay County Coroner, t6 Kevin
Johnéon, ‘Clay County Sheriff, dated February 6, 2012;_c.orresp0ndence from Danny L.,
Finley, Clay County Coroner, to Jimmy Smith, Clay County Deputy Sheriff, dated
February 18, 2012, including post-mortem toxicology report regarding Patient A;
correspondence from Danny L. Finley, Clay County Coroner, to Billy Madden, Medical
Investigator, undated; Report of the Clay County Coroner regarding Clay County Drug
Deaths in 2011, dated January 27, 2012; post-mortem toxicology reports of Patients B
through L; emergency department physician notes regarding Patient D, dated December
30, 2011; certificates of Death for Patients B and E through J; correspondence from
Danny L. Finley, Clay County Coroner, to Doug Wﬂson, Medical Investigator, dated
February 23, 2012; correspondence from Danny L. Einley, Clay County Coroner, to
Chief of Police, City of Maﬂchester,_ dated April 13, 2011; Clay County EMS Patient

Care Report regarding Patient K, dated March 29, 2011; conesp0ndence from the




licensee’s counsel, James E. Smith, to Doug Wilson, Medical Investigator, dated
November 28, 2011, March 9, 2012, March 20, 2012 and May 16, 20l12; Investigative
Physician Profile/Background, faxed November 28, 201 1; a Board Consultant report,
dated May 28, 2012; a Letter of Admonishment from the Board to the licensee, dated
August\ 31, 2004; and certifications that the licensee altended a Continuing Medical
Education Course entitled Prescribing Controlled Drugs: Critical Issues and Common
Pitfalls at Vanderbilt University Medical Center on January 19-21, 2005 and on June 6-8,
2012. The licensee and his counsel were present at the Panel’s June 21 meeting and were
heard by the Panel before the Panel chose to take action in this matter.

Having considered all of this information and being sufficiently advised, Inquiry
Panel A ENTERS the following EMERGENCY ORDER OF SUSPENSION, in
accordance with KRS 311.592(1) and 13B.125(1):

FINDINGS OF FACT

Pursuant to KRS 13B.125(2) and based upon the information available to it,
Inquiry Panel A concludes there is probable cause to make the following Findings of
Fact, which support its Emergency Order of Suspension:

1. At all relevant times, Melborne A. Williams, M.D., (“the licensee™) was licensed by
the Board to practice medicine in the Commonwealth of Kentucky.

2. The licensee’s medical specialty is psychiatry.

3. In or around September or October 2011, Chris Johnson, R.Ph., an investigator with
the Drug Enforcement and Professional Practices branch of the Office of Inspector

General of the Cabinet for Health and Family Services (“Drug Enforcement”)




reported fo the Board that several informants in Drug Enforcement cases had
identified the licensee as a }'eliable source for Xanax. |
On or about October 20, 2011, at the Board’s request, Drug Enforcement analyzed the
licensee’s prescribing patterns and referred tweaty (20) patient names for further
review, based upon patient ages, similar past names, polypharmacy, addictive drug
combinations and distance traveled. The Board subpoenaed and obtained the patient
records of these twenty (20) patients from the licensee on or about November 14,
2011.

The Board’s Medical Investigator, Doug Wilson, interviewed Stuart W. Larson,
M.D., who stated substantially as follows: in or around June 2011, he began
practicing at CentEx in Danville, Kentucky, where the licensee also practiced; he
noticed that car loads of patients would come from various places in the state to sce
the licensee, so that the parking lot, waiting arcas aﬁd outside arcas were full; patients
complained to him that “junkies” were hanging around the practice; there were
discussions among patients as to what and how much they were being prescribed and
how much money could be charged on the street for Xanax pills; a child was heard
asking, “Mommy, do you want me to pee in a cup again?”; when covering for the
licensee and seeing the licensee’s patients, Dr. Larson noticed that the licensee’s
patients were receiving high doses of Xanax, 3-5 per day and sometimes 6mg per day,
regardless of diagnosts and that the Xanax was often prescribed as part of a “cocktail”
with other controlled substances, including Trazadone; and Dr. Larson reported his

concerns about the licensee’s practices to Bryan Wood, M.D., an owner of CentEx.



6. The Board’s Medical Investigator, Doug Wilson, interviewed CentEx owner, Bryan
Wood, M.D., who stated substantially as follows: when hired, the licensee brought
many of his established private practice patients with him into the CentEx practice;
after several weeks, Dr. Larson aﬁproached him with concerns about how the practice
was evolving due to the licensee’s practices, including the prescribing of large
amounts of Xanax along with a “cocktail” of Seroquel, Klohopin and Trazadone;
after Dr. Larson expressed concerns regarding the licensee’s practice, Dr. Wood
reviewed the licensee’s patient charis and found that approximately 97% of the
licensee’s patiehts were receiving high doses of Xanax and a “cockfail” of other
controlled substanées; Dr. Wood met with the licensee about his practicés but when it
became clear that an ongoing relationship was not going to work out, the licensee was
terminated from CentEx.

7. In December 2011, Billy Madden, Medical Investigator, received a call from a
woman who stated that she was a nurse at Manchester Memorial Hospital but refused
to give her name; according to the caller, she was seeing a trend with Xanax
overdoses in the Clay County community and that several of the overdoses were
patients of the licensee.

8. In January 2012, Clay County Sheriff, Kevin Johnson, contacted Billy Madden,
Medical Investigator, and reported that several of the licensee’s patients had died of
overdose in Clay County and that several confidential informants and drug case
witnesses had identified the licensee as a known source for Xanax.

9. Also in January 2012, Clay County Coroner, Danny Finley, contacted Billy Madden,

Medical Investigator, and reported that he had worked several overdose deaths in
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Clay County and that many of the deceased were the licensee’s patients. Based upon
the Coroner’s information, the Board subpoenaed and obtained the medical records of
eleven (11) of the licensee’s patients who had overdosed in Clay County.

In February 2012, Clay County Coroner, Danny Finley, reported to the Board that

~another patient of the licensee, Patient MH, had overdosed in Clay County. The

1.

12.

medical records of Patient A and her husband, Patient B, were subpoenaed and
obtained from the licensee.

In March 2012, at the Board’s request, the Drug Enforcement and Professional
Practices Branch of the Office of Inspector General, analyzed the licensee’s
prescribing of Alprazolam (Xanax) and found him to be the #1 prescriber of
Alprazolam in the Commonwealth of Kentucky, with 1,351,745 dosage units on
12,622 prescriptions recorded from Ap.ril 1, 2011 through March 12, 2012. _

In May 2012, a Board consultant reviewed the thirty-two (32) patient charts obtained
from the licensee and found that the licensee departed from or failed to conform fo
acceptable and prevailing medical practices in the diagnosis and treatment of patients;
that the licensee prescribed or dispensed medications in such amounts that he knew or
had reason to know, under the attendant circumstances, that said amounts so
prescribed or dispensed were excessive under acceptable and prevailing medical
practice standards; and that the licensee committed a pattern of acts during the course
of his medical practice which, under the attendant circumstances, demonstréte gross

incompetence, gross ignorance, gross negligence or malpractice.



Specifically, the Board consultant noted the following:

There was no documentation in the patient charts of informed consent
regarding the potential risks of the use of controlled substances, especially in
combination with other prescribed or illicit drugs;

There was inadequate documentation of patients’ past medical history or
concurrent medications/therapies prescribed by other physicians, even when
those might have potentially serious interactions with the licensee’s

prescriptions;

There was inadequate documentation of patients” past or current substance
abuse history or treatment. LEven where illicit substances were present on
intake drug screens, these were not noted in the chart;

Although the licensee indicated to the Board that he performed regular
KASPER checks on his patients, only one chart had a notation that a KASPER
was checked after his office received calls about a patient going to muitiple
doctors. KASPER reports on the patients who had died of overdoses in Clay
County revealed obvious patterns of aberrant behavior which should have
been detected and addressed by the licensee if he had performed KASPER
reviews, including patients getting opiate prescriptions from more than one
provider (in one case as far away as Atlanta), using multiple pharmacies, and
being prescribed CNS depressants by other (often multiple) physicians;

The licensee did not meet the standard of care when he prescribed
benzodiazepines to patients with histories of addiction to alcohol or other
substances - without first requiring the use of alternative, non-addictive
medications or cognitive therapy, without closely monitoring that the patient
is engaged in a recovery program, and without prescribing the lowest eifective
dose for the shortest possible period. As an example, the Board consultant
noted one case in which the licensee restarted Xanax in an adolescent, Patient
M, even after that patient was psychiatrically hospitalized and discharged with
a diagnosis of ‘Xanax abuse and had been taken off Xanax during
hospitalization. In addition, Patient M was prescribed Paxil in spite of a black
box warning about the use of that medication in adolescents;

Although the licensee regularly obtained urine drug screens on his patients,
there was a pattern of failure to follow-up or document intervention or
modification of treatment plans as a result of those drug screens. 25 of the 32
reviewed charts demonstrated aberrant behavior, including the absence of
prescribed medications or presence of non-prescribed confrolled substance
medications;

The licensee prescribed in a manner which placed patients at risk of
potentially serious drug interactions or other adverse health consequences.
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For example, two patients with documented histories of asthma were
prescribed propranolol; there were multiple cases in which patients were on
benzodiazepines and opiates; and several patients were prescribed doses of
citalopram greater than 40mg gD, even after an FDA alert of August 2011
regarding the risk of cardiac events at such higher doses;

- A review of patient encounter records revealed that the licensee saw, on
average, 41.5 patients per day at CentEx -- more than double the number of
patients seen by each of the other two CentEx psychiatrisis, even though they
worked two more hours per day than the licensee. Also, in October 2011,
after he had left CentEx and was in private practice, he saw an average of 42.7
patents per day. This patient load is at least twice what the average
psychiatrist would see on a typical day, even in a busy community mental
health center with other physician extenders available;

- The licensee deviated from acceptable and prevailing medical practices when
he began patients on and maintained patients on high doses of
benzodiazepines, instead of beginning patients on lower doses and then
titrating the doses up if clinically indicated or titrating doses down when
anxiety symptoms stabilized.

The consultant’s report is attached hereto and incorporated herewith in its entirety.

The Panel finds and concludes that controlled substances are controlled and regulated
by the General Assembly because they are, by their very nature, dangerous if not
managed appropriately. Controlled substances present a danger to the health, welfare

and safety of patients if they are not prescribed or are not taken in an appropriafe

manner. Controlled substances also create a danger to the health, welfare and safety

of the public if they are diverted for illegal sale and/or use. To that end, the Board

has issued an opinion which reflects appropriate and safe ﬁl'actices by which to
provide controlled substances to patients. (Opinion Regarding the Use of Confrolled
Substances in Pain Treatment, published 10/10/08). The Panel specifically finds and
concludes that the prescribing of controlled substaﬁces to patients creates a danger to
the public health, safety and/or welfare, if a physician prescribes such substances in a

manner inconsistent with the board’s opinion.
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15.

16.

17.

18.

19.

In 2004, the Board issued a Letter of Admonishment to the licensee based upon his
prescribing to himself and/or his family. In that letter, the Board recommended that
the licensee attend a Continuing Medical Education Course entitled Prescribing
Controlled Drugs: Critical Issues and Common Pitfalls at Vanderbilt University
Medical Center.

On January 19-21, 2005, the licénsee atl_:ended and completed the Prescribing
Controlled Drugs: Critical Issues and Common Pitfalls at Vanderbilt University
Medical Center. The confent of the course included components dealing with
improving practice management, Idealing with problem patients, exploration of
personality traits that influence prescribing practices, and ecritical issues in
pharmacological management of patient complaints.

On June 6-8, 2012, in anticipation of the Panel’s review of the 2011-2012
investigation as described above, the licensee again attended and completed the
Prescribing Controlled Drugs: Critical Issues and Common Pilfalls at Vanderbilt
University Medical Center.

On June 21, 2012, the Panel reviewed the investigation. The licensee and his counsel
appeared before the Panel and were heard.

When asked by the Panel, the licensee initially could not recall having completed the
Prescribing Controlled Dru,.g;s;: Critical Issues and Common Pitfalls at Vanderbilt
University Medical Center previously in 2005; he later stated that he believed that he
‘had completed a course in 2001.

Simultaneous to the issuance of this Emergency Order of Suspension, fhe Panel

ordered the licensee to submit to a neuropsychological evaluation.



20. The licensee’s failure to conform to or comply with acceptable and prevaili_ng
practices in the diagnosis and treatment of patients prescribed controlied substances,
as described above, and the licensee’s inability to be effectively reeducated on the
prescribing of controlled substances, demonstrates that the licensee is unable to

practice medicine safely.

CONCLUSIONS OF LAW

fmsuant to KRS 13B.125(2) and based upon the information available to i,
Inquiry Panel A finds there is probable cause to support the following Conclusions of
Law, which serve as the legal bases for this Emergéncy Order of Suspension:

1. The licensee’s Kentucky medical license is subject to regulation and discipline by this
Board.

2. KRS 311.592(1) provides that the Board may issue an emergency ordér suspending,
limiting, or restricting a physician’s license at any time an inquiry panel has probable
cause to believe that a) the physician has violafed the terms of an order placing him

" on probation; or b) a physician’s practice constitutes a danger to the health, welfare
and safety of his patients or the general public.

3. There is probable cause to believe that the licensee has violated KRS 311.595(9), as
illustrated by KRS 311.597(1)(d), (3) and (4).

4. The Panel concludes there is probable cause to believe this physician’s practice
constitutes a danger to the health, welfare and safety of his patients or the general
public.

5. The Board may draw logical and reasonable inferences about a physician’s practice

by considering certain facis about a physician’s practice. If there is proof that a



physician has violated a provision of the Kentucky Medical Practice Act in one set of
circumstances, the Board may infer that the physician will similarly violate the
Medical Practice Act when presented with a similar set of circumstances. Similarly,
the Board concludes that proof of a set of facts about a physician’s practice presents
representative proof of the nature of that physician’s practice in general.
Accofdingly, probable cause to believe that the physician has committed certain
violations in the recent past presents probable cause to believe that the physician will
CO@it similar violations in the near future, during the course of the physician’s
medical practice.
. The United States Supreme Court has ruled that it is not a violation of the federal Due
Process Clause for a state agency to temporarily suspend a. licensé, without a prior
evidentiary hearing, so long as 1) the immediate action is based upon a probable
cause finding that there is a present danger to the public safety; and 2) the statute
provides for a prompt post-deprivation hearing. Barry v. Barchi, 443 U.S. 55, 61 -
L.Ed.2d 365, 99 S.Ct. 2642 (1979); FDIC v. Mallen, 486 11.S. 230, 100 L.Ed.2d 265,
108 S.Ct. 1780 (1988)' and Gilbert v. Homar, 117 S.Ct. 1807 (1997). Cf KRS
13B.125(1).

KRS 13B. 125(3) provides that the Board shall conduct an emergency hearing on
this emergency order within ten (10) working days of a request for such a hearing by
the licensee. The licensee has been advised _of his right to a prompt post-deprivation

hearing under this statute.
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EMERGENCY ORDER OF SUSPENSION

Based upon the foregoing Findings of Fact and Conclusions of Law, Inquiry
Panel A herecby ORDERS thét the license to practice medicine in the Commonwealth of
Kentucky held by Melborne A: Williams, M.D., is SUSPENDED and Dr. Williams is
prohibited from performing ény act which constitutes the “practice of medicine,” as that
term is defined by KRS 31 1-.550(10) — the diagnosis, treatment, or comaction of any and
all human conditions, ailments, diseases, injuries, or infirmities by any and all means,
methods, devices, or instrumentalities - until the resolution of the Complaint setting forth
the allegations discussed in this pleading or until such further Order of the Board.
Inquiry Panel A further declares that this is an EMERGENCY ORDER, effective
upon receipt by the licensee or his counsel. |
SO ORDERED this &6 day of June, 2012.
[, fplls Bsnese 12
o

C. WILLIAM BRISCOE, M.D.
CHAIR, INQUIRY PANEL A

CERTIFICATE OF SERVICE

I certify that the original of this Emergency Order of Suspension was delivered to
Mr. Michael S. Rodman, Executive Director, Kentucky Board of Medical Licensure, 310
Whittington Parkway, Suite 1B, Louisville, Kentucky 40222; a copy was mailed via
certified mail return-receipt requested to the licensee, Melborne A, Williams, M.D., 106
E. Lexington Avenue, Danville, Kentucky 40422-1518; and a copy was sent
elecironically and via first-class mail to the licensee’s counsel, James E. Smith and David
B. Gazak, 3220 Office Pointe Place, Suite 200, Louisville, Kentucky 40220 on this o -

day of June, 2012. . M{@
ek

Leanne K. Diakov

. Assistant General Counsel
Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B
Louisville, Kentucky 40222
Tel. (502) 429-7150
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My, Doug Wilson

. Keniteky Beard-of Meglicak Eicensuze: -
Hurstbourne Office Park :

" 310 Whitiington Parkway, Suite 1B

f ouisville, Kenfiicky 40222

RE: Constltation on Melbourne Williams, M.D-, Goe #11739

Dear Mr. Wifson:

The folloving is my reporton
reviewed the: information ire your
patient charts you provided.

the-'grie\{an'ce regarding Melbourne Williars, MO T have
lnvestigation Report, as well asthe 15 Bxubils-and 32

Seléction of charts reviewed : ' _
| reviewed a tofat of 32 patient charts. This was nota random sampting of Dr. Williams’
patient popufation. 22 chaits were identified by an investigative Report by the Cabinet
for Healih and Family Services, Office of the Inspector General, based on a review of

- KASPER. These charts were selected “based-on dge, similar ast names,

polypharmacy, addictive drug combinafions, and distance traveled.” Additonally, 10
patients were identified by the Clay County Geroner. These patients were all deceased
within the past year, and all had multiple drugs in their system on posimoriern foxicology

' dered a factor int their deaths. The coroner wrote: “My concern specifically

-that was const
is, at risk individuals are being treated by multiple physicians, primary cdre, pam

management and psychiatry. Each appears to be prescribing without regard to the
others recommernidations. There seems ta be total disregard for the addictive propetties
of many medications. In addition fo commonly abused benzodiazepines and opiates,
many other medications with CNS depressant qualities are being prescribed in -

~ combination:” ' ' ' I . o

Summary of opintons:
a. Diagnosis . o . _ :
- The majority of patient charts contained relatively sparse documentation regarding

- diagnosis beyond “depressien” or "panic anxiety.” There were several patients with a
diagnosis of bipolar depression, *OCD,"” “PTSD,” of "ADD,” but the basis of those
diagnoses was nof recorded in the medical record. Past psychiatric history was poorly
documerited, and no standardized scales or diagnostic instruments were used. As

105 N. Lyndon La. Site 106 » Louisville KY 40722 » plr 502-327-7701 » fax: 502°327-7705
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detailed below, there was a paucity of information in the chart régarding past.or
concurrent medical and substance abuse history. It is my opinion that this falls below
minimurn standard. ' : :

b Treatment . ' '
As detailed below, itis my-opinion that “use of medications and other modalities based .

on generally accepted and approved indications, with proper precautions to avoid
“adverse physical reactions, habituation or addiction™ fell below minimum standards.

c. Record-keeping ~ - ‘ S _ :
- Overall, it is my opinion that Dr. Williams’ medical record keeping was “within minimum
standards.” There appears to be a chart enitry for each office visit, and photocopies of
each writien prescription for both controlled and non-scheduled medications. A
checklist-style office note templaie was used, but addiional notes were minimal.

d. fMy overall opinion is that the treafment provided in these cases clearly falls below

minimum standards.
Basis of Opinions:

~ No documentation of informed consent regarding risks of controlled substance
There is no documentation in the chart of any written or verbal informed consent
regarding the potential risks of the use of controfled substances, especially in

combination with other prescribed or- illicit drugs.

inadéqué&e documentation of past medical hisiory
Beyond an occasional notafion of “BP” (low back pain) or other medical condition, the

~ patient's past medical and psychiatric history was very sparse. Most importantly, there
was minimal, if any, documentation of concurrent medications or therapies prescribed
by other physicians, even when those might have potentially serious.interactions with

Dr. Williams' prescriptions. -

_ Lack of detailed substance abuse history and evaluafion
There was no documentation of past or current substance abuse history or treatment

. beyond an occasional notation of “suboxone clinic.” No screening instruments, except
for a few questions on the initial intake form, were apparently used. Even when ilficit

© substances were present on intake drug screens, these were not noted inthe chart.
There was no documentation of referral for AA/NA or other substance abuse evaluation

or treatment, even in patients with obvious problems.

- Monitoring of patient complance o
D Williams did not do phone refilts or.refills without an office visit. His initial preseription
of Xanax was usually only for a month, Subsequent prescriptions usually included one
- refill. L _ T - : ' '
Although in his responses o KBML Dr. Williams reported doing regular KASPER
" checks, only one-ehart had a notation that KASPER was checked after his office
recéived calls about a patient going fo multiple doctors. That patient was dismissed from
~ his practice. The accompanying Exhibit 15 was apparently a report of 11 patients who- -

- Dr. Williams had checked KASPER. This included the 10 patients who were deceased’




and identified in the grievance filed by tha Clay County Coroner; they were also all
dated, “2/24/2012" and | cannot determine if they were checked during the course of -
usual iweatment. According to his fawyer's letter in response to the grievance -
proceedings, Dr. Witliams had checked the 11thr patient's KASPER, but had no reeord of
that person having been his patient. Of the- 10 patients, 6/10 would ba considered
aberrant. This would include patients geiting opiate prescriptions from more than ane
provider (in one case as far away as Aflanta), using multiple pharmacies, and being
prescribed CNS depressants by other (often multiple) physicians that would warrant
modification of freatment, There was no documentation in the medical records regarding

these matters.

Use of benzodiazepines in patients with past or current substance abuse/
dependence - '
© As mentioned above, there was rninimal documentation in the patient charis of a -
thorough history and evaluation of substance abuse and dependence problems, risk
factors, and past and current treatment. However, on the brief intake form a number of
patients deseribed themselves as ‘i recovery,” and others, were noted to be in
Subaxone programs for opiate dependence. : ) - .
The use of benzodiazepines in a patient with a history of addiction to alcohol or other
substances is somewhat controversial. Although some consetvative addiction
specialists would say it is never appropriate, maost psychiatrists and accepted practice
‘guidelines stiggest that it may be safe and efiective in selected patients with severe
anxiety disorders. However, even in these rare situations, it would require that
alternative, non-addictive medications were first tried, as well as options such as -
cognitive therapy. It would also be critical that the patient be closely monitored and be
actively engaged in a recovery program, and that benzodiazepines be prescribed in the
lowest effeciive dose, for the shortest passible period. ftis my opinion that Dr. Williarms
did not meet this standard of care. L :

As an ‘example of this prescribing pattern, Dr. Williams restarted Xanax in adolescent
(VG) even after that patient was psychiatrically hospitalized and discharged with a
diagnosis of Xanax abuse and had bsen taken off Xanax during hospitalization.
According to the discharge suminary, she was reportedly snorting Xanax that had been
sinuggled onto the psych unit,-and was sharing it with peers. Following discharge, and -
white préscribed benzodiazepines, this adolescent atso had urine-drug screens” '

_ indicating the presence of opiaies, as well as methadone. The patient was also
prescribed Paxil in_spite of black bux warning about use of that medication in
adolescents. This is particularly pertinent in this adolescent who was admitted fo the .
hospital because of cutting behaviors. : o '

Failufe o follow-up on aberrant drug screens -

Dr. Williams regutarly obtained urine drug screens on his patients. However, there was a

pattern of failure to follow-up or document intervention or modification of treatment plan

a5 a result of those drug sereens. 25 of the 32 patient charts reviewed wouid be -

Slassified as aberrant, These include the absence of a prescribed drug in the screen

(usually benzodiazepine, but also one case of stimulant prescription), the presence of
 other controlied substances that were not noted on the chart (most often opiates), and -




the presence of metabolites of benzodiazepines that were not prescribed by Dr.

Williams (metabolites of clonazepam rather than alprazolam). 25% of the charts
included drug screens that were positive for THC, and on a few occasions that was-
noted in the chiart with “advised to d/c.” Two of the 32 patients were: dismissed by Dr.
Williams for nan-compliance with recommended treatment, based in part on the results
of the drug screens. It i possible that some of the conirolled substances present inthe
urine toxicology screens were legitimately prescribed by another physician. For

- example, a number of patients reporfedly had histories of chronic pain syndromes.

However,.these problems and prescribed therapies would have important implications
for drug interactions, and were not documented in the medical record. In the majority of
the cases, it is most fikely that these patients were not legitimately prescribed these
drugs because of ihe combinations found, e.g., barbiturates, opiate combination such
as buphenorphrine (used for opiate detoxification)+oxycodone and other opiates,
amphetamines, framadol, have no legitimate medical indication and carry significant

risks of toxicity. ‘

~

lacidents of potentially serious drug interactions : -
‘Two patients wele prescribed propranolol who had documented historfes of asthma. A

number of patients showed methadone on urine drug screen, but the dose of -
benzodiazepine was not modified. Although not absolute contraindications, there were a
number of medication combinations with potentially serious - drug-drug interactions that
were not hoted or explained in the r_nedical record, e.g., mirtai&pinmalprazolém, '
tramadol+citalopram, as well as multiple cases of benzodiazepinestopiates. Several
patients were prescribed doses of citalopram greater ihan 40mg gD, even afier the.
FDA alert of August, 2011, regarding risk of cardiac-events af higher doses.

Inadeguate fime 0 complete adeguate ovaluations and management of patients
_due io.extremely high case load ’ ] : ' '
A review of Dr. Williams' patient encounter records at the CenTex office (06/06/2011 10
07/08/2011) indicates that he saw an average of 41.5 patients per day. By contrast, the
records of the two other psychiatrists in the clinic showed they saw 20.2 and 17.5
patients per day,even-though they saw patients two more hotrs per day. The patient
schedule was set for 15 minute appoiniment slots, and were typically double or triple
hooked, indicating that Dr. Williams’ totat encounter time was five to seven minttes per
patient. | K . a '
A review of Dr. Williams’ pafient encounter records at his Bluégrass Psychiatry office
(10/01/2011 1o 10/31/2011) indicated he was averaging 42.7 patients per day. Based on
my experience, this pafient load Is at least twice what the average psychiatrist would
see on a typical day, even in a busy community mental healih center with other -
physician extender providers available. . ' -
While there are certainly stabie, long-term patients that can be adequately inanaged in
a 5-minute checkup appointment, it is my opinion that fhis is inadequate for most '
_ psychiatric pafients with severe symptoms and medical and chemical dependency
" comorbidities. This lack of time for evaluation, freatment planning, and monitoring is
likely a major factor in the deficiencies | have cited. it also accounts fof a pattern in




these cases for Dr. Williams to employ a standardized drug regi'mlen of citalopram,

trazodone, propranolol, and alprazolam in the majorify of the cases. - _

Regular use of high dose benzodiazepines SR , -

In standard psychiatric praciice, there is a great deal of individual variafion in the dose
of alprazolam (and benzodiazepines in general) that is necessary to achieve adeguate
therapeutic response in anxiety disorders. However, it is standard practice to begin with
low doses and gradually titrate the dose as clinically indicated. Dr. Williams typically.
began the patients that { reviewed at a dose of 3 to 4mg per day, generally considered a
high dose. In some cases, he further increased the dose o ‘6mg per day. Although there
are patients that may require this dose, these higher doses are associated with a much
greater risk of psychological and physical dependence, and abrupt discontinuation may
be associated with very severe abstinence syndromes, including seizures and death,
particularly when taken in combination with other CNS depressants. It is also standard
praciice for the dose of benzodiazepine to be rediiced whert the anxiety symptoms are
stabilized. | did not identify any cases when the dose of benzodiazepine was reduced.

With regards to the specific questions in your leiter: )

1.1 do not believe that Dr. Williams-“prescribed or dispensed medication (s) with the
infent or knowledge that the medication would be used or was likely to be used other
than medicinally or oiher than for an accepied therapeutic purpose.” o

2. ltis my opinion that Dr. Williams prescribed or dispensed medication(s} in such
amotnts that the licensee knew or had reason to know, under the gttendani
circumstances, that said amount(s) so prescribed or dispensed were excessive under
accepted and prevailing medical practice standards.” )

3. Itis my opinion that Dr. Williams “engaged in conduct which departs from or fails to
conform to the standards of acceptable and prevailing medical practice within the
Commonwealth of Kenfucky.” _

4. Based on the sampling of cases | reviewed, it is my opinion that Dr. Wiliams
deronstrated “a pattern of acts during the course of the physician's medical practice,
“which under the attendant circumstances, would be deemed to be gross
incompetence, gross ignorance, gross negligence or malpractice.”

Distinguished Fellow,
“American Psychiairic Ass

ociation
Past President, -
Kentucky Psychiatric Association.
Past President, _ '
. Greater Louisville Medical Society
Associate Clinical Professor, -~ L
" Dept. of Psychiatry & Behavioral Sciences, -
University of Louisville School of Medicine




FILED OF RECORD

COMMONWEALTH OF KENTUCK Y NOV 15 2012
BOARD OF MEDICAL LICENSURE
CASE NO. 1411 KB.M.L.

INRE: THE LICENSE TO PRACTICE MEDICINE IN THE COMMONWALTH OF
KENTUCKY HELD BY MELBORNE A. WILLIAMS, M.D., LICENSE NO.
17071, 106 EAST LEXINGTON AVENUE, DANVILLE, KENTUCKY

40422-1518
AGREED ORDER OF INDEFINITE RESTRICTION

Come now the Kentucky Board of Medical Licensure (“the Board”), acting by
and through its Hearing Panel B, and Melbourne A. Williams, M.D. (“the licensee™), and,
based upon their mutual desive to fully and finally resolve the pending Complaint without
an cvidentiary hearing, hereby ENTER INTO the following AGREED ORDER OF

INDEFINITE RESTRICTION:
STIPULATIONS OF FACT

The parties stipulate the following facts, which serve as the factual bases for this

Agreed Order of Indefinite Restriction:

1. Arall relevant times, Melborne A. Williams, M.D., (“the licensee”) was licensed by
the Boaid to practice medicine in the Commonwealth of Kentucky,

2, The licensee’s medical specialty is psychiatry.

3. In or around September or October 2011, Chris Johnson, R.Ph., an investigator with
the Drug Enforcement and Professional Practices branch of the Office of Inspector
General of the Cabinet for Health and Family Services (“Drug Enforcement™)
reported to the Board that several informants in Drug Enforcement cases had
identified the licénsee as a reliable source for Xanax.

4. On or about October 20, 2011, at the Board’s request, Drug Enforcement analyzed the

licensee’s preseribing patterns and referred twenty (20) patient names for further




review, based upon patient ages, similar past names, polypharmacy, addictive drug
combinations and distance traveled, The Board subpoenacd and obtained the patient
records of these twenty (20) patients from the licensee on or about November 14,
2011,

., The Board’s Medical Investigator, Doug Wilson, interviewed Stuart W. Lavson,
M.D., who stated substantially as follows: in or around June 2011, he began
practicing at CentEx in Danville, Kentucky, where the licensee also practiced; he
noticed that car loads of patients would come from various places in the state to see
the licensee, so that the parking lot, waiting areas and outside areas were full; patients
complained to him that “junkies” were hanging around the practice; there were
discussions among patients as to what and how much they were being prescribed and
how much money could be charged on the street for Xanax pills; a child was heard
asking, “Mommy, do you want me fo pee in a cup again?”; when covering for the
licensee and seeing the licensee’s patients, Dr. Larson noticed that the licensee’s
patients were receiving high doses of Xanax, 3-5 per day and sometimes 6mg per day,
regardless of diagnosis and that the Xanax was often prescribed as part of a “cocktail”
with other controlled substances, including Trazadone; and Dr. Larson reported his
concerns about the licensee’s practices to Bryan Waood, M.D., an owner of CentEx.

. The Board's Medical Investigator, Doug Wilson, interviewed CentEx owner, Biyan
Wood, M.D., who stated substaniially as follows: when hired, the licensee brought
many of his established private practice patients with him into the CentEx practice;
after several weeks, Dr. Larson approached him with concerns about how the practice

was evolving due to the licensee’s practices, including the prescribing of large




amounts of Xanax along with a “cocktail” of Seroquel, Klonopin and Trazadone;
after Dr. Larson expressed concerns regarding the licensee’s practice, Dr. Wood
reviewed the licensee’s patient charts and found that approximately 97% of the
licensee’s patients were receiving high doses of Xanax and a “cocktail” of other
controlled substances; Dr. Wood met with the licensee about his practices but when it
became clear that an ongoing relationship was not going io work out, the licensee was
terminated from CentEx.

7. In December 2011, Billy Madden, Medical Investigator, received a call from a
woman who stated that she was a nurse at Manchester Memorial Hospital but refused
to give her name; according fo the caller, she was sceing a trend with Xanax
overdoses in the Clay County community and that several of the overdoses were
patients of the licensee.

8. In Janwary 2012, Clay County Sheriff, Kevin Johnson, contacted Billy Madden,
Medical Investigator, and reported that several of the licensee’s patients had died of
overdose in Clay County and that several confidential informants and drug case
witnesses had identified the licensee as a known source for Xanax.

9. Also in January 2012, Clay County Coroner, Danny Finley, contacted Billy Madden,
Medical Investigator, and reported fhat he had worked several overdose deaths in
Clay County and that many of the deceased were the licensee’s patients. Based upon
the Coroner’s information, the Board subpoenaed and obtained the medical records of
eleven (11) of the licensee’s patients who had overdosed in Clay County.

10, In February 2012, Clay County Coroner, Danny Finley, reported to the Board that

another patient of the licensee, Patient A, had overdosed in Clay County. The
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medical records of Patient A and her husband, Patient B, were subpoenaed and
obtained from the licensee.
In March 2012, at the Board’s request, the Drug Enforcement and Professional
Practices Branch of the Office of Inspector General, analyzed the licensee’s
prescribing of Alprazolam (Xanax) and found him to be the #1 prescriber of
Alprazolam in the Commonwealth of Kentucky, with 1,351,745 dosage unmits on
12,622 prescriptions recorded from April 1, 2011 through March 12, 2012.
In May 2012, a Board consultant reviewed the thirly-two (32) patient charts obtained
from the licensee and found that the ficensee departed from or failed to conform to
acceptable and prevailing medical practices in the diagnosis and treatment of patients;
that the licensee prescribed or dispensed medications in such amounts that he knew or
had reason to know, under the attendant circumstances, that said amounts so
prescribed or dispensed were excessive under acceptable and prevailing medical
practice standards; and that the licensee commitied a pattern of acts during the course
of his medical practice which, under the attendant circumstances, demonstrate gross
incompetence, gross ignorance, gross negligence or malpractice.

Specifically, the Board consultant noted the following:

- There was no documentation in the patient charts of informed consent
regarding the potential risks of the use of controlled substances, especially in
combination with other prescribed or illicit drugs;

- There was inadequate documentation of patients’ past medical history or

concurrent medications/therapies prescribed by other physicians, even when
those might have potentially serious interactions with the licensee’s

prescriptions;

- There was inadequate documentation of patients’ past or cutrent substance
abuse history or treatment. Even where illicit substances were present on
intake drug screens, these were not noted in the chart;




Although the licensee indicated to the Board that he performed regular
KASPER checks on his patients, only one chart had a notation that a KASPER
was checked after his office received calls about a patient going to multiple
doctors. KASPER reports on the patients who had died of overdoses in Clay
County revealed obvious patterns of aberrant behavior which should have
been detected and addressed by the licensee if he had performed KASPER
reviews, including patients getting opiate prescriptions from more than one
provider (in one case as far away as Atlanta), using multiple pharmacies, and
being prescribed CNS depressants by other (often multiple) physicians;

The licensee did not meet the standard of care when he prescribed
benzodiazepines to patients with histories of addiction to alcohol or other
substances - without first requiring the use of alternative, non-addictive
medications or cognitive therapy, without closely monitoring that the patient
is engaged in a recovery program, and without prescribing the lowest effective
dose for the shortest possible period. As an example, the Board consultant
noted one case in which the licensee restarted Xanax in an adolescent, Patient
M, even after that patient was psychiatrically hospitalized and discharged with
a diagnosis of Xanax abuse and had been taken off Xanax during
hospitalization, In addition, Patient M was prescribed Paxil in spite of a black
box warning about the use of that medication in adolescents;

Although the licensec regularly obtained urine drug screens on his patients,
there was a pattern of failure to follow-up or document intervention or
modification of treatment plans as a result of those drug screens. 25 of the 32
reviewed charts demonstrated aberrant behavior, including the absence of
prescribed medications or presence of non-prescribed controlled substance

medications;

The licensee prescribed in a manner which placed patients at risk of
potentially serious drug interactions or other adverse health consequences.
For example, two paticnis with documented histories of asthma were
prescribed propranolol; there were multiple cases in which patients were on
benzodiazepines and opiates; and several patients were prescribed doses of
citalopram greater than 40mg qD, even after an FDA alert of August 2011
regarding the risk of cardiac events at such higher doses;

A review of patient encounter records revealed that the licensec saw, on
average, 41.5 patients per day at CeniEx — more than double the number of
patients seen by each of the other two CentEx psychiatrists, even though they
worked two more hours per day than the licensee. Also, in October 2011,
after he had left CentEx and was in private praclice, he saw an average of 42.7
patents per day. This patienl load is at least twice what the average
psychiatrist would see on a typical day, even in a busy community mental
health center with other physician extenders available;
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15.

16.

- The licensee deviated from acceptable and prevailing medical practices when
he began patients on and maintained patients on high doses of
benzodiazepines, instead of beginning patients on lower doses and then
titrating the doses up if clinically indicated or titraling doses down when
anxiety symptoms stabilized.

The consultant’s report is attached hereto and incorporated herewith in its entivety.

In 2004, the Board issued a Letter of Admonishment to the licensee based upon his
prescribing to himself and/or his family. In that letier, the Board recommended that
the licensee attend a Continuing Medical Education Couise entitled Prescribing
Controlled Drugs: Critical Issues and Common Pitfalls at Vanderbiit University
Medical Center,

On Januaty 19-21, 2005, the licensee attended and completed the Preseribing
Controlled Drugs: Critical Issues and Common Pilfalls at Vanderbiit University
Medical Center, The content of the course included components dealing with
improving practice management, dealing with problem patients, exploration of
personality traits that influence prescribing practices, and critical issues in
pharmacological management of patient complaints.

On June 6-8, 2012, in anticipation of the Panel's review of the 2011-2012
investigation as described above, the licensee again attended and completed the
Prescribing Controlled Drugs: Critical Issues and Common Pitfalls at Vanderbilt
University Medical Center.

On June 21, 2012, the Board’s Inquiry Panel A deterinined that the licensee’s

continued practice constitutes a danger to the health, welfare and safety of his patients

ot the general public. As a result, a Complaint and an Emergency Order of




Suspension were issued against the licensee’s license to practice medicine in the
Commonwealth of Kentucky.

17. The licensee remained suspended from the practice of medicine until the date of entry
of this Agreed Order of Indefinite Restriction,

STIPULATED CONCLUSIONS OF LAW

The parties stipulate the following Conclusions of Law, which serve as the legal
bases for this Agreed Order of Indefinite Restriction:

1. The licensee’s Kentucky medical license is subject to regulation and discipline by
the Board.

2. Based upon the Stipulations of Fact, the licensee has engaged in conduct which
violates the provisions of KRS 311.595(9), as illustrated by KRS 311.597(1)(d),
(3) and (4). Accordingly, there are legal grounds for the paities to enter into this
Agreed Order of Indefinite Restriction,

3. Pusvant to KRS 311,591(6) and 201 KAR 9:082, the parties may fully and
finally resolve this pending Complaint without an evidentiary hearing by entering
info an informal resolution such as this Agreed Order of Indefinite Restriction.

AGREED ORDER OF INDEFINITE RESTRICTION

Based upon the foregoing Stipulations of Fact and Stipulated Conclusions of Law,
and, based upon their mutual desire to fully and finally resolve this pending Complaint
without an evidentiary hearing, the paities hereby ENTER INTO the following
AGREED ORDER OT INDEFINITE RESTRICTION:

1. The license to practice medicine in the Commonwealth of Kentucky held by

Melborne A. Williams, M.D,, is RESTRICTED/LIMITED TFOR AN




INDEFINITE PERIOD OF TIME, effective immediately upon the filing of this

Order;

. During the effective period of this Order, the licensee’s Kentucky medical license

SHALL BE SUBJECT TO THE FOLLOWING TERMS AND CONDITIONS

OF RESTRICTION/LIMITATION for an indefinite term, or until further order of

the Panel:

a. The

licensee SHALL NOT prescribe, dispense, or otherwise

professionally wtilize controlled substances, unless and until approved to
do so by the Panel;

b. The licensee SHALL NOT request and the Panel SHALL NOT grant the
reinstatement of the licensee’s prescribing privileges, unless and until

i

ii.

iii,

At least five (5) years have passed from the date of entry of this
Agreed Order of Indefinite Restriction;

The licensce submits to a neuropsychological re-evaluation with a
Board-approved psychologist, at the licensee’s expense, within
twelve months (12) prior to making a request for reinstatement of
his prescribing privileges and provides a copy of the evaluation
report to the Panel for review along with the licensee’s request for
reinstatement of his prescribing privileges;

The licensee obtains a clinical skills assessment in the specialty of
psychiatry (with an emphasis on the dosing, prescribing and
monitoring of controlled substances for the treatment of psychiatric
conditions) from the Center for Personalized Education for
Physicians (“CPEP”), 7351 Lowry Boulevard, Suiie 100, Denver
Colorado 80230, Tel. (303) 577-3232, Fax (303) 577-3241, within
twelve months (12) prior to making a request for reinstatement of
his prescribing privileges.

1. Both the licensee and this Board may provide relevant
information to CPEP for consideration as part of the
clinical skills assessment. In order to permit the Board to
provide such relevant information, the licensee shall
immediately notify the Board’s Legal Department of the
assessment dates once the assessment is scheduled;

2. The licensce shall travel to CPEP and complete the
assessment as scheduled, at his expense;




3. Both the licensee and this Board will be provided a copy of
the draft Assessment Report for their review, The licensee
shall complete any necessary waiver/release so that the
Board may receive a copy of the draft Assessment Report
for review. However, CPEP will issue its final Assessment
Report, in accordance with its internal policies; and

4, If the Assessment Report recommends development of an
Educational Plan, the licensee shall take all necessary steps
to arrange for CPEP to immediately develop such a plan, at
the licensee’s expense, so that the proposed Educational
Plan may be presented fo the Panel for review along with
the Assessment Report and the licensee’s request for
reinstatement of his prescribing privileges; and

iv. The licensee submits full payment of a FINE in the amount of
$5,000.

c¢. If the Panel should grant the licensee’s request fo resume the professional
utilization of controlled substances, it will do so by an Amended Agreed
Order of Indefinite Restriction, which shall provide for the licensee to
maintain a “controlled substances fog"” for all controlled substances
prescribed, dispensed or otherwise utilized and shall provide for periodic
review of the log and relevant records by Board agents upon request,
along with any other conditions deemed necessary by the Panel at that
time. The reinstatement of the licensee’s prescribing privileges shall be at
the discretion of the Panel and the terms and conditions of this Agreed
Order of Indefinite Restriction shall not be inteipreted as requiring the
Panel to reinstate the licensee’s prescribing privileges;

d. Wiihin six (6) months of entry of this Agreed Order of Indefinite
Restriction, the licensee SHALL REIMBURSE to the Board all costs of
the investigation and proceedings in the amount of $2,875.00; and

e. The licensee SHALL NOT violate any provision of KRS 311.595 and/or
311.597.

3. The licensee expressly agrees that if he should violate any term or condition of
this Agreed Order of Indefinite Restriction, the licensee’s practice will constitute
an immediate danger to the public health, safety, or welfare, as provided in KRS
311.592 and 13B.125. The pariies further agree that if the Board should receive

information that he has violated any term or condition of this Agreed Order of




Indefinite Restriction, the Panel Chair is authorized by law to enter an Emergency
Order of Suspension or Restriction immediately upon a finding of probable cause
that a violation has occutred, after an ex parfe presentation of the relevant facts by
the Board®s General Counsel or Assistant General Counsel. If the Panel Chair
should issue such an Emergency Order, the partics agree and stipulate that a
violation of any term or condition of this Agreed Order of Indefinite Restriction
would render the licensee’s practice an immediate danger to the health, welfare
and safety of patients and the general public, pursuant to KRS 311.592 and
13B.125; accotrdingly, the only velevant question for any emergency hearing
conducted pursuant fo KRS 13B.125 would be whether the licensee violated a
tetm or condition of this Agreed Order of Indefinite Restriction,

4, The licensee understands and agrees that any violation of the terms of this Agreed
Order of Indefinite Restriction would provide a legal basis for additional
disciplinary action, including revocation, pursuant to KRS 311.595(13), and may

provide a legal basis for criminal prosecution.

+h
SO AGREED on this A9 day of 2&@@ , 2012.

FOR THE LICENSEE:

MELBORNE A. WILLIAMS, M.D. P AR

f\Z,k(

JAMES E. SM{TH
COUNSEL FOR THE LICENSEE
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FOR THE BOARD:

RANDEL C, GIBSON, DO,
CHAIR, HEARING PANEL B

LEANNE K, DIAKOV

Assistant General Counsel

Kentucky Board of Medical Licensure
310 Whittingfon Parkway, Suite 1B
Louisville, Kentucky 40222

Tel. (502) 429-7150
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WAIVER OF RIGHTS

I, Melbowrne A, Williams, M.D., am presently the Respondent in Kentucky Board
of Medical Licensure Case No, 1411, I understand that, under 201 KAR 9:082, T must
waive ceriain rights if T wish fo resolve this matter by informal dispensaiion.
Accordingly, I WAIVE my right to raise any constitutional, statutory or common law
objection(s) I may have to the Hearing Panel rejecting the proposed informal dispensation
or to the curtailment of such a seitlement by the Board’s General Counsel or Assistant
General Counsel,

Furthermore, if the Hearing Panel accepts the proposed Agreed Order of
Indefinite Restriction as submitted, | WAIVE my right to demand an evidentiary hearing
or to raise additional constitutional or statutory objections in this matter, However, if the
Hearing Panel should reject the proposed Agreed Order of Indefinite Resiriction, I
understand that further proceedings will be conducted in accordance with KRS 311.530
el. seq., and I will have the right to raise any objections normally available in such

proceedings.

Exccuted this ﬁvday of h éusj" , 2012,
Tt @ L

MELBORNE A, WILLIAMS, M.D.
RESPONDENT

AVAR .

JAMES E.SMITH
COUNSEL'FOR THE RESPONDENT
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M. Doug Wilson
f\féa‘fcaffnvestrga‘rcr

Kentueky Board-of Medicakklsenste. .
Huwsibourne Office Park. .

© 310 Whittington Parkway, Suite 1B
Louisvilie, KenfucKy 40222

RE: Consuttafion on Melbourne Williams, M.D., Gc\{T #11739

Dear Mr. Wilson:
The folfowing Is my report on the grievance regardmg Melbourne Wlllrams .0 f have

reviewed the information: i your Investigation Reparl: as'welt asthe 15 Exhibits and. 32
patient charts you provided.

Selection of charts reviewed .
| reviewed a tofal of 32 patient charts. This was not a randost samphng of Dr. Williams'

patient population. 22 charts were identified by an Investigative Repoit by the Cabinet
for Health and Farnily Services, Office of the Inspector General, based on a review of
KASPER. These chatis were selected “based-on age, similar last names,
polypharmacy, addictive drug combinations, and distance: traveled.” Additionally, 10
patients were identified by the Clay County Corener. These- patients were alt deceased
within the past year, and all had multiple drugs in thelr system on postmortem toxicology
that was considered a factor in thelr deaths. The coroner wrote: "My concern specificalfy
Is, at risk mdlwduals are being freated by multiple physicians, primary care, pain
management and-psychiatry, Each appears to be prescribing without regard to the
ofhers recommendations. There seems fo be total disregard for the addictive properies
of many medications. In addition o commonly abused benzodiazepines and opiates,
many other medications with GNS depressant quahtres are being prescribed in

combmalmn

Summary of opinions:

a. Diagnosis
The majority of patient charis contained relatively sparse documentation regarding

dlagnosis beyond "depresslon" or "panic anxiety.” There were several pafients with a
diagnosis of bipolar depression, “OCD,” “PTSD,” or "ADD,” but the basis of those
diagnoses was not recorded in the medical record. Past psych:amc history was poorly
documented, and no standardized scales or diagnostic instrumenis were used. As

105N, LyndonLn. Suits 106 » Louisville KY 40222 » pl: 500-327-7701 » fax: 502-327-7705




detailed below, there was a paucity.of information in the chart regarding past or
concurrent medical and substance abtse history. 1t is my opinion that this falls below

minimum standard,

b. Treatment ' : .
As detalled below, it is my opinion that “use of medications and oiher modalities based

on generally accepted and approved indlcafions, with proper precautions to avoid
adverse physical reactions, habituation or addiction” fefl below minimum standards.

c. Record-keeping

Overall, it is my opinion that Dr. Williams’ medical record keeping was "within minimum
standards.” There appears o be a chart entry for each office visit, and photocopies of
each written prescription for both controlled and non-scheduled medications. A
checklist-style office note templaie was used, but additional notes were minimal.

d. My overafl opirdon is that the treaiment provided in these cases cleasly falls below

minimum standards;

Basls of Opinions;

No documentation of fnformed consent regarding risks of controlled substance -
There ts no documentation in the chart of any written or verbal informed consent
regarding the potential risks of the use of controlled substances, especially in
combination with other prescribed or illicit drugs.

Inadequate documentation of past medical history
Beyond an occasional notation of “LBP" {low back pain) or other medical condition, the

patient’s past medical and psychiatric hisiory was very sparse. Most importanily, there
was minimal, if any, documentation of concurrent medications or therapies prescribed
by other physicians, even when those might have potentially sorious.interactions wilh

Dr. Williams’ prescriptions.

Lack of detailed substance abuse history and evaluation
‘There was no documentation of past or current substance abuse histary or freatment

beyond an occasional notation of “suboxone clinic.” No screening instruments, except
for a few questions on the initial intake form, were apparently used. Even when llilcit
substances were present on intake drug screens, these were not noted In the chart.
There was no documentation of referral for AAMNA or other substance abusé evaluafion

o freatment, even in patients with obvious problems.

* Wonitoring of patlent compliance

Dr. Williams did not do phone refilis or refills without an office visit. His Initiaf preseription
of Xanax was usually only for a month. Subsequent-prescripfions usually included one
refill. o : .

Although in his responses to KBML Dr. Williams reported doing regular KASPER

" checks, only oné chart had a notation fhat KASPER was checked after his office
recelved calls about a patient going fo multiple doctors, That patient was dismissed from
his practice. The accompanying Exhibit 15 was apparently a report of 11 patients who
Dr. Williams had checked KASPER. This included the 10 patients who were deceased




and identified in the grievancs filed by the Clay County Coroner; they were also all
dated "2/24/2012" and | cannot determine if they were checlked during the course of
usual treatment. According to his lawyer’s letter in response to the grievance
proceedings, Dr. Williams had checked the 11th patient's KASPER, but had no record of ™
that person having been his pailent. Of the 10 patients, 6/10 would be considered
aberrant. This would include pafienis geiting opiate prescriptions from more than one
provider (in one case as far away as Affanta}, using multiple pharmacies, and being
prescribed CNS depressants by other (often multiple} physicians that would warrant
modification of ireatment. There was no decumentafion in the medical records regardi ing .

these matters.

Use of benzodlazepines in patients with past or current substance abuse/
dependence -
As mentioned above, there was minimal documentation in the patient charts of a
thorough history and evaluation of substance abuse and dependence problems, risk
factors, and past and ctrrent reatment, However, on the brief intake form a number of
patients deseribed thernselves as "in recovery,” and othars were note‘d fo bein
Suboxone programs for opiate dependence.
The use of benzodiazepines in a patient with a history of addiction to alcohol or other
substances Is somewhat controversial. Although some conservative addiction
specialists would say it is never appropriate, most psychiatrists and accepied practice

. guidelines suggest ihat it may be safe and effective in selected pafients with severe
anxiety disorders. However, even in these rare situations, it would require that
alternative, non-addictive medications were first tried, as well as options such as
cognltive therapy. It would also be crifical that the patient be closely monitored and be
actively engaged in a recovery program, and that benzodiazepines be prescribed in the
lowest effective dose, for the shortest possible pariod. It is my opinion that Dr Williarms
did not meet this standard of care.
As an‘example of this prescribing patiern, Dr. Wllllams restarted Xanax in adolescent
(VG) even after that patient was psychiatrically hospitalized and discharged with a
diagnosis of Xanax abuse and had been taken off Xanax during hospitalization.
According to the discharge surmmary, she was reporiedly snorting Xanax that had been
smuggied onto the psych unit, and was sharing it with peers. Following discharge, and
while prescribed benzodiazepines, this adolescent also had urine drug screens
indicating the presence of oplates, as well as methadone. The patient was also
prescribed Paxil in spiie of black box warning about use of that medication in
adolescents. This is particularly pertinent in this adolescent who was admitied to the

hospital because of cutting behaviors.

Fallure to follow-up on aberrant drug screens

Dr, Williams regularly obtalned urine drug screens on his patients. However, there was a
pattern of failure to-follow-up or document intervention or modification of treatment plan
as a result of those drug sereens. 25 of the 32 patient charts reviewed would be -
classified as aberrant. These include the absence of a prescribed drug in the screen -
(usually benzodiazepine, but also one case of stimulant prescription), the presence of
other controlled substances hat were not noted on the chart (most often opiates), and




the presence of metabolites of benzodiazepines that were not preseribed by Dr.
Williams (metabolites of clonazepam rather than alprazolarm). 25% of the charts
included drug screens that were positive for THC, and on a few occasions that was
noted in the chart with “advised to d/c.” Two of the 32 patients were-dismissed By Di.
Williams for non-compliance with recommended treatment, based in part on the reslis
of the drug screens. It is possible that some of the conirolied substances present in the
urine toxicology screens were legitimately prescribed by another physician, For
example, a number of patients reportedly had histories of chionic pain syndromes,
Howevet, these problems and prescribed therapies would have important implications
for drug interactions, and were not documented in the medical record. In the majority of ~
the cases, it is most likely that these patients were not legitimately prescribed these
drugs because of the combinations found, e.g., barbiturates, opiate combination such
as buphenorphrine (used for oplate detoxification)+oxycodone and other opiates,
amphetamines, tramadol, have no legitimate medical Indication and carry significant

risks of toxicity. .

Incidents of potentially serious drug interactions
Two patlonts were prescribed propranolol who had documented histories of asthrna. A

number of patients showed methadone on urine drug screen, bui the dose of

benzodlazepine was not modified. Alihough not absolute contraindications, there were a

number of medication combinations with potentially serious drug-drug interactions that

. were not noted or explained in the medical record, e.g., mirtazapine+alprazolam,
tramadol+citalopram, as well as multiple cases of benzodiazepines-+opiates. Several

patients were prescribed doses of citalopram greater than 40mg qb, even after the

FDA alert of August, 2011, regardmg rrsk of cardracevents at higher doses.

Inadequate tlme to complete adequate evaluatrons and management of patienis
- due fo extremely high case lead
A review of Dr. Williams’ patient encounter records at the CenTex office (06/06/2011 to
07/08/2011) indicates that he saw an average of 41.5 patienis per day. By confrast, the
records of the two other psychlatrists in the clinic showed they saw 20.2 and 17.5
patients per day, even though they saw patients two more hours per day. The patient
schedule was set for 156 minule appointment slots, and were typically double or triple
booked, indicating that Dr. Williams’ totat encounter fime was five to seven minufes per
patrent
A review of Dr. Williams’ patient encounter records at his Bluegrass Psychiairy offlce -
, (10!01/2011 10 10/31/2011) indicated he was averaging 42.7 patients per day. Based on
my experiencs, this patlent load is at least twice what the average psychialrist would
see On a typical day, even in a busy community mental health center with other
physician extender providers avallable.
While there are ceriainly stable, long-term patients that can be adequately managed in
a 5-minute checkup appointment, it is my opinion that this is inadequiate for most
psychiatric patlents with severe symptoms and medical and chemical dependency
comorbidities. This lack of time for evaluation, freatment planning, and monitoring is
likely a major factor In the deficiencies | have cited. it also accounts for a pattem in




these cases for Dr. Williams to employ a standardized drug regimen of citalopram,
trazodone, propranolol, and alprazolam in the majority of the cases,

Regular use of high dose benzodiazepines

In'standard psychiatric practice, there is a great deal of individual variation in the dose
of alprazolam (and benzodiazepines in general) that is necessary to achieve adequate
therapeutic response in anxiely disorders. However, it is standard practice to begin with
lowdoses and gradually titrate the dose as clinically indicated. Dr: Williams typically
began the patients that | reviewed at a dose of 3 to 4mg per day, generally considered a
high dose. In some cases, he further increased the dose to ‘6mg per day. Although there
are patients that may require this dose, these higher doses are assoclated with a much
greater risk of psychological and physical dependence, and abrupt discontinuation may
be associated with very severe abstinence syndromes, Including selzures and death,

- particularly when taken in combination with other GNS depressants. It is also standard
practice for the dose of benzodlazepine fo be reduced when the anxiely symptoms are
stabilized. | did not identify any cases when the dose of benzqdiazeplne was reduced.

With regards to the specific questions in your letter: :

1. I'do not believe that Dr. Williams "presciibed or dispensed medication(s) with the
intent or knowledge that the medication would be used or was likely io be used other
than medicinally or other than for an accepted therapeutic purpose,” :

2. It Is my opinion that Dr. Williams prescribed or dispensed medication(s) in such
amounts that the licensee knew or had reason to know, under the attendant
circumstances, that said amount(s) so prescribed or dispensed were excessive under
accepted and prevailing medical practice standards.” )

3. It is my opinion that Dr, Williams “engaged in conduct which departs from or falls fo
conform to the standards of acceptable and prevaliling medical practice within the
Commonwealth of Kentucky,” _

4. Based on the sampling of cases | reviewed, it is my opinion that Dr, Williams
demonsiraied “a pattern of acts during the course of the physician’s medical practlce,
which under the aliendant circumstances, would be deemed to be gross
incompetence, gross ignorance, gross negligence of malpractice.”

= _,. 24 !‘-}g‘%‘—:- '“ j.'
G. Randolph Schrodt, Jr. M.D. I '

Distinguished Fellow,
American Psychlairic Association
Past President, )
Kentucky Psychiatric Association
Past President, :
Greater Louisville Medical Society
Associate Clinical Professor, - -
. Dept. of Psychiatry & Behavioral Sciences,
University of Louisville School of Medicine




