FILED OF RECORD

COMMONWEALTH OF KENTUCKY OCT 18 2015
BOARD OF MEDICAL LICENSURE
CASE NO. 1625 KBM.L,

IN RE: THE LICENSE TO PRACTICE MEDICINE IN THE COMMONWEALTH OF

KENTUCKY HELD BY SHARAD C. PATEL, M.D., LICENSE NO. 20851,

1506 BRISTOL COURT, ELIZABETHTOWN, KENTUCKY 42701

ORDER OF INDEFINITE RESTRICTION

At its October 15, 2015, meeting, the Kentucky Board of Medical Licensure
(hereinafier “the Board™), acting by and through its Hearing Panel A, took up this case
for final action. The members of Panel A reviewed the Complaint, filed of record
November 24, 2014; the Hearing Officer’s Findings of Fact, Conclusions of Law and
Recommended Order, filed of record August 21, 2015; Dr. Patel’s Exceptions to Findings
of Fact and Conclusions of Law and Request for Appearance, filed of record September
3, 2015; and memorandum from Board counsel, dated Septemnber 3, 2015. The licensee
was given notice of the meeting and was present.

Having considered all the information available and being sufficiently advised,
Hearing Panel A ACCEPTS the hearing officer’s Findings of Fact and Conclusions of
Law and ADOPTS those Findings of Fact and Conclusions of Law and
INCORPORATES them BY REFERENCE into this Order. (Attachment) Hearing Panel
A FURTHER ACCEPTS AND ADOPTS the hearing officer’s recommended order and
in accordance with that recommended order, Hearing Panel A ORDERS:

1. The license to practice medicine held by Sharad C. Patel, M.D., SHALL BE

RESTRICTED/LIMITED FOR AN INDEFINITE PERIOD OF TIME to begin

immediately upon the date of filing of this Order of Indefinite Restriction and

continuing until further order of the Board;



2. During the effective period of this Order of Indefinite Restriction, the licensee’s
Kentucky medical license SHALL BE SUBJECT TO THE FOLLOWING
TERMS AND CONDITIONS OF RESTRICTION/LIMITATION:

a. The licensee SHALL NOT perform any act which would constitute the
“practice of medicine,” as that term is defined in KRS 311.550(10) — the
diagnosis, treatment, or correction of any and all human conditions,
ailments, diseases, injuries, or infirmities by any and all means, methods,
devices, or instrumentalities - unless and until approved to do so by the
Panel;

b. The licensee SHALL NOT request, and the Panel SHALL NOT consider
any request by the licensee, to amend or terminate this Order of Indefinite
Restriction in any way, unless and until the licensee has provided proof of
completion and compliance of the following TERMS AND
CONDITIONS, and the licensee SHALL NEITHER propose NOR request
any alternative to the following TERMS AND CONDITIONS:

i. The licensee has obtained a clinical skills assessment and an
education plan (if so recommended), from the Center for
Personalized Education for Physicians (CPEP), 720 South
Colorado Boulevard, Suite 1100-N, Denver, Colorado 80246, Tel.
(303) 577-3232, at his expense;

1. Said clinical skills assessment and education plan must
contain a statement from CPEP affirming that the
licensee is safe and competent to resume practice
independently or pursuant to an education plan;

2. Said clinical skills assessment and education plan must
and shall be dated no more than six (6) months prior to
the date of submitting any request to amend or
terminate this Order of Indefinite Restriction; and

3. The licensee must and shall execute all necessary
waivers and/or consent forms required to ensure that
CPEP will provide a copy of any evaluations, reports or
plans to the Board’s Legal Department prior to
submitting any request to amend or terminate this Order
of Indefinite Restriction;

ii. The licensee has “unconditionally passed” the ProBe Program
offered through the Center for Personalized Education for
Physicians (CPEP), 720 South Colorado Boulevard, Suite 1100-N,
Denver, Colorado 80246, Tel. (303) 577-3232, at his expense;

1. The licensee must and shall execute all necessary
waivers and/or consent forms required to ensure that



CPEP will provide a copy of any evaluations, reports or
essays from the ProBe Program to the Board’s Legal
Department promptly after their completion;

iii. The licensee has successfully completed a Board-approved course
relating to HB1 from the approved course list available on the
Board’s website at http://kbml.ky.gov;

1. Said course must and shall be completed no more than
six (6) months prior to the date of submitting any
request to amend or terminate this Order of Indefinite
Restriction; and

iv. The licensee has fully reimbursed the Board the costs of these
proceedings in the amount of $13,837.84, prior to the date of
submitting any request to amend or terminate this Order of
Indefinite Restriction; and

c. The licensee SHALL NOT violate any provisions of KRS 311.595 and/or
311.597.

SO ORDERED on this [Z 7 day of October, 2015.
(. Walheowm Busire o

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

CERTIFICATE OF SERVICE

[ certify that the original of the foregoing Order of Indefinite Restriction was
delivered to Mr. Michael S. Rodman, Executive Director, Kentucky Board of Medical
Licensure, 310 Whittington Parkway, Suite 1B, Louisville, Kentucky 40222 and copies
were mailed, first-class postage prepaid, to Thomas J. Hellmann, Esq., Hearing Officer,
810 Hickman Hill Road, Frankfort, Kentucky 40601 and via certified-mail return receipt
requested to the licensee, Sharad C. Patel, M.D., License No. 20851, 1506 Bristol Court,
Elizabethtown, Kentucky 42701, and his counsel, Marc S. Murphy, Esq., Stitles &
Harbison, PLLC, 400 West Market Street, Suite 1800, Louisville, Kentucky 40202-3352,

on this Z([m day of October, 2015.
M ¢ 9>=é-"1/

Leanne K. Diakov

General Counsel

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

Tel. (502) 429-7150




EFFECTIVE DATE AND APPEAL RIGHTS

Pursuant to KRS 311.593(1) and 13B.120, this Order will be effective
immediately on filing. It is the Panel’s opinion that based upon sufficient reasonable
cause, the health, welfare, and safety of Dr. Patel’s patients or the general public would
be endangered by delay.

The licensee may appeal from this Order, pursuant to KRS 311.593 and 13B.140-
.150, by filing a Petition for Judicial Review in Jefferson Circuit Court within thirty (30)
days after this Order is mailed or delivered by personal service. Copies of the petition
shall be served by the licensee upon the Board and its General Counsel or Assistant
General Counsel. The Petition shall include the names and addresses of all parties to the

proceeding and the agency involved, and a statement of the grounds on which the review

is requested, along with a copy of this Order.



| FILED OF RECORD
COMMONWEALTH OF KENTUCKY AUG 21 2015
BOARD OF MEDICAL LICENSURE
- CASE NO. 1625 KBML.

INRE: THE LICENSE TO PRACTICE MEDICINE IN THE COMMONWEALTH OF
KENTUCKY HELD BY SHARAD C. PATEL, M.D., LICENSE NO. 20851,
1506 BRISTOL COURT, ELIZABETHTOWN, KENTUCKY 42701

FINDINGS OF FACT, CONCLUSIONS
OF LAW, AND RECOMMENDED ORDER

The Kentucky Board of Medical Licensure brought this action against the license of
Sharad C. Patel, M.D., charging him with several violations of the Board’s statutes governing the
practice of medicine. The administrative hearing was held on May 18-20, 2015. Hon. Sarah
Farmer represented the Board, and Hon. Marc C. Murphy represented Dr. Patel.

After considering the evidence admitted at the hearing and arguments of counsel, the
‘hearing officer finds Dr. Patel guilty of some of the violations set forth in the Complaint and
recommends the Board take any appropriate action against his licence for those violations. In
support of that recommendation the hearing officer submits the following findings of fact,
conclusions of law, and recommended order.

FINDINGS OF FACT

1. Dr. Sharad C. Patel graduated from the University of Bombay Medical School in
India, and he performed residency training in psychiatry at Nassau County Medical Center, which
is the clinical campus for the State University of New York at Stony Brook. DVD of

Administrative Hearing on May 18, 2015 [hereinafter DVD I}, 9:30 a.m.



2.  In 1979 Dr. Patel became board certified in psychiatry and neurology and has
practiced medicine in Elizabethtown, Kentucky, for over thirty-five years. DVD I, 9:31 a.m.;
Exhibit 4.

3.  For the past three and a half years Dr. Patel has focus;d his medical practice on
addiction psychiatry, and after receiving certification from the federal government, ile has
provided treatment for addiction patients with Subutex and Suboxone, a form of buprenorphine.
DVDI, 9:32 am.

4.  Asarecovering alcoholic with twenty-five years of sobriety, Dr. Patel believes he is
uniquely qualified to treat others with addiction issues. DVD I, 9:32-9:33 a.m.

5. Inthis action the Board alleges that Dr. Patel failed to comply with the provision of
the Fourth Amended Agreed Order, and with requirements set forth in a letter dated January 30,
2014, from the Board’s General Counsel as an alternative to being recertified by the American
Board of Psychiatry and Neurology under the terms of the Fourth Amended Agreed Order.
Exhibit 2, Complaint, pages 9-10; Exhibit 3; Exhibit 5, Tab B.

6. The Board also charges Dr. Patel with offering to provide the person identified in
the Complaint as Patient A with narcotic medications if he would provide a discount on a new
automobile from the dealership where Patient A worked. Exhibit 2, Complaint, pages 10-11.

7.  Related to that same allegation involving Patient A, the Board charges that when
Dr. Patel subsequently decided he had not received a favorable sale price from Patient A, he filed
a police report accusing Patient A of stealing a prescription pad from Dr. Patel. Id., pages 11-12.

8. Inthis action, the Board also asserts that Dr. Patel misdiagnosed Patient B as



suffering from a bipolar disorder when several other psychiatrists had diagnosed him as
schizophrenic. Id., page 12.

9.  After the allegations related to Patients A and B arose, the Board asked one of its
consultants to review Dr. Patel’s medical records for those two patients and for fourteen other
patients who’d been prescribed buprenorphine, and based upon that review, the Board alleged
numerous additional violations against Dr. Patel of the standards for the prescribing of controlled
substances. Id., pages 12-14.

10. The Board alleges that Dr. Patel’s conduct violated KRS 311.595(9), as illustrated
by KRS 311.597(1)(c), (1)(d), (3), (4); KRS 311.595(12); and KRS 311.595(13). Id., pagel5.

11. Dr. Patel has been the subject of investigations and orders of the Board since at least
March 1999, that have placed various conditions, restrictions, or limitations on his practice of
medicine. Exhibit 3, Fourth Amended Agreed Order, marked pages 1-9.

12.  On June 9, 2000, the Board and Dr. Patel entered into an Agreed Order of
Surrender of his medical license after he decided to discontinue his relationship with the
Kentucky Physicians Health Foundation, but in July 2002, he requested the Board to reinstate his
license. Id., marked page 2.

13. The Board deferred action on the request until Dr. Patel obtained a clinical skills
assessment from the Center for Personalized Education for Physicians [“CPEP™]. Id.

14. The assessment found numerous deficiencies in Dr. Patel’s medical skills, and as a
result, the Board again deferred action on reinstating his license until he obtained an Educational

Intervention Education Plan from CPEP. Id., marked pages 2-4.



15. Thereafter, the Board and Dr. Patel entered into the Agreed Order of Indefinite
Restriction, dated November 7, 2006, that allowed him to resume the practice of medicine with
certain conditions. Id., marked page 5.

16. Following an additional CPEP assessment in 2010 following Dr. Patel’s request to
practice medicine in an in-patient setting, the Board and Dr. Patel entered into the Fourth
Amended Agreed Order. Exhibit 3, marked pages 6-9.

17. Inthat order, which was filed of record on April 28, 2011, Dr. Patel agreed he
“SHALL SUCCESSFULLY become re-certified by the American Board of Psychiatry and
Neurology [“ABPN""} within two calendar years of the date of filing of this Fourth Amended
Agreed Order,” Exhibit 3, marked page 12 [emphasis in original]. |

18. Dr. Patel also agreed under the terms of the order to work with a prcccptor,. and
there’s no allegation that he failed to comply with that requirement. Id., marked pages 11-12;
Exhibits 15 and 16.

15. When Dr. Patel did not notify the Board that he had been recertified by the ABPN
within the two-year period required by the agreed order, the Board asked him to appear before
Panel B of the Board on January 16, 2014. Exhibit 5, Tab A.

20. At the panel meeting Dr. Patel asserted he could not sit for the ABPN recertification
examination while there were any restrictions remaining on his license to practice medicine.
Exhibit 14, CD of Panel B meeting of January 16, 2014, starting approximately halfway through
the recording,

21. At the conclusion of its meeting, Panel B presented Dr. Patel with two options to

meet the terms of the agreed order: He could complete ABPN’s appeal process from the denial of



the request for recertification and present the Board with ABPN’s official resolution of the issue,
or he could submit to a CPEP Post-Education Evaluation. Exhibit 5, Tab A.

22. Those options that had been presented orally to Dr. Patel at the panel meeting were
also conveyed to him in writing by letter dated January 30, 3014, ﬁdm the Board’s General
Counsel at the time, Hon. C. Lloyd Vest. Exhibit 5, Tab B.

23. At the administrative hearing Dr. Patel asserted he never agreed to the requirement
of the Fourth Amended Agreed Order to obtain ABPN recertification, but instead, he asserted he
signed the document only because I had to sign.” DVD I, 9:53 a.m.

24. Dr. Patel also asserted he could not recall having been provided the two options by
Panel B, but the audio recording of the panel meeting clearly reflects that Panel B presented Dr.
Patel with same two specific options for complying with the terms of the agreed order that are
included in Mr. Vest’s letter. Exhibit 14, beginning approximately halfway through the
recording; DVD I, 9:45 a.m.

25. Dr. Patel stated he could not recall having receiving the letter from Mr. Vest,
although Dr. Patel acknowledged the letter contains his correct mailing address. DVD I, 9:45-
9:48 am.

26. Dr. Patel admitted that he had not been recertified by the ABPN, but he reiterated at
the administrative hearing the assertion previously made at the panel meeting that ABPN would
not authorize him to sit for the examination while he had any restrictions on his license to
practice medicine. DVD I, 9:40-9:41 a.m. |

27. As for Panel B’s directive that he complete ABPN’s internal appeal process from



the denial of recertification, Dr. Patel offered into evidence two letters from the ABPN dated
December 22, 2008, and February 4, 2011. DVD I, 9:49-9:52 a.m.; Exhibits 17 and 18.

28. Those letters, the last of which was sent almost three years before his meeting with
Panel B, indicate a physician may not be licensed by the ABPN if he has restrictions placed on
his license. Exhibits 17 and 18,

29. The letters, however, do not support the assertions that Dr. Patel completed ABPN’s
internal appeal process or that he provided a copy of the written fina! decision on the matter to
the Board as required by Panel B at it’s January 16, 2014, meeting. Exhibit 5.

30. Dr. Patel asserted that after the January 16, 2014, panel meeting, he talked with a
representative of the ABPN’s credentialing committee, and that person later sent him an email
stating he could not sit for the examination with the current restrictions on his license. DVD I,
11:26 a.m.

31. That email was not offered into evidence at the administrative hearing, and there
was no evidence presented that the email was sent by an official of the ABPN who had authority
to make a final decision on a request for recertification or that Dr. Patel forwarded that email to
the Board in compliance with Panel B’s directive.

32. Thus, even construing Dr. Patel’s contact with a representative of the ABPN
credentialing committee as an “appeal,” and the email response to him as a “final resolution,” Dr.
Patel did not provide a copy of that written final decision to the Board as required by Panel B.

33. Dr. Patel acknowledged he took no additional steps to comply with his second
option presented by Panel B as an alternative to obtaining ABPN recertification, the completion

of a CPEP Post-Education Evaluation. DVD I, 11:27 a.m.



34. Dr. Patel explained that he had dealt with CPEP for over five years, had already
spent over $50,000 trying to meet CPEP’s requirements, but “had problems” satisfying them.

DVDI 11:27 am.

35. Dr. Patel asserted that CPEP was “too idealistic” in its requirements and wouldn’t
allow him access to his individual evaluator’s report, which he considered more important than
the conclusions contained in CPEP’s report. DVD I, 11:27 a.m.

36. Thus, in spite of Panel B’s attempt to provide Dr. Patel with an alternative to
recertification, Dr. Patel made little effort to clarify ABPN’s position regarding his request for
recertification, did not appeal an ABPN official notification of denial, did not provide ABPN's
decision to the Board in writing, and did not complete a CPEP Post-Education Evaluation.

37. After the grievances were filed on behalf of Patient A and B and at the request of
the Board, the Office of Inspector General in the Cabinet for Health and Family Services’s
Division of Audits and Investigations performed a KASPER review of Dr. Patel’s prescribing
practices from April 18, 2013, to April 18, 2014. Exhibit 19.

38. The Inspector General’s report identified several areas of concern, including Dr.
Patel prescribing buprenorphine to 70% of his patients, prescribing benzodiazepine to 50% of
those same patients, providing early refills of controlled substances, prescribing controlled
substances to family members, and patients using multiple pharmacies and prescribers. Exhibit
19, marked page 3 of 4.

39. The report also noted Dr. Patel had not reviewed KASPER reports for patients prior

to prescribing controlled substances as required by the Board’s regulations. Id.



40. The report identified fourteen patients whose medical charts the Board could review
to assess the medical care Dr. Patel provided to the patients. Id.

41. OnMay 5, 2014, the Board served Dr. Patel with a subpoena for those fourteen
patients’ records, and they, along with the records for Patients A and B, were provided to Dr.
Stephen C. Cox, the Board’s consultant in this action, for his review. Exhibit 21.

42. Dr. Cox graduated from the University of Kentucky School of Medicine in 1975,
completed a psychiatry residency at that same institution in 1978, and has a subspecialty in
Anxiety Disorders. Exhibit 24.

43. At the administrative hearing Dr. Patel objected to Dr. Cox serving as the Board’s
expert witness since he does not treat addiction disorders, but the hearing officer found Dr. Cox
to be generally qualified to testify as an expert witness in the field of psychiatry. DVD of
Administrative Hearing on May 19, 2015 [hereinafter DVD II], 9:36 a.m.

44. Based upon his review of Dr. Patel’s patient charts, Dr. Cox described Dr. Patel as
an excellent psychiatrist with superior psychiatric clinical skills regarding patient diagnosis and
treatment and with very good clinical notes for those patients. DVD II; 9:52 a.m.

45, Dr. Cox found, however, that Dr. Patel routinely violated several provisions of the
Board’s regulation governing the prescribing of controlled substances contained in 201 KAR
9:260, which was admitted into evidence as Exhibit 45.

46. Dr. Cox found that Dr. Patel did not obtain KASPER reports for many patients, did
not have the patients provide urine drug screens, and did not have drug contracts or photo

identification for the patients in the patient files. DVD I, 9:54 a.m.



47. Inaddition, there were few instances in Dr. Patel’s patient notes that showed he
addressed patients’ use of multiple pharmacies or multiple physicians to obtain prescriptions for
controlled substances. DVD 11, 9:54-9:55 a.m.; Exhibit 27, pages 2-3.

48. Dr. Cox also noted instances in which Dr. Patel provided patien?s with early refills
of their prescriptions without recording a reason for the refill, and Dr. Cox found other instances
in which no rationale was provided for changes in the patient’s dosage of the controlled
substance. DVD I, 9:55 a.m.; Exhibit 27, page 2-3.

49. Dr. Cox found that Dr, Patel prescribed narcotics to a majority of the patients
whose charts were reviewed, and some of the patients were also prescribed amphetamines for
attention deficit disorder and benzodiazepines for anxiety. Exhibit 27, page 2.

50. Dr. Cox found that Dr. Patel did not taper his patients from their initial prescription
dosage for Suboxone, contrary to the stated intention in the patient chart at the onset of treatment,
but instead, he appeared to simply maintain the patients on the medication, a practice that Dr.
Cox described to be “rightly or wrongly” as “the standard of practice of [Dr. Patel’s] Kentucky
peers in that field.” Exhibit 27, page 3.

51. It’s a departure from the standards of acceptable and prevailing medical practice in
Kentucky for a physician not to obtain a KASPER report, not to react to a patient obtaining early
refills or switching pharmacies, not to document the rationale for allowing early refills or for
switching amounts of medication, and not to have written contracts with patients requiring them
to adhere to standards for the use of the prescribed conirolled substances. DVD II 10:01-10:03

a.m.



52. Although finding several deficiencies in Dr. Patel’s prescribing practices, Dr. Cox
did not find that Dr. Patel prescribed the medications with the intent or knowledge they would be
used for other than an accepted therapeutic purpose, and Dr. Cox found that Dr. Patel did not
make any false statements in his medical documentation and did not prescribe or dispense
controlled substances for himself. Exhibit 27, page 2.

53. Overall, Dr. Cox found that Dr. Patel engaged in “unacceptable clinical practice™
for thirteen of the fourteen patients. He also found that Dr. Patel engaged in conduct that
departed from the standards of accepted and prevailing medical practice in Kentucky and that he
committed a pattern of acts during the course of his medical practice that constituted gross
negligence and constituted a danger to the health and safety of his patients. Exhibit 27, page 1.

54. Patient E was the only patient for whom Dr. Cox found no deficiencies in th care
and treatment provided by Dr. Patel. Exhibit 27, page 5.

55. In his written response to Dr. Cox’s review, Dr. Patel described his medical practice
as “one of the few that combines the treatment of psychiatric disorders with the treatment of
substance abuse,” Exhibit 11, page 2.

56. Dr. Patel asserted this combination of psychiatric and substance abuse treatment
was “complex” and “likely one that can be easily misunderstood by those who are not intimately
familiar with, or experienced in, the overlapping issues involved.” Id.

57. In his written response Dr. Patel also asserted that “the reality of this practice” is
that opioid dependent individuals often obtain buprenorphine or Subutex illegally prior to their
admission to a treatment program or when they are required to undergo opioid withdrawal as part

of a treatment program. Id, page 3.
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58. Yet at the same time, Dr. Patel admitted that prior to April 2014, he regularly
violated the Board’s regulation governing the prescribing of controlled substances that had been
adopted in order to help decrease the diversion and illegal use of controlled substances and to
help physicians address drug seeking behavior by patients. Exhibit 11, DVD I, 2:08 p.m.

59. Dr. Patel characterized Dr. Cox’s opinions regarding the deficiencies in his medical
practice as relating to his “alleged failure to appropriately monitor the many checks and balances
the modermn practice of medicine places upon patients’ behavior when they are out of the office.”
Exhibit 11, page 2 [emphasis in original].

60. Presumably, Dr. Patel was referring to the monitoring requirements for urine drug
screens, pill counts, KASPER reports, and other measures to ensure proper use of controlled
substances.

61. Dr. Patel asserted the Board’s “checks and balances” are important but they “aren’t
perfect,” are “frequently difficult to enforce,” and are “depend upon the good or bad intention of
the patient.” Exhibit 11, page 2.

62. In spite of acknowledging he should be diligent in monitoring the patients’ use of
controlled substances, Dr. Patel admits in his written response that he failed to adequately
monitor those patients.

63. Dr. Patel admitted that prior to April 2014, he “had not been performing routine
drug screens on patients who were in treatment for chronic pain” Exhibit 11, page 8.

64. He admitted that prior to April 2014, “we were not obtaining Casper [sic] reports

routinely” for patients being treated for chronic pain. Exhibit 11, page 8; DVD L, 1:26 p.m.
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65. He admitted that prior to April 2014, he had failed to adequately monitor the
prescriptions he had issued in order to ensure patients were not obtaining early refills of their
controlled substances. Id, page 5.

66. At the administrative hearing Dr. Patel asserted that until April 2014 he had been
unaware of the requirement that he routinely obtain KASPER reports on his patients, and he
asserted that he only discovered the requirement because the Board’s investigator, Stephen
Manley, had informed him of the requirement during the investigation of Patient A’s allegations.
DVDI, 1:14-1:15 p.m.

67. Dr. Patel stated that sometime prior to April 2014 he had been informed by his
office manager that pharmacists, rather than physicians, were required to obtain KASPER

reports. DVD 1, 1:14 p.m.

68. Dr. Patel cited several factors that contributed to his poor oversight of patients who
had been prescribed controlled substances, but he asserted that he has “made significant changes™
in his medical practice since April 2014. Exhibit 11, page 3.

69. Dr. Patel admitted that his “charting is imperfect” but asserting the deficiency was

caused, at least in part, by his “adjusting to EMR [Electronic Medical Records] and the practical
issues associated with it.” Exhibit 11, page 2.

70. Dr. Patel admitted that prior to April 2014 his office “was a mess” and that “the
state of [his] practice was bad.” DVD1, 1:15 p.m.

71.  Yet, Dr. Patel did not implement any changes in his medical practice until after the
Board’s investigator informed him on or around April 1, 2014, that the Board was reviewing his

prescribing practices. DVD I, 1:14-1:15 p.m.
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72. He attributed the problems in his medical office to two factors: incompetent office
staff and an overwhelming number of patients. DVD 1, 1:03-1:04 p.m. and 1:15-1:16 p.m.

73. Dr. Patel acknowledged his staff had not routinely pulled files in anticipation of
patient appointments, had not taken patient vital signs, and had not performed urine drug screens
and other lab work. DVD I, 1:06-1:07 p.m.

74. From Dr. Patel’s perspective those shortcomings were the result of his spending too
much clinical time with his patients, which caused him to be lax in dictating office notes after
seeing a patient and to take weeks or months to dictate a progress note based upon the few notes
he jotted down during the patient encounter. DVD 1:05 p.m.

75. In addition, as the result of a heroin epidemic in Elizabethtown, Dr. Patel asserted
there was an increased the demand for his psychiatric services, which prevented him from cutting
back on the number of patients he treated. DVD, 1:16-1:17 p.m.

76. In order to address the problems in his medical practice, Dr. Patel fired three
employees, and with the help of his daughter, who is also a physician, he reorganized the medical
practice to make it more efficient, which Dr. Patel asserted had resolved the practice’s
deficiencies before the Board suspended his medical license. DVD ], 1:03 and 1:10-1:13 p.m.

77. In spite of the problems with his medical practice, Dr. Patel asserted that patient
care was never compromised. DVD [, 1:08 p.m.

78. Although admitting that there had been many problems in his office practice, Dr.
Patel disagreed with Dr. Cox’s findings regarding deficiencies in the care and treatment of the

individual patients whose charts he reviewed.
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79. Dr. Patel asserted that Dr. Cox did not have adequate experience to know the
appropriate treatment that should be provided to opiate addicted patients. DVD I, 1:20 p.m.

80. In addition, Dr. Patel asserted Dr. Cox did not have all of the medical records
related to his patients due to the fact the Board’s subpoena for records had been mishandled by
himself and his staff. DVD I, 1:18 and 1:20 p.m.

81. Dr. Patel was directed to produce the patient records by May 23, 2014, in response
to the subpoena personally served on him on May 5, 2014. Exhibits 21 and 22.

82. Shannon Cole, who was not working in Dr. Patel’s office during the time period the
Board sought the subpoenaed patient records but who returned to her position shortly after they
had been provided to the Board, testified that due to the incompetence of the staff, not ail of the
patients’ records were provided to the Board. DVD II, 3:47 and 3:52 p.m.

83. Consequently, when she read Dr. Cox’s report, she collected additional records for
nine of the fourteen patients, which were admitted at the administrative hearing as Exhibit 46.
DVD 11, 4:06-4:07 p.m. and 4:11 p.m.

84. The hearing officer reviewed those records, and most relate to the time period afier
Dr. Patel became aware of the Board’s investigation and after the Board obtained the subpoenaed
records reviewed by Dr. Cox. Thus, to the extent Dr. Patel asserts the records show he performed
urine drug screens or obtained KASPER reports during the time period reviewed by Dr. Cox, the
vast majority of the records in Exhibit 46 are irrelevant to that issue, and they do not call into
question Dr. Cox’s findings and conclusions regarding Dr. Patel’s medical practice.

85. In fact, the supplemental records suggest Dr. Patel added information to his progress

notes after the originals was provided to the Board, thereby making some notes substantially
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more detailed and comprehensive than the originals. For example, a comparison of the
subpoenaed progress note for Patient G in Exhibit 35, page 5, to the supplemental note in Exhibit
46 for the patient, at marked page 107, shows that the subpoenaed progress note lists a SOAP
format but contains no information under the categories for S, O, or A, and just lists Patient’s G’s
prescribed medications under P category. The note for the same date provided by Dr. Patel as
part of his supplemental patient records has extensive information under the S, O, and A
categories, and there is a detailed explanation of Dr. Pate}’s plan under the P category.

86. Another example of the same discrepancy between the subpoenaed and
supplemental patient records can be found in a comparison of the subpoenaed progress note for
Patient M in Exhibit 41, page 6, and the supplemental patient note for Patient M in Exhibit 46,
marked page 315.

87. Asfor Dr. Cox’s findings regarding Dr. Patel’s failure to adequately monitor
patients who had been prescribed controlled substances, the hearing officer found that the
preponderance of the evidence supported Dr. Cox’s findings and conclusions.

88. Under the provisions of 201 KAR 9:260, effective March 3, 2013, all physicians
were required to comply with new standards regarding the prescribing or dispensing of controlled
substances for the treatment of pain and related symptoms. Those standards require physicians
who are involved in the long term treatment of patients with controlled substances to monitor
their use and to take appropriate action in response to evidence of drug seeking behavior or
diversion. 201 KAR 9:260, Section 5(2).

89. The standards in 201 KAR 9:260 are intended to help physicians practice defensive

medicine and to address patients who exhibit drug seeking behavior. DVD I, 2:08 p.m.
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90. Under the regulation, a physician is required to document all relevant information in
sufficient detail in the patient’s medical record regarding the prescribing of controlled substances
for a patient. 201 KAR 9:260, Section 2.

91. The standards of acceptabie and prevailing medical practice also require a physician
to record adequate progress notes in the patient chart and to obtain KASPER reports and drug
screens. DVD I, 11:22 am.

92. Dr. Patel violated those standards for many of the patients at issue in this action.

93. The following is not a comprehensive listing of all the instances in which Dr. Patel
violated the Board’s regulation governing the prescribing of controlled substances, but instead,
the cited instances provide a representative sample of the different types of deficiencies found in
Dr. Cox’s review of the fourteen patient records.

94. Prior to prescribing controlled substances for pain or other medical conditions a
physician is required to obtain “an appropriate medical history relevant to the medical
complaint.” 201 KAR 9:260, Section 3(1) and Section 7(1)(a).

95. ltis a violation of the standards of acceptable and prevailing medical practice for a
physician not to perform a complete history and physical on the patient prior to prescribing
controlled substances. DVD II, 11:50 a.m.

96. Dr. Patel did not obtain an initial history and physical for Patient L prior to initiating
her treatment with buprenorphine on October 14, 2013. Exhibit 40, pages 16 and 27; DVD I,
1:15 p.m.

97. Likewise, Dr. Patel did not obtain a history and physical for Patients J prior to
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prescribing her Subutex on February 27, 2014. Exhibit 38, pages 2 and 14; and DVD 11, 11:49
a.m.

98. Under 201 KAR 9:260, Section 2(1), a physician who prescribes controlled
substances “shall obtain and document all relevant information in a patient’s medical record in a
legible manner and in sufficient detail to enable the board to determine whether the physician is
conforming to professional standards for prescribing or dispensing controlled substances and
other relevant professional standards.”

99. Itisadeviation from the acceptable and prevailing medical standards for a
physician not to include in the patient’s progress notes any information other than the patient’s
vital signs and medications prescribed. DVD 1I, 11:08-11:09 a.m.

100. The examples listed above for Patients G and M in which Dr. Patel listed nothing
under the S, O, and A portions of a SOAP note while prescribing controlled substances are
examples of his violation of 201 KAR 9:260, Section 2(1).

101. In addition, Dr. Patel’s effort to later amend those patient notes after the Board
began its investigation of Hs medical practice are a tacit admission by him of the inadequacy of
his original notes under the governing Board standards.

102. There are numerous other examples of Dr. Patel failing to list any information in a
patient’s progress notes other than the medications prescribed. See for example, Exhibit 36,
pages 128-133, which include changes in the Subutex prescription and the addition of Valium for
Patient H; Exhibit 37, pages 22, 26, 27, 30, 34, which include changes in the prescriptions for

controlled substances and the addition of other controlled substances for Patient [; and Exhibit
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40, pages 2-11, which include changes in prescriptions for controlled substances and the addition
of other controlled substances for Patient L.

103. Upon initiating the treatment of a patient with controlled substances, a physician is
required to “obtain and review a KASPER report for that patient for the twelve (12) month
period immediately preceding that patient encounter, and appropriately utilize that information in
the evaluation and treatment of the patient.” 201 KAR 9:260, Section 3(2). See also 201 KAR
9:260, Section 7(1)(b).

104. In addition, a physician who treats a patient for pain and related symptoms with
controlled substances for more than three months must obtain a KASPER report “at least every
three months.” 201 KAR 9:260, Section 5(2)(i).

105. As an example of his failure to obtain KASPER reports, Dr. Patel began treating
Patient D on May 3, 2013, with buprenorphine, but he did not request a KASPER report for the
patient until April 10, 2014, Exhibit 32, pages 4-6, 81. [The date at bottom left of a page of a
KASPER report is date the request for the report was made. DVD 1, 2:40 p.m.]

106. Dr. Patel began treating Patient H for chronic pain and other symptoms on
September 30, 2013, with Subutex and Valium, but did not request a KASPER report for her
until April 29, 2014. Exhibit 36, pages 9 and 144-146.

107. Dr. Patel began treating Patient L with Valium and buprenorphine on October 11,
2013, for unstated reasons, although she had previously been diagnosed with chronic pain, and he
did not request a KASPER report until May 12, 2014, Exhibit 40, pages 16, 27, and 51-52.

108. A physician is required to utilize dnig screens upon the initiation of the long-term
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use of controlled substances and periodically during the course of the long-term prescribing of
those medications. 201 KAR 9:260, Section 4{1)(h) and Section 5(2)(k).

109. Dr. Patel did not request a urine drug screen for Patient H until May 22, 2014,
which was almost eight months after he began treating her with Subutex and Valium. Exhibit 36,
pages128-146; Exhibit 46, Patient H, pages 185-187; DVD II, 11:32 a.m and 2:49 p.m.

110. Dr. Patel began treating Patient J on February 28, 2014, with Subutex and added
- clonazepam a week later, but did not obtain a urine drug screen for the patient until May 8, 2014,
Exhibit 38, pages 6 and 14.

111. Patient P was prescribed Subutex and clonazepam for chronic pain and other
conditions beginning on November 20, 2013, but Dr. Patel never obtained a urine drug screen on
the patient. Exhibit 44, pages 2-4 and 27; DVD I, 1:35 p.m.

112. If a patient’s drug screen indicated he is noncompliant with the long-term treatment
plan, the physician is required to take some action to address the noncompliance. 201 KAR
9:260, Section 5(2)(k).

113, Itisa deviation from the standards of acceptable and prevailing medical practice for
a physician not to address inappropriate results from a drug screen. DVD II, 11:05 a.m.

114. Patient D’s urine drug screens were positive for unprescribed amphetamines and
benzodiazepines on numerous occasions between June 4, 2013 and April 16, 2014, but Dr. Patel
took no action in response until April 2014. Exhibit 32, pages 18, 22, 26, 30, 34, 38, 42, 45, 48,
51,54,61,and 79.DVD I, 11:04 a.m.

115. A physician should not allow early refills of a prescription except upon the patient

providing a reasonable explanation and not on a routine or frequent basis. DVD I, 11:20 a.m.
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116. Patient F filled his prescriptions for lorazepam early on nineteen occasions between
June 22, 2013, and April 17, 2014, and at multiple pharmacies as shown on the KASPER report
dated May 12, 2014, but Dr. Patel had no comment on his progress note for May 13, 2014, which
lists only the patient’s vital signs and the medications prescribed. DVD II, 11:14-11:15 a.m.;
Exhibit 34, pages 2-3 and 7.

117. Dr. Cox stated that Dr. Patel “knew or should have known” the patient was filling
his prescriptions early. Exhibit 28, page 3.

118. Even assuming an early refill is authorized, it is a deviation of the standards of
acceptable and prevailing medical practice for a physician not to document in the patient’s
progress notes the reasons for early refills of controlled substances. DVD II, 11:14 a.m.; Exhibit
28, pages 2-3.

119. Patient F filled his lorazepam prescription for ninety 1mg tablets on December 14,
2013 at two different pharmacies, which Dr. Cox stated “suggests the patient was clearly aware
they (sic) were doing wrong and was attempting to get away with it.” Exhibit 28, page 3; Exhibit
34, page 2.

120. On February 14, 2014, Patient F again filled his lorazepam prescription at two
different pharmacies. Exhibit 34, page 2.

121. On March 5, 2013, Dr. Patel prescribed Patient K ninety tablets of Subutex for
chronic pain, which Dr. Cox asserted seemed excessive, but he stated since he had no training in
prescribing the medication and would defer to Dr. Patel’s judgment. DVD 1I, 2:58-3:00 p.m.;

Exhibit 39, page 20.
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122. In response, Dr. Patel explained that patient did not want to be seen on a weekly
basis but was willing to be seen on a monthly basis, and treatment with two to three Subutex
tablets per day were appropriate for Patient K’s age and size. Exhibit 11, page 4.

123. Therefore, Dr. Patel prescribed the ninety tablets with the understanding “that the
daily dose of Subutex would be titrated upwards slowly on a weekly basis, by telephone,” but
“unfortunately, after the first few weeks he stopped calling.” Id.

124. At the least, Patient K is representative of Dr. Patel’s lax oversight of his patients
who had been prescribed controlled substances.

125. There were several patients who did not have drug contracts in their patient file,
including Patients A, H, J, N, and P. Exhibits 29, 36, 38, 42, and 44 respectively.

126. Dr. Cox found there were several documentation deficiencies in the medical records
for Patient C, Dr. Patel’s daughter, that were similar to those found for the other patients whose
charts were reviewed. In this instance, however, Dr. Patel asserted there was an emergency
situation which justified the issuance of the prescription.

127. On November 6, 2013, Dr. Patel, prescribed his daughter, Patient C, ninety Adderall
7.5 mg. Exhibit 13, page 2; Exhibit 27, page 4.

128. Patient C is a physician and is currently in a residency training program at a hospital
in Toledo, Ohio. DVD, 11:33 a.m.

129. Dr. Cox found that Patient C have “virtually no chart” from Dr. Patel, and there was
no evidence he evaluated the patient, performed a urine drug screen, or obtained a KASPER

'report prior to issuing the prescription, all in violation of the Board’s regulations. Exhibit 13;

Exhibit 27, page 4.
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130. As aresult, Dr. Cox asserted Dr. Patel’s care and treatment of Patient C was
*unacceptable clinical practice.” Id.

131. Dr. Pate] acknowledged that he did not perform a history or physical for Patient C,
did not have her submit to a urine drug screen, and did not obtain a KASPER report for her.
DVDI, 10:25 am.

132. In his defense, Dr. Patel asserted that Patient C had been seeing a physician at the
University of Louisville for several months who had been treating her with Adderall, but she was
unable to contact him to obtain a refill for several days prior to her scheduled trip to India.
Exhibit 11, pages 4-5.

133. Consequently, Dr. Patel asserted the prescription was written in an emergency
situation, and he did not intend to violate the American Medical Association’s Code of Medical
Ethics regarding the prescribing of controlled substances to family members. DVD I, 2:26 p.m.

134. In this action, the Board does not specifically charge Dr. Patel with a violation of
the AMA Code of Medical Ethics, but the Board’s allegation that there were no records to
support Patient C’s prescription was unrefuted and is consistent with Dr. Patel’s lack of
appropriate records for other patients.

135. Patient B came to the attention of the Board as a result of a grievance filed by his
sister. She asserted that in her brother’s evaluation Dr. Patel ignored her assertion that Patient B
suffered from delusions and ignored the extensive record from previous treating physicians who
had diagnosed him as schizophrenic. Exhibits 9 and 30.

136. At the time of Dr. Patel’s evaluation of Patient B he was fifty-eight-years-old and
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had filed a petition to have his sister removed as his guardian as part of his effort to return to his
previous career as a truck driver. Exhibit 31, pages 13-14, 17.

137. Dr. Patel performed a court-ordered functional examination of Patient B in response
to his petition, and he provided a favorable evaluation of Patient B. Exhibit 31, pages 13-14.

138. Dr. Patel found that Patient B was suffering from Bipolar Disorder or Major
Depression, rather than schizophrenia, and found that his mental status was stable and that he
was “fully competent to make his own decisions.” Id.

139. In his Expert Review Worksheet, Dr. Cox asserted Dr. Patel’s diagnosis was below
minimum standards, even though Dr Cox largely agreed with it, found the treatment and patient
records to be within minimum standards, and found overall that the case was “borderline.”
Exhibit 26.

140. Dr. Cox agreed with Dr. Patel’s opinion that Patient B was not schizophrenic,
“favoring” a diagnosis of bipolar disorder. Exhibit 26, page 2; DVD 11, 2:21 p.m.

141, Dr. Cox faulted Dr. Patel for “disregarding the opinions of more than half a dozen
mental health personnel, and the family’s opinion, and history of delusions,” asserting that
ignoring those opinions “without explanation is not wise medical diagnosis strategy.” Exhibit 26,
page 3.

142, At the administrative hearing Dr. Cox clarified the fact that his main concern was
that Dr. Patel had not read all of the patient notes from the previous healthcare professionals, but
at the same time, Dr. Cox stated he had read them and arrived at the same conclusion as Dr.

Patel. DVD II, 2:25 p.m.
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143. Considering all the evidence related to Patient B, it’s clear that Dr. Patel had
communication issues with Patient B’s sister and failed to fully explain the basis for his opinions
in light of the treatment provided by previous healthcare professionals. The preponderance of the
evidence, however, does not support the conclusion that Dr, Patel violated any standards
governing the practice of medicine in his care and treatment of Patient B.

144. Dr. Patel treated Patient A from March 4, 2013, until at least April 8, 2014. Exhibit
29, pages 1-17; Exhibit 20, pages 130-131.

145. In early 2014 Patient A filed a grievance with the Board alleging that in the fall of
2013 Dr. Patel had offered to increase his prescription for Subutex if he would provide Dr. Patel
with a discount on a new car at the dealership where he worked. Exhibit 6.

146. Patient A alleged that shortly after Dr. Patel completed the purchase, he complained
that Patient A had not provided an adequate discount, and allegediy in retaliation, Dr. Patel had
accused Patient A of stealing a prescription pad from Dr. Patel’s office, which Patient A asserted
had resulted in him being fired by the dealership. Exhibit 6.

147. After the Board’s investigator interviewed Dr. Patel regarding the allegations,
Patient A submitted a letter to the Board asserting “this whole ordeal was a big
misunderstanding” and requesting to withdraw his complaint. Exhibit 8.

148. Patient A’s letter was delivered to the Board from the fax machine in Dr. Patel’s
office along with Dr. Patel’s response to Patient A’s grievance.

149. In his response to Patient A’s grievance Dr. Patel denied as “nonsense” the

allegation that he committed any misconduct in the purchase of his automobile, and he denied
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telling the police that Patient A had stolen the prescription pad, asserting he told them only that
Patient A had been present in the office shortly before the pad was discovered missing. Exhibit 7.

150. Dr. Patel also notified the Board in his response that he had found the prescription
pad under the seat of his automobile two days after reporting it stolen and had promptly notified
the police of that fact. Exhibit 7.

151. The Board has been unable to contact Patient A since he requested the withdrawal
of his grievance, and he did not testify at the administrative hearing. DVD I, 2:48 p.m.

152. Kathy McCubbin, the general manager at the Toyota dealership, testified Patient A
had worked for approximately four months and had been fired on November 15, 2013, for
reasons unrelated to Dr. Patel’s accusations, but his general dishonesty was one of the factors.
DV_’D I,2:12 and 2:14-2:15 p.m.

153. In addition, Ms, McCubbin stated there was nothing unusual regarding the sale of
the automobile or the price paid by Dr. Patel. DVD I, 2:20 p.m.

154. Dr. Cox noted in his review of Patient A’s patient file and KASPER report that on
September 23, 2013, Patient A began filling a full 30-day prescription for buprenorphine when he
had previously been authorized to obtain from the pharmacy amounts ranging from three to
seventeen, DVD II, 10:09 a.m. and 10:11 a.m.; Exhibit 20, page 130.

155. On September 23, 2013, Patient A also filled the prescription approximately a week
early and at a new drugstore. DVD I, 10:10 a.m.; Exhibit 20, page 130.

156. That information would have been available to Dr. Patel if he had obtained a
KASPER report on Patient A, but there were no KASPER reports in Patient A’s patient chart.

DVD 1, 10:13 a.m.; Exhibit 29,
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157. Thereafter, Patient A filled prescriptions for thirty-day supplies of the medication on
October 16 and November 14, 2013, but the amounts he could obtain reverted to one to sixteen
day supplies starting on December 12, 2013. Exhibit 20, page 130-131.

158. The progress notes for Patient A provide no information or discussion regarding any
changes in the amount of the medication Patient A was authorized to receive on each occasion
from the pharmacy. Exhibit 29.

159. Thus, the deficiencies in the medical records for Patient A are similar to the
deficiencies contained in the records for most of the other patients at issue in this action.

160. The preponderance of the evidence, however, does not support the conclusion that
Dr. Patel agreed to exchange additional buprenorphine for a discounted price on his purchase of
an automobile. Without testimony from Patient A and the hearing officer’s ability to assess
Patient A’s credibility, the only evidence directly supporting Patient A’s charge of trading
controlled substances for a discounted automobile was his hearsay statement to that effect, which
he later withdrew. Although Dr. Patel received a disqount off the sticker price for the automobile,
he did not receive a discount larger than other customers could expect to negotiate. Patient A
received an early refill on his prescription, but so did other patients who had not been adequately
monitored by Dr. Patel, and other patients received similar amounts of buprenorphine from Dr.
Patel. The reason why Dr. Patel began authorizing monthly refills of Patient A’s prescription is
not clear from the his medical chart, but there are similar deficiencies in the charts for other
patients. If Dr. Patel had the alleged agreement with Patient A and decided to retaliate against
him by accusing him of stealing a prescription pad, Dr. Patel would not be expected to continue

to prescribe monthly amounts of buprenorphine into December 2013. Certainly, Dr. Patel’s
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actions raise suspicions of misconduct and show he used questionable judgment in purchasing
the automobile and in not severing the professional relationship with Patient A after accusing
him of theft. Those lapses in professional judgment, however, do not render Patient A’s hearsay
allegation believable or constitute a preponderance of evidence to support a finding that Dr. Patel
agreed to exchange the patient’s access to additional controlled substances for a discount on the
purchase of an automobile.

161. In spite of the deficiencies found in the chart review, Dr. Cox thought Dr. Patel was
a generally excellent psychiatrist who would have an acceptable clinical practice if he improved
his charting and KASPER review. DVD 11, 2:07-2:09 p.m.

CONCLUSIONS OF LAW

1. The Board has jurisdiction over this action pursuant to KRS 311.591 and KRS
311.595.

2. The administrative hearing was conducted in accordance with the provisions of KRS
Chapter 13B and KRS 311.591.

3. Under KRS 13B.090(7), the Board had the burden to prove by a preponderance of
the evidence the allegations against Dr. Patel.

4. The Board has met its burden of proof on most of the allegations against Dr. Patel,

5. Although Dr. Cox was qualified at the administrative hearing as an expert witness in
the field of psychiatry, the hearing officer reserved a ruling on whether Dr. Cox was qualified to
provide expert testimony in this action until all of the evidence had been presented. Dr. Patel
asserted that since Dr. Cox’s subspecialty in psychiatry is the treatment of anxiety disorders,

which is distinct from the treatment of addiction disorders, Dr. Cox did not have to appropriate
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qualifications to offer opinions on whether Dr. Patel violated the standards of acceptable and
prevailing medical practice in Kentucky. During the hearing, the hearing officer ruled that Dr.
Cox’s qualification as an expert witness would depend upon the scope of his opinions regarding
the deficiencies in Dr. Patel’s medical practice. Since Dr. Cox’s opinions addressed almost
exclusively Dr. Patel’s failure to comply with the requirements for prescribing controlled
substances under the Board’s regulations, and do not focus on the standards related to the care
and treatment of patients with addiction disorders, the hearing officer finds Dr. Patel’s objections
to Dr. Cox testifying as an expert witness in this action are without merit, Dr. Cox was well
qualified to offer testimony on the information included in Dr. Patel’s medical charts and
whether Dr. Patel complied with the Board’s regulation and standards for prescribing controlled
substances. Furthermore, there was no testimony offered to suggest the Board’s regulation
governing the prescribing of controlled. substances, 201 KAR 9:260, exempted psychiatrists who
treat patients with addiction issues or that different standards apply to physicians treating such
disorders.

6. Dr. Patel was charged with violating KRS 311.595(9), as illustrated by KRS
311.597(1)(e), (1)(d), (3), (4); KRS 311.595(12); and KRS 311.595(13).

7. Pursuant to KRS 311.595(9), a physician is subject to discipline if he has “engaged
in dishonorable, unethical, or unprofessional conduct of a character likely to deceive, defraud, or
harm the public or any member thereof.”

8.  Under KRS 311.597(1)(c), the term “dishonorable, unethical, or unprofessional

conduct” is defined to include the prescribing or dispensing of medication to his immediate
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family “when the licensee knows or has reason to know that an abuse of a controlled substance is
occurring, or may result from such a practice.”

9. Although Dr. Patel prescribed Adderall to his daughter on one occasion, there was no
evidence to support a conclusion that she abused the controlled substance or that Dr Patel had a
concern she might abuse it.

10. Under KRS 311.597(1)(d), the term “dishonorable, unethical, or unprofessional
conduct” is defined to include the prescribing or dispensing of medication “in such amounts that
the licensee knows or has reason to know, under the attendant circumstances, that said amounts
so prescribed or dispensed are excessive under accepted and prevailing medical practice
standards.”

11. The preponderance of the evidence supports the conclusion that Dr. Patel knew or
shouid have known Patient F was receiving an excessive amount of controlled substances since
he consistently pbtaomed early refills without explanation or justification by Dr. Patel.

12. Pursuant to KRS 311.597(3), the term “dishonorable, unethical, or unprofessional
conduct” is defined to included *“a serious act, or a pattern of acts commifted during the course of
his medical practice which, under the aitendant circumstances, would be deemed to be gross
incompetence, gross negligence, or malpractice.”

13. Dr. Cox asserted that the conduct of Dr. Patel would violate KRS 311.595(9), as
illustrated by KRS 311.597(3) if Patient A’s allegations were true. Since the hearing officer has
found that the preponderance of the evidence does not support the conclusion Dr. Patel traded
controlled substances for the discounted purchase of an automobile, he has not violated those

statutes.
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14. A physician is subject to discipline under KRS 311.595(9), as illustrated by KRS
311.597(4), if he engages in:
conduct which is calculated or has the effect of bringing the medical
profession into disrepute, including but not limited to any departure from,
or failure to conform to the standards of acceptable and prevailing medical
practice within the Commonwealth of Kentucky, and any departure from,
or failure to conform to the principles of medical ethics of the American

Medical Association or the code of ethics of the American Osteopathic
Association.

15. The preponderance of the evidence supports the conclusion that Dr. Patel violated
KRS 311.595(9), as illustrated by KRS 311.597(4), in his care and treatment of Patient D and
Patients F through P.

16. The preamble of 201 KAR 9:260 states that the regulation establishes “the
professional standards for prescribing and dispensing controlled substances,” and Section 10(1)
of the regulation states that “any violation of the professional standards established in this
administrative regulation shall constitute a violation of KRS 311.595(12) and (9), which may
result in the imposition of disciplinary sanctions by the board, pursuant to KRS 311.595.”

17. Under Section 12(2) of 201 KAR 9:260, a violation of the regulation must be
established through expert testimony by a physician who has reviewed patient records and
KASPER reports. In this action Dr. Cox found multiple violations by Dr. Patel based upon his
review conducted in accordance with the provisions of the regulation.

18. On March 4, 2013, 201 KAR 9:260 became effective, and Dr. Patel himself asserted
that due to his own ignorance of the regulation, he failed to comply with any of its provisions
unti] Apr%l 2014. As set forth in the Findings of Fact, Dr. Cox found numerous instances of Dr.

Patel failing to comply with the standards of acceptable and prevailing medical practice in
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Kentucky and of 201 KAR 9:260 during the year following its promulgation. Dr. Patel failed to
maintain patient records in sufficient detail to show his compliance with the regulation or other
relevant professional standards, failed to provide in his medical records an adequate explanation
for his prescribing practices, and failed to perform patient history and physicals. In addition, he
failed to obtain initial or follow-up KASPER reports, failed to conduct periodic drug screens or
to otherwise adequately monitor the patients who had been prescribed controlled substances,
failed to have patients sign drug contracts, and failed to take action in response to evidence of a
patient’s noncompliance with the patient’s treatment program or the regulation’s standards. In
short, for over a year after 201 KAR 9:260 was promulgated Dr. Patel did not comply with any of
the regulation’s standards. Therefore, by his conduct Dr. Patel violated 201 KAR 9:260 and KRS
311.595(9), as illustrated by KRS 311.597(4).

19. A physician is subject to discipline under KRS 311.595(12) if he violates a valid
regulation of the Board, and 201 KAR 9:260, Section 10(2), provides that a violation of the
regulation constitutes a violation of that same statute. Therefore, by his violation of 201 KAR
9:260, Dr. Patel has also violated 311.595(12).

20. Pursuant to KRS 311.595(13) a licensee is subject to discipline for violating and
agreed order of the Board. Dr. Patel has violated that statute by failing to comply with the terms
of the Fourth Amended Agreed Order.

RECOMMENDED ORDER

Based upon the foregoing findings of fact and conclusions of law, the hearing officer

recommends that the Kentucky Board of Medical Licensure find Sharad C. Patel, M.D., has

violated the provisions of KRS 311.595(9), as illustrated by KRS 311.597(4), and of KRS
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311.595(12) and (13), and the hearing officer recommends the Board take any appropriate action
apainst Dr. Patel’s license as a result of the violations.
NOTICE OF EXCEPTION AND APPEAL RIGHTS

Pursuant to KRS 13B.110(4) a party has the right to file exceptions to this recommended

decision:

A copy of the hearing officer’s recommended order shall also be

sent to each party in the hearing and each party shall have fifieen
(15) days from the date the recommended order is mailed within

which to file exceptions to the recommendations with the agency
head.

A party also has a right to appeal the Final Order of the agency pursuant to

KRS 13B.140(1) which states:

All final orders of an agency shall be subject to judicial review in
accordance with the provisions of this chapter. A party shall
institute an appeal by filing a petition in the Circuit Court of venue,
as provided in the agency’s enabling statutes, within thirty (30)
days after the final order of the agency is mailed or delivered by
personal service. If venue for appeal is not stated in the enabling
statutes, a party may appeal to Franklin Circuit Court or the Circuit
Court of the county in which the appealing party resides or
operates a place of business. Copies of the petition shall be served
by the petitioner upon the agency and all parties of record. The
petition shall include the names and addresses of all parties to the
proceeding and the agency involved, and a statement of the
grounds on which the review is requested. The petition shall be
accompanied by a copy of the final order.

Pursuant to KRS 23A.010(4), “Such review [by the circuit court] shall not constitute an
appeal but an original action.” Some courts have interpreted this language to mean that summons

must be served upon filing an appeal in circuit court.
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SO RECOMMENDED this__/ 7~ day of August, 2015.

2 Il

THOMAS J. MELLMANN
HEARING OFFICER

810 HICKMAN HILL RD
FRANKFORT KY 40601
(502) 330-7338
thellmann@mac.com
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CERTIFICATE OF SERVICE

ﬁ hereby certify that the original of this RECOMMENDED ORDER was mailed this
/9 —day of August, 2015, by first-class mail, postage prepaid, to:

JILL LUN
KY BOARD OF MEDICAL LICENSURE
HURSTBOURNE OFFICE PARK STE 1B
310 WHITTINGTON PKWY
LOUISVILLE KY 40222

for filing; and a true copy was sent by first-class mail, postage prepaid, to:

MARC S MURPHY
MICHEAL DENBOW

STITES & HARBISON PLLC
400 W MARKET ST STE 1800
LOUISVILLE KY 40202-3352

SARA FARMER

ASSISTANT GENERAL COUNSEL

KY BOARD OF MEDICAL LICENSURE
HURSTBOURNE OFFICE PARK STE 1B
310 WHITTINGTON PKWY
LOUISVILLE KY 40222

S Ho UL

THOMAS J. HELLMANN

1625FC Patel
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COMMONWEALTH OF KENTUCKY WOV 25 908
BOARD OF MEDICAL LICENSURE ‘
CASENO. 1625 KBML

IN RE: THE LICENSE TO PRACTICE MEDICINE IN THE COMMONWEALTH OF
KENTUCKY HELD BY SHARAD C. PATEL, M.D., LICENSE NO. 20851,
1506 BRISTOL COURT, ELIZABETHTOWN, KENTUCKY 42701 '

EMERGENCY ORDER OF SUSPENSION

The Kentucky Board of Medical Licensure (“the Board™), acting by and through
its Inquiry Panel B, considered this matter at its November 20, 2014, meeting. At that
. meeting, Inquiry Panel B considered a Memorandum prepared by Stephen Manly,
Medical Investigator, dated October 28, 2014; grievance from Patient A, undated;
griei/ance from Jo Dowell, dated February 27, 2014; an Investigative Report from the
Office of Inspector General, Carrie Gentry, PharmD, RPh, dated A]";)r_il 29, 2614;
correspondence from-Patient A, faxed from the licensee’s office, dated March 28, 2014;
American Board of Psychiatry and Neurology — verifyCERT, da_ited April 24, 2014;
correspondence from the licensee, faxed April 2, 2014; Expert Review Worksheets, dated
April 15 and 16, 2014; correspondence from the Board consultant, dated June 22, 2014;
correspondence from the licensee’s counsel, Marc Murphy, dated August 5, 2014;
correspondence from the Board consultant, dated August 31, 2014; and the Fourth
Amended Agreed Order, filed of record April 28, 2011. The licensee, Sharad C. Patel,
M.D., Was given notice of _the meeting and his counsel appeared and was heard by the
Panel.

Having considered this information and being sufficiently advised, Inquiry Panel
B ENTERS the following EMERGENCY ORDER OF SUSPENSION, in accordance

with KRS 311.592(1) and 13B.125(1):




FINDINGS OF FACT

Pursuant to KRS [3B.125(2) and based upon the information available to if,

Inquiry Pancl B concludes there is probable cause to make the following Findings of

Fact, which support its Emergency Order of Suspension:

1.

At all relevant times, Sharad C. Patel, M.D., was licensed by the Board to practice

. medicine within the Commonwealth of Kentucky.

The licensee’s medical specialty is Psychiatry.

On March 8, 1999, the licensee filed with the Board an Amended Letter of
Agreement, which he executed on March 5, 1999. Condition One (1) of the
Amended Letter of Agreement specified: “Physician shall fully maintain a
contractual relationship with the Impaired Physician Committee and abide by all
conditions placed upon him by the Impaired Physician Committee.”

On March 16, the licensee verbally notified a Board Investigator that he desired to
convert his license to inactive status and that he intended to discontinue his
relationship with the Kentucky Physicians Health Foundation (“the Foundaﬁon”);

In a Memorandum to the Board’s Inquiry Panel B, dated March 22, 2000, the

investigator notified the Board of this information.

In a letter dated Ma.rch. 17, 2000, Burns M. Brady, M.D., Medical Director of the
Foundation, confirmed a telephone conversation he had with the Hcensee. In his
letter, a copy of which was received by the Board on March 21, 2000, Dr. Brady
stated, “As I understand it, you [the licensee] are not going to renew your
Kentucky medical license at this time and would like to discontinue your

relationship with [the Foundation].” Seeking confirmation of his understanding,



Dr. Brady further stated in same: “I look forward to your response and if [ have
not heard from you within 14 days of your receipt of this letter, then I will assume
this establishes for our records and for the Kentucky Board of Medical Licensure
that you are discontinuing your relationship with this orgaﬁization.”
. Given these circumstances, the Panel required the licensee to enter into an Agreed
Order of Surrender, which he did and which was filed on June @, 2000, He had
not practiced medicine in the Commonwealth since that time.
. At its July 2002 meeting, the Panel considered the licensee’s request to resume
the active practice of medicine. The Panel deferred any action until the licenéee
completed a clinical skills éssessment at the Center for Personalized Eduvcation for
Physicians {CPEP).
. The licensee completed that assessment January 27-28, 2003. The Assessment
Report included the foliowing findings:

A. Medical Knowledge

During this Assessment, Dr, Patel’s medical knowledge was fairly broad
but it lacked depth and was not current. He was aware of the general initial
psychiatric assessment process including the mental status examinatior.
However, he omitted important historical areas and lacked necessary details
and clarity on the mental status exam. He was knowledgeable about
substance abuse issues as well as pain management and psychiatric treatment
in workman’s compensation patients. IHe accurately assessed suicidal and
homicidal risk. His level of knowledge of the civil commitment process was
adequate, although it lacked detail. He demonstrated a general knowledge of
anxiety, psychotic, and personality disorders but it lacked depth. Dr. Patel’s
diagnosis of mood disorders was unacceptable. His knowledge of
psychotropic medications including antidepressants, antipsychotics, and mood
stabilizers was incomplete and not current. His differential diagnosis did not
always reflect the most likely possibilities. Dr. Patel was not well-versed in -
the DSM IV-R categories of the mood disorders. Dr. Patel’s diagnostic and
assessment skills lacked sufficient detail and completeness.

B. Clinical Reasoning



Overall, Dr. Patel’s clinical reasoning was inconsistent. One consultant
thought that, based on the few charts reviewed, Dr. Patel’s clinical decision-
making was adequate. Another consultant noted that Dr. Patel provided an
adequate account of the issues from a drug overdose patient and a workman’s
compensation injury. Dr. Patel demonstrated flexibility in his ability to
modify his management strategies based on changes in the pafient’s clinical
course; however, his approach to pharmacology was more rigid.

Many of Dr. Patel’s stated management strategies were reasonable; he did
not apply these principles to the actual patient cases reviewed. This included
use of mood stabilization in bipelar disorder and use of informed consent. He
- ordered laboratory tests and developed treatment plans that were not
supported by the diagnostic possibilities. Dr. Patel’s differential diagnosis did
not always reflect the facts of the case. He occasionally assigned a diagnosis
without sufficient clinical data, in contrary to the patient’s clinical
presentation, or without integrating important social issues. His follow-up
recommendations did not always correlate with the clinical status and needs of
the patient. Dr. Patel did not have an organized theory of psychopathology
upon which to guide his prescription for non-pharmacologic-psychiatric
treatments. '

C. Communication

Dr. Patel’s communication skills with the Simulated Patients were
adequate but his skills were weak due to the time since he left practice. He
-demonstrated the core skills needed to be an effective communicator. He
asked open-ended guestions, lstened without interruption, made effective use
of summary statements, and had good eye contact. With practice his
interactions became more conversational. His initial attempts at rapport were
difficult but these improved over the course of the interview. He sometimes
confused the patients by changing his line of questioning too quickly and
without the use of transition statements. He did not provide patient education.
His interactions with the peer consultants were acceptable.

D. Documentation

Dr. Patel’s documentation skills were inadequate. His intake assessments
were organized. His documentation of the mental status exams was
acceptable. He provided a reasonable accounting of the patient’s clinical
progress. However, there was no documentation of medication side effects,
reasons for psychotherapy or cognitive behavior therapy, or explanations for
changes in medications. Dr. Patel did not document all patient encounters
with an appropriate note. His management strategies were not consistently
reflected in the chart. He did not record a formal diagnosis of PTSD in a
patient he was treating for this disorder. He did not enumerate manic or
depressive symptoms in a bipolar patient. He did not provide a clear plan of



10.

11.

‘action in some cases. Comments about psychosocial issues were brief and
general. The notes generated during the CPEP Assessment were unorganized
and lacked any detail about his clinical thought processes. His treatment plans
were vague.

CPEP recommended that Dr. Patel participate in structured, individualized
Education Intervention to address the identified areas of need, and noted that such
an intervention would likely require significant time and effort.

After reviewing the report, the Panel voted to defer action until Dr. Patel had
obtained an Educational Plan from CPEP and presented it to the Panel for review.
The licensee obtained an Educational Intervention Education Plan from CPEP in
July 2006 and it was considered by the Panel at its October 19, 2006 meeting.

The parties entered into an Agreed Order of Indefinite Restriction on November
7,2006. Conditions 2d and 2e of that Agreed Order provided:

d. The heensee SHALL fully comply with the directives of Phase I
of CPEP’s Education Plan, which is attached and incorporated in
full, by reference, into this Agreed Order of Indcfinite
Restriction. Even under the direct supervision of the Supervising
Physician, the licensee may only perform those acts and
procedures specifically detailed in Phase I of the Education Plan;

e. The licensee SHALL NOT proceed to or perform any act under
Phase II of the CPEP Education Plan, unless and until approved
to do so by the Panel by Amended Agreed Order of Indefinite
Restriction.

Both the licensee and CPEP have advised the Panel that, due to circumstances
beyond the licensee’s control, he has been unable to complete Phase I of the
Education Flan, because of CPEP’s lack of ability to properly evaluate the
licensee’s completion of that Phase. CPEP and the licensee have tried to develop

an alternative means of evaluating the licensee’s completion of Phase I,

However, to date, they have been unable to implement an evaluation process -



which would provide CPEP with the level of assurance necessary to recommend

" his transition to Phase II of the Education Plan. Part of the difficulty in

12.

13.

14.

formulating and implementing an alternative evaluation process has been the
perceived requirement to obtain the Panel’s approval of a specific alternative
Phase I evaluation process before it is implemented. In order to facilitate this
process, the Panel has determined to delegate the authority to CPEP to develop
and implement an alternative evaluation process for Phase I.

In their Point of Care Education and Evaluation Report for July 2009, CPEP
reported:

Dr. Patel successfully completed this simulated patient exercise. CPEP
recommends that he progress to Phase IT of his Education Plan. Dr. Patel should
notify CPEP of his intent to reactivate his Education Plan and engage in
educational activities, starting with Phase II.

Dr. Patel will need to identify a qualified preceptor to work with him for
the duration of Phase II. Because there has been a lengthy delay for Dr. Patel to
begin Phase Il of his Plan, it will be important that he participate in the
educational activities in a timely manner. Therefore, if he has not already begun a
preceptor search, Dr. Patel is encouraged to do so immediately. CPEP
recommends that he submit the preceptor candidate’s curriculum vitae within 15
days of reactivating his Plan (date to be determined). CPEP also recommends that
Dr. Patel carefully review his Plan prior to initiating Phase II.

At the Panel’s October 15, 2009 meeting, when they took up the licensee’s
request to modify his Amended Agreed Order of Indefinite Restriction, James. T.
Jennings, M.D., Medical Director, Kentucky Physicians’ Health Foundation,
asked the Panel fo consider terrﬁinating Condition 2k, based upon the length of
the licensee’s involvement with the Foundation and the primary focus of the
present Amended Agreed Order.

Following his statement to CPEP staff that he would also like to pursue the

possibility of practicing in an in-patient setting, CPEP conducted an Addendum




Assessment on April 8-9, 2010. In their report, CPEP made the following
findings and recommendations:

Medical Knowledge:
¢ Psychopharmacology: especially newer agents:
o Available dose forms and typical dosing of Depakote;
o Dosing of Risperdal and Risperdal Consta,
o Atypical antipsychotics:
= Blackbox warning: risk of death in elderly patients
treated with antipsychotics;
Familiarity with the use of drugs used to treat Alzheimer’s
dementia, such as acetylcholinesterase inhibitors;
o Drug interactions: Depakote and Lamictal;
o Risk of polycystic ovarian syndrome with Depakote;
o Pregnancy categories: nomenclature
e Bipolar disorder:
o Treatment of psychotic mania;
o Treatment of bipolar depression, including:
#  Treatment of refractory bipolar depression;
= Knowledge of drugs to be avoided because they can
destabilize the patient and lead to mania or a mixed
state (stimulants, antidepressants);
o Full understanding of the risk factors for completed suicide;
e Obsessive-compulsive disorder:

o Pharmacologic management: lack of effectiveness of
benzodiazepines; options to augment SSRIs in treating
OCD;

e Substance abuse:
o Alcoholism:
#  Role of Antabuse;
= Current perspectives on controlled drinking;
Disadvantages of benzodiazepines in the
rehabilitating alcoholic (as opposed to in acute
withdrawal);

o Opioid abuse: advantages and disadvantages of the three
main treatment options of Suboxone, methadone, and
abstinence;

e Personality disorders:

o General knowledge;

o Nareissistic personality D/O: psychodynamic explanation;

o Sociopathic personality disorder: psychodynamic
underpinnings;

o Borderline personality disorder: sce psychotherapy, below;

° Psychotherapy

O



o OCD: fuller understanding of important components of the
therapy;
o Dialectical behavioral therapy for borderline personality
disorder and chronic self-harm/mutilation;
Reasons for self-mutilation in psychiatric patients;
Procedures for administering involuntary medications;
Electroconvulsive therapy: body of evidence indicating that ECT
can lead to long-term retrograde memory loss;
Obstructive sleep apnea: as a comorbidity, medical complications
and risks.

Clinical Judgment and Reasoning:

Balance between the role of testing (laboratory and psychological)
and clinical assessment and judgment;

Awareness and recognition of one’s idiosyncratic approaches that
are not supported by literature, with a goal to examine the evidence
in those instances.

Implications for Education and Other Interventions:
Based on the findings of the Second Assessment Addendum, the following
educational recommendations should be completed if Dr. Patel includes
inpatient care in his scope of practice:

@

Point of Care Experience: Dr. Patel should participate in an
inpatient clinical experience to provide the necessary supervision
required as he addresses the areas of demonstrated need in
inpatient psychiatry. The experience would be designed to allow
appropriately graduated levels of independence.
o Dr. Patel should initially have all cases reviewed with a
preceptor prior to initiation of treatment;
o He should practice in a setting where he would have the
availability of immediate consultation with another
attending on the inpatient psychiatric ward.

Educational Preceptor: Dr. Patel should establish a relationship
with an experienced educational preceptor in psychiatry, with
experience in inpatient care. This involves regularly scheduled
meetings to review cases and documentation, discuss decisions
related to those cases, review specific topics, and make plans for
future learning.

Contiziuing Medical Education and Self-Study: Dr. Patel should

‘engage in continuing medical education courses and self-study

which include, but are not limited to, the topics indicated in areas
of demonstrated need.



15. At the Board’s request, CPEP staff also identified the following learning
objectives of Phase IT of the original Education Plan that still need to be addressed

by the licensee:

LEARNING OBJECTIVES HI - IV: INCOMPLETE (“1”)

IFl. To improve clinical decision-making in the following areas: I
1. Consistent application of medical knowledge; I
2. Organized, detailed, comprehensive, and integrated approach to I

diagnostic evaluation that includes differential diagnoses;
3. Development of comprehensive and integrative treatment plans for an I

adequately wide range of psychiatric diagnoses; these plans should
include documentation of the patient’s progress;

4. Consideration of medication management options; |

5. Application of psychopathology. I

Preceptor Meetings and Chart Reviews — Not Initiated
For more information, see Education Plan.

IV: To improve patient care documentation, specifically:

=t | =i

1. Organized and complete chart components, including flow sheets;

e

2. Consistently organized, detailed and complete notes, that include but
not limited to the following elements:

a. Presenting complaint;

b. Psychiatric history;

c. Family and social history;

d. Mental status exam;

e. Differential and final diagnoses;

f. Detailed treatment plans;

g. Patient/family education;

h. Consultant reports/communications;

i. Testing;

j. Detailed clinical reasoning;

et et | = e e | b | b | | Pt | |

3. Consistent documentation of all patient encounters.

Dr. Patel attended the Patient Care Documentation Seminar (Seminar) in December
2006. The AMD will monitor Dr. Patel’s documentation to determine if he should
attend the Seminar again, or if his educational needs would be sufficiently addressed
if he enrolled in the follow-up component to the December 2006 Seminar.

V. To monitor physician-patient communications: I

1. Effective core communication skills. I




Dir. Patel completed reading The Medical Interview as recommended in his Education
Plan. This objective should be addressed with the Preceptor during Phase II.

VI. To determine a pian to maintain current standards within the field I

of psychiatry,

16. On April 28, 2011, the licensee entered into a Fourth Amended Agreed Order.

The relevant term of that order is 2g, which states:

The licensee SHALL SUCCESSFULLY become re-certified by the
American Board of Psychiatry and Neurology within two calendar years
of the date of filing of this Fourth Amended Agreed Order.

17. On January 6, 2014, the licensee appeared before the Panel when it reviewed a

19,

report of non-compliance, as the licensee had not become recerﬁﬁed by the
American Board of Psychiatry and Neurology. The Panel deferred action and
gave the licensee two options to éddress his non-compliance: (1) either complete
the appeals process with the American Board of Psychiatry and Neurology for

recertification and present their official resoluticn to the Panel, or (2) submit to a
CPEP Post-Education Evaluation and present those resﬁlts for reviewl by the

Panel.

. As of the Panel meecting on November 20, 2014, the licensee had neither

completed the appeals process and presented the official resolution to the Panel
nor submitted to a CPEP Post-Education Evaluation and presented those results to
the Panel.

In February 2014, the Board received a grievance filed by Patient A, who
described an incident in Whjéh the licensee offered to pfescribe additional narcotic
drugs if he was provided with a discopnt on a new Toyota Avalon. Patient A was

a salesman for Toyota at the fime. Patient A stated that he did assist the licensee

10




20.

21.

22.

in purchasing the Toyota Avalon, and that about a week later the licensee called
the patient stating he had damaged the car but did not have insurance on it. Patient
A stated that the licensee asked him to change dates on ;the paperwork and sé,y
that the car was damaged in the car lot. Patient A declined the request. Patient A -
stated that a few weeks later, the licensee called him upset about his bill from
Toyota. Patient A explained that the bill was higher due to the licensee’s purchase
of $4000 worth of additional services and products, and the licensee seemed
upset. Patient A stated that about a week later, a police officer approached Patient
A at work, interrogating Patient A about stealing the licensee’s prescription pad.
Patient A’s employment was subsequently terminated. Subsequently, Patient A
was notified by the licensee’s office that they would be increasing the costs of his
appointment.

During a.n interview with Board investigator Steve Manley, Patient A stated that
the licensee was the only physician he could find to prescribe him Subutex instead
of Sﬁboxene, because Suboxone was out of the patient’s financtal reach. Patient A
did not have health insurance and paid cash for his appointments and medications.
On March 28, 2014, Patient A sent a fax to the Board wherein he stated lus desire
to withdraw the grievance he filed against the licensee. The fax was sent from the
licensee’s office.

On April 1, 2014, the licensee responded in writing to the grievance filed by
Patient A. The licensee admitied that he provided the licensee’s name to the
police in connection with a missing prescription pad. The licensee acknowledged

that he later found the “missing” prescription pad under the seat in his car. The

I




23.

licensee. stated “As far as the nonsense about buying a car from the complainant
and committing fraud as charged by the complainant, is concerned, I have no
knowledge of it.”

In an interview with Board investigator Steve Manley, Kathy McGubbins, sales
manager at the Toyota business in Elizabethtown, confirmed that she did
terminate Patient A’s employment after the police interviewed him regarding the
licensee’s missing prescription pad. She further confirmed that the iicensee did
purchase a vehicle from Patient A at invoice price with $4000 worth of additional
services and products. She stated that Patient A never had an inappropriate drug
test and at no time did she find him to be dishonest, even when it was to his

detriment.

24, During an investigation with Board investigator Steve Manley, Officer Elam with

25.

the Elizabethtown Police Department confirmed that the licensee confacted the
police department and reported that his prescription pads had been stolen and that
he. suspected Patient A was the thief. Officer Elam stated that a few days later, the
licensee’s office employees contacted the police to report that the prescription
pads had been located in the licensee’s car.

Within féur weeks of receiving the grieﬁance from Patient A, a second grievance

was received from the guardian of Patient B, who was concerned about the

- diagnosis given to her brother by the licensee. The grievant stated that her brother

has previously been diagnosed as schizophrenic by several other psychiatrists and

it is documented in his medical history, but the licensee diagnosed him as bipolar.

12



26.

27.

28.

29,

On April 1, 2014, tile licensee respended in writing to the grievance submitted by
the guardian of Patient B. The licensee defended his diagnosis of Patient B,

Based upon these two grievances, a request was made to the Ofﬁce of the
Inspector General, Division of Audits and Investigations (“OIG”) to review the
licensee’s prescribing habits.

On or about April 29, 2014, Carrie Gentry, PharmD, RPh, OIG, reviewed and
analyzed the license’s KASPER records (dated April 18, 2013 to April 18, 2014)

and noted several concerns, including:

e 70% of patients received a non-abuse deterrent formulation of
buprenorphine; '

¢ 50% of patients receiving buprenorphine also received a benzodiazepine;

* Inappropriate buprenorphine induction/maintenance prescribing based on
KBML Opinion relating to the use of Suboxone and Subutex for the
treatment of Opiate Dependency

Patient use of multiple pharmacies

Patient use of multiple prescribers (including Indiana prescribers)
Early refills of controlled substances based on day supply

» Prescribing controlled substances for family

e @ @

Ms. Gentry identified fourteen (14) of the licensee’s patients for further
investigation by the Board.

A Board consultant reviewed the chart regardiﬁg the grievance filed by Patient A
and found the licensee’s treatment and overall care to be below standards of care.
‘The consultant opined that if Patient A’s éllegations are true, the licensee’s
conduct would constitufe gross ignorance, gross negligence, and/or gross
incompetence. The consultant found the following problems Wlth the licensee’s
care: unethical or unprofessional conduct, false statements, excessive fees, and

prescribing. The consultant stated, in part:

13



The minimum standards of practice in Kentucky prohibit a physician from
making a deal to prescribe excessive narcotics for a discount on a car.

‘The minimum standards of practice in Kentucky prohibit a physician from

lying to the KBML about an investigation.

Regarding prescribing minimal standard of care, I noticed that Patient A
did not fill many days quantity according to KASPER until September 23,
2013. Starting on that date it looks like Patient A started filling 30 day
supplies of Subutex (24mg/day) for the first time, whereas, up until
September 23, he was {filling an average of perhaps 9 days at a time with a
high of only 17 days. It was in this Fall of the year that T believed the
alleged “more pills for a car deal” was to have occurred. On 10/16/2013,
[the licensee] prescribed another 30 day supply unnecessarily a full week
before a new prescription was needed. And, the patient for the first time
filled his prescription at a different drug store. 1 suspect the original
druggist would not have filled this “too early” prescription.

...I see no chart evidence of KASPERS being checked on Patient A. The
minimum standard of practice in Kentucky is io check KASPERs for
patients on Schedule II drugs or stronger. '

The Board consultant’s report is attached and incorporated herein in its entirety.

30. The Board consultant reviewed Patient B’s chart regarding the grievance filed by

Patient B’s guardian. The consultant found the licensee’s diagnosis to be below

minimum standards in diagnosis and borderline overall. The consultant stated, in

part:

[The licensee’s] next to last sentence in his response is concerning to me
though. “...and seemed to have been stable for a few years.” [The
licensee] has a right as a clinician to come to his own opinion, based on
his clinical judgment. However, in the same letter to KBML, he implied to
the KBML that he read the “mammoth” “several hundred pages” of
medical records. It appears that he did not read that “mammoth filed” of
records from the Veterans Hospital. In these records are more than a half a
dozen mental health professionals who gave witness to the patient’s
delusions and strange experiences at most encounters over a few years. In
fact, on only one encounter, in Owensbore, did [Patient B] have no
psychotic expressions. So, sometimes [Patient B] looked OK, but at most
hospitalizations he was obviously overtly delusional.

...[The licensee] implies in his letter that he did examine [the records]
later. But if he did examine them as he stated he did, why would he

14



disregard the opinions of more than half a dozen mental health personnel,
and the family’s opinion, and history of delusions? And how could he, in
truth state, “...and seemed to have been stable for a few years,” referring
to this same time period from 2008-2012 during which time the patient
was documented to be frankly delusional? Regarding medical diagnosis,
either not reading medical records or disregarding the opinions of so many
colleagues and of the family without explanatlon is not wise medical
diagnosis strategy. :

The Board consultant’s report is attached and incorporated herein in its entirety.
31. The Board consultant reviewed fourteen (14) of the licensee’s patient charts and
found the following:

o the licensee did engage in conduct which departed from or failed to
conform to prevailing medical practice standards within the
Commonwealth of Kentucky;

s the licensee did commit a pattern of acts, during the course of his medical
practice, which under the attended circumstances, would be deemed to be
gross negligence;

o the licensee’s practice of medicine did constitute a danger fo the health
and safety of his patients;

» the licensee did prescribe a controlled medication for use of or by his
immediate family;

e the licensee did prescribe medicines in other than appropriate amounts for
' the disorders he was treating by, in more than one patient, authorizing
early refills for them on more than one occasion without documental
clinical justification for the increased level of dosage dispensed.
The Board consultant’s report is attached and incorporated herein in ifs entirety.
32. On or about August 3, 2014, the licensee responded in writing, through counsel,
to the Board consultant’s findings. The licensee responded in gemeral and
specifically to comments by the consultant on each patient, disagreeing with the
consultant’s findings.
33. The licensee’s response was provided to the Board’s consultant. On or about

- August 31, 2014, the Board’s consultant stated that "‘many. of the counsel’s

explanations state facts that are not in the tecord.” With regard to Patient C, the

15



consultant stated, “Baséd upon this deeper look, my opinions are unchanged. I
think that the degree of [the licensee’s] failure in the case of Patient C is mote
grave than [ had opined.”

34. On or about November 20,-2014 the Board’s Inquiry Panel B determined that the
licensee’s practices place his patients and the public at risk and in danger. As a
result, the licensee was suspended from the practice of medicine in the
Commonwealth of Kentucky pending resolution of the Complaint.

CONCLUSIONS OF LAW

Pursuant to KRS 13B.125(2) and based upon the information available to it,
- Inquiry Panel B finds there is probable cause to support the following Conclusions of

Law, which serve as the legal bases for this Emergency 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 order suspending,
limiting, or restricting a physician’é license at any time an inquiry pane] has probable
cause to believe that a) the physician has violated 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 Eeﬁeve that the licensee has violated KRS 311 595(9) - as

_ iliuétra‘ted by KRS 311.597(1)(c} and (d), (3) and (4) - and KRS 311.595(12) and
(13). 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.
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4. The Board may draw logical and reasonable inferences about a physician’s practice
by considering certain facts about a physici&n’s practice. If there is proof that a
physician has violated a provision of the Kentucky Medical Practice Act iq one set of
circumstances, the Board may infer that the physician will similarly violate the
Medical Practice Act when presented with a simﬂg,r set of circumstances. Similarty,
the Board concludes that proof of a set of facts aboﬁt a physician’s practice presents
representative proof of the nature of that physician’s practice in general.
Accordingly, probable cause to believe that the physician has committed certain
violations in the recent past presents 'probable cause to believe that the physician will
commit similar violations in the near future, duriﬁg the course of the physician’s
osteopathic practice.

5. The United States Supreme Court has ruled that it is no violation of the federal Due
Process Clause for a state agency to temporarily suspend a license, 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.8, 53, 61

L.Ed.2d 365, 99 S.Ct. 2642 (1979); EDIC v. Malien, 486 U.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 e:mergenéy 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 forégoing' Findings of Fact and Conclusions of Law,

Inquiry Panel B hereby ORDERS that the license to practice medicine in the
Commonwealth of Kentucky held by Sharad C. Patel M.D;, is SUSPENDED and Dr.
Patel is prohibited from performing any act which constitutes the “practice of medicine,”
as that term is defined by KRS 311.550( 10). — the diagnosis, treatment, or correction 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 B further declares that this is an EMERGENCY ORDER, effective
immediately upon receipt by th'e licensee,

SO ORDERED this Z\ﬁay of Novembr 2014.

ot @i%% o

RANDEL C. GIBSON, D.O.
CHAIR, INQUIRY PANEL B
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CERTIFICATE OF SERVICE

I certify that the original of this Emergency Order of Suspension was delivered to
Mi. Michael S. Rodman, Executive Director, Kentucky Board of Medical Licensure, 310
Whittington Parkway, Suite 1B, Louisville, Kentucky 40222; and copies were mailed via
certified mail return-receipt requested to the licensee, Sharad C. Patel, M.D., 1506 Bristol
Court, Elizabethtown, Kentucky, 42701 and his counsel, Marc 5. Murphy, 400 West
Market Street, Suite 1800, Louisville, Kentucky 40202-3352, on this ol day of

November, 2014.
)%r/m, F A

Shra Parmer

Assistant General Counsel

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

(502) 429-7150
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KENTUCKY BOARD OF MEDICAL LICENSURE

EAP ERT REVIEW WORK_SF EET
(P]ease type) T

Case No._nene listed_ - Patient Name

Expert's Mame Stephen Cox_

1, Brief description of symptom, dx a.iz_d ceurse of treatment;

, Narratwe

' Th:s is an odd complamt Tt ¥vas submltted in writing with ofreat c]arxty and passmn in

_ February 2014, only to be withdrawn hurriedly on March 28, 2014 without sufficient -

" explanation to make ona feel at ease, Seems fishy, Dr. Patel’s respensa to the c:t}mpiamt was
dated 3 days after the complamt was mthdram : :

- The patient who cempiamed isa herom narcotic adchct and brpoiar disorder person Who

~ saw D, Patel for treatment. He aleged in June 2013 Dr. Patel offered fo prescribe higher
doses of narcotms in excharge for a financial break on & new car. He said the doetor spexnt
the paﬁent’s sessions (pa:d for by the patient) talking about the car details. In the Fall of

‘2013, be says Dr, ‘Patel bonght the car from patient and the discounts were arranged. Dr.

" Patel was angry according to the paﬁent when he got bis first bill from Toyota, it hemg
higher than he expected. A week later @ iE@Psaid the police came where _
was employed and arrested him with great sh ow for stealing Dr Patel’s pres cr;ptmn pad

. which resuited in 8 being fired. Dr. Patel’s office raised i i

.. and bitled kim for fees a5 not in agreement with, Dr. Pa.tel fmmd kis massmcr :
. prescnpnon pads undez' his car soat that¥ ‘28 acmsed of steahnv ‘ :

: ccused Br. Patal of not seeing people that he presct ihes medication to. He
.accuses.h:m af hiring people he gives drugs to. He said he mampula.tes peaple ‘

; He sa:d be had aucho recardmﬁs of evrdence of Dr PateI admlttmcr what he has done.' He '
said he could preve Dr: Patel purehased the vehu:ie and Ieveracred it againg




Medical records

A review of jrecords shows a neat, well-ept record, There are initial
evaluations, progress notes in good order. There is a record of prescriptions writien. The
progress notes are typical of today’s EMR records with copy Emd paste sentances that
repeat verbatim in mamy progress notes, There zre relevant sentences too that indieate
d'octo-r’s individual fréatment at many of these visits, which is 2 good thing.

eroin addiction w2s commonly three of

The dose of Subutex prescnbed fo
is a total of Z4mg/day, (max dose permitted =

the mayimum strength deses per da, that
32mg.).

o cottmue with Dr. Patel, assrx‘lmjng Dr. Patel will allow him to do so.

_2 Can you form an opmun'?

YES. AEi of thls depends on Whe:.her the allegauons from ) are frue or
. not. |, for the remainder of this report am assurmng ‘the aE egd‘sons are factual,
' which may or. not be s0. . .

Based on your. backgromd and experience and reﬂew of all mf&rmﬁtwn prowéed yaa, and
‘asspming that the treatment 2s documented was proﬂded can you form an opinien asto -
. vwhether the care rendered by the care provider, mcl&d_mg diagnosts, treafment or record
. keeping, departed from or failed to conform to the minimel standards of acceptabze and”
' prevaﬂmg medlcal practgce @in the mediea] commumty at Iarge)‘? :

____F'_X' ' Yes, I-,ca_n form an opmmn.,
' - No, I cannot form an opinion.
I need mere information (specify):




3, What Is your opindon? Please use the definitfons below as “guidelines” to be
used in defiming standard of practice. You are not limited to these gnidelimes in
forming your opinion, but please state your own additional criteria if applicable.

a. Diagnosis. Evaluation of a medical probiam msing means such zs history,
physical examination, laboratory, and radiographic stndies, when applicable.

Below miinimum standards
X Within minimom standards

b. Treatment. Use of medications and other modaimns based on generally |
‘accepted and approved indicatiozs, with proper precantions to avoid adverse
physical reactions, habxtuatmn or addicfion. :

X __ ' Below mzmmum standards
' Wlthm minfmrm standards

; c.'.'Recorci's.

' Mamtenance af records Whlch should confam zta mmimm the
' foilawmg. (1) approptiate history and ph ysical and/or mental examination -
for the pafient’s chief complatut relevant to the physician’s specialty; (2) .
- resulfs of d.lagnﬁstlc tests (when indicated); (3) a working diagnosis; (4) notes
on treatmént(s) mndertaken; (5) a record by date of all preseriptions for
- drugs, with names of medications, stremcrths dasacres, quantity, and numbe* -
* - ofrefills; and (6) 2 record of blhmae. =

. Bel_ow mmmu;m s_trmdzrds
X - Wiihin minimum S’candards

d. Dvarall 0pm10n. Based on fhe f&ragumg, Wh.af is yom' averall opmmn‘?
X . Clearly below minimum standarus C[f aiiegatwns are true)

B Clearly within minimmm standards -
Borderime Case R '

e Gross Iernerance, G—ross Ne,,hgence, Gross Iﬂcompetence Hyou J.Glﬂld thz.L
- this physician did not meet the minfmrim standards of care in trezfing a
. ._paﬁent(s), did you zlso conclude that afy of tiese deparfures from the _
minimum standards of- care were so serlous that you cinsider them to exhibit . o
: grcrss 1g;nmrance, gross neghgence, andfor gross mcompetence c}n the '




physician’s part. If “yes,” please identify each of these instances, elassify it
zvaraprxanely and e*plzm your reasoning in reaching that conchusion(s).

- IE Fyes,)” plezse also ndicate whether you found a paﬁern of gross ignorance,
. gross pegligence 2nd/or gross Incompetence in this physician’s practice as
evidenced by the records reviewed and explain your conchusion{s).

Yes, if allagations are troe,

: 4 Otber quesf:mns from the Medn:al Board (Lgnore i blank)

: I saw nio problems in:
s MENTALOR PEY SICAL CON’DFF ON

" e MEDICAL NECESSITY

-« "DEPENDENCY. =
s GROSSLY MROBABLE CLAH\ES
o . SUBS’I‘ANBARD CARE " :

ballegations are factual I sse the following problems in this case:
. UNETHEICAL OR UNPROF ESSIONAL CONB@CT : 7 :
o FALSE STATEMENIS -~
o EXCESSIVE FEES (T he 30% increase rate} R
S PRESCR]BENG '

5. Explain your opinion. If you opined that practice was below minimum standard

- for anmy of the above reasons, state the carrect minimal standard of practice (NOTE:
Itis not sufficient to say “I would have..., or I would have not...”, yvou should be

- ‘ahle to testify that “the minimal standard «of practice in. the medical community at
large would be to...”)} Use extra sheef:s as necessary to explam your apmmn and
cﬁmplew ﬁus repnrt. : _

‘  ' .. ‘The minimem standards of prachce i Kentucky pr(}hlblt a physzcmn from mahmv a dea] _
', to prescr:be excesswe narcotxcs for a dlscount onacar. . ,

. The minimmm standards of pracﬁce n Kentucky prolubxt a physxcxan ﬁ'sm Ivmv to fhe
KBML zbout an mveshgahon '
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 did wot A1

Regarding preseribing minimal standard of care, I noticed tha
many davs quantity according to Kasper until Sept 23,2013,
Starting on that date if looks ke started fiiling 30 day supplies of Subutex
(24mg/day) for the first tfme, whereas, up uniil September 23, he was filling an average of
perhaps 9 days at a time with a high of only 17 days. It was In this Fall of the year that ¥
belicve the alleged “morc pills for a car deal” was to have neenrred. On 10/16/2013 Dr.
Patel prescribed another 30 day supply unpecessarily a full week before 2 new prescription
was needed. And, the patient for the first time filled his preséription at a different drug
store. I suspect the criginal druwzst wouid not have Slled this “too early” preseription.

The minimum standard of practme in Kentucky is to write prescriptions such that patients
do not double up on narcotic pﬂls, having twice as many as needed and intended.

1see no chart evidence of Kasper’s being checked on (RN The minimim standard
of practice in Kentuckj is to check Kaspers for pahents on Schedule I drugs or sironger,

; 6 i you determme from your review that the phymman has fmled 0 meet the
- standard of accegtable pracﬁce ina specxﬁc area(s), please answer the foﬂownlg
questmns 4s wellr .
2. Is it your opinion that the sizndard of pracilce vielations you have ﬂentzﬁﬂd
may be 2ddressed by the Board in an orderly process, extending over some ‘
period of time (6 months o 2-3 years) throagh remeézal education and

o training, &nd subsequent monitoring by the Board. - BO
or, =
Arethe Vi(}l&tmns Bf sz:ch a natare fhat the BG&I’d must act rmmed:&teiy to-
‘r&ctrzct ar suspend the doctor’s Heense to protect patients or the public from
zmmment danﬂe&r" Yes, if the a]ieoaﬁons in the complaint are factual

b. Ifyou answered that the Board st ac:t meechately o a‘mld Immment
- danger, please identify ¢he immrinent danger mvc}}ved and ex&mpies of the
B leatwns that create such a dangnr : :

fthe ﬂegaﬁons in the complamt are factual, danberous contraﬂed drugs are at nsk of
hamuncr patierts or str&vt drug nsers Who purchase such plﬂs ' .




That concludes my comments of my opinions. If failed o observe some partof a
record that concerns you, please bring it to my atiention.

Thank you for what you do.

Aristotle pointed out in his Nicomacean Ethics. “For this good Is the same for the
individual and the state, yet the good of the state seems a grander and more perfect
thing both to atiain and to secure; and glad as ore would be fo do this service for a
single individual, to do it for a peopfe, and for & number of states is nobler and more
divine.” '

Thus, what you and the Board does, and to a tiny degree what [ do, is “M. It is an
- honorto serve the Commonwealth o review these recerds and o expréss my clinical
opinion, for what it's worth, to assst the KBML in securing our state physu:lans
pracbces of medlcme _ :

" Respectfully, .

41614 ,f' / ‘tephenc{;xm)

* Date of Review L Slgna‘ﬁre of E:{pert




KENTUCKY BOARD OF MBDICAL LICENSURE

FXPERT KVTE‘W WORKSHEET
(Flesse type)

Case No._none lisied Patient Name

Expert’s Name__ : Stephen Cox

1. Enef descrxpﬁﬂn of symptom, dx and comrse of treatment:
= 7 Narr&trve

| Dear lnvestlgator Lewss

bwas a Eang distance truck driver. Then a local drivar, Then
_ unemployed. He Was struck by a mator vehicie while walking o znother town fo
“look for work: His leg was fractured. He was taken to the hospital and freated
10/5/09. A consuﬁtmg psych:atrzst who saw him deemad him to be menially ill as
per the VAH i nmpr..ssmn of d:agnes:s, but no hai!ucmqt}ona or deﬁus&ons were
- mamrest at the fime. - ~ el :

_ Berore that i lnjury he was tz‘eqted at VAH in 2008 for psycmatnc detusgo ns buf ' -
- since not deemed dangerous he was dzsmtssed to nenta! heatth cutpatzent ' o

foElcw-up

Then ha recewed much dragnost&c and treatment wark at the VAH in Louzsv;ﬂe KY
in 20190.and 2012 He carried a diagnesis of psychesis cons&stenﬂy, but the
-details were debated and uncettain as fo the specific diagnosis. Mestly, he . _
sesmed thought o be schizophrenic, but bipolar was mentionad every time as a
 possible diagnosis, Oddly, he was never freated with Lithium or meds like
'Depakote for bipolar ézsorder It seemed that stperdal suited his symptoms and
 compliance the best. Geodon failed. He usually quit medicine more than tock e
- when [eft to his responszbzhty Fortunatefy 'Eor hzm hES s:star or da&gﬁ‘é&r o
’ supe"mse hIS medfcat!cn 8 : g '

o His sym p‘oms over u"sese 4 years as de-ta:;ed in the VAH reccxrds snc!uded
- recurring delusions of snake{s) in his body-that occasmnal!y would appear,
. beadiass, once comning out his mouth when he tried to kiss his wife (Freudian f for
‘surel) or as a more modest worm coming out of his face. Additionally, he had
' grandiose delusions that he had been. shot three imes when three years old, that
- he constructed hIS ﬁrst aircraft at age 5 years, that he was to work ror a - -




manufacturer like Lockheed as an alreraft engineer, and that his deaigned pEme

was used [n Vistnam.
He was admitisd {0 ones of these hospnai;za‘mons after a fight mih his son in iaw

and threatening o hit grandson with a bat and choke him.

He was never known fo huve audnory haliucinations. Sch{zophremcs quite
ccmmonEy have velces Not ham ‘

His mood was, when abnormal, most ofien angary, typical for bipolar. His mother
vweas said to have the sams behaviors, :

Soma of Dr. Patel's records are puzziing. Thers is 2 page of dates and vital signs.
It lists dates down the column for visits of: '

. 1019f2013
e - {0MBM3 - e
. 226013 {probably 2}‘26]2014} e

I dn y’s one cEimcaI note for thxs 4 month tims span “seen by Lmda _
Pickering seen on 08 October 2013". The same note was E‘eiecimmcaﬁfy
- signed by: Dr. Sharad Pane[ ML signed on Thursday 27 Feb 2014. 1 cannot find
ahy notes from Dr. Patel for 10/08/13 or {10/15/13. This one ncf:e appéaars to
. have bsen finished at the date of 2/26/13 (At the present time and over the . -
past 4 months, this patient's ‘mental status has been stable.”). So, this only
-note in the chart for a case that lists thrse visits; and if seems tc have been
done very recent to the complaint which was dated aimost the same day.
. There appear fo be no doctor notes writfen earlier than the day befors the
'V-camplamt over the 4 months of care. This is :rregular There shouid be a- L
progress note for f:he three wsﬁs dated on the days of care, One wonders i Dr. '
| Pa’:el s e\faluatson was Wr:tten in response to the compiax nt. - '

- Thﬁ szster who ﬁ'}&d the comp%amt dtmed the fc[!owmg day 2[2?!2&14 was

- The sister, in her compiamt was p&n:urbﬁd that Dr, Pate! En hiS evaiuax&on dEd not o
agree with the VAH doctors. Dr. Patel felt thet RSBy was not schzzophremc‘ (-
) share that Empress:on myselT, ravormg bspo[ar dasordckr) L

. The farnily is frustrated wz%h Dr Patei’s cjmcaf !mpressron and opm:on whrch
they do not agres with whatsoever. These women are astonished and dismayed .

* at being dismissed by Dr. Patel. They do not feel Dr. Patel is listening to them. Dr.
Patel implies that at that time there was kttle reason for concern about the patient
retummg to work dmfmg trucks HIS impressmn remamed these were" tall tales™

. N




not symptoms and signs of fiiness. He balieved the patient was "fully compatent®
~ consequently t‘;ere was o heed for continued guardianship. ihau alzrms the
family.

~ Dr. Pate mplaint respense letter dismisses the family’s histery. Dr. Patel
belisves coount and explanatcons. Dr. Patsl did a ﬁhomugh mental
status ez‘ammahon which cher ked out finz.

His nextto East senfence In his response is concarning fo me though. *...and
‘seemed fo have been stable for a few vears.”

Dr. Pate] has a rlght as a clinician fo come to his own ap&mon based on his
clinical judgment. However, in the same letter to E{BML he implied to the KBML
that he read the “mammoth"“several hundred pages *of med:cal records

R appears ‘that he did not read that “mammoth file"of racords from the Veterans

“Hospital. In these records are more than a half dozen mental health professionals
- who gave wrtness to the patient’s dslusions and strange experlences at most -

encolunters over a few years. in. fact on_only ohe encounter in Owensboro, did
have no psychotic expressions. So, sometimes§
3 at mast haspitahzamons he was obwcus y ovmrtry det uascm

'These electronic med:ca[ records are hemb y difficult ta examhe There are

. pages and pages of useless bellerplate, and then there will be one lithe section
* that c:cxntatns critical imformation that is easzfy overiooked. it tookme 3 % hours &
" examine these records and izke notes. There Is [itfe way for a busy practiionsr
- io see a patient ARD thoro:.sg"tiy go examsne greatar than 200 pages of cempmer
prmtoaf at the same wsxt. )

Dr. Patei [mphes in h:s letter that he dsd examine f:hem ia’ser But xf he dsd examine

‘them as he stated he did; why would he disregard the opinions of more than hatf

' a dozen mental health personne! and the family’s opinion, and hisfory of ,

- delusions? And how could he, in truth, sfate, “...and seemed to have been stable
“for a few yesars?, referring to this same fime period from 2008-2012 d urmg whlch

ﬁme the pa’ﬁ:tent was docuimentad to be frank?y defusional?

Regardmg medical d;agncss zs, sither nof reading | medscaf records o a.sregardmg

' the opinions of so many coileagues and of the famz%y er.hout ex p!anatson Is not

se mecisca] dzagnos:s stra‘éegy ' .

2. Can you form zr opinien?




YES
Based on your backgrotns and expericnce and review of all informatien provided you, and
assuming that the trestment 23 docomented was provided, can you form an epinion a5 to
whedier the care rendered b ¥ the care provider, Including diagnoests, treaiment or recorg

kesping, departed from or failed to conform to the mintmel standards of abceptable and
prevailing medical practice (i the medical communiy at large)?

X Yes, I can form an opinion.
Mo, I cannot form 2n opinion.
I need more informsation (speciiv):




" 3. What is your opinion? Plezse use the defimitions below as “guidelines® tg be
used in defining standard of practice. You are not Hmited {o these gridelines in
forming vour opinion, but please state your own addifienal erifteriz if appheable.

a. Diagnosis. Kvaluation of 2 mediesl problem usimg means such as kistory,
physical examination, laboretory, and radiographic studies, when applicable.

X Below minimum standards
Within minimug standards

b. Tred:meﬁt. Use of medications and other modzalities based on generally
accepted and approved indications, with proper precauﬁ@ns to evoid adverse
_ phjfs:Lcal reacﬁnns, habituation or addiction. - :

Below minimum standa;-ds- ‘
_X - Within minimum standards -

¢ Recbrds
Mamtenance af records w}nch shcmld contam, ata mmmum, the A‘
. follewing: (1) approprizate history and physical and/or mental examination
- forthe patient’s chief complatnt relévant to.the physician's specialty; @)
" ‘results of diagnostic fests (when indicated); (3) a working diagnosis; (4) motes
. on treatment(s) undertaken; (5) a record by date of all presérig‘i&ﬁs for -
© dritgs, with names of medications, strengths , dosages, qua yand pupber
of refills; and (6) a recard ef bLEEmrfs ‘ -

Beinw m}:mmum st:mdards |
X Wrthm mmmmm standards

d. Overall OPmmn Based 1351 the farecfomg, What is yom' averzll opmmn‘? ;
Clearly below mmxmum standards

o -Clearly within minfmum stand&ris
E ' __X____ Border[me Case -

e, Grass Ignorance, Gr&ss Ne,hgence, Gross Incnmp tenes, Efymx fonnd that
this physman did not meet the minimum standards of care In freating s
' patient(s), did you zlsa conclude that any of these departures fromthe
' enimimum standards of éare were so sérjous that you consider them’ to exhibit
- 'Gross lgnorance, gross ne,,hgence, and]or grass mcompetence on the : '




physiclan’s part. I’I ves,” please rdenfﬂy esch of these instaness, classify it
approprwtely and e::plmm ymr.r reasening iu reaching that cogcmsmm(s}

If *yes,” please also indieate whether you found a pattern of gmss ignorancs,
gross negligence and/or gross incompetence in this physician’s practice 2s
evidenced by the records r&Wewed ard explain your cenclusion(s),

Na.

' f 4. ther questmns frt}m the Me{hcal Boa.rd (1g110re if blank}

- Isawne problems in:

PRESCRIBING ' -

MENTAL OR PIYSICAL CONDITION
' MEDICAL NECESSITY
DEPENDENCY '

. EXCESSIVE FEES

 GROSSLY IMPROBABLE CLAIMS .

- UNETHICAL OR UNPROFESSIGNAL CGNDUCT
FALSE STATEMENTS - - ‘ =

SUBSTANBARD CARE (apart ﬁ-e}m the concerns menﬁoned 3].53?& hera n thls d&cment} ,

5 Explam y{mr opmmn If yen opiaed fhaf pracﬁce was below minfreum stznd&rd
for any of the above reasons, state the correct minimal standard uf praciice (NOTE:
" It is not sufficient to say “I would have..., or [ would have not...”, you should be
ableto testify that “the minimal standard of practice in the medical community z:t '
large would be to.. 7"} Use exﬁra sheets 28 necessary to explam yom' crpmmn and
complete this rsparf: o - . - ‘

 More aﬁem’mn 'ée hlstary ‘é&kmg s}m&ld be d@ﬁe in thzs one
‘case E:ifyf the doctor, reading all records and taking Senwﬂy
other pmfessmnals GD}_'EHGHS as weﬂ as the f&mﬂy 3, Whether

ﬁiey be women or not.




6. [f you determine from your review that the physician has failed to meet the
standard of accepiable practme in a specific area(s), please answer the following
questions as well:
a, Is it your opinien that the standard of practice walamoas jfml have Mie:ﬂtued
may be addressed by the Board in an srderly process, extending over some
‘period of time (6 months to 2-3 years) through remedial education and

 training, and subsequent monitoring by the Boards YES

Or, , :
Are the violations of such a nature that the Board must act immediately-to

~ restrict or suspend the dector’s license (o protect patienﬁs or the public from

Im“ﬂf danwer" N O

No’.c appiicable

b It vou answered that the Board must act Immedxatﬂly fo E‘VOLd Immme;xt
_ danger, please identify the imsminent danger mvoEVed and ezampies of the
Tmlatmns that creafe sue.h a danger.

: - Ithink thjs patient shaﬁiﬁ have a SEE:GEEd op_;mfm :
.by aﬁethar psychmtnst so0D. | . - , e

'That conchdes my commﬁnta cfmy cpm;ons E‘ salied to observe some part of a -
record that GONGETNS you, piease bring it to Iy : at‘cenuon L :

- Thank you for what you do.

Anstotle pointed out in hzs N;comacean Ethics “For th:s good is the same for the '
individuat and the state, yet the good ofihe state seems a grander and more parTec:t
thing both fo attain and fo secure;.and. glad as one would beto do this service ror a
single mdmdual jic do itfora peopie and fora number.of szates ts nobler and more o

o 'dwtne




Thus, what you and the Board does, and to a tmy degree what | do, | s "good”. Tt is &an
honor to serve the Commonwealih to review these records and {o express my clinical
opinien, for what it's worth, to assist the KEML in securing our staie physicians’
practices.of medicine C

Respectfully, o (%[: /

415,14 : Stephen Cox MD

Date of Review Signature of Expert




Stephen Mi

 June 22,2014

| KBML Hurstbourns Office Park

310 Whittington Parkway 1B

Louisville KY 40222
" RE: Shﬂad Pate:], M.D.

: Atm Investzgator Stcphen Manley L
Dear Invesmgator Manley |

7' As I was mstmcted by the KBM:L I rewewed ﬁwqe 14 charts of Dir. Paiel’
patients, his family member, and Kasper reports of some of these same 14

. pafients that you sent in a separate file. In that file there were. Kasper repo:ts -
" of othér Patel patients that were not of thes 14 patients I was to review. 1

retumed thosu Kasp&r reports m—rewewai I a,ddress he:ra your mqmry '

| PRESCR}:BH«%@

_ In my chmcai opzmon, Dr Sharad C: Patel dld engage in conduct whlch
_ departed from or failed to conform to prevailing mechcal pracﬁce standards
) mthm the Commonwealth of Kentucky . _

111 my ¢ chmcal op:mon, Dr Sharad ¢ Patel cild commlt 2 pattem of acts N
daring the cotrse of his medical practice, Wh:wh under the attendant
cmcumstances Would be deemed T:o be gross neghgance '_ '

o In my chmcal opinion, DI Sharad C. Paiel’s practloe of me:dlcme: ffld |
N ‘oonstmzte a danger to the heaith and sa.faty of hlS patlents




I did not find any instance, in this review of these 14 patients, where Dr.
Sharad C. Petel made, or caused to be made, or aided or abetted in the
making of a false statement in any document executed in comection with
the practice of the medical pmwssm:m .

In m 14 chart reviews, in my clinical opinton, Dr. Sharad C. Patel did not
‘prescribe or dispense medication with the intent or knowledge that'the
medicine would be used or was likely to be used other then medicinally or
other than for an accepted therapeutic puzpase.

In my chmcal op:[mon Dr. Sharad C. Patel did not prescribe or d:spense
~ -confrolled medication for use by himself; however, ke did prescribe a _
- controlied medication for use of or of his immediate famity, Dimpi Patel -
 (11/6/2013 prescription for Adderall 7.5 mg #90, No refill.). There is no :
' climical chart apart from three pages listing the prescription dated at the
" bottom of the page Mayl6, 2014. I think this date was after the KBML
- investioated Dr. Patel. Beside the fact thaf there is no adequate medical
* record for this patient, it is not permitted by the KBML to prescribe ,
controlled substences to one’s own kin. at least that is my undﬁrs",tandiﬁgt '

Inmy ohmcal Gplmc:sn, Dr. Sharad C Patel aid pregcrzbe med,mmes in

. other than appropriate amounts for the disorders that he Was trezftmt, by,
' in more than one patiert, awthorizing early refills for them on more than -
- pue oceasion Wlthaut decmentmg clinieal justmcatmn fcrr the increased’ -
, level of dosaae dlspensed. : ‘ : : o

T feemd that Dr. Sharad C. Parel engag&d n ccmduct Whlch .
- departed from the standerds-of accepted end prevaﬂmg medical pra,cnce
- Wlt‘nm Kentucky ' L o , D

Addmﬂnai remarks

B Regardmg y“our mqmry mto prescnbma p&ﬁerns of Dr Sharad Pate:l

o Type of cantroﬂed substance S
. Ofthe 14 cases reviewed the majonty were prescnbed narcotlcs Other :
. controfled drogs prescnbed were. amphetammes for attentzon deﬁcit dzsorder '-
. and benzodlazepmes for anmety o »




Quantity prescribed:
Month supplies were usually dlspensed In one patient, and it is unclear

from the record, a 20 day supply may have been dispensed.

Freguency:
The doses and frequency of doses were in line with FDA. gmd@lmes Cne

male patient was prescribed the maximum dose of marcotic on his first visit.
Several patients were given early refills and no consideration was made in
several such cases to delay filling of the next prescription. Many of these
patients filled that prescription at a different drug store. A violation of their
HB1 drug contract they were supposed to have with Dr. Patel. Somstimes
such a contract was on file, other times, one was not on file. Except in one
* case I saw no documentation that Dr. Patel took action to dismiss 2 patient
+ from his practice for violating the poly drug store prohibition of HB1, Al
. this changes an “early refill” into possible double dosing apprm.tmat&ly,

_ mtbout documented reasons in the chart tbatI could ﬁ:nd S

Dr: Patel’s duration of treatmeﬂt mth can‘?oﬁed mhstances was
~ seemingly 1o be chronic. My opinion is confined to his narcotic
- prescriptions. ‘Rightly or wrongly; it eppears to me that the overwhelmmg |

¢ majority prescribers of Suboxone, and the like, have no real intention of

tapering off the patients. Tt is oft mentioned af the onset of treatment but I

- have yet to ever see a case where it happened. So, Dr. Patel’s appearance of
. chronic narcotic provision is not umusaal; # seerms to be the standard of
' pract;_ce of his Ke:ntucky peers in, that ﬁeld e

I dld zm'é notlce any mstances of ofﬁce dispensmg of controﬁed subs‘fances

- -S@BSTANDARD CA&E

C In m}f opmcm, Dr. Patel’s prescnbmg deﬁclenczes addressed above do- o
. . -constitute substandard care, but saw nothing else in examination of these a
C 14 charfb in other areas. All problems were addressed n the above section.




as

Inreview of these 14 recards, I found no svidence of failures to concern ths
KBML in the following areas that you asked me to consider:

MENTAL OR PRYSICAL CONDITION |

MEDICAL NECESSITY '

DEPENDENCY
EXCHESSIVE FEES

GROSSLY IMPROBABLE CTATMS

UNETHICAL AND PROFESSIONAL CGNDUCI‘

FALSE STATEMENTS

- SUm{{ARY OF EACH OF THE 14 INDIVIDUAL CHARiS

_DP

This is. I assume, a first de,c_ree relatlve of Dr Patel A dderall 7,5 me, a mﬂd
-_dose was prescribed by Dr. Patel. #90 pills. - _
There was virtnally no chart No evalua‘uon, no Kasper., no dI'IL mne

- screen. All the B 1 Tegs were essentizlly violsted.

S 'KBNIL Consui’fant opzmon Unacceptable clinical practzce

| BB~C

Kasper on 4# 1{)/ 14 shows muhﬁmle drog stores being usedfor Dr. Patel’s

- prescriptions without chart comment. There is only one other Kasper on

- 5/22/14. 1t is noticeable that the dates of the Kaspers were perhans
.- subsequent to KBML contacting Dr. Patel. Asniphetamines end "
.- benzodiazepines were showing tp on toxicology tests as early as 6/14/13.
Ammphetamines end benzodiarepines and { qxvcodgne/ oxy-morphine or

‘?bﬁﬁr{éﬁoi"phm'e}"mosztwé on trine tests 8/20/13 and on 10/13/13. The :

- presence of amphetamine was not addresses mntil April 2014,
Benzodiazapmes wers positive in mamr drug screens without comment that T
- could find in the chart. Some progress notes were “cut and paste” ﬁ'agmpnts '

o that repeated identically, visit to visit, whether they made sense temporally

an "KBIS[L Conmitant oplmon Unaccepfabie chmcal practice

or not (This “cutand paste” s becoming so widespread with the EMR that it
oo dsy sadly, the new, current standard of prastice, and Wﬂl not be counted .
against Dr. Patel in fo;:mmg my opinfon.). Lo




W

M B

Lacks “5,0,A” in most SOAP progress notes. Very acceptable otherwise.
 The patient was terminated due to viclation of patient HB 1 contract.
EEB’EL Comsultant opinion: Avcepwble clinical practice,

. WB

This patient was not on narcotcs. Dr. Patel perfarmed and recorded an
exemplary initizl evaluation H&P. The progress notes in this case were -
much better than Dr. Patel’s usual. In the narcotic cases there was more
often than not a lack of any clinical conterporary substance except for vital
signs (Q) and pill details (P, no 8.0.A.P. details otharwise. It appeared that
‘Dr. Patel does a much betier job withnon-narcotic cases like this one, But

thenT discovered that in looking at Kaspers, Dr. Pate] authorized early reﬁllé ,' |
 repeatedly and the patient went to different drug stores to £l such. Barly

. refills are necessary on occasion. Pills can really actually be stolen. Doses *
' sometimes nesd o be increased for good éhinical cause. Documentation of
. thereéason why an early refill was made needs to be logged into the record -

" when possible. Sometimes such legitimate reasons arise when the docfor is.
away from the office, i1l at home, or af night or.on the weekend. Gccaszonal

" slip ups to remember to log it in the chart the next working dav are

whderstandable. However., in none of Dr. Patel’s 14 charts pulled for this
investigation did I see an explanation for an early refill or for increasine
" dosages; Doing this is m_mortant for even non-controlled medicine, and more
so for the semi- comtroﬂed amphetamines and benzodiazepines, and is -
. extremely important for heavily controlled narcotics ke Subutex and
_ bmenombme which are MU CI—I more addlc‘ave than Emphetammes and
‘bepzos. - :
KBI‘;IL Cansultant apmmﬂ Unacceptable chmcal prac&ce '

'.TD

, Adequaie to supenor chmcal record E"GEPL for deﬁmenczes of:
" No mention I conld find of 2 Kasper. No drug screen that  could find. No
, 'documentanon of customary tare of the patient Jap-April 2014. Specifically,
" progress (SOAP) notes from 2/2/14 to 4/28/ 14 Were Jmsqmq ev&rythmg :
except vital signs and pill detzils,

o KBML Consultant opimom' Umacceptab}e chmcal practzce B




KD

- This patient’s record started off superiorly. But then the chart details rim
afoul of HB1 regulations,; e.g., I could find no drug screens even though the
patient 7s on narcotics. Tn Merch to the end of April one vear, Dr. Patel
authorized early refills with no documented reason for same. sxcept for a
patient. penned note written after the KBML investigation commenced
commending Dr. Patel (I think for the KEBML). She was alleging that her
pills had been siolen. The patient was flling prescrptions at two different
drue stores. A violation that Dr. Patel either icnored or did not notice on his
HB1 periodic reviews of Kaspars. Not surprising. as there was a single
Kasper in the record and it was dated affer, I think, the T{BML mVGStl"fathD
commenced, 4/29/14. _ :
: KBML Ccmsulfant oplmon Unacceptable chmcal practnce _

TD

3 Thls patlent has a massive chart to review of € est[mate) greauer thaa 5 GO
 pagos(cgh).
" The H&P is UOOCL There isa photo 1D. The:r& are Tomcolooy 1abs Thers are
'HB1 contracts with patient: Thers are only two Kasper reportts I found on
" 8/6/12 and one on 5/12/14( after the investigation of Dr, Patel started T
think). This is a violatiort of HB]1 to run 2 patient on controlled druszs ﬁ'om
A4/2/12 vntil Arml 2014 with only one Kagper reauest. The ma_jontv of the
Drogress notes are OK. alfhom there were some Wl”fh cmiv Vltal signs a_nd
1 detectad substandazd Brescnbmg of narcotlcs For ezample ona Kasper on
" Novl3.13 the patient filled a prescription for Suboxone for a dispensed -
- arfourt sufficient for 38 days according to Kasper ( I calculate to Dec 21 ,
"2013), Butonly 13 days [ater, on 11/26/13, buﬁrenomhme is prescribed too ‘
. which would, by ifself, last 8 days per Kasper. This prescripbion was filled af

a different drug store suspiciously. This goes on the rest of the calendar vear |

" There is no note explaining this prescribing pattern that I could frnd butitis
2 500+ pagce chart and is no particulzr order, This particulsr Kaspéer was
from the KBML. not from Dr. Patel’s chart : copy. It was dated 5712/14 and I

- gather thatis afler the mvestlvatlon of Dr. Patsl was Lmderwav o

'KB]_‘\{L Consuham &pimoﬂ Una{:cepfable chmcai pracnce. o




SG

This was a patient on narcotics for back pain. Overall, Dr. Patel’s
manegement here was not up to the minimum standard of care. Dencient n:
no H&P, only 1 ar two drug screens (one Wes in chart and I found a second
one filed in a different Dr. Patel patient chart while reviewing that
“chart latet.). There are only two Kaspers, both are deted after the KBML
investigation started, I think 2014, May 9&14. HB1 regs. say Kaspers ars i
be checked contemporaneously with care, not just after the KBMTL,
investigates a complaint. No IIB 1 drug contract was found. Progress notes
are for the most part incomplete, usally with nothing except vital signs and
. pili details of name strength directions and quantity dispensed.
KBML Consuliant oplmen. Unacceptable chmcal pracﬁce. .

LI—I

I have never operated a Subo:sione chme bu.t rt was dlsturbmg to e that Dr |
Patel’s first prescrption for this patient was for Suboxona Smegthreeaday
#90 according fo the Kagper, This 24 mg s the maximim dose. If there was

tHration done, there is no documentstion of such. Another place in his record -

- gnogestthe direction of use was only 8me per dav. But that would make ﬂ:e o
©dispensed smourt 290 day stonly which I think would be an excessive

" number of pills for a narcotic addict to be given at a single visit. Bither way
it is tmproper in my ommon The madequate DLogress notes are marehf vital

" signs and a st of pills.

KBI}EL C@B.sﬁ}atant Gplme}:a. Umaccepfab}ae chmcal practace.




[»1a)

L W-H

This record has no initial evalnafion by Dr. Patel that I could find. There are
muliinle doctors prescribing confrolled drues and the patient is flline ot '
multiple drug stores. There was an accidentzl not suicide overdose on -
narcotics I think before Dr. Patel started treating her. It was on Haloween,

+ 2013. According to Kasper, on Valentines Day 2014 the patient flled a Dr.
Patel prescription of a 30 day supply of Suboxone 8/2 to take ii/day. Only 3
davys later he prescribed more buprenorphine, 8me to take one a day another
20 day supply. So, at that point she still possessed about 27 davs of her first
narcotic prescription AND she has a thirty day bottle of meré narcotic at the
same time. Why? No notes to explain the dose increase are on file, Also

3naﬁent changed drug stores to fill the double prescription for her 50%

. increase in dose without documented rationale. Nor is mention made of the
- fact that the patient was using multiplé drug stores, which Dr. Patel is e
- supposed {0 look for when reviewing Kasper reports DGI.‘J.OdlC&ﬂV No urme

' tox screens were seen as mandated by HBI . :
: KBM C@Bsaitmt opmon. Umace&pﬁabﬁe chmcml pmcﬁae N

K.

Ih_ls paﬁem wes hot a nartofic replaoemem case. She had pcst pa::tum .
bipolar and ADHD. There is a fine H&P, a photo ID, a FIB1 contract, anda .-
very good progress note. Some progress notes were deficient as in other
charts, consisting of only vital- signs end a pills list. There was no Kasper.
‘end no labwork, Dr. Patel appears to do much better work: when his ‘patiemt
~ is not a narcotic addict; but a general psychiatric case. But, unforturiately, in
. this case the lack of proper nroeress notes aad lack ofa Kasver is hls '

downfell. :
EBJ}EL Caaguitant apmmn. Uﬂacceptable emeaI pracﬁce

3 L
This mean was managed f@r narcotic problems Tha chart was all _]'lebl@d up;
~ and out of order but that does not count in my opmmn The problem hereis

. thatthere i 15 o HB1 cmrdered Kasver report recmest n a Dahent beihe

. “prescribed opiates.

| KBML Consalfant opmmn. Unaccapuab}e chm::al pracﬁce. o




1M

All was well with this case except Dr. Patel awthorizing early refills with no
documented tustification, Progress notes were good except for one on.
4/28/14 which lacked substance for SOA parts 0of SOAP. If Dr. Patel had
documented a reasonable cause for authorizing early refills, thls chart would

- pass. Buthe did not. ‘
KBML Consuitant opinion: Umaecep‘é*abie clinical practice,

HW

Good chart except for o dmg SCIees, No concurTent Kesper reperts No
- HB1 drug contract, poor progress notes — madequate and too brief _]UST: Vjial

signs and pills. - L '

KBI\{EL Coasu_h&am opimion: Unabceptable chmcal pracﬁcu.

- Thatco nclades iy remaﬂss on 14 individual paﬁent chart revzews
Tf faifled to observe some part of g record that concems you, please b“mcr it LQ
L my aitentmm ‘ ~

Respectfuﬂy, ,

@@D

tephen Cox I\rﬂ}




Stephen Mickael Cox, MLI.

Aug 31,2014

KBML Hurstbourne Office Park
- 310 Whittington Parkway 1B
_ Loulsvﬂle KY 40222 ‘
RE: Shérad Patel, MD.-

 Atm: ﬁﬁyes_’dgéiors‘_tephen Manley - |

. Dear Invesn gator Ma.uley

'Thls is my thlrd Istter to the Board recrardm o this physmlan You have asked me
- this time to respond to Dr. Patel’s comments related Lhrouch hlS counsel Stltes &
- Harblsonm a Ietter dated Aug 5;2014 to the KBML g Lo

; I Wﬂl say at the beg:mnmg that the cemments do not chancre my pr&wously stated '
2 opu:aons Whlch I based upon me:dical records the K_BML sent to me. ,

o .Many of the caunsel’s erpianatmns sfate facts that are not in the rec&ré An -, 3

: example of this is the Iengtb_tly explanation of patient TD’s history. Much of that i is
- notin the record. If it were in the record, that might be different ormight not. Tam
‘not it a position fo teke into: cons1derau0n such information nct in the récord s S0 fafj
7 aslamto understand. That perogat:[ve is, as I understand it, up to the Boa:rd of
o “Lmensme notuptome L - . : ‘ :




- Two cases do need specific comment:
Patient WB

, I am glad that Dr. Patel’s attorney pointed this WB patient ouf to the KBML,
Because of their comments, I requested the file again and [ took a second lock to
see if T needed to correct myself. :

Please examine the KASPER report attached which is copied from Dr. Pate]’s file
on WR. It shows that Dr. Patel had this KASPER information when he prepared
his justification for his prescribing subsequent to my consultation and to the
investigator’s feedback to Dr. Patel. The annotations on it are mihe to help study it.
Unless I am misreading the KASPER analysis shows that lorazepam (whloh is the-
“twin sister of Xenax”) was filled illegally too earIv 19 tunes dmng the sPan
from622 2013 through4 17 2@14 , _ _

"‘Sametlmes we say that a prescnptlon cannot be ﬁlled “because itis 3 days foo
early” o “s 2 days too early”. Pharmacies won't fill prescriptions that they Imow |

- ara to0 early unless the physician euthorizes it, In that Sense; this patzent filled

- therr prescriptions an astounding 352 days too ear}y over this span of time, In’ fact,'
- they filled their prescription less times legally than they filled it llsgally. How
many of those early refills were filled or not at Dr. Patel’s ingistence by telephone
“with the pharmacist [ .do not Kknow. It is perplemg to me that the phazmacy(les)
filled so ma:ay early reﬁ]js 7 .

- P&armacle:s only fﬂled pre crxpﬁons When due ) be filled 21% of the tzme
" According to my ¢ caleulations from KASPER , they filled prescriptions orﬂy 5 -
times legalfy but 19 tzmes illegally, 352 days of illegel “too early” refills fora -
‘medicine that, accordmcr to KASPER records, was to be teken three titnes a day
: puts 1,056 pllls (puts 3 per day times 352 days) ilegelly into the hands of the
: paﬁ&nt which zre unaccounted for. It is posmble the patient was seﬂmg them on the ‘
. street or taking more than prescmbed As T said o my original note on the case of
WB, carly refills are somstimes necessary. It should be documented in a chart tha.t

' this was ‘dons and Why, Buf this level of earEy reﬁl};s Is egregious in. my opmmn .

based upon thé records I was given. |
Please, check over my. caleulations and analysis to be sure I didn’tslipup | -
- somshow. It seemns unbeheva.ble to me that there were such a large number of early | a
. -reﬁlls One refill for the controBed drub, Iomzspam, was fij‘led on the same .
a day as another reﬁﬂ for Ierazepam _ S "




Ll

That brings me to a second point. WB was filling refills at multiple pharmacies, ,
a breach of HR1, which Dr. Patel has a respensibility to monitor and did not. The
duplicate fill ori same day at two different pharmacies suggests that the patient was
clearly aware they were doing wrong and was attempting to get away with it.

Based upon this deeper look, my prior opinioms are unchanged, I (hink that
the degree of Dr. Patel’s failure In the case of WB is more grave than I had
opined. It would be worse if Dr. Patel actually knew the patient was doing this, but
it is still disturbing ifhe did not know the pafient was doing this when HRB1
mandates that physicians watch for this kind of 1llegal action. This is one of those
cases Where as ‘fhey say, “he knew or should have known”. :

o Patlent SG

. The counsel letter reply defends thai “The paTlBIlt H&P was done .. endisin the )
"EMR.” : : . : : x

I scotirad’ the ohalt that I was given on SG again and I see nothing of this. There are
soms self-administered “My Depression Quiz” forms. There is a self-administered
., inteke form ‘with medical and demographic informetion. I assume that they are not .
intimating that these scant bits constitute an adequats initial medical-psychiatric =~ -
evaluation. Based on the file of SG thatI have I stand bv my orlmai comment of
physmzan fazlure : .

 The cbanges Dr Paiel relates that he made late | in} the game and Whlc:h he says he ,' -
will do in the future are'all nice and good, but mumerous medical violations
- happened in this and other cases. T only rendsr ¢ opinions on what took place ﬁ“om

" analysis of what the records I have be provided say happened. What mﬁgatmg
circumstances are to be taken info cohsideration is nof in my purview as a o
consultant. It 15 the functlon of the Medical Licensure Board to take ‘what 1t daems '

o _. , proper mto con51derat10n in ma.kmg the:r declsions asl understand it

_Sm;:e;ely, o |

StephenCoxMD -
:KBML consultant /Psychlatry




COMMONWEALTH OF KENTUCKY
BOARD OF MEDICAL LICENSURE WO T4 9B
CASE NO. 1625

IN RE: THE LICENSE TO PRACTICE MEDICINE IN THE COMMONWEALTH OF
KENTUCKY HELD BY SHARAD C. PATEL, M.D., LICENSE NO. 20851,
1506 BRISTOL COURT, ELIZABETHTOWN, KENTUCKY 42701

COMPLAINT

Comes now the Complainant Randel C. Gibson, D.O., Chair of the Kentucky
Board of Medical Licensure’s Inquiry Panel B, and on behalf of the Panel which met on
November 20, 2014, states for its Complaint against the licensee, SHARAD C. PATEL,
"~ M.D, as follows:

1. At all relevant times, Sharad C. Patel, M.D., was licensed by the Board to practice
medicine within the Commonwealth of Kentucky.

2. The licensee’s medical specialty is Psychiatry.

3. On March 8, 1999, the licensee ﬂled with the Board an Amended Letter of
Agreement, which he executed on March 5, 1999. Condition One (1} of the
Amended Letter of Agreement specified: “Physician shall fully maintain a
contractual relationship with the Impaired Physician Committee and abide by all
conditions placed upon him by the Iﬁpaired Physician Committee.”

4.. On March 16, the licensee verbaﬂy notified a Board Investigator that he desired to
convert his license fo inaciive status and that he intended to diséontinue his
relationship with the Kentucky Physicians Health Foundation (“the Foundation™).
In a Memorandum to the Board’s Inquiry Panel B, dated March 22, 2000, the

investigator notified the Board of this information.



5.

In a letter dated March 17, 2000, Burns M. Brady, M.D., Medical Director of the
Foundation, confirmed a telephone conversation he had with the licensee. In his
letter, a copy of which was received by the Board on March 21, 2000, Dr. Brady
stated, “As T understand if, you [the licensee] are not going to renew your
Kentucky medical license at this time and would like to discontinue your
relationship with [the Foundation].” Seeking rconﬁrmation of his understanding,
Dr. Brady further stated in same: “I look forward to your response and if I have
not heard from you within 14 days of your receipt of this letter, then I will assume
this establishes for our records and for the Kentucky Board of Medical Licensure
that you are discontinuing your relationship with this organization.”
Given these circumstances, the Panel required the licensee to enter into an Agreed
Order of Surrender, which he did and which was filed on June 9, 2000. He had
not practiced medicine in the Commonwealth since that time.
At its July 2002 meeting, the Panel considered the licensee’s request to resume
the active practice of medicine. 'The Panel deferred any action until the licensee
completed a clinical skills assessmennt at the Center for Personalized Education for
Physicians (CPEP).
The licensee completed that assessment January 27-28, 2003. The Assessment
Report included f.he tfollowing findings:
A. Medical Knowledge
During this Assessment, Dr. Patel’s medical knowledge was fairly broad
but it lacked depth and was not current. He was aware of the general initial
psychiatric assessment process including the mental status examination.
However, he omitted important historical areas and lacked necessary details

and clarity on the mental status exam. He was knowledgeable about
substance abuse issues as well as pain management and psychiatric treatiment



in workman’s compensation patients. He accurately assessed suicidal and
homicidal risk. His level of knowledge of the civil commitment process was
adequate, although it lacked detajl. He demonstrated a general knowledge of
anxiety, psychotic, and personality disorders but it lacked depth. Dr. Patel’s
diagnosis of mood disorders was unacceptable. His knowledge of
psychotropic medications including antidepressants, antipsychotics, and mood
stabilizers was incomplete and not current. His differential diagnosis did not
always reflect the most likely possibilities. Dr. Patel was not well-versed in
the DSM IV-R categories of the mood disorders. Dr. Patel’s diagnostic and
assessment skills lacked sufficient detail and completeness. :

B. Clinical Reasoning

Overall, Dr. Patel’s clinical reasoning was inconsistent. One consultant
thought that, based on the few charts reviewed, Dr. Patel’s clinical decision-
making was adequate. Another consultant noted that Dr. Patel provided an
adequate account of the issues from a drug overdose patient and a workman’s
compensation injury. Dr. Patel demonstrated flexibility in his ability to
modify his management strategies based on changes in the patient’s clinical
course; however, his approach to pharmacology was more rigid.

Many of Dr. Patel’s stated management strategies were reasonable; he did
not apply these principles to the actual patient cases reviewed. This included
use of mood stabilization in bipolar disorder and use of informed consent. He
ordered laboratory tests and developed treatment plans that were not
supported by the diagnostic possibilities. Dr. Patel’s differential diagnosis did
not always reflect the facts of the case. He occasionally assigned a diagnosis
without sufficient clinical data, in confrary to the patient’s clinical
- presentation, or without integrating important social issues. His follow-up
recommendations did not always correlate with the clinical status and needs of
the patient. Dr. Patel did not have an organized theory of psychopathology
upon which to guide his prescription for non-pharmacclogic-psychiatric
treatments.

C. Communication

Dr. Patel’s communication skiils with the Simulated Patients were
adequate but his skills were weak due to the time since he left practice. He
demonstrated the core skills needed to be an effective communicator. He
- asked open-ended questions, listened without interruption, made effective use
of summary statements, and had good eye contact. With practice his
interactions became more conversational. Iis initial attempts at rapport were
difficult but these improved over the course of the interview. He sometimes
contused the patients by changing his line of questioning too quickly and
without the use of transition statements. He did not provide patient education.
Iis interactions with the peer consultants were acceptable.



D. Documentation

Dr. Patel’s documentation skills were inadequate. His intake assessments
were organized. His documentation of the mental status exams was
acceptable. He provided a reasonable accounting of the patient’s clinical
progress. However, there was no documentation of medication side effects,
reasons for psychotherapy or cognitive behavior therapy, or explanations for
changes in medications. Dr. Patel did not document all patient encounters
with an appropriate note. His management strategies were not consistently
reflected in the chart.  He did not record a formal diagnosis of PTSD in a
patient he was treating for this disorder. He did not enumerate manic or
depressive symptoms in a bipolar patient. He did not provide a clear plan of
action in some cases. Comments about psychosocial issues were brief and
general. The notes generated during the CPEP Assessment were unorganized

- and lacked any detail about his clinical thought processes. His treatment plans
were vague.

CPEP recommended that Dr. Patel participate in structured, individualized
Education Im:ervention to address the identified areas of need, and noted that such
an intervention would likely require significant time and effort.

9. Afler reviewing the report, the Panel voted to defer action until Dr. Patel had
obtained an Educational Plan from CPEP and presented it to the Panel for review.
The licensee obtained an Educational Intervention Education Plan from CPEP in
July 2006 and it was considered by the Panel at its October 19, 2006 meeting.

10. The parties entered into an Agreed Order of Indefinite Restriction on November
7, 2006. Conditions 2d and 2e of that Agreed Order provided:

d. The licensee SHALL fully comply with the directives of Phase [
of CPEP’s Education Plan, which is attached and incorporated in
full, by reference, into this Agreed Order of Indefinite

Restriction. Even under the direct supervision of the Supervising
Physician, the licensee may only perform those acts and
procedures specificaily detailed in Phase I of the Education Plan;

e. The licensee SHALL NOT proceed to or perform any act under
Phase I of the CPEP Education Plan, unless and until approved

to do so by the Panel by Amended Agreed Order of Indefinite
Restriction.
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12.

Both the licensee and CPEP have advised the Panel that, due to circumstances
beyond the licensee’s control, he has been unable to complete Phase I of the
Education Plan, because of CPEP’s lack of ability to properly evaluate the
licensee’s completion of that Phase. CPEP and the licensee have tried to develop
an aitemative means of evaluating the licensee’s completion of Phase I
However, to date, they have been unable to implement an evaluation process
which would provide CPEP with the level of assurance necessary to recommend
his transition to Phase Il of the Education Plan. Part of the difficulty in
formulating and implementing an alternative evaluation process has been the
perceived requirement to obtain the Panel’s approval of a specific alternative
Phase I evaluation process before it is implemented. In order to facilitate this
process, the Panel has determined to delegate the authority to CPEP to develop
and implement an alternative evaluation process for Phase 1.

In their Point of Care Education and Evaluation Report for Fuly 2009, CPEP
reported:

Dr. Patel successfully completed this simulated patient exercise. CPEP
recommends that he progress to Phase 1I of his Education Plan. Dr. Patel should
notify CPEP of his intent to reactivaie his Education Plan and engage in
educational activities, starting with Phase IL.

Dr. Patel will need to identify a qualified preceptor to work with him for
the duration of Phase 1. Because there has been a lengthy delay for Dr. Patel to
begin Phase II of his Plan, it will be important that he participate in the
educational activities in a timely manner. Therefore, if he has not already begun a
preceptor search, Dr. Patel is encouraged to do so immediately. CPEP
recommends that he submit the preceptor candidate’s curriculum vitae within 15

days of reactivating his Plan (date to be determined). CPEP also recommends that
Dr. Patel carefully review his Plan prior to initiating Phase II.



I3.

14.

At .the Panel’s October 15, 2009 meeting, when they took up the Iicensee;s
request tQ modify his Amended Agreed Order of Indefinite Restriction, James. T.
Jennings, M.D., Medical Director, Kentucky Physicians’ Health Foundation,
asked the Panel to consider terminating Condition 2h, based upon the length of
the licensee’s involvement with the Foundatién and the primary focus of the
present Amended Agreed Order.

Following his statement to CPEP staff that he would also like to pursue the
possibility of practicing in an in-patient setting, CPEP conducted an Addendum
Assessment on April 8-9, 2010. In their report, CPEP made the following
findings and recommendations:

Medical Knowledge:
¢ Psychopharmacology: especially newer agents:
o Available dose forms and typical dosing of Depakote;
o Dosing of Risperdal and Risperdal Consta;
o Atypical antipsychotics:
= Blackbox warning: risk of death in elderly patienis
treated with antipsychotics;
o Familiarity with the use of drugs used to treat Alzheimer’s
dementia, such as acetylcholinesterase inhibitors;
o Drug interactions: Depakote and Lamictal;
o Risk of polycystic ovarian syndrome with Depakote;
c Pregnancy categories: nomenclature;
s Bipolar disorder:
' o Treatment of psychotic mania;
o Treatment of bipolar depression, including:
= Treatment of refractory bipolar depression;
= Knowledge of drugs to be avoided because they can
destabilize the patient and lead to mania or a mixed
state (stimulants, antidepressants);
e [ull understanding of the risk factors for completed suicide;
s Obsessive-compulsive disorder: :

o Pharmacologic management: lack of effectiveness of
benzodiazepines; options to augment SSRIs in treating
0OCD;

» Substance abuse:
o Alcoholism:



= Role of Antabuse;

Current perspectives on controlled drinking;

= Disadvantages of benzodiazepines in the
rehabilitating alcoholic (as opposed to in acute
withdrawal); _ '

o Opioid abuse: advantages and disadvantages of the three
main treatment options of Suboxone, methadone, and
abstinence;

e Personality disorders:

o General knowledge;

o Narcissistic personality D/O: psychodynamic explanation;

o Sociopathic personality disorder: psychodynamic
underpinnings; '

o Borderline personality disorder: see psychotherapy, below;

e Psychotherapy:

o OCD: fuller understanding of important components of the
therapy;

o Dialectical behavioral therapy for bordetline personality
disorder and chronic self-harm/mutilation;

e Reasons for self-mutilation in psychiatric patients;

e Procedures for administering involuntary medications;

¢ Electroconvulsive therapy: body of evidence indicating that ECT
can lead to long-term retrograde memory loss;

e Obstructive sleep apnea: as a comorbidity, medical complications
and risks. '

Clinical Judgment and Reasoning:
¢ Balance between the role of testing (laboratory and psychological)
and clinical assessment and judgment;
s Awareness and recognition of one’s tdiosyncratic approaches that
are not supported by literature, with a goal to examine the evidence
in those instances. '

Implications for Education and Other Interventions:
Based on the findings of the Second Assessment Addendum, the following
educational recommendations should be completed if Dr. Patel includes
inpatient care in his scope of practice:

¢ Point of Care Experience: Dr. Patel should participate in an
inpatient clinical experience to provide the necessary supervision
required as he addresses the areas of demonstrated nsed in
inpatient psychiatry. The experience would be designed fo allow
appropriately graduated levels of independence. ,
o Dr.Patel should initially have all cases reviewed with a
preceptor prior to initiation of treatment;



o He should practice in a setting where he would have the
availability of immediate consultation with another
attending on the inpatient psychiatric ward.

» Educational Preceptor: Dr. Patel should establish a relationship
with an experienced educational preceptor in psychiatry, with
experience in inpatient care. This involves regularly scheduled
meetings to review cases and documentation, discuss decisions
related to those cases, review specific topics, and make plans for
future learning. '

e Continuing Medical Education and Self-Study: Dr. Patel should
engage in continuing medical education courses and self-study
which include, but are not limited to, the topics indicated in areas
of demonstrated need.

15. At the Board’s request, CPEP staff also identified the following learning
objectives of Phase Il of the original Education Plan that still need to be addressed

by the licensee:

LEARNING OBJECTIVES Il - IV: INCOMPLETE (“I”)

ItI, To improve clinical decision-making in the following areas: I
1. Consistent application of medical knowledge; I
2. Organized, detailed, comprehensive, and integrated approach to I

diagnostic evaluation that includes differential diagnoses;
3. Development of comprehensive and integrative treatment plans for an I

adequately wide range of psychiatric diagnoses; these plans should
include documentation of the patient’s progress;

4. Consideration of medication management options; . I

5. Application of psychopathology. 1

Preceptor Meetings and Chart Reviews — Not Initiated
For more information, see Education Plan.

IV: To improve patient care decumentation, specifically: i
1. Organized and complete chart components, including flow sheets; I
2. Consistently organized, detatled and complete notes, that include but I

not limited to the following elements:
a. Presenting complaint; I
b. Psychiatric history; I
¢. Family and social history; I
d. Mental status exam; I




e. Differential and final diagnoses;

f. Detailed treatment plans;

~ g. Patient/family education;

h. Consultant reports/communications;

1. Testing;

j. Detailed clinical reasoning;

ot | Pt ] b | ] | |t

3. Consistent documentation of all patient encounters.

Dr. Patel attended the Patient Care Documentation Seminar (Seminar) in December
2006. The AMD will monitor Dr. Patel’s documentation to determine if he should
attend the Seminar again, or if his educational needs would be sufficiently addressed
if he enrolled in the follow-up component to the December 2006 Seminar.

V. To monitor physician-patient communications; I

1. Effective core communication skills. I

Dr. Patel completed reading The Medical Interview as recommended in his Education
Plan. This objective should be addressed with the Preceptor during Phase IL

VI. To determine a plan to maintain current standards within the field I
of psychiatry.

16. On April 28, 2011, the licensee entered into a Fourth Amended Agreed Order.
The relevant term of that order is 2g, which states:

The licensee SHALL SUCCESSFULLY become re-certified by the
American Board of Psychiatry and Neurclogy within two calendar years
of the date of filing of this Fourth Amended Agreed Order.

17. On January 6, 2014, the licensee appeared before the Panel when it reviewed a
report of non-compliance, as the licensee had not become recertified by the
American Board of Psychiatry and Neurolog‘j. The Panel deferred action and
gave the licensee two options to address his non-compliance: (1) either complete
the appeals process with the American Board of Psychiatry and Neurology for
recertification and present their official resolution to the Panel, or (2) submit to a

CPEP Post-Education Evaluation and present those results for review by the

Panel.




18.

19.

20.

As of the Paﬁel meeting on Névember 20, .2014, the licensee had neither
completed the appeals process and presented the official resolution to the Panel
nor submitted to a CPEP Post-Education Evaluation and presented those results to
the Panel.

In February 2014, the Board reccived a grievance filed by Patient A, who
described an incident in which the licensee offered fo prescribe additional narcotic
drugs if he was provided with a discount on a new Toyota Avalon. Patient A was
a salesman for Toyota at the time. Patient A stated that he did assist the licensee
in purchasing the Toyota Avalon, and that about a week later the licensee called
the patient stating he had damaged the car but did not have insurance on it. Patient
A stafed that the licensee asked him fo change dates on the paperwork and say
that the car was damaged in the car lot. Patient A declined the request. Patient A
stated that a few weeks later, the licensee called him upset about his bill from
Toyota. Patient A explained that the bill was higher due to the licensee’s purchase
of $4000 worth of additional services and products, and the licensee seemed
upset. Patient A stated that about a week later, a police officer approached Patient
A at work, interrogating Patient A about stealing the licensee’s prescription pad.
Patient A’s employment was subsequently terminated. Subsequently, Pafient A
was .notiﬁed by the licensee’s office that they would be increasing the costs of his
appointment.

During an interview with Board investigator Steve Manley, Patient A stated that

the licensee was the only physician he could find to prescribe him Subutex instead

10



21

22,

23,

24,

of Suboxone, because Suboxone was out of the patient’s financial reach. Patient A

did not have health insurance and paid cash for his appointmients and medications.

. On March 28, 2014, Patient A sent a fax to the Board wherein he stéted his desire

to withdraw the grievance he filed against the licensee. The fax was sent from the
licensee’s office.

On April 1, 2014, the licensee responded in writing to the grievance filed by
Patient A. The licensee admitted that he provided the licensee’s name to the
police in connection with a missing prescription pad. The licensee acknowledged
that he later found the “missing” prescription pad under the seat in his car. The
licensee stated “As far as the nonsense about buying a car from the complainant
and committing fraud as charged by the complainant, is concerned, I have no
knowlédge of it.”

In an intervigw with Board investigator Steve Manley, Kathy McGubbins, sales
manager at the Toyota business in Elizabethtown, conftrmed that she did
terminate Patient A’s employment after the police interviewed him regarding the
licensee’s missing prescription pad. She further confirmed that the licensee did
purchase a vehicle from Patient A at inveice price with $4000 worth of additional
services and pro&ucts. She stated that Patient A never had an inappropriate drug
test and at no time did she find him to be dishonest, even when it was to his
detrirnent,

During an investigation with Board investigator Steve Manley, Officer Elam with
the Elizabethtown Police Department confirmed that the licensee contacted the

police department and reported that his prescription pads had been stolen and that

11



he suspected Patient A was the thief. Officer Elam stated that a few days later, the

licensee’s office employees contacted the police to report that the prescription

pads had been located in the licensee’s car.

25. Within four weeks of receiving the grievance from Patient A, a second grievance

was received from the guardian of Patient B, who was concerned about the

diagnosis given to her brother by the licensee. The grievant stated that her brother

has previously been diagnosed as schizophrenic by several other psychiatrists and

it is documented in his medical history, but the licensee diagnosed him as bipolar.

26. On April 1, 2014, the licensee responded in writing to the grievance submitted by

the guardian of Patient B. The licensee defended his diagnosis of Patient B.

27. Based upon these two grievances, a request was made to the Office of the

Inspector General, Division of Audits and Investigations (“OIG”) to review the

licensee’s prescribing habits.

28. On or about April 29, 2014, Carrie Gentry, PharmD, RPh, OIG, reviewed and

analyzed the license’s KASPER records (dated April 18, 2013 to April 18, 2014)

and noted several concerns, including:

® @ 8 @

70% of patients received a non-abuse deterrent formulation of
buprenorphine; . :
50% of patients receiving buprenorphine also received a benzodiazepine;
Inappropriate buprenorphine induction/maintenance prescribing based on
KBML Opinion relating to the use of Suboxone and Subutex for the
treatment of Opiate Dependency

Patient use of multiple pharmacies

Patient use of multipie prescribers (including Indiana prescribers)

Early refills of controlled substances based on day supply

Prescribing controlled substances for family

Ms. Gentry identified fourteen (14) of the licensee’s patients for further

iﬁvestigation by the Board.

12



29. A Board consultant reviewed the chart regarding the grievance filed by Patient A
and found the licensee’s treatment and ovéraﬂ care to be below standards of care.
The consultant opined that if Patient A’s allegations are true, the licensec’s
conduct would constitute gross ignorance, gross negligence, and/or gross
incompetence. The consultant found the following problems with the licensee’s
care: unethical or unprofessional cbnduct, false statements, excessive fees, and
prescribing. The consultant stated, in pért:

The minimum standards of practice in Kentucky prohibit a physician from
making a deal to prescribe excessive narcotics for a discount on a car.

The minimum standards of practice in Kentucky prohibit a physician from
lying to the KBML about an investigation.

Regarding prescribing minimal standard of care, I noticed that Patient A
did not fill many days quantity according to KASPER until September 23,
2013. Starting on that date it looks like Patient A started filling 30 day
supplies of Subutex (24mg/day) for the first time, whereas, up until
September 23, he was filling an average of perhaps 9 days at a time with a
high of only 17 days. It was in this Fall of the year that I believed the

“alleged “more pills for a car deal” was to have occurred. On 10/16/2013,
[the licensee] prescribed another 30 day supply unnecessarily a full week
before a new prescription was needed. And, the patient for the first time
filled his prescription at a different drug store. I suspect the original
druggist would not have filled this “too early” prescription.

...1 see no chart evidence of KASPERs being checked on Patient A. The
minimum standard of practice in Kentucky is to check KASPERs for
patients on Schedule II drugs or stronger.

The Board consultant’s report is attached and incorporated herein in its entirety.

~ 30. The Board consultant reviewed Patient B’s chart regarding the grievance filed by

Patient B’s guardian. The consultant found the licensee’s diagnosis to be below

minimum standards in diagnosis and borderline overall. The consultant stated, in

part:

13



[The licensee’s] next to last sentence in his response is concerning to me

though. “...and seemed to have been stable for a few years.” [The

licensee] has a right as a clinician to come to his own opinion, based on

his clinical judgment. However, in the same letter to KBML, he implied to

the KBML that he read the “mammoth” “several hundred pages” of
medical records. It appears that he did not read that “mammoth filed” of
records from the Veterans Hospital. In these records are more than a half a

dozen mental health professionals who gave witness to the patient’s

delusions and strange experiences at most encounters over a few years. In

fact, on only one encounter, in Owensboro, did [Patient B] have no
psychotic expressions. So, sometimes [Patient B] looked OK, but at most

hospitalizations he was obviously overtly delusional.

...IThe licensee] implies in his letter that he did examine [the records]
later. But if he did examine them as he stated he did, why would he
disregard the opinions of more than half a dozen mental health personnel,
and the family’s opinion, and history of delusions? And how could he, in
truth state, “...and seemed to have been stable for a few years,” referring
to this same time period from 2008-2012 during which time the patient
was documented to be frankly delusional? Regarding medical diagnosis,
either not reading medical records or disregarding the opinions of so many
colleagues and of the family without explanation is not wise medical
diagnosis strategy.

The Board consultant’s report is attached and incorporated herein in its entirety.
31. The Board consuitant reviewed fourteen (14) of the licensee’s patient charts and
found the following:

» the licensee did engage in conduct which departed from or failed to
conform to prevailing medical practice standards within the
Commonwealth of Kentucky;

¢ the licensee did commit a pattern of acts, during the course of his medical
practice, which under the attended circumstances, would be deemed to be
gross negligence;

s the licensee’s practice of medicine did constitute a danger to the health
and safety of his patients; . :

o the licensee did prescribe a controlled medication for use of or by his
immediate family;

s the licensee did prescribe medicines in other than appropriate amounts for
the disorders he was treating by, in more than one patient, authorizing
early refills for them on more than one occasion without documental
clinical justification for the increased level of dosage dispensed.

The Board consultant’s report is attached and incorporated herein in its entirety.
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32.

On or about August 5, 2014, the licensee responded in wiﬁng, through counsel,

to the Board consultant’s findings. The licensee responded in general and

33.

34,

35.

36

spéciﬁcally to comments by the consultant on each pétient, disagreeing with the
consultant’s findings.
The licensee’s response was provided to the Board’s consultant. On or about
August 31, 2014, the Board’s consuitant stated that “many of the counsel’s -
explanations state facts that are not in the record.” With regard to Patient C, the
consultant stated, “Based upon this deeper look, my opinions are unchanged. [
think that the degree of [the licensee’s] failure in the case of Patient C is more
grave than T had opined.”
On or about November 20, 2014 the Board’s Inquiry Panel B determined that the
licensee’s practices place his patients and the public at risk and in danger. As a
result, the licensee was suspended from the practice of medicine in the
Commonwealth of Kentucky pending resolution of this Complaint.
By his conduct, the licensee has viclated KRS 311.595(9) [as illustrated by KRS
311.597 (1)(c), (1)(d), (3), and (4)], KRS 311.595(12), and KRS 311.595 (13).
Accordingly, legal grounds exist for disciplinery action against his Kentucky
medical license. |
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.
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37. NOTICE IS HEREBY GIVEN that a hearing on this Complaint is scheduled for
March 23-25, 2013, at 9:00 a.rﬁ., Eastern Standard Time, at the Kentucky Board
of Medical Licensure, Hurstbourne Office Pérk, 310 Whittington Parkway, Suite
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 SHARAD C. PATEL, M.D.

This gﬁday of November, 2014.
Cordot (oo

RANDEL C. GIBSON, D.O.
CHAIR, INQUIRY PANEL B

CERTIFICATE OF SERVICE

I certify that the original of this Complaint was delivered to Mr. Michael S.
Rodman, Executive Director, Kentucky Board of Medical Licensure, 310 Whiftington
Parkway, Suite 1B, Louisville, Kentucky 40222; a copy was mailed to Thomas J.
Hellmann, Esq., 415 West Main Street, P.O. Box 676, Frankfort, Kentucky 40602-0676;
and copies were mailed via certified mail refurn-receipt requested to the licensee, Sharad
C. Patel, M.D., 1506 Bristol Court, Elizabethtown, Kentucky, 42701 and his counsel,
Marc S, Mu_ﬁihy, 400 West Market Street, Suite 1800, Louisville, Kentucky 40202-3352,

on this A4 day of November, 2014. _

Sard Farmer

Assistant General Counsel

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

Tel. (502) 429-7150
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KENTUCKY BOARD OF MEDICAL LICENSURE

BEXPERT REVIEW WOR&SPEEL
(Please type)

Case No._noge listed Patient Name

Expert’s Name Stephen Cox

1. Brief description of symptom, dx and course of treatment:

. Narrative:

Tlus is an Gdd comp}amt It was submﬂ‘ted in writing with o'reat clarity and passion in

. February 2014, ouly to be wrthdrawn hurriedly on March 78 2814 without sufficient

" explanation to make one feel at ease. Seems fishy. Dr. Patel’s respensa to the comp;amt ¥as
dated 3 days after the campiamt was withdrawa.. : :

' T‘he patient who compiamed 15 a h&rom marcatlc adchct and btpolar chsarder persen Whﬂ

~ saw Dr. Patel for treztment. He alleged in Fune 2013 Dr. Patel offered to prescnbe higher

* deses of narcotics in exchange for a financial break on & new car. He said the dector spent
the patient’s sessions (paid for by the patient) talking about the car detzils. In the Fall of
2013, he says Dr, Patel bonght the car from patient and the discounts were arranged. Dr.

* Patel was angry accarding to the patiext when he got his first bill from Toy ota, it bemg

] : A wWe GmPs . id the police came where B,

was emp]ayed and arrested him with great show for stealing Dr. Patel’s prés crzptmn pad

- whieh resulied in¥ ' bemg fired. Dr. Patel’s sffice raised{j

.. 2nd bitled kim for fees' ] was ncat in agreement with, Dr, Patel fmmd ks n:ussmﬂ' :
.. preseription pads unde.r Ius car seat thaty ‘2§ accused of stea}_mcr :

g acc&sed Br. Paiel of pot seeing people that he prescx Lbes medzcatmn ta, he
aceuses hixm ef hirmg people he gives drugs to. He said he ma.mpul.ﬁ:es peaple :

“He said he had audm recardmﬁs of E:Vfdence of Dr Patel admlttmcr what he h d
said he could pr&ve Dr Pafel purehased the ve}ncEe and ieveracred it agains




Medical records

A review of records shows a neat, well-kept record. There are initial
evaluations, progress nofes in good order, There is a record of prescriptions writfen. The
progress notes are typical of today’s EMR records with copy and paste sentences that
repeat verbatim in many progress notes. There are relevant sentenees too that indicate
doctor s individual treatment at many of these visits, which is 2 good thing.

The dose of Subutex preseribed fo Jherein addicuon was commonly three of
the mayimum strength doses per day, that is a total of 24mg/day, (max dose permst‘ed =
32mg )3 : -

10 com tue with Dr. Patel, assrxllming Dr. Patel will allow him to d $0. .

- Caﬂ you for:n an oplmon‘?

% are trus or

YES. AEI of fhzs depencis on whether the a!legauons from . :
gations are factual,

. not I, for the remainder of this repon‘: am assummg ‘tha al
‘ which may or. not be s0. : .

Based on your ba:kgromld and e*’penemce and review of all mf&rmatmn provzded yea, 2nd
‘assuming that the treatment as documented was prcnded can you form an opinion as to

" whether the care rendered by the care provider, mcludmg diagnogis, treatment or record
. keeping, deparfed from or failed to conform to the minimal standards of aceep table and

' prevz.zlmg medlcal practace {in the medmal cammu}wijf at Iarge)‘?

_;X - Yes, Tcan \ form an o pmmn
' -No, [ cannot form an opinion.
I need meore information (specify):




3. What Is your opinion? Please use the definitions-below as “guidelines” to be
nged in defining standard of practice. You are not limited to these guidelines in
forpzing your opinion, but please sfafe your own additionzl criteria if applicable.

2. Diagrosis. Evalnation of a medical preblem using meals such as Eist—ary,
physical examination, laboratory, and radiographic stndies, when applieable.

Below minimum standards
X Within minimom standards

b. Treatment. Use of medications and other modatities based on generally |
accepted and appreved indications, with proper precautions to avoid adverse
physical reactions, habimation or addicfion. : :

_YL___ ' Beluw minimum stapdards
“’ithm minimum standards

S .Recn r&s

' Mamtenance af records W}uch shouid cuntam at 2 minivimm, the
fellowing: (1) appropriate history and ph ysical and/or mental ezamma‘mn o
~ for the pafient’s chief complamt relevant to the physician’s specialty; (2) .
resulfs of diagnostic tests (when mdlcated), (3) a worling diagnesis; (4) notes
on tregtment(s) mdertaken; (5) 2 record by date of all prescriptions for '
drugs, with asmes of medications, strengths , d{}saﬁes, qnmﬁty, and na:ube?
- of refifls; and (6) arecord of blﬂmgs -

. Below ninimwm standards
. X - Vithin minimum stzndards ]

d. Overall Gp'mimm Based oﬁ the fofegéing, what -is your, 'eﬁferal.l opinion? '.

X - Clearly below minimum standar&s (Lf aﬂegatmns are true)
' Clearly within minimumm stzmdards : .
Borderhne Case . '

S S Gross Ignarance, Gross Nebhgence, Gross Incompetence [f Fou mmud t&tat
- this physician did pot meet the minfmom standards of care in treafing a
- __paflen‘:(s), did you also conclude that agy of these departures from ihe :
. minimum standards of care were so serfous that you éonsider them to exhibit .
gross 1gmaranca, gross ne:ghgence, :md!or gross mcompetence on the '



physician’s part. If “yes,” please identify cach of these instances, elassify i#
appropriately and explzain your reasoning in reaching that conehuston(s).

- 11 “yes,” please also mdicate whether you found a patéern of gross igno range,
gross neghigence and/or gross incompetence in this physician’s practice 2s
evidenced by the records reviewed and explain your conclusion(s).

Yes, if allegations zre true,

, 4 .-(.}ther qu'e-sﬁ-c}né from the:Medical Board (igriore if 'l‘gismk):

: I saw no problems in:
. = MENTAL OR PHYSICAL CONBITION
" s MEDICAL NECESSITY
o "DEPENDENCY :
» GROSSLY IMPROBABLE CLAIMS
e SU_BSTANDARD CARE :

R alle’:raﬁons are facmal Tsee the I&Hﬁ*m_ncr prsblems in this cage:
e UNETH[CAL OR UNPROFESSIORAL CONDUC 1 :

¢ FALSE STATEMENTS - =~ . _

e EXCESSIVE FEES (T he 30% increase rate) Ly

@ PRESCRIBH*IG - ‘

-5 Expxam your oplmen If you, opmed that pracﬁce was below minimum standard
... Tor any of the above reasons, state the correct minimal standard of practice NOTE:
It is not sufiicient fo say “I would have..., or I would have ot .7, you should be
‘able to testify that “the minimal standard of practice in the medical cemmumty at
lerge would be ta...”) Use extra sheets as necessary to mglam yem' apmmn and
cgmplete this- report. . : _

- The minimum standards of pracuce i Kentucky prohlblt a physician from making a deal '-
o prescribe excessxve narcm‘zcs for & dlscounf omacar. . S

. The minimum standards of practme n Kenmcky prnhtbrt a phvs:cxan fmm Iymv fo f:he
KBN[L about an mvestlgatmn ‘ _ : ,

t




b did neot F11

. Regerding preseribing minimal standard of care, I noticed that
many days guantity zceording to Kasper until Sept 23,2013,
Starting on that date it looks Iie started fiing 30 day supplies of Subutex
(24mg/day) for the first {fme, whereas, np until September 23, he was filling an average of
perhaps ¢ days at 2 time with a high of only 17 ays. It was in this Fall of the year that I
belicve the alleged “more pills for a car deal” was to have occnrred. On 10/16/2013 Dr.

Patel prescribed another :»{l day supply unnecessarily a full week before a new preseription
was needed. And, the patient for the first time filled his preséription at a different drug
store. I suspect the original druggist would not have filled this “t0 early” prescr:ptwn

. The minimuam stgndard of practxce in Kentucky is to write prescrxpﬁmns Su ch that patisnts
de not double up on narcotic pills, having t twice as many 23 needed and intended.

1 see no chart evidence of Kaspér s being checked o B The minimum standard
of practice in Kentucky is to check Kaspers for pat[em:s on Schedule IT drugs or stronver

. 6 4 you determme from your review that the physzc,lan has fz:ded t0 meet the
_stapdard of acceptable pracﬁcﬂ ina specLﬁc area(s), please AnSwer the followmg

questmns as wellr .
: a. Is it your opinion ﬂ‘lﬂ.‘t the st:mdard of pmcﬁce violations you kave id&ntlﬁ&d

may be addressed by the Beard in an orderly process, extending over some
period of ﬂme (6 months o 2-3 years) tb.rouuh reme{ilal edneation and

_ tkeaining, and subsequent m&mtarmcr by the Baard - Bg
or, o N
Arethe vmiatmns sf such 2 nature that the Bcard mﬂst act mmechata{y to
‘restrict of suspend the doctor’s Heense 1o protect patients or the pubkic from
) mmunent danger?. Yes, if the allegations in the complaint are factnal

B If y{m mswered that the Board must act immediately to avoid Immment '-
- danger, please identsy the fmrminent dapger mvehmd and exampges of the
- leatmns that create such a danger. . .

, ———— : o
~ fthe allegations in the complaint are ;acmal, &angerous controfled drugs are af rlsk c}f o
harmv pafients or strest drag users Who purchase such pﬂls :




That concludes my comments of my opinions, f failed to observe some part of g
record that concermns you, please bring it to my attention,

Thank you for what you do.

Aristotle pointed out in his Nicomacean Ethics. “For this good is the same for the
individual and the state, yet the good of the state sesms a grander and more perfact
thing both to attain and to secure; and glad as orre would be to do this servics for a
single individual, tc do it for apebpﬁe, and for & number of states Is nobler and more
divine.” 7 ' '

Thus, what you and the Board does, and to étiny‘degree what [ do, is "good”. ltisan
honor to serve the Commonwealth o review these records and o express my clinical
opinion, for what it's worth, to 3551st the KBML in securing our state physac:tans
prac’aces of medicme : :

Respactily, - B S
- | / y rﬁ"é-'
4.16.14 . tephen CGXIVED

" Date of Review : N Szgnature of Expert .




KENTUCKY BOARD OF MEDICAL LICENSURE

FX_PERT RJJIEW WORKSHBET B

(Please type)
Czse No._none listed Patient Name
Expert’'s Nama : Stenhe;l Cox

1. Bnef descr 1pt1em of symptom, dx and comrse Gf treatment:
K a.r_ratrve.

| D_eér "l_nvéstig'a’sor Lg:iwis,; | '

iy B was 2 long distance truck driver. Then a local driver. Then
- unamployed. He was struck by a metor vehicle while walking to another town o

" jook for work. His leg was fractured. He was taken fo the hospital and treated
10/5/08. A GOHSUE‘Emg psychiatrist who saw him deemsd him fo be men tally il as
per the VAH § impression of- dnagncszs, but no hai!ucmmons or deius#ons werg

mamfestatthetma ) el

Be’ro re that injury he was treated atVAH in 2008 for psychiatr:c del asssons, buﬁ ' -
~ since not deemed dangerous he was cﬁzsmzssed to nen‘éal heaith cutpaﬁent ' o

| foﬂow-up

. Then he recewed much dragnosf c and treatment work at the VAH in Lomsvzfie KY
o in 201& and 2012. He carried a diagnosis of psychosis consestenﬁy, but the -
- detafls were debated and uncertain as fo the specific diagnosis. Mestfy, he .
seemed thought to be schizophrenic; but bipolar was mentionéed every fime as a
. possible diagnesis, Oddly, he was never treated with Lithium or méds like
- 'Depakote for bipolar disorder, It seemed that Risperdal sutted his sym ptoms and
. conpisance the best. Geodon failed. He usually quit medicine more than took i
- when feft to his responsibility. For&unatefy for hzm his s;stﬂr or daughﬁnr -
o supervise hls med&cat!on : L : '

His symp‘oms over u"sese 4 ycars as dei:aﬂed in the VAH records mcluded
“recurring delusiohs of snake(s) in his body that occasicmaﬂy would’ appear,
. headiess, once coming out his mouth when he fried to kiss his wife (Freudian for
- surel} or as a more modest worm coming out of his face. Additionalty, he had
. grandiosé delusions that he had been shot three times when three years old, that
' '.he constructed his fi rst aircraft at age B years, that he was. to work for a




manufacturar like Lockheed as an aireraft enginser, and that his deagg'}ed pﬁane

was used in Vistnam.
He was admitied to one of these hcspnahzaucns after a fight mih his son inlaw

and threatening fo hit grandson with a bat and choke him.

He was never known o have auditory haliucinations. Scbtzop‘nremcs guite
commonfy ha\m vo;ces ot him. : '

His mood was, when abmrma{ most oféen angry, tvpical for bipciar His mother
was said to have the same behaviors, .

Some of Dr. Patel's records are puzziing. There is 2 page of dates and wtal signs.
it issts tates down the column for visits of: :

o 10/6/2013
- {0/M5/13 , S
_.- 226013, {probab:y 2!2512014} e

I on[y s22 one cEimcai note for th is 4 month time s pan “seen by Linda
- Pickering seen on 08 October 2013%. The same note'was “e!ecﬁromcaE%y :
' s&gnad by: Dr. Sharad Pate[ KD stgned on lhursday 27 Feb 2014. 1 cannot ﬁnd .
any notes from Dr. Patel for 10!09f1 3 or 10/15/13. This onis note appears to
Rave boen finished at the date of 2/26/13 (At the present tima and over the -
past 4 manihs, this patient’s merital status has besn sfable. ”} So, this only
‘note in the chart for a cass that lists three visis; and if seems to have been
done very recent to the compiamt which was dated almost the same day.
. There appear to be no doctor notes writfen earfier than the day before the
'_—campiamt over the 4 months of care. Thisis irreguiar There should be a- _
. progress note for the three visits dated on the days of care. One wonders if Dr.
Patei 'S evaluatnon was wrztﬁen in response to the compiamt '

The sister who t}ied the compiamt da L@d the rc:[Eowmg day 2[2?[2014 Wa
guardxan

- The s:st,r, m her comp!amt was pnrzurbad that Dr Pqtel in has evaluziion d{d not
- agreewith the VAH dostors. Dr. Pate] felt that o
) share ﬁhat zmpress:on myseh' ravoring b;polar . :s&rd r. '

" The family s frustrata-d wsth Dr. Patei s ctmcaf zmpressron and opmzon which
they do not agree with whatsoever. These women are astonished and dismayed

< at being dismissed by Dr. Patel. They do not feel Dr. Patel is listening to them. Dr,
* Patel implies that at that time there was fittle reason for concern about the patient
retummg to work drmng trucks HES impresswn remamed these were” taH taies”




not symptoms and signs of iness, He belisved the patient was “fully CGI“ED-‘*PT‘:'E”‘
~ conseguently t‘lere wWas No head for Gurmue—d guardianship. That alerms the
family.

cO piamt respohse lefter dismisses the ,amgﬁys history. Br. Patel
belisves Baccount and expiansiions. Dr. Patel did a ihomugh mental

status exammahon which checked out fine.,

His next fo East séntence in his respense is concerning fo me though. “...and
seemed to have been stable for a fow yaars.” '

Dr. Patel has a right as a clinician to come to his own opmsdh based on hz;
clinical judgment. However, in the same letter to KBML, he implied 1o the KBML
that he read the “mammoth ”“severa[ hundred pages” of medrc:al rec:ords

ot appears that he did not read that “mammoth file”of records from the Veterans =
Hospital. In these records are more than a half dozen mental health prafessmna!s :
- who-gave wstness to the patlent’s defusions and strange experzences at most -

en ‘ounters over a few ygars. In fact, on only one encounter, in Owensboro, did
&y have no psychotic exprass;ons So, somefimes,  looked OK,

but at most hospitaEizatlons he was obwous{y w~rtiy deEus;o ] o

These elecironic madacai raccrds are hurr;biy dgrrﬁcuit to sxamine. There are
- pages and pages of useless boflerplate, and then there will he one litde secton |
* that contains critical information thatf is sasily overlooked. It took me 3 % hours o .
© examine these records and fake netss. Thera Is lite way for a busy practitionsr |
toseea paf:;ent ARD thorough!y go e::amme greater than 200 pages of c&mpu..er
_ prmtout at the same vzs:t. :

Dr. Pa‘&ei implies in hrs leﬁer that he CiEd examine them la’cer But sf he dad sxamine
them as he stated he did, why would be disregard the opinions of more than haff
' a dozen mental health personnei and the family’s opinion, and history of
delussons‘? And how could he, in trzzth state, “...and seamed © have heen stabje
for a few years”, referring to this same time peraod from 2008-2012 during whlch
__'é:ma ﬁhe pattent was documented to be frankty deEussonaI’? o .
_ Regardmg medical d;agncszs, enﬁher nof reacing | ﬁedscai records or cstsregzrtﬁlng
“the opinions of sSo ‘many ce!ieagues and of the ramsfy Whhout e}:p!anaugon is nc-t
' wzse med;cal cizagnoszs sfrategy ' .

2. Can you form an opinion? -




YES

Rased on your baekground and experience and review of all information provided you, and
assuming that the trestment as documented was provided, can you form an opinion as £o
whether the care rendered by the care provider, including dizgnosis, treatmrent or record
keeping, departed from or failed o conform to the mintmal stendards of auceptahle and
pre f‘aﬂ_.ng me&zcal practice (fa the médical comumunity at large)?

A Yes, I can form an opfaion.
INo, I capmot form an opiniom.
I need more information (specify):




3 What is your opimion? Please use the definitions below as. “gumidelines” to be
used in defining siapdard of practice. Y ou are not limited fo these guidelines in
forming your opimion, but please state your own additienal eriteria if apphiesble.

2. Diagmosis. Evaination of 2 medical problem usimg means sach as history,
physical exzminalion, laboratory, and radiographic studies, when appleable, -

S Below minimum standards
Within minimum standards

b. Treatment. Use of medications and ofier modalities based on geperally
accepted and approved indications, with proper precautions to zvoid adverse
physical reactions, habitnation or addiction. .

: . Below minimunr standards -
_ X - Vithin minimum standards

c. Records.
Maintemanee of records which shomld contain, at e minimom, the:
 Tollowing: (1) approprizate history and physical and/or mental examination
- for the patient’s chief complaint relévant to the physmxan s specizlty; (2)
,'r_suh‘:s of dizgnestic tests (when indicated); (3) 2 working dizgnesis; (£) notes
- on treatment(s) wndertaken; (5) a record by date of all prescriptions for -
© drogs, with mames of medicafions, S‘Lreno‘ths dosaﬁes, qnznt.rty, apd mlmber -
Gfreﬂ}ls ard (@areeard aszﬁim ' - - B

Beiﬂw minimmem standards
X o Wlt}lm mininmrem stmldards

- d. Overall OPmm B. Based on the fnrecvom g, Wh!af: is your overall opinion? -

Clearly below n:ummum standards
' Clearly within minimum staudards .
_____X;____; Berderhne Case e

e Gruss Ignorance, Gr&ss Nechgence, Gross Incampewuc&. Ef y&u fonmi that
 this ghysmmn did not meet the minimnm standards of care in treating a .
- patient(s), did you also conclude that any of these departures from the

' minimusm standards of éare were so sérjeus that you consider them to exhibit

f gross 1g:noranc gross necfhgence, and}’ur grass mcompefence on the : ‘




plrysician’s part, 5 “ves,” pLﬂase identify each of these instances, classify it
appropmmely and af:plzm y@ur reasoning in reaching that conciusmm{s)

If “yes,” please 2lso indgicate whether you found a pattern of g“&ss Ignoranee,
gross neglizence and/or gross incempetence in this physician’s practiee as
evidenced by the records reviewed and explain your conclusion(s).

No.

4. Other questions from the Medical Board (igaore if blank):

- Isaw no problems in: co

. PRESCRIBING

- MENTAL OR PHY SICAL CONDI'HON ‘

- MEDICAL NECESSITY
DEPENDENCY
EXCESSIVE FEES .

- GROSSLY IMPROBABLE CLAIMS S
URETHICAL OR UNE‘ROEESSEGNAL CONDUCT
FALSE STATEMENTS - - ' '
SUBSTANDARD CARE [apart Emm the comeerns menﬁemed alsewhﬁre n ﬁus d&cumentj

5 Er.plam yeur opmmm If yon opined that. practme wWas balaw minimum stznd&rd
for. any. of the shove reasans, ‘'state the correct minimal standard ﬂf practice (NOTE: ..
Hisnot sufficient to say “I would have..., or[ Wauld have net...”, youshould be
able to testify that “the minimal standard of praetice in the medlcal commtszy a:. '
'~ large wonid be to.. ) Use extra sheets as necessary o explam your cpmmn and -
cemplete this reporf; ‘ : S :

:_ Mere aﬁeﬂﬁaﬂ ta hls‘é@ry t&kmg sh@ulei be d@ﬁe in f:hzs one
“case hy the dect@r, reading all records and taking serio tzsiy
other prefessmnals Gmﬂmm as weﬂ as the famﬂjf S, Wheﬂaer

ﬁ:tey be W@mea ormot.




6. If yvou determine from your review that the physician bas faifled fo meef the
standard of accepizble practice ip a specific area(s), pleass angwer the foﬂdwing
guestions as well: ' ' .
&. Is it your opinien that the stamdard of practice viclations you have idenfified
may be addressed by the Board in an erderly procsss, extending ever some. -
_period of time (6 months {0 2-3 years) through remedial education and

training, and subsequeﬂt mﬂnitﬂring by the Board. E—ES

Or, :
Are the violations of snch a naﬁzzre that the Board must act immediately-to
_ restrict or suspend the doctor’s license to protect pa‘ﬂents or the public from

Immmont dancrer‘? NO

" Not app[iqable ‘

b. If you answered that the Bosrd must act immediately to svoid imminent -
_ damnger, please identify the hmminent danger mveived and examples of the’
nelatmns f:ﬁat create such o danger,

. . Ithink ﬂus patient should have a seeend Gpﬁi@ﬂ |
| E)‘jf aﬂaﬂzer psychmtmst soom. o Lo

-That ccnchdes my commenta oimy opmwns i fatled to obsawe some parf oy a . .
rec;ord tha’t concemns you please bring it fo my atﬁentjon ST :

+ Thank you or what you do.

* Aristotle pointed out in hlS Nloomacean Ethrc:s "For thIS good is tha same for the
individual and the state, yet the good of the state seems a grander and more perfect |
'thmg both fo attain and to secure; and glad as one would be to do this samce for a
single lndmdua[ i do ftfora people and fora number of states 13 nobler and more

- divine.”




‘Thus, what you and the Board does, and to a tiny degres what | do, iz “oood”. It is an
honor to serve the Commonweaahi to review these tecords and 1o exprass my dlinical
opinion, for what it's worth, to assist the KBML in securing our state physicians’
practices of medicine. S :

Respectfully, o % /

4.15.14_ : Stephen Cox MD

Date of Review Stgnatare of Experi




Smphem Michael Cox, I

' Fune 22,2014

- KBEML Hlﬁstbome Cffice Park
310 Whittington Parkway 1B
Louisvﬂle XY 40222 '

" RE: Sharad Patel, MD
| Athl Invastigator Stephen Manley
Dear Imfestlgatc}r Ma:uley |

" As Iwas msmlcted by the KBML Irewewed these 14 charts of Dr. Patel’
patients, his fa:mﬂy member, and Kasper reports of some of these same 14

* patients that you sent in a separate file. In that file there were Kaspar reports '

- of other Pate] pai:ients that were not of the 14 patlents Iwasto I‘S‘VT ew. 1
B retumed those Kasper repc}rts un—rewewei Taddress here your mqtmy

PEESCREBIN G

_ _In my chmcal oplmen, Dr. Sha.rad C Ptel d};d engage in conduct which
departed from or failed to. conform to prevalhng mechcal practlce standards

= ' ,Wiﬁ:lm fhe Cgmmonwealth of Kentucky

In IOy C chmoal opmlon Dr Sharad c. Patel did cc-mnnt 2 pa‘tem of acts
during the cotrrse of his medical practice, which under the a‘tendant
ou‘cumstances Would be deemed to be grc;ss neghge;nce B

o In my chmcal opition, Dr Sharad C. Patel’s praf*ttce of medlcme Eﬁd |
o ‘constﬂ:ate a dangar to the hea'cth and safety of his patlenrs .




]

I did mot find any instance, in this review of these 14 patients, where Dr,
Sharad C. Patel made, or caused to be made, or aided or abetted in the
making of a false statement in any document executed in comectmn with
the practice of the mﬂdlcal pmfesszon

In these 14 chart reviews, in my clinical opinion, Dr. Sharad C. Patel did not
prescribe or dispense medication with the intent or knowledge that the
medicine would be used or was likely to be used other then medicinally or
other than for an accepted therapeutic purpose.

In my clinical opinion, Dr. Sharad C. Patel did not prescribe or dispense
‘controlled medication for use by himself; however, he did preseribe a
- coxtrolled medication for use of or of his immediate family, Dimpi Patel |
* (11/6/2013 prescription for'Adderall 7.5 mg #90. No refill.). There is no
' clitical chart apart from three pages listing the prescription dated at the
"botiom of the page May16, 2014. I think this date was after the KBML
investigated Dr. Patel. Beside the fact thaf there is no adequate medical
* record for this patient, it is not permitted by the KBML to prescribe - |
"controlled substances to one’s own kin, at least that is my understandnig_ '_

o my chmcal oplmon, Dr Sharad C Patel ﬁid prescrzbe med,}cmes n
" _other tham approprizte amounts for the disorders that he was trea’u_nb by,

* in more than one patient, aﬂtherlzmg early refills for them on more than
- oneocecasion Withmit decmentmg cgmcal j&sﬁﬁcaﬁau for the mcreased o
_ ler:I of dosage dlspensed. - :

I fmmd that Dr. Sharad C Patel engaged in ccmduct Which .
- departed from the standards of aoceptad end prevallmg medical practlce
- Wlthm Kentucky : o | ,

Addi‘aﬁﬂal remarks

Regard}nc your mqmry 111’:0 prescrzbmb g&ﬁerms of Dr Sharad Patel ,7

i 'T*jfpe of contreﬂed substance o . S o
= Ofthe 14 cases reviewed the majonty were prescnbed narcotics. Other L o
- confrolled druos prescnbed were. phetammes for attenhon deﬁcit cﬁsorder o
o and benzoélazepmes for an}ﬂety ' .




Quantity prescribed: - |
Month supplies were usually dispensed. In one patient, and it is unclear
from the record, a 90 day supply may have been dispensad.

Freguency: '
The doses and frequency cof doses were In line with FDA guldelmes One

male patient was prescribéd the maximum dose of narcotic on his first visit.
Several patients were given early refills and no consideration was made in
several such cases to delay filling of the next prescription. Many of these
patients filled that prescription at a different drug store. A violation of their
HB1 drug contract they were supposed to have with Dr. Patel. Sometimes
such a contract was on file, other times, one was not on file. Exceptin one

* case I saw no documentation that Dr. Patel took action to dismiss a patient
- fromhis practice for vztolaﬁng the poly drug store prohibition of FIB1. All

. this changes an eas:ly refill” into possible double dosing, appromately,

- erhout documented reasons in the chart that I could ﬁni :

Dr Patel’s daraﬁan af treatment with canﬁ-oﬂad snbstances was
 seemingly to be chronic. My opinion is confined t0 his narcotic
prescriptions. Rightly or wrongly, it appears to-me that the olemmg

~ majority préscribers of Subozone, and the like, bave no real intention of

tapering off the patients: Ftis oft mertioned at the onset of treatment but I
- have yet to ever see a case whers it happsped. So, Dr. Patel’s appearance of
. chronic nardotic provision is not umusual; it seems to be ‘rhe sfandard of

' practlce of his Kenmcky pesrs in that ﬁeld | " ,

LI dld nﬂf notlce any mstances of oﬁﬁce dzspensmg cf controlled substances

SUBSTANDARD CARE

In my opmmnj Dr. Patel 5 prescnbmg deﬁclencles addressed above do
.. comstitute sabstandard care, but I saw nothing else in examination of thase
L 14 charts in othsr areas, All probiems were addressed in the abOVe section.




I

review of these 14 records, I found no evidence of failures to concern the
KBML in the following areas that you asked me to comlder
MENTAL OR PHYSICAL CONDITION
MEDICAL NECESSITY '
DEPENDENCY
EXCESSIVE FEES
GROSSLY IMPROBABLE CLATMS
UNETEICAL AND PROFESSIONAL CGNDUCI‘
FALSE STATEMENTS

SUMMARY OF EACH OF THE 14 INDIVIDUAL CHARTS: _'
_ 5 P _

This i is, I zgsume, a first de,c_rree relatwe of Dr, PaLel Adderall 7 5me, a mﬂd
dose, was prescribed by Dr. Patel, #00 nills. :

There was virtually nio chart. No evaluaﬁon, no Kasper, no dm ere

- gereen. Allthe HB 1 regs Were esséntially violated, .

L KBl\iL Consqita:zt opimion: Unac_ceptablc clinical practice. -

-BB»C

Kas*per on 4/ 10/ 14 shows muitmle drug stores ba.n,c: usedfor Dr. Patel’s

- prescriptions without chart comment. There is only one other Kasper on

5/22/14. ® is noticeable that the dates of the Kaspers were perhans - ©

. subsequent to KBMT contacting Dr. Patel. Arhphetamnines and

- benzodiarepines were showing up on toxicology tests as early as 6/14/13.

. Amphetamines gnd benzodtaze;vmes and {i oxvcodone/’oxv~momhme or -
" buprenorphine) positive on urine tosts 8/20/13 and on 10/13/13, The
- presence of amnhetamme was not addresses tntil April 2014 .

- Benzodlazeumes were positive in many drug screens without comment that T ‘
' ‘could find in the chart. Some progress notes were “cut and paste” fragments

C that repeated 1dentlcally, visitto visit, whether they made sense temporally

‘or not (This “cit and paste” is becoming so widespread with the EMR thatit

o iy sadly; the new,’ “current standard of pracﬁoa and Wﬂl not be counted

o 'KBMZL Consultant Opmlt}ﬂ Unaccepfabfe c}ﬂucal practace -

against Dr. Patel in forming i my- opiniorL). -




th

MB

Tacks “S,0,A” in most SOAP progress notes. Very acceptable otherwise.
- The patient was terminated due to violation of patient HB1 contract.
KBML Consultant epimion: Acceptable clinical practice.

- W B

This patient was not on narcotics, Dr. Patel performed and recorded an
exemplary initial evatuation H&P. The progress notes in this case wers -
much better than Dr. Patel’s usuzl. In the narcotic cases there was more
often than not a lack of anv clinical contemporary substance except for vital
siens (O) and pill details (P). no S.0.A.P. details otherwise. It appeared that
Dr. Patel does a much better job with non-narcotic cases like this one, But

-then T discovered tbai in lookmg at Kaspers, Dr. Patel authorized early reﬁlls' f :

, repeatedly and the patient went to different drue stores to £l such. Barly
- refills are necessary on oceasion. Pills can really actually be stolen. Doses -
- sometimes nesd o be increased for good clinical cause. Documentation of
 the réason why an early refill was made needs to be logeed intd the record
when possible. Sometimes such legitimate reasons arise when the doctor is.
. awezy from the office, ili =t home, or ot night or.on the weekend. Qccasiona]l
slin tos to remember 1o log it m the chart the next working dav ars
U:nderstandable However in none of Dr. Patel’s 14 charts pulled for this
' investigation did I see an explanation for an carlv refill or for increasing
" dosages: Doing this is immortant for even non-controlled medicine, and more -
g0 _for the semi-controlled amphetamines and benzodiazepines, and is -
extremely fmportant for heavily controlled narcotics like Subutex and -
bunrenomhmc which are MUCIHL more addlctzve than amnhetammes aud
-benros. ' :
EBNBL Comsmitam GPHHGI}; Uﬂacceptable chmc.;l pracfzce 7

)

Adequate to supenor chmcal record except for deﬁczencxes Df _
- .No mention I could find 6f a Kasper. No drug screen that I could find. No .
- documen’faimn of customeary care of the pafent Jen-April 2014, Specifically, .

" progress (SOAP) notes from 2/2/14 to 4128/ 14 Were mzsqmr—: everythmg
except vital signs and pill details. A

. _ KBML Comsrﬂf:ant epmmn Unacceptab}e chmcal pracnce




D

This patient’s record started off supﬁp' orly. But then the chart details rm,
afoul of HB1 regulations,; e.g., I could find no drug screens even thouch the
patient 15 on narcotics. In March to the end of April one vear, Dr. Patel
authorized early refills with no documented reason for same. except fora -
natient penned note written after the KBML investiostion commenced
commendine Dr, Patel] (T think for the KBML). She was allesing that her
pills had been stolen. The patient was filling prescriptions attwo different _
drug stores. A violstion that Dr. Patel either ignored or did not notice on his
HB1 periodic reviews of Kaspers. Not surprising. as there wes a single

K asper in the record and it was dated after, I think, the KBI\{[L mvesticratlon
commenced, 4/29/14. . :
KBML Conszﬂtant opmnon Unacceptable chmcal pracfncn

'TD

Thls patzent has a masswe chart to rewew of I estrmate) graater Than 5 OO
pages (ugh).
- The H&Pis goori Thare isa photo ID. There ars to*x_lmlooy labs There & are
- HBI contracts with patient. There are only two Kasper reports I found on -
. 8/6/12 and ome on 5/12/14( afer the investication of Dr. Patel started I
“ think). Thisis a viclation of HBl toron a patient on controﬂed drugs from
4/2/12 untl April 2014 with only one Kasper request. The majority of the
Drogress notes are OK alihoui there Were some Wlth onlv vﬁ:al smns aud
I detected subsri:andard Drascnbmg of narcofics. For example ona Kasper on

B Nov13.13 the patient filled a prescription for Suboxone for a dispensed

-amouxt sufficient for 38 days according to Xasper (I calculate to Dee 21 -

o 2013} ‘But only 13 days Iater, on 11/26/13, buprenorphine is prescribed too |

. which would, by itself last § davys per Kasper. This Drescrmtlon was flled st .

- a different drug store suspiciously. This goes on the rest of the calendar year |
" There is 0o note explaining this prescribing pattem that T could find butitis

2 500+ page chart and is no particular order. This parti cular Kasper was
~ from the KBML, not from Dr. Patel’s chart copy. It was dated 57/12/14 and I
. gather thatis after the investigation of Dr. Patel was underway. .

) .KBML Cansnltam apimnn Unacceptable chmcal practlce. _




SG

This was a patient on narcotics for back pain. Overall, Dr. Patel’s
management here was not up to the minimum standard of care. Deficient in:
no H&P, only 1 or two drug screens (one was In chart and I found a second
one filed m a different Dr. Patel patient chart while reviewing that

" chart later.). There are only two Kaspers, both are dated after the KRML
investigation started, I think 2014, May S&14. HB1 regs. say Kaspers are to
be checked contemporaneousty with care, not just after the KBML
Investigates a complaint. No HB 1 drug contract was found. Progress notes
are for the most part incomplete, usually with nothing except vital signs and

. pill details of name strength directions and quantity dispensed.

KBML Consultant opxmem. Unacceytable chmcal practice

'-LH

I have never operated a Suboxone chmc but, rt was dlS‘tLII‘leC' fo me Lba’c Dr
Patel’s first preseriptien for this Datzent was for Suboxone 8 mg three a day
#60 aceording fo the Kasper, This 24 me is the maximum dose, If there was
titration done, there Is no documentation of such. Another place in his record

- sueeest the direction of tse was only 8mg per day. But that would make the
©dispensed amournt a 90 day sunnly which I think would be zn excessive -
" pumaber of pills for a narcotic addict to be oiven af a sinele visit. Rither WY

it is improper in v opinion. The madeq*a..te DI‘G,O_“I‘E:SS notes are merely vital
" signs and a list of pills. ' _

KBML Cans&ltant Gpmiﬁﬁ. Umacceptable ckmc&l E:rractaee




oo

L W-H

This record has no nitial eveluation by Dr. Patel that I could find. There There are
multiple doctors preseribing controlled drigs and the pafient is Slline at
multiple drug stores. There was an accidentzl not suicide gverdoss on
narcotics I think before Dr. Pate] started treating her. Tt was on Haloween,
2013, According to Kasper, on Valentines Day 2014 the patient Alled a Dr.
Patel prescription ofa 30 day supply of Suboxone 8/2 to take ii/day. COnly 3
days later he prescribed rore buprenorphine, 8mge to take one a day snother
30 dav supply. So, at that point she stll possessed abomt 27 davs of her first
narcofic prescription AND she has a thitty day bottle of more narcotic at the
same time. Why? No netes to explain the dose increase are on file. Also
lpattent changed dmg stores to fil the double prescrmtu:rn for her SO%

 fact that the patient was usmg muattiple drug stores which Dr Patel 1s
- supposed to look for when reviewing Kasper reports Denodlcallv No urmn
.tOX screens were seen as mandated by HBE T
' KBPIL C@mitamf opzmoﬂ Umacceptable CIIEIC@I pwracmce.

T{J'

ThJs paﬁent was hota Barcotzc replacement case. She had pust partum -
bipoler and ADHD, There is a fine H&P, a photo ID, a HB1 contract, and & -

very good progress note. Some progress notes were deficient as in other
cherts, consisting of only vital- signs and a pills list. There was no Kasper.

~zud no labwork. Dr. Patel appears to do much better work when his patient

~ is not a narcotic addict, but a general psychiatric case. But, unforfunately, in
© . this case the lack of wroper DrORTess notes and lack ofa Kasneus hls '

downfall. :
KBMCL Caasultant epmon- Unacceptabie ehmcal pmcﬁce

"'IL

This man was managed for narcotic problems T]:xst chart was a,}l jumbled up.
and out of order but that does not count in my opzmon The problem hereis
~ thatthere is 1o HBI ordared Kasper remrt request nsa Datlent bem_ '

. prescribed opiates. - o
KBML Consnlfant opmmn U}xaccep*able chmcal practzce




LM

ATl was well with this case except Dr. Patel a‘LI’EbOT‘lZIRE early refills with noy
documented justification. Progress notes were good except for ons on
4/28/14 which lacked substance for SOA parts of SOAP. If Dr. Patel had

' documented & reasonable canse f{}r authorizing early refills, this chart would
pass. Buf he did not. ' o :
KBML Consultant opinion: Unaceceptable clinical practice.

HW

Good chart except for no drug Screens, 1o concurrent Kasper reports No

-HB]1 drug contract, poor progress notes — madequate and too bnef , _;ust vital
signs and pills. =~ . :
KBI%’_EL Comsultaﬂt apmmn Unaccapi‘ab}e chmcal pract'ace

- That concludes my remaﬂs on 14 IDleldLlEi patlent oha:f’c IBVIBWS :
Iffailed to obserVe some part of a record that oc}ncems you, pleasa bnmr tio
- my aifention. _ B

' Respectfu]iy, |

tephen COX I\f£D




-~ Aug 31,2014

@ML Hurstboume Ofﬁoe Park
310 Whittington Parkway 1B

| L_omsvﬂle KY 4_0’722

RE: Sharad Paiel MD

o Attu Imfestlgai@r Stephen MSIﬂBY

: Dea.r Investlgator Maniey

o ThlS is my t}urd Ietter to the Board I‘BD’aIdan this physmzan You have asked me -
- this time to respond to Dr. Patel’s comments related tbrout,h b_s counsel Stztes &
h Harbzson ina Ietter dated Aug 5;2014 1o the KBML : , S

I Wﬁl say at the begmnmg that the oomments do not chancre my prewously statﬂd '
o OPII]_IOB.S Wblch I based upon medlcal records the KBML sant tome. .- :

- AMany of the counsel’s explanaﬁcns state facts tha‘t are not in the record; Aﬂ

example of this is the lengthﬂy sxplanation of patient TD's history. Much of that is
- notin the record. If it were in the record, that might be different or might hot. Iam

. not in a position to take into COILSLd&I‘&tLOll stich information not in the récord 5 50 far -

©aslamto lmderstand. That perogatlve is, as I understand if, up to the Baard of ’

‘Llcensmre not up to me




- Two cases do need specific comment:
. Patient WB -

I am glad that Dr. Patel’s attorney pointed this WB patient out to the KBMIL.,
* Because of their comments, I requested the file again and I took a second look to
see if I needad to correct myself. '

Plezse examine the K_A_SPER report attached which is copied from Dr. Patel’s file
on W, It shows that Dr. Patel had this KASPER information when he prepared
his justification for his prescribing subseqguent to my consnitation end to the
investigator’s feedback to Dr. Patel. The annotations on it are mife to help study it.
- Unless I am misreading the KASPER  analysis shows that lorazepam (Whlch is the-

‘twm sister of Xanax™) was filled fllegally too earlv 19 times durmg the spau '
'*ﬁ‘omSZE 2013 through4 17. 2014 . o

B Someﬁmes W say that a prascrlptmn ca:mlot be ﬁ]led “because itis 3 days too A

ke early” or “is 2 days too early”. Pharmacies won't A1l prescmptzons that they know

© are too early unless the physicizn eufhorizes it In that sense, this patient filled

their prescriptions an astounding 352 days too early over this span of time, Tn fact,”

- they filled their prescription less times legelly than they filled it fllegally. How

- meny af those early refills were filled or not at Dr. Patel’s insistence by telephoné
with the pharmacist I do not know, Itis purplemg to me that the pha:macy(les)
flled so many eazly reﬁﬁs o : . _

- P&armacxes only ﬁﬂed presbrlpﬁons wrhen due to be ﬁﬂed 21% of the time.
~ According to my- ca}culaﬁons from KASPER they filied prescriptions cmly 5.
‘times legalfy but19 times Hlegally, 352 days of illegal “too early™ refills fora
“medicine that, actording to KASPER records, was to be taken thres tiines & day
puts 1,056 pills (puts 3 per day titmes 3 52 days) Hegelly into the hands of the

patient which are unaccounted for. It is possible the patient was selling them on the o

. street or taking more than prescnbed As T said in'my ordginal note on the case of

- -WB, early refills are somstimes necessary It should be dooumanted inachart that .
~this was dcﬁe and Wh}’ Buf this level of early reﬁﬂs I ecrregmus in my opmon o
“based uwpon the recards I was given. , :

- Please, check over my. calculatlons and analysm to be sure I dxdn t th ip o
.- somehow. It-seems unbehevable to me that there were sucha large number of sarly '
. ~reﬁﬂs One refill for the controlled drﬂb, Iorazepam was filled Ol the same

- -day as aﬁother reﬁll for Iorazepam . ‘ .




That brings me to a second point, WB was filling refilis at multiple pharmacies, ,
a breach of HIB1, which Dr. Patel has a responsibility to monitor and did not, The
duplicate fill or same day at two different pharmacies suggests that the patient was
clearly aware they were doing wrong and, was etternpting to get away with 1t

Based upon this deeper iaok, my prior opinions are unchanged, I think that
the degree of Pr. Patel’s faflure in the case of WB is more grave than I had
opined. It would be worse if Dr. Patel actually knew the patisnt was doing this, but
it is still disturbing ifhe did not know the patient was doing this when FB1
mandates that physicians watch for this kind of illegal action. This i3 one of those
cases Where as they say, “he knew or should have known”, :

o Patzent SG

| The coua:sel letter reply defends ﬁlat “ The patlent H&P was done and isin tbe _

I scoursd the chart th.ai 1 was given on SG again and I see noﬂzmcr of this, ’I‘here are
some self-administered “My Depression Quiz” forms. There is & self-administered -

; j, intake form with mechcal and demograpblc mformatlon I assume that they arenot .

‘intimating that these scant bits constitute an adequate inftial medical-psychiatric
" evaluaticn. Based on the file of SG thatI have I stand b‘v my onmnal comment of o
DhVSlClE:Il fazlure L : '

- The chajjges Dr Pafefrelétes that he madé Jate in'the gaj:ﬁé and which he says he -

‘will doin the futureare all nice and good, but mumerous medlcal violations _
" happened in this and other cases. I only render opinions on what fock place from

" -analysis of what the records I have be prowded say happened ‘What mmgaimg

- circumstances are 1o bs taken into consideration is not in my purview as a :
~ consultant. Tt is the fimetion.of the Medlca.l Licensure Board to take what it deems "
. proper, I:ﬂto cons1de:railoz in ma]gng their declslons asl Understand It

Smc_:erely, N

- | Stephen Cox MD ‘
_ _KBML cons'ultant /PS}TCh_lEIiI‘jT




FILED OF REcORp

COMMONWEALTH OF KENTUCKY APR 28 5
BOARD OF MEDICAL LICENSURE 201
CASE NO. 741 KEML

IN RE: THE LICENSE TO PRACTICE MEDICINE IN THE COMMONWEALTH OF
KENTUCKY HELD BY SHARAD C. PATEL, M.D., LICENSE NO. 20851,
1506 BRISTOL COURT, ELIZABETHTOWN, KENTUCKY 42701

FOURTH AMENDED AGREED ORDER

Come now the Kentucky Board of Medical Licensure (hereafter “the Board”),
acting by and through its Inquiry Panel B, and Sharad C. Patel, M.D., and, based upon the
Panel’s vote to grant the licensee’s request to complete the objectives of the CPEP
Education Plan independently, hereby ENTER INTO the following FOURTH

AMENDED AGREED ORDER:

STIPULATIONS OF EACT
The parties éﬁpulate the following facts, which serve as the factual bases for this
Fourth Amended Agreed Order:

1. At all relevant times, Sharad C. Patel, M.D.,.was licensed by the Board to practice
medicine within the Commonwealth of Kentucky.

2. The licensee’s medical specialty is Psychiatry.

3. On March 8, 1999, the licensee filed with the Board an Amended Letter of
Agreement, which he executed on March 5, 1999. Condition 1 of the Amended
Letter of Agreement specified: “Physician shall fully maintain a contractual
relationship with the Impaired Physician Committee and abide by all conditions
placed upon him by the Impaired Physician Committee.”

4. On March 16, the licensee verbally notified a Board Investigator that he desired to

convert his license to inactive status and that he intended to discontinue his



relationship with the Kentucky Physicians Health Foundation (“the Foundation™).
In 2 Memorandum to the Board’s Inquiry Panel B, dated March 22, 2000, the
investigator notified the Board of this information.

. In a letter, dated March 17, 2000, Burns M. Brady, M.D., Foundation Medical
Director, confirmed a telephone conversation he had with the licensee. In his
letter, a copy of which was received by the Board on March 21, 2000, Dr. Brady
stated, “As I understand it, vou [the licensee] are not going to renew your
Kentucky medical license at this time and would like to discontinue your
relationship with [the Foundation].” Seeking confirmation of his understanding,
Dr. Brady further stated in same: “I look forward to your response and if T have
not heard from you within 14 days of your receipt of this letter, then I will assume
this establishes for our records and for the Kentucky Board of Medical Licensure
that you are discontinuing your relationship with this organization.”

Given these circumstances, the Panel required the licensee to enter into an Agreed
Order of Surrender, which he did and which was filed on June 9, 2000. He has
not practiced medicine in the Commonwealth since that time.

. At its July 2002 meeting, the Panel considered the licensee’s request to resume
the active practice of medicine. The Panel deferred any action until the licensee
completed a clinical skills assessment at the Center for Personalized Education for
Physicians (CPEP).

. The licensee completed that assessment January 27-28, 2003. The Assessment
Report included the following findings:

A. Medical Knowledge



During this Assessment, Dr. Patel’s medical knowledge was fairly broad but it
lacked depth and was not current. He was aware of the general initial
psychiatric assessment process including the mental status examination.
However, he omitted important historical areas and lacked necessary details
and clarity on the mental status exam. He was knowledgeable about
substance abuse issues as well as pain management and psychiatric treatment
in workman’s compensation patients. He accurately assessed suicidal and
homicidal risk. His level of knowledge of the civil commitment process was
adequate, although it lacked detail. He demonstrated a general knowledge of
anxiety, psychotic, and personality disorders but it lacked depth. Dr. Patel’s
diagnosis of mood disorders was unacceptable. His knowledge of
psychotropic medications including antidepressants, antipsychotics, and mood
stabilizers was incomplete and not current. His differential diagnosis did not
always reflect the most likely possibilities. Dr. Patel was not well-versed in
the DSM IV-R categories of the mood disorders. Dr. Patel’s diagnostic and
assessment skills lacked sufficient detail and completeness.

B. Clinical Reasoning

Overall, Dr. Patel’s clinical reasoning was inconsistent. One consultant
thought that, based on the few charts reviewed, Dr. Patel’s clinical decision-
making was adequate. Another consultant noted that Dr. Patel provided an
adequate account of the issues from a drug overdose patient and a workman’s
compensation injury. Dr. Patel demonstrated flexibility in his ability to
modify his management strategies based on changes in the patient’s clinical
course; however, his approach to pharmacology was more rigid.

Many of Dr. Patel’s stated management strategies were reasonable; he did not
apply these principles to the actual patient cases reviewed. This included use
of mood stabilization in bipolar disorder and use of informed consent. He
ordered laboratory tests and developed treatment plans that were not
supported by the diagnostic possibilities. Dr. Patel’s differential diagnosis did
not always reflect the facts of the case. He occasionally assigned a diagnosis
without sufficient clinical data, in contrary to the patient’s clinical
presentation, or without integrating important social issues. His follow-up
recommendations did not always correlate with the clinical status and needs of
the patient. Dr. Patel did not have an organized theory of psychopathology
upon which to guide his prescription for non-pharmacologic-psychiatric
freatments.



C. Communication

Dr. Patel’s communication skills with the Simulated Patients were adequate
but his skills were weak due to the time since he left practice. He
demonstrated the core skills needed to be an effective communicator. He
asked open-ended questions, listened without interruption, made effective use
of summary statements, and had good eye contact. With practice his
interactions became more conversational. His initial attempts at rapport were
difficult but these improved over the course of the interview. He sometimes
confused the patients by changing his line of questioning too quickly and
without the use of transition statements. He did not provide patient education.
His interactions with the peer consultants were acceptable.

D. Documentation

Dr. Patel’s documentation skills were inadequate. His intake assessments -
were organized. His documentation of the mental status exams was
acceptable. He provided a reasonable accounting of the patient’s clinical
progress. However, there was no documentation of medication side effects,
reasons for psychotherapy or cognitive behavior therapy, or explanations for
changes in medications. Dr. Patel did not document all patient encounters
with an appropriate note. His management strategies were not consistently
reflected in the chart. He did not record a formal diagnosis of PTSDina -
patient he was treating for this disorder. He did not enumerate manic or
depressive symptoms in a bipolar patient. He did not provide a clear plan of
action in some cases. Comments about psychosocial issues were brief and .
general. The notes generated during the CPEP Assessment were unorganized
and lacked any detail about his clinical thought processes. His treatment plans
were vague.

CPEP recommended that Dr. Patel participate in structured, individualized

Education Intervention to address the identified areas of need, and noted that such

an intervention would likely require significant time and effort.

After reviewing the report, the Panel voted to defer action until Dr. Patel had

obtained an Educational Plan from CPEP and presented it to the Panel for review.

The licensee obtained an Educational Intervention Education Plan from CPEP in

Tuly 2006 and it was considered by the Panel at its October 19, 2006 meeting.



10.

11.

12.

The parties entered into an Agreed Order of Indefinite Restriction on November
7,2006. Conditions 2d and 2e of that Agreed Order provided,
d. The licensee SHALL FULLY comply with the directives of
Phase I of CPEP’s Education Plan, which is attached and
incorporated in full, by reference, into this Agreed Order of
Indefinite Restriction. Even under the direct supervision of the
Supervising Physician, the licensee may only perform those acts
and procedures specifically detailed in Phase I of the Education
Plan;
e. The licensee SHALL NOT proceed to or perform any act under
Phase II of the CPEP Education Plan, unless and until approved
to do so by the Panel by Amended Agreed Order of Indefinite
Restriction.
Both the licensee and CPEP have advised the Panel that, due to circumstances
beyond the licensee’s control, he has been unable to complete Phase I of the
Education Plan, because of CPEP’s lack of ability to properly evaluate the
licensee’s completidn of that Phase. CPEP and the licensee have tried to develop
an alternative means of evaluating the licensee’s completion of Phase 1.
However, to date, they have been unable to implement an evaluation process
which would provide CPEP with the level of assurance necessary to recommend
his transition to Phase II of the Education Plan. Part of the difficulty in
formulating and implementing an alternative evaluation process has been the
perceived requirement to obtain the Panel’s approval of a specific alternative
Phase I evaluation process before it is implemented. In order to facilitate this
process, the Panel has determined to delegate the authority to CPEP to develop

and implement an alternative evaluation process for Phase L.

In their Point of Care Education and Evaluation Report for July 2009, CPEP

reported,



13.

14.

Dr. Patel successfully completed this simulated patient exercise. CPEP
recommends that he progress to Phase II of his Education Plan. Dr, Patel should
notify CPEP of his intent to reactivate his Education Plan and engage in
educational activities, starting with Phase II.

Dr. Pate] will need to identify a qualified preceptor to work with him for the
duration of Phase II. Because there has been a lengthy delay for Dr. Patel to
begin Phase 1I of his Plan, it will be important that he participate in the
educational activities in a timely manner. Therefore, if he has not already begun a
preceptor search, Dr. Patel is encouraged to do so immediately. CPEP
recommends that he submit the preceptor candidate’s curriculum vitae within 15
days of reactivating his Plan (date to be determined). CPEP also recommends that
Dr. Patel carefully review his Plan prior to initiating Phase II. ‘

At the Panel’s October 15, 2009 meeting, when they took up the licensee’s.
request to modify his Amended Agreed Order of Indefinite Restriction, James, T.
Jennings, M.D., Medical Director, Kentucky Physicians’ Health Foundation,
asked the Panel to cqnsider terminating Condition 2h, based upon the length of
the licensee’s involvemeﬁt with the Foundaﬁon and the primary focus of the
present Amended Agreed Order.‘

Following his staterﬁént {o CPEP staff that he would also like to pursue the
possibility of practicing in an in-patient setting, CPEP conducted an Addendum
Assessment on April 8-9, 2010. In their report, CPEP made the following
findings and recommendations: |

Medical Knowledge:

e Psychopharmacology: especially newer agents:
o Available does forms and typical dosing of Depakote;
o Dosing of Risperdal and Risperdal Consta;
o Atypical antipsychotics:

» Blackbox warning: risk of death in elderly patients
treated with antipsychotics;
o Familiarity with the use of drugs used to treat Alzheimer’s
dementia, such as acetylcholinesterase inhibitors;

o Drug interactions: Depakote and Lamictal;
o Risk of polycystic ovarian syndrome with Depakote;
o Pregnancy categories: nomenclature;

¢ Bipolar disorder:



o Treatment of psychotic mania;

o Treatment of bipolar depression, including:

»  Treatment of refractory bipolar depression;

»  Knowledge of drugs to be avoided because they can
destabilize the patient and lead to mania or a mixed
state (stimulants, antidepressants);

o [Full understanding of the risk factors for completed suicide;
e Obsessive-compulsive disorder:

o Pharmacologic management: lack of effectiveness of
benzodiazepines; options to augment SSRIs in treating
OCD;

» Substance abuse:

o Alcoholism:

= Role of Antabuse;

= Current perspectives on controlled drinking;

» Disadvantages of benzodiazepines in the
rehabilitating alcoholic (as opposed to in acute
withdrawal),

o Opioid abuse: advantages and disadvaniages of the three
main treatment options of Suboxone, methadone, and
abstinence;

o Personality disorders:

o General knowledge;

o Narcissistic personality D/O: psychodynamic explanation;

o Sociopathic personality disorder: psychodynamic
underpinnings;

o Borderline personality disorder: see psychotherapy, below;

e Psychotherapy:

o OCD: fuller understanding of important components of the
therapy;

o Dialectical behavioral therapy for borderline personality
disorder and chronic self-harm/mutilation;

» Reasons for self-mutilation in psychiatric patients;

e Procedures for administering involuntary medications;

¢ Electroconvulsive therapy: body of evidence indicating that ECT
can lead to long-term retrograde memory loss;

s Obstructive sleep apnea: as a comorbidity, medical complications
and risks.

Clinical Judgment and Reasoning:
o Balance between the role of testing (Iaboratory and psychological)
and clinical assessment and judgment;
e Awareness and recognition of one’s idiosyncratic approaches that
are not supported by literature, with a goal to examine the evidence
in those instances.




111. Implications for Education and Other Interventions

Based on the findings of the Second Assessment Addendum, the following
educational recommendations should be completed if Dr. Patel includes
inpatient care in his scope of practice:

o Point of Care Experience: Dr. Patel should participate in an
inpatient clinical experience to provide the necessary supervision
required as he addresses the areas of demeonstrated need in
inpatient psychiatry. The experience would be designed to allow
appropriately graduated levels of independence.

. o Dr. Patel should initially have all cases reviewed with a
preceptor prior to initiation of treatment;
o He should practice in a setting where he would have the
availability of immediate consultation with another
attending on the inpatient psychiatric ward.

o FEducational Preceptor: Dr. Patel should establish a relationship
with an experienced educational preceptor in psychiatry, with
experience in inpatient care. This involves regularly scheduled
meetings to review cases and documentation, discuss decisions
related to those cases, review specific topics, and make plans for
future learning.

s Continuing Medical Education and Self-Study: Dr. Patel should
engage in continuing medical education courses and self-study
which include, but are not limited to, the topics indicated in areas

of demonstrated need.

15. At the Board’s request, CPEP staff also identified the following learning
objectives of Phase 11 of the original Education Plan that still need to be addressed
by the licensee:

LEARNING OBJECTIVES I -IV: INCOMPLETE (“1”)
IiI. To improve clinical decision-making in the following areas: I

1. Consistent application of medical knowledge;

2. Organized, detailed, comprehensive, and integrated approach to I
diagnostic evaluation that includes differential diagnoses;

3. Development of comprehensive and integrative treatment plans for an I
adequately wide range of psychiatric diagnoses; these plans should
include documentation of the patient’s progress;

4. Consideration of medication management options; I

8




| 5. Application of psychopathology. | 1 —|
Preceptor Meetings and Chart Reviews — Not Initiated
For more information, see Education Plan.

IV: To improve patient care documentation, specifically: I
1. Organized and complete chart components, including flow sheets; I
2. Consistently organized, detailed and complete notes, that include but I

not limited to the following elements:
a. Presenting complaint;
b. Psychiatric history;
¢. Family and social history;
d. Mental status exam;
e. Differential and final diagnoses;
f. Detailed treatment plans;
g. Patient/family education;
h. Consultant reports/communications;
i. Testing;
j. Detailed clinical reasoning;

3. Consistent documentation of all patient encounters. 1
Dr. Patel attended the Patient Care Documentation Seminar (Seminar) in December
2006, the AMD will monitor Dr. Patel’s documentation to determine if he should
attend the Seminar again, or if his educational needs would be sufficiently addressed
if he enrolled in the follow-up component to the December 2006 Seminar.

el ] ] Ll el e ] Rl R ]

V. To monitor physician-patient communications: o I
1. Effective core communication skills. 1
Dr. Patel completed reading The Medical Interview as recommended in his Educatloﬂ

Plan. This objective should be addressed with the Preceptor during Phase II.

V1. To determine a plan to maintain current standaxds within the field 1
of psychiatry.

STIPULATED CONCLUSIONS OF LAW

The parties stipulate the following Conclusions of Law, which serve as the legal
bases for this Fourth Amended Agreed Order:
1. The licensee’s Kentucky medical license is subject to regulation and discipline by
the Board.
2. Based upon the Stipulations of Fact, there were legal grounds for the Board to

impose disciplinary sanctions against his license pursuant to KRS 311.595(13).



The Board did so by requiring the licensee to enter into the Agreed Order of
Surrender. The legal grounds supporting the Agreed Order of Surrender extend to
this Fourth Amended Agreed Order. Accordingly, there is a legal basis for this
Fourth Amended Agreed Order.

3. Pursuantto KRS 311.591(6) and 201 KAR 9:082, the parties may fully address
legal 1ssues, such as the licensee’s return to active practice following a period of
surrender, by entering into an agreed resolution such as this Fourth Amended
Agreed Order.

FOURTH AMENDED AGREED ORDER

Based upon the Stipulations of Fact and Stipulated Conclusions of Law, and, based
| upon the Pa.uel’s vote to grant the licensee’s request to permit him to complete the - .
objectives of the CPEP Education Plan independently, the parties hereby ENTER INTQ
the following FOURTH AMENDED AGREED ORDER:
| 1. The license to practice niedicine in the Commonwealth of Kentucky held by
Sharad C. Patel, M.D., remains RESTRICTED/LIMITED FOR AN INDEFINITE
PERIOD OF TIME, with that period continuing immediately upon the filing of
this Fourth Amended Agreed Order and continuing until further Order of the
Panel;

2. During the effective period of this Fourth Amended Agreed Order, the licensee’s
Kentucky medical license SHALL BE RESTRICTED/LIMITED by the following
terms and conditions:

a. The licensee may resume the practice of medicine, but only as specified in

the following terms and conditions;

10



The licensee SHALL NOT perform any act which would constitute the
“practice of medicine,” as that term is defined in KRS 311.550(10) — the
diagnosis, treatment, or correction of any and all human conditions,
ailments, diseases, injuries, or infirmities by any and all means, methods,
devices, or instrumentalities — unless and until the Panel or its Chair has
approved, In writing, a preceptor to work with the licensee in fulfilling the
objectives of the CPEP Education Plan. The decision whether to approve
a particular preceptor lies in the sole discretion of the Panel or its Chair.
The Panel has approved Stephen B. Lamb, M.D., Lexington, Kentucky, as
the licensee’s preceptor.

The licensee shall not change preceptors without first obtaining written
approval by the Panel or its Chair for such change. The parties agree that
the Panel or its Chair may.require additional conditions and/or restrictions
as a condition of it granting approval for a new preceptor.

. The licensee SHALL provide any approved Preceptor with a copy of this
Fourth Amended Agreed Order before beginning a professional
relationship with the Preceptor.

If the licensee does not identify a preceptor that is approved by the Panel
Chair within three (3) months of the date of filing of this Fourth Amended
Agreed Order, this case will be re-presented to the Panel for further action
and direction.

During the periods that the licensee is practicing with an approved

preceptor, the licensee SHALL meet with the approved preceptor at least

11



once every two weeks to address his completion of the objectives of the
CPEP Education Plan. The licensee SHALL take all necessary steps to
ensure that the approved preceptor provides the Board’s staff with written
reports, once every three months, detailing the licensee’s completion of
the objectives of the CPEP Education Plan and his competence to practice
his specialty safely and competently.

. The licensee SHALL SUCCESSFULLY become re-certified by the
American Board of Psychiatry and Neurology within two calendar years
of the date of filing of this Fourth Amended Agreed Order.

. The licensee shall completely abstain from the consumption of mood-
altering substances, including alcohol, except as prescribed by a duly
licensed practitioner for a documented legitimate medical purpose. Any
such medical treatment and prescribing shall be reported directly to the
Board in writing by the treating physician within ten (10) days after the
date of treatment. The licensee must inform the treating physician of this
responsibility and ensure timely compliance. Failure to inform the
treating physician of this responsibility shall be considered a violation of
this Fourth Amended Agreed Order;

The licensee shall be subject to periodic, unannounced breathalyzer, blood
and urine alcohol and/or drug analysis as desired by the Board, the
purpose being to ensure that the licensee remains drug and/or alcohol-free.
The cost of such breathalyzer, blood and urine alcohol and/or drug

analyses and reports will be borne by licensee, which costs shall be paid

12



under the terms fixed by the Board’s agent for testing. Failure to make
timely payment of such costs, to provide a specimen upon request, or to
remain alcohol and/or drug-free shall be considered a violation of this
Fourth Amended Agreed Order;

j.  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 Fourth Amended Agreed Order, the licensee’s practice will constitute an
immediate danger to the public health, safety, or welfare, as provided in KRS
311.592 and 131B.125. The parties further agree that if the Board should receive
information that he has violated any term or condition of this Fourth Amended
Agreed Order, 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 occurred, after an ex parte 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 parties agree and stipulate that a violation of
any term or condition of this Fourth Amended Agreed Order 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;
accordingly, the only relevant question for any emergency hearing conducted
pursuant to KRS 13B.125 would be whether the licensee violated a term or

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

SO AGREED on this 26 _day of ﬁ;ﬁaﬂ? ,2010.

FOR THE LICENSEE:

COUNSEL FOR THE LICENSEE
(IF APPLICABLE)

FOR THE BOARD:

¢ U

C.LLOYD VESTHI

General Counsel

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

(502) 429-7150
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FILED OF RECORD

" COMMONWEALTH OF KENTUCKY DEC 17 2009
BOARD OF MEDICAL LICENSURE
CASE NO. 741 KB.M.L.

IN RE: THE LICENSE TO PRACTICE MEDICINE IN THE COMMONWEALTH OF
 KENTUCKY HELD BY SHARAD C. PATEL, M.D., LICENSE NO. 20851,
1506 BRISTOL COURT, ELIZABETHTOWN, KENTUCKY 42701

THIRD AMENDED AGREED ORDER

Come now the Kenfucky Board of Medical Licensure (hereafter “the Board™),
acting by and through its Inquiry Panel B, and Sﬁarad C. Patel, M.D., and, in order to
clarify that the licensee is not required to have complete supervision during Phase II of
his Education Plan, hereby ENTER INTO the following THIRD AMENDED AGREED
ORDER:

STIPULATIONS OF FACT

The parties stipulate the following facts, which serve as the factual bases for this
Third Amended Agreed Order:

1. At all relevant times, Sharad C. Patel, M.D., was licensed by the Board to practice
medicine within the Commonwealth of Kentucky.

2. The licensee’s medical specialty is Psychiatry.

3. On March 8, 1999, the licensee filed with the Board an Amended Letter of
Agreement, which he executed on March 5, 1999. Condition 1 of the Amended
Letter of Agreement specified: “Physician shall fully maintain a contractual
relationship with the Impaired Physician Committee and abide by all conditions
placed upon him by the Impaired Physician Committee.”

4. On March 16, the licensee verbally notified a Board Investigator that he desired t§

convert his license to inactive status and that he intended to discontinue his



relationship with the Kentucky Physicians Health Foundation (“the Foundation™).
In 2 Memorandum to the Board’s Inquiry Panel B, dated March 22, 2000, the
investigator notified the Board of this information.

. In aletter, dated March 17, 2000, Burns M. Brady, M.D., Foundation Medical
Director, confirmed a telephone conversation he had with the licensee. In his
letter, a copy of which was received by the Board on March 21, 2000, Dr. Brady
stated, “As I understand it, you [the licensee] are not going to renéw your
Kentucky medical license at this time and would like to discontinue your
relationship with [the Foundation].” Seeking confirmation of his understanding,
Dr. Brady further stated in same: “Ilook forward to your response and if T have
not heard from you within 14 days of your receipt of this letter, then I will assume
this establishes for our records and for the Kentucky Board of Medical Licensure
that you are discontinuing your relationship with this organization.”

_ Given these circumstances, the Panel required the licensee to enter into an Agreed
Order of Surrender, which he did and which was filed on June 9, 2000. He has
not practiced medicine in the Commonwealth since that time.

. At its July 2002 meeting, the Panel considered the licensee’s request to resume
the active practice of medicine. The Panel deferred any action until the licensee
completed a clinical skills assessment at the Center for Personalized Education for
Physicians (CPEP).

. The licensee completed that assessment January 27-28, 2003. The Assessment
Report included the following findings:

A. Medical Knowledge



During this Assessment, Dr. Patel’s medical knowledge was fairly broad but it
lacked depth and was not current. He was aware of the general initial
psychiatric assessment process including the mental status examination.
However, he omitted important historical areas and lacked necessary details
and clarity on the mental status exam. He was knowledgeable about
substance abuse issues as well as pain management and psychiatric treatment
in workman’s compensation patients. He accurately assessed suicidal and
homicidal risk. His level of knowledge of the civil commitment process was
adequate, although it lacked detail. He demonstrated a general knowledge of
anxiety, psychotic, and personality disorders but it lacked depth. Dr. Patel’s
diagnosis of mood disorders was unacceptable. His knowledge of
psychotropic medications including antidepressants, antipsychotics, and mood
stabilizers was incomplete and not current. His differential diagnosis did not
always reflect the most likely possibilities. Dr. Patel was not well-versed in
the DSM IV-R categories of the mood disorders. Dr. Patel’s diagnostic and
assessment skills lacked sufficient detail and completeness.

B. Clinical Reasoning

Overall, Dr. Patel’s clinical reasoning was inconsistent. One consultant
thought that, based on the few charts reviewed, Dr. Patel’s clinical decision-
making was adequate. Another consultant noted that Dr. Patel provided an
adequate account of the issues from a drug overdose patient and a workman’s
compensation injury. Dr. Patel demonstrated flexibility in his ability to
modify his management strategies based on changes in the patient’s clinical
course; however, his approach to pharmacology was more rigid.

Many of Dr. Patel’s stated management strategies were reasonable; he did not
apply these principles to the actual patient cases reviewed. This included use
of mood stabilization in bipolar disorder and use of informed consent. He
ordered laboratory tests and developed treatment plans that were not
supported by the diagnostic possibilities. Dr. Patel’s differential diagnosis did
not always reflect the facts of the case. He occasionally assigned a diagnosis
without sufficient clinical data, in contrary to the patient’s clinical
presentation, or without integrating important social issues. His follow-up
recommendations did not always correlate with the clinical status and needs of
the patient. Dr. Patel did not have an organized theory of psychopathology
upon which to guide his prescription for non-pharmacologic-psychiatric
treatments.



C. Communication

Dr. Patel’s communication skills with the Simulated Patients were adequate
but his skills were weak due to the time since he left practice. He
demonstrated the core skills needed to be an effective communicator. He
asked open-ended questions, listened without interruption, made effective use
of summary statements, and had good eye contact. With practice his
interactions became more conversational. His initial attempts at rapport were
difficult but these improved over the course of the interview. He sometimes
confused the patients by changing his line of questioning too quickly and
without the use of transition statements. He did not provide patient education.
His interactions with the peer consultants were acceptable.

D. Documentation

Dr. Patel’s documentation skills were inadequate. His intake assessments
were organized. His documentation of the mental status exams was
acceptable. He provided a reasonable accounting of the patient’s clinical
progress. However, there was no documentation of medication side effects,
reasons for psychotherapy or cognitive behavior therapy, or explanations for
changes in medications. Dr. Patel did not document all patient encounters
with an appropriate note. His management strategies were not consistently
reflected in the chart. He did not record a formal diagnosis of PTSD in a
patient he was treating for this disorder. He did not enumerate manic or
depressive symptoms in a bipolar patient. He did not provide a clear plan of
action in some cases. Comments about psychosocial issues were brief and
general. The notes generated during the CPEP Assessment were unorganized
and lacked any detail about his clinical thought processes. His treatment plans’
were vague.

CPEP recommended that Dr. Patel participate in structured, individualized

Education Intervention to address the identified areas of need, and noted that such

an intervention would likely require significant time and effort.

After reviewing the report, the Panel voted to defer action until Dr. Patel had

obtained an Educational Plan from CPEP and presented it to the Panel for review.

The licensee obtained an Educational Intervention Education Plan from CPEP in

July 2006 and it was considered by the Panel at its October 19, 2006 meeting.



10.

11.

12.

The parties entered into an Agreed Order of Indefinite Restriction on November
7,2006. Conditions 2d and 2e of that Agreed Order provided,
d. The licensee SHALL FULLY comply with the directives of
Phase I of CPEP’s Education Plan, which is attached and
incorporated in full, by reference, into this Agreed Order of
Indefinite Restriction. Even under the direct supervision of the
Supervising Physician, the licensee may only perform those acts
and procedures specifically detailed in Phase I of the Education
. Plan; '
e. The licensee SHALL NOT proceed to or perform any act under
Phase 1I of the CPEP Education Plan, unless and until approved
to do so by the Panel by Amended Agreed Order of Indefinite
Restriction.
Both the licensee and CPEP have advised the Panel that, due to circumstances
beyond the licensee’s control, he has been unable to complete Phase I of the
Education Plan, because of CPEP’s lack of ability to properly evaluate the
licensee’s completion of that Phase. CPEP and the licensee have tried to develop
an alternative means of evaluating the licensee’s completion of Phase I.
However, to date, they have been unable to implement an evaluation process
which would provide CPEP with the level of assurance necessary to recommend
his transition to Phase II of the Education Plan. Part of the difficulty in
formulating and implementing an alternative evaluation process has been the
perceived requirement to obtain the Panel’s approval of a specific alternative
Phase I evaluation process before it is implemented. In order to facilitate this
process, the Panel has determined to delegate the authority to CPEP to develop
and implement an alternative evaluation process for Phase 1.

In their Point of Care Education and Evaluation Report for July 2009, CPEP

reported,



Dr. Patel successfully completed this simulated patient exercise. CPEP
recommends that he progress to Phase II of his Education Plan. Dr. Patel should
notify CPEP of his intent to reactivate his Education Plan and engage in
educational activities, starting with Phase IL

Dr. Patel will need to identify a qualified preceptor to work with him for the
duration of Phase II. Because there has been a lengthy delay for Dr. Patel to
begin Phase II of his Plan, it will be important that he participate in the
educational activities in a timely manner. Therefore, if he has not already begun a
preceptor search, Dr. Patel is encouraged to do so immediately. CPEP
recommends that he submit the preceptor candidate’s curriculum vitae within 15
days of reactivating his Plan (date to be determined). CPEP also recommends that
Dr. Patel carefully review his Plan prior to initiating Phase IL

13. At the Panel’s October 15, 2009 meeting, when they took up the licensee’s
request to modify his Amended Agreed Order of Indefinite Restriction, James. T.
Jennings, M.D., Medical Director, Kentucky Physicians’ Health Foundation,
asked the Panel to consider terminating Condition 2h, based upon the length of
the licensee’s involvement with the Foundation and the primary focus of the
present Amended Agreed Order.

STIPULATED CONCLUSIONS OF LAW

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

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

2. Based upon the Stipulations of Fact, there were legal grounds for the Board to
impose disciplinary sanctions against his license pursuant to KRS 311.595(13).
The Board did so by requiring the licensee to enter into the Agreed Order of
Surrender. The legal grounds supporting the Agreed Order of Surrender extend to
this Third Amended Agreed Order. Accordingly, there is a legal basis for this

Third Amended Agreed Order.



3. Pursuant to KRS 311.591(6) and 201 KAR 9:082, the parties may fully address
legal issues, such as the licensee’s return to active practice following a period of
surrender, by entering into an agreed resolution such as this Third Amended
Agreed Order.

THIRD AMENDED AGREED ORDER

Based upon the Stipulations of Fact and Stipulated Conclusions of Law, and, based
upon the Panel’s vote to grant the licensee’s request to modify the Amended Agreed
Order of Indefinite Restriction the parties hereby ENTER INTO the following THIRD
AMENDED AGREED ORDER:

1. The license to practice medicine in the Commonwealth of Kentucky held by
Sharad C. Patel, M.D., remains SUBJECT TO THE FOLLOWING
CONDITIONS FOR AN INDEFINITE PERIOD OF TIME, with that period
continuing immediately upon the filing of this Third Amended Agreed Order and
continuing until further Order of the Panel;

2. During the effective period of this Agreed Order, the licensee’s Kentucky medical
license SHALL BE SUBJECT TO the following terms and conditions:

a. The licensee may resume the practice of medicine, but only as specified in
the following terms and conditions;

b. The licensee MAY PROCEED WITH AND SHALL FULLY comply with
the directives of Phase II of CPEP’s Education Plan, which is attached and
incorporated in full, by reference, into this Second Amended Agreed
Order. The licensee may only perform those acts and procedures

specifically detailed in Phase II of the Education Plan;



C.

The licensee SHALL successfully complete Phase II of the CPEP
Education Plan, at his expense and at the direction of CPEP staff;

The licensee shall completely abstain from the consumption of mood-
altering substances, including alcohol, except as prescribed by a duly
licensed practitioner for a documented legitimate medical purpose. Any
such medical treatment and prescribing shall be reported directly to }:he
Board in writing by the treating physician within ten (10) days after the
date of treatment. The licensee must inform the treating physician of this
responsibility and ensure timely compliance. Failure to inform the
treating physician of this responsibility shall be considered a violation of
this Third Amended Agreed Order;

The licensee shall be subject to periodic, unannounced breathalyzer, blood
and urine alcohol and/or drug analysis as desired by the Board, the
purpose being to ensure that the licensee remains drug and/or alcohol-free.
The cost of such breathalyzer, blood and urine alcohol and/or drug
analyses and reports will be borne by licensee, which costs shall be paid
under the tenﬁs fixed by the Board’s agent for testing. Failure to make
timely payment of such costs, to provide a specimen upon request, or to
remain alcohol and/or drug-free shall be considered a violation of this
Third Amended Agreed Order;

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 Third Amended Agreed Order, 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 parties further agree that if the Board should recéive
information that he has violated any term or condition of this Third Amended
Agreed Order, 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 occurred, after an ex parte 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 parties agree and stipulate that a violation of
any term or condition of this Third Amended Agreed Order 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;
accordingly, the only relevant question for any emergency hearing conducted
pursuant to KRS 13B.125 would be whether the licensee violated a term or
condition of this Third Amended Agreed Order.

4. The licensee understands and agrees that any violation of the terms of this Third
Amended Agreed Order would provide a legal basis for additional disciplinary
action, including revocation, pursuant to KRS 31 1.595(13).

SO AGREED on this / 0 day of e CZWJ,%9-
FOR THE LICENSEE: / | (\

SHARAD C. PATELALT.

!
i

o |




FOR THE BOARD:

COUNSEL FOR THE LICENSEE
(IF APPLICABLE)

RANDEL C. GIBSON, D.O.
CHAIR, INQUIRY B

C Uqp U
C.LLOYD VESTII
General Counsel
Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B
Louisville, Kentucky 40222
(502) 429-7150
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"Education Plan
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Educational Intervanﬁbn o ‘Page 2 of i7_ A

L. INTRODU CTION

This Education Plan was developed based upon areas of need identified] in CPEP’s -

. Assessment of Shared Patel, M.D., conducted in January 2003 and . Assessment

Addendum (Addendum) in March 2006, data gathered by CPEP and. information

. obtained from ‘the Kentucky Board of Medical Licensure -(Board). ~ The areas of -

educational need identified in the Assessment and the Addendum have been:addressed in
the objectives of this Education Plan (Plam). Progress ‘Reports will be generated

. approximately every trimester and provided to the participant and.to other entities for

which we have authorization.

- PURPOSE

The purpose of this Education Plan is to pmvid‘e é'fralni_ework'h which- Br. Patel Ean
address. educational needs that will nltimately improve his delivery of patient care. Plans

are created with the understanding that as the physician’s capabilities ind/or needs

change within the parameters of the practice for which this Plan was developed, the
educational focus areas may change accordingly. o

. The ‘gb‘al of CPEP and this Plan is to'provide the participant with the tools and support for

a hlgani ngful.educational experience that includes:
«  Addressing individual, identified educational needs; . . -
» Encouraging life-long, independent leamingj C o C
e Providinglong-term educational benefits that will enhance quality patient care;,
e Achieving successful completion of the Plan and the Post—jEducaﬁmi Evaluation
within the estimated tineframes defined in the Plan. o
Participant strategiés to support successful
include the following: - .
= DBeing an active pariner in learning; -
s Actively integrating feedback and new knowledge into daily practice; s
* » Submitting educational materials and charts as requested in the Plan;
o Adhering to timeframes and due dates as outlined in the Plan;
« Participating in regularly scheduled communications with CPEP.

completion of the Educaﬁoﬁal-{ﬁterveuﬁoﬂ .

PHYSICIAN BACKGROUND

. Dr. Patel ceased practicing psyc:}ﬁétric:medicine in March 2000. He ‘participated in the

Assessment process in January 2003.  In December 2005, Dr. Patel contacf,ﬁed CPEP to
enroll in an Educational Intervention.” Since it had been three years since.Dr. Patel ’s

iditial CPEP Assessment, CPEP required Dr. Patel to undergo an Assessmernt Addendum e

in erder to evaluate his current educational needs. The findings of this Addendum wers '

- considered in conjunction with the findings of the January 2003 Assessinent in the
* development of fhis Plan. g : . o o
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- |l PRACTICE PROFILE -

Dr. Patel providéd the following practice profile information to CPEP-in July 2006. His o
perspective practice is yet to be determined, however he reported to CPEP! that he will = .
practice adult outpatient psychiatry only. Updates will be obtained from Dr. Patel and
-reflected in each Progress Report. ' o C ‘ :

Spgcialty .
Psychiatry

- - Licensure

Licensing State ' o - Status
Kentucky - - N ~ . Inactive .
. Practice - ’ : '
Years/Description/Location _ T
1980-85; Clinical Director, Camp Care Center; Elizabethtown, KY
1980-1994; 1995-2000 Private practice; Elizabethtown, KY
Active Hosp'gtal?rivi\ages' o
Name/Location S T -7 #ofBeds TraumaLevel ICU
"~ TBD . , : . -
Current Practice Profile

Volume of pafients per day: . TBD

Number of days worked per week: TBD
‘Number of patients admitted per month: TBD
CGensus of inpatients maintained per month: TBD
Number of days on-call per month: TBD
. Commonly Encountered Diagnoses
o TBD '

Continuing Education

Dr. Patel has not participated in formal cpnﬁnx;xing medical education in the last five years. " -

7

IIl. REQUIREMENTS

. PRACTIGE SUPERVISOR AND EDU CATIONAL PREGEPTOR :
To participate in the Educational Intervention, Dr. Patel will need to identify a board-
certified psychiatrist for the roles of the Supervisor and Preceptor. The Supervisor and
Preceptor. can be the same individial: The Supervisor should-ensure that current

. evidence-based medical lq:towledge',,skﬂls, ‘and information-‘are addressed. Dr. Patel will .

provide a copy of the Plan to the proposed Supervisor and/or Preceptor and submit the '

) PTOP-OS?d Supervisor/Preceptor name(s) and resume(s) to CPEF for approval no later than

. Page3 of 17 ’
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30 days following the implementation of this Plan. Thc co@plete Supervisor and - e

Preceptor Job Descriptions are included with this Plan.

" Note: , ) . :

e CPEP must approve the Supervisor prior to initiating Phase I, ‘

s The Preceptor must be .approved prior to initiating Preceptor ‘meetings to ‘ensure
that the meetings are applicable-to the Plan. R .

MEDICAL LICENSE

Dr. Patel will need a medical Jicense in. order to participate in and combleite this Plan.
Some educational activities may be completed without a license. '

V. EDUCATIONAL INTERVENTION

This Plan was désigned to address adult psychiatric outpatient care. If Dr. Patel s goalé
for his anticipated practice- change, CPEP may not be zble to provide a learning -
- experience to address such changes within the framework.of this Plan. Shoiild Dr. Patel.
independently address issues outside of the Plan, CPEP would be unable té momnitor. or'-
comment on-the expexi_ence.' It may be possible for CPEP to prov{d;i-." additional
. assessment that would serve as 2 foundation for 2 Supplemental Education Plm.

- .PHASE ] g .
Phase I is estimated to last between one and two months.

Because of a six-year absence, CPEP recommends that Dr. Patel only see patients with
100% supervision during Phase L. The Supervisor will be present for the estirety of all
‘patiént encounters during this period. The volume of.daily patient encounteis should be
restricted ‘so that appropriate and thorough discussion and review occurs immediately
_after each patient encounter. CPEP recommends a maximum daily patient volume .of.
four. : ' : ' S

| PERFORMANCE OBJEGTIVES .

A. Observation of Patient Encounters.

A o L

During this experience, Dr. Patel will: _ .

1) Observe the Supervisor for a minimum of 35 encounters in the ‘outpatient
setting. For each of the following presenting ‘complaints,"he will observe 2
minimum of two patients: 'dt:mexlﬁia; anxiety; mood disorder; and psychotic
and persomality disorders. Other patients observed should cormprise a variety

~ of diagnoses similar to those Dr. Patel anticipates encountering-in’ his
practice. At the discretion of his Supervisor and the CPEP.ASSOCMIE'MedicaZ '
Director, Dr. .Pa'zfel _may be required to -observe more than 33 p_azient'
encounters; : : ' B o
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» 2) Review each case with the Supervisor after each patient encounigr.. As much
as patient diagnoses permit, discussions should focus on conmtent areas
 identified in Obj ective I below; ' " S
3) Using the ‘Supervised Experiénce Education . Log provided by CPEP,
document the diagnosis, treatment, plan, and date of each case, anid submit the -
log to CPEP. The Supervisor will sign the log prior to submissior;

B. Supervised Patient Encounters . S ‘

. With the Supervisor in attendance and with direct Supervisor oversight, Dr. Patel

will: . ' . .

. 1) Interview and examine no fewer than 40 patients in the outpatientsetting. For
each of the following presenting complaints, he will see 2 minimum of two
patients: dementia; amxiety; mood disorder; and psychotic anid personality
disorders. . Other patients observed should comprise a variety of diagnoses -
similar to those Dr. Patel anficipates encountering. in his practice. - 4t the .
discretion of his Supervisor and the CPEP Associate Medical Director, Dr.
Patel may be required to see more than 40 patient encounlers; .

2) Review his evaluation and plan- for patients with the Supervisor prior 1o
completing the patient encounter. As much as -patient diagnpses permit,
discussions should focus on content arcas identified in Objective Iibelow; '

'3) Write or dictate 2 simulated note as if he were the primary physicitm; . :

© 4) Have each simulated note reviewed for completeness and overall quality by e

"the Supervisor after 'each patient encoumter. As indicated: - discussion

regarding documentation should focus on content areas identified in Objective

. Tlbelow; . ' : SR e .

5) Using the Supervised Experience Log provided by CPEP, décument the "
) diagnosiis, treatment, plan, and date of each case, and submit the Jog to C__PBP.

The Supervisor will sign the log prior to submission. ' '

EVALUATION METHODS

1) As Dr. Patel ‘nears completion of Part A of Phase I, -he or his, Supervisor
should contact CPEP to schedule 2 telephone conference between the
Supervisor and the Associate Medical Director; ' ' .

2) Upon completion of all Parts of Phase I, the Supervisor and the Associate
Medical Director will determine Dr. Patel ’s readiness to advance.to Phase IL
He or his Supervisor should contact CPEP to schedule 2 telephdﬁ::é conference

between the Supervisor and the Associate Medical Director.
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PHASE Il

Dr. Patel will transition to 2 practice-based educational experience after successful

completion of Phase 1 On-site supervision is no longer required. This- gxperience is
estimated to last-10 months. If practicing in Phase I at the Supervisor’s jpractice, Dr.
Patel may now transition to independent practice. Dr. Patel will work with fthe Preceptor -
to continue addressing the needs identified in the Learning Objectives listed below. If
" the Preceptor candidate has not been approved at the completion of Phas¢ I, Dr. Patel
ghould continue-with self-study activities. Precepter meetings should be scheduled once

~ CPEP'has notified Dr. Patel that the Preceptor candidate has been approved..
LEARNING OBJECTIVES | '

1. Toimprove psychiatric evidence-based medical knowledge, ificluding but
‘aot Limited to the following: A ' '
1) Elements of a comprehensive-and detailed inmitial psychiatrie assessment,

including but not limited to, patient history, family history, and mental
status exam; o
2) Algorithms for formulating differential diagnoses; o
3) - Symptorms associated with and current management approaches for
common psychiatric disorders, including but not Jimited to the following
- disorders: ' -
_a) anxiety; ‘ : )
b) mood (including bipolar disorder);
c) -psychotic; ' C
d) personality;
e) post-traurnatic stress;
D obsessive-compulsive;
g) dementia; ' - ' o :
4) Non—pharmaqologic therapy, ' including but not litnited . th, cogmitive:
" behavioral thetapy; - '
5) Legal dimensions of psychiatric practice;
6) Indicators of substance abuse;
7) Ability to discern the severity of disorders for appropriate mariagement;
8) Appropriate testing that is consistent with and supported by fhe patient’s
symptoms; ' ' .
9) Ability to iden ify changes in patient behavior and manage aécordingly. .

I1. To improve knowledge of current pharmacologic therapy tliat' includes
but is not limited-to the following, especially as related to the disorders
jdentified above: . ~ - '
1) Side effects; .

2) Drug-drug interactions;
3) Dosing. ~
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To improve clinical decision-making in the following areas:
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1) Consistent application of medical knowledge; : o
2) Organized; detailedj-comprehepsive,'and integrated. approach- o diagnostic, . -
" gvaluation that includes differential diagnoses; S ' '
3) Development of comprehensive and integrative treatment ;plans for an
adequately wide range of psychiatric diagnoses; these plans should include .
docurnentation of the patient’s progress; ' ' '

" L

. 4) Consideration of medication management options;

5) - Applicationt of psychopathology.

To improve patient care documentation, specifically:

-*1) Organized and complete chart components, including flow shiets;

2) Consistently organized, detailed and complete notes, that indlude but not
' limited to the following elements: S '
a) Presenting complaint;
b) Psychiatric history;
¢y Family and social history;
d) Mental status exam, ’
€) Differential and final diagnoses;

. Detailed treatment plans;

- g Patient/family edycation; .
) Consultant reports/communicaﬁons;
i) Testing;

".j) Detailed clinical reasoning; : :
3) Consistent documentation of all patient encounters.

To monitor physician-patient communication:
1) Effective core communication skills.

To determine a plan tp maintain current standards within ‘the field of -

psychiatry.

V. PERFORMAN CE OBJECTIVES and EVALUATION METHODS

Refer to Appendix A for further directions. ..

PERFORMANGE OBJECTIVES.. ~ g r
Dr. Patel will complete the following specified Objectives: ‘ :

A, Knowledge (Learning Objective i)

1) For each Objective I content arsz, including subtopics: oL
a) Review two current, reputable medical references explicithy relevant to
the content area. If assigned @ specific- guideline for a content area
(see below), it can be utilized as one of the references; o '

Page 7.0f 17 el '
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1)’ Submit -a brief paragraph; oufline or algorithm expleining the -
applicability of knowledge gained from his reading td his current: .

practice, including how he will utilize the learned inforination in his -
- practice. If the information is mot applicable to his practige, he should
explain his rationale. Include reference titles and dates of publication;
2) Sibscribe to Focus: The Journal of Lifelong Learning in Psychiatry and a
the Focus Self Assessment Examination. The subscription sould include’
the "Influential Papers.” Dir. Patel should participate in ongping reading °
and assessment. More information can be found at the following web site:
http://www.psych.org/edu/cme/selfassess exam/saexam.cfm. If Dr. Patel
identifies an alternative course, the Associate “‘Medical Director must
approve the course; : _ : o
'3) Review guidelines/references ‘felevant to diagnosis and weatment of -
common psychiatric disorders. CPEP recommends the following Internet -
. sites as IeSOUICES: hitp://www.guideline.gov and hm‘://www.géych.org;
4) Dr. Patel will participate in Grand Rounds as scheduled:at a nearby
‘Facility if available. : : o

B. Clinical Decision Making . - : . .

. 1), Obtain and utilize the most current publication of the DSM IV-R to assist -

' i’ developing a more structured and comprehensive approach to the
differential diagnosis of patient complaints. : :

C. Communication _ ST .
1). Read The Medical Interview by John T, M.D. Coulehan, Marian R, MD.

~ Block; , , : )
"+ 2) CPEP will determine if Dr. Patel would benefit from further educational
intervention; o .

3) Discuss with the Supefvisor' and Preceptfor during Phase I and FL

. D. Documentation . - ,
" 1). Independently review documentation and medical record keeping;
.2) Attend a documentation seminar, with a follow-up compopent. The'
. follow-up compenent must consist of at least two chart reviews, preferably
shree. A course brochure should be submitted for the Associate Medical
Director’s approval within 30 days of signing the Plan. A certificate of
attendance should be submitted to.CPEP upon completion; e
3) Integrate feedback from the CPEP Associate Medical Director and the
Preceptor promptly. ' IR

. E. Preceptor Meet'mos and Chart Reviews ,
1) Address the Objective 1 content areas with the Preceptor through didactic
exercises, as well as case-based and h)_rpothc‘dcal discussions; .
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2) Meet with-the Preceptor weekly for a period of time to be determined by h
the Associate Medical Director and then twice monthly for the duration of
the Plan; C- o :

3). Provide 16 redacted charts per month (four charts per weekly session and ,

. eight charts per twice monthly sessions), for the duration of Phase II for
review with the Preceptor. Dr. Patel will submit these ¢harts to the.

Preceptor prior to their schednled meeting to allow the Preceptor time for . -

review. As much as possible, the charts selected should be relevant to the
content areas of the Plan; : o
4) Charts should generate discussions addressing medical . knowledge,
application of medical knowledge 1o patient care, clinical judgment, and
docurmentation; ‘ . .
5) Submit'to CPEP, every other month, four of the 16 redacted charts nsed in -
the Preceptor mestings for review by the Associate Medical Director; '

- 6) Discuss his plan for ongoing professional development with the Preceptor.

F.. Submission Requirements:
*See Appendix A for timelines. . . :
1) Maintain an Education and/or Supervisor Log, docuinenting all
g - educational activities, including _topics discussed with the Pf.ecapto:r, and .
* - submit to CPEP; = - oL R
2) Subimit practice application materials for Objective Ito CPEP; :
3) ' Submit title, resource and date of publication, or first page of article, for
-+ all assigned guidelines for Objective I to CPEP; . R
4) Submit a certificats of completion and/or monthly participation in
Focus: The Journal of Lifelong Learning in Psychiatry and the Focus Self
‘Assessment Examination, or other approved course; ' .
5) Develop a plan for ongoing professional development in psychiatry and’
submit it to CPEP. Lo : .. .

EVALUATION METHODS

A. The Preceptor will: L : Co
_1)- Provide feedback to Dr Patel’ on medical knowledge, application of
knowledge, clinical judgment, commurmication and documentation at the time
. of their meetings; . g . o
2) Provide monthly written and scheduled verbal feedback on Dr. Patel s’
progress for the duration of the Plan, or as applicable. : o

B. The Associate Medical Director will: ' ,
" 1) Review and approve the required submissions to CPEP, and provide feedback
- to Dr. Patel , with. regard to medical knowledge, application of medical - _
_ knowledge, clinical judgment, docux_nentaﬁon,Vand other identified areas,
* during regularly scheduled telephone conversations; ' Co ‘

-Z) Monitor Dr. Patel ’s documentation and overall progress;.
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3) Review and approve Dr. Patel °s plan for ongoing professional de}valopme'nt;. E G
4) Provide a written progress report approximately every ﬁimestei. _— B

ESTIMATED DURATION

* The-duration of the Fducation Plan can only be estimated. CPEP anﬁcip{;xibs'tha.t this .
Educational Intervention will last approximately 12 months. It may be. extended or
shortened at the discretion of CPEP depending on progress towards meeting the stated

" educational goals. -If new education needs are uncovered during the course of this Plan,
* these will be addressed accordingly. ' .

'REASSESSMENT

Dr. Patél will return to CPEP within two to six months following the cumpl;ation.of the
Education Plan for a Post-Education Evaluation that addresses the content of the Plan.

DISCLAIMER

"CPEP reserves the right to change the content and/ or duration of the Education Plan.

SIGNATURES /| ¢ = Sl e
* Shared Patel , M.D: 7 . Dad 1 — .
Namoy Wilson-Ashbach, M.D. — . . Dm

‘Associate Medical Director

Return the signed on’girial Educafion Plan to CE‘EF";. Keep copies’of the Plan
for your reference and to forward to Supervisor/Preceptor candidates.

E4 g



FILED OF RECORD

COMMONWEALTH OF KENTUCKY NOV 0 2 2009
BOARD OF MEDICAL LICENSURE
CASE NO. 741 K.B.M.L.

IN RE: THE LICENSE TO PRACTICE MEDICINE IN THE COMMONWEALTH OF
KENTUCKY HELD BY SHARAD C. PATEL, M.D., LICENSE NO. 20851,
1506 BRISTOL COURT, ELIZABETHTOWN, KENTUCKY 42701

SECOND AMENDED AGREED ORDER

Come now the Kentucky Board of Medical Licehsure (hereafter “the Board™),
acting by and through its Inquiry Panel B, and Sharad C. Patel, M.D., and, based upon the
Panel’s vote to grant the licensee’s request to modify his Amended Agreed Order of
Indefinite Restriction, hereby ENTER INTO the following SECOND AMENDED
AGREED ORDER:

STIPULATIONS OF FACT

The parties stipulate the following facts, which serve as the factual bases for this
Second Amended Agreed Order:

1. - At all relevant times, Sharad C. Patel, M.D., was iicenséd by the Board to practice
medicine within the Commonwealth of Kentucky.

2. The licensee’s medical specialty is Psychiatry.

3. On March 8,A 1999, the liéensee filed with the Board an Amended Letter of
Agreement, which he executed on March 5, 1999. Condifion 1 of the Amended
Letter of Agreement specified: “Physician shall fully maintain a contractual
relationship witH the Impaired Physician Committee and abide by all conditions
placed upon him by the Impaired Physician Committee.” | |

4. On March 16, the licensee verbally notifiéd a Board Investigator that he desired to

convert his license to inactive status and that he intended to discontinue his



relationship with the Kentucky Physicians Health Foundation (“the Foundation™).
In a Memorandum to the Board’s Inquiry Panel B, dated March 22, 2000, the
investigator notified the Board of this information.

. In aletter, dated March 17, 2000, Burns M. Brady, M.D;, Foundation Medical
Director, confirmed a telephone conversation he had with the licensee. In his
letter, a copy of which was réceived by the Board on March 21, 2000, Dr. Brady
stated, “As I understand it, you [the licensee] are not going to renew your
Kentucky medical license at this time and would like to discontinue your
relationship with [the Foundation].” Seeking confirmation of his understanding,
Dr. Brady further stated in same: “I look forward to your response and if I have
not heard from you within 14 days of your receipt of this letter, then I will assume
this establishes for our records and for the Kentucky Board of Medical Licensure
that you are discontinuing your relationship with this organization.”

. Given these circumstances, the Panel required the licensee to enter into an Agreed
Order of Surrender, whicﬁ he did and which was filed on June 9, 2000. He has
not practiced medicine in the Commonwealth since that time.

. Atits July 2002 meeting, the Panel considered the licensee’s request to resume
the active practice of medicine. The Panél deferred any action until the licensee
completed a clinical skills assessment at the Center for Personalized Education for
Physicians (CPEP). g
. The licepsee completed that assessment January 27-28, 2003. The Assessment

Report included the following findings:

A. Medical Knowledge



During this Assessment, Dr. Patel’s medical knowledge was fairly broad but it
lacked depth and was not current. He was aware of the general initial
psychiatric assessment process including the mental status examination.
However, he omitted important historical areas and lacked necessary details
and clarity on the mental status exam. He was knowledgeable about
substance abuse issues as well as pain management and psychiatric treatment
in workman’s compensation patients. He accurately assessed suicidal and
homicidal risk. His level of knowledge of the civil commitment process was
adequate, although it lacked detail. He demonstrated a general knowledge of
anxiety, psychotic, and personality disorders but it lacked depth. Dr. Patel’s
diagnosis of mood disorders was unacceptable. His knowledge of
psychotropic medications including antidepressants, antipsychotics, and mood
stabilizers was incomplete and not current. His differential diagnosis did not
always reflect the most likely possibilities. Dr. Patel was not well-versed in
the DSM IV-R categories of the mood disorders. Dr. Patel’s diagnostic and
assessment skills lacked sufficient detail and completeness.

B. Clinical Reasoning

Overall, Dr. Patel’s clinical reasoning was inconsistent. One consultant
thought that, based on the few charts reviewed, Dr. Patel’s clinical decision-
making was adequate. Another consultant noted that Dr. Patel provided an
adequate account of the issues from a drug overdose patient and a workman’s
compensation injury. Dr. Patel demonstrated flexibility in his ability to
modify his management strategies based on changes in the patient’s clinical
course; however, his approach to pharmacology was more rigid.

Many of Dr. Patel’s stated management strategies were reasonable; he did not
apply these principles to the actual patient cases reviewed. This included use
of mood stabilization in bipolar disorder and use of informed consent. He
ordered laboratory tests and developed treatment plans that were not
supported by the diagnostic possibilities. Dr. Patel’s differential diagnosis did
not always reflect the facts of the case. He occasionally assigned a diagnosis
without sufficient clinical data, in contrary to the patient’s clinical
presentation, or without integrating important social issues. His follow-up
recommendations did not always correlate with the clinical status and needs of
the patient. Dr. Patel did not have an organized theory of psychopathology
upon which to guide his prescription for non-pharmacologic-psychiatric
treatments. :

r



C. Communication

Dr. Patel’s communication skills with the Simulated Patients were adequate
but his skills were weak due to the time since he left practice. He
demonstrated the core skills needed to be an effective communicator. He
asked open-ended questions, listened without interruption, made effective use
of summary statements, and had good eye contact. With practice his
interactions became more conversational. His initial attempts at rapport were
difficult but these improved over the course of the interview. He sometimes
confused the patients by changing his line of questioning too quickly and
without the use of transition statements. He did not provide patient education.
His interactions with the peer consultants were acceptable.

D. Documentation

Dr. Patel’s documentation skills were inadequate. His intake assessments
were organized. His documentation of the mental status exams was
acceptable. He provided a reasonable accounting of the patient’s clinical
progress. However, there was no documentation of medication side effects,
reasons for psychotherapy or cognitive behavior therapy, or explanations for
changes in medications. Dr. Patel did not document all patient encounters
with an appropriate note. His management strategies were not consistently
reflected in the chart. He did not record a formal diagnosis of PTSD in a
patient he was treating for this disorder. He did not enumerate manic or
depressive symptoms in a bipolar patient. He did not provide a clear plan of
action in some cases. Comments about psychosocial issues were brief and
general. The notes generated during the CPEP Assessment were unorganized
and lacked any detail about his clinical thought processes. His treatment plans
were vague.

CPEP recommended that Dr. Patel participate in structured, individualized

Education Intervention to address the identified areas of need, and noted that such

an intervention would likely require significant time and effort.

After reviewing the report, the Panel voted to defer action until Dr. Patel had

obtained an Educational Plan ffom CPEP and presented it to the Panel for review.

The licensee obtained an Educational Intervention Education Plan from CPEP in

July 2006 and it was considered by the Panel at its October 19, 2006 meeting.



10.

11.

12.

The parties entered into an Agreed Order of Indefinite Restriction on November
7,2006. Conditions 2d and 2e of that Agreed Order provided,
“d. The licensee SHALL FULLY comply with the directives of
Phase I of CPEP’s Education Plan, which is attached and
incorporated in full, by reference, into this Agreed Order of
Indefinite Restriction. Even under the direct supervision of the
Supervising Physician, the licensee may only perform those acts
and procedures specifically detailed in Phase I of the Education
Plan; _ '
e. The licensee SHALL NOT proceed to or perform any act under
Phase II of the CPEP Education Plan, unless and until approved
to do so by the Panel by Amended Agreed Order of Indefinite
Restriction. ’
Both the licensee and CPEP have advised the Panel that, due to circumstances
beyond the licensee’s control, he has been unable to complete Phase I of the
Education Plan, because of CPEP’s lack of ability to properly evaluate the
licensee’s completion of that Phase. CPEP and the licensee have tried to develop
an alternative means of evaluating the licensee’s completion of Phase 1.
However, to date, they have beén unable to implement an evaluation process
which would provide CPEP with the level of assurance necessary to recommend
his transition to Phase II of the Education Plan. Part of the difficulty in
formulating and implementing an alternative evaluation process has been the
perceived requirement to obtain the Panel’s approval of a specific alternative
Phase I evaluation process before it is implemented. In order to facilitate this
process, the Panel has determined to delegate the authority to CPEP to develop
and implement an alternative evaluation process for Phase I.

In their Point of Care Education and Evaluation Report for July 2009, CPEP

reported,



Dr. Patel successfully completed this simulated patient exercise. CPEP
recommends that he progress to Phase II of his Education Plan. Dr. Patel should
notify CPEP of his intent to reactivate his Education Plan and engage in
educational activities, starting with Phase II.
Dr. Patel will need to identify a qualified preceptor to work with him for the
duration of Phase II. Because there has been a lengthy delay for Dr. Patel to
begin Phase II of his Plan, it will be important that he participate in the
educational activities in a timely manner. Therefore, if he has not already begun a
- preceptor search, Dr. Patel is encouraged to do so immediately. CPEP
recommends that he submit the preceptor candidate’s curriculum vitae within 15
days of reactivating his Plan (date to be determined). CPEP also recommends that
Dr. Patel carefully review his Plan prior to initiating Phase II.

13. At tﬁe Panel’s October 15, 2009 meeting, when they took up the licensee’s
request to modify his Amended Agreed Order of Indefinite Restriction, james. T.
Jennings, M.D., Medical Director; Kentucky Physicians’ Health Foundation,
asked the Panel to consider terminating Condition 2h, based upon the length of
the licensee’s involvement with the Foundation and the primary focus of the
present Amended Agreed Order. | |

STIPULATED CONCLUSIONS OF LAW

The parties stipulate the following Conclusions of Law, which serve as the legal
bases for this Second Amended Agreed Order: |

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

2. Based upon the Stipulations of Fact, there were legal grounds for the Board to
impose disciplinary sanctions against his license pursuant to KRS 311.595(13).
The Board did so by requiring the licensee to enter iﬁto the Agreéd Order of
‘Surrender. The legal grounds supporting the Agreed Order of Surrender extend to
this Second Amended Agreed Order. Accordingly, there is a legal basis for this

Second Amended Agreed Order.



3. Pursuant to KRS 311.591(6) and 201 KAR 9:082, the parties may fully address
legal issues, such as the licensee’s return to active practice following a period of
surrender, Ey entering into an agreed fesolution such as this Second Amended
Agreed Order; |

SECOND AMENDED AGREED ORDER

Based upon the Stipulations of Fact and Stipulated Conclusions of Law, and, based
upon the Panel’s vote to grant the licensee’s request to modify the Amended Agreed
Order of Indefinite Restriction the parties hereby ENTER INTO the following SECOND
AMENDED AGREED ORDER:

1. The license to practice medicine in the Commonwealth of Kentucky held by
Sharad C. Patel, M.D., remains RESTRICTED/LIMITED FOR AN INDEFINITE
PERIOD OF TIME, with that period continuing immediately upon the filing of
this Second Amended Agreed Order and continuing until further Order of the
Panel;

2. Duriﬁg the effective period of this Agreed Order, the licensee’s Kentucky rﬁedical »
license SHALL BE RESTRICTED/LIMITED by the following terms and
conditions:

a. The licensee may resume the practice of medicine, but only as specified in
the following terms and conditions;

b. The licensee sHALL ONLY séé and treat patients while undef the
complete and direct supervision and direction of a Board-certified
Supervising Physician, who has been approved in advance and in writing

by CPEP’s Medical Director;



C.

The licensee SHALL NOT see patients or provide medical or psychiatric
treatment to any individual outside of the direct supervision and direction
of the approved Supervising Physician, unless and until épproved to dq S0
by the Panel; | |

The licensee MAY PROCEED WITH AND SHALL FULLY comply with
the direqtives of Phase II of CPEP’s Education Plan, which is attaghed and
incorporated in full, by reference, into this Second Amended Agreed
Order. Even under the direct supervision of the Supervising Physician, the

licensee may only perform those acts and procedures specifically detailed

~ in Phase II of the Education Plan;

The licensee shall completely abstain from the consumption of mood-
altering substances, including alcohol, except as prescribed by a duly
licensed practitionér for a documented legitimate medical pui‘pose. Any
such medical treatment and prescribing shall be reported directly to the
Board in writing by the treating physician within ten (10) days after the
date of treatment. The licensee must inform the treating physician of this
responsibility and ensure timely compliance. Failure to inform the
treating physician of this responsibility shall be considered a violation of
this Second Amended Agreed Order;

The licensée shall be subject to peﬁodic, unannounced brgathalyzer, blood
and urine aléohol and/or drug analysis as desired by the Board, the
purposé being to ensuré that the licensee remains drug and/or alcohol-free.

The cost of such breathalyzer, blood and urine alcohol and/or drug



analyses and reports will be borne by licensee, which costs shall be paid
under the terms fixed by the Board’s agent for testing. Fail‘ure to make
timely i)ayment of such costs, to provide a specimen upon requeét, or tp
remain alcohol and/or drug-free shall be considefed a violation of this
Second Amended Agreed Order;

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

3. The licensee expréssly agrees that if he should violate any term or condition of
this Second Amended Agreed Order, the licensee’s practicé will constitute an
immediate danger to the public health, safety, or welfare, as provided in KRS
311.592 and 13B.125. The parties further agree that if the Board should receive
information that he has violated any term or condition of this Second Amended
Agreed Order, the Panel Chair is authorized By law to enter aﬁ Emergency Order -
of Suspension or Restriction immediately upon a finding of probable cause that a
violation has occurred, after an ex parte 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 parties agree and stipulate that: a violation of
any term or condition of this Second Amended Agreed Order 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;
accordingly, the only relevant question for any emergency hearing conducted
pursuant to KRS 13B.125 would be whether the licensee violated a term or

condition of this Second Amended Agreed Order.



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

SO AGREED on this el day of Jwembe”’ , 2009.

FOR THE LICENSEE:

S;E&RAD/C/PA'I‘EL, M.D.
COUNSEL FOR THE LICENSEE
(IF APPLICABLE)

FOR THE BOARD:

L Cndl 5t T

RANDEL C. GIBSON, D.O.
CHAIR, INQUIRY B

Q s L4

C.LLOYD VEST I

General Counsel

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

(502) 429-7150
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[. INTRODUCTION

This Education Plan was developed based upon areas of need identified in CPEP’s - -
Assessment of Shared Patel, M.D., conducted n January 2003 and: Assessment °

Addendum (Addendum) in March 2006, data -gathered by CPEP and. information
_obtained from the Kentucky Board of Medical Licensure (Board). = The areas of
educational need identified in the Assessment and the Addendum have been:addressed in
the objectives of this Education Plan (Plan). Progress ‘Reports will be generated
~ approximately every trimester and provided to the participant and to other entities for
which we have authorization. -

" PURPOSE A o _ ~ —
The purpose of this Education Plan is to provide a framework in which-Br. Patel can
address. educational needs that will ultimately improve his delivery of patient care. Plans
are created with the understanding that as the physician’s capabilities #nd/or needs
change within the parameters of the practice for which this Plan  was developed, the
educational focus areas may change accordingly. '

~The goal of CPEP and this Plan is to provide the participant with the tools and support for
a meaningful. educational experience that includes:
o Addressing individual, identified educational needs; =~
» Encouraging life-long, independent learning; ‘

e Providing long-term educational benefits that will enhance quality paﬁient care;
e Achieving successful completion of the Plan and the Post-Education Evaluation
within the estimated timeframes defined in the Plan. : R

Participant strategies to support successful completion of the Educaﬁonal-‘a}lnterventiori .
include the following: : ‘ : ‘ o »
< Being an active partoer in learning; -
e Actively integrating feedback and new knowledge into daily practice;
' = Submitting educational materials and charts as requested in the Plan;
o " Adhering to timeframes and due dates as outlined in the Plan;
« Participating in regularly scheduled communications with CPEP.

PHYSICIAN BACKGROUND , ‘ -

. Dr. Patel ceased practicing psychiatric medicine in March 2000. He participated in the
Assessment process in January 2003. In December 2005, Dr. Patel contacted CPEP to
enroll in an Educational Intervention. Since it had been three years since.Dr. Patel ’s
initial CPEP Assessment, CPEP required Dr. Patel to undergo an Assessment Addendum
in order to evaluate his current educational needs. The findings of this Addendum were
considered in conjunctibn with the findings of the January 2003 Assessinent” in the
* development of this Plan. ' : ‘ - -
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|l PRACTICE PROFILE

Dr. Patel provided the following practice profile information to CPEP in Juliy 2006. His
perspective practice is yet to be determined, however he reported to CPEP: that he will
practice adult outpatient psychiatry only. Updates will be obtained from Dr. Patel and
reflected in each Progress Report. ‘ , C

Specialty .
Psychiatry

- - Licensure

Licensing State ' o ' Status
Kentucky _ ' - ‘ - Inactive
_ Practice | : - '
Years/Description/Location ‘ _
1980-85: Clinical Director, Comp Care Center; Elizabethtown, KY
1980-1994; 1995-2000 Private practice; Elizabethtown, KY
Active Hospital Privileges _ o |
Name/Location L SRR 7 #ofBeds TraumaiLevel ICU
- TBD . | .
Current Practice Profile

Volume of patients per day.. TBD
Number of days worked per week: TBD
‘Number of patients admitted per month: TBD
Census of inpatients maintained per month: TBD
Number of days on-call per month: TBD
. Commonly Encountered Diagnoses
D - o
Continuing Education

Dr. Patel has not participated in formal continuing medical education in the last five years. "

ll. REQUREMENTS ’

. PRACTICE SUPERVISOR AND EDUCATIONAL PRECEPTOR ,
To participate in the Educational Intervention, Dr. Patel will need to identify a board- -
certified psychiatrist for the roles of the Supervisor and Preceptor. The Supervisor and
Preceptor. can be the same individual: The Supervisor should' ensure that current

. evidence-based medical knowledge, skills, and information are addressed. Dr. Patel will .

provide a copy of the Plan to the proposed Supervisor and/or Preceptor and submit the

* proposed Supervisor/Preceptor name(s) and resume(s) to CPEP for approval no later than
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30 days following the implementation of this Plan. The complete Supervisor and - °
Preceptor Job Descriptions are included with this Plan. ' -

" Note: , S ,
e CPEP must approve the Supervisor prior to initiating Phase I.

e The Preceptor must be approved pror to initiating Preceptor,meeﬁn;gs to ensure
that the meetings are applicableto the Plan. .

MEDICAL LICENSE ‘

Dr. Patel will need a medical license in order to participate in and complﬁfite this Plan.
Some educational activities may be completed without a license.

IV. EDUCATIONAL INTERVENTION

This Plan was designed to address adult psychiatric outpatient care. If Dr. Patel ’s goals
for his anticipated practice change, CPEP may not be able to provide a learning
- experience to address such changes within the framework.of this Plan. Should Dr. Patel.
independently address issues outside of the Plan, CPEP would be unable té monitor. or "
comment on-the experience. It may be possible for CPEP to provide additional
.assessment that would serve as a foundation for a Supplemental Education Plan.

: .PHASE ] .
Phase I is estimated to last between one and two months.

Because of a six-year absence, CPEP recommends that Dr. Patel only see patients with
100% supervision during Phase L The Supervisor will be present for the ertirety of all
‘patient encounters during this period. The volume of daily patient encounters should be
restricted ‘so that appropriate and thorough discussion and review occurs immediately
_after each patient encounter. CPEP recommends a maximum daily patient volume .of
four. ' ’ : :

PERFORMANCE OBJECTIVES -

A. Observation of Patient Encounters.

During this experience, Dr. Patel will: ‘

1) Observe the Supervisor for a minimum of 35 encounters in the outpatient
setting. For each of the following presenting complaints, he will observe a
minimum of two patients: dementia; anxiety; mood disorder; and psychotic
and personality disorders. Other patients observed should comprise a variety

~ of diagnoses similar to those Dr. Patel anticipates encountering in’ his
practice. At the discretion of his Supervisor and the CPEP Associate Medical
Director, Dr. Patel may be required to -observe more than 35 patient
encounters; ‘ ' : '
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- 2) Review each case with the Supervisor after each patient encounter. As much
as patient diagndses permit, discussions should focus on content areas
identified in Objective I below; ' :

3) Using the "Supervised Experience Education Log provided by CPEP,
document the diagnosis, treatment, plan, and date of each case, and submit the
log to CPEP. The Supervisor will sign the log prior to submissior;

B. Supervised Patient Encounters o '

. With the Supervisor in attendance and with direct Supervisor oversight, Dr. Patel

will: ' : :

. 1) Interview and examine no fewer than 40 patients in the outpatientsetting. For
‘each of the following presenting complaints, he will see 2 minimum of two
patients: dementia; anxiety; mood disorder; and psychotic and personality
disorders. . Other patients observed should comprise a variety of diagnoses -
similar to those Dr. Patel anticipates encountering in his practice. At the
discretion of his Supervisor and the CPEP Associate Medical Director, Dr.-
Patel may be required to see more than 40 patient encounters; .

2) Review his evaluation and plan for patients with the Supervisor prior 1o
completing the patient encounter. As much as patient diagnpses permit,
discussions should focus on content areas identified in Objective Lbelow; .

3) Write or dictate a simulated note as if he were the primary physician; . o

- 4) Have each simulated note reviewed for completeness and overall quality by
‘the Supervisor after each patient encounter. As indicated; - discussion
regarding documentation should focus on content areas identified in Objective

- T below; . ' : - '

5) Using the Supervised Experience Log provided by CPEP, décument the -
diagnosis, treatment, plan, and date of each case, and submit the log to CPEP.
The Supervisor will sign the log prior to submission. ‘ ‘

EVALUATION METHODS

1) As Dr. Patel nears completion of Part A of Phase I, he or his Supervisor
should contact CPEP to schedule a telephone conference between the
Supervisor and the Associate Medical Director; ' ' .

2) Upon completion of all Parts of Phase I, the Supervisor and the Associate
Medical Director will determine Dr. Patel ’s readiness to advanceto Phase IL
He or his Supervisor should contact CPEP to schedule a telephotie conference
between the Supervisor and the Associate Medical Director.
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PHASE i

Dr. Patel will transition to a practice-based educational experience after successful
completion of Phase 1. On-site supervision is no longer required. This- gxperience is
estimated to last -10 months. If practicing in Phase I at the Supervisor’s jpractice, Dr.
Patel may now transition to independent practice. Dr. Patel will work with the Preceptor
to continue addressing the needs identified in the Learmng Objectives listed below. If
" the Preceptor candidate has not been approved at the completion of Phase¢ I, Dr. Patel
should continue with self-study activities. Precepter meetings should be scheduled once
- CPEP has notified Dr. Patel that the Preceptor candidate has been approved..

LEARNING OBJECTIVES

I.  To improve psychiatric evidence-based medical knowledge, ificluding but
‘not limited to the following: ’ ‘
1) Elements of a comprehensive-and detailed initial psychiatric assessment,

including but not limited to, patient history, family history, and mental
status exarn; ' _

2) Algorithms for formulating differential diagnoses; .

3). Symptorns associated with and current management approaches for
common psychiatric disorders, including but not limited to the following
‘disorders: : :

. a) anxiety; : ~ _
b) mood (including bipolar disorder);
¢) psychotic; ' c
d) personality;
e) post-traumatic stress;
f) obsessive-compulsive;
g) dementia; E o

4) Non—pharmacologic therapy, “including but not limited . to, cognitive:

"~ behavioral thetapy; - '

5) Legal dimensions of psychiatric practice;

6) Indicators of substance abuse;

7) Ability to discern the severity of disorders for appropriate mariagement;

8) Appropriate testing that is consistent with and supported by the patient’s
symptoms; ' '

9) Ability to identify changes in patient behavior and manage aCoordingly.

1I. To improve knowledge of current pharmacologic therapy that includes
but is not limited to the following, especially as related to the disorders
identified above: ' ' '
1) Side effects;

2) Drug-drug interactions;
3) Dosing.
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To improve clinical decision-making in the following areas:

1) Consistent application of medical knowledge; ' ‘

2) Organized, detailed, comprehensive, and integrated approach-to diagnostic.
evaluation that includes differential diagnoses; ‘ :

.

3)- Development of comprehensive and integrative treatment ::plané for an

' adequately wide range of psychiatric diagnoses; these plans should include

docurmnentation of the patient’s progress; ' . 4

4) Consideration of medication management options;
5) - Application of psychopathology. ‘

To improve patient care documentation, specifically:

~'1) Organized and complete chart components, including flow sheets;

2) Counsistently organized, detailed and complete notes, that indlude but ot
limited to the following elements: : ‘
~a) Presenting complaint;
b) Psychiatric history;
c¢) Family and social history;
d) Mental status exam;
e) Differential and final diagnoses;
. ) Detailed treatment plans;
. g) Patient/family education; .
H) Consultant reports/communications;
i) Testing; ,
" j) Detailed clinical reasoning; B ,
3) Consistent documentation of all patient encounters.

To monitor physician-patient communication: -
1) Effective core communication skills.

To determine a plan to maintain current standards within ‘the field of -

psychiatry.

v]. PERFORMANCE OBJECTIVES and EVALUATION METHODS

Refer to Appendix A for further directions. ..

PERFORMANCE OBJECTIVES . - ' .

Dr. Patel will complete the following specified ObjectivaS: '

. Knowledge (Learning Objective I)

1) For each Objective I content area, including subtopics: o
a) Review two current, reputable medical references explicitly relevant to
the content area. If assigned a specific. guideline for a content area
(see below), it can be utilized as one of the references; ‘
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b) Submit a brief paragraph, outline or algorithm explamnmg the -
applicability of knowledge gained from his reading td his current
practice, including how he will utilize the learned inforsnation in his
-practice. If the information is mot applicable to his practice, he should
explain his rationale. Include reference titles and dates of publication;

2) Subscribe to Focus: The Journal of Lifelong Learning in Psychiatry and
the Focus Self Assessment Examination. The subscnptlon should include’
. the "Influential Papers.” Dr. Patel should participate in ongping reading -
and assessment. More information can be found at the following web site:
http://www.psych.org/edu/cme/selfassess_exam/saexam.cfm. If Dr. Patel
identifies an alternative course, the Associate Medical Director must

approve the course;

'3) Review guidelines/references relevant to d1agnos1s and weatment of -

common psychiatric disorders. CPEP recommends the following Internet
sites as resources: http://www.guideline.gov and http://www.psych.org;

4) Dr. Patel will participate in Grand Rounds as scheduled:at a nearby
fac1hty if available.

. Clinical Decision Makmg :
1), Obtain and utilize the most current pubhcahon of the DSM IV-R to assist -

i developing a more structured and comprchens:we appmach to the
differential dlagnosm of patient complaints.

Commumnication

1). Read The Medlcal Interview by John L. M D. Coulehan, Marian R., M D. |
Block;- :

-+ 2) CPEP will determine if Dr. Patcl would benefit ffom further educational

E.

intervention;
3) D1scuss w1th the Superv1sor and Preceptor dlmng Phasc I and H

Documentation
1) . Independently review documentation and medical record keeping;

-2) Attend a documentation seminar, with a follow-up component. The

- follow-up component must consist of at least two chart reviews, preferably
three. A course brochure should be submitted for the Associate Medical
Director’s approval within 30 days of signing the Plan. A cx=rt1ﬁcate of
attendance should be submitted to. CPEP upon completion; o

3) Integrate feedback from the CPEP Assoclate Mechcal Director and the

Preccptor promptly

Preceptor Meetings and Chart Reviews :
1) Address the Objective I content areas with the Preceptor through didactic
exercises, as well as case-based and hypothetical discussions;




Ed_hcational Intervention ' o : :Page.Q of 17 s

Education Plan
Shared Patel, M.D.

F.

2

B

4)

5)

6)

‘Meet with the Precéptor Weekly for a period of time to be détermined by

the Associate Medical Director and then t\mce monthly for the duration of
the Plan; A
Provide 16 redacted charts per month (four charts per weeklv session and
eight charts per twice monthly sessions), for the duration of Phase II for
review with the Preceptor. Dr. Patel will submit these charts to the
Preceptor prior to their scheduled meeting to allow the Preceptor time for
review. As much as possible, the charts selected should be relevant to the
content areas of the Plan;

Charts should generate discussions addressing medical . knowladge
application of medical knowledge to patient care, chmcal Judgment, and
docurnentation;

Submit to CPEP, every other month, four of the 16 redacted charts used in -
the Preceptor meetings for review by the Associate Medical Director;
Discuss his plan for ongoing profassmnal development with the Preceptor

Submission Requirements:

1)

2)
3)

¥

5)

‘See Appendix 4 for timelines.

Maintain an Education and/or Supervisor Log, documentmg all’
educational activities, including tOplCS dlscussed with the Pleceptor and

“submuit to CPEP;

Submit practice application materials for Ob_] ective I'to CPEP;

' Submit title, resource and date of publication, or first page cf amcle for

all assigned guidelines for Objective I to CPEP; -
Submit a certificate of completion and/or monthly participation in

Focus: The Journal of Lifelong Learning in Psychiatry and the F ocus Se{f ‘
Assessment Examination, or other approved course;

Develop a plan for ongoing professmnal dcvelopment in psychiatry and’
submit it to CPEP. :

EVALUATION METHODS

A. The Preceptor will:

1) Provide feedback to Dr. Patel on medical knowledge, application of
knowledge, clinical judgment, communication and documentatxon at the timne
. of their meetings; '
2) Provide monthly written and scheduled verbal feedback on Dr. Patel 'S’
progress for the duration of the Plan ,Or as apphcable

B The Associate Medlcal Director w1]J

1) Review and approve the required submissions to CPEP, and provide feedback
© to Dr. Patel , with regard to medical knowledge, application of medical
knowledge, clinical judgment, documentation, -and other 1dentrﬁed areas,

during regularly scheduled telephone conversations; ‘
2) Monitor Dr. Patel ’s documentation and overall progress;
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3) Review and a@pprove Dr. Patel s plan fof ongoing profeésiqnal de’weloprne'nt;. _ e
4) Provide a written progress report approximately every trimester. . ' -

ESTIMATED DURATION

The - duration of the Education Plan can only be estimated. CPEP anticipates that this.
Educational Intervention will last approximately 12 months. It may be extended or
shortened at the discretion of CPEP depending on progress towards meeting the stated
educational goals. If new education needs are uncovered during the course of this Plan,
" these will be addressed accordingly. ' :

REASSESSMENT

Dr. Patel will return to CPEP within two to six months following the completion of the
Education Plan for a Post-Education Evaluation that addresses the content of the Plan.

DISCLAIMER

' CPEP reserves the right to change the content and/ or duration of the Education Plan.

_ SIGNATURES

“Shared Patel , M.D. Datd !

W oy

Nancy Wilson-Ashbach, MD. 3 | . Date
Associate Medical Director . :

Return the signed ongirial Educai‘ion Plan to CPEP;A Keep copies.of the Plan
for your reference and to forward to Supervisor/Preceptor candidates.
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FILED OF RECORD
COMMONWEALTH OF KENTUCKY - ‘
BOARD OF MEDICAL LICENSURE AUG 2 2 2008
CASE NO. 741
K.B.M.L.

IN RE: THE LICENSE TO PRACTICE MEDICINE IN THE COMMONWEALTH OF
KENTUCKY HELD BY SHARAD C. PATEL, M.D., LICENSE NO. 20851,
1506 BRISTOL COURT, ELIZABETHTOWN, KENTUCKY 42701 .

AMENDED AGREED ORDER OF INDEFINITE RESTRICTION

vCome now the Kentucky Board of Medical Licensure (hereafter “the Board™),
actiﬁg by and through its Inquiry Panel B, and Sharad C. Patel, M.D., and, based upon the
Paﬁel’s vote to authorize CPEP to develop and implement an alternative évaluat.ion
pro.cess for Phase I of the Educational Intervention without further Panel approval,
hereby ENTER INTO the following AMENDED AGREED ORDER OF
INDEFINITE RESTRICTION:

STIPULATIONS OF FACT

The parties stipulate the following facts, which serve as the factual bases for this
Amended Agreed Order of Indefinite Restriction:
1. At all relevant times, Sharad C. Patel, M.D., was licensed by the Board to pracﬁce
medicine within the Commonwealth of Kentucky.
2. The licensee’s medical specialty is Psychiatry.
3. On March 8, 1999, the licensee filed with the Board an Amended Letter of
Agreement, which he executed on March 5, 1999. Condition 1 of the Amended
" Letter of Agreement specified: “Physician shall fully maintain a cohtractual
relationship with‘the Impaired Physician Committee and abide by all conditions

placéd upon him by the Impaired Physician Committee.”



4. On March 16, the licensee verbally notified a Board Investigator that he desired to
convert his license to inactive status and that he intended to discontinue his
relationship with the Kentucky Physicians Health Foﬁndation (“the Foundation™).

‘Ina Mémorandum to the Board’s Inquiry Panel B, dated March 22, 2000, the
investigator notified the Board of this information.

5. In a letter, dated March 17, 2000, Burns M. Br;ddy, MD, Foundation Medical
Director, confirmed a telephone conversation he had with the licensee. In his
letter, a copy of which was received by the Board on March Li, ZOGO; Dr. Brady
stated, “As I understand it, you [the licensee] are not going to renew your
Kentucky medical license at this time and would like to discontinue your
relationship with [the Foundation].” Seeking confirmation of his understanding,
Dr. Brady further s:tated.in same: “1 look forward to your response and if I have
not heard from you within 14 days of your receipt of this letter, then I will assume
this establishes for our records and for the Kéntucky Board of Medical Licensure
that you are discontinuing your relationship with this organization.”

6. Given these circumstances, the Panel required the licens.ee to enter into an Agreed
Order of Surrender, which he did and which was filed on June 9, 2000. He has
not practiced medicine in the Commonwealth since that time.

7. At its July 2002 meeting, the Panel considered the license_e’é request to resume
the active practice of medicine. The Panel deferred any action until the licensee
completed a clinical skills assessment at the Center for Personalized Education for

Physicians (CPEP).



8. The licensee completed that assessment January 27-28, 2003. The Assessment
Report included the following findings:
A. Medical Knowledge

During this Assessment, Dr. Patel’s medical knowledge was fairly broad but it
lacked depth and was not current. He was aware of the general initial
psychiatric assessment process including the mental status examination.
However, he omitted important historical areas and lacked necessary details
and clarity on the mental status exam. He was knowledgeable about
substance abuse issues as well as pain management and psychiatric treatment
in workman’s compensation patients. He accurately assessed suicidal and

“homicidal risk. His level of knowledge of the civil commitment process was

- adequate, although it lacked detail. He demonstrated a general knowiedge of -
anxiety, psychotic, and personality disorders but it lacked depth. Dr. Patel’s
diagnosis of mood disorders was unacceptable. His knowledge of
psychotropic medications including antidepressants, antipsychotics, and mood
stabilizers was incomplete and not current. His differential diagnosis-did not
always reflect the most likely possibilities. Dr. Patel was not well-versed in
the DSM IV-R categories of the mood disorders. Dr. Patel’s diagnostic and
assessment skills lacked sufficient detail and completeness.

B. Clinical Reasoning

Overall, Dr. Patel’s clinical reasoning was inconsistent. One consultant
thought that, based on the few charts reviewed, Dr. Patel’s clinical decision-
making was adequate. Another consultant noted that Dr. Patel provided an
adequate account of the issues from a drug overdose patient and a workman’s
compensation injury. Dr. Patel demonstrated flexibility in his ability to
modify his management strategies based on changes in the patient’s clinical
course; however, his approach to pharmacology was more rigid.

Many of Dr. Patel’s stated management strategies were reasonable; he did not
apply these principles to the actual patient cases reviewed. This included use
of mood stabilization in bipolar disorder and use of informed consent. He
ordered laboratory tests and developed treatment plans that were not
supported by the diagnostic possibilities. Dr. Patel’s differential diagnosis did
not always reflect the facts of the case. He occasionally assigned a diagnosis
without sufficient clinical data, in contrary to the patient’s clinical
presentation, or without integrating important social issues. His follow-up
recommendations did not always correlate with the clinical status and needs of
the patient. Dr. Patel did not have an organized theory of psychopathology
upon which to guide his prescription for non-pharmacologic-psychiatric
treatments. ‘



C. Communication

Dr. Patel’s communication skills with the Simulated Patients were adequate
but his skills were weak due to the time since he left practice. He
demonstrated the core skills needed to be an effective communicator. He
asked open-ended questions, listened without interruption, made effective use
of summary statements, and had good eye contact. With practice his
interactions became more conversational. His initial attempts at rapport were
difficult but these improved over the course of the interview. He sometimes
confused the patients by changing his line of questioning too quickly and
without the use of transition statements. He did not provide patient education.
His interactions with the peer consultants were acceptable.

D. Documentation

Dr. Patel’s documentation skills were inadequate. His intake assessments
were organized. His documentation of the mental status exams was
acceptable. He provided a reasonable accounting of the patient’s clinical
progress. However, there was no documentation of medication side effects,
reasons for psychotherapy or cognitive behavior therapy, or explanations for
changes in medications. Dr. Patel did not document all patient encounters
with an appropriate note. His management strategies were not consistently
reflected in the chart. He did not record a formal diagnosis of PTSD in a
patient he was treating for this disorder. He did not enumerate manic or
depressive symptoms in a bipolar patient. He did not provide a clear plan of
action in some cases. Comments about psychosocial issues were brief and
general. The notes generated during the CPEP Assessment were unorganized
and lacked any detail about his clinical thought processes. His treatment plans
were vague.

CPEP recommended that Dr. Patel participate in structured, individualized

Education Intervention to address the identified areas of need, and noted that such

an intervention would likely require significant time and effort.

. After reviewing the report, the Panel voted to defer action until Dr. Patel had

obtained an Educational Plan from CPEP and presented it to the Panel for review.

The licensee obtained an Educational Intervention Education Plan from CPEP in

July 2006 and it was considered by the Panel at its October 19, 2006 meeting.



10. The parties entered into an Agreed Order of Indefinite Restriction on November
7,2006. Conditions 2d and 2e of that Agreed Order provided,

d. The licensee SHALL FULLY comply with the directives of
Phase I of CPEP’s Education Plan, which is attached and
incorporated in full, by reference, into this Agreed Order of
Indefinite Restriction. Even under the direct supervision of the
Supervising Physician, the licensee may only perform those acts
and procedures specifically detailed in Phase I of the Education
Plan;

e. The licensee SHALL NOT proceed to or perform any act under
Phase II of the CPEP Education Plan, unless and until approved
to do so by the Panel by Amended Agreed Order of Indefinite
Restriction.

11. Bbth the licensee and CPEP have advised the Panel that, due to circumstances
beyond the licensee’s control, he has been unable to complete Phase I of the
Education Plan, because of CPEP’s lack of ability to properly evaluate the
licensee’s completion of that Phase. CPEP and the licensee have tried to develop
an alternative means of evaluating the licensee’s completibn of Phase I.
However, to date, they have been unable to implement an evaluation process
which would provide CPEP with the level of assurance necessary to recommend
his transition to Phase II of the Education Plan. Part of the difficulty in
formulating and implementing an alternative evaluation process has been the
perceived requirement'to obtain the Panel’s approval of a specific alternative
Phase I evaluation process before it is implemented. In order to facilitate this

process, the Panel has determined to delegate the authority to CPEP to develop

and implement an alternative evaluation process for Phase L.



STIPULATED CONCLUSIONS OF LAW :

The parties stipulate thé following Conclusions of Law, which serve as the legal
“bases for this Amended 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, there weré legal grounds for the Board to
impose discipiinary sanctions against his license pursuant io KRS 311.595(13).
Tﬁe Board did so by requiring the licensee to enter into the Agreed Order of
Surrender. The legal grounds supporting the Agreed Order of Surrender extend to
this Amended Agreed Order of Indefinite Restriction. Accordingly, there is a
legal basis for this Agreed Order.

3. Pursuant to KRS 3] 1.591(6) and 201 KAR 9:082, the parties may fully address
legal issues, such as the licensee’s return to active practice following a period of
surrender, by entering into an agreed resolution such as this Amended Agreed

Order of Indefinite Restriction.

AMENDED AGREED ORDER OF INDEFINITE RESTRICTION

Based upon the Stipulationé of Fact and Stipulated Conclusions of Law, and, based
upon the Panel’s vote to authorize CPEP to develop and implement an altérnative |
evaluation process for Phase I of the Education Plan without further Panel approval, the
parties hereby ENTER INTO the following AMENDED AGREED ORDER OF
INDEFINITE RESTRICTION:

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

Sharad C. Patel, M.D., remains RESTRICTED/LIMITED FOR AN INDEFINITE



PERIOD OF TIME, with that period continuing immediately upon the filing of
this Amended Agreed Order of Indefinite Restriction and éontinuing until further
Order of the Panel;

2. Duﬁng the effective period of this Agreed Order, the licensée’s Kentucky medical
license SHALL BE RESTRICTED/LIMITED by the following terms and
conditions: |

a. The licensee may resume the practice of medicine, but only as specified in
the following terms and conditions; |

b. The licensee SHALL ONLY see and treat patients While under the
complete and direct supervision and direction of a Board-certified
Supervising Physician, who has been approved in advance and in writing
by CPEP’shMedical Directof;

c. The licensee SHALL NOT see patients or provide medical or psychiatric
treatment to any individual outside of the direct supervision and direction
of the approved Supervising Physician, unless and until approved to do so
by the Panel;

d. The licensee SHALL FULLY comply with the directives of Phase I of
CPEP’s Education Plan, which is attac’hed and incorporated in full, by
reference, into this Amended Agreed Order of Indefinite Restriction.
Even under the direct supervision of the Supervising Physician, the
licensee may only perform those acts and procedures specifically detailed

in Phase I of the Education Plan;



CPEP has the full authority, withouit thé requirerrient of further Panel

. appfoval, to formﬁlate and implement an altemative evaluation process for
Phase I, which will enable the licensee to succ.essfully complete that Phase
ina manﬁer the provides CPEP with sufficient éssurance that he is cépable
to progressing to Phase II of the Education Plan. without undue risk to the
safety‘of patients or the public. |

The licensee SHALL NOT proceéd to or perform any act under Phase II
of the CPEP Education Plan, unless and until approved to do so by the

Panel by Second Amended Agreed Order of Indefinite Restriction;

g.- The Panel will only consider a request by the licensee to proceed to Phase

IT of the Education Plan, by Second Amended Agreed Order, if the request
18 accompe{nied by a favorable written recommendation by CPEP’s
Medical Director, which details the licensee’s completion of and
compliance with Phase I of the Education Plan;

. The licensee SHALL maintain his contractual relationship with the
Kentucky Physicians Health Foundation and SHALL fully comply with all
contractual requirements, until further Order of the Panel;

The licensee shall completely abstain from the consumption of mood-
altering substances, including alcohol, except as prescribed by a duly
licénsed practitioner for a documented legitimate medical purpose. Any
such medical treatment and prescribing shall be reported directly to the
 Board in writing by the treating physician within ten (10) days after the

date of treatment. The licensee must inform the treating physician of this



' rcspbnsibility‘ and ensure timel‘y compliance. Failure to inform the
treating physician of this responsibility shall be considered a violation of
- -this Amended Agreed Order of Indefinite Restriction; |
- j- The licensee shall be subject to periodic, unaﬁnounced breathalyzer, blood
and urine alcohol and/or drug analysis as desired 'by the Board, the
purpose being to ensure that the licensée remaiﬁs drug and/or alcohoi—free.
The cosf of such breathalyzer, blood and urine alcohol and/or drug
analyses and reports will be borne ny licensee, which costs shéll be paid
under the terms fixed by the Board’s ageht for testing. Failure to make
timely payment of such costs, to provide a specimen upon request, or to
remain aléohol and/or drug-free shall be considered a violation of this
Amended Agreed Order of Indefinite Restriction;
k. 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 Amended Agreed Order of Indefinite Restriction, the licensee’s practice will
constitute an immediate danger to the public health, safety, or ws;lfare, as
provided in KRS 311.592 and 1'3B.125. The parties further agree that if the
Board should receive information that he has violated any term or condition of
this Amended Agreed Order of Indefinite Restriction, the Panel Chair is
authorized by law to enter an Emergency Order of Suspénsion or Restriction
immediately.upon a finding of probable cause that a violation has occurred, after

an ex parte presentation of the relevant facts by the Board’s General Counsel or



.Assistanf General Counsel. If the Panel Chair should issue »'SUCf.l an Emergenéy
Order, the parties agree and stipulate that a violation of any term or condition of
this Amended 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; accordingly, the only
relevant question for any emergency hearing cénducted pursuant to KRS 13B.125
would be whether the licensee violated a term or condition of this Amended
Agreed O;der of Indefinite Restriction;

4. The licensee understands and agrees that any violation of the terms of this
Amended Agreed Order of Indefinite Restriction would provide a legal basis for

additional disciplinary action, including revocation, pursuant to KRS 311.595(13).

SO AGREED on this 9 | day of &“;ﬁf‘la%@o& |

FOR THE LICENSEE:
7/
/’/' j
/ %/ Al
SHARAD ¢/ P/A%W L
/

COUNSEL FOR THE LICENSEE

(IF APPLICABLE)
FOR THE BOARD:

RANDEL C. GIBSON, D.O.
CHAIR, INQUIRY B
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C' [/UA! L& a7
- C.LLOYD VESTIUI
General Counsel
Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B
Louisville, Kentucky 40222
(502) 429-7150
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{. INTRODUCTION

This Education Plan was developed based upon areas of need identified in CPEP’s = -
. Assessment of Shared Patel, M.D, conducted in January 2003 and: Assessment
Addendum (Addendum) in March 2006, data gathered by CPEP and. information
_obtained from the Kentucky Board of Medical Licensure -(Board). ~ Ehe areas of
educational need identified in the Assessment and the Addendum have been-addressed in -
the objectives of this Education Plan (Plan). Progress ‘Reports will be generated
approximately every trimester and provided to the participant and to other entities for
which we have authorization. : :

" PURPOSE : : : o

The purpose of this Education Plan is to provide a framework in which Pr. Patel can
address educational needs that will ultimately improve his delivery of patient care. Plans
are created with the understanding that as the physician’s capabilities @nd/or needs

change within the parameters of the practice for which this Plan was developed, the
educational focus areas may change accordingly. '

_The goal of CPEP and this Plan is to provide the participant with the tools and support for
a meaningful educational expefience that includes:
e Addressing individual, identified educational needs; - -
o Encouraging lifé-long, independent learning; 3 : c
« Providing long-term educational benefits that will enhance quality patient care;
e Achieving successful completion of the Plan and the Post-Education Evaluation
within the estimated timeframes defined in the Plan. S

Participant strategies to support successful completion of the Educationalf-:}lntervenﬁoﬂ ‘
include the following: ‘ ' ' :
« Being an active partner in learning; - .
o Actively integrating feedback and new knowledge into daily practice;"
« Submitting educational materials and charts as requested in the Plan;
« ' Adhering to timeframes and due dates as outlined in the Plan;
« Participating in regularly scheduled communications with CPEP.

PHYSICIAN BACKGROUND , : ‘

. Dr. Patel ceased practicing psychiatric medicine in March 2000. He participated in the
Assessment process in January 2003. In December 2005, Dr. Patel contacted CPEP to
enroll in an Educational Intervention. Since it had been three years since.Dr. Patel ’s
initial CPEP Assessment, CPEP required Dr. Patel to undergo an Assessmert Addendum
in order to evaluate his current educational needs. The findings of this Addendum were
" considered in conjunctibn with the findings of the January 2003 Assessinent in the
* development of this Plan. - : | o
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I. PRACTICE PROFILE

Dr. Patel provided the following practice profile information to CPEP in July 2006. His
perspective practice is yet to be determined, however he reported to CPEP! that he will
practice adult outpatient psychiatry only. Updates will be obtained from Dr. Patel and
-reflected in each Progress Report. ‘ - -

Specialty .
Psychiatry
- Licensure -
Licensing Stéte ' o ; Status
Kentucky B _ ' - fnactive .
Practice ‘ : ‘ ‘
Years/Description/Location | -
1980-85; Clinical Dire_ctor, Cqmp Care Center; Elizabethtown, KY
1980-1994: 1995-2000 Private practice; Elizabethtown, KY
Active}HosgitalPrivileges ‘ ’ ' '
_ Name/Location ' : - , T ~ #of Beds TraumazLevel ICU
TBD . A ' ‘ o
Current Practice Profile

Volume of patients per day: . TBD
Number of days warked per week: TBD

~ Number of patients admitted per month: TBD
Census of inpatients maintained per month: TBD
Number of days on-call per month: TBD

Commonly Encountered Diagnoses

~ TBD 7
Continuing Education

Dr. Patel has not participated in formal continuing medical education in the last five Years. '

1. REQU!REMENTS

PRAGTICE SUPERVISOR AND EDUGATIONAL PRECEPTOR

To participate in the FEducational Intervention, Dr. Patel will need to identify a board-
certified psychiatrist for the roles of the Supervisor and Preceptor. The Supervisor and
Preceptor can be the same individual. The Supervisor should' ensure that current
evidence-based medical knowledge, skills, and information are addressed. Dr. Patel will
- provide a copy of the Plan to the proposed Supervisor and/or Preceptor and submit the
~ proposed Supervisor/Preceptor name(s) and resume(s) to CPEP for approval no later than
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30 days following the implementation of this Plan. The complete Supervisor and
* Preceptor. Job Descriptions are included with this Plan. ‘ ' '

- Note: o
« CPEP must approve the Supervisor prior to initiating Phase L

e The Preceptor must be -approved prior to initiating Preceptor.meeﬁn;gs to ensure
that the meetings are applicable to the Plan. .

MEDICAL LICENSE " : .
Dr. Patel will need a medical license in order to participate in and compléte this Plan.
Some educational activities may be completed without a license.

V. EDUCATIONAL INTERVENTION

" This Plan was désigned to address adult psychiatric outpatient care. If Dr. Patel ’s goals
for his anticipated practice change, CPEP may not be able to provide a learning

- experience to address such changes within the framework.of this Plan. Shoiild Dr. Patel
independently address issues outside of the Plan, CPEP would be unable té monitor or -
commert on-the experience. It may be possible for CPEP to provide additional
assessment that would serve as a foundation for a Supplemental Education Plan.

- _PHASE | .
Phase I is estimated to last between one and two months.

Because of a six-year absence, CPEP recommends that Dr. Patel only see patients with
100% supervision during Phase L The Supervisor. will be present for the eritirety of all
patient encounters during this period. The volume of daily patient encounteis should be
restricted so that appropriate and thorough discussion and review occurs immediately
after each patient encounter. CPEP recommends a maximum daily patient volume .of
four. ' ‘ s : -

PERFORMANCE OBJECTIVES

A. Observation of Patient Encounters.

During this experience, Dr. Patel will: A ~

1) Observe the Supervisor for a minimum of 35 encounters in the outpatient
setting. For each of the following presenting complaints, he will observe a
minimum of two patients: dementia; anxiety; mood disorder; and psychotic
and personality disorders. Other patients observed should comprise a variety
of diagnoses similar to those Dr. Patel anticipates encountenng in’ his
practice. At the discretion of his Supervisor and the CPEP Assoctate Medical
Director, Dr. Patel may be required to -observe more than 35 patient
encounters; ' '
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- 2) Review each case with the Supervisor after each patient encounter.. As much

as patient diagn'dses permit, discussions should focus on content areas
identified in Objective I below;

3) Using the Supervised Experience Education Log provided by CPEP,

document the'diagnpsis, treatment, plan, and date of each case, arid submit the
log to CPEP. The Supervisor will sign the log prior to submissiori;

B. Supervised Patient Encounters

. With the Supervisor in attendance and with direct Supervisor oversight, Dr. Patel
will: ' '

1)

2).

3)

‘ ‘.5)

Interview and examine no fewer than 40 patients in the outpatient;setting. For
each of the following presenting complaints, he will see a minimum of two
patients: dementia; anxiety; mood disorder; and psychotic and personality
disorders. Other patients observed should comprise a variety of diagnoses
similar to those Dr. Patel anticipates encountering in his practice. Al the
discretion of his Supervisor and the CPEP Associate Medical Director, Dr.:
Patel may be required to see more than 40 patient encounters;

Review his evaluation and plan for patients with the Supervisor prior to
completing the patient encounter. As much as patient diagnpses permit,
discussions should focus on content areas identified in Objective libelow;
Write or dictate a simulated note as if he were the primary physician;

Have each simulated note reviewed for completeness and overall quality by

"the Supervisor after each patient encounter. As indicated; discussion

regarding documentation should focus on content areas identified in Objective
111 below; : ' , o

Using the Supervised Experience Log provided by CPEP, décument the
diagnosis, treatment, plan, and date of each case, and submit the log to CPEP.
The Supervisor will sign the log prior to submission. :

EVALUATION METHODS

1)

2)

As Dr. Patel nears completion of Part A of Phase I, he or his Supervisor
should contact CPEP to schedule a telephone conference Letween the
Supervisor and the Associate Medical Director; ' ' :
Upen completion of all Parts of Phase I, the Supervisor and the Associate
Medical Director will determine Dr. Patel s readiness to advance.to Phase IL
He or his Supervisor should contact CPEP to schedule a telephotie conference
between the Supervisor and the Associate Medical Director.
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PHASE I

Dr. Patel will transition to a practice-based educational experience after successful
completion of Phase 1. On-site supervision is no longer required. This- experience is
estimated to last 10 months. If practicing in Phase I at the Supervisor’s jpractice, Dr.
Patel may now transition to independent practice. Dr. Patel will work with the Preceptor
to continue addressing the needs identified in the Learning Objectives listed below. = If
the Preceptor candidate has not been approved at the completion of Phase I, Dr. Patel
should continue with self-study activities. Preceptor meetings should be scheduled once
CPEP has notified Dr. Patel that the Preceptor candidate has been approved.’

LEARNING OBJECTIVES

1. To improve psychiatric evidence-based medical knowledge, ificluding but

‘not limited to the following: ‘

1) Elements of a comprehensive-and detailed initial psychiatric assessment,
including but not limited to, patient history, family history, and mental
status exarm; ' S

2) Algorithms for formulating differential diagnoses; .

3). Symptoris associated with and current management approaches for
common psychiatric disorders, including but not limited to the following
.disorders: | ' ' :

. a) anxiety; R :
b) mood (including bipolar disorder);
c) psychotic; ' o
d) personality;
e) post-traumatic stress;
f) obsessive-compulsive;
g) - dementia; ' p .

4) Non-pharmacologic therapy, including but not limited . tb, cognitive-
behavioral therapy; - ‘

5) Legal dimensions of psychiatric practice;

6) Indicators of substance abuse;

7) Ability to discern the severity of disorders for appropriate mariagement;

8) Appropriate testing that is consistent with and supported by the patient’s
symptorms; : ' ‘ '

9) Ability to identify changes in patient behavior and manage accordingly.

L To improve knowledge of current pharmacologic therapy tliat includes
: but is not limited to the following, especially as related to the disorders
"identified above: '
1) Side effects;
2) Drug-drug interactions;
3) Dosing. ' .
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To improve clinical decision-making in the following areas:

1) Consistent application of medical knowledge; i .

2) Organized, detailed, comprehensive, and integrated.approach-to diagnostic
evaluation that includes differential diagnoses; - ‘

3) Development of comprehensive, and integrative treatment plans for an
adequately wide range of psychiatric diagnoses; these plans should include
documentation of the patient’s progress; ' o ' '

4) Consideration of medication management options;

5) Application of psychopathology.

To improve patient care documentation, specifically:

'1) Organized and complete chart components, including flow shéets;

2) Consistently organized, detailed and complete notes, that ind¢lude but not
limited to the following elements: : :
_a) Presenting complaint;
b) Psychiatric history;
c) Family and social history;
d) Mental status exam; s
e) Differential and final diagnoses;
. f) Detailed treatment plans;
. g) Patient/family education; _
H) Consultant reports/communications;
i) Testing; o
j) Detailed clinical reasoning; B .
3) Consistent documentation of all patient encounters.

To monitor physician-patient communication: -
1) Effective core commumnication skills.

To determine a plan to maintain current standards within ‘the field of .

psychiatry.

v]. PERFORMANCE OBJECTIVES and EVALUATION METHODS

Refer to Appendix A for further directions. ..

PERFORMANCE OBJECTIVES ' r
Dr. Patel will complete the following specified Objectives:

A. Knowledge (Leamning Objective I)

1) For each Objective I content area, including subtopics: :
a) Review two current, reputable medical references explicitly relevant to

the content area. If assigned a specific guideline for a content area

(see below), it can be utilized as one of the references; '



" *Educational mter\('ent“ion' | ' o Page 8 of 17
. .Education Plan o '

‘Shared P_atel, M.D.

E.

b) Submit -a brief paragraph, outline or algonthm explaining the :
apphcablhty of knowledge gained from his reading td his current
practice, including how he will utilize the learned inforfnation in his -
practice. If the information is not applicable to his practi¢e, he should
explain his rationale. Include reference titles and dates of publication;

2) Subscribe to Focus: The Journal of Lifelong Learning in Psychiatry and

the Focus Self Assessment Examination. The subscnptmn shiould include’ .

.the "Influential Papers.” Dr. Patel should participate in ongping reading |

and assessment. More information can be found at the following web site:

http://www.psych.org/edu/cme/selfassess _exam/saexam.cfm. If Dr. Patel
identifies an alternative course, the Associate Medical Director must
approve the course;

3) Review guidelines/references relevant to diagnosis and rreatment of

common psychiatric disorders. CPEP recommends the following Internet
sites as resources: http://www.guideline.gov and http://www. psych.org;

4) Dr. Patel will participate in Grand Rounds as scheduled at a nearby
facility if avaxlable : .

Clinical Decision Making

1). Obtain and utilize the most current publication of the DSM IV-R to assist

in developing a more structured and comprehensive appmach to . the.
differential dlagnosm of patient complaints.

Comrmunication

1). Read The Med1cal Interview by John L, M D. Coulehan Marian R., M.D.
Block;-

-2) CPEP will determine if Dr. Patel would beneﬁt from further educatlonal.

intervention;
3) Discuss wnh the Superv1sor and Preceptor durmg Phase ITand II

_Dggg_n_;gg_tsa_t_l_@_ »
1) . Independently review documenta‘uon and medical record keeping;

-2) Attend a documentation serminar, with a follow-up companent. The

follow-up component must consist of at least two chart reviews, preferably
three. A course brochure should be submitted for the Associate Medical
Director’s approval within 30 days of signing the Plan. A pertlﬁcate of
attendance should be submitted to. CPEP upon completion;

3) Integrate feedback from the CPEP Associate Medlcal Director and the

Preceptor promptly

Preceptor Meetines and Chart Reviews

1) Address the Objective I content areas with the Preceptor through didactic -
exercises, as well as case-based and hypothetical discussions;
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2)

3

4)

5)

6)

‘Meet with the Preceptor weekly for a period of time to be d"%tenninedbby

the Associate Medical Director and then twice monthly for the duratlon of
the Plan; :
Provide 16 redacted charts per month (four charts per weekly session and .
eight charts per twice monthly sessions), for the duration of Phase I for
review with the Preceptor. Dr. Patel * will submit these charts to the
Preceptor prior to their scheduled meeting to allow the Preceptor time for
review. As much as possible, the charts selected should be relevant to the
content areas of the Plan;

Charts should generate discussions addressing medical . knowledge
application of medical knowledge to patient care, clinical Ju.dgment, and
documentation;

Submit to CPEP, every other month, four of the 16 redacted charts used in
the Preceptor meetings for review by the Associate Medical Director;
Discuss his plan for ongoing profwsxonal development with the Preceptor

F.. Submission Reqmrernents

' See Appendix A for timelines.

1)

2)
3
¥

5)

Maintain .an Education and/or Supervisor Log, documentmg all
+ educational activities, including tOplCS dlscussed with the Pleceptor and

“submit to CPEP;

Submit practice application materials for Ob_] ective I'to CPEP;

Submit title, resource and date of publication, or first page of article, for
all assigned guidelines for Objective I to CPEP; -
Submit a certificate of completion and/or monthly participation in
Focus: The Journal of Lifelong Learning in Psychiatry and the Focus Se{f )
Assessment Examination, or other approved course;

Develop a plan for ongoing professmnal development in psychiatry and
submit it to CPEP .

EVALUATION METHODS

A. The Preceptor will:

1) Provide feedback to Dr. Patel on medical knowledge, apphcanon of
knowledge, clinical judgment, communication and documentatlon at the time
. of their meetings; '
2) Provide monthly written and scheduled verba] feedback on Dr Patel
progress for the duration of the Plan, or as apphcable

| B The Associate Mechcal Director wﬂl

1) Review and approve the required submissions to CPEP, and provide feedback
. to Dr. Patel , with regard to medical knowledge, application of medical -
knowledge, clinical judgment, documentation, and other identified areas,

during regularly scheduled telephone conversations; ‘ '
2) Monitor Dr. Patel ’s documentation and overall progress;
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3) Review and E@pprove Dr. Patel ’s plan for ongoing profeésional de’:velopmeht;‘ e
4) Provide a written progress report approximately every trimester. . C

ESTIMATED DURATION

 The duration of the Education Plan can only be estimated CPEP anticipates that this
Educational Intervention will last approximately 12 months. ’ It may be extended or

shortened at the discretion of CPEP depending on progress towards meeting the stated
educational goals. If new education needs are uncovered during the course of this Plan,
* these will be addressed accordingly. ‘ :
REASSESSMENT

Dr. Patel will return to CPEP within two to six months following the completion of the
Education Plan for a Post-Education Evaluation that addresses the content of the Plan.

DISCLAIMER

CPEP reserves the right to change the.content and/ or duration of the Education Plan.

SIGNATURES

Shared Patel , M.D;

oy

_Date/ /

Nancy Wilson-Ashbach, M.D. ' - Date
Associate Medical Director ‘

Retum the signed original Education Plan to CPEP. Keep copies.of the Plan

for your reference and to forward to Supervisor/Preceptor candidates.



FILED OF RECORp

COMMONWEALTH OF KENTUCKY | ~ Nov 07 2006
BOARD OF MEDICAL LICENSURE |
CASE NO. 741 K.B.M.L.

IN RE: THE LICENSE TO PRACTICE MEDICINE IN THE COMMONWEALTH OF
KENTUCKY HELD BY SHARAD C. PATEL, M.D., LICENSE NO. 20851,
1506 BRISTOL COURT, ELIZABETHTOWN, KENTUCKY 42701

AGREED ORDER OF INDEF]NITE RESTRICTION

Come now the Kentucky Board of Medical Licensure (hereafter “the Boar "’),'
a(;tir;g by and through its Inquiry Panel B, and Sharad C. Patel, M.D., and, based upon the
Paﬁe]’s vote to approve the licensee’s return to the active practice of medicine undef
specified terms and conditions, 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. Atall relevant times, Sharad C. Patel, M.D., was licensed by the Board to practice
medicine within the Commonwealth of Kentucky.

2. The licensee’s medical specialty is‘Psychiatry. '

3. On March 8, 1999, the licensee filed with the Board an Amended Letter of
Agreement, which he executed on March 5, 1999. Condition 1 of the Amended
Letter of Agreement specified: \“Physician shall fully maintain a contractual
relationship with the Impaired Physician Committee and abide by all conditions
placed upon him by the Impaired Physician Committee.” |

4. On March 16, the licensee verbally nétiﬁed a Board 'Investi gator that he desired to

convert his license to inactive status and that he intended to discontinue his



relationship with the Kentucky Physicians Health Foundation (“the Foundation™).
In a Memorandum to the Board’s Inquiry Panel B, dated March 22, 2000, the
investi_gator‘notiﬁed the Board of this information.

. In a letter, dated March 17, 2000, Burns M. Brady, M.D., Foundatioﬁ Mediéal
Director, confirmed a telephone conversation he had with the licensze. In his
letter, a copy of which was received by the Board on March 21, 2000, Dr. Brady
stated, “As I understand it, you [thé licensee] are not going to renew your
Kentucky medical license at this time and would like to discontinue your
relationship with [the Fouridation].” Seeking confirmation of his understanding,
Dr. Brady further stated in same: “T look forward to your response and if I have
not heard from you within 14 days of your receipt of this letter, then I will assume
this establishes for our records and for the Kentucky Board of Medical Licensure
that you are discontinuing your relationship with this organization.”

. Given these circumstances, the Panel required the licensee to enter into an Agreed
Order of Surrender, which he did and which was filed on June 9, 2000. He has
not practiced medicine in the Cqmmonwealth.since that time.

. At its July 2002 meeting, the Panel considered the licensee’s request to resume
the active practice of medicine. The Panel deferred any action until the licensee
completed a clinical skills assessment at the Center for Personalized Education for
Physicians (CPEP).

. The licensee completed. that assessment J anuéry 27-28, 2003. The Assessment
Report included the following findings:

A. Medical Knowledge

[\



During this Assessment, Dr. Patel’s medical knowledge was fairly broad but it
lacked depth and was not current. He was aware of the general initial
psychiatric assessment process including the mental status examination.
However, he omitted important historical areas and lacked necessary details
and clarity on the mental status exam. He was knowledgeable about
substance abuse issues as well as pain management and psychiatric treatment
in workman’s compensation patients. He accurately assessed suicidal and
homicidal risk. His level of knowledge of the civil commitment. process was
adequate, although it lacked detail. He demonstrated a general knowledge of
anxiety, psychotic, and personality disorders but it lacked depth. Dr. Patel’s
diagnosis of mood disorders was unacceptable. His knowledge of
psychotropic medications including antidepressants, antipsychotics, and mood
stabilizers was incomplete and not current. His differential diagnosis did not

-always reflect the most likely possibilities. Dr. Patel was not well-versed in
the DSM IV-R categories of the mood disorders. Dr. Patel’s diagnostic and
assessment skills lacked sufficient detail and completeness.

B. Clinical Reasoning

Overall, Dr. Patel’s clinical reasoning was inconsistent. One consultant
thought that, based on the few charts reviewed, Dr. Patel’s clinical decision-
making was adequate. Another consultant noted that Dr. Patel provided an
adequate account of the issues from a drug overdose patient and a workman’s
compensation injury. Dr. Patel demonstrated flexibility in his ability to
modify his management strategies based on changes in the patient’s clinical
course; however, his approach to pharmacology was more rigid.

Many of Dr. Patel’s stated management strategies were reasonatile; he did not
apply these principles to the actual patient cases reviewed. This included use
of mood stabilization in bipolar disorder and use of informed consent. He
ordered laboratory tests and developed treatment plans that were not
supported by the diagnostic possibilities. Dr. Patel’s differential diagnosis did
not always reflect the facts of the case. He occasionally assigned a diagnosis
without sufficient clinical data, in contrary to the patient’s clinical
presentation, or without integrating important social issues. His follow-up
recomnmendations did not always correlate with the clinical status and needs of
the patient. Dr. Patel did not have an organized theory of psychopathology
upon which to guide his prescrlptlon for non—pharmacologxc—psy«:hlatnc
treatments. :

C. Communication

Dr. Patel’s communication skills with the Simulated Patients were adequate
but his skills were weak due to the time since he left practice. He
demonstrated the core skills needed to be an effective communicator. He
asked open-ended questions, listened without interruption, made effective use
of summary statements, and had good eye contact. With practice his



interactions became more conversational. His initial attempts at rapport were
difficult but these improved over the course of the interview. He sometimes
confused the patients by changing his line of questioning too quickly and
without the use of transition statements. He did not provide patient education.
His interactions with the peer consultants were acceptable.

'D. Documentation

Dr. Patel’s documentation skills were inadequate. His intake assessments
were organized. His documentation of the mental status exams was
acceptable. He provided a reasonable accounting of the patient’s clinical
progress. However, there was no documentation of medication side effects,
reasons for psychotherapy or cognitive behavior therapy, or explanations for
changes in medications.. Dr. Patel did not document all patient encounters
with an appropriate note. His management strategies were not consistently
reflected in the chart. He did not record a formal diagnosis of PTSD in a
patient he was treating for this disorder. He did not enumerate manic or
depressive symptoms in a bipolar patient. He did not provide a clear plan of
action in some cases. Comments about psychosocial issues were brief and
general. The notes generated during the CPEP Assessment were unorganized
and lacked any detail about his clinical thought processes. His treatment plans
were vague.

CPEP recommended that Dr. Patel participate in structured, individualized
Education Intervention to address the identified areas of need, and noted that such
an intervention would likely require significant time and effort.

9. After reﬁewing the report, the Panel voted to defer action until Dr. Patel had
obtained an Educational Plan from CPEP and presented it to the Panel for review.
The licensee obtained an Educational Intervention Education Plan from CPEP in
July 2006 and it was considered by the Panel at its October 19, 2006 meeting.

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, there were legixl grounds for the Board to
impose disciplinary sanctions against his license pursuant to KRS 311.595(13).
The Board did so by requiring thé licensee to enter into the Agreed Order of
Surrender. The legal grounds supporting the Agreed Order of Surrender extend to
this Agreed Order of Indefinite Restriction. Accordingly, there is a legal basis for
this Agreed Order.

3. Pursuant to KRS 311.591(6) and 201 KAR 9:082, the parties may fully address
legal issues, such as the licensee’s return to active practice following a period of
surrender, by entering into an agreed resolution such as this Agreed Order of

‘Indefinite Restriction.

AGREED ORDER OF INDEFINITE RESTRICTION

Based upon the Stipulations of Fact and Stipulated Conclusions of Law, and, based
upon the Panel’s vote to permit the licensee to resume the practice of medicine under
specified terms and conditions, the parties hereby ENTER INTO the following
AGREED ORDER OF INDEFINITE RESTRICTION:

1. The license to practice medicine in the Commonwealth of Kentucky held by
Sharad C. Patel, M.D., is RESTRICTED/LIMITED FOR AN INDEFINITE
PERIOD OF TIME, with that period éommencin ¢ immediately upor: the filing of
this Agreed Order of Indefinite Restriction and continuing until further Order of
the Panel;

2. During the effective period of this Agreed Order, the licensee’s Kentucky medical
license SHALL BE RESTRICTED/LIMITED by the following terms and

conditions:



The licensee may resume the practice of medicine, but only as specified in
the fo]lowing terms and conditions;

. The licensee SHALL ONLY see and treat patients while uncler the
complete and direct supervision and direction of a Board-certified

- Supervising Physician, who has been approved in advance and in writing
by CPEP’s Medical Director;

. The licensee SHALL NOT see patients or provide medical or psychiatric
treatment to any indi viduai outside of the direct supervision and direction
of the approved Supervising Physician, uniess and until approved to do so
by the Panel;

. The licensee SHALL FULLY comply with the directives of Phase Ipf
CPEP’s Education Plan, which is attached and incorporated in full, by
reference, into this Agreed Order of Indefinite Restriction. Even under the
direct supervision of the Supervising Physician, the licensee may only

. perform those acts and procedures speciﬁcallyv detailed in Phase I of the
Education Plan; . |

‘The licensee SHALL NOT proceed to or perform any act under Phasé 1T

" of the CPEP Education Plan, unless and until approved to do so by the
Panel by Amended Agreed Ordér of Indefinite Restriction;

The Panel will only consider a request by the licensee to proceed to Phase
ﬁ of the Education Plan, by Amended Agreed Order, if the request is

accompanied by a favorable written recommendation by CPEP’s Medical



Director, which details the licensee’s completion of and compliance with
Phase I of the Education Plan;

. The licensee SHALL maintain his contractual relationship with the
Kentucky Physicians Health Foundation and SHALL fully comply with all
contractual requirements, until further Qrder of the Panel;

. The licensee shall completely abstain from the consumption of mood-
altering substances, including alcohol, except as prescribed by a duly
licensed bmctitioner for a documented legitimate medical purpose. Any
such medical treatment and prescribing shall be reported directly to the
Board in writing by the treating physician within ten (10) days after the
daté of treatment. The licensee must inform the treating physician of this

- responsibility and ensure timely compliance. Failure to inform the
treating physician of this responsibility shall be con;idered a violation of
this Agreed Order of Indefinite Restriction;

The licensee shall be subject to periodic, unannounced breathalyzer, blood
and uriné alcohol and/or drug analysis as desired by the Board, the
purpose being to ensure that the licensee remains drug and/or alcohol-free.
The cost of such breathalyzer, blood and urine alcohol and/or drug
analyses and reports will be borne by licensee, which costs shall be paid
under the terms fixed by the Board’s agent for testing. Failure to make
timely payment of such costs, to provide a specimen upon request, or to
remain alcohol and/or drug-free shall be considered a violation of this

Agreed Order of Indefinite Restriction;



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

3. The licensee expreésly 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 parties 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 occurred, after an ex parte presentation of the relevant facts by
the Board’s General Counsel or Assistaﬁt General Counsel. If the Panel Chair
should issue such an Emergency Order, the parties agree and stipulate thata
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; accordingly, the only relevant question for any emergehcy hearing
condﬁcted pursuant tolKRS 13B.125 would be whether thé licensee violated a
term 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).

¥ O _ _
SO AGREED on this _ day of _ApY €MBER00G.

FOR THE LICENSEE:
e
SHARAD €. PATELAD:
COUNSEL FOR THE LICENSEE
(IF APPLICABLE)
FOR THE BOARD:

PRESTON P. NUNNELLEY, M.D.
CHAIR, INQUIRY B

C.LLOYD VESTII

General Counsel

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

(502) 429-7150
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I. INTRODUCTION

This Education Plan was developed based upon areas of need identified in CPEP’s
 Assessment of Shared Patel, M.D., conducted in Janmary 2003 and - Assessment
Addendum (Addendum) in March 2006, data gathered by CPEP and. information
_obtained from the Kentucky Board of Medical Licensure (Board). The areas of
educational need identified in the Assessment and the Addendum have been:addressed in
the objectives of this Education Plan (Plan). Progress ‘Reports will be generated
approximately every trimester and provided to the participant and to other entities for
which we have authorization. :

" PURPOSE »

The purpose of this Education Plan is to provide a framework in which Br, Patel can
address educational needs that will ultimately improve his delivery of patient care. Plans
are created with the understanding that as the physician’s capabilities dnd/or needs
change within the parameters of the practice for which this Plan was developed, the
educational focus areas may change accordingly.

The goal of CPEP and this Plan is to provide the participant with the tools and support for
a meaningful. educational experience that includes:
e Addressing individual, identified educational needs;
e Encouraging life-long, independent leamming; : A
" e Providing long-term educational benefits that will enhance quality pafient care;
« Achieving successful completion of the Plan and the Post-Education Evaluation
within the estimated timeframes defined in the Plan. S

Participant strategies to support successful completion of the Educational Intervention
include the following: ' ' - ‘ :
« Being an active partner in learning; -
o Actively integrating feedback and new knowledge into daily practice; "
« Submitting educational materials and charts as requested in the Plan;
o ' Adhering to timeframes and due dates as outlined in the Plan;
« Participating in regularly scheduled communications with CPEP.

PHYSICIAN BACKGROUND ‘ ‘

. Dr. Patel ceased practicing psychiatric medicine in March 2000. He participated in the
Assessment process in January 2003. In December 2005, Dr. Patel contacted CPEP to
enroll in an Educational Intervention. Since it had been three years since.Dr. Patel ’s
initial CPEP Assessment, CPEP required Dr. Patel to undergo an Assessmerdt Addendum
in order to evaluate his current educational needs. 'The findings of this Addendum were
considered in conjunction with the findings of the January 2003 Assessment in the
- development of this Plan. R
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. 1l. PRACTICE PROFILE

Dr. Patel provided the following practice profile information to CPEP in July 2006. His
perspective practice is yet to be determined, however he reported to CPEP: that he will
practice adult outpatient psychiatry only. Updates will be obtained from Dr. Patel and
reflected in each Progress Report. : . o

Specialty .
Psychiatry
- Licensure -

Licensing State ' ‘ . Status
Kentucky , Inactive
Practice : '

Years/Description/Location
1980-85; Clinical Director, Comp Care Center; Elizabethtown, KY
1980-1994: 1995-2000 Private practice; Elizabethtown, KY
Active Hospital Privileges _ ’ .
Name/Location =~ - " #ofBeds Traumalevel ICU
- TBD . B
Current Practice Profile

Volume of patients per day: .TBD
Number of days worked per week: TBD
‘Number of patients admitted per month: TBD
Census of inpatients maintained per month: TBD
* Number of days on-call per month: TBD
Commonly Encountered Diagnoses
D - -t '
Continuing Education

Dr. Patel has not participated in formal conﬁnding medical ‘educaﬁoh in the last five years.

1118 REQUIREMENTS

PRACTICE SUPERVISOR AND EDUCATIONAL PRECEPTOR :

To participatc in the Educational Intervention, Dr. Patel will need to idertify a board-

certified psychiatrist for the roles of the Supervisor and Preceptor. The Supervisor and
Preceptor can be the same individual. The Supervisor should' ensure that current

evidence-based medical knowledge, skills, and information are addressed. Dr. Patel will

provide a copy of the Plan to the proposed Supervisor and/or Preceptor and submit the
~ proposed Supervisor/Preceptor name(s) and resume(s) to CPEP for approval no later than
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30 days following the implementation of this Plan. Thé complete Supervisor and
Preceptor. Job Descriptions are included with this Plan. ' .

Note: ,
e CPEP must approve the Supervisor prior to initiating Phase L .
e The Preceptor must be .approved prior to-initiating Preceptor meetings to ensure
that the meetings are applicable to the Plan. ‘ ‘ :

MEDICAL LICENSE _ : : .
Dr. Patel will need a medical license in order to participate in and compleite this Plan.
Some educational activities may be completed without a license.

IV. EDUCATIONAL INTERVENTION

This Plan was designed to address adult psychiatric outpatient care. ' If Dr. Fatel ’s goals
for his anticipated practice change, CPEP may not be able to provide a leamning
- experience to address such changes within the framework of this Plan. Shoild Dr. Patel
independently address issues outside of the Plan, CPEP would be unable té monitor. or
comment on-the experience. It may be possible for CPEP to providr;' additional

_assessment that would serve as a foundation for a Supplemental Education Plan.

: PHASE ] . .
Phase I is estimated to last between one and two months.

Because of a six-year absence, CPEP recommends that Dr. Patel only see patients with

. 100% supervision during Phase L. The Supervisor will be present for the eritirety of all
patient encounters during this period. The volume of daily patient encounters should be
restricted so that appropriate and thorough discussion and review occurs immediately
after each patient encounter. CPEP recommends a maximum daily patient volume of
four. ‘ :

PERFORMANCE OBJECTIVES -

A. Observation of Patient Encounters.

During this experience, Dr. Patel will: _ . :

1) Observe the Supervisor for a minimum of 35 encounters in the outpatient
setting. For each of the following presenting Qumplaints,uhe. will observe a
minimum of two patients: dementia; anxiety; mood disorder; and psychotic
and personality disorders. Other patients observed should comprise a variety
of diagnoses similar to those Dr. Patel anticipates encountering- in " his
practice. At the discretion of his Supervisor and the CPEP Associate Medical
Director, Dr. Patel may be required to observe more than 35 patient
encounters; ‘ ‘
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. 2) Review each case with the Supervisor after each patient encounter. As much
as patient diagnoses permit, discussions should focus on content areas
identified in Objective I below;

3) Using the ‘Supervised Experience Education Log provided by CPEP,
document the diagnosis, treatment, plan, and date of each case, and submit the
log to CPEP. The Supervisor will sign the log prior to submissior;

B. Supervised Patient Encounters : : _

. With the Supervisor.in attendance and with direct Supervisor oversight, Dr. Patel

will:. ' ‘ ’

. 1) Interview and examine no fewer than 40 patients in the outpatient;setting. For
each of the following presenting complaints, he will see 2 minimum of two
patients: dementia; anxiety; mood disorder; and psychotic and personality
disorders. Other patients observed should comprise a variety of diagnoses -
similar to those Dr. Patel anticipates encountering in his practice. At the .
discretion of his Supervisor and the CPEP Associate Medical Director, Dr.:
Patel may be required to see more than 40 patient encounters; '

2) Review his evaluation and plan for patients with the Supervisor prior to
completing the patient encounter. As much as patient diagnoses permit,
discussions should focus on content areas identified in Objective Libelow;

3) Write or dictate a simulated note as if he were the primary physician;

- 4) Have each simulated note reviewed for completeness and overall quality by
‘the Supervisor after each patient encounter. As indicated,; - discussion
regarding documentation should focus on content areas identified in Objective

. T below; ‘ ‘ ' ~

5) Using the Supervised Experience Log provided by CPEP, décument the
diagnosis, treatment, plan, and date of each case, and submit the Tog to CPEP.
The Supervisor will sign the log prior to submission.

EVALUATION METHODS

1) As Dr. Patel 'nears completion of Part A of Phase I, he or his Supervisor
should contact CPEP to schedule 2 telephone conference between the
Supervisor and the Associate Medical Director; ' ,

2) Upon completion of all Parts of Phase I, the Supervisor and the Associate
Medical Director will determine Dr. Patel ’s readiness to advance.to Phase I
He or his Supervisor should contact CPEP to schedule a telephons conference
between the Supervisor and the Associate Medical Director.
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PHASE Il

Dr. Patel will transition to 2 practice-based educational experience after successful
completion of Phase 1. On-site supervision is no longer required. This ¢xperience is
estimated to last 10 months. If practicing in Phase 1 at the Supervisor’s jpractice, Dr.
Patel may now transition to independent practice. Dr. Patel will work with fhe Preceptor
to continue addressing the needs identified in the Learning Objectives listed below. If
the Preceptor candidate has not been approved at the completion of Phasé I, Dr. Patel
should continue with self-study activities. Preceptor meetings should be scheduled once

CPEP has notified Dr. Patel that the Preceptor candidate has been approved..
LEARNING OBJECTIVES

1. To improve psychiatric evidence-based medical knowledge, ificluding but
ot limited to the following:

1) Elements of a comprehensive -and detailed initial psychiatric assessment,
including but not limited to, patient history, family history, and mental
status exam; ' ‘ '

.2) Algorithms for formulating differential diagnoses; :
3). Symptoms associated with and current management approaches for
common psychiatric disorders, including but not limited to the following
disorders: - ' ‘ S :
. a) anxiety; - :

b) mood (including bipolar disorder);

¢) psychotic; ’ c

d) personality;

€) post-traumatic stress;

D obsessive-compulsive;

g) dementia; - L

4) Non-pharmacologic therapy, - including but not limited . tb, cognitive:
behavioral therapy;

5) Legal dimensions of psychiatric practice;

6) Indicators of substance abuse; :

7) Ability to discern the severity of disorders for appropriate mariagement;

8) Appropriate testing that is consistent with and supported by the patient’s
symptorms; o ' _

9) Ability to identify changes in patient behavior and manage a¢cordingly.

[I. To improve knowledge of current pharmacologic therapy tliat includes
but is not limited fo the following, especially as related to the disorders
identified above: '

1) Side effects;
2) Drug-drug interactions;
3) Dosing. A
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To improve clinical decision-making in the following areas:
1) Consistent application of medical knowledge; -
2) Organized, detailed, comprehensive, and integrated. approach-to diagnostic .
evaluation that includes differential diagnoses; ' - A ‘
3) Development of comprehensive and integrative treatment plans for an
. adequately wide range of psychiatric diagnoses; these plans should include
documentation of the patient’s PTOZIESS; '
4) Consideration of medication management options;
5) Application of psychopathology.

To improve patient care documentation, specifically:

‘1) Organized and complete chart components, including flow shéets;

2) Consistently organized, detailed and complete notes, that in¢lude but not
limited to the following elements: : -
~a) Presenting complaint;
b) Psychiatric history;
¢) Family and social history;
d) Mental status exam, '
e). Differential and final diagnoses;
. )" Detailed treatment plans;
- g) Patient/family education; ‘
1) Consultant reports/communications;
i) Testing;
j) Detailed clinical reasoning; ,
3) Consistent documentation of all patient encounters.

To monitor physician-patient communication:
1) Effective core communication skills.

To determine a plan to maintain current standards within ‘the field of -

psychiatry.

V1. PERFORMANCE OBJECTIVES and EVALUATION METHODS

Refer to Appendix A for further directions.

PERFORMANCE OBJECTIVES ' ‘

Dr. Patel will complete the following specified Objectives:

A. Knowledge (Learning Objective I)

1) For each Objective I content area, including subtopics: c :
a) Review two current, reputable medical references explicitly relevant to

the content area. If assigned a specific guideline for a content area

(see below), it can be utilized as one of the references; ‘
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b) Submit a brief paragraph, outline or algorithm exblaining the
applicability of knowledge gained from his reading td his current
practice, including how he will utilize the learned infortnation in his -
practice. If the information is not applicable to his practi¢e, he should
explain his rationale. Include reference titles and dates of publication;

2) Subscribe to Focus: The Journal of Lifelong Learning in Psychiatry and
the Focus Self Assessment Examination. The subscription sHould include’

.the "Tnfluential Papers.” Dr. Patel should participate in ongoing reading
and assessment. More information can be found at the following web site:
hittp://www.psych.org/edw/cme/selfassess _exam/saexam.cfm. If Dr. Patel
identifies an alternative course, the Associate Medical Director must
approve the course; ‘ :

3) Review guidelines/references relevant to diagnosis and treatment of
common psychiatric disorders. CPEP recommends the following Intemnet
sites as resources: http://www.guideline.gov and http://www.psych.org;

4) Dr. Patel will participate in Grand Rounds as scheduled:at a nearby
facility if available. - ‘

B. Clinical 'Decisi_on Making S |
1). Obtain and utilize the most current publication of the DSM IV-R to assist -
in’ developing a more structured and comprehensive appioach to the

differential diagnosis of patient complaints.

C. Communication . 4
1). Read The Medical Interview by John L., M.D. Coulehan, Marian R., M.D.
Block; . S ;
- 2) CPEP will determine if Dr. Patel would benefit from further educational
intervention; . ' , ‘
3) Discuss with the Supervisor and Preceptor during Phase I and H.

D. Documentation , .

1) . Independently review documentation and medical record keeping; :

.2) Attend a documentation seminar, with a follow-up component. The
follow-up component must consist of at least two chart reviews, preferably
three. A course brochure should be submitted for the Associate Medical
Director’s approval within 30 days of signing the Plan. A certificate of
attendance should be submitted to. CPEP-upon completion; = | .

3) Integrate feedback from the CPEP Associate Medical Direcior and the
Preceptor promptly. ' ~ 2

E. Preceptor Meetings and Chart Reviews ' ' -
1) Address the Objective I content areas with the Preceptor through didactic
exercises, as well as case-based and hypothetical discussions;
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2) Meet with the Preceptor weekly for a period of time to be determined by
the Associate Medical Director and then twice monthly for the duration of
the Plan;

~ 3) Provide 16 redacted charts per month (four charts per weekly session and .
' eight charts per twice monthly sessions), for the duration of Phase II for
review with the Preceptor. Dr. Patel will submit these ¢harts to the
Preceptor prior to their scheduled meeting to allow the Preceptor time for
review. As much as possible, the charis selected should be relevant to the
content areas of the Plan; .

4) Charts should generate discussions addressing medical . knowledge,
application of medical knowledge to patient care, clinical judgment, and
documentation; ‘ ‘

5) Submit to CPEF, every other month, four of the 16 redacted charts used in
the Preceptor meetings for review by the Associate Medical Director;

6) Discuss his plan for dngoing professional development with thie Preceptor.

' F. Submission Reguirements:
' See Appendix A for timelines. ‘
1) Maintain an Education and/or Supervisor Log, documenting all
. educational activities, including topics discussed with the Prieceptor, and
“submit to CPEP; . ' :
2) Submit practice application materials for Objective I'to CPEP;
3) Submit title, resource and date of publication, or first page cf article, for
~ all assigned guidelines for Objective I to CPEP; -
4) Submit a certificate of completion and/or monthly participation in
Focus: The Journal of Lifelong Learning in Psychiatry and the Focus Self
Assessment Examination, or other approved course; -

5) Develop a plan for ongoing professional development in psychiatry and
submit it to CPEP. : ‘ ' '

EVALUATION METHODS

A. The Preceptor will: : ‘ :
1) Provide feedback to Dr. Patel on medical knowledge, -application of
knowledge, clinical judgment, communication and documentation at the time
_of their meetings; : ' - .
2) Provide monthly written and scheduled verbal feedback on Dr. Patel ’s
progress for the duration of the Plan, or as applicable. :

B. The Associate Medical Director will: .
''1) Review and approve the required submissions to CPEP, and provide feedback
. to Dr. Patel , with regard to medical knowledge, application of medical - _
knowledge, clinical judgment, documentation, and other identified areas,
during regularly scheduled telephone conversations; ' ‘
2) Monitor Dr. Patel s documentation and overall progress;
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3) Review and approve Dr. Patel ’s plan for ongoing professional development; e
4) Provide a written progress report approximately every trimester. -

ESTIMATED DURATION

" The duration of the Education Plan can only be estimated. CPEP anticipates that this
Educational Intervention will last approximately 12 months. It may be. extended or
shortened at the discretion of CPEP depending on progress, towards meeting the stated
educational goals. If new education needs are uncovered during the course of this Plan,

these will be addressed accordingly.

. REASSESSMENT

Dr. Patel will return to CPEP within two to six months following the completion of the
Education Plan for a Post-Education Evaluation that addresses the content of the Plan.

DISCLAIMER

CPEP reserves the right to change the content and/or duration of the Education Plaﬁ.

" SIGNATURES c o
“Shared Patel ,M.D. s Datd ! ’. -
Nancy Wilson-Ashbach, M.D. > - Date

Associate Medical Director

Retum the signed original Education Plan to CPEP. Keep copies of the Plan '
for your reference and to forward to Supervisor/Preceptor candidates.
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COMMONWEALTH OF KENTUCKY
STATE BOARD OF MEDICAL LICENSURE
CASE NO. 741

IN RE: THE LICENSE TO PRACTICE MEDICINE IN THE COMMONWEALTH OF
KENTUCKY HELD BY SHARAD C. PATEL, M.D,, LICENSE NO. 20851,

ADDRESS OF RECORD: 1230 WOODLAND DR., #210, ELIZABETHTOWN,
KENTUCKY 42701

AGREED ORDER OF SURRENDER

Come now the Kentucky Board of Medical Licensure (hereafter “the Board™),
acting by and through its Inquiry Panel B, and Sharad C. Patel, M.D., and, based upon
their mutual desire to fully and finally resolve the grievance pending in this matter,
without formal disciplinary proceedings, hereby ENTER INTO the following AGREED
ORDER OF SURRENDER:

STIPULATIONS QF FACT

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

Agreed Order of Surrender:

L. At all relevant times, Sharad C. Patel, M.D., was licensed by the Board to practice
medicine within the Commonwealth of Kentucky.

2, The licensee’s medical specialty is Psychiatry.

3. On March 8, 1999, the licensee filed with the Board an Amended Letter of
Agreement, which he executed on March 5, 1999. Condition 1 of the Amended
Letter of Agreement specifies: “Physician shall fully maintain a contractual
relationship with the Impaired Physicians Committee and abide by all conditions

placed upon him by the Impaired Physicians Committee.”




4. On March 16, the licensee verbally notified a Board Investigator that he desired to
convert his license to inactive status and that he intended m- discontinue his
relationship with the Kentucky Physicians Health Foundation—Impaired Physicians
Program (“IPP”). In a Memorandum to the Board’s Inquiry Panel B, dated March 22,
2000, the investigator notified the Board of same.

3. In a letter, dated March 17, 2000, Burns M. Brady, M.D., IPP’s Medical Director,
confirmed a telephone conversation he had with the licensze. In his letter, o co py of
which was received by the Board on March 21, 2000, Dr. Brady stated: “As I
understand it, you [the licensee] are not going to renew your Kentucky medical
license at this time and would like to discontinue your relationship with [IPP]."
Seeking confirmation of his understanding, Dr. Brady further stated in same: “I look
forward to your response and if I have not heard from you within 14 days of your
receipt of this letter, then T will assume this establishes for our records and for the
Kentucky Board of Medical Licensure that you are discontinuing your relationship
with this organization” To date, neither IPP nor the licensee has reported to the
Board any additional information concerning the licensee’s decision, which the Board
treats as a final one,

STIPULATED CONCLUSIONS OF LAW

The parties stipulate the following Conclusions of Law, which serve as the legal
bases for this Agreed Order of Surrender:
1. The licensee’s Kentucky medical license is subject to regulation and discipline by the

Board.




2. Based upon the Stipulations of Fact, there are legal grounds for the Board to impose
disciplinary sanctions upon the licensee’s Kentucky medical licensc.pursuant to KRS
311.595(13).

3. Pursuant to KRS 311.591(6) and 201 KAR 9:082, the parties may fully and finally
resolve the pending grievance without formal disciplinary proceedings by entering
into an informal resolution such as this Agreed Order of Surrender.

AGREED ORDER COF SURRENDER

Based upon the foregoing Stipulations of Fact and Stipulated Conclusions of Law,
and, based upon their mutual desire to fully and finally resolve the pending grievance
without formal disciplinary proceedings, the parties hereby ENTER INTO the following
AGREED ORDER OF SURRENDER:

L. The licensee shall surrender his Kentucky medical license for an indefinite period,
with said surrender becoming effective immediately upan the filing of this Agreed
Order of Surrender,

2. During the period in which the licensee’s Kentucky medical license is surrendered, he
may not perform any act which would constitute the “practice of medicine,” as that
term is defined in KRS 311.550(10) — the diagnosis, treatment, or correction of any
and all human conditions, ailments, diseases, injuries, or infirmities by any and all
means, methods, devices, or instrumentalities.

1. The licensee may not petition the Panel for reinstatement of license for a period of
two (2) years from the effective date of this Order. If the licensee should petition the
Panel for reinstatement of his license, the burden shall be on him to satisfy the Panel

that he is presently of good moral character and qualified both physically and



mentally to resume the practice of medicine without undue risk or danger to his
patients or the public. The decision whether to grant the petition will be within the
sole discretion of the Panel; the Panel may order the licensee to complete appropriate
testing and/or evaluations, at his expense, to assist it in its determination. If the Panel
should grant the licensee’s petition for reinstatement, his license shall be placed on
probation for a period of 2-5 years, under terms and conditions deemed appropriate
by the Panel at that time.

The licensee expressly agrees that, if he should violate any term or condition of this
Agreed Order of Surrender, 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 parties further agree that, if the Board should receive information that
he has violated any term or condition of this Agreed Order of Surrender, 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 occurred, after an
ex parte 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 parties agree and stipulate that a violation of any term or condition of this
Order 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;
accordingly, the only relevant question for any emergency hearing conducted
pursuant to KRS 13B.125 would be whether the licensee violated a term or conditian

of this Agreed Order of Surrender,



3. The licensee understands and agrees that any violation of this Agreed Order of
Surrender may serve as the basis for additional disciplinary action, pursuant to KRS

311.595(13), including revocation of his Kentucky medical license.

o) S’f"‘f T
SO AGREED onthis 3/ dayof _ ///d~/ 5000,
ak e

FOR DR. PATEL:

,_}////,

SHARADMATEL M.D.

COUNSEL FOR DR, PATEL
(IF APPLICABLE)

A /QELM@,

PRESTON P, NUNNELLEY, MD.
CHATRMAN, INQUIRY PANEL B

W@ WA%Q

Y/ DENISE BAYNE WADE
Assistant General Counsel

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

(502) 429-8046

FOR THE BOARD:

ENTERED: 06/02/00




