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STATE OF MINNESOTA
OFFICE OF ADMINISTRATIVE HEARINGS

FOR THE BOARD OF MEDICAL PRACTICE

In the Matter of the STIPULATION AND
Medical License of ORDER
Faruk 5. Abuzzahab, M.D. ' o
Date of Birth: 10-12-32

Ticepse INumber: 17,068

It ‘is hereby stipulated and agreed upon by and between Faruk S. Abuzzaﬁ.ab, MD
("Respondent”) and the Complaint Review Committee ("Commitiee”) of the Minnesota Boﬁrd
of Medical Pfactics ("Board") as follows: |

1. During all times herein, Respondent has been and now is subject to the
jurisdiction of the Board from which he holds a license to practice medicine and surgery in ;_hc
State of Minnesota.

FACTS

2, In the interest of seuling this matter and a;foiding the necessity for further
proceedings, the Board may comnsider the following facts as (rue. for the purpose of this
stipulation and for B.osird_ proceedings only. It is the intent of the parties that this stipulation
shall have no collatéral estoppel effect. no T€S judicata e:ffec:t‘, _and no evidenriary value in anjr
proceeding in a forum Ethér than the Minnesota Boalrd of Medical Practicé and that
Respondent will not be precluded from 1itigati.ﬁg any issue that may arise out of any facts and
circumstances that form the basis of this contested case and the Stipulation and Qrder and that
is not otherwise within the Board’s jurisdiction. | _

. a. In July 1996, ihe Commirtee initiated a contested case proceeding seeking
disciplinary action against Respondent’s license because of a pattern of practices in.

‘approximately. 43 patients which :hay have caused or contributed to the deterioration of their

conditions. These were VEry ill patients as SQme of them suicided. As required by the



. minimum standard of care, 2 IO adequate diagnosis, Irealmient selection, monitoring and
documentation would have been necessary 10 insure safe and proper care and avoid
unnecessary risk of harm. The Commiree subsequently amended the Notice of Hearing Twice
"t_o allege violationms relating to Respondent’s treatme’:m‘. of three additional pa;tient's,'
patients #44, 743 and #46, and sought a temporary smpensmn of Respondent’s license pcudmg '
resdluticm of the contested case involviog all 46 parients.

b. A contested case hearing had been begun prior io the r.emporary
suspensibn petition and continued for some time during its pendency but the Committee’s case
in chief was not completed as of the date it was recessed. |

C. In an Order dzted December 19, 1997, e Board suspended Re:spondant s
license without aﬁy evidentiary heanng pursuant to Minn. Stat. § 147.091, subd. 4 based on
findings that the Board had probable cause to believe certain violations occurred concerning
patients #44, 743 and #46 and that Respondem ¢ continued practice posed a scrious risk of
harm to the public.

d. Thereafter, an evidentiary hearing‘was held before an administrative law
judge. which hearing was limited by his order to the issues involving patients #44, #45 and
#46 on which the Temporary Suspernsion Drder was based. Other jssues involving these
panems and all issues involving the other patients were reserved to be litigated in the
underlymg case. Completwn of the underlying case was deferred until completion of .ﬂ-m'
temporary suspension proceedings. Following this evidentiary he,anng, the ALJ issued his
report and both parties ﬂlé:i exceptions and made oral argume:nt o the Board.

e, In Orders dated December 19 1997 and May 15, 1998, the Board-‘
suspended Respondent’s license for violations relating to patients #44, 45, and #46 The
May 15 Qrder also specified conditions under which. the Board would enter 2 tempora.ty stay
of the Temporary Suspension pending completion of this contested case and imposition of t‘mal

disciplinary action. These Orders are attached hereto as Exhibits A and B.



| f. Respondent’s license was temporarily suspended under Mipa. Stat. '-
§ 147.091, subd. 4 which provides that the Board may tempofa:ily suspend a physician’s
license if it finds that a physician has violated the Medical Practice Act and that his continued
practice would create a serious risk of harm to the public.

g'. Respondent has not sought judicial review of these orders, The orders are
not directly appealable under Mipnesota law but would be reviewable onty by dlSC:rE:tan_a.ry
review, extraordinary writ Or oD an appeal from a final order of the Board in the underlying
contested case proceeding. |

. As of the date hereof none of the issues in the underlying contested case
have been litigated to their conclusion.

i Both parties wish to resolve this contested case without incurring further
delay and expense and Respondent is willing to agree 10 restrictions on his license which the
Commiree believes will protect the public. |

STANDARD OF CARE

3. The minimum standard of care required of a_physician prescribing psychoactive
drugs mandatcs that he establish a diagnosis, identify the relevant symptoms that will be
targeted with treatment, choose medications that are appropriate to the diagnosis, and
symptoms and monitor the pauem‘. § response to assess whether the desired effects are
occumna and that the adverse effects do not outweigh the benefits of the mcdication A
physician’s obligation to comply Wwith these mmunum stanidards is even more ngorous when
there are indications thatathe patient is or is be:commg dependent upon drugs. T]ns is so .
because ‘[l',lE:re is an inherent risk of harm in prescribing any drugs, controlled or uncontrolled, -
which becomes even greater in a patient with 2 history of substance abuse Or dependeucy

4. Respondent is aware of the steps to take when setting an inritial medmanon dosage

and agrees that coordination of care is the best approach, that controlled substances tust be

cautiously dispensed under close supervision, that one must be alert to signs of drug



dependency and addiction and respond to them, and that prior medical records should be
obtained.
PATIENT CARE

5. The pattern that émcrges from Respondent’s treatment of the appmxhﬁéteiy
46 patients at issue in the contested case proceeding is that he regularly fails to substantiate his
diagnoses, monitor whether the combination of drugs is appropriate for the symptoms being |
treated and is having the desired effect, and evaluate whether the benefit ourweighs the adverse
effects noted in the chart. This fupdamental failure shows a reckless. if not willful, disregﬁd
of the patients’ welfare, exposes e patients to 21 UDNECEssary risk of harm and contributes to
their deterioration while under his care. .

6. In the sﬁbstantial majority of these patients Respondent prescribed comtroiled
substances in combination with mumple other drugs, ofien on a long-term basis, without
adequate justification or monitoring and continued 10 do so despite indications that the drugs
were not having their desired effect, that the patient was dependent o OF abusing drugs and/or
that the patient’s condition was deterioratmg.

7. In 2 number of cases (including but not limited to patients #35, #36 and £40. for
gxample), Resmndent enrolled psychiatrically disturbed and vuloerable patients_‘into
mvesncra.uonal drug: studies without ensuring that they met the eligibility crireria 10 be in r.he:
study and then kept them m 1 the smudy after their conditions deteriorated.

- 8. Exarmples of this conl tinuing pattern 1nc1ude: pauents ##1, 11, 12, 13. 19 23, 35,
36 38, 40, 43, 44, 45 anc'lmdﬁ |

9. Panem #1 was a young adult male treated by Respondent for four years from.
February, 1982 until February, 1986. Although Respondent dlagnosed panent #1 as
depressed, he chd not begin an adequate trial with antidepressants for almost e1crhte:en monﬂ:vs.
Respondent, owever, prescribed controlled substances 1o patient #1 on a long-term continuous _

hasis without adequate justification and despite evidence, such as admission to rehab, suicidal



ideation, incarceration and detoxification, that he was {or was becoming) dependent uﬁon or “
abusing drugs and his fupctoning was detenoratmg For example:

a. Respondent prescribed large amounts of conmolled substances specxfically
b;nzodiazep‘incs, without justification and after charting patient #1 s drug abuse and
jmpairments. For example: |

. Op August 6, 1982, Respondent informed patient #1 that he
peeded to reduce his diazepam and possibly use other medications. On this date, Respondent
prescribed diazepam 3 mg. ti.d., #25 with 4 refills. Similarly, after advising patient #1 on
August 6, 1982 to reduce diazepam and use other medications, on December 30, 1982,
Respondent increased the dosage of diazeépam (10 mg. t.i.d. £15 with 4 refilis) without
explanation, without a diagnosis to support the use of this medication and despite previous
documentation warning the patient of the addictive nature of the drug and advising him to
decrease its use, On February 3, 1983, ar the same rime Respondent warned patient #1 1o
reduce his use of diazepam. he continued to prescribe the same amount of the medication with
four refills. | | |

i,  On numerous occasions, Respondent gave patient #1 samples of
Valrelease (a benzodiazepine) in addition 10 prescribing high doses of diazepam (also a
bex;zodigzepine). For example. on May 14. 1987, in addition to prescribing diazepam 5 mg.
t.i.d. #2-“5 with five féﬁllé. Respondent also gave patient #1 five samples of Valrelease, 15 mg .
On June 13, 1984, Respondent gave patient #1 ten samples of Valrelease 15 mg. 1o addition 1o
prescribing diazepam 13 mg. b.i.d. #15 with fouf refills. On September 26, 1984,
Respondent increased the dose of diazepam to 30 mg. daily and also gave pati;nt #1:
15 samples of Valrelease 15 mg. On October 31, 1984 Respondent prescribed dia.zepam 30
mg. daily, #15 with four refills, and also gave patient #1 20 samples of Va]release 15 mg On
December 20, 1984, Respondent prescribed diazepam 30 mg. daily, #15 with four reﬁlls, and

dispensed ten samples of Valrelease 13 mg.



iii. On a number of occasions, Respondent prescribed a narcotic,
Talwin. to patient #1 in addition to the large amounts of benzodiazc:pine:s and prescribed this
narcotic notwithstanding his warnipgs 10 patient #1 that he should not take the narcotic, On
September 3, 1983, Respondent preseribed Talwin 15 mg. #10 for patient #1 after noting "he’
was advised not 1o take pentazocine (Talwin)." He prescribed ten more Talwin over the phone
on September 6 and ten more on September 16, 1933. He again prescribed fifteen of Talwin-
N¥ to patient #1 on November 7, 1983, the same date Respondent documented- that patient
#1’g wife, also a patient of Respondent (Patient #38), died of a possible Talwin overdose. On
this same date. Respondent also prescribed diazepam 10 me. 1.i.4. #25 with four refills, 10
samples of Valrelease, and triazolam 0.5 mg. HS #10 plus 20 samples.. |
b. Op December '?O 1084, Respondent prescribed eight different drugs to
pauent #1, including three bcnzodmzepmes (diazepam. Valrelease, and flurazepam), an
antidepressant (Triavil), diflupisal, propanoiol, chlorpromazine, and Nicorette. Respondeut
clajms that all eight dmgs were climically indicated because he was trying 10 get the patient 10
quit smoking. | . |
C. ResPGndent exposed patient #1 to serious risk of harm by continuing to
prescribe controlled substances to patierit #1 after clear signs that he was abusing drugs ang his
condition was detenora.tmE For example:
" i: On August 7. 1985, Respondent continued to prescribe high doses
of benzodiazepines and added a <mall dose of Empirin No. 3 #5 despite notes from Iune 28,
1985, that he referred p;tient #1 for chemical depe;ﬁdency treatrnent because he was not .
motivated and despirte o current note that the patient was walking about suicide. On that date he .
discontinued Librium 25 mg. t.i.d, but started Tranxene 22.5 mg. b.i.d. #14 plus 4 refills and
contimued flurazepam 30 mg. I—IS plus 1x repeat, #14 plus 4 refills. o
ii. Despite the fact that patient #1 was in jail on Dctobar"l 1985

Respondent repewed his prescriptions for controlled substances (Tranxene 45 mg. daily and

flurazepam 60 mg. daily) on November 20, 1985.



i, Despite the fact that patient #1 Was admitted for detoxification on
December 31, 1985, Respondent renewed pauent #1°s prescriprion over the phone for
benzodiazepines (Tranxene 45 mg. deﬂy #20 and Daimane 30 mg + 1x repeat #15) on
January 3 and Dalmane/flurazeparn 30 mg #20 on January 14, 1936, '

iv. On February 6, 1986, Respondent noted that patient #1 had to find
another phymexe.n because he had "forged prescriptions for the second time" and Respeneent
refused to refill a prescription when called by patient #1's pharmacy. There is no indication in
Respondent’s medical records for patient #1 that he ever wrote 2 termination letter or referred
the patient to the care of another doctor. On May 2, 1986, patient #1 committed suicide by
shooting himself in e bead.

8. Patient #11 was a married housewife who was referred o Respondent by her
milkmenkbeeause she was experiencing s(ress. Respondent diagnosed her with depressive
neuroses. She treated with Respondent, first, frem April 26, 1984 until May 15, 1985 when |
she was hospitalized in St. Mary’s rehab unit, and then again, from March 27, 1986 unnl her
last appoinmment on July 31, 1986, rwo days before her deeth. Respondent maintained patient
#11 without justification on addicting, sedating medications desplte indications that she was
becoming dependent upon and gbusing drugs and that her functoning was deterioraring such as
her DWI arzests. her admission to drig rehabilitation, and a hospitalization for overdosing on
her medleanons Respondent only treated her with antidepressants when patient #il

participated in a drug smdy For example: - |

a. From peneut #117s first visit with Respondent on. April 26, 1984, until
July 14, 1984, Respondent preseribed her large amounts of controlled substances despite a.
family history of alcohol abuse and despite signals, such as her husband dumping her pﬂls and
her requests for early refills, thet patient #11 was possﬂ:ly developing dependency on these
drugs.

b. Respondent continued to prescribe drugs with abuse potential to patient

#11 even though documentation clearly indicated drug-seeking behavior and abuse.



i.  On April 11, 1985, Respondent prescribed three sedating, _
addicrive substapces, chioral hydrate,‘diacham, and oxycodone with acetaminophen, 10
patient #11, despiie her recent conviction for dnvmg while mtOXlCath |

5. On April 29, 1985, Respondent refilled prescriptions for chloral
bydrate and diazepam, despite & call from a pharmacist stating that patient #11 was getting
medications from other physicians. '

iii.  Patient #11 was admitted to rehabilitation on May 13, 1985.

C. On April 10, 1986, two weeks after entering patient #11 jo an
antidepressant drug swdy on March 27, 1986, Respondent prescribed chloral hydrate 500 mg.
HS plus 1 repeat and then refilled it for 1 gr HS plus 'l repeat (ap amount above the
recommended amount) twice, first over the phone on April 14, 1986 and again on April 17,
1986 despite a call from the pharmacist that she was not taking her medications as directed.

d. . Patienmt #11. overdosed on her medications on May 5, 1986 and was
hospitalized. She was discharged with 2 prescription for two sedating controlled substances,
chioral hydrate and a benzodiazepine (Dalmane), and thf:n I-{espouclent gave two telephone
refills for a small amount of these dmgs on May 10‘ and May 13, 1986. At the same time
Respondent also maintained patient #11 on fluoxetine, a stimulating antidel_:reésant, which
worsened patient #11's insomnia. the apparent reason why Respondent prescnbed her sedatmg
medications. -

e. From the date of patient #11°s discharge from the hospital in May 1986
until he:r death on August 2, 1986, Respondent contmued his pattern of prescribing weekly .
refills of chloral hydrate and Dalmane over the telephone and prowdmg early refills, inqluding.
a refill for Valium (10 mg. t.i.d. #30), opiates (#3 Percocet) and a small amount of
antidepressants (50 mg. HS #10) two days before her death. o

0. Respondent prescribed controlled substances to patient #12, a 35—yéar—01d -wo‘man '

diagnosed with "obesity nutritional, exogenous," over a five-year period without adequate



- justification and despite evidence of her drug dependency and abuse and of her deteriorating "
condirion. For example: |

a. Despiie a2 doeumented substance-abuse history in her uuual intake reeerd
Respoﬁdem: prescribed diazepam (Valinm) 30 mg. daily for patient #12 over the telephone on
July 6. 1982, without indjcating his rarionale. Respondent coniinued o prescribe diazepam for
this patient over the next five years. |

b. On October 23, 1932, Respondent started patient #12 on pentazocine (a
narcoric) 50 mg. t.i.d. #25 (two refills) over the telephone when she complained of headaches.
A preseription for pentazocine 50 mg. g.i.d. #30 (four refills) was renewed eleven days later
(Novernber 2, 1982). On November 12. 1982, Respondent was potified by a pharmacist that
patient #12 was trying to get refills of pentazocine and Compazine early. Documentation
indicared that patient #12 had received 175 tablets of pentazocine 50 mg. OVer a six-week
period. for a daily average of more than eight (8) tablets per day.

c. On April 30, 1982, Respondent presenbed ﬂurazepam (Dalmare) for
ctress-related insommia. At that fime, patient #12 was already taking three other controlled
substances (diazepam. pentazocine, pemoline) as well as metoclopramide and synthroid, Alll
these medications have psychiatric side effects associared with them. The flurazepam was
continued for over three years With pemoline. diazepam. and various narcotics.

- d. Respondent maintained patient #12 on pemoline 225 mg. daily for over
three vears even though the pauent did not lose weight. On May 9, 1934, Respondent
“congraralated” patdent #1.2 on her welght loss even though she weighed more than when she -
had started the mechcanen. _

10.  Respondent prescribed controlled substances to patient #13, a 30uyeer-eld WOInan
diagnosed with "Jdepressive neuroses”, over a six-year period despite evidence mat.s.he-was
dependent upon ot abusing drugs and that her functioning was detenoratmg Respendent_
continued to prescribe drugs after he learned of her two pregnancies, bath of which resulted in

premature births and the death of one baby. For example:



a. Even tho'uszh documentation clearly indicated that patient #13 was
chemmally dependent and abused her medmauons Respondent prescnbed hydroniorphon& (a
Harcotic) 2 me. t.i.d. #12 on patient #13°s first visit on, February 26, 1981 and, one waek Iatf:r
on Mérch 7, 1981, be telephoned ina presc:npnon for ten Tylenol #4. Respondent continued
1o prescribe several drugs with an abuse potential (Valinm, Tylenol #4, Tussionex, Percocet).

b. * From March 27, 1981, through August 3, 1987, Respondent mamta.med
patient #13 on diazepam (Valium) 20 to 40 mg. daily without ]usuﬁcamn and without any
significant arempt to withdraw the patient. |

c. In April 1981, documentation indicared that patient #13 left St. Mary's
Hospital against medical advice and refused a “proper withdrawal program.” She readmitted
herself and was discharged on May 1. ‘Re:spondeut nonetheless prescribed diazepam 10 mg.
t.i.d. #100 on that date. _

4 . Op November 12, 1981, Respondent was notified that patient #13 was
‘going 1o multiple pharmacies. Two days later, Respondent plrescribed diazepam 40 mg. per
day #30 plus 5 refills.

e On several occasions. Respondeut called in prcscriptions for medications
with codeine over the telephone e.g., February 23, May 26, June 9, Juoe 19, July 21. -and
Decernbcr 21, 1932.: |
- f. On May 16, 1983, Respondent preseribed a narcotic (8 Pcrcocet) afu:r
patient #13 had been released from jail and claimed the police had taken her moedications.

g. On March 28, 1984, Respondent prescnbed 10 tablets of ethchiorvynol
(Placidyl) 750 mg. ghs, a schedule IV drug which is notorious for abuse. | '

k. On February 28, 1987, patient #13 admitted to using cocaine.
Respondént nonetheless prescribed diazepam 10 me. t.i.d, #100 and 5 Percocet, 2 narcotm.

1. Resﬁ)ondent continued to prescribe roultiple controiled s;ubstam*;ezs for ‘

patient #13 and refilled prescriptions eatly for Teasons that suggest drug abuse even after he

charted he would nio longer write prescriptions for controlled substances. For example:



Date refill provided Patient’s excuse

10/15/81 »son dropped her medications in toilet”

05/07/83 - "fell and broke bottle"

05/09/83 "due to memory loss from ECT she claims 51.'16.
: can’t find bottle of her medications”

08/31/83 »picked up hitchhiker who took all ‘her

medications”

01/26/84 | "raped and medications stolen”

11/22/86 "lost her diaper bag and diazepam”

06/09/87 | "prescriptions were lost from her diaper bag"

j- Erom December 23, 1933, to January -24, 1984, patient #13 underwent

chemical dependenev tregtment at St. Mary's Hospital. On January 24, 1984, Respondent
prescribed Valium and 14 Tylenol #4 for her, and on March 7, 1984, she was given ten
Percocet, a nsseetie.

k. During patient #13's two pregrancies, Respondent advised her to "not
take any of her medications” but regularly prescribEd_Controlled substances, includieg
benzodiazepines and small amounts of narcorics, during her second and third trimesters. Both
pregnancies ended with pfernamre delivery, with the first baby dying shortly after bm.h

{1 Respondent pfescﬁbed a combination of controlled and non-controlled substenees
to patient #19. a 24-year-old woman diagnosed with "depressive neuroses”, over a period of
approximately 10 years despite evidence of her drug dependency and abuse, her detenoretmcr
functioning and her pregnancy. For example:

a. Even though patient #19 had a known history of stimulant abuse,
Respondent prescribed methylphenidate (Ritalin, 2 stimulant) 80 mg. daily on ber second
outpatient visit which oceurred after a five week hospitalization. In addttmn Respondent ‘-
prescribed thiothixene 18 mg. daily for patient #19 even though she did not have 2 h:stery of

psychosis and ber diagnosis was "depressive neuroses," a nonpsychotic disorder.



b. On May 3, 1976, Respondent prescribed oxycodone for no documented )
reason. On May 14, 1976, Respondent changed this to pentazocine 50 mg. b.i.d., again
without documenting his ratibnale for prcscribing ;h.ié medication. _

c. On July 15, 1976, Respondent increased the methylphenidate to 100 mg.
daily, which is well above the maximum dosage recommended in the PDR (60 mg.).

d.' On December 27, 1976, patient #19 admiried to taking up to 240 me.
daily of methylphenidate. Respondent nonetheless refilled a prescription early for-200 pills on
this date, although it was noted that patient #19°s prescription would not be renewed carly
again.

e. Documenration in the spring and summer of 1977 clearly indicated that
patient #19 was abusing her medications and desired to "get off all medications." On July 1,
1977, Respondent noted, "She has been for one week off all medlcatlons Despite ﬂ-_ﬁs
progress, Respondent prescribed pentazocine 50 mg. p.r.nm. o0 October 25, 19717, withour |
indicating his rationale.

f. On January 6, 1978, Respondent nmed that patient #19 is "dapressed
which is a change from her manic State . . . " On this date, Respondent restarted the patient
on merhvlpherudate 80 mg. daily. -

g, - Respondent continued to add medications 10 patient #19°s regimen s0 that
by Septém’oef 1978 she was taking seven different drugs, three of which were controlled
substances. For the remainder of her care, patient #19 was usually talcmg seven 1o eight
medications, inchuding at ;:a.rlous times combinations of a narcotic, stimulant, benzodiazepine,
and/or a barbimate. | . | '

h.  In October 1978, patient #19 began expressing paranoid ideas, which may
have been caused by the 10ng—stand§ng nse of methylphenidate. Despite thelse symptc.;:ms,
Respondent continued to prescribe methylphenidate 80 mg. daily. |

i. Between November 1978 and January 1979, Respondent prescribed

Fiomnal in quantities of 100 tablets without indicating its necessity.



- Respondent continued to renew prescriptions for controlled substances
even though patient #19 was clearly abusme her medicarions. For example

i. . OnJume 12, 1979, patient #19 admiued that she had been abusmg
her medication; yet, Respondent continued to refill her prescriptions.

ii. 1o Jupe 1981, documenration indicated that & physician covering |
for Respondent received ten phone calls from padent #19°s family members, 2 lawjfer and j:aer
husband’s employer saying that they would like her hospitalized and treated for mental illness
andfor chemical dependency. At this time, Respondent was prescribing four controlled
substances for patient #19. |

5 On November 10, 1986, patient #19 called, claiming that she lost
her prescription for chioral hydrate. in response, Respondent provided a refill for 100 pills of
chloral hydrate 500 mg. Nine days fater (November 19, 1986), another 100 tableis were
called in. This took place while petient#l‘;) was pregnant. On December 22, 1986 patient
#19 was hospitalized with pre- -eclampsia.

12.  Patient #23 was an adult woman whom Respondent treated over a }2-year permd
with a combination of up to 12-14 drugs, including high doses of stimulants. sedatives, and
opiates. all addie:ling conrrolled substances. without justificarion and despite clear evidenee:mat
she wes being harmeéd by them, such.as vizion and balance problems, a number of
h05puahzat1ons and su1e1de anempts. For example: |

a. There was 10 dlaEﬂOSIS at the initlal visit with Respondent or any time
therzafier 1o establish v:iwkat Respondent was treatmg and to provide a rarionale for the
medications he was prescribing. There is o indication throughout this record that Respondent . |
assessed the benefit of contiming to pre'scrlbe this combination of medications in light of the
obvious deleterious effects on patient #23. o

b.. On September 3, 1975, Respondent prescribed an anudepreesent _
(Imipramine), a stimulant (a Class II controlled substance, Ritalin), a diuretic, a stool softener,

two antihistamnines, a neuroleptic, and a sedative hypnotic (the controlled substance, Plamdyl)



Notwithstanding the absence of a diagnosis to support these medications, there would be o
justification for prescribing a stimulant at the same rime one is prescﬁbing an antipsychotic and
‘a sedative. The stimouiant would aggravate the psychosis and make it more difficult o sleep

e Patient #23 accidemtally overdosed om her medications as early as
J anuary 24, 1976. Despite this early sign that the medicarions were harming her, Respondent
maintained patieit #23 on this same combination of controlled and noncontrolled substances
and often added another Class II controlled substance, such as Percodan, for the next 114
years.

d.  Respondent continued to prescribe these addicting and dangerous drugs

even after he nowed their adverse effects and advised her that she had to reduce them." _

i On August 19, 1978, despite notes that patient #23 should
gradually reduce her medications, Respondent actually doubled the stimulant (Ritalin) so that
_patient #23 was prescribed 120 mg./day, which is twice the recommended dose that
Rﬂspondent had noted in his writings.

i On Jamuary 2, 1979, Respondeut mailed a prescription to patient |
#23 for 200 Ritalin (the sumulant), 100 Placidyl, and 100 of the chloral hydrate (both
sedatives) despite Respandem s previous note on November 4, 1978 that "the patient is takmg
100 mMany sleepma pills and appeared slowed down this morning.’

) i,  Because patient #23 was showing signs of increased depressxon and'
drug seeking behavior, Respondent referred patient #23 to znother physician for her
complaints about pain. “Thm physician would not prescnbe oplates for her pain, yet .
Respondent continued to prescribe opiates to her.

e. In March of 1980, Respondent prescribed an opiate (3 Darvon) and -
muluple other substances including controlled substances such as & sumulant (tha.lm) and

sedatives (Valium and Placidyl). During this period, Respondent’s notes indicated that he was

aware that these medications were likely contributing to the patient’s dizziness,’ hostility and



vision problems yer he made no effort to get her off the medications or to justify continmting
them. |

f. Respondent continued this patiern of prescribing 2 combination of drugs,
including muitiple controlled substances with the potential to catse psychosis and ag‘gravafe
anxiety and insompja despit¢ NUMETOUS hospiralizations for increased depression, patient #23°s
documented substance abuse, and adverse effects such as dizziness and loss of vision. "'_Ey
April 1981, there was no explanation to justify the doses of controlled substances Respondent
was prescribing to this deteriorating patienf.

g. On August 15, 1981, patient #23 was admitted to the hospital with an
overdose. On the day she was released. September 3, 1981, Respondent started her back on
an opiate. two sedatives. a stimulant. and also gave a potentially lethal supply of her
antidepressant. |

h.  On Seéptember 21, 1982, Respondent prescribed 14 different medications,
including chioral hydrate, lorazepam and a narcotic (Tylenol with Codeine) for patient #23,
despite the fact that on Aﬁgust 11, 1982, she was in the Hennepin County Medical Center’s
detoxificarion unit. On October 12, 18, 27, and 29, '1982, respectively, Respondent
prescribed over the phone chloral hydrate, Cylert, and Tranxene 2nd chloral hydrat_é in
addi.tion to the Tranxene and Ativan he prescribed at the appointment on October 13, 1982.
This presi:ribing was & gros.s departure from minimum stapdard.

i, Op Jume 23, 1987 shortly after he received the Board’s subpocn.a for
numerous patient charts, I;.;s;:ondent charted "I had a lbng talk with patient on the phone. I
informed her that this is the last time meds will be refilled without her being examined 111 the .
office. . . . This is a continuation of our phone conversation. She was informed that she has
to make an appointment before she runs out of her monthly supply since no refilis will be
given. If she plans to stay in Austin for more than 3‘0 days, she needs to find a physiciaﬁ in

Austin. She was informed that she should resume attending women’s group to look at other



non-drug means 1o lift her depression. She was informed that she has 1o reduce her medication
and find out if her depression can be controlled at a lower dose.”

j These notwes show rhat Respondent knew whart steps Ineeded 1o be taken to
properly treat her depression and to control patient £23’s drug abuse and addiction yet he
failed to do so for the previous 12 years during which time his prescribing practices
contributed to, if not caused, significant deterioration and harm to parient #23, o

13.  Patient #35 was a psychiatrically viinerable patient diagnosed with schizophrenia
whom Respondent placed into an investigational drug study without ensuring that she met the
eligibility criteria. He then kept her in the smdy and allowed her 1o leave the hospital Dﬁ an
unaccc:nmpa.nied' pass 10 her apartment despite indications shc_wés suicidal, had a speéiﬂc plan
to jump off a bridge and the smdy protocol prohibited a pass. For example:

. On May 7, 1994, patient #35 was zdmirtted to the hospital with
schizophrenia residual type with concommitant depression and suicidal ideation.
Documematiuh indicated that the patient was very suicidal durjng the first three weeks of
hospitalization. On May 20, 1994, the patient was started on vénlafaxi.ue: and began 1o show
improvement. By May 26, 1994. nursing notes indicated that patiént #35 "feels ready to leave
soon,” | |

b.  On May 27. 1994, patient #35 was referred to Respondent for
participatitm in a haldi:erid-nlusertindolc investigational drug smdy, even though the srud.y'
specifically excluded suicid{al patients or those with serious suicidal ideation in the opinmion of
the investigator, There wa\: no, documentation o indica-t_a why this very suicidal patient, who
was beginning to respond to antidepressatt therapy, was entered i.ﬁm a study in which her -
antidepressant medication would have to be stopped.

C. From May 27 to 31, 1994, pursuant to investigational pro.tor-:ol,
Respondem discontinued patienr #33's anticiepressam medication presctibed by her PI;E:Vi;DUS

physician. During the study, patient #35 was allowed to have Ativan and chloral hydrate,



| d. From June 1 to 7, 1994, patient #33 underwent the sertindole placebo ’
wash-out phase. During the first w0 days of* the wash-out period, patient #35's suicidal
feelings intensified, but then began to easeé up. | | _ _

. e. A.lﬂ:touge the study protocol did not permit leave from the hospital until
Stady Day 26, Respondent allowed patient #35 to leave the hospital at Smdy Days 4 and 5 '
(fune 4 apnd 5, 1994), while she was still in the placebo wash-out phase of the study. "

f. On Tune 8, 1994, padent #35 was startad on the investigational medication
(sertindole 20 mg. or 24 mg. Or haleeeﬁdel 15 mg. or placebo).

g. During the study, Respondent recorded patient #35°s adverse effects as
"0." Nursing documentation as well as Respondent’s June 3 chart note indicated that
patient #35 experienced repeated problems with leg restlessness and jerkiness and that the
parient requested Cogentin on June 3. 1994 for the symptoms, but Respondent jrlereased the
Ativan insread.

h. Patient #35 was maintained in the stmudy even though documentation

indicated repeated suicidal ideation such as the following:

Date Documentation
6137194 "Reported feeling suicidal last evening”

6/8/94 . "Passive thoughts of suicide with hopeless/helplessness in coping with
< .changes from swdy. 2355: patient feels hopeless, has suicidal thoughts
of leaving the unit and jumping off the bridge on Franklin Ave. She has
made no artempts to leave unit. Feel hopeless about meds working but
says.she is safe in the the hospital.” :

6/9/94 - " feel so hopeless. I give up. 1 don’t think this new med is going to
work.? Patient states she feels suicidal and has been actively thinking
about suicide, stating she’s different from others because when she
attempts, she will succeed. Refused to divulge method she has planned,
Lowever states she is unable to use the method while hospitalized. States .
she can agree to not harm self while in hospiral.”

i. On June 10, 1994, Respondent authorized an unaccompanied pass for-

patient #35 to leave the hospital on Juge 11, 1994 (which was only Study Day 11). During



this unaccompanied pass, patiem #35 committed suicide by jumping off the Frenklin Avenue
Bridge, the method mentioned by patient #35 on June 8.

14. Panem #36 is a psychiauically vulnerable patient, dlagnosed with bipolar disorder
with psychosis or paranoid schizophrenia, whom Respondent placed mto one or more
investigatiopal drug studies without ensuring that she mert the eligibility criteria and then kept
her in the study after her condition deteriorated and the patdent wanted to be taken off the
study. For cxamplc

a. When pauem #36 was not in an investigational drug study for
schizophrenia, Respondent miaintained patient #36 on various mood stabilizers as well as
neuroleptics and mherl medicafinns to treat her mood disorder. | -

b. On November 27, 1982, after evaluating patient #36, who had her first
seizure just prior to discharge from the psychiatric ward, a consuiting physician noted his
concern that the seizure and other abnormal conditions were because of the psychotmfxie
medications (Cylert, Asendin and Lithium) patient #36 had been receiving.

c. Even though patient #36 displayed significant affective symptoms, in 1991
and 1994, Respondent entered patient #36 into two investigational drug studies (remoxipride
and sertindole} which were exclusivélj’ for patients with schizophrenia. Specifically: |

4 On December 30. 1991, Respondent entered patient #36 in a two-
year ou;patient smdj}'- for .:emoxipride. This study, as well as the sertindole smudy, defined
rehospitalization or extended initial hospitalization as seﬁous adverse events fcquiring
justiﬁcaﬁon for contimting the study medication, |

ii) Respondent maintained patient #36 on the investigational 'd.r_ug for-
a period of twenty-three (23) months even though patient #36 was hospitalized on five
6ccasioﬁs, one of which was for four wesks and another was for six weeks. RESPOHCIE]_TI:. did

not, however, document his rationale for maintaining patient #36 in the stdy, paricularly

after noting that she was non-compliant with her medications.



ii1) Both the patient and her sigujﬁcaﬁt other reported that patient #36
was worse on the investigational madicgtion. She was extremely sedated and was maintained
on a combination of two to four different sedatives at the same time (lorazepam, temaze'pam*
chloral hydrate, diphenhydramjne). for several periods. Respondent nometheless maintained
patient #36 on the study throughout the-twenry~thrée (23) month period, without documenting
ény justification for continning the study medication. | | |

- iv)  After stopping the remoxipride study, patient #36 was put back on
a mood stabilizer, various neuroleptics were added and she did fairly well from approximately
November 1993 to May 1994. |

v) On May 27, 1994, patient #36 was readmirted becanse she had
been non-compliant with medication and was thought to be a danger to herself. On this date,
Respondent documentad that patieni #36 was "agitated, paranoid, and delusional with racing
thoughts.” Despite the patient’s confused and agitated conditions, patie:ﬁt #36 was pres.entéd
with and signed a consent form to participate in the double-blind ‘sertindole'smdy Vs.
haloperidol vs. placebo. |

vi) Respondent’s documentation regarding patient #36's participation
in the serrindole study differed from the staff’s documentation. While Respondent doi:ume.r;ted
at more than.one point that patient #36 was much improved and mildly ill, staff consistently
noted her id&:terioration".tljroﬁghnut the study. It was also documented that patient #36 made
. several references indicating thar she did not want to take the medications. Respondent failed
to document his rationeﬁié‘ for continuing the invéstigationa‘l medication under these .
clrcurnstances. _ .

vii) Oﬁ June 19, 1994, Respondent rated patient #36 "mildly ill and
much ifmproved" despite nursing notes from June 18 that patient #36 was ";iaciﬁg,"
"hallucinating” and complaining about being a "guinea pig”. Or June 20 Respondent shifted _
the patient into the open label sertindole study. On July 7, 15594, Respondent terminated

patient #36's participation in the investigational study and statied her on Loxitane, - One week



later (July 16, 1994), Respondent permitted patient #36 10 leave the hospital on 2 pass, despire
staff staring she was not ready. The patienr refused to return from her pass and was
discharged by Respondent. | | .

viii) One week later (July 21, 1994), patient #36 was readmitted to the
hospital in a very disorganized state. During the next several weeks, patient #36 continued to
deteriorate, _refuse:d to take medication, eat or get out of bed, and became c:at_atonic-.fmd
inconrinent.

ix) Finally, on September 2, 1994, patient #36 was committed to
Anoka Metropolitan Regional Treatment Cénn:r for prolonged care. There, she recovered
quickly and was discharged on depot neuroleptic medi';‘:aiion and the mood stabilizer,
Depzakote, 2 medication Respondent regularly prescribed when patient #36 was not in an
investigational study and on which she did well,

15.  Respondent prescribed multiple drugs, both controlled and non-controlled, 1o
patient #38, a 34-year-old woman whom Respondent treated for anxiety, chromic paiﬁ and
depression, a diagnosis he never substantiated.l From April, 1981 until her suicide on
November 3, 1983, Respondent kept patient #38 on h.igh-'doses of potentially letﬁal and/or
addicting substances despite her drug abuse and dependency and her deteriorating condip'ion.
For exainple:
- a. D‘bcuniematimn indicated that patient #38_had more than ninety (96)'
hospital admissions and lived in a house with other patients treated by the Respondent‘ who
were also substance abuser.sm(patienrs #1 and #7). |

b. Although Respondent gave patient #38 a diagnosis of depression, the basis .
for this ﬂiagnosis was never provided. In addition, Respondent treated patient #38 with
neuroleptics without documenting his rationale for doing so. |

c. From 1981 to 1983, Respondent maintained patient #38 on very High _

doses of addictive and/or potentially lethal medications (chloral hydrate, pentazocine,

chlordiazepoxide, diazepam, temazepam, triazolam, Valrelease) even though data clearly



indicated that patient #38 was a substance abuser and was unable to function adequately on ﬂ:u;
medicatiens.‘ | .

d. On Detober 22, 1982, panent #38 underwent a cheﬂueai dependency
evalnaunn afier lnsmg cuswdy of her children (she was required to undergo an evaluation in
order 10 Tegain eustody). During this evaluation, another physician d1agnosed patient #38 with
"chemical abuse and dependency.” It appears that the recommended 3-day évaluation could
not be funded, however, so Respondent discharged the patient on this same ‘date. In his
discharge summary, Respondent failed to list chemical abuse/dependency as ong of the
panenr. s diagnoses. Respondent discharged patent #38 on the same medications which she

had been taking on admission (including pentazocine 300 mg., diazepam 30 mg. -daily, ‘and
chloral hydrate 2 gm daily) despite being told by consultants that these drugs should be
stopped. | | ‘
e. On February 11, 1982, August 4 1982 and August 29, 1983, Respondent
complied with patient #38's request for early repewal of controlled substances when fold that
the previous prescription had been lost or stolen.

f. On more than one occasion, Respondem renewed prescnpnons with large
supply of potentially lethal medications shortly after a serious suicide attempt. For example,
on June 10, 1982, partient #38 was admied to the hospital after overdosing on amitiriptylide.
Responéent dischaféed natient #38 on Jume 13, 1982, with the following medications:
amitriptyline 100 mg. HS #10 (5 reﬁlls); chloral hydrate 1 gm HS + 1x repeet #25 (5 reﬁlls);
pentazocine 50 mg. pra u; to t.i.d. #25 (5 refills); a.nd‘ diazepam 10 mg. t.1.d. #25 (5 refills).
Then, approximately' two weeks later, .Dn June 29, 1982, he prescribed patient #38 75 .'tablets-
of 150 me. of Amimiptyline, a highly lethal supply.

g. On or about November 2, 1983, patient #38 coxnrnmed sumlde on an
overdose of medication.

16. Patient #40 was a psychiatrically vulnerable patient diagnosed with paranoid

schizophrenia whom Respondent placed into an investigational drug studj; without ensuring -



that she met the eligibility critetia of the study protocol and then kept in the swdy despite the
fact that her c:ondifion worsened and her caseworker asked that he put her back on medications
that she was aking before the drug study and which were working for her. For example:

a, Prior to seeing Respondent, patient #40 had spent thirteen (13) years as an
inpatient in a state hospital. Five weeks after starting clozapine she had such a good response
that she was discharged in 1991, She continued to do well, to the peint that she \#as abic'to'
get a job, Howe?er, patient #40 did not like the weekly blood draws that were required with
tha clozapine and felt that the clozapine @as making her "depressed, unable to think and
moody" and. therefore, decided 1o ger a second opinion ffom Respondent. '

b. During the patient’s first visit on July 28, 1994, Respondent decided to
start patient #40 on an investigational drug study (olanzepine vs. haloperidol). Respondent
charted that patient #40 did not want weekly blood drawing and and her chief complaint was
that she could harcily think on 400 mg. of clozapine HS, Respondent charted that the patient
had experienced an "intolerable adverse event" (required for smdy enty in the absepce of
symptoms of psychosis), but failed to chart what that event was.

C. Respondent failed to obtain patient #4:0"5 medical records to determine if |
the benefits of the srud.y medication ourweighed the risks of stopping clozapine. |

4 Shortly after inidating the drug smdy (August 4, 1994), patient #40°s case
worker tau_ed to Respondent and told him that patient #40 had done well on clazapme and
 should be put back on it. Respondent, however, continned to maintain the patient in the smdy
until August 8 when he put her back on clozapine brieﬂiy. From Augusl:_S uﬁtil she returned to
her previous physician, the patient continued to deteriorate, experiencing insomnia, a_\:ll'e.r. :
visit for panic and vomiting. She then returned to her p'revious physician. Documentation
indicated that her menta] status restabilized quickly afier being restarted on élozapine w.ith-tl'ﬁs
physician, | |

17.  Patient #43 was an adult male with a documented history of substance abuse.

During the five-year period that patient #43 was treated by Respondent from October, 1987



through October 14, 1992, Respondent prescnbed excessive amounts of benzodiazepines, a
controlled substance, alope or in combmauon with other medlcanous long after they were
| Justified by any medical rationale and after it became Imperative to taper patient #43 off these
substances because of clear indications that he was becammg dependent upon and abusing’
these drgs andfor that he was su:mdal For example:

a. *  During his initial visit with Respondent on October 28, 1987, paii_ént
#43's chief complaints were depression and insomnia. Respondent made a diagnosis of
unipolar depression and started patient #43 on bupropion 75 mg. t.i.d. and flutazepam 15 mg.
HS to prevenr seizures,

b. At the pext visit on Novémbcr 3, 1987, Respondent prescribed another
benzodiazepine (clonazepam 2 mg, at HS), evén though patent #43 had a documented history
of substance abuse, and had taken six times the amount of the prescribed flurazepam.
Respondent then gave a telephone refili on November 20, 1987.

. c. After saff noted in the chart that patient #43 had "strong alcohol breath, "
Respondent prescribed 300 tablets of clonazepam between November 20, 1987, and
December 5, 1987 and on Decermnber 21, 1987, Respondal'-lt began authorizing simultaneous_
benzodiazepines by prescribing alprazolam 0.5 mg. q.i.d. for no apparent reason even thgﬁgh
the parient would still have had clona.zepar'n Ieft. |

- 4, Respondent conrinued to prescribe high doses of benzodiazepmes e.-ve:n'
after he became aware that Patient #43 was zbusing alcohol and drugs and warned Panem #43
that the drugs would no lonhger be prescribed. For example
i After chﬂ.rting on November 8, 1988 thar Patient #43 should be in . |
an Antabuse program, Respondent made a brief gesture at tapering. patient #43 off
benzodiazepines and reinstituted them with weekly refills once the patient was enrolled in the
prograin. Respondent authorized 2 refill of clopazepam two weeks early on Tamary 5,- 1?39,

and for undocumented reasons increased the previous dosages to 6 myg. nightly. Early refills



were provided on February 9, 1989 (two weeks early) and on February 23, 1989 (one mDnLl;
early). |

ii. © Op April 14, 1990, Respondent documented that patient #43
should not be taking chloral hydrate with clonazepam, but two weeks later (Aprit 28, 199'0)‘,.
Respondent repewed the clo:;azépam (100 tablets) and added chloral hydrate 150 mg. daily
(100 tablets). At this point, Respondent was treating a patient known to be abusing al-c'_uhpl
with two sedating controlled substances with a crossftransfereuce from alcchol abuse to drug
abnse,

e. On June 1, 1990, patient #43 was hospitalized after overdosing 611 bis
medication and alcohol. Three weeks later, Respondent represcribed a Jethal supinly of the
same medication on which patient #43 overdosed. .

f. Between July 7 and August 11, 1992, Respondent prescribed
approximately 335 tablets of Klonopin. There was no ¢linical reason to prescribe this amo‘un;
of this medication. | |

g. Despite patient #43°¢ obvious deterioration on the dfugs prescribed by
Respondent, Reépondent made no effort to assess wheth'e_r he had appropriately diagnosed
patient #43 or was treatihg drug interactions as opposed to the underlying ciisorder.luntil
August. 1992, when he r'eceived a leter from a colleague questioning whether patient #43°s
abuse c::f his prescr'i'bed medication may have ceused or contributed to patient #43’5 sleep
disorder.

18. | Patient #44 15 a recoveﬂhg alcoholic and- cocaine addiet who sought expert help
from Réspondenr to treat his anxiety. Respondent prescribed high doseé df a benzodiazepine;,
Xanax, withour adequate justification and monitoring, and then failed to recognize and respond
to patient #44’s withdrawal symptoms. Examples of Respondent’s care of patient #44 alre ;nore o
fully set forth in paragraphs 14 through 41 of the Temporaty Suspension Order dated Ma;} 15,
1998 (Exhibit B) and are hereby incorporated into and made a part of this Stipulation and

Order.



19. Patient #45 was a 33 year-old man whom Respondent treated for depression on
and off over a nine-year period with a combination of antidepressants and mulriple controlled
substances. including high doses of benzodiazepines and for about a year a narcotié, without
adequare justification and monitoring and despite evidence that the medicatiokns were not
having rheir desired effect and thar parient #45 was dependent upon or abusing drugs,
Examples of Respondent’s care of patient #45 are more fully set forth in pa.rag'raphé_'d-z
through 99 of the Temporary Suspension Order dated May 15, 1998 (Exhibit B) aﬁd are ht‘rebj.}
incorporaied into and made a part of this Stiputation and Order.

20.  Patient #46 was a young adult male diagnosed with schizophrenia. DesPi'm a
history of nipe hospitalizations and four suicide atternprs prior to being placed on Clozaril,
Respondent took patient #46 off Clozaril without adequate-justification and monitoring and
failed to appreciate and respond to patient #46°s suicidality when making medijcation changes,
during patient #46°s hospitalizations and upon discharge. Examples of Respondent’s care of
patient #46 are more fully set forth iﬁ the Temporary Suspension Order dated May 15, 1998
(Exhibit B) and are hereby incorporated into and made a part of the Stipulation and Qrder. |

STATUTES ' |

The Committee views Respondent’s practices as inappropriate in such a way as to rcqﬁire
Board acnior; under Mind. Stat. § 147.091, subd. 1(g), (k). (o), and ‘(S) (1996) and Respondent
. agrees thai; the conduct cited above constitutes a reasonable basis in law and fact to justify tﬁe
disciplinary action. Respondent does not agree that there is a sﬁfﬂcient basis in Jaw and faﬁt to
justify a finding that he pc;;sessed an intent to pr&scribé diugs to any of the patients discussed
- herein for their recreational use or other illegal purpose by them. |

REMEDY

1. Upon this stipulation and all of the files, records, and proceedings herefn, and
without any further notice or hearing herein, Respondent does hereby consent ﬂﬁt until ﬁlriher _ -
order of the Board, made afier notice and hearing ‘upon application by Respondent or upon the

Board’s own motion, the Board may make and enter an order conditioning and restricting



Respondent’s license to practice medicine and surgery in the State of Minunesota. This Order
supersedes and replaces the Temporary Suspension Orders dated December 19, 1997 and May
15, 1998 as follows;

a. Effective the date of the Board’s order. Resﬁoudent’s license to practice
medicine and surgery in the State of Minnesora is SUSPENDED for the conducr cited in
paiagraphs 1-20 which constitute violations of Minn. Stat. § 147.091, subd. 1(g), (%), (oj.é.nd
(s) (1996);

b. The suspension of Respbndent’s license is STAYED subject to the
following conditions and resnic:ﬁons. The stajf shall not become effective, however, until the
Board has approved the prescription monimﬁng agreement and approved the suﬁaer\fising
physician. - |

c. The Board receives a signed agreement from one of Respondenr’s pariners
agreeing to: | |

(1 review each bf Respondent’ s prescriptions for a controlled
substanice:
(2)  co-sign when the prescription is éppropn'ate:
(3) retain copies of each prescription written by Respondent whigh iz

co-signed; and |

(4)  report to the Board once a month each prescriprion which was _né::t
| ~ ¢o-signed and explain the reason it was 1ot co-signed. o
The Board agrees to make.’; decision promptly on the prbposal subrairted by Respondent.

d. Respondent suhmits each prescription for a contolled substance to this .
pariner for co-signature, maintains a log for each prescription aad provides a copy of the log
to the Board upon request. o

e. Respondent completes a records management course approved in advance

by the Board.



f. ' Respondent must successﬁﬂly complete a fnedical ethies course approved
in advance by the Board specifically designed fdr physicians engaged in research and the Board
must receive written notice of successful compietion’fmm The training programn by October 1,
1998 or any stay in effect at that time will be réﬁroked.

g, Respondent neither direcrs DOT assists with any drug srudy.

h. * Respondent is supervised by a psychiatrist selected and apprm.red by- ,ﬂ:(e;

Board who has the skill and time needed and ag'recs to supervise Respondent.  The supervisor
must be willing and able to:

(1) meet with Respondént at Jeast once a month;

(2} review Respondent’s parient records at least once a month;

(3)  report immediately to the Board if at any time the supervising
physician is uncertain from the padent rﬁc;oi‘ds whether controlled
substances h.ive been correctly prescribed for a patient, or whethér
a patient has been correctly diagnosed or whether a patient’s care
has been adequartely monitored; |

(4)  review Respondent's log of prescriptions for controlled substances
and copies of the prescriptions art least once a month to assure,ﬂlat
cach ome was either co-signed or reported to the Board.

The Boar'E.L with the ‘assistance of Board staff, agrees 10 act 'pmmptly to attempt to ﬁnd ‘a'
supen'fising physician and to take into consideration the proposals made by RESppndent. | |

I Respogdent agrees to sce‘clinical.patiems and to maintain his clinical .
practice primarily at his group/clinic office. All patient records must also be maintai.ue;l’ and -
available for review at Reapoﬁdent’s group/clinic office. To the extent Respondent sees
patients on a limited basis in his home office, these patients must be disclosed -to -the
supervising physician and these patient records must be maintained at his group/clinic office . |
aﬁd also be available for review by the supervising physician. Should Respondent become

employed at a hospital, regional treatrnent center or similar instinition, all patient records will



be maintained at the institution in the mmanner that records of other physicians® records are,
provided however, that they are available for review for compliance vﬁrh this Stipulation and
Order, and provided further, that nmthing in rhis provision shall relieve Respondent of any of
his other obligations under t}:us Stipulation and Order should he bscome employed by such an
institution. | |

j+ ' Respondent meets with thé supervising psychiarrist at least onde 2 month
and pays any costs associated with the superwsmn

k. The supervising physician shall meet regularly with the Complaint Rewew
Comumnittee at their request and submit quartcrly reports to the Board, '

L. Respondent shall meet on a quarterly basis with a designated Board
member. Such meetings shall take place ar a time munally convenient to Respondent and the
designated Board member, It shall be Respondent’s obligation to contact the designated Board
member 1o arranga each of the quﬁrterly mectiﬁgs. - The purpose of such méetings shall be to
review R:spondeut’s compliance with the terms ljo.f this Stipulation and Order;

m. The Board or its designee will determine whether the conditions are‘ met
for the purposes of signing a stay of the suspension as provided herein. |

1. Respondent shall not engage in any conduct constituring a violation‘for
which d;scxplmaw action may be imposed under Minn. Stat. § 147.091 (1996).

- 0. Re:spondent shal} pay to the Board a civil penalty of $50, 000 00 in parual
rcunbursemem for the costs of this investigation and proce:edmg

p. Any a;d all pcndmg complamts andfor Investigations that are not now part -
of the contested case being settled by this Stlpulatmn and Order, including but not limited to -
investigarions into the sertindole study in which Patient #35 participated, the Fen-Phen study in
which Patient #45 participated, any further investigation of the treatment qf any pa_tient
referred to by number in any version of the Notice of Conference or the Notice of and Dfder _

for Hearing in this case, and any investigation of the patient whose chart was subpoenzed at

the same time as Patient #46’s chart, and any investigation of Respondent's personal and



professional finances, are hereby closed. The Board will not take further action on these
closed mauers unless complaints arse andf or conduct by Responclant occurs subsequent to the
date of the Stlpulauon and Order that warrant an mvcsngauon and further action,

2. The Stipulation and Order will remain in effect for a minimum of two (2) years
from the date of this Order. At the end of th15 period, Res;sondent may petition for
reinstatement of an unconditional license upon proof satisfactory to the Board that he “has
complied with the terms of this Stipulation and Order. Upon hearing the petition the Board
may continte, modify or remove the conditions set out herein. |

‘3.l Within ten days of the date of this order, Respondent shall provide the Board with
a list of all hospitals and skilled nursing facilities at which Respondent currently has medical
privileges and a list of all states in which Respondent is licensed or has applied for licensure,
The informetion shall be sent to Robert Leach, Board of Medical Practice, Suite 400, 2829
Um‘versu‘y Avenue 8.E., aneapohs Mmuesota 53414,

4. If Respondent shall fail, neglect, or refuse to fully comply with each of the terms,
provisions, and conditions herein, the Committee shall schedule a hearing before the Board.
The Committee shall mail Respondent a notice of the violations alleged by the Commirtee and
of the rime and place of the hearing, Respondent shall submit a response 1o the allegatioﬁs at
least three days prior t¢ the hearing. If Respondent does not submit a timely response to the
Board. the allegations may be deemed admitted. At the hearing before the Board Lhe
Comminee and Respondent may submit affidavits made On personal Lnowledge and argument.
based on the record in sugport of their positions. The evidentiary record before the Board
shall be limited to such affidavits and th.ls Stipulation and Order. At this hearing, the Board .
- will determine whether to impose additional disciplinary action, including additiopal conditions
or limitations on Respondent’s practice or revocation of Respondent’s licenss. |

5. In the event the Board in its discretion does not approve this sérﬂemeﬁ;, this _

stipulation is withdrawn and shall be of no evidentiaty value and shall not be relied upon nor

intreduced in ény disciplinary action by either party hereto excepr that Respondent agrees that



should the Board reject this stipulation and if this case proceeds to hearing, Respondent will
" assert no claim thar the Board was prejudiced by its review and discussion of this stipulation or
of any_ records relating hereto. | |
| 6. In the event Raspondent- should ieave Mingesota to reside or practice outside the
state, Respondent shall promptly notify the Board in writing of the nev.lr location as well as the .
dates of deparmuie and return. Periods of residency or practice outside of Minnesota will"'_nm
apply to the reduction of any period of Respondent’s suspended, limited, or conditioned
license in Minnesota unless Respondent dembnsﬁates that practice in another state conforms
completely with Respondent’s Mﬁmcsota liceﬁse: to practice medicine.

7. Respondent has been advised bj Board representatives that he may choose to be
represented by legal counsel in this matter and has chosen to be represemed by Marcy S.
Wallace, Esq. _

8. Res?ondent waives any further ﬁe:ariilgs on this matter before rthe Board to which
Respondent may be entitled by Minnesota or:Unjted States constimtions, statutes, or rules and
agrees that the order to be entered pursuant to the stipulation shall be the final order herein.

9. Respondent hereby acknowlcdgés that he has -réad and understands this stipulation

and has volunarily entered into the stipulation without threar or promise by the Board or a:ny

e



of its members, employees, or agents. This stipulation contains the entire agresment berween
the parties. there being no other agreement of any kind, verbal or otherwise, which varies the

terms of this stipulation.

- Dated: £ - 17 "'?:2

etk o | Wﬂé#“"j )5&

Iﬁthe Comumittee()

FARUK S. ABUZZAHAB, M.D.
Respondent

Riverside Park Plaza ‘
701 25th Avenue South, Suite 303
Minneapdlis, Minnesota 55454 _

; , . / - . .
//7-%{,52’/” \ Wrgj‘.uq,d, rs
/Lf-!fff—"" /A 9 - SHARON A. LEWIS

MARCY S. WALLACE— ™ % Attorney for the Commitee
Attorney for Respgndent

525 Park Street, Suite 500

Cox, Goudy, McNulty & Wallace St, Paul, Minnesota 55103
676A Butler Square (612) 296-8954
100 North Sixth Street

Minneapolis, MN 55403
Telephone: (612)

ORDER
Upon considefatic;n of this stipulation and all the files, records, and proceedings he:rein.:

IT IS HEREB.Y ORDERED that the terms of this stipulation are adopted and

-

implemented by the Board this / A day of J@ : . 1998,

MINNESOTA BOARD OF
MEDICAL PRACTICE

abutzz, od7 040598





