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As prescribed by the New York State Public Health Law §230, subdivision 10, paragraph
(i), (McKinney Supp. 2015} and §230-¢ subdivisions 1 through 5, (McKinney Supp. 2015), "the
determination of a committse on professional medical conduct may be reviewed by the
Administrative Review Board for professional medical conduct.” Either the licensee or the
Department may seek a review of a committee determination.

Request for review of the Committee's determination by the Administrative Review
Board stays penalties other than suspension or revocation until final determination by that
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STATE OF NEW YORK : DEPARTMENT OF HEALTH @ P v

STATE BOARD FOR PROFESSIONAL MEDICAL CONDUCT

e o o i i e e e — e m :
IN THE MATTER : DETERMINATION
oF ‘ : AND
' DENNY PACHECO, D.O. : o ORDER
_________________________________ T i D

BPMC-20-221
A Notice of Hearing and Statement of Charges, both dated September

13, 2018, were gserved upon DENNY PACHECO, D.0O. (“Respondent”). Pursuant
to § 230(10) (e). of the Public ‘Health Law of the State of New York
(“PHL”), DIANE M, SIXSMITH, M'D _ chairpersonr FRANK E. IAQUINTA, M.D,
and JOAN MARTINEZ McNICHOLAS, duly de51gnated members of the State Board|’
for Professicnal Medical Conduct, served as the,Hearlng Commlttee in
this matter. MATTHEW'C.lHAﬁL, Adminiétrative Law Judge, served as the
administrative officer.

The Departmenﬁ of Health, Bureau of Proféssibnal MedicalVConduct'
(QDepartment”) ‘appeared by RICHARD J. ZAHNLEUTER, then General Counsel,
by TIMO'I.‘ﬁY J.‘ MAHAR, Deputy_Counsel, and NATHANIEL WHITE, Assoc:l.a.te,
Counsel. The Respondent was represented by ANTHONY Z. SCHER, ESQ.
Evzdence was recelved w1tnesées were sworn and heard, and transcripts
of the proCeedings were made.

. After consideration of the entire record, the Héaring Committee

{ssues this Determination and Order.




PROCEDURAL HISTORY

Pre~Hearing Conference: October 25, 2018

Hearing Dates: ~ November 5, 2018

: January 30, 2019
March 20, 2015
June 6, 2019
June 13, 20189
August 18, 2012
September 17, 2019

Witnesses for Petitioner: Sachin Shah, M.D.
' Jason Friedman, M.D.

;

Witnesses for Respondent: _Kevin ©'Connor, M.D.
' Virgil Smaltz, M.D.
Denny Pacheco, D.O.

Written Submissions Received: October 31, 2019

Deliberations Held: April 9, 2020

The record closed April 9, 2020,

STATEMENT OF CASE

The Depariment charged the. Respondent with =~ twenty-one
specifications_of profeséioﬁal'miscdnduct, aé defined‘in § 6530 of the
Education Law of the State of New York (“Educ. Law”) . The Respondent
denied the Factual Allegafions;and Specification of Charges set‘fdrth
iﬁAthe Statement of Charges. | |

The Department recommends that the_ Respéndent’s license _to
practice m§¢icine bé revokéd. The Respondent aské that the Hearing

Committee conélude that he did not commit professional misconduct either




clinically o;‘by fraﬁdulently filing false applications for hospital

privileges.

FINDINGS OF FACT
The following Findihgs of fact were‘made after a review of the
entire record in this'maﬁter. All findings and conclusions set forth
below are the unanimous determinations éf the Hearing Coﬁmiftee;

Numbers below in parentheses refer to exhibits (Ex.) or transcript page

numbers (T.). The Hearing Committee hereby makes the following findings
of fact:
1. The Respondent, Denny Pacheco,‘ D.0., was authorized to

practice medicine in New York State on September 9, 2010, by the
issuance of license number 258600 by the New York State Edﬁcation
Department. (Dept. Ex:‘li) |
| 2; The Respondent graduated'from the University of Medicine and
Dentistry of New Jersey in 2002. Following medical séhool, he entered
thg United States Naﬁy.(Naﬁy} and spent a year as a géneral mediéal
_officé&:. (T. 520.) |
3. After a-year in the Navy, the “Navy decided to let [the
Respondent] go because {he] couldn’t pass stép two of the boards withiﬁ'
[the Navy’s] time frame.” {(T. 546;548.}

4, Ffom about: September 2012-to December 2016, the Respondent
practiced;medicine as a physician in the emérgency departmént (ED) of
Vassar Brothers‘Medical Center'(VBMC) and Arnot Ogden Medical Center

(Arnot Ogden). {(Dept. EX, 1.)




5. At VBMC and Arnot Ogden,.the Respondent evaléated and treated
Patients A through E for a vériety of complaints. (Dept. Ex. 1.)

g. buring this | same period; the Respondent submitted
. applicatiops for staff énd hospital privileges at Arnot Ogden and Ellis

Medicine. {Dept. Ex. 1.)

Eatiept A
7. On Sunday, March 17, 2013 at around 9:46 p.m., Patient A, an
eight—month—old female, was brougﬁt foVVBMC eﬁérgency department by her
lparents. (Dept. Ex.3.) o
8. Patient A’s_érimary complaint was shortness of breath. Hét
medical history.inéluded a week—idng illness; cough? congestion, not
éating well and diapersAthat were 1ess Qet than usuél. (Dept. Ex 3;)'
. 9. ’?aﬁientrﬁ had been treated by her pediatrician the previous
rriday aﬁd Saturday and was diagnosed with Reépiratory'Syhcytial Virus
(RSV) . (T. 41.)

10.. RSV has a ¥ange of>degr§es.of severity; from symptoms simiiax
Jto a common cold to “extreme difficulty breathing, high lfevér,
dehydration, sevére congestion and wheéziné.f (. 44.)
11. RSV and other conditions can lead to bronchioclitis, which is
the.inflammation of the smaller airways of the lungs. A patient with
RSV, who also has Eronchioiitis, would be on the severe end'oﬁ the

degrees of RSV severity. (T. 45.)




12. Prior to bringing Patient A to the hospital, her parents had

approximately one hour prior to being biought to ﬁhg'hospital. {Dept.
Ex. 3; T. 47-48.) |

13. Patient A’s vital signs in the FED inciuded an oxygen
saturation rate of 91%, indicating that the,patiént was hypoxic and not
‘qttaining sufficient oxygen in- her blood, resulting in respira£ory
difficuityl (T. 52-53.) o

_14. Patient A’S.pulse;and-respiration rates were eievaéed. This,
combined with her shortnessrof breath and ldw gsaturation rate, “fit the
picture of a child that’s having some‘respiratory distress.” (T. 54.)
15. - The emérgency-room nurse’s respiratory assessment. of Patient
A documented “labored respiratiohs,” wnich réfers to respiratory
=effort, and “decreased air exchange.” (Ex. 3; T. 547)

16. 1In addition to these findings, the Respondent also found that

or tachypnea. (Dept. Ex. 3; T. 58-59.)

lj. Respondent’s documented physical exam findings'consisted of]
“wheézing” on the respiratory exam..(Ex. 3 T. 62.}

18. 'Wheééing on the respiratory exam indicates infiammation of
the patient’s smaller airways in the ‘lower lungsf (T. 63.)

| 19, Respondent’s initial assessment df Patient A was time stampéd

in the medical record at 10:45 p.m. He reassessed the patient
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been administering nepulizer' treatments to her every three hours asg|’

instructed by her pediatrician. Her most récent treatment was given

patient A had congestion, rhinorrhea, and an increased respiratory rate,|




Aappxoximately 42 minutes later at 1%:27 p.m. as per the time stamp. (T.
68.)

20. An Albutercl treatment was completed. at 11:20Ap.m., around 7

Einutes prior to Respondent’s reassesemEnt. (Ex. 3; T. 67-68.)
21. When the Respondent reevaluated Patient A, he'found her to be
Mimproved.” Oxygen saturation levels had improved with nose sucttonihg
land nebulizer treatment. Also, the Respondent:noted that Patient A’s
lung exam was “benign.” (EX. 3; T. 70.)

22. Respondent ordered Patlent A to be dlscharged at 11:30 p.m.,
10 mlnutes after the documented completion of the Albuterol treatment.
J(Ex. 3; T, 10.)

23. Upon discharge, Patient A was.still wheezing, potentially
dehydrated, and uncomfortable in the ED. Priocr to discharge,‘Reepondent
did.not confirﬁ that Patient A’s parents wete'correctly administering
the out-patient nebulizer treatments. (T. 71-72.) |
| 24, Respondent did not conduct a VLSual examlnatlon “for the
presence of retractions around the clav1cle or between the ribs, and
abdominal-breathing.,Retractiops and abdominal breathing would indicate
that Patient A was using accessory muscles in addition to her diaphragm
in order.to'help her breath. (T. 74.5

25. There is no documentation that shows 'that- Respondent‘
' efaluated, patient A for the presence of retractions or abdominal

breathing. {T. 75.)




26. Patient A presented to the ED with a_temperaﬁure of 101.8F,
and her temperature at discharge was 100.7F. (T. 90-91.)

27. Respondent did not Qrder any treatment for Patient A’S.fevér,
including Tylenol or Motrin, given either orally or by suppository. (T.
91.) |

28. Following_Respondent’s care and upon his discharging her,
patient A left the ED at 12:21 a.m. on'Maréh 18, 2013. {(Ex. 3; 7. 93.)
79, Patient A returned to the VBMC ED approximatel§ six hours
later at 6:26 oo (Ex. .4.) |
30. At the time of her returﬁ visit, fhe parents reported
increagsed work of breathing despiternebulizer treatments at home, that
the patient was not eating or drinking, and thaf she had dryer diapers.
Triage described.the patient as gill—appearing.” (Ex. 4; T. 94;)

31.  Patient Afsg vital signs demonstrated tachycardia wifh a heért
rate of_157, and her resplratory rafe was significantly increased at
58. Her oxygen saturation rate had deéreased to 91 percent, and hei-
feﬁer had spiked to 101.8F. (Ex. 4; T. 95.)

32. FED.physician, Jason Friedman, documented fevér, tachycérdia,
hypoxia, tachypnea, as well és-mild retractions and.ﬁasal flaring. No
significant wheezing was noted. (Ex. 4; T. 97.)

33. Dr. Friedman ordered laboratory studies, chest X-rays, IV
fluids and a consult with a pediatric hospitalist, Qho then examined

Patient A. (Ex. 4; T. 97-98.)




34. PRatient A?s chest X-ray had'findings_of increased bilateral
interstitial‘marking;. The documénfed impfession was 6f bilateral
Eerihilaz inferStitial ipfiltfates. (Ex. 4; T. 99.)

35. Patient A was admitted to the hospital for thrge days. She
was hHypoxic after édmiésion and required oxygen, which she was slow to
Be weaned fromp " She was given albuterol treatments and slqwly weaned

from them as well. (Ex. 4; T. 100-101.)

36. The diagnosis at discharge was viral bronchiolitis. (Ex. 4;
T. 113.)
Patient B

37. Patient B was‘é 25-year~old male who presented to Arnot Ogden
on July 14, 2016 with compléintg of headache,rlethargy and vomiting
which had startedlthree days pricr. The patient was on no medications.
(Ex. 6; T 14ém147.) |

38. Patient B had a low-grade fevef’of 103F aﬂd a heart rate of
110 beats per minute. He rated his head pain as 10 on the scale of 1
to 10. He described his péin as “aching.” (Ex. 5;  T. 147-148.)

39, The nuréing  documentation indicated that Patient B was
unsteady,; but with no mental status changes. (Ex.-5.)

40. The nursing documentation indicated no fiﬁdings regardingl
Patient B’s ears, nose and throat. The same documentation indicated

that the patient was “lethargic,” and that he had a headache and -




wéakness. it also indicatéd that he had ﬁot been'eating or drinking
for the preVipus few days. (ﬁx. 5;)

'41._fhe-Respon&ent’s documentation for his treatment of Patient
B indiéaﬁed complaints of heédache, fe%er, lethargy and nausea/vomiting
for the previous three days. (Ek. 5; T. 152.)

.42. Respondent diagnosed Patient B  with &ehy&fation. and
sinusitis, which signifies inflammation or infection'cf the sinuses.
HEx. 5; T. _154.)

43, On RESpondent’s physical examination of Pgtient B’s eyes,
ears, nose and thrbat, Respondent documented. pharyngeal erythema, -orl-
redness in thé back of the throat commonly associated with wviral or
bécterial infections. 8Sinus tenderness'was-also documeﬁted. (Ex. 5;'T.:
156.)

44, There was no dpcuﬁeﬁtation b? the Reépo&dent of nasal
.congéstion'or sinus drainage for his.physical exam, ér in the nursing
documentation. (T: Ex; 5; T. 157.) |

4%5. - Patient B’s white 5lood count wéé documented at 18.3. {Bx. 5;
[v. 158.)

46. The patiedt had a CT scan of his head while in the ED. There
Gere no.acute findings from the scan, and the radiologist indicated
-Jthat neither the paranasai sinuses nor fhe mastoid célls were opacified.

(Ex. 5; T. 159-160.)




"47. Bacterial meningitis is .inflammation of  the layer that
Surrouﬁds and protects the brain. Some forms of bacterial meningitis
Vcan be fatal. (7. 159-160.)

48. A lumbar punétﬁre would assist in determining if a patient
nad either meningitis or encephaliﬁis. {T. 168—17i.)
49; -Respondent did not perform a lumbar puncture on Patient B on
-July 14, 2016 to evaluate for meningitis ox encephalitis. (T. 172.f
50. Resgpondent documented that Patient B was Vimproved” after

receiving hydration and znedicatiohs in the ED for his nausea and
headache. (T. 173.)
51. Patient B received Augmentin, an antibiotic, in £he ED and
was discharged by the Respoﬁdeﬁt‘bn tﬁat medication. (T. 174.)
52. Patient VB returned to Arnot Ogden on July 15, 201e,
approximately eleven hours after.being discharged by the Respondent.
Again, he complained Qf vomiting, head pain, lethargy, not being able
to answer quéstions, difficulty walking and weakness. His whité blood
count was theﬁ 19.5. He alsc had pain when hé flexed his ﬁeck, and he|
was noted to be disoriented to place ahd time. (Ex. S; T. 176-178.)
53. A lumbar puncture.performed during this ED visit determined
that Patient B did not have meningitis. (Ex. 5; T. 179;180.)

| 54, ©Patient B's condition worsened, and hg reguired intubatioﬁ.
(T. 182.) '

55. An MRI of the head showed diffuse white matter abnormality

lwithin the cerebrum, which 1is concerning for a demyelinating disease

10




thbhleffeéts the central nervous system and the.ability to functioﬁ
properly. The MRI fiﬁ&imgs were consistent.with acute demyelinating
eﬁcephalomyélitis, a condition which causes inflammétion'and disease of
the brain tissue. (T. 184.) !

56. Patient B was transferred from Arnot Ogden to Stiqng Memorial
-Hospital in Rochester, New York, a facility wﬁere he'cquld recelve a
higher level of neurology and infectious disease care. (é. 185.)

~57. Patient B wés admitted to Strong Meﬁofial Hospital for

approximately 50 days where his demyelinating encephalomyelitis was

created. (Ex. 7; T. 186-187.)

Patient C
58, On January 8, 2016, Patient C, a 6l-vear-old femaie, was|
inﬁured‘in a motor vehicle céllision and was transporfed from the
accident‘scen@ ﬁo Arnot 5gden, whére she was treatéd and released from
the ED by Respondent. (Ex. 9; T. 2185219.}'
59. Nursing triage documents indicate that approximately 45
minutes pricr to presenting at the ED, pPatient C’s vehicle be;ned
another wvehicle, With patient C’s véhiclé Asustaining significant
damage. (Ex. 9.) |

§0. Tn the .ED, Patient C’s vital signs were normal or only
slightly eleﬁgted. Her pain, however, %as documented as an_ 8 on the
scale from 1 to 10, which the record characterized as “véry severe.”

(Ex. 9; T. 220.}

11




’

1. The record documented Patlent C’s Body Mass Index (BMI) as
33.8, and that she was an everyday smoker of tobacco and presented asj
Sunsteady.” (Ex. 9; t. 222.)

62. Patient C’'s prior medicél rhistory included ‘myocardial
infarction, hypertensionﬁ Chronié Obstructive'Pulmonary Disease (COPD),
asthma, thyr01d disease and depre351on {Fx. 9; T.‘222.)

63. COPD significantly dlmlnlshes the patlent s lung function.
(T. 223.)

64. Both the Respondent’s and nursing evalaatiop’s docuﬁentation
showed paln and brulslng to the abdomen and chest as well as both of 
her knees. Paltient C also had a laceratlon to the rlght k¥neé which was
repaiiéd by sutures in tﬁe ®D. VA nursing entry indicated that Patlent
o was not ambulatory follbwing tﬁe accident. (Ex. 9, T. 237.}

65. A CT. séan was perforﬁed,‘ and the radioiogistfs report
indicaﬁed.ghat Patient C had sustéined four consecutive, non-displaced
rib fractures on’ the right side of her chest. (Ex. 9; T. 245.) |

6. Patient C’s history also included shortness of breath when
walking prior to the gccident. (Ex. 9.)

67. Prior to the accident, Patient C’s_'outpatient pain
medications included Lyrica} Trazodone, .Hydrocodone.'Acetaminophen-
(Vicodin), Ibuprofen, {Opana, Valium,vTQlenol énd Somé. (Ex. 9; T. 251f

253.)
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68. Respéndent did got prescribe any additional medications to|
Patient C when he discharged’her from the ED on Januaxry 8, 2016. (Eg.
19; T. 255-256.) - |

69, A radiologist’s inierpretation of x-rays of Pétient Cfs knees
was that there was a patella fzacturé of the left knee with joint
effusion. With the fracture of the kneecap and the fluid build-up, it
wouid be very difficult for Patient C to walk on that leg. (Ex. 3; T,
263.)

70. The radiblogisf’s reading was available to the Respondent.
TherRespéndent did not document the patella fracture. (Ex. 39; T. 264-
266.) |
71, Ppatient C returned to the Arnot Ogden ED on Jéﬁuary 10, 2016
at_2:27 p.m. Her éﬁief complaints at that time were shortness of breath

and she

oe

and confusion. Her oxygén saturation rate was measured at 80
was in severe pain. Thé oxygen saturatidén rate value of 80% signifies
lhypoxia, or an abnormal oxygen level in fhe blood. Patient C’'s son
noted that Patient é was confusedf saying things that did, not méke
sense, and was repeatedly dozing off prior to returning to the hospital;
(Ex. 9; T. 256-267.)

2. :Patient C was transferred to the ICU where she was evaluated
for possible respiratory arrest, as she was unable to adequately
ventilate and oxygenate hezéelf. (Bx. 9; T. 269.)

73. Upon her iﬁitial release from the ED on January 8, 2016,

patient C did not stop smoking, did not use‘oxygen, did not use the
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incentiﬁe spirometer'as she was iﬁstructed, and did not use the CPAF -
all the time. When shelreturnéd to the Eb, she complalhed éf increéased|
chest congestion. (Ex; 9; T, 269-270.) |

74. A repeaf' CT of the chest showed a 'smali, right side
pneumothdrax (collapsed lung). Two of the.four rib fractures were IOW
displacéd,-anﬁ a sternal fracture was observed. (Ex. 9; T. 132-133.)

75.A A subséquent CT - of the - ¢hest showed findings likely
repreéénting pneumonia. Patient C was given a course of antibiotics
dgxing ﬁhe admissidn to treat the pneumonia. (Ex; 9.}

76¢. Patient C was initially put on a éiPAP in the ICU for
ventilatory suppgrt and Qas assessed as having pneumonia secondarﬁ Lo
not. being able to ﬁake deep respiratory air due to lung contusion and
hultiple riﬁ fractures. .(Ex. 9; T. 273.)

77. During the January'lo- 2016 aamission; Patient'C’s activityl
tolerance required the use of a roller walker and the a351stance of one
person. The Respondent 'did not document an assessmént of Patient C’s
ability to ambulaté at the time of her discharge on January 8, 2016.

78. At the fime of Patient C’s discharge én January 16, 2016,

following a six-day admission,‘Pgrcocet was addéd'to her out—patient

drug regimen for her rib fractures. (Ex. 9;AT. 273-274.)

Patient D
79, Patient D, a 22-year- old female, presented ~on Monday,

September 3, 2012, Labor Day, with a chlef complalnt of abdomlnal pain,
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speéifigaliy right upper quadrant abdominal padin. Her pain ievel was
documented as 10 out of 10. (Ex. 11; T. 406-409.) |

80. Patient D was taken to a bed at 12:51 a.m. and assighed to
the care of Respondent at 1:02 a.m._(Ex. 11; T. 410!}

8i. Thé.Respondeﬁt ordered a CT séan of Patient D's aBdomen and
pelvis at _1':03 a.m. (Ex. 11; T. 410-411.)

| 82. The Respondent Qrderéd'lipase and amylase studies at 1:03
a.m., and the results were_within normal limits. (Ex. 11; T.‘4011.)
83. The'Respéndent érdered a complete blood count study at 1:03j
a.m. The fesults returned at 1:51 a.m., and showed Patient D had an
elevated whité biood count which could be a.result of iﬂflammation;
infection, ér-ﬁain. (Bx. 11; T. 412.)

84. At 1:50 a.m., Respondent ordered Morphine 5 mé injection and
Zofran.é mg injection. The Morphiné_order @as documented as completed
at 1:52 a.m. and the Zofranrdrder was décumented as.completed at 1:58|
a.ﬁ. (Bx. 11; T. 413-41i4.)
85. The effects of Morphine work quickly and last. approximately
two hours: (T. 447.) |
86. Patient D was asseséed by nurse-“J.P."‘at‘I:SE a.m. and was|
noted to have abdominal pain with bowel sounds. (Ex. 1i; T. 415:})

87. Approximately 40 minﬁtes Jater at 2:31 -a.m., Patient D was|
again assessed by nurée J.P. and found to be in “no acute dist;éss,”

and that‘Patient D was “medicated as ordered.” {(Ex. 11; T. 416.)
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QB. Nurse J.P.'s assessmentnwaé appfoximately 490 minutgs after
the Qrders‘fér Morphine and Zofran were documented as §completed.” (Ex.
11; T. 416.)

89.  The Respondent’s assessment of Pétient'D stated the “time of
physician’s visit” was 3:01 a.m., although the Resﬁondent believes he
saw the patient at 1:02 a.m. (Ex. 11; 7. 417, 473, 772.)

90. . The Respéndent documented in his,assessment that Patient D
wés a twenty-two-year old female with right upper quadrant pain with
nausea and a history of known gallbladder stones. The pain level
|recorded was 10 out of 10}. The physical exam revealed tenderness inl
the right upﬁer quadrant. (Bx. 11; T. 417.} | |
91.' The Réspondent documeﬁted that PatientiD had, in the pést,
been told to see a surgeon and that fhe Respondent would.reassess for!
any changes. {Ex. 1i; T. A45.).

92. " The. | Resﬁondgnt’s differential ;diagnosis included
Cholecystitis,ﬁbut he documgnted that Patient D' s conaition was “most]
likely gallstones.” (Ex. 11; T. 418.)

93! The Re;pondent’s “actual diagﬁosis” was Biliary Colic. (T.
780, 863.f

94, Biliéry‘Colic i; a condition where stones in the gallbladder
get stuck in the gallbladder neck da@sing'distension. The patiéﬁt is
at risk‘ﬁf a stone becoming stuck in the gallbladder and blocking
secretion of bile which Caﬁ cause thé gallbladder to swell, distend and

Become inflamed. (T. 421.)
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l95f If Biliary Colic pérsists, the condition'can'progress to
Cholecystltls, which 1is inflammation of the gallbladder and the
gallbladder wall which can lead to an lnfectlon (T. 419-20.)

96. Right upper quadrant pain ls ‘not a common symptom of
gallséonéé as many people have gallstdnés and remain asymptomatic., It
is, however, a symptom of Biliary Colic and Cholecystiéis. Nausea and
' vomifing are also‘symptoﬁs of Biliary Colic énd Cholecystitis.'(T.'420m
422.) |

97.- With Cholecystitis, a patient is at 'lci-sk of the gallbladder

inflammation leading to infection which; if untreated, can spread intb
the blooddtream‘and the abdomen leading to sepsis.’ Choledystitis can|
also lead to gangrene of tﬁe gallbladder or death of gallbladder'tissue.
lhe.pafient is at risk of becoming very i1l or dyind. (T. 422.l'
98. Ultrasound imaging is commonly available in EDs énd cad_be'
wsed to evaluate ‘the géllbladder. A CT sdah‘ can evaluate " for
gallbladder diseade but is not as effective. The Ultrasound is more
focused and can 'identify more subtleifindings such as thicknesd of the
gallbladder wall; biliary sludge, the size of the gallstones, or any
diiation of the common blle duct. (T. 423~ 425, f

99 .. The CT scan ordered by the Respondent Was performed at 3:38]
a.m., and the report was available at approximately 10:00 a.m. (Bx. 11;
T. 426.)

| 100. The CT scan report found that Patlent Df s gallbladder was

significantly dlstended measurlng 4.5 cm in dlameter The CT scan did
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not - find wall thickening, pericholecystic fluid or duct diiation. {Bx,
11; T. 14-15.)

101. The impression in the CT scan report .was- that Patient D's

2 March 2012 Ultrasound Study. (Fx. 11; T. 428-429.)

102. There was clinical suspicion of Cholécystitis'in Patient D
hecause she had right upper gquadrant pain, nausea, vomiting, and an
elevated white count and a history Of:gallstones. (T. 431.}

103. Ultrasound is® the preferred test for evaluating the

treatment. (Ex.’13ﬁ; T. 435-36.)
" 104. The CT scan ordered by Respondent could not confirm or rule
out the.cause of Patient D’s right u?per quadrant pain. (T. 431.)
105. The Respondeﬁt-orderedlPatient_D's discharge at 4:06 a.m. and

lthe patient left the hospital at 4:16 a.m. (Ex. 1i; T. 433.)

discharge, her condition was “improvéd.” (Ex; 11.)

107. The Respondent did.not'reexamiﬁe Patiént D prior tordischarge.
(T. 449.)

108. Respondent .did ;not order a food and drink ‘challenge for
Patient.D prior to her discharge. (T. .449.)

109. Patient D wés diagnosed by the Respondent with “abdominal

pain, right upper guadrant,” and referred to a surgeon. {T. 433.)
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gallbladder was “significantly distended,”‘similar o the findings of

gallbladdér and was available at VBMC ED at the time of Patient D's.

106. Patient D’'s. medical record indicated that ét the time of‘




ihecau

Patie

T. 44

quadr

(Ex.

454.)

Colic.

12; T.

11.0. The Respondent instructed the patlent to see the surgeon-
se of a gallbladder attack, otherwise known as tranSLent Biliary
(T. 434.).

111. The Respondent did not conduct a “complete workup” prior to

arriving at a diagnosis for Patient D. (T. 435.)

112. The Respondent did not perform a feevaluation prioxr to

discharge on September 3, 2012. (T. 436-437.)

113. At 4:16 a.m., approximately thirty-eight minutes after the CT

2

scan was performed and following the Respondentfs_order for discharge,

nt D's ievel of pain was racorded ‘as “five out of ten.” (Ex. 11;

6.)

114. The Respondent did ‘not order an abdominal Ultrasound tTO

furthe; evaluate Patient D’s gallbladder on September 3, 2012 despitey

her ongoing symptoms. (T: 436.)

115. About twenty'hours after her discharge, Patient D returned to| -

the ED at VBMC on September 4, 2012, She complained of right upper

ant abdominal pain which she described'aé “ten out of ten.” (Ex.

451.)

116. The Respondent treated PatientAD at VBMC on September 4, 2012.

12; T. 451.)

117. The Respondent ordered Zofran and Dilaudid around 1:23 a.m.

and ordered,én abdominal Ultrasound aiound 2:18 a.m. (Ex. 12; T. 453~
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7118. There was no decumented hiétory, physical cor other assessment
of Patient D by the Respondent for the daté'bhe-returned to VBMC,
Sgptember 4, 2012, {T. 454.)

" . 119. The Respondent did not have an independent recollection of
obtaining a history and physical for Patient b on her September 4, 2012
visit. (T..807~808.)

120. Thé Ultrasound study sho%ed that Patient D had sludge and
caiculi in the gallbladder and a positive Murphy sign was noted. (Ex.
12; T. 356,}

121._Thé Radiclogist at VBMC documented aﬁ impression that Patient.
D ﬁad Cholelithiasis, otherwise known as gallstenes. (Ex. 12; T, 458—
459.)

122, At 4:03 a.m., 'Respondent placed an order to cali surgery, and
he admitted Patient D at 4:14 a.m. (Ex. 12} T. 459;)
. 123. A surgical history and physical for Patient D were dchmented
at 4:47 a.m. (Ex. 12; T. 459-460.)
124. A HIDA scan was ordered by the suréical physician assistant
wﬁich showed poor  functioning of the gallbladder. {(Ex. 12.)
125. The surgeon performed a laparoscopic _Cholecystectomy for
Pétient 1 and found a moderately distended gallbladder with evidence of
iﬁflammation. (Ex. 12; T. 462-464.) |
126. The inflammation fouAd in Patient D’slgallbladder showed that

she had Choleéyétitis. (Ex. 12; T. 464.)
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127. The pathqlogy of the gallbladder concluded that Patient Dlﬁad
acute Cholecystitis, superimposed chronic - Cholecystitis,
Cholelithiasis, Cholesterblosis -and Cholestéroi Polyp. (Ex. 12; -T.
464.) |
Patient E
- 128. Pgtient E{ then a 50 year-old-male, was treated in the- ED of]
VBMC on Juné 2, 2014. Patient E was éeen in triage at 12:33 a.m. (Ex.
15; T. 307.)

129. Patient E’s ¢hief bomplaint was fhat he had an asthma attack
at home, his left arm went numb, and he had chest pressure, nausea and
vomiﬁing, and shértness of breath. (T. 308.}

130. An asthma attack cauées breathiné difficulty due to airways
in the lungs be&oming tight. Patient E used a rescue - inhaler aﬁd a
nebulizer at home; (T. 308-309.)

131. Patient'Efs resplration rate was.e16vated at 22 when measured

o

in the ED. His oxygen saturatién ievel was'at 92 % on room air. (T.
310.)

132. Patient E had COPD. (Ex. 15.)

133, Itrwas dbcumented by nursing. that Patient E had é pain level
of 7 out of 10, and that the pain was in hié chest. (Ex. 15.)

~134. With an asthma attack;,patients‘describe chest pressure oI
tightness, -and éhortnéss of breath. They do not fypicglly,,howgver,
describe pain going @own thé left arm, aﬁd nausea and vomiting. (T.

311-312.)
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135. Pain géing down the left arm, and nausea and yvomiting are
typical éymptoms Qf a cardiac event. (T. 312.)
136. Patient E was a current, everyday smoker, a riék for cardiaqg|
diseasé  He had been taking a statin drug for cholesterol Coﬁtrol.
{(Fx. 15.) “
137. Patient E’s complaints of chest pressure following an asthma

attack which radiated down his léft-arm wifh nausea and'ﬁomitihg in
addition to his multiple cardiac risk factoré placed him at.high risk
for a cardiac event. (T. 315-316.) R

“138. The findings on the EKG taken of Patient E at 12:43 a.m. Cﬁ
June 2, 201& included “5T wavé dépressions in leadé I, II and AVF, as
well as in V5 and V.” The pfesence of ST dépressions is concerning fog
cardiac ischemia, an indicafio& that the heart is not receiviﬁg enough
hlood flow or OXygell. This can be a precursor to a heart attack. (Ex.
i4; 7. 316~317.)
139. In addition to the ST depréssions shown on Pa£ient E's EKG,
a computer-generated interpretétion of the EKG would alsé have been| -
avéilable to- the Respondent, including an,interpretation of the ST
depressions. (BEx. 14; T.'322w323;)
140.. The Respondent’s own documentatién.éf'the EKG included that
it showed “ST depreséion.” (Fx. 15; T. 325-326.) |
141. Patient E’s asthma and/or COPD ﬁith hypoxia were sltress

factors which possibly caused an increase demand on the heart. I1£f the




heart wes unable to keep up with an increased demand, the ST depressions
could have been the result. (T. 327.)'

142. Respondent’s reeorded medical history for Petient E included
that the chest pain or pressure was exacerbated on movement and
exertion. Such pain is an indication that when the petient’s heart is
called upon for more blood flow aed oxygen to the body, it is enable to
do s6 without pain and ischemia. {Ex. 14; T. 330-331.) |
143? Patient E’s history, as documented bf the 'Respondent’s
evaluation, was that approximately 90 minutes before he was seen in the
ED triage, hejhad a bad asthma attack, vomited{ and felﬁ generalized
tightneSs, specifieally in the lefteside of his chest that radiated
down his left arm. (T. 333.). |
144. The patient used his rescue inhaler and nebulizer, after
which all chest tightness and left arm numbness subsided. (T. 333.)
145, The;e wag no documented history stating whether ?atient b
had experienced radiating pain to the arm during prior asthma and COPD
episodes. (T. 334.)

146, There was no aocumentation describing the presence or
absence of a family history for Patient E of ceronary artery disease.
(T. 335,)
| 147, ther than a statin medication, Petient B was-net taking any
cardiac medications. (T. 336.) |

148. On Respondent’e physical examination of Patient E, the

respiratory exam noted that the respirations were non-labored, breath
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sounds were equal, bilateral baserdi@inished énd wheezes present. This
examination occuired 25 minutes,after.treafment had started. (T. 339%.)

.149. Respéndeﬁt ordered a tfoponiﬁ level for patient E which was
Jdrawn at 12:50 a.m, A troponin level assesses for myocardial damage or
cell death. (Ex. 15; T. 340.) |

150. The troponin was drawn approximately two hours after the
7 onset'of chest pain at 1:00 p.m. The troponin was reported back aé.
negative. A troponin level will not rise until four hours after onset|
of éain. (Ex. 14; T. 342—343, 379-380.}- |

151. Patient E received a duo nebulizer tréatﬁent ordered at 12151
a;m.; an‘albuterél treatment érdered-at 12:56 a.m., and a steroid,
Prednisone, for his asthma and COED,”ordered at 12:51 a.m. ﬁy the
rRespondent. (Ex. 15; T. 49-50, 343-344.) | |
152, Respondént re—examined Patient’E‘at 1:46 a.m: and documented
‘[that the patient was iﬁproved, stated that hg was feeling better with
treatment, and that the patient’s lungs revealed clear séunds. The
patient’s pulse'oxygenatioh waé documented at 92 %. }Ex. 15;AT. 345.)
153. According to documentation in the medicél-record at 12:40.
a.m., Respondent again examined Patient E, and noted:tﬁat the patient
was improved with interventions, and that “thié is a COPD exacerbation.”
Clear lung sounds with improved oxyéen Satufation le%els were
docuﬁented. A - Prednisone gmescﬁiption was to be given, and it was
documented that the patient has.a'rescue inhaler and albutgrol. (Bx.

15; T. 346.)
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154, A chronology of Patient B’ s vital signs in the ED shows that
at the time-of triage_{12:35 a.m.), the pulse ox level waé 92 %. Between
1:-00 a.m. and 2:30 a.m., while the patient was'on.a high flow nebulizer,|
his pulse ox levels improved to the mid to high 90s. It was during
that saﬁe period thaﬁ the Réspondent had documented at. 2:40 a.m., that

the Respondent was improved with treatment. Typically, a high flow

nebulizer is given ﬁith the oxygen. patient E’s improved pulse Ox

levels weie measured while he was receiving supplemenfal oxygen. . At

3:20 a.m., Patient E again had a low pulsé ox level at 9} 5. (Ex. 15;.
Jr. 347-348.)

155. At the time'of triage at 12:35 a.m., Patiént E’s heart rate
was 86 bpm and respiratéry réte was 22 rpm. At 2:40 a.m., the heart
rafe was 104 bpm and the respiration réte was'28 rpm. At 3:09‘a.m.,
the heart rate was 119 bpm with a feépiratiOn rate of 35‘rpﬁ. At 3:20
a.m,, the patient’é heart raterﬁas 136 bpm. {(EX. 15; T. 349.). - |

156. 'Despiﬁe his high hegrt rate and ;espiration rate, the
Respondent was preparing ?atiént E for discﬁargelat-3:20.a.m. The| .
patient’s vital signs were consistent with a:patient at risk for an
astﬁma attack,‘hypéxia and cardiac ischemia, given the tachycardia. (T.
350.)

_157. The ReSpondént-documented a dischargé diagnosis of.asthma
with COPD and documented a prescription for Pfednisone and éatieﬁf

education materials for COPD. (Ex. 15.)
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158. Despite Patienit E’s EKG. findings of ~significant ST
depressioﬁs, after the patient had compiained of cﬁest pressure'
radiating down the 1eft arm with nausea and vomitiqg,,the Respondent
did not document in Patient FE’s hogpital fecord, a differenﬁial
diagnosis inciuding: a coronary event, -acute coronary syndrome or
unstable angina. (T. 354!)

159. The‘standard of care to evaluate Patient E for acute cofonary
syndrome would be hospltallzatlon, obtaining’ serial troponin levels,|.
serial EKGS, and obtaining a cardlology éonsult {T. 355.)

160. The Respondent‘did.nOt order Serial troponins or serial FKGs
for Patient E. (T. 355.)

161. The Reépondent went off shift at 3:00 a.m. on.JuneVZ, 2014,
and the patient had not been dispbéitioned to remain in’the hospital- by
Respdndent. The Respondent did mnot communicaté ‘to .the oncoming
bhysicién,'either verbally oflin writing, a plag for the_patient té be
admltted to the hospital for further cardiac assessment. (T. 358.)- 

162. At 2:40 a.m., Respondent ordered that Patlent E be ammbulated.

163L At 3:20‘a.m., nursing documentation ;ﬁowed that .Patient K
had ambulated thﬁ;ugh the department and that his pulse ox was 91 % on|
room air. (Ex. 15; T. 361-362.).

| 154. At~ 3:41 a.ﬁ., nursing documentation showed that the

patient’s wife was screaming, and that the patient was found slumped 1in|

a chair, unresponsive, without a pulse, and not breathing.A Dr. Jason
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Friedman responded to the patienf .in thé ED, and attempted
're‘asuscitation.‘ (Ex. 15; T. 483-485.)

165. At 4:23 a.m., Patient E was unresponsive in wventricular
fiprillation and was subsequently pronounced dead. Vehtricular
fibrillation is an abnormal heért rhythm which can potentiallj result
in circumstances in which cardiac'ischemia progresses’ to myoéardial
infarction.- Ventricular fibrillation can be-fatal.l(Ex. 15; 7. 364-
365.)

| 166. Patient E failed the ambulatory tesf.' Patient EB's collapse|’
10 minutes following ambulétion was conéistent with the condition of
ischemia. (T. 387-388.) |
167; Troponin assays should be measured at the .time of tThe
patlent s admission and then serially at regular intervals td determine
rise an& fall, as troponin may not appear in the blood within the first
hours following myocardlal infarction. (Ex; 22; T. 391w392.)
168. Wlth Patlent E’s presentatlon and findings in the ED, had a
tropoﬁin been negatlve at four hours following onset of pain, it would
not have ruled. out cardiac ischemia given the ERG flndingsrand the
patient’s symptoms. Patients can have an ischemic event without a rise
in the troponin level. With Patient E’s presentation énd EKG findings,
the.admission of anti-platelet agents} such as aspirin, were iﬁdicated.

(T. 393-3%4.)
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Arnot Ogden Medical Center Application for Staff PfiVileges
169. Respondent practiced emergency medicine at VBMC during the'
period from October 2010 to December 31, 2014. (T. 658-659.)

170. Respondent submitted an application for staff privileges to
Arnot Ogden Medical Center (Arnot bgdén) dated January 15, 2015. (Ex.
16.)

171. Respondent answered the following question “No” on the Arnot)
Cgden applications:

Has your employment, medical staff appointment, practicé
or clinical privileges ever been voluntarily or involuntarily]
suspended, diminished, revoked, discontinued, denied,
relinguished, terminated, reduced, refused or limited in anyl
hospital or health care facility or have proceedings towards any
of those ends eve been instituted or recommended by any official,
committee or. governing body of any health care facility? (Ex. 16.)
172. Resgpondent signed the following cath as to the gruth of the
information he provided on the Arnot Ogden application, dated January
15, 20L5:

Denny J. Pacheco being duly sworn deposes and says that I,.
as the applicant, who makes the foregoing application and know the
contents thereof, and the same is true fo the best of my knowledge
and information. (Ex. 16.)
173"By letter dated October 3, 2014, approximately three months
brior to the Respondent’s application to Arnot Ogden for staff
privileges, Respondent was notified in writing by Robert Friedberg,
vresident of VBMC, that the Medical Executive Committee of VBMC had

recommended that Respondentfs medical staff privileges.ba suspended

following an investigation by a Special Committee at VBMC which found
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lthat his care of three patients failed to meet the standard of care.

Respondent was further advised by Mr. Friedberg that it was recommended

that Respondent complete a minimum of six months of “full time hands on

emergency medicine -training under the direction and supervision of a

qualified clinical proctork and. at the completion of the emergencyl’

lhedicine training program, the clinical proctor must state in writihg

that Respondent has been assessed as qualified to provide emergency|’

Eedicioe care without restriction; following completion of the training
program[ Raspondent wouid submit to s focused professional evaluation
of at least 30 charts; and as required by VBMC StsffrBylaws, Respondent
would be requlred to obtain Board Certification in Emergency Medicine
by the end of 2015, {(Bx. 17a.)

174. Mr. Friedberg’s letter to Respondent notifyicg him of the
suspeosion_of his priviieges closes by stating, “In light of the adverse
recommendation, you are entltled to exerclse your rlght to a hearing in|
accordance with Artlcle 13 of the Medlcal Staff Bylaws (Bx. 17a.)

175. In correspondeunce from Respondent to Mr. Frledberg' dated

foctober 23, 2014, Respondent, among other things, acknowledged receipt

of Mr. Friedberg’s October 3, 2014 letter to him concerning the findings
of the Medical Executive Committee and Respondent’s clinical pfiviieges
at VBMC. TIn the sane correspondence, Respondent requested a hearlng on

the issues raised in Mr. Friedberg’s correspondence. (BEx. 17a.)
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'176. In correspondence from Mr..Friedberg to Respondent dated
November 13, 2014, VBMC acknowledged tlie receipt of Respondent’s request
of Octoﬁer 23, 2014 for a hearing, among other things. (Ex. l7c.}

177. Respoﬁdent’s response of “NO” to the ébove.question on. the
Arnot Ogden Application was false,'aS'was his oath that the contents of
the applicétion were true.

'178. At the time Respondent submiﬁted,tﬁe Arnot Ogden applicatioﬁ,
he had witﬁin the prior three months récéived.written notification from
the President of VBMC that tﬁe hospitgl’% Medical Egécutive Committee
had recomﬁended' the 'suspension of his clinical privileges for
substandard clinical care and of his.fight to zeques£ a hearing to
review that .matter. Respondent had exercised this right by requesting
- hearing rééarding the recommendation; that Réspondent’s staff
privileges be suspended.

179. The subject quéstion oﬂ the Arnot Ogden application inquires
in relevant. part the following;

Ha (ve) yourmclinical privileges ever beel voluntarily of
involuntarily - suspended.in any hospital..or have proceedings

towards any of these ends ever been..recommended by..a governing
_body of any health care entity. {Ex. 16.) '

180. Respondent was .required to answer “yes” to,this queétioﬁ.

181. As the question asks the applicant to disclose if a hosﬁiﬁal
governing body had “ever” recommendédv proceedings concerning the
suspension of clinical privileges, the fact that Respondent’s hearing

was never neld is irrelevant to that part of the question which ingquires
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as to whether such a-proceeding was ever “recommended,” Respondent was
freeﬂ if he chose, to explain to Arnot Ogden why the hearing wasrnot
held; but he-wae nevertheless obligated to answer “Yes” to the subject
question, | |
182. Respendent testlfled that CompHealth a locum tenens agency)
which he engaged, completed the Arnot Ogden appllcatlon form which he
provided. Respondent, further testified that he corrected certain
responses CompHealth made'en the application, an. indication that he
reviewed the information provi&ed. Further, . above his signature'at
page 9 of the appiication is'an oath or affirmatien'that states in
effect that the Respondent is aware of the lnformation nrovided.in the
application and that information is true “to the best of my knowledge
' end information.” (Ex. 16.)
183.,Regardless of the involvement of CompHealth.in completing ther
application, Respondent was respon51ble for the false response he gave
both by the fact that he had reviewed and corrected the appllcatlon,
and by -the ocath that he swore that he knew what inforﬁation was being

provided and that the information was true to the best of his knowledge.

©1lis Medicine Application

184. Respondent submitted two applications for clinical privileges
to Ellis Medicine, gchenectady, New York {Eliis).' On or about December

1, 201e, Respondent_applied,for hospital privileges at Ellis as locum
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tenens. On or about December éO, 2016, Respondent applied to Ellis for
staff member privileges. (Ex. 18.)

185. On each.application to Eliis, the-following questions are
asked in which;'in every instance, Respondent answered “Nof”é

a. Have .any disciplinary actions or investigation,by any
state licensing or.disciplinary or regulatery board keen
initiated against you?

b. Are you currently the subject of an investigation by any
hospital, licensing authority, DEA or CDS authorizing
entities, - educatien or- training program, Medicare,
Medicaid, or any other private, federal or state health
program or a defendant 4in any civil action that 1is
reasonably related tTo your qualifications, competence,
functions, or duties as a medical professional for
alleged fraud, an act oOf violence, child sex abuse or
sexual offense or sexual misconduct?

c. Have you ever réceived sanctions from or are Yyou
currently the subject of [sic] investigation by any|
regulatory agencies? (Ex. 18.) : :

186. On or about December 1, 2016, Respondent gigned the following
attestation.to the application for temporary privileges as locum tenens,
which provides in part:

211 information submitted by me in this application is
true and complete to the pest of my knowledge and belief.
I fully understand that any relevant misstatement in or
omission from this application may constitute cause for
a denial of appointment to the Medical-Dental Staff of]
Ellis Medicine, or the annulment or limitation of any
appointment made upon the information contained in. this
application. Any misstatement oOr omission may also
subject me to other disciplinary proceedings by the
hospital. (Ex. 18.) ' -

187, On or about December 28, 2016, Respondent electronically

signed the following attestation to the Ellis application:
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T attest that all information in the Application is true
and complete to the best of my knowledge and belief. I
will notify the Organizations and/or their agents within
10 days of any material change to the information I have
provided in my application or authorized to be released
pursuant to credentialing progess. I understand that

corrections to the application are permitted at any time
prior to a determination of membership and/or privileges
" or affiliation by the Organizations, and must Dbe
submitted on-line or in writing, and must be dated and
signed by me . (Ex. 18.)
188. By correspondence dated Bugust 16, 2016, approximately foqr
lhonths prior to his submission "of these applications to Ellis,
Respondént was notified by an inveétigator for the Office of
professional Medical Conduct (OPMC) that he was.ﬁnder'investigation'
regardinglhis evaluation, care, and treatment of patients in the ED of
VBMC, inciuding Patiegts A, ﬁ_and E in the iﬁstant hearing. Respondent
was furfher advised that under the Public: Health Law he had an
opportunity to be interviewed by OPMC to explain the issueé'un&er
investigation. (Ex. 19a.)
i89._0n October 31, 2016, Reépondent, in the presence of his
attorney, interviewed Qith‘an Invéstigator and Medical Coordinator with
OPMC regardiné, émong other things, his care and treatment of Patient
F whose care by Réspbndent was part of the then éurrént OPMC
investigation. Among other things, the process of an QPMC investigatign'
Wwas discuSsed.with Respondent at that time. (Ex. 19b.}. |
180. As the interview was not cémpleted on October 31, 2016, -

another letter was sent by the OPMC Inveétigator to Respondent, dated

November 1, 2016, again advising him of the aépects of the OPMC
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investigation and the oppo;tunity to continue the‘interview on November).
17, 2016. (Ex. 19c.)

191: On November 17, Respondent, in the presence of_hié attorﬁey,
continued fhe interview with Fhe OPMC Investigator and Medical
Coordinator. Respondent‘offeredAexplanationslof his care of Patients
da and D. (Ex. 1%d.) |
192.'Re3p5ndent's answer; “No,” to questions (Paragraph 15 a, b,
and ¢ in Fiﬂding f 186 above) on noth locum ténens and staff membership-
applicatidn to Ellis was false. |
193. In each instanée, Respéﬁdent failed to disélose the existence
of the OPMC investigation in response to a di;eqt'question as to whether
he is, or had'everrbeen,'the subject of an investigation by a state
disciplinary board, a stateAheélth ptogram, oﬁ “Yany” regulatory agency.
194. Res?ondent’s false statements to Ellis on the two

applications constitutes filing a false report.

CONCLUSI()NS OF LAW

_Respondent is charged with professional misconduct as defined in

s 6530 of the Educ. Law, as follows:

+ § 6530(3) - Practicing the profession of medicine’ with
negligence. '

- § 6530(4) ~-Practicing the profession of medicine with gross
negligence. '
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§ 6530 (5) - Practicing medicine with incompetence on more than
one occasion or with a lack of knowledge necessary to practice

the profession.

. § 6530(6) - Practicing the brofession of medicine with gross
incompetence.
"+ §6530({32) —‘Failing +o maintain a record for each patient which

accurately reflected the evaluation and treatment of each

patient. .

§ 6530(2)~ Practicing the profession of medicine fraudulently.

. §6530(21)- Willfully making or filing a false :report.-

As r'équiredlby PHL § 230(10) (f), the Hearing Committee based its
conclusions on whether the Department met its purden ‘of establishing
that the allégations contained:in the Statement of Charges were morel

.probableAthan not. . When the.evidenée was equally balaﬁced‘or left the
Hearing Committee in such doubt as to be unable to decide a controversy
either way, then the judgment went against the Department. (See Prince,

Richardson on Evidence § 3-206). The Hearing Committee made these

conclusieons bf»law pursﬁant to Ehe factual findings and definitions;j.
listed above, and all conclusions resulted from a unanimous vote.

The Department called Sachin Shah, M.D. as an expert Witness. Dr.
Shah, the Department’s primary witﬁess, is licensed.torpractice medicine
in New York and has been since 2000. He is board certified in emergency
Bedicine by thé.Americaﬁ Board of Emergency Medicine. In addition to
his primary practice location of 8t. Tuke’s Newbﬁrgh in Newburgh, New

vYork, Dr. Shah also practices in Hudsén Vélley Hospital in Peekskill,
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.ﬁew York and Montefiore New Rochelle Hospital, Montefiore Nyack Hospital
and'WesteheSter Medical . Centeér. At St. Luke’s Newburgh, Dr. Shah
primarily oversees the phyéibians, nurse practitioners and physician
agsistants that staff the emergency depaftment.

The Department also called Dr. Jason Friedman as a fact witness.
bx. - Friedman practlced in the emergency departﬁeﬁt at VBMC and provided
follow— ep care after Respondent’s care to Patient A and Patient E.

The committee finds that Dr. Shah’s testimony was thoughtful cieai
and comprehensiﬁe. He readily acknowledged %nstances.when care rendered
by the Respeﬁdeet was within the eppropriate standard of care and when-
-the Respondent’s actions did not pose a risk to a patient. The conmittee
lfurther found Dr. Shah to be well credentlaled his testimony to be
very credible, and his opiniops on deviations in standards of care to
be rendered on the appropriate standards at the time care was'provided.
The Respondent called Dr. Xevin O/ Connor and Dr. Virgil Smaltz,
both practicing, board certified, emergency deﬁartment physiciens. Dr.
’Connor worked with the Respondent for flve years at Arnot Ogden and
was the Respendeﬂt’s supervisor at.the tlme the Respondent was: hlred at
Arnot Ogden. Dr. Smaltz also worked in the emergency department with

the_Respondent at Arnot Cgden. (T. 983.)

The Department’s First through Fifth Specifications charged thel
Respondent with committing professionai mlsconduct as defined in N Y.

rduc. Law § 6530(4) by pxacticing the profession of medicine with gross
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ﬁegligence'in his care of Patients A through E. Gross negligence 1s
defined as negligence which involves 5 serious or significant deviation

lfrom acceptable medical standards that creates a risk of potentially

grave consequences. post v. State of New York Depértment of Health, 245
n.p.2d 985 (3d Dept. 1897).. There is no need to prove that a physician
Was con501ous of the impending dangerous consequences of his conduct.

Miniellygy; Commissioner of Health 222 A.D.2d 750 (3d Dept. 1995).

The Respondent provided medical care to Patlent A, then a 7 monthw
oid female; in the emergency department at VBMC on March 17, 2014,)for
respiratory ayncytial virus, and fever, among other condltlons Patient
A returned to VBMC emergency department,-approximately 6 hours follﬁwing
her dlscharge by Respondent from the emergency department with iﬂpreased
respiratory difficulty, fever, and retractlons, among other conditions.

Both the Department’s expert, Dr. Shah, and Respondent*s expert,
Dr. O’ Connor, recognized that at the time of Respondent s care, and
despite nebulizer treatments by both parents and her pedlatr1c1an in|
the prioxr aeventy—two hours, Patient A was not progressinq on outpatient.
_txeatment. ~She was Hypoxic,:tachypneic, and wheezing. Reépoﬁdent’s
+treatment plan was to add nasal suctiening with the ongoing nebuiizgr
treatments. Thefe was no documented history that the parents had been
instructed on 'suctioning and had not already peen suctioning the|
patient._' | |

pr. Shah testified that extending'the period of monitoring in the

ED for a ninety-minute to 2-hour period following the nebulizer ordered
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by.the Respondent waé indicated prior tb Patienf A’s discharge. This
lwould have allowed the ﬁéspondent to determine 1if the patient could
naintain her oxygen saturation level, tolerate oral intake, and that
éhe would not desaturate while sleeping. .The Respondént treated Patient
A to the point. where her vital signs had improved due to the
administratign.df Albutexol.: However, Respondent discharged Patient A
only ten minutes after administe:ing albuterol to hér and giving hef a
nebulizer~treatmeﬁt. He-also inétructed her parents to suction thé
child’s nose often. (Bx. 3; . 752.)
| Respondent documented at'his'reassessment that the parents werel
“comfortéble” with taking the patient home and giving nebulizer
treatments. The Department asserts that the parents’ assent to the
discharge plan did not in any way excuse Or diminish the Respondent’s
Aresponsibility to care for the patient and that the Respondent cénﬁot
shift his respoﬁsibilities for the appropriate care and treatment of
nis patlent (T, 751-752.) | |

;Dﬁ. Of Connor testlfled that the dlséharge was not 1nappropr1ate
nd did not constitute a dev1a£10n from,standard accepted practice andl
stated that, “based on the information contained in the medical reéord,
he too would have disqharged thé patient.” (T. 897.)
The hearing coﬁmittee .fouhd that the Respondent failed to
adequately evaluate patient A’s respiratory status. One wéuld expect
a child to iﬁprove after treatment, as Patient A did. However, &

reascnable emergency Ioom physician would realize that a patient such
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as Patient A would tend then to deteriorate again once the medication
wears'off. An emergency room physician shouid realize that a child
such as Patient A, whe had been eict for 72 hours prior to her admission
to the Eﬁ‘witn a fairly diligent effort by the parents to get her
treated, was in a ‘serious medical condltlon, The committee agreed that
the Respondent needed to continee to ohserve Patrent A and not dlscharge
t her shortly after treatment. Patient A was hypoxrc. A physician should
Lot let a patient this sick go home after the treatment she recelved.
His job was to anticipate that Patient A would remain sick.
Respondent’e care Qf Patient A departed from the accepted standards
of Care:in.discharging her  from the ED w1thout an adequate period of
monitoring for sustained ‘improvement - following treatment. The|
Departﬁents charge of-Grose Negligence regarding ?atient A is sustained.
The Respondent also pronided‘medical care to Patient B, then a 25
yearmeld maie, in the emérgency department of Arnot Oéden ort-July 14,
2016; for a three-day history or‘ nausea, vomiting, - headache “and
lethargy, among other thlngs pPatient B was disehargede from the
emergency department with a dlagnOSlS of sinusitis and a prescription
for Augmentin after having been treated in the emergency department
with 1V flulds,lZofran'and Toradol, among other thinge. "Patient B
returned to Arnot Ogden ED approx;mateiy 17 hours following discharge'
with complalnts of vomltlng, lethargy and confuslon ‘A lumbar puneture

was performed, and Patient B was admittedlfor presumptive meningitis.

39,




In his care of Patient B, Respondent adogfed  a diagnosis of
sinusitis, which Qas not supportad in the aﬁsenée of common clinical
‘Ifindings such .as nasal drainage, and despite a CT scan not showing sinﬁs
abhormalities. A diagnosis of sinusitis would necessarlly ignore ox
leave unexpléined a three-day hlstory of nausea and vomltlng.
Réspondent failed to rule out meningitis and encephalifis, despite the
severlty of the patlent’s symptoms.
Regarding Respondent’s dlagnOSlS of sinusitis, Respondent admitted
to the Hearing Commlttee that Patlent B’s white blood.count was 18,000,
he had been nauseous for three days, and had a 10 out of 10 headache
He also complained of “lethargy.” The Respondent admltted that this is
not a common presentat%oh’for sinusitis. The Respondentfs expert, Dr.
0’ Connor testified thatvit is likely,.gifen this set of circumsténces,
tﬁat hé would have perfprmed a lumba£ puncture for Patient B, "in order
to diagnose either.meningitis or encepﬁalifis as eafiy~as possiblie. (T.
57é~574.)
The Respondeqt’s failure to peﬁfomn é lumbar puncture and his
diagnosis of sinusitis_ without medical indications were BSevere
deviations from the standards of care and placed'Patient B at severe
risk. . The Department’s charge of Cross Negligence regarding Patient B
is élso sustained. |
The Respondent aiso p;ovided medical care'to.Patient c, a Slmyear
old female, in tﬁe Arnot Ogden ED on January 8, 2016 for. injuries

patient C sustailned in a motor vehicle accident approximately 35 minutes
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earlier, inclﬁding .four, .consecutive, right;sided. rib f;acturés, a
fractured sterﬁum,‘and.a fractured patelia. Patient.C’s medical history
included, among other things, coPD and continued tobacce use. Following
ovaluation and treatment, Respondent discharged Patient C with an
incentive spirometer, among other things. Ppatient C_returned‘to Arnot
Ogden on January 10, 2016 énd was treated for hypoxia and ébnfusion;-
Hef medical history on January_io,l2016 inciuded her non—cémpliance
with the spirometer.' patient C was admitted to Arnot quén for six
days.

patient C required'hospital.admission_with'foﬁr cgpsecutive rib
fractures and a left pétella fracture in circumstances of a compromised
respiratory systgm from COPD, her continued tobacco use, her ébesity
and her dpiatel tolerance which would complicate pain contpol.
Respondent}s former colleague and expert, Dr. Virgil Smalté, testified
that'Patient ¢’ s discharge from the héspital would havé been acceptabile
if her pain was under control, and if the patient was able.to‘aﬁbuléte.
Neither of these conditions had been met on January 8, 2016, but the
Respoﬁdent discharged her ényway.

The Hearing Committee foﬁnd it véry concerning that the Respondent
discharged Patient ¢ despite significant ipjuries to both knees,
including a fiactured patella withrfluid build-up on her left.knee.
Indeed, thé.Respoﬁdent never documented Patient C’s fractured patella
at all, indicating that he‘was not- aware that hér kneecap was broken

despite clear evidence of this available to him in her chart. Thel
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Hearlng Committee was further concerned that the Respondent did not
'adequately address the patlent’slpain level before discharging'her.
lpatient C had four consecutive rib fractures which would certainly havey
caused her significant pain, as eﬁidenced by her “very severe: pain
ie%el of § on a scale from 1 to 1C. Such severe paih in the patient’s
ribs would make it very difficult to take a deep preath. Whgle the
patient was instructed upon diséharge to use aﬁ inéentive spirometer to|
exercise her lungs, both experts and the Reépondent recognized: that
four consecutive rib fractures would ;ause significant pain, and’if the
paiﬁ is not adequately controlled, the patient is less likely tqluée'
?he incentive sﬁirometef to perform deep breathing exercises. The
Reépondent, however, discharged Patient Crdespite the patient having 8
out of 10 pain at discharge, without further‘treating her pain.

The Respondent testified that he did not prescribe any .pain
hedications to Patient C at discharge because she ﬁad_paiﬁ‘medicationé
5t home, and in the Reépondent’s words, V“she knew hdw to manage hey
pain.”'{T. 590.)-

Reépondent discharged Patient C déspite no adequate pain conﬁrol
provided by him,gther than instructing her to manage her pain with the
%edications she'already had; He also sent her away with' a fractured,
untreated patella. Respondent severely deviated from accebted
standards of care in inappropriatelyAdischarging Patient C from the ED,
an in not diagnosing her patella fracture. Thé Department’s charge ofl

Gross Negligence regarding Patient C -is sustained.
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The Respoendent also provided medical caré to Patient D, a 22—yéar
old fema;e, in the emergency department at VBMC .on September 3, 2012
for r;ght upper guadrant abdominal pain .and 'vomiting; amoné other
conditions. Respondent discharged,Pétient D with a diagnosis of upper
right guadrant pain and with a referral-to a surgeon. Patieﬁt D returned

to the emergency department approximately 21 hours later at which time

she was evaluated by Respondént for intense pain. A surgical consult
was requested. Patient D was admitted and éubsequently underwent &
cholecystectomy.

-Patiént D arrived at the ED at VBMC after,midnighﬁ on_Labor Day.
patient D's presentation Suggested that she was having an issue in her
gallbladder. Biliary Colic and Cholecystitis weré appropriately
. lconsidered as possible diagnoses.

The Respondent ordefed labs and a CT Scan of the abdomen which‘the
Department’s expért, Dr. Shah, credited as a reasonéble approach for
evaluating the patientfs complaints. ThelRespondent treated Patient D
withIZofran_for her nausea and Morphine for her pain. The CT Scan
report‘found that Patiént D's gallbladéer was éignificantly distended -
with no wall'thickening‘or perichelecystic fluid noted. Her white-bldod
count,caﬁe back as elevated ét 12.2. Dr. Shah testified that the
Respondent’s workup at this point was approp;iate, but incomplete. Dr.
Shah'testified that a diagnostié study such as an Ultxasound of HIDA
scan could be used to better evaluate thergallbladder. The CT Scan

obtained by the Respondent recommended.an Ultrasound if the patient
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exhibited clinical éiéns of Cholecystitis, which she did. Despite the
recommendation of the radiologist, the Reépoﬁdent discharged Paﬁient D
without an Ultrésound( and without further reassessing hervsymptéms.
The Respondeﬁt’s expért, .Dr. lSmaité,. testified- that it . was
reasonable for the Respondent to discharge pPatient D because there were
no acute findings on the CT Scan, no. evidence in her bloodwork, and the
patient’s-péin was not c¢ontrolled. Dr. Shah opined, howevér, that
because.the patient had ﬁain at the time bf diﬁcharge,'which o;curred
after she was given Morphine, her pain was returning and was not under
contrel. - Nefertheleés, +he Respondent ordered‘»the ‘discharge and|
instructed her to follow up with‘a surgeon but did not facilitate a
_ consultaﬁion be{wéen Patient D a;d a surgeon.
Patient D returned tO';VBMC approximately 21 hours later with
essentially the same symptomé as the night before and was again seen by
the.Respondent‘ " This time, Patient D was admitted, a'surgical consult
Jwas requested, and the patienf uﬁderﬁent a cholecystectomy.
While Respondent deviated'from aécepted sténdards of care.in'his
treatment of Patiént D by discharging her‘wifhout administering an
Ultrasound, the Hea?ing Committee found that he did not severely deviate
from the standards of care. The.Hearing Committee finas thatr%he
Réspondent was negligent in his care of Patient D, but not grossly
negligeﬁt,_and the Department’s charge of Gross Negligence regarding

Patient D is not sustained.
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The Réspondent alss provided medical caie to Patient E, then a 50~

year old male, with a h;story of COPD, diabetes, Body Mass Indes of]
ZékQ/mé and continued tobacco usey in the VBMC ED on June 2 2014 for
compialnts of shortness of breath and bilateral chest paln radiating to
the left arm. An electrocardiogram performed in the ED  showed 3T
segment depressions. The Respondent:sntered a discharge diagnosis of
cOPD  exacerbation >wi£h discharge © instructions and sutpatient
?rescrlptlons for COPD exacerbation in the patient’s medical record,
and then went off shlft._ Patlent i suffered a cardiac arrest in the ED)
and subsequensly‘died.
Regpondent’s own expert,',Dr. Sﬁaltz, agreed that Respondent
departed from accepted standsrds by not repeating the txopsnin value
for Patieﬁt E. He also recogni;ed that in:circumstances of EKG findings
consistent with cardiac ischemia like-there were here, and witﬁ the
pstient’s complaints of psin, a single troponin,value doeg not rsls but
hyocardial ischemia. ln Dr. Smaltz’'s bpinion, the Respondent did not
appfopfiately diagnose Patient E with regsrd to dardiac‘paﬁhology.

VRespondent suggested several tlmes during' his testimony that
Patient E had convinced him that this COPD/asthma attack was similar to
lprevious ones, and that this steeres the Respondent’s dlsgnosls.of
respiratory illnéss. Tn failing to adequately evaluate Patient E given
his presenfation and'abnprﬁai EKG, in.failing to obtain an adequate
cardiac history, and in not transferring his care to the oncomiﬁg ED

provider, Respondent deviated from the standards of care to a severe

45




degree. -Indeed, regarding Patient E, Respondent ooncedss that hs erred
in his diagnosis by not correctly 1nterpret1ng patient E’s EKG in the
context of Patient E’s presenting symptoms and by relying on a single
troponin level. The Respondent also concedes that he should not have
ailowed himsolf to roly on Patient  E/s assurances that his symptoms'
were simply those of an asthma/COPD attack (T; 830.)

The Department’s charge of Gross Negligence regardlng Patlent B is

sustained.

The Department’s Sixth through'Tenth Specifications ohafged the
Respondent with committing professional misconduct ss defined in N.Y.
Educ. Law § 6530 (6) by practicing the profession of medicine with gross
incompetence in'his care of Patients A throngh . Incompetence 1is

defined as the lack of reguisite skill or knowledge.to practice medicine|

safely. Dhabuwala v.'Stste Board of Professional Medioal Conduct, 224
.A.D.Zd 609 (3 Dept. 1996} . Gross incompetence is-a lack of réquisite
skill to practice medicine safely that can be characterized as serious
or significant, carrying potentia;ly gravs consegquenceas. Dhsbuwala, 225
A.D.Zd 609; Post; 245 A D.2d 985.

As discussed above, the Respondent failed to adequately evaluate
Patient A’s resplratory status and did not recognize that a patlent in
her condition would tend to deteriorate after the medlolne admlnlstered-
by the Respondent wore off. Patient A was hypoxic, and a‘phy5l01an

should not let a pétient this sick go home. For these and the other
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reasons discussed above, the Hearing Committee fouod..that the
Department’s charge of Gross Tncompetence regsrding Pafient A is
sustalnedf

The Committee found that the Respondent’also failed'to adequately
diagnose Patient B. Regpondent adOpted a diagnosis of sinusitis, which|
was not supported in the absence of oommon c¢linical fiodings sucﬁ as
nassl drainage,'end despite a CT scan not showing sinus abnormalities:,
A diagnosis of sinusitis would necessarlly-lgnore or leave unexplained
a three-day history'of nausea anddsomiting. Respondent falled to rulte
out meningitis and eooephalitis, despite the severity of. Patient B's
symptoms.

The Committee. oonoludes rhat the Respondent’s fsilure to perfotm
a lumbar puncture and.'his diagnosis of sinusitis withouﬁ- medical
indications were severe deviations from the standards of care, revealed
lack of knowledge and sklll to practice safely and placed Patient B at
sevese risk. The Department’s charge of - Gross Incompetence.regarding
Patient B is sustaioed.

The Respondent.also failed to adequstely diagnose Patient C. As
discussed above, the HearingVCommittee found lt_very concerning that
the Respondent dlscharged Patientrc despite significant injuries to
hoth knees, including a fractazed patella with fluld build-up on her
left knee.. Indeed, the Respondent never documented Patient C’s
fractured patella at all, 1nd1catlng that he was not aware that her

kneecap was broken, desplte clear evidence of this avallable to him in
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ﬁer. chart. The Hearing Committee was further concerned that the
Respondent did not adequately address the patient’s pain leVelrbefore
discharging her.. Patient C had four consecutive rib fractures which
would certéinly have caused her significant pain. The Department’s
charge of Gross Incompetence regarding patient C is sustained!

The Res?ondeht ‘also failed to adequatély _diagnose. Patient D.
Simiiar to. the Hearing Committee’sl'determination regarding Gross
Negligeﬁce of Patient‘D, tﬁe Hearing Committed has determined Uthat the
Respondent’s paré of Patient D, while‘incompetent, did not rise to thé
level of Gross Incompetence. Therefore,'the Beparfmentfs chéxée of
cross Incompetence regarding Patient D is not sus%ained.

Finally, the Respondent also failed to adéquately diagnose Patient
E, and as described above, the Respondent’s care of Patient E was not
only clearly Grossly Negligent, but also clearly G:ossly Incompetent.,
Hislactions placed the patient at serious risk of ﬁarm ér even death.
rurther, +the Respondent conceded that his care of Patient E was
unaccebtable and certainly severely peneath the standard of care.

Accordingly, the Departﬂent’s charge of Gross Incompetence regarding

lpatient E 1s gustained.

The Department’s Eleventh Specification charged the Respondent
with committing professional misconduct. as defined in. N.Y. Educ. Law §

6530(3) by practicing the profession of medicine with negligence - on
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more than one occasion in his care of Patients A through E. Negligencel




ig defined as the failure to exercise the care rhat would be exercised
by a reasonably prudent physician under the circumstances and involves

a deviation from acceptable medical standards in the treatment of

patients. Bogdan-v. State Board for Profe881onal Medlcal Canduct 185
A.D.Za 86 (3d Dépt.‘i993). |

As dlécussed above, the Héaring Committee has determined that
Respondent was grossly negligent in his treatment of patients A, B, C
aﬁd,E. Although they did not find that Respondent was grossly negllgent‘
regarding patient D, they did find that his care of Patlent D was
negligent. In that-the Respdndent’s care oﬁ patients A, B, C and E was|
deemed by the Hearlng Committee to be grésély negligent,ﬁhis treatment]
of these patients is necessarlly deemed Lo be negllgent As such, the
Departméat’s _charge' of negligence on more than one occasion is

sustained.

The Department’s Twelfth Specification charged the Respondeht'with'
committlng professiona};'misconduct as defined in N.Y. Educ. Law 8
6530(5) py practicing the profession of medicine with iﬁcombetence on|
more than one ‘occasion in his care of Patieﬁtfs A‘ through E.
Incompetence-is defined as.the lack of requisite skill or knowledge to

practice medicine safely. Dhabuwala V. State Board of Professional

Medical Conduct, 224 A.D.2d 6095 (3rd Dept. 1996) .
As discussed above, the Hearing Committee has determined that

Respondent was grossly incompetent in his treatment of Patlents A, B,
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C and E. Although, they did ﬁot find that Respondent was grossly
incompetent regarding Patlent D, they did find that his care of Patient
D was incompetent. In that the Raspondent’s care of Patlents A, B, C
and E was deemed by the Héaring Comﬁittee tQ‘be grossly incpmpétent;
his treatment of these patients is necessarily deemed to be incompetent}
As such, the Department’s charge of incompetence on more than one

nccasion is sustained.

The Departﬁeﬁt’s Thirteenth through seventeenth Specifications
charged the Respondent with committing professional misconduct és
defiﬁed in N.Y. Educ. Law § 6530{32) in that the Respondent failed tq
maintain a record for each patient which accurategy reflected the
evaluation and treatmenﬁ of egéh patient. A medical record needs tg

convey objectlvely meaningful medical information concerning a patient

treated to other physicians. Maglione v. New York State Dept. of Health,
9 A.D.2d 522 (3d Dept. 2004). Regarding Patient A, the Respondént
failed to adeqﬁately document the medical record for‘éither tﬁe presence
éf retractioné or abdcmiﬂai breathing. For Pafient BF the Reépondent
falled to document an adequate medical history regarding the patlent’é
complaints of lethargy and a severe headache. Regardlng patient C, the
Regspondent failed to doqumeﬁt that the Patienf had a broken patella,
land also faiied to-documentAany asgessment of her ability to ambulate
prior to discharge. For Patient D, the Hearing Committee did noﬁ

determine that the Respondent failed to keep accurate fecords.
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ﬁegaxding Patient E, hoWevgr, the éespoﬁdent’s-medical'record lacked
appropriate documentation as to prior asthma attacgs, specifically
regardiﬁg radiating pain to the arm, and also lacked - adequatel
documentatioﬁ of the treatment plan at the time of thershift change.
Aécordingly,'the Deparﬁment's chérgefof failure to mainﬁain a record
for.eachjpa%ient which accurately reflected tﬁé evaluation and treatment

of each patient} is sustained as it applies to Patienﬁs A, B, ¢ and E.

The Department’s Eightegnth‘and Ninéteenth Speéifications charged
the Respondent with committing profeséional misconduct as defined inl
N.Y. BEduc. Law § 6530(2} in that the.Respondentnprécticed the profession
fFraudulently. Fraud is defined as making a faise ;epresentation.that

one knows was false and'was made with the intent To mislead, Adler v.|’

Bureau of Prof’l. Med. Conduct, 211 A.D.2d 990, 992 (3rd Dept. 1995).|:
AFurther, with respéct to professionél misconduét of fraud in the

practice of medicine, the Department ' of Health’s former General

Counsel’s Memorandum regérding fraud states:

. The intentional misrepresentation ox concealment of a
known fact, made in “some . connection with the practice of
medicine, and with intent to deceive, constitutes fraudulent
practice of medicine. To sustain a charge that a licensee
has engaged in the fraudulent practice pf' medicine, the
hearing committee must. find that (1) a false representation
was made by the licensee whether by words, conduct or
concealment of that which should have been disclosed, (2) the
iicensee khew the representation was false, and (3) the
1icensee intended to lead through false representation. The
licensee’s knowiedge and intent may properly be inferred from
the facts found by the hearing committee, but the committee
must specifically state the inferences it is . drawing
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regarding knewledge and inient. Fraudulent intent may be

inferred from evidence that the licensee was aware of the

true state of facts at the time the responses were given. (T.

4-5.)
. In the Arnot bgden application, the Respondent wae asked whether
1a commitiee or governing lbody had “ever” recommended proceedings
regerding the Suepension of his hospital privileges. Three months priox
to the supmission of this application, the Medical Executive Committee
(MEC) at VBMC had doﬁe precisely that, i.e., notified the Respondent of
the MEC's recommeﬁdation for the suspension of bis privileges.
Respondent clearly was aware of: this correspondence, as.he later
referenced that correspondence ie, his reply to VBMC .requestihg al’
hearing. (Ex.‘17b.)r Respondent’s answer of “No” to this question was
false, and the Respondent knew it was false. His intent to deceive is
inferred by the Hearing Committee in that the Respdndent clearl? kﬁew
his answer was‘false;- His intent Qes to deceive s0 thaﬁ he would obtain
the privileges he was seeking.
- Similarly, in his application for clinical privileges at Ellis,
‘lthe Respondent was fraudulent in his application. When asked if he.had
ever had any “dieciplinary actions or investigatione by any state
licensing or disciplinary or' regulatory board,‘the Respondent answered
“No.” This response was given despite'having‘geeeived'twe letters from
AloPMC notifying him fhat hislcaie of petieﬁts, including Patient’s A, D,
end E in the instant hearing was being investigated. Again, the Hearing
Committee infers the .Respondent’s intent to deceive Ellis by not

o
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disclosing the ongoing OPMC investigation as disclosing the ongoing|:
OPMC investigation woﬁld likely diminish the chancéé of his appiicaéion
being approved.

_Accordingly, the - Department’s charge that the Regpondent
committed professional miscoﬁductl by practicing the profession

fraudulently, is sustained.

The Department’s Twentieth and Twenty-First Specifigations charged
the Respondent with committing professiocnal misconduct as defined in
M.Y. Educ. Law § 6530(21) in that the Respondent willfully made or filed
@ false report.

As discussed above, .the Respondenf' submittéd applica?ions for
|medical privileges to both VBMC and Ellis. In bogh aituations, the
Réspondent answered “no,” to questions that he clearly knew the
apprdpriate answer was “yes.” Regarding the Arnot Ogden application,
Respondent testified that the locum tenens company, Comphealth,
completed the applicationf However, Réspondent testified tha§ he
nevertheless’made cbrreétions to some of the information entefed by-
Comphealth on.that_applicatipﬁ.' Therefore, having revieweéd the Arnot
Ogden application to make corrections, Re;pondent was responsible for
cérrecting the false reéponse to the application questibn-at-issue.
Moreover, the attestation clause cn The Arnotrbgden apélicaﬁion signed

by'Respondent‘provides that the Respondent “knows” the contents of the
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application and furtherrknows those coﬁtents to be “true Eo the best of
ey knowledée and‘information.”'(Ex. 16.)

Respondent represented by this oath that he knew of the information
provided’ in the application .and that he was affi;ming‘ that the
information waé true to the best of his knowledge. Thisrrepfesentation
by the Respoﬁdent was also false. Accordingly,‘thé Deparfment’é chargé
Nef committing professional misqonduct by wilifully‘making or fiiipg a

false report, is sustained.

DETERMINATION AS TO PENALTY

The Hearing Coﬁmittee considered the full spectrum of penalties
availéble pursuant to Pﬁi § 230-a, including-reVOCation, suspension,
probétion, censure, and the imposition of civil penalties.

fhe ﬁearing Committee is mindful that the Respondent held a very
seriocus  and sﬁressfui position and that he succeésfully‘treated the
majority of his patients while employed as an emergency_room.physician._
The ﬁeariﬂg Committee'also'appreciates thaﬁ the Respondent took full
responsibility without excugses for the unfortunate occurrénces
rega:ding his care of Pafient E. .The Hearing Committee élso finds that]
the Réspoﬁdentfs care of Eétiént D, 'while not .within the standard of
care, did not rise to the level of a severe départuré from the accepted
standard of care for emergency department physicians. In addition to

patient E, the Hearing Committee did £ind that the Respondent’s




treatment of Patients A, B and ¢ severely departed fromdthe standard of
carelfor these patients.

Further, the _Hearing Committee had congcerns regarding the
ReSpondent’s credibility. While under oath, the Respondent attempted
to conceal his acadenic etanding following his. medical internship in,
the US Navy. Respondent’s sworn tescimony implied that he successfully
completed the Naval internship. ﬁnder' cross—exemination, the
Respondent continued to suggest that he Completed the Naval incernship
Ibut decided of his own accord to transfer to Frankfort Hospltal Only‘
when asked'polnt blank if. he had successfully completed the Navall
internshlp dld he acknowledge that! he was dismissed from the program
after falling Step II of the USMLE. Such questlonable veraClty
supported the Heafing Committee’s finding that the Respondent’s
explanations .for his ineccuraterfiling of applicetions for medical] .
privileges were highlyzquestionable, and indeed &e;e fraudulent.
'Physicians must comply with emongithe‘highest of ethical.standards,
fwhich become of utmost importance when dealing with thefrigore of a
hospital emergency room. - In 'addition to doubting the‘Respondent’s
veracity, the Hearing Committee concludes thaf- the Respondent’s
+reatment of Patients A;kB} C and E demonstrate that he is a danger to
potential‘nen patiente shonld_he be reinstated as-en emergency Irooim
physician..‘ Accordingl;, the Hearing Committee concu;e with the

Department’s rRecommendation that the Respondent’s license be revoked.
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ORDER

Based upon the foregoing, IT IS HEREBY ORDERED THAT:

1. The First, éecond, Third, Fifth; Sixth, Seventh, Eighth,
Tenth, Eleventh, Twelfth, Thirteenth, Fourteenth, Fifteenth, -Sixteenth,
Seventeenth, Eighteenth, Ninefeen?h, Twentiegh and Twenty~First
Specifications of_professioﬁal misconduct, as set forth in the‘Statement
of Charges; are SUSTAINED; and

2. The Forth and Ninth Specifications of professional

misconduct, as set fprth.in the Statement of Charges, are NOT SUSTAINED;
and | ‘

3. Pursuant to PHL § 230-a(4), £he Respondent’s license to
practice medicine in the State éf New.York is revéied; and

4. This Determination énd Order shall be effective upon service
: 6n the_Respondent.:Service shall be either by certified mail ox upon
the .Respondent at his last known address aﬁd such service shall be
effective upén receipt or seven days after mailing by certified mail,

whichever is earlier, or By personal service and such service shall be|

effective -upon receipt.

DATED; Albany, New York

July -, 2020
NYS DEPT OF HEALTH
. DIANE M. SIXSMITH/, M.D. (CHAIR
AUG 19 2020 - » ' (CHAIR)
Division of Legal Affairs FRANK E. IAQUINTA, M.D.

Bursau of Adjudication ' JOAN MARTINEZ McNICHOLAS
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TO !

Timothy J. Mahar, Esq.

Deputy Counsel

New York State Department of Health
Bureau of Professional Medical Conduct
Corning Tower Buillding

Room 2512

Empire State Plaza -

Albany, New York 12237-0032

Nathaniel White, Esq..

Associate Counsel

New York.State Department of Health
‘Bureau - of professional Medical Conduct
Corning Tower Building ’

Room 2512

Empire State Plaza

Albany, New York 12237-0032

Anthony 2. Scher, ESQ.
Attorney  for Respondent
"800 Westchester Avenue

Suite N641

Rye Brook, New York 10573

Denny Pacheco, D.O.
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© APPENDIXI




[l NEW YORK STATE DEPARTMENT OF HEALTH
STATE BOARD FOR PROFESSIONAL MEDICAL CONDUCT

IN THE MATTER STATEMENT
|
' OF OF
| CHARGES
V . DENNY PACHECO, D.O.

“ DENNY PACHECO, D.O,, the Respondent, was authorized to practice medicine in
New York State on or about September 9, 2010, by the issuance of license number'

258600 by the New York State Education Department.

rerr—
i

FACTUAL ALLEGATIONS

A. Respondent provided medical care to Patient A, then a 7-month old female,
{Patients are identified by name In Appendix A hereto) in the emergency depariment at
I Vassar Brothers Medical Center (VBMC) in Poughkeepsie, New York on March 17,
2013 for respiratory syncytial virus, and fever, among other conditions. Patient A
returned to VBMC emergency department, approximately 6 hours following her
i discharge by Respondent from the emergency department with increased respiratory
difficulty, fever, and retractions, among other conditions. Respondeni’s medical care of
Patient A deviated from accepted standards of care as follows:
1. Respondent failed to adequately evaluate Patient A's respiratory system on one
or more occasions. '
Respondent failed fo adequately treat Patient A's fever.
Respondent failed to adequately evaluate Pa'tient A prior to discharge.
Respondent failed to maintain an adequate medical record for Patient A.




|

' emergency department of Arnot Ogden Medical Center in Eimira, New York on July 14,

- sinusitis and a prescription for Augmentin after having been treated in the emergency

~ fractured patella. Patient C's medical history included, among other things, chronic

B. Respondent provided medical éare to Patient B, then a 25-year old male, in the

20186, for a three-day history of nausea, vomiting, headache and lethargy, among other
things. Patient B was discharged from the emergency department with a diagnosis of

department with 1V fluids, Zofran and Toradol, among other things. Patient B returned
to the Arnot Ogden Medical Center emergency department approximately 17 hours
following discharge with compiaints of vomiting, lethargy and cdnfusion, among other
things. A lumbar punctire was performed and Patient B was admitted for presumptive
meningitis. Patient B was transferred from Arnot Ogden Medical Center to Strong
Memorial Hospital in Rochester, New York to continue treatment during the pefiod from
July 20, 2016 through September 8, 2016. Respondent’s medical care of Patient B
deviated from accepted standards of care as follows: R
1. Respondent failed to adequately evaluate Patient B during the July 14, 2016
emergency department visit for possible meningitis and/or encephalitis,
including but not limited to, the failure to perform and/or order a lumbar
puncture. ' '
2. Respondent diagnosed Patient B with sinusitis, among other conditions, during
the July 14, 2016 emergency department visit, without adequate medical

indication.
3. Respondent failed to maintain an adequate medical record for Patient B,

C. Respondent provided medical care to Patient C, then a 61-year old female, in the
emergency department of Arnot Ogden Medical Center on January 8, 2016 for injuries
Patient C sustained in a motor vehicle accident approximately 35 minutes eartier,
including four, consecutive, right-sided rib fractures, a fractured sternum, and a

obstructive pulmonary disease (COPD) and continued tobacco use. Following
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evaluation and treatment, Respondent discharged Patient C with an incentive

© spirometer, among other things. Patient C returned to Arnot Ogden Medical Center on

January 10, 2016 and was treated for hypoxia and confusion, among other things. Her
medical history on January 10, 2016 included her non-compliance with the spirometer.
Patient C was admitted {o Arnot Ogden Medical Center for six days. Respondent’s
medical care of Patient C deviatéd from accepted standards of care as follows:

1. Respondent inappropriately discharged Patient C from the emergency
department and/or failed lo seek the admission of Patient C to the hospital on
January 8, 2016, |

2. Respondent failed to adequately and/or timely diagnose Patient C's patella
fracture, andlor failed to adequately manage and/or treal the patella fracture,

3. Respondent discharged Patient C from the emergency department on January
8, 2016 without adequale pulmonary treatment and/or without adequate follow-
up medical care of her pulmonary condition.

4, Respondent failed to maintain an adequate medical record for Patient C.

D. Respondent provided medical care to Patient D, then a 22-year old female, in the
emergency department at VBMC on September 3, 2012 for right upper quadrant
abdominal pain and vomiting, among other conditions. Respondent discharged Patient
D with a diagnosis of upper right quadrant pain and with a referral to a surgeon.
Patient D returned to the emergency department approximately 21 hours later at which
time she was evaluated by Respondent for intense pain. A surgical consult was
requested. Patient D was admitted and subsequently underwent a cholecystectomy.
Respondent's medical care of Patient D deviated from accepted standards as follows:

1. Respondent failed to adequately evaluate Patient D's gallbladder on

September 3, 2012,
2. 'Respondent failed to adequately re-evaluate Patient D prior fo discharge from

the emergency department on September 3, 2012,
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3.

E. Respondent provided medical care to Patient E, then a 50-year old male, with a
history of COPD, diabetes, Body Mass Index of 29 kg/m2, and continued tobacco use
among other conditions, in the emergency department at VBMC on June 2, 2014 for
cornplaints of shortness of breath, and bilateral chest pain radiating to the left arm,
among other conditions. An electrocardiogram performed in the emergency
department showed, among other things, ST segment depressions. Approximately
one hour after Respondent had entered a discharge diagnosis of COPD exacerbation
with discharge instructions and outpatient prescriptions for COPD exacerbation in the
patient's medical record, and then went off shift, Patient E suffered cardiac arrest in the
emergéncy department and subsequently died. Respondent's medical care of Patient
E deviated from accepted standards of care as follows:

1.
2.

Respondent, in discharging Patient D on September 3, 2012.- failed to
adequa}efy manage her medical condition.

Respondent failed to document an adequate medical history and/or the
performance of an adequate physical examination at the time of Patient D ‘s
September 4, 2012 evaluation. '

Respondent failed to maintain an adequate medical record for Patient D on

September 3, 2012 and/or September 4, 2012.

Respondent failed to obtain an adequate cardiac history for Patient E.
Res'pondent failed to adeduately interpret Patient E's EKG, andfor failed to
adequately manage, evaluate and/or treat Patient E given the abnormal EKG
findings.

Respondent failed to adequately monitor and/or evaiuate Patient E's cardiac
status, including, but not limited to, repeating cardiac enzyme and/or EKG

testing.




Respondent failed to adequately diagnose and/or reassess Patient E prior {o
entering a discharge diagnosis, discharge instructions and outpatient treatment
for COPD exacerbation in the medical record. '
Respondent failed to adequéteiy transfer the care of Patient E to the oncoming

emergency room provider,
Respondent failed to maintain an adequate medical record for Patient E.

re—

F. In an application for staff privileges which Respondent submitied to Arnot Ogden
Hospital, Elmira, New York, on or about January 15, 2015 (Arnot Ogden Application},

Respondent answered the following question "No™

Has your employment, medical staff appointment, practice or clinical privileges
ever been voluntarily or involuntarily suspended, diminished, revoked,
discontinued, denied, relinquished, terminated, reduced, refused or limited in
any hospital or health care facility or have proceedings toward any of those ends
ever been instituted or recommended by an official, committee or governing

body of any health care entity?

On or about January 15, 2015, Respondent signed the following attestation to the

Arnot Ogden Hospital application:

Denny J. Pacheco being duly sworn deposes and says that I, as the applicant,
who makes the forgoing application, that | have read the foregoing application
and know the contents thereof, and the same is true to the best of my

knowledge and information,

Respondent's Arnot Ogden Application for staff privileges deviated from accepted

standards of care as follows:




G.

Respondent knew that his negative answer to the application question was false
in that an official, cornmitlee or governing body of a hospital at which
Respondent previously had hospital privileges had, on or about September 2,
2014 (and as accepted by that hospital's Board of Trustees on or about
September 18, 2014), instituted or recommended proceedings to take one or
more of the actions described in the Arnot Ogden Application questibn against
Respondent's employment, medical staff appointment, practice or clinical
privileges at that hospital. On or about October 23, 2014 Respondent requested
a hearing pursuant to the provisions of the medical staff by laws to contest the
actions which had been recommended against his employment, medical staff
appointment or privileges. Respondent made the false answer on the
application in an attempt to conceal from Arnot Ogden Hospital actions taken by

another hospital against his practice at that hospital.

Respondent knew that his signed attestation of January 15, 2015 that *...1 have
read the foregoing application and know the contents thereof, and the same are
true to the best of my knowledge and information.” was false. Respondent made
the false attestation on the application in an attempt to conceal from Arnot
Ogden Hospital actions taken at another hospital against his practice at that

hospitals.

in an application for temporary hospital privileges as a locum tenens which

Respondent submitted to Ellis Medicine in Schenectady, New York, on or about
December 1, 2016, and/or in a credentialing application for staff member privileges
which Respondent submitted to Ellis Medicine (Ellis Hospital Application) on or about
December 28, 2016 Respondent and/or Respondent's agent answered "No” to the -

following questions:




5. Have any disciplinary actions or investigations by any state licensing or
disciplinary or regulatory board been initiated against you?

15. Are you currently the subject of an investigation by any hospital, licensing
authority, DEA or CDS authorizing entities, education or training program,
Medicare, Medicaid or any other private, federal or state health program or
a defendant in any civil action that is reasonably related to your
qualifications, competence, functions, or duties as a medical professional
for alleged fraud, an act of violence, child abuse or sexual offense or sexual

misconduci?

17. Have you ever received sanctions from or are currently the subject or [sic)
investigation by any regulalory agencies (e.g., CLIA, OSHA, etc...)?

On or about December 1, 2016, Respondent signed the following attestation-to

the application for temporary privileges as a locum {enens, which provides in part:

All information submitied by me in this application is true and complete
to the best of my knowledge and belief. 1 fully understand thaf any
relevant misstalement in or omission from this application may
constitute cause or a denial of appointment to the Medical-Dental Staff
of Ellis Medicine, or for the annulment or limitation of any appoiniment
made upon the information contained in this application. Any
misstatement or omission may also subject me to other disciplinary
proceedings by the hospital.

On or about December 28, 2016, Respondent or his agent electronically signed

the following attestation to the Ellis Medicine Application:

| attest that all information in the Application is true and complete to the
best of my knowledge and belief. | will notify the Organizations and/or
their agents within 10 days of any material change to the information |
have provided in my application or authorized to be released pursuant
to the credentialing process. | understand that corrections to the
application are permitted at any time prior to a determination of
membership and/or privileges or affiliation by the Organizations, and
must be submitted on-line or in writing, and must be dated and signed

by me.




Respondent's application for temporary privileges as a locum tenens and/or the Ellis
Medicine Application deviated from accepted standards of care as follows:

1. Respondent knew that the negative answer to question #5 above on the
Ellis Hospital Application and/or his negative answer.to question #5 above
on the application for temporary privileges as a locum lenens were false in
that an investigation of Respondent by a state discipiinafy or regulatory -
board had been initiated prior to December 1, 2016. Respondent, or his
agent, gave the false answer or answers described above to conceal from
Ellis Medicine a state investigation of his medical practice.

2. Respondent knew that the negative answer lo question #15 above on the
Ellis Hospital Application and/or his negative answer to question #15 above
in the application for temporary privileges as a locum tenens were false in
that Respondent was currently the subject of an invesligation by a state
health program during the period including December 1, 2016 through
December 28, 2016. Respondent, or his agent, gave the false answer or
answers described above to conceal from Ellis Medicine a state

investigation of his medical practice,

3. Respondent knew that the negative answer to question #17 above, on the
Ellis Hospital Application and/or the negative answer to question #17 on the
application for temporary privileges as a locum tenens were false in that
Respondent was currently the subject of an investigation by a regulatory
agency during the period including December 1, 2016 through December
28, 2016, Respondent, or his égents, gave the false answer or answers
described above {0 conceal'from Ellis Medicine a state investigation of his

medical practice.

4. Respondent knew that his signed attestation of December 1, 2016 to the
application for temporary privileges as a focum fenens that “All of the
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information submitted by me in this application is true and complete to the
best of my knowledge and belief," was false. Respondent, or his agent,
made the false attestation to the supporting documents in an atterpt to
conceal from Ellis Medicine a state investigation of Respondent’s medical

practice.

Respondent knew that the signed al’{estatidn of December 28, 2016 to the
Ellis Hospital Application that “| attest that all information provided in this
Application is true and complete to the best of my knowledge and belief"
was false. Respondent, or his agent, made the false attestation to the Ellis
Hospital Application to conceal from Ellis Medicine a state investigation of

Respondent’'s medical practice.




SPECIFICATION OF CHARGES

FIRST THROUGH FIFTH SPECIFICATIONS

GROSS NEGLIGENCE

Respondent is charged with committing professional misconduct as defined in N.Y,

i

| Educ. Law § 6530(4) by practicing the profession of medicine with gross negligence on a

particular occasion as alleged in the facts of the following:

1. Thé facts as alleged in paragraphs A and A.1 andfor A and A3,
2. The facls as alleged in paragraphs B and B.1.

3. The facts as alleged in paragraphs C and C.1.

4, The facts as alleged in paragraphs D and D.1.

5. The facts as alleged in paragraphs E and E.2 and/or E and E.3.

SIXTH THROUGH TENTH SPECIFICATIONS

GROSS INCOMPETENCE

Respondent is charged with committing professional misconduct as defined in N.Y.

Educ. Law § 6530(6) by practicing the profession of medicine with gross. iﬁcompetence as

It alleged in the facts of the following:

6. The facts as alleged in paragraphs A and A.1 andfor A and A.3.
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7. The facts as alleged in paragraphs B and B.1.
8. The facts as alleged in paragraphs C and C.1.
9. The facts as alleged in paragraphs D and D.1.

10. The facts as alleged in paragraphs E and E.2 and/or E and E.3.

ELEVENTH SPECIFICATION

i | NEGLIGENCE ON MORE THAN ONE OCCASION

Respondent is charged with committing professional misconduct as defined in N.Y.,
Educ. Law § 6530(3) by practicing the profession of medicine with negligence on more

than one occasion as alleged in two or more of the following:

11. The facts as alleged in two or more of the following paragraphs: A and A.1,

il andfor A and A.2, and/or A and A.3, and/or A and A.4, and/or B and B.1, and/or
B and B.2, and/or B and B.3, and/or C and C.1, and/or C and C.2, and/or C and
C.3, and/or C and C.4, and/or D and D.1, and/or D and D.2, and/or D and D.3,
andfor D and D.4, and/or D and D.5, and/or E and E.1, and/or E and E.2,
and/or E and E.3, and/or E and F 4, and/or E and E.5, and/or E and E.6.

TWELFTH SPECIFICATION

INCOMPETENCE ON MORE THAN ONE OCCASION

“ Respondent is charged with committing professional misconduct as defined in N.Y.
Educ. Law § 6530(5) by practicing the profession of medicine with incompetence on more

than one occasion as alleged in two or more of the following:
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12.The facts as alleged in two or more of the following paragraphs: A and A1,
andfor A and A.2, andfor A and A.3, and/or A and A.4, and/or B and B.1, and/or
B and B.2, and/or B and B.3, andfor C and C.1, and/or € and C.2, and/or C and
C.3, and/or C and C.4, and/or D and D.1, and/or D and D.2, and/or D and D.3,
and/or D and D.4, and/or D and D.5, and/or E and E.1, and/or E and E.2,
and/or E and E.3, and/or E and E.4, and/or E and E.5, and/or E and E.6.

THIRTEENTH THROUGH SEVENTEENTH SPECIFICATIONS

I RECORD KEEPING

Respondent is charged with committing professional misconduct as defined in N.Y,
Educ. Law § 6530(32}) in that Respondent failed to maintain a record for each patient

which accurately reflected the evaluation and treatment of each patient as alleged in the

following:

13. The facts as alleged in paragraphs A and A4,
14. The facts as alleged in paragraphs B and 8.3.
h 15.The facts as aileged in paragraphs C and C.4.
EI 16. The facts as alleged in paragraphs D and D.4 andfor D and D.5.

17. The facts as alleged in paragraphs E and E.G.

EIGHTEENTH THROUGH NINETEENTH SPECIFICATIONS

FRAUD IN THE PRACTICE OF MEDICINE

Respondent is charged with committing professicnal misconduct as defined in N.Y.

E’ Educ. Law § 6530(2) by practicing the profession fraudulently as alleged in the following:
18. The facts as alleged in paragraphs F and F.1, andfor F and F.2.
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19. The facls as alleged in paragraphs G and G.1, and/or G and G.2, and/or G and
(.3, and/or G and G.4, and/or G and G.5.

l TWENTIETH THROUGH TWENTY-FIRST SPECIFICATIONS

FILING A FALSE REPORT

" Respondent is charged with committing professional misconduct as defined in N.Y.
Educ. Law § 6530(21) by willfully making or filing a false report as alleged in the following:
20.The facts as alleged in paragraphs F and F.1, and/or F and F.2, and/or F and

F.3.

21.The facts as alleged in paragraphs G and G.1, and/or G and G.2, and/or G and
G.3, and/or G and G.4, and/or G and G.5.

DATE: September [3, 2018
Albany, New York

MICHAEL A. HISER
Deputy Counsel
Bureau of Professional Medical Conduct
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