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COMMONWEALTH OF KENTUCKY FEB 28 2023
BOARD OF MEDICAL LICENSURE
CASE NO. 1492 KBM.L

IN RE: THE LICENSE TO PRACTICE MEDICINE IN THE COMMONWEALTH OF
KENTUCKY HELD BY JOHN R. BAIRD, M.D., LICENSE NO. 36869, 9204
TAYLORSVILLE ROAD, SUITE 206, LOUISVILLE, KENTUCKY 40299

SECOND AMENDED AGREED ORDER
Come now the Kentucky Board of Medical Licensure (hereafter “the Board™), acting
by and through its Panel A, and John R. Baird, M.D. (hereafter “the licensee”), and, based
upon their mutual desire to fully and finally resolve this matter without an evidentiary

hearing, hereby ENTER INTO the following SECOND AMENDED AGREED ORDER:

STIPULATIONS OF FACT

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

Second Amended Agreed Order:

1. At all relevant times, John R. Baird, M.D., was licensed by the Board to practice
medicine within the Commonwealth of Kentucky.

2. The licensee’s medical specialty is Physical Medicine and Rehabilitation.

3. At its November 18, 2010 meeting, Inquiry Panel A reviewed an investigation into
allegations that the licensee was inappropriately prescribing controlled substances.
While the Panel failed to find a violation at that time, it issued a Letter of Concern to
the licensee, recommending that he comply with the Board’s Opinion Regarding the
Use of Controlled Substances in Pain Treatment.

4. On September 7, 2011, the Board received a grievance from a pharmacist, who alleged

that the licensee was prescribing large amounts of controlled substances and



combinations of several controlled substances. The pharmacist also noted that patients
were getting early refills of these prescriptions.

. On February 21, 2012, the Board received a toxicology report regarding the death of
Patient A, from the Clay County Coroner. The Coroner stated, in part,

... The blood serum levels indicate Alprazolam/Xanax in significant quantities, over 6
X maximum therapeutic range and Fentanyl/Duragesic at nearly 6X maximum
therapeutic range as well as Oxycodone at 1.85 X therapeutic range. .. Further morphine
is present in the urine screen as well. My opinion is this patient was consuming
prescriptions medications in large quantities on a regular basis...Death will be ruled
accidental and due to Acute Combined Narcotic Drug Toxicity, (Alprazolam,
Oxycodone, Fentanyl, and Morphine).

Providers are ... and Dr. John R. Baird, Healing Options, in Louisville, KY (Fentanyl,
Oxycodone) ....

. The Board requested a review of the licensee’s prescribing patterns. In a report dated
January 12, 2010 (sic — 2012), the reviewer identified the following issues:

Long-term use of one or more controlled substances;
Combinations of controlled substances favored by persons who abuse or divert
controlled substances;

¢ Long-term use of a controlled substance for which short-term use is generally
indicated, and

¢ Family members obtaining the same or similar controlled substances; and,

e Dr. Baird is also prescribing amphetamines for the majority of his patients

which may or may not be in accordance with the diagnosis/purpose outlined in
201 KAR 9:016.

The reviewer selected 25 patient records for review by a Board consultant.
. In a report dated March 30, 2012, one Board consultant concluded, in part, regarding
his review of the four patients identified by the pharmacist initially,

Medical record keeping, especially with reference to initial evaluation. Dr. Baird took
over the management of the four patients I reviewed on the understanding that he was
a qualified expert who was taking over the care of the patient who failed with treatment
elsewhere, so he is a qualified consultant. In his evaluation which should have been
comprehensive, I think he did not meet the quality expected. On more than one
occasion in the four charts that I reviewed the history was not complete and did not
meet quality as I have indicated in the appropriate spot in the review. There was no
detailed dosing or duration of the patient’s previous drug history in any of the records,



how many mg, how often a day or week or month or for how long. In cases where
there had been mention that there was a problem with hepatic function, there was no
real documentation how poor the hepatic functions were or how significant it was. In
the case of the patient with a history of alcoholism, there was no real history of how it
impacted the patient’s current status and future. There were a lot of things mentioned
in a casual format and these were usually not supported by real evidence. It is one thing
to state that the patient had been exposed to prior drugs without stating what the dose
was and what the duration of treatment was and what was the failure of or side effects.
In situations where the KASPER was available, there was no mention what the review
of the KASPER indicated. The KASPER report was there for sure, but there was no
mention of what the review showed. The problem I have is that Dr. Baird took over
the management of the patient without detailed assessment of the previous treatment
and if Dr. Baird did assess the situation it was not noted in the medical record for none
of the patients which [ have reviewed. But there was an attempt to properly review the
records, but it was not reflected in the medical records. Maybe Dr. Baird had reviewed
all of these things in his mind and in his calculations, but it did not reflect in his medical
records.

Medical records. It is commendable that Dr. Baird’s records were all typed and neatly
kept, but the information contained therein was not completely useful. Some of the
information contained in these medical records was not even believable. Say for
example, this has been mentioned in at least two or three patient that I reviewed out of
the four. The patient had the same vital signs during each visit, at least the majority of
the visits the vital signs were exactly the same irrespective of the level of pain or their
disease. That would make someone like me very uncomfortable, so I do not know how
to believe this. I have seen this remark made by another reviewer of the medical records
stating the same. I do not know how this can happen. So least in two situations there

were eight or more occasions where the patient’s vital signs were exactly the same

during the monthly visits, but the patient’s illness level or intensity levels were much
different. I also note that when the nurse practitioner or another associate was involved

in keeping the medical records the vital signs were entirely different than the ones
which Dr. Baird himself has signed. I do not know how this gels. Obviously when he
kept the records on a few occasions with the clinical associate like a nurse practitioner
the vital signs were entirely different than the practitioner did himself. I have no idea
how this can be interpreted. I am not going to second guess anyone.

In some of Dr. Baird’s dealings with the patients, there is a reflection of either gross
ignorance or gross negligence or gross incompetence or a combination of all three. 1
have cited this in the various patients reviewed and I will go ahead and recount this in
one specific instance. That is the case of the patient who had the diagnosis of hepatitis
C, neuropathy and pancreatitis. The instance I refer to is that on 09/14/2009 there is a
diagnosis of acute pancreatitis made with the patient having vital signs of blood
pressure 120/70, pulse rate 80, respirations 15, with no record of body temperature.
The abdomen was diffusely tender. There were hypoactive bowel sounds, but the
patient was treated as an outpatient. No investigations were done. All that was done
for this patient was that the patient was given a prescription for Dilaudid 4-8 mg q. 4-




6 h., Valium 10 mg t.i.d., Percocet 10 mg in the form of Roxicodone and Phenergan
suppositories. Here I have to state that I was completely surprised and flabbergasted
how a physician can diagnose acute pancreatitis and the patient have normal vital signs
and the patient was treated with mega doses of depressive medication and pain
medication with no laboratory investigations, no referral, not even a mention of the
patient’s hydration levels or ability to tolerate fluids or food, etc. The surprising thing
was that the patient with this diagnosis and this prescription was not even seen for a
month. The patient was seen on 09/14/2009 with acute pancreatitis diagnosed and was
seen again only on 10/13/2009. There was not even a suggestion that the patient was
going to be followed up earlier than the one-month followup. There are more details
about this in the patient’s individual review, but I quoted this to indication the level of
the patients [ have reviewed in this case.

In addition, I will quote some more examples when Dr. Baird, who seems to believe in
the power of opioid medication in treating pain which all pain management physician
probably do believe; when he changes dose of medications he does do in an arbitrary
fashion. I have cited more than one example where the pain level has no relationship
to the degree of medication increase he prescribed. Even when patients were not
reporting more pain he seems to have increased the amount of pain medication
prescribed. In none of the records which I have reviewed there does not appear to be
any indication that Dr. Baird had calculated to assess the total amount of pain
medication the patient was taking on a given day, such as the morphine equivalent of
the total daily intake of pain medication per day, per month or whatever. He just seems
to keep prescribing fairly large doses of pain medication and I have cited examples for
this in the cases which I reviewed. There has to be some relationship with the pain
level, function level and the response to the medications prescribed.

In addition to the above, even though I understand that Dr. Baird is dealing with people
who are narcotic tolerant, even though Dr. Baird has not mentioned that word anywhere
and has not documented the prior history of narcotic use in dosage form, he seems to
start with extended release or sustained release for medication instead of trying the
immediate release medication to adjust the patient’s level of tolerance to a particular
medication. He seems to start instantly to use the extended release medication instead
of immediate release. At least most people do not start with the extended release
medication without trying at least a few days or few weeks of the immediate release to
determine the patient’s tolerance level of that particular medication. This allows one
to estimate the requirement of extended release medication per day before a patient can
be stabilized on extended release medication. It may be possible to do that thing when
a patient is opioid tolerant, but it would be most realistic to start the way the drug
manufacturer is recommending how to start on extended release medication. In
addition to the above, Dr. Baird is dealing with patients who have significant know
how of opioid medication, his prescription for breakthrough medication usually reflects
as following. for example, he prescribed Percocet 10/325 mg either 120 or 180 with the
stipulation signature one to two of these q.4-6 h. That means the patient can take a
mega dose of medication for breakthrough medication when the patient is already
taking a mega dose in morphine equivalent in sustained release format. So, the dose of




the breakthrough pain medication is equal to or sometimes more than the dose of the
sustained release form of the medication. One wonders what the rationale of the
determination of the dose of opioid medication is in a patient. One can give Dr. Baird
the benefit of the doubt that he is already dealing with a patients who are opioid tolerant
and allow his discretion to start with higher does when raising the doses or changing
from medication to the other, he needs to establish some parameters of why and how
he is doing that. Maybe he has that thought in his mind, but he had not put that down
in practice, so the reviewer is very basically blinded. So a reviewer like me wonder
whether it is due to ignorance, negligence or incompetence and that may be the same
reason why the pharmacist also got concerned with the prescription practice of the same
physician and that is my guess.

There are other situations which also are worthwhile mentioning. For example, one of
the patients’ significant other person mentioned that the patient was over sedated and
it does not appear that Dr. Baird thought this was a significant remark and I thought
Dr. Baird just kept on increasing pain medication and adding stimulants. There seems
to be a pattern of adding stimulants to opioid medications in Dr. Baird’s practice, at
least on more than one occasion, which [ saw in review, even though it is a well-known
practice from what I know about adding stimulants to chronic opioid medication would
be to decrease sedation in patients who are in palliation and allow better pain control
and sometimes adding stimulants may even reduce the amount of pain medication that
the patient would need and they are functionally able to get somewhere around that. In
any case, Dr. Baird seems to have a high incidence of attention deficient diagnoses in
his patients and he seems to be adding more stimulant drugs to his patients. This may
not be significant or may be significant and I will not be able to make an assessment
from the review of four patients, but the overall review of the other material which I
read through indicates that Dr. Baird has a higher incidence of attention deficit disorder
diagnosed among his patients. In addition, another point that Dr. Baird seems to pay
very give attention to hormone balance such as thyroid function, especially the sex
hormones such as estrogen and testosterone in patients. It is very well known that
patients who are victims of chronic pain do suffer from low levels of testosterone in
the male population and in Dr. Baird’s practice he seems to treat menopausal symptoms
in women also very actively. I will not be able to make any adverse remark in this
matter. This may be a complementary in my opinion to Dr. Baird’s practice. But, none
of the patients seem to have had an endocrinology consult as far as I have been able to
see. Maybe that would be the best way to do it to be sure all bases are covered, But,
if Dr. Baird is qualified to do endocrine evaluation all the credit to him.

Another point which needs mention here is Dr. Baird’s unwillingness to get a second
opinion or additional help. At least in the four patients I reviewed there was one patient
where he could have gotten additional help and it would have been a advantageous to
the patient and him rather than just desperately increase the pain medication dosing and
get no significant improvement in the patient’s condition. Sometimes when one
believes in one’s treatment so thoroughly, one may get blindsided and may not think
of possibilities other than what one can do. That may have been the case here, at least
in one case.




There was one situation which this reviewer got very concerned about. That is the case
of the patient named [Patient B]. The patient had the diagnosis of hepatitis C,
neuropathy and pancreatitis. This is the lady who had the morphine pump implanted
and then it was explanted. The chart indicated that the pump was explanted because of
pancreatitis. I could not understand that. When I have implanted quite a few morphine
pumps in patients who are suffering from intractable pain with pancreatitis, so I do not
know how this patient got pancreatitis from the implanted morphine pump. Dr. Baird
had not indicated why this pump was explanted. There was no indication that he
investigated why the pump was put in and why it was explanted and what was in the
morphine pump. Morphine pump does not mean that the medication which goes given
in the pump was morphine itself. At least that is the way I understand it. There are
other medications which can be put in the morphine pump. A morphine pump means
that it is a pump which infuses intrathecal opioids and other drugs. At least that is the
way [ understand it. Dr. Baird I believe did not investigate why the pump was explanted
and what was in the pump, except to state that it was explanted because of pancreatitis.
The surprising thing here is that the patient originally was stated to have allergy to
penicillin and sulfa. When the patient was seen a second time on 01/21/2009 the
patient’s allergy list was added to with morphine. This is typed in bold letters in the
medical record. The final allergies at the time were penicillin, sulfa, latex and
morphine. I have searched the entire paper and the patient’s hospital records from St.
Mary’s did not indicate the patient was allergic to morphine. To compound the issue,
it indicates that the patient was prescribed morphine on 05/22/2009. On that date it is
mentioned that the patient has allergy to Duragesic adhesive and then it states that we
will have to try something else. The something else was morphine. She was prescribed
MS Contin 100 mg three times a day. Here I could not find the allergy to morphine
which was previously established on this patient. That is the reason why I came to the
conclusion that there was something lacking in the coordination of the care and keeping
of the medical records and the accuracy of the medical records. Once again, I have to
apologize for the remark. Idid go through the chart and I did not find anywhere that
the morphine allergy entrance was a mistake or a slip of the pen. It is my contention
that this is a serious medical error which obviously nobody noticed and if somebody
noticed they did not think it was anything serious since nothing happened to the patient
in that particular matter. But, when one documents in the record that the patient is
allergic to the tape material of the Duragesic and the patient does have allergies, one
would be inclined to check what other things the patient has allergy to before a
prescription change is made. At least that is the way I look at it.

My final conclusion, and I will address this conclusion quoting from Dr. Baird’s letter
dated 05/25/2009, and this letter explains that fibromyalgia is Dr. Baird’s passion. Dr.
Baird also in this letter is trying to explain that he is trying to educate other physicians
how to treat and manage patients with fibromyalgia. He also makes claims that his
treatment method of using opioids in fairly large doses along with drugs such as
gabapentin, Lyrica, Cymbalta, Savella, Valium, soma, amphetamine, zolpidem,
Klonopin, Elavil, etc., is superior. He claims that he has data to support his claim. He
has not produced any and as far as I know he has not published any. He says that he



has done some research, worked with Lily Pharmaceutical and Pfizer Pharmaceutical
and I have not seen that data either. He also claims that others in Louisville do not treat
fibromyalgia and I do not think that statement is true. Dr. Baird also claims that his
practice is based on research, but he has not produced any of his research findings. Dr.
Baird also thinks he is an asset to the community and the people suffering from
fibromyalgia. In my opinion the jury is out on this particular statement. So far my
review of the cases, the letters and the literature which Dr. Baird provided does not
indicate that he has any qualification which makes him a specialist in the treatment of

fibromyalgia. I do not know where he got specialist training from. That is not
indicated.,

In his background, I am kind of forced to answer the Board’s question whether Dr.
Baird’s practice is dangerous to the community. So far, in the cases | have reviewed
nothing dangerous has happened to his patients, which is good news; but in every aspect
of his practice which I reviewed, namely in the keeping of medical records, in the
assessment of patients, in the prescription pattern of opioid drugs and controlled drugs
and in the management of patients in general, he has demonstrated a certain degree of
excessive faith in himself, that his methodology of treatment is superior to others and
that the sky is the limit in where he wants to go with the use of opioid medications. He
is the ultimate authority in deciding what the dose he is going to prescribe. This
philosophy is again a defense of practice which the Board has stated in the Board’s
letter to Dr. Baird in its communication to Dr. Baird on 12/29/2010. If one were to ask
me the question is there one point which is outstanding as a deficiency in Dr. Baird’s

practice, the answer is no. Almost every aspect which I reviewed is lacking in some
respect, but none outstanding, as I have stated before. I cannot without doubt state that
his practice is dangerous to the community, but at the same time I can state that it is
filled with multiple problems...

. A second Board consultant reviewed 22 of the licensee’s patient records. This reviewer

concluded, in part,

...My observation from the records supplied would suggest adequate documentation
with the exception of physical exam. The physical exam is marginal and clearly below
the capacity for a board certified PM&R physician,

...There is little documentation of functional status but there is extensive patient
reported perception of function. Like the previous reviewer it is at this point that I
believe that Dr. Baird moves beyond the standard of care. While he is practicing
medicine and attempting to relieve suffering I strongly disagree with his approach on
three fronts; 1) the rather liberal use of high dose opioids; 2) combinations of three and
in some cases four opioids (short and long acting) with other addictive substances such
as Soma and benzodiazapines and 3) the use of opioids for fibromyalgia at all.

From a medical literature standpoint the following excerpt from a comprehensive
dissertation review of opioids and fibromyalgia suggest caution.



Opioid use in chronic nonmalignant pain is a divisive subject in the current literature.
Current guidelines suggest guarded use of opioids chronically in nonmalignant pain
and these recommendations are based on moderate quality evidence at best. The use
of opioids chronically in fibromyalgia patients deserves extra scrutiny for several
reasons. First, the use of opioids in fibromyalgia patients ignores the complicated
presentation of the disorder discussed above. Although opioids may temporarily
control the pain experienced in the disorder, their use ignores the other aspects of the
disorder including non-restorative sleep, fatigue, and irritable bowel.

Patients suffering from fibromyalgia may also have altered endogenous opioid activity,
A study utilizing position emission tomography found that patients suffering from
fibromyalgia syndrome exhibit decreased mu-opioid receptor availability in areas of
the brain key to pain and nociception processing. There are two possible explanations
for the demonstrated reduced availability. First, endogenous enkephalins levels are
elevated in patients with fibromyalgia, even when compared to patients suffering from
chronic low back pain. Elevated endogenous ligands in these patients may explain the
reduced availability of receptors to opioids, decreasing their effectiveness in
fibromyalgia patients. Another possible explanation is the increased presence of
endogenous ligands may lead to down regulation of opioid receptors.

Not only is the failure rate of opioid use a greater concern in patients with fibromyalgia,
there is also an increased concern of misuse or abuse among this population due to
characteristics commonly seen in these patients. Risk factors commonly associated
with nonmedical use of opioids include anxiety and mood disorders, each a common
comorbidity seen in patients with fibromyalgia. In addition low self-rated health status,
commonly seen in fibromyalgia, increases the propensity toward misuse or abuse of
opioids.

Beyond these reasons there is also increased concern of adverse effect presentation in
patients with fibromyalgia for several reasons. Fibromyalgia patients report adverse
effects and intolerance to treatment at elevated rates. In addition to the increased
reporting of adverse effects in general there are also concerns with the way certain
specific adverse effects seen with opioid use may affect fibromyalgia patients.
Constipation is a hallmark effect seen with opioid use and may be of increased concern
with patients suffering from the irritable bowel symptoms commonly associated with
fibromyalgia. Other adverse effects such as sedation and mental clouding are also of
particular concern in patients with fibromyalgia due to the possible pre-existing mental
dysfunction already present due to the disease itself.

While this consultant consistently marked “within minimum standards” on the Expert
Review Worksheets for Records and Diagnosis, he made the following finding or
similar finding in 19 of the 20 cases reviewed,

There is minimal documentation of physical exam which is required under the KBML
regulations....A physical exam must be documented with each visit and his

documentation though adequate in most respects does not meet the professional
standards for Pain medicine in this regard.



This consultant also made the following specific findings in individual Expert Review

Worksheets,

...Sudden cessation of opioids of this dose without attention to taper validates the
patients complaints regardless of the appropriateness of initial therapy.

...It is a gray area of Pain Medicine practice to treat fibromyalgia with opioids....The
dismissal of the patient on high dose opioids without taper breaches ethics.

I see no legitimate medical reason for prescribing 2 different short acting opioids and
a long acting opioid in large doses in a patient with OSA. This is the extreme limit of
or past the standard of care per ASIPP or APS guidelines. Dr. Baird provides no
intensive monitoring of function and minimal physical exam....This combination of
medications is non-standard and risky in a patient with obstructive sleep
apnea.... Though this patient was ultimately dismissed for non-compliance the original
combination of medications is questionable.

....Use of 2 short acting opioids in an alternating fashion is not standard care but Dr.
Baird monitors outcomes and appears to be evaluating the patient’s response.
...."Tender all over” does not constitute a physical exam.

....Opioids have been titrated on this patient with little documented benefit. The patient
complains of fatigue and stress exacerbating pain. Each dose escalation seems to result
in little improvement.

....The doses of medication prescribed with minimal physical exam and functional
evaluation is questionable. On 7/15/11 it is noted that the patient would have an
inappropriate UDS because of taking her fathers Xannax. This is a clear harbinger for
substance misuse/abuse. ... High doses of opioids and aberrant behavior would suggest
to the average practitioner risk that would not justify continuing opioid treatment or at
the minimum reevaluation of dosage and diversion ....Though this patient was
ultimately dismissed for non-compliance the original medication is questionable.
....The use of several addictive agents in combination with little therapeutic benefit
(VAS 7-8/10) is questionable. The decision to move to high dose opioid therapy with
and combinations of psychostimulants and depressants is very risky and at the fringe
of Pain Medicine standards....”Tender all over” does not constitute a physical exam.
There are several interactions with other providers who raise red flags that should
suggest to Dr. Baird that his patient likely has a personality DO....It is generally
accepted that combinations of opioids and benzodiazapines plus Soma is high risk for
addiction and adverse outcomes.... I believe that perhaps less addictive combinations
could be prescribed and as such a reeducation process for Dr. Baird may be helpful.
....The daily acetaminophen dose exceeds new FDA recommendations if the patient is
taking 10x/da. I am unsure of any rationale that supports this Rxn practice.
....Opioids for fibromyalgia are again controversial though this patient reports
reasonable results. There was an aberrant behavior in that the patient took her child’s
adderall and no action was taken.



10.

11.

....High dose opioid therapy is maintained though hypogonadism a clear complication
of high dose opioid therapy is diagnosed. Again a stimulant is prescribed for fatigue
and somnolence rather than...

....I see no legitimate medical reason for prescribing 3 different short acting opioids
and a long acting opioid. This is not the standard of care even with a wide benefit of
the doubt which I have extended to Dr. Baird as his documentation and intent seem
legitimate. He is practicing outside of acceptable standards in this case....This
combination of medications is non-standard and dangerous.

....The doses of medication prescribed with minimal physical exam and functional
evaluation is questionable. There are suggestions in literature that high dose opioid
therapy in younger age groups is difficult to justify, Given the minimal pathology
demonstrated better justification is warranted.

The licensee makes the following observations about the consultants’ reviews,

The Board’s first consultant reviewed a total of 4 patient charts. The Board’s second
consultant reviewed the same 4 patient charts. The second consultant found that the
licensee met the standard of care relating to 3 of the 4 patient charts for all categories
of review included in the Expert Review Worksheets, including “diagnosis,”
“treatment,” “records” and “overall” medical management. In addition, the second
consultant found that the licensee met the standard of care relating to the remaining
patient chart for diagnosis, treatment and records. However, the consultant found his
overall medical care for this patient to be borderline.

The second consultant reviewed an additional 18 patient charts, including the chart for
Patient A. In a narrative report, the consultant did not find the licensee’s medical
management of the patient to be the cause of the patient’s death. The consultant
completed Expert Review Worksheets for 20 of the remaining patient charts. The
consultant found that the licensee met the standard of care for “diagnosis” and
“records” for all 20 patient charts reviewed and that he met the standard of care for
“treatment” for 14 of the patient charts. The consultant made the following findings
regarding the licensee’s overall medical management of the 20 patients that were the
subjects of Expert Review Worksheets: 8 clearly within the standard of care, 11
borderline, and 1 below standard of care. The reviewer did not find the licensee to be
a danger to his patients or the public.

Following its review of this information at its May 16, 2013 meeting, the Board’s
Inquiry Panel B issued this Complaint and an Emergency Order of Restriction on May
28, 2013, prohibiting him “from prescribing, dispensing, or otherwise utilizing
controlled substances until the resolution of the Complaint.”

Immediately after the Panel issued its Emergency Order of Restriction, the licensee

shifted his practice to southern Indiana, just across the Ohio River from Kentucky. He
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13.

encouraged his Kentucky patients to travel to Indiana so that he could prescribe
controlled substances to them, in spite of the Emergency Order’s prohibition. The
licensee’s stated purpose in doing so was to assist the patients in safely weaning off
their existing prescriptions. The licensee did not have a valid DEA permit for southern
Indiana at the time he issued these controlled substance prescriptions, so used his
Kentucky DEA permit. The licensee stated that he was not aware that he was lawfully
required to have a separate DEA permit to prescribe controlled substances in southern
Indiana.

In or around October 2013, the licensee resolved the Complaint and Emergency Order
of Restriction by entering into an Agreed Order of Indefinite Restriction, pursuant to
which he is indefinitely restricted from utilizing opiates for the treatment of
fibromyalgia; required to obtain and fully document an appropriate history of present
illness for each patient encounter and to prescribe controlled substances appropriate
only for a validly diagnosed medical condition; indefinitely restricted from prescribing,
dispensing or administering more than 40 Morphine Equivalent Doses (MED) on a
daily basis for any medical condition, unless he has appropriately consulted with a
Board-approved practitioner; required to maintain a “controlled substances log” for all
controlled substances prescribed, subject to Board review, at the licensee’s expense;
and required to reimburse the Board’s costs and pay a fine within four (4) years.

On or about October 16, 2017, the licensee paid the assigned fine and reimbursed the

Board’s costs.

14. In or around July 2018, the licensee became indicted on and pled guilty to charges

pertaining to a scheme in which he accepted approximately $567,609.36 in kickbacks
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15.

16.

17.

18.

19.

from a clinical drug testing and drug screening laboratory in return for referring his
patients’ lab work (including that of Medicare and Medicaid beneficiaries) between
May 2012 and July 2013,

On or about October 26, 2018, the licensee entered into an Amended Agreed Order
which included, in part, terms and conditions prohibiting him from utilizing opiates for
treatment of fibromyalgia, restricting him to prescribing no more than 40 Morphine
Equivalent Doses (MED) on a daily basis for any medical condition without
consultation with a Board-certified physician and required him to maintain a controlled
substances log.

After entering into the Amended Agreed Order, the licensee shifted the focus of his
practice to hormone replacement therapy, including the prescribing of testosterone, a
controlled substance,

In or around Spring 2022, a Board consultant reviewed sixteen (16) of the licensee’s
patient charts and found that he departed from or failed to conform to acceptable and
prevailing medical practices in regard to diagnoses in twelve (12) cases, in regard to
treatment in twelve (12) cases, and in regard to recordkeeping in thirteen (13) cases.
The consultant also opined that the licensee demonstrated gross ignorance ten (10)
cases and gross incompetence in one (1) case. The consultant was unable to form an
opinion in regard to three (3) cases due to limited data.

On or about May 30, 2022, the licensee responded to the consultant’s report and
provided additional explanation for his practice.

On or about November 21, 2022, the consultant reviewed the licensee’s response and

information and found that it did not change her opinion.
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20. On or about February 16, 2023, the licensee chose to enter into this Second Amended
Agreed Order in lieu of the issuance of a Complaint and Emergency Order of
Restriction.

STIPULATED CONCLUSIONS OF LAW

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

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

2. Based upon the Stipulations of Fact, the licensee has engaged in conduct which
violates the provisions of KRS 311.595(4), (9) - as illustrated by KRS 311.597(1)(a)
and (d), (3) and (4) — and KRS 311.595(13). Accordingly, the licensee agrees that
there are legal grounds for the parties to enter into this Second Amended Agreed
Order.

3. Pursuant to KRS 311.591(6) and 201 KAR 9:082, the parties may fully and finally
resolve this matter without an evidentiary hearing by entering into an informal
resolution such as this Second Amended Agreed Order.

SECOND AMENDED AGREED ORDER

Based upon the foregoing Stipulations of Fact and Stipulated Conclusions of Law,
and, based upon their mutual desire to fully and finally resolve this matter without an
evidentiary hearing, the parties hereby ENTER INTO the following SECOND
AMENDED AGREED ORDER:

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

R. Baird, M.D., is RESTRICTED/LIMITED FOR AN INDEFINITE PERIOD OF
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TIME, effective immediately upon the filing of this Second Amended Agreed
Order;

2. During the effective period of this Second Amended Agreed Order, the licensee’s
Kentucky medical license SHALL BE SUBJECT TO THE FOLLOWING TERMS
AND CONDITIONS OF RESTRICTION/LIMITATION for an indefinite term, or

until further order of the Board:

a. Beginning immediately, the licensee SHALL NOT prescribe, dispense, or
otherwise professionally utilize controlled substances unless and until
approved to do so by the Panel;

b. The Panel SHALL NOT consider a request by the licensee to resume the
professional utilization of controlled substances unless and until:

i. The Board has received an assessment report (and educational or
remediation plan, if recommended) following the licensee’s
completion of a clinical skills assessment in endocrinology at either
Center for Personalized Education for Professionals (“CPEP™), 720
South Colorado Boulevard, Suite 1100-N, Denver, Colorado 80246,
Tel. (303) 577-3232, or LifeGuard, 400 Winding Creek Boulevard,
Mechanicsburg, Pennsylvania, 17050, Tel. (717) 909-2590; and

ii. The licensee has reimbursed the Board’s costs in the amount of
$1,750.00; and

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

3. The licensee understands and agrees that if the Panel should grant the licensee’s
request to resume the professional utilization of controlled substances in the future,
it will do so contingent upon the licensee entering into a Third Amended Agreed
Order, which shall include at least the following terms and conditions:

a. The licensee shall not utilize opiates for the treatment of fibromyalgia. The
licensee understands and agrees that a decision whether to modify or
terminate this condition in the future lies within the sole discretion of the
Panel and that, in considering any such request for modification or

termination, the Panel may consider that this condition was imposed based
upon the recommendation of one of the Board consultants, who also
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recommended that the restriction remain in place for the duration of the
licensee’s practice;

b. The licensee shall maintain a “controlled substances log” for all controlled
substances prescribed, dispensed or otherwise utilized and shall provide for
periodic review of the log and relevant records by Board agents upon
request, along with any other conditions deemed necessary by the Panel at
that time;

¢. The licensee shall obtain and fully document an appropriate history of
present illness for each patient encounter;

d. The licensee shall only prescribe controlled substances that are appropriate
for a validly diagnosed medical condition;

¢. The licensee shall not prescribe, dispense or administer more than 40
Morphine Equivalent Doses (MED) on a daily basis for any medical
condition, unless he has appropriately consulted with a Board-approved
practitioner, in a manner that meets the following requirements, prior to
prescribing, dispensing or administering an amount of controlled substance
that exceeds that dosage level for a specific diagnosed condition for a
specific patient;

i. The Board has previously approved the Board-certified physician to
consult with the licensee in such cases;

ii. The licensee has provided all relevant information regarding the
specific patient and the specific condition, and any other conditions
that bear on treatment decisions, to the approved physician;

iii. The licensee has clearly advised the approved physician of the
following information regarding the proposed professional
utilization of an excess amount of controlled substances to the
specific patient: the condition being treated; the controlled
substance(s) being used to treat the condition; the strength of the
controlled substance(s); the dosage units and dosage instruction for
each controlled substance(s); and, the medical justification for using
excess dosing for the specific patient and the specific condition(s);

iv. Following adequate review, the approved physician has approved
the use of controlled substance(s) in amounts that exceed 40
MED/day for the specific patient for the specific condition(s), in
writing;

v. The licensee has incorporated the written approval in the patient
record;

vi. The licensee reduces the controlled substance(s) used to 40
MED/day or less as soon as medically appropriate and safe; and

f.  Any other terms/conditions deemed appropriate by the Panel at the time.
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4. The licensee expressly agrees that if he should violate any term or condition of this
Second Amended Agreed Order, the licensee’s practice will constitute an
immediate danger to the public health, safety, or welfare, as provided in KRS
311.592 and 13B.125. The parties further agree that if the Board should receive
information that he has violated any term or condition of this Second Amended
Agreed Order, the Panel Chair is authorized by law to enter an Emergency Order
of Suspension or Restriction immediately upon a finding of probable cause that a
violation has occurred, after an ex parte presentation of the relevant facts by the
Board’s General Counsel or Assistant General Counsel. If the Panel Chair should
issue such an Emergency Order, the parties agree and stipulate that a violation of
any term or condition of this Second Amended Agreed Order would render the
licensee’s practice an immediate danger to the health, welfare and safety of patients
and the peneral public, pursuant to KRS 311.592 and 13B.125; accordingly, the
only relevant question for any emergency heering conducted pursuant to KRS
13B.125 would be whether the licensee violated a term or condition of this Second
Amended Agreed Order.

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

basis for criminal prosecution.

FOR THE LICENSEE:




DL

BRIAN R. GOOD
COUNSEL FOR THE LICENSEE

WXQAR A. éALEEM, M.D.

CHAIR, PANEL A

M J/.q/
LEANNE K. DIAKOV

General Counsel

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

{502) 429-7150

FOR THE BOARD:
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FILED OF RECORD

COMMONWEALTH OF KENTUCKY OCT 26 2018
BOARD OF MEDICAL LICENSURE
CASE NO. 1492 KB.M.L.

IN RE: THE LICENSE TO PRACTICE MEDICINE IN THE COMMONWEALTH OF
KENTUCKY HELD BY JOHN R. BAIRD, M.D., LICENSE NO. 36869, 9204
TAYLORSVILLE ROAD, SUITE 206, LOUISVILLE, KENTUCKY 40299

AMENDED AGREED ORDER

Come now the Kentucky Board of Medical Licensure (hereafter “the Board™), acting
by and through its Hearing Panel A, and John R. Baird, M.D. (hereafter “the licensee™),
and, based upon their mutual desire to fully and finally resolve this matter without an

evidentiary hearing, hereby ENTER INTO the following AMENDED AGREED
ORDER:

STIPULATIONS OF FACT

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

Amended Agreed Order:

1. At all relevant times, John R. Baird, M.D., was licensed by the Board to practice
medicine within the Commonwealth of Kentucky.

2. The licensee’s medical specialty is Physical Medicine and Rehabilitation.

3. At its November 18, 2010 meeting, Inquiry Panel A reviewed an investigation into
allegations that the licensee was inappropriately prescribing controlied substances.
While the Panel failed to find a violation at that time, it issued a Letter of Concern to
the licensee, recommending that he comply with the Board’s Opinion Regarding the
Use of Controlled Substances in Pain Treatment.

4, On September 7, 2011, the Board received a grievance from a pharmacist, who alleged

that the licensee was prescribing large amounts of controlled substances and



combinations of several controlled substances. The pharmacist also noted that patients

were getting early refills of these prescriptions.

. On February 21, 2012, the Board received a toxicology report regarding the death of
Patient A, from the Clay County Coroner. The Coroner stated, in part,

... The blood serum levels indicate Alprazolam/Xanax in significant quantities, over 6
X maximum therapeutic range and Fentanyl/Duragesic at nearly 6X maximum
therapeutic range as well as Oxycodone at 1.85 X therapeutic range. .. Further morphine
is present in the urine screen as well. My opinion is this patient was consuming
prescriptions medications in large quantities on a regular basis...Death will be ruled
accidental and due to Acute Combined Narcotic Drug Toxicity, (Alprazolam,
Oxycodone, Fentanyl, and Morphine).

Providers are ... and Dr. John R. Baird, Healing Options, in Louisville, KY (Fentanyl,
Oxycodone) ....

. The Board requested a review of the licensee’s prescribing patterns. In a report dated
January 12, 2010 (sic ~ 2012), the reviewer identified the following issues:

¢ Long-term use of one or more controlled substances;
» Combinations of controlied substances favored by persons who abuse or divert
controlled substances;

» Long-term use of a controlled substance for which short-term use is generally
indicated, and

» Family members obtaining the same or similar controlled substances; and,

* Dr. Baird is also prescribing amphetamines for the majority of his patients

which may or may not be in accordance with the diagnosis/purpose outlined in
201 KAR 9:016.

The reviewer selected 25 patient records for review by a Board consultant.
. Inareport dated March 30, 2012, one Board consultant concluded, in part, regarding
his review of the four patients identified by the pharmacist initially,

Medical record keeping, especially with reference to initial evaluation. Dr. Baird took
over the management of the four patients 1 reviewed on the understanding that he was
a qualified expert who was taking over the care of the patient who failed with treatment
elsewhere, so he is a qualified consultant. In his evaluation which should have been
comprehensive, | think he did not meet the quality expected. On more than one
occasion in the four charts that I reviewed the history was not complete and did not
meet quality as I have indicated in the appropriate spot in the review. There was no
detailed dosing or duration of the patient’s previous drug history in any of the records,




how many mg, how often a day or week or month or for how long. In cases where
there had been mention that there was a problem with hepatic function, there was no
real documentation how poor the hepatic functions were or how significant it was. In
the case of the patient with a history of alcoholism, there was no real history of how it
impacted the patient’s current status and future. There were a lot of things mentioned
in a casual format and these were usually not supported by real evidence. It is one thing
to state that the patient had been expased to prior drugs without stating what the dose
was and what the duration of treatment was and what was the failure of or side effects.
In situations where the KASPER was available, there was no mention what the review
of the KASPER indicated. The KASPER report was there for sure, but there was no
mention of what the review showed. The problem I have is that Dr. Baird took over
the management of the patient without detailed assessment of the previous treatment
and if Dr. Baird did assess the situation it was not noted in the medical record for none
of the patients which I have reviewed. But there was an attempt to properly review the
records, but it was not reflected in the medical records. Maybe Dr. Baird had reviewed

all of these things in his mind and in his calculations, but it did not reflect in his medical
records.

Medical records. It is commendable that Dr. Baird’s records were all typed and neatly
kept, but the information contained therein was not completely useful. Some of the
information contained in these medical records was not even believable. Say for
example, this has been mentioned in at least two or three patient that | reviewed out of
the four. The patient had the same vital signs during each visit, at least the majority of
the visits the vital signs were exactly the same irrespective of the level of pain or their
disease. That would make someone like me very uncomfortable, so I do not know how
to believe this. [ have seen this remark made by another reviewer of the medical records
stating the same. I do not know how this can happen. So least in two situations there

were eight or more occasions where the patient’s vital signs were exactly the same
during the monthly visits, but the patient’s illness level or intensity levels were much

different. I also note that when the nurse practitioner or another associate was involved
in keeping the medical records the vital signs were entirely different than the ones
which Dr. Baird himself has signed. I do not know how this gels. Obviously when he
kept the records on a few occasions with the clinical associate like a nurse practitioner
the vital signs were entirely different than the practitioner did himself. I have no idea
how this can be interpreted. Iam not going to second guess anyone.

In some of Dr. Baird's dealings with the patients, there is a reflection of either gross
ignorance or gross nepligence or gross incompetence or a combination of all three. |
have cited this in the various patients reviewed and [ will go ahead and recount this in
one specific instance. That is the case of the patient who had the diagnosis of hepatitis
C, neuropathy and pancreatitis. The instance [ refer to is that on 09/ 14/2009 there is a
diagnosis of acute pancreatitis made with the patient having vital signs of blood
pressure 120/70, pulse rate 80, respirations 15, with no record of body temperature.
The abdomen was diffusely tender. There were hypoactive bowel sounds, but the
patient was treated as an outpatient. No investigations were done. All that was done
for this patient was that the patient was given a prescription for Dilaudid 4-8 mg q. 4-




6 h., Valium 10 mg t.i.d., Percocet 10 mg in the form of Roxicodone and Phenergan
suppositories. Here I have to state that I was completely surprised and flabbergasted
how a physician can diagnose acute pancreatitis and the patient have normal vital signs
and the patient was treated with mega doses of depressive medication and pain
medication with no laboratory investigations, no referral, not even a mention of the
patient’s hydration levels or ability to tolerate fluids or food, ete. The surprising thing
was that the patient with this diagnosis and this prescription was not even seen for a
month. The patient was seen on 09/14/2009 with acute pancreatitis diagnosed and was
seen again only on 10/13/2009. There was not even a suggestion that the patient was
going to be followed up earlier than the one-month followup. There are more details
about this in the patient’s individual review, but I quoted this to indication the level of
the patients I have reviewed in this case.

In addition, I will quote some more examples when Dr. Baird, who seems to believe in
the power of opioid medication in treating pain which all pain management physician
probably do believe; when he changes dose of medications he does do in an arbitrary
fashion. 1 have cited more than one example where the pain level has no relationship
to the degree of medication increase he prescribed. Even when patients were not
reporting more pain he seems to have increased the amount of pain medication
prescribed. In none of the records which 1 have reviewed there does not appear to be
any indication that Dr. Baird had calculated to assess the total amount of pain
medication the patient was taking on a given day, such as the morphine equivalent of
the total daily intake of pain medication per day, per month or whatever. He just seems
to keep prescribing fairly large doses of pain medication and I have cited examples for
this in the cases which I reviewed. There has to be some relationship with the pain
level, function level and the response to the medications prescribed.

In addition to the above, even though I understand that Dr, Baird is dealing with people
who are narcotic tolerant, even though Dr. Baird has not mentioned that word anywhere
and has not documnented the prior history of narcotic use in dosage form, he seems to
start with extended release or sustained release for medication instead of trying the
immediate release medication to adjust the patient’s level of tolerance to a particular
medication. He seems to start instantly to use the extended release medication instead
of immediate release. At least most people do not start with the extended release
medication without trying at least a few days or few weeks of the immediate release to
determine the patient’s tolerance level of that particular medication. This allows one
to estimate the requirement of extended release medication per day before a patient can
be stabilized on extended release medication. [t may be possible to do that thing when
a patient is opioid (olerant, but it would be most realistic to start the way the drug
manufacturer is recommending how to start on extended release medication. In
addition to the above, Dr. Baird is dealing with patients who have significant know
how of opioid medication, his prescription for breakthrough medication usually reflects
as following, for example, he prescribed Percocet 10/325 mg either 120 or 180 with the
stipulation signature one to two of these q.4-6 h. That means the patient can take a
mega dose of medication for breakthrough medication when the patient is already
taking 2 mega dose in morphine equivalent in sustained release format. So, the dose of




the breakthrough pain medication is equal to or sometimes more than the dose of the
sustained release form of the medication. One wonders what the rationale of the
determination of the dose of opioid medication is in a patient. One can give Dr. Baird
the benefit of the doubt that he is already dealing with a patients who are opioid tolerant
and allow his discretion to start with higher does when raising the doses or changing
from medication to the other, he needs to establish some parameters of why and how
he is doing that. Maybe he has that thought in his mind, but he had not put that down
in practice, so the reviewer is very basically blinded. So a reviewer like me wonder
whether it is due to ignorance, negligence or incompetence and that may be the same

reason why the pharmacist also got concerned with the prescription practice of the same

physician and that is my guess.

There are other situations which also are worthwhile mentioning. For example, one of
the patients’ significant other person mentioned that the patient was over sedated and
it does not appear that Dr. Baird thought this was a significant remark and ] thought
Dr. Baird just kept on increasing pain medication and adding stimulants. There seems
to be a pattemn of adding stimulants to opioid medications in Dr. Baird’s practice, at
least on more than one occasion, which I saw in review, even though it is 2 well-known
practice from what I know about adding stimulants to chronic opioid medication would
be to decrease sedation in patients who are in palliation and allow better pain contro}
and sometimes adding stimulants may even reduce the amount of pain medication that
the patient would need and they are functionally able to get somewhere around that. In

any case, Dr. Baird seems to have a high incidence of attention deficient diagnoses in
his patients and he seems to be adding more stimulant drugs to his patients. This may

not be significant or may be significant and I will not be able to make an assessment
from the review of four patients, but the overall review of the other material which I
read through indicates that Dr. Baird has a higher incidence of attention deficit disorder
diagnosed among his patients. In addition, another point that Dr. Baird seems to pay
very give attention to hormone balance such as thyroid function, especially the sex
hormones such as estrogen and testosterone in patients. It is very well known that
patients who are victims of chronic pain do suffer from low levels of testosterone in
the male population and in Dr. Baird’s practice he seems to treat menopausal symptoms
in women alsc very actively. [ will not be able to make any adverse remark in this
matter. This may be a complementary in my opinion to Dr. Baird’s practice. But, none
of the patients seem to have had an endocrinology consult as far as I have been able to
see. Maybe that would be the best way to do it to be sure all bases are covered. But,
if Dr. Baird is qualified to do endocrine evaluation all the credit 1o him.

Another point which needs mention here is Dr. Baird’s unwillingness to_pet a second
opinion or additional help. At least in the four patients I reviewed there was one patient
where he could have gotten additional help and it would have been a advantageous to
the patient and him rather than just desperately increase the pain medication dosing and
get no significant improvement in the patient’s condition. Sometimes when one
believes in one’s treatment so thoroughly, one may get blindsided and may not think

of possibilities other than what one can do. That may have been the case here, at least
in one case,



There was one situation which this reviewer got very concerned about. That is the case
of the patient named [Patient B]. The patient had the diagnosis of hepatitis C,
neuropathy and pancreatitis. This is the lady who had the morphine pump implanted
and then it was explanted. The chart indicated that the pump was explanted because of
pancreatitis. I could not understand that. When I have implanted quite a few morphine
pumps in patients who are suffering from intractable pain with pancreatitis, so I do not
know how this patient got pancreatitis from the implanted morphine pump. Dr. Baird
had not indicated why this pump was explanted. There was no indication that he
investigated why the pump was put in and why it was explanted and what was in the
morphine pump. Morphine pump does not mean that the medication which goes given
in the pump was morphine itself. At least that is the way 1 understand it. There are
other medications which can be put in the morphine pump. A morphine pump means
that it is a pump which infuses intrathecal opioids and other drugs. At least that is the
way I understand it. Dr. Baird I believe did not investigate why the pump was explanted
and what was in the pump, except to state that it was explanted because of pancreatitis.
The surprising thing here is that the patient originally was stated to have allergy to
penicillin and sulfa. When the patient was seen a second time on 01/21/2009 the
patient’s allergy list was added to with morphine. This is typed in bold letters in the
medical record. The final allergies at the time were penicillin, sulfa, latex and
morphine. [ have searched the entire paper and the patient’s hospital records from St.
Mary’s did not indicate the patient was allergic to morphine. To compound the issue,
it indicates that the patient was prescribed morphine on 05/22/2009. On that date it is
mentioned that the patient has allergy to Duragesic adhesive and then it states that we
will have to try something eise. The something else was morphine. She was prescribed
MS Contin 100 mg three times a day. Here I could not find the allergy to morphine
which was previously established on this patient. That is the reason why I came to the
conclusion that there was something lacking in the coordination of the care and keeping
of the medical records and the accuracy of the medical records. Once again, [ have to
apologize for the remark. Idid go through the chart and I did not find anywhere that
the morphine allergy entrance was a mistake or a slip of the pen. It is my contention
that this is a serious medical error which obviously nobody noticed and if somebody
noticed they did not think it was anything serious since nothing happened to the patient
in that particular matter. But, when one documents in the record that the patient is
allergic to the tape material of the Duragesic and the patient does have allergies, one
would be inclined to check what other things the patient has allergy to before a
prescription change is made. At least that is the way I look at it.

My final conclusion, and I will address this conclusion quoting from Dr. Baird’s letter
dated 05/25/2009, and this letter explains that fibromyalgia is Dr. Baird’s passion. Dr.
Baird also in this letter is trying to explain that he is trying to educate other physicians
how to treat and manage patients with fibromyalgia. He also makes claims that his
treatment method of using opioids in fairly large doses along with drugs such as
gabapentin, Lyrica, Cymbalta, Savella, Valium, soma, amphetamine, zolpidem,
Klonopin, Elavil, etc., is superior. He claims that he has data to support his claim. He
has not produced any and as far as I know he has not published any. He says that he



has done some research, worked with Lily Pharmaceutical and Pfizer Pharmaceutical
and I have not seen that data either. He also claims that others in Louisville do not treat
fibromyalgia and 1 do not think that statement is true. Dr. Baird also claims that his
practice is based on research, but he has not produced any of his research findings. Dr.
Baird also thinks he is an asset to the community and the people suffering from
fibromyalgia. In my opinion the jury is out on this particular statement. So far my
review of the cases, the letters and the literature which Dr. Baird provided does not

indicate that he has any qualification which makes him a specialist in the treatment of

fibromyalgia. I do not know where he got specialist training from. That is not
indicated. -

In his background, I am kind of forced to answer the Board's question whether Dr.
Baird's practice is dangerous to the community. So far, in the cases I have reviewed
nothing dangerous has happened to his patients, which is good news; but in every aspect
of his practice which I reviewed, namely in the keeping of medical records, in the
assessment of patients, in the prescription pattern of opioid drugs and controlled drugs
and in the management of patients in general, he has demonstrated a certain degree of
excessive faith in himself, that his methodology of treatment is superior to others and
that the sky is the limit in where he wants to go with the use of opioid medications. He
is the ultimate authority in deciding what the dose he is going to prescribe. This
philosophy is again a defense of practice which the Board has stated in the Board’s
letter to Dr. Baird in its communication to Dr. Baird on 12/29/2010. If one were to ask
me the question is there one point which is outstanding as a deficiency in Dr. Baird’s

practice, the answer is no. Almost every aspect which [ reviewed is lacking in some
respect. but none outstanding, as I have stated before. 1 cannot without doubt state that
his practice is danpgerous to the community. but at the same time I can state that it is

filled with multiple problems. ..
- A second Board consultant reviewed 22 of the licensee’s patient records. This reviewer

concluded, in part,

..My observation from the records supplied would suggest adequate documentation
with the exception of physical exam. The physical exam is marginal and clearly below
the capacity for a board certified PM&R physician.

...There is little documentation of functional status but there js extensive patient
reported perception of function. Like the previous reviewer it is at this point that I
believe that Dr. Baird moves beyond the standard of care. While he is practicing
medicine and attempting to relieve suffering I strongly disagree with his approach on
three fronts; 1) the rather liberal use of high dose opioids; 2) combinations of three and
in some cases four opioids (short and long acting) with other addictive substances such
as Soma and benzodiazapines and 3) the use of opioids for fibromyalgia at all.

From a medical literature standpoint the following excerpt from a comprehensive
dissertation review of opioids and fibromyalgia suggest caution.



Opioid use in chronic nonmalignant pain is a divisive subject in the current literature.
Current guidelines suggest guarded use of opioids chronically in nonmalignant pain
and these recommendations are based on moderate quality evidence at best. The use
of opioids chrenically in fibromyalgia patients deserves extra scrutiny for several
regsons. First, the use of opioids in fibromyalgia patients ignores the complicated
presentation of the disorder discussed above. Although opioids may temporarily
control the pain experienced in the disorder, their use ignores the other aspects of the
disorder including non-restorative sleep, fatigue, and irritable bowel.

Patients suffering from fibromyalgia may also have altered endogenous opioid activity.
A study utilizing position emission tomography found that patients suffering from
fibromyalgia syndrome exhibit decreased mu-opioid receptor availability in areas of
the brain key to pain and nociception processing. There are two possible explanations
for the demonstrated reduced availability. First, endogenous enkephalins levels are
elevated in patients with fibromyalgia, even when compared to patients suffering from
chronic low back pain. Elevated endogenous ligands in these patients may explain the
reduced availability of receptors to opioids, decreasing their effectiveness in
fibromyalgia patients. Another possible explanation is the increased presence of
endogenous ligands may lead to down regulation of opioid receptors.

Not only is the failure rate of opioid use a greater concern in patients with fibromyalgia,
there is also an increased concern of misuse or abuse among this population due to
characteristics commonly seen in these patients. Risk factors commonly associated
with nonmedical use of opioids include anxiety and mood disorders, each a common
comorbidity seen in patients with fibromyalgia. [n addition low self-rated health status,
commonly seen in fibromyalgia, increases the propensity toward misuse or abuse of
opioids.

Beyond these reasons there is also increased concern of adverse effect presentation in
patients with fibromyalgia for several reasons. Fibromyalgia patients report adverse
effects and intolerance 1o treatment at elevated rates. In addition to the increased
reporting of adverse effects in general there are also concerns with the way certain
specific adverse effects seen with opioid use may affect fibromyalgia patients.
Constipation is a hallmark effect seen with opioid use and may be of increased concern
with patients suffering from the irritable bowel symptoms commonly associated with
fibromyalgia. Other adverse effects such as sedation and mental clouding are also of
particular concem in patients with fibromyalgia due to the possible pre-existing mental
dysfunction already present due to the disease itself.

While this consultant consistently marked “within minimum standards” on the Expert
Review Worksheets for Records and Diagnosis, he made the following finding or

similar finding in 19 of the 20 cases reviewed,

There is minimal documentation of physical exam which is required under the KBML
regulations....A physical exam must be documented with each visit and his

documentation though adequate in most respects does not meet the professional
standards for Pain medicine in this regard.



This consultant also made the following specific findings in individual Expert Review

Worksheets,

...Sudden cessation of opioids of this dose without attention to taper validates the
patients complaints regardless of the appropriateness of initial therapy.

...It is a gray area of Pain Medicine practice to treat fibromyalgia with opioids....The
dismissal of the patient on high dose opioids without taper breaches ethics.

I see no legitimate medical reason for prescribing 2 different short acting opioids and
a long acting opioid in large doses in a patient with OSA. This is the extreme limit of
or past the standard of care per ASIPP or APS guidelines. Dr. Baird provides no
intensive monitoring of function and minimal physical exam....This combination of
medications is non-standard and risky in a patient with obstructive sleep
apnea....Though this patient was ultimately dismissed for non-compliance the original
combination of medications is questionable.

....Use of 2 short acting opioids in an alternating fashion is not standard care but Dr.
Baird monitors outcomes and appears to be evaluating the patient’s response.

.... Tender all over” does not constitute a physical exam.

....Opioids have been titrated on this patient with little documented benefit. The patient
complains of fatigue and stress exacerbating pain. Each dose escalation seems 1o result
in little improvement.

....The doses of medication prescribed with minimal physical exam and functional
evaluation is questionable. On 7/15/11 it is noted that the patient would have an
inappropriate UDS because of taking her fathers Xannax. This is a clear harbinger for
substance misuse/abuse....High doses of opioids and aberrant behavior would suggest
to the average practitioner risk that would not justify continuing opioid treatment or at
the minimum reevaluation of dosage and diversion ....Though this patient was
ultimately dismissed for non-compliance the original medication is questionable.
....The use of several addictive agents in combination with little therapeutic benefit
(VAS 7-8/10) is questionable. The decision to move to high dose opioid therapy with
and combinations of psychostimulants and depressants is very risky and at the fringe
of Pain Medicine standards....”Tender all over” does not constitute a physical exam.
There are several interactions with other providers who raise red flags that should
suggest to Dr. Baird that his patient likely has a personality DO....It is generally
accepted that combinations of opioids and benzodiazapines plus Soma is high risk for
addiction and adverse outcomes.... | believe that perhaps less addictive combinations
could be prescribed and as such a reeducation process for Dr. Baird may be helpful.
-...The daily acetaminophen dose exceeds new FDA recommendations if the patient is
taking 10x/da. 1am unsure of any rationale that supports this Rxn practice.
....Opioids for fibromyalgia are again controversial though this patient reports
reasonable results. There was an aberrant behavior in that the patient took her child’s
adderall and no action was taken.



....High dose opioid therapy is maintained though hypogonadism a clear complication
of high dose opioid therapy is diagnosed. Again a stimulant is prescribed for fatigue
and somnolence rather than...

....] see no legitimate medical reason for prescribing 3 different short acting opioids
and a long acting opioid. This is not the standard of care even with a wide benefit of
the doubt which | have extended to Dr. Baird as his documentation and intent seem
legitimate. He is practicing outside of acceptable standards in this case....This
combination of medications is non-standard and dangerous.

....The doses of medication prescribed with minimal physical exam and functional
evaluation is questionable. There are suggestions in literature that high dose opioid

therapy in younger age groups is difficult to justify. Given the minimal pathology
demonstrated better justification is warranted.

9. The licensee makes the following observations about the consultants’ reviews,

The Board’s first consultant reviewed a total of 4 patient charts. The Board’s second
consultant reviewed the same 4 patient charts. The second consultant found that the
licensee met the standard of care relating to 3 of the 4 patient charts for all categories
of review included in the Expert Review Worksheets, including “diagnosis,”
“treatment,” “records” and “overall” medical management. In addition, the second
consultant found that the licensee met the standard of care relating to the remaining
patient chart for diagnosis, treatment and records. However, the consultant found his
overall medical care for this patient to be borderline.

The second consultant reviewed an additional 18 patient charts, including the chart for
Patient A. In a narrative report, the consultant did not find the licensee’s medical
management of the patient 1o be the cause of the patient’s death. The consultant
completed Expert Review Worksheets for 20 of the remaining patient charts. The
consultant found that the licensee met the standard of care for “diagnosis” and
“records” for all 20 patient charts reviewed and that he met the standard of care for
“treatment” for 14 of the patient charts. The consultant made the following findings
regarding the licensee’s overall medical management of the 20 patients that were the
subjects of Expert Review Worksheets: 8 clearly within the standard of care, 11
borderline, and 1 below standard of care. The reviewer did not find the licensee to be
a danger to his patients or the public.

10. Following its review of this information at its May 16, 2013 meeting, the Board’s
Inquiry Panel B issued this Complaint and an Emergency Order of Restriction on May
28, 2013, prohibiting him “from prescribing, dispensing, or otherwise utilizing
controlled substances until the resolution of the Complaint.”

11. Immediately after the Panel issued its Emergency Order of Restriction, the licensee

shifted his practice to southern Indiana, just across the Ohio River from Kentucky. He

10



12.

-13.

14,

encouraged his Kentucky patients to travel to Indiana so that he could prescribe
controlled substances to them, in spite of the Emergency Order’s prohibition. The
licensee’s stated purpose in doing so was to assist the patients in safely weaning off
their existing prescriptions. The licensee did not have a valid DEA permit for southemn
Indiana at the time he issued these controlled substance prescriptions, so used his
Kentucky DEA permit. The licensee stated that he was not aware that he was lawfully
required to have a separate DEA permit to prescribe controlled substances in southern
Indiana.

In or around October 2013, the licensee resolved the Complaint and Emergency Order
of Restriction by entering into an Agreed Order of Indefinite Restriction, pursuant o
which he is indefinitely restricted from utilizing opiates for the treatment of
fibromyalgia; required to obtain and fully document an appropriate history of present
illness for each patient encounter and to prescribe controlled substances appropriate
only for a validly diagnosed medical condition; indefinitely restricted from prescribing,
dispensing or administering more than 40 Morphine Equivalent Doses (MED) on a
daily basis for any medical condition, unless he has appropriately consulted with a
Board-approved practitioner; required to maintain a “controlled substances log” for all
controlled substances prescribed, subject 1o Board review, at the licensee’s expense;
and required to reimburse the Board’s costs and pay a fine within four (4) years.

On or about October 16, 2017, the licensee paid the assigned fine and reimbursed the
Board’s costs.

In or around July 2018, the licensee became indicted on and pled guilty to charges

pertaining to a scheme in which he accepted approximately $567,609.36 in kickbacks
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from a clinical drug testing and drug screening laboratory in return for referring his
patients’ lab work (including that of Medicare and Medicaid beneficiaries) between
May 2012 and July 2013.
STIPULATED CONCLUSIONS OF LAW
The parties stipulate the following Conclusions of Law, which serve as the legal

bases for this Amended Agreed Order:

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

2. Based upon the Stipulations of Fact, the licensee has engaged in conduct which
violates the provisions of KRS 311.595(4), (9) - as illustrated by KRS 311.597(1)(a)
and (d), (3) and (4) - and KRS 311.595(13). Accordingly, the licensee agrees that
there are legal grounds for the parties 1o enter into this Amended Agreed Order.

3. Pursuant to KRS 311.591(6) and 201 KAR 9:082, the parties may fully and finally
resolve this matter without an evidentiary hearing by entering into an informal
resolution such as this Amended Agreed Order.

AMENDED AGREED ORDER

Based upon the foregoing Stipulations of Fact and Stipulated Conclusions of Law,
and, based upon their mutual desire to fully and finally resolve this matter without an
evidentiary hearing, the parties hereby ENTER INTO the following AMENDED
AGREED ORDER:

1. The license to practice medicine in the Commonwealth of Kentucky held by John
R. Baird, M.D., is RESTRICTED/LIMITED FOR AN INDEFINITE PERIOD OF

TIME, effective immediately upon the filing of this Amended Agreed Order;
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2. During the effective period of this Amended Agreed Order, the licensee’s Kentucky
medical license SHALL BE SUBJECT TO THE FOLLOWING TERMS AND
CONDITIONS OF RESTRICTION/LIMITATION for an indefinite term, or until

further order of the Board:

a. The licensee SHALL NOT utilize opiates for the treatment of fibromyalgia.
The licensee further agrees that he may not request modification or
termination of this condition for a minimum period of five (5) years from
October 17, 2013, and that the Panel will not consider a request to modify
or terminate this condition prior to that time. The licensee further agrees
that the decision whether to grant such a request lies within the sole
discretion of the Panel and that, in considering any such request, the Panel
may consider that this condition was imposed based upon the
recommendation of one of the Board consultants, who also recommended
that the restriction remain in place for the duration of the licensee’s practice;

b. The licensee SHALL obtain and fully document an appropriate history of
present illness for each patient encounter;

c. The licensee SHALL only prescribe controlled substances that are
appropriate for a validly diagnosed medical condition;

d. The licensee SHALL NOT prescribe, dispense or administer more than 40
Morphine Equivalent Doses (MED) on a daily basis for any medical
condition, unless he has appropriately consulted with a Board-approved
practitioner, in a manner that meets the following requirements, prior to
prescribing, dispensing or administering an amount of controlled substance
that exceeds that dosage level for a specific diagnosed condition for a
specific patient:

- The Board has previously approved the Board-certified physician
to consult with the licensee in such cases;

- The licensee has provided all relevant information regarding the
specific patient and the specific condition, and any other
conditions that bear on treatment decisions, to the approved
physician;

- The licensee has clearly advised the approved physician of the
following information regarding the proposed professional
utilization of an excess amount of controlled substances to the
specific patient: the condition being treated; the controlled
substance(s) being used (o treat the condition; the strength of the
controlled substance(s); the dosage units and dosage instruction
for each controlled substance(s); and, the medical justification for
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using excess dosing for the specific patient and the specific
condition(s);

- Following adequate review, the approved physician has approved
the use of controlled substance(s) in amounts that exceed 40
MED/day for the specific patient for the specific condition(s), in
writing;

- The licensee has incorporated the written approval in the patient
record

- The licensee reduces the controlled substance(s) used to 40
MED/day or less as soon as medically appropriate and safe,

e. The licensee SHALL maintain a “controlled substances log” for all
controlled substances prescribed. The controlled substances log must
include date, patient name, patient complaint, medication prescribed, when
it was last prescribed and how much on the last visit. Note: All log sheets
will be consecutively numbered, legible i.e. printed or typed, and must
reflect “call-in” and refill information. Prescriptions should be maintained
in the following manner: 1) patient; 2) chart; and 3) log;

f. The licensee SHALL permit the Board’s agents to inspect, copy and/or
obtain the controlled substance log and other relevant records, upon request,
for review by the Board’s agents and/or consultants;

g. The licensee SHALL reimburse the Board fully for the costs of each
consultant review performed pursuant to this Amended Agreed Order.
Once the Board receives the invoice from the consultant(s) for each review,
it will provide the licensee with a redacted copy of that invoice, omitting
the consultant’s identifying information. The licensee SHALL pay the costs
noted on the invoice within thirty (30) days of the date on the Board’s
written notice. The licensee’s failure to fully reimburse the Board within

that time frame SHALL constitute a violation of this Amended Agreed
Order;

h. Within twenty (20) days of the filing of this Amended Agreed Order, the
licensee SHALL make all necessary arrangements 1o enroll in the ProBE
Program offered through the Center for Personalized Education for
Professionals (CPEP), 720 South Colorado Boulevard, Suite 1100-N,
Denver, Colorado 80246, Tel. (303) 577-3232, at the earliest time;

1. The licensee SHALL complete and “unconditionally pass” the
ProBE Program at the time and date(s) scheduled, at his expense
and as directed by CPEP’s staff;

ii. The licensee SHALL provide the Board's staff with written
verification that he has completed and “unconditionally passed”
CPEP’s ProBE Program, promptly after completing the program;



ifi. The licensee SHALL take all steps necessary, including signing any
waiver and/or consent forms required to ensure that CPEP will
provide a copy of any evaluations, reports or essays from the ProBE
Program to the Board’s Legal Department promptly after their
completion; and

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

3. The licensee expressly agrees that if he should violate any term or condition of this
Amended Agreed Order, the licensee’s practice will constitute an immediate danger
to the public health, safety, or welfare, as provided in KRS 311.592 and
13B.125. The parties further agree that if the Board should receive information that
he has violated any term or condition of this Amended Agreed Order, the Panel
Chair is authorized by law to enter an Emergency Order of Suspension or
Restriction immediately upon a finding of probable cause that a violation has
occurred, after an ex parte presentation of the relevant facts by the Board’s General
Counsel or Assistant General Counsel. If the Panel Chair should issue such an
Emergency Order, the parties agree and stipulate that a violation of any term or
condition of this Amended Agreed Order would render the licensee’s practice an
immediate danger to the health, welfare and safety of patients and the general
public, pursuant to KRS 311.592 and 13B.125; accordingly, the only relevant
question for any emergency hearing conducted pursuant to KRS 13B.125 would be
whether the licensee violated a term or condition of this Amended Apgreed Order,

4. The licensee understands and agrees that any violation of the terms of this Amended
Agreed Order would provide a legal basis for additional disciplinary action,

including revocation, pursuant to KRS 311.595(13), and may provide a legal basis

for criminal prosecution.
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SO AGREED on this_Z. Zday of _ ) (A0l 2018.

FOR THE LICENSEE:

FOR THE BOARD:

BRIAN R. GOOD
COUNSEL FOR THE LICENSEE

Jh T D

DALE E. TONEY, M.D.
CHAIR, INQUIRY/HEARING PANEL A

/
LEANNE K. DIAKOV
General Counsel
Kentucky Board of Medical Licensure
310 Whinington Parkway, Suite 1B
Louisville, Kentucky 40222
(502) 429-7150
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- FILED OF RECORD

COMMONWEALTH OF KENTUCKY 0CT 17 208
'BOARD OF MEDICAT, TJCENSURE Bt
" CASENO. 1492 | KBML.

- IN RE:THE IICENSE TO PRACTICE MEDICINE IN THE COMMONWEALTH OF
'KENTUCKY HELD BY JOHN R. BAIRD, M.D., LICENSE NO. 36869, 3012
EASTPOINT PARKWAY, LOUISVILLE, KENTUCKY 40223 '

AGREED ORDER OF INDEFINITE RESTRICTION

. Come now the Kentucky Board of Medical Llcensure (hereafter “the Board™), |
VV actmg by and through its Hearing Panel A, and John R. Baird, M D. (hereafter “the
hcensee ), and, based upon their mutual desire to ﬁJlly and ﬁnally resolve this pendmg
Complaint without an evidentiary hearing, hereby ENTER INTO the followmg
AGREED ORDER OF INDEFINITE RESTRICTION:

STIPULATIONS OF FACT

| The pa..r‘ties'stipulate the following facts, which serye as the factual bases for this
Agreed Order of Indefinite Restriction: |
1. Atall relevant tirnes, John R. Baird, MD, was licensed by the Board to practice -
medicine within the Commonwealth of Kentucky.

2. The Iicen_see’s medical specialty is Physical Medicine and Rehabilrtation.

: 3 At its November 18, 201 O\rneeting, Inquiry Panel A reviewed an .investigatiorl into
allegations that the licensee was inaﬁpropriateiy preseribirlg controlled substances.
While the Panel failed to find a Vioiaﬁorr at that time, it issued a L_et‘terlof Coneem- o
the licensee, reconﬁmending that he complj;f Withr the Board’s Oprnion Regarding tile

Useof Corltrolied Substances in Pain‘Trea-tment. ﬂ
+ 4: On September 7; 2011, the Board received a grierance from epharrnacis_t, who-

alleged that the licensee was prescribing }erge amounts of controlled substances and



comﬁihations of scveral-controlled sabstancos. Toc.phanr‘lacist aiso noted that

‘ paticot_s were geﬁing early refills of these préscriptioos.

On Febfuary 21, 2012, the Board recei\(ed a toxicology rcpoft. rcgaxdsng the death of-
Patient A, ﬁdin the Clay Coonty Coroner. The.‘ Coroner state'd, in oaﬁ, |

...The blood serum levels indicate Alprazolam/Xanax in significant quantities, over 6
X maximum therapeutic range and Fentanyl/Duragesic at nearly 6X maximum -
therapeutic range as well as Oxycodone at 1.85 X therapeutic range...Further -
morphine is present in the urine screen as well. My opinion is this patient was

~ consuming prescriptions medications in large quantities on a regular basis...Death
will be ruled accidental and due fo Acute Combined Narcotic Drug Toxicity,
(Alprazolam, Oxycodone, Fentanyl, and Morphine).

Providers are ... and Dr. John R. Baird, Healing Options, in Louisville, K'Y
(Fentanyl, Oxycodone)

. The Board requested a review of the licensee’s prescribing patterns. In a report dated
January 12, 2010 (sic — 2012), the reviewer idéntiﬁcd the following issues:

o Long—term use of one or more controlled substances;

e Combinations of controlled substances favored by persons who abuse or
divert controlled substances;

s Long-term use of a controlled substance for Wthh short term use is generally
indicated, and '

¢ Family members obtaining the same or similar controlled substances and

e Dr. Baird is also prescribing amphetamines for the majority of his patients
which may or may not be in accordance with the diagnosis/purpose outlined in
201 KAR 9:016.

The reviewer selected 25 paticnt records for review by a Board consultant.”
In a report dated March 30, 2012, one Board consultant concluded, in part, regarding
his review of the four patients identified by the pharmacist initially,

Medical record keeping, especially with reference to initial evaluation. Dr. Baird

- took over the management of the four patients I reviewed on the understanding that
he was a qualified expert who was taking over the care of the patient who failed with
treatment elsewhere, so he is a qualified consultant. In his evaluation which should
have been comprehensive, T think he did not meet the quality expected.. On more than
one oceasion in the four charts that Ireviewed the history was not complete and did
not meet quality as I have indicated in the appropriate spot in the review. There was
no detailed dosing or duration of the patient’s previous drug history in any of the




records, how many mg, how often a day or week or month or for how long. In cases
where there had been mention that there was a problem with hepatic function, there
was no real documentation how poor the hepatic functions were or how significant it
was. In the case of the patient with a history of alcoholism, there was no real-history
of how it impacted the patient’s current status and futuré. There were a lot of things
mentioned in a casual format and these were usually not supported by real evidence.
It is one thing to state that the patient had been exposed to prior drugs without stating
what the dose was and what the duration of treatment was and what was the failure of
or side effects. In situations where the KASPER was available, there was no mention
what the review of the KASPER indicated. The KASPER report was there for sure,
but there was no mention of what the review showed. The problem I have is that Dz.
Baird took over the management of the patient without detailed assessment of the .
previous treatment and if Dr. Baird did assess the situation it was not noted in the
" medical record for none of the patiénts which I bave reviewed. But there was an -
attempt to properly review the records, but it was not reflected in the medical records.
" Maybe Dr. Baird had reviewed all of these things in l’lIS mind and in his calculations
but it did not reflect in his medical records.

Medical records. It is commendable that Dr. Baird’s records were all typed and
neatly kept, but the information contained therein was not completely useful. Some
of the information contained in these medical records was not even believable. Say

- for example, this has been mentioned in at least two or three patient that I reviewed
out of the four. The patient had the same vital signs during each visit, at least the
majority of the visits the vital signs were exactly the same irrespective of the level of
pain or their disease. That would make someone like me very uncomfortable, so I do
not know how to believe this. I have seen this remark made by another reviewer of
the medical records stating the same. I do not know how this can happen.”So least in
two situations there were eight or more occasions where the patient’s vital signs were -
exactly the same during the monthly visits, but the patient’s iliness level or intensity
levels were much different. I also note that when the nurse practitioner or another
associate was involved in keeping the medical records the vital signs were entirely
different than the ones which Dr. Baird himself has signed. I do not know how this
gels. Obviously when he kept the records on a few occasions with the clinical
associate like a nurse practitioner the vital signs were entirely different than the
practitioner did himself. T have no idea how this can be interpreted. I am not going to
second guess anyone.

In-some of Dr. Baird’s dealings with the patients, there is a reflection of gither pross
ionorance or gross negligence or gross incompetence or a combination of all three. 1
have cited this in the various patients reviewed and I will go ahead and recount this in
- one specific instance. That is the case of the patient who had the diagnosis of
hepatiﬁs C, neuropathy and pancreatitis The instance I Iefer to is that on 09/ 14/2009

blood pre_ssure_l20/70, pulse rate §0, resplratlons 15_ , with no record of body
temperature. The abdomen was diffusely tender. There were hypoactive bowel
sounds, but the patient was treated as an oufpatient. No investigations were done. "All



that was done for this patient was that the patient was given a prescription for
Dilaudid 4-8 mg q. 4-6 h., Valium 10 mg ti.d., Percocet 10 mg in the form of
Roxicodone and Phenergan suppositories. IHere I have to state that I was completely
- surprised and flabbergasted how a physician can diagnose acute pancreatitis and the
patient have normal vital signs and the patient was treated with mega doses of
depressive medication and pain medication with no laboratory investigations, no

~ referral, not even a mention of the patient’s hydration levels or ability to tolerate
fluids or food, etc. The surprising thing was that the patient with this diagnosis and
this prescription was not even seen for a month. The patient was seen on 09/14/2009
with acute pancreatitis diagnosed and was seen again only on 10/13/2009. There was
not even a suggestion that the patient was going to be followed up earlier than the
one-month followup. There are more details about this in the patient’s individual
review, but I quoted this to indication the level of the patients I bave reviewed in this
case.

In addition, I will quote some more examples when Dr. Baird, who seems to believe
in the power of opioid medication in freating pain which all pain management
physician probably do believe; when he changes dose of medications he does do in an
arbitrary fashion. I have cited more than one example where the pain level has no
relationship to the degree of medication increase he prescribed. Even when patients
were not reporting more pain he seems to have increased the amount of pain
medication prescribed. In none of the records which I have reviewed there does not
appear to be any indication that Dr. Baird had calculated to assess the total amount of
pain medication the patient was taking on a given day, such as the morphine
equivalent of the total daily intake of pain medication per day, per month or whatever.
He just seems to keep prescribing fairly large doses of pain medication and I have
cited examples for this in the cases which 1 reviewed. There has to be some
relationship with the pain level, function level and the response to the medications
prescribed.

In addition to the above, even though I understand that Dr. Baird is dealing with
people who are narcotic tolerant, even though Dr. Baird has not mentioned that word
anywhere and has not documented the prior history of narcotic use in dosage form, he -
seems to start with extended release or sustained release for medication instead of
trying the immediate release medication to adjust the patient’s level of tolerance to a
particular medication. He seems to start instantly to use the extended release
medication instead of immediate release. At least most people do not start with the
extended release medication without trying at least a few days or few weeks of the

" immediate release to determine the patient’s tolerance level of that particular
medication. This allows one to estimate the requirement of extended release .
medication per day before a patient can be stabilized on extended release medication.
It may be possible to do that thing when a patient is opioid tolerant, but it would be
most realistic to start the way the drug manufacturer is recommending how to start on
extended release medication. In addition to the above, Dr. Baird is dealing with
patients who have significant know how of opioid medication, his prescription for
breakthrough medication usually reflects as following, for example, he prescribed




Percocet 10/325 mg either 120 or 180 with the stipulation signature one to two of
these q.4-6 h. That means the patient can take a mega dose of medication for -
breakthrough medication when the patient is already taking a mega dose in morphine
equivalent in sustained release format. So, the dose of the breakthrough pain
medication is equal to or sometimes more than the dose of the sustained release form
of the medication. One wonders what the rationale of the determination of the dose
of opioid medication is in a patient. One can give Dr. Baird the benefit of the doubt
that he is already dealing with a patients who are opioid tolerant and allow his
discretion to start with higher does when raising the doses or changing from

" medication to the other, he needs to establish some parameters of why and how he is
doing that. Maybe he has that thought in his mind, but he had not put that down in
practice, so the reviewer is very basically blinded. So a reviewer like me wonder
whether it is due to ignorance, negligence or incompetence and that may be the same
reason why the pharmacist also got concerned with the prescription practice of the
same physician and that is my guess. :

There are other situations which also are worthwhile mentioning. For example, one
of the patients’ significant other person mentioned that the patient was over sedated
and it does not appear that Dr. Baird thought this was a significant remark and I
thought Dr. Baird just kept on increasing pain medication and adding stimulants:
There seems to be a pattern of adding stimulants to opioid medications in Dr. Baird’s
practice, at least on more than one occasion, which I saw in review, even though it is
a well-known practice from what [ know about adding stimulants to chronic opioid
medication would be to'decrease sedation in patients who are in palliation and allow
better pain control and sometimes adding stimulants may even reduce the amount of
pain medication that the patient would need and they are functionally able to get
somewhere around that. In any case, Dr. Baird seems to have a high incidence of
attention deficient diagnoses in his patients and he seems to be adding more stimulant
drugs to his patients. This may not be significant or may be significant and [ will not
" be able to make an assessment from the review of four patients, but the overall review
of the other material which I read through indicates that Dr. Baird has a higher
incidence of attention deficit disorder diagnosed among his patients. In addition,
another point that Dr. Baird seems to pay very give attention to hormone balance such
as thyroid function, especially the sex hormones such as estrogen and testosterone in
patients. It is very well known that patients who are victims of chronic pain do suffer
from low levels of testosterone in the male population and in Dr. Baird’s practice he
seems to freat menopausal symptoms in women also very actively. Iwill not be able
to make any adverse remark in this matter. This may be a complementary in my
opinion to Dr. Baird’s practice. But, none of the patients seem to have had an
endocrinology consult as far as I have been able to see. Maybe that would be the best
way to do it to be sure all bases are covered. Bui, if Dr. Balrd 18 quahﬁed to do
endocrine evaluation all the credit to him. :

Anether point which needs mention here is Dr. .Baird.’s unwillingness fo get a second
opinion or additional help. At least in the four patients I reviewed there was one
patient where he could have gotten additional help and it would have been a




advantageous to the patient and him rather than just desperately increase the pain
medication dosing and get no significant improvement in the patient’s condition,
- Sometimes when one believes in one’s treatment so thoroughly, one may get
blindsided and may not think of possibilities other than what one can do. That may
have been the case here, at 1east in one case.

There was one situation which this reviewer got very concemed about. That is the
case of the patient named [Patient B]. The patient had the diagnosis of hepatitis C,
neuropathy and pancreatitis. This is the lady who had the morphine pump implanted
and then it was explanted. The chart indicated that the pump was explanted because
of pancreatitis. 1 could not understand that. When I have implanted quite a few
morphine pumps in patients who are suffering from intractable pain with pancreatitis,
so I do not know how this patient got pancreatitis from the implanted morphine
pump. Dr. Baird had not indicated why this pumyp was explanted. There was no
‘indication that he investigated why the pump was put in and why it was explanted and
what was in the morphine pump. Morphine pump does not mean that the medication
 which goes given in the pump was morphine itself. At least that is the way 1
understand it. There are other medications which can be put in the morphine pump.
A morphine pump means that it is a pump which infuses intrathecal opioids and other
drugs. At least that is the way [ understand it. Dr. Baird I believe did not investigate
why the pump was explanted and what was in the pump, except to state that it was
explanted because of pancreatitis. The surprising thing here is that the patient
originally was stated to have allergy to penicillin and sulfa. When the patient was
seen a second time on 01/21/2009 the patient’s allergy list was added to with
morphine. This is typed in bold letters in the medical record. The final allergies at
the time were penicillin, sulfa, latex and morphine. T have searched the entire paper
and the patient’s hospital records from St. Mary’s did not indicate the patient was
allergic to morphine. To compound the issue, it indicates that the patient was
prescribed morphine on 05/22/2009. On that date it is mentioned that the patient has
allergy to Duragesic adhesive and then it states that we will have to try something
else. The something else was morphine. She wag prescribed MS Contin 100 mg
three times a day. Here I could not find the allergy to morphine which was
previously established on this patient. That is the reason why I came to the
conclusion that there was something lacking in the coordination of the care and
keeping of the medical records and the accuracy of the medical records. Once again,
I have to apologize for the remark. 1 did go through the chart and I did not find
anywhere that the morphine allergy entrance was a mistake or a slip of the pen. Itis
my contention that this is a serious medical error which obviously nobody noticed
and if somebody noticed they did not think it was anything serious since nothing .
happened to the patient in that particular matter. But, when one documents in the
record that the patient is allergic to the tape material of the Duragesic and the patient
does have allergies, one would be inclined to check what other things the patient has
allergy to before a prescription change is made. At Ieast that is the way I look at it.

My final conclusion, and 1 will address this conclusion guoting from Dr. Baird’s letter
dated (05/25/2009, and this letter explains that fibromyalgia is Dr. Baird’s passion.



Dr. Baird also in this letter is trying to explain that he is trying to educate other
physicians how to treat and manage patients with fibromyalgia. He also makes
claims that his treatment method of using opioids in fairly large doses along with
drugs such as gabapentin, Lyrica, Cymbalta, Savella, Valium, soma, amphetamine,
zolpidem, Klonopin, Elavil, etc., is superior. He claims that he has data to support his
claim. He has not produced any and as far as I know he has not published any. He
says that he has done some research, worked with Lily Pharmaceutical and Pfizer
Pharmaceutical and I have not seen that data either. He also claims that others in
Louisville do not treat fibromyalgia and I do not think that statement is true. Dr.
Baird also claims that his practice is based on research, but he has not produced any -
of his research findings. Dr. Baird also thinks he is an asset to the community and the
people suffering from fibromyalgia. In my opinion the jury is out on this particular
statement. So far my review of the cases, the letters and the literature which Dr.
Baird provided does not indicate that he has any qualification which makes him a
specialist in the treatment of fibromyalgia. I do not know where he got specialist
training from. That is not indicated. '

In his background, [ am kind of forced to answer the Board’s question whether Dr.
Baird’s practice is dangerous to the community. So far, in the cases | have reviewed
nothing dangerous has happened to his patients, which is good news; but in every
aspect of his practice which I reviewed, namely in the keeping of medical records, in
the assessment of patients, in the prescription pattern of opioid drugs and controlied
drugs and in the management of patients in general, he has demonstrated a certain
degree of excessive faith in himself, that his methodology of treatment is superior to
others and that the sky is the limit in where he wants to go with the use of opioid
medications. He is the ultimate authority in deciding what the dose he is going to
prescribe. This philosophy is again a defense of practice which the Board has stated
in the Board’s letter to Dr. Baird in its communication to Dr. Baird on 12/29/2010. If
one were 1o ask me the question is there one point which is outstanding as a
deficiency in Pr. Baird’s practice, the answer is no. Almost every aspect which I
reviewed is lacking in some respect, but none outstanding, as I have stated before. ‘1
cannot without doubt state that his practice is dangerous to the community, but at the
same time | can state that it is filled with multiple problems....

A second Board consultant reviewed 22 of the licensee’s patient records. This
reviewer concluded, in part,

...My observation from the records supplied would suggest adequate documentation
- with the exception of physical exam. The physical exam. is marginal and clearly
below the capacity for a board certified PM&R physician.

... There is little documentation of functional status but there is extensive patient
reported perception of function. Like the previous reviewer it is at this point that I
believe that Dr. Baird moves beyond the standard of care. While he is practicing -
medicine and attempting to relieve suffering I strongly disagree with his approach on
three fronts; 1) the rather liberal use of high dose opioids; 2) combinations of three



and in some cases four opioids (short and long acting) with other addictive substances
such as Soma and benzodiazapines and 3) the use of opioids for fibromyalgia at all.
From a medical literature standpoint the following excerpt from a comprehensive -
dlssertatlon review of opioids and ﬂbromya1g1a suggest caution.

Opioid use in chronic nonmalignant pain is a d1v181ve subject in the current literature.

Current guidelines suggest guarded use of opioids chronically in nonmalignant pain

- and these recommendations are based on moderate quality evidence at best. The use
of opioids chronically in fibromyalgia patients deserves extra scrutiny for several
reasons. First, the use of opioids in fibromyalgia patients ignores the complicated
presentation of the disorder discussed above. Although opioids may temporarily
control the pain experienced in the disorder, their use ignores the other aspects of the

 disorder including non-restorative sleep, fatigue, and irritable bowel.
Patients suffering from fibromyalgia may also have altered endogenous opioid
activity. A study utilizing position emission tomography found that patients suffering
from fibromyalgia syndrome exhibit decreased mu-opioid receptor availability in
areas of the brain key to pain and nociception processing. There are two possible
explanations for the demonstrated reduced availability. First, endogenous
enkephalins levels are elevated in patients with fibromyalgia, even when compared to
patients suffering from chronic low back pain. Elevated endogenous ligands in these
patients may explain the reduced availability of receptors to opioids, decreasing their
effectiveness in fibromyalgia patients. Another possible explanation is the increased
presence of endogenous ligands may lead to down regulation of opioid receptors. -
Not only is the failure rate of opioid use a greater concern in patients with
fibromyalgia, there is also an increased concern of misuse or abuse among this
population due to characteristics commonly seen in these patients. Risk factors
commonly associated with nonmedical use of opioids imclude anxiety and mood
disorders, each a common comorbidity seen in patlents with fibromyalgia. Tn
addition low self-rated health status, commonly seen in ﬂbromya1g1a increases the -
propensity toward misuse or abuse of opioids.
Beyond these reasons there is also increased concern of adverse effect presentation in
patients with fibromyalgia for several reasons. Fibromyalgia patients report adverse
effects and intolerance to treatment at elevated rates. In addition to the increased
reporting of adverse effects in general there are also concerns with the way certain
specific adverse effects seen with opioid use may affect fibromyalgia patients.
Constipation is a hallmark effect seen with opioid use and may be of increased
concern with patients suffering from the irritable bowel symptoms commonly
associated with fibromyalgia. Other adverse effects such as sedation and mental
clouding are also of particular concern in patients with fibromyalgia due to the
possible pre-existing mental dysfunction already present due to the disease itself.

‘While this consultant consistently marked “within minimum standards” on the
Expert Review Worksheets for Records and Diagnosis, he made the following finding

or similar finding in 19 of the 20 cases reviewed,



There is minimal documentation of physical exam which 1s required under the KBML
regulations....A physical exam must be documented with each visit and his
documentation though adequate in most respects does not meet the professmnal
standards for Pain medicine in this regard. :

This consultant also made the following specific findings in individual Expert Review

Worksheets,

..Sudden cessation of opioids of this dose without attention to taper validates the
patients complaints regardless of the appropriateness of initial therapy. _
...Jtis a gray area of Pain Medicine practice to treat fibromyalgia with opioids....The
- dismissal of the patient on high dose opioids without taper breaches ethics.

I see no legitimate medical reason for prescribing 2 different short acting opioids and
a long acting opioid in large doses in a patient with OSA. This is the extreme Jimit of
or past the standard of care per ASIPP or APS guidelines. Dr. Baird provides no
intensive monitoring of function and minimal physical exam.... This combination of
medications is non-standard and risky in a patient with obstructive sleep
apnea....Though this patient was ultimately dismissed for non-compliance the
original combination of medications is questionable.

..Use of 2 short acting opioids in an alternating fashion is not standard care but Dr.
Balrd monitors outcomes and appears to be evaluating the patient’s response.

..”Tender all over” does not constitute a physical exam.

...Opioids have been titrated on this patient with little documented benefit. The
patient complains of fatigue and stress exacerbating pain. Fach dose escalation seems
to result in little improvement.

..The doses of medication prescribed with minimal physical exam and functional
evaluatwn is questionable. On 7/15/11 it is noted that the patient would have an
inappropriate UDS because of taking her fathers Xannax. This is a clear harbinger
for substance misuse/abuse....High doses of opioids and aberrant behavior would
suggest to the average practitioner risk that would not justify continuing opioid
treatment or at the minimum reevaluation of dosage and diversion ... Though this
patient was ultimately dismissed for non~-compliance the original medication is
questionable.

..The use of several addictive agents in combination with little therapeutic benefit N
(VAS 7-8/10) is questionable. The decision to move to high dose opioid therapy with
and combinations of psychostimulants and depressants is very risky and at.the fringe
of Pain Medicine standards....”Tender all over” does not constitute a physical exarm.

“There are several interactions with other providers who raise red flags that should
suggest to Dr: Baird that his patient likely has a personality DO....It 15 generally
accepted that combinations of opioids and benzodiazapines plus Soma is high risk for -
‘addiction and adverse outcomes. ... I believe that perhaps less addictive combinations
could be prescribed and as such a reeducation process for Dr. Baird may be helpful.



10.

... The daily acetaminophen dose exceeds new FDA recommendations if the patient
is taking 10x/da. I am unsure of any rationale that supports this Rxn practice.
...Opioids for fibromyalgia are again controversial though this patient reports - -
reasonable results. There was an aberrant behavior in that the patient took her child’s
adderall and no action was taken.
..High dose opioid therapy is maintained though hypogonadlsm aclear -

: comphca‘uon of high dose opioid therapy is diagnosed. Again a stimulant is

prescribed for fatigue and somnolence rather than..

..I'see no legitimate medical reason for prescnbmg 3 different short acting opioids
and a long acting opioid. This is not the standard of care even with 4 wide benefit of
the doubt which I have extended to Dr. Baird as his documentation and intent seem
legitimate. He is-practicing outside of acceptable standards in this case....This
combination of medications is non-standard and dangerous.

...The doses of medication prescribed with minimal physical exam and functional
evaluation is questionable. There are suggestions in literature that high dose opioid
therapy in younger age groups is difficult to justify. Given the minimal pathology
demonstrated better justification is warranted.

- The licensee makes the folldwing observations about the consultants’ reviews,

The Board’s first consultant reviewed a total of 4 patient charts. The Board’s second
consultant reviewed the same 4 patient charts. The second consultant found that the
licensee met the standard of care relating to 3 of the 4 patient charts for all categories
of review included in the Expert Review Worksheets, including “diagnosis,” ,
“treatment,” “records” and “overall” medical management. In addition, the second
consultant found that the licensee met the standard of care relating fo the remaining
patient chart for diagnosis, treatment and records. However, the consultant found his
overall medical care for this patient to be borderline.

The second consultant reviewed an additional 18 patient charts, including the chart
for Patient A. In a narrative report, the consultant did not find the licensee’s medical
management of the patient to be the cause of the patient’s death. The consultant
completed Expert Review Worksheets for 20 of the remaining patient charts. The
consultant found that the licensee met the standard of care for “diagnosis™ and
“records” for all 20 patient charts reviewed and that he met the standard of care for
“treatment” for 14 of the patient charts. The consultant made the following findings
regarding the licensee’s overall medical management of the 20 patients that were the
subjects of Expert Review Worksheets: 8 clearly within the standard of care, 11
borderline, and 1 below standard of care. The reviewer did not find the licensee to be
a danger to his patients or the public.

Following its review of this information at its May 16, 2013 meeting, the Board’s

Inquiiy Panel B issued this Complaint and an 'Emergency Order of Restriction on

May 28, 2013, prohibiting him “from prescri.bing, dispensing, or otherwise utiﬁzing
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controlled substances until the resolution of thé Complaint.” The licensee has been
subject to the terms of that Emergency Oﬁier of Restriction since that tirﬁe.

11. Immediately after the Panel issued its Emergency Order of Res;m'ctioh, the licensee
shifted his practice to southern Indiana, just across the Ohio River from Kentucky.
He eﬁcouraged his Kentucky patients to travelr to Indiana so that he could prescribe
controlled substances to them, in spite of the Emergency Order’s prohibition. The
Iicensee’s stated purpose in doing so was to assist the patients in safgly weaning off .
their existing prescriptions. | The licensee did not have a valid DEA permit for
southern Indiana at the time he issued these controlled substance prescriptions, so
used his Kentucky DEA Il)-Ql'IIlit. The licensee has since stated that he was not aware
that he was lawfully required to have a separate DEA permit to prescribe controlled

substances in southern Indiana.

STIPULATED CONCLUSIONS OF LAW
The parties stipﬁlate the following Conciusions-of Law, which serve as the legal
basés for this Agreed Ofde_:r of Indefinite Restriction:
1. The licensee’s Kentucky medical license is subject to regﬁlation and discipline by
the Board.
2. While the licensee denies committing any ﬁolation, he agrees that, based upon
, thé Stipulations of Fact, the Hearing Panel could conclude that he has engaged in
ponduct which violates the provisions of KRS 311.595(13) and (9), as illustrated
by KRS 311.597(1)(a) and (d), (3) and (4). Accordingly, the licensee agrees that
there are iegal grounds for the parties to enter into this Agreed Order of Indefinite

Restriction.
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3.

Pursuant to KRS 311.591(6) and 201 KAR 9:082, the parties may fully and -
finally resolve this pending Complaint without an evidentiary hearing by entering

into an informal resolution such as this Agreed Order of Indefinite Restriction.

AGREED ORDER OF INDEFINITE RESTRICTION

Based upon the foregoing Stipulations of Fact and Stipulated Conclusions of Law,

and, based upon their mutual desire to fully and finally resolve this pending Complaiilt

~ without an evidentiary hearing, the parties hereby ENTER INTO the following

AGREED ORDER OF INDEFINITE RESTRICTION:

1.

The license to practice medicine in the Commonwealth of Kentucky held by John
L. Baird, M.D., is RESTRICTED/LIMITED FOR AN INDEFINITE PERTOD OF
TIME, etfective immediately upon the filing of this Order;
During the effective period of this Agreed Order of Indefinite Restriction, the
licensee’s Kentucky medical license SHALL BE SUBJECT TOTHE
F OLLOWING TERMS AND CONDITIONS OF RESTRICTION/LIMITATIQN
for an indefinite term, or until further order of the Board:
a. The licensee SHALL NOT utilize opiates for the treatment of
fibromyalgia. The licensee further agrees that he may not request
“modification or termination of this condition for a minimum period of five
(5) years frc;m the date of filing of this Agreed Order of Tndefinite
Restriction and that the Panel will not consider a request to ﬁo&fy or
terminate this condition pﬁor to that time. The licensee further agrees that
.the decisién whether to graﬁt such a request lies within the sole discretion

of the Panel and that, in considering any such request, the Panel may
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consider that this condition was imposed based upon the recommendation
.of one of the Board consultants, who also recommended that the
restriction remain in place for the duration of the licensee’s practice;

. Ther licensee SHALL obtain and fully document an appropriate history of
present illness for each patient encounter;

The licensee SHALL only prescribe controlled substances that are
appropriate for a Validly diagnosed medical conditiqn;

The licensee SHALL NOT preécribe, dispense or administer more than 40
Morphine Equivalent Doses (MED) on a daily basis for any medical
condition, unless he has appropriately consulted with a Board-approved
practitioner, in a manner that meets the following requirements, prior to
pr.escribing, dispensing or administering an amount of controlled
substance that exceeds that dosage level for a specific diagnosed condition
for a specific patient:

- The Board has previously approved the Board-certified physician
to consult with the licensee in such cases;

- The licensee has provided all relevant information regarding the
specific patient and the specific condition, and any other
conditions that bear on treatment decisions, to the approved

- physician; ‘

- The licensee has clearly advised the approved physician of the
following information regarding the proposed professional
utilization of an excess amount of controlled substances to the
specific patient: the condition being treated; the controlled
substance(s) being used to treat the condition; the strength of the
controlled substance(s); the dosage units and dosage instruction
for each controlled substance(s); and, the medical justification
for using excess dosing for the specific patient and the specific
condition(s); _

- Following adequate review, the approved physician has approved
the use of controlled substance(s) in amounts that exceed 40
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MED/day fbr the specific patient for the specific condition(s), in
writing; -
- The licensee has incorporated the written approval in the patient
record :
- The licensee reduces the controlled substance(s) used to 40 -

MED/day or less as soon as medically appropriate and safe.
The licensee shall maintain a “controlled substances log” for al-l controlled
substances prescribed. The controlled substances log must include date,
patient name, patient complaint, medication prescribed, when it was last
prescribed and how much on the last visit. Note: All log sheets will be
consecutively numbered, legible i.c. printed or typed, and must reflect
“call-in” and refill informatién. Prescriptions:should be maintained mn the
following manner: 1) patient; 2) chart; and 3) log.
The licensee SHALL permit_the Board’s agents to inspect, copy and/or
obtain the controlled éubstance log and other relevant records, upon
request, for review by the Board’s agents and/or consultants.
The licensee SHALL reimburse the Board fully for the costs of each
consultant review performed pursuant to this Agreed Order of Indefinite
Restricﬁon. Once the Board receives the invoice from the consultant(s)
for each review, it Will provide the licensee with a redacted copy of that
invoice, omitting the consultant’s identifying information. The licensee
SHALL pay the costs noted on the invoice within thirty (30) days of the

date on the Board’s written notice. The licensee’s failure to fully

reimburse the Board within that time frame SHALL constitute a violation

of this Agreed Order of Indefinite Restriction.
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h. The licensee SHALL ‘pay a fine in the amount of Five Thousand Dollars
(SSSI,ODO.OO) within four (4) years of the date of filing of this Agreed Order
of Indefinite Restriction. o

i. The licensee SHALL pay the costs of the investigation in the ambunt of
$3.3 87.98 w1th1n four (4) years from entry of tlﬁs Agreed Order of

Indefinite Restriction;

j.  The licensee SHALL NOT violate any provision of KRS 311.595 and/or
31 1.597.

3. The licensee expressly agrees that if he should violate any term or condition of
this Agreed Order of Indefinite Restriction, the licensee’s practice will constitute
an immediate danger to the public health, safety, or welfare, as provided in KRS
311.592 and 13B.125. The parties further aéree that if the Board should receive
information that he has violated any term or condition of this Agreed Order of
Indefinite Réstriction, the Panel Chair is authorized by law to enter an Emergency
Order of Suspension or Restriction immediately upon a finding of probable cause
that a violation has occurred, after an ex parte presentation of the relevant facts by
therBoard’s General Counsel or Assistant General Counsel. If the Panel Chair
should issue such an Emergency Order, ﬂle parties agree and stipulate that a
vioiation.'of any term or condition of this Agreed Order of Indefinite Restriction
would render the licensée’s practice an immediate danger to the health, welfare
and safety of patients and the genefal public, pursuant to KRS 311.592 and

13B.125; accordingly, the only relevant question for any emergency hearing
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conductéd pursuant to KRS 13B.125 would be whether the licensee violated a
term or condition of this Agreed Order of Indefinite Restriction.

4. The lcensee understands and agrees that any violation of the terms of f}ﬁs Agreed
Order of Indefinite Restriction would provide a legal basis for additional
disciplinary action, including revocation, pursuant to KRS 3 1 1.595(13), and may
proyide a legal basis for criminal prosecution.

SO.AGREED on Lms T dayof &7@ + 3013,

" FOR THE LICENSEE:

BRIAN R. GOOD |
COUNSEL FOR THE LICENSEE

FOR_ THE BOARD:

€. WILLIAM BRISCOE, MD, -
CHAIR, HEARING PANEL A’

¢ U W
C.LLOYD VESTII
General Counsel
Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B
Louisville, Kentucky 40222
(502) 429-7150
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FILED OF BECORD
COMMONWEALTH OF KENTUCKY _
BOARD OF MEDICAL LICENSURE MAY 28 2013
CASENO. 1492
| -- KB.M.L.
IN RE: THE LICENSE TO PRACTICE MEDICINE IN THE COMMONWALTH OF
KENTUCKY HELD BY JOHN R. BAIRD, M.D., LICENSE NO. 36869, 3012
" EASTPOINT PARKWAY, LOUISVILLE, KENTUCKY 40223

EMERGENCY ORDER OF RESTRICTION

The Kentucky Board of Medical Licensure (hereafter “the Board™), acting b-ly and
through its Inquiry Panel B, c_dnsidered this matter at its May 16, 2013 n_neeting. At that
meeting, Inquify Panel B considered a February 13, 2013 memorandum by Betty Prater,
Medical Tnvestigator, which included: a September 7, .2011 email from Trish Roberts,
Pharm-D, Kroger; Clay County Toxicology Report CCC641 -07-12; a website page for
the licensee; griev.ance filed April 17, 2012; January 12, 2012 report by Paula York,
Invéstigator, OIG Division of Audits and Investigations; Clay Cbmlty Coroner Report
CCC-641-07-12; written responses by the licensee dated J anuary' 29, March 29 and June
4, 2012; the licensee’s curriculum vitae, with attachments; March 30, 2012 report by
Board’s Pain Medicine consultant; September 19, 2012 report by Board’s second Pain
Management consultant; supplemental response by the licensee dated October 12, 2012,

| with attachments; and, a December 29, 2010 Letter of Concern issued to the licensee by
Inquiry Panel A. The licensee also appeared, in response to a Due Process letter, and
addressed the Panei members.
Having considered all of this information and being sufficiently advised, Inquiry
Panel B ENTERS the following EMERGENCY ORDER OF RESTRICTION, in

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



FINDINGS OF FACT
Pursuant to KRS 13B.125(2) and b.;:lsed upon the information available to it?
Inquiry Panel B concludes £here is probable cause to make the following Findings of
Fact, which support its Emergency Order of Restriction:

1. At all relevant times, John R. Baird, M.D., was licensed by the Board to practice

medicine in the Commonwealth of Kentucky.
. The licensee’s medical specialty is Physical Medicine and Rehabilitation.
3. Atits November 18, 2010 meeting, Inquiry Panel A reviewed an investigation into
allegations that the licensee was inappropriately prescribing controlled substances.
While the Panel failed to find a violation at that time, it issued a Letter of Concern to
the licensee, recommending that he comply with the Board’s Opinion Regarding the
Use of Controlled Substances in Pain Treatment.
. On September 7, 2011, the Board received a grievance from a pharmacist, who
alleged that the licensee was prescribing large amounts of controlled substances and
combinations of several controlled substances. The pharmacist also noted that
patients were getting early refills of these prescriptions.
. On February 21, 2012, the Board received a toxicology report regarding the death of
Patient A, from the Clay County Coroner. The Coroner stated, in part,

...The blood serum levels indicate Alprazolam/Xanax in significant quantities, over 6
X maximum therapeutic range and Fentanyl/Duragesic at nearly 6X maximum
therapeutic range as well as Oxycodone at 1.85 X therapeutic range...Further
morphine is present in the urine screen as well. My opinion is this patient was
consuming prescriptions medications in large quantities on a regular basis...Death
‘will be ruled accidental and due to Acute Combined Narcotic Drug Toxicity,
(Alprazolam, Oxycodone, Fentanyl, and Morphine).

Providers are ... and Dr. John R. Baird, Healing Options, mLoulsvﬂle KY
(Fentanyl, Oxycodone)



6. The Board requested a review of the licensee’s prescribing patterns. In a report dated
January 12, 2010 (sic — 2012), the reviewer identified the following issues: -

e Long-term use of one or more controlled substances;
o Combinations of controlled substances favored by persons who abuse or
' divert controlled substances;
e Long-term use of a controlled substance for which short-term use is generally

indicated, and

e Family members obtaining the same or similar controlled substances; and

e Dr. Baird is also prescribing amphetamines for the majority of his patients
which may or may not be in accordance with the diagnosis/purpose outlined ixn
201 KAR 9:016.

The reviewer selected 25 patient records for review by a Board consultant.
7. In areport dated March 30, 2012, one Board consultant concluded, in part, regarding
his review of the four patients identified by the pharmacist initially,

Medical record keeping, especially with reference to initial evaluation. Dr. Baird
took over the management of the four patients I reviewed on the understanding that
he was a qualified expert who was taking over the care of the patient who failed with
treatment elsewhere, so he is a qualified consultant. In his evaluation which should
have been comprehensive, I think he did not meet the quality expected. On more than
one occasion in the four charts that ! reviewed the history was not complete and did
not meet quality as I have indicated in the appropriate spot in the review. There was
no detailed dosing or duration of the patient’s previous drug history in any of the
records, how many mg, how often a day or week or month or for how long. In cases
where there had been mention that there was a problem with hepatic function, there
was no real documentation how poor the hepatic functions were or how significant it
was. In the case of the patient with a history of alcoholism, there was no real history
of how it impacted the patient’s current status and future. There were a lot of things
mentioned in a casual format and these were usually not supported by real evidence.
It is one thing to state that the patient had been exposed to prior drugs without stating
‘what the dose was and what the duration of treatment was and what was the failure of
‘or side effects. In situations where the KASPER was available, therc was no mention
what the review of the KASPER indicated. The KASPER report was there for sure,
but there was no mention of what the review showed. The problem I have is that Dr.
Baird took over the management of the patient without detailed assessment of the
previous treatment and if Dr. Baird did assess the situation it was not noted in the
medical record for none of the patients which I have reviewed. But there was an
attempt to properly review the records, but it was not reflected in the medical records.
Maybe Dr. Baird had reviewed all of these things in his mind and in his calculations,
but it did not reflect in his medical records.




Medical records. It is commendable that Dr. Baird’s records were all typed and
neatly kept, but the information contained therein was not completely useful. Some
of the information contained in these medical records was not even believable, Say
for example, this has been mentioned in at least two or three patient that [ reviewed
out of the four. The patient had the same vital signs during each visit, at least the
majority of the visits the vital signs were exactly the same irrespective of the level of
pain or their disease. That would make someone like me very uncomfortable, so I do
not know how to believe this. Ihave seen this remark made by another reviewer of
the medical records stating the same. I do not know how this can happen. So least in
two situations there were eight or more occasions where the patient’s vital signs were
exactly the same during the monthly visits, but the patient’s illness level or intensity
levels were much different. I also note that when the nurse practitioner or another
associate was involved in keeping the medical records the vital signs were entirely
different than the ones which Dr. Baird himself has signed. I do not know how this
gels. Obviously when he kept the records on a few occasions with the clinical
associate like a nurse practitioner the vital signs were entirely different than the
practitioner did himself. I have no idea how this can be interpreted. Tam not going to
second guess anyone.

In some of Dr. Baird’s dealings with the patients, there is a reflection of either gross
ignorance or gross negligence or gross incompetence or a combination of all three. I
have cited this in the various patients reviewed and I will go ahead and recount this in
one specific instance. That is the case of the patient who had the diagnosis of
hepatitis C, neuropathy and pancreatitis. The instance [ refer to is that on 09/14/2009
there is a diagnosis of acute pancreatitis made with the patient having vital signs of
blood pressure 120/70, pulse rate 80, respirations 15, with no record of body
temperature. The abdomen was diffusely tender. There were hypoactive bowel
sounds, but the patient was treated as an outpatient. No investigations were done. All
that was done for this patient was that the patient was given a prescription for
Dilaudid 4-8 mg q. 4-6 h., Valium 10 mg t.i.d., Percocet 10 mg in the form of
Roxicodone and Phenergan suppositories. Here I have to state that I was completely
surprised and flabbergasted how a physician can diagnose acute pancreatitis and the
patient have normal vital signs and the patient was treated with mega doses of
depressive medication and pain medication with no laboratory investigations, no
referral, not even a mention of the patient’s hydration levels or ability to tolerate
fluids or food, ete. The surprising thing was that the patient with this diagnosis and
this prescription was not even secn for a month. The patient was seen on 09/14/2009
with acute pancreatitis diagnosed and was seen again only on 10/13/2009. There was
not even a suggestion that the patient was going to be followed up earlier than the
one-month followup. There arc more details about this in the patient’s individual
review, but I quoted this to indication the level of the patients I have reviewed in this
case.

In addition, I will quote some more examples when Dr. Baird, who seems to believe
in the power of opioid medication in treating pain which all pain management
physician probably do believe; when he changes dose of medications he does do in an




arbitrary fashion. 1 have cited more than one example where the pain level has no
relationship to the degree of medication increase he prescribed. Even when patients

_were nof reporting more pain he seems to have increased the amount of pain 7
medication prescribed. In none of the records which I have reviewed there does not
appear to be any indication that Dr. Baird had calculated to assess the total amount of
pain medication the patient was taking on a given day, such as the morphine
equivalent of the total daily intake of pain medication per day, per month or whatever.
He just seems to keep prescribing fairly large doses of pain medication and I have
cited examples for this in the cases which Ireviewed. There has to be some
relationship with the pain level, function level and the response to the medications
prescribed.

In addition to the above, even though I understand that Dr. Baird is dealing with
people who are narcotic tolerant, even though Dr. Baird has not mentioned that word
anywhere and has not documented the prior history of narcotic use in dosage form. he
seems to start with extended release or sustained release for medication instead of
trying the immediate release medication to adjust the patient’s level of folerance to a
particular medication. He seems to start instantly to use the extended release
medication instead of immediate release. At least most people do not start with the -
extended release medication without trying at least a few days or few weeks of the
immediate release to determine the patient’s tolerance level of that particular
medication. This allows one to estimate the requirement of extended release
medication per day before a patient can be stabilized on extended release medication.
It may be possible to do that thing when a patient is opioid tolerant, but it would be
most realistic to start the way the drug manufacturer is recommending how to start on
extended release medication, In addition to the above, Dr. Baird is dealing with
patients who have significant know how of opicid medication, his prescription for
breakthrough medication usually reflects as following, for example, he prescribed
Percocet 107325 mg either 120 or 180 with the stipulation signature one to two of
these q.4-6 h. That means the patient can take a mega dose of medication for
breakthrough medication when the patient is already taking a mega dose in morphine
equivalent in sustained release format. So, the dose of the breakthrough pain
medication is equal to or sometimes more than the dose of the sustained release form
of the medication. One wonders what the rationale of the determination of the dose
of opioid medication is in a patient. One can give Dr. Baird the benefit of the doubt
that he is already dealing with a patients who are opioid tolerant and allow his
discretion to start with higher does when raising the doses or changing from
medication to the other, he needs to establish some parameters of why and how he is
doing that. Maybe he has that thought in his mind, but he had not put that down in
practice, so the reviewer is very basically blinded. So a reviewer like me wonder
whether it is due to ignorance, negligence or incompetence and that may be the same

reason why the pharmacist also got concerned with the prescription practice of the
same physician and that is my guess.

There are other situations which also are worthwhile mentioning. For example, one
of the patients’ significant other person mentioned that the patient was over sedated -




and it does not appear that Dr. Baird thought this was a significant remark and 1
thought Dr. Baird just kept on increasing pain medication and adding stimulants.
There seems to be a pattern of adding stimulants to opioid medications in Dr. Baird’s
practice, at least on more than one occasion, which I saw in review, even though it is’
a well-known practice from what I know about adding stimulants to chronic opioid
medication would be to decrease sedation in patients who are in palliation and allow
better pain control and sometimes adding stimulants may even reduce the amount of
pain medication that the patient would need and they are functionally able to get
somewhere around that. In any case, Dr. Baird seems to have a high incidence of
attention deficient diagnoses in his patients and he seems to be adding more stimulant
drugs to his patients. This may not be significant or may be significant and I will not
be able to make an assessment from the review of four patients, but the overall review
- of the other material which I read through indicates that Dr, Baird has a higher '
incidence of attention deficit disorder diagnosed among his patients. In addition,
another point that Dr. Baird seems to pay very give attention to hormone balance such
as thyroid function, especially the sex hormones such as estrogen and testosterone in
patients. It is very well known that patients who are victims of chronic pain do suffer
from low levels of testosterone in the male population and in Dr. Baird’s practice he
seems to treat menopausal symptoms in women also very actively. T will not be able
to make any adverse remark in this matter. This may be a complementary in my
opinion to Dr. Baird’s practice. But, none of the patients seem to have had an
endocrinology consult as far as [ have been able to see. Maybe that would be the best
way to do it to be sure all bases are covered. But, if Dr. Baird is qualified to do
endocrine evaluation all the credit to him.

Another point which needs mention here is Dr. Baird’s unwillingness to get a second
opinion or additional help. At least in the four patients I reviewed there was one
patient where he could have gotten additional help and it would have been a
advantageous to the patient and him rather than just desperately increase the pain
medication dosing and get no significant improvement in the patient’s condition.
Sometimes when one believes in one’s treatment so thoroughly, one may get
blindsided and may not think of possibilities other than what one can do. That may
have been the case here, at least in one case.

There was one situation which this reviewer got very concerned about. That is the
case of the patient named [Patient B]. The patient had the diagnosis of hepatitis C,
neuropathy and pancreatitis. This is the lady who had the morphine pump implanted
and then it was explanted. The chart indicated that the pump was explanted because
of pancreatitis. I could not understand that. When I have implanted quite a few
morphine pumps in patients who are suffering from intractable pain with pancreatitis,
so I do not know how this patient got pancreatitis from the implanted morphine '
pump. Dr. Baird had not indicated why this pump was explanted. There was no
indication that he investigated why the pump was put in and why it was explanted and
what was in the morphine pump. Morphine pump does not mean that the medication
which goes given in the pump was morphine itself. At least that is the way I
understand it. There are other medications which can be put in the morphine pump.




A morphine pump means that it is a pump which infuses intrathecal opioids and other
drugs. At least that is the way [ understand it. Dr, Baird I believe did not investigate
why the pump was explanted and what was in the pump, except to state that it was
explanted because of pancreatitis. The surprising thing here is that the patient
originally was stated to have allergy to penicillin and sulfa. When the patient was
seen a second time on 01/21/2009 the patient’s allergy list was added to with
morphine. This is typed in bold letters in the medical record. The final allergies at
the time were penicillin, sulfa, latex and morphine. Ihave searched the entire paper
and the patient’s hospital records from St. Mary’s did not indicate the patient was
allergic to morphine. To compound the issue, it indicates that the patient was
prescribed morphine on 05/22/2009. On that date it is mentioned that the patient has
allergy to Duragesic adhesive and then it states that we will have to try something
else. The something else was morphine. She was prescribed MS Contin 100 mg
three times a day. Here I could not find the allergy to morphine which was
previously established on this patient. That is the reason why I came to the
conclusion that there was something lacking in the coordination of the care and
keeping of the medical records and the accuracy of the medical records. Once again,
I have to apologize for the remark. I did go through the chart and I did not find
anywhere that the morphine allergy entrance was a mistake or a slip of the pen. Itis
my contention that this is a serious medical error which obviously nobody noticed
and if somebody noticed they did not think it was anything serious since nothing
happened to the patient in that particular matter. But, when one documents in the
record that the patient is allergic to the tape material of the Duragesic and the patient
does have allergies, one would be inclined to check what other things the patient has
allergy to before a prescription change is made, At least that is the way I look at it.

My final conclusion, and T will address this conclusion quoting from Dr, Baird’s letter
dated 05/25/2009, and this letter explains that fibromyalgia is Dr. Baird’s passion,

Dr. Baird also in this letter is trying to explain that he is trying to educate other
physicians how to treat and manage patients with fibromyalgia. He also makes
claims that his treatment method of using opioids in fairly large doses along with
drugs such as gabapentin, Lyrica, Cymbalta, Savella, Valium, soma, amphetamine,
zolpidem, Klonopin, Elavil, etc., is superior. He claims that he has data to support his
claim. He has not produced any and as far as I know he has not published any. He
says that he has done some research, worked with Lily Pharmaceutical and Pfizer
Pharmaceutical and I have not seen that data either. He also claims that others in
Louisville do not treat fibromyalgia and I do not think that statement is true. Dr.
Baird also claims that his practice is based on research, but he has not produced any
of his research findings. Dr. Baird also thinks he is an asset to the community and the
people suffering from fibromyalgia. In my opinion the jury is out on this particular
statement. So far my review of the cases, the letters and the literature which Dr.
Baird provided does not indicate that he has any qualification which makes him a
specialist in the treatment of fibromyalgia. I do not know where he got spemallst
training from. That is not indicated.




In his background, I am kind of forced to answer the Board’s question whether Dr.
Baird’s practice is dangerous to the community. So far, in the cases [ have reviewed
nothing dangerous has happened to his patients, which is good news; but in every
aspect of his practice which I reviewed, namely in the keeping of medical records, in
the assessment of patients, in the prescription pattern of opioid drugs and controlled
drugs and in the management of patients in general, he has demonstrated a certain
degree of excessive faith in himself, that his methodology of treatment is superior to
others and that the sky is the limit in where he wants to go with the use of opioid
medications. He is the ultimate authority in deciding what the dose he is going to
prescribe. This philosophy is again a defense of practice which the Board has stated .
in the Board’s letter to Dr. Baird in its communication to Dr. Baird on 12/29/2010. If
one were to ask me the question is there one point which is outstanding as a
deficiency in Dr. Baird’s practice, the answer is no. Almost every aspect which I
reviewed is lacking in some respect, but none outstanding, as I have stated before. 1

cannot - without doubt state that his practice is dangergus to the community, but at the
same time I can state that it is filled with multiple problems...

. A second Board consultant reviewed 22 of the licensee’s patient records. This
reviewer concluded, in part,

...My observation from the records supplied would suggest adequate documentation
with the exception of physical exam. The physical exam is marginal and clearly
below the capacity for a board certified PM&R physician.

...There is little documentation of functional status but there is extensive patient
reported perception of function. Like the previous reviewer it is at this point that I
believe that Dr. Baird moves beyond the standard of care. While he is practicing
medicine and attempting to relieve suffering I strongly disagree with his approach on
three fronts; 1) the rather liberal use of high dose opioids; 2) combinations of three
and in some cases four opioids (short and long acting) with other addictive substances
such as Soma and benzodiazapines and 3) the use of opioids for fibromyalgia at all.
From a medical literature standpoint the following excerpt from a comprehensive
dissertation review of opioids and fibromyalgia suggest caution.

Opioid use in chronic nonmalignant pain is a divisive subject in the current literature,
Current guidelines suggest guarded use of opioids chronically in nonmalignant pain
and these recommendations are based on moderate quality evidence at best. The use
of opioids chronically in fibromyalgia patients deserves extra scrutiny for several
reasons. First, the use of opioids in fibromyalgia patients ignores the complicated
presentation of the disorder discussed above. *Although opioids may temporarily
control the pain experienced in the disorder, their use ignores the other aspects of the
disorder including non-restorative sleep, fatigue, and irritable bowel.

Patients suffering from fibromyalgia may also have altered endogenous opioid
activity. A study utilizing position emission tomography found that patients suffering
from fibromyalgia syndrome exhibit decreased mu-opioid receptor availability in -
areas of the brain key to pain and nociception processing. There are two possible



explanations for the demonstrated reduced availability. First, endogenous
enkephalins levels are elevated in patients with fibromyalgia, even when compared to
patients suffering from chronic low back pain. Elevated endogenous ligands in these
patients may explain the reduced availability of receptors to opioids, decreasing their
effectiveness in fibromyalgia patients. Another possible explanation is the increased
presence of endogenous ligands may lead to down regulation of opioid receptors.
Not only is the failure rate of opioid use a greater concern in patients with

~ fibromyalgia, there is also an increased concern of misuse or abuse among this
population due to characteristics commonly seén in these patients. Risk factors
commonly associated with nonmedical use of opioids include anxiety and mood
disorders, each a common comorbidity seen in patients with fibromyalgia. In
addition low self-rated health status, commonly seen in fibromyalgia, increases the
propensity toward misuse or abuse of opioids.

Beyond these reasons there is also increased concern of adverse effect presentation in
patients with fibromyalgia for several reasons. Fibromyalgia patients report adverse
effects and intolerance to treatment at elevated rates. In addition to the increased
reporting of adverse effects in general there are also concerns with the way certain
specific adverse effects seen with opioid use may affect fibromyalgia patients.
Constipation is a hallmark effect seen with opioid use and may be of increased

. concern with patients suffering from the irritable bowel symptoms commonly
associated with fibromyalgia. Other adverse effects such as sedation and mental
clouding are also of particular concern in patients with fibromyalgia due to the
possible pre-existing mental dysfunction already present due to the disease itself.

While this consultant consistently marked “within minimum standards” on the
Expert Review Worksheets for Records and Diagnosis, he made the following finding
or similar finding in 19 of the 20 cases reviewed,
There is minimal documentation of physical exam which is required under the KBML
regulations....A physical exam must be documented with each visit and his
documentation though adequate in most respects does not meet the professmnal
standards for Pain medicine in this regard.
This consultant also made the following specific findings in individual Expert Review
Worksheets,

Sudden cessation of opioids of this dose without attention to taper validates the
patients complaints regardless of the appropriateness of initial therapy.

...t is a gray area of Pain Medicine practice to treat fibromyalgia with opioids....The
dismissal of the patient on high dose opioids without taper breaches ethics.




I see no legitimate medical reason for prescribing 2 different short acting opioids and
a long acting opioid in large doses in a patient with OSA. This is the extreme limit of
or past the standard of care per ASIPP or APS guidelines. Dr. Baird provides no
intensive momtormg of function and minimal physical exam....This combination of
medications is non-standard and risky in a patient with obstructive sleep
apnea....Though this patient was ultimately dismissed for non-compliance the

- original combination of medications is questionable.

.Use of 2 short acting opioids in an alternating fashion is not standard care but Dr.
Baird monitors outcomes and appears to be evaluating the patient’s response.

..."Tender all over” does not constitute a physical exam.

...Opioids have been titrated on this patient with little documented benefit. The
patient complains of fatigue and stress exacerbating pain. Each dose escalation seems
to result in little improvement.

..The doses of medication prescrlbed with minimal physical exam and functional
evaluatlon is questionable. On 7/15/11 it is noted that the patient would have an
inappropriate UDS because of taking her fathers Xannax. This is a clear harbinger
for substance misuse/abuse....High doses of opioids and aberrant behavior would
suggest to the average practitioner risk that would not justify continuing opioid
treatment or at the minimum reevaluation of dosage and diversion ....Though this
patient was ultimately dismissed for non-compliance the original medication is
questionable.

....The use of several addictive agents in combination with little therapeutic benefit
(VAS 7-8/10) is questionable. The decision to move to high dose opioid therapy with
_and combinations of psychostimulants and depressants is very risky and at the fringe
of Pain Medicine standards....”Tender all over” does not constitute a physical exam.
There are several interactions with other providers who raise red flags that should
suggest to Dr, Baird that his patient likely has a personality DO....It is generally
accepted that combinations of opioids and benzodiazapines plus Soma is high risk for
addiction and adverse outcomes.... [ believe that perhaps less addictive combinations
could be prescribed and as such a reeducation process for Dr. Baird may be helpful.

...The daily acetaminophen dose exceeds new FDA recommendations if the patient

is taking 10x/da. Tam unsure of any rationale that supports this Rxn practice.
~....Opioids for fibromyalgia are again controversial though this patient reports
reasonable results, There was an aberrant behavior in that the patient took her child’s -
adderall and no action was taken.

.. High dose opioid therapy is maintained though hypo gonadlsm a clear
comphcatlon of high dose opioid therapy is diagnosed. Again a stimulant is
prescribed for fatigue and somnolence rather than...

....I see no legitimate medical reason for prescribing 3 different short acting opioids
and a long acting opioid. This is not the standard of care even with a wide benefit of
the doubt which I have extended to Dr. Baird as his documentation and intent seem
legitimate. He is practicing outside of acceptable standards in this case....This
combination of medications is non-standard and dangerous.

...The doses of medication prescribed with minimal physical exam and functional
evaluation is questionable, There are suggestions in literature that high dose opioid
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therapy in younger age groups is difficult to justify. Given the minimal pathology
demonstrated better justification is warranted. '

9. The consultants’ reports are attached hereto and hereBy Incorporated into this
Emergencjf Order.

10. The Panel finds and concludes that controlled substances are controlied and regulated
by the General Assembly because they are, by their very nature, dangerous to the
public if not handled appropriately. They present a danger to the health, welfare and -
safety of patients if they are not prescribed or are not taken in an appropriate manner.
Controlled substances create a danger to the health, welfare and safety of the public if
they are diverted for illegal sale and/or use. The Panel specifically finds and
concludes that the prescribing of controlled substances to patients creates 2 danger to
the public health, safety and/or wélfare ifa physicién prescribes such substancesJ
inappropriately.

11. The Panel has reviewed the investigation and finds that the licensee’s failure to meet
‘minimum standards of care in the overall treatment of patients and documentation of
treatment demonstrates that the licensee has not exhibited the ability to practice
medicine safely. |

CONCLUSIONS OF LAW

Pursuant to KRS 13B.125(2) and based upon the information available to it,

- Inquiry Panel B finds there is probable cause to sﬁpport the following Conclﬁsions of
Law, which serve as the legal bases for this Emergency Order of Restriction:

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

Board. .
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2. KRS 311.5 92(1) provides that the Board may issue an emergency order suspending,
limiting, or restricting a physician’s license at any time an inquiry panel has probable
cause tb believe that a) the physician has violated the terms of an order placing him
on probation; or b) a physician’s practice constitutes a d@ger to the health, welfare
and safety of his patients or the general public.

3. There is probable cause to believe that the licensee has violated KRS 31 1.595(9)’,. as
illustrafed by KRS 311.597(1)(a) and (d), (3) and (4).

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

5. The Board may draw logical and reasonable inferences about a physician’s practice
by considering certain facts about a physician’s practice. If there is proof that a
physician has violated a provision of the Kentucky Medical Practice Act in one set of
circumstances, thé Board may infer that the physician will similarly violate the
Medical Practice Act when presented with a similar set of circumstances. Similarly,
the Board concludes that proof of a set of facts about a physician’s practice presents
representative proof of the nature of that physici.an’ s practicg in general.
Accordingly, probable cause to believe that the physician has committed certain
violations in the recent past presents probable cause to believe that the physician will
commit similar violations in the near future, during the course of the physician’s
medical practice.

6. 'The United States Supreme Court has ruled that it is no violation of the federal Due

Process Clause for a state agency to temporarily suspend a license, without a prior
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evidentiary hearing, so long as 1) the immediate action is based upon a probable
cause finding that there is a present danger to the public safety; and, 2) the statute

provides for a prompt post-deprivation hearing, Barry v. B_aréhj, 443 10.8. 55, 61

[..Ed.2d 365, 99 S.Ct. 2642 (1979); FDIC v. Mallen, 486 U.S. 230, 100 L.Ed.2d 265,

108 5.Ct. 1780 (1988) and Gilbert v. Homar, 117 S.Ct. 1807 (1997). Cf. KRS

13B.125(1).

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

EMERGENCY ORDER OF RESTRICTION

Based upon the foregoing Findings of Fact and Conclusions of Law, Inquiry Panel
B hereby ORDERS that the license to practice medicine in the Commonwealth of
Kentucky held by John R. Baird, M.D., is RESTRICTED and Dr. Baird is prohibited
from prescribing, dispensing or otherwise utilizing controlled substances until the
resolution of the Complaint setting forth the allegations discussed in this pleading or until
such further Qrder of the Board.

Inquiry Panel B further declares that this is an EMERGENCY ORDER, effective
upon receipt by the licensee.

SO ORDERED this £J¥day of May, 2013.

CHAIR, INQUIRY PANEL B
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CERTIFICATE OF SERVICE

I certify that the original of this Emergency Order of Restriction was delivered to
Mir. Michael S. Rodman, Executive Director, Kentucky Board of Medical Licensure, 310
Whittington Parkway, Suite 1B, Louisville, Kentucky 40222; and a copy was mailed via
certified mail refurn-receipt requested to John R. Baird, M.D., License No. 36869, 3012
Eastpoint Parkway, Louisville, Kentucky 40223 and L. Chad Elder, Esq., Brian R.
Good, Esq., Elder & Good, PLLC 159 St. Matthews Avenue, Sulte 1, Louisville,
Kentucky 40207 on this @ day of May, 2013.

C (L

C. LLOYD VESTII

General Counsel

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

(502) 429-7150
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| E-MAlL painmgrrﬁky@bluegrass net -

Ms. Betty Prater ' :
- Kentucky Board of Medlcal Licensure
~ 310 Whittington Parkway, Suite 1B o
Lou.lsvﬂle KY 40222 ' ‘

RE Letter from Betty Prater dated 02/07/20 12 regardmg John R. BaJ_rd, M D.

Dear Ms, Prater

Thank vou for ask:mg me to review the matenal regardmg Dr. John Bau'd. I have exercised thc
best ability I have in this matter, rewe‘mng the material you have sent me. I have reviewed each
item, and I am recording my impression on each item. There will be a summation at the end,
There are a few reference materials I have also enclosed and these will be attached in the
appendﬂ{ and they will be noted. I will review the patient records inifially and then the other’

; the ahent recerds~ﬁrst Ia}ssmllrbe-theanent’s records of four at:lents onl and

Unfortunatcly, there is mulutude Ofpages and I Wﬂltyto be. as nef as I can, Unfortunatelys -
was not able to follow the partlcular format you have sent me to follow for various reasons.

‘ There are three sections of records marked ohart one, chart two and chart tbrcc They are for
dates as follows _ , _

1. From 04/08/2008 to 07/06/2009.‘
2. From 08/04/2009 to 09/10/2010.
'3, From 10/10/2010.t0 12/08/2011.

For convenience ! will start from the beginﬁfng, 04/0 8/2008.

The first assessment as on 04/08/2008. She was 56 years old. - She was a furniture salesperson.
_ Her symptoms started from'1997 after a motor vehicle accident. I suppose she had symptoms

from the age of 20. ‘She had fibromyalgia and she met the ACR criteria for fibromyalgia. She
had a pain level of 9 on a seale of 10. She was on hydrocodone 10/325 mg. She had trigger
pomt therapy and physical therapy. She never tried Lyrica or Cymbalta. The patient had a
previous hysterectomy. She had- IM magnesium therapy, B complex, etc. Apparently the
patient’s husband was on chronic d1a1ys1s avd was ill. The patient had symptoms of mood
problems, ifritability, fatigue, insommnia, poor memory and difﬁculty in concentration, The
physical cxammanon was not anything s1gmﬁcant The1i mlpressmn was ﬁbromyalgla. The .

Dipformate Ararican Board crAnas!hnsmiogy Co



" ltem9

- . Page74 .

March 30,2012 . . RE Tofin R. Baird, MD . Page2

: cons1derahon was for Iaboratory mvestl gations, treatment W’lﬂl female hormones trial of Lynca
75 mg twice a day, consider Lunesta for sleep, consider Duragesic or Opana extended release for
pain, con51derer Vyvanse trial for ﬁbro fo 3 and ADD symptoms and foﬂow Llp m one week

COMI\/[ENTS Thoro is no mentLon of the patient’s prior narcotic experience: but there was
‘already consideration of Duragesm or Opana ER. It is quite surpnsmg that the initial agsessment -
did not include a commentary on the patient’s prior narcotic experience before a decision Was -
‘made to cons1der Duragesm or Ooana ER treatment : :

.. The next follow-up v151t was on 04!17/2008 The panent’s vital s1gns were normal The pain
score was 8 om a scale of 10, The impression was hypothyroid and the decision was to increase
the Armour to 90 mg per day. The menopausal symptoms were treated with Estradiol 40/2.5 cc ™
~ one cc IM injection. Fibromyalgia to start on anxiolytic with Klonopin for sleep and to give a
trial of methadone 10 mg q.8 h. and to increase Lyrlca as tolerated to 100 'mg b.i.d. and vitamin

D 50,000 units weekly. _ | 7 _ _
COMMENTS: Once’ again there is no deﬁmte mention of the panent’ 5 previous narcotic

experience in the commentary and the patient was_started on_fairly mgmﬁcant doses of
methadone 10 mg every 8 hours.

'I‘.he ‘Next follow-up visit was on’ 05/16/2008. Of course, the diagnosis from 1997 was
fibromyalgia. - The patient was already on methadone. The current medication regimen was
~continued. Aquatherapy was recommended. The patient did not have any side effects from -
‘methadone and it was noted that the KASPER and urine drug screen were consistent. The
' patient had nocturnal myoclonus and recormrmended magnesium 500 mg at night. The patient
had insomnia. A trial of Ambien was started at that time. Menopausal symptoms were treated
: With Estradiol IM injection and for mood disorder a trial of Cymbalta 30 mg daily was started.

'I'he next follow-up visit was on 06/17/2008. The pain score was 6 on a scale of 10. Vlta.l signs
were umremarkable. The patient had no side effects on methadone. The patient apparently had
nightmares from Cymbalta. Insomnia improved with Ambien. Nocturnal myoclonus improved
with magnesium. Mood disorder, started on Effexor XR 75 mg dEIll}' Menopausal symptoms
were treated again with IM mjecuon of Estradiol.

The next follow-up visit was agam in one month on O7/07f2008 This time here again, she was
feelmg better even though the pain level recorded was 6 on a scale of 10. B12 injection was

given for fatigue. Methadone was refilled. Ambien was refilled. There was a question of &
fanny thing. that was on 06/10/2008 the patient took one of her sister’s Soma and it helped, Tt is

stated that the Effexor, Pristiq and Cymbalta did not help. but the Soma helped. Therefore, the

patient’s impression seems to be that Ambien and Soma are better and I believe the doctor
agreed to nrescnbe Soma.

COMMENTS I do not understand the rationale of introduoiﬁg another drue which seems 1o be

- yery ;@pular in the commum{;z, but is one of guestionable pharmacolog'cal and therapeutic

significance in my personal opinion.
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" The next foﬂow~up visit was on 03/13/2003 No parhcular yemarks could be made, The pain
. score was 6 on a scale of 10, The methadene dose was increased from three doses o four doses,
~ that was 10 mg four tlmes a day The Soma, Zoloﬁ and Ambien. Were contmued ‘

The next visit was on 09/09/2008 The pam score was 6 on'a scale of 10. This time tha_ ,
methadone was increased to gne or twa ¢.6 A. p.r.n. and 180 doses were prescribed for 30 days.
That meant the patient can fake 60 mg per dav .

The next V].Sl't was on 10/09/2008 Thls time the pain level was 4 on a scale of 10. This time the
methadone was mcreased to 10 mg g. 3h, that was 8 doses per dav szm‘ was 80 mg of

methad’one '

| COMMENT From a period of 08/ 18/2008 to 10/09/2008 that was a pcnod of 60 days thc

" patient’s methadone was increased from 3 doses per day to 8 doses per day. When it was

increased to 8 doses per day the patient’s pain score was 4 on a scale of 10, I personally think
this was a huge dose increase of a very potent pain medication in a shost period of time, To say
" the least, it looked like methadone was going out of style and I do not see the medical rationale
in increasing the dose of such potent 0p101c1 medication at such high rates. There was no
documentation of justification in increasing the dose at such a rate in a chronic musculoskeletal
pain sitnation. The medical records do not indicate the justification in my opinion on 08/1 8/2008
or 09/09/2008 or 10/09/2008, except on 10/09/2008 it was stated that the patient was requesting
. an increase of methadone ﬁom 6 daily doses to 8 daily doses for befter pain management, It

does not make sense.

The next fo]low~up visit was on 11/06/2008 The pam score was 4ona scale of 10. This time
the methadone was not increased.

The noxt visit was on 12/08/2008. Stable on medicaﬁoo in spite of cold weather,

Next visit was on 01/09/2009. This time the only significant change was that the patient was
undergoing a divorce after e1ght years The pain level was 6 on a scale of 10

The next visit was on 02/09/2(}09 The pam score was 5 ona’ scale of 10. No cha.nge

The next VlSlt was on 03/09/2009 The pain. scale was 5ona scalc of 10. At this time it was
mentioned she was markedly warse off Lyrica which Humana refused to fill. The pain level was
5, even though the patient was worse. At this time Dr. Baird apparently discussed OxyContin
protocol and the new drug Savella. The patient’s vital signs were not abnormal. There was no
change in vital signs. The physical examination was unchanged. The impression was
fibromyalgia, A imal of OxyContin and Neurontin with- followup in one month was
recommended. Even thongh OxyContin was discussed, methadone was refilled. Apparently in
retrospect no prescription for OxyContin was ertten. because the. patient forgot to eall for the

prescmmon of OxyContin.

COMMENTS: It appears that neither the doctor nor the patient thought it was such an urgent
thing to prescribe the OxyContin. If it was such an urgent thing, either the patient or the doctor
should have remembered to make the preseription. The fact that the patient did not call indicates
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that thls natlent 8 musculoskeletal pain did not require such mtense nmega doses of op1e1d
treatment. I have not come across a pat:tent in my enhre practice who foxgot to call for a pam' _
medlca’uon it they needed one. - .

 ‘The riext follow—up VLSlt was on 04/09/2009 Tb.ls time str:angely the pam level was 4 on a sca.le _
of 10_and the OxyContin was no more discussed. The Neurontin was stopped because of side-
_ cffects and was changed to Lyrica. The methadone was continued.. A trial of Amltxza for

. constpauon was recommended and Adderall for ADD was recammended ' o

The next follow»up visit was on 05/04/2009 The pain level was 5 on a scale of 10, She was
taking methadone 10 mg 8 doses per day. She was also taking Adderall for ADD with no side
effects. Sleep was good. Bnergy level was fair. Her overall function was moderately affected
by the pain and fatigue. She was going to be tried on Savella. The patient was already on '
Zolofl. She was not approved for Lync& The side effects of Neurontin were continuing., But
‘here the mpressmnfplan states insurance had denied Lyrica desplte side effects to Lyrica and her
symptoms are worsened with increasing suffering. Tbelieve this is a typo or a dictation which
was not corrected, even though it was signed. I am suré the physician meant side effects of -
_ Neurontin not Lyrica. In any case, the patient was on a sufficient amount of mechcahon so I do

- not think the patient suffered here because of the lack of medlcatlon .

The next follow-up visit was on 06/0 1/2009 Here the pam level was 4 on a scale of 10. Now
she was better on Savella and methadone but then the physician states that her pain is worse

whﬂeshe1soffL ica.

) COMI\AENTS Thls is very hard for me o understand On the one side the physmian states her

* pain level is 4 on a scale of 10 and she is better with Savella and methadone and then he states
“that she is worse off without Lyrica. I do not know what Dr. Baird is uymg to prove «or disprove.
It isnot worth it for me to mvestlgate because I Would not find out.

The next fo]low—up visit was on 07/06/2009. ThlS time the pain level was 5 on a scale of 10.
She was on Savellz and methadorie. She was also on Adderall for ADD with no side effects.
. The plan was to continve the current plan. She had constipation due to dysmotility and she
" claimed to have an evaluation of the GI system. She was still off the Lynca This is the end of

chalt one,

. CHART TWO ' . o - '
We will now go to chart two 011_ The patient is a 58-year-old now. This chart
two is from 08/04/2009 to 09/10/2010. .

The first follow-up visit was on 08/04/2009, Of course, this was for chronic pain syndrome with
this time osteoarthritis and fibromyalgia. Continue current medication and stay active. She also
had ADD. Changed Adderall to extended release, that was XR. The pain level was 5 on a scale
of 10, No change in vital signs. No change in physical examination findings,

The next follow-up visit was on 09/04/2009. This time the pain level was 4 on a scale of 10.
This time the diagnosis of jrritable bowel syndrome had been added.  She was on probiotic and
going to cons1der Xifaxan 200 mg bi.d. for 7 days and rotation diet. Her fibromyalgia was
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-domg Weﬂ with methadone wﬂ;h no 51de eﬁoots UDS was good ADD domg well with -
Adderall: : - ,

 The next follow-up visit was on 10/05/2009 Again ﬁbromyalgxa was domg wcll T_I:Lere was no
problem with UDS.. Request:mg copy of EKG ADD domg well. Tho pam levol was ¢ on a

* scale of 10. Vltal 51gns normal..

The next follow—up wsrc was on 10/05/2009. Hero the pam score was 0, Flbromyalgw. was’
domg we]l Cun:ent regjmen good No side effects EKG fine. UDS ﬁno '

Next follow—up visit was on 10/20/2009 Here pain score was 10 on a scale of 10. This ¥ was . .
from.the flare in her lower back and legs. ‘She was on methadone 80 mg, Cymbaita and Adderall '
with no side effects. She took a Medrol Dosepak which did nothelp. This time the treatment
_was changed, In addition to all of the above medications, she was put on Percocet 10/325 mg
and was to be followed in two wecks The note states that the patient had tried hydrocodone
before, so try Percocet this time. No mention of the starting dose, except to start her on Percocet
325 mg. When I looked at the KASPER, the starting doge was 10 mg of Percooet 8 doses pet
day. The prescription read Percocet 10/325 mg, 120, two g, 46h

COMI\/_[ENTS 1 do not know why the record did not indicate what the starting dose should be. T
do not know why one has to start on such a mega dose of two g.4-6 h. The patient is on large
doses of methadone, being given the liberty to start with a humongous dose without any -
~ explanation whatsoever. I cannot for the life of me understand the rationale here and what this
- physician was thinking or what was the basis of his starting the patient on a large dose of
medication in a patient who was already on mege doses of methadone More comments here to

follow later

The riext follow-up visit was on 11/02/2009. This time the pain score was 5 on a scale of 10, It
states that the patient had osteoarthritis and ﬁbromyalgla and she was here for followup. Her
knee was fee]mg better after a few days of pain. Her pain was now more in the back, Her pain
level was 5 on a scale of 10. She was on methadone, Cymbalta and Adderall with no side
effects. She was due to methadone refill with Percocét not helping her much, The conclusion in
the chart states impression/plan, fibromyalgia was doing better and back on her usual pam
' medications with no aberrant behavior.

COMIVIENTS I do not know why this patient was asked to come back m’ two weeks for a
follow-up visit if no remark was really made what the Percocet did for her in detail and what was
the purpose_of her coming back in two weeks if this was not mentioned. It looks like the
‘physician had the right intert, but did not execute the purpose of the intent in the medical record.

The next visit was on 11/30/2009. This time the impression was chronic pajo synd:ome with
fibromyalgie. The pain level was 5 on a scale of 10. She was doing well with methadone, but
needed Percocet for breakthrough pain and will continue stimulant. Will change back to

Adderall non tLI]lC releaso

COMMENTS Here again I see the indication that the patient needs frequont stimulation rather
than pain relief. The patient does not like the time release Adderall and the patient nceded
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frequent doses of Percocet, not the constant pain relief with methadone. The pain management
physician should have gotten the message from the patient that she preferred the immediate .
release form of medication rather than the time release. That was a definite indication what the
patient was Iookmg for. Obvyiously it was missed; at least that is oy personal opinion. I do not
think there was anything wrong in that situation. It Would have been a valuable pomt in: the

Iong~term care of panents

The next v131t was o1 12/28/2009 This time she was domg well.. The pain level was 3 on a
scale of 10, She was doing well with Adderall immediate release form. Chronic pain syndroma
and fibromyalgia doing well also with the current reglmen Wlth occasmnal u-ntablc bowel
syndrome Vital mgns normal No change : . .

The next visit was on 01/2’!/2010 The. pain Ievel was 5 ona scale of 10 The same Vl'tﬂ.l signs
basically. The patient’s pain appa,renﬂy was ‘worse with cold weather, but everything else
seemed 10 be okay, except that she was in a mini flare. The blood pressure was 160/80, The
impression/plan said ADD, watch blood pressure with Adderall not taken today, but feels bad. T
am not sure what the physiciar meant by this. I did not see anything really wrong with the vital
signs. For fibromyalgia she was supposed to be in a mini flare with continued pain medications
and absence of side effects with trial of OxyContin at night for severe pain that helps her sister.
There are o more details about this, except the comment that her sister seems to be helped with

OxyContin and Dr. Baird is going to try OxyContin on this paﬁent because it helps her sister.

This is for the ﬁbromyalgla flare. Hopcfully we Wlll see. the result in the next follow~up visit.

_ The next follow-up visit was on 02!22/20 10. Obv1ously the patient is 58 years old now. She is
in a flare due to cold weather, She takes methadone 80 mg per day, that is 8 doses of 10 mg.
She takes OxyContin at night. Obviously the OxyContin was prescribed for night during the last
visit. The blood pressure was checked today and it was 120/80, as opposed to the previous:
month blood pressure which was 160/80. There was only a change in the systolic blood
pressure, not in the diastolic blood pressure. When compared fo the previous visit, the pulse rate
was 80 and this time the pulse rate was 80, but systolic blood pressire had come down. 1 cannot
attach much significance to this myself, Otherwise, everything scemed fo be in good order. This
particular visit does not indicate a pain level, whereas all of the others did indicate a pain level,
* except it says she is in a flare due to cold weather, but the blood pressure had come down and
- that indicated that her pain was better to me at least. The OxyContin dose level was not noted in
the chart, but if the patient was in a flare and fthe blood pressure had come down, and it was
better and OxyConilu was helping and if her slesp was good, but the problem she has was low
energy, night sweats, nightmarés and moderate fanctional loss, but the patusnt was off her sleep
medications and it was written to see the pain sheet, Unfortunately, the pain sheet was only half
filled and it looked like everything seemed to be better in the pain sheet, at least from what I can
read. In other words, one cannot: ai:tach too much’ mpoﬁance to the medical records as

documentﬂd.

The next visit was on 03/22/2010. This time her pain level was 4 on a scale of 10 She was
taking methadone 80 mg, Cymbalta 60 mg, and overall function was good. She was taking
OxyContin 40 mg q.12 h., Percocet 10/325 mg four per day and that seemed to be a huge dose of
medication. In momhme eqmvalent it was an equivalent of 420 per. day. Tbat was methadone 80




tems

Page 79

';Marchao 2012 - RE: Io]mR Baird, MD | I Page?.

mg per day, OxyContm 80 mg per day and on top of that Pcrcocet 40 mg per day Both the

physician and the, patient seemed to be happy.

' The next visit was on 04/19/2010. The pam score was 5 on a scale of 10. Vital s1gns were -

perfecﬂy normal. Plcture perfect The paﬁcnt was doing Well

The next visit was on OS/ 14/2010. Herc agam the _pam score was 5 on a scale of 10 Everythmg

‘was pictire perfect.

The next visit was on 06/14/2010, The pain level was 4 on a scale of 18, Here she was on
OxyContin 40 mg daily, Percocet 10 mg four per day, methadone 10 mg eight per day. Here the
patient’s blood pressure was 150/100, pulse 70 and respirations 15. The recommendation was to
check the blood pressure and ifit remams hlgh to go off, I beheve, the mechcauon for ADD

The’ next v151t was on 07/12!2010 Here the pat:lent had a pain level of 5 on a scale of 10 She

was taking OxyContin 40 mg daily, Percocet four per day, methadone 10 mg eight per day She

was doing fine. She was gefting estrogen gel for menopausal symptoms. She was going to be
: resta:ted on ’fhyrmd and was on Adderall. Vital mgﬂs were perfect. _

' The next visit was on 08/1 1/2010, The pam level was 8 on a scale of 10. Apparanﬂy she went
on vacation and left her pain medication at the hofel, so she went through withdrawal and had to

" go 1o the hospital for morphine IV. The patlent had no pain medication except Cymbalta when

the patient was seen in the office. When seen in the office, the pat1ent had been in withdrawal
with diarrhea, chills; nausea and cramps and was given a refill on pain medication and was urine
drug screened. The patient was kept off her Adderall because her blood pressure was 140/90

because of whatever reason, It was thought it was from the Adderall. Most likely 1t was from -

the withdrawal, but no rationale was given except reaction.

The next visit was on 09/10/2010. Here the pain score was 7 on a scale of 10. Nothing was |

‘mentioned about the previous month’s withdrawal symptoms, but her UDS was fine at that time,
even though she was not on any particular medication or she had not taken her medication. IHer

leg pain was increased due fo flare and the weather. She lost some weight, She apparently had a

" motor Vehlcle accident and lost her car, but no further details about this were mentioned,

COMMENTS: It is surprising that the patient totaled her car and lost her car when she was

traveling and she had withdrawal symptoms when the patient was seen in the office lasttime. Tt
is rezlly surprising. It was also stated that the patient wanted to use Addera]l once per day
because her bloed pressure is fine at home apparently,

Here we have a situation where 'thc patient had a confluence of things that she missed or lost her
drugs in the hotel where she stayed, when she was in drug withdrawal, then she totaled her car.'

and no comments were made. More on this in summation.

CHART THREE: _1s from 10/11/2010 to 12/08/2011.

The next follow-wp visit was on 10/11/2010. Vital signs were perfectly normal. Pain level was 3
on a scale of 10. She was doing fine with the current regimen. She was taking Percocet 10 mg
four per day, OxyConﬁn 40 mg at bedtime and methadone 10 mg eight per day.
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The next visit was on 11/08/2010 Here the pain level was 5 on a scale of 10, The panent was ’
"doing well. Vital signs were perfect. Clea.n asa wlustle Medlcaimns same. _

Next visit was on 12/06/2010 The pain Ievfel Was 4 ona scale of 10 She was usmg the same _
medlcatlou

Next V1S:Lt was on 01/07/2011 ’I‘he pam Jevel was 5 on a scale of 10. V1tal 51gns perfect '
_Medlcatxons samie. i | .

The next v131t was on 02/07/2011. ’I‘he pain Ievel Was 6 on a scale of 10 It stated that she had
70% relief. Vital SIgns wete perfect, - . ,

The next v_1s1t was on 0_3/07/2011 The pam level was 5 on a scale of 10. This time she was
unable to afford Cymbalta. She had a flare of pain so the Cymbalta was changed to Effexor 75
- mg twice a day. Now the patient was gomg to ﬁll out dlsabﬂlty paperwork

The next visit was on 04/1 1!2011 The pain level was 4 on a scale of 10, She was mkmg
methadone 10 mg eight per day, Percocet 10 mg four per day, OxyContln 40 mg at bedtime with
good relief; but the mpressmnfplan stated may need to change the OxyContin to 80 mg for better
 pain relief with refill. UDS today with need to continue pain medications with improvement in

function. This does not make sense. Even though the nnpressmnfplan stated 1o change to
OxyContin 80 mg, the KASPER review and the prescription review do not show that the

OxyContin was mcreased to 80 g, Therefore, I cannot explam the doctor’s statement,

The next visit was on, 05/ 10/2012 It states that the patient was domg some work with her
brother and she was enjoying it. The paim now is well controlled with the visual analog scals
rate 6 on a scale of 10,. Methadone 10 mg eight per day, OxyContin 40 mg at bedtime, Percocet
10, dose unknown, Adderall for ADD with no side effects. The impression states that the patient
going back to work seemed to have helped her, even though there was flare with the weather.
The impression also stated that she was feeling better with Adderall.

The next visit Was on 06/08/2011.' She had a pain level of 6 on a scale of 10. She remained
- disabled and the doctor encouraged her fo remain active. Pain level was 6. No medication
- change. It appeared that there was 50% relicf, but the vital signs were perfect. Clean as a
whistle.

The next visit was on 07/06/2011. The patient was in for followup. She had sleep problems.

She used more Percocet and she keeps running out of Percocet, but her sister uses Opana and the
patient wants to try this with the OxyContin not working very well at all. Pain level was 7on a

scale of 10. Methadone was eight per day. The pain was less relief with OxyContin and
Percocet. -Function, sleep and mood poor. The plan was to change OxyContin to Opana with
continued use of methadone; but no mention of what dose or how gradual the change was not
wriften in the record. Also, there was no mention of whether a pill count was done or UDS was

done to see why the patient’s medication intake was not helping, just to change from one set of

huge doses of medication to another type. More comments in summeation,
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- The next visit was on 08/05/2011 I-Iere the fomlat of the medmal record had changed and it

* seemed to be more detailed in a decent format, There was more history written here, even in the
follow-up visit, including family hisfory and previous history. The medications were listed and

“on 08/05/2011 the medications were vitamins, Adderall 10 mg b.i.d, OzyContin 40 mg once
daﬂy, Percocet 10 mg or 6-8 per day, methadone 10 mg 6—8 per day, Axmmonr 90 mg per day, .

Berityl 30 mg daily, Soma. 350 mg q.8 h., Amnbien 10 mg, Physical examination was normal.

" Here it stated that she had more pain while she was on QOpana, Again, the dose of Opana was

not specified; but the patLent requested that the Opana trial did not work and she wanted to go
_back on her previous regtmen that was the OxyContm Peroooct and meth&done It looks lﬂs:e

that was done

' The next visit Was on 09/06/2011 On 09/ 06/2011 it statcd that the Datlent had failed the Onana
and OxyContin, so the plan was to add Duragesic 25 to the methadone and Percocet, Adderall
and Soma, The pain was worse at night. The plan bere was for 25 mcg fentanyl patch,
methadone and Percocet. Once again, no formula or methodology as'to how 25 meg of fentanyl
per hour had been detarrmncd to replace the OxvContin or Opana was sf.'ated

2 .Thc next visit was on 10/06/2011, Here therc were normal vital signs, except the respiratory rate -

was 20. The patient’s weight was recorded to be 147, blood pressure normal at 120/80 and pulse

80. The medication was methadone 10 mg eight per day, Duragesic 25 every 3 days, Percocet 10
mg eight per day, Adderell also. Here we have methadone eight per day, Duragesw 25 and
Percocet now eight per day and not four and then the Duragesic.

COMZ[\fIENTS Obviously even thoug[_: the OxyContin was dlscontlnucd, 1t Was subsututed b}[
another dose of Percocet 40 g,

Thc next visit was on 11/09/2011. Here nothmg really bad changed except the pahent bad been
domg well with her current regimern.

The next visit was on 01/04/2012 Here therc is anote in the medical record in addltmn to Dr, .

John Baird that APRN, Bridget Buckman was added to the list in the medical team. The patzcnt
was doing fine or better or fair. Since her pain was 8 on a scale of 10, they were going to
increase Duragegm to 50 meg q.3 days. Methadone and Percocet were continuing. Menopausal

symptoms were treated With hormgnes Drug screen was done.

The last visit on rhe chart was on 12/08/2011. This was the last follow-up note. At this time
obviously the lady was 59 years old. Pain was 5 on a scale of 10. She was on methadone,
Percocet and Duragesic patch. She had stress over money and was unable to work. She was

taking Ambien, vitamins, methadone 10 mg six to eight per day, Armour 90 mg, Adderall 10 mg

twice a day, Percocet 10 mg six to eight per day, Pepcid 30 mg daily and Soma 350 q.8 h
Obviously the patient’s mega dose medication management continued.

This has completed the charts one, two and three on— and the comuments on the
entire medical record dre as follows: : : .

This lady was 57 to 58 years old. She had the diagﬁosis of .ﬁbromyaigii and. possibly

osteoarthritis, female menopausal symptoms and guestion of chronic fatigue or attention deficit
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 disorder. I do not know Whether chromc fatigue was chronic fatIgue sy.udrome or whether her '_
attention deﬁc1t dlSOl’del was depressmn ‘from the mega doses of op101d medications she was

takmg

~ These follomng comments are in addlhon to my general comments regardmg the use of op101d '
7 medlcahon in general which is in the ﬁnal summa’aon

_Speolﬁoally in this lady, when methadone was started she was started on 10 mg three imes a day
nght off the bat. [ am not sure such heavy doses were necessary in a palient whose weight was.
in the 140 range. It was so surprising that in the initial assessment the patient’s initial narcotic .
experience had not been documented to any degree of elaboration.  That is an adverse remark
against the physician and it is a serious adverse remark. This patient could have been started on
* dose such as 5 mg of methadone three times a day, if not even a lesser amount, for chronic
musculoskeletal pain, unless the patient had been narcotic tolerant. Even if the patient were '
- percofic tolerant, the startmg dose of methadone did not have o be 10 mg three times a day

_Stralght off the bat. -

In addmon, it does not appear to be any problem for ﬂ’llS partlcular physician to treat patients
with large doses of opioids by any stretch of the imagination, Say for example, I calculated the -
morphine equivalent of the dose of opioids this patient was receiving on 03/22/2010. The -
calculation indicated that she was. feceiving a morphine equivalent of 420, when all of the
narcotics she was getting were put together. On top of that, she mlght have been geti:mg other
depressant drugs such as Ambien and/or Soma. ‘

OTHER COMMENTS: The patient was tried on Opana ER, and here again the patient was tried
on extended release Opana all on a sudden rather then a trial of immediate acting or immediate
release Opana on a dose titration as the manufacturer has recommended. Obviously Dr. Baird is

very familiar with these drugs, but he stralght away went to try Opana extended release because
‘the patient’s sister had experience with using Opana and the patient’s OxyContin was not
working and, therefore, he thought it was ‘appropriate to try Opana. This dosage did not work out
after a one-month trial, which was a brief trial. I, for that matter, would not do it that way. I
would try Opana immediate release around the clock for at least a month before starting
somebody on extended release medication.

. The other situation which.I came across is the escalation of dose. Say for example, on
09/09/2008 the pain score was 6 on & scale of 10 and the patient was taking methadone 10 mg six
per day. On 10/09/2008 the pain score was 4 on a scale of 10. In spite of the pain score coming
down, the patient was given methadone 10 mg eight per day. That means there was an increase
in the dose of methadone when the pain was less according to the medical record. In a period of
two months the paiient’s dose of methadone was raised from 40 meg per day to 80 me per day.
That is a 100% increase for reasons that are not explained in the medical record. . When using
opioids, espeemlly when the dosage is doubled in a short penod of tinze, there has to be some
justification. It is very well known that such dose escalation in short periods of time will be -
adversely: affecting the patient in the Jong term in Iong-tenn pain management. By the same
token, on 10/2072009 the patient for whatever reason had a pain score of 10 on a scale of 10. At
that time the patient was taking methadone 80 mg, Adderall and Cymbalta. The medical record
states that the patient had had hydrocodone before therefore, Percocet would be tuecL Atthis
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mne thc starugg dose was IO/325 me of Pexcocet and the KASPER mdlcates that it was started -
" on 10 mg eight per dav The prescription read 10 me, 180, take.one to two q. 4~6 h. p.o. on a

prn. basis. That is giving the patlent exposure fo a faiily large dose of Percocet in a dangerous
‘way. The patient could have been given a dose in a simpler format, such as one q.4 h. on an as-

needed basis, so that the patient would not have the risk of overdosing. How would the patient
* know how to titrate if a wide latitude of dosmg was prescribed. This patlent also was faking at
the same time Ambien at bedtime and Soma 350 mg q.8 h. This patient was on multiple drug -
therapy and the physician should have been more careful in exposing the pat1ent to another
' depressant drug which has definite implication when adding onto preexisting doses, especially
. when patent drugs are used. Tt is always better to err on the side of being a lower dose then a
- higher dose.” My comment is that the physician should have used a better caution and discretion
in this matter. It is the wrong way of challenging a patwnt’s opioid toleranoe by issuing a large -
' dosc prcscrlptlon ‘

A couple more notes on the medjcal Iecord keepi ing and follow-up v1s1ts On quite a few of the
follow-up nofes on multiple occasions the vital signs appeared to be the same, such as the -
respiratory rate either 15 per minute or pulsSe raie 80 per ininwte on repeated visits where blood
pressure basically was the same. As someone who has been recor’di:ug patient vital signs for over
50 years as an anesthesiologist in all sorts of circumstances, it is very difficult to see exactly the
same vitals on tepeated follow-up notes on patients. This has to be very unustal, Iam not trying
to question the integrity of the person who keeps the medical records, butto me it looks very
unusual that you can reproduce the same figures on each visit with the same patient.

The patient who is on large doses of opioid medication and other medications, including
sedatives, hypnotics and stimulants, the body weight and height are not recorded for many years
~ in atow. The first page I could find the body weight was on the urine drug testing report, which
was recorded by the person who filled up that form. It was not included in the medical records
until a few years had passed after the patient was enrolled in the medical records.

The other comineht that I have is that there is nowhere in the medical record a detailed repert
about the KASPER review had been entered. I am sure Dr. Baird had looked at the KASPER,
" but I have not seen a comment on the KASPER except the KASPER and UDS are consistent.

The final comment I have about this record is not about the mega doses of opioid medication this
‘patient had, but the report on 09/10/2010 when there is a note that the patient lost the automobile
from an automobile accident where she totaled the car. One visit before that the patient had lost
* her medication in the hotel where she was staying while on vacation. When the patient was seen
in the office she was suffering from major drug withdrawal symptoms. The question had not
been raised whether the automobile accident happened while she was driving or someone else
was ddving, whether any dmgs were involved and sny adjimct medication which the patient was
prescribed or any other medication which the patient was taking were involved or whether
someone else was driving or if there was any alcobol involved.: None of these were mentioned
and I think it would have served useful purpose when these things come to whether any of those
were involved, especially when the Dr. Baird was prescribing for this patient a combination of
mefhadone, oxycodone, Ambien, Soma and other drugs which have a bearing on her ability to.
focus, concentrate and take necessary action in times of fright and flight It would have been
nice and it would have shown that Dr. Baird is a knowledgeable physician in the field of
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prescribing 0p101d mechcatlon i he had thought ‘about it and made a note about whether the
medications the patient was taking while she was driving or the-accident occurred were involved,
- or whether she was driving at all when this bappened. If she was net driving, it would have been

entered in the medical record, which would have been gven better for everyone concerned. The
fact that nothing was mentioned, except to state that the loss of automobile mcreased her anxletv ‘

is an moomplete medlcal reoord
PATIENT TWO

08/29/2008 to 08/26/2010 Chart numbf:r two starts ﬂom 09/20/2010 to 01/23/2012.

CHART ONE:’

The first visit was on 08/29/2008.. The patient was seen for evaluation and treatment for

fibromyalgia of eight plus years duration, or havmg had the diagnosis that long. " The initial
" history indicates a multitude of symptoms of major psychiatric fllness for which she was on
Prozac with stable mood. She had a history of DVT and she was on Coumadm. She had a
history of having had sexual abuse and current marital problems at the time when Dr. Baird saw
her. She had a history of mitral valve prolapse, . cardiomiyopathy, migraine headaches,

gastroesophagéal reflux disease, hiafal hernis, cervical degenerative disk disease, lur_nbar _

- degenerative disk disease, temporomandibular joint disease. pelvic pain, anxiety disorder, stc.

The patient was on Darvocet N100, Prozac, Ambien and Coumadin.. She was 5°5” tall and
" weighed 188 pounds. There was a cardiac diagnosis of mitral valve prolapse.- There was 1o

arthythmia and no mmrmur present. The findings were that she met the ACR criteria for |

fibromvalgia and there were no objective findings for any other disease for which she had a

plethora of symptoms. The plan according to Dr. Baird was to start aquatherapy, start on Lyrica
and to see her in-three to four weeks. The record indicates that she was on Darvocet, Prozac,

warfarin, Ambien, atenolol, Nexium, Singulair, Zyrtec, Combigan, Mucinex, Azor and Prevacid,
but not en any opioid madmatlon. o

: The next foIIow-up visit was on 09/22/2008. The impression was ﬁbromyalgla, Hashlmoto s
disease, manic depressive symptoms and the plan was to have a frial of Armour, thyroid
hormone supplement, female hormone supplement, vitamin D, change the Prozac to Cymbalta
and increase the dose of Ly'nca at night and then to follow up in three weeks, The pain level was
5 on a scale of 10, The vital sipns were just perfect. There were no other physmal examination

findings.

The next fo]low~up visit was on 10/22/2008. This was a follow-up visit. Flbromyalgm was
better. Manic depressive symptoms and she was startcd ou Testadiol.

The next follow-up visit was on 01/20/2009. The pain score was & on a scale of 10, The
diagnosis of attention deficit disorder was added. Her mood had been fine. No real explanation

for the good mood, the attention deficit disorder, but was started on Vyvanse 50 mg daily. Her
fibromyalgia and the Hashimoto’s were doing well. Vital signs were perfect: Physical

This paﬁeni s record isin tWO separa’cc charts, cha:t one and chart two, The first chart starts from :
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examination was pcrfect ex::ept that she had mmnnal right fOlIl‘ﬂil rib dysflmctlon probably from
coughmg ﬁ-om broachltls No Speclﬁc treatment or X-rays Were done Ibelieve. - _

The next fo]low~up v131t was on 03/ 18 2009, In smtc of havmg a lot of nroblems. mcludmg n0
* electric power for up to_eight days, her energy level was befter. She had less brain fog. She had
a pain score of 2 on a scale of 10 and she did not have her hormoné prescription filled. She was
* off Cymbalta, but back to Prozac and her attention deficit disorder apparenﬂy was stﬂl ongomg ‘
She was to continue on her Vyvanse o , -

The next follow~up visit was on 03/ 18/2009, Pam score was 7 on a scale of 10.  She contirued
to have normal vital signs, the seme as before. Physical examination was not changed. . She had
somé pain in the left arm where she had the hormone shot. The plan was to' continue the
Vyvanse and the hormone treatmcut, etc No partlcular change was done Overall she Was doing

well,

Next foIlow~up visit was on 04/21/2009 Headache resolved Mood disorder continued., Pam
fevel, body pain, 7 on a scale of 10. _The decision was made to add hydrocodone for increased
pain and she was advised fo stay active. She was started on hydrocodone 10/325 mg two a day.
There was no particular reason given for the decision to give “hydrocodone 10 mg twice a day. I
am not quite sure how this was done because one dose does not cover 12 hours as far as I know
- Maybe she only has pain for a few hours a day. 'Ilns was not explamed inthe record

The next follow-up visit was on 05/ 18/2009. The diagnosis again ‘was chromic pain syndroine

with headaches and fibromyalgia with high stress and there was nothing really abnormal in the
Wmmme1ﬁTmmforeﬁehwﬁMMﬁ

improved after treatment and the mcdlcauon wag continued. ‘

- The next fo]low-up visit on 06/17/2009. Agam no change. Vital signs again were basmally the
same. Diagposis the same. The medications were not changed, including the medication for

ADD.

The next follow-up visit was on 07/16/2009. Here again the vital signs were perfectly normal as
before. Physical examination did not change very much. The pain score was 6 on a scale of 10..
The patient was on VyVanse for ADD and the question was raised whether this needed to

~ continue because of heart racing, but there was no indication in the vital signs. The chronic pain
syndrome with headache and fibromyalgia. Myalgia was the same. No aberrant bebavior.
Good pain control. Hyperthyroidism was treated. Vitamin B level was replaced. Coumadin’
level was fine. Hyperlipidemia was treated with krill oil and high fiber dief, etc. It looks liks
Dr. Baird is able to treat symptoms like hyperlipidemia also, not only pain management.

The next follow-up. visit was on 08/13/2009. The pain score was 3 on a scale of 10. The patient
apparently had headaches due to mold. Fibromyalgia was doing well. ADD continued on
VVyvause Here again the vxtal signs were perfecﬂy normal and the same as before. '

The next follow-up visit was on 09/ 15/2009 The pam score was 5 on a scale of 10. There was
no problem.
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The sﬁbséquent follow-up ﬁisit-.was on 10/ 15/20091, The pain score _‘v\:fa.s Sona sdaié of 10, The

patient had some increase of pain because of the cold weather, but UDS was okay and ADD was . -

treated well. Therc was good pain relief with hydrocodone. This time it states the hydrocodosne
was two to three per day. Jt provided good pain relief also. The patient apparently wanted to go
off the Vyvanse due to fear. S ' . o :
* The next follow-up visit was on 11/17/2009. This time the ADD was bothering her and the
Vyvanse was to be started again. The fibromyalgia pain was well controlled. Once again the '
vital signs were just perfect. : T . . o

The next follow-up visit was on 01/13/2010. This time the patient was off the hydrocodone due-
to missed appointment. She was placed back on hydrocodone with no side effects, The Vyvanse
was restarted. Of conrse, the pain score was 1 on a scale of 10. This was interesting in that this
was even when the patient was not on hydrocodorne. _One always wonders why the hydrocodone

had to bc restarted.

‘SﬂBSequenf; follow-up visit was on 02/1 2/2010. Everything was the same. The vital signs were
perfectly normal. The pain score was 7 on a scale of 10, ' ‘ : ,

" The next follow-up visit was on 03/10/2010. At this time the paticat had a DVT problem with
clotting disorder and they were going to check PT/INR levels. Mood disorder seemed to have
* reappeared and they were going to start her on Wellbutrin 100 mg trial bi.d. Vyvanse was
continued for ADD. The fibromyalgia pain was worse due to colder weather, Her mood was
terrible. Apparently there was reason why the paih was even worse because of issues with her

teeth, but no details were given.

The-next visit was on 04/13/2010. This time the pain score was 8 on a scale of 10.  The vitals
were perfectly normal as before. This time she was started on Neurontin-300 to 600 mg at
bedtime for the fibromyalgia. The mood disorder was due to stress and there was a plan to
reduce the Wellbufrin, There was a flare of IBS. The Vyvanse was to contimue, Thyroid and -
vitamin B treatments continued. There was going to be a sleep study done for assessment of
fatigue. ' ' '

The next follow-up visit was on 05/13/2010. This time the pain score was 6 on a scale of 10.
Vital signs were perfect as before. - She was given a Medrol Dosepak for whatever. Sleep study
was still not reported. ADD was to continue and mood disorder. Apparently she was worse after
being off of the Wellbutrin and so the Cymbalta was increased fo 90 mg. '

The next follow-up visit was on 06/10/2010. This time the pain score was § on a scale of 10.
The plan was to continuc the same treatment, but to consider chiropractic treatment on top.- '

The next follow-up visit was on 07/12/2010. This time the pain score was apparently not
recorded, but the hydrocodone use had gone up to 10/325 mg six per day with no side effects,
along with Lyrica. The vital signs were agein perfectly normal as before. - She was getting
physical therapy at Baptist East Hospital. Wellbutrin was now helping. This time work shift
disorder was diagnosed and a trial of Nuvigil 150 mg per day was started. : ‘
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COMMENT S: There was 10 cxnlananon whv the hvdrocodone dose was raised ’co six doses per
day. “The dose escalation seems to be inferesting.- Ongmally she was starfed on two doses of
hydrocodone on 04/21/2009. By 07/12/2010 it was'six doses per day. There appears to be no

* change of any significance’ in her pain score, at Jeast not on the average, and there was no real

change in her vital signs or pulse rate at any time in spite of being on stimulant drugs also.
Therefore, no. explanation provided for the mega doses of hydrocodone increase. Then on
07/12/2010 work shift disorder had been diagnosed and: Nuwgﬂ started 150 mg daily. I have not
seen evidence of discussion as to how this new dIagno §is of work shift disorder was arrived at,
 If the hydrocodone were used for Jow back pain, there was no diapnostic test performed as far as

I am concerned as to why the Jlow back pain was increased and why the doses were increased
without the diagnosis or revised diagnosis. The prescription dated 07/12/2016 for Norco 10/325
" mg indicates one to two g.4-6 h: p.o. p.r.n. for pam #120. Thls 1S ElVlIlE the Datlcnt a license t0

use hvdxocodone ona dlscretlonal basm

The ne:xt follow—up v131t was on. 08/26/2010 This time the pam scoie agalu was not reported, .
but the pain was well controlled with hydrocodonc 10/325 mg six per day with Lyrica and this
was apparently making 60% pain relief. The pain was mainly-in the lower back. Once again, no
further diagnostic testing was done. Sleep study was normal. Physical therapy with pool therapy
was started. Once again vital signs were essentially the same as before Everythmg seemed to
be better at this time, on 08/26/2010. _

CHART TWO: A
The first follow-up v151t for chart two was on 09/20/2010. Again, the patient is a 54-year-old
“seen in followup. The diagnosis was fibromyalgia and attention deficit disorder or ADD, for
~ followup. The pain score was 6 on a scale of 10. The patient was taking hydrocodone 10 mg six

per day with Lyrica with only 30% relief this time, She had gastric disturbance with oral steroids
and, therefore, she was going to be. given intramuscular, Vital signs again were perfect, as

before. Abdomen was soft, Impression/plen, the patient’s stress tay be due to her husband
rumning for elective office and because of this she needs continued pain medication. @bviously

that is an interesting observation.

The next follow-up visit was on 10/18/2010, This time the pain score was 8 on a scale of 10. In
addition to a flare of pain, sleep has been worse. The patient was taking Wellbutrin 75 mg twice
a day and apparently she was taking hydrocodone 10 mg and Lyrica without side effects. She
ap_garenﬂy slept all day Saturday after working all week and sleep was not good. Once again, the
vital signs were perfect as before. No change at all. The impression was fibromyalgia,
- headaches, flare with seasonal change. The plan was to give her a Medrol Dosepak and then
increase Wellbutrin with encouragement to get the patient into sunlight, etc. and to continue

stimulants, The interesting t]:ung here is that the patient’s kusband thmks she is gver medzcated
and is sleepmg too much. .

This is an interesting comment in a pahent Who is on multiple medications including st:rmulant.
- Obviously the husband is somebody .who sees her on a daily basis much longer than the office
staff or the doctor and when a husband makes such suggestions or reports, someone has to pay

attention. If the husband thinks the patient is over medicated, there should be more discussion or

decision made on that statement rather than have it left alone mthout any resolutio_m other than
giving the patient a Medro] Dosepak and stimulants. .
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-’I'hc next follow—up visit was on 11/18/2010 This time the pam score was 7 on a scale of 10 o
She apparently ren out of medication and that may be the reason why the pain was worse, but
that was not mentioned in the report, except to say that the patient needed stronger pain
medication at night. The report says that the function was worse and there was a flate up, In my
oplmon all of this could be explained when the patient ran out of medication rather than other
devious explanatlons but with all of thes¢ changes of pain, lack_of pain relief and flare, the
- patient’s vital signs were perfectly the same as the. time before and the time before or muitiple
yigits. The statement was said that the patLent ran out of medication, but the vital signs have not
changed. It was decided to add OxyContin to the pain medication. The demsmn was to add

OxyContm 20 mg q. 12 h. mth conmderahon of Medrol Dasepak. : , ‘ :

- The next fo]low"up was on 12/ 17/2010 Herc 1t was a surprise. The Vltal signs cxacﬂy the same -
as previous visit when the patlent ran out of medication and obviously there was no pain score
mentioned. The surprise, surprise was that the OxyContin was not approved by the jnsurance.
No_other medication was.used in its place, but nothing seemed to happen to the patient. Sleep
was good. The flare remained. The patierit continued to work and apparently her neck was out
of ahgnment Her moods energy and finction were variable, but headaches had been worse.
Once agam, with all of these things going on, her vital signs were perfectly-the same as before.
No change in the past many mooths. This time it was decided to try MS Contin and Norco refill.
‘There was a suggestion with continued body work by husband.” I do not know what that means.

I suppose itmay be massage; but that wasnot a medical language which I can understand. -

. The next office visit was on 01/17/2011 a month after the previous visit. This time the pain
score was 7, but once again the vital signs were exactly the same as the month before. Pain bad
been worse to 7 on a scale of 10, The patlent was on hydrocodone same dose, MS Contin,
apparently the patient had pleuritis, but 70% pain control. The pam was in the Jeft leg and lower
back. At this time side effects from morphine was the impression and changed the Percocet for
severe pam episodes with Norco for every day pain and try to do stretching or yoga.

The next follow—up stt was on 02./14/2011 This time the patient’s pain scale was not recorded.
. Her back had been more painful with tightness. GI issues had gotten worse, She bad gained 7
: pounds with possible effect on hemia.  Her appetzte was too high and she could not tzke
stimulants, so would try OTC. Once again, vital signs were perfect as before. The impression
-was fibromyalgia, still having pain due fo stress In the area of thought HCP program and refilled
medlcatmn. Obviously nothing had been, done in the form of mvestmatmn.

The next follow-up visit was on 03/15/2011. This time the pam score was noted and was 3 on.a
scale of 10, a major improvement. The patient had sinus allergy. The patient was on
hydrocodone and Percocet and seemed to have some autoimmune neuropathy. Surprisingly,
fibromyalgia was doing well with alternating hydrocodone and Percocet and UDS was fine. She
had cardiomyopathy. She was supposed to have a follownp with cardiologist about new
Coumadin dose, gefting a 2-D echo and use of CO QlO daily. The patient was supposed to be
having 80% pain relief. -

The next follow-up visit was on 04/08/2011. The patient’s pain score was 5 on a scale of 10.°
She was taking hydrocodone and Percocet, 4 hydrocodone 10and 4 Pcrcocet 10. The patlcnt
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Was supposedly to be domg we]l but was fmt Wiﬂl hayfever and then the fatlguc mcreased On,ce |

again the vﬂ:al s1gns were good.

* The next fo]chW« up visit Was on 05/23/2011 ThlS time she had a 60% to 80% pain rehef but
then the VAS score was 7 on a scale of 10 with Norco and Percocet alternating,  Vital signs

‘again were petfectly good There was neurcpathy disorder, ADD and fibromyalgia in the -

diagnostic column. S - the patient still takes about eight tablets of hydrocodoné or

Psrco cet together and this still had a sxgg;ﬁcant amount of dmly Tylenol intake.

- The next follow-up visit was on 07/26/2011 This time there was 2 change m the format of the -
‘medical record. The patient now had allergy to mosphine noted. Diagnosis was still chronic.

pain and ﬁbromyalgla Medication, was Norco and Percocet. Dose was not mentioned. The pain
level wes 6 on a scale of 10. - The impression was that the patient was on good treatment. No
aberrant behavior. She would be sent to physical therapy and home cxercises, Prescnpﬁon was
for Perco cet and hydrocodone Quantlty was not mentioned. .

‘The next follow-up visit was on 08/25/2011 Again chronic pain syndrome ﬂbromyalgia Wlth |

. small flare end autonomlc nerve system dysfunchon with atrial ﬁbm]latlon.

The next. follow-up visit was on 09/23/2011 Here the diagnosis was hypothyrmd meuopausal

symptoms, fibromyalgia and the pain score was not menhoned There was a nofe that the cardiac
workop was underway

The next fo]low-up visit was on 09/23/2011 Hete agam ﬁbromyalgla, a1nal fibrillation and
nothing seerms to have changed _

The next follow-up visit was on 12/22/2011 Basically the pain score was 5 on a scale of 10.

The diagnosis was chronic pain synd:ome with fibromyalgia.  She was doing well, CODSldCIIIlg
the high stress and workload. Pain mcdlcatlon wasg refilled.

The next follow-up visit was on 11/22/2011. Another followup was on 12/22/2011, Bbth were
similar workups. The diagnosis was the same. The pam lcvcl was 4 or 5 on a scale of 10. The

‘ medlcahons were not changed

The last follow-up visit was on 01/22/2012. Here again the pain level was 7 on a scale of 10.
The medications seemed fo be multiple again, which included Coumadin, zolpidem, fluticasone,

- vitamin D, Zyrtec, thyroid, Cymbalta, bupropion, Norvasc, Norco, Lyrica, flecainide and - for '

some reason I do not see the Percocet. I do not know if the Percocet was missed in this dictation
or not, but it was present the month before, The dictation said her average pain had been 7 ona
scale of 10 on Percocet and hydrocodone and that means she was taking both. The KASPER
obviously proves that she was taking both, This is the end of the month—by-month review and

- the surnmation follows.

- SUMMATION: The summation can be very brief and to the point, The patient’s husband very
uccmcﬂy reported that she was over medicated and for the pain of fibromyalgia, back pain and
leg pain, without further investigation all the physician did was hydrocodonc in five sipnificant
doses, OxyContin was addcd and thc insurance company refused to give it. Therefore, morphine
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was subsﬁtuted and that pmduced allergm response Thus 1t was dlscontmued None of thJ.S L

made a whole lot of difference in the pain. Then when morphine was disallowed the patient was

given Percocet 40 mg per day in divided doses on top of hydrocodone 10 mg four times a day.

. also. In spite of significant amount of cxposure to Tyleno] on a daily basis, this seems to have
helped the patient and it has been continued since the start. I do not know if effort was made to

_reduce the dose and in sp1te of the pa‘aent s husband complaining she was over medicated. I[did

not see anywhere any effort being made to redo any of the investigations to sec if something else - ]
was contributing to increasing pain in the back and leg. No considetation was here about the .

total amount of Tylenol consumed by the patient, evén though it was only 2600 mg per day, It
looks like this Tady had beén on this high dose of oxyco done/hydrocodone management for inore
than a year and how long was it going to go. No effort was being made to change to other drugs
or reduce the drugs or investigate her for some other diagnosis or treatment. The other surprising

1tuat10n here was the patient’s vital signs for many months in a row. The patient’s vital signs

" were static whether the patient’s pain was 4 on a scale of 10 or 8 or 10 on a scale of 10. Even

when the patlent was ot of medication: the vital signs had not changed.- On 11/08/2010 the

' paﬁent’s pain score was 7 on a scale of 10. -She adrnitted and it was reported that she had nun out

of pain medication and her function was worse. She was d1ag11cased with a flare of fibromyalgia,

- but this was not explained by the patient running out of pain medication, but due to flare. No
effort was made to see whether the patient had any pain medication in her system by UDT. Not

a discussion was even made on this mattér, except to start the patient on OxyContin which the

insurance company refused to provide. The fact that the insurance company did not provide the
OxyContm and the patient did not take additional pain medication, that also did not change the
vital signs. There was a serfes of these vital signs month after month which were basically the
same, On 07/26/2011 the format of the medical records was changed. For the next five visits
from 07/26/2011 the patient had only similar vital signs on two occasions, but on the other three
she had different vital signs. I do not know what to say about these things, but this type of vital
" sign recording which I see in the majority of entries, I would not have much faith in. I will not
go much more than that in this matter. I do not want to meke remarks on healtheare worker
sensitivities, but it cerfainly is an umusual phenomenon that every time a naheni visits each

month they have very similar vital 51gy§ It is a surprise to me.

In summary, this 56-year-old, as of the date of last review, was under treatment with high dose

opioid therapy for fibromyalgia or chronic musculoskeletal pain with other adjunct drugs and
stimmulants and hormones and antidepressants with borderline control of pain. The disappointing
fact is that the prescriptions were written in such a way, as for example on 05/23/2011, a sample
prescription reads; Norco 10/325 mg, number 120, signature, 1-2 p.o. ¢4-6 h. p.rn. and the
same date Percocet 10/325 mg, numbeit 120, signatuze, 1-2 p.o. ¢4-6 h. prn. To me that means
‘a patient can take 12 pills of hivdrocodone 10/325 mg a day and 12 pills of Percocet 10/323 mg
per day, a total of 24 pills a day. I do not understand the rationale for such a prescription of such
- a short-acting medication for around-the-clock pain control. It just does not make sense under
any circumstances. . 1 do not know how a pharmacist or physician or nurse can explain to the

patient what-this prescription means or how the patient should take this medication, This was-

not for acute pain, this was for chronic pain on a mainfenance dose. [If this is the level of

edncation and standard of practice m somebody who specializes in galn management, T feel sorry

for everyone involved.
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‘The ﬁrst date of cngagemcnt was 01/ 14/2009 The refemng physmlan was Dr. Marga:tet,
-'Altman Consulimg hepatologtst was Dr. Cecil, : , .

 The patlent obrvzously was a 45—year—old female The patient was seen in copsultation for

genotype 1-hepatitis C and neuropathy. The hepatltls was diagnosed in 1982. "Apparently she
was a lsb technician at that time. She was a patient of Dr. Cecil. The patient had widespread
~ ¢hronic musculoskeletal and joint pain. Othet symptoms were fatigne, headache, imitable botvel

~ syndrome and irritable bladder syndrome. The patient had a lot of muscle spasm and muscle -
pain, depression and anxiety. There was a statement that the patient had a morphine pump in

2002 and that was exnlanted or removed in 2003. The cause of explant was mentioned as due to
pancreatms ‘There was no explanation how the morphine pump caused pancreatitis: I did not
sée anywhere in the chart that there was a causal relationship of the. morphine pump to
pancreatitis. Apparently the patient had trfed hydrocodone, Duragesic, methadone and Demerol
before without relief, Therefore, the primary care physician, Dr. Nigam, had prescribed for her
hydrocodone 10 mg twice a day. The last dose was taken the day before the patient was seen by |
Dr. Baird. That should have been 01/13/2009, Apparently the patient took Percocet the day
when she saw Dr, Baird. The pain level was 8 on a scale of 10. The patient apparently stated -
that she was granted disability in 1995 and at the same time the patient was pursuing a degree in
counseling at Jefferson Community College. She also apparently stated that she had meanic
depression after losirig her life, her husband and her career. Apparently she was tearful in the
office and mourning the loss of her husband after he committed suicide five years earlier. The
- patient apparently stated that her mood was otherwise stable on Cytmubalia and Seroquel. She
- also was status post complete hysterectomy at ape 21 for cervical cancer. She was recently taken
off of Premarin by her primary care physicien for complaints of intermittent hot flashes, The

patient had chronic “pancreatitis, ncuropathz cervical cancer, chropic otitis media and
hypertersion in the past and HCV in 1982. The prevmus surgery included morphmc pump
placement in 2002 and removal in 2003 '

. The patient had a hlstory of a]lergv to penicillin and sulfa-as reported on this particular date,
01/14/2009, The medications lsted were hydrocodone, Cymbalta, Valium, Lunesta, Seroquel,
Protonix, metoprolol and Phenergan. The physical examination did not report any definite

dlag:nosttc finding.

‘The assessment was chronic pain with neuropathy. The evidence of neuropathy was not
documented. It was stated that the patient had hepatitis and was followed by Dr. Cecil, It was
also stated that the patient wes interested in acupuncture and the office was ready to start. 'The
office also assumed the response for pain management, awaiting urine drug testing results. The
patient would have the menopansal symptoms ﬁ'eated by a trial of Vivelle dot patch.

COMMENTS: [ do not see the previous omcud use review since apparently this had been going
on since 2002 at Jeast or 2003, since she had a morphine pump piacamcnt. Since this had been
done by someone, I thought this medical record or this assessment, since it was an elective case,
should have involved the notation where this was done and the details of the previous pain
management treatment, the rationale and the explanation why it was explanted, ete. Otherwise, it
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Would be miy deﬁmte statement that thls chaxt is mcomplete ‘Why should a new pain
management physmlan who speclallz«es in pain management take over the case from another
physieian or physicians if it is not an improvement. Obviously many years ago somebody had’
placed or implanted a pain purp in a patient and had it explanted and the redson for explantation
was documented to be pancreafitis. That is hard to. believe. - Other than making a blanket
statement that the. patient had tried multiple medications and failed and the pump was tried and
explanted and had failed, these stafements do not make sense unless details are investigated,
obtained and documented I do not-see that, At the same time, the physician who was taking '

“over the case had agreed to symptom management. I believe this was.d half hearted attempt ~

unless the pliysician ta.kmg over wes. going to start from scratch, 1gmrmg eVerythmg else.

There was a KASPER rcport in the file with no comment and this was dated 01/31/2008 to
01/30/2009. Obviously this was obtained after the initial visit. This KASPER was for one year
- before Dr, Baird saw the pafient. In this one particular one-year report there were various
prescribers and there was 4 documentatlon that hydrocodone 10 mg was prescribed 14 to 16 per
" day, Percocet 10 mg was prescribed 8 per day and Fentanyl patches 100 meg per hour, 50 meg
per hour and 25 meg per hour, eic were tried. Klonopin, Lunesta and nifedipine also were tried
- along with diazepam. None of tlns was documénted in Dr., Baird’s initial assessment.

The patient saw Dr, Baird this ime on 01/14/2009 Accordmg to the KASPER report, the -

patient filled on-01/16/2009 Percocet 10/325 mg 120 pills prescribed by Dr. Nigam from -
Walgreen's in Corydon. On the same day she filled clonazepam 0.5 mg 90 pills from Dr, Nigam
at the same pharmacy, but 5 days later on 01/21/2009, she filled a prescription from Dr, John
. Baird for oxycodone 15 mg 90 pills from RiteAid Pharmacy in Louisville. This KASPER report
was dated 01/30/2008 to 01/30/2009. That was where I got the information. In other words, this .
patient obviously had been filling preseriptions from Dr, Nigam even after Dr. Baird had agreed
to take over her pain management. So, that was one example. I do not know whether Dr, Baird
had checked her KASPER befors he had dgreed to take care of her. At least the KASPER which
was in the file had been documenting many years of prescription from various physicians. Going
through the records. it appeared that the urine drug testing done on the day of visit for the first
time with Dr. Raird showed only benzodiazepines and no opioid medication, even when Dr.
Baird reported that she was taking hydrocodone at that time 10 mg twice daily: Again, I do not
see any remarks about this in the file. In any case, there will be more on this toward the end of

the report.

The first follow-up visit was on 01/21/2009 that was 7 days after the first visit. Ths history on
this day was different seven days after the first visit. No mention of the first visit seven days
ago. No mention abouf the urine drug testing or the KASPER. except what the primary care
thsml an did about her white blood cell count and how her fluid buildup was treated by the
primary care physxc1an and that the patient did not follow instructions to see Dr. Cecil. Then it
mentioned that her pain medication was switched from hydrocodone to Percocet by the primary
care physiciad and the pain level was 7 on a scale of 10 while taking Percocet 10 mg 4-6 weeks
with some. constxpahon This time it was also mentioned that she was tred on Lyrica which
produced weight gain, Demerol which continued pain, Duragesic which continued pain,
morphine pump produced pancreatitis, Dilaudid was helpful, Neurontin worsened depression,
methadone produced somnolence and hydrocodone produced headache without relief.
Therefore, she rcmamed on Cym‘oalta and was instructed that this conld cause worsemng ofher
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hver disease. She stated that she had-: dlscussed this wfch Dr. Ceczl as Well She had tned Paxﬂ .

Prozac, Wellbutrin and Zoloft withowt relief, Current medications listed were Percocet 10 mg. ..

four to six, Cymbalta 30 mg daily, Protonix 40 mg daily, Lunesta 3 mg at bedtire, acyclovir 400
mg, Seroquel 200'mg, Klor-Con. 10 mEq, metoprofol 100 mg, furosemide 20 mg, Klonopin 0.5
p.r.n: and Phenergan 25 mg p.rn. I believe this had been changed from the firevious week, but T
do not know how. The surprising thing today was that one week later she was allergic to
mogphlne also. Previously one week ago she was, aIlerglc to penicillin and sulfa only. Now she
is allergic to morphine. There was no explanatlon given. Also, it wes stated that this lady had a

" morphize pump implanted and was explanted after one year due to pancreatitis. The i unpressmn :
this time was, one week after the first visit, shé remained in a significant emount of pain on
chronic Percocet use. She had tried Lyrica, Duragesic, morphine pump, Demerol, Dilaudid,
methadone and hydrocodone. Various treatment options were discussed. She would be given 2
trial of Roxicodone 15 mg one p.o. q.6 h., 90 pills, She returned the Percocet to the office for
proper d15posal There was no particular ratlonalc made or statcd in this sm’tch:mg ' :

COMN[E’,NTS Iu ThIS particular follow-up visit, one week ago WhBIl the patient was first seen',
she was allergic to penicillin and sulfa. A week later the allergy list included morphine. It was
also stated that the patient had a morphine pump implanted in 2002 and this was explanted in
2003 due to pancreatitis. There were no further details on this. This confuses me. Therefare I
. reviewed the entire chart by scanning the entire chart and I came upon a history and physmal for
this patient from St. Mary’s Hospital in this file and this was dated 04/18/2010. This was a full
five page typewritten history and physical with Wendy Barker, APRN for Dr. Kusum Nigam,
M.D. dated 04/19/2010. The allergies wriiten in this record from St. Mary’s Hospital were
penicillin, sulfa aad latex, but morphine was not included. Therefore, I am unable to figure out
* what exactly is going on. ¥ had hoped somebody had the wisdom to figure this thing out before it
threw the reviewer into unlimited confusion. If the patient already had a morphine pump
implanted and the reason for explanting the pump was pancreatitis, how can the patient be
allergic to morphine, unless the morphine pump was used as a generic pump and the drug used i
the morphine pump was something other than morphme but then again nobody has documented

" that,

 The second comment is switching from Percocet 10 mg every 6 hours to oxycodone 15 mg
every 6 hours. T agree that this is an increase in 5 mg of oxycodone per pill, but the Tylenol
" small dose is mlss;ng I do not know how much difference this had made, Calculating morphine

equivalent and ignoring the Tylenol content i the Percocet, this would be as follows; The
Percocet would be 60 versus the oxycodone which would be 90. I believe an improvement of
" 50%, but obwously that rationale was not docummented. Maybe it js not nnportant

The next fo]low—up visit was on 02/ 10/2009. It reports that the patient had 50% improvement in
pain with switching from Percoeet 10/325 q. 6 h. to oxycodone 15 mg q.6 b.  That was frém 40
mg to 60 mg of oxycodone per day. The pain level was 6 on a scale of 10. There was some
somnolence intermittently. The Roxicodone 15 mg was lasting 4-5 hours. The slesp was
improved. Constipation was relieved mth Senokot. Her KASPER and UDS from January were

consxstem‘:.

The next follow-up visit was on 03/04/2009. “The patient continued fo be better on Romcodone '
three to four per day. The pain level was 2.
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 The next wsft was on. 03/ 18/2009 Therc was a ﬂare of neuropaﬂly of the ha.nds and feet The‘

- patient was put on a trial of physmal therapy for the treatment of neuropathy and to contmue pam
medjcation. - _ o

The next visit was on 04/01/2009 The pain level. thls titne was 7 ona scale of 10. This time the

~ patient zpparently had pancreatltls with a recent bout and she took more of the Roxicodone and

she would be out of pain medication in two days. She was taking Roxicodone 15 mg two tablets
two to four times per day with continued pain. 1 do not understand this af all. One has to make
the statement how miany tablets on the average the patient takes rather than range as it is related _
to the dosé and effect. But, thén the patient apparently thinks that the Roxicodone ‘was ot
. helping and, therefore, vatous treatment options were discussed. Therefore, at this time the
decision was made to start back on the Duragesic patch 50 meg per hour évery 3 days and fo stop
TRoxicodone. Apparently the patient wanted to increase Percocet also, but that was denied with
the statement that that was. only for breakthrough pain.. The reason why this was for
breakthrough pain was because of the acetammophen content of the Percocet.- In any case, to
make a long story short, the dose calculationi of changing the oxycodone to fentanyl patch was
not discussed, In my calculation Roxicodone 15 mg six doses was equal to the morphine-
equivalent of 120 mg. Fentanyl patch 50 meg per hour was also equal to 120 mg morphine
equivalent. Thercfore, whether Dr. Baird thought about it but did not record it, switching the
Roxicodone to fentanyl did not make any difference in the strength of the pain medication, but
only the brand of the pain medication. I wonder whether switching from one medication to the
other wether it was the brand which was important or the potency of the morphine equivalent
which was important in a patient who was complammg of lack of relief. The physicmn did not

make that point cleax

The next follow-up ws1t was on 04/28/2009. This time the pain score was 7 on a scale of 10.

She stopped the physical therapy. The patient apparently wanted to go back to Roxicodone and

" try Newrontin atnight. Obviously the patient here has more experience than the physician. The

patient’s pain level was high in spite of Duragesic. It says that the patient also is taking Percocet

10 mg three times a day with no side effects. [ thought that the patient was dended to continue
the Percocct Onlv God knows what was given and what was taken.

The next vlsfc Wwas on 05/22!2009 At this time the pain level was 4 on a scale of 10, This time
the patient had chronic pain syndrome with hepatitis and newropathy and fibromyalgia. Iam not
sure where this new diagnosis came from. She also had allergy to Duragesic adhesive.
Therefore, they were going to something else. The pain level was 4 on a scale of 10. It states
now this time she was oo Duragesic 50 and Roxicodone 50 mg six per day with no side effects,
eéxcept she had hst of allergy. Here again, what the patient was taking and what the previous
record stated were not the same. This time the treatment plan was to start the patient increased.

. She will be increased to MS Contin 100 mg three times a day and Roxicodone 15 mg six per day.

Now this time when we calculated morphine equwalcnt from the original of Duragesic 50 meg
and Roxicodone fo MS Contin and oxycodone, prior the change she was on morphine equivalent
of 240 end after the change she was on morphine 420. That was almost double the narcotic
potency. The pain level was 4 on a scale of 10 and when the pain was better we will take care of
the patient who had allergy to the tape which was part of the medication regimen. The dose of
medication was doubled. That i is basically foolhardy.
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. Whatavcr happened fo momb.me allerp:v here — who is confused'?

The nex’c visit was on 06/02/2009. T!ns time the pain level was 3 on a scale of 10; ‘The pahent
was supposed to be taking MS Contin 100 two ties a day with oxycodone 15 mg I believe six

per day. There was initial sedation. Then everything was fine. Obviously my rematks regardmg
the previous follow-up visit were true, that the patient was rewarded with double dose of pain
medication when the pain level was less. Doubling the dose of pain medication did not improve
the pain relief 2 whole lot, except that the pain level which was4 ona scale of 10 was decreased

to 3 om 4 scale of 10.- Not a whole lot of blg difference. Put, the pnce that was pald. was

sedatlon

Here again, the patient had a diagnosis of chronic pam syndrome wﬂh ﬁbromyalgla, hepatms C

and new:opathy She was considered doing better with no aberrant ‘behavior, gaod function with -

the current regimen. Here again was the problem in this practice that all the decisions were
made, or the majority of the decisions were made on an arbitrary basis and not related to cause
and effect or pros and effect, but by fancy of the imagation, This docs not qualify as rational

medical decision makmp,r

The next visit was on 07/’29!2009 This time the paint level was 3 on a scale of 10. The ,

medications were MS Contin 100 two times a day, oxycodone 15 mg six per day. Sleep was

poor, but good encrgy and brain fog with ADD symptoms were the new diagnoses. She had not

“tried stimulant and she does not like Ambien, but her overall function was good. Here the
diagnosis was chronic pein syndrome.with failed low back pain syndrome, neuropathy,
fibromyalgia and hepatitis C.  She was doing well except for constipation and brain fog and
sleep. This time they were going to try Amitiza for constipation and Adderall 10 mg b.id. for

ADD and Valium for sleep.
COMMENTS: I cannot for the life of me understand why the ADD diagnosis had cre_pt up here

except the patient and, the medical records state that the patient was sleepy with large doses of |

pain medication, Dr. Baird had diagnosed ADD all of the sudden and started the. patient on
Adderall 10 mg b.id. and the same time started the patient on Valium on fop of her bemg already
sleepy. It did not stand to my type of reasoning and obviously Dr. Baird’s reasoning was
certainly different than mine. Dr. Baird had not established a diagnosis of ADD except written
that the patient was sleepy and she had brain fog. 1 believe the woman was beirg loaded with

narcotic medication and that was the only conclusion I can draw from reviewing the patient’s -

record so far.

* The next follow-tp visit was.on 08/20/2009. Here the pain level was 3 on a scale of 10. The
pain was well controlled. Medications were Roxicodone 10 mg, MS Contin 100 three tirnes,
Neurontin, Adderall for ADD with no side effects. Her sleep, mood and energy were finé. The
pa‘f:lejlt was, according to Dr. Baird, in excellent shapc

The next visit was on 109/14/2009. This time the pain level was 8 on a scale of 10 and this fime
her symptoms were worse. Dr. Baird thought she had severe neck pain and abdomipal pein.
She had not eaten for three days.. Therefore, wanted to change to Dilandid 4 mg one to two g.4
h. with Phenergan for nausea and vomiting, She wanted Percocet for headache. Dr. Baird had
d.tagnoscd acute pancreatitis. Obvmusly the records indicated that the patient had suggestcd the
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treatment. When I Iooked at the record the v1tal signs were blood pressure 120/70 pulse 8(}
respirations 15, This was the blood pressure on the last three or four visits before today’s visit.

* "There was no change in vital signs. . The patient knew what the treatment was. Dr. Baird
apparently agreed and allowed the patient to change to Dilaudid 4 to 8 mg every 4-6 hours and to |

“increase Valium to 10 mg three times a day with change to Percocet 10/325 from Roxicodone,
~ all atthe pauent’s request. She would have Phenergan suppository for nausea, I'do not know

| what Dr. Baird was domg here. He was goingto follow the patient’s mstrucﬁons Was therea .
role reversal here that the patient-was the doctor and the doctor was the patient? T canmot 3

understand this at all. T shall discuss this further at the end under summation. I cannot believe
that this was a record composed by a physician for dictation. When he decided to treat the

~ diagnosis of acute pancreetitis af the disctetion of the patient and as per the patient’s. du:ectmn

Dr. Baird Stipulated that hé was in pa_m management,

" The next follow-up ws:[t was o1l - 10/ 13/2009 one month after the dlLl}EEOSlS of acute pancreaims

The diagnosis this time was failed low back pain syridrome, hepatitis C, paricreatitis, neumpathy,
fibromyalgia for followup. She appaxently went to the emergency room with chest pain and
abdominal pain with a pulse of 139, - She ‘was not on Adderall at that time and she was given
beta blocker with the diagnosis of anxiety attack., She had an anxiety attack recently as well.

Her pain level was 5 on a scale of 10 on Dilaudid 4 mg six per day, Percocet 10/325 mg eight per
day, Valtum 10 ing three per day, Cymbalta 50 mg - with increased liver function and Neurontin

two per day with no side effects. Urine drug screen fine. Her hand burning aﬁr"e:cts her paim -

issues. She may need to follow up with psychiatry for anxiety.

With el the above statement, the vital signs are still the same as the month before when she had
acute pancreatitis and the month before when she had no problems. Vitals signs were still the
same, The impression/plan waschromic pain syndrome. She would be this time considered for

OxyContin 60 mg a.12 h. and the Dilaudid would be stopped with Percocet for breakthrough

pain and fo reduce the Valium. There was something else which I do not understand.

The commeﬁ%s here. a-i.e once .'ag‘-é:{u there - were no details about the Qatient‘ h;;ilviﬁg.had en

angioplasty and heart rate of 139 and thé patient being prescribed Adderall and her an}ﬂetv
" attacks, etc, ctc Therc are no details mcnt[oned ,

The next visit was on 10/29/2009. Here the diagnosis was still the same and she had a pain level
of 10 on & scale of 10. This was from an abscess tooth. The patient was on OxyContin 60 mg.

This lasted for four to five hours. Percocet 10 mg six per day and this lasted for 4 hours as well. |

" She was on Neurontin and Valium with continued pain. Her abdomen wes bloated and she had

gained weight and abdominal girth. . This time the vital signs were basically the same, except
. blood pressure was only systolic 100 and everything else was the same. Chronic pain was still
the same diagnosis. She had a flare with a lot of swelling of the arm and abdomen. This may be
related to the liver issues, - Therefore, the treatment has been to increase the OxyContm to 80 mg
three times a day instead of 60 mg twice a day and to change Percocet to Roxicodone and 1 see

a liver specla.hst

COMMENTS: This ma): be kind to the paﬁcn; but this was the part of kmdness Whlch Lills

geogle too. Her acute pain from tooth abscess was treated I believe the wrong way. Instead of
giving her a short~acting drug for & short-term prescription, her OxyContm was doubled and her -
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' Percocet was probably mcreased also, but changed ﬁom Percocet 0 Romcodone I do not. -

understand what type of practice this is. There was.no workup except to ask the patient to go.and
see a liver specialist. This was the physician who claimed that he was thorough in his workup
and he treats everything becanse he does mot want fo send the patient to everybody else,

including his ability fo treat hormonal dcﬁclency, thyroid funetion, attention deficit disorder. and .

mood changes, etc. He cannot freat slmple tb_mgs like an abscess tooth aud its paln

The next follow-up visit was on 11/25/2009 This time tha pam was 7 on a scale of 10. She was

" on OxyContin 80 mg three times a day, Roxicodone 15 mg 8 to 10 per day, and she had tooth

abscess with, fcacturc She refused to contmue hver trea,tment and she rcmznncd on Adderall for

fatlgue

| With aIl of this going on her wtal SLgns wefe Derfectlv the same as bafore The patlent had on

examination edema with blisters'of the left foot with erythema. The impression was chropic pain
syndrome with nefropathy due 1o fracture, ceflulitis of the foot, fibromyalgia. Apparenﬂy the
plan was to reduce the OxyCdntin to 60 mg, but this was taken out and it was because of the
sedation but it was discontinued.” The hepatitis was not responsive to treatment, At the same
tme it stated that the patient refused to continue heahncnt The patient was on Adderall.

The nex‘t, visit was on 12/23/2009. Thls time she had a pain score of 7 on a scale of 10.
Medications were the same. This ime she had neuropathy of the foot with an insect bite and she
tan out of pain medication due fo leg pain. This time the doctor thought that there was high risk
for zbuse so they were refilled and encouraged her to have PCP visit for foot problem. Wlth all

of these things again, the vital signs were absolutely perfecﬂy normal.

" The next visit was on 01/21/2010 At this time the medications stll remained high dose
OxyContin and oxycodone The pain level was 5 on a seale of 10. Appazenﬂy the patient was
doing better. Vital 51gns were s‘all the same, _

' The next visit was on 02/18/2010. Herc the pam Tevel was 2 on a scale of 10 on current

medications. - This time the patient wanted to reduce the OxyContin, but wanted io increase her

Roxicodone to reduce nausea. Dr. Baird had reduced the OxyContin to 50 mg three per day, but

. the Roxicodone was increased to 30 mg four times a day, so obviously the patient wanted a boost -

in the immediate release variety of medication and reducing the time release, I think this is
playing games, Both the doctor and the patient were playineg games with each other with
narcotic medication. I do not think this is pain management. This is a game of chess with

- narcotic medication. I do not know what elsc to qua.hfy this as..

The next visit was on 03/15/2010. Here the pain score was 2 on a scale of 10, She was takmg
Roxicodone 30 mg four to six per day, OxyContm 60 mg three per day, Valium 10 mg three per
day and no side effects.  Urine drug testing was good. Dr. Baird said this was “the best regimen
she had beén on.” She was controlled well with Adderall. Her pain was controlled 90%, This
time Dr. Baird stated she was doing well and this time she may need a trial of Matinol for
anorexia of the pancreahﬁs She needed trigger point injections for right arm pain in the
scapular area. She was going to have a trial of Marinol 2.5 mg daily for anorexia. I personally

thought Marinol was for control of nausea rather than for improved appetite. Of course, there are

various off-label uses for drugs.
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The next-visit was on 04/ 12/2010. The patlent was upset w1th the insurance company denymg -

Marinol, The patiént was also apsct that medicare was not paying the doetor. Pain level was 2.

" She ‘was taking Roxicodone 30 mg four to six per day and OxyContin 60 mg three per day,

- Valium 10 mg three per day with 80% pain relief. She had anorexia and was ableto eat every

- three days with the Marinol with caused abdominal pain. The impression was that she had
fibromyalgia and pa.ucreatms She was WOrse without the Marinol. No new change had been.

_ proposed.

Next th was on 05/10/2010. Here the pauent’s pain was 7- 8 Vltal signs were stlll perfect‘ ‘

She: had pamﬁﬂ hematuna this time. She was going to see a urologlst

‘The next V151t was on 06/08/2010 Her liver :ﬁmctlon test apparenﬂv was worse, Her renal
~ function was fine. Pain was 6. This time the. Roxicodone was 30 mg, six per day and oxycodone

80 mg three per day with no side effects. She had ncuropathy, but thc pam relief was 50%, No
new ﬁndmgs ~The Vital signs once again were perfect, : ,

- The next v131t was on 07/01/2010 Here the pain Ievel was 8 on a scale af 10. This time she -

apparently had an emergency visit- for foot pain. Then she went to a podiatrist and was
' diagnosed foot fracture and she was placed in a cast. She was unable to use crutches due to
neuropathy, so she was using a walker. She needed home care. Pain level was 8. This time the
"OxyContin was increased to' 80 mg four tines per day, the Roxicodone 30 mg and Valium with
no side effects. This time she was started on Ambien for insomnia on top of the Valium,

The next visit was on 07/28/2010 The pain level was 6 on a scale of 10. She was again on the
mega doses of OxyContin and the Romcodone and the patient had 90% relief,

The next visit was on 08/24/2010. This time the pain score was 5 on a scale of 10, She had
urinary retention and the pain level was 5. She had a 80% pain confrol. She was now on a
vegetarian diet. She had abdominal distension, severe. There was mention that she had uripary
fetention with renal cysts and needed to do self catheterization or go to the emergency room for
followup. She was apparently well controlled as far as her pain was concernad. _

The next visit was on 09/16/2010. Apparently the patient saw Dr. Pitmon, who was the

* podiatrist and possible RSD was diagnosed and osteoarthritis of the joints. The pain diagnosis -

“on the foot was either Charcot joint or RSD. The pain level was 7. OxyContin 80 mg four times

~ daily, Roxicodone 30 mg six, Valium in larges doses with no side effecfs. Vital signs were

perfectly normal for the past many months or years. The impression was right foot pain with no
evidence of RSD. The patient was going to have a fusion of the ankle for severe osteoarthritis.
The plan was to add Nucynta to the rest of the medications and consideration was given go
going to the hospital with new onset of diabetes, efc. But, Dr. Baird is to £ill the pain medication

anyway and her vital signs were perfect as usual.

CHART TWO: ﬁ
DOB: -45~yea:—ol

REMARKS: I have no records for the months of Oct0bcr and November 2010 The records start
" with December 2, 2010.
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The next fo]low—up Vistt was on 12/02/2010 The d1agnos1s had not changecL The neuropathm
_pain has been worse., She was there for followup. The patient apparextly was clumsv and fajling
and was on Dilaudid. Therefore, they stopped the Dllaudld Pain level wes 8 on a scale of 10.

OxyCortin ‘and Roxicodone for buttocks and back pain. She had back spasms due to cold ..

_ wezather, Uriné drug testing was fine. Depression better. The patient’s sleep had been poor.
- They were going to try her on Seconal barbiturate. Once again the vital s1gns were exactly as

- they were three months ago,-on’ 09/16/2010. The impression wes chronic pain syndrome and. o

 they were gomg to stop the Dﬂauchd and mamtam her o1 other medlcaﬁons )

. COMMENTS There was no criteria established how and when she Went on D1laud1d etc in the
: medlca.l rccord Ifit was there, it was not in the chart. Do

- The next fo]low—up visit was on 12/23/2010 This time the dlagnosw was the same. There was
flare in the pain with increased stress. - Apparently she tried to reunite with her abusive mother
and apparently there was an altercation and the mother called the police and the patient was put

in jail for domestic violence. I am not sure exactly what happeued, but the pain level was 6, and -

somehow it was writien that her visual analog scale for pain level was 6 out of 20, on Newrontin
300 mg six to eight per day, OxyContin 80 mg four per day, Roxicodone 30 mg six per day with

60% relief. “My pain medication is no longer working.” She had tried Duragesic patches in the
past with local dermatitis. She had also tried morphine with allergy reaction, Dilaudid with
complaints of frequent falls and Opana ER with no relief. She said that oxycodone 60 mg was

more effective than 80 mg of OxyContin. She was having muscle Spasms and back pajn and her

glucose levels had been running around 400.. Her focus and concentration were better on
Adderall. Her mood was depressed. She had to catheterize herself. She was not on dislysis.
She was tearful. This time for the first time her vital signs were different and her treatment plan
had been also cha.nged. )

COMMENTS: This time the medical record was apparenfly made by the Leslie Bieckhoff,
APRN, in consultation with Dr. Baird and that might be the reason why the vital signs were
changed and different than the previous ones, The medications had been changed, This time
with a new focus. The OxyContin 80 mg 2 tabs twice per day has been changed to OxyContm
60 mg three tabs twice daily, that is instead of 160 mg she is going to get 180 three times daily.

Roxicodone was continued for breakthrough pain. A frial of soma was started for muscle spasm.
Here again we got another controled drug bemg introduced, as if she had not been on cnough of

' them

The next visit was on 01/04/2011. This was an eatly fo]low—uP visit and fhe patient had a rcoent
seizure problem and memory loss, - The patient was to sec a neurologist, The paflcnt Was
- supposed to go to Dr. Arar. She apparently was hospitalized. The patient was seen in the office
last time. She was unstable when walking. She did not have an BEEG yet and was unable to
tolerate scan of the brain. Her medicare would only cover. 120 mg of OxyContm _The patient’s
vital signs reverted back to the pood old stable steady vital signs this time. Dr. Baird reported
that the patient thought that Dr. Baird was Dr. Arar, the neurologist. Obviously that meant the
patient did not even recognize her own dootor who had been treating her with all these fancy
medications: 1 do not know' what to make out of that. There was no mention in the chart that
any effort wag made to get the record from the hospital as to what ham:-_ned in the hospital. I
thonght this should have been done, especially when the patient did not even reco gnize the
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doctor and ‘the patxent had seizure dlsorder and she had been dosed Wlﬂl pretty heavy doses of ‘

opioid medlcatmn and other medlcatmns which influence patlents’ sensoriuimn,

Subsequent visit had been on 01/25/2011 Thls time the patlent was there early due to recent
hospitalization' with chest pain and pa1p1tat10ns left arm tingling and headaches. She had a
~ failed stress test, EEG, MRI of the brain and blood tests., they increased Keppra to two per day
. due fo abnormal EEG and was to have followup with Dr. Arar, who did nerve conduction study

with severe right CPS and neuropathy and sent her to surgeon, Dr, Naweb. Her Neurontin was

increased. This time, once again, the vital signs were perfect. The patient had the diagnosis of

anxiety, chronic pain syndmme and fibromyalgia, but the medications were refilled. She was not

getting the OxyContin fully filled. The medlcal record was niot very complete ’Ihere was 10

mentmu of what hanuened in the hospital agai

The next follow-up visit was on 02/ 17/2011. Apparenﬂy the patient fractured her foot at Sears '

and she was scheduted for surgery. Now she was being followed by the Lome health nurse. This

time her arm and foot were killing her, Her pain was 8. She was -on Neurontin, OxyContin, -

Roxicodone with 40% relief. OxyContin apparently was not working for her. She was
interested in a frial of Opana. Of course, the patient seems to know these things much more than
- the doctor. Here Dr. Baird agreed to fry Opana. This time her blood pressure was higher than

usual and this time Leslie Bieckhoff was involved as an assistant with Dr, Baird. The vital signs
obviously were different. Opana ER 40 mg had been started on top of the Roxicodone and I
believe the OxyContin had been discontinned. Once dgain, no rationale as to what formula was
used to change the drug dose from one drug te the other and what was the morphine equivalent,

efc..

The next visit was on 03/15/2011. This time the pain was belter with Opana, but the patient was
receiving home healthcare and apparently the patient was inquiring abowt Hospice. Apparenﬁy
her pain medication had been recently stollen by her boyfriend’s nephew. Otherwise her pam
was well controlled with Opana. This time the diagnosis. was changed from chronic pain
syndrome with diabe’tzc neurcpathy to liver and kidney failure. The home health was to

continue,

- The next follow-up visit was on 04/15/2011. Pain level was 6. The pa‘aent had hand surgery for
carpal tunnel and nothing more was added.

The next visit was on 05/ 11/2011 The pain level was 7 on a scale of 10, but then she had 80%
- pain control and the vital signs were okay. They were going to confinne the pain medication.

The next visit was on 05/11/2011. She was getting 80% pain relief and they were going to

continue the Opal’lé. and oxycodone. The pain level was 7 on a scale of 10.

PATIENT FOUR ﬁ
DOB: G - 49-year-old ,

The patient was first seen on 10/ I 9/2010 There is a KASPER rcport in the file dated from
10/14/2009 to 10/14/2010. The patient, according to the initial history and physical, was seen
and I am going to quote from the history and physical. The whole first paragraph is quoted.
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“HPIL: She is a. 49—yea:r—old MWF from a Iecovermg aloohohc for years, here for

evaluation and treatment of fibromyalgia in 2009. - She was fine until her danghter got married,
followed by liver faihire with normalization now. " She was then told she had EBV with Liver .

‘specialist following her closely. She was tried on Savella and then Newrcntin with édema, was

| stopped. She went on Lyrica and Percocet 10/325 mg with pain level of VAS 10/10 with no

relief with anything so far. She had a total hysterectomy nine years ago for BUB and fibroid

turnors on Premarin now. She feels like an orphan as an only child, and parents dead with -

‘parents CZECH and KIWIL, born in Australia. Her cuirent issues are constant pain all over like

a toothache. Her sleep is affected by the pain and she had fatigue and mood disorder. Shehasa -

low sex dnvc ‘She tned the Vivelle dot patch, but never did stick well wﬁh never tned gels.”

I do not know what this paragraph rea]ly peans; thls _appears as if it Jﬁcomposed by a third
grader; except that the patient is a recovering alcoholic there are no details in it. It appears that
she had some emotional breakdown. She had some liver disease with Epstein Barr virus and she
- apparently was seeing a liver specialist and liver function apparently was normal. She was being
treated with Savella and Neurontin. She had edema as a comp]lcatlon I believe. Then she was
- on Percooet and Lyrica, etc, etc. But, this whole history was an exercise in confusion as far as
_ cantell. Tn any case, the history and physical does not have any mention of the KASPER which
was in the patient’s file, which was dated form 10/14/2009 to 10/14/2010. There was no
mention whether it was reviewed. In addition, the patient was supposed to be a recovering
alcohalic, but there was no detail about this at all anywhere. There was mention about Iiver

failure and it was normalized as of now, as mentioned, but again there were no details. There

- was a mention that the patient was tried on Percocet 10/325, but there again there were no details
of what dose and for what duratlon and no further detaﬂs

Further down the hlstory there was a statement that the PMH and PSH allerglcs SH - SH-ROS,
see sheet and reviewed. This I believe was about previous history, previous medications, ete. [
do not know where or what this means, None of these records were attached to the material T
_have reviewed. Therefore, my impression is that these are not there. The patient’s vital signs
“were recorded and these were perfectly normal and the physical examination did not show any
abnormality whatsoever. The report on the physical examination was absolutely brief in two
lines and the vital signs were blood pressure. 120/80, pulse 70, and respirations 16. No weight,
‘No height. No temperature. -The impression/plan was chronic pain syndrome with fibromyalgia
and she met the ACR criteria and the plan was to wean her off Lyrica and there would be
balancing hormones and consideration of different sleep medication and there would 2 “change
to time release medication with Opana extended release 10 mg g.12 h. and Percocet as needed
for breakthrough.” “Will be tried on treatment with previously high libido.” “I will assume her
pain managément with UDS pain agreement,” also APT, high risk with alcoholism and

-KASPER. Then with all that in mind, the physician goes to p_rescrlbmg Percocet 10/325 mg

1120, 1-2 tablets q.4-6 h. and Opana extended releass 10 bi.d. It seems to be the same M.ID. who

said the Percocet 10/325 mg did not help. I do'not quite understand the rationale of giving the
patient a wide range of p.r.n. medications in the form of the same medication which did not work

before, allowing the patient to take up to 12 pills per day on fop of Opana extended release

without documenting the patle.nt’s previous narcotic history in detail. How can oné start Opana
extended release 10 mg b.i.d. rather than trying the patient on small doses of immediate release
of the compound around the clock and deciding how much of this drug would the patient need
for effective pam control if that was the goal of treating the patient.
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The Second visit was on 11/03/2010 ThlS was & follow—up visit, Once agam the documcnt does '

not make any sense what the phys101an was frying to say. It stated that the patient was-worked
in for followup. Shehad to confimie using hydrocodone at the same rate despite Opana, so we
will increase the dose. She had breast soreness from the hormene injection and her libido lIevel
- remained the same. Her pain level was visual analog scale 7/10 on. Opana ER 10 mg and
hydrocodone 10/325 mg six -per day with UDS fine and repeated today. - She broke her left
second foe and fold her to use cast shoe’ and buddy tape it. = The above were quotes from the
physician’s history, -Obviously the paﬁent was not on hyd:ocodone and I do not know how the
physician got the impression that she was on hydrocodone rather than Percocet. Percocet was
what was prescribed. Other than that, the patient’s vital signs were. the sams as on the ongmal
+ day the patient was seen. In any case, under impression the patient had fibromyalgia and the
© QOpana was increased from 10 mg to 30 mg q.12 h, and continue the Norco for now with UDS
‘today and followup and then the Norco was taken off and Percocet was put in as correction.
Obviously the physician realized the mistake when he signed the chart but the thing remains
kmd of comphcated and not declpherable by the rewewer e ,

COMMENT: The dose of Opana was Jumped from 10 mg bid. to 30 mg bldf That is a
threefold increase rather than a twofold increase,

The next visit was on 11/16/2010. This t].]IlG the pain score was 5 on a scale of 10 while on
Opana 30 mg b.i.d. and Percocet 10 mg four to six per day with 70% relief. This time it states
that the patient ran out of Percocet since she was not given a Percocet preseription last time. She
appa:ently ran out of Percocet one week ago. This time the vital signs were a tad different than
the previous ope. Otherwise everything basically was the same, The impression indicated that
the physician wanted to increase the Opana extended release for her pain, but the patient herself
wanted to fimish the cuuent prescnptmn before the increase,

COMMENT: Here it was very difficult for the reviewer to understand whv the patient did not
want the pain medication to be increased. She was the one who suffered from pain and the pain
management physician wanted the narcotic dose to be increased, but the patient wanted to fimish
the current prescnptxon medication which she had on hand. Therefore, it was very obvious that
the patient’s pain wés not such an issue which requires increasing pain medication dosing. Iam
a yet to see a patient-who refused an increase in pain medication if needed. Therefore, I think it
was the physicianr who needed the increasing pain medication, not the patient. I think thatis one
of the vroblcms with this practice. _

‘The next follow-up visit was on 11/29/2010. This time the patient had the pain running high
with Opana ER 30 mg q.12 k. and Percocet 10 mg five to six per day. Then it stated pain was
well confrolled with minimal side éffects. Here the patient’s vital sigos were exactly the same as
at the time of the first admission. The physwal examination was not changed The impression
was ﬁbmmyalg:a and there was no increase in pain medication this time. ~So, at one place it
says the pain was remaining high and the other place it said the pain was well controlled.

Unfortunately, ere was no scoting of the pam

The next visit was on 01/03/2011, The pain score was 4 on a scale of 10. The patient’s vital
signs were exactly the same as at the time of admission. The medication was not changed and

. she had 70% pain relief. .
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The next wsﬁ: was on 01/3 1/2011 At this time the pahent had a pain score of 7 on a scaie of 10
The pain was increased due to her danghter getting into the drugs and alcohol. The pain was
increased due to stress, Her pills were short with her danghter coming over and her not keeping
her medications locked up. But then, it said she had 70% relief. Her sleep, mood and energy

were fine with overall ﬁmcﬂon good. Tha v1tal 51gns were perfecﬂy normal as at the time of the

, ongmal admission;

COI\MNIS Here thcre is a questmn of the patlent’s stress gomg up, the pain scale 7Tona

- scale of 10 and then it says that the patient’s pain and mood and everything were good and she
had 70% relief. Then it states that her pills were short with Her daughter | coming aver and the
patient not keeping her medication under lock and key. No action was faken, No discussion
- apparently ocourred or no discussion that occurred was documented. No further action on this
_matter was taken. On the whole, this is a problem of major 31gmﬁca.nce Does a patient who is
reporting a problem with the family member getting into major pain medication supply and the
prescribing physician does not seem to have any particular action. When you look at the
typewritten notes further down, there is a note which Ibeheve is saying KASPER fine. This just

does not imake sense,

The next follow-up visit was on 02/28/2011. The patient’s pain was worse. The pain level was 6
on a scale of 10, The medication was Opana ER 30 mg and Percocet 10 mg 6 per day with 80%
1elicf. When the patient has 80% relief, the pain is worse. When the patierit had 70% relicf the
pair. was worse also. I do not know what this means according to this physician. The patient’s
vital signs were perfectly normal. No change from previous records from the time of admission.
The impression says the patient was going to be sent to physical therapy, application of topical
pain cream such as Tiger Balm and to teach yoga. There was no mention, absolutely no mention

.of the previous report of the patient’s daughter getting involved in sharing the medication or .

apparent sharing of the medication.

The _ﬂ@ﬂ visit was on 03/25/20 11. Here again the pain was worse because of stress at hom.c.‘

Medication was tried for one month. Apparently the patient slept better because of the memory
foam mattress. Pain score was 8 on a scale of 10. Medication was Opana 30 mf and Percocet

four to six_with 90% relief. Here again the physician said that the pain was 8 on a seale of 10

and she had 90% relief. This time, for the first time, there is a handwritten addition to the vital

signs that the weight was 125 pounds, The impression was pain was worse due fo stress and
change in weather. The patient will continue the Epson salt bath, Tiger Balm and medication.
Increased Opana to 40 mg b.i.d. and may continue the Percocet as needed. It also states that

UDS is consistent w1th the prescnbed medication.

COMMENT It is kind of illogical to me for the physician to say that the pain relief wes 90%,
but the visual analog scale was 8 on a'scale of 10, then there was increased domestic stress and

then there was increasing Opana dosmg These thmgs do not go together. Obvmuslz there isno
method to the madness,

-The :‘iex?: visit was on 04/27/2011. This time the pain score was 4 on a scale of 10, The pain was
well controlled. This was 90% relief also. The patient was on Opana 40 mg b.i.d. and Percocet
10 mg six per day. The patient’s diagnosis was fibromyalgia, kyphosis with osteoarthritis of the
shoulder and elbow and with this diagnosis the patient was on glucosamine also. She now was
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ndmg her own moto:cycle So, one should assume fhat she was very active and the medication
was helping her almost 100% and this had to be a success story for the treatrent. The additional

diagnoses had been added such as kyphosis and the osteoarthuitis of the shoulder and elbow '

' Whloh were not there a few months ago,

The next visit was on 05/25/2011 This time she was well and had been riding her motoreycle to

Memphis. This was a six hour ride. It does not say if she was the driver or a passenger on the -

" motoreycle. Pain level as 80% confrolled with pain score of 3 on a scale of 10. Medications
were Opana ER 40 mg twice a day and Percocet 10 mig six per day. She was doing very well and
‘was riding’ the motorcycle. - Unfortunately, there was no mention about the motoreyele safety

- while the patient was riding and taking medications and there was no mention whether she was
* takingthe medication while she was riding, whether she was ndmg alone or she was ndmg with

a passenger or she was the passenger. _

The next visit was on 06/1 5/2011 The patient was in for followup. Pain was well controlled.
On the trip to Mewmphis she used the pain cream. Pain level was 3 on a scale of 10 while Opana

and Percocet were used and 90% relief. She had tendemess over the medial ep1condyle which

 was related to her riding the motorcycle. The vital signs were perfect There was no other action
taken, except that on this particular visit the patient was suddenly documented to be a 60- -year-
old female, whereas she was 49 during the visit a few weeks ago. 1 hope this is a typo.

The next visit was on 07/11/2011. This time the paﬁent once again was 60 vears old, but there
was a change in the format of the medical record keeping and this was kept by the APRN and Dr.
Baird together. The patient had 80% to 90% pain relief. Nothing else was changed. Vital signs
 were this fime quite different than the previously recorded vital signs, namely blood pressure was
110785, pulse 76, respiration 19, weight 97 pounds, height 61 inches. Pai level was 4/10. This
was the first time in this patient’s many visits where a vital sign change was noted and there was
no particular reason, except there was a different person involved in the medical record keeping. -

The pext visit was on 08/09/2011. The patient was now documented to be 50 years old, whlch is
the correct age. She had good pain control. Her medications had not changed, which were
Percocet six per day, Opana ER 40 per day and testosterone estrogen combined. This apparently

gave 80% pain relief and her lifestyle was very good. She was contimuing o work fuli ime and

was_able to ride_her motorcycle, which she was not able to do before she was put on pain
medication. Vital signs were also normal but not like the admission vital 31gns, which were

- persisting for many months,

The next VlSIt was on 09/01/2011. Well eom:ro]led pain with Opana and Percocet. The patient

 was doing so well that she was considering a bike riding to Florida, that was Louisville to Florida
all the way. Her vital signs were normal Ske only had sorme mormng stlfﬁless

COMMENTS: Ths patient with chromc intractable pain on me ga doses of pa.m medication was
doing so well, she was taking a morphine equivalent of 420 for pain control and she was going to
- go on a prelonged motorcyele ride to Florida, close to a 1000 mile trip. None of the risks were
discussed. None of the consequences were discussed. It looked like everybody was happy. On
top of that, this patient was a recovering alcoholic. During the whole follow-up visits that were
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recordcd in the pract{oe of Dr. Baird, no ‘mention of alcohol, even though there were repeated

notes a.bout domestm trouble or s’tress at home Alcohol was never mentloned or discussed. .

+ The next visit was on 09/ 12/2011 This actually was not a v151t The patlent was temmted
- The reason for termination vas missed or failed pill count. This was considered a violation of
the drug agresment. There were no details about this patient not coming for the pill count that

were available in the rccord as far es’[ can frace it down, The patIent was terminzted and there .

was a letter from. the patient complaining about her dlS]IllSSEl from the practice. There was o
reply from the physician. Unfortunately, the reviewer has no insight into why she was dismissed
and what were the circumstances under which she was called in for a pﬂl count, etc. Whether
- this was the practice of the group also I do not know. There was no suspmmn raised. Everything

wa§ hunky dory when the patient was seen the last time, but reviewing the chart which I have

done, there was onty indication there was some hanky panky gomg on at home w1th other peoplc
gettmg mto her pill bottle, her daughter : ) ‘ : ‘ ,

F]NAL IL{PRESSION

This is a 49 to 50~year-01d female dzagnosed with ﬁbrom}zalg and eventuzlly dlagaoses with

" Iyphosis and osteoarthrifis was added and I do pot know why, The patient had a history of
alcoholism, and she was a recovering alcoholic. No details were ever recorded during her folow-
up time with Dr. Baird or treatment time with. Dr, Baird. The initial assessment and history and
~ her previous records were poor. The patient was managed with fairly large doses of pain
medication for chronic benign pain, namely morphine and equivalent of 300 to 420 level. The
patient’s pain was perfectly controlled. There was subsequent indication that the patient had
domestic stress at home and her daughfer were petting into drug use and getting info the patient’s
medications. The patient was on two medications, namely Opana and Percocet which are both
~ highly sought after medication in the commumity where the patient and the physician live and
practiced respectively. The comments so far also, looked that the patient was given liberal doses
of medications in spite of her not really needing or wanting increasing doses at least one time.
There was no absohute rationale for the increasing the dose of pain medication, at least the type
of increase at least in the initial increase from 10 mg of extended release Opana to 40 mg in one
step was noticed. Therefore, this physician was very liberal and the patient seemed to have
- enjoyed the liberal prescription of two highly sought after pain medications. Obviously there was
no wonder that the patient was disappointed when she was terminated. I would say that both the
patient and the physician are equally responsible in faiture of the treatment plan and they not
. only needed fo share the blame and the resnonmbxhtv, but both deserved {o be Iepnmanded for

their bchavmr

._.SECTIONB , '
KASPER RECORDS FOR DR. BAIRD FROM 12/10/2010 TO 12/11/2011

‘There are four patients here. We shall Jook at the KASPER only for the period of the 12 months

A wmch are avaﬂable

The paent ai the onset Was reccwmg oxycodone controlled release 40 mg once daily; Zolpidem
10 mg once daily, carisoprodol 350 mg three per day, methadone 10 mg four per day and
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uxycodonc 10/325 mg four per day 1f one exa}udes the effects Zolp1dem and cansoprodol and o

. takes the oxycodone confrolled release, methadone and the oxycodone 10/325 mg, it would come §
to a morphine equivalént of 480.. OF cotrse, the consideration that the carisoprodol and zolpidem

producmg sedative effect is excluded here. On the outset it is pretty hard to figure out what the
- M.D. is trying to do here, because oxycodone confrolled release is a ‘drug which is used for
- around-the-clock pain confrol and usually it is prescribed {wice a day or in serious cases once
évery eight hours when a patient has severe netropathic pain or cancer pain, when the
) oxycodone contro]led release may not lasta whole 12 hou:rs with one dose, unloss the smgle dose

is huge.

‘ Then the prescription for oxymorphone that is Opana, 10 mg 12 per day was started I believe in
the place of OxyContin 40 mg. Then I believe it was replaced by Opana 40 mg extended release

two per day, that 1 is 80 mg of Opana or nymorphonc per day.

 Here, if one calculates morphme equivalent, 40 mg of oxycedoné is rcplaced by 120 mg of
‘oxymorphene, which is equal to 360 of the morphine equivalent. There is no ]ustlﬁcailon in
doing so. But, if we consider the morphme equivalency of 0pana extended release 40 mg twice

" daily, that would be 80 mg per day, that would be only 240-in morphine equivalent. That would
even be higher than the original dose of drugs which it replaced. So, there seems to be ng rule or

understanding or formula which this physician is using fo replace the drug, except some form of

random numbers beinig assigned to the mg of the drug irrespective of the ‘strength or its .
therapeutic effect.

Then this was replaced by fentanyl 25 meg per hour. Thatis a morphine equivalent of 60. The
patient was also regularly getting zolpidem, amphetamine 2.5/2.5 and cansoprodol was to be
started. :

: CONCLUSION '
Here we see real high dose opioid therapy according to the definition earlier provided under

section A. Multiple drugs were used, a combinatioh of stimulants and depressants,” No definite
- dose eqiivalency rafionale was followed in switching from one drug to the other. - It is very

-difficult to ﬁgurc out what formula the physician was using, but looking at the KASPER or even
after reviewing the medical records, [ believe the dose prescribed was based on an arbitrary idea
which the physmLan had in mmd, whlch was not documented.

PATIENT TWO

The first prescription was for MS Contin or morphine sulfate extended release 30 mg, two per
day and then hydrocodone 10/325 mg six per day for a morphine equivalency of 120. After the
- first dose of mdlphine then this disappeared and this was replaced on 01/18/2011 with
hydrocodone 10/325 six per day and then on 02/01/2011 the Percocet 10/325 mg six per day for
the next two months. The prescription for hydrocodone and oxyeodone 10/325 mga was six per

day irrespective of which drug. In other words, the strength of hydrocodone 10 was thought to

be the gquivalent to the strength of oxycodone 10 mg I believe. The use of hydrocodone and
oxycodone 10/325 mg six per day is something like a discretional use of the drug for chronic
pein. I am not sure what type of indication or clinical situation this is, looking at the KASPER.
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| Furﬁler comments in tbls matter as it rclates to cach patlent in the KASPER Wﬂl be in the patlent
teview. : : :

cight per day. This comes fo a morphine equivalent of 900. Then she filled, on 07/02/2010

. oxycodone 30 mg 150 for 13 days. Then on 7/09/2010 another refill of the same drug 150 .

~ dogses. [ do notknow why she filled and got 300 pills of oxycodone 30 mg in a period of 7 days.
It lacks like she filled for 26 days during a period of 7 days. On 12/05/2010 she filled

OxyContin 60 mg 120 for 30 days. Usually OxyContin is not prescribed this way. In my -

experience, I never had any phaﬁnacxst who would fill this way, even though I have mot

- prescribed. I have a hard time hawng a pharmacy prescnbe 3 dosas of OxyContin conirolled
release in 24 hours. ' , -

" Then on 01/28/2011 ogvcoﬁﬁn 80 me. 90 of them preseribed for 30 days, sibile on bxycddon'f; ?
as before. Usually the dose of OxyContin 80 mg is reserved for the patient who is opioid

. tolerant and usually a cancer patient, but here this physician was able to get this filled for a

patient with chronic musculoskeletal pain 80 mg three per day on top of larpe doses of
oxveodone also. Then before the OxyContin filled on 01/28/2011 runs out, on 02/17/2011 the
patient filled Opana cxtended release 40 mg, 90, 3 per day. This is the same morphine
equivalent of 360 as'the OxyContin. Here again, Opana extended release is usually filled twice a

day, but this patient got it for three times a day. Obviously this physician seems to have an’

influence or ability to make the pharmacist fill this medication the way he wants. Further, the
patient was getting all of these depressant drugs, namely opioids, carisoprodol 350 mg every 8
hours also was prescribed along with the Valium. 10 mg every 8 hours. Then the patient was
. given stimulants also on top of that. Here again it is difficult for me to figure out from the
KASPER why all of these medications were added in snch rapid succession to the game patient.

Here the fitst prescnpuon wes on 01/05/201 1, Opana ER two per day and Percocet 10/325 mg 12
per day for a morphine equivalency yalue of 360. This continued until 04/27/2011, when the
Opana ER was 40 mg twice daily with the Percocet and here the morphine equivaleney was 420,

This is basically high dose ‘opioid therapy. It looks like thc patient had been ﬁIlmg these

medications on a regular basis,

SECONTION D«

' - 01/29/2012 RESPOSNE PROVIDED BY DR. BAIRD :

This is a five page letter and the letter is dated 01/29/2012 from Dr. Baird,.add'ressed to Whom

It May Concern. It is in reference to letter of concem by pharmacist Tnsh Roberts Lwill be as
bnefaslcanmmyremarks :

I was not aware of the largest study to date of 300 patients with fibromyalgia, ete, with 80%
relief with judicious use of opioids which Dr. Baird mentions. I believe this is a study which Dr.
Baird himself did. It would have been nice and helpful to this reviewer if Dr. Baird had made

The patlent was recewmg Opana extended release 40 mg tbree per day and oxyocdone 30 mg'.
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: -thls study &vaﬂable and mcluded the study asa refcrence in thls Jetter, or at least mformed thc.
reviewer where the study was published. Thave in this connection reéquested the Kentucky Board
‘of Medical Licensure to forward to me a copy of Dr. John Baitd’s curriculum vitae and this was
received by the Kentucky Board of Medical Licensure on 03/01/2012 and this was forwarded to
me. In this curriculum vitae I did not see a publication of this study anywhere. I did not see
that Dr. Baird had presented this study anywhere before a medical andience. Therefore, I have fo
_ consider this study as a personal study of Dr, Baird, not peer reviewed and, therefore, I am

-unable to comment oxt that Studz Therefore, this study has no validity in my opmmn as far as 1t
applles to application in patients i in an 1mportant subject hke ﬂns '

Asan mterventlonal pain specialist who has been in practice in Lomsvﬂle Kentucky since 1972 '
I have been treating patients with- ﬁbromyalg;a, thought not focusing exclusively id fibromyalgia
patients. Ihave been ustng prescription of opioid medication. as part of their total management. .

.1 am not against the use of opioid medication in, the disease, for there is no universal agreement

on this matter. 1 have attached a few publlca‘aons in this matter in support and unfortunatcly not -
in support of this position. ‘The liferature as of the current plan in 2012 is not in the majonty
supporting the use of opioids in routine treatment of fibromyalgia, even though a lot of pain

- management physicians do prescribe this medication in realistic doses. Ihave not come across

" any study where high doses of opfoid medication is used exclusively in the treatment of

fibromyalgia and a high dose opioidis definied as morphine equivalent of 120,

Dr. Baird remarks about the pharmacist calling the doctor and discussing the doctor’s
_ prescription habits, In my opinion this is entirely up to the pharmacist and his or her discretion.

I do not believe that there is a guideline in the pharmacologist’s practical book of guidelines in
doing so. I donot believe the pharmacist has a supervising role in. this regard. They have an
advisory role in this regard. If a physician has made a mistake or an error in a prescription they
should be able to point that out. If a pharmacist is unhappy or if the pharmacist thinks that a
physician’s prescription habit is dangerous to a patient, it is up to the pharmacist to talk with that
physician directly or approach another controlling agency in this matter. Dr. Baird’s statement
about what a particular patient stated about the conduct of the pharmacist is irrelevant here, or
whether the pharmacist violated any HIPAA RULES, ete, is not relevant here because that is not
* what we are discussing and that is not what I am asked to review. - If a pharmacist has violated
the HIPAA rules and if there is a grievance from the patient or the physician, they could take
action in that matter and that is not under discussion here. If Dr. Baird has a grievance against a
particular phatmacist, it is appropriate for him to' complain to the authorities in this matter. Dr.
Baird’s general complaint about pharmacist and the emergency room physicians about the
adjusting the patient or about them building bias, again it is not relevant in my review. Itis my
hope and expectation that all patients would be given respect which they deserve,

- It is quite p0351blc that KASPER reports are sometimes delayed and sotnetimes entries are
" delayed and sometimes KASPER reports are not up to date, but lately there has not been very
much delay in getting the reports if one tries. If the physician is in a pinch, the physician calls
the pharmacy in question and gets the report from the pharmacist regarding any particular patient
‘ ragardmg opioid medication prescription as long as the patient would give the physician the
permission to do so, That should be part of the agresment to treat. That is the physician has the
right to collect information on the patient regarding the patient’s previous niedication habits.
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Further, the d1scuss10n regardmg the four paﬁcnts in ﬂ]lS Ietter w111 be addtessed thh each
.pauent . C :

.SECTION E ' '
PRIOR LETTER OF CONCERN SENT TO DR BAIRD BY PANEL A ON 12/29/2010.

I have gone through: this lefter and this is a letter which contains the ‘opinion regarding the use of
controlled substances in pain treatment and this letter is a reflection on the standards originalty
adopted and published by thie Board on 03/22/2001, modified and published on 09/13/2003 and
published as a Board opinion on 10/10/2008. This information s available for all practicing
. physicians as far as I know and it basically- sﬁpulates or mentions the standard of care and
‘management in the matter of controlled substance in pain treatment, Here T will not need to
make any remarks about it as 1t apphes in current rev1ew -

SECTIONF s o
DR BAIRD’ S 05/25 /2009 RESPONSE TO PREVIOUS PRESCRIB]N G ALLEGATTONS

This. letter is nearly 15 pages and it has two sections. One section is dated 05/25/2009 of two
pages and the other section dated 10/05/2009. The first section is addressed To Whom Tt May
Concern and the second section is addressed to the Esteemed Board Members. -\ Since this Jetter

- contained a lot of material, I have tried again my level best fo review It 1 detail. _

There is a Whom It May Concern two-page section stating that Dr. Baird is a speaker for various
dmg manufacturers, ete. and that fibromyalgia is his pagsion, etc. Dr. Baird states that he has
ongoing data on fibromyalgia which supports his practice. He has not enclosed that with the
letter. I personally do not think that I know the entire liferature on fibromyalgia. I have
reviewed some. I do read from time to time on this matter because I do ireat patients with
fibromyalgia m my practice, which I have been doing since 1972 in this town when fibromyalgiz
was not even z diagnosed clinical entity. Buf, I have not seen any publication from Dr. Baird’s
side on this matter. Therefore, as stated eatlier somewhere in this review, on 03/01/2012 the
~ Kentucky Board of Medical Licensure received a copy of Dr. Baird’s curriculum vitae and it
does not appear that Dr.-Baird has presented this data anywhere before a medical audience. Ifhe
has published that or presented that; I could not locate that in his curriculum vitae, It would have
~ been nice for the reviewer and the physician interested in deily practice of pain medicine and
those who prescribe opioid medication for patients with ﬁbromyalgla if this literature and data

- was made public.

Dr. Baird’s clann that hc is Workmg hard on behalf of the 30% to 35% of people in whom the

FDA approved medications do not work is a great hope for all. But the jury is still out on this
claim, I believe. It is a matter of Dr. Baird’s personal opinion that he is doing so and I have not
heard from anyone else and the data is not published yet. If it is published somewhere, I am not
aware of it. I hope that Dr, Baird would have shown us the data if he had published it, rather.

tha.u claim he has the data. .

The other _Qal't of his communication is a.ddressed 1o the Bsteemed Members of the Board of the
Kentucky Board of Medical Licensure. Ihave a few comments in this matter. .

" Dr. Baird’s claim that only he and a couple of other M.D.’s in Kentucky only treat patients with
fibromyalgia is not true. He believes that he is the last hope of the pafients who come to ses him.
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Ido not know how he can make that elazm There are other M. D s practicing in pam medlcme '

or practicing pam medi¢ine, who treat pahents with_the diagnosis of ﬁbromyalga and that
~ includes this reviewer.. -1 know others also, but none of us claim that we are specialists in. this
disease. I do not believe that it is a fact at fhis time that fibromyalgia is a specla.lty in itself, Tt
: may be fashlonable to think so by those who focus their attention on- ﬁbmmyal gla only :

Treatment of chsease states espeoiaIly newer ones, gocs tbrough a process of evolution and

 concepts are developed over a period of years, but Dr. Baird’s claim that he has the last word on-

fibroryalgia is not based on any published liferature. Flbromyalgla Network Newsletter is a
customer information communication publication, It is not a scientific publications. It is, I
believe, cveryone’s privilege to think ou side the box, but that does not mean the product of such

thinking always be considered scientific conclusion.

Dr. Baird states, “Most of the patients who come to me are already' on some narcotic like
hydrocodone and because I am a pain management physician with the interest and knowledge in

fibromyalgia, I assume their pain management.” I wonder what special qualification Dr. Baird

- has.as a speclahst in pain management,. I understand the curriculum of residency traifing in

physiatry or physical medicine includes training in pain management. I do mot know how

extensive it is as far as the content of pain management is, but Dr. Baird’s curriculum vitae does

. not indicate that he has undergone any special training or fellowship training in pain
menagement, neither is there any indicafion that he has been certified by any specialty board in

pain management or he has taken any special courses where he has had specialty training in
opioid management or any particular training-in interventional pain management. I am not
-making this remark to discredit Dr. Baird as a pain management specialist, but since he
repeatedly makes the claim that he is a pain management specialist, I would have liked to see his
specml qualifications other than his basic tammg in physwal medicine and rehabilitation,

. Dr. Baird claims that he was in the past a speaker for Botog, intrathecal baclofen and Zanaflex as
in spasticity management, I would like to know how many baclofen pumps he has implanted or
" how many baclofen pumps he has managed over the years and what makes him as an expert in

mIrathecal baclofen theragjg ete. 1o make me an exgert in this feld.

Dr. Band is in the process of compiling daia on ﬁbromyalgta paﬁents because they have 80% have 80%

improvement. This was as of 05/25/2009. Is his data out yet" It would be interesting to see the
followup on this data. Obviously it is not available to the reviewer. Therefore, I cannot use this

data in Dr. Baird’s defense, however much I would like to use it. But, if the four cases I
reviewed in this matier along with this report, I have serious doubts about his claim, his
methodology and conclusions.

Dr. Baird states “T could have done inte:venﬁonal pain management and made a lot more money

and had a 1ot less headache than caring for petients with fibromyalgia.” In'my opinion this isa -

silly arpument and does not answer any of the questions that was the rationale for his practice.
. Why take a swipe on somebody else or some other type of practice? If Dr. Baird wanted to
" become an mierventionalist, he could have become one. I do not think anybody would have
prevented him becoming one. Blaming someone else or OHTICIng someone else for his

problems is not a defense. I quite agree that mot every physician in practice believes that

ﬁbromya.l gia is a real disease and there are patients who suffer frorn ﬁbromyalgla buf that would
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‘ not answer Dr. Baird’s problems or the quf:stmns ’{he Board is askmg Dr. Baird to explam in lus
pracﬁce : : : :

~ Dr. Ba;er states “In my practice [ have actua_lly found that i 1ncreasmg the oplolds toa therapeutxc :
but the results are impressive.” This higher dose

level may take higher doses lik
needs definition, does it not. " Dr. Baird has not provided this therapeutic lovel and. his higher

doses in his reply and if the answer 13 in the four cases [ rev1ewe<L, that is totally 1mpract10a1 and

' medmallv not fBElSlbIe

Wl‘fh reference to the comment “I prescribe excessive narcotxcs ¥ Dr. Balrd asked the qucstlon
what cxacﬂy does excesswe mean and wbn dec1des this. : R ‘

I do not ]mow how or why all of the arguments should be there. For all drugs, antibm’acs and
~ vitamins there are recommended effective minimum doses and maximum therapeutic doses. For

 anesthetic drugs and drugs that alter recipients sensorium or behavior and organ function above a

certain level, toxicity or dose escalation, whether. instituted by the prescriber or the patient
himself or herself. That is the reason the maximum dose is recommended for certain drugs. As
specific indications for op101ds there is a safe maximum dose. This may vary from. patient to
patient depending on the various factors, but ane would be flirting with patient safety if one takes

" the attitude that “I am i1 pain management and I decide what 1s good for my patients.” Of

course, none of these tules are wriiten in stone, but rules for patient safety are written in stone.
Opiates and narcotics cannot be compaxed with nonsteroidal anfi-inflammatory medications or
DMARDS or biclogical agents in this regard, That is the reason why they are classified as
controlled drugs. That probably is the reason why we are having this investigation, I believe. In
_this particular instance, Dr. Baird has lost the argument for sure. Dr. Baird’s statement that “His
data speaks for itself” is difficult to beheve because he only has his data and nobody else has it.

“Once again, I speak for all the FDA approved drugs and have educated hundreds of physicians.”
This is a statement with no particular value here. Publication in a peer review journal would be

better validation of one’s qualification. If there is a lack of medical documentation in the records

of patients under treatment by Dr. Baird, he cannot blame a novice nurse practitioner for that.
Even if the patients loved the nurse practitioner, it does. no absolve Dr. Baird:or the lack of
-medical documentation. Dr, Baird’s argument that the lack of medical examination did not
impact on the treatment of patients cannot hold water. Then why do we examine patients and

keep medical records. In this context, Dr. Baird’s statement that “90% of doctors do not take the

time to listen to their patients” does not absolve him or his umnitiated nurse practitioner whom his

patients loved, but it insults the intelligence of the rest of the medical profession also and makes:

it appear that Dr. Baird is the only righteous one. Dr. Baird could have done a betier job of
defending the reviewer’s claim that notes appear to be pre-cntered notes. More on this on my
mdmdual patient review 1aicr -

Further, Dr. Baird’s statement “Bvery day patients tell me they see physmmns that never have
touched them® ete. is a silly one because they are not the physician being reviewed here, but it is

Dr. Baird who i5 being reviewed. Again, Dr. Baird has gone on to state “I am a physician of

high moral character and would never and could not document something I did not do. Many .

others do this daily and I have seen EMR record, efc, ete. This. I believe, is in very poor taste,
even thouph made in desperate attcmnt to prove his feehng of ccrtlﬁed self righteous.
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1 shall not touch on individual pauents since I do not I:Lave them and I have not reviewed them,

That is the one that Dr Baird is talking sbout; even the patient whose name appeared, -
Gl Tho last sentonoe is “Medications were written by my nurse practitioner fo keep up with

what most people were on and ] know of no physician iu pain management who keeps record of

what themve versus what others nge » This statement is the worst bypocrisy I have heard. Dr.

Baitd, if he meant what he wrote is dead wrong. If that is what he preachcs and practices, he
should quit doing so. Medication reconciliation is one of the most important steps all physicians
should do and do when they evaluale and {reat patients. That is especially true in the field of

* pain management and also what T have seen in the hospitals where I practice.. Here I enclose a

few of the medication reconeiliation forms I come across in the places I practice for your
.consideration. I sl cannot believe Dr. Baird would make a statement Jike this and I am not

even sure ggheﬂler he realized what he wrote, In this maiter, if Dr. Baird takes the position that
his role in pain management as a physician of exceptional merit since he believes and prescribes
controlled drugs such as opiates, and does nof carg to keep up with what the other physicians’are
giving the patient, he should certainly be disqualified as a corpetent phiysician as he claims to
be. Dr, Baird elsewhere in thxs Lctier, stated T practice progressive research based excellent Hfs |
changing freatment for the group of patients few if any want to treat effectively. Iam assessing
my patients comprehensively and completely,” This above statement does not gel with the
statement which Dr. Baid just made that he has no time to worry abont what other doctors give -
or preseribe to his patients, then how can he stats that he is unigue in his comprehensive
assessment of his patients whom nobody else would treaf. :_[Lere is a great migfit here,

Agam, not fo and stay on the same issus, but on the ncxt patient, i T Dr. Bax:d stafes
“documentation may have been lacking due to the sheer amount of i Lssucs she wished o cover in
each appointment. Many of these notes with issues are again, the nutse practitioner’s. These
- statements again do not bode well in_favor or Dr. Baird, who had been claiming that he ig a
superior physician in general and that everybody else is not doing what he does and they are all
delinquent, whereas he is not. Therefore, Dr, Baird is defeating himself by cntlclzmg others and

not doing kis own Work, except to claim that he is Super.

Al

SEQTIONG ¢ - ' '
DR. BAIRD’S PREIVOUS INDEPE\JDNET REVIEW BY JENNIFER SCHNEIDER, MD,

(NATIONAL PATN MANAGEMETN PHYSICAIN) PROVIDED AT THE REQURSET OF

DR, BAIRD.
This is a letter to L. Chad Bider dated 03/ 14/2010, 'The letter is a review by J cnmfer Schnetder,

M.D. and it is a multipage document covering 14 pages. Ihave not reviewed eny of the medicaf
records of the patients discussed in this letter, First: comments ebout the concern about the use
of opioids for treatment of fibromyalgia, there is no collective agreement or consensus regarding
the use of opioids in ﬁbromyalgxa, but meny physicians, including the pain management
specialists such as the rcviewer, use opioids for the symptom management of the pain of
fibromyalgia, the fype of pain which is not otherwise controlled. Opioids are not the first line of
treatment. There are drugs specifically approved by the FDA for fibromyalgia which are not
100% effective. [t is also true that some patlents are exposed to opiate and analgesic drugs early
in the management of fibromyalgia and due to ignorance or impatience or due to other factors,

some of these may have developed a drug habit and their management might have been difficuit
in the long term. But, the point here should be that one does not need to burn the house down to

kill a raonse. The arguniept about relationship of oploids end neuropathic pain need not be and -
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- cannot be exfrapolated to ﬁbromvalgza and ommds Ommds are not the onlv defense against
neuropathic pain, like antibiotics are againgt bacteria. Whereas one feels comiortable in stasting '

a. pationt w1th the diagnosis of nedropathic Dam on. opioid medications on_the first day of
diagnosis, T do not feel it is appropriate to start the patient with fibromyalgia on-opicid
 medications on the first day of diagnosis. - That is all the argoment, otherwise a patient who had

" tried multiple modes of treatment or modalities of treatment in managing the symptoms of
ﬁbromyalg.a, it ‘would be not inappropriate to start treating symptoms of pain with opfoid
medications. So, it is agreed that without preconditions that opioid medications are USeful and
mavbe the only way out n certam patlents with ﬁbromvalma

Itis also agreed that breakthmugh pain may also ocour a.nd may have to be managed but one has
to be sure that we are dealing with young people with a long Ife fo lead and not a geriatric .

population. For a study from a geriatric population may not be translated to young peopl with.
fibromyalgia. In other words, a 75 or SO—yaar-old resident of a rehabilitation or nursing facility -

" whio has chronic intractable musculoskeletal pain being treated with. chronic opioid therapy is not

"equal to a 16-year-old girl with fibromyalgia who wants hydrocodone six doses per day around-

the clock because she has the diagnosis of fibromyalgia. The discussion as to excessive narcotics
by the author was not very clear to me since this can only be applicable to each nartmular case in
- my opinion. General i mpressmns are just general 1mpressmns :

Second: Concern about the elements of treatment of specific patients. I do not know anything . .

about these patients. The author of this letter is absolutely complimentary about Dr. Baird and
his exemplary performance in pain relief and every aspect of his managemen’r. I shall reserve my
comments further in this matter of the patients I review or I will review later in this section,

namely the four petients which I am reviewing for this particular review rega.rdmg Dr, Baird’s.

practice. That Wﬂl follow later in this documcntai:mn.

SECTIONH ' .
05/03/2010 GPINOIN OF JOHN B. WINFIELD, MD PREVIOUSLY PROVIDED AT THE

" . REQUEST OF DR. BAIRD.

This particular letter, which has mulﬁple pagcs has reference to Dr. Wmﬁeld’s pubhcanons and
. his qualifications and this letter supports Dr. Beird’s contention. that opioids prescribed for
ﬁbromyalgta are an exceptionally useful part of the treatment. - This statement was made and
this review is made at the request of Dr. Baird. This particular letter makes all kinds of general
statements and it sumimarizes with the statement, aod I quote, “In short, Dr. Baird appesrs to
manage pain in fibromyalgia the same way I do.” That does not mean that both of these doctors

are perfoct or their word is the absolute truth. There is no disagreement from the reviewer that

opioid medications ate useful in the symptom management of ﬁbromyalgla. I do not think the
Board has ever raised the question that opioids should not be prescribed for ﬁbromyaigla It was
other things in Dr, Baird’s practice that have been quesﬁoned This Ietter also gives some idea or
commentary about pain and arthritis. I think that is a pretty good general dissertation and is
worthwhile reading, but I do not think that apphcs for today’s review of Dr. Baird’s practice.

But, it was very nice of Dr, Winfield to give his opinion and there are quite a few points which
he has raised. But, the problem is that we are not discussing whether patients with arthritis or

musculoskeletal pain are neglected or not. We are discussing the pattem of Dr. Baird’s practice,

not whether other physicians are neglecting patients or the population is neglected in pain
management, etc. Therefore, this letter has only limited application in support of Dr. Baird.

U
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' SECTION | S
ABRIT. 2010 FIBROMYALGIA NETWORK ARTICLE PREVIOUSLY PRDVLDED BY DR.

. BAIRD .
" This publication from F1bromyalg1a Network is a survey ﬁom customers S&Ef'enng from =
fibromyalgia. -The document states that they ranked this class of drugs, that is opioids, are bestin

' their list, especially the long-actinng ones. This at best has no real relevance i in the matter we are
discussing I believe. Tt is seldom, or at least rare, that one finds a patlent ina clinic who does not

like opioid drugs and is against them, so I do not think there is a whole lot of point in' this -
particular article. If one invites 100 people who are on op101d medication and asks them whether -

~ they like the medicatiori which they take, I have a suspicion that the majority of them would go
for it. Unfortunately, that is the nature of these drugs, the effect of these drugs on the particular

'part of the brain whlch deals with the sense of wellbeing,

CONCLUSIVE REMARKS - |
_ Thave reviewed the matcnal s0 far and now it is to the dx_‘Eﬁcﬂt task of the conclusmn or attempt

" at conclus:on

I understand the job-which I have is one which carties a tremendous respensibility and I also
- understand that I am reviewing the work of & fellow physician and will impact his work in the
fitture. I am frying to be as objective as [ can. I will make some initial remarks before the final
conclusive remarks, T have reviewed quite a bit of material, some of this relevant and some not
_relevant., I have looked at some literature and I have enclosed some literature also. I have also
teviewed four patients. One patient had fibromyalgia with a history of previcus alcoholism, The
. next pahent had fibromyalgia and multiple medicl problems including psychiatric illness and
migraine, efe. A third patlent had fibromyalgia and the fourth patient had no real fibromyalgia
problem, but chronic pain from hepatitis C and neuropathy and also had diagnosis of pancreatitis.
This patient also had a previous morphine pump implant, intrathecal morphine dehvery system
implant that was then explanted. - Then Dr. Baird took over her care due to the circumstances, [
believe. My review of each pattent is acmmpamed by comments regard.mg each visit to some -
. extent and final conclusive remark on each patient. I could not say that any one of these four

. patients was managed in a flawless or seamless manner or an impressive manner, In fact all; of

- them were managed poorly. .

Now some remarks. about management of chronic pain, especially pam of musculoskeletal
origin. As stated earlier, the question of prescribing opioid medication- for the pain of
ﬁbmmyalgla or musculoskeletal pain of fibromyalgia is still debated. There is some indication
that the pain of fibromyalgia is associated with cenfral summmation or lowered pain threshold or
augmented sensory perception in the pam control system. The majority of pecple now belicve
the patients are really suffering from pain and the associated untoward suﬁcnng There are only
very few studies which show some efficacy of tramadol in the treatment of pain associated with
fibromyalgia. There are some studies, mainly anecdotal, which indicate that the other opioids,
that is the major opioids in the market, stop the pain of fibromyalgia. Even though there is no
conclusive evidence supporting clinical effectiveness of opioids in fibromyalgia, prescription
opioids are incorporated in the treatment of patients with this condition. The approximate
. estimate in a Capadian study appears that one-third of patients are prescribed opioid medications.
On the other hand, there are others’ who completely are against the prescription of, opioid
medications in this form of disease. In addition to the above, the disease ﬁbmmyalgta itself
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- causes a Iot of symptoms n patients These involve the co gmtwc function, tholr mood and tholr

- abﬂrty fo Tunction daily, problems with tatigue, sleep distarbances, Ryperalgesia and generalized
- digabilify. Unfortunately, somelimes large doses of opioid medications may mimic sopdE of

‘these symptoms. = In-summary, it is appropriaie in my opinion for physicians to prescnbe

reahstw doses of opioid medications for symptom management of ﬁbromyalgla and that 1t is up
to the physzclan to decide at histher discretion and their ability and manage the patient with these

- medications, That bemg said, I did not come across any study in the peer Ievmwad journals or

cven literatire which has promoted high dose opioid thcrapy in fibromyalgia, even though there
are anecdotal eviderices or statements attributed to various pain physicians. I would think Dr, -

" Baird was also in that group of physicians who subscribe to the theory that high dose opiate
- therapy. would be beneficial In fibromyalgia. Ihave already defined high dose opioid therapy,

" . which is-a morphine eqmvalcnt of 120. .I have included some literature to support the a,bove :

statéments, which T obtained through the intemnet.

B | have not made a.ny other rcmarks on the management of patients wfrh othor chronic pain, such

as the patient I have reviewed who has the pain of hepatitis C, nemopathy and pain of

panoreatltls because that is not an uncommon situation. It is a common pam problem in our

comrmml’fy

REMARKS ‘
Medical record keeping, especially Wlth reference to initial evalmation. Dr. Baird took over the

. management of the four patients I reviewed on the understanding that he was a qualified expert
“who was taking over the care of the patient who failed with treatment elsewhere, so he is a
qualified consultant. In his evaluation which should have been comprehensive, I think he did not
meet the quality expected. On more than one occasion in the four charts that [ reviewed the
History was not complete and did not meet quality as I have indicated in the appropriate spot in
. the review. There was no detailed dosing or duration of the patient’s previous drug history in
. any of the records, how many mg, how often a day or week or month or for how long. In cases
" where there had been mention that there was a problem with hepatic function, there was no real
documentation how poor the hepatic functions were or how significant it was. In the case of the
patient with a history of alcoholism, there was 1o real history of how it impacted the patient’s
current stafus and future. There were a [ot of things mentioned in a casual format and these were
usually not supported by real evidence. It is one thing to state that the patient had been exposed
to prior drugs without stating what the dose was and what the duration of treatment was and what
was the failure or side effects. In situations where the KASPER was available, there was no

mention what the review of the KASPER indicated. The KASPER report was there for sure, but |
‘there was no mention of what the review showed. _The problem I have is that Dr. Baird took over - .

the management of the patient without detailed assessment of the previous treatment and if Dr,
Baird did assess the situation it was not noted in the medical record for none of the patients
which I have reviewed. But there was an attempt to propetly review the records, but it was not
reflected m the medical records. Maybe Dr, Baird had reviewed all of these things in his mind
and in his calculations, but it did not reflect in his medical records.

 Medical records. If is commendable that Dr. Baird’s records werc all typed and.neaﬂy kept, but
" the information contained therein was not completely useful. Some of the information contained

in these medical records was not even believable. Say for example, this has been mentioned in at _ |

least two or three patient that T reviewed out of the four. The patient had the same vital signs
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-dunng each visit, at least the majorxty of the visits fhe vital s1gns ‘were ex.actly the ‘same -
irrespective of the level of pain or their disease. That would make someanc like me very -
uncomfortable, so I do not know how fo believe this. .1 have seen this remark made by another -
reviewer of the medical records stating the same. I do not know how this can happen So least
in two situations- there were eight or more occasions where the naﬁent’s vital signs were exactly
the same during the monthly visits, but thc patient’s illness level or mtensﬁv levels were much
different, T also.note that when the nutse practitioner or another associate was involved in
keeping the medical records the vital signs were entirely different than the ones which Dr. Baird
" himself has signed. T do not know how this gels. Obviously when he kept the records on a few
occasions with the clinical associate like a nurse practitioner the vital signs were entirely
" different than the practitioner did himself, I have no ldea how fllIS caix be mterpreted I am not.

going to second guess anyone.

In some of Dr. Ba.trd’s dealings with the patlents thare isa reﬂectmn of either gross 1g110m11ce or
gross nepligence or gross incompetence or a combination of all three. I have cited this in the
various patients I reviewed and T will go ahead and recount this in one specific instance. That is
the case of the patlent who had the diagnosis of hepatitis C, neuropathy and pancreatitis, The
. insfance I refer fo is that on 09/14/2009 there is-a diagnosis of acufe pancreatitis made with the

patient having vital signs of blood pressure 120/70, pulse rate 80, respirations 15, with no record
of boedy temperature. The abdomen was diffusely tender. There were hypoactive bowel sounds,
but the patient was treated as an outpatient. No investigations were done. All that was done for
this patient was that the patient was given a prescription for Dilaudid 4-8 mg g. 4-6 h,, Valiom
- 10 mg t.id., Percocet 10 mg in the form of Roxicodone and Phenergan suppositories. Here I
have to state that I was completely surprised and flabbergasted how a physician can diagnose
acute pancreatitis and the patient have normal vital signs and the patient was treated with mega
doses of depressive medication and pain medication with no laborafory investigations, no
referral, not even a mention of the patient’s hydration levels or ability to tolerate fluids or food,
eic. The surprising thing was that the patient with this diagnosis and this prescription was not
even seen for a2 month. The patient was seen on 09/14/2009 with acute pancreatitis diagnosed
and was seen again oply on 10/13/2009. There was not even a suggestion that the patient was
~ going to be followed up eatlier than the one-month followup. There are more details about this
in the patient’s individual review, but I quoted this to indication the level of the patients I have

reviewed im this case.

In addition, T will quote some more examples when Dr. Baird. who seems to believe in the power
of opioid medication in treating pain which all pain management physician probably do believe;
yghen he changes dose of medications he does do in an arbitrary fashion. [ have cited more tha.rl
one example where the pam Jevel has no relationship to the degree of medication increase he
~ prescribed. Even when patients were not reporting more pain he seems fo have increased the

amount of pain medication prescribed. In none of the records which 1 have reviewed there does
not appear to be any indication that Dr. Baird had calculated to assess the total amount of pain-
medication the patlent was taking on a given day, such as the morphine equivalent of the total
daily intake of pain medication per day, per month or whatever. He just seems to keep
. prescribing fairly large doses of pain medication and I have cited examples for this in the cases
which I reviewed. There has to be some relauonshlp with the pain level, ﬁmctmn level and the

response to the medications prescribed.
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' In addltmn to the abovc cven tboughI mldcrstand that Dr Bazrd is dealmg Wiﬂl people who are' :
narcotic tolerant, even though Dr. Baird has' not mentioned that word anywhere and his not
documented the prior history of narcotic use in dosage form, he seems to start with extended -
release or sustzuned release for medication instead of trying the Tmmediatc reléase medication to
-adjust the patient’s level of tolerance to a particular medication. He. seems.to start instantly to
use the extended release metfication instead of immediate release. At least most people do not
start with the extended release medication without trying at least a few days or few weeks of the
immediate release fo detérmine the patient’s tolerance level of that parficular medication. This
allows_one to estimate the requirement of extended release medication per day before a patient .
can be stabilized on extended release medication. It may be possible to do that thing when a
' patlent is opioid tolerant, but it would be most realistic to start the way the drug manufacturer is
recommending how to start on extended release medication. In addition'to the above, Dr. Baird

s dealing with patients who have significant know how of opioid medication, his prescription

for breakthrough medication usually reflects as followmg, Tor examp_le, he prescnbed Percocet

10/325 mg eittier 120 or 180 with the stipulation. signature one to two of these q.4-6 h. "That
means the patient can take a mega dose of medication for breakthrough medication when the
patient is already taking a mega dose in morphine equivalent in sustained release format. So, the
dose of the breakthrough pain medication is equal to or sometimes more than the dose of the
sustained release form of medication. One wonders what the rationale of the determination of
the dose of opioid medication is in a patient. One can give Dr. Baird the benefit of the doubt that
he is alrcady dealing with a patients who are opioid tolerant and allow his discretion to start with
* higher doses when raising the doses or changing from medication to the other, he needs to
establish some parameters of why and how he is doing that. Maybe he has that thought in his
mind, but he had not put that down i practice, so the reviewer is very basically blimded. Soa
reviewer like me wonder whether it is due to ignorance, negligence or incompetence and that
may be the same reason why the pharmacist also got concemned with the Drescnptmn practice of

~ the same physlclan and that is my guess.

There are other situations which also are worthwhile mentioning,. For example one of the
patients’ significant other person mentioned that the patient was ovér: sedated and it does not
appear that Dr. Baird thought this was a sigrificant remark and I thought Dr. Baird just kept on
increasing pain medication and adding stimulants. There seems to be a pattern of adding
stimulants to opioid medications in Dr. Baird’s practice, at least on more than one occasion,
* which I saw in review, even though it is a well-known practice from what I know about adding
stimulants to_chronic opioid medication would be to decrease sedation in patients who are in
palliation and allow better pain control and sometimes adding stimulants may even reduce the
amount of pain medication that the patient would nced and they are functionally able to get
somewhere around that. In any case, Dr. Baird seems to have a high incidence of attention
deficit disorder diagnoses in his patients and he seems to be adding more stimulant drugs to his
patients.. This may be not significant or may be significant and I will not be able to make an .
assessment from the review of four pafients, but the overall review of the other material which I
read through indicates that Dr. Baird has a higher incidence of attention deficit disorder
diagnosed among his patients. In addition, another point that Dr. Baird seems to pay very give
altention to hormone balance such as thyroid function, especially the sex hormones such as
estrogen and testosterone in patients. It is very well known that patients who are victims of
chronic pain do suffer from low Jevels of testosterone in the male populationand i Dr, Baird’s
practice he seems to treat menopausal symptoms in women also very actively. I will not be ‘able
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March30,2012 . R JemRBardMD. -Page'c;a,

to make any adVerse remark in this matter. This may be a complementaly in my opinion to Dr,
Baird’s practice, But, none of the patients seem to have had an endocrinology consult as far as I

have been able to see. Maybe that would be the best way to do it to be sure all bases are covered.

- But, if Dr. Baird is quahﬁed to do endocrine evaluation aIl the credit to hin,

Another point Whlch needs mention here is Dr. Baird’s unwillmgness to gct a second opinion or

additional help. Atleast in the four patients I reviewed there was one patient where he could
have gotten additional help and it would have been a advantageous to the patient and himself
rather than _]ust desperately increase the pain medication dosing and get no significant
improvemernt in the patient’s condition, Sometimes when one believes in one’s treatment so
thoroughly, one may get blindsided and may not think of possibilities other than what one can
- do. That maiy have been the case here, at least in one case. ,

There was one sﬂuahon W]:uch this reviewer got very concerned about. That 1s the case of the
patient named ¥ The patient had the diagnosis of hepatitis C, neuropathy and
pancreatitis. This is the la v who had the morphine purnp implanted and then it was explanted.
"The chast indicated that the pump was explanted because of pancreafitis. I could not understand
‘that. When I have implanted quite a few morphine pumps in patients who are suffering from
intractable pain with pancreatitis, so I do not know how this patient got pancreatitis from the
- implanted morphine pump. Dr. Baird had not indicated why this pump was explanted. There

was no indication that he investigated why the pump was put in and why it was explanted and’

what was in the morphine pump. Morphine pump does not mean that the medication which goes
_ given in the purp was morphine itself. At least that is the way I understand it. There are other
medications which can be put in the morphine pump. A morphine pump means that it is a pump
which infuses inirathecal opioids and other drugs. At least that is the way I understand it. Dr.
Baird I believe did not investigate why the pump was explanted and what was in the pump,
except to state that it was explanted because of pancreatitis. The surprising thing here is that the
patient originally was stated to have allergy to penicillin and sulfa, When the patient was seena
second time on 01/21/2009 the patient’s allergy list was added to with morphine. This is typed
in bold letters m the medical record. The final allergies at that time were penicillin, sulfa, latex
and morphine. I have researched the entire paper and the patient’s hospital records fiom St
Mary’s did not indicate the patient was allergic to morphine, To compound the issue, it indicates
that the patient was prescribed morphine on 05/22/2009. On that date it is mentioned that the
patient has allergy to Duragesic adhesive and then it states that we will have to try something
else. The something else was morphine. She was prescribed MS Contin 100 mg three times a
day. Here I could not find the allergy to morphine which was previously established on this
patient, That is the reason why I came to the conclusion that there was something lacking in the
coordination of the care and keeping of the medical records and the accuracy of the medical
records, Once again, I have to apologize for the remark, I did go through the chart and I did not
find enywhere that the morphine allergy entrance was a mistake or a slip of the pen. It is my

contention that this is a serious medical error which obviously nobody noticed and if somebody

noticed, they did not think it was anything serious since nothing happened to the patient in that
particular matter. But, when one documents in the record that the patient is allergic to the tape
material of the Duragesic and the patient does have allergies, one would be inclined to check
what other things the patient has allergy to before a prescription change is made. At least that is

the way [ look at it.
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Marh30,202 RE: JohnR Baind, MD. . Page 47,
My ﬁnal concIusmn, and I will address this conclusmn quoting from Dr Barrd’s Ietter dated * .
05/25/2009, and this letter explains that ﬁbromyalgra is Dr. Baird’s passion. Dr, Baird also in

 this Jetter is trying to explain that he is. trying to educate other physicians how to treat and

* manage patients with fibromyalgia. He also makes. claims that his treéatment method of using -

opioids in fairly large doses along with drugs such 'ds gabaperrtm, Lyrrca Cymbalta, Savella,
Valium, soma, amphctammc zolpidem, Klonopin, Elavil, ete, is superior. .He claims that he has
“data to support his claim. He has not produced any and as far as I know he has not published
any. - He says that he has'done some research, worked with Lily Pharmaceutical and Pfizer
Pharmaceutical and I have not seen that data either. He also claims that others in Fouisville do
not treat fibromyalgia and I do not think that statement is true, Dr. Baird also claims that his
practice is based on research, but he has not produced any of his research findings. Dr. Baird
‘also thinks he is an asset to the community and the people’ suffermg from fibromyalgia, Tn my
‘opinion the jury is out on this particular stateroent. So far my review of the cascs; the letters and
the literature which Dr. Baird provided does not indicate that. he hds any quahﬁcatlon which

~

makes him a specialist in the treatment of fibromyalgia. T do not know where he got specralrst ‘

trammg from. That is not mdlcated

In hls background, ¥ am kind of forced to answer the Board’s questron whether Dr, Baird’s

practice is dangerous to the community. So far, in the cases I have reviewed nothing dangerous
bas happened to his patients, which is good news; but in every aspect of his practice which I
- reviewed, namely in the keeping of medical records, in the assessment of patients, in the
prescription pattern of opioid drugs and confrolled drugs and in the management of patients in

general, he has demonstrated a certain degres of excessive faith in himself, that his methodology

of treatment is superior to others and that the sky is the limit in where he wants to go with the use
of opioid medications. He is the ultimate authority in deciding what the dose .- he is gomg to
- prescribe. This philosophy is'again a defense of practice which the Board has ‘stated in the
Board’s letter to Dr. Baird in its communication to Dr. Baird on 12/29/2010. If one were io ask
me the question is there one point which is outstanding as a deficiency in Dr. Baird’s practice,
the answer is no. Almost every aspect which I reviewed is lacking in some respect, but none
outstanding, as I have stated before. I cannot without doubt state that his practice is dangerous

to_the community, but at the same time I can state that it is filled with multrplc problems,

Therefore my best recommendatlon is as follows

Thc Board shouid solicit another OPHILO]J from another pain management specialist and if that is
not possible, recommend Dr. Baird to undergo a course in management of petients who are under
treatment with opioid medication. There may be plenty of courses available. I can suggest the
course offered by the American Society of Interventional Pain Physicians for exarple. This
would be a competency certification in controlled substance management. This course I think is
still being offered and this would probably help Dr. Baird to revise some of his thinking and
hopefully help him in his futuré practice. At this time, it is my hope that I have tried to help Dr.
Raird with this review rather than criticize him only

cerely,

Kunnathu P. Geevarghese, M.D. FRCPC

Enblosurc

L
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Dear KBML fnvestigator:

{ have completed the comprehensive review of the medical records provided for ph\,}slcfan Drlehn
Baird. Enclosed are my findinhgs with regard to the req uested chart review. ‘ ‘

Physician educatlun—- Dr-Bafrd Is & graduate of the Umversxty of Lc:ulswile School of Medmne with
residency in Physwai Medidne and Rehablﬁtatmn from Medu:al af Virgma.

D_ncumentatmn

Chief Complalnt, Histary of Present IHness, Pain quality, physical exam, diagnosfs and
treatment plan- Dr 8aird performs a reasonable history of present ilness, hls menitoring meets
KBML standards. He does genetic teisiing to determine orasses lack of oploid efﬁcécy. The vast
maljority of the patfents are treated for fibromyalgia. My observation from the records supplied
would suggest adequate documentation with the exception of physical exam. The physical
exam ls marginal and clearly below the capacity for a board certified PM&R physician.

"KASPER and Monitoring- There does appesr to be extensive use of KASPER and frequent
complrance momtormg with UDS, On several occasfons patients are dismissed from the practice
based on results of the UDS suggesting the desire to Jimit and address adherent behavior. )

. Opioid dosing, sefection and rotation~ [t is clear that Dr Baird is attempting to treat patients and
" relieve suffering. Dr Baird uses a variely of medications and éiearfy‘ titrates the dose to his
percelved end point of analgesta. There Is Hittle documentation of functional status but there is
extensive patient reported perception of function, Like the previous reviewer it s at this polnt
that believe that Dr Balrd moves beyond the standard of care. While he is practicing medicine
and attemnpting to relieve suifering | strongly disagree with his approach oni three fronts; 1) the
rather liberal use of h]gh dose opioids, 2} combinations ufthree and in some cases four opioids
. {short and long acting) with other addictive substances such as Soma and benzodiazepines and

3) the use of opioids forf' ibromyalgia at all.

From a medical Hterature standpoint the following excerpt from a comprehensive dissartation
review of oploids and fibromyalgia suggest caution. - ‘

Opioid use in chronic nomnmaligmant pain is a divisive

subject in the current literature. Current guidelines suggest

- guarded use of oploids chrenically in nonmalignant palo and these
-recommendations are based on moderate gquality evidence at best.sz.

The use of opiloids chromically in fibromyalgia patients deserves

extra scrutiny for several reasons. First, the use of opioids in

fibromyalgia patients ignores the complicated presentation of the

disoxrdexr discussed above. Although opiolds may temporaxily
control the pain experlenced in the disordar, their use ignores

is6
the other aspects of the dlscrder includz_ng non-restorative sleep,

fatigue, and irritable bowel.
Patients suffering from fibromyalgla may also have altered




fern 9
Page 121

endogernous opioid activity., A study utilizing positron emission
tomography found that patients suffering from fibromyalgia
‘syndrome exhibit decreased mu-opioid receptor availability in
‘areas of the brain key to pain and nociceptiodn procéessing.ss There
. are two possible explanations for the demonstrated reduced
avallabllity. First, endogeénous enkephallns levels are elevated
in patients with fibromyalgia, éven when compared to patients
suffering from chronic low back pain.s Elevated endogenous
ligands in these patients may explain the reduced availability of
receptors to oploids, decreasing their effectiveness in
fibromyalgia patients., Another possible explanation is the
increased presence of endogenous ligands may lead to down
regulatlon of opioid receptors.
‘Hot only is the failure rate of opioid use a greater
concern in patients with fibromyalgia, there is also an 1ncreased
concern of misuse or zbuse among this population due to
characteristics commonly seen in these patients. Risk factors
commenly associlated with nonmedical use of opioids include
anxiety and mood disorders, each a common comorbidity seen in
patlients with fibromyalgia.se In. addition low self-rated health
status, commonly seen in fibromyalgia, lncreases the propensity
 toward misuse or abuse of oploids.so
17 '
Beyond these reasons there is also increased concezn of
adverse effect presentatlon in patients with fibromyalgia for
sevexal reasons. Fibromyalgia patients report adverse effects and
intolerance to treatment at elevated rates.s: In addition to the
increased reporting of adverse effects in general there are also
concerns with the way certain specific adverse effects seen with
opiold use may affect fibromyalgia patients. .Constipation is a
hallmark effect seen with opiocid use and may be of increased
concern in patients suffering from the irritable bowel symptoms
copmonly associated with fibromyalgiz. Other adverse effects
such as sedation and mental clouding are alsc of particular |
concern in patients with fibromyalgia due to the possible pre—
ex1st1ng mental dysfunction already present due to the disease

itself.

Jacob Painter University of Kentucky College of Pharmacy 2012.

And also Oploid Use, Misuse, and‘x!-‘\buse in Péﬁents Labeled as Fibromyalgia

tary-Ann Fitzcharles, MB, ChBxs & B
Peter A, Ste-Marle, BA-,

m Camsa, Phbe, .

Mack A. Ware, MBBBS,
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s Yoram Shir, MD»

White DrBa ird fists a publication outlining his approach to ﬁbrdn_igafgla freatment | cahnot find
it on standard PubMed medical literature ac_ces's sites. Inany case it would be a minority
opinlen o treat fibromyalgta even if the publication was published in a peer-reviewed journal.

Muitimodal appruéch Dr Balrd refies heavily on high or escalated dose opioids and
benzodiazapines and Iess on adj junctwe medlcations and thera py wh:ch Is unusual for a PM&R

physictan,

{ agree with the previous reviewer that Pr Raird over refies {the previous reviewer stated had
too much self—conﬁdence} in a method of treatment wzth dubfous value aocordmgtc the latest in
medical literature. Dr Baird's record keeping is as noted neat and organized and he utilizes compliance
screening to monfter and discharge patients. It is clear that there Is no business model that relies on
opioid prestribing as we have seen with pill mills thus it really hecomes a matter of determining whether
1 a pain physician think fis treatment meets the standard of care. As the other reviewer noted thisisa

' _ difficult propositian when evaluating a cliniclan suchas Dr Baird. As a trainer of pain management
physicians | have seen high dose opioid therapy working well for virtuaily no patients referred to our
‘center. 1 believe, and recent reviews on the subject (See ASIPP guidelines for opioid prescribing July
2012} have born out, that the fiterature suggests high dose (>100mg morphine eguivalent) per day Is
exceptionally risky and should be undertaken rarely and with cautlon in carefully selected patients.
These recommendations are for chronie benign pain, most pain phfsicians believe that fibromyalgla isa
unique subset of chronic benign pain the haiflmark of which Is physical dysfunction, sleep disorder,
anxfety and depressionand endocrine disorder. Since all of these are assoclated with high dose opiaid
therapy | believe that utilization of these medicines falls below the generafly accepted standard of care .
for pain physicians caring for fibromyalgia. Did Dr Balrd monitor opicld therapy appropriately, yes, Was
his patient selection and use of high doses of opiolds standard of care; pn a spectrum of regional
physicians there are few dthers in my experlence that would practice this way. I believe the adverse
outcomes of overdose in the face of high dose thempy should gwe Dr Baird pause concerning hic

approach.

{ believe, based on the records supplied, this man is a thoughtful and caring physician trylng to treat
difficult diseases. | befleve the fault, if any, les In the application of 2 marginal therapy {opioids) tn
pootly defined pathology {the syndrome of fibromyalgla) applying principles with scant scientific .
evidence {high dosa therapy). | believe Tt ks incumbent upon the state to use education to reorient his

practice to more standard therapy,

Since% . C . .
Jay S ¥ DO/PhD ‘ . :
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KENTUCKY BOARD OF MEDICAL LICENSURE

EXPERT REVIEW WORKSHEET
' (Rlease type} :

CaseNm -
Expert,s Name Jay S Grtder DO/PhD for Lfcensee John Baird MD

i Bm:f desmpt:on of symptom, dx aml course of fr eafmenf'
D:agnosrs Fibromyalgia, ' '

Treated with Durgesic 75 incg, Oxycodone 90 mg/day

"2, Canyouform an opimion? Based on your background and experfence and
review of all information provided you, and assuning that the treatment as - ,
documented was provided, can you form an opinion as fo whether the care rendered

. by the care provider, inchuding diagnoesfs, freatment or record keeping, departed
from or failed fo conform fo the minimal standards of aceepinble and prevafling
medical practice (. the medxcal cormmumnity af [arge)? -

X Yeos, I can form an opiniom,

No, I cannot form an opinion,

Ineed more information (specify):
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" 3. Whatisyour opmmﬂ? Pleaso usa flie defiuttions helow as “guzdelmés” ] Abe
used in defining stamdard of practice, You are nof limifed fo these guidelines fn
. forming your OPHIIEJH, but please state your own addltmnal criteria i apphcab[e.

a, Diagnosis, EVHIIIHhOH. of & medical proI:-Iem usmgmeans ‘such as history,
- physical examination, Iaborafory, and radmgraphm s%u&ws, when apphcable.

BeIow miuimum stanﬂa rds
X Within miniumim standards
b. Treatment. Use of medications and ether modelities based on generally

aceepted and approved iudieations, with proper precautmna fo avmd adverse
physical reactions, hab:fuatmn ox addmhon :

_ Be!o?;f mn;x_mum stm_xdards -
X _Wifbjh minfmura standards.
¢ Records,
Winjutenance of records which showld contain, f & mininum, the

" following: (1) appropriate history and physical and/er menfat examing tion

for the patient’s chief complaint relevant fo the physician’s specialty; (2)
results of dizgpostic tests (ywhen indicated); (3) 2 working dizgnosis; (4) notes

~ on trestmeni(s) moderfaken; (5) a record by dafe of all prescriptions for
drups, with names of medeations, strengths , dosages, quantity, and mamber
of refills; and (6} a record of billings,

Below mininum standards
X - Witldn minfrmmn standards
d. Overall O}Qinion. Based on the foregoing, what is youwr overal{ opinion?

Clearly belov minimue standards,

X - Clea;iyv}ifhin minimum standards
Borderline Case ' |

Gross {pnorance, Gross Neghgenee, Gross Incompetence, X you found that
this physician did not meet fhe mintmum standards of care in fresting a
paﬁent(s), did yor also conclude that any of these departures from the
minimum standards of care were so sexvious that yon cousidar then fo exhibif -
gross gnorance, gross negligence, akd/ox gross incompstence on fhe
physician’s part. I “yes,” please 1dentn°y each of fhese nstances, alassx.{‘y it .
appropriately and explain your reaspning in resching that conelasion(s)

P



. Xf *yesy” please als@ indicate whether you fonud a pattein of gross ignoraxce,
gross negligence andfor gross incompetence in thiy pliysician’s practice as
weittenced by therecords reviewed and explain your coirclasion(s).

_ There is minimat documentation of physical exam

ine

which is required under the KBML regulations,

UDS, KASPER and pill counts suggest

 thoughtful practice.

4, Other questions from the Medical Board (fgeore if blaxld: -

5, Txplein your opiuion. Ifyou opined that practice was belew winintum standard
for any of the above reasons, state the correct minimal standard of practice (NOTE:
Téis not sufficient fo say “I would have..., 02 I would have not...”, you should be
able to testify that “the minimal standard of practice in the medical comammunity at
Jarge would be to...”} Use extra sheefs as necessary fo explain your opinton and

complete (his repoxt _
A physical exam must be documented with each visit and his

doéu_mentation fhough adequate in most respects does not meet the

_ professiona[ standards for Pain medicine in this regard. -

Opioids for ﬁbromyé[gia are again controversial though this patlent

reports reasonable f_&éu[ts’.

- Item?8
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6, Iyou determine from youy review {Rat the physician has fafled to meef the
standard of acceptable pracﬁca na sp acxﬁc area(s) sy please answer the foﬂwmg _
questions aswell: . |

a, Isifyour opimion that tbe standard of practice vmlafmns yoi have ldentrﬁed
may be addressed by the Board i an oxderly process, exfending over some

. periad of thwae (6 nronths to2-3 years) through remedinl education and
trafuing, and subsequent momﬁ&ng by theBoarcI -
Or,
Axeihe vmlaﬁnns of such a nafure that fhe Boayd must Ak 1mmeﬁxate}y to
resfrict or suspend the dnutar [ Ixcensa to prntect psments or the public from. -

immigent danger?

“b. If you answered fhat the Board mus act immediately fo aveld fmminent
danger, please identi{y the immiment danger involved and examples of the
violations that ereafe smeh a danger, '

8/19/12 |
 Date of Review —=Tignature of Expert

F\\Y

Revised Feb/2009
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KENTUCKY BOARD OF MEDICAL LICENSURE

EXPERT REVIEW WORKSHEET
: (Please type) S

Case Ne,_
_Expm,s Naris Jay S Gnder DO/PhD for Lfcensee John Baird MD

1, Brizf deseription of symptom, dx 'am:'_i vorrse of treafmendts .

)

Treated with Oxycontin 80 mg, Nucynta 100 mg,

2. Canyou fornt an opinfon? Besed on your background and experience and
review of all informetion provided you, and assuming that the treatment as
documented was provided, can you form an opinion as to whether the care rendered . -
" by the care provider, inclading diagnasis, treafment or record keephug, departed
from or fafled fo conform fo fhe minimal standards of aceeptable and prevailing
wedical practrce (tn the medical commnmfy at Iarge)?

X Yes, T ean farm an opinexn.

No, I cannot formm Ao opinfon.

. Xnesd more information {specify):
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3, What is yor opmmn‘? Piaasa use fhe definitions below : :34 “gmdﬁlmss” fo ba
used i detioing standard of practive. You are nof limifed fo these guidelines In
. forming your ﬂrpnuon, buf please stateyour i addltional criferia if apphcable.

a, Dirgnosis. Evaluahan of a medical problem using uteans such as History, |
physlcal examination, Iabnratary, and radicgraphic stmdles, wien apphgabie_

Below mintmam standards _
X Within sintroum standards

b, TFreatment: Use of medications and ofher modlities hased on gencrally
accepted and ayproved indications, with proger preautions to avoid adverse
~ physical reactmns, hablﬁmtwn or a&dmﬁon

B_eluw modrinati sf:an&ar&s .
X -— | * ‘Within ndoforem standards
¢ Reeords.

Maintensnee of records which showld contain, at & mitjun, the
* following: (1} appropriafe history and physicel and/or menfal examination
for the patient's chief complaint relovant to the physictan’s specialiy; (2)
resulfs of diagnostie fests (wwhen indieated); (3) a working diaguosisy (4) notes
on freatment(s) wndertaken; (5) 2 record by dafe of all preseriptions for
drugs, with names of medications, strangths , dosages, quantity, and wymber
of refills; and (§) & record of billings,

Besltmr mrinimtod standards
X © ' Vithin mdnjorem standards
d, G?e:réll‘ Opinion, Based on ﬂ_ze foregoing, what is youwr overzll opinion?

Clearly below minhmum standards.

————a

Clearly wifiin minitum standards
X Bord eﬂme Case N |

Gross Ignorance, Gross Neghg&nce, Gross Incompetence, Ifynu Tound that
this physician did pot nreef the minimmgn standards of care in freating 3
patient(s), did you also conchude thet any of fhese departares fran the
mininuon steadards of earve yere so serfous that you consider them, fo e.xhrb;{t
gross ipnorance, gross negligence, pid/or grosy incompetence on the
peysician’s part. If “yes,” pleaye idenfify each of these instances, classify it
approprisfely and explain your ressoning in reaching that coneluston(s),

2 .
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- I *yes,¥ pleass alsa mdxcata whether you fcﬂmd a patiern of pross 1gnorance, .
- grossaegligence snd/or gross metmpefence in fhis physiclan’s practice as
‘evidenced by the records reviewed and éxplain your eonclusmn(s)

This exam is better than previous records and treatment

for this problem IS reasonable

4, Other questons from the Medieal Board (ignore if blank):

' 5. Explain your opinfon, If you opined that practice was below minivrm standard
for any of the above reasons, state the corvect minimal standard of practice (NOTE:
1t is not sufficiont to say “I woudd have..., o1 I'would have not..,”, you should be
able to testify that “the ninimal standard of practice in the medical caminmuty at
Iarge woudd be to...”) Use extra sheets s nepessary to explain your ophaton and
complete this repart, ‘
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f. Hyon defermine fx oI your review fhat the physwlan bas faxled to meet the
standard of acceptable pra ctieg in a specific area(s}, pI&asa ATSEX tha fol[awmg

. guestions agwell:
- a. Ysityeur opioion th&t the standard of pl aefice violations you have: identified

may he sddressed by the Board in an oxderly process, extending over some
pemed of time (6 niouthg fo 2-3 years) Hirongh remediak educaf:;ou and
teaining, snd subsequent momfmmg by the Board,

Or, - '
Are the violations of such anature that the Board must act fmmediately to -

~ xestrict or snspend the doctor’y Heepss to profect paﬂe:ﬁs ox the public frum
j m}mmc:ut danger? . ,

b. If you answered that fhe Board must act immediately to avold imminent
danger, please identify the imminent danger iuvelved mid examples of the
violations that create such a dangers ‘

o212 = ' <¥//

Date of Review _ . Stgnature of Expert

Revised Feb/2009
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KENTUCKY BOARD OF MEDICAL LICENSURE |

EXPERT REVIEW WORKSHEET
‘ (PIe&se tyye) ,

© Case Hﬁ,_ o - 'Patié'aname
Yoxpert's Name 12y S Grider DO/PhD for Licensee John Baird MD |

1, Brief description of symptons, dx aud course of freatment:

¥

. Treafed with Percocet 70 mg/day and oxycodene 105 mg/iday

2. Canyon form an opinion? Based on your backgronnd and experience and
review of all inférmation provided yom, and assuming that the treatment as
documented was provided, can you form an opinfor as fo whether the care rendered
" by the care provider, inclnding diagnosis, treatment ar record keeping, deparfed
from oz failed fo conform to fhe minimal standards of aceeptable and prevailing
medical practice (in the medical, commumty atlarge)?

X Yes, Lean form an opimrm,
No, I cannot form an opinion,

Ineed more teformation (specify):
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3, Whatis your opmmn‘? ‘Please use fhf; defimtinns beIow as “gmdelmes” to ba
~ wsed i defining standard of practice. You are ot Hmited fo these guidelines in
. fmmmg your op:mun, but please state your own additional eriteria if apphcahle.

Dxagnus:s. Evalﬂaﬁon af & medzcal problemm nsmg means such as history, -
physmal exammaﬁﬁn, Iab urat(}ry, and’ radm gl'aphlc sfudles, when appﬁcable

. Beluw st standards © - )
i_. | “Within mjniooem standards

Treatment. Useof stedieations and e.th&r'mo dalttics based on generally
accepted and approved ndications, with proper precautions to avmd adverse
physmal reacfions, habxmaﬁnn or aﬂdlcﬁo:u R o

b

-

_ Below mmimm;l- sf:andal ds _
X Withiu minimum standards
¢; Records,

. Maintenance of records which should eontain, af a minfmum, the
" following: (1) appropriate history and plysical and/er mental examination
for the patient’s ehief complatnt relevant fo the physichn’s specialty; (2)
yesulfs of dlagnestic tests (vhen ndicated); (3) a working dizgnosis; (4) notes
' oxt tregfment(s) rndertaken; (5) a record by date of all prescriptions for
drugs, with nanes of medications, st'engths dosages, quaniity, and mlmber
of refills; and (6) s record of billings. : _

Below mafmem standards

X - Within miuiperon standards

¢, Overall Opinjon. Base{lon the firegoing, what is yorr overall opinfon?
: Cleér_ly balow minintum standards. '

X Clearly wititin minimnm standerds

Bdldeﬂine Case

Gross Jgnorance, Gross Neghgence, Gross Incumpet&nee I youfmmd that

" fhiis plrysician did not meet the minimwm standards of care in freafing 4
pafmnt(s) , (i you also conclude fhat auy of those departures from the
mipinnm stendards of care wexe so serious that you consider them to exhibit
gross ignorance, gross negligence, aid/or gross incompefence on the
physician’s part, H “yes,” please identify each of these hstances, classify it
appropriately and explain your ressening in reaching that conelnsion(s),

&

2
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B i “yes,” please also indicate whether you found a pattern of Eross 1gamrame,
gross negligence and/oxr gross meampeterice in this physictan’s practice ax
eyidenced: by the records veviewed and expinin your concluston(s),

Again there is minimal documentation of physical exam

~which is required.

* UUDS, KASPER and pill counts suggest

thoughtful pracﬁce

4, Other questions fram the Medical Board (ignore if hlank):

5, - Explain yewr opinion, Iyou opined that practice was below ruininzom standard
for any of fhe above reasons, state the eoxrect mindmal standard of practice (NOTE:
It is not suffictent fo say “1 would have..., ox I'woeld have nof...”, you should be
. gble to testiy that “the minimal standard of practice in the medleal commumify at
largs would be fo...”) Use extra sheefs as neceszary to explain your opxmun and
complefe this reporf. :

A physical exam must be documented with each visit and his

docum‘entaﬁon though adequate in most respects does not meet the

professional standards for Pain medicine in this regard. -
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- ﬁ Ifyon datermme from pour yoview that (he p}zysmxan has faﬂed fo meet the
standard of aceeptakle practice I fna specific area(s), pIease RIS T the feﬂowmg

guiestions aswells . .
B Is i your ppinton ﬂ:af ﬂlestandard nf practice vmlaﬂons yuu bave Ideniified

way be addressed by the Board In an oxdexly process, exfending over some-
period of thite (6 months to 23 years) through remedial educ ation, and
fraining, and subseque.uf momturm ghy the Buar& :

Or,

Are fhe violatmns of such a nature fhat the Board must act lmmedmtely to
restrict ox saspend fhe doctor’s hcense to protect pafients ox the public from

xmmment danger?

b, Ifyou answered that the Board must act immediately {o aveld imminent
danger, please identify the imminent denger involved and examples of the

violations fhat creats such a danger,

9120112 o [

Dete of Review : ' Signature of Expert

. Revised Feh/2002
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| ICEN'IUCT{Y BOARD OF MEDICAL LICENSURE

EXPERT REVIEW WORKSHBET
(Ple%e fypa)

Case No,__ _ ! _
Yixpert's Namie JaY S Grider DO/PhD for Licensée John Baird MD

1. Bief deseription of symptor, dx and course of frestment:
Diagnosis: L.ow back pain '

Treated with Norco 60 mgiday.

- 2. Canyon form an opinion? Based oxt your backgrennd and experierce and

_ review of all information provided you, and sssuming that the treatment as
docronented was proeided, can you form an opindon as fo whether the pave rendered

by the care provider, including diagnosis, ireatment or record keeping; departed

from or feiled te confornt fo the minimal standards of acceptable and prevailing

wmedical practice (in the medical community at large)?

X ¥es, I can forme an opladon,

No, I cannot form an opinion, -

* Ineed more information {specify):




3 Whatls your upmmu? Please use tho definitlors bﬁinw 2% “gmde]fmes” to-he

- used in defining standard of practice. You are not Ihnifed o these guidelines in

. forming your opinion, but please state your ovwn additionak crif;ena i apphcabie. .

2 'Diagnusis Evahuation of a medma] pr oblem ﬂsing'means such as Iustnry,

I.tem g
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physu:al exammanan, Ia’b oratory, and radm graphm gfudies, when applicable.

Belowmxmmum st_andards |
_X._ o Withiﬂ mipimum sfaﬁdards

b, Treatment. Use af medications axd ofher modalities brsed on genera]ly

accepfed and approved indications, yeith proper precnufmns te avoid adverse -

' physmal reaehons, hnbztuatmn ox addzcﬁon
L ‘Bolow minformn sfan&ar&s "
X  Within mistrom sfandards
c.‘ Records. . o
Mainfenante of records which should ;:oﬁain, afa_ﬁﬁlﬁm, the. -

* foflowing: (L} appropriate history and physieal and/or mental examination
for the patient’s chief complaint relevant to the physician’s specialty; (2)

results of disgnostic tests (when indicated); (3) a working diapnosis; (4) notes -

" on tregtment(s) wndertaken; (5) a record by date of all prescriptions for
- drugs, with names of medieniions, strengths , dosages, quantity, and nupber
of refills; and (6) a record of billings.

Below minimum stanﬂards
X  'Within minfum standards
d, Overall Opiuion, Based on the foregoing, what is your overall opuion?
Cleaxly Bélow mirimmn standards. ’
X Clemdy within mintmpm standards
Borderline Case
Gross Jgnorance, Gross Neghgenne, Gross Incompefence. if you found that
this physician did ot meet the minimwm standards of care fn ireating 2
. paﬁcnf(s}, did you also conclede that a1y of these deparfures from the
reinimm standards of care wer'e so serious thaf you consider them to exhibit
gross ignorance, gross negligence, and/or gross incompetence on tie

physician’s part, If “yes,” please lrlenf:t.fy each of these Instances, classify. it
appropriately and explain your reasoning in reachmg that conclusion(s),

Z .
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| yes® pleasa alsn m&zcafa whetherycu fc}und a pattern of gruss lgrlgrance,
 gross neghigence and/ox gross fncampetence in this physician’s pra cficeas
‘ mﬂena&ti by the recovds revieved aud explam your cﬁnc}.usmn(s) :

: Agasn thers Is minimal documentation of phys fcal exam

whlch is required

UDS, KASPER and pill counts suggest

thoughtful practice, Patient was dismissed for inappropriate -

- UDS and violation of drug agreement

4. Ofher questions from the Medical Roard (iguore if blank):

8. Explain your opinion. If you opined that praciice was below mininrmm standard
for any of the above reasons, stato the correet mintmal standard of practice (NOTE:
Tt is not sufficient to say “1 wonld have,.,, o I'woudd have not..,”; you should be -

" ahble to tesfify that “the minimal standard of practice in the medical eomTaity &t
lavge would b tn,,,”) Use extra sheefs a5 necessary to explain your opinion and
complefe this repoxt,

- A physical exam must be documented with each visit and his

documentation though adequate in most respects does not meet the .

profeésionai standards for Pain medicirie in this regard.




ltem 9

Page 138

i If;rau detarmme from }'onr review fhat the yhyswxan has Failed fo meet the -
standard of accepfable practice in a spec:ﬂc area(s), pIease RISHLT fhe following

quesﬁons aswel: | -
& Isityour opinion that fhe standard of practxce vmlatmns yoxi - have identified

may be addressed by the Baard fran oxderdy process, extending over some
perlod of fime (6 monhs fo 2-3 yesrs) through komedial education and
training, and subsequenf. momtmnng by the Board, .

Ony '
- Axa the violations of sueh 3 nature that the Bourd mnst aef Imme&iafely ta

restrict or suspend the doefor’s Heense fo prntecf patlents o the public from
1mmmcnf danger? . , )

b. Ifyeu answered that the Board mnst act immediately fo avold hmpmiuent
danger, please identify the imminent danger juvolved and examples of the.

violations that create such a dunger,

orofz o /&/

Date of Review | Signafure of Expert

Revised Feb/2002
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 KENTUCKY BOARD OF MEDICAL LICENSURE

EXPERT REVIEZW WORKS HEET
‘ (Please type) .

Case. Na, ' ' Psﬂenf Name
Expert}EName Jay S Gnder DO/PhD for Llcensee John Baird MD

"1. Biof desaripfion ofsymptom, dx and sowrss of trentiit

¥ - . . .

Treated with OxyContin 160 mg, 60 mg/day Percocet

.2, Canyou form an opinten? Based on your background and experience and
review of all informeation provided you, and assmning that the treatment as
doeumernted was provided, can you form an opinion 25 fo whether the care rendered
by the cate provider, including diagnosis, {reatment or record keeping, departed
from ox failed fo conform to the minimal standards of accepinble and prevailing
medical practice (i the medical communify at large)?

,_;2_(___ Yes, Lean form ax opinion.

No, I cannot form an opinion,

I need mors information (spocify):
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3. Whatis your opindon? Please use fhe definitlans below as “guidelines” to be
used in definfng standaxd of practice, You arenof Emited to these guldelines in
. for mmg your opmmn, Imt please state your own addu%mna[ crxterm if &ppkcabla

ﬂt

Diaguﬂsm. EvaIuatwn of & medfeal prohlem usmg Heans such 8 ]llsfﬂl}’,

~ physical exammaﬁm, Iaborafr.}ry, and radiographie sﬁ[d:(tﬂ, when appheable .

Beluwminmumstan&ards o

X ' Wlfhmmmmmmsfamfards

Treatment. Uso of medications aud uth ey modalities based on generaﬁy
accepted and approved indieations, with proper precantions to gvold adverse
physmal reaetions, kabitaation or addiction. :

_ Below mimmum standm ds
X Wlﬁfm satformn standards

Records.

Mainfenanee uf records which stould contain, at 3 minfmum, tlxe '

* following: (1) appropriafe history and physicat and/or mental exenina ton

for the patient’s chief complafut relevant to the physician®s specialy; (2}
resuls of diagnostic fests (when indicated); ¢3) 2 working diagnosts; (4) notes
on trestment(s) mdertaken; (5) a record by date of afl preseriptians for

drugs, with names of medications, strengths , dosages, quanﬁty, and numbey

&

of refills; and {6) B revord of bi{ﬁngs.

- Below minimms standards

X Within nminimwm: stapﬂﬂrds

Overall Opinion, Based on the foregoing, what is your overall opinioﬁ?_. .

Clearly below miimuwn standayds.

X * Clearly wifftin mininiuny standards

" Borderline Case

Grass Ignorance, Gross Negligencs, Gross Incompetence, I yoﬁ found that |

' this physician did nof iteet the minimum sfandards of care In ireating 3

patient(s), did you also conclude that auy of these deparinres from the
mindmirm standards of ceve were so serious that you consider them fo eﬁublt

gross ignorance, gross neghigence, axd/or gross incompefence on the -
‘physician’s part, I “yes,” plesse ldentrfy each of these Instances, elasmﬁrlt

sppropriately and cxplain your x easomng in res ckmg that e.unclusiun{s)
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if “yesy” please also i;iclicﬁfewhether }?ou foumd a paffern of gross fgnoranee,
aross nepligence and/ox gross incompetence hn this physieian‘’s practics ag
- ‘evidenced by the vecoxds reviewed and explain your contclusion(s),

Again there Is minimal documentation of physical exar -

which is re‘qtjired | There is genetic testing for drug metabolis

rate coupled with UDS, KASF’ER and pill counts suggest
”thoughtful practlce |

4, Other questions from fhe Medical Board (izuore if blank):

5,. Explain your opinion. If you opinéd that practics was below minimam standard
for amy of the ahove reasoxns, state the corvect minimal standard of practice (NOTE:
It is pot sufficient to say "I would have..., or I would have not,,.”, you should be
able o festify thaf “the minima] standard of practice in the medienl commmty af
Iargh would be fo,.,”) Use exira sheefs as necessary fo explain your opinion pod
complefe this report

A physical exam must be documented with each visit and his

documentation though adequate in most respects does not meet the:

prbfess_ional standards for Pain medicine in this regard.
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6, ¥ you determme fwm your review that the plrysician hins failed to meet the
standard of aceeptable pr acﬁea i g specific area(s), please answer tha fol[owmg

questlons as wells
a, Isityour opmion fhat ﬂm sfandard of pmctme mlafmns you hav“e identified

wmy beaddressed by the Board in an orderly proeess, extendmg over souie -
- pexiod of thme (6 monfhs fo 2-3 years) through rewedfal education and
training, aml subsethent manﬁormg by the Board, o

Or,
Axa fhe vmiatmns of such 3 nafmre fhat fhe Bo axd must act 1mmed1ate]y to

" resfrict or saspend the do clor’s Ilcensa to profect patfents or the puhlm from
mlmmenf daxger? _

b. Ifyou axswered ﬂtat the Board raust act nmnﬂdmtely to avoid Imyminent
danger, please identify the imminent danger involved and examples of the

viglations that creafe sach a danger,

Capon2 =

Date of Review - Signature of Expert

Revised Feh/2003 . 3
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KENTUCKY BOARD OF MEDICAL LICENSURE

- EXPERT REVIEW WORKSHEET
e (@lmsetyp)
CaseNo,____ Fatint. . .
Jay S Grider DO/PhD for Licensee John Baird MD

Expert's Namie

1. Brlef description of symipfoms, dx and cewrse of freatments _

Fibromyalgla, .

" Treatment witﬁ methadone 80 mg/day, morphine 150 mg/day, and

~ fentanyt 600 mog/day
Patient was dismissed for non-payment without opioid taper -

‘2, Canyouform an opinion? Based on yonr backgromnd sand experience and
reviesw of all information provided you, and assmuing that the freatment as
docmuented was provided, can you form an opiwion as fo whether the eare rendered
by the eara provider, including diagnosis, freatment or record keeping, departed

" gpam or failed to conform to the minimal standards of accepisble and prevailing

medical prectice (n fhe medical commumnity at Jarge)? - -

X Yes, T ean form an opixion
~ No, T eannot form an opiniox.

Y need moreinformation (specify}:
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- 3.' “What is your 6pi;riian? Plense use the deﬁniﬁnns Lelow as “puidelines’ fo be
used in defining strndard of practice. You are nof imited to fhese guddelines in
. forming your-opinion, but please state your own additional criteria if applicable,

3&

C.

d.

Disgnosiz. Evalmation of a medical problem using rrenns such a3 Ilisfpry, o
physical examination, Izboratory, and yadie graphte studies, wheu applicable.

- Belowminimwn standards
X “Within minimmm standards
Treatment. Use of medications and other modalities based on generally
recepted and approved indications, with proper precautions fo avotd adverse
physical reactions, habifuation er addiction. S : :

X Below minimum standards

- 'Within minimwm stmdards

Records.

Majnfenanee of records which should contrin, #t 5 minfuon, the

" following: (1) eppropriate history and physical and/or mental examination

fox the paHient’s chilef complalnt relevant to the physician’s specialfy; (2)
results of dingnostie fests (when indicated); (3) a working dingnosis; (4) notes
on trestment(s) wndertalens (5) a vecord by dafo of all preseriptions for
drags, with names of medieations, strengfhs , dosages, quantity, and monber
of refills; and (6} & record of billings, ,

EBelow roinimmn standards

X ° Withis minimum standards
Overall Opfuion. Based on fhe foregoing, what Is your overall opirion?
) -Clnarlj" below minimmn standaxgs, ’

Clearly within mintmum standards

X © Borderling Case

Gross Ignorance, Gross Negligence, Gross Ineompetence, T yon fonnd that
this physictan did not meet the suinimum standards of care fu freating a
patient(s), did you alse conclude that aay of fhese departares fram the
mininom sfandards of cars were so sexions that you constder them to exhibit
gvoss ignorance, gross negligence, aid/ox gross incomtpefence o tie ’
physiclan’s part, If “yes,” please identify each of these instances, classify i
appropriately and explain your reasouning in reaching that conclusion(s),

2 1
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It ‘fyes;” please also indicate whether you fomtd 2 pattern of gross igﬁnra nece,
gross negligence and/for gross incompetence in this physician’s practice as
evidenced by the records reviewed and explnin your conclusion(s). "

4. ~Other questions from fhe Mediext Board (gnore if blanl):

5. Explai your opinion, Hyou epiced that practice was below mininrom, standard
_ For any of fhe above reasons; siate the correct minimal standard of practice (NOTE:
It i= nof sufficient fo say “L would have..., or X would have not., 2, you should be
ahle to testify that Sthe minimak standard of practice in the medical commenity at
targd wonld be to...”) Use exfra sheeis as necessary fo explain your eptajon ad
_ eomplete this report. :
A physical exam must be documented with each visit and his

~ documentation thodgh adequate in most respects does not meet the

' professional standards for Pain medicine in this regard.

Sudden cessation of opioids of this dose without attention fo taper

validates the patients compiain’rs' regardless of the appropriatness

S

of initial therapy
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6. }ijrou determine from your review that the physician has failed fo meet fhe
-standard of aceepfable pr: aatme in a specific aleﬂr(s), please answer (he folluwmg

questionsaswells
a. Iz it your opimion that the standard uf practice violafiong you Ixave identified

_may be addresged by fhe Board in an orderly process, exfending over seme
peried of time (6 months to 2-3 years) Srough remedial educahon and
traiing, &nd subsequent momtonug bythe B uard

Oy
Axe the violations of such # nafure that the Board must act rmmedxately to
restrict ox suspend the doctor’s hcense to prntact patients or the public frnm

fomnineut danger? L
It isa gray area of Pain Medicme practlce to treat fi bromyafgta with -

opioids.

b, Ifyouamswersd that the Board must act inuné&iately to avoid tonminent
danger, please idexnfify fhe imminent danger invalved and exanmples of the

violations that creafe sach a danger,

Based on documentation | believe Dr Baird to be practicing medicine

ar;d thus is not intentionally attempting fo harm a patient.

The dismissal of the patient on high dose opioids without taper A

breaches ethics

o0M2 é,/f

Dateof Review ' Signature of Expert '

Revised Feb/2009
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| KENTUCKY BOARD OF MEDICAL LICENSURE

. EXPERT REVIEW WORKSHEET
o _ (PIe:aﬂetype)_‘_, o :

CaseNo,_ Patient Name

fuperts Nanie,Jay S Grider DO/PhD for Licensee John Baird MD

o 1 3rjef d@eripﬁon of sympfoxm, dxanﬂ i:r_il';rse of tréatmexit:
Spinal Stenosis, - ' e
Treated with Oxycontin 160 mg/d, Dilaudid 16 mg/day, oxycodone

360 mg;fday

2. Canyouform an opinion? Based onyonr background and experfence and -
reviev of all information provided you, md assuming fhat the treatment as
documented was provided, can you form an opinion as fo whether the care rendered
by the rare provider, meluding diagnosis, freafment or vecord keeping, departed.
from or failed fo conform to the minimal standards of accepiable sud prevadling
medieal practice (in fhe medical community at Iaxge)? :

X ' Yes,Iean form an opinion.

No, I capnot form an opinfon.

] nesd more information (’sp ec'zfyjt
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3. Whatjs your opinfon?. Please use fhe definftions Below a5 sogidekines” tobe
- used in defining standurd of practice. Youw ave not Yimifed to fhese gridelines fu
. forming yous opinfon, hut please state your.owa addittonal criterin if applicable,

) 2. Diagnasis. Ev aluation of 2 medical problem using reans such as hisfory,
' physical examination, laborefory, and radiographie studies, when applicable,

Below mitdmum standards

X Within winhmim standards

b. Treatment. Use of meﬂicatimg and other modalitics based an generally
accepted and approved indications, with proper precautions to gvoid adverse
pliysteal reactions, habitnation ox addicfion, o

X Below minfmum standards o
Within mintootm standards
c. Recprds.

Maintenance of records which should contaba, at 4 wininom, the
 followiag: (1) appropriafe history and physical and/or mental exemination
" for the patient’s chief complaint relevaut to the physician’s specialty; Q)
results of diagnostic fests (when indicated);-(3) a working dingnosis; (4) notes
on treatment(s) mdertaken; (3} a record by dafe of all prescriptions for
drugs, with nmmes of medications, strengfhs , dosages, quantity, and muber
of vefilis; and {6} a record of billings.

Below minfumm standards
X Wlfhhx minfurum standerds
d, Gverall Opfnien, Based on the foregotug, what is your nveraﬂiopinion?
Cleaxly bélow mrimimum standards. .

i

"Cleavly within minimus standards

X . Bard.erline‘Casé

Gross Ignorance, Gross Negligence, Gross Incompetence. ¥ you found that
this physteian did net mest the nrintmma standards of care in ireafing a
patieni(s), 4id yor also conclude that any of theve deparfures from the
mininum standsrds of care Were so serious that you consider them fo exhibit
gross ignoyance, gross xegligence, and/or gross txcompetence on the
physician’s part. If “yes,” please identify each of these nstances, classify it
sppropriately and explain your ressoning in reaching that conclusion(s).

.2
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o If“yes, please also mdmate Whefher FOIL futmd a pattexn of gz*nss 1gnorance,
pross riepligence and/ox gross incampetence in this physican’s practles as
evidlenced by therecords reviewed and explain your concIumun(s}

“. Isee no Eegltlmate medlcal reason for prescribing

'-_2 different short actmg opioids and a fong actmg opioid

in large dosesin a patient with OSA. This Is the extreme

limit of or past the standard of care p’er ASIPP or APS guide

" fines. Dr Baird provides no intensi ve momtormg of function

and minimal physn:al exam

4, Dthér questions from the Medies] Board (ignore if blank):

5. Explan your opinion. T you opined that pr acﬁce was belov mintrumm standard

‘for any of the above reasons, state the correct minimal standard of practics (NOTE:
Tt is not safficient fo say *I would have, ., or ¥ would have not.,.”, you should be
able to festify thaf “the minimal standard of pracfice in the medical compmity at
Iarge would bs t0.,,”). Use extrasheets as necessaxy fo ‘explain your opimun and
complefa this xeport.

A physical exam must be documented with each visit and his

docurmentation though adequate in most respects doss not meet the

professional standards for Pain medicine in this regard.

This combination of medications is non-standard and risky

in a patient with obstructive sleep apena

Page 143
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6, If you dstei*nﬁme from ybﬁr Tevice that the physician has failed to meet the
sltandard of aceep table pracfme na speclﬁc axea(s), please answer the following

questions aswells - :
- a Jsityowr npnum that ﬂle standard of practice vmlatmns you Imve tdentified

may be addressed by the Board in an orderly process, exfending over some
. permd of time (6 months fo 2-3 years) throngh remedxal education aml
fraining, unci suhsr:quent monitorin g by the. Baar&
o ‘ i
" Ave the vielations of such axatare fhat the B pard wrvast nct lmmedmtely to
restriet or suspend the doctor’s leense to protect panenfs ox the public from

_ m_j danger?

b. If you auswered fhat the Board manst act inmediately fo avold imminent
danger, please identify the imminext danger bxvolved and examples of the
violations that ereate snch a danger,

Though {his pafient was uftimately dismissed for no_n-complianca _

the original combination of medications is questionable

920012 I Z{/',//

Date of Review L Simnature of Expert

Revised Feb/2009
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KENTUCKYBOARD OF EiBDICALLICE‘NSURE o

EXE’ERT REVIEW WORKSHEET
(Please fype}

Case I'?Eo.
Expﬂrﬁs Name Jay 8 Gnder DO/PhD

- 1. Brlef des‘crfpﬁnn_ df sympfum, dx and ';:ut_xi-se of treatment:

Fibromyalgia

| Treatment with Norco 10 mg 4 x per day

* Percocet 10 mg 4x per day

2, Canyoufors an opinion? Based on your backpgrpund and experience and
review of all information provided you, and assuming that the freafment ag
docmmented was provided, can you fora an opinion as fo whather the care rendered

by the esre provider, cluding diagnosis, trentment or record kicping, deparfed -
froxa or failed fo conform fo the mininml standards of accepiable and prevaﬂmg
medical practice (in the medicak cummm:ty af large)? ‘

___X_ Yes, I ¢can form an opinfox,

No, I cannof form an epinion,

I need more information (specify):
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3. ‘Whatis your _o)éiui{}n? Plense use the definitions helow as “guidelines” ta be
 wsed in defining standard of practice. You arenot Ihoited to these guidelines n
. forming yow opfnion, but please sfate your oA sdditional eriferia if applicable,

kS

T

Dingnosis: Evaluaﬁoix of a medieal problem using means such as history,

_ physieal examination, Inboxatory, aud raographic studdes, when appleable,

- Below Mtlm standards
X Within mininion, stndards

Treatment. Use of me&icaﬁo_us and other modalities based on genevally :
nted and Approved indications, yith preper precantions fo avoid adverse

- aecep
physical voactions, habituation o addiction. :
_ Below minimma #tanﬁards 3
X Withfu mininum standards

Records.

‘Matutenance of records which should eontain, at minfrawn, the _
~ following: (1) appropriate history and physeal and/o menfal examination
fox the patient’s chief complaint relevant to the pliysician’s specialty; (2)

results of dingnostic fests (when indieated); (3) & working diagnostss (4) notes
on trenirnent(s) undertalen; (5} a record by date of all preseriptions for
drugs, with names of medications, strengths , dosages, quantity, and number
of refills; sud (6) a record of bilfings. - .

_ Below minimym standards
X - Wit minimum standards

Overall Opinion, Based on the foregoing, what is your overall opinion?

Clearly below mintmmn standsrds.

. ——

X Clearly within mirimen stndards

ettty

Bordeddine Case

Gross Ignorance, Gross Negligence, Gross Incontpetence. If you fomnd that
fhis physician did not meet fixe nrintmum standards of eare in treating o
patieni(s), did you also conclnde that any of fhese departures from the
by standards of care were so serious that you consider them to exhibit
gross ignorance, gross negligence, aid/or gross iacompetence on the
physieian’s part. Tf “yes,” please identify each of these instances, elassify it
appropriately snd explain your reasoning in reaching that conclusion(s).

2.
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I “yés,? please also jndicsfe whether you found a patfern of gross i’gﬁoranbe,, :
pross meghigence and/or gross ncompefence in this physician’s practice 28
‘evidenced by the records yeviewed and explain your conelasion(s), .

None

4, Otiher questions from the Mediezl Board (iguore if blank]:

5. Explein your opinion. Ifyoun opined that prucfice was below mindmunm standard
for any of the ahove reasous, sfate the correct minlmal standard of practice (NOTE: -
It is not sufficient to say “I would kave,..; ox Twould kave not...”, you should be

abla fo festify that “the mintmal standard of practice in the medical community af.
lergt would be to.,.*) Use exfra sheets as necegary fo explaiu your opinion and
complete this report. ' ' ' ,

A physical exam must be documented with each visit and his

documentation though adequate in most respects does not meet the

professional standards for Pain medicine in this regard. _“Tender all
over" does not constitute a phgfsical e_xﬁm. Use of 2 short acting

e

oploids in an alternating fashion is not standard care but Dr Baird

" monitors outcomes and appé_ars 1o be evaluating the patient's respon:
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6, Xf you determhie from your review that the physician hias failed to meet the
- stendard of accepiable practice in a specifie area(s), please answer the foHowing - -
%, Is fEyour opinion that the standaxd of practice viclafiens you have identifled
- may bé addressed by theBoard in au ordexly process, extending over some
- period of thme (§ monhs fo 23 years) through remedisf edeation and .
 fraining, and subsequent monitoring by fhe Board, T
Oy, . o C ' . :
Are flie violatfons of such a nature that fhe Boaxd must act immediately fo -
yestrict o suspend the doctor’s Heense to protect patients ox the public from
" pminent danger? o )

ltisa gray area of Pain Médicine practics to freat fibromyalgia with

i

opioids.

b. Ifyou answered fhat the Board must act immediately o avoid imminent
dangey, please idénsify the fnminent danger involved and examples of the
violations that create such a danger.

9R0M2 | o M

Date of Review : Signature of Expert

Revised Fehi2009




KENTUCKY BDARD OF h{BDICAL LICEL\ISURE

EXPERT REVIEW WORKSHEET
B (,E‘Iease type) -

Case No, - Patient Hgme

Expem Nam*e Jay S Grider DO/PhD ‘

1. Brief desmpﬁon of sym‘ptom, ix and conrse of f11 eatmeu’t‘

szromya!gza

~ Treatment with

Opana 40 n;lg BID, Percocet 10 mg 6x per day, -

Patiént was dismissed for inappropriate Pill count and UDS

2. Canyonform an opinton? Based on your background and experience and
review of all information provided you, apd assuming that the freatment as
docmmented was provided, can you form an opinion as fo whether the care rendersd
by fhe eare provider, ncluding diagnosis, treatment or record keoping, departed
from or failed fo conform fo the minimal standards of acceptable and prevailing -

medieal practice (bn the medical eommunify at large)?
X Ye,I can form an opirdon. -
N o,I eaxnot form an upmmn

I nee:l more information (spe.clfy}

ftem 9.
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_ 3. Witafs is your epmrm? Please use tﬁe deﬁmﬁum beiow as “gmdehnes” {o be
used in defpoing standsrd of practice. "You are not limited ta these prideBines fu
. fmmmg Four rrpmmn, but please state your own addmonal eriteria if appheab[e.

a, Diagnosis. Evaluation of a medxcaI pmblmn wsing seans sueh as mstory}
. phys:tal examma.tmn, Iahnratory, and radmgmplmz stadies, when apphcable

Belaw i sfandards

X_ o Wlthm nﬁnmmm standare’[s

b 'I'z eafruent, Use ofmedlcahons and other mudalihw based ont generally
necepted and approved mdications, with proper precautions to avoid adverse
- physical reactions, habituation ur addmnm‘ ,

Below mmlmum stan&artk :
X Within minhivm stendards
c, _Recorﬂs.

Magnfenanee of records whick should contain, #f a minimm, the

* following: (F) appropriate history and physical and/or mental examination
for the patient’s chis{ complaint relevant to the physicizn’s specmlfy; @
results of diagnestic tests (when indicated); (3) a worldug dingnosis; (4) notes
-on treatment(s) mndertaken; (5) a record by date of all preseriptions for
drugs, with names of medicafions, sfrengths , Josages, quanﬁty, snd mm:lbar
of refills; aud (6) a record of billings,

Below sfndmum standards
X © Within minfonun standards
d, Overall Opmlun. Based on the for egsing, 'ﬁ’hafls‘yvm’ overall npmmn?
Clearly belaw minjum standards, a
X ‘ Clearly within minimum standards
Borderline Case - B
Gross Ignorance, Gmss Neghgenr:e, Gross Iucampefence. you forad that
this physician did not nxeet the minimum standards of eave n treating a
patieni(s), did you alse conclnde that any of these departuves from the
pinbnum standards of care were so serious that you consider them fo exhibit
gross ignorance, gross negligence, andfor gross incompetence on the

physictan’s part. If “yes,” please identify each of these Instances, classify it
approprmtely and explain your reasoning reac.!ung ﬂlﬁf conelnston(s).

.-

2 .
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[ yes,” please also Hiurticate whether you fornd a pattexn of prass Jgnorance,
© gross negligemce and/ox gross tneompetence in fhis physician’s pracfice as -

‘gvidenced by fhe records xeviewed and explain your conchision(s)

4. Other quesﬁans‘ﬁ'om the Medical Board (ig:iore i blank):

5, Explabyour epinion. Ifyou opined that practice Was below mintmum standard
for gy of the ahove reasons, state the corréct minimal standard of practice (NOTE:
Tt is not sufficient fo say 1 would have..., or Twould haye not., ,*, you should be
able fo testify that “the minima] standaxd of practice in the medical community at
Jarge would be fo...”) Use extra sheets as necessary fo explain yonr epiniox and
soruplets this report. o ' : ‘

- A physical exam must be documented with each visit and his

documentation though adequaté, in most respects does not meet the

professional standards for Pain medicine in this regard. ’FTénder all

over" doas not constitute a physical exam.




6 Ifyou dﬁfermiue fir 018 ymu review fhat the physxcian hag fsuled to meet tha
- gtandard of aceepiable practme ina speclﬁn avea(s), please answer the fallmvmg
questhons as wellr -

Itern 9
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a, Is i your opmm that fhe standard of pracfice vmla fions you have Identxﬁe&' :

may be addressed by the Board in an ordexrly process, axtendmg over some
. perfed of time (6 months fo 2-3 years) {hrough. remedial educntion and
- traiming, and subs equent momfonng by the Bom d. : _

OI‘, :
Axe the violations of such ] nnfure that the Board must act Medlately ta

. vestrict or suspend the docfox’s license io prnfect patients or the public from
nnmment danger?

‘tisa gray area of Pain Medicme practlce to treat fi bromyalgta with

opioids.

b. Ifyuu answered fhaf the B oard must actlmmedaately to avold fmment
danger, please idenfify the imminent danger involved and examples of the
violations that eveafe such 2 danger:

Based on documentaﬁon I béﬁeve Dr Baird to be practicing medicine

and thus is not intentionally attempting to harm a patient. The

dismissal of the patient for noncompliance suggests clinical

. Judgement and appropriate action

9202 Y | %\///

- Date of Review o " Signature of Expert

Revised Feb/2009

B T —
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KENTUCKY BOARD OF MEDICAT, EICENSURE

HXPERT REVIEW WORKSHEET
' : ' CPI_easetypg) o e

 CaseNo.__ __ Patient Namo

Export’s Name, Y ay S Grider DO/PhD for Licensee Johri Baird MD

L Buief des’cripﬁon of sympfum, dx and Ec_mrse. of iz’eétment:

_ Diagnosis: Fibromyalgia - .
" Treated with Oxycontin 1'60mg/day, oxycodone 150mg/day -

2. Canyou form an epinion? Based on your background and experience and
review of all inférmation provided you, and assmuing that the freatment as
documented was provided, can you form au opinion ps to whether the care rendered
by the care provider, including diagnosis, treatment ot record keeping, deprrted
from or failed to conform to the minimal standards of acceptable and prevailing
medieal practice (fu fiie medical community af Iarge)?

X Y5, T can form an opinion.

No, I eaumot form an opinion.

Ineed more information (specify): ' :
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© 4. What}s your opinion? Plenss usc the definltions below 28 “gtﬁﬁ_ie]i;lésf_"td ba.
. used in defi:ting‘standard of praetice. You arenot Jfmitedt to fese gridelines in

. forming your opinion, but please state

2,

——y

your own additional criterta if appHeable:

Diagnosis. Evaluation of 2 me_ﬁicai problein using meany such as Ristory,
physical gxamtination, laboratory, and ra dingraphic shudies, when applicabie.

. Below minfmun standayds

X Witha yrimfonm standards

) P i |

Treatment. Use of medications aod ofher mo dalities based on generally
accepted and approved indications, with proper preeautions to avoid adverss

 phiysical reactions, habifustion ox addiction,

d.

% " - Below minim '.,'V:Iivmsfandﬁards '
_ Within mininem st&ndar&s

Records.

- Mginfeﬁance of récérds which should contain, 8t a mintmym, the
- folloving: (1) appropriats listory and physieal and/or mental examination

for the pationt’s chief complaint relevant to the physician’s speeialty} (2)
resulfs of diagnosiic tests (when imdieated); (8) 2 Wo vhing diagnosis (4) notes
on treafment(s) undertakens () a record by dafe of all prescriptions for
drigs, vith naes of medications, strengths , desages, quanfity, and pumber

of refills; and (6) a record of bilfings.

Below minimmn standards

[e—————

X - Within miﬁimum standards

Overaﬂ Opixion, Based on the forégnjng, what is your ovexall opinion?

Clemrly Felow mnzmum standards.

SR

Cleaxly within miniotam standards

X Borderline Casg

Gross Igngrance, Gross Negligence, Gross Incompetence. If you found that
this pleysician did not meet the yinivam standards of enre in freating 2
patient(s), did yox also conclude that any of these deparimres from the -
mimbaten standards of care were soserious that you copsider them to exhibit
gross ignorance, gross negligence, anidfor gross incompetence on the
physicizn’s part. If #ves,” please identify each of these instances, classify i
appropriately and explain your reasoning in reachbtg that conclusion(s).

2.
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. Xt “ye#,” please also indicate whether you formd 3 paftern of ﬁuss ignqiagce,

. pross negligence md/or gross sneompetence In this physiclan’s practice ag -
- evidenced by the records reviewed and éxplain yoar conclusion(s). '

" Opioids have been fitrated of this patient with iitle

décufnen_ted béneﬁt. . _Thé patient comp[éins of fa_t'igjue and

stress exacerbating pain. Each dose escalation seems ta

result in little improvement

4, - Other questions from fhe Medieal Board (ignore if blanl):

. &, Explatn yowr opinion. Xfyou opined thaf practice was below minimum standard -
" fox any of fhe above reasons, sfate the correct minimal standard of practice (NOTE: |

Tt is not sufficient fo say *I world have, .., ox X would have not...”; youshould be

able to festify that “the mintmal standard of practice jn the medical community at

Jarge woukd be fo...”) Usc exfra sheets as necessary to explain your opinion sod

complete this repoxt - T

A physical exam must be documented with each visit and his

documentation though adéquate in most respects does not meet the

g

professional standards for Pain medicine in this regard.

While this‘statement appears confinuously itis beéause o most

visits there i§ minimal exam documented refated to the treating

problem
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6 Ifyuu. datarmm£1 from your review {hat the physxcmn hasg faﬂe& to meat the
standard of aceepiable pracﬁce ina specxfic area (s), please answer the nt[awmg

questlons aawell:
& Is it yom* opindon that fhe sfandard of practme violations you have identiied

may be addressed by the Board in an ordey]y process, extending over some
period of thme (& ptonfhs to 2-3 years) through remedial educaﬁon and
{raining, and subsequent moniforing by the Board _

O,
Arethe walatmns of such a natere that fhe Beard must act nnmedxata}y tn

 restrict o suspend the doctor's Heense to prntect pauenfs or the publie from
mnmnent dange:l ? : ‘ .

No

‘b. Xfyeu answered that the Board xiust act i nmne diately to aveid mmient
danger, please idewtify the fmnrinent danger involved and ﬂxamples of the
- viol ations fhat create such a danger. .

9/21/12
Daté of Review ‘ | Stariatare of Expert

Revisod Feb/2000
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_ KENTUCKY BOARD OF MEDICAT, LICENSURE

EXPERT REVIEW WORKSHEET -
:_CsseNo. . Hent _
' oxpert's Namio Jay S Grider DO/PhD for Licensee John Balrd MD

1, Buief deseription 'o;ﬁ sysaptorm, dx and écrm& of trcatments

Treated with oxycadone-150 mgld, | e

) : ) t
2. Canyon form an opinjon? Based ox your background and experiencs and
- reviev of sll information provided you, and assuming that the treatment as
documented was provided, can yon form an opinion as fo whether the cave rendered
by the eare provider, including diagnosis, ireatment or revord keeping, departed
. fpom or failed fo conform fo the mininial standards of acceptable and prevafling
* medical practiee (n the medical comwmuanity at large)? i

X Yes, T can form an opinton, '

- No, I cannot form an opiniox.

I need more information (speéi:fy):
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'3, 'What i§'your opfuion? Please use the definitlons below as “gidg_ieibaes” ta be
used in deffeing standprd of practice. You ave not Hmifed to these guidelines fu -
. forming yowr opinien, buf please state yotr own additional eriferia if applieable. . -

a3, I)iagnosis._ Evahuation of 2 niedical problem using meeans suéh as history, _
physieal examinafion, laboratory, md_‘xfadiumphic studies, when applicable.

Be!éwminiﬂum standards
X Within minimum standards
b. ‘freatment. Use of medications and ofhex modalifies based oxt generally

sccepted and approved indications, with proper precautions to aveid adverse
physical reactions, habifration or addiction. -

X Belowminfmion standards
Within mminrum stapdards
e, Records,

Mainfenance of recoxds which should contyin, af 2 minimum, the
' following: (L) approprisfe history and physical und/or mental examination
for the patient’s chief complainf relevant to the physician’s specialty; )
vesulés of disgnostic tests (when indicated); (3) a worlkiug diagnesis; (4) notes
on freatmeni(s) undertaken; (5) a record by date of all preseriptions for
drugs, with names of medjcafions, strengths , dostges, quanfify, and mumber
© of refills; and (6} a vecord of billings, - - :

Below minimwn standards
X Witlhin mivinram standards

d, Overall Opinion. Based on the foregoing, What is your overall opinion?

Clearly below mimimuwm standards. '

Clesrly within minimym standards

X Borderline Case

Gross Tgnorance, Gross Neghigence, Gross Incompetence, If you found that
this physteian did net meet the minimun standards of eare in freafing 2
patient(s), ¢id yon also eamelude that any of these departeres from the
minfmme standards of caye weres so seripus that you consider them o exhibit
gross ignorance, gross negligence, and/or gross incompeterce on the

physictan’s part. If “yes,” please idfentify each of these instances; classify it
appropriately and expliin your reasoning i xeaching that conclusion(s).

el

2.
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If *ges, plense alyo indicate whether you faund 4 paitern of gross ignorance,i '

gross negligernce and/or gross brcompetence in this physician’s practice ag -
evidenced by the records yeviewed and explain your copclusion(s).

The. doses of medication prescribed with minimal physical

exam and functional evaluation is questionable.

on7M 5;/-11 it is nofed that the patient would have an

ihappropriate UDS because of taking her fathers Xannax

This is a clear harbinger for substance misuse/abusé

4, Other guestions from the Medical Board (jgnore if blanld:

5 Explain your opinjon. Ifj?ou opined that practice was below ybringm standard

for any of the above reasons, stafe the correet minimal sfandard of practice (NOTE:

Tt s not seffictent to say "I weuld have, .., or L would have not...”, you showld be
abie fo testify that “the minimal stendard of practice in the medical community at
Iargs would be to..,”) Use extra sheets as necessary fo explain your opioion and
roxnplets this report, _ -

A physical exam must be documented with each visit and his

documentation though adequate in r'nost‘respscts does not meet the

professionat standards for Pain medicin_e in this regard.

' High doses of opioids and abarrant behavior would suggest to

thela\';erage practifioner risk that would not justify conﬁnuing opiold

 {reatment or at the minimum reevaluation of dosage and diversion pot
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- - 6. Xyou detexmine from yuur review that f:he physzcxan has faxleﬁ fo meat the
standard of accep table pracﬁce ine spe.ciﬁe araa(s), please smswer the following

ques{mns aswell: .

- #. Isfl your opinion that the standard of pl aetice wu]ahnns you have !danflffed
may be addressed by fhe Board in an oxderly process, exfending over some
pexiod of time (6 mouths to 2-3 ‘years) through remedial aducafion and’
training, aad suﬁsequent momtonng by the Board, ,

Or
Avethe muIatxons of such a natoye fhat the Boapd nmst act Immeﬂm tely 1
vestrict or suspend the docter’s Heense to prnfect patients or the public from

xmmment {Ianger?

b. Ifyou answered that the Board roost act immediafely to avoid immnent
danger, please identify the imminent danger involved rud examples of the

violations that create such a danger,

Though this patient was ulfimately dismissed for non-compliance

the original medication is questionable

9/20/12 o ,S(/

Date of Review - “Stenatare of Expert

Revised Feb/2009



tem9
Page 167 -

KENTUCKY BOARD QF MEDICAL LICENSURE )

EXPERT REVIEW WORKSHEET
' (PIeas& iype} : _

Case ﬁﬂ. ent N
Experts N'm;ﬂ Jay S Grider DO/PhD

Brief des crxptlon of Syap tom, ax pd tourse. of treatment. |
F 1bromyalgla pancreatitis, d labettc neuropathy

" Treatment with various opioid combinations most racently

Opana 40 mg BID, Oxycodone 30mg 6x per day, Valium, Soma

Cymbalta, Adderail .Gabhapentin,

2. Canyou form an opinion? Based on your background 4ud experience and
review of all infermation provided you, and assuming that the freatment as
documented was provided, can you form an opinion as fo whether the care rendeared
by the eare provider, lcluding diagnosis, freatwent or record keeping, departed
fram or failed to conform, fo the minimat siandards of acceptable and prevafling
medical practice {fn the medieal community at Jarge}?

X YeésIemn form an ophaion,

No, X cannof form an épilliom

Ineed more information (specify);




3, Whatis your npiﬁicm? PIeaé,e use the definitions below as “guidelines” fiq be
- nsed in defining standard of practice. You axe not limited o fhese guidelines in
. forming your opinion, but please state your own additional criteria if applicable,

&

d

Diagnosis. Eﬁfalﬁaﬁuh of a medica] problam nging means such as hisfory,

tem9 .
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physical examination, ab oratory, and radiographie studies, when appHeakls,

Below miniﬁmm sta;;iial'ds
X - “Within mojuinrmon standards

‘Freatment. Use of medications and ofher modalities based on generally

- acespted and approved indications, with propex precantions to avold adyerse

physical reactions, habituation ox addiction.
* Below minimum standurds

X “Within mintoomm sfandards

' Rét;urﬂs.

WMaintenance of records which should conifain, at A miimam, the

 following: (1) apprepriate history and physical and/or mental examination

for the patient’s clilef complaint relevant ta the physician’s spettaliy; ()
resnlts of diagnostic fests (when indtested); (3) a working diagnosis; (4) notes
on treatment(s) mderfaken; (5) a recoxd by date of ali prescriptions for
drags, with names of medications, strengths , dosages, quanfify, and mumaber
of refilts; and (6) a recoxrd of billings, - '

Below minimum staxdecds

]

X Veithin minhyum standards

Overall Opinion. Based on the forsgoing, what is yous overali opinion?
Clearly belove niimiomon standards. T
CYearly within ninimum standards

X Borderline Case .

Gross Tgunorance, Gross Negligence, Gross Incompetence. I you found that
tizis physician did not meet the minimwm standards of eave In fresting a
patient(s), did you also conclude thaf any of these departures from the
minimim standards of care were so serious that you consider them to exhibit
gross ignorance, gross negligence, snd/or gross incompetence on the

physician’s part, I “yes,® please identify each af these instances, classify if

. appropriately and explain your rensoniug in reaching that conchusion(s).

2 .
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Y “ges,* pleaso also indicate whethey you fornd a pattern of gross Ignorance, .
gross negligence and/or gross ineampetence in this physician’s practice ag
‘evidenced by fhe vecords veviewed and explain your conchusion(s).

The use of several addictive agents in combination with little

therapsutic benefit (VAS 7-8/10) is questionable. The

- decision to move fo high do_sé opioid ’rhera'pyr‘WIth and

combinations of psychostimulants and depressants Is very

risky and at the fringe of Pain Medicine standards

4. Other guestions from the Medical Board (ignore if blanl):

5, Iexplain your epinion. Xfyou opined that practice was helow minttnwem standard
fox any of the abaye reasons, state the correct minfmal standard of practice (NOTE:
¥t is not sufficient fo say “X would Rave..., oxr Lwould have net...”, you should be
able to testify that “the minimal standard of practies in the medical community af
Iarge would be o.,.”) Use extrn sheets as necessary fo explain your opinfon and
complete this repart,

A physical exam must be documented with each visit and his

documentation tholigh adequate in most respects does not meet the

professional standards for Pain medicine in this regard. “Tender afl

oveij" does not constitute a physical exam. There are several

interactibns with 6ther providers who raise red flags that should

suggest to Dr Baird' that his patient iikely has a persoriaiity DO
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. 6. If you determme feum youy Teview Ehat fhe phystcian has failed to meat the
. standard of accepfabIe pracﬁca ina speclﬁc area(s), please AXISTET the foﬂawmg

questions aswell; .
a. Y ityour ophrion that fhe standard of practice mlatmns you have idestified

may be addyessed by the Board in ant orderly process, extepding over some
pertod of time (6 mouths fo 2-3 years) through remedial education and
fraining, snd subsequent mauiforing by the Boaxd. -

Ox, - '
Are the violatlons of such a natare that the Baard wmst act rmmeﬂxafer tu

restidet ox suspend the doctox’s Heanse fo protect patlents or the publie from
inyninent danger?

Hisa gray area of Pam Medlmne practlce to freat fi fbromyalgla with

Page 170

op}cuds Iti is generaﬁy accepted that combmatlons of OpIOIdS and

benzodzazeplnes pius Soma is high risk for addiction and

_ adverse outcomes.

b. Ify ot auswered that the Board wmust act inmediately to aveid imminent
danger, pleass identify the inninent danger ixvolved and examples of the
violrtions that create sach z denger, '

Based on documentation I believe Dr Baird fo be practicing medicine -

and thus'is not intehtionaliy aﬁémpﬁng to harm a patient. | believe

that perhapé less addictive combinations could be prescribed and

as such a reeducation process for Dr Baird may be helpful

opof2 | /{/

Dateof Review _ Signature of Expert

 Revised Febf2009
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KENTUCKY BOARD OF MBDICAL LICENSURE

EXE’ERT REVIEW WORKSHEET
(PIease ‘ype}

Case ‘\Tn ‘ Paﬁent Name
Expert’s Nants, Jay S Grider DO/PhD for Llcensee John Balrd MD

1. Br.Eaf descrit»ﬁon of symptom, dx and éuui-se. ot‘ treatmeﬁt
- Diagnosis: Fkbmmyalg:a Degeneratwe dlSc dlsease
Treated with Nerco up to 100 mg!day, re\nous treatment with

Opana 80 mgfday, Soma.

-2, Canyon form sn ophion? Based on your backgronnd and experience and
" review of all informatton provided you, and assunting that the freatuent as
documented was provided, ean you form an opinion as fo whether the care rendered
. by the care provider, inclnding dirguosis, freahnent or record keeping, departed
from or failed ta conform to the minjmal standards of acceptable and prevailing
medical practice (in tlie medica} community at Iarge)? ]

X . Yes,Lean form an opinion,

No, I eannot form an opinion,

I need more information (specify): .
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3, Whatisyour opnimn"’ Pléase usé %hé definitlons below as “guideHies” fo be
used in defining standard of practice. You are not mited to these puidelines in
. forming youn opmion, but pIeasa sfaf:e your: 0ViE ad&zﬁanal r:ritena H applwable,

4, Diegnosis. Evaluation ofa medit:al problem nsing means such as kisfory,
phjrsmal exmiinati un, Iabaratory, apd radlographlc sf&dres, when apphcable.

Below mmmmm standards

X - Within mintmm sfandar&s

‘b, Treatment. Use of medications and offter modalities based on generally
- aecepted and approved indications, with proper precauﬁuns to avoid adverse
p}iymcal reachans, hahituation or addlctmm

Below mmlmum sfan&arﬂs

X E Wlﬂam minimum standards "
) c; RECOJ.‘ asv
Nainfenance of records which shoudd contain, af 8 minimae, fhe
* following: (1) appropriate histoxy and physical and/or mentzl examination
for the patient’s chief comiplaint relevant fo {he physician’s spectalty; @)
results of diagnostic tests (when indieated); (3) 2 working diagnosis; (4) notes

_on treaftment(s) mdertaken; (5) a record by date of all preseviptions for
_drugs, with names of medications, strengths , dosages, quantity, and number

of refills; and (6) a record of billings,
Beldw mfnfum sfamién‘ds .
X Within mbuhnmn standaxds
. Overall Opimrm Based on the foregUing, what is your overall opmmn‘?

X Cloarly beluw minimum standards.

Cleax¥y within minirvo standards
Borderline Case

e Gross Ignorance, Gross Negligence, Gross Incompeience, Ifyou found that
- fhis physteian did not meet the ruimimum standards of care in freafing a
© patient(s), did you also conclude that any of these departures from the
ptinfmum standards of eare were 50 serious fhat you eonsider them to exhipit
pross ignerance, gross negligence, and/or gross incompetence on the
physician’s part. If “yes,” please idmh.fy each of these instances, classify it
- appropriafely and explain your r eas(mmg n raachmg that conclnsion(s).

2 -
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Xf “yes,” please also indicate whether you fornd a patfern of g_ross‘ ienorance,
gross neglipence and/or gross fnconrpetencs in this physician’s practice as.
‘evidenced by the records veviewed end explain your conclusion(s). -~

Again there is minimal documentation of physical exam -

‘which is required.
uns, KAS‘_PER' and plll counts suggest

thoughtful practice. The dally acetaminophen dose exceeds

new FDA recommendétions if the patlent is taking 10x/day

t am unsure of any rationale that supports this Rxn practice.

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

5, Explain your opinjon, If you apined fhat practice was below adimnm, standard
for any of fhe above reasons, stats the corvect minimal stan dardl of practice (NO'TE;
Tt ix not sufficient to say *I wonld Lave..., or Twoudd have not..,*, youshould he
able fo testify that “the mintmal standard of practice in the medical community af
Jarge would be fo.,,”} Use extra sheetfs as necessary fo explain your opiwion sod
camplefe this repoxt, : :

A physical exam must be documented with each visit and his

documentation though adequate in most respects does not meet the

professional standards for Pain medicine in this regard.




6 X you &efermma from your voview that the physician has faﬂed to meet the
standard of aceeptable practma in a sp aclﬁc area(s), please answer the fol[nwmg

quesHons aswell: - |
a. Is it your opinjon that ﬂta sfandard of practice vm}atmns you have, ldentxﬁed

.may be addressed by the Board in an orderly process, extending over some

- period of time (6 months to 23 years) through remedial edueation and .
. traming, and subsequent momiforing by the Board

Oy
Axethe vicTations of such a natuve that the Boapd must act immediately to

restefet or suspend the doctor’s Heense ta proteet patients ox the pubhe from
xmmment Elanger?

b. ¥ you answered that the Bo ard must act immediately to avoid dmosinent
danger, please identify the imminent danger mvolved and examples of the
violations that creafe sucl a dangern,

ltermn 9
Page 174 -

oMer2 ~ - M

Date of Review o - Signaturs of Expert

Revised Feb/f2009
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| RENTUCKY BOARD OF MEDICAT, LICENSURE

* EXPERT REVIEW WORKSHEET
_ ‘ V(PIB'.asa type} .

Case No._ Patient N R
Jay S Grider DO/PhD for Licensee John Baird MD

Expert’s ﬂa;r[a

- 1, Drzlef deécripﬁnn ofsymptqm, dx and course of trentment:
Diagnosis: Fibromyalgia,
“Treated with 260 mg/day Oxycontin; 240mg/day Oxycodone

Na mention of physical therapy or other conservative treatment for

this disorder

2, Canyonform an opinien? Based on your backpgrownd and experience and
revieve of all inférmetion provided yon, and assuming that the freatment as
documented was provided, ean you form en opinton as fo whether the care rendered
by the care provider, including dingnosis, treafment or record keeping, departed
from or failed fo sonform fo the mintmal standards of accepfable and preveiling
medical practice (in the medieal commnnity at Targe)? '

X Yes, 1 can foym an opinien,

_ No, X esmnot foxm an opinion,

I need more information (specify): |

LA
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3 What is yonr apmun? ‘Plense use the def mﬁans beluw ay “gmdelmes” fo ba
uged in defining standard of practice. 'You are not limited fo these guidelines in
. foxrming your opmmn, but please state your own addﬂtiana] eriferdn if applicable, -

e Dxagnuszs. Evaluation uf a medical prublem usmg means such as ﬁmtary,
. physmal esxammatmn, laﬁ oratory, and radio graphm sttfd.res, when applicahle. :

Belawmmimumsfandalds _ o SR
X : thbinmiuimum sf.andards |

b. ‘I'reaﬂemt. Use of wedirations and afhar modalmes basecl on generafly
aecepfed and approved indications, with proper precaniwns to mruld ac[v XSS
. physient 1eacfmns, hahltuamm or addmtmn. ,

: Belaw bninuis standaxd&

Py

_L Within minimem standards

o, Records,

" Maintenance of records which should contain, at a minimum, the
' following: (1) appropriste history and physical and/or mental examination
for the patient’s chief complaint yelovant to the physician’s specialty; (2)
results of diagnostic fests (when mdicated); (3) a working diagnosis; (4) notes

on treatment(s) mdertaken; (5) a record by dafe of all preseviptions for
drugs, with names of medioations, strengths , dosages, quantify, and number

of refills; and (€) a record of billings.
Below minimum standards
X Wit v standrds
d. Overall Opinion, Based on the fgiegning; what is your everall opinion? l
Clearly below mimimon standaxds, |
Clearly within minimuwm standards
X Borderline Casa '
Gross Ignorance, Gross Neghgence, Gl 055 Incompetence. X you found that
. this physician did not meet the minimum standards of care in freating a
patient(s), did you nlsc conclude that any of these departures from the

minbmum standards of cave wexe 50 seyious that you consider them o exhibit

‘gross ignorance, gross negligence, mid/or gross incompetence ox the
physician’s part. H “yes,” please Idenﬁfy each of these instances, classify it
sppropriately aed explain your reasoning in reaching that conclusion(s).

=0

2.
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If “yeé,” please also indicate véhefhér you fonnd a paﬁarn of gross iguofauce, .
gross negligence and/ex gross ineompefence in this physiefan’s practice as
eyidenced by the vecovds reviewed and explain your cenclnston(s).

~ Again there is minimal documentation of physical exam

* which is required.
UDS; KASPER and pill counts suggest
g {houghtful pr’acticé. The use of high dose Opidids in fibro-

méyalgia would at ‘best be considered controversial

Laick of documentation of other consétvative measures: -

4, Other questions from fhe Medieal Board {ignafe -J'f-bl_ank}:

[EE——

5, Nxplain youwr opinion. Ifyou opined that practice was helow ninimum standard

for any of the above reasans, state fhe correct minimal standard of practice (NOTE;

It is ziot sufficient fo say “I would have..., or ['would have not,..*, youshould be

able to testify that “the mintmal standard of practice in the medical commumity at:
Jarze wonld befo..,") Use extra sheels as necesgary to explain your spinion and

eomplete this repoxt. _ .

A physical exam must be documented with each visit and his

documentation though adequate in most respects does not meet the

professioné} standards for Pain medicine ir this reéard, "
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6. T you defernine from yonr veview that the physician has fafled fo meef the
standard of aceeptable practice In a specific aves(s), please answer the following
questions agwellk . L ' | o
% Isifyour opiuion that fhe standard of practice violations you have identified
. wmay be sddressed by the Board in an ovderly process, extending over some
perlod of time (6 months fo 2-3 yerrs) Hurongh remedial edweation and
{raining, and subsequent monitoring by the Board." .
Axe the violations of such a nature that the Board must act immediately to
resteiet or suspend the doetor’s Heenss fo protect patients or the public from
ingminent danger? S ' S ’ )

b. Ifyou answered that the Board nawst act fmmediately fo avold bmminent
danger, please identify fhe fmminent danger involved and examples of the
violgtions that creafe sach a danger. : '

8/19/12 , , . \{ .
Dateof Review ' Signature of Expert

Revised ¥Feb/2009
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RENTUCKY BOARD OF MEDICAE, LICENSURE

“EXPERT REVIEW WORKSHEET
i (Please ype)

Cése,Nu. ‘ rirent Na :
Expert's Namie_J2Y S Grider DO/PhD for Licensee John Baird MD

1. Bifef deserjption of sympton, dx and corrse of frieatnent;
‘Diagnasis: Fibromyaigia, S
Treated with Oxycodone 90 mg/day, Oxycontin 160 mg/day and

Xannax

2. Canyouform an opinion? Based on your background and experience and
review of all inférmation provided you, and asswming fhat the freatment as
docmmented was provided, ean you form an opiuion as fo whether the care rendered
hy the ears provider, including diagrosis, treatment or record keeping, departed
from or faidled to conform fo fhe minhnal standards of accepiable and prevailing

medical practice {n the medical comnrunify at large)?

X Yes, I ean forim an obinion.

No, 1 cannot form an opinion,

I need more informaiion (spectfy): _
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e,

3 Whetis y&ur opinlon? Please use the definitions helow as “gnig}él_iués” to be
used tn defining standavd of practice. You are not linted to these goidelines in
. forming your opiniors, but please state your own additional criferia if appleable,

Ha

Diagnesis. Evaluation of 8 niedical prmblem usmg rezns snch as history,
physical examination, Iahorafory, and radiogvaphic studies, when appleable.
: Belnwﬁinimm standards | ‘

X Oyithin niiniumon staadards

Treatment. Use of medieations and other modatities based on generally
accepted and approved indieations, with proper precautions fo svoid adverse
phiysical reactioxs, habjtuation ox addiction. : .

Below miimum standards

X - Vithin minimem standards
Records,

Maiuterance of records which should contain, at a mininmwmn, the

* following: (1) approprinte histoxy and physieal and/ox mental examinaiion

fox the prtient’s chief complaint relevant to the physician’s specialty; 3} .
results of Alagnostic tests (when indicated); (3) a working diagnosisy (4) notes
on treatment(s} mnderfakexy (5) a record by date of all preseriptions for

“drugs, withrames of medieations, sirengths , dosages, quanfity, and number

of refills; and (6) a xecord of billings. _ ,
Below mintmum stendards

X "Within miminwn standards

Overall Opinson. Based on the foregoing, what is your overall opinfon?
| Clearly below mintmum standzyds. '
' Cleariy within mihﬁnum standards

X Borderline Case -
Gross Ignorance, Gross Neghigence, Gross Incompetence, If you found that
this physician Gid niot meet the minimwmn standards of eare in treating 3
patient(s), #id you also conclude that any of these deparfures from the
inimm standards of eare yere so serious that you consider fhem fo exhibit
gross ignoranee, gross negligence, axd/or gross meompefence ox the

physictan’s part. I “yos,” please idenfify each of these instanees, classify it
spproprintely and explaln your reasoning in reaching that conclasion(s),

2 "
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It “yes,” please also mdma['e whether you fmmd a pattern of gross Lgno rance, .
gross negligence and/or gross incompetence in this physician’s practice as
- evifenced by the records reviewed and explmn your con clusmn(s)

~ There is minimal documentation of physical exam

which is required under the KBML reguiaﬁbns.

UDS, KASPER and pill counts suggest

thoughtful practzce

" 4, Other questions from fthe Medieal Board (ignove i blank):

5, Explain ‘j’O‘ul opinion. Tfyou opined that practies was below minimmm sfandard
fox any of the above reasons, state the coxrect minfreal standard of practice (NO'TE:
Tt iv not sufficient to say *I would have..., or Y would have not.,.”, you shoeld be
able to testify that “the minimal standard of practice in the mechca] commumf.y at
Inrge would be fo...”) Use extrasheefs a5 necessary fo exylam your opinion and
complefe this report

A physical exam must be documented with each yisit and his

doc&mentaﬁor} though adequate in most respects does not meet the

professional standards for Pain redicine in this regard.

Opi-oid_é for fibromyalgia are again confroversial though this patient

reporté reasonable restits. There was an abberant behavior in that

the patient took her child's adderall and no action was'taken,
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. 6 Ifyou determine from your review that fle physiclan has failed to meet the
standard of aceeptable practive in a specific area(s), please answer the folowing
guestionsaswell . . - L _
& Ts it your opinion that fhe standard of pracfice violations you have identified
may be addressed by the Board in an orderly process, extending ovex some.
 pexiod of thme (6 nronths fo 2-3 yeas) through remedial education and
tratuing, and subsequent moniforing by the Board.
-0, 3 . e . .
. Ave fhe viclations of sueh a nafare that fhe Board must act inmediately to
restrict or suspend the docfor’s Heense fo protect patients ox the public from

imminent danger? :

b. Iyou a;lsévered that fhe Boaxd must act immediafeiy to avoid Imminent
* danger, please identify the imminent danger bevolved and examples of the

violativns fhat create such g danger,

o192 Q&y

Date of Review . Signature of Expert

Revised Feh/2000
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KEI«ETUCKY BOARD OF MEDICAL LICENSU'RE

EXPERT REVIEW WORKSHEET
' (Plaase type) .
-Case No,__
Jay 5 Gnder DO]PhD for LICBHSGF; John Balrcf MD

Expert’ Name

L Bdef desarlphun of symptcm, dx and comse Gf treafmenf'

D:agnoszs Cervical spondylos;s and myelopathy,
Treated with MS Contin 90 mg/day, Oxycodone 160 mg/day and

xannax

2. Ceuyouform an opmmn? Baseﬂ on your background sud experience and
review of all information provided you, and assuming that the freatinerit as
documented was provided, can you form an opizion as fo whether the care rendered-
by the care provider, including dingnosis, freatment or xecord keeping, deparfed
from or fafled fo conform te the minimal standards of accepteble and yrsvaxhng
medieal practice (in the medical commmuty aflarge)?

__;?S__ Yes, I can form an opinien,

No, I camnet form an opinjon,

I need more information (specify):.
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3, Whatis yow opinion? Please use the definitions bolow as “guielines” to bo
used fu defining stxadard of practice, You are not limifed fo these guidelinesin
. forming your opixion, but please state your own additional crlterin if applicable.

. g, Disgnosis. Evaluation of » medical problese using means méh as Idstory,
physieal examination, Taboratory, and radfographic studies, whm appHeable,

‘Below miﬁimum_stum_iﬁrd's

- X Within mintouon standerds

b, Treatment. Useof :i‘neclic_aﬁons and other modalifies based on ganerally
accepfed and approved indications, with proper precautions to avoid adverse
physical reactions, kabituation or addiction,. _ S

Below minimumrstandérds '

X . Within wminimum standards
¢, Records. )
Mainie_ﬁﬁnce of recoxds which shoul& sontain, at a minfwem, the
* following: (1) appropriats history and physieal and/or mental examination
for the patient’s chief complaint relevant fo the physiclan’s specialty; (2)
* vesulis of dingnostic fests (when ndicated); (3) & working diaguesis; (4) notes

or: treatmeni(s) mdertalen; (5) a record by daie of all prescriptions for
drags, with names of medications, strengths , dosages, quantity, and number

of vefills; and {6) a record of billings,

Below minhmmm standards

X - Within minimum standards .

d, Overall Opinibﬁ. Based on the foregoiﬁg, whaet is your overall opinion?
| | Cleaﬂf helow mm:ﬂnum standards. -
Clearly wifhin mintmum standards
_ X Borderline Case

Gross Ignorance, Grass Negligencs, Gross Inenmpetence, If you fownd that
this physician did nof meet fhe minimwm standards of care i treating 2 -
patient(s), did yor also conclnde that puy of these departures from the
painfuns standards of eare were so serions that you consider them fo exiibit
gross ignorance, gross negligence, and/or gross incompetence on the
physician’s paxt, If “yes,” please identify each of these instances, clessify it
approprizfely and explain your ressoning in reaching that conclusion(s),

[

2 -
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If “yes,” please dlso indicate vhether ymi found a patern of gross ignorance,
pross negligence and/or gross ineompetence in ¢his physician's practics as
‘evidenced by the records reviewed aid explain your conciusion{s).

There is minimal documentation of physical exam -

which is required under the KBML regulations.

.'UD_S, KASPER and pill counts suggest

thoughtfui practice.

4. Othex questions from the Medical Bosrd (fgnore ifblank)s

5, Explahtyour opinion. Jf you opined that practice was below mrinimum standard
for any ¢f fhe above reasons, stafe the correct minimal standard of practice (NOTE:
1¢ is not snffictent to say “T would kave,.., ox I wonld have not...”; you showld be
ahle fo festify that “the minimal standard of practice in the medical community af
Iarge wonld be fo...”} Use extra shects g5 necessary fo explain your opinion amd
complete this report: '

A physical exam must be documented with each visit and his

documertation though adequate in most respects does not meet the

professional standards for Pain medicine in this regard.

High dose opioid therapy is maintained though hyp.oganadism

g clear complication of high dose opioid therapy is diagnosed

- Again a stimulant is- prescribed for fatigue and somnolence rather thal




tem9
- Page 185

. &, Ifyou defermine from ymu review fhat the pﬁys‘miaﬁ has fafled fo mest the
standard of accepiable practice in 2 spemfic area(sh pfease answer {the folluwmg

guestiong ag wells
a. Is Hyour opmmn ﬂmtthe sfan&ard of pmct{ce vaatmns you Imve Ideuﬁ.ﬁed :

may be addressed by the Board in an orderly process, sxtending over some -
pexiod of Hme (6 xeonths fa 23 years) through remedial edueation and
training, ami suhsequeuf mumfurmg by the Board,

O, : ' '
Avethe violations of suah anafore fhat the Bu ar& must act rmnledmte}y to

restrict o suspend the docfar’s Heense to protect patients or ﬂxe pubie from
lmmmeut danger?

b. Ifyou answered ﬂ:ai the Board must aet fmmediately fo avald trminent
dangey, pleae identify the fmminent danger Involved and exzmples of the

viclations fhat ereate such a danger,

9M8/12 : /%r—

Dste of Review | Siiahture of Bxpert -

Revised Feb/2009
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| KENTUCKY BOARD OF MEDICAL LICENSURE

. EXPERT REVIEW WORKSHEET
N (;I?lease"_fype). ' .

Cése ND; ' Patient Namd

" ixper¢'s Navie. Jay S Grider DO/PRD for Licsnsee John Baird MD

1. Brief deseription of sympfom, dx sud course of treatments

Diagnosis: Fibroniylag!a, Cervical spondylosis,

Treated with 60 mg/d Norco and valium

-3, Canyonform an opinion? Besed on your background and expﬁ.rie_ﬁca and
review of sll ixférmation provided you, and assuming thaf the treafment as

documented was provided, can you form an opinion as fo whether the care rendered -

by the care provider, including diagnosis, freafment or record keeping, departed
from or failed fo conform fo the minimal standards of acceptable and prevailing
medical practice (i the medical communify at larpe)? ‘

X Yé}, I can form au opinfox. -

. No,I eannof form an opinion,

I need more information (specify):
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3, Whatis ydmfppiuinn? Please wse the ﬂeﬁnifiqns helow a8 “gujdéﬁnes” to he
used in dePning standard of practice. You sre not Hmited fo these guidelines in
. forming your-opiniom, but please stnfe your own additfonal criteria if appHeabls,

)

[ESE——

Diagnasis, Evaluation of 4 uiedfeal problem usiligﬁlean_‘s such as history,
physical exaniteation, Inboratory, and xa djographic studies, when applicable,

Below minimum séandards
X Withmmmrmum standards '

Treatment. Use of meéh’c;a_fiuﬁs aud other modalities based on generally
necepfed and approved indications, with proper precautions to avoid adverse

' physical yeactiens, habituation or addiction.

Below minturwn standards

X ‘Within minintum standa'rds

Rercords.

Matrfenance of records which should eontain, at a minjmym, the

* following: (L) appropriate history and physical and/or menfal examination
. for the patient’s chief complaint relevant fu the physician’s specalty; (2)

results of dlagnostic tests (whan indicated); (3) a working diagnosis; (4) notes
on treatment(s) mdertaken; (5) a record by dafe of all prescriptions for
drugs, with names of medications, strengths , dosages, quantity, and xmmber
of refillsy and (6) a recoxd of hillings. ' '
Below i standards
X - Within minirome standards
Overall Opiuton, Based on the foregoing, what is your overall opision?

Clearly belovw miniuum standards,

X Clearly veifhin minfmum standards -

Borderiine Case

Gross Ignorance, Gross Negligence, Gross Incomp efence, If you found fhet

this physician did not meet the minimum standards of eare in treating a
patiend(s), did you also conclnde that any of these deparinres from the
mintrnrm standards of care were so serjons that you consider them to exhibit
pross ignorance, gross negligence, and/or gross incompetence onthe

. physician’s part. If “yes,” please idenfify each of these instances, classify it

appropriately and explain your reasoning in reaching that conclusion(s),

2 -
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If #yeg please also indicate whether you fouud 3 patfern uf gross ignorance, -
gross negligence and/ur gross iicanpetence in this physician®s practice as
evidenced hy the records reviewed and explain pour conclusmn(s)

There is mmamal documentation of physical exam

which is required under the KBML regulations.

uDps, KAS_PER and pill cqunts suggest |
thoughtful practice. ' |

4, Ofher questions from fhie Medical Board (ignove i blank):

5, Explain your npmlon. If you opined that prachce was below mimimum standard

for any of the above reasons, stafe the coxveet minhmal standaxd of practice (NOTE:

Ttis not safficient to say "1 wonld have..., ox {vould have net...”, you showld be -

able to testify fhat “the minintal standard of practice in the meHenl commuty at

Targewould be fo...*"} Use extra sheets as necessary to explain your opinion and
‘complefe this repert,

A physical exam must be documented with each visit and his

documentation though adequate in most respects does not meet the

professional standards for Pain medicine in this regard.
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6. If you, defermine from youy review fltaf the physician has failed ta mest the
standard of aceeptable practico jn a specifie area(s), please answer the following
questions agwells - o ‘ o '
%, s ityour sphuion thaf the standard of practice violations you have identified
" inaybe addressed by fhe Board in mn oxderfy process, extending over some
- period of fime (6 maonths to 23 years) through remedial educafion and
. “fraining, and subsequent moniforing by the Board, -
Are the violations of such a ustnre fhat fhe Boavd must act foomediately fo.
- yestrict or suspend the-doetor’s Hoense to profect patients ox the publie from

pmminent danger?

[R——

b. Ifyou suswered that the Board must act fmmediately fo avoid imminent
danger, please identify the imminent danger involved and examples of the
viclations that cxeate such a danger,

oMo12 | B Cg\ |

Date of Review

Revised Feb2002
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KEI&TUCE:YBOARD.OF mDICAL TICENSURE,

EXPERT REXHEW WORKSHEET
: (Please type} -

Case Mo, _ ent Na .
Expert's Nazie Jay S Grider DO/PhD for Licensee John Baird MD |

1. Bnef degeription of symptom, dx and course of freatment;
Osteogenesis lmperfecta '
- Treated with’ Opana 80 mg/day, Morphme 60 mg!day R Percocet

10 mg 4-6 hours, Dilaudid 4mg 4-6 hours

- 2, Canyouform an opinion? Based on your hackgrotmd and experience and
review of ail information provided you, and assuming that the treatment as
docwmented was provided, can yon form ar epinion as fo whether the care rendered
by the care provider, including diagnesis, {reatment or vecord keeping, departed

. from ox failed to conform to fhe minimal standards of acceptahls and prmihng
medica) pr actice (m fhe medieal cnmmumfy atlarpe)?

__?_(__ Yes; Toan form an upmjon.

No, I caxmot form an opmron '

I need more information (specify):
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3, What s your epinien? Please use the definitions helow as “guidelines™ to he
- msed bn deftning standard of practice, You are nof Hmited to these guddelines fu
. forming your opinfon, but please state your own additional eriteria if applicable.

N Diagnusis. Evaluation of 2 me;dlcal.;'rrolrlem_ asing meané_such as histm:'g%
physteal exawination, Iaboratory, and radio graplic studies, when appXeable,

B_elonixiitnﬁm standards l o - L
X “Within wointrn standards
b. Freatment. Use of medications and ofher modalifies based on genefall}f
aceepfed and approved indications, with proper precautions fo avoid adverse . - ;
physical reactions, habitnetion or addiction. ‘ :
X Bei'ﬁw mmmum standalds ,
Within miniim standards
¢. Records. '

Maintenance of records which shonld contain, ata minfmam, the

* following: (1) apprepriate history and physieal and/or mental examination,
for the patient’s chicf complaint relevant to the physician’s spocialty; (2)
results of dagnostic fests (when imdeated); (3) a worldng dirgaosis; (4) netes
on, trestment(s) nndertaken; £5) a record by date of all presexiptions for
drugs, with names of medications, strengths , dosages, quantity, and xnmber

" of refillsy and (6) a recoxd of billings.
| Below miniwmnm standards
X T Withinminimmon standards
d. Overall Opinion. Based on the foregoing, what fs your overall opiufon?

Clearly below minimum standards.

Clearly within minimmm standards

X Borderline Case

Gross Ignorance, Gross Negligence, Gross Incompetence. K you found that
this physiclan did not meet the minimom standards of care in treating 2
patient(s), 4id you also conclude that auy of these departures from the
minfonm staadards of eare were so serions that you censider them to exhibit
gross ignorance, gross negligence, ad/or pross ftcompefence on the g
physician’s part, If “yes,” please identify ezch of these instances, classify if
appropriately and explain your reasoning i reaching thet concluston(s).

T8

2 ]
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I “Sf eg,™ pléase also indicate whether you fovmd a pattern of gross ignorance,
gross negligence and/or gross incompefence in this physician’s practice zs
evidenced by the records reviewed and explain your eonclsfon(s), - '

| see no legitimate medical reason for prescribing -

3 different short acting opidids and a long acting cpioid

| This is not'_the st_andafd of care even with a wide benefit of

the doubt which | have extended to Dr Baird as his -

documentation and intent seem legitimate. -He is practicing

outside of jédqepfab%e standards in this case

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

5. Explabn your opinion. If you opined that practice was below minimum standard
for any of e aboye reasons, state the correct minimal standard of practice (NOTE:
Tt is not sufficient to say “X wonld have,.., or Twould have not..”; you should be
able to testify that “the minimal standard of practice in the medies] community at

“Jargt would be fe.. ") - Use extra shesfs as necessary fo explain yowr opinion xud
coxnplete fhis report, ' :

A physical exam must be documented with each visit and his

documentaﬁon though adequate in most respects does not meet the

professional standérd_s for Pain medicine in this regard,

This combination of medicafions is non-standard and dangerous
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6. Iyou rIetelmfna from your review that the physician has failed fo meef the -
standard of accepiable’ pl getice in a spectfie area(s}, please answer fhe followmg
_ questions aswells |
a. JTsityour optuion that ﬂle staridard of practica violafions ym.t Thave identified
. tuny he addressed by the Board in an oxderly process, extending over somo
_ period of time (6 months fo 23 yeays) through rexxedial education and
fraining, snd subsequent mcsmfonng by the Board, .
Or,
- Arothe vmlatmns of such &zmture that ﬁte Board must act nnmedxately to .
restrict or suspend the doctor’s hcensa to protect patients or the puhlle frﬂm
onpinent danger?

b Xf you mswered ﬁmt the Board must act immediately fo avoid huminent
daxger, please identify the imminent danger mvolved and examples of the
violations that ereate such a denger. '

Though this patient was ultirately dismissed for non-compliance

the original combination of medications is questionable

ooz . T\L-

Date of Review Sionafirs of Expert

Revised Feb/2009
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KBNI‘UCKYBOA_RD OF MEDICAL LICENSURE |

EXPERT REVIEW WORKSHEET
(Ple&se type)

7 Case No* | _ Paﬁeuf Name

I. Bifef deécripﬁon of symptﬂm, dx aﬁd ' &hurse cﬁ' treaﬁn‘enf:

Fibromyalgia '

Treatment with 'Durag'esic. 25 meg
| Perc,oéet 10 mg 8x per day

| Methadone 10 mg 8x per day

2 Can you form an t}pmiun? Baseﬂ. on your hackground and experience and
review of all information provided you, and sssuming that the freatmentas
docrnented was provided, can you form an opinion s to whether the care rendered
by the care provider, inclnding diagnosis, {reatment or recoxd keeping, deparfed
from or failed fo conform to the minimal standards of acceptable and prevailing
maedical pramce (m the medical cnmmmﬁy aflarge)?

X ¥es,I can form an spiniosn,

No,I cammt form opinmm

1 need more information (specify):
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3, Whatis your o;jiniun? Please use the definitions below as “puidelines” to be
" used in defining standaxd of practice. You are not limited fo these guidelines in
. .- forming your-ophdon, but please stite your own additioral eriferia if applicable,

. s

Diagposis. Evalation of sedieal problem nstug nteans such as histoxy,

7 BEIQW- minim’um standards '
X vadkn mintram stondards

Freatment, Use of medleations atid ofher modalities based on generally
secepted and approved indications, with proper precautions to aveld adverse

 physfeal reactions, habitnation oy addietion,

. Bélowmimimum standards
Records, :

Maintenance of records which should contain, af 2 minimum, the

- fallowing: (1) appropriate history and physical and/or mental examination

S

foir the patient’s chief complaint relevant fo the physician’s specialty; )
vesults of dingnostic tests (when budieated); (3) & working didgnosis; (4) notes
ont freatment(s) undertakens (5) a record by dafe of all preseriptions for
drugs, with names of medications, strengilts , dosages, quandity, and mimbey
of refills; and (6) a record of hillings.

Below minimom standards
X Within miuhmuin standards
Ove::'all Opinion, Based on the foregoing, what is yorr everall optaion?
Clearly belovy mininnm standnards, . - |
;_3’_(_, Clearly within mininrom standards
Bﬁr&ar]ine Case '

Gross Ignorance, Gross Negﬁgem;e,' Gross Incompetence, Ifyon fornd that

" fhis physician did not meet the minirmums standards of care i treating 2

patient(s), did yox also cenclu de that any of fhese departmyes from the

minbmm stendards of care were so serioas that yor consider them {o exhibit

gross ignorance, gross negligence, md/er gross incompetence on the
physician’s part. If “yes,” plesse idenfify each of these instences, clessify it
appropristely and explain your reasoning in reaching that conclusion(s),

2 -

. plysical exanination, Iaboratory, and radio graphic studtes, when applicable.



ltem @

Page 197 -

If “yes,” please also ;Endimté whethey ydu,foﬁnd a patfern of gross igmorance,
gross negligence and/or gross incompetence in this physician’s practice as
evidenced hy the records reviewed and explain youy con clusion(s), '

Nong

4. Ofther questions from the Medieal Board (ignore if blank):

5. Expla your opniou. X you opined that practice was below minimum standard
for smy of the above reasons, state the correct miwimal standard of practiee (fO'TE:
¥t is nof sufficient fo say “T wonld have, .., or Iworld have neti.”, you should be
able to tesfify that “the mindmal standard of practice in the medical comrmunity at
largt srould be to...*”) Use extra sheefs as necessary to explain your opiwion snd
complete this repext. ' , ‘

| suggest that a physical exam with each visit be documented. From

a compliance standpoint the visits seem appropriate.

BBS was done and KASPER was consulted
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&, Ifymi dstermine from your yeview that the physician has fadled fo meet the . _ - .
standard of acceptable praciice in a specific area(s), please auswer the following o C

questlons aswelll L . ' : = , :
g, s {f pour opinion that the standard of practice vielations you have ideutified
‘may be addressed by the Beard in ax orderly process, extending over some
~ period of time (6 months {0 2-3 years) through remedial educaifon and .- -
 truining, And subsequent moniforing by the Board. " T ' S
Ave the violations of suck 2 nsture fhat fhe Board must act inzmediaiely to .
restrict 0¥ snspend the doctox’s Heense ta protect patients or the pubHe from
- imminent danxger? ‘ o ' S
It is a gray area of Pain Medicine practice fo treat fibromyalgia with

‘opioids. The use of high dosé opibid therapy as employed by

| Dr Baird must be chﬁ’sely mdn'rtofed; He a'ppefars to d.ociifner-\t that

the patieﬁt_WaS' not having somnolence and had a thorough

psychological evaluation

b. Ifyou amswered that the Board must act immediately to avold mminent
danger, please identify the imminent danger involved and examples of the
violations fhat create such 2 danger.

g/20112 - - %""

Sigﬁature of Expert

Degte of Review

Revised Feb/2002
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KBNTUCKY BOARD OF MEDICAL LICENSURE

EXPERT REVIEW WORKSHEET
: (.Flease typﬁ*-) |

Case No, - PattentH 23)
Expaws Nanie Jay 5 Gnder DO/PhD for Licensee John Baird MD

L Brxef descripﬁon of symptomn, dx and (-:_&urse of treatment: __. )

3

Treated with MsContin 200 mg/d, okycodone 75 mg/d,

9. Canyou form an opinion? Based on your baclgrownd aud experience and
review of all nférmation provided you, and assuming thatf the treatment as
docvamented was provided, can you form an opinion as to whethey the care rendered
by the care provider, including dingnosts, trestntent or record keeping, departed
from or failed fo conform fo the minimal standards of zcceptable and prevmlmg
medical practice (in the medical cnmmxmxiy atlarge)?

X Yes, I ean form an opinmn.

No, I cawnot form an cpinion.

TIneed more informatfon (spectfy):

[RE———
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3. Wh&hs your opmmn? Please use the den’:‘imtmns belnw 28 “gmdﬂlmes” ta be
used in defining standard of practice. You sie not limited fo these guidelines n.
. formmgyour upxmon, ‘tmt please gtate your own addxtmual erxferiﬁ if a.ppheab{e.

- P

b. 3

O

e,

Diagnosis, Evaluatwn of a meclmal prnblem usmg means such s Iusi'orj‘,

' phys;eal exammatmn, Iahoratary, and ra&wgraphm sfudms, whan appﬁcable. ‘

Below mimmum sfancialds -
X Wxthm mmnnnm standards

Treatment. Use nf medications and nfhe; modahﬁes has ed pn generaﬁy
accepted and approved indications, with proper preca wtions to &\'tnc'f adverse
_phys:ca] reauf:mns, hablmatwn ox add:chon. A .

X - B&Iowmmmmmstaudards

Within minfnvam stapdards

Records.
Maintenance of records which should eontrin, af 4 mintimmn, fhe -

* folowing: (1) appropriate history.and physical and/or mental exaxination

for the patient’s chief eomplaint relevant to the physician’s specialiy; (2)
resnlts of dingnostic tests (when indicated); (3) a working diagnosis; (4) notes
on treatment(s) undertalen; {5) a record by dafe of all preseriptions for
drugs, with names of medications, strengths , .dosages, quantity, and number
of refills; and (6) a record of billings, . .

Below minhnum standards

X - Within minfmum standards

Ov erai! Opinion, Rased an the foregumg,whatis ymtr averal] opinion?

] Clearly below mimmum stanﬂar&s
Clearly within minimmm standards
. X Borderfine Case ‘

Gross Jgnorance, Gross Negligence, Gross Incompetence, If you fonnd that
this physician did not meet the xminimon standerds of eare in {reafing a
panent(s), did you also conclude that suy of these departures from the
minimum standards of eare were so serious that you consider them to exhibit

" ‘gross ignorance, gross negligence, andfor gross mcompe{mce an the

physteian’s part, X “yes,” please identify each of fhese Instances, classify it
appmprmtebr and explain your 1easoniug i} reachmg that eonclusiun(s)

2 "
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If “yesy* please also ndicate whether you found 2 pﬂttem of gross igﬁurance,
- gross neghigénce and/or gross Hicompetence in this physiedan’s practice ag
evidenced by tite records yeviewed and f:xplam your eonclusiéngg).

" The doses of medicatlon prescr!bed with minimal physmai

‘exam and func:t:onai evaluation is questionahle. There are

suggestloqs in hte_rature that high dose opioid therapy in

younger age gréutj's is difficult to justify, Given the minimal

pathology dem_ons;t'rated' better justification is warranted.

4. Other questions from the Medieal Board (ignure iF blank):

5. Explain your opinion. ¥ you opined that practice was below wimimum standard
for any of the above reasous, state the correct minimal standard of practice (NOTE:
¥ is not sulficient to say “T would have..., or { would have not...”, you should be
able to testify fhat “the minimal standard of practice in the medical community at
large would be fo,..”) Use exira sheets as neeessary fo expiain yonr opinion and
complete this report, '

A physical exam must be dqcumented with each visit and his

documentation though adeq'uaté in most respects does not meet the

p’rbfessiérial standards for Pain medicine In this regard.
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6, Xf you defermine from your review that the physictan has Faited fo meof fhe
standard of acceptable praeﬁce 1n & specific araa(s), pIease ansyrer the following

guestions as welll . :
. Isit your opinion that the standard of pr. actice vmlatmns yuu have xdenﬂf‘ ed L

may be addressed by the Board fn an oxderly process, extending over some -
pﬂﬁad of fime (6 xraonths fo 2-3 years) through remedial educatmn and
frajning, and suhsequent mumfurm g by {ls Board : ‘

o ‘
Axe the violations of such a nature that fhe Board must aect n:umediafe!y to

”'restrmt or suspend the doctor’s lcense to prntect patients or the publie from '

 Jouminent c‘[anger‘i‘ 7 ‘ - .

b. I you answered thaf the Board must zet tmmediately to avoid nmminent
danger, please identify the imminent dangex brvolved and exmumples of the

violations that create such n danger,

Though this paﬁent was ultirmately dismissed for non-compllance

the original combination of medications is questicnable

8/20112 ' &

Date of Revierwr Signature of Expert

Revised Feb/2009




COMMONWEALTH OF KENTUCKY ~ ' -ED OF RECORD
BOARD OF MEDICAT, LICENSURE MAY 28 2013
CASE NO. 1492 | _

KB.M.L.

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

KENTUCKY HELD BY JOHN R. BAIRD, M.D., LICENSE NO. 36869, 3012
EASTPOINT PARKWAY, LOUISVILLE, KENTUCKY 40223

COMPLAINT

Comes now the Complainant Randel C. Gibson, D.O., Chair of the Kentucky

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

May 16, 2013, states for its Complaint against the licensee, John R. Baird, M.D., as

follows:

1.

At all relevant times, John R, Baird, M.D., was licensed by the Board to practice
medicine in the Commonwealth of Kentucky.

The licensee’s medical specialty is Physical Medicine and Rehabilitation.

. Atits November 18, 2010 meeting, Inquiry Panel A reviewed an investigation into

allegations that the licensee was inappropriately prescribing controlled substances.
While the Panel failed to find a violation at that time, it issued a Letter of Concern to
the licensee, recommending that he comply with the Board’s Opinion Regarding the |
Use of Controlled Substances in Pain Treatment. |

On September 7, 2011, the Board received a grievance from a pharmacist, who
alleged that the licensee was prescribing large amounts of controlled substances and
combinations of several controlled substances. The pharmacist also noted that
patients were getting early reﬁ_ils of thesé prescripﬁo‘ns. | |

On February 21, 2012, the Board received a toxicology report regarding the death of

Patient A, from the Clay County Coroner. The Coroner stated, in part,



...The blood serum levels indicate Alprazolam/Xanax in significant quantities, over 6
X maximum therapeutic range and Fentanyl/Duragesic at nearly 6X maximum
therapeutic range as well as Oxycodone at 1.85 X therapeutic range...Further
 morphine is present in the urine screen as well. My opinion is this patient was
consuming prescriptions medications in large quantities on a regular basis...Death
will be ruled accidental and due to Acute Combined Narcotic Drug Toxicity,
(Alprazolam, Oxycodone, Fentanyl, and Morphine).

Providers are ... and Dr. John R, Baird, Heahng Options, in Louisville, KY
(Fentanyl, Oxyccdone)

. The Board requested a review of the licensee’s prescribing pattem.s. In a report dated
January 12, 2010 (sic — 2012), the reviewer identified the following issues:

» Long-term use of one or more controlled substances;

o Combinations of controlled substances favored by persons who abuse or
divert controlled substances;

» Long-term use of a controlled substance for which short-term use is generally
indicated, and

o Family members obtaining the same or similar controlled substances; and,

¢ Dr. Baird is also prescribing amphetamines for the majority of his patients
which may or may not be in accordance with the diagnosis/purpose outlined in

201 KAR 9:016.

The reviewer selected 25 patient records for review by a Board consultant.
. Inareport dated March 30, 2012, one Board consultant concluded, in part, regarding
his review of the four patients identified by the pharmacist initially,

Medical record keeping, especially with reference to initial evaluation. Dr. Baird
took over the management of the four patients I reviewed on the understanding that

* he was a qualified expert who was taking over the care of the patient who failed with
treatment elsewhere, so he is a qualified consultant. In his evaluation which should
have been comprehensive, I think he did not meet the quality expected. On more than
one occasion in the four charts that I reviewed the history was not complete and did
not meet quality as I have indicated in the appropriate spot in the review. There was
no detailed dosing or duration of the patient’s previous drug history in any of the
records, how many mg, how often a day or week or month or for how long. In cases
where there had been mention that there was a problem with hepatic function, there
was no real documentation how poor the hepatic functions were or how significant it
was. In the case of the patient with a history of alcoholism, there was no real history
of how it impacted the patient’s current status and future. There were a lot of things
mentioned in a casual format and these were usually not supported by real evidence.
It is one thing to state that the patient had been exposed to prior drugs without stating
what the dose was and what the duration of treatment was and what was the failure of




or side effects. In situations where the KASPER was available, there was no mention
what the review of the KASPER indicated. The KASPER report was there for sure,
but there was no mention of what the review showed. The problem [ have is that Dr.
Baird took over the management of the patient without detailed assessment of the
previous treatment and if Dr. Baird did assess the situation it was not noted in the
medical record for none of the patients which I have reviewed. But there was an
attempt to properly review the records, but it was not reflected in the medical records.
Maybe Dr. Baird had reviewed all of these things in his mind and in his calculations,
but it did not reflect in his medical records. '

Medical records. It is commendable that Dr. Baird’s records were all typed and
neatly kept, but the information contained therein was not completely useful. Some
of the information contained in these medical records was not even believable. Say
for example, this has been mentioned in at least two or three patient that I reviewed
out of the four. The patient had the same vital signs during each visit, at least the
majority of the visits the vital signs were exactly the same irrespective of the level of
pain or their disease. That would make someone like me very uncomfortable, so I do
not know how to believe this. Ihave seen this remark made by another reviewer of
the medical records stating the same. I do not know how this can happen. So least in
two situations there were eight or more occasions where the patient’s vital signs were
exactly the same during the monthly visits, but the patient’s illness level or intensity
levels were much different. I also note that when the nurse practitioner or another
associate was involved in keeping the medical records the vital signs were entirely
different than the ones which Dr. Baird himself has signed. I do not know how this
.gels. Obviously when he kept the records on a few occasions with the clinical
associate like a nurse practitioner the vital signs were entirely different than the
practitioner did himself, Ihave no idea how this can be interpreted. I am not going to
second guess anyone.

In some of Dr. Baird’s dealings with the patients, there is a reflection of either gross
ignorance or gross negligence or gross incompetence or a combination of all three. I
have cited this in the various patients reviewed and I will go ahead and recount this in
one specific instance. That is the case of the patient who had the diagnosis of
hepatitis C, neuropathy and pancreatitis. The instance I refer to is that on 09/14/2009
there is a diagnosis of acute pancreatitis made with the patient having vital signs of
blood pressure 120/70, pulse rate 80, respirations 15, with no record of body
temperature. The abdomen was diffusely tender. There were hypoactive bowel
sounds, but the patient was treated as an outpatient. No investigations were done, All
that was done for this patient was that the patient was given a prescription for
Dilaudid 4-8 mg g. 4-6 h., Valium 10 mg t.i.d., Percocet 10 mg in the form of
Roxicodone and Phenergan suppositories. Here I have to state that [ was completely
surprised and flabbergasted how a physician can diagnose acute pancreatitis and the
patient have normal vital signs and the patient was treated with mega doses of
depressive medication and pain medication with no laboratory investigations, no
referral, not even a mention of the patient’s hydration Ievels or ability to tolerate
fluids or food, etc. The surprising thing was that the patient with this diagnosis and




this prescription was not even seen for a month. The patient was seen on 09/14/2009
with acute pancreatitis diagnosed and was seen again only on 10/13/2009. There was
not even a suggestion that the patient was going to be followed up earlier than the
one-month followup. There are more details about this in the patient’s individual
review, but I quoted this to indication the level of the patients I have reviewed in this
case. :

In addition, I will quote some more examples when Dr. Baird, who seems to believe
in the power of opioid medication in treating pain which all pain management
physician probably do believe; when be changes dose of medications he does do jn an
arbitrary fashion. Thave cited more than one example where the pain level has no
relationship to the degree of medication increase he prescribed. Even when patients
were not reporting more pain he seems to have increased the amount of pain
medication prescribed. In none of the records which I have reviewed there does not
appear to be any indication that Dr. Baird had calculated to assess the total amount of
pain medication the patient was taking on a given day, such as the morphine
equivalent of the total daily intake of pain medication per day, per month or whatever,
He just seems to keep prescribing fairly large doses of pain medication and I have
cited examples for this in the cases which I reviewed. There has to be some
relationship with the pain level, function level and the response to the medications
prescribed.

In addition to the above, even though I understand that Dr. Baird is dealing with
people who are narcotic tolerant, even though Dr. Baird has not mentioned that word
anywhere and has not documented the prior history of narcotic use in dosage form, he
seems to start with extended release or sustained release for medication instead of
trying the immediate release medication to adjust the patient’s level of tolerance to a
particular medication. Ile segms to start instantly to use the extended release
medication instead of immediate release. At least most people do not start with the
extended release medication without trying at least a few days or few weeks of the
immediate release to determine the patient’s tolerance level of that particular
medication. This allows one to estimate the requirement of extended release
medication per day before a patient can be stabilized on extended release medication.
It may be possible to do that thing when a patient is opioid tolerant, but it would be
most realistic to start the way the drug manufacturer is recommending how to start on
extended release medication. In addition to the above, Dr. Baird is dealing with
patients who have significant know how of opioid medication, his prescription for

- breakthrough medication usually reflects as following, for example, he prescribed
Percocet 10/325 mg either 120 or 180 with the stipulation signature one to two of
these q.4-6 h. That means the patient can take a mega dose of medication for
breakthrough medication when the patient is already taking a mega dose in morphine
equivalent in sustained release format. So, the dose of the breakthrough pain
medication is equal to or sometimes more than the dose of the sustained release form
of the medication. One wonders what the rationale of the determination of the dose
of opioid medication is in a patient. One can give Dr. Baird the benefit of the doubt
that he is already dealing with a patients who are opioid tolerant and allow his




discretion to start with higher does when raising the doses or changing from
medication to the other, he needs to establish some parameters of why and how he is
doing that. Maybe he has that thought in his mind, but he had not put that down in
practice, so the reviewer is very basically blinded. So a reviewer like me wonder
whether it is due to ignorance, negligence or incompetence and that may be the same
reason why the pharmacist also got concerned with the nrescrmtlon practice of the
same physician and that is my guess.

There are other situations which also are worthwhile mentioning. For example, one -
of the patients’ significant other person mentioned that the patient was over sedated
and it does not appear that Dr. Baird thought this was a significant remark and T
thought Dr. Baird just kept on increasing pain medication and adding stimulants.
There seems to be a pattern of adding stimulants to opioid medications in Dr. Baird’s
practice, at least on more than one occasion, which I saw in review, even though it is
a well-known practice from what I know about adding stimulants to chronic opioid
medication would be to decrease sedation in patients who are in palliation and allow .
better pain control and sometimes adding stimulants may even reduce the amount of
pain medication that the patient would need and they are functionally able to get
somewhere around that. In any case, Dr. Baird scems to have a high incidence of
attention deficient diagnoses in his patients and he seems to be adding more stimulant
drugs to his patients. This may not be significant or may be significant and I will not
be able to make an assessment from the review of four patients, but the overall review
of the other material which I read through indicates that Dr. Baird has a higher
incidence of attention deficit disorder diagnosed among his patients. In addition,
another point that Dr. Baird seems to pay very give attention to hormone balance such
as thyroid function, especially the sex hormones such as estrogen and testosterone in
patients. It is very well known that patients who are victims of chronic pain do suffer
from low levels of testosterone in the male population and in Dr. Baird’s practice he
seems to treat menopausal symptoms in women also very actively. I will not be able
to make any adverse remark in this matter. This may be a complementary in my
opinion to Dr. Baird’s practice. But, none of the patients seem to have had an
endocrinology consult as far as I have been able to see. Maybe that would be the best
way to do it to be sure all bases are covered. But, if Dr. Baird is qualified to do
endocrine evaluation all the credit to him.

Another point which needs mention here is Dr. Baird’s unwillingness to get a second
opinion or additional help. At least in the four patients I reviewed there was one
patient where he could have gotten additional help and it would have beena
advantageous to the patient and him rather than just desperately increase the pain
medication dosing and get no signiﬁcant improvement in the patient’s condition.
Sometimes when one believes in one’s treatment so thoroughly, one may get
blindsided and may not think of possibilities other than what one can do. That may
have been the case here, at least in one case.

There was one situation which this reviewer got very concerned about. That is the
case of the patient named [Patient B]. The patient had the diagnosis of hepatitis C,




“neuropathy and pancreatitis. This is the lady who had the morphine pump implanted
and then it was explanted. The chart indicated that the pump was explanted because
of pancreatitis. I could not understand that. When I have implanted quite a few .
morphine pumps in patients who are suffering from intractable pain with pancreatitis,
so I do not know how this patient got pancreatitis from the implanted morphine
pump. ‘Dr. Baird had not indicated why this pump was explanted. There was no

“ indication that he investigated why the pump was put in and why it was explanted and

what was in the morphine pump. Morphine pump does not mean that the medication

which goes given in the pump was morphine itself. At least that is the way I

understand it. There are other medications which ean be put in the morphine pump.

A morphine pump means that it is a pump which infuses intrathecal opioids and other

drugs. At least that is the way I understand it. Dr. Baird I believe did not investigate

why the pump was explanted and what was in the pump, except to state that it was
explanted because of pancreatitis. The surprising thing here is that the patient
originally was stated to have allergy to penicillin and sulfa. When the patient was
seen a second time on 01/21/2009 the patient’s allergy list was added to with
morphine. This is typed in bold letters in the medical record. The final allergies at
the time were penicillin, sulfa, latex and morphine. I have searched the entire paper
and the patient’s hospital records from St. Mary’s did not indicate the patient was
allergic to morphine. To compound the issue, it indicates that the patient was
preseribed morphine on 05/22/2009. On that date it is mentioned that the patient has
allergy to Duragesic adhesive and then it states that we will have to try something
else. The something else was morphine. She was prescribed MS Contin 100 mg
three times a day. Here I could not find the allergy to morphine which was
previously established on this patient. That is the reason why I came to the
conclusion that there was something lacking in the coordination of the care and
keeping of the medical records and the accuracy of the medical records. Once again, |

I have to apologize for the remark. I did go through the chart and I did not find

anywhere that the morphine allergy entrance was a mistake or a slip of the pen. Itis

my contention that this is a serious medical error which obviously nobody noticed
and if somebody noticed they did not think it was anything serious since nothing
happerned to the patient in that particular matter. But, when one documents in the
record that the patient is allergic to the tape material of the Duragesic and the patient
does have allergies, one would be inclined to check what other things the patient has
allergy to before a prescription change is made. At least that is the way I look at it.

My final conclusion, and I will address this conclusion quoting from Dr. Baird’s letter
dated 05/25/2009, and this letter explains that fibromyalgia is Dr. Baird’s passion.

Dr. Baird also in this letter is trying to explain that he is trying to educate other -
physicians how to treat and manage patients with fibromyalgia. He also makes

claims that his freatment method of using opioids in fairly large doses along with
drugs such as gabapentin, Lyrica, Cymbalta, Savella, Valium, soma, amphetamine,
zolpidem, Klonopin, Elavil, etc., is superior. He claims that he has data to support his
claim. He has not produced any and as far as I know he has not published any. He
says that he has done some research, worked with Lily Pharmaceutical and Pfizer
Pharmaceutical and I have not seen that data either. He also claims that others in



Louisville do not treat fibromyalgia and I do not think that statement is true. Dr.
Baird also claims that his practice is based on research, but he has not produced any
of his research findings. Dr. Baird also thinks he is an asset to the community and the
people suffering from fibromyalgia. In my opinion the jury is out on this particular
statement. So far my review of the cases, the letters and the literature which Dr.
Baird provided does not indicate that he has any qualification which makes him a
specialist in the treatment of fibromyalgia. I do not know where he got specialist
training from. That is not indicated.

In his background, I am kind of forced to answer the Board’s question whether Dr.
Baird’s practice is dangerous to the community, So far, in the cases I have reviewed
nothing dangerous has happened to his patients, which is good news; but in every
aspect of his practice which I reviewed, namely in the keeping of medical records, in
the assessment of patients, in the prescription pattern of opioid drugs and controlled
drugs and in the management of patients in general, he has demonstrated a certain
degree of excessive faith in himself, that his methodology of treatment is superior to
others and that the sky is the limit in where he wants to go with the use of opioid
medications. He is the ultimate authority in deciding what the dose he is going to
prescribe. This philosophy is again a defense of practice which the Board has stated
in the Board’s letter to Dr. Baird in ifs communication to Dr. Baird on 12/29/2010. If
one were to ask me the question is there one point which is outstanding as a
deficiency in Dr. Baird’s practice, the answer is no. Almost everv aspect which I
reviewed is lacking in some respect, but none outstanding, as [ have stated before. I
cannot without doubt state that his practice is dangerous to the community, but at the
same time I can state that it is filled with multiple problems...

. A second Board consultant reviewed 22 of the licensee’s patient records. This
reviewer concluded, in part,

...My observation from the records supplied would suggest adequate documentation
with the exception of physical exam. The physical exam is marginal and clearly
below the capacity for a board certified PM&R physician.

... There is little documentation of functional status but there is extensive patient
reported perception of function. Like the previous reviewer it is at this point that I
believe that Dr. Baird moves beyond the standard of care. While he is practicing
medicine and attempting to relieve suffering I strongly disagree with his approach on
three fronts; 1) the rather liberal use of high dose opioids; 2) combinations of three
and in some cases four opioids (short and long acting) with other addictive substances
such as Soma and benzodiazapines and 3) the use of opioids for fibromyalgia at all.
From a medical literature standpoint the following excerpt from a comprehensive
dissertation review of opioids and fibromyalgia suggest caution.

Opioid use in chronic nonmaligna:ht pain is a divisive éﬁbj ect in the current literature.
Current guidelines suggest guarded use of opioids chronically in nonmalignant pain
and these recommendations are based on moderate quality evidence at best. The use



of opioids chronically in fibromyalgia patients deserves extra scrutiny for several
reasons. First, the use of opioids in fibromyalgia patients ignores the complicated
presentation of the disorder discussed above. Although opioids may temporarily
control the pain experienced in the disorder, their use ignores the other aspects of the
disorder including non-restorative sleep, fatigue, and irritable bowel.

Patients suffering from fibromyalgia may also have altered endogenous opioid ,
activity. A study utilizing position emission tomography found that patients suffering
from fibromyalgia syndrome exhibit decreased mu-opioid receptor availability in
areas of the brain key to pain and nociception processing. There are two possible
explanations for the demonstrated reduced availability. First, endogenous _
enkephalins levels are elevated in patients with fibromyalgia, even when compared to
patients suffering from chronic low back pain. Elevated endo genous ligands in these
patients may explain the reduced availability of receptors to opioids, decreasing their
effectiveness in fibromyalgia patients. Another possible explanation is the increased
presence of endogenous ligands may lead to down regulation of opioid receptors.
Not only is the failure rate of opioid use a greater concern in patients with
fibromyalgia, there is also an increased concem of misuse or abuse among this
population due to characteristics commonly seen in these patients. Risk factors
commonly associated with nonmedical use of opioids include anxiety and mood
disorders, each a common comorbidity seen in patients with fibromyalgia. In
addition low self-rated health status, commonly seen in fibromyalgia, increases the
propensity toward misuse or abuse of opioids.

Beyond these reasons there is also increased concern of adverse effect Presentation in
patients with fibromyalgia for several reasons. Fibromyalgia patients report adverse
effects and intolerance to treatment at elevated rates. In addition to the increased
reporting of adverse effects in general there are also concerns with the way certain
specific adverse effects seen with opioid use may affect fibromyalgia patients.
Constipation is a hallmark effect seen with opioid use and may be of increased
concern with patients suffering from the irritable bowel symptoms commonly
associated with fibromyalgia. Other adverse effects such as sedation and menta]
clouding are also of particular concern in patients with fibromyalgia due to the
possible pre-existing mental dysfunction already present due to the disease itself

While this consultant consistently marked “within minimum standards” on the
Expert Review Worksheets for Records and Diagnosis, he made the following finding
or similar finding in 19 of the 20 cases reviewed,

There is minimal documentation of physical exam which is required under the KBMIL,
- regulations....A physical exam must be documented with each visit and his

documentation though adequate in most respects does not meet the professional
standards for Pain medicine in this regard.




This consultant also made the following specific findings in individual Expert Review

Worksheets,

...Sudden cessation of opioids of this dose without attention to taper validates the
patients complaints regardless of the appropriateness of initial therapy. ‘
...It is a gray area of Pain Medicine practice to treat fibromyalgia with opioids....The
dismissal of the patient on high dose opioids without taper breaches ethics.

I see no legitimate medical reason for preseribing 2 different short acting opioids and
a long acting opioid in large doses in a patient with OSA. This is the extreme limit of
or past the standard of care per ASTPP or APS guidelines. Dr. Baird provides no
intensive monitoring of function and minimal physical exam. ... This combination of
medications is non-standard and risky in a patient with obstructive sleep
apnea....Though this patient was ultimately dismissed for non-compliance the
original combination of medications is questionable.

....Use of 2 short acting opioids in an alternating fashion is not standard care but Dr.
Baird monitors outcomes and appears to be evaluating the patient’s response.
...."Tender all over” does not constitute a physical exam.

....Oploids have been titrated on this patient with little documented benefit. The
patient complains of fatigue and stress exacerbating pain. Each dose escalation seems
to result in little improvement,

....The doses of medication prescribed with minimal physical exam and functional
evaluation is questionable. On 7/15/11 it is noted that the patient would have an
inappropriate UDS because of taking her fathers Xannax. This is a clear harbinger
for substance misuse/abuse....High doses of opioids and aberrant behavior would
suggest to the average practitioner risk that would not justify continuing opioid
treatment or at the minimum reevaluation of dosage and diversion ....Though this
patient was ultimately dismissed for non-compliance the original medication is

- questionable.

....The use of several addictive agents in combination with little therapeutic benefit
(VAS 7-8/10) is questionable. The decision to move to high dose opioid therapy with
and combinations of psychostimulants and depressants is very risky and at the fringe
of Pain Medicine standards....”Tender all over” does not constitute a physical exam.
There are several interactions with other providers who raise red flags that should
suggest to Dr. Baird that his patient likely has a personality DO....Itis generally
accepted that combinations of opioids and benzodiazapines plus Soma is high risk for
addiction and adverse outcomes.... I believe that perhaps less addictive combinations
could be prescribed and as such a reeducation process for Dr. Baird may be helpful.
....The daily acetaminophen dose exceeds new FDA recommendations if the patient
is taking 10x/da. I am unsure of any rationale that supports this Rxn practice.
....Opioids for fibromyalgia are again controversial though this patient reports
reasonable results. There was an aberrant behavior in that the patient took her child’s
adderall and no action was taken.



...High dose opioid therapy is maintained though hypogonadism a clear
complication of high dose opioid therapy is diagnosed. Again a stimulant is
prescribed for fatigue and somnolence rather thar. .. '

...I see no legitimate medical reason for prescribing 3 different short acting opioids
and a long acting opioid. This is not the standard of care even with a wide benefit of
the doubt which I have extended to Dr. Baird as his documentation and intent seem
legitimate. He is practicing outside of acceptable standards in this case....This
combination of medications is non-standard and dangerous.

...The doses of medication prescribed with minimal physical exam and flmotlona.l
evaluatlon is questionable. There are suggestions in literature that high dose opioid
therapy in younger age groups is difficult to justify. Given the minimal pathology
demonstrated better justification is warranied.

9. By his conduct, the licensee has violated KRS 311.595(9), as illustrated by KRS
311.597(1)(a) and (d), (3) and (4). Accordingly, legal grounds exist for disciplinary
action against his Kentucky medical license.-

10. The licensee is directed to respond to the allegations delineated in the Complaint
within thirty (30) days of service thereof and is further given notice that:

(a) His failure to respond may be taken as an admission of the charges;

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

11. NOTICE IS lHEREBY GIVEN that a hearing on this Complaint is scheduled for
August 27, 28, 29 & 30, 2013 at 9:00 a.m., Eastern Standard Time, at the Kentucky
Board of Medical Licensure, Hurstbourne Office Park, 3 IQ Whittington Parkway,
Suite 1B, Louisville, Kentucky 40222. Said hearing shall be held pursuant td the
Rules and Regulations of the Kentucky Board of Medical Licensure and pursuant to
KRS Chapter 13B. This hearing shall proceed as scheduled and the hearing date
shall only be modified by leave of the Hearing Officer upon a showing of good

cause.

10




WHEREFORE, Complainant prays that appropriate disciplinary action be taken

against the license to practice medicine held by John R. Baird, M.D,

This égm day of May, 2013.

CHAIR, INQUIRY PANEL B

CERTIFICATE OF SERVICE

I certify that the original of this Complaint was delivered to Mr. Michael S.
Rodman, Executive Director, Kentucky Board of Medical Licensure, 310 Whittington
Parkway, Suite 1B, Louisville, Kentucky 40222; and a copy was mailed to Thomas J.
Hellmann, Esq., 415 West Main Street, P.O. Box 676, Frankfort, Kentucky 40602-0676
and copies were mailed via certified mail return-receipt requested to John R. Baird, M.D.,
License No. 36869, 3012 Eastpoint Parkway, Louisville, Kentucky 40223 and I.. Chad
Elder, Esq., Brian R. Good, Esq., Elder & Good, PLLC, 159 St. Matthews Avenue, Suite
1, Louisville, Kentucky 40207 on this ,? g day of May, 2013.

C: L. WA

C.LLOYD VESTII

General Counsel

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

(502) 429-7150

11






