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" CONNIE S. L. CHEIN, M.D.
- 9242 West Olympic Blvd.

RoB BONTA

‘Attorney General of California

JUDITH T. ALVARADO
Supervising Deputy Attorney General
REBECCA L. SMITH
Deputy Attorney General
State Bar No. 179733 :
300 South Spring Street, Sulte 1702
Los Angeles, CA. 90013 )
 Telephone: (213) 269-6475
Facsimile: (916) 731-2117
E-mail: Rebecca.Smith@doj.ca.gov

- Attorneys for Complainant

BEFORE THE
MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS
' STATE OF CALIFORNIA

In the Matter of the First Amended Accusation | Case No. 800-2025-123091
and Petition to Revoke Probation Against: -
' ‘ OAH Case No. 2026060036

Beverly Hills, CA 90212-4659
: g § FIRST AMENDED ACCUSATION AND
Physician's and Surgeon's Certificate PETITION TO REVOKE PROBATION
No. G 31986, - , S

Respondent.

'PARTIES |

1. Reji Varghese (Complainant) brings this First Amended Accusation and Petition to
Revoke Probation solely in\hi:s official capacity as the Executive Director of the_Medical Board of
California, Department of Consumer Affajrs (Board). | |

2. Onor about July 1, 1976, the Board issued Physician's and Surgeoﬁ's Certificate
Number G 31986 to Conme S. L. Cheln M.D. (Respondent). That license was in full force and
effect at all times relevant to the charges brought herein and will expire on January 31, 2028,
unless renewed. | |

3. On April 16, 2026, an Interim Suspension Order was issued by the Office of
Administrative Hearings. Pursuant to that Order, Respondent’s Physician’s and Surgeon’s

Certificate No. G 31986 is suspended.
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DISCIPLINARY HISTORY

4. Inadisciplinary action titled In the Matter of Accusation Against Connie S. L. Chein,
MD., ’Case‘No. 800-2021-0747335, the Board issued a decision, effective June 20, 2025
(Decision), in which Respon‘dent's_Physiéian’s and Surgeon's Certificate was révoked. HoWever, _
the revocation was stayed, and Respondent's Physician"s’ and Surgeon's Certificate was placed on

probation for a period of five (5) years with certain terms and conditions, based on an Accusation

filed against Respondent on January 16, 2024, charging her with having an impaired ability. to

practice medicine based upon her clinically significant severe sleep apnea that requires treatment

‘as well as grdss negligence, repeated negligent acts, incompetence, and failing to maintain

adequate and accurate medical records with respect to her care and treatment of two patients in

2020. A copy of that Decision is attached as Exhibit A and is incorporated by reference.
5. That same day, Respondent filed a petition for a writ of mandate against the Board to

challenge the Decision in the Superior Court of California for the County of Los Angeles (c‘éurt).

On July 24, 2025, Respondent applied‘to the court to stay the Decision with respect to her " .

gynecological practice, or alternatively to narrow the Decision to.appIy only to her obstetrics
pracfiqe. On August 26, 2025, the court denied the appiication, determining that while
Respondent has demonstrated irreparable harm from the Board’s decision to place her
gynecology practice on probation, she has not shown that fhé Board is not likely to succeed on the
merits and that the public interest will not be harmed by a stay because she‘has not exhausted her

administrative remedies. The court indicated it wasvwilling to remand to the Board for

. consideration of the gynecology practice issue if Reépondent wishes. Respondent requestéd the

remand, and the court remanded the case to the Board on that issue. -

6. -The Board reviewed the record, ‘considered written and oral afgun’iénts of the partiés;
and issued a De_cision After Superior Court Remand on December 30, 2025, effective January 29,
2026, declining to limit its Decision to just the obstetrical aspect of Responde;,nt’s practice. The
Board determined that such a carve-out would not adequately protect the publi@, and that
Respondent’s multible and serious V_i’olations of the Medical Practice Act, lack of insight, failure

to take responsibility for her actions, and dishonest testimohy, collectively as well as individually,
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support the Board’s determination that public protection requires the decision to applyto
Respondent’s practice as a whole, including her gynecology practice. The Board also determined

that while Respondent’s violations occurred in an obstetrical context, the nature of her violations

cannot be confined to that specialty. The Board did not change the requirement in Probation

Condition 15 that Respondent shall not practice. A copy of that Decision after Superior Court
Remand is attached as Exhibit B and is incorporated by refetence.

JURISDICTION

7. This First Amended Accusation and Petition to Revoke Probation is brought before
the Board, under the authority of the following laws. All section references are to the Business
and Professions Code (Code) unless otherwise indicated.

- 8. Section 2004 of the Code states:

The board shall have the responsibility for the following:

(a) The enforcement of the d1s01p1mary and criminal prov131ons of the Medical
Practice Act.

(b) The administration and hearing of disciplinary actions.

(c) Carrying out disciplinary actions appropnate to findings made by a panel or
an administrative law judge.

(d) Suspending, revoking, or otherwise limiting certificates after the concluswn
of disciplinary actions.

(e) Reviewing the quality of medical practice catried out by phys101an and
surgeon certificate holders under the jurisdiction of the board.

(f) Approving undergraduate and ’graduate medical education programs.

- (g) Approving clinical clerkship and special programs and -hospitals for the
programs in subdivision (f).

(h) Issuing licenses and certificates under the board’s jurisdiction.

(i) Administering the board’s continuing medical education program.

9, Section 2220 of the Code states:

Except as otherwise provided by law, the board may take action against all
persons guilty of violating this chapter. The board shall enforce and administer this
article as to physician and surgeon certificate holders, including those who hold
certificates that do not permit them to practice medlcme such as, but not limited to,
retired, inactive, or disabled status certificate holders, and the board shall have all the
powers granted in this chapter for these purposes including, but not limited to:
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(a) Investigating complaints from the public, from other licensees, from health
care facilities, or from the board that a physician and surgeon may be guilty of
unprofessional conduct. The board shall investigate the circumstances underlying a
report received pursuant to Section 805 or 805.01 within 30 days to determine if an
interim suspension order or temporary restraining order should be issued. The board -
shall otherwise provide timely dlsposmon of the reports received pursuant'to Section

~ 805 and Section 805.01.

(b) Investigating the circumstances of practice of any physician and surgeon
where there have been any judgments, settlements, or arbitration awards requiring the
physician and surgeon or his or her professional liability insurer to pay an amount in -
damages in excess of a cumulative total of thirty thousand dollars ($30,000) with
respect to any claim that injury or damage was proximately caused by the physician’s
and surgeon’s-error, negligence, or omission.

.(c) Investigating the nature and causes of injuries from cases which shall be
reported of a high number of judgments, settlements, or arbitration awards againsta .
physician and surgeon.

10. Section 2227 of the Code states:

(a) A licensee whose matter has been heard by an administrative law judge of
the Medical Quality Hearing Panel as designated in Section 11371 of the Government
Code, or whose default has been entered, and who is found guilty, or who has entered
into a stipulation for disciplinary action with the board, may, in accordance with the
provisions of this chapter:

(1) Have his or her license revoked upon order of the board.

(2) Have his or her right to practice suspended for a period not to exceed one
year upon order of the board.

(3) Be placed on probation and be required to pay the costs of probation
monitoring upon order of the board. .

(4) Be publicly reprimanded by the board. The public reprimand may include a
requirement that the licensee complete relevant educational courses approved by the
board. ‘

(5) Have any other action taken in relation to discipline as part of an order of -
probation, as the board or an administrative law judge may deem proper.

(b) Any matter heard pursuant to subdivision (a), except for warning letters,
medical review or advisory conferences, professional competency examinations,
continuing education activities, and cost reimbursement associated therewith that are
agreed to with the'board and successfully completed by the licensee, or other matters
made confidential or privileged by existing law, is deemed public, and shall be made
available to the public by the board pursuant to Section 803.1.

11. Section 2228 of the Code states:

The authority of the board or the California Board of Podiatric Medicine to
discipline a licensee by placing him or her on probation includes, but is not limited to,
the followmg

(a) Requlrmg the licensee to obtain additional professmnal trammg and to pass
4
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an examination upon the completion of the training. The examination may be written
or oral, or both, and may be a practical or clinical examination, or both, at the option
of the board or the administrative law judge.

- (b) Requiring the licensee to submit to a complete diagnostic examination by
one or more physicians and surgeons appointed by the board. If an examination is
ordered, the board shall receive and consider any other report of a complete
diagnostic examination given by one or more physicians and surgeons of the
licensee’s choice.

(c) Restricting or limiting the extent, scope, or type of practice of the licensee, .
including requiring notice to applicable patients that the licensee is unable to perform
the indicated treatment, where appropriate.

(d) Providing the option of alternative community service in cases other than
violations relating to quality of care.

STATUTORY PROVISIONS

12.  Section 2234 of the Code states:

The board shall take action against any licensee who is charged with
unprofessional conduct. In addition to other provisions of this article, unprofessmnal
conduct 1ncludes but is not limited to, the following:

(a) V101at1ng or attempting to violate, directly or indirectly, assisting in or
abetting the violation of, or conspmng to v1olate any provision of this chapter. .

(b) Gross negligence.

(c) Repeated negligent acts. To be repeated, there must be two or more
negligent acts or omissions. An initial negligent act or omission followed by a
separate and distinct-departure from the applicable standard of care shall constitute
repeated negligent acts.

(1) An initial negligent diagnosis followed by an act or omission medically
appropriate for that negligent diagnosis of the patient shall constitute a single
negligent act.

(2) When the standard of care requires a change in the diagnosis, act, or
omission that constitutes the negligent act described in paragraph (1), including, but
not limited to, a reevaluation of the diagnosis or a change in treatment, and the
licensee’s conduct departs from the applicable standard of care, each departure
constitutes a separate and-distinct breach of the standard of care.

(d) Incompetence. .

(e) The commission of any act involving dishonesty or corruption that is
substantially related to the qualifications, functions, or duties of a physician and
surgeon.

(f) Any action or conduct that would have warranted the denial of a certificate.

(g) The failure by a ceftiﬁcate holder, in the absence of good cause, to attend
and participate in an interview by the board no later than 30 calendar days after being:
notified by the board. This subdivision shall only apply to a certificate holder who is

5
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the subject of an investigation by the board.

(h) Any action of the licensee, or another person acting on behalf of the
licensee, intended to cause their patient or their patient’s authorized representative to -
rescind consent to release the patient’s medical records to the board or the
Department of Consumer Affairs, Health Quality Investigation Unit.

1) D1ssuad1ng, intimidating, or tampermg with a patient, witness, or any person
in an attempt to prevent them from reporting or testifying about a licensee.

-

13.  Unprofessional conduct under Business and Professions Code section 2234 is conduct
which breaches the rules or ethical code of the medical profession or conduct which is

unbecoming a member in good standing of the medical profession, and whieh 'dean"strates an

unfitness to practice medicine. .(Shea v. Board of Medical Examiners (1978) 81 CalApp3d 564,

575))
14. Section 2051 of the Code states:

The physician's and surgeon's certificate authorizes the holder to use drugs or
devices in or upon human beings and to sever or penetrate the tissues of human
beings and to use any and all other methods in the treatment of d1seases 1nJur1es
deformities, and other physical and mental conditions. :

15. Section 2052 of the Code states:

(a) Notwithstanding Section 146, any person who practices or attempts to
practice, or who advertises or holds himself or herself out as practicing, any system or
mode of treating the sick or afflicted in this state, or who diagnoses, treats, operates
for, or prescribes for any ailment, blemish, deform1ty, disease, dlsﬁgurement R
dlsorder injury, or other physwal or mental condition.of any person, without havmg
at the time of so doing a valid, unrevoked, or unsuspended certificate as provided in
this chapter or without being authorized to perform the act pursuant to a certificate -
obtained in accordance with some other provision of law is guilty of a public offense,
punishable by a fine not exceeding ten thousand dollars ($10,000), by imprisonment
pursuant to subdivision (h) of Section 1170 of the Penal Code, by imprisonment in a .
county jail not exceeding one year, or by both the fine and either imprisonment. -

(b) Any person who conspires with or aids or abets another to commit any act.
described in subdivision (a) is guilty of a public offense, subject to the punishment
described in that subdivision.

(© The remedy provided i in this section shall-not preclude any other remedy '
provided by law.

16. Section 2306 of the Code states:

If a licensee's right to practice medicine is suspended, he or she shall not engage
in the practice of medicine during the term of such suspension. Upon the expiration
of the term of suspension, the certificate shall be reinstated by the Division of
Medical Quahty, unless the licensee during the term of suspension is found to have
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engaged in the practice of medicine in this state. In that event, the division shall

-revoke the licensee's certificate to engage in the practice of medicine.

17.  Section 2242 of the Code states, in pertinent part:

(a) Prescribing, dispensing, or furnishing dangerous drugs as defined in Section
4022 without an appropriate prior examination and a medical indication, constitutes
unprofessional conduct. An appropriate prior examination does not require a
synchronous interaction between the patient and the licensee and can be achieved
through the use of telehealth, including, but not limited to, a self-screening tool or a
questionnaire, provided that the licensee complies with the appropriate standard of -
care.

18. Section 2261 of the Code states:

Knowingly making or signing any certificate or other document directly or
indirectly related to the practice of medicine or podiatry which falsely represents the -
existence or nonexistence of a state of facts, constitutes unprofessional conduct.

REGULATORY PROVISIONS

19. California Code of Regulations, title 16, séction 1360, states:

For the purposes of denial, suspension or revocation of a license, certificate or
permit pursuant to Division 1.5 (commencing with Section 475) of the code, a crime
or act shall be considered to be substantially related to the qualifications, functions or .
duties of a person holding a license, certificate or permit under the Medical Practice
Act if to a substantial degree it evidences present or potential unfitness of a person
holding a license, certificate or permit to perform the functions authorized by the
license, certificate or permit in a manner consistent with the public health, safety or
welfare. Such crimes or acts shall include but not be limited to the following:
Violating or attempting to violate, directly or indirectly, or assisting in or abetting the
violation of, or conspiring to violate any provision of the Medical Practice Act.

COST RECOVERY

20. Section 125.3 of the Code states:

(a) Except as otherwise provided by law, in any order issued in resolution of a .
disciplinary proceeding before any board within the department or before the
Osteopathic Medical Board, upon request of the entity bringing the proceeding, the
administrative law judge may direct a licensee found to have committed a violation or
violations of the licensing act to pay a sum not to exceed the reasonable costs of the
investigation and enforcement of the case.

(b) In the case ofa disciplined licensee thatis a corporation or a partnership, the
order may be made against the licensed corporate entity or licensed partnership.

(c) A certified copy of the actual costs, or a good faith estimate of costs where
actual costs are not available, signed by the entity bringing the proceeding or its
designated representative shall be prima facie evidence of reasonable costs of

7
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investigation and prosecution of the case. The costs shall include the amount of
investigative and enforcement costs up to the date of the hearing, including, but not
limited to, charges imposed by the Attorney General.

(d) The administrative law judge shall make a proposed finding of the amount
of reasonable costs of investigation and prosecution of the case when requested
pursuant to subdivision (a). The finding of the administrative law judge with regard

- to costs shall not be reviewable by the board to increase the cost award. The board

may reduce or eliminate the cost award, or remand to the administrative law judge if
the proposed decision fails to make a finding on costs requested pursuant to
subdivision (a). .

(e) If an order for recovery of costs is made and timely payment is not made as
directed in the board’s decision, the board may enforce the order for repayment in any
appropriate court. This right of enforcement shall be in addition to any other rights -
the board may have as to any licensee to pay costs.

(f) In any action for recovery of costs, proof of the board’s decision shall be
conclusive proof of the validity of the order of payment and the terms for payment.

(g)(1) Except as provided in paragraph (2), the board shall not renew or
reinstate the license of any licensee who has failed to pay all of the costs ordered
under this section. ‘ '

(2) Notwithstanding paragraph (1), the board may, in its discretion,
conditionally renew or reinstate for a maximum of one year the license of any
licensee who demonstrates financial hardship and who enters into a formal agreement
with the board to reimburse the board within that one-year period for the unpaid -
costs. B T

(h) All costs recovered under this section shall be considered a reimbursement
for costs incurred and shall be deposited in the fund of the board recovering the costs
to be available upon appropriation by the Legislature. _ )

(1) Nothing in this section shall preclude a board from including the recovery of
the costs of investigation and enforcement. of a case in any stipulated settlement.

(G) This section does not apply to any board if a specific statutory provision in
that board’s licensing act provides for recovery of costs in an administrative
disciplinary proceeding. , -

CONTROLLED SUBSTANCES/DANGEROUS DRUGS

21. Section 4021 of the Code states:

“Controlled substance” means any substance listed in Chapter 2 (commencing
with Section 11053) of Division 10 of the Health and Safety Code.

22, Section 4022 of the Code provides:

“Dangerous drug” or “dangerous device” means any drug or device unsafe for
self-use in humans or animals, and includes the following:

8
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(a) Any drug that bears the legend: “Caution: federal law prohibifs dispensing
without prescription,” “Rx only,” or words of similar import. ‘

(b) Any device that bears the statement: “Caution: federal law restricts this

* device to sale by or on the order of a ,” “Rx only,” or words of similar

import, the blank to be filled in with the designation of the practitioner licensed to use
or order use of the device. a

(c) Any other drug or device that by federal or state law can be lawfully |
dispensed only on prescription or furnished pursuant to Section 4006.

DRUG DEFINITIONS

23. Asused hereiﬁ, the terms below will have the following meanings:

Acetaminophen and Codeine phosphate is an opioid pain reliever. The use
of acetaminophen and codeine phosphate tablets exposes patients and other users to
the risks of opioid addiction, abuse, and misuse, which can lead to overdose and

- death. It is a Schedule III controlled substance pursuant to Health and Safety Code
section 11056, subdivision (e)(2).

“Alprazolam,” also known by the brand name Xanax, is a benzodiazepine
drug used to treat anxiety disorders, panic disorders, and anxiety caused by
depression. Alprazolam has a central nervous system depressant effect and patients
should be cautioned about the simultaneous  ingestions of alcohol and other central
nervous system depressant drugs during treatment with it. Addiction prone =
individuals should be under careful surveillance when receiving alprazolam because
of the predisposition of such patients to habituation and dependence. The usual
starting dose of alprazolam is 0.25 mg to 0.5 mg, three times per day (for a
maximum 1.5 mg per day). It is also sold under various brand names including
Intensol, Xanax, and Xanax XR. It is a Schedule IV controlled substance pursuant
to Health and Safety Code section 11057(d)(1), and a dangerous drug as defined in
Code section 4022. It is also a Schedule IV controlled substance as defined by the -
Code of Federal Regulations Title 21, section 1308.14 (¢). '

, “Benzodiazepines” are a class of drugs that produce central nervous system
(CNS) depression. They are used therapeutically to produce sedation, induce sleep,
relieve anxiety and muscle spasms, and to prevent seizures. In general,
benzodiazepines act as hypnotics in high doses, anxiolytics in moderate doses, and .
sedatives in low doses, and are used for a limited time period. Benzodiazepines are
commonly misused and taken in combination with other drugs of abuse. Commonly
prescribed benzodiazepines include alprazolam (Xénax), lorazepam (Ativan),
clonazepam (Klonopin), diazepam (Valium), and temazepam (Restoril). Risks
associated with use of benzodiazepines include: 1) tolerance and dependence, 2)
potential interactions with alcohol and pain medications, and 3) possible impairment
of driving. Benzodiazepines can cause dangerous deep unconsciousness. When
combined with other CNS depressants such as alcoholic drinks and opioids, the
potential for toxicity and fatal overdose increases. Before initiating a course of
treatment, patients should be explicitly advised of the goal and duration of
benzodiazepine use. Risks and side effects, including risk of dependence and
respiratory depression, should be discussed with patients. Alternative treatment
options should be discussed. Treatment providers should coordinate care to avoid
multiple prescriptions for this class of drugs. Low doses and short durations should
be utilized.
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“CURES” means the California Department of Justice, Bureau of Narcotics
Enforcement’s Controlled Substance Utilization, Review and Evaluation System
(CURES) for the electronic monitoring of the prescribing and dispensing of
Schedule IL, III, IV and V controlled substances dispensed to patients in California -
pursuant to Health and Safety Codesection 11165. The CURES database captures
data from controlled substance prescriptions filled as submitted by pharmacies,
hospitals, and dispensing physicians. Law enforcement and regulatory agencies use
the data to assist in their efforts to control the diversion and resultant abuse of
controlled substances. Prescribers and pharmacists may request a patient’s history
of controlled substances dispensed in accordance with guidelines developed by the -

- Department of Justice. '

“Lorazepam” is a benzodiazepine medication. It is used to treat anxiety .
disorders, trouble sleeping, active seizures including status epilepticus, alcohol
withdrawal, and chemotherapy induced nausea and vomiting, as well as for surgery
to interfere with memory formation and to sedate those who are being mechanically -
ventilated. It is sold under the brand name Ativan among others. It is a Schedule-

IV controlled substance pursuant to Health and Safety Code section 11057,
subdivision (d)(16), and a dangerous drug pursuant to Code section 4022.

“Opioids” are a class of drugs used to reduce pain, including anesthesia, and
include the illegal drug heroin, synthetic opioids such as fentanyl, and pain relievers
available legally by prescription. Many prescription opioids are used to block pain
signals between the brain and the body and are typically prescribed to treat
moderate to severe pain. Side effects can include slowed breathing, constipation,
nausea, confusion, and drowsiness. Opioids are highly addictive, and opioid abuse
has become a national crisis in the United States.

Testosterone powder/cream is primarily used for hormone replacement
therapy. Testosterone has a potential for abuse and dependence. Itis a Schedule IIT .
controlled substance pursuant to Health and Safety Code section 11056, subdivision
(£)(30), and a dangerous drug as defined in Code section 4022.

, PROBATION CONDITIONS
24.  In the Matter of the Accusation Against Connie S. L. Chein, M.D. ,"Case No. 800-

2021-074735, an Accusation was filed against Respondent on J anuary 16, 2024, charging her

with an impaired ability to practice based upon her clinically signiﬁcanf severe sleep apnea that
requires treatment as well as gross negligencé, repeated negligent acts, incompetence, and the
failure to maintain adequate and accurate medical record)s with respéct to her care and treatment
of two patients in 2020. In the Decision that becarﬁe effective June 20, 2025, Respoﬁdent’s
license was revoked, v;}ith the revocation stayed and the imposition of five years of probation with
certain terms and conditions. |
1

"

"
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~ the end of the precedmg quarter.

25. At all times after the effective date of the Decision, Probation Condition 1 stated:_,

Notification. Within seven (7) days of the effective date of this De01s1on the
respondent shall provide a true copy of this Decision and Accusation to the Chief of Staff or
the Chief Executive Officer at every hospital where privileges or membership are extended
to respondent, at any other facility where respondent engages in the practice of medicine,
including all physician and locum tenens registries.or othér similar agencies, and to the
Chief Executive Officer at every insurance carrier which extends malpractice insurance
coverage to respondent. Respondent shall submit proof of compliance to the Board or 1ts
designee within 15 calendar days. : -

This condition shall apply to any change(s) in hospitals, other fac111t1es or lnsurance
carrier.

26. Atall times after the effective date of the Decision, Probation Condition 3. stated:

Obey All Lavé's Respondent shall obey all federal, state and local laws, all rules
governing the practice of medicine in California and remain in full comphance w1th any -
court ordered criminal probation, payments, and other orders. :

27. Atall times after the effective date of the Decision, Probation Condition 4 stated:

Quarterly Declarations. Respondent shall submit quarterly declarations under
penalty of perjury on forms provided by the Board, stating whether there has been® - *. -
compliance with all the conditions of probatlon S

Respondent shall submit quarterly declaratlons not Iater than 10 calendar'

28. At all times after the effectlve date of the De01s1on Probatlon Condltlon 9 stated

ER R

Violation of Probation. Failure to fully comply with any term or‘conditién of

‘probation is a violation of probation. If respondent violates probation in any respect the

Board, after giving respondent notice and the opportunity to be heard, may revoke '
probation and carry out the disciplinary order that was stayed. If an Accusation, or Petition
to Revoke Probation, or Interim Suspension Order is filed against respondent during
probation, the Board shall have continuing jurisdiction until the matter is final; and the -
period of probation shall be extended until the matter is final. :

29.  Atall times after the effective date of the Decision, Probation Condition 12 stated:

Education Course. Within 60 calendar days of the effective date of this Decision,
and on an annual basis thereafter, respondent shall submit to the Board or its designee for
its prior approval educational program(s) or course(s) which shall not be less than 40 hours
per year, for each year of probation. The educational program(s) or course(s) shall be
aimed at correcting any areas of deficient practice or knowledge and shall be Category [
certified. The educational program(s) or course(s) shall be at respondent's expense and
shall be in addition to the Continuing Medical Education (CME) requirements for renewal
of licensure. Following the completion of each course, the Board or its designee may
administer an examination to test respondent's knowledge of the course. Respondent shall
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provide proof of attendance for 65 hours of CME of which 40 hours were in satisfaction of
this condition.

30. Atall times after the effective date of the Decision, Probation Condition 15 stated:

Clinical Competence Assessment Program Wl’[hln 60 calendar days of the
effective date of this Decision, respondent shall enroll in a clinical competence assessment
program approved in advance by the Board or its designee. Respondent shall successfully
complete the program not later than six (6) months after respondent’s initial enrollment
unless the Board or 1ts designee agrees in writing to an extension of that tlme

The program shall consist of a comprehensive assessment of respondent s physical
and mental health and the six general domains of clinical competence as defined by the
Accreditation Council on Graduate Medical Education and American Board of Medical
Specialties pertaining to respondent’s current or intended area of practice. The j program
shall take into account data obtained from the pre-assessment, self-report forms and
interview, and the Decision(s), Accusatlon(s) and any other information that the Board or
its designee deems relevant. The program shall require respondent’s on-site participation
for a minimum of three and no more than five days as determined by the program for the
assessment and clinical education evaluation. -

Respondent shall pay all expenses associated with the clinical competence assessment
program.

At the end of the evaluation, the program will submit a report to the Board, or ifs
designee which unequivocally states whether the respondent has demonstrated the ability to
practice safely and independently. Based on respondent’s performance on the clinical
competence assessment, the program will advise the Board or its designee of its
recommendation(s) for the scope and length of any additional educational or clinical
training, evaluation or treatment for any medical condition or psychological condition, or
anything else affecting respondent’s practice of medicine. Respondent shall comply with
the program’s recommendatlons

Determination as to whether respondent successfully completed the clinical
competence assessment program is solely within the program’s jurisdiction.

Respondent shall not practice medicine until respondent has successfully
completed the program and has been so notified by the Board or its des1gnee in .
writing. [Emphasis added.] '

31. At all times after the effective date of the Decision, Probation Condition 17 stated:

Annual Follow-ups with Sleep Specialist. Respondent shall follow up with a sleep
specialist regarding her severe disruptive sleep apnea annually to ensure compliance -
with treatment.
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32.  Atall times after the effective date of the Decision, Probation Condition 18 stated:

Costs. Respondent shall pay $77,080.60 to the Board in reimbursement for its costs
of investigation and enforcement based on a payment plan approved by the Board.

FIRST CAUSE TO REVOKE PROBATION

1

(Failure to Comply with Probation Conditioh 15 - Practicing Medicine

v.vithout Sucéessful‘ly Completing the Clinical Competence Assessment Program)

33.  Respondent’s probation is subject to revocation because she failedlto. comply with
Probation Condition 15 of the Decision in that she failed to enroll in a Clinical Competence
Assessment Program within 60 days of the effective date of the Board’s Decision and has
continued to practice m-edi‘cine without successfully completing the Clinical Cempeteﬁce
Assessment Program, and being so notified in «Writing by the Board. The cireumstances are as
follows: | |

34.  Respondent scheduled to attend PACE, a Clinical Competence Assessment Program,
on May'8, 2026, and May 22, 2026. Despite repeatedly being. provided explicit instructions on
the enrollment process for PACE, Respondent continuaIly ignored requests to complete the
required documentation and enrollment process for PACE from the Board’s probation insbector
(Probation Inspector) and the PACE Case Manager. Respondent finally completed the required
PACE enrollment process in of about March of 2026, approximately seven months after the
compliance date. Respendent has violated the first c'lauee of Probation Condition 15. Further, the
PACE Case Manager attembted to schedule Respondent’s required PACE evaluations to take
place in March and/or April 2026; however, Respondent stated that she was unavailable until -
May 2026 and demanded that the evaluations take place onFrida‘ys in May 2026. As seheduled,
Respondent failed to timely complete the PACE pfogram, to be in compliance with the Board’s
Decision. . | | |

35. In preparation for the PACE evaluations, Respondent submitted approximately 77
patient progress notes détedin or about June 2025, including at leést SiX progress notes pertaiAning
to her care and treahneﬁt of patients after June 20, 2025, the effective date of the Decision, as
described below:
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On June 23, 2025, Respondent prepared a handwritten progress note for an annual

examination.of a 73'-year-old patient. Respondent documented that she completed

- a physical examination, assessment, and plan for the patient. -

. On June 23 2025' Respondent prepared a handwritten progress note for a six-

month exam1nat1on of a 68-year-old patient. Respondent documented that she
completed a physrcal examination, assessment and plan for the patient.

On June 23, 2025, Respondent prepared a handwritten progres_s note for an annual
examination of a 50-year-old patient. Respondent_documente_d that she completed

a physical examination, assessment, and plan for the patient.

. On June 23, 2025, Respondent prepared a handwritten progress note for seeing an

83-year-old patient for complaints of vagin\al itching and tenderness. Respondent
documented that she completed a physical examination, assessmeént, and plan for
the patient.

On June 25, 2025, Respondent prepared a handwritten progress note for an annual
examination of a 65-year-old patient. Respondent documented that she completed»
a physi'c'al examination, assessment, and plan for the patient.

On June 25, 2025, Respondent prepared a handwritten progress note for a six-

~ month examination of a 7l-year-old patient. Respondent documented that she

completed a physical examination, assessment, and plan for the patient.

Respondent’s CURES report, as well as patient pharmacy records, reflects that

Respondent prescribed controlled substances from July 9,2025, through February 3, 2026, as

follows

On or about July 9, 2025, Patient 1! filled a prescription for 24 tablets of
alprazolam (0.5 mg) prescribed by Respondent.
- On or about August 6, 2025, Patient 2 filled a prescription for an 84-day supply

of testosterone (0.048) prescribed by Respondent.

! For privacy purposes, the patients in this First Amended Accusation and Petition to Revoke

Probation are referred to by numbers. -
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On or about August 25, 2025, Patient 3 filled a prescription for28 tablets of

acetaminophen codeine phosphate (300-30 mg) prescribed by Responden_t.zk

. On or about September 11, 2025, Patient 4 filled a prescription for 10 tablets of

lorazepam (0.5 mg) prescribed by Respondent. . _ -
On or about September 18, 2025, Patient 5 filled a prescription for 20 tablets of

lorazepam (2 mg) prescnbed by Respondent.

- On or about September 30, 2025, Patient 6 filled a prescnptron for a 90 day

supply of testosterone (0. 09) prescrrbed by Respondent

On or about October 14, 2025, Patient 7 filled a prescrlptron'for 28 tabiets of
aeetaminophen‘codeine phosphate (300-30 mg) prescribed by Respondent.?

On or about October 28, 2025, Patient 8 filled a prescription for 30 tab_lets of
lorazepam (1 mg) prescribed by Respondent. A

On or about November 12, 2025, Patient 9 filled a prescrip_tion for 15 tablets of
lorazepam (1 mg) prescribed by Respondent

On or about November 17, 2025, Patient 10 filled a prescription for 20 tablets

of acetamrnophen codeine phosphate (300-30 mg) prescrrbed by Respondent.

On or about December 1, 2025, Patient 11 filled a prescription for 10 tablets of
lorazepam (1 mg) prescrlbed by Respondent.

On or about December 3, 2025, Respondent wrote a prescription for
testosterone 4 mg/ml cream, plus 2 refills, for Patient 12 and the completed

prescription was faxed from Respondent’s office to Orglife Pharmacy.

~On or about December 11, 2025, Patient 13 filled a prescription for 20 tablets of |

lorazepam (1 mg) prescribed by Respondent.
On or about December 12, 2025 , Patient 14 filled a prescription for 10 tablets of

lorazepam (0.5 mg) prescribed by Respondent.. |

2 Respondent prescribed 80 tablets. Patient 4 only filled the prescription for 28 tablets because her
insurance would only cover 28 tablets.

f

3 Respondent prescribed 180 tablets. Patient 7 only filled the prescrlptron for 28 tablets.
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o. On or about January 13, 2026, Patient 4 filled a prescription for 10 tablets of
lorazepam (0.5 mg) prescrib.ed by Respondent.

P On or about February 3, 2026, Peitient | filled a prescription for 30 tablets of
alprazolam' (0.5 mg)\'prescribed by Respondent

37. Onor about December 29 2025, Respondent met with Probatlon Inspector RA,
telephonically. At that time, Probation Inspector R.A. reviewed Respondent’s 2025 Third -
Quarter Declaration with Respondent. Respondent documented that her primary place of practice
is 9242 Olympic Boulevard, Beverly Hills, Cdlifornia 90212. Probation Inspector R.A. asked
Respondent if she has been practicing medicine and Respondent confirmed that siie has not.
Probation Inspector R.A. then advised Respondent-again that she should not include a practice
location on her Qnarterly Declaration because she is not permitted to practice medicine until she
successfully completes PACE and is notiﬁed in writlng by the Board that she can return to the
practice of medicine.

38. - On or about January 3, 2026 under penalty of perjury, Respondent filled out and
srgned a Quarterly Declaration for the fourth quarter of 2025 stating that she has complied thh
each term and condition of her probation during that quarter and again documented that her
primary place of practice is 9242 Olympic Boulevard, Beverly Hllls California 90212,

39.  On or about March 6, 2026, Respondent met with Probation Inspector R.A. in person.
At that time, Probation Inspector R.A. reviewed Respondent’s 2025 Fourth Qnarter Declaration ’
with her. Probation Inspector R.A. asked Respondent if she has been practicing medicine and if
she has seen any patients during the fourth quarter of 2025. Respondent stated that she has not -
accepted any new patients, but she was still seeing her existing piz‘itients. Respondent statedthat .
she is the soie practitioner of her private practice, and she has continued seeing her-patients or
else the Board will charge her with patient abandonment. Probation Inspector R.A. asked
Respondent if she had attempted to hire a medical doctor in the interim to see her patients. _- ‘
Respondent stated that she did, but when her patients found out she would not be seeing tliem, .
they would cancel their appointments or re'fuse to be seen by the other doctor. Respondent stated

that her patients told her that they would wait for her to see them. Respondent stated that she
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does not charge (bill) her patients, and that she sees them “pro-bono.” Respondent stated that
because she has patients that she has seen for over 30 years who refuse to be seen by anyone else
except her, she must continue seeing her patients for their safety. Respondent further stated that
she has many high-profile and confidential patients that cannot be seen by anyone else because
tl{ey only trust her. Probation Inspector R.A.-advised Respondent that by continuing to practice
medicine during her probation, she is Violafing her disciplinary order. Probatién Inspector R.A.
again reminded Respondent that Probation Condition 15 of the Order requires that she shall not
practice medicine until she successfully completes PACE and is notified in writing by the Board
that she can return to the practice of medicine. | | |

40. Sinpe the commencement of Respondent’s probation, Probation Inspector R.A.
repeatedly reminded Respondent verbally and in writing that Respondent is not allowed to ‘

practice medicine until she successfully completes PACE and is notified by the Board in writing

‘that she may return to the practice of medicine.

41. On or about March 17, 2026, at approximately 11:00 a.m. , Investigators V.P, and
T.G. of the Cahforma Department of Consumer Affairs, Division of Investigation, Health Quality
Investigation Unit (HQIU), arrived at Respondent’s medical offices, located at 9242 Olympic |
Boulevard, Beverly Hillé, California 90212, to determine if Respondent is continuing to practice
medicine. At that time, Respondent was seeing a patient. Respondent was interviewed by the
Investigators énd stated that.sﬁe currently practices medicine at this location, Monday through
Thﬁrsday, from 9:00 a.m. to 5:00 p.m. This was also confirmed by Respondent’s staff.
Respondent state{d that she maintains a general practice, where she only sees established patients.
and does not aécept new patients. Respondent stated that she does not see obstetrical patientsv. )

Investigator V.P. informed Respondent that she is prohibited.from practicing r-n’edicine and should

-not be seeing patients. Respondent did not appear coherent and told Investigator V.P. that she

would be going to the media. Respondent also stated that she is well connected with the White
House and the Black Mafia and that she will get killed if she stops seeing patients.
42. Respondent’s practice of medicine without successfully completing the Clinical

Competence Assessment Program and having been so notified by the Board in writing that she
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may return to the practice of medicine is a violation of Probation Condition 15.

SECOND CAUSE TO REVOKE PROBATION

(Failure to Comply with Probation Condition 15 — Failing to Successfully
Complete the Clinical Competence Assessment Program)

43, Réspondent’s probation is subject to revocation because she failed to comply with
Probation Condition 15 of the Decision in that she failed to successfully complete the Clinical
Competence Assessment Program. The' circumstances are as follows:

44, Paragraph 34, above, is incorporated by reference and re-alleged as if fully set forth
herein. | |

45, On or about Jul_y 8, 2026, the PACE Program provided the Board with thei; report
regarding Respondent’s assessment with the program. The report indicated that Respondent’s
overall performance on the .comprehensive physician assessment was consistent with a “Fail,
Category 4.” Respondent did not successfully complete the clinical compétence assessment .
program, thereby violéting her probation. |

THIRD CAUSE TO REVOKE PROBATION

(Failure to Comply with Probation Condition 1- Notificatipn)

4§. Respondent's probation is subject to revocation because she failed to comply with
Probation Condition 1, in that the Board has not received a signed nbﬁﬁcation of decision from
Respondent’s malpractice caifriér, The Doctors Company. The facts and circumstances regarding
this violation are as follows: . |

47. On or about June 25, 2025, Respondent stated in her Probation Information Summary
F oﬁn that she maintains malpractice insurance with The Doctors Corﬁpany.

48. During Respondent’s Intake Interview with Probation Inspector R.A. on or about
June 27, 2025, Probation Inspector R.A. advised Respdndent that by June 27, 20-25, she was'
required to provide a copy of the Accusation and Decision to all malpractice. insurance carriers
who extend coverage to her and that Respondent was required to submit proqf of compliance to
the Board by July 5, 2025." Respondent signed an Acknowledgment of Decision form,

acknowledging that all the terms and conditions of her probation were explained to her, she
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addressed any of her questions, and she understands what is required of her for the duration of her
probation. |

49. On or about July 30, 2025, Probation Inspector R.A. emailed Respondent a Non-
Compliance Letter stating that the Board had not yet received a signed notification of decision
form-from Respondent’s malpractice insurance carrier and that Respondent was required to
submit proof of compliance to the Board within 15 calendar days of the letter. |

50.  During Respondent’s Quarterly Interview with Probation Inspector R.A. on or about
September 12,-\2025, Probation Inspector R.A. advised Respondent that the Board had not yet
received a srgned notiﬁcation of decision form from Respondent’s malpractice insurance carrier
and that Respondent is not in compliance with Probation Condition 1.

51. During Respondent’s Quarterly Interview with Probation Inspector R.A. on or about
December 29, 2025, Probation Inspector R.A. advised Respondent that the Board had not yet
received a signed notification of decision form from Respondent’s malpractice insurance carrier
and that Respondent is not in compliance with Probation Condition 1. |

52. On or about January 5, 2026, Probation Inspector R.A. received an emailed notlce of
dec131on form from Respondent that was completed 1ncorrectly and srgned by Respondent on
behalf of her malpractice insurance carrier. Probation Inspector R.A. advised Respondent that the
form was filled out incorrectly and directed Respondent to the top portion of the form where it
states the instructions. Probation Inspector R.A. instructed Respondent to provide a copy of the

form with a copy of the Accusation and Decision to her malpractice carrier for signature.

Probation Inspector R.A. advised Respondent that it is her responsibility to follow up with her

malpractice carrier to ensure that the completed form is returned to the Board and that -
Respondent is in violation witn Probation Condition 1 until a signed copy from her malpractice
insurance carrier is received by the Board.

53.  During Respondent’s Quarterly Interview with Probation Inspector R.A. on or about
March 6, 2026, Probation Inspector R.A. advised Respondent that the Board had not }iet received
a signed notification of decision form from Respondent’s malpractice insurance carrier and that

Respondent is not in compliance with Probation Condition 1.
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54. During Respondent’s'Quarterly Interview with Probation Inspec‘_to‘r‘ R.A. on or about
June 30, 2026, Probation Inspector R.A. advised Respondent that the Board had not yet received a

signed notlﬁcatlon of decision form from Respondent’s malpractlce Insurance carrier and that

i Respondent is not in compliance with Probation Condmon 1.

55. To date Respondent has failed to provide the Board with proof of comphance with
Probat1on Condition 1, thereby violating her probation.

FOURTH CAUSE TO REVOKE PROBATION

(Failure to Conlply'with Probation Condition 4 — Quarterly Declarations) - |
56. Respondent's probation is subject to revocation because she failed to comply with
Probation Condition 4, in that she failed to timely submit tmart"erly declarations. The facts and
circumstances regarding this violation are as follows: _ - |
57, .Duting Respondent’s Intake Interview with Probation Inspector R.A. onor about
June 27, 2025, Probation Inspector R.A. advised Respondent that she was required t§ submit

Quarterly Declarations not later than ten (10) days after the end of each pfeceding quarter.

‘Respondent signed an Acknowledgment of Decision form acknowledging that all the terms and

. conditions of her probation were explained to her, she addressed any of her questions, and she

understands what is required of her for the duration of her probation.

58. That same day, Respondent signed and dated a Quarterly Declarations Due Dates
form that set forth the reporting time periods and the requlred due dates for subm1tt1ng original
Quarterly Declarations, by mail, under penalty of perjury on forms provided by the Board, statmg
whether Respondent has been in compliance with the terms and conditions of probation. The |
form states “[flailure to comply with the reporting requirements.i-s a violation of probation and
may result in further action, including but not l'imit'ed to, referral for citatidn and fine, and/or
grounds for administrative action to revoke probation and carry out the disciplinary order
that was stayed.” [emphasis in original.] The form further states “/yJour signature below
acknowledges the Board Designee explained this condition to you and you understand what is
required of you to be in contplian‘ce with this condition.” [emphasis is original.]

"
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.of Probation Condition 4.

59.  On or about July 30, 2025, Probation Inspector R.A. emailed Résponde;n_t aNén-
Compliance Letter statiﬁg that the Board had not yet received Respondent’s Quarterly
Declaration for _the second quarter of 2025 and it was ponsidered.delinquent. |

60. Respondent failed to submit timely Quarterly Declarations as required by Probatioh
Condition 4 for the following periods: | |

(a) Second Quarter 2025 was due on July 10, 2025, and Was received by the
Board on or about September 12, 2025.
. (b) Fourth Qﬁarter 2025 was due on January 10, 2026, and was.'recz.eived by
the Board on or-about March 6, 2026. A

(c) Second Quarter 2026 was due on July 10, 2026, and to daté, has not been
received by the Board. | |

61. Respondent’s failure to submit timely Quarterly Declarations is a violation

FIFTH CAUSE TO REVOKE PROBATION-

(Failure to Comply with Probation Condition 12 - Education Course)

62. Respondent’s probation is subject to revocation because she falled to comply w1th

.Probatlon Condition 12, in that she failed to complete the requ1red educatlon course. The facts

and 01rcumstances regarding this violation are as follows:

63. During Respondent’s Intake Interview with Probation Inspector R.A. on or about
June 27, 2025, Probation InSpector R.A. advised Respondent that she must submit 65 cont_iﬁuing
medical education hours to the Board for eaéh proBationary year énd thatRéSpondent’s ﬁrst B |
probational"y'year was from June 20, 2025 to June 20, 2026. That same day, Respondent signed
an Acknowledgmeﬁt of Decision form acknowledging that ail the terms and conditions of her
probation were explaiﬁed to her, she addressed any of her questions, and‘ she understands what is
required of her for the duration of her probaﬁon. -

64. Respondent completed and submitted proof of 43 continuihg niediéal education hours

during the first year of her probation.

1
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65. Respondent’s failure to submit proof of 65 continuing medical educatlon hours during

the first year of her probation is a violation of Probation Condition: 12..

SIXTH CAUSE TO REVOKE PROBATION

- (Failure to Comply with Probation Condition 17 - Annual Follow-ups with Sleep Specialist)

66. Respondent's probatlon is subject to revocation because she failed to comply with
Probat1on Cond1t1on 17 in that she failed to follow—up annually with a sleep specialist. The facts
and circumstances regarding this violation are as follows:

67. Durlng Respondent’s Intake Interview with Probation Inspector R.A. on or about
June 27, 2025, Probation Inspector R.A. advised Respondent that She shall follow up with a sleep
specialist regarding her severe disruptive sleep apnea annually to ensure compliance with |
treatment. That same day, Respondent signed an Acknowledgment of Decision form
acknowledglng that all the terms and conditions of her probation were explamed to her, she
addressed any of her questions, and she understands what is required of her for the duratlon of her
probation.

| 68. During Respondent’s Quarterly Interview with Probation Inspector R.A. on or about
June 30, 2026, Probation Inspector R.A. reminded Respondent that she must .fo_llow
up with asleep specialist regarding her severe disrnptive sleep epnea annually to ensure
comphance with treatment. Probation Inspector R:A. asked Respondent if she has had an‘ ;
appointment with a sleep specialist provider and Respondent stated that she did not. - Probation -
Inspector R.A. advised Respondent that she needed to provide proof of compliance vs_rith this
condition within the next month. | | | |

69. To date, Respondent has falled to provide the Board with proof of comphance w1th

'Probation Condition 17 thereby v101at1ng her probation.

-SEVENTH CAUSE TO REVOKE PROBATION

(Failure to Comply with Probation Condition 18 - Costs)
70.  Respondent's probation is subject to revocation because she failed to comply with
Probation Condition 18, in that she has stopped making payments to reimburse the Board‘ its costs

of investigation and enforcement pursuant to the payment plan approved by the Board and has a
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delinquent balance of $47,770.20 due to the Board. The facts and circumstances regarding this
violation are as-follows: '
-71. On or about July 31, 2025, Respondent signed an Agreement acknowledging that she

is obligated to reimburse the Board its costs of investigation and enforcement, in the amount of

| $77,080.60. Respondent selected and agreed to a payment schedule of monthly payments in the

amount of $2,570.00, beginning August 11, 2025, with a final payment of $2,550.60, due by _

January 11, 2028. The Agreement further sets forth. that Respondent understands that failure to

comply with the payment schedule is a violation of probation and the Board may terminate the

payment plan.

72. The Board has not received cost recovery payments for the months of July 2026,
August 2026, and September 2026. Respondent has a delinquent balance of $47,770.20 due to
the Boafd and is in violation of Probation Condition 18. B

EIGHTH CAUSE TO REVOKE PROBATION

(Failure to Comply with Probation Condition 3 - Obey All Laws)

73.  Respondent's probation is subject to revocation because she failed to combly with
Probation Condition 3, in that she failed to obey all laws. The facts and circumstances regarding
this violation are as follows: , .

74. The allegations of the First, Second, Third, Fourth, Fiﬁh, Sixth, and Seventh Causes
to Revoke Probation, inclusive, are incorporated herein by réference as if fully set forth.

| NINTH CAUSE TO REVOKE PROBATION

(Violation of Probation Condition 9 — Violation of Probation)

75. Respondent's probation is subject to revocation becausé she failed to comply with
Probation Condition 9, in that she failed to fuIly comply with the terms or conditions of her
probation, and i£ is considered a violation of probation. - The facts and circumstanceﬁregarding ‘
this violation are as follows:

76. The allegations of the First, Second, Third, Fourth, Fifth, Sixth, SeVenth, and Eighth
Causes to Revoke Probation, inclusive, are incorporated herein by referencé as if fully set forth.

I
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FIRST CAUSE FOR DISCIPLINE

(Practice Not Permitted — Practicing Medicine While Not Authorized to Do So)
77.  Respondent is subject to disciplinary aétion pursuant to sections 2234, subdivision
(a), and 2242, as defined by section 2052, subdivision (a), of the Code, in that she pract_iced'
medicine and held herself out as practicing medicine without being authorized to do so. The
circumstances are as follows:
78.  The allegations of the First, Eighth and Ninth Causes to Revoke Probation, inclﬁsive,
are incorporated herein by reference as if fully set fo;th. o
79. Following the effective date of the Board’s Disciplinary O_rder.in Medical Boarld Case
Number 800-2021-074735, Respondent continued to practice medicine, including, without
limitation when:
a. Résponden’t continued to see patients, perform assessments, and formulate
treatment plans for at least six patients, before successfully completing PACE and
) ‘having' been notified by the Board in writing that she may return to the practice of
medicine. o
b: Respondent prescribed controlled substances to 14 patients before successfully
completing PACE and having been notified by the Board in writing that she may
return to the practice of medicire.
C. Respondeﬁt continues to see patients at her medical office, without having -
“successfully completed PACE and having been notified by the.Board in»writing |
that she may return to the practice of medicine. B o
80. The practice of medicine by Respondent in violafibn of Probation Condition 15,
constitutes the unauthorized practice of medicine in violation of Code section 2052.

SECOND CAUSE FOR DISCIPLINE

(Making or Signing False Docunients)
81. Respondent is subject to disciplinary action under Code section 2'2’61, in that she

knowingly made or signed documents directly or indirectly related to the practice of medicine

| which falsely represented the existence or nonexistence of a state of facts. The circumstances are
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as follows:

82. The allegations of the First, Eighth and Ninth Causes to Revoke Probation, inclusive,
are incorporated herein by reference as if fully set forth.

83. The allegations of the First Cause for Discipline, inclusive, are incorporated herein by
reference as if fully set forth. )

84, Following the effective date of the Board s stmphnary Order in Medical Board Case
Number 800 2021-074735, Respondent filled out and signed Quarterly Declarations under -
penalty of perjury, stating that she has.complied with each term and condition of her probation
during the relevant quarter. This was untrue. In fact, Respondent has documeﬁted that she
completed physical examinations, assessments, and treatment plans for at least six patients,
during the time that she was prohibited from practicing medicine. Furthermoré, following the
efféctive date of the Board’s Disciplinary Order in Medical Board Case Numi)er 8’00-2021-
074735, Respondent prescribed controlled substances to 14 patients, during the time that she was
prohibited from practicing medicine. |

THIRD CAUSE FOR DISCIPLINE

(Unprofessional Conduct Involving Dishonesty or Corruption) -
85. Respondent is sﬁbject to disciplinary action under Code section 2234, subdivision (e),
in that she engaged in dishonest and/or corrupt acts. The circumstances are as follows:
86. The allegations of the First, Eighth and Ninth Causes to Revoke Probation, inclusive,
are incorporated herein by reference as if fully set forth.

87. The allegations of the First and Second Causes for Dlsc1p11ne inclusive, are

,1ncorporated herein by reference as if fully set forth.

88.  On or about June 20, 2025, Respondent filed a Petition for Writ of Mandate in -fhe
Los Angelés Superior Court claiming that the Accusation in Case Number 800-2021-074735 has
nothing to do with patient care, that the Board’s Decision is not supported by substantial
evidence, and that the Board committed a manifest abuse of discretion in disciplining
Respondent’s medical license. Respondent’s writ, challenging the Board’s Déci}sion, is pending.

Twice, Respondent requested that the Los Angeles Superior Court stay the Board’s Decision so
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that she can practice medicine unrestricted pending a ruling on her Petition _fo,r‘ Writ of . |
Administrative Mandate. Significantly, on both occasions, Respondent did ﬁot meet her burden
that the public interest would not be harmed and her request was denied. Desplte fallmg to
request reconsideration of the Board’s Decision following the issuance of its order Respondent
asked the Superior Court to issue a remand for the Board to consxder allowing her to limit her
practice to gynecology while she contests the Board’s Décision — since she did not previoﬁsly do
SO. o |

89. The Board, after reading and consi:dering the entire record of thé rhattér, inéiuding the
administrative hearing transcript and exhibits, and having considered the written and oral .'
arguments on the matter of allowing Respondent to limit her practice to gynecology whilé s.he
contests the Board’s Decision, issued its Decision after Superior Court Remand on December 30,
2025, effective at 5:00 p.m. on January 29, 2026, declining to limit its decision to only the-
obstetrical aspect of Respondent’s practice. .

In the body of the Decision, the Board states:

For the reasons discussed under the Disposition section below, the Board
declines to limit its decision to only the obstetrical aspect of respondent’s practice.
To be clear, respondent’s license, regardless of practice specialty, is currently
on probation, and this Decision after Superior court Remand does not change -
respondent’s license status, even pending its effective date. [Emphasis added.]

90. Respondent has repeatedly represented to the Los Angeles Superiof Court thaf she is
in compliance with her prbbation terms. In a declaration under penalty of perj_ury,‘dated July 23,

2025, Respondent declared:

[14.] I'have complied with all early probationary directives and have enrolled in the
required coursework. Iam not seeking to avoid discipline but only to ensure that it is
proportional and narrowly tailored to the conduct at issue.

91. Following the Board’s Decision after Superior Court Remand, Respondent filed a

Verified Supplemental Petition for Writ of Administrative Mandate. Respondent verified under

4 On June 24, 2025, the Los Angeles Superior Court denied Respondent’s Ex Parte Application to
Stay the Administrative Decision on the grounds that Respondent failed to demonstrate irreparable harm,
that granting a stay would not be against the public interest, or a likelihood of success on the merits. On
August 26, 2025, the Los Angeles Superior Court denied Respondent’s Motion for a Stay of the
Administrative Decision or Narrowing of the Administrative Decision on the grounds that Respondent has
not shown that the Board is not likely to succeed on the merits and that the public interest will not be
harmed by a stay.
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penalty of perjury that she is not practicing medicine despite the fact that (1) Respondent told her
Probation Inspector on or about March 6, 2026, that shé is continuing to see patients and (2)
Respondent was observed by a Board investigator on or about March 17, 2026:, seeing a patient |
and operating her medical practice. |

FOURTH CAUSE FOR DISCIPLINE

(Generﬁl Unprofessional Conduct)

92. Respondent is subject to disciplinary action under section 2234 of the Code, in that

she engaged in unprofessional conduct, generally. The circumstances are as follows:
i‘ 93. The allegations of the First, Eighth and Ninth Causes to Revoke Probation, inclusive,

are incorporated heréin by reference as if fully' set forth. |

94. The allegations of the Fifst, Second and Third Causes for Discipline, inclusive, are
incorporated heréin by referénce as if fully set forth.

DISCIPLINARY CONSIDE‘_RATION S

95.  To determine the degree of discipline, if any, to be imposed on Respondent Connie S.
L. Chein, M.D., Complainant alleges that Respondent haé a history of discipline with the Béard.
The circumstances are set forth in paragraphs 3, 4, and 6, above, which are incbrporated herein by
reference as if fully set forth.

PRAYER _ ‘

WHEREFORE, Complainant requests that a h'eariﬁg be held on the mattérs herein alleged,
and that following the hearing, the Medical Board of California.issue a decision: | |

1. Re\‘foking the probation that was granted by the Board in Case No.,800-2021-07473f_5
and impbsing the disciplinary order that was stayed thereby revoking Pﬁysiciah's and Surgeon's
Cértiﬁcate No. G 31986 issqed to Respondent Connie S. L Chein, M.D.;

2. Revoking, suspending or denying approval of Respdndent Connie .S. L.'Chein, M.D'.'s
authority to supervise physician assistants and advanced practice nurses; |

3.  Ordering Respondent Connie S. L. Chein, M.D., to pay the Board the costs of the
investigation and enforcement of this case, and if placed on probation, the costs of probation

monitoring; and
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4. Taking such other and further action as deemed necessary and proper.

DATED:

OCT 13 2026 Queon Privohand |

LA2026601081

. or
REJI VARGHESE
Executive Director
Medical Board of California
Department of Consumer Affairs -
State of California
Complainant
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EXHIBIT A A
Decision In the Matter of Accusation Against Connie S. L. Chein, M.D.,
Medical Board of California Case No. §00-2021-074735



BEFORE THE
MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS
STATE OF CALIFORNIA

In the Matter of the Accusation
Against:

‘ ' , Case No.: 800-2021-074735
Connie S.L. Chein, M.D. L

Physician’é and Surgeon’s
Certificate No. G 31986

Respondent.

DECISION

The attached Proposed Decision is hereby adopted as the Decision and
Order of the Medlcal Board of California, Department of Consumer Affairs, State
of California.

This Decision shall become effective at 5:00 p.m. on June 20, 2025.

IT 1S SO ORDERED: May 21, 2025,

MEDICAL BOARD OF CALIFORNIA

Wechildle 4. Bhotut; MD
Michelle A. Bholat, M.D., Chair
. Panel A

DCU2Z (Rav 05-2021)



BEFORE THE
MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS
. STATE OF CALIFORNIA

In the Matter of thé Accusation Against:
CONNIE S.L."CHEIN, M.D.,
,Physiciarll's'and Surgeon'’s Certificate Num'ber’N’o. G 31986,
Respondent. |

Case No. 800-2021-074735

OAH No. 2024030480
PROPOSED DECISION

JI Lan Zang, Administrative Law Judge (ALJ), Office of Administrative Hearings,
State of California, heard this matter by videoconference from January 27 to January

31, 2025.

~ Rebecca L. Smith, Deputy Attorney General, represented Reji Varghese,
(complainant), Executive Director, Medical Board of California (Board), Department of

Cbnsumer Affairs,

Philip W. Boesch, Jr. and Annie Ksadzhikyan, Attorneys at Law, represented

Connie S.L. Chein, M.D. (respondent), who was present throughout the hearing.



Oral and documentary evidence was received. The record was held open until
February 28, 2025, for compléinant’s closing brief; until March 28, 2025, for
-respondent’s clbsing brief; and until April 11, 2025, for complainant's reply brief.
Parties timely filed all briefs. Com plainant’s closing and reply briefs were marked for
identification as Exhibits 30 and 31, respectively. Respondent’s clgsiﬁg brief waé |

marked for identification as Exhibit S.

A separate protective order was issued placing Exhibits 7-9, 20-23, and O-R
under seal to protect confidential information. On April 11, 2025, the ALJ closed the
record, and the matter was submitted for decision.

SUMMARY

Complainant seeks to re\{oke respondent’s license based on allegations that
resp.ondent is not able to practice medicine safely because she suffers from severe
disruptive sleep apnea. Cdmplainant did not prove cause to discipline respdndent's
license based on this allegation, as respondent presented evidence from her-tréating
- sleep s’pecialist'showing her sleép apnea is well under control. However, complainant
also charged respondent with 'gross negligence, repeated acts of negli.gence,
incompétenée, and improper medical record keeping in connection with her treatment
of Patient #1 and Patient #2. (Patients are identified by numbers to protect their
privacy). These four additional causes for discipline were established by clear and
convincing _evidencé. Respondent did not admit to any wrongdoing in her testimony at
the hearing and presentedv little rehabilitative evid'e,nce. However, considering ‘

respondent’s history of approximately 50 years of practice with no prior discipline,



placing respondent on five years of probation will be sufficient to protect the public

health, interést, and welfare.
FACTUAL FINDINGS

Jurisdictional Matters

!

1. ¢ OnlJuly 1, 1976, the Board issued Physician’s and Surgeon's Certificate
Nq'mber G 31986 to respondent. This license is scheduled to expire on January 31,

2026,

2. On January 16, 2024, complainant filed the Accusation in his official
capacity. Respondent filed a Notice of Defense requesting a hearihg. All jurisdictional

requirements have been met.
. R
Respondent’s Background

3. Respondent is 77.years old. She received her undergraduéte degree from
fhe University of Southern California and her medical degree from UCLA Medical
School, Respondent completed her residency and internship at LAC+USC Hospital
(n'ow known as Los Ang{eles General Medical Center). After her graduation frbm
LAC+USC in 1979,'respondentjoine'd a group obstetrician/gynecologist (OB/GYN)

practice. Since 1981, she has had her own private practice in Beverly Hills, California.

‘ 4. - From 1979 to 2009, respondent was on staff at Cedar Sinai Hospital
(Cedar SAinai)'. From 2006 to 2009, she served as the chief of Cedar Sinai's OB/GYN
D_epértment. From 2009 to 2023, respondent was on staff Saint John's Hospital (St.

Johh's) in Santa Monica. Respondent currently works at her private practice clinic, -

3



where she sees approximately 15 patients a day, four days a week. Although
respondent currently performs minor gynecological outpatient surgeries, she does not
deliver any babies as she does not have any hospital privileges. However, respondent

plans on delivering babies again in the future after the resolution of this matter.

5. Respondent has been certified by the American Board of Obstetrics and
Gynecology since 1981. She has delivered over 9,000 babies throughout her career.

She has no record of prior Board discipline.
Respondent’s Sleep Apnea
SUSPENSION OF HOSPITAL PRIVILEGES AT ST. JOHN'S

6. On Septémber 30, 2020, St. John's suspended respondent's privileges
based on two witness’ report that respondent fell asleep when a patient was delivering
a \'baby, most notably during the second stage of labor when the patient was 'pdshing.
St. John's Medical Executive Committee required respondent to undergo a
Comprehensive Diagnostic Evaluation (CDE) to assess her fitness to practice before it
- would lift the suspension. St. John's CDE team referred respondent for a sleep study,
which respondent compieted on November 19, 2020. Daniel Norman, M.D., a board-

certified sleep disorder specialist at Sleep Disorders Center, performed the sleep study
and diagnosed respondent with "severe obstructive sleep apnea” due to her
“apnea/hypopnea, oxygen deséturation and fragmented sleep” which he deemed
’;clinically significant, warranting treatment.” (Ex. 9, p. A252.) Dr. Norman prescribed a
Continuous Positive Airway Pressure (CPAP) machine to treat respondent's sleep
'abnea. On December 7, 2020, St. John's CDE team issued a report that respondent was
“fit to return to duty as long as she continues follow-up with her sleep disorder

specialist and that reports continue to be favorable.” (/d, p. A271.) On a date not
I 4



established by the record, sometime in mid-December 2020, St. John's lifted

respondent’s suspension.

7. However, respondent’s sleep apnea was initially not well controlled
because the CPAP machlne did not fit well. Dr. Norman testified at the hearing that
between December 2020 and January 2021, respondent’s CPAP machine experienced

"high leak,” and control of respondent'’s sleep apnea was "oléay but not perfect.”

8. On December 29, 2020, St. John's received another repoft that
respondent.had fallen asleep during a delivery. On January 6, 2021, Saint John's .
netified Dr. Chein that she was suspended fer a second time because she had fallen
asleep during deliveries on September 12, 2020, and December 29, 2020. On January
13, 262-1, Saint John's extended respondent’s suspension and filed a Health
Facility/Peer Review Report to the Board regarding its suspension of respondent's

hospital brivileges.

9. In January 2021, after finding that the CPAP machine was not workiﬁg
ef.fectively due to leaks, Dr. Norman changed respondent’s prescription for a CPAP
~ machine to a Bilevel Positive Airway Pressure (BIPAP) machine. At a follow-up visit on
March ZOZi, Dr.. Nor_nﬁan confirmed that respondent was using the BIPAP machine
more frequently due to a better fit, and her sleep apnea had improved significantly. On

April 6, 2021, Saint John's lifted respondent's second suspension.
BOARD INVESTIGATION AND EVALUATIONS

10.  After its receipt of St. John's Health Facility/ Peer Review report on

January 13, 2021, the Board initiated an investigation on January 31, 2021.

/



11. . On August 15, 2023, respondent voluntarily agreed to undergo mental
and physical examinations by Board-appointed evaluators to determine whether her

ability to practice medicine safely is impaired due to a mental or physical illness.

12.  On September 22, 2023, David Taylor, M.D. conducted a Psychiatric
(_Z!inical Diagnostic Evaluation of respondent. After administering several different
psychiatric tests, Dr. Taylor found that respondent did not suffer from depression,
anxiety, alcoholism, or any other psychiatric conditions. Dr. Taylor opined that -
respondent is not a danger to public health, safety, or welfare. Dr. Taylor testified at
the hearing and submftted a report dated September 27, 2023. Dr. Taylor's tesﬁr’nony ,

was consistent with his written report, which concluded:

AN

e [Res‘pohdent] is able to continue to practice medicine
safely at this time without restrictions or accommodations
on a psychiatric basis. She does not have a psychiatric

diagnosis, and no additional testing is necessary.

Howeverl,] the Board should require thaf [respondent’s]
sleep physician provide documentation to ensure that her
diagnosis of severe obstructive sleeb apnea is well-
controlled and that she is compliant with recommended

treatments.
(Ex. 15, p. A604.)

13.  On October 13, 2023, Surasak Phuphanich, M.D. conducted a physical
examination of respondent. At the time of her evaluation with Dr. Phuphanich,

Eespondent was working at her out-patient clinic four days a week. She did not

6



perform any surgeries and referred her patients to UCLA Medical Center for deliveries.
In a report dated October 13, 2023, Dr. Phuphanich found that respondent _does hot
| have a physi_cal illness that impacts her ability to practice medicine, and she is able to

practi'ce medicine safely-without restrictions or conditions. (Ex. 13, p. A582;)

14. ~ However, in ansﬁwering a question about whether respondent's continued
practice of medicine poses a present danger or threat to the public health, Dr. | |
Phuphanich wrote; "No for out -patient clinical practice. I.would like to defer thls
specific question about delivery to an obstetrician speaalrst because of the possrble
Iate—nilght deliveries that may interrupt:sleep pattern and can affect individual -
performance, especially older physician.” (Ex. 13, p. A582.) Additionally, in answering a
question about whether respondent has a 'pnysical illness or condition which requires
monitoring to practice medicine safely, Dr. Phuphanich wrote, “Yes, she should be

examined with sleep study and follow up annually.” (Jd, p. A583.)

15, Atthe hearing, Dr. Phuphanich testified consistently with the content of
his written report, Dr. Phupnanich further explained that sleep apnea’is a seri.ou's '
condition which requires aggressive treatment. According to Dr. Phuphanich, sleep
apnea causes oxygen desaturation, Wh'ich, cumulativei\y over the years can lead to
permanent damage to the brain. Severe outcomes include stroke, early Alzheimer's
Drsease and dementia. Although Dr. Phuphanich believes respondent can practrce
safely in an outpatlent setting, he was concerned about respondent s ability to
function during late night deliveries. Dr. Phuphanich also opined that even if
respondent's sleep apnea is _vr/elly contrelled, it can still present'sorne danger given
"/respondent's age and her OB practice. Thus, he recommended the annual follow-up

and the deference to an OB specialist regarding Iate-night deliveries.



16.  No expert evidence was presented at the hearing from an OB specialist

about how respondent’s sleep apnea may impact any late-night deliveries.
RESPONDENT’S CURRENT CONDITION

17.  Dr. Norman, respondent’s tieating sleep disorder specialist, testified at
the hearing regarding re'spondent's current condition. Dr. Norman opinéd
respondent’s sleep apnea is clinically significant and requires treatment. He recalled
that after respondent’s switch to the BIPAP machine, hér sleep apnea had improved
significantly. According to Dr. Norman, the BIPAP machine can lose effectiveness, if the
rnask is not fitting well, if the patient gains significant weight, or éxperiences major
change in health: Thus, if respondent experiences no major changes and is compliant
with treatment, BIPAP therapy should continue to be effective in con-trolling
réspondent'; sleep apnea. Dr. Norman recommended that respondent have annual
follow-ups with his office if her sleep apnea is well-controlled and stable. Dr. Norman
nISo opined that respondent may practice without restriction and poses no risk to

patient safety if her sleep apnea is well-controlled.

18.  Dr. Norman reported respondent had her last annual follow-up visii at
tne Sleep Disorder Center on March 20, 2024, At that follow-up visit, a nurse
practitioner saw respond_ent.» Respondent reported she was consistently using the
BIPAP machine without any issues and she was sleeping well. However, Dr. Norman
noted that the last data download, which shows respondent’s compliance and control
of sleep apnea, from respondent’s BIPAP machine had occurred on November 8, 2022,
The ALJ then ordered respondent to provide her BIPAP machine for Dr. Norman to |
download the most recent data from respondent’s BIPAP machine and submit a brief

report on the results.



19.  Dr. Norman reported on those results in an email dated January 30, 2025:

Enclosed are the data downloads you requested from the

patient's BIPAP device for the past month and the past year.

They both show excellent adherence to BIPAP therapy

* (100% of nights showing use >4/h, minimal accepfable
adherence fdr Medicare coverage of BIPAP therapy is
considered at least 70% of nights), with average rﬁghtly

usage of 6h and 36 min in the past year.

The control of sleep apnea appears to be excellent, with
residual apnea / hypopnea index of 1.2/h ovér the past
year, and 0.7/h in the past month (AHI < 5/h is considered.
The leak numbers are a little higher than I would like - so I
will ask the patient to return to the office with her mask to
_assess /address mask fit, but otherwise, I think this is data
that indicates great adherence and great control of severe

sleep apnea.
(Ex. P, p. B112)

Respondent’s Treatment of Patient #1 and #2

BACKGROUND ON LABOR AND DELIVERY

t

20. Childbirth consists of three phases, which.are referred to as stages. The

first stage consists of the onset of labor until the cervix is completely dilated to 10 |



centimeters. The second stage consists of “pushing” the infant through the birfh canal

until delivery. The third stage consists of the delivery of the placenta.

21.  Fetal station refers to fetal descent down the birth canal relative tb the
ischial spine. When the baby's head is even with ischial spine, fetal descent is
described as at 0 station. Some obstetricians describe fetal deséent after O station as

| +1 station for one centimgetei' below the ischial spine, +2 station for two centimeters
below the ischial spine, until delivery at +4 or +5 station. However, other obstetricians
divide the birth canal into thirds, and {-1 may refer to one third way down the birth

canal until delivery at +3 station.

22, Fetal position refers to the fetus’ position in the uterus at the time of the’
delivery. Fetal positions include occiput posterior, in which the fetus is head down,
facing the mother’s belly, and transverse, where the fetus is lying across the uterus on

its back.

23." Operative vaginal deli\)ery (OVD) is a method of delivery where a
physician uses operative instruments such as forceps or vacuum. A vacuum-assisted
vaginal delivery, also known as a vacuum extraction, is a method of delivery where a
physician uses a vacuum extractor to help rﬁove the baby through the birth canal. The
vacuum extractor uses a soft plastic cup that attaches to the baby’s head with suction.
During a contraction, the patient is asked to pus'h while the physician gently pulls to

help deliver the baby.
BACKGROUND ON FETAL MONITORING

24.- A patient undergoing labor and delivery in a hospital is typically placed

on electronic fetal monitor (EFM), which monitors both uterine contractions and fetal

10



heart rate (FHR). The EFM transcribes its recordings onto graphs called tracings. The
top part of the trécing shows FHR, while the bottom part of the tracing shows the

duration of contractions and the intervals between them.

25.  Nomenclature and interpretation of FHR tracings were stahdardized in
Maco nes et. al, 7he 2008 National Institute of Child Health and Human Development
Workshop Report on Electronic Fetal Monitoring: Update on Definitions, .
Interpretations, and Research Guidelines (Sept. 2008) 112 Obstetrics and Gynecology
661. (EFM Article.) (Ex.‘25.) According to this article, FHR variability, or fluctuations
from the baseline FHR of 100 to 160 beats per minute (bpm), is measured within a 10- '
minute window. .(Ex. 25, p. A1508.) Variability is classified as absént (undetectablle),
minimal (léss than 5 beats bpm), moderate (6 to 25 bpm), or marked (greater than 25

bpm). (/bid) .-

26, FHR decelerations are classified as late, early, or variable, based on
specific characteristics. (Ex. 25, b A1508.) /J\\n early deceleration is a visually apparent,
usually symmetrical, gradual decrease and return of the FHR associated with a Uterine
contraction. (/d, p. A1509.) A variable deceleration is a visually apparent, aerp{
decrease in FHR. (Jbid)) A late deceleration is a visually apparent, gradual decrease in
FHR below the baseline, typically following a uterine contraction. (/b/df) FHR
decelerations over certain periods of time are defined separately. Fo; example, a
prolonged deceleration is a visually apparent decrease in FHR from the baseline that is
greatef than or equal to 15 bpm, lasting more than 2 minutes, but less than 10 |

~ minutes. (/bid])

27.  FHR patterns are categorized into a three—tier system, (Ex. 25, p. A1509.)

Category I FHR tracings are normal and are not associated with fetal acidosis, the

11



a.ccumulation of lactic acid in.a baby due to oxygen deprivation, (lbrb’) Category IIl
tracungs are abnormal and indicate an increased risk of fetal acrdosns (]b/d) Category 1
FHR tracings are considered "indeterminate" and cannot be classafled as either
reas_surlng or non-reassunng. (Ibidy Whlle Category i tracings are charactenzed by |
recurrent late decelerations with moderate variability, Cetegory il tracingé are

characterized by recurrent late decelerations and minimal or no variability. (Jbid).

- 28.  Managing Category II tracings, or deciding when to proceed to a
Cesarean section or an OVD in the face of C’atego‘ry Il tracing, was not standardized
uhril the' publication of Cla rket. al, ]ntrapaffr/}n Management of Category I Fetal
Heart Rare Tradhgs‘ Towards Standardization of Care (A'ugust 2013) American Jou rhal :
of ObstetriC§ & Gyne‘colqu 89 (Category II Article). This Categ'ory IT Article provided an
algorithm-based decisiqn tree (Category II Algorithm) to assist obstetricians in rnaking
decisions about expediting' delivery with Categery I tratings (Ex. '24) The article also
clarlfled that some patterns of decelerations are "significant” for managmg Category II

' tracmgs (Id p. A1499.) Initiation of a Cesarean section or a OVD when Category I
tracings are present depends on the correlation between “significant” decelerations
and thelnu‘mber and frequency of contractions. For example, und’er the Category II
Algorithm, if the FHR shows “significant” decelerations with greater than or equalto 50
percent of the contractions for 30 minutes, then the physician should proceed to

Cesarean section or OVD. (!d p A1498.)
PATIENT #1 .
Treeltrnenf History
29.  Patient #1 was 38 years old W‘hen»’ respondent served as her eare p.)rO\)iAder

- during her pregnancy in 2020. This was Patient #1's first pregnancy. The allegation that
: _ 12 _ | _ _ A



respondent had fallen asleep during the delivery of Patient #1's baby formed the basis

for St. John's second suspension of respondent’s privileges on January 6, 2021.

30. Ina History and Physical (H&P) note dated December 31, 2020, |
respondent described the circumstances of Patient #1's admission into St. John's and
the procedures respondent performed to deliver the patient's baby. (Ex. 20, pp. A6_49—
A650.) According to-the H&P note, Patient #1's delivery due date was December 25,
2020. On December 28, 2020, when Patient #1 was three days overdue, respondent
. performed a non-stress test, a prenatal test that assesses FHR and reaction to
movement. The non-stress test showed Patient .#1 's cervix was dilated to four
centimeters and “completely effaced” (i.e., thinned and shortened), indicating the
cérvix was preparing for labor and delivery. Respondent also noted that the FHR
tfacings displayed that "with every mild contraction she has a late deceleration very
subtle..." (/d, p. A649.) Patient #1 was admitted to St. John's for delivery on

December 28, 2020, o

31.  Inthe H&P note, Eespondent also indicated "’[Patient'#ﬂ was in thé
hospital for 7 hours with contractions, mild ones, somewhere between 2-6 minutes
and her cervix only progressed by 1 cm, so.suggestion to her is to fupture her
rﬁembrane and internalize her and 56 we can find out how she is dping in terms of
contraction and progression.” (Ex. 20, p. A650.) At approximately 0300 hours on
Décember 29, 2020, Patient #1's FHR tracing "_[becarhe] conéistently late,” prompting
respondent to rupture Patient #1's amniotic sac, in a procedure known as Artificial
Rupture of Membrane (AROM). (/bid)) After the AROM, Patient #1's amniotic sac

~

showed "no ﬂuid,” indicating possible birth complications.
/
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32,

as follows:

Respondent then performed additional procedures, which she described

IUPC [Intrauteri'ne Pressure Catheter] placed and [Patient
#1] is having boomrng contrar:'tior\, and her contractions
became very strong and so epidural anesthesia was given,
and then she went very quickly to complefe efface with
completely dilated, +2 station; however, with every pushing.
the baby's heart rate go down with deep decels and since
she is already complete, complete +2 station, so I decided
to use a vacuum, the Mityvac to assist me for retaining the
baby's station of the head, but it was not successful times 3,
so because of that finding, [Patient #1] was then taken to

OR for emergency C-section.

(Ex. 20, p. A650.)

33.

According to progress notes by the bedside nurse (RN) Austyn Bessette,

Patient #1 began the second stage of labor of pushing at 0552 hours on.December 29,

2020. (Ex. 20, p. A667.) RN Bessette wrote that respondent first applied the vacuum to

the fetus at 0648 hours, “[o]ne pull for 10 seconds resulting in a pbp off at 0648

[hours].” (Ibid)) Respondent reapplied the vacuum at 0650 hours, with “[tlwo pulls for

10 seconds each resulting in a second pop off at 0650 [hours]." (/b/d)) Respondent

applied the vacuum for 10 seconds for the third time at 0651 hours, “resulting in a

third pop off at 0651 [hours]." ({b/d]) According to RN Bessette, Patlent #1 was -

transferred to the operatlng room for a Cesarean section at 0653 hours. (./'bla’)

//
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34.  An anesthesia post-procedure evaluation by Kevin Miller, M.D. indicated
that the Cesarean section was completed at 0711 hours. (Ex. 20, p. A686.) Respondent
described the Cesarean section in an operétive report that was dictated on December

. 29, 2020, and transcribed on the same date. She wrote, in relevant part:

... S0 a vacuum-assisted vaginal delivery was tried three
times and was failed; so she was taken immediately to a
primary low transverse C-section, delivered a male infant,
Apgars were 8 at one minute and 9 at five minutes. No

anomalies noted. Baby weighing 5 pounds 14 ounces.
(ld, p. 663.)

' 35. Patient #1 was distharged from St. John’s on January 1, 2021. (Ex. 20, p. -
A651.) |

36.  Although respbndent c_orhpleted the H&P and the operative report, she
only entered a single progress note to document her treatment of Patient #1.from the
time that Patient #1 was admitted at St. John's on Deceﬁqber 28, 2020; to the time that
Patient #1 delivefed her baby on December 29, 2020. This single progress note‘wals
initiated on December 28,. 2020, but was not electronicaliy signed until six days later,

on January 4, 2021. The progress ‘note stated:

38 yo G1p0 IUP"‘4Q1/2 weeks, when in office for nst [non
stress test] for pos;cdate evall.] Was noted to have late dels
With mild UC's Cx was C/4/0. Was édmitted to L&D, covid
test was negative[.] Then was given IV hydration and

external monitoring[.] UC’'s were mild and g3-6 minutes
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[flor the next 7 hours, Cervix unchanged discussed with pt
my plan of management, [i.Je. AROM and internal

monitoring and Pitocin augmentation pros and cons

given[.] PT did not want any intervention for the next 2

hours[.] Cont obs and monitoring.
(Ex. 20, pp. A666-A667.)

37.  Thus, respondent did not document in any progress note Patient #1's
arrest of labor and respondent’s performance of AROM showing no fluid, attempted
vacuum extraction with three pop offs, and subsequent Cesarean section. Respbhdent
also did not document the fetal circumstances at the time of the vacuum extraction,
including fetal station, fetal position, type of Mityvac used, and the number of pulls
per contraction. Respondent also did not document Patient #1's informed consent tc
the vacuum extraction, including any discussions)regarding the risks and benefits of
the procedure, such as subgaleal hemorrhage, a rupture of vessels below the galea,

which is a serious complication of vacuum extractions.
Respondent’s Interview with the Board -

| 38.  OnJune 2, 2023, respondent participated in a Board interview with Board
Investigator Chris Jensen and David Plourd, M.D., the Board’s medical consultant.
Counsel for both parties also joined this Board interview. Durmg this: |nterv1ew
respondent dlsclosed to Dr. Plourd that she had 12 pages of addltlonal progress notes
that she wrote, which was not a part of Patient #1's medical records from St. John S,
(Ex. 7, p. A131.) Respondent never produced to the Board the 12 pages of progress
notes that she purportedly wrote during Patient #1's:labor and delivery from

‘December 28, 2025, to December 29, 2025, At the hearing, respondent presented a
16
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single additiona‘l progress note that she éupposedly completed on December 29,' 2020,
at 2:20 a.m., ihat was written on her own ciinic’s letterhead, which was not a part of
Patient #1's rﬁedical records frov,m St. ibhn,’s. (Ex. 9, p. A280) She also presented two
post _operati\je progress notes dated January 12, 2021, and Fe.b'ruary 9, 207.21. (Exs. Q &
R.) |

39.  During her Board interview, respbndent was asked to- interﬁret Patient

_ #1's FHR tracings. Reapondent's interpretations of Patient #1's Fi—iR tracings udid not
use standardized férminology to describe FHR variability and deceleration. Instead of
using standardized classifications of absent, minimal, moderate, and marked variability, -
-' _respbndént used terms including “okay,” "great,” "fantastic,” “slightly decrease,” “a-
little.bit sleepy,” "good,” "I.oeautiful,"\and “nice” to describe FHR variability. (Ex. 7, pp.
A172, A173, A1 74, A185, A189, A193, A200.) Even wi\en offered miJItipIe opportunities
. tb describe the trai:iné using. standardized ‘terms, res,ponderitr was not able to do so..
For example, when Dr. Plourd asked fespondent tci describe the degreé of variability in
» Patient #1's F‘HR tracings between 0215 hours and 0245 hours, respondent answered:
- “It--it--when the tracing is present it--the variability isjgood, but then it's just spotty, -
you know? It's spotty.” (/d,, p. A174.} When Dr. Plourd asked for a second time for '

~ respondent to describe the variability, this exchange fdllowed:,

' DR. PLOURD: And how would you describe this i/ariabiiity or
- can yoU not describe it because of the quality of fhe

tracing?
[RESPOND_ENT]: You know, spotty--it's spotty.

DR. PLOURD: The variability is best described and spocky
[sic], is that what I'm hearing?
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[RESPONDENT]: No--no, the tracing is spotty, SO, very few--

where it shows—-does show up is okay
(. p. AT75)

40.  Inanother exchange, Dr. PIourd asked respondent to make a comment
about the qualrty of varlablllty in an FHR tracing panel from Patient #1's records,

respondent answered as foIIows.

" [RESPONDENTI: That sounds a--it sounds a little bit sleepy,
yoo know, like the kid is going to sleep or something |
because it--it's not associated with any significant uterine

constructions--contractions.
DR. PLOURD: Okay. Next panel.

DR, PLOURD: How long is it allowable to say, oh, that's just
the baby being asleep versus that's a baby with minimal to

F absent variability for an unacceptable period of time? |

[RE'SPONDENTJ: For an hour. Baby is allowed to sleep an

hour.,

(Ex. 7, p. A185-186.)

4. Moreover, during her Board interview; res-pondent did not use the
standard classrfrcatron of early, variable, and late to describe decelerations. Notably,
respondent described some deceleratlons as "major’ deceleratlons, when it is not a
standard term, She also provided an incorrect definition of prolonged deceleration (i.e.
. avisually a_ppare_nt decrease in FHR from the baseline that is greater than or equal to
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15 bpm, lasting more than 2 minutes, but less than 10 minutes. (Ex. 25, p. A1509.))

Respondent’s exchange with Dr. Plourd is as follows:

DR. PLOURD: Uh, and you used a term that I'm--I'm sorry,
I'm not familiar with, you said major deceleration, uh, is that .
a--like a--are there criteria for a major versus a minor

versus a moderate deceleration?

[RESPONDENT]: You know, the major (INAUDIBLE) is that it
a long--prolong deceleration and slow in fecovery that's

called major.

DR. PLOURD: okay. And is there a time criterion for a

prolonged versus a short or less than prolong deceleration?

[RESPONDENT]: If it's less than--less than-a minute, T will -
not be that concerned, but this one is lasted about--at least

four, five minutes.

DR. PLOURD: And is there a definition for prolonged? Is
. there like one minute is short, and more than a minute is

prolonged? I guess that's what I'm trying to-understand.

[RESPONDENT]: No--no, we--we generally use this term
very loosely, you know, one minute, you know, it came
back, oh, that's nothing, but if it's more than five minutes,

it's something significant.
(Ex. 7, p. A184.) -
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42,  Additionally, respondent did not refer to FHR tracings as Category L
Category IJ, or Category III to describe FHR patterns. However, she used the term
"head compression” several times to describe a'certain-FHR pattern. (Ex. 7, pp. A194-

A200; A203-A204; A207.) Respondent defined “head compression” as follows:

The decel--decel 'cause it's-- you notice the heartrate -
heartrate is, uh (INAUDIBLE), uh--uh, opposite to the
contraction-and then when the contraction come, the
heartrate goes up and come up. That means--that's what
we call in our term called head compression, you know, so

the baby is descending.
(Ex. 7, p. A194))

43. Respondent also failed to use standard terms to describe fetal station.

"n

Instead of using terms such as +1 station, she used the terms “stage one," “stage two,”

and “stage three,” which describe the stages labor, not fetal station. (Ex. 7, pp. A142,

A145.)) For examplle, she had the following exchange with Dr. Plourd:

DR. PLOURD: So, do you know what the station of the fetal
vertex was just prior to your initial application of the

Qacuum?
[RESPONDENT]: I don't do, uh, less than stage two.

DR. PLOURD: I'm sorry, I don't know what a stage two

vacuum delivery is.

//
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[RESPONDENT]: We.II, there's stage one, stage two, and
stage three. The station of the -~ the vaginal canal, okay? If
it's high (INAU-DIBLE) you cannot do high forecep[s] or high
vacuum. It has to be right at the perineum,' but it doesn't
waﬁna come out, so, then you can fotate .it. It's called outlet
vacuums, 'okay?fSo, that's staée two to three, okay? So, \‘
that's,the' only time I will even c'oritempla"ce at forcepl[s] or

)

vacuum. ... .
(d, p. A142.)

44. In another exchange, respondent also claimed that the Mityvaé cannot
hurt the baby and again used the term “stage” rather than “station” to describe fetal

station, as follows:

[RESPONDENT]: Probably, yeah. I don't know; I don't have
the whole thing with me. And, uh -- and so, you know, it's
enough to say that after the whole night labor she went to

| completely (iNA.UDIBLE), completely dilated, and just |
doesn't wanna descénd,_okay?- Uh, you know, come up to
stage one, uh--uh--uh, 1, 2, 3, out you see? You don't
wanna do that. So, that'.s why I was——attempted to do the
v'acu’um thinking that, yo(J know--by the way, my vacuum is
not one ofthose horrible, uh, metal one. I use the Mityvac,
it's véry"soft plastic, and if--if you use too much force it'll

pop off and it will not hurt the baby's head, see?

(Ex. 7, p. A129)
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Respondent’s Testimony

45,  Atthe heari'ng, respondent testified about her treatment of Patient #1.
She denied not providing informed consent to Patient #1 for the AROM and the |
Cesarean section. Respgndent first claimed that that Patient #1's general conseht .(.ex.
20, p. A1019) constituted her informed consent to the AROM, the vacuum extréc;cion,
and the Cesarean section. Respondent then blamed RN Bessette, asserting that RN
Bessette was supposed to chart.the case, but she vxvlavs a traveling nurse and "did not
know what's going on.” Respondent stated that Charge Nurse (CN) Sarah Boomarito
saw respondent provide informed consent to Patient #1 for the vacuum extraction.
A_ccor'dihg to respondent, she did not advise Patient #1 about the possibility of

subgaleal hemorrhage because "if the Mityvac is used properly, it's never a problem.”

46.  Respondent testified that the vacuum extraction was a medically
necessary procédure. However, she claimed the vacuum has a soft cup and "do'es not
hurt the baby.” Respondent further testified that when the vacuum extraction Was
 unsuccessful, St. Jc;hn’s obstetric)hospitalist and neonatal team entered the delivery

room. Responden_t asserted she ‘explained to the hospitalist that Patient #1 required a
- Cesarean section, and the hospitalist as well as the neonatal team witnessed Patient #1
giving her consent to the procedure. Respondent further asserted she documented
P_atieht #1's ihformed consent to these procedures in her operative report, without

specifying where in the operative report such documentation existed.

47.  Respondent denied falling asleep during the delivery of Patient #1's
baby. She claimed Patient #1 was happy with respondent’s treatment and neyér
complained about respondeht'_s‘services. Respondent testified her management of

Patient #1's labor and delivery resulted in “happy family, healthy baby, no problems.”
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48.  Respondent insisted she appropriately documented Patient #1's case in
the H&P note and the operative report. Respondent pointed to an additional progreSs
note Wthh she asserted she had entered rnto St. John's electronic recordkeepmg
system, Epix. However, this progress note is written on respondent s office Ietterhead
'and does not bear any of the parameters of an Epix entry, mcludlng author, service
type (| e. obstetrics), author type (i.e. RN or physician), date of service, creation time,

status (i.e. signed or unS|gned), and editor. ThlS purported progress note reads
At around 12/29/20202:20 am

Fetal heart tracing‘showed ‘major decelerations again, both
myself and Nurse Austyn [Bessette] went into the patient's - '
room, Nurse Austyn tried to reposition the patient
(sometimes it |mproved the baby 's heart rates), asa result

- we !ost the fetal heart rate by external monitors, so I
pleaded to my patlent I must rupture the membrane to put
on the internal monitor to make sure that the baby is OK.T

ruptured the membrane at 03:10 am; after putting in the

l
i

internal monitors; Nurse Austyn [Bessetté] could not

connect the electrodes to the computer screens; I called for

help from Charge nurse, Sarah. The fetal tracing seemed ok;
!

but her contractions became strong and frequent So she

was in pain, and asked for epldural anesthesia.

(Ex. 9, p. A280)

49, '\ As to the allegations that she does not use standardized terminology to
. interpret FHR tracings, respondent stated she was trained by the inventor of EFM and
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insisted that she uses the standard terminology “every day, every single day.” Later
during her testimdny, respondent also stated that the “new terminology” was
introduced in 2008. According to respohdent, she purposefdlly did not use such
terminology with Dr. Pldurd because she believed Dr..Plourd to be a layperson and
thought he could understand her better using Iaymen terms. However, during eross-
examination, respondent avoided the qués‘tion of whet-her she used the standardized
terminology for FHR tradngs-in Patient #1's medical records. Respondent also refused
to agree to the proposition that medical documentation is a form of communication
between healthcare providers and that it was necessary for her to use the standard

terminology for FHR tracings.

50.  Respondent's testimony regérding her treatment of Patient #1 is not
cfedible for the following reasons. First, respondent’s claims regarding her treatment
of Patient #1 were rebutted by Patient #1's testimony at the hearing. Patient #1
testified she saw respondent fall asleep during the delivery of her baby. Patient #1
recalled that after Iaboridg for approximately 24 hours, respondent told her she had to
have the AROM, or the alternative is a “bad baby.” Although Patient #1 asked
respondent several times what "bad baby” means, respondent never gave her an
explanation. According to Patient #1, she was also not informed about the risks and
benefits of the vacuum extraction. Patient #1 denied providing an informed consent to
the AROM or the vacuum extraction. Patient #1 stated she felt “confused and -
disappointed” during her birth process, and she expressed her dissatisfaction with
réspo ndent's treatment to respondent during a post-operative visit six weeks after the
birth of her son. Patient #1's testimony is deemed to be credible as it is supported by
the documentary evidence in this case. Patient #1's medical records do not refleﬁt that

respondent discussed the risks and benefits of the AROM and vacuum extraction with
. N
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Patient #1 or that Patient #1 provided informed consent to these procedures.
Additionally, Patient #1 testified at the hearing in a measured, dignified manner that

lends even more credibility to her testimony.

51.  Second, the authenticity of the December 29, 2020 2:20 a.m. progress

~ note is suspect. During cross-examination, respondent could not explain why this
progress note is written on her office letterhead, if it was an Epix entry. Respondent

| also could not explain why this progress note was not electronically signed. Although
respondent continued to insist she printed the progress note from the Epix system,
she could not explain why all other notes she printed from the Epix system were

. stamped with her name, physician number, date and time of the printing, but this note

was not.

52.  Third, respondent'’s assertion that she did not use the standard
terminology with Dr. Plourd because she was trying to make it easier for him as a |
layperson is nonsensical.' Dr. Plourd identified himself as a physician and the Board's
medical consultant at the commencement of the Board interview. (Ex. 7, p. A55.)
Additionally, Dr. Plourd ueed terms such as "minimal to absent variability” and
“prolonged deceleration” to describe FHR tracings during the interview, indicating that
'he is well-versed inthe standard terminology to interpret FHR tracings. (., pp A184-
A186.,) However, respondent failed to recognize Dr. Plourd's familiarity with these
' t'erms and could not use such terms even when Dr. Plourd prompted her to do so. {(/d,
pp. A185-186.) Fihally, even assuming respondent purposefully did net use the.
s'_fandard terminology during her Board interview, it begs the question as why she
would use nonstandard termiqology such as “deep decles [deceleratione]" in her

medical documentation. (Ex. 20, p. A650.) Significantly, during cross-examination,
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respondent avoided answering the question of whether she uses standard terminology

in her medical documentation.
Complainant’s Expert Opinion

53.  Victor K. Chan, M.D,, testified at the hearing as an expert witness on
cdmplainant’s behalf. Dr. Chan obtained his Doctor of Medicine degree from UCLA in
1980. He compieted his internship in internal medicine at UCLA in 1981 and his
residency in OB/GYN at the University of Colorado. Dr.\ Chan has been board-certified
in OB/GYN since 1987. Dr. Chan has a solo pra;tice in OB/GYN, and he has practiced
as an obstetrical hospitalist since 1990. From April 2020 to the present, Dr. Chan
worked as an OB hospitalist at Obstetrix/Pediatrix Medical Group. Dr. Chan delivered
babies in 2020, when respondent treated Patient #1, and he is familiar with theA

standard of care for obstetricians at that time..

54.  Dr. Chan's opinions on respondent’s tréatment of Patient #1 are based
oh his review of records, including Patient #1's medical records from ét. John's, Patient
#1's fetal monitoring strips, and transcript of respondent’s June 2, 2023 Board
interview. He set forth his opinions in an expert report (éx. 19), dated August 3, 2023,

and in his testimony at the hearing.

55. Régarding the standard of care for OB/GYN physicians caring for patients
. in labor and delivery, Dr. Chan stated that important intrapartum events, intluding
_iﬁvasive procedures such as AROM and operative deliveries such as vacuum extraction
énd Cesarean section, must bé documented by the physician in the form of progress
notes, ‘procedur’e notes, and surgical notes. Specifically, progress'not'es'must be
documented in a pafient’s medical records because they memorialize the s'equence‘of

care for the patient. Documentation of such progress notes should be
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contemporaneous, if possible, though a late entry is acceptable if obstetric ,
emergencies exist. Nursing staff are responsible for documenting*‘some aspects of fetal
status including heart baseline heart rate, uterlne contraction pattern and strength
types of deceleratlons encountered and corrective interventions. However, physrcrans
must also document through progress notes, their own acknowledgement and

verification of important and critical events in fetal status and assessment.

56.  According to. Dr. Chan, in Patient #1's case, respondent entered only a
single progress note between the time of Patient #1's admission on December 28,
2020, and the dehvery of her baby on December 29 2020. (Ex. 20, pp. A666- -A667.) Dr.
Chan opined that authoring only a single progress note for a patient who
“subsequently had a complicated intrapartum labor including arrest of labor, AROM
showing no fluid, attempted vacuum extraction with three pop offs, and Cesarean
section is an extreme departure from standard of care. According to Dr. Chan, this
single progress note missed critical information regarding Patient #1's treatment,
including fetal monitoring interpretation and indications for procedures such as
vacuum extraction and Cesarean section. In Dr. Chan'svopinion_, although respondent’s
operative report addresses some-of these issues, it is not sufficient to meet the
-“standar,d of care because the operative report is retrospective, while progress notes |
" must be contemporaneous. Furthermore, Dr. Chan noted that.respondent claim'ed she
had 12 pages of progress notes she wrote in Patient #1's medical records. However, -
Dr. Chan did not see 12 pages of progress notes written by respondent. Dr. Chan
opined that respendent’s failure to place all written progress notes into Patient #1's

medical records is an extreme departure from the standard of care.

57.  Furthermore, respondent also did not document anywhere in Patient #1's

medical records the fetal circumstances when respondent attempted the vacuum
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extraction. According to Dr. Chan, when arrest of labor and fetal descent occurred,
respondent must document why she was proceeding with a vacuum extraction and
describe the procedure iteelf Although respondent wrote in the H&P note that Patient
#1 had "boomlng contraction” and the "baby's heart rate [was going] down with deep
'decels [decelerations]” (ex. 20, p. A650), Dr. Chan opined that th|s description does not
meet the standard-of care because it does not use standard termlnology and because
it does not demonstrate what the'status of the fetus is. Dr. Chan testified that "a
beoming contraction” is not standard terminology that accurately deecribes a
contraction. The standard of care is to refer to the contraction’s strength and
frequency. "Deep Decels" is also not standard terminology, as decelerations are
described as early, variable, or late, Furthermore, respondent did not document a
correlation between the FHR and the contraction indicating concerns with the fetal

status such that she was proceeding with a vacuum extraction.

58.  Dr. Chan stated that RN Bessette documented some aspects of the
vacuum extraction by noting the three vacuum applications at 0648, 0650, and t)651
hours. HoweVer, this note by the nursing staff is not sufficient to -meet the standard ef
care requ1red of physicians. According to Dr. Chan, when a vacuum extraction is |
performed, the standard of care requires the OB to document the fetal station, the
fetal posutlon the type of Mityvac vacuum used (e.g. hand-held mushroom cup)
placement and duration of vacuum use, and whether each attempt was successful, Dr.
Chan opined that respondent’s failure to document these elements of the fetal'
circuristanices at the time of the vacuum extraction is an extreme departure from the

standard of care.

—

59.  Moreover, respondent did not document her informed consent

discussion with Patient #1 for the vacuum extraction. Dr. Chan emphasized that Patient
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#1's general consent (ex. 20, p. A1019) is not sufficient to meet the standard of care.
According to Dr. Chan, while a general consent is obtained by the hospital upon

- admission, the informed consent for specific procedures in labor and delivery must be
documented separately and individually. An informedkconsent discussion should
include explanations of the proposed prqcedtjre itself, as well as indications for, risk
énd benefits of, and alternatives to the proposed procedure. The purpose of the
informed consent is to provide information to the patient so that the patient
uhderstands the risks of the proposed procedure and contributes to the patient's
decision-making process. For the vacuum extraction in particular, the standard of care
requires ‘the disclosure of the possibility of subgaleall hemorrhage, a Iife—threaﬂt.ening
complication, because some patients may wish to proceed directly to a Cesareah
section once they are informed of this risk. Dr. Chan opined that respondent’s failure
to document the informed co nsent,discussi}on for the vacuum extraction and her
failure to recognize subgaleal hemorrhage as a complication of vacuum extracﬁon
con.stitute extreme departures from the sténdard of care. Dr. Chan further opined-
respondent’s statement during her Board interview, to the extent that her use of a sbf‘t
cup \)acuum cannot hurt the baby, demonstrates her lack of knowledge about ‘

subgaleal hemorrhage as a complication of vacuum extraction.

60.  Finally, Dr. Chan opined that the standard of care for an obstetrician is to
have command of the standard nomenclature used in describing aspects of fetal status
including the description of fetal heart rate monitoring, fetal position, and fetal
stations. Specifically, the EFM Article (ex. 25) is the seminal article that established a
consensus among American, British, and Canadian physicians to standardize the
I_an-guage describing FHR monitoring. The Category Il Article is an expansion of the

EFM Article, using the standardized definitions in the EFM Article to discuss the
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management of the most difficult part of FHR tracings, namely, Category II tracings.
The standard of care is that every health care provider working in labor and delivery,
including obstetncsans, nurses, and medical students should be usmg the |
nomenclature in these articles to descnbe FHR tracings. Dr. Chan emphasized that
obstetricians practice as a part of the labor and delivery team, and the use of
“standardized language allows'the team members to communicate with each other.
Use of non-standardized terminology leads to misinterpretation, co_nfusion,»
rhis‘-understandings, and dfsagreemen‘ts about how to proceed. Therefore,
obstetricians must use standardized terminology in both oral and written

-~

communications.

61.  Dr. Chan cited many examples in Patient #1 médical records and
respondent’s Board interview where respondent did not use the standardized
terminology to describe FHR varlablllty, deceleration, and fetal station. Dr. Chan |
testified that respondent used outdated terminclogy from 40 to 45 years ago that is
no longer in use. Foriexam'ple, in the H&P note, respondent describéd Patient #1 as
having "deep decels” when she most likely means to describe, i'n modern terminology,
é variable decelerafion ora sighificant yariable deceleration. (Ex. 20, p. A650) In
another instance, during her Bbérd interview with Dr. Plourd, respondent used the
term “head compression” several times. (Ex. 7, pp. A.194—A201.) Dr. Chan stated that
this is an outdated term from the 70's or the 80's. It describes, in modern terminclogy,
an early deceleration, a symmetrical peak of FHR deceleration corresponding ‘éQ a peak

of contraction.

62.  Dr. Chan testified that in his review of Patient #1's records and
respondent’s Board interview, he "did not see anywhere where [respondent] used

standardized terminology.” In her Board interview, respondent described FHR
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variability as “okay,” “great,” “a little bit sleep,” and “good,” without using the standard

terms ofmlnlmal moderate, or marked (Ex. 7, pp A194-A201.) Respondent descrlbed

- FHR deceleratron as “very subtle” in Patient #1's medical records and as "mlnor" and
maJor" during her Board interview. {Ex. 20, p. A649; ex. 7, p. A184). Respondent did
not use Category I, Category II, or Category Il to describe any of the FHR tracings.
Moreover, Dr. Chan explained that the standard of care»requrres an obstetrician to

accurately describe fetal descent using either the Oto5or0to3 cIaSsifica‘tion‘

~ terminology. However, re'spondent did not clarify which classiﬁcation she was dsing

and she used the term "stage,” a term used for phases of Iabor instead of “station,” to

descnbe fetal descent in her Board interview. (Ex. 7, p A142)

63. Dr. Chan concluded that respondent’s use of non- standardlzed
terminology to describe fetal heart rate variability and fetal heart rate decelerations
and her use of incorrect termlnology to describe fetal descent constitute a lack of

knowledge as well as an ext.reme departure from the standard of care.
Respondent’s Expert Opinion

| . 64. Stephen C. Rabin, M.D., testified at the hearing as an eXpert witness on
respondent’s behalf. D_r..Rabin obtained his Doctor ofMedicine dedree from Rutgers
~ University in 1974. He cOmpleted his internship and residency in OB/GYN at LAC +
USC in 1975 and 1978, respectively. Dr. Rabin has been board-certified in OB/GYN
since 1981. Dr. Rabin worked as an OB/GYN at Cedar-Sinai from 1978 to 2019. He

currently serves as an emeritus member of the Cedar-Sinai OB/GYN department.

65. Dr. Rabin's opinions on respondent’s treatment of Patient #1 are based
on his review of records, including Patient #1's medical records from St. John's, Patient

#1's fetal monitoring strips, and transcript of respondent’s June 2, 2023 Board
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interview. He set forth his opinions in an undated expert report (ex. O) and in his

testimony at the hearihg.

66. , On direct examination and in his expe'rt report, Dr. Rabin’s opiniohs did
not address many of the issues raised by Dr. Chan. For example, Dr. Rabin stated in his
rebort that St. John's suspended respondent for "her sleeping at nurses’ station, failure
to recognize deteriorating. fetal status, and a lack of documentation.” (Ex. O, p. B110.)
Dr. Rabin then proceeds to offer his opinions on the iséue of respondent's sleep a>priea
and the propriety of respbndent’s decision to.deliver Patient #1's baby by vacuum,
without ever addressing the documentation issue. (/b/d) However, Dr. Rabin is not - -
qualified to render an opinion regarding respondent’s sleep apnea, as he did not
éxamine her and he is not an expert in sleep medicine. Mbreover, Dr. Chan did not
dispute that the vacuum extraction is clinically appropriate. Dr. Chan opined that
réspondent's failure to document the fetal circumstances at the time of the vacuum
éxtraction_ ahd the informed consent discu'ssion for the procedure were extreme
departures from the standard of care. Nevertheless, Dr. Rabin did not address or
attempt to refute these opinions in his direct examination and in his expert report.
Similarly, with regard to reépondentl's interpretation of fetal monitoring during her
Board interview, Dr. Rabin vaguely stated that respondent’s descriptions were “done in
a manner that a nén—obstetriéian could understand” and "enabled the Board to have a
better idea.” (/bid)) However, Dr. Rabin avoided addressing the issue of whether

respondent used the standard nomenclature to describe the FHR tracings.

67.  During cross-examination, Dr. Rabin conceded that respondent did not
use any of the terminology designated in the EFM Article and the Category 1I Articles
in Patient #1's records or during her Board interview. Dr. Rabin further conceded that

the information contained in the EFM Article and the Category Il Article are reliable, as |
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they were written by experts in the field. However, Dr. Rabin asserted that these
articles are not authoritative and serve only as guidelines. Yet, this'assertibn was
yndermined because Dr. Rabin himself used only the terminoldgy designated in the
EFM Article and the Category Il Articles rather than any of the terminology used by

respondent in Patient #1's medical records and during her Board interview.

68. ~ Dr. Rabin admitted that documentation is an importaht aspect of patient
care, as it serves 'as"communicatio.n between health providers and ensures continuity
of care for the patient. Dr. Rabin further acknowledged_that the standard of care |
requires a physicia\h to document informed consent in progress notes. Dr. Rabin
.admitted that he did not see any documentafion‘ of any informed consent in Patient
#1's charts. Dr. Rabin testified that réspondent’s documentation of Patient #1’s case

"could have been better.”

» 69 With respect to the lack of documentation for the vacuum extraction, Dr.
Rabin conceded that based on respondent’s documentation in Patient #1's charts, he
could not determine what risks and benefits of the procedure were discussed with the
patient. However, Dr. Rabin disagreed with Dr. Chan that 4it was necessary to discuss
the risk of subgaleal hemorrhage with Patient #1 because the lethal condition |
"happens from pushing.” Dr. Rabin did not offer any further explanations, and he did
not refute Dr. Chan's oplnlon that subgaleal hemorrhage is a serious compllcatlon of
vacuum extractions. Dr. Rabin also contended respondent presented alternatlves to
the vacuum extraction to Patient #1. Nevertheless, upon further questioning, Dr. Rabin
admitted this contention was not based on the documentafion in Patient #1's medical
records, but based on his own assumption that such discussions always took pllace

between physicians and patients.
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Credibility Findings Re: Expert Opinions

70.  Both Drs. Chan and Rabin‘ are knowledgeable, experienced obstetricians
who are well qualn‘led to render opinions on respondent’s care of Patient #1. However,
Dr. Chan’s oplnlons regardlng respondent’s treatment of Patient #1 are deemed more
credible than those of Dr. Rabin for several reasons. First, Dr. Chan s opinions were
detailed and well-reasoned. Dr. Chan clearly explained what the standard of care is in
the obstetric field; offered support for the standard 6f care he articulated with
_stholarly articles such as the EFM Article and Category II Article; and elucidated how
respondent failed to meet the standard of care in each instance. Dr. Rabin, on the
ot'h.er hand, proffered either opinions that did not address the i-ssu'es at hand or on an
issue, such as sleeﬁ apnea, in which he has no expertise. Dr. Rabin's testimony was also
sometimes contradictory, as he asserted that the EFM Article and the Category'.II
Articles did not set the standard of care, and yet he used the nomenclature set forth in

these articles in his own descriptions of FHR tracings.

71.  Second, Dr. Chan’s opinions are cohsistent with both documentary and
téstimonial evidence. For example, Dr. Chan's opinion that respondent did not
doqument Patient #1's informed consent to the vacuum extraction is supported by
both Patient #1's medical records, as well as Patient #1's testimony that she did not
have an informed consent discussion with respondent about the procedure. On the
other hand, Dr. Rabin’s opinion that such a discussion must have taken place was

based on his assumptlons that had no basis in fact.

72.  Third, Dr. Rabin conceded during cross-examination that he does not
deliver babies in his position as the emeritus member of the Cedar-Sinai OB/GYN

_department. Dr. Rabin admitted that the last time he delivered a baby was in 2019, at
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least one year before Patient #1's delivery on-December 29, 2020. Dr. Chan, on the
-other hand, was serving as an obstetric hospitalist and delivering babies in 2020."
Under these circumstances, Dr. Chan'’s opinions on the obstetrical standard of care in

2020 are more reliable-than those of Dr. Rabin.

73.  Finally, Dr. Rabin made several concessions and admissions during cross-
examination that further undermined his credibility. On the other hand, Dr. Chan,
during cross-examination, did not waver from the opinions he éxpre’ssed during direct
examination. Considéring these factors, Dr. Chan’s opinions were afiorded significant

weight.
Summary Findings Regarding Patient #1

74.  Based on the foregoing, clear and convincing evidence established that
respondent committed the following acts constituting extreme departures from the

standard of care:

¢ Authoring only a single progress note after Patient #1s admission to St.
John's, who subsequently had a corriplic_ated delivery that included arrest of
labor, AROM showing no fluid, attempted vacuum extraction with three pop

offs, and a Cesarean section;
¢ Failure to place all written progress notes into the medical record;

e Failure to document the fetal circumstances at the time of vacuum
“extraction, including fetal station, fetal position, type of Mityvac used, and
the number of pulls per contraction; and

e Failure to document an informed consent discussion with Patient #1.
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75.  Although in Dr. Chan’s opinion, respondent committed certain acts which
constituted both extreme departures from\the standard of care and lack of knowledge, -
for reasons set forth below in Legal Conclusions 8 to 10, these are two distinct and
mutually exclusive concepts. In this case, based on respondent's statements dufing her
Board interview and her testimony at the hearing, clear and convincing evidence
established that respondent committed the following acts demonstrating her lack of

knowledge:

e Failure to recognize the possibility of a lethal subgaleal hemorrhage as a

complication of the vacuum extraction;

-e Failure to document FHR variability using standardized terminology in
Patient #1's medical records and failure to use standardized terminology to

describe FHR variability during her Board interview;

» Failure to document FHR decelerations using standardized términology in
Patient #1's medical records and failure to use standardized terminology to

describe FHR decelerations during her Board interview; and

« Failure to properly describe fetal descent in Patient #1's medical records and
failure to use standardized terminology to describe fetal descent during her

Board interview..
PATIENT #2
Treatment History

76.  Patient #2 was 30 years old when respondent served as her care provider

during her pregnancy in 2020. This was Patient #2's first pregnancy. The allegation that
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réspondent had fallen asleep during the delivery of Patient #2's baby formed the basis

for St. John's first suspension of respondent’s privileges on September 30, 2020.

_ 77.  Patient #2's medical records reflect that she Was admitted to St. John's
hospital at 1930 hours on September 12, 2020. (Ex. 22, p. A1286.) Respondent
authored a progress note on September 12, 2020, which stated, "30yo G1 PO iup 38-39 |
weeks in labor cx was ¢/4-5/0 Because of pafn Epidura\yl given SROM cIear,Expectant
rﬁanagement." (/d, p. A1183)) However, respondent did not author an H&P note when

Patient #2 was first admitted to St. John's.

78. By 2012 hours, a nurse examined Patient #2 and found her cervix was
dilated to 4 centime;cers; with 80 percent effacement, and the fetus at +1 station. (Ex.
22, p. A1287.) At 2228 hours, respondent was at Patient #2's bedside and examined
her. (X, p. A1289.) Respbndent's cervical examination found that Patient #2 was
dilated to 9.5 centimeters, with 100 percent effacement, and the fetus at 0 station.
{Iﬁ/d) Af 2308 hours, respondent examined Patient #2 again and found her cervix
di.lated to 10 centimeters, with 100 percent effacement, and the fetus at +2 station.

(X, p. A1289))

79. According to a delivery note dictated by respondent on September 13,

2020', and transcribed the same day, Patignt #2's labor progressed as follows:

Thisis a 3(_)—year-o|d gravida 1, para 0, admitted to this
hospital in acfive labor. Cervix was completely effaced, 4-5
cm, 0 station, bag of water intact, vertex presentation, and
because of pain, epidural anesthesia was given. After
epidural anesthesia, the patient had spontaneous rupture of

" the membranes, and then she progressed quickly to

37



comp:letely effaced, completely dilated, and O station;
however, for the next 6 hours, she was pushing for 1 hour,
resting for 2 hours, and 6 hours later, she finally delivered
| by Mityvac-guided vaginal delivery, and she had such a |
.hard time putting out because tr\e cord was extremely -
short: As a matter of fact, when the baby finally came out
and was put on mother‘s-abdomen for bonding, the cord
snapped, but fortunately, we were able to clamp the cord
snapping to decrease the bleeding, and the baby was -
delivered over a tiny episietomy site. Baby is a nernﬁal. male.
Apgars were 9 at one minute and 9 at five minutes, no
anomaly noted, baby we-ighing 8 p.ounds 10 oUncvesv. Post-
delivery, -the episiotomy site was closed with 2-0 chromic

. . Tt
and 3-0 chromic and no other lacerations.

(Ex. 22, p. A1179.)

' 80; The delivery note shows Patient #2 delivered by vacuum extraction.
'However, there is no progress note by respondent documentmg the fetal
arcumstances at the time of the vacuum extractron mcludlng fetal station, fetal
position, type of Mityvac used, number of pop offs, if they occurred, and the number

of pulls per contraction.

81. On September 15,2020, respondent dictated the following d|scharge

summary, which was transcribed on the same day:

The patient is a 30-year-old gravida 1, para 0, admitted to
this hospital in active labor. Cervix was completely effaced,
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4 cm, O station and becau;e of pain epidural anesthesia and
~ then'after epidural anesthesia, the patient went quickly to
completely effaced, comp]etely dilated, +2 station; however,
due to inadequate contraction with pushing, so we gave her
2 hours of rest and then started Pitocin for augmentation of
labor and then she finally delivered a male infant over tiny
episiotomy, 8 pouhd 12 ounce boy, Apgar Was 9 at one
minute, 9 at five minutes, no anomaly noted. Baby |
bréastfeeding well right how postpartum. Postop she did
well with the episiotomy site repaired and uterus contracted
down nicely. Today, she is postoperative day #2, she is
eating, ambulating well, had regular bowel movements.
Incision at the episiotomy site healed well, so she is going
home today. She will be seen in my office in 2 weeks for

followup.
(Ex. 22, pp. a1169-1170.)
Respondent’s Testimony

82. At the hearing, respondent testified that during Pa-tie'nt_#2’5 delivery, she
étayed in the patient's room and sat on a rocking chair to take a nap. Respondent
asserted that Patient #2's family did not have any problems with respondent staying in
the patien't's room. According to respondent, Patient # 2 pushed for an hour with no
success. Patient #2 took a break, and two hours later, she started pushing agairlw..

Respondent used the Mityvac to assist the delivery, and, in respondent’s words, the
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”baby came out wrthout any [vaginal] tears.” Respondent stated that the outcome of

Patient #2's delivery- was perfect "

83.  During cross- examlnatlon, respondent admitted that she did not prepare
an H&P note for Patient #2 after her admlttance at St. John's. Respondent also"
conceded she used vacuum extraction to assrst Patient #2's delivery, but she did not
document the fetal station or the fetal posmon. Respondent disputed the need to
document the type of Mityvac, as she claimed there is only one ty‘pe. Respondent
asserted that she d|d not document any pop offs because there was none. Respondent
also testified that she does not pull more than once on contraction when using the

vacuum to a55|st a patient’s del:very.
Complainant’s Expert Opinions

84."  According to Dr. Chan, the standard of care requires-an obstetrician to
record' an H&P note, which must include a physical examination of the patient upon
admission to the hospital for labor and delivery. Dr. Chan opined that neither
re'spondent"'s progress note (i.e. "30yo G1PO iup 38-39 weeks in Iabor cx was ¢/4-5/0
Because of pain Epidural given SROM clear Expectant management"), nor the cle'livery ,
note, nor the djscharge summary can substitute for the H&P because these notes do
not show a physicall examination of the patient.before admission. Dr. Chan explained
the physical examination portion of the H&P must consist of more than just a cervical
examination; it shouId include examination of the patient’s abdomen, lungs, heart, etc.-;
Dr. Chan testified that he did not see documentation of a physical exam in the H&P
note in Patient #2's medical records, which constitutes an extreme departure from the
standard of care. -

/" | f
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85. Dr.Chan also opihed that respdndent’s delivery note describing the
vacuum extraction did not meet the standard of care due to several omissions-. Dr.
Chan testified that when an obstetrician performs a delivery assisted by an instrument,
.certain information, such as indications for use of the inétrument, how the procedure
was performed, and the rationale for the procedure, must be documented. FOr.Pat'ient
#2's vacuum extraction, respondent did not document the fetal station, the fetal
pbsition (e.g. occiput posterior, transverse etc.), the type of Mityvac used (e.g. hand-
held mushroom cup), the number of pop offs, if any, and the number of bulls per
contraction. Dr. Chan concluded that this lack of documentation constitutes an

extreme departure from the standard iof care.
Respondent’s Expert Opinions

86.  During direct examination and in his éxpert report, Dr. Rabin's opfnions
on respondent’s treatment of Patient #2 did not address the issues raised by Dr. Chan.
Dr. Rabin testified he did not find anything out of the ordinary for respondent to héve |
resfed on a rocking chair during Patient #2's delivery. He further asserted respondent’s
clinical decision to proceed to vacuum extraction for delivery was correct. Dr. Rabin
stated that the "product of [respondent’s] management [of Patient #2's delivery] was a
healthy baby, and happy mom and dad.” Dr. Rabin confirmed that in Patient #2's case,
he “did not find any situation where [respondent’s treatment] fell bélow the standard

of care.”

87.  During cross-examination, when asked whether respondent described
how she used the Mityvac in Patient #2’s medical records, Dr. Rabin stated that he
could not answer the question, When asked specifically about whether respondent’s

delivery note for Patient #2 contained information about the vacuum delivery, Dr.
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Rabin conceded fhat reSpondent did not document the fetal station, the fetal position,
the number of pop offs, if any,’ and the number of pulls per contraction. Although_ Dr.
Rabin claimed that there is only one type of Mityvac for vacuum extractions, he also
admitted that he did not delivery any babies in 2020 and thus does not know about

the different types of vacuums available in 2020.

88.  Dr. Rabin did not address the omission of the H&P note in Patient #2's
case. He wrote in his report; "N‘otes in labor and delivery, prenatal as well as admitting
progress note have been sufficient documentation for admission, but inductions are to
have full history and phyéicél.” (Ex. O, p. B110.) However, he did not clarify this
statement during his testimony-at the hearing. Nevertheless, Dr. Rabin did admit
during cross-examination that respondent’s documentation in Patient #2's case “can

be improved.”
Credibility Findings Re Expert Opinions

89. Dr. Chan's opinions regarding respondent’s treatment of Patient #2 is
deemed to be more credible than those of Dr. Rabin. Dr. Chan's opinions were
suppbrted by Patient #2's medical records and by respb ndent’s admission thatA.she did
nbt doéument an H&P note fér Patient #2 and she did not docufnent the fetal
circumstances at the time of the vacuum extraction. Dr. Chan also did not waver from
his opinions during cross-examination, lending even more credibility to his -opinions.
Dr. Chan also delivered babies in 2020, and thus his opinions on the obstetrical
standard of care in 2020 are reliable. On the other hand, Dr. Rabin's opinions did not
address the issues raised by Dr. Chan; Dr. Rabin’s opinions are not supporfed.by
Patient #2's medical records; Dr. Rabin made numerous concessions dﬁring cross

examination; and Dr. Rabin did not deliver babies in 2020, rendering his opinions on
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-the obstetrical standard of care in 2020 suspect. Considering these factors, Dr. Chan's

6pinions on respondent's treatment of Patient #2 were afforded significant weight.
Summary Findings Regarding Patient #2

90.  Based on the foregoing, clear and convincing evidence established that
respondent committed the following acts constituting extreme departures from the

standard of care: _ .

« Failure to document a physical examination_ih_the H&P note after Patient #2 - . ~ .

was admitted to St. John's for delivery; and

- Failure to document the fetal circumstances, including thé fetal station; the
fetal position, the type of Mityvac used, the number of pop offs, if any, and

~ the number of bulls per contraction, for Patient #2's vacuum extraction.
Respondent’s Character Evidence

91. Glenda Veasey, Commissi'onér of Los Angeles Superibr Court, tesﬁfiéd at
the hearing on respondent’s behalf as a character witness. Respondent has seNed as
Commjt/ssioner Veasey's OB/éYN since 1979. Commissioner Veasey described
reépondent as "the best,” a physician who "has great bedside ménher, knows what she
' is‘_talking about, [a;nd] puts you at ease.” Commissioner Veasey testified that in her
forties, she was struggling with infertility, and respondent helped her throdgh the
process. After Commissioner Veasey became pregnant, respondent cared for
Cbmmissione.r Veasey throughout her pregnancy and delivered hér son via emergency
Cesarean section in 2005. Commissioner Veasey has referred family and friends to |
respondént and -wbuld not hesitate to do so in the future. However, 6n cross-

examination, Commissioner Veasey conceded that she has no knowledge of the
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allegations in this matter, including any allegations about respondent’s sleep apnea or

her treatment of Patient #1 and Patient #2,

92. John Murdock, Attorney at Law, testified at the hearing on respondent’s
behalf as a character witness. Mr. Murdock represented respondent in a lawsuit \
opposing the acquisition of St. John's by Providence Medical Group. According to Mr.
Murdock, respondent paid for his services out of her own pocket because she was
concerned that the quality of care at St. John's would be diminished by the acquisition..
Mr. Murdock stated that due in part to the lawsuit, Providence Medical Group agreed
to certain conditions guaranteeing the quality of patient care at St. John's. Respondent
élso retaine_d Mr. Murdock a second time to enforce orders that maintained the quality
of care'at St. John's. Mr. Murdock has the highest opinion of respondent, describing
hér as an “excellent physician” whom he would hire for his friends and family.

However, on cross—éxamipation, Mr. Murdock admitted he has a limited understandi.hg
of the allegations involved in this case. Although he recalled some allegations of
respondent .having fallen asleevp, Mr. Murdock admitted he "can’t remember the rest of

the allegations.”
Recovery Costs

93. '_ Complainant requests the following in recovery costs: (1) costs of
investigation tofaling $}1 2,680; (2) expert costs totaling $14,444; and (3) actual costs of
prosecuting this matter by the Department of Justice (DOJ) totaling $69,230.75.. (Ex.
29.) The total costs claimed are $96,350.75.

94.  Respondent did not present any evidence regarding her income or

expenses.



LEGAL CONCLUSIONS

Standa:rd and Burden of Proof

1. Corhplainant has the burden of proof in an administrative action seeking
to suspend or revoke a _professional license, and the staﬁdard is clear-and convincing
proof to a reasonable certainty. (£ttinger v. Board of Medlical Quality Assurance (1982)
135 Cal.App.3d 853, 856.) * o |

!

2. Clear and convincing evidénée requires-a finding of high probability. The
evidence must be so clear as to leave no substantial doubt. It must be sufficiently
strong to command the unhesitating assent of every reasonabie mind. (Christian

Research Institute v. Alnor (2007} 148 Cal.App.4th 71, 84.) ’
Governing Law and Legislative Intent

3. The Medical Practice Act gbve_rns the rights and respbr{sibilfties of the
holder of a phySicién’s and surgeon'’s certificate. (Bus. & Prof. Code, §§ 2000 et seq.)
(All further references are to the Business and Profession_s Code, unless otherwise .
designated.) The state’s obligétion and power to regulate the professional conduct of
its health practitioners is well settled. (Shea v. Board of Med/'ca/ Examiners.(1 978) 81 -
Cal.App.3d 564, 577.) Protection of the public is the highest priority for the Board in
exercising its di‘sciplinary authority and is paramount over other interests in conflict

with that obje_ctive. (§ 2001.1.)

4, The Board is required to take action against any licensee who'is charged
with unprofessional conduct. (8§ 2234.) Unprofessidnal conduct includes violation of

any p‘rovision.of the Medical Practice Act, gross negligence, repeated negligent acts,
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which consist of two or more negligent acts or omissions, and incompetence. (/d,

subds. (a), (b), (c) & (d).)
First Cause for Discipline

5. The Accusation élleges'respondent’s cer.tifficate is subject to discipline
under section 822 because respondent is suffering from a mental and/or physical

iliness, specifically sleep apnea.

6. Itis undisputed that respondent has severe disruptive sleep apnea.
wa.evér, Dr. Taylor, who conducted a psychiatric evaluation of respondent, found that
respondent did not suffer from any psychiatric conditions and islsafe to practice as
long as she is compliant with her sleep specialist’s treatment: Dr. Phuphanich, who
conducted physical évaluatic;n of respondent, found that reépon‘dént did not have anyA
physical iliness that impacts her ability to practice medicine, al;though she should
follow up annually with her sleep specialist. Dr. Norman, who is respondent's treating
physiciah for her sleep apnea; confirmed thét respondent’'s adherence to BIP_AP_
therapy and her control over her sleep apnea has Been excellent aﬁer he evaluated
data collected from respondent’s BIPAP machine for the last year. However, Dr.

Norman also recommended respondent to follow up with him annually.

7. Therefore, cause does not exist to discipline respondent's certificate
based on a mental and/or physical illness pursuant to section 822. (Factual Findings 6-
19.) Nevertheless, respondent will be required to follow up witha éleep specialist

annually for the treatment of her severe disruptive sleeb apnea.
/!

/ ~ : o
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Second Cause for Discipline

8. The Accusation aIIegeé respondent’s certificate is subject to discipline
under section 2234, subdivision (b), because respondent was'grossly negligent in her
care and treatment of Patient #1 and Patient #2. The Medical Practice Act does not
define "negligence.” Generally, negligence is conduct that falls below the standard
established by law for the protection of others against unreasonable risk of harm.

- (Flowers v. Torrance Mémor/'a/ Hospital Med/'ca/ Center(1994) 8 Cal.4th 992, 997;
Restatement (Second) of Torts § 282 (1965).) It is well settled that the standard of care
for physicians is the reasonable degree of skill, knowledge, and care ordinarily _
possessed and exercised by members of the medical profession under similar -
circumstances.” (Avivi v. Centro Medlico Urgente Medical Center (2008) 159 Cal.App.4th
463, 470; BrOij v. Colm(1974) 11 Cal.3d 639, 643.) Ihportantly, a medical professional
is held to the standard of care in their own "school” or specialty. Specialists are held to
that standard of learning and skill normally possessed by such specialists in the same
or simi!ar locality under the same or similar circumstances. (Quintal v. Laurel Grove
Hospital (1964) 62 Cal.2d 154, 159.) Gros:s negligence includes “the want of even scant
care or an extreme departure from the ordinary standard of conduct.”'( Van Meter v.

Bent Const. Co. (1956) 46 Cal.2d 588, 594.)

_ 9.. U~nder section 2234, incompetence and negligence are twb distinct and
separate causes for discipline. (§ 2234, subds. (b) & (d).) In Pollak v. Kinder (1978) 85
CaI.App.3d 833, 838 (Pollak), the Court of App‘eal held, "a licensee may be competent
or capable of pe‘-rformirgg a given duty but negligent in performing that duty.” .
Ih_competence is established only when respondent demonstrates a “general lack of
present ability to perform a given duty.” (d. at p. 837; see also James v. Bd. of Dental

. Examiners (1985) 172 Ca»I.App.3d 1096, at 1109: ["Incompetence generally is defined as
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a lack of knowledge or ability in the discharging of professional obligations".) Po/lak
was followed in Kear/ v. Board of Medical Quality Assurance, (1986) 189 Cal.App. 3d
1040 1054-1055 (Kear). The Court of Appeal in Kear/upheld the trial court flndlngs of
incompetence against an anesthesiologist who exhibited flawed reasoning in his
decisions and made several improper decisions in the treatment of a single patient,
demonstrating "a general lack of knowledge, ability and skill in anesthesiology.” (/d at

p. 1056.).

10.  In this case, Dr. Chan testified that respondent's failure to recognize
subgaleal hemofrhage as a complication of vacuum extraction and her failure té' use
standardized terminology for FHR tracing interpretation and fetal station in Patient
#1's medical records and during her Board interview constitute both extreme
departures from the standard of care and demonstrate reépondent's lack of
knowledge. However, as the caselaw cited above shows, an act cannot constitﬁtel both
rjegligence and incompetence at the same time. One either knows how to do
sémething but was negligent in performing the action, or one simply does not know
how to do it. Here, the fact that respondent was not abIe to use standardized
terminology in both her chartirig and during her Board interview shows she simply
does not know the modern, standardized nomenclature. Respondent's testimony at -
the hearihg fhat subgaleal hemorrhage is not a concern if the vacuum extraction is
done properly also shows she is not aware of the lethality of the complication.
Therefore, those acts constitute incompetence under section 2234, subdivision (d),

rather than as gross negligence under section 2234, subdivision {b).

11, Cause exists to discipline respondent’s certificate for gross negligence

pursuant to section 2234, subdivision (b). Compiaina‘nt established by clear and
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convmcrng evidence respondent committed the followrng acts of extreme departures

from the standard of care, constltutlng gross negllgence

Authoring only a single progress note for after Patient #1's admission to St.

John's, who subsequently had a complicated delivery that included arrest of
labor, AROM showing no fluid, attempted vacuum extraction wrth three pop

offs, and a Cesarean section;
Failure to place all written progress notes into Patient #1's medical record;

Failure to document the fetal circumstances at the time of Patient #1's
vacuum extraction, mcludlng the fetal station, the fetal position, the type of .

Mrtyvac used, and thé number of pulls per contractron,

_FaiIure to docume_nt an informed consent discussion with Patient #1 abqut

the vacuum extraction;

Failure to document a physical examination in the H&P note after Patient #2

was admitted to St. John's for delivery,‘ and

‘Failure to document the fetal circumstances at the time of Patient #2’s

vacuum extraction, including the fetal station, the fetal pOsitidn, the type of

Mityvacl used, the number of pop offs, if any, and the number of pulls per

. contraction.

(Factual Findings 29-74; 76-90)

/!

/Il
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Third Cause for Discipline

12. The Accusation alleges respondent’s certificate is subject to discipline
under section 2234, subdivision (c), because she committed repeated negligent acts in

her care and treatment of Patient #1 and Patient #2.

13.  Cause exists to discipline respondent's certificate for repeated acts of
simple negligence pursuant to section 2234, subdivision (c). (Factual Findings 29-74;
76-90.) Each of the acts of gross negligence listed in Legal Conclusion 11 is also a

negligent act. .
Fourth Cause for Discipline

14.  The Accusation alleges respondent’s certificate is subject to discipline
under section 2234, subdivision (d), because respondent was incompetent in her care

and treatment of Patient #1. .

15.  Cause exists to discipline respondent’s certificate for incompetence
pursuant to section 2234, subdivision (d). Complainant established by clear and
convincing evidence respondent committed the following acts demonstrating her lack

of knowledge, which constitute incompetence:

~

- o Failure to recognize the possibility of a lethal subgaleal hemorrhage as a

complication of Patient #1's vacuum extraction;

e Failure to document FHR variability using standardized terminology in
Patient #1's medical records and failure to use standardized terminology to

describe FHR variability during her Board interview;
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e Failure to document FHR decelerations using standardized terminology in
Patient #1's medical records and failure to use standardized términolbgy to

describe FHR decelerations during her Board interview; and

\

* Failure to properly describe fetal descent in Patient #1's medical records and
failure to use standardized.terminology to describe fetal descent during hér

Board interview.
(Factual Findings 29-75.)
Fifth Cause for Discipline

16. . The Accusation alleges respondent is subject to disciplinary action.
because she failed to maintain adequate and accurate medical records for Patient #1

and Patient #2.

17.  The failure of a physician and surgeon to maintain adequate and "
accurate records relating to the pro\/ision of services to their patients constitutes
Qn professional conduct. (§ 2266.) Accurate and adequate records promote a
physician's skiliful treatment of a patient, contain the essence of what the physician
w‘as told and what the physician observed, and trace the physician's medical de:cision-
- making process. A physician’s memory does not constitute an adequate medical
record. Accurate charting promotes skillful patient treatment and also protects a

physician and institutions such as hospitals if any falsé claim arises.

18.  Complainant established by clear and cbhvincing evidence that
respohdent’s medical recordkeeping was inadequate for Patient #1 and Patient #2.
Cause therefore exists to discipline respondent’s license for inadequate medical record

keeping under section 2266, (Factual Findings 29-30.)
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Disposition

19.  The Board’s Disciplinary Guidelines (Guidelines) recommend that for
cases where cause for discipline was established based on gross-negligence, repeated.
acts of negl}igence, i'ncompgtence, or inadequate medical record keeping, the
minimum diséipline is five years of probation, and the maximum di'scipline is

revocation. (/bidl)

20.  Inthis case, the‘naturev of respondent’s misconduct was extremely
serious. Respondent's documentation in b.oth Patient #1 and Patient #2's cases was so
inadequate that it constitufed mUI.tiple acts 6f extreme‘ departures from the stahdérd
of care. Respondent also de[nonstrafed a lack of knowledge constitUtinQ |
incompetence when she did not recognize lethal subgaleal hemorrhage as.a
complication of Patient #1's vacuum extraction and could'n_ot use standardized
terminology to describe FHR tracings'and'fetal station, Although Patient #1 and
Patient #2 delivered healthy bébies, Patient #1's festimony at the hearing showed that
she suffered harm, as Patient #1 did nbt provide informed consent to the vacuum.
ektraction and Patient #1 was Iéft feeling confused and disappoin'ted about her birth

. experience,

21, Concerningly, respondent Aadmitted no wrongdoing on her part. She
shifted blame for the failures in documentation to her nurses. She was not honest
about providing informed consent to Patient #1 for the vacuum extraction, Patient
#1's level of satisfaction with her treatment, and the provenance"of the Decefnber 29,
2020 progress note written on her clinic's letterhead. She also did not concede_that ~
the terminology she used in Patient #1‘s medical records and during her Board '.

- interview with Dr. Plourd were outdated terms from well over 20 years ago.
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Respondent's rehabilitative evidence also only consists of character evidence from two
witnesses who are not aware of the magnitude of her misconduct, Nevertheless,
respondent has practiced for almost 50 years with no prior record of d|5C|pI|ne
Respondent's deﬁcnencnes in documentation and knowledge of modern obstetric

terminology are remediable through education.

22, Under these circumstances, placing respondent on five years of
probation, with additional terms ensuring her fitness to practice, should be adequate
to. protect the public. Such additional terms will include a clinical assessment prbgram,
practice monitor, education courses, professi.onalism program, and a medical |
recordkeeping course. Completion of the clinical assessment proéram'»must be a
condition precedent to 'respond‘ent’s resumption of practice because she intends to
dellver babies in the future. Dr. Phuphanich reserved his opinions on the impact of
respondent 5 sleep apnea on any potential late- mght deliveries to an OB specnahst
However, no evidence from an OB specialist on this i iIssue was presented at the
héaring. Dr. Rabin did touch on the sleep habits of obstetricians du‘ring his testimony,
but given he has not performed any deliveries since 2019, those opini-ons are
aiscounted. A full clinical assessment program could address this issue before
respondent performs late-night deliveries again. Additionally, as recommended by her
treating sleep disorder specialist, Dr. Norman, respondent will be reduired to follow up

with her sleep apnea treatment annually.
Costs

23.  The ALJ) may direct a Board licensee found to have committed a violation
or-violations of the Medical Practice Act to pay a sum not to exceed the reasonable

costs of the investigation and enforcement of the case. (§ 125.3, subd. (a).) In
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Zuckerman v. State Bbard of Chiropractic Examiners (2002) 29 Cal.4th 32 (chkerman),
'the Supreme Court set forth factors to be considered in determining the
reasonableness of the costs sought. These factors include: 1) the licentiate’s success in
getting the charges dismissed or the severity of the discipline imposed reduced; 2) the
licentiate’s subjective good faith belief in the merits of his or her position; 3) whether

the licentiate raised a colorable challenge to the proposed discipline; 4) the licentiate's

financial ability to pay; and 5) whether the scope of the investigation was appropriate .

in light of the alleged misconduct. (/d, p. 45.)

24, Complainant requests reimbursement of $96,350.75 in actual costs of
pros’ecutibn and enforcement. Although there was no evidence showing respondent
lacks the financial resources to pay the Board's costs, complainant failed to establish
one of the five alleged causes for discipline. It is therefore appropgfiate to reduce the

‘amount of costs by 20 peréent, for a total of $77,080.60.
ORDER

Physician and Surgeon’s Certificate Number G 31986 issued to respondent.
Connie S.L. Chein is revoked pursuant to Causes for Discipline II, II, 1V, and'V,
separately and for all of them. Respondent is placed on probation for five years, upon

the following terms and conditions:
1. Notification

Within seven (7) days of the effective date of this Decision, the respondent shall
provide a true copy of this Decision and Accusation to the Chief of Staff or the Chief

Executive Officer at every hospital where privileges or membership are extended to
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respondent, at any other facility where respondent engages in the practice of . |
medicine, including all physician and locum tenens registries or other similar ageneies,
- and to the Chief Executive Officer at every insurance carrier. which extends malpractlce
insurance coverage to respondent Respondent shall submit proof of compliance to

the Board or its designee within 15 calendar days.

'This'conditiOn shall apply to any change(s) in hespitals, other facilities or r

insurance carrier.
2. Supervision of Physician Assistants and Advanced Practice Nurses

During probation, respondent is prohibited from supervising physician

assistants and advanced practice nurses.
3. Obey All Laws

Respondent shall obey all federal, state and local laws, all rules governing the
practice of medicine in California and remain in full compliance with any court ordered

criminal probation, payments, and other orders.
4. Quarterly Declarations

Respondent shall submit quarterly declarations under penalty of perjury on’
forms provided by the Board, statlng whether there has been compllance with all the

conditions of probatlon

Respondent shall submlt quarterly declarations not later than 10 calendar days

after the end of the preceding: quarter.
/]
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5. General Probation Requirements
Corﬁpliance with Probation Unit.

- Respondent shall comply with the Board's probation unit.
Addresﬁ Clhanges

Respondent shall, at all times, keep the Board informed of réspondent's
business and residence addresses, email address (if available), and telephone number,
Changes of such addresses shali be immediately communicated in writing to the Board
orits désignee. Under no circumstances shall a post office box serve as an address of

record, except as all_owed by Business and Professions Code section 2021(b). .
Place of Practice

Respondenfc shali not engage in the practice of medicine in respondent's or
patient's place of residence, unless the patient resides in a skilled nursing facility or-

other similar licensed facility.
License Renewal

Respondent shall maintain a current and renewed California physician's and

surgeon's license.
Travel or Residence Outside California

‘Respondent shall immediately inform the Board or its designee, in writing, of
travel to any areas outside the jurisdiction of California which lasts, or is contemplated

to last, more than thirty (30) calendar days.
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In the event respondent should leave the State of California to reside or to
practice respondent shall notify the Board or jts desrgnee in writlng 30 calendar days

prror to the dates of departure and return,
6. Interview with the Board or its.Designee

Respondent shall be available in person upon request for interviews either at
respondent's place of business or at the probation unit office, with or without prior

notice throughout the term of probation.
7. Non-practice While on Probation

Respondent shall notify the Board or its designee in writing within 15 calendar

~ days of any periods of non-practice lasting more than 30 calendar days and within- 15
calendar days of respondent's return to practice. Non-practice is defined as any period
of time respondent is not practicing medicine as defined in Business and Professions |
Code sections 2051 and 2052 for at least 40 hours in a calendar month in direct
patient care, clinical activity or teaching, or other activity‘ as approved by the Board. If
respondent resides in California and is considered to be in non- practice, respondent
,shall comply with all terms and conditions of probation. All time spent in an intensive
training program which has been approved by the Board or its designee shall not be
“considered non- practlce and does not relieve respondent from complying with all the
terms and condltrons of probation. Practicing medicine in another state of the United
States or Federaljurisdiction while on probation with the medical licensing authority of
that state or jurisdiction shall not be considered non-practice. A Board-ordered |

suspension of practice shall not be considered as a period of non-practice.

//
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' In tne event respondent's period of'non—practice while on probation exceeds 18
calendar months, respondent shall successfully complete the Federation of State
Medical Board's Speéial Purpose Examination, or, at the Board's discretion, a clinical
competence assessment ptogram that. meets the criteria of Condition 18 of the current
version of the Board's "Manual of Model Disciplinary Orders and Disciplinary

Guidelines" prior to resuming the practice of medicine.

-Respondent's period of non- practlce while on probatlon shall not exceed two
(2) years. Periods of non-practice will not apply to the reduction of the probationary
term. Periods of non—practlce for.a respondent residing outside of California, will
relieve respondent of the responsibility to comply with the probationary_ter'ms and )
conditions with the exception of this condition and the following terms and condttions
of probation' Obey A||‘LaWS' General Probation'RequirementS' Quarterly Declarations;
Abstain from the Use of Alcohol and/or Controlled Substances, and Biological Fluid-

7

Testlng
8. Completion of Probation

Respondent shall comply wuth all financial obligations (e.g ., restitution,
probation costs) hot later than 120 calendar days pnor to the completion of probatlon
Upon successful completion of probation, respondent s certlflcate shall be fully

restored.\
9, Violation of Probation

Failure to fully comply with any-term or condition of probation is a wolatron of
probatlon If respondent violates probation in any respect, the Board, after giving

respondent notice and the opportunity to be heard, may revoke probation and carry
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out the disciplinary order that was stayed. If an Accusation, or Petition to Revoke
, Probation, or an Interim Suspension Order is filed against respondent during
probation, the Board shall have continuing jurisdiction until the matter is final, and the

period-of probation shall be extended until the matter is final.
10. License Surrender

Following the effective date of this Decision, if respondent ceases practiéing due
to retirement or health reasons or is otherwise unable to satisfy the terms and
conditions of probation, respondent may request to surrender her license. The Board
reserves the right to evaluate respbndent's request and to exercise its discretion in
determining whether or not to grant the request, or to take any other action deemed
appropriate and reasonable under the circumstances. Upon formal acceptance of the
surrender, respondentr shall within 15 calendar days deliver respondent's wallet and
wall certificate to the Board or its designee and respondent shall no longer practice
medicine. Respondént will no longer be subject to the terms and conditions of
probation. If respondent re-applies for a medical license, the application shalllu be

treated as a petition for reinstatement of a revoked certificate.
11. Probation Monitoring Costs

Respondent shall pay the costs associated with probation monitoring each and
every year of probation, as desfgnated by the Board, which may be adjusted on an
annual basis. Such costs shall be payable to the Medical Board of California and

delivered to the Board or its designee no later than January 31 of each calendar year.
//

/] » -
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12. IE'ducation Course

Within 60 calendar days-of the effective date of this Decision, and on an ann\ual
basis thereafter, respondent shall submit to the Board or its designee for its prior
approval educational program(s) or course(s) which shall not be less than 40 hours per-
year for each year of probation. The educatlonal program(s) or course(s) shall be
aimed at correctlng any areas of def|C|ent practlce or knowledge and shall be Category |
I certified. The educational program(s) or course(s) shall be _a’_c respondent's expense
and shall be in addition to the Continuing Medical Eduication (CME) requirements for
renewal of licensure. Following the completion of each course, the Board or ite
designee may adm‘ini<ster an examination to test respondent's knowledge of the
_course. Respondent shall provide proof of attendance for 65 hours of CME of Whrch 40

)
hours were in satisfaction of this condition.,

. 13. Medical Record Keeping Course k

Within 60 calendar days of the effective date of this Dec15|on, respondent shaII
‘enroII in a course in medlcal record keeping approved in advance by the Board or ItS
designee. Respondent shall provide the approved course prowder with any
information and documents that the approved course provider may deem pertinent.
Respondent shall participate in and 'successfullv complete the classroom component of

the course not later than six (6) months after respondent's initial enroliment. N
| Respondent shall successfully complete any other co'mponent of the course within one
(1) year of enroliment. The medical record keeping course shall be at respondent's
expense and shall be in addition to the Continuing Medical Education (CM E)
reqmrements for renewal of llcensure
//
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A medical record keeping course taken after the acts that gave rise to the
charges in the Accusation, but prior to the effective date of the Decision may, in the
sole discretion of the Board or its designee, be accepted towards the fulfillment of this
condition if the course would have been approved by the Boérd or its deSignee had

the course been taken after the effective date of this Decision.

Respondent shall submit a certification of successful completion to the Board or
its designee not later than 15 calendar days after successfully completing the course,
or not later than 15 calendar days after the effective date of the Decision, whichever is

later.
14. Professionalism Program (Ethics Course)

Within 60 calendar days of the effective date of this Decision, respondent shall
enroll in a professionalism program, that meets the requirements of Title 16, California
Code of Regulations (CCR) section 1358.1. Respondent shall participate in and
successfully complete that program. Respondent shall provide any information and
documents that the program may deem pertinent. Respondent shall successfuliy
complete the ciassroom component of the program nbt later than six (6) months after

-respondent’s initial enrollment, and the Iongitudinél component of the program not
later than the time specified by the program, but no [ater than one (1) year after
attending the classroom component. The professionalism program shall be at
réspondent's expense and shall be in addition to fhe antinuihg Medical Education

- (CME) requirements for renewal of licensure.

A professionalism program taken after the acts that gave rise to the charges in
the Accusation, but prior to the effective date of the Decision may, in the sole
discretion of the Board or its designee, be accepted towards the fulfillment of this
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condition if the program would have been approved by the Board or its designee had

the program been.taken after the effective date of this Decision.

¢

~ Respondent shall sub'miit a certification of successful completion to the Board or
its designee not later than 15 calendar days after successfully completing the program
or not later than 15 calendar days after the effective date of the Decision, whichever is

later.
15. Clinical Competence, Assessmén_t Program

Within 60 calendar daysvof the effective date of this Decision, respondent shall
enroll in a clinical competence assessment program approved in a'dvance by the Board
or its designee. Respondent shall successfully complete the program not later t.h_an six
(6) months after respondent's initial enroliment unless the Board or its designee

agrees in writing to an extension of that time.

The program shall consist of a comprehensive aésessment of respondent's
physical and mental health and the six general domains of clinical competence as
defined by the Accreditation Council on Graduate Medical Education and American
Board of Medical Specialties pertaining to reSpondént's current or intended area of
practice. The program shall take into account data obtained fror;1 the pre-assessment,
self-report forms and interview, and the Decision(s), Accusation(s), and any other
informatic.;n that the Board or its designee deems relevant. The program shall require
respondent's on-site participation for a minimum of three and no more than fiQe days ‘
as determined by the program for the assessment and clinical education evaluation,

Respondent shall pay all expenses associated with the clinical competence assessment

program.
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At the end of the evaluation, the program will submit a report to the Board or »
its designee which unequivocally states whether the respondent has demonstrated the -
ability tb practice safely and inde.pendently,. Based on respon‘dent‘s performance on
the clinical corﬁpetence assessment, the program will advise the Board or its designee
of its recommendation(s) for the scope and -length of any additional educational or

“clinical training, evaluafion or treatment for any medical condition or psychological
condition, or anything else affecting respondent's practice of medicine. Respondent

shall comply with the program's _recdmmendations.

Determination as to whether respondent successfully completed the clinical

competence assessment program is solely within the program's jurisdiction.

Respondent shall not practice medicine until respondent has successfully
" completed the program and has been so notified by the Board or its designee in

writing.
- 16. Monitoring - Practice

‘ Within 30 calend.ar days of the effective date of this Decision, respondent shall
submit to the Board or its designee for prior approval as a practice ’monitor, the name
énd qualificatfons of 6ne or more licensed physicians and surgeons whose licenses are
- valid and in good standing, and who ére preferably American Board of Medical
Sbecialties (ABMS) certified. A monitor shall have no prior or current business or
personal relationship with respondent, or other relationship that could reasohably be
expected to compromise the ;ability of the monitoAr- to render fair and unbiased reports
to the Board, including but ﬁot limited to any form of bartering, shall be in
respondent's field of practice, and 'must agree to serve as respondent's monitor.

Respondent shall pay all mohitorihg costs,
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The Board or its designee shallprovide the approved monitor with copies of the
Decision and Accusatlon and a proposed monitoring plan. Within 15 calendar days of
receipt of the Decr51on Accusation, and proposed monitoring plan, the monitor shall

| submlt a signed statement that the monltor has read the Decision and Accusation,
fully understands the role of a'monitor, and agrees or disagrees with the proposed
monitoring plan. If the monitor disagrees vi/ith the proposed monitoring plan .t.he
monitor shall submit a revised monitonng plan with the signed statement for approval

by the Board or its designee

‘ Within_ 60 calendar daysof t_he e_ffective date of this Decision, and cvontinuing
throughout probation, respondent‘s practice shall be monitored by the approved
monitor, Respondent shaII make aII records avallable for |mmediate lnspectlon and
copying on the premises by the monitor at all times during business hours and shall

" rétain the records for the entire term of probation.

If respondent fails to obtain approval of a mon‘itor within ,60Acalendar'days of
the effective date of this Decision, res'pondent shali receive a notification from' the
Board or its designee to cease the practice of 'medicine.within three (3) calendar days
after being SO notified., Respondent shall cease the practice of medicine until a ‘monitor

is approved to providne monitoring responsibility.

The monitor shall submiit a quarterly written report to the Board or its designee
wh|ch includes an evaluatlon of respondent’s performance, |nd|cat|ng whether
respondent s practices are within the standards of practice of medicine, whether
respondent is practicing medicine safely, billing appropriately or both, It shall be the

sole responsibility of respondent to e’nsUre that the monitor submits the qdarteriy
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written reports to the Board or its designee within 10 calendar days after the end of

the preceding quarter.

If the monitcir resigns or is no Iénger available, respondent shall, within 5
calendar days of such resignation or unavailability, submit to the Board or its designee,
for prior approval, the name and qua’lifications of a replacement monitor who will be
assuming that responsibility within 15 calendar days. If respondent fails to obtain-
approval of a replacement monitor Within 60 calendar days of the resignétion or
unavailability of the monitor, respondent shall receive a notification from the Board or
its designee fo cease the practiée of med{cine within three (3) calendar days after

being so notified Respondent shall cease the practice of medicine until a replécement

monitor is approved and assumes monitoring responsibility. S

In 'Iigu of a mbnitor, respondent méy participate in a p‘rofessional enhancement
program aprproved in advance by the Board or its designee, that includes, at minimum,
quarterly chart review, semi-annual pfactice éssessmen;,'and semi-annual réyiew of
brofessional growth and educéfion. Respondent shall participate in the professional

enhancement program at respondent’s expense during the term of probation. -
17. Annual Follow-ups with Sleep Specialist

Respondent shall follow up with a sleep specialist regarding her severe .

disruptive sleep apnea annué'lly to ensure ;ompliance with trea‘;ment.
/1
/!
/!
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18. Costs .

Respondent shall pay $77,080.60 to the Board in reimbursement for its costs of

investigation and enforcement based on a payment plan approved by the_Board.

L Glangey

JI-LAN ZANG
Administrative Law Judge

Office of Administrative Hearings
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EXHIBIT B
Decision After Superior Court Remand,
In the Matter of Accusation Against Connie S. L. Chein, M.D.,
Medical Board of California Case No. 800-2021-074735
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BEFORE THE
MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS
‘ STATE OF CALIFORNIA

In the Matter of the Accusation
Against: : ' :

Case No.: 800-2021-074735
Connie S.L. Chein, M.D.

Physician’s and Surgeon’s
Certificate No. G 31986

Respondent.

DECISION AFTER SUPERIOR COURT REMAND

The attached Decision After Superior Court Remand is hereby adopted as
the Decision and Order of the Medical Board of California, Department of
Consumer Affairs, State of California.

This Decision shall become effective at 5:00 p.m. on January 29, 2026.

IT IS SO ORDERED: December 30, 2025.

MEDICAL BOARD OF CALIFORNIA

L

Veling Tsai, M.D., Chair
Panel A
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BEFORE THE
MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS
STATE OF CALIFORNIA |

In the Matter of the Accusatlon Against:
CONNIE S.L. CHEIN, M.D.,
Physician’s and Surgeon’s Certificate Number No. G 31986,
Respondent.
Case No. 800-2021-074735

OAH No. 2024030480

- DECISION AFTER SUPERIOR COURT REMAND

Ji-Lan Zang, Administrative Law Judge (ALJ), Office of Administrétive Hearings,
State of California, heard this matter by videoconference from January 27 to January

31, 2025. ' , 2

Rebecca L. Smith, Deputy Attorney General (DAG), represented Reji Varghese,
(complalnant), Executive Director, Medical Board of California (Board), Department of

Consumer Affairs.

Philip W. Boesch, Jr. and Annie Ksadzhlkyan Attorneys at Law, represented

Connle S.L. Chem, M.D. (respondent) who was present throughout the hearmg



- Oral and documentary evidence was received. The record was held open until
February 28, 2025, for complainaﬁt's' closing brief; until March 28, 2025, for
- respondent’s closing brief; and until Aprif 11, 2025, for éomplainant's reply brief.
Parties timely filed all briefs. Complainant’s closing and reply briefs were mafked for
ldentlﬁcatlon as Exhlbgts 30 and 31, respectively. Respondent'’s closing brief was

marked for identification as Exhlblt S.

A separate protective order was issued plaéing Exhibits 7-9, 20-23, and O-R under
- seal to protect confidential information. On April 11, 2025, the ALJ closed the record, and
the matter was submitted for decision. Theféafter, AlJ Zang issued a proposed decision .
revoking respondent’s physician'’s and surgeon’s license, staying that revocati‘_on, and
placing respondent on five (5) years' probation with terms and conditions designed to
protect the public.' On May 21, 2025, Panel A of the Board issued an order adopting ALJ

Zang's proposed decision as its own, with an effective date of June 20, 2025.

On June 20, 2025, respondent filed a Petitién for Writ of Mandate in the Los
Angeles Superiof Court. On Au‘gust 26, 2025, the court dénied respondent’s request to
stay the Board's decision, however, the court-agreed to remand the matter back to the
Board for the Board to consider allowing respondent to limit her précticé to gynecology

while she contests the Board's decision.

On December 3, 2025, Panel A of the Board heard oral argument on the matter
WIth ALJ Juliet Cox presiding. DAG Smlth appeared in person on behalf of complainant.

Respondent and her attorney, Mr. Boesch, were present via videoconference. The Board,



having read and considered the entire record, including the transcript and the exhibits,
and having considered the written and oral arguments, hereby enters this Decision After

Superior Court Remand.

SUMMARY

Complainalnt seeks to revoke respondent’s license based on allegations that
reépond ent is not able to pra'ctice' medicine safely because she suffers from severe
dié_ruptive sleep apnea. Complainant did not prove cause to discipline réspondent's
license based on this allegation, as respondent presented evidence from her treating
sleép specialist showing her sleep apnea is well under control. However, complainant
also charged respondent with gross negligence, repeated acts of negligence,
incompetence, and improper medical record keeping in connection with her ,treatment'
of Patient #1 and Patient #2. (Patients are identified by numbers to prbtect their
privacy). These four additional causes for discipline were .established by clear ahd
conviﬁcing evidence. Respondent did not admit to any wrongdoing in her testimony at -
the hearing and presented little rehabilitative evidence. However, considering

respondent’s history of'approximately 50 years of practice with no prior discipline,

placing respondent on five years of probation will be sufficient to protect the public

health, interest, and welfare.

Following the Los Angeles Superior Court’s remand, the Board considered
whether it would be appropriate to limit the discipline imposed against respondent’s
license to the obstetrical aspect of her practice only, thereby allowing her to pra_ctice
gynecology without Board oversight. For tHe reasons discussed under the .Dispo‘sition} )
section bélow, the Board declines to limit its decision to ornly the obstétrical as‘pect of

respondent’s practice. To be clear, respondent’s license, regardless of practice
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specialty, is currently on probation, and this Decision after Superior Court Remand

does not change respondent's license status, even pending its effective date.

FACTUAL FINDINGS

| JuriSdictionaI Matters

1. On July 1, 1976, the Board issued Physician'’s and Surgeon'’s Certificate
Number G 31986 to respondent. This license is scheduled to expire on January 31,

2026. -

2. On January 16, 2024, complainant filed the Accusation in his official |
capacity. Respondent filed a Notice of Defense requesting a hearing. Alljurisdictional

requirements have been met.
Respondent’s Background

3. Respon'dent,'is 77 years old. She received her undergraduate degree from
the University of Southern California and her medical degree from UCLA Medical |
Schoél. Respondent completed her residency and‘internship at LAC+USC Hospital
(now known as Los_Angeles General Medical Center). After her graduation from
LAC+USC in 1979, respondenfcjoined a group obstetrician/gynecologist (OB/GYN)

practice. Since 1981, she has had her own private practice in Beverly Hills, California.

4 From 1979 to 2009, respondent was on staff at Cedar Sinai Hospital
(Cedar Sinai). From 2006 to 2009, shé served as the chief of Cedar Sinai's OB/GYN
Department. From 2009 to 2023, respondent was on staff Saint John's Hospital-(St.
John’s) in Santa Monica. Respondent currently works at her private practice clinic,

" where she sees approXimately' 15 patients a day, four days a week. Although

respondent currently performs minor gynecological outpatient surgeries, she does not
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deliver any babies as she does not have any hospital privileges. However, respondent

plans on delivering babies again in the future after the resolution of this matter.

5. Respondent has been certified by the American Board of Obstetrics and
Gynecology since 1981. She has delivered over 9,000 babies throughout her career.

She has no record of prior Board discipline.
Respondent’s Sleep Apnea

SUSPENSION OF HOSPITAL PRIVILEGES AT ST. JOHN'S

6. On September 30, 2020,l St. John’s suspended respondent's privileges
baeed on two witness” report that respondent fell asleep when a patient was delivering
a baby, most notably during the second stage of labor when the patient was pushmg
St John's Medical Executive Committee required respondent to undergo a
Comprehensive Diagnostic Evaluation (CDE) to assess her fitness to practice before it
would lift the suspension. St. thn’e CDE team referred-respondent for a sleep study,

“which respondent completed on November 19, 2020. Daniel Norman, M.D,, a board-
certified sleep disorder specialist at Sleep Disorders Center, performed the sleep study
and diagnosed respondent with "severe obstructive sieep apnea” due to her
"apnea/hypopnea, oxygen desaturation and fragmented sleep” which He deemed
“clinically significant, \r\rarranting treatment." (Ex. 9, p. A252.) Dr. Norman prescribed a

~ Continuous Positive Airway Pressure (CPAP) mec‘hineﬁto treat respondent’s sleep -
apnea. On December 7, 2020, St. John’s CDE team issued a report that respondent was

* “fit to return to duty as long as she continues follow-up with her sleep disord.er

- “specialist and thet reperts continue to be favorable.” (/d, p. A271.) On a date not

established by the record, sometime in mid-December 2020,_ St. John's lifted

respondent’s suspension.



7. However, respondent's sleep apnea was initially not well controlled
because the CPAP machlne did not fit well. Dr. Norman testified at the heanng that
between December 2020 and January 2021, respondent_ s CPAP machine experienced

“high leak,” and control of respondent’s sleep apnea was “okay but not perfect.”

'8 On December 29, 2020, St. John's receiQed another report that
respondent had fallen asleep during a delivery. On»January 6, 2021, Seint John's
notified Dr. Cheln that she was suspended fora second tlme because she had fallen
asleep during dehvenes on September 12, 2020, and December 29, 2020. On January
13, 2021, Saint John s extended respondent’s suspension and filed a Health _
Fac:hty/Peer Review Report to the Board regarding its suspension of respondent s

hospltal privileges.
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9. In January 2021, after finding that the CPAP machine was not werking
effectively due to leaks, Dr. Norrnan changed respondent’s prescription for a CPAP
machine to a Bilevel Positive Airway Preésufe (BIPAP) mechine. At a follow-up visit on
March 2021, Dr. Norman confirmed that respo:nldent Was using the' BIPAP machine
more frequently due to a better fit, and her sleep apnea had improved significantly. On

April 6, 2021, Saint John's lifted respondent’s second suspension.
BOARD INVESTIGATION AND EVALUATIONS

10.  Afterits receipt of St. John's Health Facility/ Peer Review report on

January 13, 2021, the Board initiated an investigation on January 31, 2021.

11.  On August 15, 2023, responden_t voluntarily agreed to undergo mental
and physical examinations by Board-appointed evaluators to determine whether her

. ability to practice medicine safely is impaired due to a mental or physical ilness..



12. On September 22, 2023, David Taylor, M.D., conducted a Psychiatric
Clinicali Diagnostic Evaluation of respbndent. After administering several different
psychiatric tests, Dr. Taylor found that respondent did not suffer from depresSion,
anxiety, alcoholism, or any other psychiatrit conditions. Dr. Tayior opined tha’t,
respondent is not a danger‘to public health, safety, or welfare. Dr. Taylor testified at
the hearing and submitted a report dated September 27, 2023. Dr. Taylor's téétimony

- was consistent with his written report, which concluded:

.. - [Respondent] is able to continue to practice medicine
__safely at this time without restrictions or accommodations
- on a psychiatric basis. She does not have a psychiatric

diagnosis, and no additional testing is necessary.

IHowever[,] the Boa_rd should require that [respondentfs]
sleep physician provide documentation to ensure that her
diégnosis of severe obstructive sleep apnea is well-
controlled and that she is compliant with recommended

treatments.

(Ex.-_ 15, p. A604.)

13.  On October 13, 2023, Surasak‘Phupharli.ch, M.D., conducted a physical
exa.rhi.nati\bn of respondent. At fhe time of her evaluation with Dr. Phuphanich,
respondent was working at her out-patient clinic four days a week. She did nbt berfo\r\m
any surgeries and referred her patients to UCLA Medical Center for deliveries. In a o
report dated dcto’ber.13, 2023; Dr. Phubhahich found that respondent does not have a

physical illness that impacts her ability to practice medicine, and she is able to practice

medicine safely without restrictions or conditions. (Ex. 13, Ap. A582.)
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14.  However, in answering a question about whether respondent’s continued |
practice of medicine poses a present danger or threat to the public health, Dr.
Phuphanich wrote: “No for out-patient clinical practice. I would like to defer this
specific question about delivery to an obstetrician spelcialist becguse of the possible
late-night deliveries that may interrupt sleep pattern and can afféct individual
pérformance, especially older physician.” (Ex. 13, p. A582.) Additionally, in answering a
question about whether respondent has a physical iliness or condition which requires
mohitoring to pracfice medicine safely, Dr. Phuphanich wrote, “Yes, she should be

ekamined with sleep study and follow up annually.” (d, p. A583.)

15. At the hearing, Dr. Phuphanich testified consistently with the cdntent of
his written report. Dr. Phuphanich furthef explained that sleep apnea is a serious
condition which requires aggressive treatment. According to Dr. Phuphanich, sleep
apnea causes oxygen desaturation, which, cumulative'l)') over the years, can lead to
_permanent damage to the brain. Severe outcomes include stroke, early Alzheimer's
Disease, and demenfia". Although Dr. Phuphanich believes respondent can practice
safely in an outpatient setting, he was concerned abodt réspondent’s ability to
function during late night deliveries. Dr. Phuphanich also opined that even if
respondent’s sleep apnea is well controlled, it can still present some danger given
respondenf’s age‘and her OB prét:tice. Thus, he recommended the annual follow-up

and the deference to an OB specialist regarding late-night deliveries.

16. No expert evidence was presented at the hearing from an OB specialist

about how respondent’s sleep apnea may impact any late-night deliveries.
RESPONDENT’S CURRENT CONDITION

17.  Dr. Norman, respondent'’s treating sleep disorder specialist, testified at
8



the hearing regarding respondent's current conditio.n. Dr. Norman opined-
respondent’s sleep apnea is clinically significant and requires treatment. He recalled

: that after respondent’s switch to the BIPAP machine, her sleep apnea had improved
sngmﬂcantly Accordlng to Dr. Norman, the BIPAP machine can lose effectiveness, if the
“mask is not fitting well, if the patient gains significant weight, or experiences major -
cnange in health. .Thus, if respondent experiences no major changes and is compliant
with treatment, BIPAP therapy should continue to be effective in controlling -

, respondent s sleep apnea. Dr. Norman recommended that respondent have annual
follow—_ups with his office if her sleep apnea is well-controlled and stable. Dr. Norman
‘also opined that respondent may practice without restriction and poses no risk to

patlent safety if her sleep apnea is well- controlled

18.  Dr. Norman reported respondent had her last annual follow-up visit at
the Sleep Disorder Center on March 20, 2024. At that follow-up visit, a nurse
practitioner saw respondent. Respondent reported she was consistently using the
BIPAP machine without any issues and she was sleeping well. However, Dr. Norman
noted that the last data dotvnload, which shows respondent’s compliance and control

of sleep apnea, from respondent’s BIPAP machine had occurred on November 8, 2022.

The ALJ then ordered respondent to provide her BIPAP machine for Dr. Norman
to download the most recent data from respondent’s BIPAP machine and submit a brief

+report on the results.

19.  Dr. Norman reported on those results in an email dated January 30, 2025:

Enclosed are the data downloads you requested from the

patient's BIPAP device for the past month and the past year.



They both show excellent adherence to BIPAP therapy
(100% of nights showing use >4/h, minimal acceptable
adherence for Medicare coverage of BIPAP therapy is
considered at least 70% of niéhts), with average nightly

usage of 6h and 36 min in the past year.

The c'ontrol of sleep apnea appears to be excellent, with
residual apnea / hypopnea index of 1.2/h over the past
year, and 0.7/h in the pést month (AHI < 5/h is considered.
The leak numbers are a little higher than I would like - so I
will ask the patient to return to the office with her mask to
assess /address mask fit, but otherwise, I think this is data
that indicates great adherence and great cohtrdl of severe

sleep apnea.

(Ex. P, p. B112.) )

_ Respondent’s Treatment of Patient #1 and #2

BACKGROUND ON LABOR AND DELIVERY

20.  Childbirth consists of three phases, which are referred to as stages. The
first stage consists of the onset of labor until the cervix is completely dilated to 10
centimeters. The second stage consists of "pushing” the infant through the birth

canal until delivery. The third stage consists of the delivery of the placenta.

21.  Fetal station refers to fetal descent down the birth canal relative to the
ischial spine. When the baby’s head is even with ischial spine, fetal descent is
described as at O station. Some obstetricians describe fetal descent after O station as
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+1 station for one centimeter below the ischial spine, +2 station for two centimeters
below the ischial spine, until delivery at +4 or +5 station. However, other obstetricians
divide the birth canal into thirds, and +1 may refer to one third way down the birth

canal until delivery at +3 station.

22.  Fetal position refers to the fetus’ position in the uterus at the time of the
delivery. Fetal positions include occiput posterior, in which the fetus is head down,
facing the mother s belly, and transverse where the fetus i is Iymg across the uterus on

its back.

23. Opefative vaginal delivery-(OVD) is a method of delivery where a
physician uses operative instruments such as forceps or vacuum. A vacuum-assisted
vaginal delivery, allso known as a vacuum extraction, is a method of delivery. where a
physician use§ a vacuum extractor to help move the baby through the birth‘ canal. The
vacuum extractor uses a soft pIa's’tic cup thét attaches to the baby’é head With suction.
During a contraction, the patient is asked to push while the bhysiéian gently pulls to

help deliver the baby.

BACKGROUND ON FETAL MIONITORING

/

24. A patient undergoing labor and delivery in a hospital is typically placed
on electronic fetal monitor (EFM), which monitors both uterine contractions and fetal
-heart rate (FHR). The EFM transcribes its recordings onto graphs called tracings. The
top part of the tracing shows FHR, while the bottom part of the tracnng shows the

duratlon of contractions and the mtervals between them

25.  Nomenclature and interpretation of FHR tracings were standardized in .

Macones et. al,, The 2008 National Institute of Child Health and Human Deve/opmem‘
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Workshop Report on Electronic Fetal Monitoring: Update on Definitions,
Interpretat/bns, and Research Guidelines (Sept.. 2008) 112 Obstetrics and Gynécoiogy'
661. (EFM Article.) (Ex. 25.) According to this article, FHR variability, or fluctuations
from the baseline FHR of 100 to 160 beats per minute (bpm), is measured within a 10-
minute window. (Ex. 25, p. A1508.) Variability is classified as absent,'(undetectéble),
minimal (less than 5 beats bpm), moderate (6 to 25 bpm), or markéd (greater than 25

bpm). (/bid)

26. \ FHR decelerations are classified as late, early, or variable, based on
specific characteristics. (Ex. 25, p. A1 508.) An early deceleration is a visually épparent,
usually symmetrical, gradual decrease and ‘réturn of the FHR associated with a uterine
contraction. (/d, p. A1509.) A variable déceleration is a visually apparent, abrupt
decrease in FHR. (/bid]) A late deceleration is a visually apparent, gradual decrease in
FHR below the baseline, typically following a uterine contraction. (/bidl) FHR ‘ |
. decelerations over certain periods of time are defined separately. For example, a
prolonged deceleration is a visually apparent decrease in FHR from the baseline that is
greater t‘han or equal to 15 bpm, lasting more fhan 2 minutes, but less than 10

minutes; (/bid)

27. FHR patterns are categorized into a three-tier system. (Ex. 25, p. A1509.)
Category I FHR tracings are normal and are not associated with fetal acidosis, the
acéumulation of lactic acid in a baby due to oxygen deprivation. (/b/d) Category IIl -
trécings are a]bnormal and indicate an increased risk of fetal acidosis. (/bid.) Category II
FHR tracings ére considered "indeterminate" and cannot be dlassified as either
rea-ssur'ing or non—reassurin.g. (fb/'d) While Category Ii tracings are éharacterized' by
recurrent late decelerations with moderate variability, Category III tracings are -
characterized by recurrent late decelerations and minimal or no variability. (/bid.)
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28.  Managing Categ'ory I tracings, or decfding whep to proceed toa
- Cesarean section or an OVD in the face of Category II tracing, was‘not ‘standa'rdized
until the publication of Clark et. al., Intrapartum Managemept of Categoa/]f Fetal
Heart Rate Tracings: Towards Stana’ardléat/bn of Care (August 2013) American Journal
of Obstetrics & Gynecology 89 (Category II Article). This Category I Article provided an
algorlthm -based decision tree (Category Il Algorithm) to assnst obstetricians in making
decisions about expedltmg delivery with Category I tracmgs (Ex. 24.) The artlcle also
clarified that some pattems of decelerations are "significant” for managmg Category II
tracings. (/d, p A1499) Initiation of a Cesarean section or a OVD when Category II
tracmgs are present depends on the correlation between “significant” decelerations
and the number and frequency of contractions. For example, under the Category II

~ Algorithm, if the FHR shows “significant” decelerations with greaicer than or equal to 50 |
. percent of the contractions for 30 minutes, then the. physician should proceed to

_ Cesarean sectlon or OVD. (Ia’ P. A1498)
PATIENT #1

Treatment History

29.  Patient #1 was 38 years old when respondent served as her care previder
. during her pregnancy in 2020. Th\is was Patient #1's first pregnancy. The allegation
that respondent had fallen asleep during the delivery of Patient #1's baby formed the

basis for St John's second suspension of respondent’s p_/rivileges on January 6, 2021.

30. Ina History and Physical (H&P) note dated December 31, 2020,
respondent described the circpmstances of Patient #1’s admission into St. John's and
the prpcedures respondent performed to deliver the patient's baby. (Ex. 20, pp A649- .
A650.) According to the H&P note, Patient #1's delivery due date was December 25,
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2020 On December 28, -ZOZOA when Patient #1 was three days overdue, respondent
performed a non- stress test, a prenatal test that assesses FHR and reaction to
movement. The non- stress test showed Patient #1 s cervix was dilated to four
centimeters and’ completely effaced” (i.e., thinned-and shortened) indicating the
cervix was preparing for labor and delivery. Respondent also noted that the FHR
tracmgs dlsplayed that "W|th every mild contraction she has a Iate deceleratlon very
subtle ..." (/d, p. A649.) Patient #1 was admitted to St John S for delivery on
December 28, 2020.

31.  Inthe H&P note, respondent also indicated "[Patient #1] was.in the
hospital for 7 hours with contractions mild ones, somewhere between 2-6 minutes
and her cervix only progressed by 1 ¢cm, so suggestion to her is to rupture her
membrane and internalize her and so we can find out how she is doing in terms of
contraction and progressmn " (Ex. 20, p. A650.) At approx1mateiy 0300 hours on
December 29, 2020, Patient #1's FHR tracing "[became] con5|stently late,” prompting
respondent to rupture Patient #1 s amniotic sac, in a procedure known as Artificial
Rupture of Membrane (AROM). (/b/d)) After the AROM, Patient #1’s amniotic;sec

_ showed “no fluid,” indicating possible birth complications.

32.  Respondent theh performed additional procedures, which she described

as follows:

v‘IUPC [Intrauterine Pressure Catheter] placed and ‘[Patient
#1] is 'having booming contraction, and her contractions
became very strong and so epidural anesthesia was given,
and then she went very quickly to complete efface with

completely dilated, +2 station; however, with every pushing
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the baby's heart rate go down with deep decels and since
she is already complete, complete +2 station, so I decided
to use a vacuum, the Mityvac to assist me for retaining the
béby‘s station of the head, but it was not successful times 3,
so because of that fin_ding,- [Patient #1] was then taken to |

‘OR for emergency C-section.

(Ex. 20, p. A650.)

| 33. According to progréss notes by the beds>ide nurse (RN) Austyn Bessette,
Patient #1 began thé'second stage of labor of pushing at 0552 hours on December 29, .
2020. (Ex. 20, p. A667.) RN Bessette wrote that respondent first applied the vécuum to
‘the fetus at 0648 hours, “[o]ne pull for 10 seconds resulting in a pop bﬁ_at 0648
[houré]." (Ibid) Respondent reapplied the vacuum at 0650 hours, with “[tlwo pulls for
10-seconds each resulting in a second pop off at 0650 [hoursl.”" (bid) Respbhdent
applied the vacuum for 10 seconds for the third time -at 0651 hours, "resulting in a
third pop.off at 0651 [hours].” (Ibid) According to RN Bessette, Patient #1 was

trénsferred to the operating room for a Cesarean section at 0653 hours. (Ib/'d)

34.  An anesthesia post-procedure evaluation by Kevin Miller, M.D.,'indicated
that the Cesarean section was completed at 0711 hours. (Ex. 20, p. A686.) Respondent
described the Cesarean section in an operative report that was dictated on December

29, 2020, and transcribed on the same date. She wrote, in relevant part:

....s0 a vacuum-assisted vaginal delivery was tried three
times and was failed; so she was taken immediately to a

‘primary low transverse C-section, delivered a male infant,
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Apgars were 8 at one minute and 9 at five minutes. No

anomalies noted. Baby weighihg 5 pounds 14 ounces.

(Jd, p. 663.)

35.  Patient #1 was discharged from St. Johﬁ’s on Jahuary 1, 2_021‘. (Ex. 20, p
A651.) |
36. Although respondent completed the H&P and the operatlve report, she
only entered a smgle progress note to document her treatment of Patient #1 from the
tlme that Patient #1 was admitted at St. John’s on December 28, 2020, to the time that
Patlent #1 delivered her ba by on December 29, 2020. This single progress note was
|n|t|ated on December 28, 2020, but was not electromcally signed until six days Iater

~ on January 4, 2021. The progress note stated:

38 yo G1p0 IUP 401l/2 weeks, when in office for nst [non
stfess test] for postdate eval[.] Was noted to have late dels
with mild UC's Cx was C/4/0. Was admitted to L&D, covid
test was negativel.] Then was given 1V hydration and .
external monitoring[.] U_C_’s were mild and g3-6 minutes
[flor the next 7 hours, Cervix u_nchanged discussed with pt
' m.y plan of m‘anagement, [i.Je. AROM and internal
monitoring and Pitocin aUgmentatiovn pros and cons
givenl.] PT did not want any intervention for the next 2 |

hours[.] Cont obs and mo‘nit_oring.
(Ex. 20, pp. A666-A667.)

37. Thus, respondent did not document in any progress note Patient #1's

arrest of labor and respondent’s performance of AROM showing no-fluid, attempted
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vacuum extraction with three pop offs, and subsequent Cesarean section. Respondent
also did not document the fetal circumstances at the time of the vacuum extraction,
including fetal station, fetal position, type of Mityvac ‘used, and the number of pulls
per contlra.ction. Respondent also did not document Patient #1's informed consent to
the vacuum extraction, including any discussions regarding the risks and benefits of
the procedure, such as subgaleal'hemorrhage, a rupture of vessels below the'galea_,

which is a serious complication of vacuum extractions:

Respondent’s Interview with the Board

-

38.  OnlJune 2; 2023, respondent participated in a Board _i,ntervi'ew with Board
Investigator Chris Jensen and DaVid Plourd, M.D.', the Board'’s medical consunlltant. ‘
‘Counsel for both pa.rties als_oijoined this Board interview. During this interview, ‘

" respondent disclosed to Dr. Plourd that she had 12 pages of additional progress note's
that she wrote, which was not a part of Patient #1's medical records from St. John's. (Ex.
7, p. A131.) Respondent never produced to the Board the 12 pages of progress notes
that she purportedly wrote durlng Patrent #1's labor and delivery from December 28,
2025, to December 29, 2025. At the hearlng, respondent presented a single additional R
' progress' note that she su ppo'sedyly completed on December 29, 2020, at 2:20 a.m., that
was written on her own clinic’s letterhead, which was not a part of Patient #1's medical
records from St. John s. (Ex..S, p. A280.) She.also presented two post operatlve progress

notes dated January 12, 2021 and February 9, 2021. (Exs. Q & R)

39. During her Board interview respondent was asked to interprét Patient
#1's FHR tracings. Respondents interpretations of Patient #1's FHR tracmgs did not .
use standardized termlnology to describe FHR variability and deceleration. Instead of

using standardized classifications of absent, minimal, moderate, and marked 'variability,
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respondent used terms including “okay,” “great,” “fantastic,” “slightly decreasé, a:

nun

little bit sleepy,” "good,” "beautiful,” and “nice” to describe FHR,variabiIity. (Ex. 7, pp.
A172, A173, A174, A,185, A189, A193, AZOO.) Even when offered multiple oppo‘rt'unities
. to describe the tracing using standardized terms, respondent was not able té do so.
For example, whreny- Dr. Plourd asked resbondent to describe the degree of va‘riability in -
Patient #1's FHR tracings between 0215 hours and 0245 hours, réspoﬁdeht answered:
“It--it--when the tracing is present it--the variability is good, but then it's just spotty,
‘yo‘u':know? It's spotty.” (Jol, p. A174.) When Dr. Plourd asked for a second tim‘e for

respondent to describe the variability, this exchange followed:

DR. PLOURD: And how would you describe this variability or E
can you not describe |t bec_ause of the quality of the ¢

tracing? -
[RESPONDENTJ: You know, spotty—-it's spotty.

~ DR. PLOURD: The variability is best described and spocky
[sic], is that what I'm hearing? | - /

[RESPONDENT] No--no, the tracing is spotty, so, very-few-- -

where it shows--does show up is okay.
(Jd p. A175.)

40. - Inanother exchange, Dr. Plourd asked _reépondent to make a comment
about the quality of variability in an FHR tracing panel from Patient #1's records,

respondent answered as follows:

[RESPONDENT] That sounds a--it sounds a little bit sleepy,

you know, like the kid is gomg to sleep or somethmg
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because it--it's not associated with any significant uterine

| constructions--contractions.
DR. PLOURD: Okay. Next panel.

DR. PLOURD: How long is it allowable to say, oh, that's just
the baby being asleep versus that's a baby with minimal to- :

absent vériab’ility for an unacceptable period of time?

[RESPONDENT] For an hour. Baby is allowed to sleep an

hour.
(Ex. 7, p. A185-186)

:41. Moreover, during her Board interview, respondent did not use the
standard cIassrflcatlon of early, varlable and late to descrlbe deceleratlons Notably,
respondent described some deceleratlons as "major” decelerations;, when it is not a
standard term. She also provrded an incorrect deﬁnltlon of prolonged deceleration (i.e. -
a wsually apparent decrease in FHR from the baseline that s greater than or equal to 15 i ~

bpm, lasting more than.2 minutes, but less than 10 mmutes. (Ex. 25, p. A1509.))

Respondent-’s exchange with Dr. Plourd is as follows:

DR. PLOURD: Uh, and you used a term that I'm--I'm sorry,
I'm not familiar with, you said major deceleration, uh, is that
a--like a--are there criteria for a major versus a minor

. versus a moderate deceleration?

[RESPONDENT]: You know, the major INAUDIBLE) is that it

a long--prolong deceleration and slow in recovery that's
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called major.

DR. PLOURD: okay. And is there a time criterion for a

prolonged versus a short or less than prolong deceleration?

[RESPONDENTY: If it's less than--less than a minute, I will
not be that concerned, but this one is lasted about--at [east

four, five minutes.

DR. PLOURD: Andis there a definition for prolonged?Is -
there like one minute is short, and more than a minute is

' y
prolonged? I guess that's what I'm trying to understand.
[RESPONDENT]: No--no, we--we generally use this term
very loosely, you know, one minute, you know, it came

back, oh, that's nothing, but if it's more than five minutes,

_it's something significant.

(Ex. 7, p. A184) |

42. Additi.o.nally, respondent did not refer to FHR tracingé as Category [,
- Category 11, or Category III to describe FHR patterns. However, she used the term
“head corﬁpression" several timeg to describe a certain FHR pattern. (Ex. -7, pp. A194-

A200; A203-A204; A207.) Réspondent defined "head compression” as folldws:

The decel--decel 'cause it's-- you notice the heartrate ~-
heartrate is, uh (INAUDIBLE), uh--uh, opposite to the
contraction and then when the contraction come, the

heartrate goes up and come up. That means--that's what
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we call in our term called head compression, you know, so

the baby is descending.

(Ex. 7, p. A194.)

43.  Respondent also failed to use standard te‘r‘ms to describe fetal station.

" u

Instead of using terms such as +1 station, she used the terms “stage one,” “stage two,"
and “stage three,” which describe the stages labor, not fetal station. (Ex. 7, p‘p. A142,

A145.) For example, she had the following exchange with Dr. Plourd:

DR. PLOURD: So, do you know what the station of the fetal
vertex was just prior to your initial application of the

vacuum?
[RESPONDENT]: I don't do, uh, less than stage two.

DR. PLOURD: I'm sorry, I don't know what a stage two

vacuum delivery is.

[RESPONDENT}: Well, there's stage one, stage two, and
stage three. The station of fhe -- the vaginal canal, okay? If
it's high (INAUDIBLE) you cannot do high forecepis] or high
vacuum. It has to be right at the perineum, but it doesn't
wanna come out, sé, then you can rotate it. It's called outlet
vac'uums, okay? So, that's stage two to three, okay? So,
that's the only time I will even conte_mplaté at forcepls] 6r

vacuum. . ..

(d, p. A142.)
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44, In another exchange, respondent also claimed that the Mityvac cannot
~ hurt the baby and again used the term “stage” rather than “station” to describe fetal

station, as follows:

[RESPONDENT]: Probably, yeah. I don't know, I don't ave

the whole thing with me. And, uh -- and ;o, you know, it's

enough to say that after the whoie night\labor shé went to R
completely (IN.AUDLIBLE), completely dilated, and jus’g

doesn't wanna descend, okay? Uh, you know, come up to

stage one, uh--uh--uh, 1, 2, 3, out you see? You don't

wanna do that. So, that's wHy [ was--attempted to do the

vacuum thinking that, you know--by the way, my vacuum is

not one of thos,e'_hor.rible, uh, metal one. I'use the Mityvac,

it's very 'soft plastic, and if--if yéu use tbo rhuch force it'll

pop off and it will not hurt the baby's head, see?

(Ex. 7, p. A129.)

Respondent’s Testimony

45.  Atthe héaring, respondent testified about her treatment of Patient #1.
Shé denied not pfoviding informed consent to Patient #1 for the AROM and the
Cesarean section. Respondent first claimed that that Patient #1's general consent (ex.
20, p. A1019) constituted her informed consent to the AROM, the vacuum extraction,
and the Cesarean séction.- Respondent then blamed RN Bessette, asserting that RN
Bessette was supposed to chart the case, but ‘s'he was a traveling nurse and “did not
know what's going on.” Respondent stated that Charge Nurse (CN) Sarah Boomarito

saw respondent provide informed consent to Patient #1 for the vacuum extraction.
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Accordmg to respondent, she did not advise Patient #1 about the pOSSlbl|Ity of

subgaleal hemorrhage because “if the Mityvac is used properly, it's never a problem."

46.  Respondent testified that the‘'vacuum 'extraction was a médically
}necessary procedure. However, she claim'ed_'the vacuumr has a éoﬁ cup and ”dbe‘s.not :
hurt the baby.” Respondent further testified that when the vacuum extr_actibh was
unsuccessful, St. Jéhn_"s obstetric hospitalist and neonatal team entered the d'elivery'l
~ room. Respondent asserted she explained to the hospitalist that Patient #1 required a
Cesarean secfion, and the hdspitalist as well as the neonatal team'witne'ssed Patient #1
giving her consent to the procedﬁre. Respondent further asserted she documented
Patient #1's informed consent to these procéd_ur’es_ in her operative repbrp without

' specifying where in the operative report such documentation existed.

47. Respondent denied falling asleep during the delivery of Patient #1's
baby. She claimed Patient #1 was happy with respondent’s treatment and never
_ 'com_plai'ned about respondént's services. Réspondent testified her management of

Patient #1's labor and delivery resulted in “happy family, healthy baby, no problems.”

| 48. - Resbohdent insisted she appropriately documented Patient #1's case in
thé H&P note and the operatiVefreport. Respondent pointed to an additional progress
note which she asseﬁed she had entered into St. John;s electronic recordkeeping
systém, Eplx However, this progress note is written on respondent'’s office Igétter_head

L

and does not bear any of the parameters of an Epix entry, incmding author, séfvice
type (i.e. obstetrics), author type (i.e. RN or physician), date of service, cfeation time, ' -

status (i.e. signed or unsigned), and edifor. This purported progress nofe reads:
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At around 12/29/2020 2:20 am

Fetal heart tfacing showed major decelerations again, both
‘myself and Nurse Austyn [Besée’tte] went into the patient's
room, Nurse Auétyn tried to reposition the patient
(sometifnes it improved the baby 's heart rates), as a result,
we lost the fetal heart rate by external monitors, so'I . |
plead'ed to my patient, I must ruptufe the membrane to put
on t,he internal monitor to make sure that the baby is OK. I
ruptured the membrane at 03:10 am; after putting inthe
internal monitors; Nurse Austyn [Bessette] could not
connect the electrodes to the computer screens; I called fdr
help from Charge nurse, Sarah. The fetal tracing seemed ok;
but her contractions became strong and f}'equent; So she

was in-pain, and.asked for epidural anesthesia.
(Ex. 9, p. A280))

49.  Astothe allegations that she does not use standardized terminology to
interpret FHR tracings, respohdent sta’gid she was trained by the inventor of EFM and
insisted that she uses the; standard termiho,logy “every day, évery single day."' Later
during her testimony, res‘pondent also stated that the “new terminology” was
introduced in 2008. According to respondent, she purposefully did not uée sucﬁ
terminology wit;h Dr. Plourd because she believed Dr. Plourd to be a layperson and
thought he could understand her better using laymen terms. Howevér, during cross-
examination, respondent avoided the question of whether she used the standardized

terminology for FHR tracings in Patient #1's medical records. Respondent also refused
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to é’gree to the proposition that medical documentation is a form of communication
between healthcare providers and that it was necessary for her to use the standard

terminology for FHR tracings.

50.  Respondent’s testimony regarding her treatment of Pati-ent #1is not
credible for the following reasons. First, respondent's-claims regarding her treatmént
of P_atient,#1 were rebutted by Patient #1's testimony at the hearing. Patient #1 |
~ testified she saw respondent fall asleep during the delivery of her baby. Patient #1
reéalled that after Iabor‘i‘ng for approximately 24 hours, respondent told her she had to
have the AROM, or the alternative is a “bad baby.” Although Patient #1 asked.
resbondent several times what “bad baby” means, respondent never gave her an
explanation. According to Patient #1, she was also not informed about the risks and
benefits of the vacuum extraction. Patient #1 denied providing an informed consent to
the'AROM or the vacuum extraction. Patient #1 stated she felt “confused and
disappointed” during her birth process, and she expressed her dissatisfaction with
respondent’s treatment to respondent during a post-operative visit six weeks after the
birth of her son. Patient #1's testimony is deemed to be credible as it is supported by
thé documentary evidence iq this case. Patient #1's medical records do not reflect that
respondent discussed the risks and benefits of the AROM and vacuum extrac{ion with
Patient #1 or that Patient #1 provided informed consent to these procedures.
Additionally, Patient #1 testified at the hearing in a measured, dignified manner that

lends even more credibility to her testimony.

51.  Second, the authenticity of the December 29, 2020 2:20 a.m. progress

‘ ndte is suspect. During cross-examination, respondent could not explain why this |

progress note is written on her office letterhead, if it was an Epix entry. Respondent
alsé could not explain why this progress note was not electronically signed. Although
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respondent continued. to insist she printed the progress note from the Epix system,
she could not explain why all other notes she printed from the Epix system wé_re
stamped with her ':n'ame, physician number, date and time of the printing, but this note

was hot.

.52, Third, respondent’s assertion that she did not use the standard -
terminology with Dr. Plourd because she was trying to make it easier for him asa
Iaypérson is nonsensical. Dr. Plourd identified himself as a pHysician énd the Board's
medical consultant at the commencement of the Board interview. (Ex. 7, p. A55;)
Add_itionally, Dr. Plourd used terrﬁs such-as “minimal to absent variability” and
“prolonged deceleration” to describe FHR tracings during the interview, indicating that
he'is well-versed in the standard terminology to interpret FHR tracings. (X, pp. A184-
A186.) However, respondent failed to recognize Dr. Plourds familiarity with these
terrs and could not use such terms even when Dr. Plourd prbmpted her to db so. (Id,
pp. A185-186.) Finally, even assuming respondent purposefully did not use the"
 standard terminology during her Board interview, it b_egs the question as why she |
would use nonstandard terminology sucH as "deep decles [deceleraltioﬁs]" in her
medical documentation. (Ex. 20, p. A650.) Significantly, during cross-examination,

) respondent avoided answering fhe question of whether she uses standard terminology\'

in her medical documentation. K
Complainant’s Expert Opinion

53 Victor K. Chan, M.D,, testified a{ the hearing as an expert witness on
éo_mplainant’s behalf. Dr. Chaﬁ obtained his Doctor of Medicine degree from UCLA in
1980. He completed his internship in internal medicine at UCLA in 1981 and his
residency in OB/GYN at the University of Colorado. Dr. Chan has been board-certified

- in OB/GYN since 1987. Dr. Chan has a solo practice in OB/GYN, and he has practiced
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as an obstetrical hospitalist since 1990. From April 2020 to the present, Dr. Chan
worked as an OB hospitalist at Obstetrix/Pediatrix Medical Group. Dr. Chan delivered
ba_blies in 2020, when respondent treated Patient #1, and he is familiar with the

st_andard of care for obstetricians at that time.

54.  Dr. Chan's opinions on respondent’s treatment of Patient #1 are based
on his review of records, including Patient #1's medicél records from St. John's, Patient .
#1's fetal monitoring strips, and transcript of respondent’s June 2, 2023 Board
interview. He set forth his opinions in an expert report {ex. 19), dated August 3,2023,

and in his testimony at the hearing.

55. Regard.ing the standard of care for OB/GYN physicians caring for patients
in labor and delivery, Dr. Chan stated that important intrapartum events, inéludihg
in\}asive procedures such as AROM and operative deliveries such as vacuum éxt_ra_ction
and Cesarean section, musf be documented by the physician in the form of progress
notes, procedure notes, and surgical notes. Specifically, progress notes must be
documented in a patient’s medical records because they memorialize the sequence of
care for the patient. Documentation of such progress notes should be
contemporaneous, if possible, though a late entry is acceptable if obstetric emergencies-
exist. Nursing staff are responsible for documenting some aspects of fetal status
including heart baseline heart rate, uterine contraction pattern and strength,k types of
decelerations encountered, and corrective interventions._Howeyer,_physicians must also -
document, through progress notes, their own acknowledgement and verification of

important and critical events in fetal status and assessment.

56. According’ to Dr. Chan, in Patient #1's case, respondent entered only a

single progress note between the time of Patient #1's admission on December 28,
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2020, and the deliver‘y of her baby on December 29, 2020. (Ex. 20, pp. A66>6'-A66A7.~) Dr.
Chan opmed that authoring only a single progress note for a patient who
subsequently had a complicated mtrapartum labor mcludmg arrest of labor, AROM
showing no fluid, attempted vacuum extraction with three pop offs, and Cesarean
section is an extreme departure from standard of care. According to Dr. Chan,this
sing_le progress note_ missed critical information regarding Patient #1's treatment,
including fetal monitoring interpretation and indications for procedures such.as
vacuum extraction and Cesarean section. In Dr. Chan's opinion, although respondent’s
operative report addresses some of these issues, it is not sufficient to meet the
standard of care because the operatlve report is retrospective, wh|Ie progress notes
must be contemporaneous Furthermore, Dr. Chan noted that respondent claimed she
had 12 pages of progress notes she wrote in Patient #1's medical records. Hoyvever,
Dr. Chan did not see 12 pages of progress notes written by respondent. Dr. Chan
opined'that respondent's failure to place all written plrogress notes into'Patie'nt #1'5 :

medical records is an extreme departure from the standard of care.

57.c Furthermore, respondent also did not document anywhere in Patient #1's

medical records the fetal circumstances when respondent atternpted the vacuum
extraction. According to Dr. Chan, when arrest of labor and fetal descent occurred,
respondent must document why she was proceeding with a vacuum extraction and
describe the oroce_dure itself. Although respondent wrote in the H&P note tha_t Patient
#1 had “booming contraction” and the "baby’s heart rate [was going] down with deep
decels [dece]eratlons]" (ex. 20, p. A650), Dr. Chan opined that this descnptlon does not
meet thé standard of care because it does not use standard terminology and because it
does not demonstrate what the status of the fetus is. Dr. Chan testified that “a booming

contraction” is not standard terminology that accurately'describes a contraction. The
y
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standard of care is to refer to the contraction’s strength and frequency. "Deep Decels” is
also not standard terminology, as decelerations are described as early, variable, or late.
Furthermore respondent did rot document a correlation between the FHR and the
contractlon mdlcatmg concerns with the fetal status such that she was proceedmg with

a vacuum extractlon

58. Dr. Cha.n stated that RN Bessette documented some aspects of the
vacuum extraction by noting the three vacuum appliéations at 0648, 0650, and 0651
hours. However, this note by the nursing staff is not sufficient to me’et the standard of
care réquired of phySicians. According to Dr. Chan, when a vacuum extraction is
performed,.the standard of care requires the OB to document the fetal station, the
fetal position, the type of Mityvac vaéuum used (e.g. hand-held mushroom cup),
'p_lacement and duration of vacuum use, and whether each attempt was successful. Dr.
Chan opined that respondent’s failure to document these elements of the fefal_
circumstances at the time of the vacuum extraction is an extreme departure from the

standard of care.

59.  Moreover, respondent did not document her informed consent
discussion with Patient #1 for the vacuum extraction. Dr. Chan emphasized fhat Patient
#1's general consent (ex. 20, p. A1019) is not sufficient to meet the standard of care.
According to Dr. Chan, while a general consent is obtained by the hospital upoﬁ |
admisvsion, the informed consent for specific procedures in labor and delivery must be
“documented sepa.rately and individually. An informed tonsent discussion should
include explanations of the proposed procedure itself, as well as indications for, risk
and benefits of, and alternatives to the proposed procedure. The-pu'rpose of the
informed consent is to provide information to {he patient so that the patient
understands the riéks of the proposed procedure and contributes to the patient's
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decision-making prdcesé. For the vacuum extraction in particular, the standard of care
requires the disclosure of the possibility of subgaleal hemorrhage, a l‘ife-threat_ening
complication, because some patients may wish to proceed directly to a Cesareén
_section once they are informed of this risk. Dr. Chan opined that res'pohdent’s failure
to document the informed consent discussion for the vacuum extraction and her
failure to recognize subgaleal hemorrhage as a complication of véﬁudm extraciion
constitute extreme departures from the standard of care. Dr. Chan further opined
‘respondent's statement during her Board interview, to the extent that her use of a soft
cup vacuum cannot hljrt the baby, demonstrates her lack of knowledge about

subgaleal hemorrhage as a complication of vacuum extraction.

| 60.  Finally, Dr. Chan opined that the standard of care for an obstetrician is
to have command of the standérd nomenclature used in describing aspects of fetal
.status including the description' of fetal heart rate monitofing, fe_atal position, and
fetal stations. Specifically, the EFM Article (ex. 25) is the seminal article that
established a consensus among American, British, and Canadian physiciéns to
stahdardize the language describing FHR monitoring. The Category II Article is an
expansion of the EFM Article, using the standardized definitions in the EFM Article to
discuss the managerﬁent of the most difficult part of FHR tracings, namely, Category II
tracings. The standard of care is that every health care provider working in labor and
delivery, including obstetricians, nurses, and medical students should be‘usin"g the
nomenclature in these articles to describe FHR tracings. Dr. Chan emphasized that
oBstetricians practice as a part' of the labor and delivery team, and the use of
standardized language allows the team members to communicate with each other.
Use of non-standardized terminology leads to misinterpretation, confusion, |

misunderstandings, and disagreements about how to proceed. Therefore,
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obstetricians must use standardized terminology in both oral and written

communications.

61.  Dr. Chan cited many examples in Patient #1's medical records and _
respondent’s Board inte-r/view where respondent did not use thei standardized.
terrninology to describe FHR variability, deceleration and fetal station Dr. 'Chan
testlfled that respondent used outdated terminology from 40 to 45 years ago that is -
‘no Ionger in use. For example in the H&P note, respondent described Patient #1 as'
fhavmg "deep decels” when she most hkely means to descnbe, in modern termmology,
a vanable deceleration or a srgmﬁcant variable deceleration. (Ex. 20 p. A650.) In
another mstance, durmg her Board mtervrew with Dr. Plourd, respondent used the
termn “head compression” several times. (Ex. 7, pp. A194- A201. ) Dr Chan stated that
this is an outdated term from the 70's or the 80's. It describes, in modern termtnology, 2
- an early deceleration; a symmetrical peak of FHR deceleration correspondlng to a peak

of contraction.

62 Dr. Chan testiﬁed that in his review of Patient #1's records and
respondent's Board interview, he ”did not see anywhere where [respondent] used
standardlzed termrnology “In her Board interview, respondent descrlbed FHR varrablllty '
as “okay,” “great,” "a little bit sleep, and “good,” without usmg the standard terms of

minimal, moderate or marked. (Ex. 7, pp. A194-A201.) Respondent descnbed FHR
| deceIeratlon as "very subtle” in Patient #1's medical records and as “minor’ and major-"
during her Board interview. (Ex: 20, p. A649 ex. 7, p. A184). Respondent dld not use
Category |, Category I or Category Ill to descnbe any of the FHR tracings. Moreover,
Dr. Chan epralned that the standard of care requlres an obstetncran to accurately
descrlbe fetal descent using elther the 0 to 5 or 0 to 3 classification termmology
However respondent did not clarlfy which classification she was using and she used the
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term “stage,” a term used for phases of labor, instead of ”statlon " to describe fetal

descent in her Board mterwew (Ex. 7, p. A142))

63.  Dr. Chan conclu‘ded that respondent's use of non-standardized
terminology to describe fetal heart rate variability and fetal heart rate decelerations
and her use of incorrect terminology to describe fetal descent constitute a la'ck of

knowledge as well as an extreme departure from the standard of care.
Respondent’s Expert Opinion

64. Stephen C. Rabin, M.D., testified at the hearing as /en expert witness on.
respondent’s behalf. Dr. Rabinr‘obt'ained his Doctor of Medicine degree from.’,Rutgers |
University in 1974. He co‘r‘npleted his.internship en'd residency in OB/GYN _atILAC +
'USC in 1975 and 1978, respectively. Dr. Rabin has been board-certified in OB/GYN
since 1981. Dr. Rabin worked as an OB/GYN at Cedar-Sinai from 1978 to 2019. He

'currently serves as an emeritus member of the Cedar-Sinai OB/GYN depértment.

| 65. - Dr. Rabin's opinions on respondent's treatment of Patient #1 are-‘ based
on his review of recor,ds, incidding Patientv#1’s medical records from St. Joh'n’s, Patient
#1 'é»fetal ‘vmonitoring strips and transcript of respondent’s June 2, 2023 Board
interview. He set forth his opinions in an undated expert report (ex. O) and in his
testimony at the hearlng |

v}66.4 On direct examination and in his expert report, Dr. Rabin’s ooinions did
not address many of the issue’é raised by Dr. Chan. For example, Dr. Rabin stated in his
report that St. John's 'st.lspende‘d responde_nt for "her sleeping at nurses' stati’on, failure
.to recognize deteriorating fetal status, and a lack of documentation.” (Ex O, p. B110.)-

Dr. Rabin then proceeds to offer his opinions on the i issue of respondent’s sleep apnea ,

and the proprlety of respondent s decision to deliver Patient #1's baby by vacuum
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‘ wuthout ever addressmg the documentatlon issue. (Jbid) However, Dr. Rabln is not
qualrfled to render an op|n|on regarding respondent’s sleep apnea, as he dld not
examine her and he is not an expert in sleep medicine. Moreover, Dr. Chan did not
‘dispute'that the vacuum ext'ranction is clinically appropriate. Dr. Chan opined that

~ respondent’s failure to document the fetal circumstances at the time of the vacuum
extraction and the informed consent discussion for the procedure were extreme
departures from the standard. of care. Nevertheless Dr. Rabin did not address or
attempt to refute these oplnlons in his direct examlnatlon and in his expert report.
Slmrlarly, with regard to respondent’s mterpretatlon of fetal monitoring during her
Board interview, Dr. Rabin vaguely stated that respondent’s descriptions were “done in
a manner that a non- obstetncran could understand" and "enabled the Board to have a
better idea.” (/bid) However, Dr. Rabin avoided addressing the issue of whether - |

_ respondent used the standard nomenclature to describe the FHR tracings.

67. Durlng Cross- exammatron Dr. Rabin conceded that respondent did not
use any of the termmology de5|gnated in the EFM Article and the Category II Articles in
Patient #1’s records or during her Board interview. Dr. Rabin further conceded that the
informatron contalned in the EFM Article and the Category II Article are rellable as they‘
were written by experts in the field. However, Dr Rabin asserted that these artlcles are
not authoritative and serve only as guidelines. Yet, th|s assertion was undermlned
because Dr. Rabin hlmself used only the terminology de5|gnated in the EFM Article and
the Category II Articles rather than any of the termlnology used by respondent in

Patrent:#l s medical records and during her Board interview.

68.  Dr. Rabin admitted that documentation is an important aspect of patient
care, as it serves as communication between heaith providers and ensures contlnurty
of care for the patient. Dr. Rabin further acknowledged that the standard of care
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requires a physician to document informed consent in progress notes. Dr, Rabin
admitted that he did not see any documentation of any informed consent\in Patient
#1's charts. Dr. Rabin testified that respondent’s documentation of Patient #1's case
““could have beeh better.”

69.  With respect to the lack of documentation for the vacuurﬁ extraction, Dr.

Rabin conceded that based on respondent’s documentation in Patient #1's charts, he
could not determine what risks and benefits of the procedure were discussed with the

patient. However, Dr. Rabin disagreed with Dr. Chan that it was necessary to discuss
the risk of subgaleal hemorrhage with Patient #1 because the lethal condition
"happens from pushing.” Dr._Rabin did not offer any further explanations, and he did
nbt refute Dr. Chan's opinion that subgaleal hemorrhage is a serilous complication of -
vacuum ektractions. Dr. Rabin also contended respondent presented alternatives to |
the vacuum extraction to Patient #1. Nevertheless, onn further questioning, Dr. Rabin
admitted this contention was not based on the documentation in Patient #1's medical
rééords, but based on his own asvsumpt'ion that such discussions always took.vplace

bétween physicians and patients.
_ Crédibility Findings Re: Expert Opinions

70.  Both Drs. Chan and Rabin are knowledgeéble, experienced obstetricians
who are weI‘I qualified to render opinions on respondent's care of Patient #1. However,
Dr. Chan's opinions regarding respondent’s treatment of Patient #1 are deemed more
credible than those of Dr. Rabin for several reasbons.rFir'st,/ Dr. Chan's opinions were

detailed and Well—reasoned, Dr. Chan clearly’explained what the standard of care is in
| the obstetric field; offered support for the standard of care he articulated with' |
scholérly articles éuch as the EFM Article and Category II Article; and elucidated how

respondent failed to meet the standard of care in each instance. Dr. Rabin, on the
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other hand, proffered either opinions that did not address the issues at hand or on an
issue, such as sleep apnea, in which he has no expertise. Dr. Rabin’s testimony was also
sometimes contradictory, as he asserted-that the EFM Article and the Category II
Articles did not set the standard of care, and yet he used the nomenclature set forth in

these articles in his own descriptions of FHR tracings.

71. | Second, Dr. Chan's opinions are consistent with both d,ocumentary and-
testimonial evidence. For example, Dr. Chan’s opinion that respondent did not
document Patient #1's informed consent to the vacuum extraction is su pfoorted by
both Patient #1's medical records, as well as Patient #1's téstimony that she did not
have aniinformed consent discussion with respondent about the procedure. On the
other hand, Dr. Rabin’s opinion that such a discussion must have taken place was V.

based .on his assumptions that had no basis in fact.

72.  Third, Dr. Rabinfconceded durino crose—examination that he doeé not
delli,v‘er babies in ‘his position as the emeritus member. of the Cedar-Sinai OB/GYN
department Dr. Rabin admitted that the last time he delivered a baby was in 2019 at
least one year before Patlent #1's delivery on December 29, 2020. Dr. Chan, on the |
other hand was servmg as an obstetric hospitalist and delivering babies in 2020. Under
these circumstances, Dr. Chan's opinions on the obstetrical standard of care in 2020 are

more reliable than those of Dr. Rabin.

73.  Finally, Dr. Rabin made several concessions and admissions during cross-
examination that further undefmined his credibility. On the other hand, Dr. Chan,
during cross-examination, did not waver from the opi‘nions he expressed during direct
| exammatlon Consnderlng these factors, Dr. Chan's oplnlons were afforded signifi cant

welght
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Summary Findings Regarding Patient #1

74.  Based on the foregoing, clear and convincing evidence established that
‘respondent committed the following acts cdnstitut'ing extreme departures from the

étandard of care:

s Authoring only a single progress note after Patient #1's admission to St.
John's, who subsequently had a complicated delivery that included arrest of
labor, AROM showing no fluid, attempted vacuum extraction with three pop

offs, and a Cesarean section;
e Failure to place all written progress notes into the medical record;

e Failure to document the fetal circumstances at the time of vacuum .

" extraction, including fetal station, fetal position, type of Mityvac used, and.’

the number of pulls per contraction; and

e Failure to document an informed consent discussion with Patient #1.

75.  Although in Dr. Chan’s opinion, respondent committed certain acts which
constituted both extreme départu res from the standard of care and lack of knowledge,
for reasons set forth below in Legal Conclusions 8 to 10, these are two distinct and '
mufually exclusive concepts. In this case, based on respondent’é statements during her
Bb'ard interview and her testimony at the hearing, clear and convincing evidence
establiéhed that respondent committed the following acts demonstrating her lack of’

knowledge:

,_,

o Failure to recognize the possibility of a lethal subgaleal-hemorrhage as a-

complication of the vacuum extraction;
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e - Failure to document FHR variability using standardized terminology in
Patient #1's medical records and failure to use standardized terminology to-

describe FHR variability during her Board interview;

e Failure to document FHR decelerations using standardized terminoldgy in
Patient #1's medical records and failure to use standardized terminology to

describe FHR decelerations during her Board interview; and

- e Failure to properly describe fetal descent in Patient #1's medical records and
failure to _usé standardized terminology to describe fetal descent during her

Board interview.
PATIENT #2
Treatmeht History

76.  Patient #2 was 30 years old when respondent served as her care provider
during her pregnancy in 2020. This was Patient #2's first pregnancy. The allegation that
réspondent had fallen asleep during the delivery of Patient #2's baby formed the basis

for St. John's first Suspension of respondent’s privileges on September 30, 2020:

77.  Patient #2's medical records reflect that she was admitted to St. John's
hospital at 1930 hours on September 12, 2020. {Ex. 22, p. A1286.) Respondent authored
a progress note on September 12, 2020, which stated, "30yo G1PO iup 38-39 ‘weeks in
labor cx was ¢/4-5/0 Because of pain Epidural given SROM‘ clear Expectant
management.” (Id., p. A1183)) HoWever, respondent did not author an H&P note when

Patient #2 was first admitted to St. John's.



78. - By 2012 hours, a nurse examined Patient #2 and found her cervix was
diléted to 4 centimeters, with 80 percent effacement, and the fefcus at +1 statidn. (Ex.
‘2"2, p. A1287.) At 2228 hours, k,reAspondentr was at Patient #2's bedside‘:and examined
her. (Zd, p. A1'289.)"Respohdent‘s cérviéal examination found that Patient #2 .was\
dilated to 9.5 centimeters, with 100 percent effacement, and the fetus at 0 statfon.
l(fb/'d) Af‘2308 hours, respondent examined Patient #2 again and foﬁnd her cervix
dilated to 10 centimeters, with 100 percent effacement, and the fetus at +2 stafion.

(X, p. A1289.)

79.  According to a delivery note dictated .by respondent on September 13,

2020, and tra’ﬁscribed the same day, Patient #2's labor progressed 'aé follows:-

This is a 30-year-old gravida 1, para 0, admitted to this
ho_spital in active labor. Cervix was completely effaced, 4-5
cm, O station, bag of water intact, vertex presentatién, and
because. of pain, epidural anesthesia was given. After

' Aepidural anesthesia, the patiént had\fspontaneous rupture of

the mémbranes, and then she progressed .quickly 'to
; cém_pletely effaced, completely dilated, and O station; -

however, for the next 6 hours, she was pushing 'fo'r‘ 1 hour,
resting for 2 hours, and 6 lh-ours later, she finally delivered
by M’i_tyvac-g'uided vaginal deli\_/éry, and she had such a
hard time putting out because the cord was extremely

short. As a matter of fact, when the baby finally came out
and wa;s put on mother's abdomen for bohdihg, the cord
snapped, but fortdnately, we were able to clamp the cord

snapping to decrease the bleeding, and the baby was
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delivered over a tiny episiotomy site. Baby is a normal male.
Apgare were 9 at one minute and 9 at five minutes, no
enomaly noted, baby weighing 8 poundé 10 ounces. Post-
-delivery, the eplSlotomy site was closed with 2-0 chromlc

and 3-0 chromlc and no other laceratlons

(Ex. 22, p. A1179))

~ 80. The delivery note shows Paﬁent #2 delivered by vacuum exf[action.
However, there is no progress note by respo_ndent doeumenting the fetal
circumstances at the time of'the vacuum eXtrection in‘cluding fetal station, fetal
position, type of Mityvac used, number of pop offs, if they occurred, and the nnmber

of pulls per contraction.

81. On September 15, 2020, respondent dlctated the foHowmg dlscharge

summary, which was trahscribed on the same day

The patient is a 30-year-old gravida-1, para 0 admitted to
. this hospital in active labor. Cervix'was completely effaced, t}

| ¢m, 0 station and because of pain epidural anesthesia and

. then after epidural anesthesia; the patient went quickly to.
completely effaced, completely dilated, +2 station; however,
due to inadequate contraction with pushing, so we gave her
2 hours of rest and then started' Pitocin for augmentation of
labor and then she finally delivered a male infant over tiny
episiotomy, 8 pound 12 ounce boy, Apgar was 9 at one
minute, 9 at five minutes, no anomaly noted. Baby

| breastfeeding well right now postpartum. Postop she did
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well ‘with the episiotomy site repaired and uterus contracted
down nicely. Today, she is'postoperative day #2, sheis
eating, ambulating well, had regular bowel movements.
Incision at the episiotomy site healed well, so she is going

~ home today. She will be seen in my office in 2 weeks for

followup.
- (Ex.-22, pp. a1169-1170.)
Respondént's Testimony

82.  Atthe hearing, respondent testified that during Patient #2's delivery, she
stayed in the patient’s room and sat on a rocking chair to take a nap. Respondent
asserted that Patient #2's family did not have any problems with respondent staying in
the patient’s robm. According to respondent, Patient # 2 pushed for an hour with no
success. Patient #2 took a break, and two hours later, she started pushing againv.
Re;;pondent used the Mityvac to assist the delivery, and, in respondent’s Wordé, the
“baby came out without any [vaginal] tears.” Respondent stated that the outcome of

Patient #2's delivery was “perfect.”

~

83.  During cross-examination, respondent admitted thét she did not pfepare
an H&P note for Patient #2 after her admittance at St. John's, Respohden’f also
Conﬁeded s.he used vacuum extraction to assist Patient #2's delivery, but she did not
document the fetal station or the fetal position. Respondent disputed the need to
document the type of Mityvac, as she claimed there is only one type. Respondent
asserted that she did not documént any pop offs because there was none. Respondent
also testified that she does not pull more than once on contraction when using the |
vacuum to assist a patient’s delivery.
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Complainant’s Expert Opinions

84.  According to Dr. Chan, the standard of care requires an obstetrician to
record an H&P note, which must include a F;hysical examination of the patient upoﬁ
admission to the hospital for labor and delivery. Dr. Chan opined that neither
respondent's progress note (i.e. ”v3:0yo G1PO iup 38-39 weeks in labor cx waé c/4-5/0
Because of pain Epidural given SROM clear Expectant m.anagement")‘, nor the delivery
‘note, nor the discharge summary can substitute for the H&P because these notes do
not show a physical examination of the patient before admission. Dr. Chan/exblainéd
the physical examination portion of the H&P must consist of more than just a cervical
examination; it should include exém‘ination of the patient's abdoJmen, lungs, Heart, eté.
Dr. Chan testified that he did not see documentation of a physical exam in the H&P

note in Patient #2's medical records, which constitutes an extreme departure from the

~ standard of care.

: 85. . -Dr. Chan also opined that respondent’s delivery note describing the
 vacuum extraction did not meet the standard of care due to -seyefal omissions. Dr.
Chan testified that when an obstetrician performs a delivery assisted by an instrument,
cerfain information, sUéh as ihdications fbr use of the instrument, how the procedure
was performed, and the rationale for the prbcedure, must be documénted. For Patient
#2's vacuum extraction, resbondent did not document the fetal station, the fe_tal_
position (e.g. occiput posterior, transverse etc;), the type of Mityvac used (e.g. hand-
held mushroom cup), the number of pop offs, if any, and the number of pulls per
contra,cfion. Dr. Chan concluded that this lack of documentation constitutes an

extreme departure from the standard of care.
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Respondent’s Expert Opinions

86.  During direct examination and in his expert report, Dr. Rabin’s opinions
on respondent’s treatment of Patient #2 did not'addreés the issues raiséd by Dr. Chan.
Dr. Rabin testified he did not find anything out of the ordinary for respondent to have
rested on a rocking chair during Patient #2's delivery. He further asserted resbondent's :
clinical decision to \proceed to vacuum extraction for delivery was correct. Dr. Rabin' ,
stated that the “product of [respondent’s] management [of Pa-tient' #2's delivery] was a
I'-ukeélthy baby, and happy mom and dad.” Dr. Rabin confirmed that in Patient #2's case,
he "did not find any situation where [respondent’s treatment] fell below the standard

of care.”

87. During cross-éxamination, when asked whether respondent described
how shé used the Mityvac in Patient #2's medical records, Dr. Rabin stated that he
could not answer the question. When asked specifically about whether respondent's
~delivery note for Patient #2 contained information about the vacuum delivery, Dr. |
Rabin conceded that respondent did not document the fetal station, the fetal position,
the number of pop offs, if any, and the number of pulls per contraction. Although Dr. .
Rabin claimed that there is only one type of Mityvac for vacuum extractions, he also
admitted that he did not delivery any babies in 2020 and thus does not knowa»bout

the different types of vacuums available in 2020:

88.  Dr. Rabin did not address the omission of the H&P note in- Patient #2's
case. He wrote in his report, “Notes in labor and delivery, prenatal as well as admitting
progress hote have been sufficieﬁt documentation for admission, but inductions are to
have full history‘and physical.” (Ex. O, p. B110.) However, he did not clarify this .

statement during his testimony at the hearing. Nevertheless, Dr. Rabin did admit.
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during cross-examination that respondent’s documentation in Patient #2's case “can

be improved.”

Credibility Findings Re Expert Opinions

- 89.  Dr. Chan's opinions regarding respondent’s treatment of Patient #2 is
deemed to be more credible than those of Dr. Rabin. Dr. Chan's opinions were
'suppdrted by'}Patient #2's fned,ical records and by respondent’s adrﬁission that she did
' not document an H&P note'for Patient #2 and she did not documen‘fc the fetal . |
circumstances at the time of the vacuum ektraction. br. Chan also did not wéver from
hi's obinions during cross-examination, Ieﬁding even more credibinlity to his opinions. Dr.
Chan also delivered babies in 2020, and thus his opin.ions on the obstetrical standard of
cafe in.2020 are reliable. On the other'ha_nd, Dr. Rabin’s' opinions did not address thé
issues raised by Dr. Chan; D.r.ARabin’s opinions are not supported by 'Patie'n_t #2's
medical records; Dr. Rna'bin méde numerous concessions during cross examination; and -
Dr. Rabin did not deliver babies in 2020, rendvering his opinions on the obstetrical

standard of care in 2020 suspect. Considering these factdrs, Dr. Chan’s opinions on

respondent’s treatment of Patient #2 were afforded significant weight.
‘Summary Findings Regarding Patient #2

90.  Based on the foregoing, clear and convincing evidence establis‘hea that
respondent committed the following acts constituting extreme departures from the

standard of care;’

s Failure to document a physical examination in the H&P note after Patient |

#2 was admitted to St. John's for delivery; and (
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e Failure to document the fetal circumstances, including the fetal station, the
fetal position, the type of Mityvac used, the number of pop offs, if any, and

the number. of pulls per contraction, for Patient #2's vacuum extraction.

)

Respondent’s Character 'l;:_vidence R

9Y1. ‘Glenda Veasey, Commissioner of Los A'ngvele_s Superior Court,k te‘stiﬁed at |
the hearing on respondent’s behalf as a character witness. Respondent has served as
Commissioner Veasey's OB/GYN since 1979. Commissioner Veasey described
respondent as "“the b,ekst,” a physician who “has great bedside manner, knows what she
is talking about, [and] puts you‘ at ease.” Commissioner Veasey testified that in her
forties, she was struggling with mfertlllty, and respondent helped her through the
process. After Commrssroner Veasey became pregnant respondent cared for
Commissioner Veasey throughout her pregnancy and delivered her son via emergency
Cesarean section in 2005.‘Commissioner Veasey has referred family and friends to |
respondent and would not hesitate to do so in the future; However, on cross-
examrnatlon Commrssuoner Veasey conceded that she has no knowledge of the
allegations in this matter mcludlng any allegations about respondent S sleep apnea or

her treatment of Patient #1 and Patient #2.

92. John 'Murdock, AAttorneAy at Law, testified at the heartng on respondent’s
behalf as a character witness. Mr. Murdock represented re_spOndent in a lawsuit
opposing the acquisition of St. John's by Providence Medical Group According to Mr.
- Murdock, respondent paid for his services out of her own pocket because she was
concerned that the quality of care at St. John s would be dlmlmshed by the
: acquisition. Mr. Murdock .stated that due in part to the lawsuit, Provrdence Medical

Group agreed to certain conditions guaranteeing the quality of p_atient care at St.
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John's. Respondent also retained Mr. Murdock a second time to enforce orders that
maintained the quality of care at St. John's. Mr. Murdock has the highest opfhion of
respondent, describing her as an “excellent physician” whom he would hire for his
friends and family. However, on cross-examination, Mr. M.urdock_admit‘t'ed he has a
limited understanding of the allegations involved in this case. Although he recalled

some allegations of respondent having fallen asleep, Mr. Murdock admitted he “can't

remember the rest of the allegations.”
Recovery Costs

93.- Compla}nant requests the following in recovery costs: (1) costs of '
investigation totaling $12,680; (2) expert cbsts totaling $14,444; and (3) actual costs of
prosecuting this matter by the Department of Justice (DOJ) totaling $69,230.75. (Ex.
29.) The total costs claimed aré $96,350.75. | '

94.  Respondent did not present any evidence regarding her income or

expenses. )

LEGAL CONCLUSIONS

Standard and Burden 6f Proof -

1. Complainant has the burden of proof in an administrative action seeking
to su‘spend or revoke a professional license, and tHe standard is clear and convincing
proof to a reasonable certainty. (£ttinger v. Board of Medical Quality Assurance (1982) .
135 Cal.App.3d 853, 856.)

2. Clear and convincing evidence requires a finding of high probabilify. The

evidence must be so clear as to leave no substantial doubt. It must be sufficiently
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strong to command the unhesitating assent of every reasonable mind. (Christian

Research Institute v. Alnor (2007) 148 Cal App.4th 71, 84.
Governing Law and Legislative Intent

-3 The Medical Practice Act governs the rights and tesponsibilities of the
holder of a physician’s and surgeon'’s certificate. (Bus. 8 Prof. Code, §§ 2000 et seq.)
(Al further references are to the Business and Professions Code unless otherwise
: deS|gnated ) The state s obligation and power to regulate the professnonal conduct of

its health practmoners is well settled. (Shea v. Board of Medical Exam/ners (1 978) 81
CaLApp.Bd 564, 577.) Protection of the publlc is the hlghest priority for the Board in
exercising its disciplinary authority and is paramooht over other interests in conflict

“ with that objective. (§ 2001.1.)

4. The Board is required to take action against any licensee who is charged
“with unprofessional conduct. (§ 2234.) Unprofessional conduct includes violation of
eny provision of the Medical Practice Act; gross negligence, reoe_ated negligent acts,
which consist of two or ntoré negligent acts or omissions, and incompetence. (/d,

subds. (a), (b), () & (d).)
First Cause for Discipline

5. The Accusation alleges respondent’s certificate is subject to discipline
under section 822 because respondent is suffering from a mental and/or physical

illness, specifically sleep apnea.

6.  Itis undisputed that respondent has severe disruptive sleep apnea.
However, Dr. Taylor, who conducted a psychiatric evaluation of respondent, found that

respondent did not suffer from any psychiatric conditions and is safe to practice as
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Iohg as she is compliant with her sleep specialist's treatment. Dr. Phuphanich, who
conducted physical evaluation of respondent, found that respondent did not have ‘ahy
physical iliness that impacts her ability to practice medicine, although she should
follow up annually with her sleep specialist. Dr. Norman, who is respondent’s treating
physician for her sleep apnea, confirmed that respondent’s adherence to BIPAP

| thefapy and her control over her sleep apnea has been excellent after he evaluated
data collected from respondént's BIPAP machine for the last year. However, Dr.

Norman also recommended respondent to follow up with him annually.

7. Therefore, cause does not exist to discipline respondent’s certificate
based on a mental and/or physical iliness pursuant to section 822. (Factual Findings 6--
19.) Nevertheless, respondent will be required to follow up with a sleep specialist

~annually for the treatment of her severe disruptive sleep apnea.
Second Cause for Discipline

' 8. The Accusation alleges respondent’s certificate is subject to discipline
under section 2234, subdivision (b), because respondent was grossly negligent in her
. care and treatment of Patient #1 and Patient #2. The Medical Practice Act does not
define “negligence.” Generally, negligence is conduct that falls below the standard
es:'tablished by law for the protection of others 'agains',t unreasonable risk of harm.
(Flowers v. Torrance.Memoria/ Hospital Medical Center (1994) 8 Cal.4th 992, 997;
Réétatement (Second) of Torts § 282 (1965).) It is well settled thaf the standard of care
for physicians is the reasonable degree of skill, knowledge, and care ordinarily
possessed and exercised by members of the medical profession under similar
ciréumstances." (Avivi v. Centro.Medico Urgente Medical Center (2008) 159 Cal.App.4th
463, 470; Brown v. Co/m (1974) 11 Cal.3d 639, 643.) Imp_ortantly, a medical professionai
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is held to the standard of care in their own “school” or specialty. Specialists are held to "
that standardrof learning and skill normally possessed by such specialists in the same
or similar locality under the same or similar circumstances. (Quintal v. Laurel Grove " -

Hospital (1964) 62 Cal.2d 154, 159.) Gross negligence includes “the want of e\)en scant |
care or an extreme departure from the ordinary,stand‘a‘rd of conduct.” (Van Meter v.

Bent Const. Co. (1956) 46 Cal.2d 588, 594.)

_ Q. Under section 2234, incompetence and negligence are two disti’ncf and
separate causes fbr discipline. (§ 2234, subds. (b) &.,(d).) In Pollak v. Kinder (1 9/74’8) 85
Cal.App.3d 833, 838 (Pollak), the Court of Appeal hei’d, “a licensee may be competent
or‘cap.able of performing a given duty but :negligent in performihg thaf duty.”
Inc_ompeteﬁce is established only when respondent demonstrates a "general lack of
present ability to perform a given duty."'(lld. af p. 837; see also James v. Bd. of Dental -
Examiners (1985) 172 Cal.App.3d 1096’,' ai 1109: ["Incompetence generally is d‘eﬁn’ed as
a lack 6f knowledge or ability in the discharging of professional obligations"].) Pollak
was followed in Kear/ v. Boafd of Mediical QUa/iWA‘ssuranca (1986) 189 Cal.Abp.3d

1040, 1054-1055 (Kear). The Court of Appeal in /(ear/ypheld the trial coU‘rfn ﬁndings of‘y
| incompetence against an anesthesiologist who exhibited flawed reasoning in his.
decisioné and made several improper decisions in the t'reat_ment‘ of a singlé patient,

' demonstféting “a géneral lack of knowledge, ability and skill in anesthesioklogy.\"‘(Id.‘at

p. 1056,)

10.  Inthis case, Dr. Chan testified that 'resp‘ondent‘s failure to rec“og-nize. -
subgaleal h‘em.orrhage asa COrﬁ'plication of vacuum extﬁraction and her failure to use
standérdi_zed terminology for FHR tracing ﬁnterpreta_tion and fetal station in Paﬁen’t |
#1's medical records and during her Board interview constitute b‘otlj‘ extreme

departures from the standard of care-and demonstrate respondent’s lack of
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knowledge. However, as the caselaw cited above shows, an act cannot constitute both
negligence and incompetence at the same time. One either knows how to do
something but was negligent in performing the action, or one simply does not know
how to do _it; Here, the fact that respondent was not able to use standardized
tefmihology in both her charting and during her Board interview shows she simply
does not know the modern, standardized nomenclature. Respohdent’s testimony at
the hearing that subgaleal hemérrhage is not a concern if the vacuum extraction is
dbne properly also shows éhe is\'not aware of the Iethality of the complication.
Therefore, those acts constitute incompetence under sectlon 2234, subdivision (d),

ratherthan as gross negllgence under section 2234, subd|v15|on (b).

11.  Cause exists to discipline respondent’s certificate for gross negligence
pursuant to section 2234 sudeV|S|on (b). Complamant established by clear.and
convincing evidence respondent commltted the following acts of extreme departures

from the standard of care, constituting gross negligence_:

e Authoring only a sihgle progress note for after Patient #1's admission to St.
John's, who subsequently had a complicated delivery that included arrest of
. labor, AROM showing no fluid, attempted vacuum extraction with three pop

offs, and a Cesarean section;
e Failure to place all written progress notes into Patient #1's medical record;

e Failure to document the fetal circumstances at the time of Patient #1's
~ vacuum éxtraction, inchl‘uding the fetal station, the fetal position, the type of

Mityv,ac' used, and the number of pulls per contraction;
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e Failure to document an informed consent discussion with Patient #1 about . °

the vacuum extraction;

¢ Failure to document a physical examination in the H&P note after Patient #2

was admltted to St. John's for delivery; and

e Failure to document the fetal circumstances at the time of Patient #2's
vacuum extractioh_, including the fetal station, the fetal position, the type of
Mityvac used, the number of pop offs, if any, and the number of pulis per

contraction.
(Factual Findings 29-74; 76-90.)
Third Cause for Discipline
12.  The Accusation alleges respondent’s certificate is subject to discipline

under section 2234, subdivision (c), because she committed repeated negligent acts in

her 'care and treatment of Patient #1 and Patient #2.

13.  Cause exists to discipline respondent’s certificate for repeated acts of
simple negligence pursuant to section 2234, subdivision (). (Factual Findings 29-74;
76-90.) Each of the acts of gross negligence listed in Legal 'Conclusi.on 1lisalsoa -

negligent act.
Fourth Cause for Discipline

14.  The Accusation alleges respondent’s certificate is subject to discipline
under section 2234, subdivision (d), because responde’nt was incompetent in her care

and treatment of Patient #1.
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15, Cause exists to discipline respondent’s certificate for incompetehcé
pursuant to section 2234, subdivision (d). Complainant established by clear and
convincing evidence respondent committed the following acts demonstrating her lack

of knowledge, which constitute incompetence:

e Failure to recognize the possibility of a lethal subgaleal hemorrhage as a

complication of Patient #1's vacuum extraction; k

e Failure to document FHR variability using standardized terminology in
Patient #1's medical records and failure to use standardized terminology to

describe FHR variability during her Board interview;

e Failure to document FHR decelerations using standardized terminology in
Patient #1's medical records and failure to use standardized terminology to

describe FHR decelerations during her Board interview; and
-

e Failure to properly describe fetal descent in Patient #1's medical records and
failure to use standardized terminology to describe fetal descent during her

Board interview.
(Factual Finding.;, 29-75))
Fifth Cause for Discipline

16.  The Accusation alleges respondent is subject to disciplinary action ’
because she failed to maintain adequate and accurate medical records for Patient #1
! ) .

and Patient #2.

17.  The failure of a physician and surg'eon to maintain adequate and

accurate records relating to the provision of services to their patients constitutes
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unprofessional conduct. (§ 2266.) Accurate and adequate records promote a - |
physician’s skillful treatment of a patient, contain the essence of what the physician
was tbld and what the physician observed, and trace the physician’'s medical decision-
making process. A physician’s memory does not constitute an adequate medical |
record. Accurate charting promotes skillful patient treatment and also protecté a

physician and institutions such as hospitals' if any false claim arises.

18.  Complainant established by clear and convincing evidence that
reSpondent’s medical recordkeeping was inadequate for Patient #1 and Patient #2.
Cause therefore exists to discipline respondent’s license for inadequate medical record

keeping under section 2266. {(Factual Findings 29-90.)
Disposition

19.  The Board's Discipiinary Guidelines (Guidelines) recommend that for

- cases where cause for discipline was established based on gross hegligence, .repeated
acts of negligence, inéompetence, or inadequate medica»l record keeping, the
minimum discipline is five years of probation, and the maximum discipline is

revocation. (/b/d)

20.  Inthis Case, the nature of respondent’s misconduct was extremely
serious. Res.ponden't’s documentation in both Patient #1 and Patient #2's cases was so
inédequate that it constituted multiple acts of extreme departures from the standard
of care. Respondent also demonstrated a lack of knowledge cdnstituting
incompetence when she did not recognize lethal subgaleal hemotrhage as a
complication of Patient #1's-vacuum extraction and could not use standardized
terminology to describe FHR tracings and fetal station. Although Patient #1 and
Patient #2 delivered healthy babies, Patient #1's testimony at the hearing shpwed that
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she suffered harm, as Patient #1 did not provide informed consent to the vacuum
extraction and Patient #1 was left feeling confused and disappointed about her birth

experience.

21.  Concerningly, respondent admitted no Wrongdoing on her part. She
shifted blame for the failures in documentation to her nurses. She was not honest
about providing‘ informed consent to Patient #1 for the vacuum extraction, Patient #1's
level of satisfaction with her treatment, and the provenance of the December 29, 2020
progress note written on her clinic’s letterhead. She also did not concede that the
terminology she used in Patient #1's medical records and during her Board interview
with Dr..Plo'urd were outdated terms from well over 20 years ago. Respondent’s
rehabilitative evidence also ohly consists of character evidence from two witnesses who |
are not aware of the magnitude of her misconduct. Névertheless,» respondent has
pfactfced for almost 50 years with no prior record of discipline. Respondent’s
deficiencies in documentation and knowledge of modern obstetric terminology are

remediable through education.

22.  Under these circumstances, placihg respondent on five years of
probation, with additional terms ensuring her fitness to practice, should be adequate
to protect the public. Such additional terms will include a clinical assessment program,
practice monitor, education courses, professionalism program, and a medical
recordkeeping course. Completion of the clinical assessment program must bea
condition precedent to ensure-her medical knowledge is turrent and she is safe to
practice obstetrics and/or gynecology. Dr. Phuphanich reserved his opinions on the
impact of respondent’s sléep apnea on any potential late-night deliveriesto an OB
specialist. However, no evidence from an OB specialist on this issue was presented atl

the hearing. Dr. Rabin did touch on the sleep habits of obstetricians during his
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testimony, but given he has not performed any deliveries since 2019, those opinions

are discounted. A full clinical assessment program could address this issue hefor’e '
respondent >performs late-night deliveries again. Additionally, as recommended by her |
treating sleé'p disorder specialist, Dr. Norman, respondent will be required to follow up

, with her sleep apnea treatment annually.

‘ 23. -~ Following the ALos Angeles County Superior Court's remand, the'Board
carefully considered whether it would be appropriate to limit the disciplinary deCision
to _respondent’s obstetrical practice only, thereby-alloyving respondent to practice
gynecology without Board oversight and prior to her completing the clinical
assessment orogram. Based on the facts and circdmstang\es of this case, the Board-

determined that such a carve-out would not adequately protect‘t'he public. -

Respondent argues that the Board should mstltute a practlce restnctlon 5|m|Iar to
ltS decision In Re ArthurM Park; M.D. (Case No. 800- 2016 026837) where the Board
specifically prohlblted Dr. Park from practicing obstetrlcs but allowed him to practlce
office- based gynecology. The Park case, however is not a precedential decision and is
dlstmgwshable from respondent s case. The decision in: Parkwas the result of a |
negotlated settlement where Dr. Park admltted in‘a single-patient case, that

omplalnant could establish a factual basis for the charges in the accusation against him,
| and he gave up his right to contest those charges In contrast respondent’s case
involves two patients where re_spondent did not admit to an_y.wrongdomg. Instead,
respondent had a full evidentiary -hearing where compiaina'nt established by clear and
convincing evidence that respondent committed gross negligence, repeated negligent ‘

acts, incompetence, and inadequate medical record keeping.
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.~ Further, during the administrativé hearing, respondent claimed that the
accusation was baseless, blamed others to excuse her acﬁons, and was not consistently
- truthful in her testimony. Respondent’s multiple and serious violations of the Medica\'xl
Practice Act, lack of insight, failure to take responsibility for her actions, and dishonest |
testimony, collectively as well as individually, support the Bdard’s determination that
public protection requires the decision to apply to respondent’s practice as a whole,
including her gynecology practice. While respondent’s violations occurred in an
obstetrical context, the nature of her violations cannot be confined to that specialty.
Consequently, addressing her deficiencies and requiring Board oversight across all areas I
of _hef practice, including, but not limited to, those pertaining to informed consent,

maintaining adequate and accurate medical records, and adherence to ethical standards,

is necessary to protect the public and promote respondent’s rehabilitation.

Costs

24.  The AL may direct a Board licensee found to have committed a vidlation
or violations of the Medical Practice Act to pay a sum not to exceed the reasonable
costs of the investigation and enforcement of the case. (§ 125.3, subd. (a).) In
Zuckerman v. State Board of Chiropractic Examiners (2002) 29 Cal.4th 32 (Zuckerman),
the Supreme Court set forth factors to be considered in determining the réasonableness of the
cbsts sought. These factors include: 1) the licentiate’s success in getting the charges dismissed

~orthe sie:verity of the discipline imposed reduced; 2) the licentiate’s subjective good faith belief -
in the merits of his or her position; 3) whether the Iicentiate raised a colorable challenge to the

‘proposed discipline; 4) the licentiate’s financial ability to pay; and 5) wheéther the scobe of the

investigaﬁon was appropriate in light of the alleged'misconduct. (d, p. 45.)

25.  Complainant requests reimbursement of $96,350.75 in actual costs of

prosecution and enforcement. Although there was no evidence showing respohdent
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lacks the financial resources to pay the Board's costs, complainant failed to establish
one of the five alleged causes for discipline. It is therefore appropriate to reduce the

amount of costs by 20 percent, for a total of $77,080.60. - :

ORDER

Respdndent's license is currently on 'prebation in this matter, and this .Decision
After Superior Court Remand does not change respondent’s license status; rather it
clarifies that the terms and conditions of respondent’s probation epplie_s: to ner license,
regardless of practice specialty, including, but not limited to gynecology, as well as

ob_stetrics. .

Physician and Surgeon’s Certificate Number G 31986 issued to respondent
Connie S.L. Chein is revoked pursuant to Causes for Discipline IL, I, IV, and V, |
separately and for all of them. Respondent is placed on probation for five years, upon

the following terms and conditions:
1. Notification |

Within seven "(7.)-days of the effective date of this Decision, the respondent shall
provide a true copy of this Decision and Accusation to the Chief of Staff or the Chief
Executlve Officer at every hospltal where prlvﬂeges or membershlp are extended to
respondent, at any other facility where respondent engages in the practice of
medicine including all physicnan and locum tenens registries or other snmllar agencies,
and to the Chief Executlve Officer at every insurance carrier which extends malpractice
msurance coverage to respondent. Respondent shall submit proof of compllance to

the Board or its designee within 15 calendar days.
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This condition shall apply to any change(s) in hospitals, other facilities or

insurance carrier.
2. Supervision of Physician Assistants and Advanced Practice Nurses

During probation, respondent is prohibi‘ted from sinervising physician

“assistants and advanced practice nurses.
3. Obey All Laws

Respondent shall obey all federal, state and local laws, all rules govérning the
. practice of medicine in California and remain in full compl'iance with any court ordered

criminal probation, payments, and other orders.
4. Quarterly Declarations

Respondenf shall submit quarterly declarations under penalty of perjury on
forms provided by the Board, stating whether there has been compliance with all the

conditions of probation.

Respondent shall submit quarterly declarations not later than 10 calendar days

after the end of the preceding quarter.

5. Generél_r‘Probation Requirements

Compliance with Probation_Unit
Respondent shall comply with the Board's probation unit.
" Address Changes

Respondent shall, at all times, keep the Board informed of reépondent's
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business and residence addresses, email address (if available), and telephone number,
Changes of such addresses shall be immediately communicated in writing to the Board
or its designee. Under no circumstances shall a post office box serve as an address of

record, except as allowed by Business and Professions Code section 2021(b).

Place of Practice

Respondent shall not engage in the practice of medicine in respondent’s or
patient's place of residence, unless the patient resides in a skilled nursing facility or

other similar licensed facility.
License Renewal

Respondent shall maintain a current and renewed California physician's and

surgeon's license.
Travel or Residence Outside California

Respondent shall immediately inform the Board or its designee, in writing, of
t.r'avel to any areas outside the jurisdiction of California which lasts, or is contemplated
to last, more than thirty (30) calendar days. '

' In the event respondent should leave the State of California to reside or to
practice respondent shall noth"y the Board or its designeé in writing 30 calendar days

prior to the dates of departure and return.
6. Interview with the Board or its Designee

Respondent shall be available in person upon request for interviews either at
respondent's place of business or at the probation unit office, with or withbut prior

notice throughout the term of probation.
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7. Non-practice While on Probation

Respondent shall notify the Board or its designee in writing within 15 calendar -
days of any periods of \non-practice Iasting more than 30 calendar days and within 15
calendar days of respondent's return to practice. Non-practice is defined as any period
of t‘img respondent is not practicing medicine as defined in Business and Professions
Code sections 2051 and 2052 for at least 40 hours in a calendar month in direct
patient care, clinical activity or teaching, or other activity as approved by the Board. If
respondent resides in California and is considered to be in non-practice, respondent
shall comply with all terms and conditions of probation. All time spent in an intensive
training program which has been approved by the Board or its designee shall not be
considered non-practice and does not relieve réspondent from complying with all the
terms and conditions of probation. Practicing medicine in another state of the United
States or Federal jurisdiction while on probation with the medical Iicehsing authority of
that state orjufisdict_ion shall not be considered non-practice. A Board-ordered

suspension of practice shall not be considered as a period of non-practice.

| In the event respondent’s périod of non-practice while on probation exceeds 18
calendar months, responde‘nt shall successfully complete the Federation of Sfate
Medical Board's Special Purposefxamihation, or, at the Board's discretion, a clinical
competence assessment program that meets the criteria of Condition 18 of the current
version of the Board's "Manual of Model Disciplinary Orders and Disciplinary'

Guidelines" prior to‘resuming the practice of medicine.

Respondent'’s period of ndn—practice while on probation shall not exceed two
(2) years. Periods of non-practice will not apply to the reduction of the probationary

term. Periods of non—pfactice for a respondent residing outside of California, will
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relieve respondent of the responsibility to comply with the probationary terms and
conditions with the exception of this condition and the folldwing terms and cdnditions
of probation: Obey All Laws; General Probation Requirements; Quarterly Declérations;
Abstain from the Use of Alcohol and/or Controlled Substances; and Biological Fluid

Testing.
8. Completion of Probation

Respondent shall comply with all financial obligations (e.g ., restitution,-
probation costs) not later than 120 calendar days prior to the completion of probation.
Upon successful completion of probation, respondent's certificate shall be fully

restored. -
9. Violation of Probation

Féilure to fully comply with any term or condition of probation is a violation of
probation. If respondent violatés probation in any réspect, the Board, after giving
respondent notice and the opportunity to be heard, may fevoke proba'xtion and carry
out the disciplinary order that was stayed. If an Accusation, or Petition to Revoke ..
_Probation, or an Interim Suspehsion Order is filed against respoqdent during
probaﬁon, the Board shall have continuing jurisdiction until the matter is final, and the

period of probation shall be extended until the matter is final.
-10. License Surrender

Following the effective date of this Decision, if respondent ceases practicing due
to retirement or health reasons or is otherwise unable to satisfy the terms and
conditions of probation, respondent may request to surrender her license. The Board

reserves the right to evaluate respondent's request and to exercise its discretion in
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détermining whether or not to grant the réquest, or to take a‘nly other action deemed |
app'ropriate and. reasonable under the circumstances. Upon formal accepiance of the
surrender, respondent shall within 15 calendar days delivelf respondent's wallet and -
wall certiﬁcate to the Board or its designee and respondent shall no longer practice
medicine. Respondent will no Ionger be subject to the terms and conditions of
probatlon if respondent re-applies for a medical Ilcense, the application shall be

treated as a petition for reinstatement of a revoked certificate.
11. Probation Monitoring Costs

Respondenf shall pay the costs associated with probation monitoring each and
every year of probation, as designated by the Board, which may be adjusted on an
annual basis. Such costs shall be payable to the Medical Board of California and

delivered to the Board or its desugnee no later than January 31 of each calendar year.

12. Education Course

Within 60 calendar days of the effective dé;te. of this Decision, and on an annual
: bésis thereafter, respondent shall submit to the Board or its designee for its prior
approval educational program(s) or course(s) which éhall not be !eSs than 40 hours per
yeér, for each year of probation. The educational program(s) or course(s) shall be
aimed at correcting any areas of deficient practice or knowledge and shall be Category

I certified. The educational program(s) or course(s) shall be at respondent’s expense '
and shall be in addition to the Contlnumg Medlcal Educatlon (CME) reqmrements for
renewal of Ilcensure Followmg the completion of each course, the Board or its
designee may administer an examination to test respondent’s knowledge of the
clc->'urse. Respondent shall proVide prodf of attendance for 65 hours of CME of which 40

hours were in satisfaction of this condition.”
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13. Medical Record Keeping Course

Within 60 calehd.ar days of the effective date of this Decision, respondent shall
enroll in a course in medical record keeping approved in advance by the Board or its
designee. Respondent shall providé the approved course provider with any
information and dofuments that the approved course provider may deerh pertinent.
Respondent shall particibate in and succéésfully completé the classroom componént of |
the course not later than six (6) rhonths aﬁer respondent’s initial enroliment. ‘
Respondent shall successfully complete any other component of lthe course within one‘
(1) year of enroliment. The medical record keeping course shall be at fespondent’s |
expense and shall be in additlon to the Continuing Medical Education (CME)

requirements for renewal of Ilcensure

A medical record keeping course taken after the acts that gave rise to .the
charges in the Accusation, but brior to the effective date of the Decision may, in the
sole discretion of the Béard or its designee, be- accepted towards the fulfillment of this
condition if the course Would have been approved by the Board or its desighee had

the course been takgn.after fhe effective date of this Decision.

Respondent shall submit a certification of successful completion to the Board or
its designee not later than 15 calendar days after successfully completing the course,
or not later than 15 calendar days after the effective date of the Decision, whichever is

later.
14. Professionalism Program (Ethics Course)

Within 60 calendar days of the effective date of this Decision, respondent shall
enroll in a professionalism program, that meets the reqmrements of Title 16, California

Code of Regulatlons (CCR) section 1358.1. Respondent shall partxupate |n and
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successfully complete that program. Respondent shall provide any information and
documents that the program may deem pertinent. Respondenf shall successfully
complete the classroom component of the program not later than six (6) months after
respondent’s initial enrollment, and the longitudinal component of the program not
later than the time specified bynthe program, but no later than one (1) yearsaftér
attenAding the classroom component. The professionaiisrh program shall be at
respondent’s expense and shall be in addition to the Continuing Medicai Education

(CME) requirements for renewal of licensure.

A professionalism program taken after the acts that gave rise tb the charges in
the Accusatlon but prior to the effective date of the Decision may, in the sole
discretion of the Board or its designee, be accepted towards the ful‘r"llment of this
condition if the program would have been approved by the Board or its de5|gnee had

the program been taken after the effective date of this Decision.

Respondent shall submit a certification of successful completion to the Board or
its designee not later than 15 calendar days after successfully completing the program
or not later than 15 calendar days after the effective date of the Decision, whichever is’

later.
15. Clinical Competence Assessment Program

Within 60 calendar days of the effective date of this Decision, respondént shall.
enroll in a clinical competence assessment program approved in advance by the Board
orits desngnee Respondent shall successfully complete the program not later than six
(6) months after respondent’s initial enroliment unless- the Board or its deSIgnee

agrées in writing to.an extension of that time.
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The program shall consist of a comprehensive assessment of respondeﬁt'é
physical and mental health and the six general domains of clinical competence as
Adef}ined by the Accreditation Council on Graduate Medi‘cal Education and American
' B{)ard of Medical Specialties pertaining to fesponde'nt's current or inteﬁdéq area of
| practice. The program shall take into account data ébtained from the pre-ass,essr"nent,
:self—report forms and interview, and the Decision(s), Accusation(s), and any other’
information thét th‘e-B'o.ar_d _or‘its' designee deems relevant. The bfogram shall require
respondent’s on-site participation for a minim’um of thiree and no more than five days

as determined by the program for the assessment and clinical education évalua_tion.

Respondent shall pay all expenses associated With the clinical competence

" assessment program.

| At the end of the evaiuation, the program will submit a report to the Board or
its designee which unequivéca“y states whether the respondent has demonstrated the -
“ability to practice safely and independently. Based 'éhlrespondént's perfo}rr'hance on
the clihical compéteﬁce assessment, the program will _advisé the Board or its designee -
of its recommendation(s) for the scope ari,d length of any additiohal educational or
clinical frai'ning, evaluation or tfeatment for any medicé_l' condition or‘psychoiog‘ical
condition, or anything else affecting respéndent's practice of Medicine. Respondent

shall cdmply with the program’s recommendations.

Determination as to whether respondént successfully completed the clinical

competence assessment program is solely within the program's jurisdicﬁoh.

| Respondent shall not pfactice medicine until respondeht has successfully
| completed the program and has been so notified by the Board or its designee in
writing. » ' |
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16. Monitoring - Practice

Within 30 calendar days of the effective date of this Decision, respondent shall
submit to the Boa-rd or its désignee for prior'approval as a practice monitor, the name
and qualifications of one or more licensed physicians and surgeons whose licenses are
valid and in good sfanding, and who are preferably American Board of Medical
Spééialties (ABMS) \certified. A monitor shall have no prior or current businesé or
personal relationship with respondent, or other relationship that could reasonably be
expected to comprdmise.the ability of the monitor to render fair and unbiased reports
to the Boérd, including but not limited to any form of bartering, shall be in |

respondent's field of practice, and must agree to serve as respondent's monitor.

Respondent shall pay all monitoring costs. -

The Board or its designee shall provide the approved monitor with copies of the
Decision and Accuéation, and a proposed monitoring plan. Within 15 calendaf days of
rec_éipt of the Decisioh, Accusation, and proposed, monitoring plan, the monitor shall
submit*a signed statement that the monitdr has read the Decision and AccQsatidn,
fﬁlly understands the role of a monitor, and agrees or disagreés with the proposed

monitoring plan. If the monitor disagrees with the proposed monitoring plén, the
| ménitor shall submit a revised mbnitoring plan with the signed statement for approval

by the Board or its designee.

Within 60 calendar days of the effective date of this Decision, and con'tinuving
throughout probati;m, respondent's practice shall be monitored by the approved
monitor. Respondent shall make all records available for immediate inspection and
copying on the premises by the monitor at all times during business hours and shall

retain the records for the entire term of probation.
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If respondent fails to obtain approl./al of a monitor within 60 calendar days of

the effective date of this Decision, respondent shall receive a notification from the

" . Board or its designee to cease the practice of medicine within three (3) calendar days

after being so notified. Respondent shall cease the practice of medicine until a monitor -

is approved to provide monitoring responsibility.

The monitor shall submit a quarterly written report to the Board or its designee |
wlxich includes an evaluation of respondent's befférmance, indieéting whether |
| respond.ent’s practices afe within the standards of prac_tice of medicine, whether
respondent is practlcing medicine safely, billing appropriately or both. It shall be the
sole respon51b|I|ty of respondent to ensure that the monitor submlts the quarterly
written reports to the Board or its designee within 10 calendar days after the end of the -

precedlng quarter.

If the monitor resigns or is no longer available, respondent shall, within 5
calendar days of such resignation or unavailability, submit to the Board or its'designee,
for prior approval,'t‘he name and qualifications of a replacement monitor who will be
assuming that responsibility within 15 ealendar days. If respondeht fails to obtain
approval of a replacement monitor within 60 calendar days of the resignation 6;
unavailability of the monitor, respondent shall receive a notlfca‘uon from the Board or
its designee to cease the practice of medicine W|th|n three (3) calendar days after
being so notified Respondent shall cease the practice of medicine until a replacement

monitor is approved and assumes monitoring responsibility.

In lieu of a monitor, respondent méy participate-in a professional enhancement
program approved in advance by the Board or its designee, that includes, at minimum,

quarterly chart review, semi-annual practice assessment, and semi-annual review of
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professional growth and education. Respondent shall participate in the professionai

enhancement program at respondent's expense during the term of probation.
~17. Annual Follow-ups with Sleep Specialist

IRespond'ent shall follow up with a sleep specialist regarding her severe.

disrUptive sleep apnea annually to ensure compliance with treatment.

18. Costs

. Respondent shall pay $77,080.60 to the Board in reimbursement for its costs of

~ investigation and enforcement based on a payment plan approved by the Board.

~ The Decision shall become effective at 5:00 p.m. on January 29, 2026.

IT IS SO ORDERED this 30th day of December, 2025,

Veling Tsai, M.D., Chair
Panel A '
Medical Board of California
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