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

In the Matter of the Accusation
Against:

Mohamed Waddah El-Nachef, M.D. Case No. 800-2016-025032

Physician's and Surgeon's
Certificate No. C50556

Respondent
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DECISION

The attached Stipulated Settlement and Disciplinary Order 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 March 6, 2020.

IT IS SO ORDERED: February S, 2020.

MEDICAL BOARD OF CALIFORNIA

(Rt JP—

Ronald H. Lewis, M.D., Chdir
Panel A

. DCUSZ iRev (12018}



10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28

XAVIER BECERRA

Attorney General of California

ALEXANDRA M. ALVAREZ

Supervising Deputy Attorney General

CHRISTINE A. RHEE

Deputy Attorney General

State Bar No. 295656

600 West Broadway, Suite 1800

San Diego, CA 92101

P.O. Box 85266 ‘

San Diego, CA 92186-5266
Telephone: (619) 738-9455
Facsimile: (619) 645-2061

Attorneys for Complainant

BEFORE THE

MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS
STATE OF CALIFORNIA

In the Matter of the Accusation Against: Case No. 800-2016-025032

MOHAMED W. EL-NACHEF, M.D.

3010 W Orange Ave., Suite 407
Anaheim, CA 92804

Physician’s and Surgeon’s Certificate

No. C50556,

Respondent.

OAH No. 2019080200

STIPULATED SETTLEMENT AND
DISCIPLINARY ORDER

IT IS HEREBY STIPULATED AND AGREED by and between the parties to the above-

entitled proceedings that the following matters are true:

PARTIES

1. Christine J. Lally (Complainant) is the Interim Executive Director of the Medical

Board of California (Board). This action was brought by then Complainant Kimberly

Kirchmeyer solely in her official capacity.! Complainant is represented in this matter by Xavier

Becerra, Atthorney General of the State of California, by Christine A. Rhee, Deputy Attorney

General.

! Ms. Kirchmeyer became the Director of the Department 6f Consumer Affairs on October 28, 2019.
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2. Respondent Mohamed W. El-Nachef, M.D. (Respondent) is represented in this
proceeding by attorney Charles T. Mathews, Esq., whose address is: 45 E. Huntington Drive,
Suite 45C, Arcadia, CA 91006.

3. Onor about March 29, 2001, the Board issued Physician’s and Surgeon’s Certificate
No. C50556to Mohaméd W. El-Nachef, M.D. (Respondent). Physician’s and Surgeon’s
Certificate No. C50556 was in full force and effect at all times relevant to the charges brought in
Accusation No. 800-2016-025032, and will expire on January 31, 2021, unless renewed.

JURISDICTION

4. Accusation No. 800-2016-025032 was filed before the Board, and is currently
pending against Respondent. The Accusation and all other statutorily required documents were
properly served on Respondent on May 16, 2019. Respondent timely filed his Notice of Defense
contesting the Accusation.

5. A true and correct copy of Accusation No. 800-2016-025032 is attached as Exhibit A

and incorporated by reference herein.

ADVISEMENT AND WAIVERS

6.  Respondent has carefully read, fully discussed with counsel, and understands the
charges and allegations in Accusation No. 800-2016-025032. Respondent has also carefully read,
fully discussed with counsel, and understands the effects of this Stipulated Settlement and
Disciplinary Order.

7. Respondent is fully aware of his legal rights in this matter, including the right to a
hearing on the charges and éllegations in the Accusation; the right to confront and cross-examine
the witnesses against him; the right to present evidence and to testify on his own behalf; the right
to the issuance of subpoenas to compel the attendance of witnesses and the production of
documents; fhe right to reconsideration and court review of an adverse decision; and all other
rights accorded by the California Administrative Procedure Act and other applicable laws.

8.  Having had the benefit of counsel, Respondent voluntarily, knowingly, and
intelligently- waives and gives up each and every right set forth above.

/11
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CULPABILITY

9. Respondent admits the truth of each and every charge and allegation in Accusation
No. 800-2016-025032.

10. Respondent agrees that his Phyéician’s and Surgeon’s Certificate No. C50556 is
subject.to discipline and he agrees to be bound by the Board’s probationary terms as set forth in
the Disciplinary Order below.

CONTINGENCY

11. This Stipulated Settlement and Disciplinary Order shall be subject to approval of the
Board. The parties agree that this Stipulated Settlement and Disciplinary Order shall be
submitted to the Board for its consideration in the above-entitled matter and, further, that the
Board shall have a reasonable period of time in which to consider and act on this Stipulated
Settlement and Disciplinary Order after receiving it. By signing this stipulation, Respondent fully
understands-and agrees that he may not withdraw his agreement or seek to rescind this stipulation
prior to the time the Board considers and acts upon it.

12.  The parties agree that this Stipulated Settlement and Disciplinary Order shall be null
and void and not binding upon the parties unless approved and adopted by the Board, except for
this paragraph, which ‘shall remain in full force and effect. Respondent fully understands and
agrees that in deciding whether or not to approve and adopt this Stipulated Settlement and
Disciplinary Order, the Board may receive oral and written communications from its staff and/or
the Attorney General’s Office. Communications pursuant to this paragraph shall not disqualify
the Board, any member thereof, and/or any other person from future participation in this or any
other matter affecting or involving Respondent. In the event that the Board does not, in its
discretion, approve and adopt this Stipulated Settlement and Disciplinary Order, with the
exception of this paragraph, it shall not become effective, shall be of no evidentiary value
whatsoever, and shall not be relied upon or introduced in any disciplinary action by either party
hereto. Respondent further agrees that should this Stipulated Settlement and Disciplinary Order
be rejected for any reason by the Board, Respondent will assert no claim that the Board, or any

111
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member thereof, was prejudiced by its/his/her review, discussion, and/or consideration of this
Stipulated Settlement and Disciplinary Order, or of any matter or matters related hereto.

ADDITIONAL PROVISIONS

13.  This Stipulated Settlement and Disciplinary Order is intended by the parties herein to
be an integrated writing representing the complete, final, and exclusive embodiment of the
agreements of the parties in the above-entitled matter.

14.  The parties agree that copies of this Stipulated Settlement and Disciplinary Order,
including copies of the signatures of the parties, may be used in lieu of original documents and
signatures and, further, that such copies shall have the same force and effect as originals.

15. In consideration of the foregoing admissions and stipulations, the parties agree that
the Board may, without further notice or formal proceeding, issue and enter the following
Disciplinary Order:

DISCIPLINARY ORDER

IT IS HEREBY ORDERED that Physician’s and Surgeon’s Certificate No. C50556 issued
to Respondent Mohamed W. El-Nachef, M.D., is revoked. However, the revocation is stayed and
Respondent is placed on probation for seven (7) years frorﬂ the effective date of the Decision,

with the following terms and conditions:

1. CONTROLLED SUBSTANCES - MAINTAIN RECORDS AND ACCESS TO

RECORDS AND INVENTORIES. Respondent shall maintain a record of all controlled

substances ordered, prescribed, dispensed, administered, or possessed by Respondent, and any
recommendation or approval which enables a patient or patient’s primary caregiver to possess or
cultivate rndrijuana for the personal medical purposes of the patient within the meaning of Health
and Safety Code section 11362.5, during probation, showing all of the following: 1) the name and
address of the patient; 2) the date; 3) the character and quantity of controlled substances involved;
and 4) the indications and diagnosis for which the controlled substances were furnished.
Respondent shall keep these records in a separate file or ledger, in chronological order. All
records and any inventories of controlled substances shall be available for immediate inspection

11
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and copying on the premises by the Board or its designee at all times during business hours and
shall be retained for the entire term of probation.

2. 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 edu‘cational 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 I 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 provide proof of attendance for 65
hours of CME of which 40 hours were in satisfaction of this condition.

3. PRESCRIBING PRACTICES COURSE. Within 60 calendar days of the effective

date of this Decision, Respondent shall enroll in a course in prescribing practices approved in
advance by the Board or its designee. Respondent shall provide the approved course provider
with any information and documents that the approved course provider may deem pertinent.
Respondent shall participate in and successfully complete the classroom component of the course
not later thaﬁ six (6) months after Respondent’s initial enrollment. Respondent shall successfully
complete any other component of the course within one (1) year of enrollment. The prescribing
practices course shall be at Respondent’s expense and shall be in addition to the Continuing
Medical Education (CME) requirements for renewal of »liﬁensure.

A prescribing practices 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 Board or its designee had the course been taken after the effective date of

this Decision.
/17
11/
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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.

4. MEDICAL RECORD KEEPING COURSE. Within 60 calendar 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 provide the appfoved course provider
with any information and documents that the approved course provider may deem pertinent.
Respondent shall participate in and successfully complete the classroom component of the course
not later than six (6) months after Respondent’s initial enrollment. Respondent shall successfully
complete any other component of the course within one (1) year of enrollment. The medical
record keeping course shall be at Respondent’s expense and shall be in addition to the Continuing
Medical Education (CME) requirements for renewal of licensure.

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 Board 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.

5. 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 réquirements 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. Résppndent 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 thé program not later than the

time specified by the program, but no later than one (1) year after attending the classroom

6
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component. The professionalism program shall be at Respondent’s expense and shall be in
addition to the Continuing 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 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 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.

6. CLINICAL COMPETENCE ASSESSMENT PROGRAM. Within 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. Réspondent shall successfully
complete the program not later than six (6) months after Respondent’s initial enrollment unless
the Board or its designee agrees in writing to an extension of that time.

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 program shall take into account data
obtained from the pre-assessment, self-report forms and interview, and the Decision(s),
Accusation(s), and any other information that the Board or its designee deems relevant. The
program shall require Respondent’s on-site participatiori for a minimum of three (3) and no more
than five (5) days as determined by the program for the assessment and clinical education
evaluation. Respondent shall pay all expenses associated with the clinical competence
assessment brogram.

At the end of the evaluation, the program will submit a report to the Board or its designee
which unequivocally states whether Respondent has demonstrated the ability to practice safely

and independently. Based on Respondent’s performance on the clinical competence assessment,
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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 recommendations.

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

If Respondent fails to enroll, participate in, or successfully complete the clinical
competence assessment program within the designated time period, 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 not resume the practice of medicine until
enrollment or participation in the outstanding portions of the clinical competence assessment
program have been completed. If Respondent did not successfully complete the clinical
competence assessment program, Respondent shall not resume the practice of medicine until a
final decision has been rendered on the accusation and/or a petition to revoke probation. The
cessation of practice shall not apply to the reduction of the probationary time period.

7. MONITORING - PRACTICE/BILLING. Within 30 calendar days of the effective

date of this Decision, Respondent shall submit to the Board or its designee for prior approval as a
practice and billing monitor(s), the name and qualifications of one or more licensed physicians
and surgeons whose licenses are valid and in good standing, and who are preferably American
Board of Medical Specialties (ABMS) certified. A monitor shall have no prior or current
business or personal relationship with Respondent, or other relationship that could reasonably be
expected to compromise the ability of the monitor to render fair and unbiased reports to the
Board, 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(s)
and Accusafion(s), and a proposed monitoring plan. Within 15 calendar days of receipt of the

Decision(s), Accusation(s), and proposed monitoring plan, the monitor shall submit a signed
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statement that the monitor has read the Decision(s) and Accusation(s), fully understands the role
of a monitor, and agrees or disagrees with the proposed monitoring plan. If the monitor disagrees
with the proposed monitoring plan, the monitor shall submit a revised monitoring 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 continuing throughout
probation, Respondent’s practice and billing 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 énd shall retain the records for the
entire term of probation.

If Respondent fails to obtain approval 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 ptovide monitoring
responsibility.

The monitor(s) shall submit a quarterly written report to the Board or its designee which
includes an evaluation of Respondent’s performance, indicating whether Réspondent’s practices
are within the standards of practice of medicine and billing, and whether Respondent is practicing
medicine safely, billing appropriately or both. It shall be the sole responsibility of Respondent to
ensure that the monitor submits the quartérly written reports to the Board or its designee within
10 calendar days after the end of the preceding 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, the
name and qualifications 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 resignation or unavailability of the monitor, 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

replacement monitor is approved and assumes monitoring responsibility.

9
STIPULATED SETTLEMENT AND DISCIPLINARY ORDER (800-2016-025032)




10
1
12
13
14
15
16
17
18
19
20
21

22

23
24
25
26
27
28

In lieu of a monitor, Respondent may 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 professional growth and
education. Respondent shall participate in the professional enhancement program at Respondent’s

expense during the term of probation.

8. PROHIBITED PRACTICE. During probation, Respondent is prohibited from
practicing ~in a treatment facility. After the effective date of this Decision, all patients being
treated by Respondent shall be notified that Respondent is prohibited from practicing in a
treatment facility. Any new patients must be provided this notification at the time of their initial
appointment.

Respondent shall maintain a log of all patients to whom the required oral notification was
made. The log shall contain the: 1) patient’s name, address and phone number; 2) patient’s
medical record number, if available; 3) the full name of the person making the notification; 4) the
date the notification was made; and 5) a description of the notification given. Respondent shall
keep this log in a separate file or ledger, in chronological order, shall make the log available for
immediate inspection and copying on the premises at all times during business hours by the Board
or its designee, and shall retain the log for the entire term of probation.

9.  NOTIFICATION. Within seven (7) days of the effective date of this Decision,

Resppndent 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 other 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 its designee within 15
calendar days.

This condition shall apply to any change(s) in hospitals, other facilities or insurance carrier.
/11
/11
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10.  SUPERVISION OF PHYSICIAN ASSISTANTS AND ADVANCED PRACTICE

NURSES. During probation, Respondent is prohibited from supervising physician assistants and

advanced practice nurses.

11. 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.

12. QUARTERLY DECLARATIONS. Respondent shall submit quarterly declarations
under penalfy 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.

13.  GENERAL 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 Respondent’s 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 ﬁo
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.

/11
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Travel or Residence Qutside 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) calendér days.

In the event Respondent should leave the State of California to reside or to practice,
Respondent shall notify the Board or its designee in writing 30 calendar days prior to the dates of
departure and return.

14.  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.

15. 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 célendar 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 Respondent from complying with all the terms and conditions of
probation. Practicing medicine in another state of the United States or Federai jurisdiction 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.

In the event Respondent’s period of non-practice while on probation exceeds 18 calendar
months, Respondent shall successfully complete the Federation of State Medical Boards’s Special
Purpose Examination, or, at the Board’s discretion, a clinical competence assessment program

111
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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-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-practice for a Respondent residing outside of California will relieve
Respondent of the responsibility to comply with the probationary terms and conditions with the
exception of this condition and the following terms and conditions of probation: Obey All Laws;

General Probation Requirements; and Quarterly Declarations.

16. 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 restéred.

17.  VIOLATION OF PROBATION. Failure to fully comply with any term or condition

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 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. |

18. 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 his or her license.
The Board reserves the right to evaluate Respondent’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, Respondent
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. Respondent will no longer be subject

111
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to the termns and conditions of probation, If Respondent re-applies for a medical license, the
application shall be treated as a petition for reinstatement of a revoked certificate,

19.  PROBATION MONITORING COSTS. Respondent shall pay the costs associated

with p,rolbation monitoring each and every year of ﬁrobation, 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 designee no later than January 31 of each calendar
year, - A

ACCEPTANCE

I'have carefully read the above Stipulated Settlement and Disciplinary Order and have fully
discuss;d it with my dttorney, Charles T. Mathews, Esq. Iunderstand the stipulatiqn and the
effect it will have on my Physician’s and Surgeon’s Certificate, I enter into this Stipulated
Settlement and Disciplinary Order voluntarily, knowingly, and intelligently, and agree to be

bound by the Decision and Order of the Medical Board of California.

DATEI;: W19 2010 Mhamed W &Z/V%W,MD

MOHAMED W, EL-NACHEF, M.D.
Respondent

I'have read and fully discussed with Respondent Mohamed W, El-Nachef, M.D,, the terms

and conditions and other matters contained in the above Stipulated Settlement and Disciplinary

Order. I approve its form and content.

N

DATED:  // / / 7/91'0/? %@d@/ 2z
! ! CHARLES T. MATHEWS, ESQ. Vad
‘ Attorney for Respondent )
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ENDORSEMENT

The foregoing Stipulated Settlement and Disciplinary Order is hereby respectfully

submitted for consideration by the Medical Board of California.

DATED: [{[2{ 1]

$D2019700300
71968147 docx

Respectfully submitted,

XAVIER BECERRA
Attorney General of California

ALEXANDRA.M. ALVAREZ
Superyisigg Deputy ?ey General
. ———

INE A. RHEE
Deputy Attorney Genetal
Attorneys for Complainant
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ALEXANDRA M. ALVAREZ i FILED

Supervising Deputy Attorney General
CHRISTINE A. RHEE STATE OF C/*\UFORNIA

Deputy Attorney General MED! OF C LIFQRNIA

State Bar No. 295656 - SACRAMEN 20 /9

600 West Broadway, Suite 1800 BY /Leid

San Diego, CA 92101 8 ANALYST

P.O. Box 85266

San Diego, CA 92186-5266
Telephone: (619) 738-9455
Facsimile: (619) 645-2061

Attorneys for Complainant

BEFORE THE
MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS

STATE OF CALIFORNIA
In the Matter of the Accusation Against: Case No. 800-2016-025032
MOHAMED W. EL-NACHEF, M.D. ACCUSATION
3010 W Orange Ave., Suite 407
Anaheim, CA 92804
Physician’s and Surgeon’s Certificate
No. C50556,
Respondent.
Complainant alleges: .
PARTIES -

1. Kimberly Kirchmeyer (Complainant) brings this Accusation solely in her official
capacity as the Executive Director of the Medical Board of California, Department of Consumer
Affairs (Board).

2. Onor about March 29, 2001, the Medical Board issued Physician’s and Surgeon’s
Certiticate No. C50556 to Mohamed W. El-Nachef, M.D. (Respondent). Physician’s and
Surgeon’s -Ccniﬁcat‘e No. C50556 was in full force and effect at all times relevant to the charges
brought herein and will expire on January 31, 2021, unless renewed.

I
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JURISDICTION
3.-  This Accusation 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.
4,  Section 2227 of theACode states, in pertinent part:

“(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 perioci 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 601nplete relevant educational coutses 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.

a
5. Section 2234 of the Code, states, in pertinent part:

“The board shall take action against any licensee who 15 charged with
unprofessional conduct. In addition to oﬂwr provisions of this article, unprofessional
conduct includes, but is not limited to, the following:

“.(a) Violating or attempting to vi;)late, directly or indirectly, assisting in or
abetting the violation of, or-conspiring to violate any provision of this chapter.

“(b) Gross negligence.

ACCUSATION NO. 800-2016-025032
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“(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

otniésion 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. |

“«

6.  Unprofessional conduct under Section 2234 of the Code is conduct which breaches
the rules or ethical code of the medical profession, or conduct which is unbecoming to a member
in good standing of the medical profession, which demonstrates-an unfitness to practice medicil.le.
(Shea v. Board of Me:dical Examiners (1978) 81 Cal.App.3d 5611, 575))

7. Section 2239 of the Code states, in pertinent part:

* “(a) The use or prescribing for or administering to himself or herself, of any
controlled substance; or the use of any of the dangerous drugs specified in Section
-4022, or of alcoholic beverages, to the extent, or in such a manner as to be dangerous.
or injurious to the licensee, ot to any other person or to the public, or to the extent that
such use impairs the ability of the licensee to practice medicine safely or more than one
misdemeanor or any felony involving the use, consumption, or self-administration of
any of the substances referred to in this section, or any combination thereof, constitutes
unprofessional conduct. The record of the conviction is conclusive evidence of such

unprofessional conduct.

43 9
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8.  Section 2266 of the Code states: “The failure of a physician and surgeon to maintain
adequate and accurate records relating to the provision of services to their patients constitutes
unprofessional conduct.” |

9. - Subdivision (c) of Section 4022 of the Code defines “dangerous drug” as “falny
drug... that by federal or state law can be [awfully dispensed only on prescription...”

STATEMENT OF FACTS

10.  Respondent, who is board certified in internal medicine and nephrology, worked in
private practice in Orange, California from approximatety 2001 through 2015. From in ot around
2014 through September 2015, Respondent volunteered at Gdd’s Property and Sober Livihg
(God’s Property), a treatment center, in Los Angeles. Respondent’s duties at God’s Property
were to examine, treat, and prescribe medications to the patients, who had been allegedly recently

released from jail or rehab and were HIV' positive. Respondent was to monitor these HIV

" patients and ensure they were taking their medications. Respondent volunteered approximately a

half day a week, seeing an average of ten (10) patients in a half day.

Patient A2 _ _

11.  According to God’s Property records, Respondent first treated Patient A, thena
twenty-three-year-old woman, on or about November 11, 2014. Records for that date include
patient intéke forms, in which Patient A allegedly wrote that her chief complaint was back pain
and HIV. The forms indicate that Patient A had been diagnosed with HIV in 2010.

12.  An undated, Handwritten progress note signed by Respondent appears to document
Respondent’s physical examination of Patient A. Under the assessment section of the note,
Respondent wrote the following: AIDS, insomnia, depressio.n, and headaches, Under the plan
111
111

" HIV is an acronym for the human 1mmunodeﬁ0|ency virus. ATDS is an acronym for acquired
immunodeficiency syndrome, which is the last and most severe stage of HIV infection. The medication used to treat
HIV is called antiretroviral therapy (ART). According to the Centers for Disease Control (CDC), ATDS is diagnosed
when patients’ CD4 cell count drops below 200 cells/mm or if they develop certain opportunistic illnesses.

2 To protect the privacy of all patients involved, patient names have been omitted from this pleading.
Respondent is aware of the identities of the patients referred to herein.

4
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section of the note, Respondent wrote “as per Rx,” and listed Seroquel,® Abilify,* and Fioricet,’
and that Patient A should return to the clinic in three (3) months. The note failed to specify the
dosages and quantities for the prescriptions given at this visit. The note did not document that
Respondent ordered any lab tests'to verify Patient A’s HIV diagnosis at this visit.

13. Records from a pharmacy and the California Department of Health Care Services

(DHCS) for Medi-Cal reimbursements show prescriptions written by Respondent for Patient A -

wete filled on or about November 12, 2014 for the following: (1) Abilify; (2) Seroquel XR, 300

- mg, quantity 60; (3) Stribild;® and (4) Butalbital-Acetaminophen-caffeine. The records indicate

that all of these prescriptions were refilled on or about December 29, 2014.

14. | Accord.ing tb God’s Property records, Patient A saw Respondent for a follow up visit
on or about March 12, 2015. The hémdwritten progress note for this visit appears to document
Respondent’s physical examination of Patient A, Under the assessment section of the note,
Responderit wrofe HIV/AIDS, allergies, and a history of depression and insomnia. Under the
plan section of the note, Rcspohdent wirote HIV, Latuda,” Seroquel, anél Benadryl as needed.
Resiaondent failed to document the medical indication for adding Latuda to Patient A’s
medication regimen, A

15.  Records from ﬂ1e DHCS shoW that prescriptions written by Respondent for Paficnt A
were filled on or about March 12, 2015 for the following: (1) Reyataz;® (2) Norvir;® (3) Seroquel
XR, 400 mg, quantity 60; (4) Epzicom;'® and (5) Latuda. Respondent failed to document the

medical indication for switching Patient A’s ART medication regimen by adding Reyataz, Norvir,
. Y addt

3 Seroquel, brand name for Quc,tlapme isan antlpsychotlc used to treat schizophrenia, bipolar disorder, and
depression.

4 Abilify, brand name for Aripiprazole, is an antipsychotic used to treat schizophtenia, bipolar dlSOL‘dCl and
depression.

-5 Fioricet, brand name for Butalbital-Acetaminophen-caffeine, is used to treat tension headaches.

¢ Stribild, brand name for a combination of Elvitegravir (an FITV integrase inhibitor), Cobicistat (a
pharmacokinetic enhancer), Emiricitabine (an TV nucleoside analog reverse transcriptase inhibitor), and Tenofovir
(an HIV nucleoside analog reverse transcriptase inhibitor), is used ta treat HIV infection.

- 7 Latuda, brand name for Lurasidone, is an antipsychotic cammonly used to treat schizophrenia.

8 Reyataz, brand name for Atazanavir, is an HIV protease inhibitor used to treat HIV infection.

% Notvir, brand name for Ritonavir, is an HIV protease inhibitor used to treat HIV infection.

1 Epzicom, brand name for a combination of Abacavir (an HIV nucleoside analog reverse transcriptase
inhibitor) and Lamivudine (an HIV nucleoside analog reverse transcriptase inhibitor), is used to treat HIV infection.
Abacavir is always used in combination with other ART medications.
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and Epzicom, and the reason for increasing her Seroquel dose in the progresé note for this visit.
The prescriptions for Reyataz, Norvir, Epzicom, ahd Latuda appear to be refilled on or about
April 30, 2015. |

16.  God’s Property records allegedly document that Patient A gave a blood sample to
measure her CD4 count'! on or about June 3, 2015. These results were reported back |
preliminarily on or Aabout June 4, 2015, and a final re_:poﬂ was producéd on or about June 7, 2015.
God’s Property records contain no progress note corresponding to June 3, 2015 that would
indicate that Patient A came in for an appointment,

17.  On or about March 29, 2018, a Board investigator interviewed Patient A. Patient A

told the Board investigator that she had never been treated by Respondent, had never been to a

‘sober living home, and had never been diagnosed with HIV or AIDS. The Board subsequently

obtained medical records from Patient A’s treatment providers from 2013 through 2016, These
records show that Patient A tested negative for HIV. -
Patient B

18. * Respondent first treated Patient B, then a twenty-four-year old woman, on. or-about

.October 2, 2014, at the Cancer Treatment Medical Center (CTMC) located in Anaheim,

California. Electronic records for that date indicate that this was a new patient visit. The
medications either reported or prescribed in the medical record for Patient B were the following:
Abilify, Notco,'? Promethazine with Codeine,'3 Seroquel, and Stribild. Respondent’s typed notes
appear to indicate that he physically examined Patient B. Under the assesément section of the
note, Respondent wrote HIV, severe PMS (pre-menstrual syndrome), insomnia, depression, and

neuropathy. Under the plan section of the note, Respondent wrote HAART,'* Seroquel, Abilify,

1" A CD4 cell count measures the number of T-lymphocytes in a patient’s blood. A CD4 cell count gives
practitioners an indication of the health of a patient’s immune system.

'2 Norco, brand name for a combination of Acetaminophen and Hydrocodone, is an oploid used to treat
moderate to severe pain, Hydrocodone is a Schedule II controlled substance pursuant to Health and Safety Code
section 11055, subdivision (b)(1)(D)(i). _

13 Promethazine with Codeine is an antihistamine, pain reliever, and cough suppressant. Codeine isa
Schedule IT controlled substance pursuant to Health and Safety Code section 1 1055, subdivision (b){(1)(G).

" HAART is a commonly used acronym for highly active antiretroviral therapy. According to the National
Institute of Mealth (NIIT), it is a customized combination of different classes of medications that a physician may
prescribe.
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and “as per orders.” Respondent failed to order any lab tests to verify Patient B’s HIV diagnosis.

19.  Records from a pharmacy and DHCS show that prescriptions written by Respondent
for Patient B were filled on or about October 2, 2014 for Abilify, Seroquel, Stribild, and
Promethazine with Codeine. The prescriptions for Abilify, Seroquel, and Stribild appear to be
refilled on or about November 3, 2014,

20 According to God’s Property reéords, Patient B séw Respondent for a follow up visit
on or about December 8, 2014, The handwritten progress note for this visit appears to document
Respondent’s physical examination of Patient B. Under the assessment section of the note,
Respondent wrote AIDS, contact dermatitis, insomnia, and depression. Under the plan section of
the note, Respondent wrote HAART, Clobetasol,'® Seroquel, and Abilify. Patient B was to return
for a follow up in .three (3) months,

21.  Records from the DHCS show that pre.écriptions written by Respondent for Patient B
were filled on or about December 10, 2014 for Stribild, Seroquel, and Abilify. These medications
appear to be refilled on or about January 8, 2015 and March 2, 2015, »

22. Records from the DHCS show that presctiptions written by Respondent for Patient B
were filled on or about April 6, 2015 for Stribild and Latuda.

23, . According to God’s Property records, Patient B saw Respondent for a follow up visit
complaining of severe menstrual cramps on or about April 13, 2015. The handwritten progress
note for this visit appears to document Respondent’s physical examination of Patient B. Under
the assessment section of the note, Respondent.wrote AIDS, severe PMS, and a history of
insomnia énd depression. Under the plan section of the note, Respondent wrote HAART,
“Hotz,”'S “Ty.3,”l7 and Latuda. Respondent failed to document the medical indication for
prescribing Latuda.

/11 g
1117

15 Clobetasol is a corticosteroid used to treat contact dermatitis.
16 “Hetz" is an abbreviation for Hydrochlorothiazide, which is a medication used to treat high blood pressure

and edema.
17 «Ty3” {5 an abbreviation for Tylenol 3, or Tylenol with Codeine.

7
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24, Records from the DHCS show that prescriptions written by Respondent for Patient B
were ﬂlled on or about April 17, 2015 for Seroquel, Hydrochlorothiazide, Latuda, and
Acetaminophen with Codeine #3.

25, God’s Property records allegedly show that Patient B gave a blood sample to measure
her CD4 count on or about May 1, 2015, These results were reported back preliminarily on or -
about May 2, 2015, and a final report was produced on or about May 5, 2015, God’s Property
records contain no progress note corresponding to May 1, 2015 indicatiné Patient B came in for
an appointment.

26. . Records from the DHCS show that Patient B’s prescriptions for Hydrochlorothiazide
and Latuda were refilled on or about May 6, 2015. The records also show that Patient B’s
prescriptions for Stribild and Seroquel were refilled on or about May 21, 2015, More refills for
Latuda were filled on or about June 1, 2015 and June 27, 2015, while refills for Stribild were
filled six (6) more times on or about the following dates: (1) July 14, 2015; (25 August 9, 201.5;
3) Septelﬁber 1, 2015; (4) October 1, 2015; (5) October 31, 2015; and (6) November 25, 2015,
The records indicate that all of these prescriptions were written by Respondent.

27. ~ On or about December 15, 2017, a Board investigator interviewed Patient B. Patient
B told the Board investigator that she had never been tréated by Respondent and has never been
diagnosed with HIV or AIDS. The Board obtained medical records from Patient B’s treatment
providers from 2016 showing no indication that Patient B had HIV or AIDS.

Patient C | ' .

28. According to God’s Property records, Respondent first treated Patient C, then a forty;
year old man, on or about June 23, 2014, at the CTMC. Typed records for that date indicate that
this was a new patient visit. The medications either reported or prescribed in the medical record

for Patient C were Abilify, Neurontin,'® Norvir, Oxycodone,!® Prezista,2’ Seroquel, and

18 Neurontin, brand name for Gabapentin, is a nerve pain medication used to treat chronic pain and
neuropathy.

19 Oxycodone, brand name Oxycontin, is an opioid used to treat moderate to severe pain. It is a Schedule T1
controlled substance pursuant to Health and Safety Code section 11055, subdivision (b)(1)(M).

20 Prezista, brand name for Darunavir, is ad HIV protease inhibitor used to treat HIV infection.

ACCUSATION NO. 800-2016-025032
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Truvada.?! Respondent’s typed notes appear to indicate that he physically examined Patient C..
Respondent documented that Patient C reported pain in his hands and feet, which was severe at
times, and noted that Patient C had ‘foul smelling toes, a history of HIV, and insomnia. Under the
assessment section of the note, Respondent wrote HIV, yeast web maceration, insomnia,
peri_pheral‘polyneuropathy. Under the plan section of the note, Respondent wrote “as per Rx”
twice, “keep feet off moisture,” and Neurontin. Respondent noted that labs were ordered in his
note but failed to document what specific lab testing was ordered.

29. * Records from a pharmacy and the DHCS show that prescriptions written by |
Respondent for Patient C were filled on or about June 23 2014 for Norvir, Seroquel, Abilify,
Prezista, and Truvada. '

30. A review of Respondent’s Controlled Substance Utilization Review & Evaluation
System (CURES)? prescribing history shows that Respondent wrote a prescription for Patient C
which was filled on or about June 28, 2014 for Oxycodone, 30 mg, quantity 120. Respondent -
however, failed to document in his progress note why Oxycodone was medically indicated,
especially at such a high daily amount of 270 morphine equivalent doses.23 (MED).

31.  According to God’s Property records, Patient C again saw Respondent at the CTMC .
on or about July 23, 2014, for a follow up and to refill his medications. Under the assessment
section of the note, Respbnde‘nt wrote HIV, that Patient C’s yeast infection was better, insomnia,
and peripheral polyneutopathy. He also wrote that labs were ordered but did not specify what .
type of lab testing. Under the plan section of the note, Respondent wrote “as per Rx” twice,
“keep feet off moisture,” Neurontin, an'd “check B'1.2 and folate.”

32. Reconds from a phar macy/and the DHCS records show that prescriptions written by

Respondent for Patlent C were filled on or about July 23, 2014 for Gabapentin, Norvir, Seroquel,
Abilify, Prezista, and Truvada,

2l Truvada, brand name for a combination of Emtricitabine and Tenofovir, is used to treat HIV infection.

22 The Controlled Substance Utilization Review and Evaluation System (CURES) is a database of Schedule
11, 11T, and IV controlled substance prescriptions dispensed in California serving the public health, regulatory
oversight agencies, and law enforcement.

2 Morphine equivalent doses (MED) are used to equate different opioids into one standard value, based on
morphine and its potency, referred to as MED, MED calculations permit all opioids to be converted to an equivalent
of one medication, for ease of comparison and risk evaluations.

9
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33, Records from a pharmacy, the DHCS, and CURES also show that a prescription for
Oxycodone, 30 mg, quantity 120, which was written by Respondent for Patient C, was filled on
or about July 24,2014. Respondent’s July 23, 2014 note documeﬁts that Oxycodone, 30 mg, two
tablets three times a day was added at that visit. Respondent however, failed to document in his
note why Oxycodone was medically indicated, especially at such a high-daily dose.

34. God’s Property records show that Patient C gaVe a blood sample for a complete blood
count and metabolic panel on or about August 16, 2014. These results were reported back on or
about August 18, _201.4. God’s Property records contain no progress nc}te corresponding to _ |
Augﬁst 16, 2014, indicating Patient C came in for an appointment. There was no documented
testing related to Patient C’s HIV status.

35.  Records from the DHCS show that Patient C’s prescriptions for Norvir, Seroquel,
Abilify, Pre;zista, and Truvada, writtgn by Respondent, were refilled on orabout August 21, 2014,

36 Records from the DHCS show that Patient C’s prescriptions for Norvit, Seroquel,
Abilify, Prezista, and Truvada, written by Respondent, were reﬁ]led on or about September 23,'
2014,

37. According to God’s Property records, Patient C saw another physician and surgeon,
K.A., at the CTMC on or about October 29, 2014 for a follow up. Records from the DHCS,
however, show Patient C’s prescriptions for Norvir, Seroquel, Abilify, Prezista, alnd T ru\}ada,
filled on or about October 29, 2014, were ordered by another treatment provider, A.D.H.

38. . On or about December 8, 2014, Patient C saw Respondent for a follow up at God’s’
Property in Los Angeles. God’s Property records for that date include patient intake forms that
indicate that Patient C was diagnosed with HIV in 1999. The handwritten progress note for this
visit appears to document Respondent’s physical examination of Patien;lt C. Under the assessment
section of fhe note, Respondent wrote AIDS, hypertension, a tonsil mass, and insomnia. Under
the plan section of the note, Respondent wrote HAART, Norvasc,? and Seroquel, and that Patient

/11

% Norvasc, brand name for Amlodipine, is a calcium channel blocker used to treat high blood pressure and
chest pain.

10°
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C should return for a follow up in three (3) months. God’s Property records include copies of
Respondent’s prescriptions for Patient C 01.1 this date for Seroquel, Abilify, and Prezista.

39, Records from the DHCS show that prescriptions written by Respondent for Patient C
were ﬁlleld on or about December 10, 2014 for Amlodipine, Prezista, Truvada, Seroquel, and
Abiiify. |

40. Records from the DHCS show that prescriptions for Patient C written by Respondent
were filled on or about December 11, 2014 for the following: (1) Tramadol,zs 300 mg, quahtjty
10; and (2) Meloxicam.?® Records from the DHCS also show that'a prescription for Gabapentin
for Patient' C written by Respondent was filled on or about February 26, 2015. Records of these
prescriptions or any associated progress notes are not in Patient C’s God’s Property records.

41, God’s Propetty records show that Patient C gave a blood sample for a CD4 count on
or about March 25, 20']',5. These fesults were reported back on or about March 26-27, 2015.
God’s Property records contain no progress note conlrcl:spénd ing to March 25,2015, indicating
Patient C came in for an appointment.

43.  On or about April 13, 2015, Patient C saw Respondent for a follow up at God’s
Property iﬁ Los Angeles. The handwritten progress note for this visit appears to dbcumen_t
Respondent’s physical examination of Patient C. Under the assessment section of the, nofe, '
Respondent wrote HIV, histor‘y of depression, history of insomnia, and hypertension. Under the
plan section of the note, Respondent wrote HAART, Latuda, Seroque]; and Hyzaar.?” God’s
Property records include copies of Respondent’s prescriptions for Patient C on this date for
Losartan, Seroquei, Latuda, Prezista, and Truvada. .

43, Records from the DHCS show that prescriptions for Patient C written by Réspondent
were filled on or about April 13, 2015, for Losa&an, Prezista, Truvada, and Latuda. These four
prescriptions appear to be refilled on or about the following dates: (1) May 8, 2015; (2) June 1,
2015; and (3) June 27, 2015. |

2 Tramadol, brand name Ultram, is a narcotic-like pain reliever and a dangerous drug pursuant to Business
and Professions Code section 4022, o

2 Meloxicam, brand name Mobic, is a nonsteroidal anti-inflammatory drug (NSAID) used to treat arthritis.

“21"Hyzaar, brand name for Hydrchlorothiazide and Losartan, is a drug used to treat high blood pressure.

Il
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44. " God’s Property records show that Patient C gave anothet blood sample for a CD4
count on or about April 16,2015, These results were reported back on or about April 17, 2015.
God’s Property records contain no progress note corresponding to April 17, 2015, indicating
Patient C came in for an apboixﬁment. Respondent failed to document why another CD4 count
was medically indicated after Patient C had gotten a CD4 count less than a month prior. The
results showéd HIV viremia at approximately 61,000 copies. God’s Property records contain no
documentation showing how HIV viremia was addressed. ' |

45.  Onor about August 3, 2015, Patient C saw Respondent for a follow up af God’s
Property in Los Angeles. The handwritten progress note for this visit appears to document
Respondent’s physical examination of Patient C. Respondent noted that Patient C smelled of
alcohol, and Patient C reported that he had been binge drinking. Under the assessment section of
the handwritten note, Respondent wrote HIV, history of depression, and bingé drinking. Under
the plan section of the note, Respondent wrote HAART, Latuda, “join AA,” and Librium?® as
needed. God’s Property records include copies of .Respondent’s prescriptions for Patient C on
this date for Latuda, Stribild, and Librium. Records from the DHCS indicate that these

prescriptions were filled on or about August 3, 2015. Respondent failed to document why he

- switched Patient C’s ART regimen from Prezista and Truvada to Stribild.

46. Records from the DHCS show that prescriptions for Patient C written by Respondent
for Stribild continued to be written and filled on or about August 31, 2015, Septe;mbcr 30, 2015,
andOctoBer 24,2015, Records from the DHCS show that prescriptiéns for Patient C written by
Respondent for Latuda continued to be written and filled .on or about September 30, 2015 and |
October 24, 2015.

47. Board investigators obtained records from the Los Angeles County Sheriff’s
Department for Patient C, who had been incarcerated in or around April 2014. In those medical
records, inéluding a medical screening form signed by Patient C, he did not indicate that he had

HIV or AIDS, in direct contradiction to the intake forms from God’s Property.

8 Librium, brand name for Chlordiazepoxide, is a benzodiazepine used to treat alcohol withdrawal,
Librium is a Schedule TV controlled substance pursuant to Health and Safety Code section 11057, subdivision (d)(5).

12
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Patient D

48.  According to God’s Property records, Respondent first treated Patient D, then a fifty-
seven-year old man, on or about September 4, 2014, at the CTMC. Typed records for that date
indicate that this was a new patient visit. The medications either reported or prescribed in the -
medical record for Patient D were the following: Abilify, Seroquel, Norco, and Stribild,
According to Respondent’s typed notes, Patient D complained of chronic pains, tingling in feet
and hands, erectile dysfunction, and insomnia. Respondent’s notes iﬁdicate that he physically
examined Patient D. Under the assessment section of the note, Respondent wrote HIV, insomnia,
neuropathy, erectile dysfunction, hypogonadism, and depression. Undet the plan section of the
note, Réspondent wrote “as per Rx,” Seroquel, Gabapentin, Viagra, check male hormones, and -
Abilify. Respondent failed to order lab tests at this initial visit to verify Patient D’s HIV
diagnosis. A .

49. . Records for a pharmacy and the DHCS show that prescriptions for Patient D written
by Respondent were filled on or about September 4, 2014 for the following: (1) Stribild; and (2)
Hydrocodone, 10-325 mg, quantity 90. Respondent failed to document in the progress note why
I—Iydrocodoﬁe was medically indicated.

50. | Records for a pharmacy show that prescriptions for Patient D written by Respondent
were filled on or about October 3, 2014 for Stribild, Seroquel, and Abilify. Records from the
DHCS show that the only prescription filled on or about October 3, 2014 for Patient D was
Stribild.

51, On or about October 14, 2014, Patient D saw Respondent égain at the CTMC for a
follow up. According to Réspondent’s notes, Patient D continued to complain of tingling in hi§™™" |
feet and hands, erectile dysfunction, insomnia, and anxiety. The note also documents that Patient
D had not filled a prescription for testosterone,?® even though no mention of testosterone can be
found in the priot note. Respondent documented another physical examination. Under the

assessment section of the note, Respondent wrote HIV, insomnia, neuropathy, erectile

% Testosterone is a Schedule 11 controlled substance pursuant to Health and Safety Code section 11056,
subdivision (£)(30).
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dysfunction, hypogonadism, and depression. Under the plan section of the note, Respondent
wrote “as per Rx,” Seroquel, Gabapentin, Viagra, depo testosterone, Xanax,*® and Abilify.

52.  Records from a pharmacy, the DHCS, and CURES show that a prescription written
by Respondent for Patient D was filled on or about October 14, 2014 for Alprazolam, 2 mg,
quantity 30. These records also show that a prescription written by Respondent for Patient D was
filled on or about October 17, 2014 for Oxycodone, 30 mg, quantity 60. Respondent failed to
document the medical indication for prescribing Oxycodone to Patient D in his progress note.

53.  Records from a pharmacy show that prescriptions written by Respondent for Patient
D were filled on or about November 6, 2014 for Stribild, Abilify, and Seroquel. Records from the
DHCS show that the Abilify and Stribild prescripti&ns were filled on the same date.

54. Onor about December 8, 2014, Patient D saw Respondent for a follow up at God’s
Property in Los Angeles. Even though he was not a new patient, Patient D filled out and signed
intake forms, saying his chief complaint was HIV. The handwritten progress note for this visit
appears to document Respondent’s physical examination of Patient D. Respondent noted that
Patient D reported poor sleep and that he had fallen-and broken his wrist with surgery planned.
Respondent noted that Patient D had a éplint on his left wrist. Under the assessment section of
the handwritten note, Respondent wrote AIDS, fracture of left wrist, insomnia, and depression.
Under the plan section of the note, Respondent wrote HAART, “surgery is p]anned,”
Trazodoné,‘” and Abilify. Respondent noted that Patient D should return for a follow up in three
(3) months.

55. God’s Pio peﬁy records show that Patient D gave a blood sample for a CD4 count on
or about March 5, 2015, These results were reported back on or about March 6, 2015. God’s
Property records contain no progress note cmrcspondmg to March 5, 2015, mdlcatmg Patient D
came in for an appomtment The 1esults showed HIV viremia at approximately 29,000 copies.
God’s Property records contain no documentation showing how HIV viremia was addressed. |

11/

30 Xanax, brand name for Alprazolam, is a benzodiazepine and a Schedule IV controlled substance putsuant
to Health and Safety Code section 11057, subdivision (d)(1). :
3! Trazodone, brand name Oleptro, is a sedative and antidepressant.
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56. . On or about March 9, 2015, Patient D saw Respondent fot a follow up at God’s

Property in Los Angeles. Patient D reported fair pain control, and Respondent documented

| another physical exam. Under the assessment section of the handwritten note, Respondent wrote

HIV/AIDS, chronic pains, and depression. Under the plan section of the note, he wrote HAART,
M’otrin/OXycodone, and Latuda. God’s Property records include a copy of Respondent’é
prescription for Oxycodone, 30 mg, quantity 60. T he records also include a copy of the following
new prescriptions given'to Patient D at this visit: Tivicay,*? Truvada, Norvir, and Latuda.
Respondént failed to document the medical indication for prescribing Latuda, and the reasons for
switching Patient D’s HIV drug regimen from Stribild to Tivicay and Truvada. Respondent also
made no indication in the medical records that he reviewed the lab results with Patient D.

57.  Records from the DHCS show prescriptions for Patient D written by Respondent _
were filled on or about March 20, 2015, for the following: (1) Norvir; (2) Tivicay; (3) Truvada;

(4) Latuda; and (5) Oxycodone, 30 mg, quantity 60. Patient D’s prescriptions for Notvir, Tivicay,

‘| Truvada, and Latuda continued to be refilled on or about the following dates: (1) April 12, 2015;

(2) May 8, 2015; (3) May 11, 2015; (4) June 4,. 2015; (5) Ogtober 31, 2015; (6) November 25,
2015; and (7) Décem’Ber 23, 2015, .

58. Board investigators obtained records from the Los Angeles County Shetiffs
Department for Patient D, who had been incarcerated in or around April 2016. In those medicﬂ
records, Patient D denied having any communicable disease in direct contradiction to his intake
forms from God’s Property.

| Patiént E 4
59. According to God’s Property records, Respondent first tréate;d Patient E, then a fifty-

one~year old man, on or about June 26, 2014, at the CTMC. Typed records for that date indicate

that this was a new patient visit. The medications either repotted or prescribed in the medical

record for Patient E were Abilify, Isen'tress,33 Neurontin, Prezista, Seroquel, and Truyeida.

According to Respondent’s typed notes, Patient E complained of tingling in his feet, insomnia,

32 Tivicay, brand name for Dolutegravir, is an integrase inhibitor used in combination with ofher
antiretroviral medications to treat HIV infection. )
33 Isentress, brand name for Raltegravir, is an integrase inhibitor used to treat HIV infection.
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and chronic aches. Respondent’s notes indicate that he physically examined Patient E. Under the
assessment section of the note, Respondent wrote neuropathy, HIV, “psychology,” and chronic
pain. Under the plan section of the note, Respondent wrote Neurontin, 300 mg QHS énd “as per
Rx” three times. Respondent failed to order lab tests at this initial visit to verify Patient E’s HIV
diagnosis.

60. - Records from a pharmacy or the DHCS show that prescriptions for Patient E written

| by Respondent were filled on or about June 26, 2014 for the following: (1) Seroquel; (2) Abilify;

(3) Truvada; (4) Prezista; (5) Isentress; and (6) Gabapentin, 300 mg, quantity 30.

61. _ On or about July 23, 2014, Patient E saw Respondent for a follow up at the CTMC.
Respondent documented that Patient E’s tingling feet were better but that he still had insomnia
and chronic aches. Respondent’s typgd notes indicate that he physically examined Patient E and
that Patient E’s back’s range of motion was mildly decreased by spasms. Under the assessment
section of the note, Respondent wrote neuropathy, HIV, “psychology,” and “chronic pain back
with muscle tightness.” Under the plan section of t‘he note, Respondent prescribed Neurontin and
Xanax “to promote better sleep” and wrote “as per Rx” three times.

62. . Records from a pharmacy and the DHCS show that preécriptions wrilten by
Respondent for Pat'ient-E wete filled on or about July 24, 2014 for the following: (1) Seroquel; (2)
Abilify; (3) Truvada; (4) Prezista; (5) Isentress; (6) Gabapentin; (7) Oxycodone, 30 mg; quantity
60; and (8) Alprazolam, 0.5 mg, quantity 30. The prescriptions for Gabapentin, Isentress,
Seroquel, Abilif‘y, Prezista, and Truvada appear to be refilled on or about August 22, 2014,

63. God’s Property records show that Patient E gave a blood sample for a complete blood
count on or about August 2, 2014. These results were reported back on or about August 4, 2014.
God’s Property records contain no progress note corresponding to August 2, 2014, indicating
Patient E came in for an appointment. These labs did not include tests that would confirm Patient
E’s HIV status.

64. On or about November 12, 2014, Patient E saw Respondent at God’s Property in Los
Angeles. Even though he was not a new patient, Patient E filled out aﬁd signed intake for;ﬁs,
saying his chief complaint was pain, depression, and HIV. Patient E reported back, feet, and hand
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pain, erratic sleep, weight loss, and decreased energy. Respondent documented a physical exam.

Under the assessment section of the handwritten note, Respondent wrote AIDS, neuropathy,
insomnia, and depression. Under the plan section of the note, he wrote HAART, “Neurontin, 600
mg,” Xgnax, Seroquel, and Abilify, and that Patient E should return in three (3) months.
Respondeﬁt failed to document the medical indication for doublling Patient B’s Gabapentin dose
and adding Xanax.

65.  Records from the DHCS show that prescriptioris written by Respondent for Patient E
were filled on or about December 11, 2014 for the following: (1) Gabapentin, 600 mg, quantity
60; (2) Oxycodone, 30 mg, quantity 60; (3) Alprazolam, 2 mg, quantity 30; (4) Seroquel; (5)
Abilify; and (6) Stribild. Respondent failed to document the medical indication for the increased
dose for Alprazolam and for‘changing Patient E’s HIV drug regimen from Tsentress, Prezista, and
Truvada to Stribild,

66. Records from the DHCS show that Patient E’s presctiptions for Gabapentin,
Alprazolam, Abilify, Stribild, and Seroquel were refilled on or about January 5, 2015 and January
6, 2015.

67. Records from the DHCS and CURES show that a prescription written by Respondent

for Patient E was filled on or about January 9, 2015 for Oxycodone, 30 mg, quantity 60. God’s

| Propetty records fail to document this prescription or any office visits associated with this

prescription,

| 68. Records from the DHCS show that prescriptions written by Respondent for Patient E
were filled on or about January 29, 2015 for the following: (1) Gabapentin, 600 mg, quantity 60;
(2) A}prazb lam, 2 mg, qllantify 30; (3) Seroquel; (4) Abilify; and Stribild. God’s Property
records fail to document this prescription or any office visits associated with this presctiption.

69, God’s Property records show that Patient E gave blood sample for a CD4 count on or

about February 3, 2015: These results were reported back on or about March 3, 2015. God’s
Property records contain no progress note corresponding to February 3, 2015, indicating Patient E
came in for an appointment.

/11
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70. On or about February 9, 2015, it appears that Patient E came to God’s Property and
had his vital signs taken. Records from God’s Property include a copy of a prescription
Respondent gave to Patient E on that day for Oxycodone, 30 mg, quantity 60.

71.  On or about February 11, 2015, Patient E saw Respondent at God’s Prépex“ty inLos
Angeles for a follow up. Patient E reported pain in his feet and toes, anxiety, and depression.
Respondent’s handwritten notes document a physical exam. Utider the asses‘sment section of the
note, Respondent wrote AIDS, neuropathy, and insomnia. Under the plan section of the note,
Respondent wrote HAART, Tramadol, and Seroquel. Respondent failed to document the medical
indication for adding Tramadol to Patient E’s drug regimen.

2. Records from the DHCS show that prescriptions written by Respondent for Patient E
were filled on or about February 12, 2015 for the following: (1) the Oxycodone prescription dated
February 9, 2015; (2) Naproxen;** and (3) Tramadol, 50 mg, quantity 100, .

73. Records from the DHCS show that prescriptions written by Respondent for Patient B
were filled on or about February 23, 2015 for the following: (1) Gabapentin, 600 mg, quaﬁtity 60;
(2) Alprazolam, 2 mg, quantity 30; (3) Abilify; and (4) Stribild. The prescriptions for
Gabapentin, Abilify, and Stribild were reﬁlled on or about March 18, 2015. God’s Property
records fail to document these prescriptions or any ofﬁce visits agsociated with these
prescriptions. |

.74. Records from the DHCS and CURES show that a prescription writ§e11 by Respondent
for Patjent E for O)-(ycodone, 30 mg, quantity 60, was filled on or about March 19, 2015, God’s
Property récordé fail to document this prescription or any office visits associated with this
prescription.

75.  Records from the DHCS and CURES show that two prescriptions written by
Respondent for Patient E for Alprazolam, 2 mg, quantity 30, were filled on or about March 23,
2015 and April 15,2015, God’s Property records do not dogument these prescriptions or any
associated visit.

/17

3 Naproxen, brand name Aleve, is a NSAID over-the-counter medication.
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76. Records from the DHCS show that prescriptions written by Respondent for Patient E
were filled on or gbout April 15,2015 for Seroquel, Abilify, and Stribild.

77.  Records from the DHCS show that prescriptions written by Respondent for Patient B
were filled on ot about May 12, 2015 for the following: (1) Gabapentin, 600 mg, quantity 60; (2)
Naproxen; (3) Alprazolam, 2 mg, quantity 30; (4) Seroquel; (5) Abilify; and (6) Stribild. God’s
Property records show that Patient E’s vital signs were taken on or about May 11, 2015, but there
is no progress note for thé.t day, indicating that Patient E was seen by Respondent or prescribed:
these medications.

78. . Records from the DHCS and CURES show that a prescription for Oxycodone, 30 mg,
quantity 30, written by Respondent for Patient E was filled on or about May 13, 2015. God’s
Property records do not document this prescription or any associated visit.

. 79.  Records from the DHCS show that the Gabapentin, Naproxen, Al_prazc;lam, Abilify,
and Stribild prescriptions written by Respondent for Patient E were refilled on or about June 8, .
2015. God’s Property records do not document these prescriptions or any associated visit.
80. Records from the DHCS and CURES show that a prescription for Oxycodone, 30 mg,

quantity 45, written by Respondent for Patient E was filled on or about June 30, 2015. God’s

Property records do not document this prescription, the justification for the increase in dosage, ot

any associated visit.

81. Records from the DHCS show that the Gabapentin, Naproxen, Abilify, and Stribild
prescriptions written by Respondent for Patient E were filled on or about July 6, 2015. God’s
Property records do not document these prescriptions or any associated visit. |

82. Records from the DHCS show that a prescription for Alptazolam, 2 mg, quantity 30, |
written by Respondent for Patient E was filled on or about July 13, 2015. God’s Property records
do not documment this prescription or any associated visit.

83. Records from the DHCS show that a prescription for Oxycodone, 30 mg, quantity 45,
written by Respondent for Patient E was filled on or about July 21, 2015, God’s Property recor.cls
do not document this prescription or any associated visit. | |
iy
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_ 84, 'Récords from the DHCS show that the Gabapentin, Naproxen, Abilify, and Stribild
prescriptions written by Respondent. for Patient E were filled on or about August 3, 2015. God's
Property records do not document these prescriptions or any associated visit.

85.  Records from the D.HéS and CURES show that a prescription for Oxycodone, 30 mg,
quantity 45, written by Respondent for Patient E was filled on or‘about August 28, 2015. God’s
Property records do not document this pregcri_ption or any associated visit.

86. Records from the DHCS show that the Gabapentin and Naproxen prescriptions
written -by.Respondent for Patient E wete filled on or about September 28, 2015. God’s Properfy :
records show that Patient E’s vital signs were taken on or about September 28, 2015, but there is
no progress note for that day, indicating that Patient E was seen by Respondent or prescribed
these medications.

87. Records from the DHCS show that prescriptions written by Respondent for Patient E
were filled on or about Septezmber 29, 2015 for the following: (1) Oxycodone, 30 mg, quantity 45;
(2) Alprazolam, 2 mg, quantity 30; (3) Triumeq;* and (4) Latuda. God’s Property records do not
document these presériptions, any associated visit, or the medical indication for prescribing
Latuda and the justification for switching Patient E from Stribild to Triumeq. .

| 88. Records from the DHCS show that prescriptions written by Respondent for Patient E
were filled on or about November 2, 2015 for the following: (1) Naproxen; (2) Gabapentin, 600
mg, quantity 60; (3) Alprazolam, 2 mg, quantity 30; (4) Triumeq; and (5) Latuda. God’s Property
records do not document these prescriptions or any associated visit. | '

89. Board investigators obtained records from the Los Angeles County Sheriff’s

Department for Patient E, who had been incarcerated in or around February and March 2014. In

those medical records, Patient B denied having any communicable disease in direct contradiction

to his intake forms with God’s Property.
117
11/

¥ Triumeq, brand name for a combination of Abacavir, Dolutegravir, and Lamivudine, is used to treat HIV
infection. : .
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~ Patient F

90. According to God’s Property records, Respondent first treated Patient F, then a forty-
two-year old man, on or about September 2, 2014, af: the CTMC in Anaheim. Typed records for
that date indicate that this was a new paiient visit. In his intake forms, Patient F listed HIV,
depression, and sleep issues as his current medical problems. The medications either reported or
prescribed in the medical record for Patient F were Abilify, Epzicom, Gabapentin, Norvir,
Percocet,36 Prezista, Promethazine with Codeine, Seroquel, and Truvada. Patient F complained of]
right leg péin, cough, and pain tingling in his hands and feet. Respondent’s typed notes indicate
that he physically examined Patient F. Under the assessment section of the note, Respondent
wrote HIV, acute bronchitis, smoker, neuropathy, and insomnia. Undqr the plan section of the
note, Respondent wrote “as per Rx,” Ceftin,” Promethazine, counseling, Gabapentin and
Seroquel. Respondent failed to order any lab tests to verify Patient F’s HIV diagnosis.

91. Records from a pharmacy and the DHCS show that pescriptions written by
Respondent for Patient F were filled on or about September 2, 2014 for Seroquel, Abilify,
Prezista, Epzicom, Truvada, (6) Norvir, Promethazine with Codeine, and Gabapentin.

92. Records from a pharmacy and the DHCS show that the Seroquel, Abilify, Prezista,
Truvada, Epzicom, and Norvir prescriptions written by Respondent for Patient F were refilled on
ot about September 29, 2014 and October 29, 2014. |

93.  On or about December 8, 2014, Patient F saw Respondent at God’s Property in Los
Angeles for a follow up. Even though he was not a new patient, Patient F filled out and signed
another set of intake forms, saying his chief complaint was HIV. The handwritten records ‘
document that Patient F also cémplained of péin in his right leg and a cough. Respondent
doqumentgd a physical exam. He noted that Patient F had hardwa}‘é in his leg and had a cough,
Under the assessment section of the note, Respondent wrote AIDS, muscular pains, upper
respiratory infection, and insomnia. Under the plan section of the note, he wrote HAART,

/11

36 Percocet is the brand name for a combination of Acetaminophen and Oxycodone.
37 Ceftin, brand name for Cefuroxime, is an antibiotic.

°
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NSAIDs, Doxycyeline,*® Promethazine, and Seroquel, and that Patient F should return in three 3

monnths.

94, Records from the DHCS show that prescriptions written by Respondent for Patient F
wete filled on or about December 10, 2014 for Tylenol with Codeine #4, Doxycycline,
Promethazine with Codeine, Norvir, Epzicom, Prezista, Truvada, and Seroquel. The prescriptions
for Norvit, Epzicom, Prezista, Truvada, Seroquel, and Promethazine with Codeine were refilled
on or about January 5, 2015 and January 7, 2015.

95,  God’s Property records show that Patient F g.ave a blood sample for a CD4 count on
ot about Fébrdary 9, 2015. These results were reported back on or about February 11, 2015,
God’s Property records contain nho progress note corres_ponding to February 9, 2015, indicating
Patient F came in for an appointment,

96. © On or about February 12, 2015, Patient F saw Respondent at God’s Property in Los
Angeles for a follow up visit. Respondent’s notes document that Patient F had pain in his right
ankle, and a cough. Respondent also noted that the hardware in Patient F’s leg stuck out under
his skin. Under the assessment section of the note, Respondent wrote AIDS, malformed right
ankle, and acute bronchitis. Under the plan section of the note, Respoﬁden’c wrote HAART,
referral to an orthopedist, and Augmentin.® |

97. Records ﬁ'ém the DHCS show that prescriptions written by Respondent for Patient F
were filled on or about February 16, 2015 for the following: (1) Promethazine with Codeine; (2)
Amoxicillin; (3) Tramadol, 50 mg, quantity 100; (4) Norvir; (5) Epzicom; (6) Prezista; (7)
Truvada; (3) Seroquel; and (9) Abilify. Respondent failed to document the medical indication for
prescribing Tramadol to Patient F, |

'98. Records from the DHCS show that prescriptions written by Reé_pondent for Patient F
were filled on or about March 12, 2015 for Norvir, Epzicom, Prezista, Truvada, Latuda, and
Seroquel. Respondent failed to document the medical indication for pvrescribing Latuda to Patient

F.

38 Doxycyeline is an antibiotic,
¥ Augmentin, brand name for Amoxicillin, is an antibiotic.
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99. " Records from the DHCS show that Patient F’s Norvir, Epzicom, Prezista, Truvada,
Latuda, and Seroquel prescriptions were filled on or about April 6, 2015, May 15, 2013, and May
18, 2015. A

100. On or about June 30, 2015, Patient F saw Respondent at God’s Property in Los
Angeles for a follow up. In the handwritten note, Respondent documented that Patient F said he
had better sleep. Under the assessment section of the note, Respondent wrote HIV, history of
depression, aﬁd history of insomnia. Under the plan section of the note, Respondent wrote
HAART, 'Latuda, and Xanax. Respondent failed to document the medical indication for adding
Xanax to Patient F’é drug regimen. '

101. Records from the DHCS show that prescriptions written by Respondent for Patient F
wete filled on or about June 30, 2015 for the following: (1) Alprazolam, 2 mg, quantity 30; (2)
Atripla;* and (3) Latuda. Respondent failed to document the reasons why he switched Patient
F’s ART regimen from Norvir, Epzicom, Prezista, and Truvada to Atripla. |

102. Records from the DHCS show that prescriptions written by Respondent for Patient F.
were filled in or around July through October 2015 for Atripla and Latuda. There are no
corresponding medical records documenting these prescriptions.

A 103. On or about October 20, 20135, Patient F saw Respondent at God’s Property in Los
Angeles foi a follow up. In the handwritten note, Respondent documented that Patient F had
switched from cigarettes to e-cigarettes, and has a dry cough. Under the assessment section of the
note, Respondent wrote HIV, smoker’s cough, and history of depression and insomnia. Under the
plan section of the note, Respondent wrote HAART, Latuda, and Xanax. Respondent failed to
document why he switched Patient F’s ART regimen to Atripla. | ,

104. Records from the DHCS show that prescriptions written by Respondent for Patientf
wete filled in or around November through December 2015 for Atripla and Latuda. There are no
corresponding medical records documenting these prescriptions,

11

“® Atripla, brand name for a combination of Efavirenz (a non-nucleoside reverse transcriptase inhibitor),
Emtricitabine, and Tenovofir, is an HIV nucleoside analog reverse transcriptase inhibitor and antiviral used to treat
HIV.
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105. Board investigators obtained records from the Los Angeles County Sheriff’s
Department for Patient F, who had been incarcerated in or around February 2009, In those
medical records, Patient-F denied having any communicable disease.

106. On or about March 14, 2018 and April 4, 2018, Board investigators interviewed

Respondent about his care and treatment of Pétients A,B,C,D,E, and F. Respondent told Board

investigators the followingﬁ

2. When asked about how he wrote HIV and AIDS interchangeably in the
medical records, Respondent said that clinically, calling it HIV or AIDS did not matter,
and that he did not pay much attention to the differentiation.

| b. Reé_pondent generally explained that his role was to temporarily treat these
patients until they transferred their care to a permanent physician. As such, he would
refill their medications based upon either the medications the patients reported taking
or by the prescription bottles that the patients brought in. Respondent acknowledged
that he never reviewed prior medical records for Patients A, B, C, D, E, orF, and that
he failed to order lab testing at each patient’s initial visit.

~¢.  Respondent explained that he saw some of the God’s Property patients
temporarily at the CTMC in Anaheim during a period in which God’s Property’s clinic
in-Los Angeles was being renovated or was not ready to use.

d.  Respondent also explained that copies of all his prescriptions were
normally kept in the patient’s chart, and that was the way he documented what
prescriptions and refills were given to each patient.

e.  Respondent’s custom and practice for these patients was to order lab
testing every six months to a year. When asked Why, in some cases, he did not order
lab testing for patients at their initial visit, Respondent said that the patients were
transient and he did not expect to see them more than a few times. He said that if
patients would only stay at God’s Property for less than siﬁ months, then there was no
need to order lab testing.

/1]
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L When asked why he switched some of the patient’s ART medications,

Respondent said that in the early part 0f 2015, the CDC changed the management of

HIV and that first line'medications were replaced. Respondent acknowledged that

. there was nothing in his progress notes that would document his rationale for changing

the ART medications.

107. On or about May 14 and 22, 2018, Board investigators retrieved prescriptions
showing Respondent self-prescribed the following controlled substances:

. a. Testosterone on or about April 12, 2014;
b.  Testosterone on or about May 27, 2014; and
c.  Testosterone on or about May 18, 2015.
FIRST CAUSE FOR DISCIPLINE
(Gross Negligence)

108. Respondent has subjected his ’Physician’s and Surgeon’s Certificate No. C50556 to
disciplinary action under sections 2227 and 2234, as defined by éection 2234, subdivision (b), of
the Code, in that he committed gross negligence in the care and treatment of Patients A, B, C, D,
E, and F, for the following;:

109.° Parégraphs 10 through 106, above, are hereby incorporated by reference and re-
alleged as if fully set forth herein. .

110. Respondent committed gross negligence in the care and treatment of 'Péticnt A for the
following:

a.  Failing to document standard components of an_initiaf history and physical
incldding medical history, treatment history, familf history, social history, and
| medication allergies;
b.  Failing to order, review, or document confirmation and evidence} of Patient

A’s HIV status within the first three (3) to six (6) months of treatment;

c. | Failing to order, review, or document a panel of initial labs including HIV

serology, CD4 count, HIV viral load, resistance testing,_Hcpatitis B. and C sérology, a
111 '
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basic chemistry panel, lipid profile, fasting glincose or hemoglobin Alc, and urinalysis
in Patient A’s initial visits; .

d.  Failing to routinely monitor and document Patient A’s renal function and
chemistries while being prescribed Tenofovir;*! -

e.  Failing to properly follow up on Patient A’s trgatment by docum@ting
work up 01.' evaluation of HIV viremia, documenting Patient A’s medication
compliance, and ordering and reviewing follow up lab tests to monitor potential virus
suppression or mutation; and _

. Failing to check Patient A’s HLA-B*5701 status prior to prescribing
Abaqavix'.
111. Respondent committed gross negligence in the care and treatment of Patient B for the

following:
a.  Failing to.order, review, or document confirmation and evidence of Patienf
B’s HIV status within the first thrée (3) to six (6) months of treatment; |

b.  Failing to order, revie:w, or document a panel of initial labs including HIV
serology, CD4 count, HIV viral load, resistance testing, Hepatitis B and C serology, a
basic chemistry panel, lipid profile, fasting glucose or hemoglobin Alc, and urinalysis
in Paﬁent B’s initial viéits;

c. Failiﬁg to continue to monitor H1V vifal Joad, basic chemistries, complete
blood count, and CD4 count every three (3) to four (4) months to document viral
'suppfession; and

d. | Failing to routinely monitor and document Patient B’s renal function and
chemistries while being prescribed Tenofovir..
" 112." Respondent committed gross negligence in the care and treatment of Patient C for the
following;

/17

41 A small proportion of patients experience Tenofovir-associated nephrotoxicity, requiring routine
monitoring of renal function and chemistries every three (3) to six (6) months.
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a.  Failing to order, review, or document a panel of initial labs including HIV
serology, CD4 count, HIV viral load, resistance testing, Hepatitis B and C serology, a
basié chemistry panel, lipid profile, fasting glucose or hemoglobin Alc, and urinalysis
in Patient C’s initial visits; |

b.  Failing to properly follow up on Patient C’s treatment by documenting
work up or evaluation of HIV virexﬁia, documenting Patient C’s medication
compliance, and ordering and feviewing follow up lab tests to monitor pote.ntial virus
suppression or mutation; and

_ ¢, Improperly prescribing Oxycodone to Patient C to treat alcoholic

polyneuropathy.

113. Respondent committed gross negligence in the care and treatment of Patient D for the

following:
. a.  Failing to order, review, or document conﬁrmétion and evidence of Patient
D’s HIV status within the first three (3) to six (6) months of treatment;
| b.  Failing to order, review, or document a CD4 count, HIV viral load,
resistance testing, Hepatitis B and C serology, basic chemistry panel, lipid profile,
fasting glucose or hemoglobin Alc, and urinalysis at Patient D’s initial visit;

c.  Failing to properly follow up on Patient D’s treatment by documenting .
work up or evaluation of HIV viremia, documenting Patient D’s medication
compliance, and ordering and reviewing follow up lab tests to monitor potential virus
suppression- or mutation; and

d.  Prescribing an inappropriate ART regimen by prescribing Norvir without a
protease inhibitor.*? ' |
114. Respondent committed gross negli gencé in the care and treatment of Patient E for the

following: ' |

i

42 Norvir has no intrinsic antiretroviral activity, and is used as a boosting agent for protease inhibitors in
order to increase protease inhibitor efficacy.
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~a.  Failing to order, review or document confirmation and evidence of Patient
E’s HIV status by checking Patient E’s HIV viral load;

b.  Failing to order, review, or document a CD4 count, HIV viral load,
resistance testing, Hepatitis B and C serology, basic chemistry panel, lipid profile,
fastihg glucose or hemoglobin Alc, and urinalysis at Patient E’s initial visit;

c.  Prescribing aninappropriate ART regimen by prescribing Patient E a
protease inhibitdr (Darunavir) without boosting with Ritonavin.‘;"'3 and

~d.  Failing to check Patient E’s HLA-B*5701 statL;s before switching Patient
E’s ART regimen to include Abacavir (found in Triumeq).*

115, Respondent committed gross negligence in the care and treatment of Patient F for the
following:

a.  Failing to order, review or document confirmation and evidence of Patient
F’s HIV status within the first three to six months of treatment;

b.  Failing to order a CD4 count at the initial visit;

“c. 'Failing to order and review a basic chemistry panel, including the
evaluation of kidney function and liver function, a lipid panel, and hemoglobin Alc for
Patient F at the initial or any subsequent visit;

-d.  Failing to document the justification for and simultaneously prescribing
Prezista, Epzicom, Truvada, and Notvir, four (4) nucleoside reverse transcriptase
inhibi£ors, without also prescribing a protease inhibitor;** and

e. - Failing to properly follow up on Patient F’s treatment by documénting
work up or evaluation of HIV viremia, documenting Patient F’s medication
compliance, and ordering and reviewing follow up lab tests to monito'r potential virus

suppression or mutation.*®

43 All protease inhibitors must be taken concurrently with Ritonavir in order to achieve adequate efficacy.

4 The standard of care dictates that all patients starting Abacavir should be tested for the HLA-B*5701
allele. If a patient tests positive for the HLA-~-B*5701 allele, then Abacavir is contraindicated.

4 The standard of care dictates that Emtricitabine (found in Truvada) and Lamivudine (found in Epzicom)
should not be prescribed together because they have similar resistance profiles.

46 The standard of care dictates that for a patient who is viremic (i.e. the virus is present in the blood) while
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SECOND CAUSE FOR DISCIPLINE
(Repeated Negligent Acts)

116. Respondent has further subjected his Physician’s and Surgeon’s Certificate No.
C50556 to disciplinary action under sections 2227 and 2234, as defined by section 2234,
su'bdivision (e), of the Code, in that he committed repeated negligent acts in the care and
treatment of Patients A, B, C, D, E, and F, as more pan“ciculérly alleged hereinafter:

117. Paragraphs 10 through 115, above, are hereby incorporated by reference aﬁd re-
alleged as if fully set forth herein.

_ 118. Respondent committed repeated negligent acts in the care and treatment of Patient A
for the following:
a.  Paragraph 110 is hereby incorporated by reference and re-alleged as if fully
set forth herein;
b, Failing to document the consideration of the drug interaction between
Seroquel and Stribild;*” and
¢.  Failing to explain and document the justification for switching Patient A

from Stribild to Reyafaz, Epzicom, and Norvir,

119. Respondent committed repeated 11eg1iéent acts in the care and treatment of Patient B
for the folloWing:
| a.  Paragraph 111 is hereby iricorporated by reference and re-alleged as if fully

set forth herein; and |

b.  Failing to document the consideration of the drug interaction between
Seroquel and Stribild.
120. Respondent committed repeated negligent acts in the care and treatment of Patient C

for the following:

on ART should be evaluated to determine the reasons for observed viremia. Those reasons could include medication
noncompliance or drug resistance, and should be documented in the medical record. HIV management guidelines
from the NIH and the American Academy of HIV Medicine also dictate that HIV viral load should be measured at
the initial visit, at ART initiation or modification, and every three (3) to six (6) months thereafter.

47 Quetiapine (Seroquel) levels are increased when used with the protease inhibitors Darunavir and
Elvitegravir, Tf a patient was previously taking Quetiapine, the standard of care dictates that the Quetiapine dose
should have been reduced to 1/6 the original strength when adding a protease inhibitor to a patient’s ART regimen.
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a.  Paragraph 112 is hereby incorporated by reference and re-clieged as if fully
set forth herein;
b.  Failing to document the consideration of the drué interaction between
Seroquel and Stribild;
¢ Failing to routinely monitor Patient C’s renal function and chemistries
while being prescribed Tenofovir; and
d.  Failing to explain and document the justification for switching Patient C
from Prezista, Norvir, and Truvécla to Stribild.
121, Respondent committed repeated negligent acts in the care and treatment of Patient D
for the following:
a.  Paragraph 113 is hereby incorporated by reference and re-alleged as if fully
set forth herein; | .
. b,  Failing to document the consideration of the drug interaction between
Seroquel and Stribild;
c. Failing to routinely monitor Patient D’s renal function and chemis‘tries
while being prescribed Tenofovir;
d.  Failingto explain and document the justification for switching Patient D
from Sfribild to Tivicay, Norvir, and Truvada; and .
“e.  Failing to properly document the medical indications and prescriptions for
Hydrocodone and Oxycodone.
122. Respondent committed repeated negligent acts in the care and treatment of Patient E
for the following: |
| a.  Pardgraph 114 is hereby incorporated by reference and re-alleged as if fully '
set forth herein;
b.  Failing to document lab results and medical decision making at Patient E’s
initial visit; |
c. Failing to document the consideration of the drug interaction between
Seroquel and Stribild;
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~d. Failing to explain and document the justification for switching Patient E
from Prezista, Isentress, and Truvada to Atripla to Stribild thenATriumeq; and
e.  Failing to properly document the medical indication for prescribing
Oxycodone. |
123. Respondent committed repeated negligent acts in the cafe and. treatment of Patient F
for the following:
a. Parégnfaph 115 is hereby ihcorporated by reference and re-alleged as if fully
set fbrth herein;
b.> Respondent prescribed Patient F Abacavir without documenting current or
previous HLA-B*5701 testing; ‘
E C. Respondent failed to verify or document Patient F’s Hepatitis B infection
statﬁs or serology; and |
d. Respéndent failed to document the consideration of the drug interaction
between Seroquel and Stribild.

THIRD CAUSE FOR DISCIPLINE
(Violating State and/or Federal Statutes Governing Dangerous Drugs)

124. Respondént has further subjected his Physician’s and Surgeon’s Cectificate No.
C50556 to disciplinary action under sections 2227 and 2234, as defined by section 2238, of the
Code, in that he violated state and/or federal statutes regulating dangerous drugs, as more

particularly alleged in paragraph 107, above, which is hereby incorporated by reference and re-

- alleged as if fully set forth herein.

. FOURTH CAUSE FOR DISCIPLINE A
(Use or Prescribing for or Administering to Himself Any Controlled Substance)

125. Respondent has further subjected his Physician’s and Surgeon’s Certificate No.'
C50556 to disciplinary action under sections 2227 and 2234, as defined by section 2239, of the
Code, in that he repeatedly self-prescribéd a controlled substance, as more particularly alleged in .
paragraph 107, above, which is hereby incorporated by reference and re-alleged as if fully set A
forth herein.
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FIFTH CAUSE FOR DISCIPLINE
(Failure to Maintain Adequate and Accurate Records)

126; Respondent has further subjected his Physician’s and Surgeon’s Certificate No.
C50556 to disciplinary action under sections 2227 and 2234, as defined By 2266, of the Code, in
that he failed to maintain adequate and accurate records for Patients A, B, C, D, E, and F, as more
particularly alleged in paragraphs 10 through 123, above, which are hereby incorporated by
reference and re-alleged as if fully set forth herein.

SIXTH CAUSE FOR DISCIPLINE
(General Unprofessional Conduct)

127. Respondent has further subjected his Physician’s and Surgeon’s Certificate No.

C50556 to disciplinary action under sections 2227 and 2234 of the Code, in that he committed

-general unprofessional conduct for the care and treatment of Patients A, B, C, D, E, and F, and for

éelf-prescnibing controlled substances, as more particularly alleged in paragraphs 10 through 126,
above, which are hereby incorporated by reference and re-alleged as if fully set forth herein.
PRAYER

WHEREFORE, Complainant requests that a hearing be held on the matters herein alleged, |
and ‘that fdllowing the hearing, the Medical Bc:)ard of California issue a decision:

’ I. Revoking or suspending Physician’s and Surgeon’s Certificate No. C50556, issued to
Respondent Mohamed W. El-Nachef, M.D.; ‘

2. Revoking, suspending or denying approval of Respondent Mohamed W. El-Nachef,
M.D.’s authority to supervise physician assistants, pursuant to section 3527 of the Code, and
advanced practice nurses;

3. Ordering Respondent Mohamed W. El-Nachef, M.D., if placed on probation, to pay
the Board the costs of probation monitoring; and
/11 |
111
/1
Iy
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4. Taking such other and further action as deemed necessary and proper.

DATED: May 16, 2019

i

SD2019700300
71755809.docx

KIMBER (lRCHME ER
Executive ect01

Medical Board of California
Department of Consumer Affairs
State of California

Complainant
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