BEFORE THE
MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS

STATE OF CALIFORNIA
In the Matter of the Accusation
Against:
CLYDE M. IKUTA, M.D. Case No. 8002013001739

Physician's and Surgeon's
Certificate No. G 11222

)
)
)
)
)
)
)
)
Respondent )
)

DECISION AND ORDER

The attached Stipulated Surrender of License and 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 Japnuary 19, 2017.

IT IS SO ORDERED jenyary 12, 2017

MEDICAL BOARD OF CALIFORNIA

Fxecutive Director
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KamALA D. HARRIS
Attorney General of California

. ROBERT MCKIM BELL

Supervising Deputy Attorney General

COLLEEN M. MCGURRIN

Deputy Attorney General

State Bar Number 147250
300 South Spring Street, Suite 1702
Los Angeles, California 90013
Telephone: (213) 620-2511
Facsimile: (213) 897-9395

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. 800-2013-001739
CLYDE IKUTA, M.D.

601 South Beach Blvd. | OAH No. 2016090706

Anaheim, CA 92804
STIPULATED SURRENDER OF
Physician's and Surgeon's Certificate No, LICENSE AND ORDER

G11222 _

Respondent.

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

entitled proceedings that the following matters are true: |
PARTIES

. Kimberly Kirchmeyér (Complainant) is the Executive Director of the Mediéal Board
of California (Board). She brought this action solely in her official capacity and is represented in
this matter by Kamala D. Harris, Attorney General of the State of California, by Colleen M
McGurrin, Deputy Attorney General.

2. CLYDEIKUTA, M.D. (Respondent) is represented in this proceeding by attorney
Garrett S. Gregor, whose addfess is 26056 Acero, Mission Viejo, California 92691.

3. On or about September 21, 1965, the Board issued Physician's and Surgeon's
Certificate No. G11222 to Respondent. Said Physician's and Surgeon's Certificate was in full
force and effect af all times relevant to the charges brought in Accusation No. 800-2013-001739

and will expire on October 31, 2017, unless renewed.
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JURISDICTION
4.  Accusation No. 800-2013-001739 was filed before the (Board),, and is-currently
pending against Respondent, The Accusation and all other statutorily réquired documents were
properly served on Respondent on July 1, 2016. Respondent tifnely filed his Notice of Defense
contesting the Accusation. A copy of Accusation No. 800-2013-001739 is attached as Exhibit A
and incorporated by reference.

ADVISEMENT AND WAIVERS

5. Respondent has carefully read, fully discussed With counsel, and understands the
charges and allegations in Accusation No. 800-2013-001739. Respondent also has carefiilly read,
fully discussed with counsel, aﬁd understands the effects of this Stipulated Surrender of License
ﬁnd Order.

6. Respondent is fully aware of his legal rights in this matter, including the right to a
hearing on the charges and allegations 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
decuments; the 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.

7. Respondent freely, voluntarily, knowingly, and intelligently waives and gives up each

“and every right set forth above.

CULPABILITY

8.  Respondent understands that the charges and allegations in Accusation No. 800-2013-
(001739, if proven at a hearing, constitute cause for imposing discipline upon his Physician’s and
Surgeon's Certificate.

9. For the purpose of resolving the Accusation without the expense and uncertainty of

further proceedings, Respondent agrees that, at a hearing, Complainant could establish a prima

facie factual basis for the charges in the Accusation and that those charges constitute cause for

discipline. Respondent hereby gives up his right to contest that cause for discipline exists based

on those charges.

2

Stiputated Surrender of License (Case No. 800-2013-001739)




LS

e I s Y

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

10.  Respondent further agrees and stipulates that if he ever applies for licensure or
peﬁtions for reinstatement in the State of California, the Board shall freatitas a new. application
for licensure. Respondent must comply with all the laws, rqguiations and procedures for
licensure in effect at the time the application or petition is filed, and all of the charges and
allegations contained in Accusation No. 800-2013-001739 shall be deemed to be true, correct
and admitted by Respondent when the Board determines whether to grant or deny the application
or petition.

11. Respondent understands that by signing this stipulation he enables the Board to issue
an order accepting the surrender of his Physician's and Surgeon's Certificate without further
process.

RESERVATION

12 'The admissions made by Respondent herein, if any, are only for the purposes of this
proceeding, or any other proceedings in which the Medical Board of California or other
professional licensing agency is involved, and shall not be admissible in any other criminal or
civil proceeding. |

CONTINGENCY -

13.  This stipulation shall be subject to approval by the Board. Respondent understands
and agrees that counsel for Complainant and the staff of the Board may communicate directly
with the Board regarding this stipulation and surrender, without notice to or participation by
Respondent or his counsel. By signing the stipulation, Respondent understands and agrees that he
may not withdraw his agreement or seek to re_scind the stipulation prior to the time the Board
considers and acts upon it. If the Board fails to adopt this stipulation as its Decision and Order,
the Stipulated Surrender and Disciplinary Order shall be of no force or effect, except for this
paragraph, it shall be inadfnissible in any [egal action between the parties, and the Board shall not
be disqualified from further action by llaviﬁg considered this matter.

14. The parties understand and agree that Portable Document Format (PDF) and facsimile
copies of this Stipulated Surrender of License and Order, including Portable Document Format

(PDF) and facsimile signatures thereto, shall have the same force and effect as the originals.
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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 Order:
ORDER

IT IS HEREBY ORDERED that Physician's and Surgeon's Certificate No. G11222, issued
to Respondent CLYDE IKUTA, M.D., is Surrendered and accepted by the Medical Board of
California.

1. The surrender of Respondent’s Physician's and Surgeon's Certificate and the
acceptance of the surrendered license by the Board shall constitute the imposition of discipline
against Respondent. This stipulation constitutes a record of the discipline and shall become a part
of Respondent’s license history with the Medical Board of California.

2. Re.s];)ondent shall lose all rights and privileges as a Physician _and Surgeon in
California as of the effective date of the Board’s Decision and Order.

3. Respondent shall cause to be delivered to the Board his pocket license and, if one was
issued, his wall certificate on or before the effective date of the Decision and Order.

4. TfRespondent ever applies for licensure or petitions for reinstatement in the State of
California, the Board shall {reat it as a new application for licensure. Respondent must comply
with all the laws, regulations and procedures for licensure in effect at the time the application or
petition is filed, and all of the charges and allegations contained in Accusation No. 800-2013-
001739 shall be deemed to be true, correct and admitted by Respondent when the Board
determines whether to grant or deny the application or petition. |

5. If Respondent should ever apply or reapply for a new license or certification, or
petition for reinstatement of a license, by any other health care licensing agency in the State of
California, all of the charges and allegations contained in Accusation, No. 800-2013-001739 shall
be deemed to be true, correct, and admitted by Respondent for the purpose of any Statement of
Issues or any other proceeding seeking to deny or resirict licensure.
ti
11
11
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ACCEPTANCE
] have carefully read the above Stipulated Sumender of License and Order and have fully
discussed it with my auomey. Garrett S. Gregor. |1 wunderstand the stiptxlélion and the effect it will
have oo my Physician's and Swrgeon's Certificate. [ enter into this Stipulated Suwrender of
License and Order freely, voluntarily, knowingly, and intelligently. and agree to be bound by the

i
Decision and Order of the Medical Board of Californa.

pargp: (> $7 Ve (7%7%/<ﬁ{/€&\

CLYDE IRUTA, MDD,
Respondent

I have read and fully discussed with Respondent CLYDI IKUTA, M.D. ihe terms and

conditions and other matters conlained in this Stipufated Surrender of License and Order. 1
approve its form and content,
DATED:; / 2/ TA 4

- T ' - P

CGARRETT SUGREGOR
Aitorney for Respondent

ENDRORSEMENT
The foregoing Stipulated Surreader of | icense and Order 1s hereby respectiully submited

for consideration by the Medical Board of California of the Departinent of Consumer Affairs

Dated: /'i)f/?//é . ' Respectfully subinitled,

Kanmata D). HARRIS
Attorney General of Califomia
ROBERT MCKIM BELL

Supervising Ddpuly Atlomps General

N

v ’ .
COLLEER M. McGURRIN
Deputy Attorney General
Afiorneys for Complainant

1.A2016560508
62207347.do¢
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FILED

KAMALA D. HARRIS STATE OF CALIFORNIA
A\.ttomey General of California  MEDICAL BOARD OF CALIFORNIA
ROBERT MCKIM BELL SACRAMENTO Dula V20 \\p
Supervising Deputy Attorney General BY Do Cor s ANALYST

COLLEEN M., MCGURRIN

Deputy Attorney General

State Bar Number 147250
300 South Spring Street, Suite 1702
Los Angeles, California 90013
Telephone: (213) 620-2511
Facsimile: (213) 897-9395

Attarneys for Complainant

BEFORE THE
MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS

‘capacity as the Executive Director of the Medical Board of California (*Board™).

STATE OF CALIFORNIA
Case No. 800-2013-001739
In the Matter of the Accusation Against: '
- ACCUSATION
CLYDE IKUTA, M.ID,
601 South Beach Boulevard
Anaheim; California 92804
P]Wsiciau’s-and Surgeon’s Certificate G 1222,
Respondent.
Complainant alleges:
PARTIES
1. Kimberly Kirchmeyer (“Complainant™) brings this Accusation solely in her official

2. On September 21, 1965, the Medical Board issucd Physician’s and Surgeon's
Certificate number G11222 to Clyde lkuta, M.D. (*Respondent™). That license was in full force
and effect at all times relevant to the charges brought herein and will expire on October 31, 2017,

unless renewed.

JURISDICTION

3. This Accusation is brought before the Board under the authority of the following
faws, All section references are to the Business and Professions Code unless otherwise indicated.
4, Section 2004 of the Code provides, in pertinent part:
| i

(CLYDE IKUTA, M.B.) ACCUSATION NO. 800-2013-001739
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“The board shall have the responsibility Tor the following:

“(a} The enforcement of the disciplinary and.criminal provisions of the Medical Practice
Act.

“(b) The administration and hearing of disciplinary actions.

“(e) Cérrying out disciplinary actions appropriate to findings made by a panel or an
administrative law judge.

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

*(e) Reviewing the quality of medical practice carried out by physician and surgeon
certificate holders under the jurisdiction of the board.

... 0"

5. Section 2220 of the Code provides in pertinent part:

“Excepl as otherwise provided by law, the board may take action against all persons guilty
of violating this chapter, The board shall enforce and administer this article as to physician and
surgeon certificate holders . . . and the board shall have all the powers granted in this chaﬁter for
these purposes including, but not limited to:

“(2) Investigating complainis from the public, from other licensees, from health care
facilities, or from a division of the board that a physician and surgeon may be gui!ty of
unprofessional conduet, The board shall investigate the circumstances underlying any report
received pursuant to Section 805 within 30 days to determine if an interim suspension order or
temporary restraining order should be issued, The board shall otherwise provide timely
disposition of the reports received pursuant to Section 805.

“b) ... ()"

6. Section 2230.5, subdivision (a), of the Code provides that any accusation filed agéinst
a licensee pursuant to Section 11503 of the Gavernment Code shall be filed within three years
after the board, or a division therecf, discovers the act or omission alleged as the ground for
disciplinary action, or within seven years after the act or omission alieged as the ground for -

disciplinary action oceurs, whichever oceurs first.

2
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7. Section 2227 of the Code states, in pertinent part:

“(a) A licensee whose matter has been heard by an administralive law ju.dge of the Medical
Quality Hearing Panel . . . or who has entered into a stipulation for disciplinary action with the
board, may, in accordance with the pl‘oﬁsions of this chapter:

(1) Have fiis or her license revoked upon order of the board,

“(2) Have his or her right to practice suspended for a period not to exceed one year upon
or-der 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 pubiicly reprimanded by the board. The public reprimand may include a
requirement that the licensee complete relevant educational courses approved by the board.

“(5)....70

(b} Any matter heard pursuant to subdivision (), except for warning letters, medical
review or advisory conferences, professional competency examinations, continuing education
activities, and cost reimbursement associated therewith that are agreed to with the board and
successfully completed by the licensee, or other matters made confidential or privileged by
existing law, is deemed public, and shall be made available to the public by the board pursuant to
Section 803.1.7

g, Section 2234 of the Code, stales, in pertinent part:

“The board Sh(;ail take action against any licensee who is charged with unprofessional
conduct. In addition ItO ofher provisions of this article, unproféssional conduct includes, but is not
limited {o, the fﬁllowiﬁg:

“(a) Violating or attempting to violate, directly or indirectly, assisting in or abetting the
violation of, or consphing to violate any provision of this chapter.

“(b) Gross negligence.

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

3
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‘;(I) An initial negligent diagnosis followed by an act or omission medically appropriate
for that negligent diagnosis of the patient shall constitute a sinple negligent act.

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

“(d} Incompetence.

“ey.. . (o

9.  Section 2241.5 of the Code states, in pertinent part:

“(a) A physician and surgcon may prescribe for . . . a person under his . . . treatment for a
medical condition dangerous drugs or prescription controlled substances for the treatment of pain
or a condition cﬁusing pain, including, but not limited to, intractable pain,

*(b) No physician and surgeon shall be subject to disciplinary action for prescribing . . .
dangerous drugs or prescription confrolled substances in accordance with this section.

“(¢) This section shall nol affect the power of the board to take any action described in
Section 2227 against a physician and surgeon who does any of the following:

*(1) Violates subdivision (b), (¢), or (d) of Section 2234 regarding pross negligence,

repeated negligent acts, or incompetence.

*(3) Violates Section 2242 regarding performing an appropriate prior examination and the -
existence of a medical indication for pré:scribing, dispensing, or furnishing dangerous drugs.
“M)... (7).

“(d) A physician and surgeon shall exercise reasonable care in determining whether a
particular patient or condition, or the complexity of a patient's treatment, including, but not
limited to, a current or recent pattern of drug abuse, requires consultation with, or referral to, a
more gualified specialist.

“ey....”

4
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10.  Section 2242, subdivision (o), of the Code states, in pertinent part thav prescribing
dangerous drugs as defined in Section 4022 without an appropriate prior examination and a
medical indication, constitutes unprofessional conduct.

11, Section 4022 of the code states, in pertinent part: “Dangerous drug™ ... 1 means
any drug . . . unsafe for self-use in humans . .. and includes the following:

“(a) Any drug that bears of the legend: “Caution: Federal law prohibits dispensing without
prescription,” “Rx only,” or words of similat import,

“by...." .

“(c) Any other drug . . ..that by federal or state law can be lawfully dispensed only on
prescription . .. ."

12, Section 2266 of the Code states: “The failure of a physician and surgeon to maintain
adequate and accurate records relating to the provisizm of services to their patients constitutes
unprofessional conduct.” '

FIRST CAUSE FOR DISCIPLINE

{Gross Negligence — Patient P.G.)

13.  Respondent Clyde Tkuta, M.D. is subject to discip]ina;'}; action under section 2234,
subdivision (b), in that he commi_tted gross negligence in his care and treatment of patient P.G."
The circumstances are as follows:

14.  On or about August 18, 2010, patient P.G., a then 23-year-old inale, first presented 1o
Respondent complaining of knee and feet painlﬁ)r the last year, however, Resp;;)ndent failed 1o
document any specifics about the pain, including its origin, which knee was affected, the specific
lbcalion-of the pain, its severity, pastl and current symptoms or treatments, any functional
fimitations, and any neurological changes, inter alia. Respondent documented that the pétient had
a history of heroin use since the age of 22 and had last used it a year earlier; however, Respondent

failed to document any urther information regarding the patient’s drug use including how

bl pattent references are by initials only. The true names of the palients shali be revealed to Respondent
upon his Request for Discovery pursuant to Government Code section 11507.6.

5
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frequently he had used heroin, the amount I;ISCC[, the method(s) used. or any other history of illicit
drug use, and the patient’s use or history of alcohol consumption,

On this initial visit, Respondent prescribed {00 tablets of 10 milligrams (mg) of
methadone;” however, lie failed to perform and document an adequate and appropriate history and
physical examination before prescribing opioids, which should have included an examination
with documented Tindings, an assessment of the pain, the patient’s physical and psychological
function, a history of prior pain treatment(s) including any imaging, and an assessment of
undertying or coexisting diseases or conditions. Respoﬁdcﬁt further failed to run a CURES report
to determine if the paﬁent was receiving pain medications from other providers and failed to
require the patient to submit to a urine drug screening (UDS) to determine what drugs were in his
system at the time, which were vital prior to starting opioids in a patient with a known drug
addiction history. Respondent further failed to document a recognized medical indication for
prescribing controlled substances, a diagnosis, or a specific treatment plan and gbals.

When interviewed, Respondent stated that he probably performed a brief physical
examination on this visit, but could not recall the specifics as he faiiéd to decument them.
'Reépondent was also unable to decipher all of his notes from this visit.

15.  On or about September 3, 2010, P.G. again presented to Respondent for a refill of his
preseription. This chart note essentially consists of three Jines only: “methadone #100 5/day;
Clonidine® .17 with no othéj' information. Ne physical examination is documented in the chart,
nor is anty other jnformation documented concerning the patient’s condition. Althoygh thé
progress note states that 100 tablets of methadone were prescribed, the actual prescription lists

only 90 tablels were prescribed. During his interview, Respondent stated that he prescribed the

? Methadone is an opioid medication used to reduce withdrawal symptoms in people addicted Lo heroin or
other uarcotic diugs without causing the “high” associated with the drug addiction. 1t is used as a pain reliever and as
part of drug addiction deloxiftcation and maintenance programs and is ondy available from ceptified pharmacies.

# Clonidine is a dangerous drug used to lower blood pressure by decreasing the lavels of certain chemicals
in ones blood which allows the blood vessels to relax and the heart to beat more slowly and easily, 1t is used to treat
hypertension (high blood pressure) and the Kapvay brand of clonidine is used to treat attention deficit hypeructivity
disarder (ADHDY). It may also be used for other purposes.

G

{CLYDE IKUTA, M.D.) ACCUSATION NO. 800-2013-001739




 aloohol while taking the medication as the effects of the medication can increase. This medication may also be habit-

clonidine to help prevent and controf the patient’s withdrawal symploms, however, there is no
documented evidence that the patient was sullering from any withdrawals on this visit.

16.  On or about September 16, 2010, P.G. presented for another follow up visit with
Respondent. No physical examination was documeitted on this visit. The patient was noted to
complain of pain in his knees in the morming. Respondent refilled the prescription for 90 tablets

of methadone and 60 tablets of BuSpar,.d and instructed the patient (o take Aleve, an over-the-

counter medication, at night. During his interview, Respondent was asked if he inquired about the |

patient’s current use of heroin on this visit. Respondent stated he did not know.,

17.  On or about September 30, 2010, P.G. was again seen by Respondent for a refil} visit.
On this visit, the patient was noted to have continuing complaints of pain in the feet, legs and
back especially in the early morning. No physical exalﬁinatipn was documented in the charg;
however, during his interview, Respcmdént stated he “probably” did one, bui didn’t document it
because he was lazy. Respondent prescribed 90 tablets of methadone, instructing the patient to
take six per day, and added a new.pl‘éscriptian for l‘{Icn‘mpin;5 however, he .fai}ed to document the
reason or rationale for this. it appears that the BuSpar was discontinued on this visit; llowe;;er, it
is not documented in the chart.

Respondent’s assessment was that the patient had fibromyalgia and inflammatory arthritis.
This is the first time Respondent documented his diagnosis in the chart. When asked héw he

made his diagnosis of fibromyalgia, Respondent stated it was a “waste basket™ diagnosis,

although he did not know the specific criteria to make such a diagnosis, and stated that the patient

4 BuSpar is the brand name for buspitone, a dangerous drug and an anti-anxiety medicine that affects
chewicals in the brain thai may be unbatanced in people with anxiety. Il is used fo treat symptonis of anxiety, such as
fear, tension, irritability, dizziness, pounding hearibeat, and other physical sytaptoms, and may be used for other
purposes,

3 Klonopin is 1be brand name of Clonazepam, a Schedule IV Controlled substance in a group of drugs called
benzodiazepines which aflects chemicals in the brain that may become unbalanced and cause anxiety. 1t is also used
1o treat seizuwre disorders or panic disorder and other conditions. The patient may have thoughts about suicide while
taking clonazepam and should call the doctor at once if the patient has any new or worsening symptoms such as:
mood or behavior changes, depression, anxiety, or if the patient feels agitated, iritable, hostile, appressive, restless,
hyperactive (menlally or physicatly), or has thoughts about suicide or hurting oneself. The patient should not drink

forming.

7
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had “tender points;” however, these are not documented i the chart. Respondent [wrther stated
that he would make a diagnosis of inflammatory arthritis if the pﬂ.tient’sjoint was swollen or red;
however, no such information is doc‘umentcd in the chatt.

18, On or about October 14, 2010, P.G. presented for a refil! appointment. Respondent
documented that the patient had good pain relief taking 50 mg of morphine a day and that his pain
decreased from 7-8 out of 10 to a 3-4 out of 10 with the medications. This is the first time the
patient’s pain levels were documented. Respondent refilled the methadone and Klonopin
prescriptions; however, he failed to document and perform a physical examination on this visit.
Respondent requested an HIV serology and hepatitis panel, along with'a syphilis test; however,
this laboratory lesting was never performed.

19.  On or about October 28, 2010, P.G. presented to Respondent for a refill of his
medication. This chart note essentially consists of only one entry: “methadone #1 10 5/day™ with
no other information documented other than the patient’s weight and blood pressure readings. No
physical examination is documented in the chart, nor is any other information conceri]ing the
patient’s condition. Although the progress nofe states that 110 tabléts of methadone were |
prescribed, Respondent also refilled the Klonopin prescription.

20. -On or about November 2, 2012, five days after his prior visit, P.G. presented early for
a refill of his prescription stating that his medications had been stolen. However, Respondent
fatled to document any other information regarding the alleged theft. Respondent further failed to
perform and document a physical examination on this visit, nor any other information concerning
the paticnl’s condition. Respondent also failed to require the patient to submit to a urine drug
screening (UDS) to determine the amount and what drugs were in his syétem at the time. torun a
CURES réport to deterimine if the patient was rcceiving pain medications from other providers, to
document a medical indication for prescribing controtied substances, a diagnosis, or a specific
treatment plan and goals. In the progress note, Rcspondent documented that he prescribed 45
{ablets of methadone and 14 tablets of Klonopin, however, the Kionopin prescription noted that
only 12 tablets were prescribed.

21, On or about November 4, 2010, two days after last visit, P.G. presented to

8
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Respondent to complete a disability form for the patient. Respondent completed and signed an
Oraﬁgc County “Sc;cial Services Agency General Reliel Program Request for Physician’s Report
of Examination” indicating that the patient’s diagnosis was ADHD® with the onset at birth; |
however, Respondent never conducted or performed aﬁy psychological testing of the patient, nor
had he diagnosed the patient with this condition. Respo-ndent stated during his interview, thal he
would not have performed an evaluation for this condition as he believed the patient because the
patient was active in the room.

22, Onor about November 11, 2010, P.G, presented to Respondent for a refill of his
medications. This chart note essentially consists of two lines: “methadone #110; Klonopin 34~
with some dosing instructions. No physical examination is documented in this chart, nor does it
contain any other information concerning the patient’s condition, or the alieged thefl of his
medications at the end of October.

23.  Onor about December 2, 2010, P.G. again presented to Respondent for a refill of his
medicalions, No physical examination is documented in this chart, nor does it contain any other
information concerning the patient’s condition. Raspéndcnt refilled the medications for
methadone and Klonopin, however, he added a brescription for Effexor XR,’ ‘however, he failed
to document the reasoti or rationale for prescribing this medication. During his interview,
Respondent stated that he prescribed this medication because he had diagnesed the patient with
depression based upon his past history, however, there is no documentation in the chart that the
patient suffered from depression ot was diagnosed with this condition. Rcspondcnt further stated
that the patient was not suicidal at that time, was eriented times three, and was not crying.
however, none of this in't’ormaﬂon is documented it the chart.

24, On or about December 22, 2010, January 11, 2011 and February 2, 20t 1. P.G.

ADHD is the abbrevialion for attention deficit hyperactivity disorder; a disorder characterized by a
persistent pattern ol inatiention and/or hyperactivity.

! Effexor XR is the brand name for the generic drug Venlafaxine, a dangerous drug, which is an anti-
depressant in a group of drugs called sclective serotonin and norepinephrine reuptake inhibitors (SSNRIs).
Venlafaxine affects chemieals in the brain that may be unbalanced in people with deprossion and is used 1o treat
major depressive disorder, anxiety, and panic disorder.
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presented to Respondent for refills of his medications. On these visits, Respondent refilied the
prescriptions without change. Each of the chart entries for these visits are extremely brief and do
not document a physicél cxamination, nor any other information concerning the patient’s
condition.

25.  Onor about February 18, 2011, P.G. again presented to Respondent for a refill of his
medications. On this visit, Respondent completed another Orange County disability form for the
patient for a 5-month period. No physical examination was documented on this visit, nor any
other information concerning the patient’s condition; however, Respondent refilled the
prescriﬁlions for methadone, Effexor and Kionopir}. Respondent also diagnosed the patient with
ADHD; however, no mental examination or any other examination was documented in the chart,
During his interview, Respondent stated that the patient was not suicidal and he had no plans to
refer the patient to another provider; however, this information is not documented in the chart.

26.  On or about March 24, 2011, P.G. again presented to Respondent for the refill of his
|11eaicati0{1. No physical examination was documented on this visit, or any other information
voncerning the patient’s condition. Respondent stated during his interview, that he was trying to
decrease the daily dosage of methadene from 50 mg to 45 mg, however, on this visit Respondent
actually increased the methadone from 110 tablets to 145, Respondent, however, failed to
document the reason or rationale for the increase. Respondent was unable to reeall if the patient
was depressed on this visit as he failed to document this information and failed to document his
assessment of the patient’s conditions and trealment plan.

27.  On orabout March 31, 2011, one week afier his last visit, P.G. presented to
Rcspondent claiming thal be had lost his medications; however, Respondent failed to document
the medication loss or any further information. Respondent refused to refill the medications and
instructed the patient to return in three weeks; however, Respondent faiifza to perform and
document a physical examination of the patient, to perform a UDS fo determine the levels of
drugs in the patient’s system on this visit, to discharge the patient for presenting eatly for a refill
of his medications and stating that his medications had either been lost or stolen for the second

time, to require the patient to sign a pain management contract, to run a CURES report to
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determine if the patient was receiving narcotics from other providers, (o document his assessment
and plan for the patient’s care and treatment, and to document a discussion with the patient about
his =arly refills and atleged stolen and lost medications.

28.  On or about April 13. 2011, P.G. again presented to Respondent for a refill of his
medications. On this visit, Respondent failed to document a physical examination or any
additional information concerning the patient’s condition. Respondent stated during his interview
that the patient continued to have pain in his feet and back, but he was unsure if the patient
continued to have fibromyalgia or depression. Respondent failed to document a history, physical
examination, assessment or treatment plan in the patient’s chart; however, he refilled the
prescriptions tor 140 tablets of methadone and 34 tahlets of Klonepin.

29.  Onor about May 10, 2011, P.G. again presented 1o Respondent for the refill of hi.s
medications. No physical examination is documented on this visit, nor was it documented if the
patient was still depressed or suffering from fibromyalgia. Respondent stated dulring his
interview that he did not perform a psychiatric or neurclogical evaluation on this visit and did not
know if he performed a-physicai exam, In fact. no physical examination findings were ever
documented in the patient's chart including the initial visit ten months earlier. Respondent refilled
the prescriptions for methadone and Klonopin. 7 .

30. 'On or about May 12, 201, two days after his last visit to Respondent, PG. Was found
dead of a drug overdose. Qut of the 140 methadone tablets the patient filled o May [0, 2011,
only 64 tablets were left. P.G.’s death was ruled an accidental overdose.

31.  Throughout his care and treatment of P.G., Respondent failed to perform adequate
physical examinations to require the patient submit to a UDS t(-) determine the type and amount of
drugs in his system, to ruﬁ a CURES report to determine if the patient was obtaining medications
from other providers, to order any laboratory studies or imaging, or to consider referring the
patient Tor physical therapy or other alternative treatments.

32. Resiaondent committed acts of gross negligence in his care and treatment of patient
P.G. when he: | |

A, TFailed to perform and document an adequate and appropriate history and physical
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examination prior (o initially prescribing controlled substances;

B.  Failed to perform and document an adequate and appropriate history and physical
examinations prior to refilling the controlled substances: |

C.  Failed to discuss and document & conversation with the patient concerning the major
potential risks of controfled substances;

D.  Failed to run a CURES report and have the patient submit to urine drug screening
(UDS) prior ta prescribing controlled substances, especially since the patient had a history of
heroin use; -

E.  Failed to document a treatment plan and management goals;

F.  Failed to prescribe or attempt-physica[ therapy or other conservative treatments prior
to prescribing controiled substances;,

G.  Failed to appropriately evaluate and monitor the patient through his CQL-H'SC of care
and treatment; |

H.  Failed to refer the patient to a pain management specialist or other professional; and

I. Failed to maintain adequate and accurate records,

SECOND CAUSE FOR DISCIPLINE

(Repeated Negligent Acts — Patient P.G.)

33, Respondent Clyde Tkuta, M.D. is subject to disciplinary action under section 2234,
subdivision (¢), in that he commitied repeated negligent acts in his care and treatment of patient
P.G. The circumstances are as follows:

34.  Paragraphs 14 through 31. and 32 A through L, inclusive, are incbrpprated by

reference as if fully set forth herein.

THIRD CAUSE FOR DISCIPLINE

{Gross Negligence — Patient A.F.) -
Respondent Clyde Tkuta, M.D. is subject 1o disciplinary action under section 2234,
subdivision (b), in that he committed groés negligence in his care-and treatment of patient A.F.

The circumstances are as follows:
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35, Onor about September 4, 2007, patient A.F.. then a 32 year old male. first presented
to Respondent who noted the Vpalienl had been addicted to heroin since he was 15 years old.
Respondent examined A.F.-and preseribed 140 tablets of methadéne. Thercalier. Respondent
treated the patient through June 2009,

36. - Onor about July 2, 2009, AF. presented for refill of his medications. On this visit,
Respondent failed to document a physical examination; however he refilled the preseriptions for
164 tablets of methadone and 14 tablets of Klonopin. |

37.  Onor about July Vl 6, 2009, A.F. again presented for refill of his medications. On this
visit the patient’s blood pressure was noted to be 160/70; however, Respondent failed 1o perform
and document a physical examination on this visit and failed to address the patient’s blood
pressure raédings. Respondent preseribed 160 tablets of methadone and refilled the Klonopin.

38. Onor about July 31, 2009, the patient again presented for a refill of his nwdication-s.
On this visi(, Respondent failed to perform and document a physical examination; however, he
prescribed 168 tablets of methadone and refilled the Klonopin.

39.  Onorabout August 18, 2009, AF. again presented for refill of his medications.
Respondent again failed to perform and document the physical examination on this; however, he
prescribed 162 tablets of methadone and refilled the Klonopin. _ 7

40.  On or about September 4, 2009, A.F. again presented for refill of his medications
which Respondent refified; however, Respondent failed to ﬁe'ri'orm and document a physical
examination on this visit.

41.  On or about June 22,2010, A.F. again presented to Respondent for refill of his
medications. Thé patient had last been seen in September 2009; however, Respondent failed to
document any reason or explanation why the palient had not been seen in eight months. On this
visit, Respondent again failed to perform and documenl a physical examination of the patient;
however, he prescribed 162 tablets of methadone and added a prescription for clonidine, but
failed to document the reason or rationale for prescribing the clonidine.

42, Onorabout July 2, 2010, A.F. again presented to Respondent for a refill of his

medications. On this visit, Respondent noted that the patient had finally decreased his dose of
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methadone. Respondeni performed a minimal physical examination on this visit; however, he

Tailed to document a history and his assessment and plan. Respondent prescribed 154 ablets of
methadone; however, he failed to docun-wnt his reason or rationale for deceasing the methadone
dosage. | | |

43.  On or about July 13. and July 28, 2010, A.F. presented to Respondent who refilled his
medications.

44. On or about August 30, 2010, AF. again presented to Respondent for a refill of his
medications. Respondent prescribed 140 tablets of methadone and 60 tablets of clonidine;
however. he failed to document a history of the patients condition on this visit, failed to perform
and document a physical examindtion,, and failed to document his assessment and plan.

45.  On or about September 16, 2010, A F. saw Respondent again for a refill of his
medications. On this visit, Respondent noted that thé patient had decreased his dose of
methadone and was stifl able to work. Respondent filled the prescription for methadone,
however, he failed to document a history of the patient’s condition on this visit and failed to
perform and document & physical examination, his assessment and plan.

46.  On or about October 11, October 26, November 8, and November 18, 2010, A F.
again presented to Respondent for a refill of hié medications. On each of these visits, Respondent
failed to perform a physical examination of the patient, to document a history of the patient’s
condition, or o document an assessment or plan, In faet, on each of these visits, essentially the
only information contained in these progress notes, other than the patient’s weight and blood
pressure, is the word “methadone” and the number of tablets prescribed.

47.  On or about December 9, 2010, AF. saw Respondent again for a medication refill,
Respondent continued the methadone prescription and noted that the patient should “try clonidine
to decrease methadone” even though Respondent had first prescribed clonidine on June 22, 2010.
During his inferview, R,c.spondent was nol sure the exact reason why he prescribed clonidine and
failed to document his reasoning. On this visit, Respondent further failed to document a history
of the patient’s condition, and failed to perform and document a physical examination, his

assessment and plan.
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however, he failed to document a history of the patient’s condition and failed to perform and

“physical examination, his assessment and plan.

48.  Onor about December 15. 2010, A.F. again presented to Respondent for a refill of his

medications, Respondent prescribed 140 tablets of methadone and 60 tablets of clonidine;

doéument a physical examination, his assessment aﬁd plan,

49, On or about January 7, 2011, A.F. presented to Respondent for a refill of his -
medications. Respondent refilled the methadone; however, he failed to document a history of the
patient’s condition on this visit, and failed to perform and document a ph);sical examination, his
assessment and plan.

50.  On or about January 27, 2011, AF. again presented to Respondent for a refill of his
medications and Respondent prescribed another 140 tablets of mcthédone and 60 tablets of
cloniding; however, he failed to document & history of the patient’s condition, and failed to
perfarm and document a physical examination, his‘ assessment and plan on this visit,

5 1 On or about February 15, 2011, A.F, saw Respondent again for a refill of his
medicatio_ns which Respondent refilled another 140 tablets of methadone, however, he Afailed 0

document a history of the patient’s condition on this visit and failed to perform and document a

52, _ On or about March 9, 2011, AF saw Respondent for a refill of his medications. On
this visit, Respondent noted that the patiétlt‘s pain was worse due 1o a work injury however, he
failed to document any specifics regarding the injury. Respondent perforined and documented a
brief physical examination although the specifics of the examination are lacking in detail. This is
the first physical examination documented Aby Respondent since July 2, 2010. Respondent refilled
the prescription for methadone; however, he failed to document his assessment and plan.

53.  Onorabout March 21, April 4, May 2, May 12, and June 6, 2011, A.F. saw
Respondent for a refill of his methadone: On these visits, Respondent refilled the prescriptions of
methadone; however, he failed to document a history of the patient’s condition on these visits and
failed to perform and document a physical examination, an assessment ot his ptan. In fact, on
each of these visits, essentially the only information contained in these progress notes, other than

the patient’s weight and blood pressure, is the word “methadone™ and the number of tablets
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preseribed.

54.  On or about June 13. 2011, AF. presented to Resporndent for a refili of his
medications. On this visit, the patient claimed his medications were either lost or siolen,
however, Respondent failed to document the circumstances of the medication loss. Respondent
refilled the prescription of methadone, however, he failed: to require the patient to submit to a
UDS to determine the type and amount of drugs in his system at the time; to run a CURES report
to determine if the patient was obtaining medications from other providers; to document a history
of the patient’s condition on this visit; and to perform and document a physical examination, his
assessiment or plan,

55.  On or about October 19, 2011, and January 30, 2012, A.F. again presented to
Respondent for a refill of his methadone. On these visits, Respondent refilled the prescriptions of
methadone, however, he failed to document a history of the patient’s condition on these visits and |
failed to perform and document a physical examination, an assessment or his plan. n fact, on
each of these visits, the only informatién contained in the progress notes, other than the patient’s
weight and blood pressure, is the word “methadone™ and the number of tablets prescribed.

56.  On or about February 10, 2012, A.F. saw Respondent again for a refill of his
methadone. O this visit, Respondent requested that the patient decrease his methadone to nipc
pills per day. During his interview, Respondent stated that hie did not consider sending the patient
for physical therapy, ordering an MRI lo determine the cause of his condition, or referring to
patient to another provider. Respondent refilled the prescription for methadone, however, he
failed to document a history of the patient’s condition and failed to perform and document a
physical examination and his assessment of the patient’s condition.

57.  Onor about February 17, and March 2, 2012, A_F. again presented fo Res'pondent for
Ia refill of his methadone, On these visits, Respondent refilled the prescriptions for methadone,
however, he failed to document a history of the patient’s condition on these visits and failed to
perform and document a physical examination, his assessinent or plan. In fact, on each of these
visits, the only information contained in these progress notcs, other than the patient’s weight and

blood pressure, are the words “methadone™ or “meth” and the number of tablets preseribed.
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58, Onor about March 9, April 2, April 20, and May 2, 2012, A.F. again presented to
Respondent for a refill of his methadone which was refilled. Respondent however failed to
document a history of the patient’s condition on these visits and failed to perform and document a
physical examination, his assessment or plan. In fact, on each of these visits, essentially the only
information contained in these progress notes. other than the patient’s weight and blood pressure,
and the words ‘ﬁnathadane"’ or “meth” and the number of tablets prescribed.-

59.  Onor about May 16, 2012, A.F. again presented to Respondent for a refill of his .
methadone, On this visit, Respondent performed and documented a physical examination noting
pain in the lumbosacral area and paint tenderness on the right side. This is the first documented
physical examination since Respondent’s brief examination of the patient on March 9, 2011.
Respondent refifled the prescription of methadone; however, he failed to document his
assessment and plan. During his interview, Respondent stated he did not consider alternative
medications or treatments for the patient on this visit.

60. Onorabout May 31, June 11, June 26, and July 9, 2012, A.F. again presented to
Respondent for a refil] of his methadone, which was refilled. On each of these visits, Respondent
failed to document a history of the patient’s condition, and failed to perform and document a
physical examination along with his assessment and plan.

61.  On or about August 8, 2012, AF. again presented 1o Respondent for a refill of his
meth‘adonc, which was ﬁt]éd_ On this visit, Respondent again failed to document a history of the
patient’s condition, and failed to perform and document a physical examination and his
assessment and plan, The only notation in the chart, other than the patient’s weigh't and blood
pressure, is "_"M — 140™ and that the patient was unable to come in regularly in July because he
was ouf of town, This appears to be the patient’s last visit with Respondent.

62. Throughout his care and treatment of A.F., Respondent failed to: perform and
document an adequate physical exantination; require the patient to submit to a UDS to determine
the type and amount of drugs in this systém; run a CURES report fo determine if the patient was
abtaining medications from other providers; order any laboratory studies or imaging; and
consider referring the patient for physical therapy or other alternative treatiments.
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63. Respondent committed gross negligence in his care and treatment of patient A.F,
when he:

A.  Failed to perform and decument adequate and appropriate patient histories and
physical examinations from July 2009 and continuing through August 2012, prior to continuing to
prescribe controlled substances;

B.  Failed to discuss and document a conversation with the patient concerning the major
poteniial risks of taking controlled substances in the follow up visits;

C.  Failed to run a CURES report on the patient and have him submit to urine drug
screeniu'g' (UDS) from July 2009 and continuing through August 2012 while continuing to
prescribe controlled substances, especially in a patient with a long history of heroin use;

D. Failedto document a treatment plan and management goals from July 2009 and
continuing through August 2012;

E Failed to prescribe or attempt physical therapy or other conservative treatments prior
to continuing to prescribe contrelled substances from July 2009 and continuing through August
2012:

F. TFailed -to appropriately cvaluate and monitor the patient through his course of care
and treatment from July 2009 and continuing through August 2012;

G.  Failed to refer the patient to a pain management specialist or other professional from
July 2009 and continuing thmuéh August 2012; and |

H.  Failed to maintain adequate and accurate records from July 2009 and continuing
through August 2012, -

FOURTH CAUSE FOR DISCIPLINE
(Repeated Negligent Acts — Patient ALF.)

64. Respondent Clyde Tkuta, M.D, is subject to disciplinary action under section 2234,
subdivision (c), in that he committed repeated negligent acts in his care and treatment of patient
ALE | The circumstances are as follows: |

65.  Paragraphs 36 through 62, and 63 A through H, inclusive, are incorporated by

reference as if fully set forth herein.
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presented to Respondent for a refill of his medications. On these visits, Respondent refilied the

FIFTH CAUSE FOR DISCIPLINE
(Gross Negligence — Patient C.T.)

66. Respondent Clyde lkuta, M.D. is subjeét to disciplinary action under section 2234,
subdivision (b), in that he committed gross negligence in his care and treatment of patient C.T.
The circumstances are as follows;

67. On 01-' about April 14, 201 [, patient C.T., a then 41 year old male, first presented to
Respondent for treatment for an opiate addiction. The patient reportedly started using heroin
when he was approximately 20 to 21 years old, and was using 1 to 2 grams per day. During his
interview, Respondent stated he performed a physical examination of the patient on this-visit;
however he failed to document his findings in the chart. Additionally, Respondent did not
remember, and failed to document, whether he asked the pa‘l‘ient when he had last used heroin
and failed to document, if he asked the patient if he was, or had been, ué.ing other illicit drugs at
the time.

On this visit, Respondent failed 1o document: a history of the patient’s medical condition;
his physical examination findings; his diagnoses, assessment and plan; failed to require the
patient to submit to a urine drug screening (UDS) 1o ascertain the type and amount of drugs.in his
system at that time; and failed to have the patient the patient sign a pain management agreement.
During his interview, Re:.spondcnt stated that the treatment goals were “in [his] head” but failed to
dociment them in the chart. Respondent preseribed 112 tablets of methadone and 60 tablets of
clonidine. |

68.  Onorabout April 25, 2011, CT presented early for a refill of his medications. On
this visit, Respondent noted that the patient complained of chronic lumbosacral pain especially
with an increase in his work. Respondent refilled the p.rescriplion for methadone, bul failed to
perform and document a physical examination on this visit, and failed to document his assessment

and plan.

69.  Onaorabout May 9, May 19, June 15, july 15, August 12, and August 30, 2011, C.T.

patienl’s prescriptions, however, he failed to: document a history of the patient’s condition on
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these visits; and fatled to perform and document a physical examination nor his assessment ot
plan. [n fact, on each of these visits, the only information contained in these progress notes, other
than the .patit:nt’s weight and blood pressure, are the words “methadone™ or “clonidine™ and the
number of tablets prescribed.

70.  On oraboul September 15, 2011, C.T. again presented for & refill of his methadone.
On this visil, Respondent increased the prescription from 126 tablets to 130 tablets of methadone;
however, he failed 10 document the reason or raiionale for the increase. During his interview,
when asked why he increased the methadone prescription, Respondent stated it was probably
because the patient asked for a little more medication. Respondent, however failed to document a
history of the patient’s condition on this visit, failed to perform and document a physical
examinalion, failed to chart his assessment and plan, and failed to inquire if the patient was using
illicit drugs. _

71.  On or about October 5, 20_1 1, C.T. again presented for a refill of his methadone. On
this visit Respondent noted the patient complained of lumbosacral pain and restless leg syndrome,
a condition heAhad never complained of before, however, Respondent failed to document and was
uncertain about the patient’s specific symptoms or the reasons why he had this new condition.
Respondent also documented that the patient had been i|1j11|‘ed ina milifary training accident in
2008, and he was now complaining of sciatica, another new condition, however, Respondent
failed (o ask il'the patient had recently injured himself. Although Respondent failed to document
a physical examination on-this visit, he stated during iﬂs interview that he performed an
examiﬁation but did not deeuwment it “Because I°'m lazy.”

On this visit, Respondent drafted a letter “To whom it may concern® stating CT was his

patient and that his methadone use is “due to lumber spine pain and restless leg syndrome.”

Respondent, however, was not sure what the letter was for, who it was intended for, nor the

reasons he wrote the letter in the first place.

72. On or about October 18, 2011, the patient again presented fﬁr a refitl of his
methadone, On this visit, Respondent increased the methadone from 100 tablets 1o 126 tablets,
but faited to document (he reason or rationale for the increase. On this progress note,.Respondent
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his methadone and prescribed 126 tablets of methadone. No physical examination was

made a notation concerning the patient’s condition although that notation was scratched out;
however Respondent was unable to explain why this cccwrred during his interview, On this visit,
Respondent failed to document a history of the patient’s condition, failed to perform and
document a physical examination, his assessment and plan, and failed to inquire about the
patient’s illicit drug use, if any.

73, On or about November 9, 2011, C.T. again presented for a refill of his methadone
which Respondent refilled. Oﬁ this visit, Respondent noted that the patient complained of an ear
ache and prescribed Keflex.® During his interview, Respondent stated that he did not recall if it
was both ears or just one ear, and that he “probably examined” the patient’s ear, but failed to
docinnent.

74.  On or about November 21, 2011, C.T. again presented to Respondent for a refill of
documented on thfs visit and there is no indication of the status of the patient’s ear ache, restless
leg syndrome or sciatica noted in the prior visits.

75.  On or about December 6, 2011, C.T. again presented to Respondent for a refill of his
methadone. On this visit, Respondent prescribed 140 tablets -of methadone and some Keflex;
however, he failed to document the reason or rationale for the increase in the methadone nor for
the Keflex. During his interview, Respondent stated that he probably prescribed the Keflex for
the patient’s ear, but he failed to document anything in the chart concerning the condition of the
patient’s ear on this visit. Further, Respondent failed to: perform and document a physical -
examination on this date; document a history of the patient's condition; chart hisl assessment and
plan; and failed to inquisre and document if the patient was using illicit drogs. |

76, On or about Df:éember 27,2011, C.T. again presented to Respondent for a refill of his

methadone. On this visit, Respondent refilled the prescription for methadone, and prescribed

¥ Keflex is the brand name of the generic medication called cephalexin which i5 a cephialosporin antibiotic.
lvworks by fighting bacteriz in ones body and is used (o treat infections caused by bacterta, including upper
respiratory infections, ear infections, skin infections, and urinary tract infections.
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- history of the patient’s condition; perform and document a physical examination; chart his

restless leg syndrome.” Respondent, however, failed to: document a history of the patient’s

amoxicillin’ for the patient’s “teeth.” During his interview, Respondent was asked if he
examined the patient’s mouth prior to prescribing the amoxicillin. Respondent stated that he must
have looked in the patient’s oral cavity, however, in his deposition testimony, in a civil action
filed by the patient, Respondent stated “No, I'm not a dentist” and if the patient had ‘something he
complained about “I took him for his word.” On this visit, Respondent failed to document a
history of the patient’s condition; failed to perform and document a physical examination, failed
to chart his assessment and plan, and failed to inquire and document if the patient was using illicit
drugs.

77.  On or about January {6, 2012, C.T. again presented to Respondent for a refill of his
methadone and prescribed 126 tablets, however, Resporident failed to document the reason or

rationale for the decrease in the methadone, On this visit, Respondent failed to: document a

assessment and plan; and inquire and dooument if the patient was using illicit drugs.
78.  On or about February 3, 2012, C.T. again presented to Respondent for a refill of his
methadone which was refilled, however, no additional information wag documented on this visit

other than the patient’s weight and blood pressure and the entry “tonic water and calcium for

condition on this visit, incl hding whether he was still suffering from sciatica or an car ache;
perform and document a physical examination; chart his assessment and plan; and inguire and
document if the patient was using illicit drugs. ;

79.  On or about February 21, 2012, C.T. again presented to Respondent for a refil] of his
methadone which was refilled. On this visit, Respondent noted that the patient complained of
Iumbosacrél pain after running an obstacle course in 2005. This is inconsistent with the patient’s
prior statement in October 2011, that his injury was caused by a 2008 military training accident,

When asked if these were two scparate injurics, Respondent stated he believed these were both

[’ e ] - 2 a . TS r < . + -

? Amoxicillin is 2 penicilfin antibiotic that fights bacteria and is used to treat many different types of
infection caused by bacteria, such as fonsillitis, bronchitis, pnewmonia, gonorrhea, and infections of the ear, nese,
throat, skin, or urinary tract.
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the same injuries, but he was not clear about the exact dates and failed 1o clarify this with the
patien{. Respondent further stat;ed that he “probably™ performed a brief exam on this visit,
however, he failed to document his [indings of the physical examination, failed to chart his
assessment and plan. failed to require the patient to submit to a UDS to determine the amount and
type of drugs in his system at that time, and failed td inquire and document if the patient was
using illicit drugs. |

80. Onorabout March 12, 2012, C.T. again presented to Respondent for a 1';:1"111 of his
methadene which was refilled. On this visit, no additional information is documented in the chart
other than the patient’s weight and blood pressure and the notation of “Prednisone 10 mg #30.”
During his interview, Respondent stated that he prescribed Prednisone to help with the patient’s
pain, however, Respondent (ailed to document a hisl_:ory of the patient’s current condition or why
he was having an increase in his pain. Respondent further failed to perform and document a
physical examination, failed to chart his assessment and plan, and failed to inquire and document
if the patient was using illicit drugs.

81.  Onorabout March 30, 2012, C.T. again presented to Respondent for a refill of his
methadone and stated he had pulled a muscle on thé left side of his back two weeks ago and still
has pain, however, Respondent failed to inquire about and document the circumstances of the
injury. Responc'icnt refilled the prescriptions for methadone and prednisone and noted this would
be the “last time™ he would preseribed predaisone. When asked if he perfm'mcd a physical
examination on this visit, Respondent stated he “probably” did, but failed to document it.
Respondent further failed to document his assessment and plan. and failed to inquire if the patient
was using ilicit drugs.

82. On or about April 16, 2012, C.T. again presented to Respondent for a refill of his
methadone which was refilled, On this visit, the patient stated he still had back pain and tried
ibuprofen, however, no other information is documented other than the patient’s weighf and blood
pressure and the notation that he refilled the methadone prescription. Respondent failed to
document a history of the patient’s condition on this visit and any other information concerning

his condition, failed to perform and document a physical examination, failed to chart his
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assessment and plan, and failed (o inquire and document if the patient was using illici drugs.

83.  Onorabout April 26, 2012, C.T. presenled Lo the emergency room at St. Jude
Medical Center complaining of severe upper back pain, with a severity 8 out of 10, for the last six
weeks. The paﬁeni stated he was lifting a family member when he first injured his back aﬁd that
the pain was worse with movement. He was administered pain medications which improved his
condition, was diagnosed with acute upper back pain, and was discharged home with some
muscle relaxants and was instructed to follow up with his primary cave physician.

84. On or about May 16, 2012, C.T. again presented to Respondent for a refill of his
methadone complaining of severe back pain and that he wenl t{). the emergency toom two weeks
ago and was diagnosed with muscle spasms, however, there is no additional inf‘ormatio_n
documenied in the chart as to the reasons for the patient’s severe back pain. Respondent noted
that the patient complained of low back pain with muscle spasms, however, he failed to document
any further information coﬁccrning the patient’s condition on this visit. Respondent refilled the
prescr}ption for methadone and added a new prescription for Soma,'" however, he failed to
document a history of the patient’s recent injury, failed to perform and document a physical
examination, failed to chart his assessment and plan, and failed to inquire and document if the
patient was using illicit drugs. —

85. 'That night, on or about May 16, 2012, C.T. again presented to the eiﬁergency room at
St. Jude’s Medical Center for a flare up of his mid-back and was noted to have mid thoracic
paraspinal tenderness and spasms upo.n examination. C.T. was diagnosed with back spasm and

strain, and was given some Toradol!! and Soma.

" Soma is a Schedule 1V Controlied Substance, and is the brand name for the generic drug combination of
aspitin and carisoprodol. Aspirin 4 pain reliever and fever reducer, in a group of drups called salicylates, which
works by reducing substances in the body that cause pain and inflammation, Carisoprodol is a muscie relaxant which
works by blocking nerve impulses {or pain sensations) that are sent to the brain. Soma is used short-term to treat
paiaful muscular conditions. '

i . . . .
Toradol is the brand name of the dangerous generic drug ketorolac, a nonsteroidal anti-inflammatory drug

{NSAID) which works by reducing hormones that cause inflammation and pain in the body. Toradol is used short-
term (5 days or less) fo treat moderate {o severe pain.
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for a consull accord'ing to the chart. On this visit, the patient requested a prescription for -

86. Onorabout May 17, 2012, one day afler his prior visil, C.T, presented to Respondent

Klonopin and Clonidine; however no other perlinent information is documented in the chart for
this visit. Respondent wrote prescriptions [or 14 tablets of Klonopin and 60 tablets of Clonidine,
along with a prcscrip'tion_ for methadone which he had neglected to write the day beforc._ When
asked why he prescribed the Klanopin, Respondent stated it was to help the patient sleep,
however, there is no information regarding the patient’s sleep documented in the chart. When
asked if he was aware of the patient’s visit to the emergency room the night before, Respondent
stated he was not.

87.  Onor about May 26, 2012, C.T. again presented to the emergency room at St. Jude’s
Medical Center for constant muscle spasms in his chest, upper_back and neck. with a severity of
10 out of 10. C.T. velated that his pain was due 1o a previous motor vehicle accident. C.T. was
diagnosed with diffuse chest and back muscle spasms and cellulitis'? on the right distal leg. He
was discharged with some additional medications and was told to be rechecked in about twenty-
four hours.

88, Onorabout May 29, 2012, C.T. presented to Respondent Tor a refill of his
medications which Respondent refilled, however, he increased the numb.er of Klonopin from 14
tablets 10 21 tablets, but failed to document the reason or rationale. No other information is
documented in the chart on this visit other than the patient’s weight and blood pressure. There is
no reference to the patient’s emergency room visits of May 16, nor May 26. When asked if he
knew the patient had been to the emergency room twice within two weeks, Respondent statéd he
did not. On this visit, Respondent failed to document a history of the patient’s condition, failed to
perform and document a physical examination, failed to chart his assessment and plan, and failed
to inguire and d;ncumcrnt if the patient was using illicit drugs.

89. Onorabout June 8, 2012, C.T. again presented to Respondent for a refill of his

medications. On this visit, the patient was noted to have severe low back pain for two weeks and

12 Cellulitis is a spreading bacterial infection just below the skin surface.
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edema in the legs as well as a burning pain in his chest. Respondent noted that the patient had
been to St. Jude's emergency room and was given antibiotics for celiulitis in his legs; however,
no additional information is documented concerning the emergency room visit. Respondent
refilled the prescriptions for methadone and Klonopin, however, Respondent failed to order any
labs or diagnostic tests, failed to perform and document a physical examination, failed to chart his
assessment and plan, and failed to inquire if the patient was using illicit drugs. Respondent stated
during his interview that the patient was using a walker on this visit, however, he failed to
document this information in the patient's chart, and Respondent failed to ascertain the reason for
the increase in the patient’s complaints. This apparently was the last time Respondent sﬁw the
patient.

90. Onorabout July 6, 2012, C.T. presented to the emergency room at Coast Plaza
Hospital with acute paralysis of his bilateral extremities. The chart noted that the patient had no
sensation from the waist down and that he had been having back pain for the last two to threc
months. Aécording to the chart eéntries, C.T. reported that he had a history of IV heroin abuse In
the past, .and a history of intermittent drug use since sfapping heroin ten years earlier, A urine
drug screening was performed which was positive for amphetamines and other substances. C.T.
was admitied to the hospital where he underwent a thoracic laminectomy'? at T4 to T6 with
evacuation and debridement of an epidural abscess resulling in paraplegia.

91. Respondeni was grossly negligent in his care and treatment of patient C.T. when he:

‘A.  Failed to perform and document a.n ardequate and appropriate history and physical
examination ptior to initially prescribing conirolled substances;

B.  Failed to perform and document an adequate and appropriate history and physical
examinations prior to refilling the controlled substances;

C.  Failed to discuss and document a conversation with the patient concerning the major
potential risks of controlled substances:

D.  Failed to run a CURES report and have the patient submit to urine drug screening

N A laminectomy is a surgical operation to remove the back of one or more vertebrae {the lamina), usually
to give access to the spinal cord or to relicve pressure on the nerves by enlarging the spinal canal.
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(UDS) prior to prescribing controlled substances, especially since the patient had a history of
heroin use;
E.  Failed to document a treatment plan and management goals;
F.  Failed to prlescribe or attempt physical therapy or other conservative treatments prior
to preseribing controlled substances:
| (. Failed to appropriately evaluate and monitor the paticnt through his course of care
and treatment; _ _
H. Failed to refer the patient to a pain management specialist or other professional;
I Failed to adequalely evaluate and diagnose the patient’s worsening and new
symptoms; and

I.  Failed to maintain adequate and accurate records.

SIXTH CAUSE FOR DISCIPLINE
(Repeated Negligent Acts — Patient C.T.)

92. Respondent Clyde Tkuta, M.D. is subject to disciplinary action under section 2234,
subdivision (¢}, in that he committed repeaied negligent acts in his care and treatment of patient
CT. The circumstances are as follows:

- 93.  Paragraphs 67 thrbug’h 90, and 91 A through J, inclusive, are incorporated by

reference as if fully set forth herein.

SEVENTH CAUSE FOR DISCIPLINE
{Prescribing Controlied Substances without Prior Examinatien — Ali Patients)
94, Respondent Clyde Tkusta, M.D, is subject to disciplinary action under section 2242,
subdivision (a), in that he_ prescribed dangerous drugs without an appropriate prior examination
and medical indication, The circumstances are as follows:
95.  Paragraphs 14 through 31, 36 through 62, and 67 through 90, inclusive, are
incorporated by reference as if fully set forth herein.

11

I

/il
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LEIGHTH CAUSE FOR DISCIPLINE

(Failure to Maintain Adegquate and Accurate Records — All Patients)
96.  Respondent Clyde Ikuta, M.I3, is subject to disciplinary action under section 2266 in
that he failed to maintain adequate and accurate records it his care and treatment of patients P.G.,
AF.and C.T. The circumstances are as follows:
97. Paragraphs 14 through 31, 36 through 62, and 67 thyough 90, inclusive, are
incorporated b‘i,u reference as il fully set forth herein.

FACTORS IN AGGRAVATION

98. Nat as independent grounds for disciplinary action, but as a matter in aggravation
should discipline be imposed, it is alleged that in a prior decision of the Board on May 19, 1998,
the Respondent was publically reprimanded in connection with Medical Board of California case
number 04-1995-047158,

PRAYER

WHEREFORE, Complainant requests that a hearing be held on the tﬁatters herein alleged,
and that following the hearing, the Medical Board of California issue a decision:

I.  Revoking or suspending Physician's and Surgeon's Certificate Number G11222
issued tc Clyde tkuta, M.D; '

2. Revaking, suspending or dctfying approval of his authority Lo supervise physician
assistants, pursuant to section 3527 of the Code; ‘

3. Ordering Clyde Ikuta, M.D., if placed on probatiohn., to pay the Board the costs of
probation monitoring; and

4, Taking such other and further uction as deemed necessary and proper.

DATED: __ July 1, 2016 0{/‘4//&/{%{ x)/%//%@//

KIMBERLY KARCHMEYER /v’
Executive Difector
Medical Board of California
Department of Consumer Affairs
State of California
Complaingmnt

LAZ20165006508 -

62034320
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