MAR 02 207
DHP

BEFORE THE VIRGINIA BOARD OF MEDICINE

IN RE: JEFFREY BRYAN CONKLIN, M.D.
License Number: 0101-248660
Case Number; 170441
CONSENT ORDER

JURISDICTION AND PROCEDURAL HISTORY

The Virginia Board of Medicine (“Board”) and Jefirey Bryan Conklin, M.D., as evidenced by
their signatures hereto, in lieu of proceeding to an informal conference, enter into the following
Consent Order affecting Dr. Conklin’s license to practice medicine and surgery in the Commonwealth
of Virginia.

NOTICE

By letter dated October 13, 2016, the Board sent a Notice of Informal Conference (“Notice”)
to Dr. Conklin notifying him that an informal conference would be held on November 30, 2016. The
Notice was sent by UPS overnight to the legal address of record on file with the Board at the time of
the mailing. This hearing was continued at Dr. Conklin’s request by letter dated October 26, 2016,

FINDINGS OF FACT AND CONCLUSIONS OF LAW

1. Jeffrey Bryan Conklin, M.D., was issued License Number 0101-248660 to practice
medicine and surgery on November 9, 2010, which is scheduled to expire on April 30, 2018.

2. Dr. Conklin violated Virginia Code §§ 54.1-2915.A(3), (8), (12), (13), (16), (17), and
(18), 54.1-3303.A, and 54.1-3408.A, and 18 VAC 85-20-26.C of the Regulations Governing the
Practice of Medicine, Osteopathy, Podiatry and Chiropractic in his care and treatment of Patient A, an

individual in his mid-20s, from approximately July 2012 to December 2015, in that:
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a. Dr. Conklin continuously prescribed oxycodone, OxyContin, Opana (generic
oxymorphone), morphine sulfate extended release, MS Contin, Nucynta, and Dilaudid (generic
hydromorphone), all C-II controlled substances, to Patient A in escalating doses/strengths
without having or documenting an adequate medical Justification, diagnoses, or rationale to
warrant such prescribing. Specifically, Dr. Conklin prescribed ongoing narcotic therapy to
Patient A based on his diagnoses of chronic low back pain, ankle pain, knee pain, wrist pain,
joint pain, lumbar degenerative disc disease, and arthralgias and myalgias associated with
Lyme’s disease without sufficient objective evidence or diagnostic testing or studies to support
such diagnoses. For instance, x-rays and an MRI of Patient A’s lumbar spine performed on
October 15, 2012 and May 6, 2014, respectively, revealed no significant abnormalities, and x-
rays of Patient A’s knees performed on or about April 10, 2013 were also normal. Moreover,
in an office visit note documented on or about January 9, 2015, Dr. Conklin stated that the
etiology of Patient A’s chronic low back pain was unclear and, in a letter “to whom it may
concern” dated April 23, 2015, he noted he had been unable to determine the exact etiology for
Patient A’s chronic pain. Further, narcotics are not indicated for the treatment of arthralgias
and myaigias associated with Lyme’s disease.

b. Dr. Conklin prescribed controlled substances, including multiple narcotics and
benzodiazepines, to Patient A without performing or documenting adequate physical
examinations, evaluations, or assessments.

c. Dr. Conklin failed to develop a comprehensive treatment plan and/or to review
and monitor the efficacy of treatment for Patient A, including monitoring and managing the
patient’s usage of controlled substances. Specifically, Dr. Conklin failed to enforce the terms

of the controlled substance agreement he had with Patient A; Dr. Conklin failed to order any
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drug urine/serum screens or to conduct pill counts during the treatment period to ascertain
whether Patient A was compliant with his medication regimen; and, though Dr. Conklin
occasionally accessed the patient’s Prescription Monitoring Profile (“PMP”), he failed to take
any appropriate responsive action when such profiles showed evidence of doctor-shopping by
Patient A (described more fully below).

d. Dr. Conklin routinely prescribed narcotics and benzodiazepines to Patient A
even though he exhibited drug-seeking behavior or signs that he was abusing or misusing these
medications. Moreover, Dr. Conklin failed to address or document that he had appropriately
addressed signs and symptoms of Patient A’s escalation or abuse of narcotic therapy (e.g., via
evaluation and treatment, or referral for evalvation and treatment, of substance abuse). Instead,
Dr. Conklin continued to prescribe these medications to the patient until December 2015, when
he finally discharged him after local police informed him that Patient A was suspected of
diverting the medications Dr. Conklin was prescribing him and had recently been incarcerated
for two months on a DUI conviction. However, there were muitiple earlier indications of
aberrant and noncompliant behavior of which Dr. Conklin was, or should have been, aware but
failed to adequately and timely address, to include the following:

i. Dr. Conklin regularly prescribed or authorized refills or renewals of

OxyContin, oxycodone, Opana, oxymorphone, hydromorphone, alprazolam (C-IV), and

lorazepam (C-1V) for Patient A prior to the time that such medications should have run out

if taken as prescribed or when refills for these medications were already outstanding. For
example, Dr. Conklin provided early or duplicative renewals or refills on or about

November 26, 2013, December 4, 16, 23, and 27, 2013, May 9, 2014, June 3,9, and 17,

2014, October 2, 2014, November 11, 2014, December 4 and 24, 2014, February 2, 5, and
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18, 2015, March 12, 2015, April 7, 16, and 23, 2015, May 13, 24, and 28, 2015, June 6 and

23, 2015, July 30, 2015, August 5, 8, 13, 14, 21, and 27, 2015, September 16, 2015, and

November 10, 2015, thereby enabling and facilitating Patient A’s reported diversion of

such medications.

ii.

Throughout the treatment period, Patient A provided Dr. Conklin with

multiple improbable and unlikely reasons for why he had run out of his medications early

and needed an eatly refill/renewal or more or stronger medications, to which Dr. Conklin

generally responded by prescribing Patient A additional pain medications. For example:

° On or about November 30, 2012, Paticnt A requested an early refill
because his short-acting pain medications allegedly were destroyed by a
melting icepack.

° On multiple occasions, Patient A requested and Dr. Conklin
generally provided early prescription refills/renewals based on the patient’s
report he was going out of town or on vacation. However, Patient A often
subsequently presented to, or called, Dr. Conklin’s office prior to the date
on which he allegedly was to return from his out of town travel, thus
calling into question his prior reported need for an carly refili/renewal. For
example, on or about October 9, 2014, Dr. Conklin gave Patient A an early
oxycodone renewal based on his report he was going to Australia in a week
and would be gone for six weeks thereafier; however, on or about
November 3, 2014, Dr. Conklin provided Patient A with another early
renewal based on his report that he would need this to cover the period

when he would be traveling out of the country and then provided him with
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yet another early oxycodone prescription on or about November 11, 2014
(when he should have still been in Australia as per his original story to Dr,
Conklin).

. On or about February 18, 2015, Patient A reported that he needed
an early refill of MS Contin because his dog destroyed his medicine, a
request to which Dr. Conklin acquiesced.

. On or about April 27, 2015, Dr. Conklin refused to provide Patient
A with an early renewal of his oxymorphone prescription, since Dr.
Conklin had just written him a 30-day supply of that medication on or
about April 16, 2015. The next day, Patient A informed Dr. Conklin that
he went to the emergency room and obtained pain medication after Dr.
Conklin refused to give him an early script. Although Dr. Conklin
consulted the PMP and noted that Patient A had filled prescriptions for #30
oxmorphone on April 14, 2015, for #60 on April 16, 2015, and for #120 on
or about April 23, 2015, Dr. Conklin took no further responsive action to
this noncompliance with his medication regimen.

. On or about August 27, 2015, Patient A asked Dr. Conklin for, and
Dr. Conklin provided, early renewals of oxycodone, OxyContin, and
alprazolam based on his report he would be working out of state until
October 19, 2015. However, Patient A thereafter requested, and Dr.
Conklin provided, a switch to Dilaudid on or about September 4, 2015
(allegedly because the oxycodone and OxyContin were causing the patient

nausea even though he had taken these medications for several years with



Jeffrey Bryan Conklin, M.D.
CONSENT ORDER

Page 6 of 44

no reported side effects); another script for a 30-day fill of Dilaudid on or
about September 8, 2015; and a script for #60 oxymorphone 30mg on or
about September 16, 2015. Moreover, on or about September 8, 2015,
when Dr. Conklin informed Patient A that he could pick up his script for
additional Dilaudid if he returned the extra oxycodone prescription Dr.
Conklin had written him on August 27, 2015, Patient A reported that he
had, contrary to Dr. Conklin’s express instructions, flushed away all of his
oxycodone.

iii. Patient A regularly titrated his pain medications upward during the
treatment period without first consulting or conferring with Dr. Conklin, noncompliant
behavior to which Dr. Conklin generally acquiesced by adopting this self-titrated
escalation as his monthly prescription dosage. For example, on or about December 31,
2012, Patient A reported that he needed more and stronger medication because he had
been taking more than double the daily dosage of oxycodone Dr. Conklin prescribed him,
allegedly to treat uncontrolled pain, and stated he had recently gone to the emergency
room secking pain medication. Subsequently, on March 22, 2013 and September 17,
2013, respectively, Patient A reported that he frequently took anywhere from triple to six
times the daily dosage of oxycodone Dr. Conklin prescribed him in order to get more pain
relief. This pattern continued when, on January 29, 2015, Dr. Conklin provided Patient A
an early prescription for MSER when he reported he had had to double up on the daily
dosage of that medication because it was not helping his pain.

iv, On or about August 19, 2014, Patient A requested an eatly refill of

OxyContin from a physician in Dr. Conklin’s former practice, stating that he had run out
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early due to his unilateral doubling of the daily dosage Dr. Conklin had prescribed. This
physician obtained a copy of Patient A’s PMP for the preceding year and noted Dr.
Conklin had engaged in a pattern of early narcotic refills/renewals for this patient. Patient
A then reported to said physician that he had stopped taking all his OxyContin “cold
turkey” and flushed it all down the toilet earlier in the week out of frustration because it
was not working, and he now was experiencing withdrawal symptoms. Moreover, Patient
A complained that he had been treated like a “drug user” when he called the office the day
before and was denied an early renewal of his pain medications. He stated he had been
forced to smoke marijuana to deal with his pain. This physician ordered a UDS, which
returned results that were markedly inconsistent with Dr. Conklin’s medication regimen,
i.e., it was positive for marijuana, codeine (C-III), hydrocodone (C-11I), hydromorphone,
morphine, and oxymorphone, none of which had been prescribing Patient A, and negative
for oxycodone and benzodiazepines, which Dr. Conklin had been prescribing the patient.
Consequently, this physician refused to prescribe Patient A anymore narcotics.

V. On or about August 21, 2014, Dr. Conklin resumed Patient A’s narcotic
therapy when he followed Dr. Conklin to his new practice, even though Patient A
informed Dr. Conklin that his former physician colleague refused to prescribe him any
more pain medication. Despite this information and the aberrant UDS results discussed
above (which Dr. Conklin knew or should have/would have known had he obtained the
patient’s treatment records from his prior practice), Dr. Conklin resumed prescribing
Patient A narcotics on or about September 9, 2014.

vi. On or about November 4, 2014, Patient A reported he had been seen in the

emergency room the day before and was instructed to double up on his pain medications.
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However, emergency room records that Dr. Conklin obtained did not contain such
instructions, but revealed Patient A had been given a discharge prescription for Percocet
(C-II) to treat his alleged testicular/groin pain. Patient A denied that the emergency room
gave him this script.

vii.  When Dr. Conklin reviewed a copy of Patient A’s PMP for the period from
November 1, 2013 to November 3, 2014, it revealed that Patient A had received multiple
prescriptions for narcotics and benzodiazepines from eight other providers during the same
time period Dr. Conklin were prescribing him these medications. Dr. Conklin took no
responsive action with regard to this information indicating doctor-shopping by Patient A.

viii.  On or about May 5, 2015, Dr, Conklin noted that a review of Patient A’s
PMP indicated he was being prescribed Suboxone, a C-III medication used to treat opiate
addiction and/or withdrawal, from an addictionologist at the same time Dr. Conklin was
prescribing him opiates. When Dr. Conklin confronted the patient about this, he informed
Dr. Conklin he had been “thinking of getting off the pain medications altogether” (a plan
he had not discussed with Dr. Conklin), but changed his mind due to persistent low back
and joint pain. Although Dr. Conklin admonished Patient A that he should not take
Suboxone and opioids at the same time, Dr. Conklin continued narcotic therapy without
consuiting or coordinating his treatment with the patient’s addictionologist and even after
Dr. Conklin subsequently learned Patient A continued to take Suboxone, contrary to his
instructions,

ix, On or about June 6, 2015, Dr. Conklin’s review of Patient A’s PMP
revealed that he had received narcotic and benzodiazepine prescriptions from 10 other

providers during the preceding year, including prescriptions for Suboxone after Dr.
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3.

Conklin had advised him to stop taking that medication. Dr. Conklin responded by
informing Patient A he would no longer see him as a patient if he continued to
concurrently take Suboxone.  However, Dr. Conklin did not check the PMP for Patient A’s
compliance with this directive until on or about September 17, 2015 (after Dr. Conklin was
contacted by police about Patient A’s diversion of medications), which revealed that
Patient A had continued to receive Suboxone prescriptions from another provider after Dr.
Conklin expressly instructed him not to do so. This PMP also revealed four additional
prescribers of narcotics to Patient A since the last time Dr. Conklin had checked it.

X, On or about September 29, 2015, Dr. Conklin received notice from Patient
A’s insurance company that he had provided multiple early refills/renewals of Opana and
oxycodone to the patient during the preceding month for a total of #110 dosage units of
Opana and #240 oxycodone. However, Dr. Conklin failed to respond to this insurance
inquiry and prescribed Patient A more oxycodone and Dilaudid on or about October 28,
2015 and thereafter.

Dr. Conklin violated Virginia Code §§ 54.1-2915.A(3), (8), (12), (13), (16), (17), and

(18), 54.1-3303.A, and 54.1-3408.A, and 18 VAC 85-20-26.C of the Regulations Governing the

Practice of Medicine, Osteopathy, Podiatry and Chiropractic in his care and treatment of Patient B, an

individual in her mid-40s, from approximately May 2012 to April 2015 in that:

a. At Patient B’s first visit on or about May 1, 2012, Dr. Conklin prescribed her

oxycodone (among other things) based on the patient’s report she had taken this medication in the

past for chronic pain (though she was currently taking only amitriptyline). Dr. Conkiin initiated

such narcotic therapy based solely on the patient’s representations to him, without obtaining (or

documenting any attempt to obtain) Patient B’s prior medical or pharmacy records at any time
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before or after that initial visit and without first attempting non-narcotic treatment modalities.
Moreover, Dr. Conklin failed to obtain or document an adequate medical history for Patient B at
her first office visit in that he recorded no substance abuse or mental health history.

b. At Patient B’s initial visit and thereafier, Dr. Conklin diagnosed her with
fibromyalgia although he failed to perform or document any physical examinations or work-up to
establish that diagnosis (nor had he obtained prior treatment records documenting such a work-
up).

c. Dr. Conklin failed to develop a comprehensive treatment plan and/or to review
and monitor the efficacy of treatment for Patient B, including monitoring and managing the
patient’s usage of controlled substances. Specifically, Dr. Conklin failed to enforce the terms of
the controlled substance agreement he had with Patient B; he failed to order any drug
urine/serum screens or to conduct pill counts during the treatment period to ascertain whether
Patient B was compliant with his medication regimen; and, though Dr. Conklin occasionally
accessed the patient’s Prescription Monitoring Profile (“PMP”), he failed to take any
appropriate responsive action when such profiles showed Patient B was filling prescriptions
authorized by other physicians (described more fully below),

d. Dr. Conklin prescribed narcotics and benzodiazepines to Patient B even though
she repeatedly was noncompliant with his medication regimen. Moreover, Dr. Conklin failed to
address or document that he had appropriately addressed signs and symptoms of Patient B’s
abusc or misuse of such medications (e.g., via evaluation and treatment or referral for
evaluation and treatment of substance abuse). Instead, Dr. Conklin continued to prescribe these
medications to the patient until on or about April 13, 2015, when he discharged her after local

police informed him that the patient had been arrested on felony prescription fraud charges on
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March 25, 2015 (charges on which Patient B was subsequently convicted on or about February

12, 2016). However, there were multiple earlier indications of aberrant behavior of which Dr.

Conklin was or should have been aware, but failed to adequately and timely address, to include

the following:

i. On or about September 14, 2012, Patient B telephonically requested an
early refill of the alprazolam, oxycodone 15mg, and oxycodone 30mg Dr. Conklin was
prescribing her. However, Dr. Conklin’s staff noted that Patient B was not due for these
medications for another week (on September 21, 2012) and denied her request. The
next day (September 15, 2012) Patient B was treated by another practitioner in Dr.
Conklin’s office for opioid withdrawal. On September 17, 2012, Patient B again called
requesting refills of her oxycodone and alprazolam prescriptions, stating that she had
run out of these medications the previous Friday because she had been taking more than
the daily prescribed amount. Although Patient B’s early refill request was again denied
by staff, Dr. Conklin neverthelcss provided the patient with such prescriptions the next
day (on September 18, 2012) based on his notation that the patient had been taking an
extra 30mg of oxycodone at night because she injured her knee and her fibromyalgia
was acting up. Moreover, Dr. Conklin documented in that office visit note that Patient
B was compliant with her medication regimen, while at the same time noting that she
had run out of her medication early.

il On or about December 20, 2012, Dr. Conklin noted that Patient B had been
taking multiple oxycodone pills (2-3 at a time) over the course of the day, instead of the
regimen he had prescribed. Similarly, on or about December 19, 2013, Patient B again

reported that she was taking her prescribed medications in a manner inconsistent with Dr.
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Conkiin’a instructions, e.g., she was taking three Valium (C-IV) at a time instead of just
one.

iii. Dr. Conklin obtained hospital records indicating that Paticnt B had gone to
the hospital on or about February 7 and 12, 2014, for alleged abdominal pain, nausea, and
vomiting, where she was provided IV morphine and lorazepam and given a discharge
diagnosis of opioid withdrawal. Further, on or about February 14, 2014, another
practitioner in Dr. Conklin’s group documented that Patient B was going through opioid
withdrawal and noted an unexplained 22 1b. weight loss, which Dr. Conklin failed to
address at subsequent visits with this patient.

iv. On or about March 6, 2014, Patient B requested an early refill of her
alprazolam, oxycodone 30mg, oxycodone 20mg, and morphine sulfate 30mg because she
reported all her medications had been confiscated by police in a raid of her house two
nights ago. She stated the police raid was precipitated by the fact that her older son, a
heroin addict, was selling heroin, and her youngest son (a patient of Dr. Conklin’s, Patient
C) was selling oxycodone and Suboxone. Although Dr. Conklin noted that these “recent
events involving sons are cause for concern,” he provided the early refills requested,
stating that this patient has “never given a problem in the past” (a statement contradicted
by the foregoing allegations) and that he would “monitor situation closely.” However, Dr.,
Conklin failed to engage in any close monitoring of Patient B’s medication usage after this
event.

V. Although Dr. Conklin became aware on or about April 29, 2014 that

Patient B’s mental health providers advised her to wean down on opiates and
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benzodiazepines and Dr. Conklin stated he would do a slow wean over several months, he
failed to follow through on this plan.

vi. Dr. Conklin continued to prescribe Patient B opioids and benzodiazepines
even after he became aware (on or about June 5, 2014) that she had recently been
hospitalized from June 2 to 3, 2014 at a mental health facility due to suicidal ideation.
Moreover, hospital documentation (which was present in Dr. Conklin’s patient file) noted
Patient B was overly sedated on medications at the time of her admission and that she
reported being under the infiuence of medications and abusing alprazolam and pain
medications off and on for years (along with alcohol). On discharge, Patient B was
referred for outpatient detoxification and substance abuse treatment. Notwithstanding this
discharge plan and evidence of medication abuse by Patient B, Dr. Conklin acquiesced to
her request for increased dosages of Xanax and oxycodone at her next office visit because
“her pain and anxiety have been uncontrolled.” Moreover, Dr. Conklin stated that “1 do
not have issues with this” because the patient has a plan for “help” to see a local mental
health provider in the future.

vii.  Dr. Conklin provided Patent B with an early renewal of her #180
oxycodone 30mg on or about August 1, 2014, based on her report that she was going to be
out of town on vacation for over a month, until September 18, 2014. However, Dr.
Conklin provided Patient B with another prescription for #180 oxycodone 30mg on
August 19, 2014, again based on her report that she was leaving that night to go on
vacation for a month,

viii.  Despite the two preceding early renewals in August 2014, Patient B was

treated for opioid withdrawal at a local emergency room on or about September 7, 2014
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(information located in Dr. Conklin’s patient file). Moreover, a UDS performed at the
emergency room was positive for cannabinoids and negative for opiates and
benzodiazepines, even though Dr. Conklin had regularly been prescribing Patient B such
medications.

ix. On or about September 9, 2014, Dr. Conklin provided Patient B with an
early prescription for oxycodone based on her report that she had run out on September 7,
2014 because she had been taking extra oxycodone due to a recent fall.

X. Although Dr. Conklin documented on or about October 3, 2014 and
November 4, 2014 that he accessed Patient B’s PMP and no abnormalities were indicated,
a subsequent PMP print-out in Dr. Conklin’s patient file for the period from April 8, 2014
to April 8, 2015 showed that Patient B filled multiple prescriptions for benzodiazepines
written by two other providers during the interim including October 3, 2014 and
November 4, 2014.

xi. Dr. Conklin received a letter from Patient B’s father (a retired U.S. Navy
commander) on about October 15, 2014, advising him that the patient had a “serious,
crippling” addiction to the prescription narcotic pain medications Dr. Conklin was
prescribing her and that such medications had resulted in Patient B being charged with
numerous criminal acts stemming from her use and overuse thereof. The father
“implored” Dr. Conklin not to prescribe Patient B any more addictive narcotic
medications, since such prescriptions could cause her to violate her probation and could
lead to significant incarceration. When Dr. Conklin questioned Patient B about this letter
at her next office visit on November 4, 2014, she asserted that her father had written the

letter because he was angry at her and now felt bad about it. She also denied that she was
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addicted to or abusing her medications or in any type of legal trouble or on probation.
Based on these unconfirmed assertions, Dr. Conklin continued prescribing Patient B
narcotics and benzodiazepines with a notation that he would monitor and discuss at future
visits. However, no such monitoring occurred or was documented.

Xii. On or about December 17, 2014, Patient B requested, and Dr. Conklin
provided, an early refill of Valium and oxycodone based on her report that she would be
out of town from December 22, 2014 to at least January 15, 2015. However, Dr. Conklin
provided Patient B with additional early refills of Valium and oxycodone on January 2,
2015 and then again on January 14, 2015, when she presented for an office visit.

xiii. On or about January 27, 2015, Patient B requested, and Dr. Conklin
provided, early refills of oxycodone and benzodiazepines based on the patient’s report that
her uncie had just died over the weekend and she would be out of town for a month to deal
with his estate since she had been named the executor of his will. However, Dr. Conklin
provided Patient B with additional early refills of benzodiazepines and oxycodone at her
next office visit on February 6, 2015, when she again stated that she would be going to
Florida from February 24, 2015 to March 6, 2015. Patient B presented yet again for early
refills of oxycodone and Xanax on March 3, 2015, which Dr. Conklin provided without
inquiring as to the many times that her purported travel plans proved inconsistent with
information she had provided to justify her alleged need for early refills.

xiv.  On March 6, 2015, Patient B presented to Dr. Conklin’s office in tears
reporting that her oxycodone and Xanax, which she had just gotten filled, were stolen from
her car. When Dr. Conklin called the pharmacist, the pharmacist stated that Patient B had

presented requesting a refill of oxycodone, stating it had been stolen, but had not
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behavior closely;” however, he failed to perform such close monitoring.

19, 2015.

xvi.  On or about March 20, 2015, a local police detective visited Dr. Conklin’s
office and informed him that Patient B was snorting her oxycodone. Dr. Conklin pulled
the PMP for the preceding year and noted that she had received and filled prescriptions for
oxycodone from another physician on March 10 and 15, 2015. Dr. Conklin documented
that he was “bewildered” by this PMP information since “her supply from me is ample
enough to control any pain.” Although Dr. Conklin documented that he would not
prescribe Patient B any more controlled substances, he did provide her with one more

prescription for diazepam and oxycodone on or about April 9, 2015.
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CONSENT
Jeffrey Bryan Conklin, M.D., by affixing his signature to this Consent Order, agrees to the
following:
1.

represented by Anisa P. Kelley, Esquire;

4. I waive my right to an informal conference;

and surgery in the Commonwealth of Virginia,
ORDER
on
Medicine hereby ORDERS as follows:

1. Jeffrey Bryan Conklin, M.D., is REPRIMANDED.
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