Before the
New Hampshire Board of Medicine
Concord, New Hampshire 03301

In The Matter Of: Docket No.: 15-08
Aaron Geller, M.D.
License No.: 10423
(Adjudicatory/Disciplinary Proceeding)

FINAL DECISION AND ORDER

Before the New Hampshire Board of Medicine (‘Board”) is an adjudicatory/disciplinary
proceeding in In the Matter of Aaron Geller, M.D. (“Respondent” or “Dr. Geller") in Docket
Number 15-08.

Introduction

Dr. Geller was first granted a license to practice medicine in the State of New Hampshire
on October 7, 1998. He completed his M.D. at the University Of Pennsylvénia School Of
Medicine in 1991 and completed his internship at Mercy Hospital Pittsburgh, Pennsylvania. He
completed a physical medicine and rehabilitation residency between 1992 and 1995 at Tufts
University in Massachusetts. Respondent maintains his own pain management practice,
Nashua Pain Management Corporation, which he founded in 2001.

Between December 2012 and May 2013, the Board received complaints from former
patients of the Respondent. At least three patients complained about Respondent's treatment
of them during that time frame. As a result, the Board ordered an investigation, which included
an unannounced inspection of Respondent’s Nashua practice. The Board also ordered that a
sampling of Respondent’s records be obtained. In August 2015, the Medical Review
Subcommittee (“MRSC”) completed a Report of Investigation (“ROI") using an outside expert in
pain management, Dr. Ralph Beasley, to review the complaints, patient records and
Respondent responses. The ROI (at Exhibit CCCC, which contains confidential patient |
information) discussed issues relative to 9 patients, including concerns over the fabrication of
information, inaccurate records, unprofessional and unethical conduct, and poor office
maintenance. See Exhibit CCCC.

After reviewing the ROI, the Board voted to pursue discipline against Dr. Geller and
issued a Notice of Hearing on November 19, 2015. The Notice of Hearing contained allegations
against Respondent relative to each of the 9 patients whose records were reviewed. See
Notice of Hearing paragraph 5, subparagraphs A — CCC. The Notice of Hearing also indicated

specific issues to be determined at the hearing including 25 issues found at paragraph 6,
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subparagraphs A =Y, claiming violations of RSA 329:17, VI (c), (d) and (g); N.H. Admin. Rule
Med 501.02(h), (i){(4); and the AMA Code of Ethics 5.07,7.01,7.02.

The Board subsequently requested an assessment of Respondent’s clinical skills.
Affiliated Monitors performed the assessment and issued a report in August, 2016. See Ex. 74.
The report cited several concerns relative to Respondent’s management of patients and noted
deficiencies in his charting of diagnostic considerations supporting clinical rationale and
intervention.

Procedural Background Information:

The Notice of Hearing scheduled the case for January 6, 2016. On December 4, 2015,
Respondent’s attorney filed an assented to motion to continue. That continuance was granted
rescheduling the case for May 4, 2016. See Order of Continuance dated December 10, 2015.
Additionally, after the Hearing Notice issued, Patient 3 moved to intervene in the matter. The
Board granted limited conditional intervention. Hearing counse! moved to clarify the grant of the
intervention and requested a prehearing conference. A prehearing conference was held on
March 18, 2016. The Board issued a prehearing order clarifying any outstanding issues.

In June, 2016 the Parties filed a Joint Motion for Extension of the Procedural Order
Deadlines. The Board issued a Scheduling Order on October 13, 2016, setting a further
prehearing conference for November 18, 2016 and scheduling the hearing for December 7,
2016. Hearing counsel moved to continue, noting that a full two days of hearing would be
necessary to complete the case and requested two consecutive days for the hearing. The
Board denied the Motion by Order dated November 4, 2016. The hearing was commenced on
December 7, 2016 and continued on January 30, 2017 and January 31, 2017. See Procedural
Order dated January 1, 2017. Board members participating in all three days of the hearing were:

Edmund J. Waters, Jr., Presiding Officer
Mike Barr, M.D.

Frank Dibble, Jr., M.D.

Daniel Potenza, M.D.

Mark Sullivan, P.A.

Emily Baker, M.D.

Dr. Geller appeared and was represented by his attorney, James A. Bello of Morrison Mahoney,
LLP. Dr. Geller submitted the following exhibits:

A. Myofacial Pain in Patients With Posthoracotomy Pain Syndrom, article, Vol. 25,
No. 3, May-June 2000 (pp. 302-205)

B. Comparison of the Effectiveness of Suprascapular Nerve Block With Physical
Therapy, Placebo, and Intro-Articular Injection in Management of
ChronicShoulder Pain: A Meta-Analysis of Randomized Controlled Trials, article,
Archives of Physical Medicine and Rehabilitation 2016
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Relevance of Nerve Blocks in Treating and Diagnosing Low Back Pain — Is the
Quality Decisive?, article, December 15, 2001.
https://www.ncbi.nlm.nih.gov/pubmed/11793154

Dermatomes and Myotomes diagram

Suprascapular Nerve Block for Shoulder Pain in the First year After Stroke, A
Randomized Controlled Trial, Zoe Adey-Wakeling, BMBS, Maria Crotty, PhD, E.
Michael Shanahan, PhD, article, November 2013 doi:
10.1161/STROKEAHA.113.002471

Suprascapular Nerve Block (Using Bupivacaine and Methylprednisolone Acetate)
In Chronic Shoulder Pain, article, E.M. Shannahan, M. Ahern, M. Smith, M.
Wetherall, B. Bresnihan, O. FitzGerald, 2003, pp. 400-406

Pain Relief In Early Rehabilitation of Rotator Cuff Tendinitis, Europa
Medicophysica, article, September 2006, Vol. 42, No. 3

Dorsal Ramus Irritation Associated with Recurrent Low Back Pain and its Felief
with Local Anesthetic or Training Therapy, Journal of Spinal Disorder, Vol. 8, No.
1 pp. 8-14, 1995

Preliminary Research, Pulsed Radiofrequency Lesioning of the Suprascapular
Nerve for Chronic Shoulder Pain: A Preliminary Report; Pain Medicine, Vol. 10,
Number 1, 2009

Basis For Use of Diagnostic and Therapeutic Blocks, diagram

Local Block, diagram

Flushing Following Interlaminar Lumbar Epidural Steroid Injection With
Dexamethasone, article, Pain Physician Journal, 2010
www.painphysiciajournal.com, pp. 481-484.

Flushing As A Side Effect Following Lumbar Transforminal Epidural Steroid
Injection, article, Pain Physician Journal, 2004

Facial Flushing and/or Generalized Erythema After Epidural Steroid Injection,
article, International Anesthesia Research Society, John M. DeSio, MD, Cynthia
H. Kahn, MD and Carol A. Warfield, MD, 1995, pages 617-619

Safety and Acceptability of Suprascapular Nerve Block In Rheumatology
Patients, article, E. Michael Shanahan, Kieran R. Shannahan, Catherine L. Hill,
Michael J. Ahern, Malcolm D. Smith, Clinical Rheumatology 2011, July 20, 2011
doi: 10.1007/s10067-011-1813-3

Disability Records - Patient #1

The Contribution of Patient Satisfaction of the Opiate Abuse Epidemic, article,
Mayo Clinic, August 2014

Intervention and Reflection, Basic Issues in Medical Ethics, Fourth Edition,
Ronald Munson, University of Missouri-St. Louis

Opioid Prescribing for Chronic Pain — Achieving the Right Balance Through
Education, article, Daniel P. Alford, M.D., MPH, January 28, 2016, The New
England Journal of Medicine

Pressured to Prescribe — the Impact of Economic and Regulatory Factors on
South-Eastern ED Physicians When Managing the Drug Seeking Patient, Center
for Environmental and Occupational Risk Analysis and Management, College of
Public Health, University of South Floriday, Sharon Kelly, Giffe T. Johnson and
Raymond D. Harbison, Journal of Emergencies, Trauma and Shock, January 26,
2016 ,

Patient Requests for Nonbeneficial Care, American Medical Association, May 2,
2012, Vol. 307, No. 17, pages 1797-1798

Addressing Requests by Patients for Nonbeneficial Interventions, Allan S. Brett,
MD, Laurence B. McCullough, PhD, American Medical Association, Vol. 2, pages
149-150
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10-Year Follow-Up of Chronic Non-Malignant Pain Patients: Opioid Use, Health
Related Quality of Life and Health Care Utilization, , Marianne K. Jensen,
Annemarie B. Thomsen, Jette Hojsted, European Federation of Chapters of the
International Association for the Study of Pain, Elsevier Ltd., July 28, 2005, doi:
10.1016/j.ejpain.2005.06.001

An Analysis of the Root Causes for Opioid-Related Overdose Deaths In the
United States, Lynn R. Webster, MD, FACPM, FASAM, Susan Cochella, M.D.,
MPH, Nabarun Dasgupta, MPH, Keri L. Fakata, PharmaD., Perry G. Fine, MD,
Scott M. Fishman, MD, Todd Grey, MD, Erin M. Johnson, MPH, Lewis K. Lee,
MS, SM, Steven D. Passik, PhD, John Peppin, DO, FACP, Christina A.
Porucznik, PhD, MSPH, Albert Ray, MD, Sidney H. Schnoll, MD, PhD, Richard L.
Stieg, MD, MHS and Wayne Wakeland, PhD, Pain Medicine, 2011
http://painmedicine.oxfordjournals.org

10-Year Follow-Up of Chronic Non-Malignant Pain Patients: Opioid Use, Health
Related Quality of Life and Health Care Utilization, , Marianne K. Jensen,
Annemarie B. Thomsen, Jette Hojsted, European Federation of Chapters of the
International Association for the Study of Pain, Elsevier Ltd., July 28, 2005, doi:
10.1016/).ejpain.2005.06.001

ACOEM Guidelines, ACOEM Practice Guidelines: Opioids For Treatment of
Acute, Subacute, Chronic and Postoperative Pain, Kurt T. Hegmann, MD, MPH,
Michael S. Weiss, MD, MPH, Kirk Bowden, PhD, Fernando Branco, MD,
Kimberly DuBrueler, PharmD, RPh, Charl Els, MBchB, FCPsych. MMedPsych,
Steven Mandel, MD, David W. McKinney, MD, MPH, Rafael Miguel, MD, Kathryn
L. Mueller, MD, MPH, Robert J. Nadig, MD. MPH, Michael |. Schaffer, PhD, MS,
DABFT, NRCC-TC, Larry Studt, MD, James B. Talmage, MD, Russell L. Travis,
MD, Thomas Winters, MD, Matthew S. Thiese, PhD, MSPH, and Jeffrey S.
Harris, MD, MPH, article, JOEM, Volume 56, Number 12, December 2014
Proceedings of the Symposium “Updates of the Clinical Pharmacology of Opioids
With Special Attention to Long-Acting Drugs”, Alison Murray, MD, CCFP, MPH,
and Neil A. Hagen, MD, FRCPC, article, Journal of Pain and Symptom
Management, Vol. 29, No. 58, May 2005 doi:
10.1016/j.jpainsymman.2005.01.007

Long-Term Opioid Therapy: Assessment of Consequences and Risks, Journal of
Pain and Symptom Management, article, Vol. 11, No. 5, May 1996

The Implications of Tamper-Resistant Formulations for Opioid Rotation,
Postgraduate Medicine, Volume 124, Issue 5, September 2012, Marco
Pappagallo, MD, Marta Sokolowska, PhD, doi: 10.3810/pgm.2012.09.258X

Can Abuse Deterrent Formulations Make A Difference? Expectations and
Speculation, article, Simon H. Budman, Jill M. Grimes Serrano and Stephen F.
Butler, Harm Reduction Journal 2009 doi: 10.1186/1477-7517-6-8 X

Severe Necrosis of the Palate and Nasal Septum Resulting From Intranasal
Abuse of Acetaminophen, article, Scott A. Hardison, MD, Kristin K. Marcum, MD,
Catherine Rees Lintzenich, MD, Ear, Nose & Throat Journal, Octoher/November
2015

Screening of lllicit Drug Use, article, American Family Physician, Kenneth W. Lin,
MD, Val W. Finnell, MD, MPH, September 15, 2009
http://www.aafp.org/afp/2009/0915/p629.html

Systematic Review: Treatment Agreements and Urine Drug Testing to Reduce
Opioid Misuse in Patients With Chronic Pain, article, National Library of
Medicine, National Institutes of Health, JL Starrels, WC Becker, DP Alford, A,
Kapoor, AR Williams and BJ Turner, 2010,
https://www.ncbi.nim.nih.gov/pubmedhealth. PMH0030120/
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Disclosures For Workers' Compensation Purposes, OCR HIPPA Privacy,
December 3, 2002, Revised April 3, 2003 \

Screening For Potential Prescription Opioid Misuse in a Michigan Medicaid
Population, article, Clinical Research and Methods, Laurie S. Braker, MD, Anna
E. Reese, MD, Randall O. Card, MD, Robert S. Van Howe, MD, MS, Vol. 41, No.
10 pages 729-734, November0-December 2009

Kadian and Abuse Potential, copyright 2007

Appendix A: Opioid Dose Calculations

Part Il — Prescribing Opioids In the Acute and Subacute Phase, Opioids in the
Acute Phase (0-6 Weeks Post Episode of Pain or Surgery), Interagency
Guidelines on Prescribing Opioids for Pain — 06-2015, page 22.

Part || — Prescribing Opioids in the Acute and Subacute Phase, Opioids in the
Acute Phase (0-6 Weeks Post Episode of Pain or Surgery), Interagency
Guidelines on Prescribing Opioids for Pain — 06-2015

The Implications of Tamper-Resistant Formulations for Opioid Rotation, article,
Marco Pappagallo, MD, Marta Sokolowska, PhD, Clinical Features, Postgraduate
Medicine, Volume 124, Issue 5, September 2012 pages 101-109

Kadian (Morphine Sulfate Extended Release) Capsules for Treatment of Chronic,
Moderate-To-Severe Nonmalignant Pain, E.L. Ross, K. Hahn, article, Journal
Compiliation, 2008 Blackwell Publishing, LTD, Int. J. Clinc. Practice, March 2008,
pages 471-479 doi: 10.1111/j.1742-1241.2007.01688.x

A New Abuse-Deterrent Opioid-Xtampza ER, article, The Medical Letter on
Drugs and Therapeutics, JAMA, September 6, 2016, Volume 316, Number 9
Morphine Sulfate Extended-Relesae Capsules For the Treatment of Chronic,
Moderate-to-Severe Pain, Expert Opinion, article, Bruce Nicholson,
Phamacother, 2009, pages 1585-1594

article, Marco Pappagallo, MD, Marta Sokolowska, PhD, Clinical Features,
Postgraduate Medicine, Volume 124, Issue 5, September 2012 pages 101-109
Non-Opioid Options for Pain Management, Interagency Guideline, 06-2015,
pages 14-15

Equianalgesic Dose Ratios for Opioids: A Critical Review and Proposals for
Long-Term Dosing, article, Joseph Pereira, MD, ChB, CCFP, Peter Lawlor, MP,
CCFP, Antonio Vigano, MD, Marlene Dorgan, BA, MLS, and Eduardo Bruera,
MD, Journal of Pain and Symptom Management, Vol. 22, No. 2, August 2001
Opioid Equianalgesic Tables: Are They All Equally Dnagerous?, Philip E.
Shaheen, MD, Declan Walsh, MSc, FACP, FRCP (Edin), Wael Lasheen, MD,
Mellar, P. Davis, MD, FCCP and Ruth L. Lagman, MD, MPH, article, Journal of
Pain and Symptom Management, Vol. 38, No.3, September 2009

Sustained Reduction of Diversion and Abuse After Introduction of An Abuse
Deterrent Forumation of Extended Release Oxycodone, Steven Geoffrey
Severtson, Matthew S. Ellis, Steven P. Kurtz, Andrew Rosenblum, Theodore J.
Cicero, Mark W. Parrino, Michael K. Gilbert, Mance E. Buttram, Nabarun
Dasgupta, Becki Bucherbartelson, Jody L. Green, Richard C. Dart, Elsevier,
article, (2016) pages 219-229 http://dx.doi.org/10.1016/j.drugalcdep.2016.09.018
Effect of Abuse-Deterrent Forumation of OxyContin, The New England Journal of
Medicine, July 12, 2012, pages 187-189

Opioid Prescribing After Nonfatal Overdose and Association With Repeated
Overdose, article, Annals of Internal Medicine, American College of Physicians,
A Cohort Study, Marc R. Larochelle, MD, MPH, Jane M. Liebschutz, MD, MPH,
Fang Zhang, PhD, Dennise Ross-Degnan, ScD, and J. Frank Wharem, MB, BCh,
BAO, MPH, Vol. 164, No. 1, January 5, 2016
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How Can A Methadone and Opiate-Positive Inmunoassay Result Be Reconciled
In A Patient Prescribed Only OxyContin and Wellbutrin?, Jude M. Abadie, article,
Annals of Clinical & Laboratory Science, Vol. 43, No. 2, 2013.

Responsible Opioid Prescribing: A Physician’s Guide, periodic review

Document from New Hampshire Board of Medicine notice dated August 2008
Preclinical Pharmacology and Opioid Combinations, NIH Public Access, article,
Gavril W. Pasternak, MD, PhD, doi: 10.1111/].1626-4637.2012.01335.x.

Pain Management, cover, Overview of Physiology, Assessment and Treatment
Pain Management: Overview of Physiology, Assessment and Treatment, page
17

10-Year Follow-Up of Chronic Non-Malignant Pain Patients: Opioid Use, Health
Related Quality of Life and Health Care Utilization, , Marianne K. Jensen,
Annemarie B. Thomsen, Jette Hojsted, European Federation of Chapters of the
International Association for the Study of Pain, Elsevier Ltd., July 28, 2005, doi:
10.1016/j.ejpain.2005.06.001

Weighing the Risks and Benefits of Chronic Opioid Therapy, article, Anna
Lembke, MD, Keith Humphreys, PhD, and Jordan Newmark, MD, Copyright 2016
American Academy of Family Physicians, June 15, 2016, Vol. 93, Number 12.
Opioid Therapy for Chronic Pain, The New England Journal of Medicine, article,
Jane C. Ballantyne, MD and Jianren Mao, MD, Phd, , November 13, 2003, pages
1943-1953

Longitudinal Study of Long-Term Opioid Patients, article, Practical Pain
Management, Forest Tennant, MD, DrPH, September 2008

Intercostal Nerve blockade for cancer pain: Effectiveness and Selection of
Patients, article, Frank CS Wong, TW Lee, KK Yuen, SH Lo, WK Sze, Stewart Y
Tung, Hong Kong Medical, Vol. 13, No. 4, August 2007

The Thoracoabdominal Intercostal Nerves: An Anatomical Study of Their Use in
Neurotization, article, C. Court, R. Vialle, J.F. Lepeintre, M. Tadie, August 13,
2004, doi: 10.1007/s00276-004-0281-8

Anatomic Spread of India Ink in the Human Intercostal Space with Radiographic
Correlation, article, Regional Anesthesia, Allen H. Hord, MD, Janice M. Wang,
M.D, Umeshraya T. Pai, MD, P. Prithvi Raj, MD, Vol. 16, No. 1, January-
February 1991, pages 13-16

Dorsal Ramus Irritation Associated With Recurrent Low Back Pain and Its Relief
With Local Anesthetic or Training Therapy, article, Teuvo Sihvonen, Karl —August
Lindgren, Olavi Airaksinen, Eeva Leino, Juhani Partanen, Osmo Hanninen,
Journal of Spinal Disorders, Vol. 8 No. 1 pages 8-14, 1995.

Total Dorsal Ramus Block for the Treatment of Chronic Low Back Pain: A
Preliminary Study, Naohisa Miyakoshi, Yoichi Shimada, Yuji Kasukawa,
Hidetomo Saito, Hiroyuki Kodama, Eiji Itoi, article, Joint Bone Spine, Vol. 74,
2007, pages 270-274 doi: 10.1016/j.jspin.2006.07.006

Opioid Use by Patients in an Orthopedics Spine Clinic, Arthritis & Rheumatism,
Maren L. Mahowald, Jasvinder A. Singh and Peter Majeski, Vol. 62, No. 1,
January 2005, pages 312-321 doi: 10.1002/art.20784

Opioid Tolerance: The Clinical Perspective, BJ Collette, article, British Journal of
Anaesthesia, 1998, Vol. 81, pages 58-68

JAMA, cover sheet, September 13, 2016, Vol. 316, Number 10

Consultant, cover sheet, October 2016, Vol. 56, No. 10

Cleveland Clinic Journal of Medicine, cover sheet, October 2016, Vol. 83,
Number 10

American Family Physician, cover sheet, September 15, 2016



TTT. Benzodiazepine Oncogenesis as Mediated via Diminished Restorative Sleep
Effected Sympathoadrenal Activation, May Clinic Proceedings, article, Aaron S.
Geller, MD, October 2012, pages 1034-1035
UUU. Dependence Is Not Addiction and “Tolerance” Declares Addiction, article, Aaron
S. Geller, MD, JAMA, Internal Medicine, Vol 173, No. 7, April 8, 2013
VVV. Clinician Identification of Appropriate Long-Term Opioid Therapy Candidacy,
article, Aaron S. Geller, M.D., Arch Internal Medicine, Vol. 172, , No. 14, July 23,
2012
WWW. Opioid Overdose-Related Deaths, article, Aaron S. Geller, MD., JAMA,
July 27, 2011, Vol. 3086, No. 4, Page 379
WWW. Anatomical diagrams A-N
XXX. Affiliated Monitors, Inc. report dated August 10, 2016
YYY. Dr. Andrew Forrest report
2Z7. Dr. Andrew Forrest Curriculum Vitae
AAAA. Scope of Pain, Safe and Competent Opioid Prescribing Education,
Boston University
CCCC. Report of Investigation (ROIl) dated 8-6-15, ROI dated 2-23-13 with
addendum 10-17-13, ROI dated 6-25-13 with addendum 10-17-13, and
ROI dated 3-21-13 with addendum 4-18-13 and 10-17-13
DDDD. Med 501.02 Administrative Rules effective 5-8-13
EEEE. Updated curriculum vitae of Aaron Geller, M.D.
FFFF. Complete copy of medical records for Patient 2
GGGG. Article entitled “Clinical Realities and Economic Considerations: Special
Therapeutic Issues in Intrathecal Therapy — Tolerance and Addiction”
from the Journal of Pain and Management, Vol. 14 No. 3 (Suppl.)
September 1997
HHHH. Celestone Soluspan (Betamethasone Injectable Suspension) Drug
Information: Indications
Il E-mail to Dr. Geller from Ray Borazanian, CCJM dated 1/30/17

Hearing Counsel submitted the following exhibits:

Complaint filed by Patient 1, received December 11, 2012

Dr. Geller's Response to Patient 1's complaint, received January 17, 2013
Complaint filed by Patient 2, received January 28, 2013

Dr. Geller's Response to Patient 2's complaint, received February 19, 2013

N =

5 Complaint filed by Patient 3, received May 2, 2013

6. Dr. Geller's Response to Patient 3’s complaint, received May 24, 2013

7. Medical Records for Patient 1

8 Medical Records for Patient 2

9. Medical Records for Patient 3

10. Medical Records for Patient 4

11. Medical Records for Patient 5

12. Medical Records for Patient 6

13. Medical Records for Patient 7

14, Medical Records for Patient 8

15. Medical Records for Patient 9

16. Supplemental Response from Dr. Geller, dated August 30, 2013

17. Supplemental Response from Dr. Geller, dated December 7, 2013

18. Supplemental Response from Dr. Geller, dated July 21, 2014

19. Supplemental Response from Dr. Geller, dated November 24, 2014

20. Letter from Dr. Geller to Governor Charlie Baker, dated January 18, 2015
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21.
22.
23.
24.
25.
26.
27.

28.

28a.

29.
30.
31.
32.
33.
34.
35.

36.

37.

38.

39.

40.

41.

42.

43.

Supplemental Response from Dr. Geller, dated April 4, 2015

Curriculum Vitae for Dr. Aaron S. Geller, dated September 9, 2012

List of American Board of Pain Medicine members in the state of New
Hampshire, printed on October 27, 2015

List of American Board of Pain Medicine members with the last name of “Geller,”
printed on October 27, 2015

List of American Board of Electrodiagnostic Medicine members in the state of
New Hampshire, printed on June 15, 2015

List of American Board of Electrodiagnostic Medicine members with the last
name of “Geller,” printed on October 27, 2015

American Board of Physical Medicine and Rehabilitation Diplomate Profile for
Aaron Steven Geller, MD

“Clinical Guidelines for the Use of Opioid Therapy in Chronic Noncancer Pain”,
The Journal of Pain, Volume 10, Issue 2, pages 113-130, February 2009
Appendix of the “Clinical Guidelines for the Use of Opioid Therapy in

Chronic Noncancer  Pain”, The Journal of Pain, Volume 10, Issue 2, pages
113-130, February 2009

American Medical Association Code of Medical Ethics Opinion 5.07

American Medical Association Code of Medical Ethics Opinion 5.08

American Medical Association Code of Medical Ethics Opinion 7.01

American Medical Association Code of Medical Ethics Opinion 7.02

American Medical Association Code of Medical Ethics Opinion 10.01

American Medical Association Code of Medical Ethics Opinion 10.015

“About Dr. Geller’ from Nashua Pain Management Corporation Website, printed
December 2, 2015

Opioid Overdoes-Related Deaths [Letter s]. JAMA. 2011; 306 (4): 379-381. doi:
10.1001/jama.2011.1036

a. Opioid Overdose-Related Deaths-Reply [Letters]. JAMA 2011, 306 (4): 379-
381. doi: 10.1001/jama.2011.1039

Clinician Identification of Appropriate Long-term Opioid Therapy Candidacy
[Editor's Corresondence]. Arch Intern Med. 2012; 172 (14): 1110-1114. doi:
10.1001/archinternamed.2012.2082

a. Clinician Identification of Appropriate Long-term Opioid Therapy Candidacy-
Reply [Editor's Correspondence]. Arch Intern Med. 2012; 172 (14): 1110-1114.
doi: 10.1001/archinternmed.2012.2565

Benzodiazepine Oncogenesis as Mediated via Diminished Restorative Sleep
Effected Sympathoadrenal Activation [Letter to the Editor]. Mayo Clin Proc. 2012
Oct; 87 (10): 1034-1035. doi: 10.1016/j.mayocp.2012.08.002.

Rational Opioid Prescribing to Minimize latrogenic Addiction [Commentary].
Clinical Geriatrics. 2010; 18 (8). http://www.consultant360.com/articles/rational-
opioid-prescribing-minimize-iatrogenic-addiction

Dependence Is Not Addiction and “Tolerance” Declares Addiction [Editor’s
Correspondence]. JAMA Intern Med. 2013; 173 (7): 595-596. doi:
10.1001/jamainternmed.2013.3045.

Correcting Several Oversimplifications of Chronic Opioid Therapy [Editor's
Correspondence]. Arch Intern Med. 2011; 171 (6): 597. doi:
10.1001/archinternmed.2011.84.

Appropriate Discard of “Best” Practice Gwdellnes for Acute Low Back Pain.
[Editor's Correspondence]. Arch Intern Med. 2010; 170 (12): 1087-1088. doi:
10.1001/archinternmed.2010.190.

Opioid Dose and Risk of Road Trauma in Canada. JAMA Intern Med. 2013; 173
(3): 196-201. doi: 10.1001/2013.jamainternmed.733.
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44,
45,
46.
47.

48.

49,

50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.

61.

62.
63.
64.
65.
66.

67.
68.

Treating Anxiety Disorder in an Older Woman [Letter to the Editor]. Clinical
Geriatrics. May 2010

Online Comment to “Long-Term Opioid Therapy Reconsidered,” submitted by
Aaron S. Geller, M.D., posted on October 2, 2011

Minimizing Opioid Risks: Two Viewpoints. Consultant. 2011; 51 (11). 767-768
Premature Discard of Proton Pump Inhibitors: Possible Osteoporosis vs
Enhanced Gastrointestinal Bleed, Adenocarcinoma Efficacy [Letter to the Editor].
Mayo Clinic Proceedings. 2011 Sept; 86 (9): 916. Doi: 10.4065/mcp.201.02327
Opioid Dose Calculator for Patient 7

a. January 28, 2008

b. February 25, 2008

c. March 5, 2010

d. January 4, 2012

e. June 20, 2013

f. June 27, 2013

Opioid Dose Calculator for Patient 9

a. November 30, 2010 '

b. March 14, 2012

c. May 31, 2013

d. June 26, 2013

Oxycodone Drug Enforcement Administration (“DEA") Drug Data Sheet, dated
Mar 2014

Hydrocodone DEA Drug Data Sheet, dated October 2014

Fentanyl DEA Drug Data Sheet, dated March 2015

Methadone DEA Drug Data Sheet, dated March 2014

Prescribing Information for Dolophine Hydrochioride (Methadone Hydrochloride
Tablets, USP) ;

FDA Alert from 11/2006 regarding Methadone Hydrochloride

Public Health Advisory: Methadone Use for Pain Control May Result in Death
and Life-Threatening Changes in Breathing and Heart Beat, dated November 27,
2006

“Celestone Soluspan” from drugs.com, printed December 8, 2015

The Synergistic Analgesic Interactions Between Hydrocodone and Ibuprofen.
Anesth Analg. 2003; 97: 1721-3

Analgesic Synergy between Topical Lidocaine and TopicalOpioids. JPET. 2000;
295:546-551

Topical Methadone and meperidine analgesic synergy in the mouse. Eur J
Pharmacol. 2010 Jul 25; 638 (1-3): 61-4. doi: 10.1016/j.ejphar.2010.04.020.
Synergy between p, Opioid Ligands: Evidence for Functional Interactions among
M Opioid Receptor Subtypes. JPET. 2002; 303:557-562. DOI:
10.1124/jpet.102.035881.

Suprascapular nerve block for postoperative pain relief in arthroscopic shoulder
surgery: a new modality? Anesth Analg. 1997; 84:1306-12.

Federal of State Medical Boards “Model Policy on the Use of Opioid Analgesics
in the Treatment of Chronic Pain, adopted July 2013

Urine Drug testing: Current Recommendations and Best Practices. Pain
Physician. 2012; 15:ES 119-133

Drug Screen results for Patient 5, dated January 15, 2013

Employment drug screen information for Patient 6, dated October 15, 2013
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Dr. Beasley, a Dartmouth-Hitchcock Medical Center and Geisel School of Medicine
affiliated physician specializing in anesthesiology and pain medicine, testified on behalf of
hearing counsel. Hearing counsel presented evidence in an attempt to demonstrate that the
Respondent has displayed medical practice which is incompatible with the basic knowledge and
competence expected of a pain management specialist. Likewise, hearing counsel provided
evidence in an effort to show that Respondent also engaged in multiple unethical acts with
respect to patient confidentiality, patients’ rights, and misrepresenting his own credentials.

Dr. Geller testified on his own behalf, attempting to rebut the evidence with a breadth of
knowledge regarding treatment modalities for patients with chronic pain conditions, an
awareness of risk stratification while evaluating patients and testimony as to his technical
competence, and desire to move pain medicine into a new era.

Discussion

Testimony and evidence on the 9 patients were presented. Evidence was presented that
attempted to show the Respondent improperly disclosed Patient 1's medical records to multiple
parties without the patient's consent, but did not provide the information to those in which the
patient provided a release. Likewise, evidence was presented that Respondent did not treat
Patient 3 despite making an appointment with the patient, but when the patient arrived the

patient found a closed office. Respondent then performed an unsolicited chart review and
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provided information to an insurance company. Patient 3 did not request such a chart review,
nor was there an authorization allowing review or disclosure of the individual’s private health
information.

With regard to Patient 2, the individual wanted to cancel appointments with Respondent;
as the individual believed the injections being provided did not provide any lasting relief. The
Respondent noted in Patient 2's record that the patient must be falsifying pain relief or he would
have solicited higher doses of opioids or requested more injections. Respondent then ascribed
some “agenda’” to the patient. Ex. 8, p. 52. Respondent ascribed an ulterior motivation to
Patient 3, as well. Ex. 9

Throughout the records Respondent’s philosophical belief is represented. He holds the
position that those individuals who work are at lower risk for addiction than those who do not.
This underlying view appears to predispose Respondent to types of treatment. For example, as
to Patient 1 Respondent noted,

The multiple irrational/not medically supportable findings indicate that of the diametrically
opposed options of endorsing disability or redirecting the patient to a more fulfilled life of
full time work, the patient cannot be permitted to make another irrational selection of
disability. It is imperative that she be directed to resume her full time work capacity to
optimize her quality of life and duration of life.

Ex. 7, at 158.

Evidence suggested Patient 1 was fully employed at the time of the report. As to Patient 2,

Respondent noted,

Truly optimal patients for opioid narcotics are patients that fear/respect the opioid such
that they solicit lower doses given valid concerns regarding addiction. Patients who
work full time are at lower risk. Patients who are interested in oral, injected, topical and
insufflated non-narcotics are also more favorable patients relative to those who want
only narcotics.

Ex. 8, at 38.

Respondent noted the plan for Patient 2 was to continue to work full time “as the distraction

afforded by work decreases pain..." /d.

In his testimony, Dr. Geller offered that he only has the best interests of his patients in
mind when he treats them. He believes that “gainful employment” reduces the risk of addiction.
Testimony suggested, however, that Respondent was not trained in addiction management.

Hearing counsel also offered evidence to suggest that Respondent misrepresents not
only his credentials but the articles he relies on to support his approach to treatment. For
example, Respondent provided an article supportive of “superficial nerve blocks” the literature,
however, supported a technique for pathology separate from Dr. Geller's use. Likewise, hearing
counsel presented evidence to demonstrate that Respondent will mischaracterize peer reviewed
articles to bolster his own opinions. Evidence suggested that Respondent will recommend nerve
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blocks and opioids together advising of “supra-additive properties.” No clinical research was
provided to support the belief. Compare Ex. 8, at 33; Ex. 11, at 4; Ex. 12, at 3; Ex. 14, at 4; Ex.
15, at 62 with Exs. 58-60.

As to the alleged misrepresentation of certification, evidence revealed that Respondent
claims he is triple Board certified by the American Board of Pain Medicine, American Board of
EMG/Peripheral Neurology/ Electrodiagnostic Medicine, and American Board of Physical
Medicine and Rehabilitation. See Ex. 9, at 16; Ex. 10, at 243, and 251; Ex. 20; Ex. 35, Ex. 75.

Evidence also attempted to show that Respondent has inserted his own writings into
medical records attempting to portray findings as peer reviewed literature. Compare e.g. Ex. 36
with Ex. 14 at 7.

Throughout the hearing, Hearing Counsel also pointed out the deficiencies in the
medical records and how Respondent simply cuts and pastes information into the record. It was
also discussed that patient information was not being kept in a protected format, such that
patient confidentiality could be maintained.

Testimony and evidence also suggested that Respondent was displaying medical
practice incompatible with the competence expected of a pain management specialist. The
testimony of Dr. Beasley suggested that the medical records reviewed were deficient in that it
appeared Respondent was inaccurately describing anatomy of a specific area or the needle
placement for “block” procedures. Testimony focused on suprascapular nerve blocks which
Respondent suggests were to treat pain in the rhomboid. Dr. Beasley provided testimony that
the Rhomboidei are innervated by the dorsal scapular nerve but the suprascapular nerve
innervates the supraspinatus and the infraspinatus. Ex 7, 8, 10-15; Ex 69-a — d. The scientific
literature does not suggest that suprascapular nerve blocks are used to treat chronic rhomboid
pain.

Other evidence suggested that Respondent uses intercostal nerve blocks to treat diffuse
lower back pain. Respondent’s position was that while his approach is debated, nonetheless
cadaveric/anatomic texts support innervation with branching innervation from the intercostal
nerves piercing the latissimus dorsi and the paraspinal musculature.

However, the testimony suggested there is no doubt that the use of intercostal nerve blocks is
not endorsed for myofascial pain. Ex 74, at 10.

Hearing counsel also presented evidence in order to prove that certain representations
made by Respondent are at odds with current medically accepted principles of pain
management using opioid therapy. Respondent contends that certain drugs are “abuse
resistant” including Vicodin, Percocet, Kadian and OxyContin. Ex 13 at 255, 287, 29; Ex. 18, at

23-32. He also suggests that opioid tolerance is a myth and any need for an increase is an
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addiction. Seven of the nine patients evaluated through the investigation were treated with
opioids. Evidence suggested that only two of those seven patients were given urine drug
screens.

Respondent ordered one urine drug screen for Patient 4 on February 3, 2003, even
though he continued to prescribe opioids to her for over eleven years. Ex. 10. Respondent also
ordered only one drug screen for Patient 5 during the two year period reviewed, even though
Patient 5 had been reported to be using heroin during this time and had previously been
discharged from another pain clinic for failing to present for a pill count. It is Respondent'’s
opinion that drug testing all patients is a waste of resources and that it will harm patients by
creating unreliable results that will lead to falsely incriminating patients. Ex. 18, at 5-14.
Respondent also suggests that drug screens should only be ordered when the patient’s history
or physical exam indicates some aberrant finding.

Respondent states that circumstances suggesting the need for drug testing include
patients refusing certain opioids, patients who claim efficacy with only highly abused opioids,
patients who take opioids at night, patients who consume benzodiazepines, patients who
indicate they have lost prescriptions, and “young patients who are unemployed and have no
source of income.” Ex. 18, at 5-14.

The medical charts reveal that no vital signs are noted, and no real objective findings are
made relative to monitoring opioid use. Dr. Beasley, contrary to Respondent’s opinions,
testified that simply discussing behavioral issues or observing gait, eyes and skin are insufficient
to identify problems in chronic opioid patients. Testimony and evidence were presented that
drug screens are crucial in monitoring a patient’s compliance. Evidence revealed that Patient 9
was never drug tested despite a daily morphine equivalency in excess of 400 mg. Respondent
suggests that Patient 9 was at a low risk for abuse because Patient 9 did not fabricate tolerance
or solicit higher dosing. Ex. 18. Likewise, Patient 5 was never drug tested because
Respondent found the patient to be at a low risk for abuse, however, it was later learned that
Patient 5 had also been using intravenous heroin. Ex 11 at 30. Respondent was shocked to
learn of the heroin abuse because she was such a “responsible” person.

Dr. Beasley testified that the standard of care of a pain specialist is to order urine drug
screens. Additionally, it was noted that Respondent’s overall pain management care fell below
the standard of care where Respondent did not address mental health or substance abuse
issues as part of the treatment. Two patients noted depression, but no referrals were made
relating to mental health concerns. Ex 74, at 5-6.

Finally, it was noted and presented that the Affiliated Monitors report suggested that

Respondent engage in a monitoring program that would include clinical discussions and record
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reviews, and implement a recordkeeping system for his patients.

Findings of Fact and Rulings of Law

There is no doubt that Dr. Geller believes in what he is doing, and believes his practice
is beyond what the pedestrian pain specialist does in today’s treatment. His treatment borders
on the unorthodox. Dr. Geller’s technical practice appears to within the standard of care, but
treating patients with an intercostal nerve block to treat diffuse low back pain does differentiate
from what is peer reviewed and scientifically accepted.

Dr. Geller rarely reports results in his records and his record keeping borders on the
abysmal.

In going through paragraph 6 of the Notice of Hearing the Board finds the following:

There was insufficient evidence to make a finding to support paragraphs A, B, D, F, G,
H I,J,L,N, O, S, Tand X.

There was sufficient evidence to support the following subparagraphs:

C-_ Respondent’s improper describing of the suprascapular nerve amounts to a display of
medical practice which is incompatible with the basic knowledge of competence.

E- Respondent displayed unprofessional conduct when he failed to obtain Patient 1’s
authorization before disclosing confidential medical information.

K- Respondent failed to use sound medical judgment and hold the best interests of the
patent paramount in writing the report on patient 3. Dr. Geller never spoke with the patient and
put his mission of blended social theories ahead of the patient.

M- Respondent’s failure to order adequate drug screens for patients treating with opioids
for chronic pain displays medical practice which is incompatible with basic competence in
treating such patients. The rules in effect during the time of this treatment required such drug
testing.

P — By failing to review Patient 5’s medical records or performing a drug screen prior to
prescribing opioids, Respondent engaged in professional misconduct.

Q - Likewise, Respondent’s failure to order a drug screen and restarting Patient 5 on
opioid therapy within 10 months of her intravenous heroin use is incompatible with good
medicine and amounts to professional misconduct given the high risk of the patient.

R- Respondent’s failure to properly monitor patient 5 and having no diagnostics to
support the decision to restart therapy violate the practice act where circumstances of this

particular patient warranted such monitoring.

14



U. - Respondent’s explanation was unconvincing as to his reasons for failing to monitor
patient 7. He performed no urine test on the patient and could not explain the morphine
equivalency. See Ex. 14.

V. - Respondent’s prescribing of high doses of opioids without monitoring patient 9 rises
to the level of repeated negligence. See Ex 15, Ex 67.

W.- Respondent’s explanation relating to his board certifications was not credible. The
American Board of Medical Specialties does not recognize the Board of Pain Medicine. It is
clear that Respondent is certified in Physical Medicine and Rehabilitation, but adding Pain
Medicine as a certification is a misrepresentation.

Y- Respondent failed to properly maintain his electronic medical records as he would
take the records to his house for “storage.” Such lapses in security violate the AMA Code of
Ethics.

The Board also believes as to subparagraph X that while not rising to the level of
misconduct, Respondent’s referencing his publications as published notes is not behavior the
Board would endorse. The Board believes Respondent’s credibility is diminished in this regard.

The Board may take disciplinary action against a licensee upon finding that the licensee
has engaged in unprofessional conduct, or has displayed practice which is incompatible with the
basic knowledge and competence expected of persons licensed to practice a specialty. RSA
329:17, VI (c) and (d). The Board’s administrative rules further provide that a violation of the
ethical standards adopted by the Board constitutes unprofessional conduct within the meaning
of RSA 329:17, VI (d). N.H. Admin. Rule Med 501.01 (a). The Board has also adopted the
American Medical Association’s (“AMA”) Code of Medical Ethics as part of its administrative
rules. Med 502.01(h).

AMA Code of Ethics makes clear throughout its opinions that “[t]he interest of the patient
is paramount in the practice of medicine, and everything that can reasonably and lawfully be
done to serve that interest must be done by all physicians who have served or are serving the
patient.” AMA Code of Ethics Opinion 7.01. Opinion 10.015 further explains, “The relationship
between patient and physician is based on trust and gives rise to physicians’ ethical obligations
to place the patients’ welfare above their own self-interest and above obligations to other
groups, and to advocate for their patients’ welfare.” AMA Code of Ethics Opinion 10.015.
right to

H [

Included as fundamental elements of the patient-physician relationship is the patient’s
make decisions regarding the health care that is recommended by his or her physician,”
including the right to accept or refuse recommendations for medical treatment.” AMA Code of
Ethics Opinion 10.01.
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The totality of the evidence as testified to and as supported in the exhibits sufficiently
demonstrate that Dr. Geller has displayed medical practice incompatible with the competence of
someone practicing pain management. Likewise the repeated failure to perform basic testing,
or the beliefs that are not supported by current medical literature, as well as the failure to
properly keep and maintain medical records, rises to a violation of the Medical Practice Act.

Disciplinary Action:

Based upon the Findings of Facts and Rulings of Law above, the Board voted at the
conclusion of the January 31, 2017 hearing to reprimand Respondent and issue a fine of
$2,000. The Board also orders that Respondent take remedial education on any knowledge
deficit determined by Affiliated Monitors in its August 2016 report. Respondent shall work with a
monitor, who shall be a Board Certified Pain Specialist. The Monitor's name and curriculum
vitae shall be submitted to the Board by November 1, 2018, to be reviewed by the Board at its
November 7, 2018 meeting. The Monitor shall review the August 2016 Affiliate Monitors’ report
and shall assess, on a quarterly basis, improvement in those deficit areas, with the monitor
submitting quarterly reports. The first quarterly report shall be submitted to the Board within
ninety (90) days of the Board’s approval of the Monitor, and then subsequent reports submitted
quarterly until March of 2021.

THEREFORE, IT IS ORDERED that the Respondent is REPRIMANDED; and

IT IS FURTHER ORDERED that Respondent shall pay an administrative fine in the
amount of $2,000. The Respondent shall pay this fine in full within sixty (60) days from the
effective date of this Final Decision and Order by delivering a money order or bank check, made
payable to “Treasurer, State of New Hampshire,” to the Board's office at 121 South Fruit Street,
Concord, New Hampshire 03301; and

IT IS FURTHER ORDERED that Respondent take remedial education on any
knowledge deficit determined by Affiliated Monitors in its August 2016 report. Respondent shall
work with a monitor, who shall be a Board Certified Pain Specialist. The Monitor's name and
curriculum vitae shall be submitted to the Board by November 1, 2018, to be reviewed by the
Board at its November 7, 2018 meeting. The Monitor shall review the August 2016 Affiliate
Monitors’ report and shall assess, on a quarterly basis, improvement in those deficit areas, with
the monitor submitting quarterly reports. The first quarterly report shall be submitted to the
Board within ninety (90) days of the Board’s approval of the Monitor, and then subsequent
reports submitted quarterly until March of 2021; and

’ IT IS FURTHER ORDERED that this Final Decision and Order shall become a permanent

part of the Respondent’s file, which is maintained by the Board as a public document; and
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IT IS FURTHER ORDERED that this Final Decision and Order shall take effect as an Order

of the Board on the date an authorized representative of the Board signs it.

Date: /0/5/201 g
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BY ORDER OF THE BOARD

M/l A dzﬁ_LJéM,

Penny Taylo Admi rator
Authorlzed eprese‘ ative of the
New Hampshire Board of Medicine



