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BEFORE THE ARIZONA MEDICAL BOARD

In the Matter of
Board Case No. MD-07A-070728-MDX-rhg

DAVID L. GREENE, M.D.,
ORDER ON REHEARING

Holder of License No. 32747
For the Practice of Allopathic Medicine
In the State of Arizona.

On February 4, 2009, this matter came before the Arizona Medical Board (“Board”)
for oral argument and consideration of the Administrative Law Judge (ALJ) Diane
Mihalsky's proposed Findings of Fact, Conclusions of Law and Recommended Order
after rehearing of the issue of the penalty in this case. David Greene, M.D.,
{(“Respondent™) was not present but was represented by legal counsel Paul Giancola.
Assistant Attorney General Anne Froedge represented the State. Chris Munns, Assistant
Attorney General with the Solicitor General’'s Section of the Atiorney General's Office was

present and available to provide independent legal advice to the Board.

The Board, having considered the ALJ's Decision on rehearing and the entire

record in this matter, hereby issues the following Order.
iT IS HEREBY ORDERED THAT:

1. The ALJ's Decision on rehearing is rejected in its entirety because the
Board concludes that the sefious nature of Respondent's misconduct

demonstrates that he is unfit for licensure to practice medicine.

2. The Findings of Fact, Conclusions of Law and Order of revocation dated
August 8, 2008, attached herete and incorporated herein by this reference

are re-~adopted; and
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3. Pursuant to AR.S. §§ 32-1451(M) and 41-1007, Respondent shall

reimburse the costs of the rehearing.

RIGHT TO APPEAL TO SUPERIOR COURT

Respondent is hereby notified that this Order is the final administrative decision of
the Board and that the Respondent has exhausted his administrative remedies.
Respondent is advised that an appeal to superior court in Maricopa County may be taken
from this decision pursuant fo Title 12, Chapter 7, article 6, within thirty-five (35) days

from the date this decision is served.

THE ARIZONA MEDICAL BOARD
By /’Mﬂ @ M//
ISA WYNN

Executive Director

Fkk

RIGINAL of the foregoing filed this
ay of February, 2009 with:

Arizona Medical Board
9545 East Doubletree Ranch Road
Scottsdale, Arizona 85258

COPY OF THE FOREGOING FILED
this_ day of February, 2008 with:

Cliff J. Vanell, Director

Office of Administrative Hearings
1400 W. Washingion, Ste 101
Phoenix, AZ 85007

Executed copy of the foregoing
mailed by U.S. Mail this
day of February, 2009 to:

David L. Greene, M.D.
Address of Record
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Paul J. Giancola Esq.
Snell and Wilmer LLP
400 E. Van Buren
Phoenix, AZ 85004
Attorneys for Respondent

Anne Froedge

Assistant Attorney General
Office of the Attorney General
CIV/ILES

1275 W. Washington
Phoenix, AZ 85007

Sy (ol




Arizena Medical Board
8545 E. Doubletree Ranch Road » Scottsdale, AZ
85258-5514
Telephone: 480- 551-2700 » Toll Free: 877-255-2212
o Fax: 430-551-2704
Website. www.azmd.gov « E-Mail:
guestions@azmd.gov

February 5, 2009

Cliff J. Vanell, Director

Office of Administrative Hearings '
1400 W. Washington Street, Suite 101
Phoenix, Arizona B5007

Re: Arizona Medical Board v. David L. Greene, M.D.
Case No.. MD-07A-070728-MDX -rhg

Dear Me. Vanell:

The ALJ Decision entered in the above matter was considered by the Arizona Medical Board at
its meeting cn February 4, 2009. The Board rejeciad the AlLJ)'s recommended Decision in its
entirety because the Board concluded that the serious nature of Respondent's
misconduct demonstrated that he is unfit for licensure to practice medicine. The Board
re-adopted the Findings of Fact, Conclusions of Law and Order previously recommended by the
ALJ and adopted by the Board on August 8, 2008.

The Board further ordered that respondent reimburse the Board for costs of the administrative
rehearing pursuant to A.R.S. §§ 32-1451(M) and 41-1007.

Enclosed is a copy of the Order entered by the Board.

-
Sincerely, .. /
S
AT g2 7
£
Lisa S. Wynn /
Executive Director
Enclosures

cc David L. Grezne, M.D. {w/encl.)
Paul Giancola, Esq. {w/encl.)

#369018
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BEFORE THE ARZONA MEDICAL BOARD

Iin the Matter
Board Case No. MD-07A-070728-NIDX.
DAVID L. M.D., _
) FINDINGS OF FACT,
Holder of L No. 32747 CONCLUSIONS OF LAW AND ORDER
For the ice of Allopathic Medicine .
Inihe State of Arizona. (License Revoosation)

On August 6, 2008, this metter came before the Arizona thd("saard')
ment and consileration of the Admmistraive Law Judge (ALJ) Diane
Mihalsky's proposed Findings of Fact and Conclusions of Law and Recommended Order,
-,fﬂﬂwwwmwwmmmmi?wl
Attornoy Genoral Dean E. Brekke represenied the Stake. Chris
t Alioney General with the Solictor General's Section of the attomay

Hodrd, having considered the ALJ's decision and the entire record In this
matier, hereby lssues the following Findings of Fact, Conclusions of Law and Order.

PINDINGS OF FACT
1. The Avizon Medical Board ("the Board”) is the duly constiuied autharity for the
regulation and £arieol of the praclice of allopathic medicine in the State of Ardzona.

School of Medicine in 1097, Bebween 1997 and 4988, Dr. Greene compleiad & general
at Mericopa Medical Center and, between 1898 and 2000, he started an
gery residency at Maricopa Medical Center in Phoeni. After the residency
faxjcopa Medical Center was placed on probation, between 2000 and 2003,
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Dr. Greane an onthopaedic strgery residency In the Srown University
Orthapaedic ency Program in Pravidance, Rhada leland.

3. I and 2004, Dr. Greans completed a felowship in orthopaedic spine
surgary ot Beth lsrasl Spine Institute i New York Clly, New York.!

4. The Board issued License No. 32747 for the practice of siopathic madicine to
Dr. Greene.

5. Botween the Sme when Dr. Greene compleled his sping fellwship in 2004 and

8. The Board raceived a compiaint reganding Dr. Greenc's cave and freatment of

der, who was a nurse, fled a complaint and also Informed the Board that
f other poar patient outcomes, The Board opened an nvesligation and

MD-08-1043A to the Inliial complaint and five other cases.

refermed the sic cases i Case No. MD-08-1043A 1o Infernal Medical
erald C. Moczynski, MD. for review. Dr. Moczyneki prepared ard submitted
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jor lechnical complications in Kis surgeries, such a¢ vassel injuries, bowe!

injuxries, nerve root njusies, peraplegia, or quacdriplegia®

subsequently unanirously voied 1o find thet, in Dr. Greetie's care of

atients that comprised Case No. MD-06-1043A, Uy, Greens had commified

jonal corxfuct . . . for failre to appropriately deal with sungical complications, for
displaying poor clinical judgment in sslection of patients for surgery, and for overly
wsifwmmmmummmmcmmwumﬁ

on Dr. Greene's representation thak he kad not experienced any other

major technical complications in the preceding year and a half, the Board volod 1o isste a

s against Dr. Greene and fo place him on probation for two years, with

ne’s aperafive report nioked rio complications and that PH's blood pressure
5. PH died on Januany 31, 2005, A Februasy 2, 2005 paihology report

3 500 Ex. UU
‘P UUatt
*Ex. Ul at $10-1

mmtmmmt@ﬂm&ﬂﬁm K 124
H 201 {motion): 108, 1. 8-14 {vale).
§ 1L 223 {Dr. Goldlerh); 112, 0. 15-18 (Dr. Pedsiin).




noted a laceration of PH's sbdominal aotta and relroperitoneal hematoma. The Board
canciudad that Dr. Greene had deviated from the standard of care by faling to diagnose
gnd manage fhe istrogenic laceraiion of PH's aorta, which evantuslly caused her death,

After Ds. Greerie’s surgery, RD had developed eevere right leg pain with foot drop. The
ded that Dr. Greene haxd deviatad from fhe standard of cam by failing to uee

npmventnem dueatl injury.

12.3 Betwsen April and June 2005, Dr. Grecne evaluated JD, a 35-ysar-old male,
who presented with a history of mid-back pain following a motor vehicle accident several
years oarlier. X-rays and an MRI demonstraied an old compression fracture of T-8.- On'
July 25, 2005, Pr. Greene parformed a Percutaneous Kyphoplasty et T-8 and 7-9 with
allagrsaft and f ponirol. Dr. Greene reporied that placement of his diator and
ula et 7-8 was difficull and required three attempls. On awakening, JI had
helow T-P. The Board concluded that Dr, Greene hiad depasted from the
re, which requised a physician io perform a kyphepiasty for ostecporolic

compression fractres or traumatic compression frachres with relatively recent history, bry
petforming surgery on a 35-year-old patient who had neithor. As a result of the apinal
injury that od during Dr. Greene’s surgery, JD had been rendered a paraplegic.

Dwas a 77-year-okd fernzaie patient who complained of back and lower
exiremity pain.| On January 6, 2005, Dr, Greene placed pedicle screws from T11-51,
perfonmed a laminectomy at L3-L4 and an interbody cage at 1344, After more than four
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hows of surgery, after Dr. Greene encounterad significant bleeding, he removed the
pexicle screws, hen obtained a vascular surgsry consul. The vascuiar sugeon found g
refroperinneal hemarrhage from an infesior vena cava Injury. Although resuscitative
sftempta wars LO died. The autopay report on LO noted an abdominel aorte
lwaraimatLI::ﬁemﬁ;emDr.Mhadperhmedam. The Board opined
that the standards of care required Dr. Greene (1) $o identify esccessiva hisading infra-
operatvaly with adecmasedbinodpuwmasamblemlarmmmmm
the procedure and obtaln a vascular surgery consult and {2) 1o consider a patient's age,
avahmifion, prior fresfrment fafures, co-morbidities, and the extent of planned surgery

before with an exdensive eledlive suigery. The Board conchided thet Dr.
Greene had from these standards. (1) by removing the pedicie screws prior to
closure and furhing LO for abdominal exploration and (2) by showing poar surgical
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The Board concluded that Dr. Greene had deviated from the standand of care, which
required that h re not ba re-implantad after t was been removed due fo Infection.

13. Dr./Greene did not appes] the Boand's Findings of Fact, Conclusions of Law,
and Onder in Case No. MD-06-1043A to superior court and they became final.

5 14, After the Board entered iis onder in Case No. MD-08-1043A, i racelved

& || complaints involving care that Dr. Greene had nendered o palients DE #pd pafient DK in

7 |{may 2007. DEhad died after an exteneive procedure that Dr. Greene had pesformed. DK
8 || had had an intérbody cage mighals into the spinal canel,

9 15. ‘The Board felt that both DEYs and DK'e cases involved technical complicafions
10 ||matnr.s sons shoukd have reported o the Board.

11
12
13
14
15
18
17
18
19
20
21
22
23
24
25

16. The Boand comtacted Dr. Graene's fonner employers Sonoran and CORE o
oy ifantify: Dr. Greene’s patients who had experienced surgical
complications. | Senoran or CORE identified four of Dr. Greene's patients who had
experienced sarious surgical complicaions, which cases the Baard added 1o Case No. -
MD-O7-07268A] ‘

17. As|a result of the new complaints, on August 20, 2007, on Case No. MD-07-
0728A, the Bodrd sumnmarily suspended Dr. Greene's license to practice allopathic
medicine In Arizona and referred the complaints o the Office of Administrative Hearings for

hearing. The summary suspenskon was reported in the media,

patients or thelr families, which the Board diasignaried with new case numbers.
2 Boand refered the new complaints to Dr. Moczynsid for invesligation.




L - - B T T T I _ T 7 R R

R S T S R N = S S R SR
5 w 0 o~ oo N =D

N
=

22
23
24
25

21. Or
charged that
DK, ME, MC,
{Case No. MD-
{a second pati
No. MD-87.

22. An
June 11, 2008,

March 11, 2008, the Board isstied 2 second amended complaint, which

. Gragne had committad unprofessional conduet in his eana of patianta DE,
, and TB (Case No. MD-07-07284), DC (Case No. MD-07-0738A), RW

07-0762A), AZ (Ceze No. MD-07-0763A), RJ (Case No. MD-07-0788A), DC
having the same inifials, designatsd Case No. MD-07-38854), CD (Case
A), and SN (Case No. MD-07-0936A;.

administrative hearing was held on Aprll 9, 10, 11, 18, and 17, 2008 and
The record was held open until Jung 23, 2008 to aliow bath parties to file

closing me

nda.

23. Atthe hearing, the Board presented the testimony of Dr. Moczynski and had

admittad into
tegtimony of
evidenes 145

24,
perweek
medical
resldency.

Dr.

52 exhibis. Dr. Greene tesfifled on his own behall, presented the

:lsm,uu.mumkmunmmmm inlo

EXPERT WITNESS QUALIFICATIONS
De, Moczynsld
| Moczynslid maintains a private practice zmnd has spent on average 20 hours
g for the Board for the past wo years, In 1989, he graduated from
at the University of liincls and, in 1974, compleled a four-year orthopaedic
the next two years, he was the chif of orthopaedic surgery 2t the ULS.

Naval Hospital|at Guantanamo Bey In Guba. He began practicing in Aftzona in 1976, He

is board-~partfi

in orthopaedic surgery. There is no separate cerlification for oxthopaedic
At the time he completed his arthopaadie training, thete ware no

Telowships in spinal surgery.

. .Dr

Moczynski testified that one of his mentors during his residency was Ron

DeWald, one of the fathers of orthapaedic spinal surgery. He performed multiple spinal
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his residency. Over the years, he has seen many patients who requirad
spine surgery. recently he has not besn actively involved in a surgical priactice,
he has asaisted on the cases he has refemred 1o other surgeons. He has worked with
doclors at , including Volker Sonntag, Tim Hainglon, and Bill White.

28, Ox Muczytwd'haant recenily personally performed orthopaedic spinal
sugery on which he was the primary surgean.

27. Becausas the Board wae concemsd about Dv. Greene's safely 1o practice, it
asked Dr. Mocgynski to perform en expedited review of he 13 new cases i assigned to
him. |
Dx. Salx

28 Dv|Seiz graduated from the Baylor Gollege of Medicine in 1985. He
completed his residency in Orthapaedic Surgery &t the Phoenix Orthopaedic Residency
Program In 2000. He completed & fellowship in spine sungary at the Sonoran Spine Certer

He is board-cefified in orthopaedic surgery, a member of the North Ametican Spine
Society, has published and presentad o spine surgery, and is the Spine Team physklan

February 2007 1o move o New Mexico, He was therefore implicated in the cases that Dr.
Grmeene performed while he worked for Sonoran.
8, the Board issued a leker of reprimand to Dr. Saiz.

Dr. Horcross
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medicine at the Univensity of Califomia at San Diego ({UCSD™). He.has been fcenwed s @
medical doctor since Seplember 1675.

1998, Dr. Narcroes has been the Direcor of the UCSD Physician
Assessmant and Clinical Education {!PACE) program, Dr. Nercross testifed thstthe
al Board and Arizona Medical Board have refismed meny physicians 1o the
i for evaluation of thelr knowiedge and skills. -

38. r. Greene had admitted into evidenhce the Standards of Profassionalism for
Crihopeedic Winess Teslimony from the Ametican Association of Qrihopaedic
Surgeons.” D Greens attacked Dr. Moszynski 2s faling to meet the mandatory standard
that “[ajn orthopaedic expert witness shall provide evidence or testify only in matiers in
which he o shé has relsvant ciinkzal experience and knowledge in the sireas of medicine
theat are the subject of the proceeding.”

37. : mandalory standards also required an expest to review “all pertment
rde paﬁingioaparﬁcdapdiantpﬁmwlmduingmoﬁrimonme
medical or surgical management of the petient’ and to “provide opinions andlor factual
festimony | a falr ed impartial mamer.”

® Dv. Rorcoes” ouriouken vitas Is Greene Ex. 143
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38 Dr.ma&nmmmmmmalpﬂmm. Dr. Saiz was
akso Or. Greene's former partner and had cared for some of the palients for whom Dr.
Greehe's care\was at lssus in these complaints. Dr. Moczynski argued that Dr. Saiz
therefore did not meet the Standards of Professionalism for Orthopaedic Expert Wilnees
Testimony.

EVIDENCE REGARDING DR. GREENE"S CARE OF THE 13 PATIENTS

geon in attendance, performing an anferior kanbar release 12-81 with anterior
fusions and butiress plaing. Dr. Greene estimeated DE's blood loss

2d only miidly elevated AST,
May 15, 2007, Dr. Greene relurned DE io surgery for the second stage of

her procedwre] His only assistant was a surgiical assistant. Dr._Gmena's ‘operalive report

10
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noded that he performed a posterior instrumantsd fusion from T3-S1 with Smith-Peterson
Osicotomies af L3-14, L5-81, T6-T7, and TI0-T11.

43. In|his operalive repart for May 15, 2007, Dr, Greene described DE as bleeding
mare than usual during the lumber portion of the procedurs, which be characterized as
“oczing,” after he: biad placed bikateral screws from the sacrum up to L2, Dr. Greene placed
> sponpes and continued with the procedure,

g the procedive, DE received seven Bers of crysialioid, two unifs of fresh
e, 1700 co’s of coll saver, and eleven unils of packed celis. Dr. Moczynski

esults were drastically different fram those dresen beiore DE™s surgery, which
demonstraied that DE's clotting ablty was severcly compromised, with 2 PT of 61, INR of
17, platelets of 21, and fbrinogen below 60. DE's abdoman was distanded. Dr. Gresne

*T.37 ath. 48,

11
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consulied a vascular sungeon, who 8it not think DE would survive an exploratory

47. DE died less than an hour after she anived i the recovery room. bt his
amary of Juns 12, 2007 and on the death certificate, Dr. Greene aftributed
DE's death fo dlisseminated infravascuiar coagulopathy ("DICY), liver faliune, and scoffosis
surgery with gencral anesthesia. No posi-opsrative CT scan tr sutopsy was parfonmed to

t showed that DE had suffered a huge blood loss.

49. Dr| Greens suggested that euch avascuiar injury woukd hawe besn
catastraphic and would have besn noticed immadiately.

50. Dr} Moczyneki pointed out that DE was face-down on the operaiing table for
the posterior ppriion of the procedure, with her belly hanging free. Thiss position would
have allowed tuamumlahhﬂieabdomm.m&e"bmlsedbmabdmf
noted i the room. From his prior expetience with pafient PH, for whom an
autopsy had avascular iruty, Dr. Greene would have known that not all
vasoular injurias result in calastrophic bieading.

51. Dn Greene and Dr, Saiz suggesied that DE's coagulopathy was caused by
liver failure frogn her chwonic Hepatitis C. -

§2. Dr, Motzynski nated that Hepetitis C is a slowly progressing disease and that
DE had been cieared for surgery.

12
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53. DK was a72-year-old female in whom Dr. Greene had pedormed a T10-51

ed fusion with Smith P&ammmmmw.mww'l
s of L3-14 and L5-81 on May 17, 2007.

hat an interbody cage was migrating into the spinal canal. On July 10, 2007,
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surgical complica
Moczynski opl
an istrogenic iear that occurred during the second surgery.

complications
question less than a monih later, at the meeting on August 9, 2007,

fusion and

Dr. Greene subsequently performed surgery on DK for a debridement, removal of the

Alhough Dt. Moczynski had infially faultad Dr. Gresne for fuling to provide
al records for DK, after additional records were produced, Dr. Moczyriski

ons thet in DK's case required furthes eurgical inferverdion. Dr.
ot that Dr. Greene managed both comphcations appropriately, as well as

57. Dn Moczynski lestified that Dr. Greene shoudd have reported the surgical

at occurred in DK's case on July 10, 2007 in respense o the Board’s

. MB
fE was a 15-year-old femnale with a congenitel scoliotic curve.

1 March 24, 2005, Dr. Greens performed a poatetior instrumentad fusion
from T‘io—sfjraplna! stenosis. Dr. Greene's operative report docurnented his posterior
of MB’s scolicsis from T3 to L2 using CG-Amn fuorescopy.

13
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Groene’s.
84

60. Dr./Greene reported in a progress.note on April 14, 2005 that his screw
placement was exceflent with no migration of screws.

81. Dr.|Greene ordored a CT scan of MB, which was aken on November 17,
2005, His repoyt neted that the T-10 screw was not in the pedicle and the T-11 screw went

joint. On December 7, 2005, Dr. Greene noled the

”nmmiimed , but called them “acceptable.”
82. Dr.|Greene tesfified and had admitted indo evidence at the hearing medical
lerature that stated that scraw placement in the costovertebral joint is suboptimal but

/en Di. Greene's partner at Sonoran, Dennis Crandall, M.D., assumed MB’s

ity on April 18, 2008 for remowal of spinal iInstrumentation and repair of a
318 with posterior fusion T12-L2 ' Dr. Crandall noted pracperatively that he

ed about the danger posed by Dr. Grum’a.m of the screws:

vod all of the images on the CT scan with the family
peart. Them are twn screws of concem. The first & on the
o atTﬁ Tlisrslanratoﬂlepedk:lelmenthgﬂxesoﬂ

Dr. Crandall had also repaited 1o the Board MEB's case 88 a surpicsl compication of Dr.

n Dy, Saiz was shown Dr. Crandalf's records and an image of MBS
Htad on crose-examination that “fijhat screw is not within te bone and it is

'Gmsx.za—qn:'f 816-820r 825: 827, n. 10-20; 829-830; Ex. 15C; T, 503510,

58,
ab 19,

-
AF

14
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lateral. Thattc
plevrat sac.”*
65. Dr
-
insisted that M
there was only
primary reasor

me woukd be a cause of concem. . . . Clearly [the screw] ks indanting the

Greans agreed thet, in retrospest, he should have informed MB's family of
but suboptimal screw placement he was awase of at T11.° Buthe
weas not harmed by screw placement near her ung and acria and that
a theoratical risk of harm to adjacent structures.** He insisted that the
for Dr. Crandall's surgery was the pssudoarthrosis.
MG
> was a 70-year-old female who had been diagnosed with back pain

secondary
a7.
which a va
postesior 2
without inci
88. At

was developing

9. Al

slage surgery on

acidosis 1
70.
approximataly

rative scoliosis, lumbar spinal skenosis and kimbar spondyloals,
Jure 30, 2005, MC had a two-stage surgical proceduse of the spine in
I surgeon perhﬁ:adﬂlealhrhappmam:nd Dr. Greene perfomed the
The anterior approach was secomnplishad in approximately 4. S-hours,

1300 hours, or 1:00 p.m., the anesthesiologist notified Dr. Greene that MC
ackiosi. " _

1308 hours, or 1:09 p.m_, Dr. Greene sfarted the posterior portion of the 2-
MC.'® Dr. Greshe noted that MC had a dural tear and metabolic

Although the ancsthesiologist reporied persistent bload pressin: problems al

3:30 p.m., the surgary continued for three mors hours.'®

1 715 1L 1044,

By eu7.828
Y1 828.30, B4

¥ Gresne Bx. 57, 58.

::GMEK.EO
Greeng Ex. 68




w9 - ;o e W M

o
(=]

11
1z

13
14

15
16
X7
18
19
20
21
22
23
24
25

71. pH In MC's ierial bicod gases were measurad at 7.43 at 10:50a.m.,

7.33at 12:16 p/m., 7.32 at 3:18 p.m., and 7.17 at 518 pm.® Dr. Greene fastiiied that the

ist died not e him fo erminate the procedure but, instead, sdvised him o
expadite £ [T.Graenemenwnedhﬁsm,m.mmbwedibhwmm
_ Moczyneki testified thet the surgeon, not the anesthesiologist, is
responeible for making the decision whether o praceed with or ferminate a sugery.
74. Dr.|Greene and Dr. Saiz hoth tesiified that the decision to continue MC’s

| posierior nmsa‘judgmem_&sl”ﬂmtmupbhsumonam,hrnﬂnlme
ammmmm

75. Dr.|Moczynski testified that ancsthesia records documented fluid replacement
&t 17,500 cc's ' He fesiified that blood loss with vokume repiacement reduces a patisnt’s
|| ablity o cot and causes acidosts.

78 was taken post-surgery for an emergency heart cathesization and was
given a dose of Hepatin. Hor hemoglobin dropped from 15.3 (nomal) at 1845 hours fo 4.4
at 2216 hours.7* The physician who performed the cathesizaiion reported thak it

* cresne Ex. 67.
% creane B 69,
‘;‘:T.atms. L21

T.533534, K 1115, 537 I 17,

T 539, X 1925 597, L 123,
2 Sae Groane £x] 57,
N1, 540, 542, . Greene Ex. 132).

16
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demonstrated
He: also notad

oh August 5, 2

welking.

no corenary occhusion and atiributed MCs myocardial injury to hypotension.
thet MC had lactle acidosis.

77. Dr. Salz admitied thet a CT scan af MC telasn one day post-surgery

a sacral screw protruding anteriorly.® However, Dr. Saiz opined thet bi-

ase gt §1 was an sceeniable screw placement that Ekely wartid not have

k. Greene testifiod that the adminlsirafion of Heparin caused MC fo bieed

acoumuiafing Intreperiioneal and retroperitoneal ™
s condition condinued 1o deteriorate and, on July 22, 2006, sha died. Dr.

scharge surmmary did not report shat MC had developed acidosis before he

portion of her surgary. ™ -. .

erior stages of smulti-level adult deformity surgery-on the same day, but
ns the two stages at least two cays spart *
R

81. WRwas a 65-year-oid male whom Dr. Greane hitially evaluated in #he hospital

005 and diagnosed with a werlebmal osteomyelitis and pscas abscess.

82. WRreturned tothe haspita on August 28, 2005, complaining of difficully

=T 77,1 26.
™ T.718,1 817

T T, 547, L 4-2(x 651-552).

* Greone Ex, 61,
B 8810521
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33. Seplomber 1, Z005, Dr. Greena performad an anlarior surgioal
debridement and reannstnuction on WR, with the sesistance of a vascular surgeon to
kocalize the veaseis. ™

84. During the dissection, Dr. Greens kcersted WH's vena cava, which was
repawed by the vascular sugeon. WR roquired 2 blood fransfusion.

85. Mmmmmmmmwmmsagm
than 15% lar complication rate for the type of sugery that he performed on WR. This
is why he had p vaseular surgeon present and particlpating in the surgery.

98. Salz called the type of surgery that Dr. Greene perfarmed.in WR “a
minefieki” and|testified that 'TIt’s only a matier ef time: before you have a vessel Infury. So
hawving a injury In this scenario Is compietely within an expecied complication and
hhtmh:;l-mhmwmdofm‘“

B
mmaﬁs-yaar-pumbmahmynf'mpﬁarspia?wgem
eviluated TR for complalrits of chronic back pain In March 2005.

3 also had a hiskory of a coronary bypass in 1985 and cardiac Gatheterization
&s under the care of Tri-Cily Cardiology Consultants.* '

. Greeme requesiad cardiac clearance for TB, Tri-Clly Candiology

Consullants atiminisienad a stress test to TB on March 8, 2005 and, afler discussing the
“small to moderate rick of surgery from carndiac standpoint,” issued a noke glearing TB for
spinal eurgery,®
= Greens Ex. 718,
:;T.M?; e Ex. 128, 34, 35; T. 519820,

Gmene Ex. 53,

* Greene Ex 84, 65.
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On March 22, 2005, Dr. Greene perfoimed 3 L2-51 posierior fusion on TB for

sia 2nd degenamiive dssass 3
B sulfered a dural tear, which Dr. Greene did not recognize dusing the

surgery. Theday afier the first surgery, TB showed classic symptoms of a cural tesc and

d a second surgery to epair it

| 92. Dx. Greene and Dr, Saiz tesiified that the risk of dural kears increases in
fevision surgefies, §om 5% In initial surgesies 1o 18% in revision surgeties due fo the
presence of sgar issue from the prior procedures.® Dural fears are notorious for nof been
seen infliafly and for being difficult to repmir >

83. ough Dr. Greene inferpreted a CT scan report to desnansizate excellent

position of the screws, post-surgery, TB had a foot drop on the right, which is a perrnanent
injury that reny TB to wesar & fout brace. -

. Greane testified that tha risk of a foot deficit from this type of surgery is™ -

approximately 3 ta 7%. Dr. Satz testified that, when the pafient exhibits a nexve inixy post-
operatively, arl error by the suigeon cannot by inferred:

The three factors thal come to miind are, number one, scar
mobilizatlon of the nerves as well as siraightening out
: genesal scolicsls in all predispose nesves o change post-

This was a technically difficult case and there was nothing in

. Greene’s] technique that caused the patiend’s change
ide from the main purpose of the surgery which was
ity comrection.

* Sreene B 68

B Y. TT1-172 824-625.

= 1. 625, 775.
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85. Dr.Moczynski had tesSfied that neive injury is a complicalion of the surgical
procedure that gan happen “usually cither due fo manipulation or traction on a nerve or in
belng uliiized, elther a malpositicned screw or some plece I
hardware.™ Byt Dr. Moczynski admilied on cross-examination that TB's foot drop, or
ic deficit, was "ot due (o any identifiable devialion from the standard of

DC [Case No. MD-07-0738A)

96. DC{wes a 67-yearold female who had had a Kyphoplasiy™ for a compression
Reacture of the gping st L1 performed by a surgeon in the Sigte of Washington on August 3,
2005. She had relumed to Arizona.

97. On|Saplember 15, 2005, Dr. Greene evaiuated DC. He documentext that she
had low back pain and right lower extremily numbness and weaknass, DC ambuiaied with
the sid-of a walkar and had right leg wezkness or Diopsoas, L4 nerve root strength st 3/8
and 15 antl 57 pt4/5. DC had numbness st L2-1.5-1.4 and mmmg&sa. Dr.

on the right T12-12, and removal of intradural and exdradural cement
lect and repair. His operative report states thet "1 noficed that there were

¥ 1. 86,1 4-8.
:T.m-u,l- 1,

Kyphopiasty Is 8 minimally invasive procedure that clilizes liquid bone giwe within the verisbrae.
“ Groens Ex. 1
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100. A Septamber 23, 2005 post-suipical progrees nota-documented an
unchanged sensory examination but decreased motor strength of the right lower extremity.
24, 2005 post-surgicel progness nale documented an unchanged right lower

exiremity. _
101. A right foot drop was noted on Sepiember 25 and 26, 2005. DC's post-
surgical progress showed 2 continulng right foot drop that was not presend prior to Dr.

his pariners. wfhispumersagmdﬂmtmmyﬂmld'heperbMﬂ-ﬂmm,as
an orthopaedic spinal sugeon, was competent to perform the surgery. Thera is significant
overiap betwaen the areas of expariize of spinal surgeons and newrologists.

BY (Gase No, MD-07-070ZA)

105. RW was @ 47-year-old male who had a history of chronic back pain. Afera
back surgery I 1857, he was prescribed targe dases of Vicodin, Oxycontin, and Morphine.
When he was refermed #o Sonoran, he provided a ndie stating that he had “an incredible
folerance for es™! Dr. Greene’s Ociober 4, 2006 report of hia inlial examination of
M'M&J:l:mshieddmaim.ht'swshaisbashﬂlummh thom "

1 esroene Ex. 77




LT - - =) o th [ ¥1 .M [ ot

T
NP2 o

13
14

- 15

i6
17
18
19
20
21
22
23
24
25

108. Dr. Greens performed surgery on RW on Decamber 15, 2005, with an inliial
anterior approach and fision of L4-1.5 and [ 5-81 with anterior bultress platas and BMP,
and thena jor fusion of L4-L5 and L5-81 with screw and rod focation.

107. A progress note dated December 17, 2005 documented that R\W was intact
to motor and mmymmlmhﬂh‘s&dmnmmmﬁgmm. The plan was
for pain confrol.

108. Dr. Greone's pariner, Dr. Salz, saw RV o Decernber 18, 2005. Dr. Salz
noted that RW appeared comfortable and wes started on oral medications.

108. Nussing notes daled December 19, 2005 documented that RW wes using IV
Dilaxiid for pein refief.

110, was discharged from the hospital on December 19, 2005, Dr. Greene’s
discharge note documents that RW was doirg betier with pain conlral, had intact NV, and
was viding woll. RWa diet was advanced, IV Dilaudid discontinued, and RW was
discharged. Dr, Greene prescribed MS Contin 30 mg BID dnd oral Diaudid 410 8mg -

to RW are the Hoapital's standand ‘geneal infonmation of medicalion use.”2 Thess

e mmmmwwb&dwﬁm@ﬁmﬁ.

RW was readmitted to the hoepital on December 20, 2005, with abdominal

pain and distention, An x-ray demonstrated a high grade partial leus. The Initial

velclan noted that, afier Dr. Greene's surgery, RW had been placed on a

ed passad no fiahs post surgery prior to discharge when his diot was
anded an NG tube and IV fluids.

2 creane Fx. 85,

22
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113.  Or. Greene testified that he did not own a stethoscope. He dik not remember

whether he hafl borrowsd a stethoscope to listen for RW's bowel sourds. Inetead he relied

on rurses’ nofes, which documented bawel sounds and flatus on December 16, 17, 18,
and 19, 2005 and a bowal movement on December 17, 2005.°

114. Dr. Greene estifiad that ha routinely asked patienis whether ey are passing
gas, have had » bowel movement, or are ssperiencing nausea orvomiting before
discharging them,** ' '

115. Dr. Moczynski testified that a physician should personally listen for bowel
sounds before discharging a pafient, eapeclally after a surgery such as Dr. Greene had
pesformed on RW and administrafion of Dilaudid. Dr, Greene's refiance on nurses end
stalement that he did not own a stethoscope was “armogant.”

115. Dr. Salz agreed that RW probably had an lleus when Dr. Greene discharged
him + -
. $17.  Another physician discharged RW on Deoamber 24, 2005, afterhe was,
tolarating oral and passing yas. The discharging physiclen prescribed Percocet-5

evary sl
118, December 29, 2005, RW died from a drug overdose. The autopsy report
showed thet RW had taken between 5 and 6 times the dosage of MS Contin that Dr.

Graane had in addition tn much lower doses of prescription dnugs that he had
nok prescribed,

146, Dr. Moczyneki testified that MS Confin was a fime-release pain medicaton
thatwas & for chronic peln control. twas not recommended for acutes post-eisgical

paln control. The danger of prescribing a ime-release medication Tor acute pain was that

:;r.m. 50R; Greene Ex. 79, 80, and tabbed nurse’s notes iav 12718/05 and 124505 in the Board's
7}
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the patient would not experience expected ralief and would taka mom of tha medicaficn.
Patients need {0 be advised that they should not take MS Conlin with alher sedative
medicafions.

120. [r. Greene tesiified a imerclease medication like MS Cordin is a more
humane o immediats relisf medications because & provides & more consistent
AZ {Cone No. NID-07-0763A)

121, A2 was a 24-yoar-old male with a thes-year history of low back pain and
numbness in his right leg and foot from a molor vehicie accident in 2001.

122. Qn Seplember 23, 2005, Dr. Greene petformed sirgery. His report
documents tr inal kimber interbody fusion of L4-L5, interbody cage placement &t
L4-L5 and poslerior Instrumentation and fusion with pedicle screw fixation.

2% "migrane HA"®

124. AZ was dischanged from the hospital on Sepiember 26, 2005.

125. I a progress note dated October 18, 2005, Or. Groene documented that AZ
hexd inreasing|pain in his lower back and serous drainage’” There was some redness
around the . AZ reporied that he had taken & neighbar’s Clpro for a few days. Dr,

HG"*"B ad AZ on Cipro bacaure “fajny time you have significant drainage i can
increase the rigk of infaction. .. .*
Yy, 498,
* Board B X
** Greens Bx. 113
Groone Ex, 113
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126.

recommanded
127.
documenied in
drain.® Dr.
the "seroma.”’
128.

W a progress note dated Novermnber B, 2005, Dr. Greene documanted that A7
had increesing back paln, fover at night, nausea and vomiting.* Dr. Greene

surgical drainage.

Dr. Greene performed surgery on AZ on November 10, 2065. He

igafion and debridement of the lumbar spinhe wound with closure over a
noted no purilence but did note an intense amount of drainage from
was dischamged on November 12, 2005.

AZ was continued on antiblofics and canfinued to experience pain in his

maybe he has
have no idea
130.
interfaminar
131.

{

joh Dr. Greene continued o sfiribule to the seroma rather than indection.
dated November 22, 2005, Dr. Greene notad that AZ was "going to Iy
fairly soon.” |

the next progness note, dated December 20, 2005, Dr. Greene notied that
2 terebral spinal fluid ("CSF'} leak¥ Or. Groene stated that “1 dii not
during my stgery but the patient did have only precperatiely after his
He had a successiul biood paich hecause of this by Dr. VWolif and | think
a recurence of this durad lsak, Why it would happen at this fime frarie 1

2 i looks ke It #e.”

had undergone suigery on March 11, 2005 by Michael Wolf, M.D., for an
| injfection and bleod pich to repalr a CSF at L4-L5.5

In Decomber 22, 2005, Dr. Greene performed surgery on AZ for biood

paiches and dyral repair. Dr. Greene's operafive report documentsd his lumbar

:GmmaEx.ﬂ

"mau&

¥ Greane Ex. 111
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mmadeﬁ(dLﬁmmMImmﬂ dimal repair.® He noted that
he could not localize an anterior dural teas bit placed Duragen and fibrin glue around the

132  On Decernber 28, 2005, ancther physician svaluated AZ for headaches and
noted that AZ had post-susgical meringitis irmproving with antibiotics and recommended

134, R wasratumedbw:gayfordunlm&mhnwyﬁ.mﬁym

t afber a complele laminectomy there was Agamentum flava adherent to the dura
and, efier rermoval, he foun a large posterior dural defiect,
mexdical records indicate that, fwough 2007, AZ reqared

porative dmrgesafhrﬁ:eebnwmdﬂwbnmd interpedicular scraws at
g of ihe roots from L3 through 15 anxd exdansive scaming at L4-LS.

& Greann Ex 118
= Greene Ex. 117.

2&
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136. Dr. Gissne testified at hearing that the incidence of a dural tear during spinal

6 and 8%. His incldence was around 9%, despite doing a kit of

137. Dr. Saiz tesfiied that, after Dy, Groene's first surgery, AZ's sympioms were

138,
chronic
198,

an infection and that AZ did not have signs and symptoms of a dural teer
s second suigery.® Dr. Saiz testiled that the December 2, 2005 MRI™
| eallection, which would have been expected if AZ had an undiagnosed

the suspected isak sven though they could nat find it
RJ) {Case No., JD-07-0768A)
was a 45-year-okd male who was refemed 10 Dr. Greene for complaints of

pain. He had undergone spinal surgery in 2005.%°
»Graane first saw RuI on July 24, 2006 Dr. Greene noted that RJ

complained of et and right upper extremity pain. Dr. Greens's examination noted

weaakness of

Rlwasa

's lefl amn with no upper motor newron signs. Dr. Geeene did not think that
date for surgery and racomenended & spinal cond etimulator.

:'r.m
o 1. B47-555.
Greenk Ex. 13

®-r 658,
~NT.es9

% Gresns Ex 1%

* @reenc Ex 1
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140
stimulator,
stimuiedor.

141

Cn August 18, 2008, Dr. Gieene performed sungety to piace a spinal cord
He documented a laminectomy at C3-C4 with placement of & epinat cond

In a progress note dated August 29, 2005, Dr. Greene noted thet RJ was

'Mmjmh&mmﬁuWﬁm.MMMhh@tmhm

*illing hirn.

Dv. Greene noted than an x-ray showed that the spinal cond stimulator lsad

was a "fitle bit off to the right in the upper cervical spine.” Bacausa “lead placement should

be excellent,”
Greene noted
142
of the spinal
stimutstor ot

Dr. Green= had armanged to meet with the stmulalors manukacturer, D,
that RJ's neurological examination was the same.

On Sepiember 1, 2008, Dr. Greene parformed a second sungery for revision.

stimulator® He noted that he attempind 1o position the lead on the
30 times and that subsaquently the paddie lead broke. Dr. Greene

is difficuly in placing the stimulaiior to a defect in the paddie.

. Dr. Saiz tesiified that 30 atiempis 10 position the lead on e stimulator was
But he tesiiied that it wes quie common for a surgeon to sxperience difficulty
ﬂnn[:ddhmdpaad:bi:raaugembmmmm“ Dr. Greene noted

. rologically intact upon awakening.

A progiress note by a mexiical assistant dated Septamber 2, 2006, nojed that

RJ was intaet neurdlogicaily and could be: discharged.

“m&aﬁz
3

:Glamﬁti
Greene Ex_ 1

ST 734, 1 417

=y 5a9, 1. 1012, 2029,

28
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145. | Dr. Greene tastified at the hearing that he had positioned the spinal cord
stimulator over RJ's cenvical dura at C3, C4 tn mask RJ's symptoms. &

148. | In an office note fiomn CORFE dated September 1, 2006, Dr. Greene neted
that he “had o reposition the stimulator because if was a litle 0o ciose i his right cervical
nesve root C3 and C4."2 Na nenrdlogical examination wes reconed.

147. | Dr. Gmene's subsequent office nols from CORE dated September 13, 2005,
noted that RJ's wourd was hesling well, the padidie was in excellent position, and RJ's
right am pain was slowly diminishing.® Dr. Greene piaced RJ on Medrol Dosepack for the
residual right ann symploms. No neursiogical examination was recarded.

148, | On Octoher 23, 2006, Dr. Gresne noled that RJ had increasad pain since he
| had started therapy.™ Dr. Greens advisad RJ 1 stop the physical therapy. Dr.
Grecne noted that RY was neurologically Intact excspt for. numbnees of ths right band, Or.
R.Ps previous disgnosis of carpal tunnel syndrome, expressed concemn
carsh syndrome, and placed R.J's right amm in @ spiint.

On or about November 2, 2008, Dr. Greane's partner at CORE, Dr. Appel,

Appel documented that RuJ had morn pain with the spinal cond stimulater on
then off and red nyelopathic with @ Hoffmarn's sign of the right upper exdremity, 3

in the lower exiremitics, and weaknass of the right upper extremity. Dr.

Appel recommended an MR scan and removal of the spinal eord stimulator.

“ ' 29
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150. | OnNovember 20, 2006, Dr. Gresne removed the spinal cord stimulator that
hellad:lat:{uslyimlmumm.” On the pre-aurgical physicsl, he recorded no nerve
deficis. Dr. Greene documented his rmmoval of the spinal cord siimulator and noted that,
ae he pulled i, some of the fitaniurm sensors came off. Dr. Greens accounted for finding 15

30
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186.

Dr. Groene testified that the signal ilensity st C4-C5 was below where he

thmmgc&”

166.

Dr. Saiz nated that RJ was doing well imtll physical themapy and that the MR

danwmhiit:.rs myelomalacia was a progression of his underlying condition, not
due o Dv, placement of the spinal cord stimutaior.” RJ had severe spinal

stencsis that

eord from
below Dr. G

back) most

157,
high
bstween

158.
on February

progressed, with reversal of cervical lordosis, buiging, and impingement of the

frontand back.™ Dr. Saiz ssplained that the cystic changes on the MRI were
's surgery and that the erchitactural changes in RJ's spine (front and
caused the signal changes ™ |

Dx. Moczynski's investgative report o the Board noted theat “[Ghere is a very

a:iv::lewmdeh spinal cond stimulator procedures reporiad in various shudies

and 75%.7 i

DC was a 78-year-old female on whom Dr. Greene had performed surgery

15, 2007. His operative report documents his revision laminectomy af L3-St

with foraminaiomies on the left at L3-81. Dr. Greene testified thet he discharged BC on

February 16,
158.

2007 with insiuctions to eee him for follow up In another two woeks.”™
DC stated that she retuimed o the CORE institute on February 26, 2007 for

slaplemnwlll. Alihaugh there s no dichated summary of her visit, CORE's check-put

BT g55.858.
“T.ST‘I g74.

T.B’M-E'ﬂ
® 1. 875877

=

™ Boand Ex. GG

1.
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sheet shows that DC was ssen, her staples were removad, and was told to retum in four

mn
180. Dr. Greene testified that his typical follow up regimen is to see laminectomy

patienis at twa weeka, six weeks, thrae manths and six months ® It is the patients’

o schedule successive appoiniments before they leave after an appointment,

nes they do not™*

called CORE on March 4, 2007, stating that she was doing well and was

ical therapy and requesting an authorization from CIGNA for her therepy.®

i -_«;. -

182. DC and CORE coordinated for a physical fwrapy appoiniment on April 4,

183. On Juns 4, 2007, DG complaingd to her primary care provider at GIGNA that
ad from Dr. Greene's sirgery and tliat she was dissafisied with the
hed at CORE bacause Dr. @neens “took approximately seven weeks o

e fivst follow up report fromn CORE wei from a physiclan's sssistant and
dy 3, 2007. The physician’s assistant reporiad thet DC siated that “slthough
3 well 8l her two-week checkup following the sumery and sufures were

was not eble to stast physical therapy unfll several weeks later, and she ia

® Graena Ex.
"tmm&
T, 563,
% Greens Ex. 958: T. 584,
= Gresno Ex. 950; T.
sﬁlmel 96; T. 586,
Gioene Ex 97|
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here today i

185,
lanneciemy,

167.

icaling that her pain has returned & almost baseline In Intenslly in the same

£D (Casn No. MD-07-0D57A)

Greene ordarst g CT scan.

reported in refevant part asfollows:-

The right §1 screw is contained totally within the osseous
structures; however, the left 81 screw does extend out of the
avtancr cortex: #ppeoximately 1.1 em, the tip ing 2 %0 3 mm
from the common liac vein. Thete le approxdmately 5.5 mwn of
m&wnmaﬂﬁmm Bony fusion masass are seen
rbrlyaswal There is soft tissue siranding

ardwer limits evaluation of the immediately adiacent soft
fssues for fluid colleclion and abscese. Nommlhcions
seen; however, no confrast was administered. . .

¥ Gresne Ex 08
¥ Groens Ex. 72.

* Groone Ex, 78A.
® Groenc Ex. 74,

33

QMT.WMMhMMM

[GD was a 38-year-old maie upon whom Dr. Greene parformed L5-S1,

ant instrnented fusion on May 25, 2007% On June 4, 2007, CD retumed
to Dr. Greene, cornplaining of left groin &nd hip pain® Because x-rays did not reves! any
problems, Dr,
A CT scan was performed on CD on June B, 2007. Jobn Simon, M.D.
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168. |OnJune 9, 2007, Lx. Greene's progress note refiects that hs Informed DC
thait he *hed iboked at his previous CAT scan. His serews look finc, no issues hara,

168. |OnAugust 31, 2007, DC was seen by ancther physiclan, Jonathan C.
Landsman, M.D. Dr. Landsman reported the exdension of the S1 screw beycrd the

antertor
Landsman

lumbar spine.

but reporied that e wazs not able to download the CT scan itself, Dr.

a hard copy of the June 3, 2007 CT scan and ordered an MRl of DC's

170. Because DC fek fat Dr. Greene had misrepresenied the msults of the June

II 8, 2007 CT scan, he made 2 complaint to the Board.
171. Dr.

Greene festified thak, although the placement of the $1 screw in DC was

subopfimal, the screw was deficliely in the safe 2one.™

172.
withinthe

. Saiz teslified that the plzcement of the S1 screw was acceptable and

rd of care.. There is no siandand of cane on whether fo discisa seraw

piacement, uniess the screw poses aTisk of neuravescular njury.”™ Dr. Greeno's failre to

discuss place
thereby,

173, Dr

of ths 51 screw with DC was within the standard; DC was not harmed

Greens tesiified thal, although the placoment of the §1 screw wes

accapiable and will not harm DC, in retrospact he shoidd have explained it o DC.™

SN ({Case No_ MD-G7-0936A)

174. 5N won a 65-year-old female patient with diagnosas of spinal stenosis and
degenorative peolinsis. SN had no neurological deficits.

" Gresne Ex. 748
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175. |Cn Apii 10, 2007, Dr. Greene opierated on SN, secomplishing a laminectomy
sth-Ls,TalinmtndyﬁubmalL&lj. and a posierior instrumentsd fuslon at

T10LS

a dural repair &t L4-L5 %

176. |Dr. Greene testified that, to ensure acceptable acrew placement, he used

ization, neurophysklagical monitgring, intraoperaiive x-rays flucroscopy), |
ivie 1-rays. 2 Dr, Greene testified thet thase methods all showed
placement %

177. |Dr. Greene's progrees nole for Apri 1/, 2007 doctmertted that SN hed right
lower extrernity pain secondary to nerve root irritation and an slevaled white biood cell
scan, which he rioted was secondary to steroids that he had prescribed to her for nerve
root irtitation. | An Aprif 11, 2007 x-ray report ntted that SN was postinstrumental fusion of
the thoraco-fumbar apine.

178: {Dr: Greene reported on April 12, 2007 that SN confinued 1o have right lower
extremity paifh He reported on Aprl 13, 2007 that SN's right lowar exinmity péin was
resoling and that she was ready for tansfer.

179. |SN was discharged from the hospital on April 13, 2007. Dr. Greene's

disclrarge
stemids. He

Indicated thel SN had nerve root iritation post surgery anxt had been given
SN's cantinued elevated white biood cell count o having been

180. [On Apiil 23, 2007, Dr. Greene examined SN at his office st CORE. He

reportad that
br. Greene

'was "“having & e bt of right hip pain, but that is getling-a Rtie bit bether "
noisd that SN's “wound does not appear o be infiecied”™ bist “Just lookfed}
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ke it [was] hot complelely healing appropriately:* Dr. Greene did not think that antibiotics
Were necessary.
181.| On April 30, 2007, Dr. Greene noled that SN's wound had “staried fo
breakdown a fittla bif” and noted “significant radness amund the incision.” Dr. Greene
L's wound had "not frankly broken down and dehisced.™ Dr. Greene noted
that he had placed SN on antibiotics three days earfier.
182.| On May 4, 2007, Dr. Greene reportad that SN did not have significant

that the drainage she was having was "sarous ar serosanguineous, nothing

N's neurological examination was intact, although she was having “significant
icular-type symptoms.™'® Dr. Greene ordered a CT scan, @ Sed Rate, CRP,

183. | An MRI scas of SN teken May 5, 2007 was reported as demonstrating dorsal
enhancement of the L 2-1 5 suggestive of an easly epidural abscess and soft tissue swelling
posterior at 1 4-1 5 compressing the dorsal portion of the dural sac. The abdominal CT
as showing no intra-abdominal abnormality.,

184. | On May 10, 2007, Dr. Gresne performed surgery on SN to freat the wound
nfection and tp evaluate the hardware. ™! Dr. Greene reported that, “even though two CAT
the pedicle screws were in excellent position, it looked to me as if at L5,

|Gan was

there was ally nerve root slightly hitiing up against eome of the threads of one of the
L5 screws. in addition, at the L4 screw, the padicie, when | put the screw i, appeared to
be loose at sSome of the medial bone and maybe this was impinging on the exiting nerve
root.” Dr, removed the two screws.

™ Greene Ex. §0.
® 1

100 k}-
™ Greene Ex,[92.
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185.
requiring a
was “slowly,

188.

SN continued to complain of pain through physical therapy, eventually
waker, although in September and October 2007 Dr. Greene noted that she
improving."'®

On September 5, 2007, SN was svaluated by Dr. Groene's pariner, David

Jacofsky, M.D., who reported that she had had et lower extremity discomiort since Dr.

Greene's

pracedure. Dr. Jacofsky ordered an EMG, which was taken on

Sepiember B, 2007. On September 13, 2007, Ds. Jacofsky reviewed the EMG and noted

that SN's

G demonstrated a chronic right L5 radicuiopathy and bilateral L4

radiculopathies.

187.

On October 1, 2007, Dr. Jacofsky reporied that there was na evidence of

infection anfl that SN was improving.

188.

Dr. Greene testifled that he had met the standard of care intreoperatively and

post-operatively because all monitoring techniques showed acceptable screw placement

and SN dii

hot complain of post-operative nerve root pain in a demistomal distribution to

implicate a screw. Further, he had foowed SN clasely, obtained a CT scan on May 4,

2007, which

188,
did not hav

was reported as normal, and had relumed SN to surgery on May 10, 2007.'%
Dr. Saiz agreed that Dr. Greene had met the standard of care and that SN
symptoms of a screw abutiing against a nerve root, which typically results in

Intradable;lbvious pain.'® Dr. Greene had ordered a CT scan earfisr than he would have

to identify

°s pathology. ™

& Breens Ex.

'™ T. 88790
Wi T. 688.91,
%S 1, 89687,

93A and 83B.
T94—95.
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140,
and that the
191.

Dr. Greene and Dr. Saiz both testified that Dr. Greene had not harmed SN
screw placement did not cause her symptoms.1%
D¢, Moczynski testified that, when he raviawed the May 4, 2007 CT scan of

SN, he ha;Jsam the mal-positioned screw that Dr. Greene later documented in his

surgery.

Greene had not parsonally reviewed the CT stan and had relied on the doctor

who had rT::ed k. 1t Dr. Greene had ordered a CT scan iImmediately after the first

surgesy, or
earlier.'%

192.

n SN began reporting symptamns, he might have recommended surgesy

DR. GREENE"S PARTICIPATION IN THE PACE PROGRAN
Dr. Greene voluntarily participated in the PACE program after the Board

summatily suspended his license. Dr. Norcross festified that, although it is not unheard of,

it is unusual

193.

for a physician fo voluntarily participats in the PACE evatuation program.
Dr. Norcross testified that the physician in charge of the arthopaedic program

s Wayne Akeson, M.D,

184.| Phase 1 of the PACE program involves administration of a 2-day
examination o evaluate the physician’s clinical competence and commiunication skills.
Phase 2 is 3-day clinical evaluation, during which the physlcian accompanies other
physicians is evaluated in patient care. After Phase 2, five to seven physicians;
including from different specialties, conduct a multi-disciplinary mesting to evaluate
the physician _

185. | Dr. Norcross testified that he understood that Dr. Greene pianned 1o pursue a

general orthppaedic surgery practice. Dr. Norcross testified that Dr. Greene scored 87%

108 890, 697
W7, 35556,

742,
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on Phase 2 and 88% at the end of Phase 1 of tha PACE program. On cross-examination,
Dr. admitted that Dr. Greene had scored In the 10" or lowest percentile on ethics
and commynication.

186.| Dr. Norcross testified that Dr. Akeson had been provided with the Board's |
August 7, 2007 order of censure on the first five surgical complicaions in case no. MD-06-
0143A. The PACE program had net been provided any information reganding the 13
patient ints at issve in this case. The addiional complainds might have affected Dr.
Norcross’ opinion of Dr. Greene's safety fo practice.

187.| Dr. Norcross testified that Dr. Greene displayed a solid fund of knowledge
and clinical judgrnent.

188.| Dr. Norcross testified that the PACE program evaluates its attendees
critically begause it knows that Beensing boards are relying on s judgment. Dr, Norcross
testified trjaDr. Greene had shown an excelient attitude and demeanor toward his
participation in the PACE program. Dr. Norcross testified thet a physician’s PACE
evaluations were a good predictor of fulure behavior. _

199.| In Dr. Norcross' opinion, Dr. Greene is safe to practice with a prostonng
requirement, Dr. Norcross expiained that any hospltal would require some proctoring of a
|| physician who had recently been granted or been restored privileges.
ADDITIONAL TESTMONY

200. | Dr. Greene testified that, during the August 9, 2008 formal interview, he
misunderstood that the Beard was requesting all surgical complications — not only eurgical
mistakes {camplications from surgical techniques) of the type being diseussed during his
intefview in ¢ase no. MD-06-0143A. He therefore did not discuss al complications related

to surgery if 'Ewh complcations were recognized or known risks of surgery. He admitted at
the hearing that he should have disclosed to the Board complications involving patients DE
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{DIC and h). DK (infection end case migration), RJ (neurdlogic change), and SN
{infection and foot defidit).

201, Dr. Greene testified that, while he was in medical school, he was interested
al orthopaedic surgery and a general orthopaedic surgery that focused on

decided tc become a spinal surgeon. He does not wish to cortinue performing spinal
bacause some of the cases at issue here have made him unwilling to
ients to the unavoidable risks of spinal surgery. He wishes to continue his

and that the) complication rates “are higher in this type of high risk patient population
despite the fact that these are some of the most talented surgeons in the courtry.”'®

1% Greene Ex| 3.

40




W 0 @« A B W N

10
11
12
13
14
15
16
17
i8
19
20
21
22
23
24
25

204,

Greene is

205,

admin}
rscommend

proceeding.

1.
Sreene’s req
2.

committed

3. A

tihe greater,

Dr. Moczynski conceded that there is no question that Dr. Greene has

undergone Txtenswe training by quality programs. Dr. Moczynski-questioned whether Dr,

able to praciice, given his obvious lapses In Judgment and erors

attiibuiable tp mited technical proficiency. These deficiencies cannot be remedied by
additional training or oversight,

In response to the suggestions from PACE and Dr. Norcross' testimony, Dr.

Moczynski offered the opinion that Dr. Greene should, st & minimum, be preciuded from
any clinical Icﬁce involving direct patient care, and should be restricted 1o an

practice. The Board’s attvrmey requested that the Administrative Law Judge

that Dr. Greena’s license he revoked and that he b assessead the costs of this

CONCLUSIONS OF LAW
Board has jurisdiction aver this matter.™ The Board propetly referred Dr.
for hearing to the Office of Administrative Hearings. '
Board bears the burden of proof and must establish that Dr. Greene
rofessional conduct as defined by applicable statule by a preponderance of

the evidence|™"" Dr. Greene bears the burden 1o establish affirmative defenses by the
same evidentiary standard.!*?

preponderance of the evidence Is such proof as convinces the trier of fact that

the contentioh is mere probably true than not.*''* A preponderance of the evidence is

weight of the evidence, not necessarily established by the greater number of

% ces ARS.
M See ARS.

; 32-1401 et seq.

"™ Ses AR.S. § 41-1092.03(B).

41-1082.07(G){2), AA.C. R2-18-119(A) and (BY1); see aiso Vazanpo v. Superior Court, 74
P.2d 837 (1852).
18- 119{B)}2).
ARZONA LAW OF EVIDENGE § 6 (1880).
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withesses tifying to a fact but by evidence that has the most convinding force; superior
svidentiary weight thet, though not sufficient to free the mind wholly from all reasonabie
doubt, is st¥l sufficient to incline a fair and impartial mind 1o one side of the Issue rather
than the othjer.”'¥4

Case No. MD-07-0728A

DE
4. The standard of carm requires a physician to perform a surgical procedure in a

manner to gvoid injury to vascular struciures and, if excessive bleeding is encountered, to
teminate the procedure and determine the source of the bieeding.

& Board established that Dr. Greene more like than not departad from this
standard during his May 15, 2007 surgery on DE, when he encountered excessive
bieeding and continued the procedure rather than ferminating it. As a result, DE died.

6. A physician is required to maintain adequate medical records, which means a
legible containing, at a minimum, sufficient information to identify the patient,
support the fhiagnosis, justify the treatment, accurately document results, indicate advice
and cautionary wamings that the physician has provided to the patient, and sufficient
information to allow another praciitioner to assume continuity of the patient's care st any
point in the course of treatment.'®

7. Dr. Greene deviated from this standard because he did not document pathology
for DE that necesskated the surgical intervention or any discussion of altemative

treatments.

"' Brack's Law DicTionary at page 1220 (8" ed. 1999),
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DK

8. Dr. Greene admitied at the hearing that he should have disclosed the surgical
complications-in DK's case in response & the Board's questions at the August 8, 2007
formal Interview in Case No. MD-D8-1043A.

9. The standard of care requires that a patient having posterior fusion for scoliosis,

the screws
damage to
10.

be placad within the pedicle and vertebral body 8o as not to create a risk of

prgans or vessels,

The Board has established that Dr. Greena deviated from this standard by

placing at Igast one screw in MB's spine that was malpositioned and by failing fo recognize
that the screw was malpositioned.

11.

MB suffered harm in that she required a second surgery for removal of the

malpositioned screws. In addition, MB was at risk for signfficant complications as a result
of the malpgsitioned screws, including a pneumothorax and erosion of the aorta, which

could have

12,

resulfed in massive bleeding and death.

MC

The standard of care requires that, during an sleclive, two-stage surgical fusion

procedure, I the patient becomes unstable i anesthesia, the surgeon should delay the

pasterior
13.

by continuing

ion to ancther fime.
The Board has established that Dr. Greene deviated from this standard of care
g with the posterior portion of the surgery although he had been nofified that

" ARS. § 32-1401¢2).
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MC was developing acidosis. After Dr. Greene decided 1o proceed with the elective
surgery, MG died.

14. [The Board has not established that Dr. Greene caused a vascular njury to MC
or that te should have been awars of excessive bleeding during surgery and investigated
its cause.
WR

15. [The standard of care requires that, when a patient requires surgery, the
surgeon should perform the surgery in an efficient and appropriate manner and awvoid injury
to adjaoenttswlar structures.

16. [The Board has not established that Dr. Greene deviated from this standard.

Even though Dr. Greene lacerated WR's vena cava during the sumgery, the evidence
shows that Juch laceration was within the known surgical risks and appropriately
addressed by Dr. Greene.
IB

17. The standard of care requires that a patient with falled prior back surgeries
shouid be fully evaluated and that, if there & increased cardlag risk, the
recommendation should take that into consideration. TB's cardiologist cleared him for
surgery, afler discussing its cardiac risks. The Board therefore has not established that Dr.
Greene deviLted from this standard in his care of TB.

18. standard of care requires that surgery be parfonmed carefully and

ap i to avoid increased nerve injusy.  Although TB had a foot drop post-surgery,
which neurological deficit he did not exhibit pre-operatively, there is no evidence that any
surgieal emor by Dr. Greene caused the deficit. The Board therefore has not established
that Dr. Greans deviated from this standard in his care of TB.
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19. The standard of care requires that, if a dural teer ocours during surgery, the
surgeon shotild repair . Dr. Greene presenied evidence that dural tears are notoriously
difficult to spot and are frequently not noted during surgery. He appropriately repaired the
tear afier TB exhibited sympioms. The Board therafore has not established that Dr.
Greene deviL! from this standard In his care of TB.

DC (Case No. MD-07-0T38A)

20. The standard of care for a patient with a neurologic injury due to extrusion of
cement into the spinal canal post-Kyphoplasty requires that the physician present the
, benefiis, risks, and complications of freaiment. Surgical interverition

plished in a manner ta prevent further nerve injury if possible. The

care of DC. She suffered a foot-drop that was not present pre-operatively. Dr. Greene’s

that Dr. Greeane riegligently injured DC.

RW (Case No. MD-07-0762A)
23. The standard of care for an anteriar/posterior lumbar approach is that the

physician shotld monitor for abdominal distention and the presencs of bowel sounds. This
responsiility(cannot be delegated o nurses. The Board has established that RW had an
lleus when Dy. Greene discharged him that that Dr. Greene deviated from this stardlard by
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not checki

readmission.

24,
effects and
medication.
prescribing

RW for bowel sounds before discharging hian. RW suffered actual harm in his

The standard of care also requires a physician to advise patients about the
tiangers of the medication he prescribes, especially in combination with other

The Board has established that Dr. Greene deviated from this standard by
S Contin to RW, without specifically advising him of its delayed effect or effect

In combination with other sedatives, especially after RW said that he was “immuns” fo

narcotics.

suffered actual hanm when he died of a drug overdose from a combination

of pain and Fedatiwe medications,

25,

AZ (Case No. MD-07.

The standard of care requires that, if a post-surgery complication occurs, the

surgeon should disgnose the complication through a careful history, physical examination,

and approp

surgeon’s
26.

A CSF leak

iate diagnostic studies. If the complication is bayond the scope of the

ining and expertise, he shoukl obtain appropriate consultation.

Clear serous draining post-spine surgery should raise concem for a CSF leak

hould be timely addressed to prevent the possiility of infaction. If the

surgeon must perform additional surgery o resolve a CSF leak, he should resolva the

problem.
27

Board has established that Dr. Greene deviated from this standard of care.
r. Greene’s December 20, 2005 progress noke for AZ reflects a mechanism

for the dural 1ear that is inconsistent with the histories obtained by cther physicians. This

inacourate
tear.

28.
2005 surge)
IDET proces

istory may have contributed to his failure {o appropriately manage the dural
The Board has established that Dr. Greene, as a result of his September 23,

y on AZ, created a dural tear posteriorly, which was unrelated to the area of the
lure, and that he failed to diagnose a CSF leak for almost eight weeks, despite
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having surgically revisited the area and failing to correfate the non-purulent fluid with a

possible CSF

leak. Dr. Greene, cn his third surgery on AZ, failed to identify the posterior

dural tear anfzaacri:ed the C8F leak to a more ancient surgical procedure.

28.

, @8 a result of the dural fear and delayed diagnosis of that tear, had

apparently sustained bactarial meningitis. Addltionally, AZ had to undergo three additional

surgical p
chrronic pain

ures after Dr. Greene's initial fusion on September 23, 2005. AZ has
nd requires Fantanyl paiches and has evidence of arachnoiditis on an MRI

scan at the surgical area. Dr. Greene placad AZ at increased of harm for a more
significant episode of meningltie and was at risk of additional neurslogical changes or

RJ (Case No. MID-07-0768A)

30. The standard of care for a patient who is a candidate for an implanted spinal

is to have the procedure performed in a manner to avold injury fo the spinal
y of the cervical spine, the patient should have a documented

ation. If the patient has changing neurologic condifion, appropriate

dies should be performed.

r. Greene's argument that the evidence does not show that his Septernber

23, 2606 surrycaused a neurologic injury to RJ is based in large part on the absence of

neumlogical
32,
place the s

a neuralogical change until the December 12, 2006 MRE. This absence in
on Dr. Greene's failure to performn a documented neurclogical examination of
diziely post-surgery office notes of September 1, 2008 and September 13,
r, Dr. Greene's office note of October 23, 2006 stated that RJ was
intact.
r. Greene performed a laminectomy on August 16, 2006 at the C3-C4 level to

inal cord simulator initially. This Is one of the levels at which the signa!
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alteration was noted on the December 12, 2006 MRI. Both Dr. Greene and Dr, Saiz
testified ﬂ'ﬂl Dr. Greene placed the paddie, afier 30 attempts, at the G2 level during the

September

1, 2008 revision, which coukl niot have injured C3-C4 or C4-C5. This location

is not reflected in the operative repoit.

33.

The Board has established that Dr. Greene deviated from the standard of care

by making 30 attempts to piace the spinai cord stimulator during the September 1, 2006

revision and

34.

35.

by faiiing to document RJ's neurological status for the next six weeks,
But the Board has not established that Dr. Greene caused actual harm to RJ.

DC (Cage No. MD-07-0885A)
The standard of care requires a physician to monitor a patient post-operatively

to evaluste recaovery.

38.

The Board has not established that Dr. Greene deviated from this standard in

hie care of DC. Athough Dr. Greene advised DC to scheduls a follow up appointment
when he removed her staples, she fafled 1o schedule an appeintment.

37.

£D (Case No. MD-07-0857A)
The standard of care requires that test results be accurately recorded and

communicaied to patisnts. The Board has established that Dr. Greene falled to accurately

record or to
Ja4.

hamed CD.

-39,

commurlnimm the reéutts of the June 8, 2007 CT scan to CD.
TThe Board has not estahlished that Dr. Greene's failures potentially or achually

SN {Case No. MD-07-0936A)

The standard of care requires a physician to perform a pracedure in an

approprite rJ:anner. An orthopaedic spinal surgecn should place pedicle screws to avoid

causing ne

 or vascular injury. A patient should be monitored post-surgery for progress
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and cornplications. A patient with persistent symptoms of radicular symptoms after surgery.
should be evaluaisd for passible nerve root impingement.

40. The Board has established that Dr. Greene deviated from this standand of care
by placing the L5 screw in his April 10, 2007 surgery on SN such that it abutted against the
nerve root, '

41. [The Board has established that Dr. Greene also devisted from the standard of
care by failing to obtain a CT scan when SN developed radicular symptoms post-
operatively. | Dr. Greene failed to diagnose surgical complications in a fimely manner.

42. (The Board has established that SN suffered harm in that she developed
chronic right radiculopathy due to Dr. Gresrig's placement of tha screw.

FAGTORS IN METIGATION AND AGGRAVATION
43. The patients in the cases at issue illustrate thai candidates for spinal surgery
nerally have multiple concomitant morbidities. Dr. Greene esiablished that the risks

nherent in lex spinal surgenes are much greater than and are not comparable to the
Kinds of surgery in which Dr, Moczynski has had most of his experience.

44. ButDr. Gresne has not disqualified Dr. Moczynski as an expert. Dr.
Maczynski is{an orthopadic surgeon, has been involved in spinal surgernes, and is
competent ta testify. Dr. Greene's criticism goes to the waight to be given his testimony in

gach case,

45, The inherent risk-of a surgical procedure cannot exonerate a SLFGeoN's BiTor.

surgical enor cannot be infefred from a poor result but must be based on evidence of
e surgeon’s speclfic errors.

45, 8t of the cases, viewed alone, would be the kind of result that might occur
DACE in @ surgeon’s career. The sheer volume of‘cases. crested grounds for special

oncem. In general, “evidence of other crimes, wrongs, or acts is not admissible to prove
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the charactern
base,

Of establis

Hoard and to

withthe CT
problematic.
he may have

Board find

ptetule, three
pleeing (MC
[nd SN); two

of & parson in order-to show action in conformity therewith.”*'® In a licensing
, the protection of the public requires, at some poirt, that the sheer volume
emor be considered.

47. Dr. Greene is entitled to defend against these complaints. But his continued
Lnsistancethat he made no mistakes in his care of patients, only in his disclosure to the

patients, is considered a factor in aggravation. For example, Dr. Greene

Continued to insist that there was no problem in his screw placement in MB's case, even

Tan I front of him and after Dr. Saiz testifiad that the screw placement was
i

does not appear that Dr. Greene is capable of recognizing evidence of that
made a mistake in the care of any patient.

48. The Board noled several issues that repeaded throughout the review of Dr.
[Greene. In “I ten cases in which the Administrative Law Judge recommends that the

Dr. Green deviated from the standard of care and violated applicable
patients died (MG, DE, and RW); two patientis experienced excessive

and DE}); three patients showed evidence of malpositioned screws (MB, CD,
patients suffered nerve injury (RJ and SN); five patients raised issues of

urgical judgrpent conceming whether to initiate or terminate a procedure (MC, DC

(kyphoplasty
[(RW, DG, RW
49. 71

emoval), AZ, RJ, and SN); and five patients’ medical records were deficient
I, MB, and SN).
'he Board has established that Dr. Greene’s care of these ten patients

Fefusing to m
ponduct of pr;

Lonstituied ullprofassional conduct pursuant to A.R.S. § 32-1401(27)(e) (‘[flailing or

intain adequate records on a patient™); AR.S. § 32-1401(27)(q) (‘{alny
actice that is or might be harmful or dangerous to the health of the patient or

" ariz. R, Evid,

404(p).

50




10

11

12

13

14

15

1&

1%

18

18

29

21

22

23

24

25

he public™); A.R.S. § 32-1401(27)(j) ('Knowingly making a felse or misleading statement

o the board .

. ), and AR S. § 32-1401(27){11} ("[cJonduct that the Board determines is

neglige
patient™.

o8, repeated negligenca, or negligence resulting in harm to or the death of

ORDER

Based on the foregoing, the Boand orders that Licansa No. 32747 for the practice

of allopathic
ARS.§

Respo

icine previously issued to David L. Greene, M.D. be revoked. Pursuant
-1451(M} and 41-1007, Respondent shail reimburse administrative cosis.
RAGHT TO PETITION FOR REHEARING OR REVIEW
ndent is hereby notified that he has the right ko pefition for a rehearing or review,

The psilition for rehearing or review must be filed with the Board’s Executive Director within thirty

(30) days after service of this Order. AR.S. § 41-1002.08(B). The petition for rehearing or review

must set forih legally sufficient reasons for graniing a rehearing or review. A.A.C. R4-18-103.

Sarvice of th'j order is effective fiva (5) days after date of malling. A.R.S. § 41-1092.09(C). K a

petition for
days aftar it is

ing or review is not fled, the Board’s Order becomes effective thirty-five (35)
mailed to Respondent.

Respondent is further nolified that the filing of a motion for rehearing or review is required

{0 preserve any rights of appeat to the Superior Court.
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