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COMMONWEALTH OF MASSACHUSETTS 

Middlesex, ss.       Board of Registration in Medicine 
 
        Adjudicatory Case No. 2024-004 
         
 
      
In the Matter of     
      
MARK E. ALLARA, M.D.  
 
 
 

STATEMENT OF ALLEGATIONS 
 
 The Board of Registration in Medicine (Board) has determined that good cause exists to 

believe the following acts occurred and constitute violations for which a licensee may be 

sanctioned by the Board.  The Board therefore alleges that Mark E. Allara, M.D. (Respondent) 

has practiced medicine in violation of law, regulations, or good and accepted medical practice as 

set forth herein.  The investigative docket numbers associated with this order to show cause are 

Docket Nos. 19-071 and 23-045. 

Biographical Information 

1. The Respondent is Board-certified in family medicine.  He graduated from the 

Columbia University College of Physicians & Surgeons in 1994.  The Respondent has been 

licensed to practice medicine in Massachusetts under certificate number 82135 since 1995.  He 

works at Middleton Family Practice and Congenial Healthcare, LLC in Middleton. 

Factual Allegations 

Patient A 

2. In December of 2015, Patient A, then  female, began treating 

with the Respondent as her primary care provider (PCP). 

G.L. c. 4, § 7(26)(c) 



Statement of Allegations – Mark E. Allara, M.D. 2 of 10  

Benzodiazepines 

3. On January 7, 2016, Patient A presented to the Respondent complaining of 

  The Respondent prescribed diazepam (Valium), a 

schedule IV benzodiazepine, 10mg twice per day prn “temporarily.” 

a. The Respondent’s review of systems (ROS) noted, in part:  “Psych:  no 

depression, anxiety . . . .” 

4. On August 2, 2016, the Respondent’s assessment and plan (A/P) for  

stated , will use valium prn temporarily.” 

5. The Respondent continued to refill Patient A’s diazepam prescription without 

documenting additional  symptoms until the summer of 2018. 

6. On July 12, 2018, the Respondent diagnosed Patient A with “Primary insomnia” 

and prescribed zolpidem (Ambien), a sedative, 10mg once per day and clonazepam (Klonopin), 

another schedule IV benzodiazepine, 1mg twice per day. 

7. On August 1, 2018, Patient A presented to the Respondent’s colleague.  The A/P 

noted that Patient A “did not tolerate Ambien, taking pain med approx. 4 x day at work, 

clonazepam is new 2-3x day, discussed avoiding use at work.” 

8. On October 22, 2018, Patient A presented to the Respondent’s colleague.  Patient 

A reported  and headache and requested an early Klonopin refill.  

Patient A reported that she took “a few doses but it ‘sedated’ her too much.”  Patient A and the 

Respondent’s colleague discussed concerns “with all of the medications she is on” and discussed 

emergency room evaluation for withdrawal.  The Klonopin refill was denied. 

9. On November 5, 2018, Patient A was treated at Hospital for substance 

abuse and intoxication. 

G.L. c. 4, § 7(26)(c) 

G.L. c. 4, § 7(26)(c) 

G.L. c. 4, § 7(26)(c) 

G.L. c. 4, § 7(26)(c) 

G.L. c. 4, § 7(26)(c) 

G.L. c. 4, § 7(26)(c) 
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10.  

 

11. On December 4, 2018, Patient A presented to the Respondent for follow-up. 

a. The Respondent listed clonazepam as an allergy causing moderate confusion. 

b. The history of present illness (HPI) reported “discharged at 30 days in-patient 

[for] detox of clonazepam.” 

Opioids 

12. On December 7, 2015, the Respondent conducted a full physical examination of 

Patient A.  The Respondent prescribed Patient A Percocet, a schedule II opioid, 5mg/325mg four 

times per day. 

a. The Respondent’s ROS noted, in part:  “Musculoskeletal:  no muscle aches or 

weakness and no arthralgias/joint pain, back pain, or swelling in the extremities.” 

13. Between December 7, 2015 and September 19, 2016, the Respondent continued to 

prescribe Patient A Percocet without consistent documentation, examination, and evaluation of 

Patient A’s pain.  The Respondent eventually increased Patient A’s Percocet prescription to 

5mg/325mg every four hours, or six times per day on September 19, 2016, when Patient A 

presented for a motor vehicle accident from the prior  

a. The Respondent’s diagnosis of “unspecified osteoarthritis” is inconsistent with his 

HPI, ROS, and A/P. 

b. The Respondent’s diagnosis of “low back pain” is inconsistent with his HPI, 

ROS, and A/P. 

14. On December 9, 2016, Patient A presented to the Respondent for “arthritis flare – 

knee gave out other day and patient fell, hands and feet are swollen.” 

G.L. c. 4, § 7(26)(c) 

G.L. c. 4, § 7(26)(c) 
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a. The Respondent’s HPI, ROS, and physical exam did not note any pain or 

swelling. 

b. The Respondent’s A/P continued to list “Pain – due to recent car accident,” 

“Arthritis,” and “Low back pain.” 

15. On May 10, 2017, Patient A presented to the Respondent for “worsening bilat 

hand knee and left hip pain for past 2 weeks, having trouble with ambulation.” 

16. On June 6, 2017, Patient A presented to the Respondent’s colleague.  Patient A 

reported that she “fell down 3 steps and landed on concrete – left side chest painful hurts to 

breathe.”  Patient A reported her Percocet use for arthritis.  Patient A was instructed to follow up 

with an x-ray. 

17. On August 16, 2017, Patient A presented to the Respondent for follow-up.  The 

Respondent increased Patient A’s Percocet prescription to 5mg/325mg 1-2 tablets every four 

hours, or up to 12 tablets per day. 

a. The HPI continued to note “worsening bilat hand knee and left hip pain for past 2 

weeks, having trouble with ambulation” and “arthritis flare recently.” 

b. The Respondent’s physical exam did not report any pain, weakness, aches, or 

swelling. 

18. On November 29, 2017, Patient A presented to the Respondent for follow-up.  

The Respondent’s A/P noted that Patient A needed a total knee replacement.  The Respondent 

amended Patient A’s Percocet prescription to 10mg/325mg every six hours, or four times per 

day. 

a. The HPI continued to note “worsening bilat hand knee and left hip pain for past 2 

weeks, having trouble with ambulation.” 



Statement of Allegations – Mark E. Allara, M.D. 5 of 10  

b. The Respondent’s ROS and physical exam did not report any pain, weakness, 

aches, or swelling. 

19. On January 30, 2018, Patient A presented to the Respondent for follow-up after 

recent hospitalization for   The 

Respondent prescribed oxycodone, another schedule II opioid, 10mg every four hours, or six 

times per day. 

20. On February 14, 2018, the Respondent conducted a full annual physical 

examination of Patient A.  The Respondent continued Patient A’s prescriptions for diazepam and 

oxycodone and prescribed gabapentin 100mg three times per day. 

a. The Respondent’s ROS and physical exam did not report any pain, weakness, 

aches, or swelling. 

b. The Respondent’s ROS did not report any positive psychiatric symptoms. 

c. The Respondent did not document his rationale for prescribing gabapentin. 

21. On April 27, 2018, Patient A presented to the Respondent for follow-up.  The 

Respondent increased Patient A’s gabapentin prescription to 300mg three times per day. 

22. On May 7, 2018, Patient A presented to the Respondent’s colleague for “Pain in 

left hand and wrist, fingers numb.”  Patient A reported that she was in a “MVA  weeks ago.”  

X-rays were ordered. 

23. On May 18, 2018, Patient A presented to the Respondent for hand swelling.  The 

HPI and ROS are continued from the May 7, 2019 visit note.  The Respondent administered a 

Kenalog injection into the left wrist. 

24. On June 22, 2018, Patient A presented to the Respondent for follow-up.  The HPI 

continued to report Patient A’s hand and wrist swelling from the May 7, 2019 visit note, 

G.L. c. 4, § 7(26)(c) 

G.L. c. 4, § 7(  
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including “was in MVA weeks ago.”  The HPI reported “worsening knee pain.”  The 

Respondent’s A/P for multiple joint pain indicated a referral to ortho.  The Respondent increased 

Patient A’s oxycodone prescription to 10mg every three hours, or eight times per day. 

25. On November 2018, Patient A was treated at  Hospital for substance 

abuse and intoxication. 

26.  

 

27. On December 4, 2018, Patient A presented to the Respondent for follow-up.  

Oxycodone is removed from Patient A’s medication list.  The Respondent continued Patient A’s 

gabapentin prescription.  The December 4, 2018 visit note is devoid of discussion of Patient A’s 

past or current pain. 

28. Between December 2018 and December 2019, Patient A continued to present to 

the Respondent.  The Respondent’s notes indicated that Patient A required a total knee 

replacement and needed to avoid opioids and benzodiazepines.  The Respondent maintained 

Patient A’s prescription for gabapentin, eventually increasing the dose to 900mg three times per 

day on April 10, 2019.  

29. On December 10, 2019, Patient A presented to the Respondent for “severe right 

leg pain getting worse.”  The December 20, 2019 note reported that the Respondent prescribed 

Percocet 5mg/325mg three times per day on December 10, 2019. 

30. On January 29, 2020, Patient A presented to the Respondent for follow-up.  The 

HPI reported “new onset R pain on leg 6 weeks ago intensifying over past few days” with a plan 

for an epidural injection with another physician and notation of a buprenorphine patch. 

G.L. c     

G.L. c. 4    G.L. c. 4, § 7(26)(c) 

G.L. c. 4, § 7(26)(c) 
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31. The Respondent failed to meet the standard of care when prescribing controlled 

substances to Patient A when he: 

a. Failed to document discussions about the risks and benefits of high risk 

medications; and 

b. Failed to document his rationale for changing medications, dosages, and 

frequency of use. 

Patient B 

32. In February of 2015, Patient B, then a 60-year-old female, was an established 

patient of the Respondent. 

33. Lorazepam is a schedule IV benzodiazepine FDA-approved to treat anxiety. 

34. Between February 6, 2015 and March 6, 2017, the Respondent prescribed 

lorazepam to Patient B without a correlating diagnosis or associated documented symptoms. 

35. On March 6, 2017, the Respondent listed Patient B’s diagnoses of anxiety and 

depression for the first time. 

36. Fioricet (butalbital/acetaminophen/caffeine) is FDA-approved to acutely treat 

only tension-type headaches in adults. 

37. Between February 6, 2015 and February 6, 2018, the Respondent prescribed 

Fioricet to Patient B without a correlating diagnosis or associated documented symptoms. 

38. On February 6, 2018, the Respondent listed Patient B’s diagnosis of migraine for 

the first time and listed the onset to be December 1, 2017. 

39. The Respondent continued to prescribe Patient B lorazepam and butalbital 

through 2022. 
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40. On January 3, 2022, Patient B refilled her butalbital prescription from the 

Respondent.  Patient B received 60 tablets, a 15-day supply. 

41. On January 6, 2022, Patient B presented to the  

Emergency Department for a p  evaluation.   

 

42. On January 25, 2022, Patient B presented to the Respondent for follow-up.  The 

Respondent’s HPI noted  

 

43. The Respondent continued to prescribe Patient B lorazepam and butalbital 

through 2023. 

44. Patient B refilled her butalbital prescription from the Respondent on January 8 

and January 24, 2023.  Patient B received 60 tablets upon each refill. 

45. On January 28, 2023, Patient B presented to the  

Emergency Department for a fall.   

 

 

46. The Respondent failed to meet the standard of care when prescribing controlled 

substances to Patient B when he: 

a. Failed to document, evaluate, and manage a diagnosis of anxiety; and 

b. Failed to document, evaluate, and manage a diagnosis of headache. 

47. The Respondent completed 8 CME credits in a Pain Medicine Knowledge Self-

Assessment in December 2023.  The Respondent also completed 3 CME credits in Pain 

Management and Opioids:  Balancing Risks and Benefits in July 2023. 

G.L. c. 4, § 7(26)(c) 
G.L. c. 4, § 7(26)(c) G.L. c. 4, § 7(26)(c) 

G.L. c. 4, § 7(26)(c) 

G.L. c. 4, § 7(26)(c) 
G.L. c. 4, §  

G.L. c. 4, § 7(26)(c) 
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Legal Basis for Proposed Relief 

A. Pursuant to 243 C.M.R. 1.03(5)(a)3, the Board may discipline a physician upon 

proof satisfactory to a majority of the Board, that said physician engaged in conduct which 

places into question the physician’s competence to practice medicine, including but not limited 

to gross misconduct in the practice of medicine, or practicing medicine fraudulently, or beyond 

its authorized scope, or with gross incompetence, or with gross negligence on a particular 

occasion or negligence on repeated occasions. 

B. Pursuant to G.L. c. 112, §5, eighth par. (h) and 243 CMR 1.03(5)(a)11, the Board 

may discipline a physician upon proof satisfactory to a majority of the Board, that said physician 

has violated of a rule or regulation of the Board.  Specifically: 

1. 243 CMR 2.07(13)(a), which requires a physician to:  

a. maintain a medical record for each patient, which is adequate to enable 

the licensee to provide proper diagnosis and treatment; 

The Board has jurisdiction over this matter pursuant to G.L. c. 112, §§ 5, 61 and 62.  This 

adjudicatory proceeding will be conducted in accordance with the provisions of G.L. c. 30A and 

801 CMR 1.01.   

Nature of Relief Sought 

 The Board is authorized and empowered to order appropriate disciplinary action, which 

may include revocation or suspension of the Respondent’s license to practice medicine.  The 

Board may also order, in addition to or instead of revocation or suspension, one or more of the 

following: admonishment, censure, reprimand, fine, the performance of uncompensated public 

service, a course of education or training, or other restrictions upon the Respondent’s practice of 

medicine. 






