
STATE OF FLORIDA 
DEPARTMENT OF HEALTH 

DEPARTMENT OF HEALTH, 

PETITIONER, 

�v. CASE NO. 2009-18475 

CAROL ROBERTS, M.D., 

RESPONDENT. 

ADMINISTRATIVE COMPLAINT 

COMES NOW, Petitioner, Department of Health, by and through its 

undersigned counsel, and files this Administrative Complaint before the 

Board of Medicine against Respondent, Carol Roberts, M.D. and in support 

thereof alleges: 

1. Petitioner is the state department charged with regulating the 

practice of Medicine pursuant to Section 20.43, Florida Statutes; Chapter 

456, Florida Statutes; and Chapter 458, Florida Statutes. 

2. At all times material to this Complaint, Respondent was a 

licensed physician within the state of Florida, having been issued license 

number ME 32984. 



3. Respondent's address of record is 1209 Lakeside Drive, 

Brandon, Florida 33510. 

4. On or about February 29, 2008, Patient W.G. presented to 

Wellness Works for concern about high exposure to lead as a result of his 

profession as a plumbing contractor. Patient W.G. was interested in 

information regarding chelation therapy. 

5. Wellness Works is a clinic that offered chelation therapy and the 

administration of supplements, vitamins, and minerals by intravenous 

injection. 

6. Chelation Therapy is the IV injection of a chemical that binds with 

metal. A common chemical used for chelation therapy is ethylene diamine 

tetraacetic acid (EDTA). The EDTA binds with heavy metals that are then 

excreted through the urinary system. Chelation therapy is used to treat 

heavy metal poisoning, such as lead or mercury poisoning. 

7. During June, 2008, Dr. T.G., of Wellness Works, recommended 

chelation therapy/treatment for Patient W.G. 

8. From on or about April 15, 2009 to on or about April 21, 2009, 

Patient W.G. received at least four (4) chelation IV treatments at Wellness 

Works administered by Nurse B.M. 
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9. On or about April 21, 2009, Patient W.G. underwent an annual 

physical with his primary care physician. As part of that physical, Patient 

W.G. was tested for Hepatitis C Virus (HCV) and the test returned negative. 

10. During on or about April 23, 2009 through on or about June 2, 

2009, Patient W.G. received six (6) chelation IV treatments at Wellness 

Works administered by Nurse B.M. 

11. After about the sixth treatment, W.G. began to feel very ill 

with weakness, nausea, and dark brown urine. On or about June 2, 2009, 

W.G. complained to Dr. E.B. at Wellness Works about his symptoms. 

12. On or about June 9, 2009, Dr. E.B. at Wellness Works ordered 

laboratory tests on W.G., including a test for HCV. The test returned 

positive for HCV. 

13. On or about June 10, 2009, Dr. E.B. from Wellness Works 

contacted W.G. and advised him that he tested positive for HCV. The 

physician informed W.G. that Wellness Works had a treatment for HCV with 

glutathione, another IV therapy. Patient W.G. was also referred to a 

gastroenterologist. 
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14. Gluthione is a chemical present in the human cells. Gluthione 

is an antioxidant that has been sold as a supplement and is believed to 

help rid the body of toxins, boost the immune system, and fight disease. 

15. On or about June 10, 2009, W.G. presented to Wellness Works 

and Nurse B.M. administered the glutathione treatment. Nurse B.M. drew 

blood into a syringe, mixed the blood with glutathione, and injected the 

blood/glutathione mixture back into Patient W.G.'s veins. Patient W.G. was 

scheduled to have this treatment twice daily for two weeks. 

16. On or about June 11, 2009, Patient W.G. returned to Wellness 

Works for another glutathione treatment. Nurse B.M. performed the 

procedure as she did previously, but Patient W.G. observed that Nurse B.M. 

did not discard the contaminated syringe that she used for injecting the 

glutathione. She placed the contaminated syringe on the table where 

Patient W.G. observed Nurse B.M. had another syringe, one Nurse B.M. 

used to withdraw vitamins or pharmacological agents for use in chelation 

or vitamin therapies. 

17. Patient W.G. reported this information to the Hillsborough 

County Health Department. 
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18. The Hillsborough County Health Department initiated an 

investigation regarding an outbreak of HCV infection that occurred in 

patients who had been seen for IV therapy at Wellness Works, 

administered by Nurse B.M. The Hillsborough County Health Department 

directed Wellness Works to send letters to patients notifying them that an 

outbreak of HCV had been identified at Wellness Works and that Wellness 

Works would conduct testing for blood borne pathogens, such as HCV, at 

no charge. 

19. On or about October 27, 2009, a Department Investigator 

interviewed Patient W.G., who described that during two of the treatments 

he received at Wellness Works, Nurse B.M. had difficulty inserting an IV 

catheter into his arm and stated, "She pulled the needle out and said she 

was going to try the other arm. When she pulled the needle out, blood 

squirted everywhere." Patient W.G. reported blood spilled on the work 

table where Nurse B.M. kept gauze, bottles, syringes, pads, needles, tape, 

and supplies. Patient W.G. reported that Nurse B.M. cleaned the table with 

hydrogen peroxide. 

20. On or about April 22, 2010, a Department epidemiologist 

compiled a preliminary report regarding the investigation up to that date. 
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According to that report, 129 patients from Wellness Works had been 

tested and eleven (11) patients were identified positive for HCV. The 

following infection control breaches were found: 

a. Blood drawn and starting IV lines took place at the 
same table medications were mixed. 

b. There was blood associated with starting IV lines that 
spread from towels, worktable top and clothing of patients. 
This was described by more than one patient. 

c. The medication used in the clinic was primarily from 
single use vials which were used as multidose vials. 

d. Single dose vials were stored in the refrigerator for 
use on multiple days. 

e. The medication vials tops were not cleaned 
consistently with alcohol prior to use. 

f. The room that IV lines were started did not have a 
sink and alcohol hand hygiene products were not readily 
evident. 

g. Some of the IVs used had multiple minerals and 
vitamins in one IV bag. One patient describes the nurse using 
a large syringe to withdraw a small amount of medicine from 
one vial and then drawing up addition[al] medication from 
other vials into the same needle syringe combination. 

h. More than one patient described that syringes are 
reused to draw medication up and inject into the IV bags. The 
syringe was call[ed] "loading syringes" by more than one 
patient.j. One patient with hepatitis C described being treated 
for hepatitis C with an IV push glutathione. The procedure 
consisted of drawing blood into a syringe with glutathione and 
pushing it back into the vein. After the procedure the patient 
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described the nurse putting the used syringe on the table with 
the "loading" syringes. 

j. The nurse used one syringe to flush a port-a-cath with 
saline and then using the same syringe to withdraw heparin 
from a vial and instill the heparin into the port-a-cath. 

21. Respondent was the Medical Director of Wellness Works. 

22. Respondent, as medical director, was responsible for the 

activities of Wellness Works and ensuring patients were provided 

appropriate medical care under sanitary conditions. 

23. Section 458.331(1)(t)1, Florida Statutes (2009), subjects 

a doctor to discipline for committing medical malpractice as defined 

in Section 456.50. Section 456.50, Florida Statutes (2009), defines 

medical malpractice as the failure to practice medicine in accordance 

with the level of care, skill, and treatment recognized in general law 

related to health care licensure. 

24. Level of care, skill, and treatment recognized in general 

law related to health care licensure means the standard of care 

specified in Section 766.102(1), Florida Statutes (2009), that defines 

the standard of care to mean " . . . The prevailing professional 

standard of care for a given health care provider shall be that level of 
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care, skill, and treatment which, in light of all relevant surrounding 

circumstances, is recognized as acceptable and appropriate by 

reasonably prudent similar health care providers. . . ." 

25. Respondent failed to meet the prevailing standard of care 

by failing to institute, monitor, and use acceptable infection control 

practices as set forth herein. 

26. Based on the foregoing, Respondent violated Section 

458.331(1)(t)1, Florida Statutes (2009), by committing medical 

malpractice as defined in Section 456.50. 

WHEREFORE, the Petitioner respectfully requests that the 

Board of Medicine enter an order imposing one or more of the 

following penalties: revocation or suspension of Respondent's license, 

restriction of practice, imposition of an administrative fine, issuance 

of a reprimand, placement of the Respondent on probation, 

corrective action, refund of fees billed or collected, remedial 

education and/or any other relief that the Board deems appropriate. 
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SIGNED this day of �  2011. 

H. Frank Farmer, Jr., M.D., Ph.D. 
State Surgeon General 

FILED 
DEPARTMENT OF HEALTH 

DEPUTY CLERK 

CLERK 504-114,0 50to 

DATE JUN 2 4 2011 

PCP: June 23, 2011 
PCP Members: Leon, Orr & Goersch 

Yolonda Y. Green 
Assistant General Counsel 
DOH Prosecution Services Unit 
4052 Bald Cypress Way, Bin C-65 
Tallahassee, FL 32399-3265 
Florida Bar No.: 0738115 
(850)245-4640 
(850) 245-4681 Facsimile 
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NOTICE OF RIGHTS 

Respondent has the right to request a hearing to be 
conducted in accordance with Section 120.569 and 120.57, 
Florida Statutes, to be represented by counsel or other qualified 
representative, to present evidence and argument, to call and 
cross-examine witnesses and to have subpoena and subpoena 
duces tecum issued on his or her behalf if a hearing is requested. 

NOTICE REGARDING ASSESSMENT OF COSTS 

Respondent is placed on notice that Petitioner has incurred 
costs related to the investigation and prosecution of this matter. 
Pursuant to Section 456.072(4), Florida Statutes, the Board shall 
assess costs related to the investigation and prosecution of a 
disciplinary matter, which may include attorney hours and costs, 
on the Respondent in addition to any other discipline imposed. 
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