STATE OF FLORI DA
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DEPARTMENT OF PROFESSI ONAL
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CASE NO. 92-5794
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VS.
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Respondent .

A A 0 S S

RECOMVENDED ORDER

Pursuant to notice, the Division of Administrative Hearings, by its duly
designated Hearing O ficer, Claude B. Arrington, held a formal hearing in the
above-styl ed case on Septenber 27-29, 1993, in Mam, Florida.

APPEARANCES

For Petitioner: Arthur B. Skafidas, Esquire
Department of Busi ness and Prof essi onal
Regul ati on
1940 North Monroe Street
Nort hwood Centre, Suite 60
Tal | ahassee, Florida 32399-0792

For Respondent: Richard Sanmitier-Cardet, MD., pro se
5831 Sout hwest 26th Street
Mam, Florida 33155

STATEMENT OF THE | SSUES

Whet her disciplinary action should be taken agai nst Respondent's nedi cal
i cense, number ME 0043028, based upon violations of the Medical Practice Act,
Chapter 458, Florida Statutes, as alleged in the three Adm nistrative Conplaints
filed agai nst Respondent in these consolidated proceedi ngs.

PRELI M NARY STATEMENT

Three separate Administrative Conplaints were filed agai nst Respondent's
license to practice nedicine in the State of Florida.

On August 19, 1992, the Petitioner filed an Administrative Conpl aint
agai nst Respondent that contained thirteen separate counts. Foll ow ng
Respondent's challenge to the allegations and conclusions contained in this
Admi ni strative Conplaint, the matter was referred to the Division of
Admi ni strative Hearings (DOAH) and assi gned DOAH Case No. 92-5795. Counts 1-3
of DOAH Case No. 92-5795 pertain to Respondent's treatnent of a patient who will
be referred to as J. M Counts 4-8 of DOAH Case No. 92-5795 pertain to
Respondent's treatnent of a patient who will be referred to as A M S. Counts



9-11 of DOAH Case No. 92-5795 pertain to Respondent's dealings with an
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Count 13 of DQAH Case No. 92-5795 all eges that Respondent viol ated the
provi sions of Section 458.331(1)(g), Florida Statutes, based on those
advertisenents.

On Septenber 10, 1992, the Petitioner filed an Admi nistrative Conplaint
agai nst Respondent that contained four separate counts and pertained to
Respondent's treatnent of a patient that will be referred to as C M R
Fol | owi ng Respondent's challenge to the all egations and concl usi ons contained in
this Adm nistrative Conplaint, the matter was referred to DOAH and assi gned DOAH
Case No. 92-5794.

Count 1 of DOAH Case No. 92-5794 all eges that Respondent violated the
provi sions of Section 458.331(1)(t), Florida Statutes, based on his treatnent of
C MR

Count 2 of DOAH Case No. 92-5794 all eges that Respondent violated the
provi sions of Section 458.331(1)(m, Florida Statutes, based on his treatnent of
C MR

Count 3 of DOAH Case No. 92-5794 all eges that Respondent violated the
provi sions of Section 458.331(1)(v), Florida Statutes, based on his treatnent of
C MR

Count 4 of DOAH Case No. 92-5794 all eges that Respondent violated the
provi sions of Section 458.331(1)(x), Florida Statutes, based on his treatnent of
C MR

On Cctober 9, 1992, the Petitioner filed an Adnministrative Conpl aint
agai nst Respondent that contain two separate counts and pertain to certain
adverti senents of the Respondent that allegedly failed to contain a disclainer
requi red by section 455.24, Florida Statutes. Follow ng Respondent's chall enge
to the allegations and concl usions contained in this Adm nistrative Conpl ai nt,
the matter was referred to DOAH and assi gned DOAH Case No. 92-6588.

Count 1 of DOAH Case No. 92-6588 all eges that Respondent violated the
provi sions of Section 458.331(1)(d), Florida Statutes, based on those
adverti senents.

Count 2 of DOAH Case No. 92-6588 all eges that Respondent violated the
provi sions of Section 458.331(1)(g), Florida Statutes, based on those
adverti senents.

DOAH Case Nos. 92-5794, 92-5795, and 92-6588 were thereafter consolidated
and the formal hearing was set to be heard on January 19-21 and 26-29, 1993. On
or about January 11, 1993, Respondent noved to continue the formal hearing in
this cause because his counsel of record noved for |eave to withdraw fromthe
DOAH proceedi ngs. On January 21, 1993, the undersigned granted Respondent's
attorneys leave to withdraw and ordered this matter abated until February 19,
1993, to give Respondent sufficient tine to secure counsel. The formal hearing
was re-noticed for April 13-16 and 19-23, 1993. On or about April 9, 1993,
Respondent noved to continue the formal hearing that was schedul ed to begin on
April 13, 1993, based on his representation that he was incarcerated and unable
to attend the hearing. The notion was granted, and the formal hearing was
reschedul ed for Septenber 20-24, 1993. On May 14, 1993, Petitioner filed its
Motion for New Hearing Date, based upon the unavailability of expert witnesses
who were expected to testify. Thereafter the formal hearing was reschedul ed for



Sept enber 27 - Cctober 1, 1993. Respondent was afforded adequate notice of the
time and place of the formal hearing that was conducted in this proceeding.

Repeated efforts to secure Respondent's participation for status
conferences and notion hearings were unsuccessful. Because Respondent was under
house arrest as a result of federal and state crim nal charges, his whereabouts
were known and he was provided notice as to these efforts to secure his
participation in these status conferences and notion hearings. On Septenber 8,
1993, a Notice of Tel ephone Hearing on Pending Motions, which schedul ed a
hearing by tel ephone conference call for Septenber 13, 1993, on all pending
nmoti ons was served on Respondent. This notice specifically advised that the
failure of either party to participate in the tel ephone hearing may have severe
and adverse consequences for the non-attending party. Respondent failed to
participate in the conference call despite his known availability and despite
repeated efforts to reach him Respondent asserted at the formal hearing that
he was unable to prepare for this case due to his status of being under house
arrest for state and federal crimnal charges and because he was unable to
afford an attorney. Respondent failed to establish any factual basis upon which
an indefinite continuance of these serious charges should be granted.

Respondent failed to denonstrate that he nade any attenpt at discovery or that
he made any attenpt to prepare for the formal hearing. For the reasons stated
on the record at the beginning of the formal hearing, the request by the
Respondent that the formal hearing be indefinitely continued was deni ed.

At the onset of formal hearing, the undersigned granted Petitioner's Motion
for Costs and ther Renedies, filed on February 22, 1993, but reserved ruling on
the amount to be awarded to Petitioner. That amount will be set by separate
order.

At the formal hearing, Petitioner offered thirty-one (31) exhibits, all of
whi ch were accepted into evidence, and presented the testinony of sixteen (16)
wi t nesses. Respondent did not offer any exhibits into evidence nor call any
wi tnesses to testify.

A transcript of the proceedi ngs has been filed. The proposed findings of
fact submitted by Petitioner are adopted in material part by the Recommended
Order. Those proposed findings of fact that are not adopted by the Reconmended
Order are either unnecessary to the findings made and t he concl usi ons reached or
are conclusions of law that are inappropriate as findings of fact. The
Respondent's post-hearing submttal did not contain proposed findings of fact.

FI NDI NGS OF FACT

1. Petitioner is the state agency charged with regulating the practice of
medi ci ne pursuant to Section 20.30, and Chapters 455 and 458, Florida Statutes.

2. Respondent is and has been at all tines material hereto a |licensed
physician in the State of Florida, having been issued |icense nunber ME 0043028.

3. Respondent was selected for a residency programin general surgery at
Mount Sinai Hospital, which is a five year program Respondent's participation
in the general residency programat Munt Sinai was termnated during his third
year of the program Senior surgical residents in the Muunt Sinai programare
selected fromanong fifth year residents. Respondent did not attain the status
as a senior surgical resident.



4. Respondent has no formal training in plastic or cosnetic surgery.
Respondent is not a plastic surgeon and is not qualified to practice plastic or
reconstructive surgery.

FACTS RELATED TO COUNTS 1-3 OF DOAH CASE NO 92-5795

5. On or about January 23, 1990, patient J. M, a twenty-six (26) year old
femal e, presented to Respondent's office for consultation. Respondent perforned
a physical exam nation of J. M and nade a di agnosis of breast hypopl asi a.
Breast hypoplasia is a general termused to describe snall breasts. Respondent
failed to obtain a thorough initial medical evaluation and medi cal history for
patient J. M

6. On or about January 26, 1990, Respondent performed a bilatera
augnent ati on manmopl asty on patient J. M A bilateral augnmentati on manmopl asty
is a procedure in which the surgeon di ssects a pocket behind the breast tissue
or behind the nuscle that sits under the breast tissue and inplants a prosthesis
in the pocket in order to augnment a patient's breasts. Respondent failed to
make a descriptive operative report of the procedure he perforned on J. M

7. Postoperatively, scar tissue devel oped around the prosthesis that had
been inplanted in J. M's right breast, and her right breast hardened. On March
6, 1990, Respondent performed a cl osed capsul otony on patient J. M's right
breast. A closed capsulotony is a procedure that exerts pressure on a wonen's
breast that has an inplant in it in order to try to fracture the scar around the
i npl ant and thereby rel ease the spherical capsular contracture (hard breast).
This was an acceptabl e procedure and resolved J. M's conpl aint.

8. On or about Septenber 4, 1990, Respondent performed a bilatera
mast opexy and abdomi nal |iposuction on patient J. M A mastopexy is a breast
lift procedure in which excess skin is renoved in order to raise the breast and
the nipple areola conplex to a preferred position. Respondent failed to nmake a
descriptive operative report of these procedures. Respondent failed to order
the appropriate |aboratory studies prior to these procedures.

9. On or about Cctober 12, 1990, patient J. M presented to Respondent
conpl ai ning of a scab peeling off of her breast with the inplant being visibly
exposed. Respondent treated patient J. M wth Neosporin ointnment and Duricef.
Respondent then sutured the wound closed. Neosporin is a |local bacterial
oi ntment used to treat local wound infections. Duricef is an oral antibiotic.
Respondent shoul d have obtained a culture of the wound, renoved patient J. M's
inplant, irrigated the wound, adm nistered antibiotics, and then closed the
wound. After a culture was obtained, Respondent shoul d have placed the patient
on antibiotics, and then after receiving the culture report, nodified the
antibiotic as necessary.

10. Respondent failed to practice nedicine with an acceptable |evel of
care in regards to patient J. M, in that Respondent failed to recogni ze that
patient J. M had devel oped a serious infection and failed to appropriately
treat the infection.

11. Respondent is not trained to perform nmastopexy, augnentation, or
[ i posuction procedures. Respondent performed breast inplantation surgery and
I i posuction procedures on patient J. M wthout having adequate training



FACTS RELATED TO COUNTS 4-8 OF DOAH CASE NO 92-5795

12. A M S is a fermale who was 34 years old at the tine of the fornal
hearing. On or about January 25, 1991, A. M S. presented to Respondent's
office. Patient A M S. desired fuller lips. Respondent's medical records
lists the "Paris Lips" procedure as the reason for her visit.

13. "Paris Lips" is a procedure performed by Respondent during which
liquid silicone is injected into the patient's |ips.

14. In the early 1970s, Dow Corning sought a new drug application fromthe
United States Food and Drug Administration (FDA) for use of silicone as an
i nj ectabl e substance for use in human tissue. Silicone occurs in either solid
or liquid form A study was authorized by the FDA which all owed ei ght
physi ci ans, seven plastic surgeons and a dermatol ogi st, to carry out injections
in certain types of human subjects, primarily in the face. After these studies,
the doctors involved issued a statenment which concluded that the risk and
dangers of liquid silicone injections far outwei ghed the benefits, and the new
drug application was withdrawn. At the tinmes pertinent to this proceeding, the
use of liquid silicone was under FDA control. 1In 1991, liquid silicone was
considered to be an experinmental substance. Now it has been banned from use
conpl etely.

15. The injection of liquid silicone is not an accepted procedure in the
medi cal conmunity. The use of liquid silicone w thout an Investigational Device
Exenption is a violation of Federal |aw. Respondent has never had authorization
fromthe FDA for the use of liquid silicone for facial or soft tissue
augment at i on.

16. Patient A M S. paid Respondent $500.00 for the "Paris Lips"
pr ocedur e.

17. On or about January 31, 1991, Respondent injected 2 cc's of liquid
silicone into the lips of patient A M S

18. Neither Respondent nor his staff performed any physical exam nation on
patient A M S. prior to the injections.

19. Respondent's medical records indicate that he explained the benefits
and risks of silicone to patient A M S. and that patient A M S. agreed to
the procedure. Respondent told patient A M S. that there would not be any
side effects, just a little swelling and sone bruising. The testinony of A M
S. established that Respondent did not adequately discuss the risks or benefits
of liquid silicone injections with patient A M S

20. Followi ng the procedure, patient A M S. noted that her lips were
very swollen and red. Approximately 2-3 weeks after the procedure, patient A
M S. presented to Respondent’'s office conplaining that he had placed too much
silicone in her lips and that her |ips were uneven and appeared def orned.

21. In response to these conplaints, Respondent injected additional |iquid
silicone into patient A M S.'s lips on February 8, 1991, and March 4, 1991, in
an effort to even out the lips. After these additional injections of silicone,
patient A M S. felt her appearance was horrendous and it affected her job as a
court reporter.



22. Patient Ao M S. expressed her dissatisfaction to Respondent.
Subsequently, patient A, M S. sought additional opinions fromother plastic
surgeons, including the opinion of Dr. Harold Norman. Dr. Norman took pictures
of patient A M S. and told her to return in two nonths. Patient A M S
sought the opinion of Dr. Anthony Wilfe. Dr. Wlfe told patient A M S. that
not hi ng coul d be done for her condition, in that there is no easy way to renove
liquid silicone

23. Patient A M S. then sought the opinion of Ernest Di Geroninp, MD.
Dr. Di Geronino performed four surgeries in an effort to correct the effects of
Respondent's liquid silicone injections on patient AA. M S. Each surgery by Dr.
Di Geroninp cost patient A M S. $800.00. Respondent inappropriately injected
liquid silicone into the lips of patient A M S

24. Respondent exploited patient A M S. for financial gain.

25. Respondent committed gross nal practice in his treatnent of patient A
M S. by injecting her lips with liquid silicone.

FACTS RELATED TO COUNTS 9-11 OF DOAH CASE NO. 92-5795

26. At all tinmes material hereto, on nunerous and di verse occasions,
Respondent has perfornmed on nale patients a procedure he calls the
"G rcunferential Autol ogous Penile Engorgenent,"” hereinafter "CAPE'. The CAPE
procedure is used to enlarge the girth of the penis by taking fat from one part
of the body and injecting it into the walls of the patient's penis. The CAPE
procedure was devel oped by Respondent. Respondent is not trained to performthe
CAPE procedure, and the procedure is not recogni zed as being a nedically
accept abl e procedure.

27. On or about Novenmber 19, 1991, DPR Investigator Thonas Daniels,
presented to Respondent's office in an undercover capacity using an assuned
nane, that of patient T. M M. Daniels discussed the CAPE procedure surgery
wi t h Respondent and schedul ed an appoi ntment with Respondent to undergo the CAPE
procedure on or about Decenber 3, 1991

28. Respondent indicated that the CAPE procedure was a very low risk
procedure. In fact, the CAPE procedure has potentially serious conplications
i ncluding, but not limted to, hematoma, infection, loss of the patient's penis,
necrosi s, functional problens, and scar tissue. The statenments nmade by
Respondent to M. Daniels regardi ng the CAPE procedure were deceptive,
fraudul ent, and untrue.

29. On or about Decenber 5, 1991, Petitioner issued subpoena nunber
A023965 to Respondent in order to obtain Respondent's conpl ete nedical records
of Patient T. M (M. Daniels.) The records of M. Daniels' undercover visit of
November 19, 1991, state in part the follow ng: "Rectal examrequested by
patient, no abnormalities.™

30. Neither Respondent, nor his staff, conducted a rectal exam nation on
M. Daniels.

FACTS RELATED TO COUNTS 12-13 OF DOAH CASE NO 92-5795
31. Pursuant to Section 455.24, Florida Statutes, in any advertisenment for

a free, discounted fee, or reduced fee service, exam nation, or treatnent by a
heal th care provider |icensed under Chapter 458, Florida Statutes, the follow ng



statenment shall appear in capital letters clearly distinguishable fromthe rest
of the text: THE PATI ENT AND ANY OTHER PERSON RESPONSI BLE FOR PAYMENT HAS A

Rl GHT TO REFUSE TO PAY, CANCEL PAYMENT, OR BE REI MBURSED FOR PAYMENT FOR ANY
OTHER SERVI CE, EXAM NATI ON, OR TREATMENT WHI CH | S PERFORVED AS A RESULT OF AND
WTH N 72 HOURS OF RESPONDI NG TO THE ADVERTI SEMENT FOR THE FREE, DI SCOUNTED FEE,
OR REDUCED FEE SERVI CE, EXAM NATI ON, OR TREATMENT.

32. Around Cctober 1991, Respondent placed an advertisenent in The M am
Her al d newspaper for a procedure he defined in the advertisenment as "The C osed
Neck Lift," and described it as "an exciting new procedure” which | eaves "no
scar."” The aforenentioned adverti senent also offered a free consultation and
vi deo i magi ng. The aforenentioned advertisenent failed to include the
di sclainmer noted in Section 455.24, Florida Statutes.

33. In aletter to a DPR investigator dated Novenber 20, 1991, Respondent
descri bed the aforenentioned closed neck [ift procedures as performed by the use
of liposuction. The aforenmentioned procedure has been practiced in the United
States for approximately the past ten (10) years and is not "new." The
af orementi oned procedure | eaves a snmall scar.

34. On or about Cctober 16, 1991, Respondent placed an advertisenent in
The Fort Lauderdal e Sun-Sentinel which offered a free consultation and vi deo
i magi ng session.

35. The Cctober 16, 1991, advertisenent failed to include the disclainer
statenment required by Section 455.24, Florida Statutes, when free or discounted
nmedi cal services are being of fered.

36. Respondent failed to include the disclainer required by Section
455.24, Florida Statutes, in regards to the Cctober 1991 Mam Herald and the
October 1991 Fort Lauderdal e Sun-Sentinel advertisenent.

FACTS RELATED TO DOAH CASE NO. 92-5794

37. On or about January 7, 1992, patient C M R, a 47 year old nale,
presented to Respondent's office for a first consultation. Approximately twenty
years prior to his visit to Respondent, Patient C. M R had undergone aortic
val ve repl acenent and the insertion of a pacenaker. He had been on the drug
Courmadi n for approximtely twenty years.

38. Respondent's nedical records for patient C. M R fail to reflect that
patient C M R had a pacenmaker. Respondent knew that patient C M R had
been taking Counadin for the past twenty years. Coumadin is an anticoagul ant
drug used to prevent the devel opment of blood clots. A recognized effect of
Courmadin is that it causes patients who are taking it to bleed foll ow ng any
surgi cal procedure.

39. Respondent's plan for patient C M R included |iposuction of the
face and neck. Patient C M R was to al so undergo a CAPE procedure.

40. Respondent's nedical records for patient C M R fail to reflect that
Respondent obtained the patient's cardi ol ogy records, or as an alternative,
obt ai ned a cardiology consult prior to allowing patient C M R to undergo
el ective cosnetic surgery. Respondent shoul d have obtai ned nedi cal cl earance
froma cardiologist or internist prior to patient C M R's surgery.



41. On April 23, 1992, patient C M R returned to Respondent's office to
schedul e surgery.

42. Patient C M R's blood was drawn and pre-operative blood tests
included a thyroid test, electrolytes, bone, renal, ferritin studies, a conplete
bl ood count, and an HHV test. No protine, prothronbin tine, or clotting tine
was obt ai ned by Respondent. A prothronbin tinme is a test that neasures the
| evel of the blood' s anticoagul ation

43. On the evening of May 1, 1992, patient C M R presented to
Respondent's clinic for surgery. Patient C M R's wife, L. M R, dropped him
of f at Respondent's clinic at approximately 8:00 p.m on May 1, 1992.

44, Patient C M R was prepared for surgery. An intravenous solution of
1,000 cc's of lactate of ringers was adninistered. Papaverine 30 mlligranms was
injected into the penis, and 3 cc's of Xylocaine 1 percent with Epi nephrine (a
topi cal anesthetic) were used for |ocal anesthesia.

45. Respondent extracted 100 cc's of fat fromthe patient's abdonen and
neck. Respondent performed the CAPE procedure using 60 cc's of the fat
extracted fromthe abdonmen. Respondent placed a pressure dressing on the neck
and pl aced packing in the buccal space of patient C. M R 's cheeks.

46. Respondent's nedical records for patient C. M R indicated that
during the early norning hours on May 2, 1992, C. M R began oozing blood from
his right cheek while in recovery and was taken back to the operating room

47. At approximately mdni ght, Respondent informed L. M R, who had
previously returned to Respondent's clinic, that patient C M R was suffering
bl eedi ng conplications fromone of his cheeks.

48. At approximately 1:30 a.m, Respondent called a Dr. Zufi and requested
a consultation. Dr. ZzZufi arrived at Respondent's clinic at approxi mately 2:00
a.m and went directly to the operating roomto consult wi th Respondent.
Digital pressure and Epi nephrine were used to control the oozing frompatient's
C M R's right cheek. Patient C M R was then returned to recovery.

49. L. M R asked Respondent if it was necessary to transport C. M R to
a hospital. Respondent informed L. M R that it was not necessary to transport
the patient to a hospital, and C. M R remained in the recovery room at
Respondent' s clinic.

50. On May 2, 1992, at 11:30 p.m, a sublingual pill of N troglycerin was
gi ven because patient C M R conplained of mdline disconfort.

51. On May 3, 1992, at approximately 1:10 a.m, Respondent was awakened by
the monitor alarmw th the nonitor readi ng oxygen saturation at 80 percent and
the pul se at 90. Respondent found patient C M R unresponsive and his pupils
di | at ed.

52. Respondent called "911" and Dr. Zufi for assistance. The Energency
Medi cal Techni cians (EMIs) arrived at approximately 1:16 a.m The EMIs entered
Respondent's clinic and observed patient C M R The EMIs observed a pul se
meter, but did not observe a blood pressure nonitor or crash cart. Respondent
was attenpting to suction the patient when the EMIs arrived.



53. Patient C M R was very discolored, bruised, and was suffering a | ot
of edema. Patient C. M R had bandages wrapped around his face. Wen
guesti oned about the patient's discoloration, Respondent indicated that the
pati ent had been taking Coumnadi n.

54. The EMIs placed patient C M R on a cardiac nonitor. The cardiac
nmoni tor revealed the patient to be in full cardiopul nonary arrest. At this
time, patient C M R had a idioventricular rate of approximtely 20. An
idioventricular rate is an electrical inpulse in the ventricles only, where the
heart is in the | ast death stages with no pul se.

55. The EMIs nade two unsuccessful attenpts to intubate C M R The
EMIs eventual |y successfully intubated the patient with a computube. A
conput ube has two | unens (openings). One lumen is a breathing passage and the
other is a blind passage. A computube is a fool proof intubation system The
construction of the conputube allows it to function in either the trachea or the
esophagus.

56. Patient C M R's heart rhythmrenai ned idioventricular. The EMs
changed the patient's IV and adm ni stered nmedication to the patient. Patient C
M R remained unresponsive despite the nedications and other efforts to revive
him Respondent indicated to the EMIs that the patient was hypovol em c and
needed to go to the emergency room

57. Patient C M R was then transported to Mercy Hospital where he was
pronounced dead at approximately 1:56 a.m on May 3, 1992.

58. At approximately 9:15 a.m on May 3, 1992, J. David Charlesworth,
M D., the Associate Medical Exam ner at the Dade County Medi cal Exami ner's
Departnment, perforned an autopsy on patient C M R The autopsy report
i ndi cates, anong ot her things: extensive purple-red contusions surrounding the
incision in the | ower abdonen, extendi ng down to, and involving the scrotum
ext ensi ve bl ue-purple contusion covering the right flank and anterior abdom na
wal | ; bl ue-purple contusion covering the anterior neck up to and including the
jaws; contusion extending up to the ear | obes and onto both cheeks; upper
eyelids of both eyes suffused with extravasated bl ood; soft tissues of both
sides of the neck suffused with extravasated bl ood extending fromthe jaw |l ine
down to the prevertebral fascia and down to the clavicles; henorrhagic and fat
gl obul es seen in bl ood pool collected in the pelvic area; and | arge abdom na
wal | hemat ona.

59. The cause of death was reported as cardiorespiratory arrest follow ng
I i posuction and other plastic surgery procedures, with interstitial henorrhages
of the face, neck, abdomen, and legs. The patient suffered interstitial
henorrhages (bleeding into tissues).

60. The conputube in patient C M R 's esophagus did not contribute to
the patient's death.

61. A cardiac pathol ogi cal exam nation of patient C. M R's heart
reveal ed that the heart was slightly larger than normal, had scars covering the
heart, and had a prosthetic aortic valve. Neither his prosthetic aortic valve
or his pacemaker caused C. M R 's death

62. Respondent failed to adequately assess patient C. M R 's condition
in that Respondent failed to obtain a prothronmbin tinme (PT), or a partial
t hronbopl astin tinme (PTT) preoperatively.



63. Respondent failed to practice nedicine with an acceptable |evel of
care in regard to patient C. M R in that Respondent should have disconti nued
the use of Counmadin prior to proceeding with this elective surgery.

64. In general, patients who are anti coagul ated with Courmadi n who require
surgery are adnmitted to a hospital and weaned off of Coumadin prior to surgery.
Surgery is perforned with the patient in a normal henpstatic status. Wthin 24
hours follow ng surgery, anticoagul ati on nedication is reinstituted.

65. Respondent did not have any hospital staff privileges from 1988 to the
present. Hospital staff privileges are obtained after an application is nade to
a hospital follow ng the physician's conpletion of his training in order to be
credential ed by that hospital to practice his specialty at that hospital
Because Respondent did not have hospital privileges, he did not have access to a
hospital to admt C M R so that he could continue his treatnent after the
conpl i cati ons occurred.

66. It is highly unusual for a surgeon to practice his profession wthout
hospital privileges.

67. Despite postoperative bl eeding conplications, Respondent failed to
refer Patient C. M R to a hospital emergency roomin a tinmely, and appropriate
nmanner .

68. Even wi thout hospital privileges, Respondent could have referred
patient C M R to a hospital emergency room

69. Respondent's failure to tinely refer patient C M R significantly
contributed to the patient's death.

70. Respondent failed to practice nedicine with an acceptable |evel of
care in regards to patient C M R in that Respondent failed to: performa
t horough initial evaluation and history of the patient; preoperatively obtain a
prothronbin tinme (PT), or a partial thronboplastin time (PTT); discontinue the
use of Counadi n and/or take other precautions before proceeding with cosnetic
surgery; and failed to refer the patient to a hospital energency roomin a
timely and appropriate manner when C M R began to ooze bl ood i medi ately
after the surgery.

71. Respondent failed to properly diagnose all nedical and surgica
probl ens of patient C M R prior to the performance of surgery and failed to
properly manage the postsurgical care of patient C M R  Respondent conmtted
gross mal practice in regards to patient C M R

FACTS RELATED TO DOAH CASE NO. 92-6588

72. Respondent placed an advertisenent in The Mam Herald on or about
Decenmber 5, 1990, which purportedly offered a new technique in cosnetic surgery,
specifically, |ip augnentation

73. Respondent advertised |ip augnentation, or "Paris Lips," as a
"perfectly safe and pai nl ess procedure” which creates fuller, nore sensuous
l'ips.

74. The advertisenment does not indicate how Respondent's procedure creates
fuller lips.



75. Respondent's |ip augnmentation procedure is performed by injecting
silicone into a patient's lips.

76. Respondent's "Paris Lips" advertisenent is fal se, deceptive, or
msleading, in that it indicates the "Paris Lips" procedure is a "perfectly safe
and pai nl ess" procedure.

77. The dangers of silicone injections include infection bleeding,
hemat omas, permanency, and/or migration of the silicone.

78. The use of liquid silicone for the augnentati on of human tissue is
tightly regul ated by the Food and Drug Admi nistration (FDA) and liquid silicone
is only to be used by those physicians under FDA approval .

79. Respondent does not have, nor has he ever had, FDA approval to perform
augnment ati on of human tissue by use of liquid silicone.

80. Respondent's "Paris Lips" advertisenent is false, deceptive, or
msleading, in that it fails to indicate that the "Paris Lips" procedure is
performed by injecting liquid silicone into the patient's |ips.

81. Respondent's advertisenent further offered the "Paris Lips"
augnentation procedure "for alimted tinme only, for $500.00," and a free
consul tation and vi deo i magi ng sessi on

82. Respondent's "Paris Lips" advertisenent fails to include the necessary
di scl ai mer required by Section 455.24, Florida Statutes, when free or discounted
services are being offered.

CONCLUSI ONS OF LAW

83. The Division of Adm nistrative Hearings has jurisdiction over the
parties and subject matter of these proceedi ngs pursuant to Section 120.57(1),
Florida Statutes, and Section 455.225, Florida Statutes

84. Petitioner has the burden of proving by clear and convinci ng evi dence
the al |l egati ons agai nst Respondent. See Section 458.331(3), Florida Statutes,
and Ferris v. Turlington, 510 So. 2d 292 (Fla. 1987); Evans Packing Co. v.
Department of Agriculture and Consuner Services, 550 So.2d 112 (Fla. 1st DCA
1989). The nature of clear and convincing evidence has been described as
follows in Slonowitz v. Wal ker, 429 So.2d 797, 800 (Fla. 4th DCA 1983):

We therefore hold that clear and convincing
evi dence requires that the evidence nust be
found to be credible; the facts to which the
W tnesses testify nust be distinctly
renenbered; the testinony nust be precise and
explicit and the witnesses nust be |acking in
confusion as to the facts in issue. The

evi dence nust be of such weight that it
produces in the mnd of the trier of fact a
firmbelief of conviction, w thout hesitancy,
as to the truth of the allegations sought to
be establ i shed.



See also, Smith v. Departnent of Health and Rehabilitative Services, 522 So.2d
956 (Fla. 1st DCA 1988), which, at page 958, quotes w th approval the above-
quot ed | anguage from Slonmowitz. The Smith case also includes the follow ng at
page 958:

"C ear and convincing evidence" is an

i nternmedi ate standard of proof, nore than the
"preponderance of evidence" standard used in
nmost civil cases, and less than the "beyond a
reasonabl e doubt™ standard used in crimna
cases. See State v. Graham 240 So.2d 486
(Fla. 2nd DCA 1970).

85. Section 458.331, Florida Statutes (1991), provides, in pertinent part,
as follows:

(1) The follow ng acts shall constitute
grounds for which the disciplinary actions
specified in subsection (2) may be taken

* * %

(d) False, deceptive, or msleading
adverti si ng.

* * %

(g) Failing to performany statutory duty
or legal obligation placed upon a licensed
physi ci an.

* * %

(k) Making deceptive, untrue, or
fraudul ent representations in or related to
the practice of nedicine or enploying a trick
or schenme in the practice of nedicine.

* * %

(m Failing to keep witten nedica
records justifying the course of treatnent of
the patient, including, but not limted to,
patient histories; examnation results; test
results; records of drugs prescribed,

di spensed, or administered; and reports of
consul tations and hospitalizations.

(n) Exercising influence on the patient or
client in such a manner as to exploit the
patient or client for financial gain of the
licensee or of a third party, which shal
i nclude, but not be limted to, the pronoting
or selling of services, goods, appliances, or
dr ugs.

* * %

(q) Prescribing, dispensing,
adm ni stering, mxing, or otherw se preparing
a |l egend drug, including any controlled
subst ance, other than in the course of the
physi cian's professional practice.

* * %

(t) Goss or repeated mal practice, or the
failure to practice nmedicine with that |eve
of care, skill, and treatnment which is
recogni zed by a reasonably prudent simlar



physi ci an as being acceptable under simlar
condi tions and circunstances.
* * %

(v) Practicing or offering to practice
beyond the scope permtted by | aw or
accepting and performn ng professiona
responsibilities which the |licensee knows or
has reason to know that he is not conpetent
to perform

DOAH CASE NUMBER 92- 5795

86. Petitioner proved by clear and convincing evidence that Respondent's
failure to properly treat J. M's infected inplant constituted "gross or
repeated mal practice, or the failure to practice nedicine with that |evel of
care, skill, and treatnent which is recognized by a reasonably prudent simlar
physi ci an as bei ng acceptable under simlar conditions and circunmstances" and
vi ol ated the provisions of Section 458.331(1)(t), Florida Statutes, as alleged
in Count 1 of DOAH Case No. 92-5795.

87. Petitioner proved by clear and convincing evidence that Respondent's
medi cal records did not justify his course of treatnment of J. M in violation of
Section 458.331(1)(m, Florida Statutes, as alleged in Count 2 of Case No. 92-
5795. No separate penalty should be inposed for that failure. As discussed in
t he foregoi ng paragraph, Petitioner proved by clear and convi ncing evi dence that
Respondent's treatnent of J. M fell bel ow acceptabl e standards. Consequently,
it is concluded that there were no nedical records that he could have kept
"justifying the course of treatnment of the patient” w thin the nmeaning of
Section 458.331(1)(m, Florida Statutes. It is redundant to charge Respondent
wi th perform ng an unacceptabl e procedure and also to charge himwith failing to
keep records that would justify the unacceptable procedure. Respondent's
di scipline should result for perform ng the unacceptabl e procedure.

88. Petitioner proved by clear and convincing evidence that Respondent's
treatnment of J. M was beyond the scope of his training and experience and
constituted "practicing or offering to practice beyond the scope permtted by
| aw or accepting and perform ng professional responsibilities which the licensee
knows or has reason to know that he is not conpetent to perfornf within the
meani ng of and in violation of Section 458.331(1)(v), Florida Statutes, as
all eged in Count 3 of DOAH Case No. 92-5795.

89. Petitioner proved by clear and convincing evidence that Respondent's

repeated injection of liquid silicone into the lips of A M S. was illegal and
constituted "gross or repeated mal practice, or the failure to practice nedicine
with that |level of care, skill, and treatment which is recognized by a

reasonably prudent simlar physician as being acceptabl e under sinlar
conditions and circunstances” and viol ated the provisions of Section
458.331(1)(t), Florida Statutes, as alleged in Count 4 of DOAH Case No. 92-5795.
Thi s conduct should be viewed as being gross nal practice that has resulted in
harmto the patient.

90. Petitioner proved by clear and convincing evidence that Respondent's
repeated injection of liquid silicone into the lips of A M S. was illegal and
constituted " adm nistering . . . a legend drug, including any controlled
substance, other than in the course of the physician's professional practice”
within the nmeaning of and in violation of the provisions of Section
458.331(1)(q), Florida Statutes, as alleged in Count 5 of DOAH Case No. 92-5795.



91. Petitioner proved by clear and convincing evidence that Respondent
encouraged A-. M S. to undergo the Paris |ips procedure and charged her a fee
for the procedure without explaining to her the risks of the procedure.
Consequently, it is concluded that Petitioner proved that Respondent exploited
A M S for his financial gain within the nmeaning of and in violation of
Section 458.331(1)(n), Florida Statutes, as alleged in Count 6 of DOAH Case No.
92-5795.

92. Petitioner proved by clear and convincing evidence that Respondent's
treatment of A M S. was illegal and beyond the scope of his training and
experi ence. Respondent's injection of liquid silicone into the lips of A M S
constituted "practicing or offering to practice beyond the scope permtted by
| aw or accepting and perform ng professional responsibilities which the |icensee
knows or has reason to know that he is not conpetent to perfornf within the
meani ng of and in violation of Section 458.331(1)(v), Florida Statutes, as
all eged in Count 7 of DOAH Case No. 92-5795.

93. Petitioner proved by clear and convincing evidence that Respondent's
medi cal records did not justify his course of treatnent of A M S. in violation
of Section 458.331(1)(m, Florida Statutes, as alleged in Count 8 of Case No.
92-5795. No separate penalty should be inposed for that failure. As discussed
above, Petitioner proved by clear and convinci ng evidence that Respondent's
treatment of A M S. fell bel ow acceptabl e standards. Consequently, it is
concl uded that there were no nedical records that he could have kept "justifying
the course of treatnent of the patient”™ within the nmeaning of Section
458.331(1)(m, Florida Statutes. It is redundant to charge Respondent with
perform ng an unacceptabl e procedure and also to charge himwith failing to keep
records that would justify the unacceptabl e procedure. Respondent's discipline
shoul d result for perform ng the unacceptabl e procedure.

94. Petitioner proved by clear and convincing evidence that the CAPE
procedure is not a recogni zed or accepted procedure and that Respondent
practiced bel ow the acceptable |evel of care in violation of Section
458.331(1)(t), Florida Statutes, as alleged in Count 9 of DOAH Case No. 92-5795
by performing this procedure on various nale patients.

95. Petitioner proved by clear and convincing evidence that Respondent
vi ol ated the provisions of Section 458.331(1)(v), Florida Statutes, as alleged
in Count 10 of DOAH Case No. 92-5795, by offering to performthe CAPE procedure
on T. M, a procedure that Respondent was not conpetent to perform and that was
not nedically acceptable.

96. Petitioner proved by clear and convincing evidence that Respondent
vi ol ated the provisions of Section 458.331(1)(k), Florida Statutes, as alleged
in Count 11 of DOAH Case No. 92-5795, by falsely stating in his medical records
t hat Respondent had performed a rectal exam nation on T. M

97. Petitioner proved by clear and convincing evidence that Respondent
vi ol ated the provisions of Section 458.331(1)(d), Florida Statutes, as alleged
in Count 12 of DOAH Case No. 92-5795, by his advertisenents that contained false
statenments as alleged in Count 12 of DOAH Case No. 92-5795.

98. Petitioner proved by clear and convincing evidence that Respondent
vi ol ated the provisions of Section 458.331(1)(g), Florida Statutes, as alleged
in Count 13 of DOAH Case No. 92-5795, by his advertisenents that failed to
contain the disclainmer required by Section 455.24, Florida Statues.



DOAH CASE NUMBER 92-5794

99. Petitioner proved by clear and convincing evidence that Respondent's
preoperative and postoperative care of patient C R M constituted "gross or
repeated mal practice, or the failure to practice nedicine with that |evel of
care, skill, and treatnent which is recognized by a reasonably prudent simlar
physi ci an as bei ng acceptabl e under simlar conditions and circunstances" and
vi ol ated the provisions of Section 458.331(1)(t), Florida Statutes, as alleged
in Count 1 of DOAH Case No. 92-5794.

100. Petitioner proved by clear and convincing evidence that Respondent's
medi cal records did not justify his course of treatment of C R M. in
viol ation of Section 458.331(1)(m), Florida Statutes, as alleged in Count 2 of
Case No. 92-5794. No separate penalty should be inposed for that failure. As
di scussed above, Petitioner proved by clear and convinci ng evidence that
Respondent's treatnent of C R M fell bel ow acceptabl e standards.
Consequently, it is concluded that there were no nedical records that he could
have kept "justifying the course of treatnent of the patient™ within the nmeaning
of Section 458.331(1)(nm), Florida Statutes. It is redundant to charge
Respondent with perform ng an unacceptable procedure and also to charge himwth
failing to keep records that would justify the unacceptabl e procedure.
Respondent' s di sci pline should result for his gross nmal practice committed in the
treatnent of C R M

101. Petitioner proved by clear and convincing evidence that Respondent's
treatment of a patient in C. R M's physical condition was beyond the scope of
his training and experience and constituted "practicing or offering to practice
beyond the scope permitted by |aw or accepting and perform ng professiona
responsibilities which the |licensee knows or has reason to know that he is not
conpetent to perform within the neaning of and in violation of Section
458.331(1)(v), Florida Statutes, as alleged in Count 3 of DOAH Case No. 92-5794.

102. Rule 21M 20.015, Florida Adnministrative Code, (which has subsequently
been renunbered as Rul e 61F6-27.007, Florida Adnministrative Code) inposes upon a
surgeon the ultimte responsibility for the preoperative diagnosis of nedica
and surgical problenms and the responsibility for the managenent of the patient's
postsurgical care. Petitioner proved by clear and convinci ng evidence that
Respondent failed to conply with the responsibilities inposed on a surgeon by
this rule in his treatnent of C R M in violation of Section 458.331(1)(x),
Florida Statutes, as alleged in Count 4 of DOAH Case No. 92-5794.

DOAH CASE NUMBER 92- 6588

103. Petitioner proved by clear and convincing evidence that Respondent
vi ol ated the provisions of Section 458.331(1)(d), Florida Statutes, as alleged
in Count 12 of DOAH Case No. 92-5795, by his advertisenents that contained false
statenments as alleged in Count 1 of DOAH Case No. 92-6588.

104. Petitioner proved by clear and convincing evidence that Respondent
vi ol ated the provisions of Section 458.331(1)(g), Florida Statutes, as alleged
in Count 2 of DOAH Case No. 92-6588, by his advertisements that failed to
contain the disclainmer required by Section 455.24, Florida Statues.

105. Section 458.331(2), Florida Statutes, authorizes the Petitioner to
i npose discipline on a |licensee who has violated the provisions of Section
458.331(1), Florida Statutes. Rule 21M 20.001, Florida Adm nistrative Code,



(whi ch has been renunbered as Rul e 61F6-20.001, Florida Adm nistrative Code)

est abl i shes disciplinary guidelines and a reconmended range of penalty for

viol ations of the Medical Practice Act. The follow ng recormended penalties are
within the authority conferred upon Petitioner by Section 458.331(2), Florida
Statutes, and are consistent with the guidelines now found at Rul e 61F6-20. 001
Fl ori da Admi nistrative Code.

RECOMVENDATI ON

Based on the foregoing Findings of Fact and Conclusions of Law, it is
RECOMVENDED t hat Petitioner enter a Final Oder which adopts the findings of
fact and concl usions of |aw contained in this Reconmended Order and which

Fi nds that Respondent violated the provisions of Section 458.331(1)(t),
Florida Statutes, as alleged in Count 1 of DOAH Case No. 92-5795. It is
recommended that the penalty for this violation be the inposition of an
adm nistrative fine in the amount of $5,000 and the suspensi on of Respondent's
licensure for a period of one year

Fi nds that Respondent violated the provisions of Section 458.331(1)(m,
Florida Statutes, as alleged in Count 2 of DOAH Case No. 92-5795. It is
recomended that no separate penalty be inposed for this violation

Fi nds that Respondent violated the provisions of Section 458.331(1)(v),
Florida Statutes, as alleged in Count 3 of DOAH Case No. 92-5795. It is
recommended that the penalty for this violation be the inposition of an
adm nistrative fine in the amount of $5,000 and the suspensi on of Respondent's
licensure for a period of one year

Fi nds that Respondent violated the provisions of Section 458.331(1)(t),
Florida Statutes, as alleged in Count 4 of DOAH Case No. 92-5795. It is
recommended that the penalty for this violation be the inposition of an
adm nistrative fine in the amount of $5,000 and the revocati on of Respondent's
i censure.

Fi nds that Respondent violated the provisions of Section 458.331(1)(q),
Florida Statutes, as alleged in Count 5 of DOAH Case No. 92-5795. It is
recommended that the penalty for this violation be the inposition of an
adm nistrative fine in the amount of $5,000 and the revocati on of Respondent's
i censure.

Fi nds that Respondent violated the provisions of Section 458.331(1)(n),
Florida Statutes, as alleged in Count 6 of DOAH Case No. 92-5795. It is
recommended that the penalty for this violation be the inposition of an
adm nistrative fine in the amount of $1,000 and the suspensi on of Respondent's
licensure for a period of one year

Fi nds that Respondent violated the provisions of Section 458.331(1)(v),
Florida Statutes, as alleged in Count 7 of DOAH Case No. 92-5795. It is
recommended that the penalty for this violation be the inposition of an
adm nistrative fine in the amount of $1,000 and the suspensi on of Respondent's
licensure for a period of one year

Fi nds that Respondent violated the provisions of Section 458.331(1)(m,
Florida Statutes, as alleged in Count 8 of DOAH Case No. 92-5795. It is
recomended that no separate penalty be inposed for this violation



Fi nds that Respondent violated the provisions of Section 458.
Florida Statutes, as alleged in Count 9 of DOAH Case No. 92-5795.
recommended that the penalty for this violation be the inposition
adm nistrative fine in the amount of $5,000 and the suspension of
licensure for a period of one year

Fi nds that Respondent violated the provisions of Section 458.
Florida Statutes, as alleged in Count 10 of DOAH Case No. 92-5795.
recommended that the penalty for this violation be the inposition
adm nistrative fine in the amount of $1,000 and the suspension of
licensure for a period of one year

Fi nds that Respondent violated the provisions of Section 458.
Florida Statutes, as alleged in Count 11 of DOAH Case No. 92-5795.
recomended that the penalty for this violation be the inposition
adm nistrative fine in the amount of $1,000 and the suspension of
licensure for a period of one year

Fi nds that Respondent violated the provisions of Section 458.
Florida Statutes, as alleged in Count 12 of DOAH Case No. 92-5795.
recommended that the penalty for this violation be the inposition
adm nistrative fine in the amount of $1,000 and the suspension of
licensure for a period of one year

Fi nds that Respondent violated the provisions of Section 458.
Florida Statutes, as alleged in Count 13 of DOAH Case No. 92-5795.
recomended that the penalty for this violation be the inposition
adm nistrative fine in the amount of $1,000 and the suspension of
licensure for a period of one year

Fi nds that Respondent violated the provisions of Section 458.
Florida Statutes, as alleged in Count 1 of DOAH Case No. 92-5794.
recommended that the penalty for this violation be the inposition
adm nistrative fine in the amount of $5,000 and the revocation of
i censure.

Fi nds that Respondent violated the provisions of Section 458.
Florida Statutes, as alleged in Count 1 of DOAH Case No. 92-5794.
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recomended that no separate penalty be inposed for this violation

Fi nds that Respondent violated the provisions of Section 458.
Florida Statutes, as alleged in Count 3 of DOAH Case No. 92-5794.
recomended that the penalty for this violation be the inposition
adm nistrative fine in the amount of $5,000 and the revocation of
i censure.

Fi nds that Respondent violated the provisions of Section 458.
Florida Statutes, as alleged in Count 4 of DOAH Case No. 92-5794.
recommended that the penalty for this violation be the inposition
adm nistrative fine in the amount of $5,000 and the revocation of
i censure.

Fi nds that Respondent violated the provisions of Section 458.
Florida Statutes, as alleged in Count 1 of DOAH Case No. 92-6588.
recomended that the penalty for this violation be the inposition
adm nistrative fine in the amount of $1,000 and the suspension of
licensure for a period of one year
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Fi nds that Respondent violated the provisions of Section 458.331(1)(9),
Florida Statutes, as alleged in Count 2 of DOAH Case No. 92-6588. It is
recommended that the penalty for this violation be the inposition of an
adm nistrative fine in the amount of $1,000 and the suspensi on of Respondent's
licensure for a period of one year.

DONE AND ENTERED i n Tal | ahassee, Leon County, Florida, this 7th day of
Decenber 1993.

CLAUDE B. ARRI NGTON

Hearing Oficer

Di vi sion of Admi nistrative Hearings
The DeSot o Buil di ng

1230 Apal achee Par kway

Tal | ahassee, Florida 32399-1550
(904) 488-9675 SC 278-9675

Filed with the Cerk of the
Di vi sion of Admi nistrative Hearings
this 7th day of Decenber, 1993.

COPI ES FURNI SHED:

Arthur B. Skafidas, Esquire
Depart ment of Busi ness and
Pr of essi onal Regul ati on
1940 North Monroe Street
Tal | ahassee, Florida 32399-0792

Dr. Ricardo Samtier- Cardet
5831 Sout hwest 26th Street
Mam , Florida 33155

Dorot hy Faircloth, Executive Director
Board of Medici ne
Depart nment of Busi ness and
Pr of essi onal Regul ation
1940 North Monroe Street
Tal | ahassee, Florida 32399-0770

Jack McRay, Acting General Counsel
Depart ment of Busi ness and
Pr of essi onal Regul ation
1940 North Monroe Street
Tal | ahassee, Florida 32399-0792

NOTI CE OF RIGHT TO SUBM T EXCEPTI ONS

Al parties have the right to submt witten exceptions to this reconmended
order. Al agencies allow each party at least ten days in which to submt
witten exceptions. Sonme agencies allow a |larger period within which to submt
witten exceptions. You should contact the agency that will issue the final



order in this case concerning agency rules on the deadline for filing exceptions
to this recommended order. Any exceptions to this recomended order should be
filed with the agency that will issue the final order in this case.

STATE OF FLORI DA
Dl VI SION OF ADM NI STRATI VE HEARI NGS

DEPARTMENT OF PROFESSI ONAL

REGULATI ON, BOARD OF MEDI ClI NE
Petitioner,

VS. CASE NO. 92-5794

Rl CHARD SAM Tl ER CARDET, M D.

Respondent .

DEPARTMENT OF PROFESSI ONAL
REGULATI ON, BOARD OF MEDI CI NE

Petitioner,
VS. CASE NO. 92-5795

Rl CHARD SAM T1 ER CARDET, M D.

Respondent .

DEPARTMENT OF PROFESSI ONAL
REGULATI ON, BOARD OF MEDI CI NE

Petitioner,
VS. CASE NO. 92-6588

Rl CHARD SAM T1 ER CARDET, M D.

Respondent .

(RS ) e T N N g A S U S G S S

FI NAL CRDER AWARDI NG COSTS AND FEES

This cause cane to be heard on the "Mtion for Costs and O her Renedi es”
filed by Petitioner on February 22, 1993. The parties were given the
opportunity to argue the notion at the beginning of the formal hearing that was
conducted in these consolidated proceedi ngs. Respondent failed to appear at his
deposition that was duly noticed by Petitioner. As a result of Respondent's
failure to appear, Petitioner incurred costs in the anount of $2,744.49. Rule
60Q 2. 019(4), Florida Admi nistrative Code, authorizes DOAH Hearing O ficers to
i mpose sanctions pursuant to the Florida Rules of Cvil Procedure to enforce
di scovery. Pursuant to Rule 1.380(d), Florida Rules of G vil Procedure,
Petitioner is entitled to an award of its costs, including reasonable attorney's



fees, for Respondent's failure to attend the schedul ed deposition. The prem ses
considered, it is ORDERED that the notion is GRANTED and that costs and fees are
hereby awarded to Petitioner and assessed agai nst Respondent in the anount of
$2,744. 49.

DONE AND ORDERED this 7th day of Decenber, 1993, in Tall ahassee, Leon
County, Florida.

CLAUDE B. ARRI NGTON

Hearing O ficer

Di vision of Adm nistrative Hearings
The Cakl and Bui | di ng

2009 Apal achee Par kway

Tal | ahassee, Florida 32399-1550
(904) 488-9675

Filed with the Aerk of the
Di vision of Adm nistrative Hearings
this 7th day of Decenber, 1993.

COPI ES FURNI SHED:

Arthur B. Skafidas

Seni or Attorney

Depart ment of Professional Regul ation
1940 North Monroe Street

Tal | ahassee, Florida 32399-0792

Dr. Ricardo Sam tier-Cardet
5831 S.W 26th Street
Mam, Florida

Dorot hy Faircloth, Executive Director

Board of Medici ne

Depart ment of Busi ness and Prof essional Regul ation
1940 North Monroe Street

Tal | ahassee, Florida 32399-0770

Jack McRay, Acting General Counse

Depart ment of Busi ness and Prof essional Regul ation
1940 North Monroe Street

Tal | ahassee, Florida 32399-0792



NOTI CE OF RIGHT TO JuDl Cl AL REVI EW

A party who is adversely affected by this final order is entitled to judicial
review pursuant to Section 120.68, Florida Statutes. Review proceedings are
governed by the Florida Rul es of Appellate Procedure. Such proceedings are
commenced by filing one copy of a Notice of Appeal with the Agency Cerk of the
Division of Administrative Hearings and a second copy, acconpanied by filing
fees prescribed by law, with the District Court of Appeal, First District, or
with the District Court of Appeal in the appellate district where the party
resides. The Notice of Appeal nust be filed within 30 days of rendition of the
order to be reviewed.



