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BACKGROUND

This matter comes hefore the Board on a charge of viclation

of probation. The history of the

follows:

THE 1984 ORDER

On September 18, 19%98¢, the Commission en Medical Discipline

- : . N . . .
(the "Commission™) issved » Fipal drder ("tne 1%84 Order™)

-
regarding
was oharged in 1982 with professioral incompetenie and tha
willfoul making of a false report or record in the practice

medicine. His haaring was conducted over the time period

August 3, 1982, through Hovember 1, 1983.

Im its ardar, the Commission Tound that Dr. Shamim ordered a

treatment regimen for 5 patient suffering from chronic
;

1
House Bill Ne. 855, signed into law as Chapter 109, Acts of

case is hriefly summarized as

shmad Shamim, M.9. (the "Sespondent™).” Dr. Stamim

of

from

The 1988 General Assembly, by Senate Bill No. 508 and

Marviand 1988, merged the functions of the former Commission on

Medical Discipline and the former Board of MHedical Examiner
into the State Board nf Fhysician Quality Assurance.

2 .o .. s : .

A copy of the 1384 Order, witinout appendices, is

attached to this Final fecision and incorporated herein as
Attachment A.

s



lvmphocytic leukemia which had been prescribed by an out-of-state

physician and of which Respondent had no personal knowledge or

understanding. 1984 Order, p. 4-5. For the same patient, Dr.
Shamim failed to obtain necessary consultations fram on site
hematologists and/or oncologists and instead took directions from

the out-of-state physician who was unable to observe the patient.

A secand patient treated by Dr. Shamim was diagnosed as

having breast cancer. Prior to his surgical removal cof a

cancerous lump, Dir. Shamim failed to perform slandard medically

necessary tests on this patient to determine whether the cancer

had metastasized. If the patient refused te allew such tests,

then Dr. Shamim failed o so indicate in the patient's chart.
1384 Order, p. 6.
A third patient, with'a small bowel obstruction, did not {m\

receive necessary immediate surgical intervention and received Y

inadequate post-operative care which retarded the patient's

ability to recover from the surgeryv. 1984 Order, p. 7.

For a fourth patient, #also diagnosed with breast cancer, Dr.
Shamim failed to perform tissue examination to determine if a

tumor was malignant. failed to order a liver or hone scan to

determine if the cancer had metastasized, failed to arder any

astrogen receptor tests, and failed to perform necessary surgery

of the tumor. If the patient refused to allow such tests or

operation, her medical record failed to document their refusal.

Dr. Shamim performed a full hilatersl uephorectomy {(surgical

removal of the ovaries}), even though such surgerv was found by




the Commission to be appropriate only after dafa from the
estrogen receptor tests, which were not done. 1984 Order at p.
8-9.

In addition to the findings of incompetent care, the
Commission found that an affidavit, executed by Dr. Shamim on the
fourth patient for the purpose of allowing use of the otherwise
prohibited substance Laetrile, indicating that the patient was

terminally ill, was false in that the patient was not terminally

ill. 1984 Order at p. 9-10,. Dr. Shamim admitted the falsity of

the statement. Id.

Based upon these factual findings, the Commission concluded

that Dr. Shamim was professionally incompetent and had knowingly

and willfully filed a false report or record in the pracltice of
medicine. The Commission oardered a three year susrension as a
sanction, but agreed tou stay the suspension Féllowing
implementation of a reeducation program and subject to certain
conditions of probation. The Commission stated it wouid

entertain a petiticn for termination of the suspension and for

reinstatement of the licerse afler thres yenars, but reserved the
gption of later modifwving the conditiocns of probation,

On April 30, 1985, the suspension of Dr. Shamim was staved

and he returned to the practice of medicine subject to the terms
of the probation. Orn May 23, 1990, Respondent petitioned for
terminaticon of his probationary status. At the time of this

Petition, the Board was in the process of issuing the charges
initiating the hearing which resulted in this order.

HE CURRENT CHARGE- VIODLATION OF PROBATION



On June 13, 1990, the Board of Physician Quality
Assurance (the "Board™) issued charges of Violation of Probation

from the 1984 Final Order. Specifically, the Board charged that

Respondent viplated the following Conditions of Probation:
3. Respondent shall properly utilize and order
standard diagnostic tests when medically indicated

and shall document in the patient's chart any
refusal by the patient teo submit to such tests;

G, Respondent shall practice medicine competently.

THE ADMINISTRATIVE HEARING

A hearing before an Administrative Law Judpge (TALJT™)
commenced on October 4. 1970 and continued on October 9, 10, 11,
and 12, 1990. Present at the hearing were: Respondent; Debra G.

Woodruff, Assistant Attorney General. Administrative Prosecutor

for the Board, and Henry E. Schwartz, Esquire, Counsel for

Respondent. At the hearing., the State introduced the following

into evidence:

State Exhibits 1 through 23 ~ Patient files number 1 through 33

State Exhibit 34 - List of patients' names on above files

Fxhibit 35 - C.V. for Pable Dibos, M.D. who testified for

State 2z
the State

Respondent introduced the folluwing into evidence:

1 - Consent to Treatment form and
Authorization for HMedical Treatment on
Respondent®s letterhead

Respondent Exhibit

Consent o Treatment form and
Authorization for Medical Treatment with
Laetrile therapy exclusion on Respon-—
dent's lettarhead

Respondent Exhibit 15 -

Respondent Exhibit 2 - List of patients” names, identifying
numbers, names of 257 additional pa-

tients! affidavits
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C.v, of DOr. Grace Ziem
C.¥. for Dr. Alanrr R. Gaby

Reference Book Nutritional Therapy in
Medical Practice article

PMS and Candidiasis: Study Explores
Possible Link, Jav $. Schinfeld, M.D.

Hypothyroidism and Depression, Gold,
M.D., Potash, M.D., and Extein, M.D.

Treatment with Thyroid Hormone letter

Alan R. Gaby, M.D., published in Amer
can Journal of Medicine

roidism - The Unsuspected
s» Barnes., M.0. and Galton

Neuropsychiatric Disorders Caused by
Cobalamin Deficiency in the Absence of
Anemia or Macrocytosis., Lindenbaum,
M.D., Healton, M.D., Savage, M.D.,
Brust, M.D., Garrett, M.D., Podell,
B.A,, Marcell, B.S5., Stabler, M.D.,, and
Allen, M.D.

A Pilot Study of Vitamin Bl2 in the
Treatment of Tiredness, Ellis and Nasser

Treatment of Trigeminal Neuralgia with
Vitamin Bl12, Surtees, M.D., and Hughes,
M.D.

The Effect of Vitamin B12 and Folic Acid
e_Tfreatment of Viral Hepatitis,

Campbell, M.D., and Pruitt, M.0.

Cyangcobalamin in Chronic Bell's Palsy.

Mitra and Nandi

Nocturnal Cramps. letter from Aitchison
in New Zealand Medical Journal

Vitamin B12 in Acute Subdeltoid
Bursitis., Klemes, M.D.

Asthmatics, article in Family Practice
News

Vitamin Bl2 in Asthma, article in
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Respondent

Respaondent

Respondent

Exhibit 19

Exhibit 20

Exhibit 21
Exhibit 22

Exhibit 23
Exhibit 26

Exhibits 25
through %0
Exhibit 41

Exhibit 42

Exhibit 43

Exhibit 44

Exhibit 45
Exhibit ¢
Exhibit &7

Exhibit a8

Exhibhit 49

t

Journal of the American Medical Associ-
ation

Cvanocobalamin (B12) Comparison of
Aqueous and Repository Preparations in
Urticaria} Possible Mode of Action,
Simon, M.D., and Edmonds, B.S.

Assessment of Vitamin Bl2 Status in CSF,
letter to Editor of newsletter

Virucidal Activity of Vitamin C:
Vitamin € for Prevention and Treatment
of Vi Diseases, Murata

The Parenteral Administration of
Magnesium Sulphate in Hypertension,

Zobman, M. D. and Sternbarg. M.D.

C.V, of William G. Crook, M.D.
C.V. of Irwin Rposenberg

Consents of Witnesses to waive
confidentiality cf their medical records

.and Early Rise in -
» Hall, M.D. !

in _Cobalamin (Vitamin
Butler, M.D., Taylor,
M.0.

Multiple Vitamin C Effects Described,
article in Medical Tribune

Terminal Ca Survival Leap with Ascorbate
Megadoses, article by Horwitz in Medical
Tribune

ay_Boost Cardipvascular Disease

rticle

C.¥. for Broda 0. Barnes, M.D. and
information from the Research Foundation

New Method, Menof
Chrepic Arthritis, Swaim, M.D.

Excerpt from Or. Wright's Book of

Hutritional Therapy, Wright, M.D. ;




Exhibit 50 - The Effect of Folic Acid on Collateral
Circulation in Diffuse Chronic
Arteriosclerosis, Kobias, M.D.

Respondent

Exhibits 51—~ Excerpt from What Your Doctor Didn't

Respondent
and 52 Learn in Medical School, Berger, HM.D.

Exhibit 53 - Excerpt from The Scientific Validation
of Herbal Medicine., Wowrey, Ph.D.

Respondent

There were also 262 Affidavits submitted by patients of

Respondent for inclusion into the record, marked as Respondent

Exhibit 54, and an additional list of reference books farwarded

to the ALJ by counsel for Respondent on October 25, 19%0, marked

as Respondent Exhibhit 5%.
Respaondent testified on his own behalf. Also testifying as

experts for Respondent were Grace Ziem, M.D.;: Alan Gaby, M.D.,

and W. G. Crook. M.D.
The Administrative Law Judge issued her Recommeqded Decision

on January 7, 1991. Respondent filed timely exceptions pursuant

to COMAR 10.01.03.35,

EXCEPTIONS TO_ THE RECOMMENDED DEGISION

The Board has before it the Recommended Decision, the

exceptions filed by Respondent and Resnandent’s and State's oral

argument.3 Respondent took general excertion to Paragraphs % 6,

5 The following Board members were present and considered
this case: Israel H. Weiner, M.D., Chair; Frank A. Gunther,
Jr., Vice Chair; Bernard S$. Kleiman, M.D.; Ira N. Brecher, M.D.;
John T. Lynnh, M.D.; Claude DO, Hill, M.D.; J. Andrew Sumner,
M.D.; Lawrence A. Jones, M.D.} Harvey B. Kalin, M.D., and
Christine J. Moore. Absent were Psler E. Dans,; M.0., Secretary;
John F. Strahan, M.D.; Sheils K. Riggs and Reynaldo L.
Lee~Llacer, M.0D. The terms of members Kleiman and Hill expired

prior to the adoption of this order.



8, 1@, 11, 12, 13, 14, 15, 24-47, 49~56 of the Findings of Fact
and to all of the Conclusions of Law of the Recommended Decision.
A memorandum argument was filed by the Respondent an four legal
issues. These issues reduce to three: (A) the legal standard
tused in evaluating whether competent medicine was being

thé legal burden to be borne by the prosecution in

practiced; (B)
proving violation of prabation; and () whether the prosecution
met the burden of proof.

No exceptions or answer to Respondent's exceptions were
filed by the Administrative Prosecuter, Since the arguments made
in Respandent's exceptions do not specifically challenge the
proposed findings of fact and conclusions of law as much as the
legal framework for the resclution of this matter, they will be
addressed prior to éhe Findings of Fact, Conclusion of Law and
Order.

BOARD DETERMINATION ON RESPONDENT'S EXCEPTIONS

This matter comes before the Board on a charge of violation
of probation. This Board has not previously determined
exceptions feollowing a Qiolation of probration preoceeding. We
have little precedent to guide us in the administrative arena.
While not determinative, the developing law on probation in the
psychiatric civil commitment and criminal arenas provide

assistance as to the maximum constraints which could govern our

decisions in this area. Cf. McDonnell v, Commission on Medical

Discipline, 301 Md. 426, 436 (1984).

A viclation of probation hearing is a two stage proceeding.

See Bergstein v. State, 322 Md. 506 (1991). The first issue to




be addressed is whether the violation occurred. Unlike charges
under the Maryvland Medical Practice Act, Health Occupations
Article § 14-64046, in which a statutory standard is at issue, a
vioclation of probation proceeding entails a determination of
whether specific terms of a prior order of our predecessor
administrative bodrd were viclated., Only if the answer is in the
affirmative is the second issue of disposition faced.q

A. he tegal Standard

1. Competency- In his exceptions, Respondent
challenges the formulation of the issue of compatence as
articulated by the administrative law judge, the administrative
prosecutor, and the expert witness presented by the prosecution.
(Memoranhdum in Support of Respondent's Exception, pp.1-11.)

For this proceeding, the slate is not blank. The 1984 Order
gutlined the basis for the prior Commission taking action against
Respondent’®s license. Attachment A to this order. Respondent
engages in the practice of general surgery and family pgactice
medicine, Attachment A, p. 4, paragraph 3. The Commission's
1984 Order found and recited numerous instances in which
Respondent failed to undertake necessary diagnostic inquiries and
procedures prior to treating his patients. See discussion of the
1984 Order supra at pp. }1-3. The Commission suspended

Respondent's license, but allowed for a stay of that action

predicated upon his undertaking a reeducation program in general

4 In this arder, any remaining issue of disposition will
be explored immediately before the Order portion.



medicine and“oncology. Attachment A, p. 11. The obvious
imperative of the prior Order was that Respondent must follow
basic regimens of medical care in treating his patients,
including the contemporaneous recording in the patient’'s chart of
any refusal by the patient to submit to such tests. Attachment
A, Conditions 3 & 4 of the Order of Probation.

The Commission's 1984 Order became final and Respondent
undertook the reeducation program. He secured a stay of that
1984 QOrder suspending him predicated upnoan his comolying with the
conditions of probation, twn of which he is nnw charged with
violating. At issus, therefure, is nol whether Resporident
violated the Maryland Medical Practice Act as determined in a de
novo proceeding involving the grounds of incompetency or practice
below the standard of care, but, instead, whether he violated an
order entered by the Commission, after 2 full hearing, to address
‘specific deficiencies found in his practice of medicine.

In these circumstances, competency is determined by the
Board when viewing the record as a whole and in light of the
prior Drder, including the testimony, hnth of the treating doctor
and outside experts, the medical records, and other hearing
evidence. There. are no magic words or sperial techniques in
this fact finding. The issue is whether incompetence is proven
or disproved based upon review of specific patient records.

2. Unconventional Medicine- Respondent seeks that
the Board employ a special standard when examining the competency

of treatment provided by Respondent to his patients. Respondent's

Memorandum at pp. 5-18. He cites State Board of Medical




Examiners of Florida v. Robert J. Rogers, M.D., 387 So0.2d 937

(1980) and an Alaska statute codified at & .08.64.326, in support
of a special standard which he argues should be used to judge the

competency of practitioners of "unorthodox™ medicine.

Respondent's Memorandum, p. 5.

The Florida case involved a physician who was being
disciplined by the state medical board for the use of chelation
therapy in his medical practice. Chelation therapy is a
treatment proposed for arteriosclerosis invalving injections of
chelating agents into the hlood stream which are intended to
remove calcium deposits. The Florida medical board voted to
reprimand Dr. Rogers and prohibit his use of chelation therapy.
In reversing the Florida board, the Florida court found from the
record that Dr. Rogers provided Ffull informed consent to his
patients regarding the unproven effi&acy of the‘treatment,‘the
treatment was not harmful and no fraud or deception was emploved
with the patients. Under those circumstances, the Rogers court
held that Florida could not proscribe the phvsician's use of the
treatment. 387 So. 2d 937, 93%.

The highest court of North Carclina came to a different
conclusion in a recent case involving the practice of homeapathy
by a physician. A lower appellate court sought to engraft upon
their medical practice act a requirement that a patient had to be
harmed before their state medical board could discipline a
physician for not adhering to acceptable and prevailing medical

practices. In re Guess, 95 N. C. App. G35, 382 S.E., 2d 459

(1989). The Supreme Court of North Carolina reversed. In re



Guess, 327 N.C. 833, 393 S.E. 833, B39 (1990), cert, denied 111

S. Ct. 7543 See also Guess v. Board of Medical Examiners, 947
F.2d 998 (4th Cir. 1992).

The Alaska statute, Alaska Stat. 8§08.64.320 (199%90),
prohibits its state licensing board from taking disciplinary
action against a physician based upon incompetence due to use of
unconventional therapies without proof of demonstrable physical
harm to a patient.

While helpful in develeoping a context for evaluating the
competency issue, neither the Florida or North Carolina court
decisions, nor the Alaska statute, defines our standard for
evaluating competency in the medical practice of Dr. Shaminm.

His 1984 Order enumerated numerous instances of tests not
performed or evaluations not made which resulted in deficient ) e
medical care being given. That order provided for a sanction,
but also contained rehabilitative provisioens of which Dr., Shamim
has availed himself.

By entering the order in 1984, the Commission was engaged in
the administration of the standards of the profession. Licensing
is a means empleoved by the state to control competence and
integrity in a profession. Knch, Administrative taw and Practice
§2.33 (1985b). Marvland has long recognized the authority of the

state fu itself regulate or to delegate regulation of the

practice of medicine to an outside body. See e.g. Commission on

Medical Discipline v, Stillman, 291 Md. 390 (1981); Aitchison v,

State, 204 Md. 538, 544-~46 (1953}, The authority to regulate

includes the capacity to determine what activities do and do not



constitute the practice of medicine., Hitchcock
273, 280 (19571}, The purposes of disciplinary proceedings against
a licensed professional is not fo punish the offender, but rather
to act as a catharsis for the profession and a prophylactic for

the public. McBonnell v. Commission on Medical Discipline 301

Md. at 636,

Respondent’s competency is not being evaluated for his use
of unconventional therapies. At issue is how he performs general
medical care. Dr. Shamim was fully apprised in 1984 as to these
standards by which his practice would be judged. 1984 Order.
Nothing in the 1984 Order prchibits him from practicing
unorthodox or unconventional therapies, including nutritional,
holistic or preventative medicine. This Board is aware that
physicians often disagree on the proper tiagnosis or method of
treatment to be emploved with a patient. We also recognize that
many advances in science come from novel ways of loeoking at
problems or from serendipitous discovery.

However, when alternative therapies are emploved. it is
particularly important to emphasize the principle of informed
consent. A physician treating a mentally competent adult under
non—-emergency circumstances cannot perform surgery or administer
other therapy without the consent of the patient. Williams v.
319 Md. 485 (1990); Sard v. Hardy, 281 Md. 432 (19277).
Marvland law imports a strong duty on the physician to secure
informed consent prior to treatment. Id. This duty takes full
account of the probability that unlike the physician, the patient

is ordinarily untrained in medicine and therefore depends



completely on the trust and skill of the physician for the
information upon which the patient makes a medical treatment

rdy, 281 Md. at 439. It requires the

choice., S,

physician to reveal to the patient the nature of the ailment
diagnosed, the proposed medical treatment alternatives, the
probabilities of success and the risks of failure or side
effects., 1Id. at 440,

We previously determined that Dr. Shamim's medical practice
must take place in the informed consent context of the Respondent
explaining the medical options to the patient, both those
recognized as standard in the profession and alternative
therapies, and then proceeding to treat, with deviations from the
standard acknowledyged in the medical record or charkt of the

patient. 1984 Order. This is the standard outliined for the

Respondent in 1984 and under which he has heen licensed since
1985.

Accordingly., based upon the foregoing reasoning, the Board
overrules the evceptions of Respondent as they relate to the
administrative law judge's substantive legal standard on the
issue of competency raised by the charges of violation of

Conditions 3 & & of the 1984 Order.

B. The Burden of Proof-

Respondent argues that the administrative law judge employved
the wrong duantum of proof in determining the facts in this
hearing. Respondent's Memorandum, p, 18-19. He contends that the
"elear and convincing™ standard found in Healilth Occupations § 16-

405¢h) applies rather than the "preponderance of evidence"

- 14 -



standard used by the administrative law judge. Recommended

Decision, p. 11.

Both tests have support in the law. The "reasonable
satisfaction™ +est, translated as equivalent to preponderance of
the evidence, applies in criminal probation revocation

proceedings. Bavnard v. State, 318 Md. 531 (1990). Where 2

higher standard has been set by statute or regulation, however,

that standard governs. See Bergstein v. State, 76 Md. App. 5b4

(1988).

Under the Administrative Procedure Act, the preponderance of

the evidence standard ordinarily applies. Bernstein v. Real

Estate Commission, 221 Md. 221 (1959). But, in its revision of

the Marvland Medical Practice Act in 1988, the statute governing

hearings for ¥Y... an action underv§14~404 ..." was modified to

reflect that they were to be conducted in accordance with the

Administrative Procedure Act ... except that factual findings

shall be suppprfed by clear and convincing evidence."” Health

ODccupations 8§ 14~-405. A probation revocation proceeding is not an

original action under Healkh Ocrupations §14-604, but instead is

a derivative action arising out of the alleged violation of the

disposition portion of a medical practice act order. As such it
is quite similar to a violation of probation proceeding.
After this review of the law, the Board, at least for this

proceeding, adopts the more careful route and therefore will
sustain the exception made by Respondent, and apply the more

stringent clear and copvincing evidence standard to evaluate the

evidence presented at the hearing.



aring-

€.  Proof at the He

oy

The procedural law governing hearings before the Board makes
it the ultimate fact finder. Health Occupations § 16-405 & 406,

See also Board of Appegals, Department of Employment and Training

v, Mayor and City Council of Baltimore, 72 Md. App. 6427 (1987).

The Board is thus required to review the hearing evidence to
determine whether Respondent violated the conditions of the

prohation. The Board mav use its expertise, technical

campetence., and specialized knowledge in the evaluatien of the

evidence . State Government § 10-208.
of evidence and individuals testifwving were

The tvpe

.previously summarized. Final Order st 64--7. See also the

Recnmmended RDecision of the Adgministrative Law Judge.
The testimony of Dr. Pablo Dibos, the expert witness

presented by the Administrative Prosecutor. noled deficiencies in

the diagnosis, treatment and medical record documentation of Dr.
Shamim. Tr. at pp. 41— 595, Several witnesses. including Dr. Alan

Gabhy, testified that scientific literature, including that

introduced inte evidence, suppecrts many of the trestment methods

utilized by Dr. Shamim. See e.g. Tr. at pp. 1017~ 1271 and

Respondent's Exhibits 5-22. A number of Dr., Shamim's patients

executed affidavits which were entered into evidence and

testified on his behalf at the hearing.

In resolving the evidernice intrcduced at the hearing, the

Board has drawn upon its own medical knowledge, when appropriate,

and weighed the conflicting medical opinions provided. We draw



conclusinns regarding the validity of diagnosis and treatment

only in

the context of the treatment of specific patients.

FINDINGS COF FACT

The Board finds, by clear and convincing evidence, as

follows:

1.

On September 18, 1984, the Commission ordered that

Respondent "shall cease engaging in the practice of medicine

within fthree months of the date of Lthis order”™ for a period of

three yvears because Respondent was professionally incompetent

hased on

his treatment of several cancer patiants and because

Respondent willfully and knowingly filed a false report in the

practice

patient
Laetrile

tice wou

of medicine hased on his false certification that a

was terminally ill in order to place the patient on

The Final Order provided that the cessation of prac—

ld be staved if %he Respondent complied with certain

conditions. (Exhibit A of Charging Dacument)

2.

On April 30, 1985, the cessation of practice was stayed

and Respaondent resumed the practice of medicine, on probation,

subiject

to the following conditions of probhation as set forth in

the Final Order:

(1}

(23

(4)

Respondent shall submit to quarterly practice review by
a committee designated and approved by the Commission:

Respondent shall arrange for the reviewing committee to
submit reports of the reviews to the Commission;

Respondent shall properly utilize and erder standard
diagnostic tests when medically indicated and shall
document in the patiert’'s chart any refusal by the
patient to subwmit to such tests;

Respondent shall practice medicine competently;



{(5) Respondent shall not file false reports aor records in
the practice of medicine. (Exhibit A of Charging

Document)

3. At all times relevant, Respondent was subject to the

conditions of probation.

Patients 1 through 33

G, The care rendered to Patient #1 by Respondent was
deficient.

a. The care rendered to Patient #1 with regard to the
management of the patient’'s complaint of a lump in her left
nipple was deficient.

i. Patient #1 had cancer of the breast in 1981
and a resultant lumpectomy in 1982 at George Washington Hospital.
(State Exhibit 1)

ii. Patient #1 saw Respondent on September 12,
1985 with concern about a small lump in her leflt nipple, and
Respondent noted "no masses felt."” (State Exhibit 1)

iii. Although Respondent testified that the
patient was under the care of the oncologv unit st George Wash-
ington Hospital for treatment related to her Eneasf cancer, the
record documents only the performance of the surgery in 1982 and
does not make reference to follow-~up care provided by the hospi-
tal at the time she saw Respondent for the lump on her left
nipple in 1985. (State Exhibit 3 and T. 146)

iv. Although Respondent testified that the lump
was in the skin of the breast and not in the tissue itself, there
is no description of the lump contained in the patient's medical

record.



V. The medical record does not indicate that

Respondent ordered any mammograms for the patient or the

patient's reluctance to undergeo any further mammograms. (State

Exhibit 1)
vi. On October 1, 1985, Respondent ordered a CEA

test for patient which is not recognized as useful in follow-up

of patients with breast cancer. (T. 68, 69, 71, 75)

b. The care rendered to Patient #1 hy Respondent with

raegard to the patiept's complaint of staining in her pants was

deficient.
i. On October 12, 1984, this patient related
that she "noticed staining in pants past few months, off and on,

especially upon running and Jogging. Urine and stocl negative.

Has drgency and fregquency of urine.n (T. 80
ii. The standard of care in the diagnosis of

colon cancer in a2 patient whose complaint is rectal bleeding is:

phyvsical exam, digitasl exam, proctoscopic exam, and, if neces-

sary, barium enemas, x-ray studies or colonoscopy. (7. 120)
iii. There is nec indicatien in the medical record

of a physical examination of the rectal area. (T. 81)

iv. The medical record does not substantiate that
the Respondent ordered occult bloocd study.

V. CEA (a test used where there is s history of‘
celon cancer) was ordered hy Respondent for Pztient %1 who had no

history of celon cancer rather than the traditional diagnostic

procedure described above. (State Exhibit 1)



c. The care renderecd to Patient #]1 by Respondent with

regard to the management of uncontrolled blood pressure was
deficient.

i. Patient #1's blood pressure measurements
noted in the record from 1985 through 1988 were, variously:
150-90; 160,100; 154,843 106/903 1487963 140903 1407903 and

150/7106G.

ii. Respondent made a diagnosis of "mild
hypertension."” (State Exhibit 1)

jii. Other than "blood pressure caps,™ which were
prescribed in 1988, there is no other reference to medication nor
other treatment ordered for Patient %1 to control her blood
pressure. (7. 1153

d. Injections of multiple vitamin and minerals

administered to Patient %! by the Respondent had no therapeutic
value as the medical record fails to document any deficiency in
the supplements prescribed.

e. The care rendered to Patient %1 by Respondent with

regard to the diagnosis and treatment of candidiasis was

deficient,

i. The medical record does not indicate that

there was any laboratory test or history to substantiate the

diagnosis of candidiasis. (T. 131

ii. Respondent prescribed Nystatin for this

patient without indication. (T. 131D

5. The care provided to Patient #2 by Respondent was

deficient.



a. Patient #2 sought treatment froﬁ Respondent on
September 12, 1986, at which time the latter's impressions were:
iatrogenic hypothvroidism, arthritis; numbness of legs and hands;
heart palpitations; mild headaches; chronic digestive disorders;
ear ringing; varicose veins; low memory: hair loss; sweet
cravings: and possible systemic candidiasis.

b. The care described in the record for Patient #2
was deficient with regard to the ordering of injections of
calcium and magnesium.

i. Respondent did not obfajn serum calcium and
magnesium levels,

ii. Respondent did net determine that there was,
in fact, a calcium or magnesium deficiency before prescribing the
injections. (State Exhibit 2)

(=8 The care described in the record for Patient #2

was deficient with regard to the patient's complaints of
palpitations. '

i. On September 12, 1986, Patient %2 first came
to Respondent who noted in the history that she had a thvroid

problem and was taking synthetic thvroid medication. (State

Exhibit 2)

ii. At the time of her initial visit, the patient
complained of heart palpitations. (State Exhibit 2)

iii. The record does not document that Respondent
performed an adequate heart examination in view of the complaint
of palpitations (listening to the heart for 30-60 seconds for

heart irregularities), did not order an EKG. and did not order a



laboratory test to obtain the level of thvroid hormone in the

bleood. (T, 160~-162 and State Exhibit 2)

d. The care provided to Patient #%#2 by Respondent is
deficient with regard to the diagnosis and treatment of

Candidiasis.

i The phvsical examination did not note any
physical evidence of any lesions of candida nor any mention af
symptoms which might suggest a vaginal veast infection. (State

Exhibit 2 and T. 164)

ii. The prescription for oral Nystatin, which

wauld be indicated for oral or esophageal candidiasis, is not

documented to be required for Patient #2. (T. 164)
e, The care provided to Patient #2 by Respondent is
deficient with regard to her anemia. .
i. The patient, at the time the care st issue §
was provided was about 647 vears old. {(State Exhibit 23
ii. The patient's initial hematocrit, when she
first saw Respondent in September 1986, was 39.7. (State Exhibit

2 and T. 166)

iii. The patient's hematocrit on June 4, 1987,
according to a laboratory test, was 34.5; on September 25, 1987,
it was 33.2; and in November, 1988, her hematocrit was 34.7.

(State Exhibit 2 and T. 1é6)
iv. The medical records for June 4, 1987 refer to
the hematocrit of 34.85, but the medical records for the

subsequent dates do not make reference to the low hematocrit.

(T. 1283



Q. A physician should investigate the cause for
a low hematocrit by asking the patient if there has been any
change in color of the stoels or any change in bowel habits, a
rectal examination should be performed, and stools for occult
blood should be ordered in order to exclude any serious condi-
tions which might be the cause of the low hematocrit.

vi. Liver and iron injections were ordered for
the patient beginning on March 2, 1987, hefore & diagnosis of one
of the reasons for the anemia level had been determined. (State
Exhibit 29

vii. The treatment of the anemis with liver, iron
and B&6 and Bl2 injections before a diagnosis of the cause of the
anemia has been determined is deficient practice of medicine.

(T. 175) Dr. Dibhos' expert testimony was, in part:
This is totaliy unjustified, medically. This is what
we teach medical students not to do. This is -— first,

vou have to diagnose and then treat. The process
cannot be reversed. This is a very firm rule in

medicine.

There are very few instances where vou go ahead and

treat without a diagnosis. Verv few. And those are
called therapeutic trials. But you douv that cognizant
of the fact that wyou did noct know what's wrong with the
patient. You write it down. I don't know what's wrong
with this patient, but I'm going to trv this just in
case.

That is a valid approach, but not for problems such as
anemia, where the work-up of these patients is clear
cut, ingrained; it's not controversial. There are
controversies in medicine, there are various ways of
doing things, but there are not controversies here.
They are clesr cut, established guidelines as to how

vou approcach anemia. (7. 1753



f. The care provided to Patient #2 by Respondent with {
regard to her complaints inveolving an episodic illness on July

19, 1988 was deficient.

i. The patient's complaints, onh that day, were
"Eight days ago was sick with cough, congestion. No phlegm. Was
given antibiotic.™ (State Exhibit 2)

ii. Respondent examined the patient's lungs and
noted, "Chest, some ronchi in front." (State Exhibit 2)

iii. Respondent diagnosed "Tracheitis" on the

basis of his examination. (State Exhibit 2)
iv., Treatment prescribed by Respondent was

"Continue with diet and nutritional supplement,”™ and the patient

received multiple intramuscular vitamin injections. (State

Exhibit 2) )
V. The medical record does not document any

temperature, blood count, or any reference to the patient's

having taken an antibictic when the illness first appeared.

There is no evidence of anv specific treatment done for the
diagnosis of tracheitis. (1. 1811

6. The care provided to Patient ¥3 by Respendent was

deficient.
a. Patient #3 first visited Respondent on March 21;

1988, complaining of dry skin with a history of spring allergies,

infredquent headaches and intermittent constipation. (State

Exhibit 3)



br. The care provided to Patient #3 by Respondent with

regard to the diagnosis and treatment of Candidiasis was

deficient,.

i, Respandent diagnesed Candidiasis without any
laboratory test or history to substantiate the diagnosis. (T.

194 and State Exhibit 3)
ii., PRespondent prescribed Hyvstatin without any

confirmation of the diagnosis of Candidiasis. (T. 194 and 195

and State Exhibit 3)

c. The administeatien of mulbiple VYiktamin B and
mineral injections is of no therapeutic value to Patient %3 as
there is no indication in the medical record that this patient
was deficient in the substances prescribed.

7. The care provided to Patient #4 by Respondent was

deficient.

a. Patient #4 was 68 vears old when he visited

Respondent on May 28, 1987, with complaints of high blood pres-

sure for the past six vears. Respondent's impressions were:
"pPeripheral vascular disease, intermittent clauanication, leg
pains, history of hypertension. low energy and fatigue and

enviranmental sensitivities, wool, nylon, et cetera. Possible

chronic candidiasis.™ Respondent prescribed Nystatin oral
capsuiles, multiple "B" viéamin and folic acid injections, and
magnesium injections for Patient #4. (State Exhibit 4)

b. The care provided to Patient #4 by Respondent with

regard to the diagnosis and treatment of Candidissis was

deficient.



i, There was no indication of laboratory tests

or history to confirm the diagnosis of Candidiassis. (T. 199)

ii. Nystatin oral tablets were prescribed without

indication. (T. 2060)

C. The care provided to Patient #4 by Respondent with

regard to the diagnosis of hypertension was deficient.
i, When Patient #4 first saw Respondent on May

28, 1987, he had a history of high bicod pressure and was noted

to have been on high blood pressure medicatiopr faor several years.

(State Exhibit 4 and T. 2011
ii. The medical record does not make reference to
what the anti~hypertensive medication was or whether Patient #4

should continue if. And, when the blood pressure began to

increase, t+he medical record does not comment as tao whether the

medication should he changed, Additianailv, the medical record
does not make reference to an examination of the fundi, urine
analysis, or any other test to dztermines if bhe hypertension is
affecting any of Patient #4's organs. (T. 203)

iii. From Mav 28, 1787 to¢ May 2., 1988, Fatient
$#4's blood pressure was noted to have bheen in the normal range.
(State Exhibit 4 and 7. 201)

iv. Beginning on July 27, 1988, Patient #4's
blood pressure was noted to have increased: July 27, 1988,
1607903 August 3, 1988, 150/90; August 24, 1988, 165-/106; Sep-
tember 1, 1988, 150,100; September 7, 1988, 156/100; September
19, 1988, 150,100 and 1447903 September 25, 1988, 150,90 and

1601003 March 22, 1989%, 1650/104 and 148-94; April 3, 1988

i
A%
o
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150~-1654,90; April 8, 1989, 134/84 and 144,883 April 22, 1989,
1664784 and 130783 May 3, 1989, 160,84 and 140/88; May 13, 198%,
15080 and 156,843 and June 9, 1989, 164/88 and 140/%90. These

readings indicate mild hypertension. (State Exhibit 4 and T.

202)

V. Although elevations in blood pressures are

noted beginning on July 27, 1988, the medical records do not

indicate anv treatment except for "B.P. caps by Nature's Way, 2

caps twicesday with water”™ on April 1, 1989, fState Exhibit 4)

d. The care provided te Patient ¥4 by Respondent with

regard to the laboratery indication of low calcium is deficient.
i. On June 3, 1987, Patient #4's laboratory

tests indicated that his serum calcium was 8.5. (State Exhibit

4)

ii. Nrrmal levels far serum calcium are 8.7 to
10.6. (State Exhibit &)

ijii. Most of Respondent’'s other patients‘were
treated with injections of calcium notwithstanding the serum
level of calcium noted in their laboratory tests.

iv. Respondent testified that injections of

calcium and magnesium were often a general part of his treatment

regimen.

V. Although Patient #4's serum calcium level was

below normal, he was not treated with injections of calcium.

(State Exhibit 4)

e, The administration of multiple Vitamin B and

mineral injections is of no therapeutic value to Patient ¥4 as



there is no "indication in the medical record that this patient

was deficient in the substances prescribed.

8. The care rendered to Patient #5 by Respondent was
deficient.

a. Patient #5 first visited Respondent on April 29,

1988 with complaints of feeling tired; muscle weakness of legs
and thighs, especially on the left side; trouble with eves,
bleeding gums; lowered energy; possible allergy to dust, carpet
dust, sensitivity to bug sprav; and left lower leg soreness. On
April 29, 1988, Patient #5 alsc caomplained of occasional black
stools. (State Exhibit &)

b. The care provided to Patient #5 by Respondent with

regard to his neurological complaints was deficient.

i. On April 29, 1988 Patient #5 complained of
muscle spasm and weakness in the neck,; back and legs, (State
Exhibit 53

ii. Respondent noted that the neurological

examination was "within normal limits,” but did not note any

pertinent negatives regarding muscle strength and deep tendon

reflexes or sensation to pinprick. (T. 216}

c. The care rendered to Patient #5 by Respondent with
regard to his June 6 and 13, 1989 complaints of intermittent
numbness on the left side of the face and left side of the body
was deficient.

i. The patient had given a history of previous

radiation to the head. tState Exhibhit 5)



ii. The medical record does not indicate that
Respondent performed an examination of the thyroid gland. (T.
218 and State Exhibit 5)
d. The care rendered to Patient #5 by Respondent with

regard to his initial complaint of occasional black stools was

deficient.

i. Respondent attributed the occasional black
staols to "iron" without having any laboratory or history
confirmation, (State Exhibit BV

ii. The medical record does not indicate any
rectal examination ar tests for occult blood in order to diagnose
the cause of the occasional black stools. (State Exhibit 5 and
T, 211)

e. The care rendered to Patient #5 by Respondent with
regard to the prescription for sublingual Bl12 is deficient.

i. The blood chemistry test of May 29, 1987
indicate that Patient #5's Bl2 level was 365, within the normal
range of 232-1138. (State Exhibit 5)

ii. There is no medical ipdication for the use of
sublingual Vitamin Bl2Z. (1. 212)

f. The care rendered to Patient #5 by Respondent with
regard to his complaint of GI flare up on Februarv 16, 198% was
deficient.

i. The medical record does not describe the GI
flare up in any detail or address any resulting diagnostic tests

or treatment for it. (State Exhibit 5 and T. 2183



ii. The treatment indicated in the medical record
on that date refers only tou continued injections of multiple
Vitamin "B"™ and folic acid and the continued use of Nystatin and
nutritional supplements. (State Exhibit 5 and T. 218 and 219)

qg. The care rendered to Patient #5 by Respondent with
regard to his complaint of fleeting dizziness on February 26,
1989, was deficient.
i. The medical record does not describe any

diaghostic tests or treatment addressing this complaint. (State

Exhibit 57
id. The treatment indicated in the medical record

that date refers only to continued injections of multiple

. on
Vitamin "B" and folic acid and the continued use of Nystatin and
nutritional supplements. (State Exhibit &)

9. The carg rendered to Patisnt *¥6 by Respondent was

deficient.

a. Patient #46 first visited Respondent on March 15,
1988, with complaints of low energy and hypertension for many
vears. The medical recard indicates thatbt th:is patient had been
taking Inderide for hypertension for the "past few vears™ and had

been on Dyvazide and other drugs. The patient was also noted to

he cobese, and suffered from constipation, skin rash on the back,

and hemorrhoids. (State Exhibit 6)

b. The care rendered to Patient %6 by Respondent with

regard to his hypertension was deficient.

i. Patient #46 had a history af high blood

pressure and had taken medication for it. {State Exhibit 6)



ii. Patient #6 indicated that she wished to get
off of blocd pressure drugs. (State Exhibit 6)

iii. The medical record notes that the patient was
taking Inderide on an irregular basis. 4/7/788: "has started to
decrease the B.P. drug since last week;"™ 4/15/88: "no blood
pressure medications for two déys;" G/22788: M"still taking one
Inderide - 1 every 3rd day or so ...3" 4,29/88: "off Inderide
completely...™ (State Exhibit 6

iv, The medical recard does not indicate that
Respondent explained to the patient the necnssity of taking bload
pressure medication as prescribed or that he adequately
supervised the discontinuation of the medication. (T. 233)

v, On March 15, 1988, Patient #6's blood
pressure was notad»tc bhe 159/3100, indicating mild hypertension.
(State Exhibit 6 and T. 222)

vi. On April 7, 1988, Respondent noted that
ratient had started to decrease the BPF medication. (State
Exhibit 61}

vii. On April 1%: 1988, the me:dical record
indicates a blood pressure of 150,80 and thatv "ne blood pressure
medications for two days." (State Exhibit &)

viii. On April 22, 1988, the patient's blcod
pressure was 140/84 and 134/80. (State Exhibit 86)

ix. On April 29, 1988, the medical record

indicates that the blood pressure medication had been stopped

completely. {State Exhibit §6)



X . On May 9, 1988, the p%tient's blood pressure
was 152/90; and it continued to increase: on May 10, 1988,
150786+ on August 9, 1988, 140/86 and 144/90; on December 13,
1988, 150/98; on April 18, 1989, 158,98 and 150/903 on May 2,

1989, 154/86 and 144/84. (State Exhibit 6)
xi. A rise in the diastolic measurement from 80

in April of 1988 tco the 90's in May of 1988 is a significant rise

in blood pressure. (T. 227

xii. Although the patient was noted to be ocbese,
the record does not indicate any dnstriuction to the patient with

regard to weight reduction and its effect on high blood pressure.

(T. 227

xiii. Respondent’s only treatment of the elevation
in bloed pressure was & prescriptien for over the counter blood
pressture capsules by Nature's Way. (State Exhibit 6)

xiv. Though the patient did not have a serious

hypertension problem, Respondent’s failure to address the

elevation in blood pressure indicates a deficiencv in his care

and treatment of her. (T, 234)

8 The care rendered to Patient #6 by Respondent with

regard to his potassium level was deficient.
i. tLaboratory tests showed the patient's

potassium level to be low: 1r11/88 - 3.2; 2/04/88 ~ 3.1% 3/02/88

- 3.4 when normsl readings are 3.7-5.3. {State Exhibit 6 and T.

2291}

ii. Respondent orescribesd liquid "K™ plus

for Patient #6 on May 10, 1988, {State Exhibit 6 and T. 230)

Lo



iii. The medical record does not indicate any
repeat level of potassium after the prescription of ligquid mK"
plus for the low potassium. (State Exhibit 6 and T. 231}

d. The care rendered to Patient %6 with regard to the

diagnosis and treatment for Candidiasis was deficient.
i. There are no laboratory tests or history to
confirm a diagnosis of Candidiasis. (State Exhibit 6 and T. 231)
ii. PRespondent prescribed Nystatin vaginal
suppositories without any vaginal examination or vaginal culture

to indicate a nead for this medication. (State Exhihit 6 and T.

2311

iii. Respondent prescribed HNystatin oral powder

and tablets without any indicatien,. (T. 231)

e, The care rendered to Patient #6 by Respondent with
regard to the treatment with injections of multiple vitamins,

folic acid, calcium and magnesium was deficient.

i, The medical records indicate that fﬁe patient

received multiplie injections of calcium and magnesium. {(State

Exhibit 6 and T. 232)
ii. The medical records do not indicate any

deficiencies of these vitamins and minerals, (State Exhibit 6

and T. 232)
iii. The Nutrient Mineral Levels Analysis Report

of 4-,21/88, done by hair analysis, indicates that Patient #6 was

at least 2 standard deviations below normal levels of zinc, and

vet, the medical records do not indicate that zinc was prescribed

for this patient. {State Exhibit 86)



iv., The Nutrient Mineral Levels Analysis Report
indicates that Patient #6 was above normal in calcium level, and
vet, the medical records indicate that she received multiple

injections of calcium. (State Exhibit &)

V. he Taxic Mineral Levels reported in the

Mineral Analysis Report indicates that the patient had toxic

levels of aluminum, and vet, the medical records do not indicate

that Respondent addressed this in his treatment of her. (State

Exhibit 6)

10. The care renderad to Patient #7 hy Respondent was

deficient.

a. Patient #7 sought tresztment from Respondent from

April 11, 1988 to July 11, 19288, reporting *o Respondent that she

had undergone a radicsl mastectomy in 1987 and had about 15

radiation treatments in Tehrarn. Respondent's impressions were:

post-operative status for cancer of the right breastc; arthritis

in the knees; mild lower backache., myalgia, legs}; asthma and

allergies; hematuria and nocturis and urinary frequencys; and mild

GI disorder, flatulence, Respondent ardered hair analysis, labo-
rataory bhlood tests, and he prescribed apricot kernels, [State
Exhibit 7)

b, The care rendered to Patient #7 by Respondent with

regard to diagnosis and treatment of Candidiasis was deficient.

i. There is no diagnosis in the medical record
of Candidiasis, but there is a prescription for HNystatin oral

vawder and tablets. (Slate Exhibit 7 anag T. 244%)



ii, There is no indication in the medical record
as to the reason for prescribing Nystatin for this patient. (T.
264)
c. The care rendered to Patient #7 by Respondent with

regard to her complaints of hematuria, nocturia, and urinary

frequency was deficient.

i. Patient first complained of urinary problems
on April 11, 1988, (State Exhibit 7)

ii. The medical record does not indicate that
Respondent ordered a complete wurinslvsis for this patient on
April 11, 1988, wWhen she complained of hematuria, nocturia, and
urinary frequency. (State Exhibit 73

iii. Patient was seen on 4/11-88, G¢/20/88, and
/27788, and no mention is made of any tests, diagnosis, or
treatment for the urinary trroblems. (State Exhibit 79

iv., On May 4, 1988, the medical record does not
indicate any complaints with regard to urinarv problams., and it

does indicate that o urine dip stick test was done. (State

Exhibit 7)

V. On May 18, 1988, the medical record indicates
that "urine shows no blood todav™, {State Exhibit 77
d. The care rendered to Patient %7 by Respondent with

regard to her history of breast cancer is deficient.

i. The medical record does not indicate that
Respondent ordered & mammogram for this patient. (State Exhibit

7 and T. 247}



ii. The only medical record notation of a breast
examination was on July 11, 1988, which is noted to be

Tunremarkable®™. (State Exhibit 7

iii. The medical record does not indicate that the
Respondent informed the patient as to the necessity of mammograms

or noted her refusal to submit to them, (State Exhibit 7)

iv. The medical record does not indicate whether
the patient was being followed for her history of breast cancer

by anyv other physician. (7. 2493

e, The care rendered to Patient 47 by Respondent with

regard to the multiple dinjections of vitamins and minerals were

deficient.
i. The hair analyvsis done on April 21, 1988,
indicated that her level of calcium was above normal; her level

af magnesium, sodium, potassium, copper, manganese, chromium,

cobalt, selenium, silicon, vanadium, gold, silver, tin, and

zirconium were below normal. (State Exhibit 7)

ii. Tha serum level of potassium and sodium done
on May 1, 1988, indicates that the serum levels were normal.
(State Exhibit 7))

iii., The multiple vitamin and mineral injections

prescribed by Respondent failed to address the majority of the

"deficiencies™ noted on the hair analvsis. (State Exhibit 7)
iv. There is no indication in the medical record

that the patient suffered frem anemia so as to require a liver

supplement, which was prescribed and given by injection to the

patient. (State Exhibit 7)



v, The medical record does not indicate that
Patient #7 was deficient in vitamin B12, and vet, Respondent

prescribed sublingual vitamin Bl2 for this patient. (State

Exhibit 7)

vi. There is no therapeutic value in utilizing

sublingual vitamin B12.

11, The care rendered to Patient #8 by Respondent was

deficient.

a. Patient %8 began in treatment with Respondent in
1982 for fatigue, weight loss, arthritis of the right knee, and
prostate enlargement. On September 5, 1988, Patient %8 returned
to Respondent complaining of redness and inflammation of the

right large toe; multiple insect bites on thighs: and flare-up of

pain in the knees. (State Exhibit 8)

b. The care rendered to Patient #8 bv Respondent with

regard to his enlarged prostate was deficient.

The medical record does not substantiate that

i.
a rectal examination was conducted. (State Exhibit 83
ii. The medical record does not substantiate that

ejither a serum acid phosphatase or prostatic specific antigen

tasts were ordered to determine if there was a prostatic cancer.

(State Exhibit 8 and T. 253)

iii. The CEA test ordered by Respondent is not
reliable in the diagnosis of prostatic cancer due to the

possibility of false elevation in patients with prostatic

enlargement., (T. 2601



c. The care rendered to Patient %8 by Respondent with

regard to his complaint of "redness and inflammation, red foot.,

large toe times three, four days..."™ was deficient as Respondent

failed to order a serum uric acid test to rule out gout. (T.
2h9-260)
d. The care rendered to Patient #8 by Respondent with
regard to his complaint of dizziness was deficient.
i. On September 6, 1988, the medical record

indicates that the patient's blood pressure was low (100s60), he

was dizzy and he "appears pale®™. (States Exhibit 83
ii. The medical record does not substantiate that
an orthostatic blood pressure was taken. (State Exhibit 8)

iii. The lcw blood pressures readings from

September 5, 1985 to September 6, 1988 (]18/60, 8850 and 100/60

were indicative of an anemia. and Respondent’s medical records dgo
not indicate that he ordered & repeat hemoglobin and hematocrit
to determine the degree of the anemia present in the patient .
(State Exhibit 8 and T. 257-8)

e, The administration of multiple Vitamin B and
mineral injections is of no therapeutic value to Patient #8 as
there is no indication in the medical record that this patient
was deficient in the substances prescribed.

1. There is no demonstrable therapeutic use for

sublingual Vitamin Bl2.

12 The care rendered to Patient #9 by Respondent was

.

deficient.



a. Patient #9, who had been =a patiént of Respondent
from 1977 +*o 1983, returnerd to Respondent for care on March 22,
1988, at which time Respondent's impressions were: fatigue, low
energy - anemiaj dysmenorrhea, PMS, menorrhagia; thyroid
enlargement and underactive thyroid: constipation and bloating:
mild headache; right leg pain, sweet craving; environmental
sensitivities and possible chronic Candidiasis. (State Exhibit 9)
tr. The care rendered to Patient #9 by Respondent with
regard to diagnhosis and treatment of Candidiasis was deficient.

i. The medical reccrd does not indicate any

laboratory or history confirming the diagnosis of Candidiasis.

(State Exhibit 9 and 7. 2733

ii. Respondent prescribed Nvystatin oral powder

and tabs and vaginal suppositories without any indication. (7.

273)

c, The care randered toc Patient %9 bv Respondent with

regard to the patient’s anemiz was deficient,.

i. The laboratory studies done on March 2%, 1988
substantiated that +he patient had low hematociit, low
hemoglabin, low bhlood indices, and low serum iron. (State

Exhibit 9 and T. 273)
ii. Between March 23, 1988 and May 18, 1989, (the

next notation by Respondent in the chart), the medical record
does not indicate that any diagrnostic studies or investigation

into the cause of the anemia was attempted by Respondent. (T,

27463



iii. Respondent began prescribing injections of

liver and iron for the patient on March 22, 1988. (State Exhibit

9)

iv. Respondent prescribed multiple vitamin and

minetral injections (Bé, B12, Bx, Falic Acid) without any

indication of deficiency reported in the laboratory tests.

(State Exhibit 2)

d. The care rendered to Patient %8 by Respondent with

regard to her complaints on March 22, 1988 of PMS, menorrhagia

and dysmenorrhea was deficient,
i. Respondent did not note a referral to a

gynecologist until June 22, 1%8%. {State Exhibit 9 and T. 275)

ii. The medical record does not indicate that a

vaginal examination was performed by Respondent. (State Exhibit

93

13, The care rendered to Patient #1090 by Respondent was

deficient.

a. Patient #10 sought treatment from Respondent from

April 27, 1988 to December Y, 1988, On 4prit 27, 1988,

Respondent's impressions were: recurrent coldss allergies and

environmental sensitivities; dermatitis-jock itch; low energy; GI

disorders (flatulence); mild lower backache and muscle stiffness;

sweet craving and chronic Candidiasis. Respondent ordered a hair
analysis at that time. (State Exhibit 10)
b. The care rendered tou Patient #10 with regard to

the diagnosis and treatment o9f Candidiasis was deficient.



i. The medical record does not indicate that

there was any laboratory or history substantiation for the

diagnosis of Candidiasis. (State Exhibhit 10)

ii. Respondent prescribed Nystatin oral powder

without indication. (State Exhibit 10)

iii. Respondent prescribed Mvstatin topical cream

without any diagnostic testing of the dermatitis to determine

that it was, in fact, fungal. (State Exhibit 10)
c. The administration of multiple Vitamin B and

mineral injections is of no therapeutic value to Patient #10 as

there is nao indication in the medical record that this patient

was deficient in the substances prescribed.
i. There is no demonstrable therapeutic use for

sublingusl Vitamin Bl2. (T, 278

d. The care rendered tb Patient #10 with regard to
the use of hair analvsis was deficient,.
i. Hair analysis 1s not recngnjzna as an
levels of vitamin and mineral

efficacious wav of measuring the

deficiencies.

ii. The anly recognized medical use for hair

analysis is to measure for toxic amounts of arsenic,

iii. The hair analysis noted that this patient was

deficient in selenium.

iv. The medical record does not indicate that
Fespondent directed any treatment toward the noted deficiency of

selenium in this patient.



14, The care rendered to Patient #11 by Respandent was
deficient.

a. Patient #11 first saw Respondent on May 18, 1987,
at which time Respondent's impressions were: Alzheimer's
disease} depression, agitation, nervousness, and fatigue; urinary
frequency; envirarnmental sensitivities and food allergies; sweet
craving; mild arthralgia and muscle aches; and possible chronic
Candidiasis., (State Exhibit 11)

b, The care rendered to Patient #11 by Respondent
with regard te the diagnosis and treatmant of Candidiasis was
deficient.

i. The medical record does not indicate that
there was any laboratory or history substantiation for the
diagnosis of Candidiasis,

ii. Respondent ordered KRystatin oral puwder and
tablets without indication, (T. 2833

C. The care rendered to Patient #11 by Respondent
with regard to the injections of calcium and magnesium was
deficient.

i. The medical recard note for April 28, 1988

states, Tdaughker states that calcium and magnesium seem to be of

same help - will give calcium and magnesium injections.™

ii. The laboratory test results of June 12, 1987
indicate that the patient's serum levels of calcium and magnesium
were high.

iii, The medical record does not have any

substantiation that deficiencies in these minaerals existed for

- 42 -



this patient, and vet, Respondent prescribed injections at the

request of the daughter of the patient.
d. The administration of multiple Vitamin B and

mineral injections is of no therapeutic value to this patient as

their is no indication in the medical record that this patient

was deficient in the substances prescribed.

15, The care rendered to Patient #12 by Respondent was

deficient.

a. Patient #12 sought treatment from Respondent on a

regular basis from 1978 to 19288. On April) 12, 1988: Respondent's

impressions were: right adnexsl inflammations;: menstrual
irregularities, mild dvsmencrrhea and PMS: anemia; lower

backache; envircnmental sensitivities; and possible chronic
Candidiasis. (State Exhibit 12)

[sIN The care rendered to Patient #12 by Respondent
with regard to the diagnosis and treatment of Candidiasis was
deficient.

3. There were no diagnostic tests or history to

substantiate a diagnosis of Candidiasis.

ii. Respondent prescribed Nystatin oral powder
and capsules with no indication. (T. 300 and State Exhibit 12)
c. The care rendered to Patient #12 by Respondent

with regard to her gynecological problems was deficient.
i. Respondent noted menorrhagia, PMS, irregular

periods and dysmenorrhea in the patient records throughout the

medical record.

- 43 -.



ii. The medical record.doés not indicate that
Respondent referred the patient to a gynecologist or that he
referred her and she refused. (T. 302 and 307)

iii. Respondent did perform a pelvic examination,

and ordered a PAP smear and CEC on February 14, 1984, (State

Exhibit 12)

iv. Respondent prescribed raspberry leaf tea,

bioflavinoids, and bee propolis, and injections of vitamins for

this patient on March 19, 1%86., (State Exhibit 12 and T. 305)

Vo The prescribed treatment ordered on March 19,
1986, for this patient with regard teo her gynecological problems

are not generally recognized by the medical community as

correcting menstrual irregularities. (T. 3060
d. The care rendered to Patient #12 bv Respondent

wikth regard to her symptoms of severe hoadache, fever, dizziness

and nausea was deficient.

i. On 10-21-88, the patient complained of the

above symptoms to Respondent,

ii. Though such infaermation is important, the
recaord does not indicate that the Respondent noted the patient's
temperature or ptlse on the medical racord, (T, 209

ii1i. Respondent ordered injections of Vitamins
I.v. and I.M., fluids, steam inhalations on 106-21-/88. (State

Exhibit 127

iv. On November 25, 1988, the patient reported a

temperature of 102, congestion and cough.



V. Respondent ordered a fhroaé culture on that
date and cantinued I.V. Vitamin € and I.M. multiple Vitamin E,
iron and liver injections.

vi. On November 28, 1988, the patient complained
of continued temperature of 102, congestion, cough and sore
throat.

vii. On that date, though the medical record notes
the throat culture of 11/25788 to be normal, the Respondent
prescribed Ampicillin.

viii. The use of the antibiotic Ampicillin for a

viral infection is not appropriate. (7. 3129

e. ‘The care rendered to Patient %12 by Respondent
with regard to the treatment of her anemia was deficient.
i. The patient's hematocrit was noted to be low
(31.9 to 36.6) from February lé6: 1984 through April 18, 1988
indicating mild anemia. (State Exhibit 12 and T. 301)
ii. The only treatment noted in the medical
recortd with regard to the anemia of the patient was 1.M.

injections of liver and iron on 4% ogccesions from December 17,

1984 to to November 25, 1%88.
iii. There is no indication in the medical record
that the etiology of the anemia was ever identified or addressed.

f. The care rendered to the patient by Respondent
with regard to injections of calcium was deficient.
i. The blood study done on April 18, 1988
indicated that the patient's calcium level was within the normal

range (9.2). (State Exhibit 12)



ii. Respondent ordered calcium injections for the
patient on April 21, 1988, notwithstanding the normal levels of
this mineral noted on the laboratory report. (State Exhibit 12)

iii, On April 21, 1988, injection of calcium 10 cc

was not indicated. (T. 314
a. Theé administration of multiple Vitamin B and
mineral injections is of no therapeutic value to this patient as

there is no indication in the medical record that this patient

was deficient in the substances prescribed.

16. The care rendered to Patient 12 by Respondent was

deficient.
a. Patient %13 sought treatment from Respondent on
April 8, 1988 at which time Respandent's impressions were:

chronic cough, tachycardia, dyspnea, fatigue, nervousness,

environmental sensitivities. chronic constipation, right inguinhal

hernia, myalgia and arthralygis, sweet craving, and possible
chronic candidiasis. (State Exhibit 13)

b. The care rendered to Patient #1232 with regard to a
history of active immune response and inflammatory reaction was
deficient.

i. Blood tests of this patient by a prior

pravider indicated an active immune response: Sedimentation Rate

of 118 on 10-,28/86% 117 on 11,/12/86: 96 on 17127873 and 96 on
4/15787, all of which are verwv high rates. (7. 330)

ii. On October 28, 1987, FANA titer was 1:1280

indicating an inflammatory reaction.



iii. Sedimentation rate is a non-specific
measurement of the rapidity with which the cells in the blood
settle. When the numbers are high, it is generally an indication
of an inflammatory process. (T. 329)

iv. The standard of care when a sedimentation
rate is high is to repeat the test to see if the condition which
was causing it was still present, and the medical record dees not
indicate that Respondent cordered a repeat test. (T. 330)
C. The care rendered to Patient %13 by Respondent
with regard to diagnosis and Yreatment of her complaints of
myalgia and arthralgia was deficient.

i, The standard of care for complaints of
myalgia and arthralgia is to examine the joints very carefully,
looking for signs of inflammaticn and deformity, describing the

extent to which joints ache and any deformities of the joints, to

obtain sedimentation rates; and to ohtain radinographs of the

affected Joints. (Y. 3332

ii. There is no detailed description in the
madical record of the physical findings of Resoaendent's
examinations of this patient's joints. (T. 334)

iii. The medical record does not substantiate that

Respondent ordered the blood tests and SED rate tests appropriate

for these complaints.

iv. At the time the Patient #13 first visited
Respondent, there was nao information in the medical record with

regard to the patient's prior treatment bv o rheumstologist.



1) Patient #13 had been sean by a

rheumatologist since October, 1986.
(23 The patient was last seen by the
rheumatologist about one year prior to his visit to Respondent.

V. The medical record does not document that the

Respondent referred the patient to a rheumatologist or that he
made a referral which was refused by the patient. (T. 344)
d. The care rendered to this patient by Respondent

with regard to the disgnosis and treatment of Candidiasis was

deficient.
i. There is no diagnostic or history
substantiation for the diagnosis of Candidiasis. (T. 33463

ii. Respondent ordered Nystatin orazl powder and

tablets and Nizoral withecut indication. (T. 334)
e. The administration of multiple Vitamin B and

mineral injections is of no therapeutic value to this patient as

there is no indication in the medical record that this patient
was deficient in the substances prescribed.

17. The care rendered tc Patienit #14 by Respondent was

deficient,

a. 0n October 20, 1988, Patient #14 saw Respondent

whose impressions were: perleche - right corner of mouth; wmild

muscle tension of neck;i environmental sensitivities; possibhle
chronic candidiasis. (T. 347)
b. The care of this patient by Respondent with regard

to the diagnosis and treatment of candidiasis was deficient.



i. There is nao laboratory confirmation nor any
history to substantiate a» diagnosis of candidiasis. (T. 358)

ii. Respondent prescribed Nystatin and Nizoral
without indication.

c. The care of this patient by Respondent with regard
to the diagnosis and treatmentyof his skin condition was
deficient.

i. The medical record does not document that
Respondent obtained any skir scrapings and cultures to ascertain
whether the dermatitis was fungal or hacterial. (T. 369)

ii. Respondent ordered Nystatin (an antifungal)
on February 17, 1987, (T. 349)

iii. On September 9, 1987, the dermatitis was
described as "worse." (State Exhibit 14)

iv. On September 1%, 1987, Respondent ordered
Mizoral tabs and topical cr=am for this patient.

Vo On August 3, 1988, though the Respondent
failed to note the status of the dermatitis on the patient’'s
hands, Respondent ordered Nizoral cream. (T, 350

vi. On January 26, 198%, Respondent prescribed

Retin-A hecause of symptoms of "scaly rash with intense itching

and burning on skin of face and has left wrinkles and scars."
Retin~A is prescribed for the treatment of acne and wrinkling of .

the skin through aging. There is nn diagnosis in the medical

record of a conditian for which Retin-A would be an appropriate

medication, (T, 353)



vii. The standard of care in treatment of skin iﬂﬂxw~~?i
disorders is to attempt to treat the condition for a reasonable
period of time, from weeks to months, and, if the treatment fails
or if the condition does not improve, then the patient should be
referred to a dermatologist for a diaghosis. (T. 353)

viii. Respondent continued to see this patient
until June 27, 1987, and there are no further notes in the
medical record regarding the patient's skin condition or the

efficacy of the treatment presceribed by Respondent. (T. 353% and

354)

ix. There is no indication in the medical records
that Respondent ever made a diagnosis of the patient’s skin
problems. (T. 353)

X o Although the record indicates that ¢
Respondent's treatment for this patient's skin problems was not v
effective, the record does not document that a referral to a

dermatologist was made or that such a referral was made and

refused by the patient.
d. The c¢are rendered to this patient with regard to

the diagnosis and treatment of tendonitis and traumatic arthritis

was deficient.

i. On May 8, 1985, Respondent made the diagnosis
of tendeonitis and traumatic arthritis and prescribed local moist

heat and scme enzymes. (State Exhibit 14)

ii. On May 15, 1986, Respondent applied a splint
to the patient's thumb without first having ordered an x-ray.

(T. 356 - 358)



(1) The application of a splint is
appropriate when a fracture is suspected.

(2} An x-ray 1is appropriate when a fracture
is suspected.

iii. On June 5, 1986, three weeks after the injury
to the thumb, Respondent ordered an x-ray of the patient's left
thumb,. and the radiologist's report indicated no bone, joint, or
soft tissue abnormality to the left thumb.

iv. The medical récnrd does not document how the
thumb looked af the time of the iajury or when the splint was

applieds nor does it describe the range of motion of the thumh on

either date, (T, 3602

2 The administratiaon of multiple Vitamin B and
mineral injections is cf no therapeutic value to Patient #14 as
there is no indication in the medical record that this patient
was deficient in the substances prescribed.

18. The care rendared to Fatient #1% by Resnondent was

deficient.

a. Patient #15 sought treatment Ffroaom Respondent on
September 25, 1985, at which time the impressions of Respondent
were: osteoporeosis; food allergies; nervousness; and thyroid
condition, Respondent ordered a hair analyvsis and EXEC IV blood
test, and prescribed Nystatin, calcium, multiple B Vitamin
injections and folic acid injections. (State Exhibit 15)
b. THe care rendered to Patient #¥15 by Respondent

with regard to the diagnesis and treatment of her thyroid

condition was deficient.



i. The October 7, 1985 blood tests revealed a
slightly low T4 (6.4}, a low T-uptake (.60), and an increased
R-T3 uptake (62.946). (State Exhibit 15 and T. 3671

ii. Respondent prescribed thyroid medication for

this patient without indication. (T. 368)

iii. In response to a phone call by the patient on
December 23, 1985, the thyroid medication was increased without
any indication in the medical record that the thyroid function

was checked pricor to the change in medication. (T. 369

iv. On March %, 1984, there is an increase in
thyroid medication without any indication in the medical record
that the thyreoid function was checked prior to the change in

medication. (State Exhibit 153

V. On October 6, 1986, additional blood studies

were ordered, the results of which contrasted with the 1985

results in that the T~% was now in the normal range and the

T-uptake was even hidgher. (State Exhibit 15 and T. 370}

vi. The standard of care is for a competent

physician to comment on the results nf the thyroid test, and the

Respondent’'s medical records do not contain any comment on the

results of the 1986 blood studies. (T, 3707
c. The administration of multiple Vitamin B and
mineral injections is of no therapeutic value to this patient as

there is no indication in the medical record that this patient

was deficient in the substances prescribed.

d. On October 1, 1986, Respondent ordered sublingual

Vitamin B12 without indication.




e. The care rendered to this patient by Respondent
was deficient with regard to the prescription of Nystatin an

NHovember &, 1988.

i. The patient had complained of a sore rash on
the upper lip.

ii. The medical record does not indicate any
description of the rash, how long it has been present, whether or
not it was recurring or whether any diagnosis of the rash was
made prior to the prescription of Nystatin (an antifungal

medication). (7. 3713

19 The care rendered to Patient #16 by Respondent was

L P .

deficient.

3. Patient £16 sought treatment from Respondent in
1981 for skin lesions described as basal cell carcinoma in the
laboratory report dated 1-7Z¢<81. On Jdanuary 1%, 1987,
Respondent®s impressions were: skin lesion - left temple; mild
arthritis. Hair analysis and EXEC IV blood tests were ordered.

k. Tha care rendered to this patient by Respondent

with regard to the skin lesions was deficient.

i. This patient had a historv of basal cell
carcinama confirmed hy laboratorv study. (State Exhibit 1g)
ii. Respondent did not document that he did any

scrapings or cultures of the skin lesion on January 19, 1987 and

the medical record doues not describe or identify the lesion. (T.

3781



# iii. Respondent did not refer the patient %to a
Dermatologist or document that he made such a referral and the

patient refused. (T. 3773

iv, Respondent treated the lesion with topical

application of Selenium, which is not identified as a valid

treatment for basal cell carcinoma by the medical community. (T.
376-377)
V. The merdical record does not contain any

further reference to the lesion on the left temple until January
2, 1988, (State Exhibit 167
(13 On January 22, 19283, Respondent noted:
Tgkin lesion on left temple almost completely disappeared.™
(23 Oﬁ UOctober 26, 1988, Respondent noted
"small skin lesion on left forehead seems to go down somewhat
with Vitamin E or aloce or other topical remedies.”™
vi. On March 6, 1989, the patient complained of a
new skin lesion on the chest wall and Respoandent prescribed
Nystatin without anv indication in the record that a diagnosis of
the lesion was made to substantiate that the use of an
anti-fungal medication such as Nystatin would be appropriate.
(T. 378)
c. The care rendered to Patient #16 by Respondent
with regard to the injuries she suffered in an automobile
accident on April 12, 1987, was deficient.

i, On April 13, 1987, this patient stated that

she was involved in a car accident on the night before and that



her chest wall and upper abdomen hit the stezring wheel, (State

Exbibit 16 and T. 378)

ii. Respondent noted only "no gross findings on
exam®™ in the medical record, and he did not describe either the
examination he did or his physical findings. (T, 379 and 385)

iii. A chest x-an is a pertinent test for a

person who sustains a3 chest trauma, and the medical record does

not indicate that the Respondent ordered a chest x-ray to rule

out any pnssibility of fractured ribs,. (T. 379 and 385)

iv. An EKG is a pertinent tost for a person who
sustains a chest trauma, and the medical record does not indicate
that Respondent ordered an EKG for this patient after the injury
she sustained to the chest wall. (7. 379 and 383)

d. The care rendered to tihis patient with regard to
indigestion and epigastric distress was deficient.

i, Patient complained of indigestion and
epigastric distress on September 15, 1987, at which time
Respondent orderasd an upper abdominal sonogram.

ii. Respondent, at that time, did not note any
treatment plan for these complaints. (State Exhibit 1467

iii. On Janusry 22, 1988, the patient again

complained of epigastric discomfort, and Respondent noted only

that the sonogram had not vet been taken.
iv. The April 2%, 1988, note indicates that the

sagnogram was negative, but there is no indication of treatment

addressing the problem. (State Exhibit 162



20. The care rendered to Patient i17'by Respondent was
deficient,
a. Patient” #17 scught treatment from Respondent on
April 14, 1987, at which time the impressions noted in the record
were:t hyperthyroidism} nervousness; low energy; depression;
anxietv; headaches; PMS; recurrent vaginal veast infections;
sweet craving; acne; environmental sensitivities; mild digestive

disorders; upper and lower backache, and possible chronic
candidiasis. A hair analvsis was ordered, medical records were

requested and Nystatin oral powder and vaginal suppositories were
prescribed.

b. The care rendered to Patient #17 by Respondent
with regard to the diagqosis and treatment of candidiasis was
deficient.

i. Respondent's medical records do not document

that any vaginal smears or other laboratory tests were conducted

to substantiate the diagnosis of candidiasis. (T. 387)
ii. Respondent prescribed Nystatin without
indication. (T, 3871
c. The care rendered to Patient #17 by Respondent

with regard to the treatment of thyvroid dysfunction was
deficient.
i. On September 14, 1987, Respondent noted

"ecutting down on Propvlthiouracil (PTU}Y to0 2-49-day (used to take
67day)."™ (State Exhibit 17)
ii. PTU is a drug which is effective in the

treatment of overactive thyroids. (T. 388)



iii. On Qctober 19, 1987, the pétienf's T3 was 239

(normal 100-109). (State Exhibit 17 and T. 389)

iv. On November 27, 1987, the patient took three

PTU per davy. (State Exhibit 173

V. On February 246, 1988, Respondent noted: T"off
Propvlthiouracil ¥ 2 months." (State Exhibit 17)
vi. The standard of care with regard to the

decrease of FPTU for a patient requires that the patient be

closely monitored for pulse, blood pressure and various physical

signs and laboratory tests, and to order thyroid function tests

as the medication is continually decreased. (T. 3891

vii. The medical record does not document who

advised the patient to discontinue the PTU.

viii. The medical record does not document that

any blood tests were crdered for this patient during the time

that her thyroid medication was being decreased. (T. 389)

d. The care rendered to this patient hy Respbndent

with regard to her ccemplaints of episodic illnesses was

deficient.

i. Upper respiratory tract infections were
reported to Respondent by this patient on seven (7)) cccasions
(571387, 810,87, 971687, 11s/27/87, 12/77/87, 12/9/87, and
2797897, (State Exhibit 17 and T. 3881

ii. There are no temperatures recorded in the

medical records for those dates (T. 388) and the medical record

does not indicate that any tests or cultures were performed to



diagnose and treat the upper respiratory tract infection. (State

Exhibit 17}

21. The care rendered to Patient #18 by Respondent was

deficient.

a. Patient #18, who had a history of eight prior

admissions to psvcéhiatric hospitals, sought treatment from

Respondent on January 13, 1988:; at which time the latter's

impressions were: chronic depression and anxiety; fatigue and

phobias; headaches; mild digestive disorders; mild envirconmental

sensitivities; sweet and carbchydrate craving: possible chronic

candidiasis. The record noted that the patient had heen taking

six (&) 300 mg Lithium per day for a few weeks but had staopped

Respondent ordered EXEC IV,

>

~taking all drugs two (2) weeks ago.
Lithium, HODL and TSH blood tests. Respondent prescribed multiple -

B Vitamins and folic¢ acid injections and Nystatin oral powder and

tablets.

b. The care rendered to Patient #18 by Respondent

with regard to the diagnosis and treatment of candidiasis was

deficient.
i. The medical record does not document that any

laboratory tests or history were obtained to substantiate the

diagnosis of candidiasis. (State Exhibit 187
ii. Respondent prescribed HMystatin for this

patient without indication. (T. 394-3%5)

C. The care rendered to this patient by Respondent

with regard to the prescription of thyroid medication was

deficient.



i. The blood studies ordered for this patient
indicated normal thyroid studies. (State Exhibit 19 and T. 395)

ii. Respondent ordered one half a grain of
thyroid medication on the basis of the patient's axillary

temperatures. (State Exhibit 18)

iii. As this patient had a history of psychiatric
disorders, the administration of thyroid medication was
contraindicated, (T, 394)

iv, The blood test done on March 11, 1988
indicated that the patient had a high free thyroxin index (T7) of
14.5% (normal 5-12), and Respondent, on March 29, 1988, prescribed
thyroid medication for this patient. (State Exhibit 18)

d. The administration of multiple Vitamin B and
mineral injections is cf no therapeutic value Lo thig patient as
there is no indication in the medical record that this patient
was deficient in the substances prescribed.

2. The care rendered to this patient by Respondent

with regard to the patient's psychiatric problems was deficient.

(T, 401)
i. The patient complained of phobias and panic
attacks within one month of Respondent's prescribing thyroid

medication for him, and Respondent's medical records do not

address this problem. (T. 397)
ii. The medical record does not document that the
Respondent referred this patient to a psychiatrist or that he

made such a referrasl which was refused by the patient. (State

Exhibit 18)



iii. The blood tests done on March 11, 1988
indicated that the last dose of lithium was taken at 12:00 p.m.
on March 10, 1988, at which time the serum lithium level was less
than 0.058 mEars1 (normal 0.5-1.5). (State Exhibit 18)

iv. The medical record, on June 22, 1988,
indicates that the patient has taken Tofranil, but the record
does not indicate who ordersd the medication. (7. 397)

v, 6n January 2%, 1989, Respondent ordered
Noripramin and Flavil (anti-depressants) fer the patient, but
there was no diagnosis te justify the prescriptiors., and no
description of the symptoms or reference to the patient's
4psychiatric problems. (T. 398)

vi. on June 5, 1989, Respondent prescribed Elavil
and Lithium for the patient without apy indication in the medical
raecord as to the reason for the change in the psychia?ric
medication. There is no information in the medical record
addressing the psychiatric symptoms. (T. 399)

22 The care rendered to Patient #19 by Respondent was

2.
deficient.

3. Patient #1319 sought treatment from Respondent from
May 10, 1985 ta June 24, 1989. The May 10, 1985, medical record
notes that Respondent's impressions were: lower back pain and
sciatica;i; recurrent sore throats and post nasal drip; low energyv;
and possible systemic candidiasis. The Respondent requested

medical records, ordered a hair analysis, and prescribed multiple

B vitamin, folic acid, calcium injections, and Nystatin oral

powder.



b. The sdministration of multiple Vitamin B and

mineral injections is of no therapeutic value to Patient #19 as

there is no indication in the medical record that this patient

was deficient in the substances prescribed.
i. Respondent prescribed the multiple B Vitamin

and folic acid injecticns on 62 occasions from May 10, 1985, to

June 4, 1989. (State Exhibit 19}

ii. There is no labhoratory verification that the

patient was deficient in any of the vitamins prescribed. (State

Exhibit 19
iii. Respondent administered calcium injections to

this patient on 20 ocrasions between May 10, 1985 and November 1,

1988, notwithstanding the normal levels of calcium noted in her
blood tests and hair analysis, . {(State Exhibit 193

iv., Respondent administersd magnesium injections
tu this patient on five occasions between May 30, 1986 and

Novemher 1, 1988, without any indication that she was deficient

in this mineral. (State Exhibit 19)

c. The care rendered to this patient hy Respondent
with regard to the disgnosis and treatment of candidiasis was
deficient.

i. There were neither laboratory tests nor

history to substantiate a diagnosis of candidiasis. (T, 416 and .,

State Exhibit 19)

ii. Respondent prescribed Nystatin without

indication. (T. 4163



d.: The care rendered tao Patienf #19 by Respondent
with regard to the diagnosis and treatment of the urinary tract
symptoms was deficient.

i. On October 30, 1986, the patient reported

symptoms suggesting a urinary infection. Respondent perfarmed a

-

dipstick urinalysis which indicated blood (2+). (State Exhibit
19)

ii. Respondent ordered a Vitamin C injection and
prescribed fluids, cranberry and aloes juices, and Pyridium, a
bladder anesthetic. {(State Exhibit 19 and T. 407)

iii. Intravenous Vitamin C is not appropriate
treatment for a suspected urinary tract infection. (T. 410)

(1) Vitamin C has ascorbic acid, and thus
acidifies the urine. (T. 417} .

(2) Vitamin C may be an aid in the treatment )
of urinary tract infections, but it is doubtful whether it is an
efficacious treatment for urinary tract infection. (T. 417)

iv. The medical record dees not indicate that a
diagnosis was made, (State Exhibit 19 and T. 410)

V. The standard of care for the diagnosis and
treatment of symptoms such as those presented by this patient
reqﬁires the determination of the amount of leukocytes in the
urine and a culture prior to prescrihing any medications. (T.
409}

vi, The medical record does not document that the
Respondent ordered a microscopic urinalysis to rule out a urinary

tract infectiaon although the standard of care reguires that a



physician obtain a culture and begin treatment after the results
aof the culture are obtained. (State Exhibit 19)

e. The care rendered to this patient by Respondent
with regard to the prescription for iraoan and liver injections was

deficient.

i.’ This patient had a hysterectowmy in January
1985. (State Exhibit 193

ii. The blood studies relied upon by Respondent
for his prescription of liver and iron for this patient were
obtained the day after the hysterectomy was performed. (State
Exhibit 19 and T. 411)

iii. The medical record does not indicate that a
repeat blood study was performed in Juiyv 1985 when the liver and
iron injections were prescribed for this patient. (State Exhibit
19)

iv. The blood studies which were done for this
patient on July 1, 1985, July 3, 1985, June 11, 1986, Ap}il 13,
1987, and April 27, 1988 indicated that her liver and iron levels
were within normal limits. {State Exhibit 197

V. Respondent continued to prescribe liver and
iron injections on b5 occasions until June 24, 1989. (State
Exhibit 19 and T. 413)

f. The care rendered toc Patient #19% with regard to

her symptoms of screness in her left breast was deficient.
i. On August 5, 1987, this patient complained of

"soreness of the left breast for the past few weeks." (State

Exhibit 19 and T. 413)



ii. After examination, Respondent noted "possibly
some tissue changes but no definite well defined nodules.™
(State Exhibit 19)

iii, Respondent ordered a mammogram and prescribed

apricot kernels, intestinal cleansing, and observation. (State

Exhibit 193
iv. There is ho medical indication for the use of

intestinal cleansing for the symptoms of bhreast soreness,. (7T,

414~415)

V. Respondent reported that the mammogram was

negative.
vi. 0On Octcher %, 1987, the patient had "no
complaints about breast problems,"”™ and there is no other

reference to this problem in the chart through June 198%. {State

Exhibit 19)

vii. There is no indication in the medical record
that the Respondent performed regular breast examinations for

this patient. {Qtate Exhibit 193

g. The care rendered to Patient #1% bv Respondent for

symptoms of a sore throat was deficient.

i. On February 2, 1987, the patient complained

of a sore throat, and there is no temperature recorded in the

medical chart, (State Exhibit 19 and T. 415)

ii. an February 9, 1987, the patient complained
of a sore throat and there is no temperature recorded in the

medical chart. (State Exhibit 19)




iii. Respondent prescribed I.V. Vitamin C for this

patient without indication,. (T. 4151
23. The care reﬁdered to Patient #20 by Respondent was
deficient.
a. Patient #¥20 sought treatment from Respondent on
January 23, 1984 at which time Respondent's impressions were:
diabetes; glaucoma; overweight; arthralgis and low energy.
Respondent ordered hair analysis, fasting blood sugar ("FBS™3},
T3, T4 and urinalysis. Respondent prescribed weekly injections
of multiple B Vitamins and folin acid., which kEhe patient received
on 1% cccasions until December 4, 1984, when Respondent
prescribed calcium in addition to the other injections.
b. The care rendered to this patient by Respondent
with regard to the treatment of her diabetes was deficient.
i. On Janhuary 23, 1984, this patient's FBS was
128 (normal 65-110) and the patient's weight was 160 lbs. T,
16499

ii. On October 15, 1984, after ten months of

treatment with Respondent, the patient’'s FBS was 193 and her

waeight was 173 1bs. (T. 420}

1iii., The patient's FBS' were measured as follows:
1127785 - 174; 4/11/86 - 2%8; 3,9/87 ~ 344, and 2/23/89% - 266.
(State Exhibit 20)

iv., Respondent, notwithstanding the continued
elevation of this patient's FBS, continued to treat this patient

without insulin. On May 7, 1985, Respandent noted "condition



under control without insulin™ even though the patient's urine

sugar was 3- at that time. (State Exhibit 20)

V. On May 7, 1985, April 28, 1988 and November
14, 1989, Respondent noted that the patient's high glucose levels
were attributable to episodic, recent dietary indiscretions by

the patient beforeé each visit. (State Exhibit 203

vi. The medical record does not indicate that the
Respondent advised the patient of the importance of adhering to

the diet. (T, 422)

vii. Although dietaryv treatment alone can he an

appropriate approach to the control of diabetes, if those efforts

fail within a few months span, other measures should be employed
in order to control the diabetes. (T. 421 and 426)

viii. The medical record does not indicate thsat

the patient was advised to take insulin for the control of her

diabetes or that she refused to take insulin for the control of

her diabetes, (State Exhibit 20 and T. 427-428)

ix, There is no indication in the medical recoard

that oral hypoglvcemics ware utilized or recommended in this

case. (State Exhibit 20 and T. 628)

c. The care renderecd to Patient #2080 by Respondent
with regard to the prescription of thyroid medicaticen was
deficient,

i. On December 4, 1984, Respondent prescribed
thyroid medication on the basis that the patient had taken
previously, from ages 13 through 321. (State

thyroid medicatian

Exhibit 20 and T. 422)



ii. The medical record does not indicate that any

current thyroid studies were ordered by Respondent. (T, 4223

iii. The thyroid studies of February 8, 1984 were

within normal limits. (State Exhibhit 20D
d. The care rendered to this patient by Respondent

with regard to the diagnosis and treatment of candidiasis was

deficient.

i. The medical record does not indicate that

there are any vaginal cultures or labharatory tests or history to

substantiate the diagnosis of candidiasis. (State Exhibit 20)

ii. Respondent prescribed Nystatin and HNizaral

without indication. (T. 423)

= The cars cendered to Patient #20 by Respondent

with regard to ths svmptoms of oczsazionsl chest pain was

deficient.

i. As 2 diabetic, this patient was at risk for
cardiac disease. (T.423)

ii, On December 9, 1987, this patient complained
aof occasional chest pain tc Respondent. (State Exhibit 200

iii. The medical record does not indicate that the

Respondent performed a cardiopulmersry examination, ordered an

EKG, or referred this patient to a cardiologist. (T. 424)

iv., The patient was not seen by Respondent again -
until April 29, 1988, when the patient again reported chest pain
for the past three (3) davs. {State Exhibit 20)

V. The medical record does not indicate that

Respondent performed a cardiocpulmonary examination, ordered an



FKG, or referred the patient to a cardiclogist. (State Exhibit

203

vi, On” January 14, 1989, the patient again
complained of chest pain, and at this time, Respondent ordered a

stress test. (State Exhibit 20)
GG, The care rendered to Patient #21 by Respondent was
deficient.
a. Patient #21 bhegan seeing Respondent in 1980. On
December 17, 1986, Respondent made the following diagnoses:
histiocytoma, recurrent; arthritis and backache; post-stroke
paralysis left hand.

b. The care rendered to this patient by Respondent

with regard to her previous and other medical treatment was

deficient,

i. This patient's chart contsins references to
treatment by other physicians and hospitals for angina,
hypertension, peripheral vascular disease and renal disease.

(State Exhibit 213
ii. The medical recgred record of Respondent did

not maintain a current list of the patient's problems or the
patient's current medications prescribed bv other health care
providers. {(State Exhibit 12)

iii, The maintenance of a current list of

medications prescribed by other health care providers is

important so that possible adverse drug reactions might be

avoided.



c. The care rendered tu Patient #21 by Respondent
with regard to the prescription for HNystatin was deficient as
there was no indication that this patient was diagnosed as having

candidiasis., (T.440)

d. The care rendered to this patient by Respondent
with regard to thé prescription of thyroid medication was

deficient.

i. The medical record does not indicate that a
thyroid function test was performed prior to the prescription of

thyroid medication, (State Exhibif 217

1. Respondent prescribed thyroid medication on
the basis of an axillary temperature of 97 degrees. (State
Exhibit 21)

e, The administration of multiple Vitamin B and

mineral injections 1is of no therapeutic value to this patient as
there is no dindication in the medical record that this patient
was deficient in the substances prescribed.
f. The care rendered to Patient #21 by Respondent
with regard to the administraticon of a CEA (est non September 5,
1985 was deficient.
i. This patient had a history of histiocytoma, a
tumor composed of histocvtes. (T. 4371
ii, The CEA is not consistent with the
histiocytoma. (T. 43713
g. The care rendered to this patient with regard to
the December 17, 1986 administration cf amygdalin (Laetrile) was

deficient because, in 1986, it was not approved for dgeneral use



by the FDA, and, in 1986, there was no evidence that there was

any indication for amygdalin therapy in medicine. (T. 439)
45, The care rendered to Patient #22 by Respondent was

deficient.

a. Patient #22 sought treatment from Respondent on
April 18, 1988, at which time the latter's impressions were:
myelofibrosis - severe anemia and pancyvtopenia; chronic cardiac
arrhythmia; muscle weakness and fatigue; post nasal drip and
cough; G.I. disorder and reflux esophagitis; prostate enlargement
and urinary frequency: sugar craving; poessible chronic
Respﬁndent ordered hair analvsis, injections of

candidiasis.

multi-B vitamins, folic acid, liver and iron and prescription of

Nystatin.
b. The care rendered to this patient with regard to
the treatment for myelofivbrosis was deficient.
i, The standard of care with regard to the
treatment of myelofibrosis and severe anemia requires that the
physician determina the severity of the apemia, the severity of

the leukopenias and the severityv of the threombocvtopenia. [

466)
ii. The medical recard dnes not indicate that

Respaondent adequately meonitored the patient's status as there is

no indication that blood tests were ordered. (State Exhibit 22)
iii. Myelofibrosis, the invasion of the blood

cells by fibrous tissue, generally requires transfusion of blood

in order to address the deficiencies created by the disease. (T.

G467



iv. The medical record does document that the
patient refused to have blocod transfusions. (May 16, 1988).

(State Exhibit 22)

V. Nystatin and hair analysis have no purpose in

the above diagnoses. (T. 445)

vi. Although the patient's iran levels were
within normal limits, Respondent prescribed iron injections on

April 18, 1988. (T. 448)

vii. Respondent ordered intestinal cleansing for

this patient on April 22, 1988 without indication. (T. 449}

viii. Respondent administered I.M. vitaminp

injections and I.VY. vitamin C and magnesium injections on 19

¢

occasions in less than a 90 day period (April! 18, 1988 to July 5,
19881 and this care was deficient as there is no indication that

there was any folleow—up blood testing to verify whether this

treatment plan was effective,. (T, 4523

c, The care rendered to Patient #2272 hy Respondent

with regard to the diagnraosis and treatment of candidiasis was
deficient.
i.The medical record does not indicate that there

was anhy laboratory testing or history to substantiate a diagnosis

of candidiasis. (State Exhibit 22)

ii., Respondent prescribed Nystatin without

indication.

694, The care rendered to Patient #23 by Respondent was

deficient.



a.: Patient ¥22 sought treatment from Respondent on
Movember 3, 1987, at which time the latter's impressions were:
chronic G.I. disorders; fatigue, anxiety, nervousness; headaches
~ dizziness and visual difficulties; mild hypertension; anal
dermatitis: environmental sensitivities; sweet cravings -
possible chreonic candidiasis. Respondent requested the patient's
medical records, ordered multi-B vitamin and folic acid
injections, and prescribed Nystatin cral powder, tablets and
topical cream.

b. The administration of mu]%iple Vitamin B and
minaeral injections is of no therapeutic value to Patient #22 as
there 15 no indication in the medical record that this patient
was deficient in the substances prescribed.

c. The care rendered to this patient py Respondent
with regard to the diagnosis and kreatment of candidiasis wa%
deficient.

i. The medical record does not indicate that
there were any lahuratory tests or history, other than sweet
cravindgs, to substantiata a3 diagnosis of candidiasis. (State
Exhibit 23)

ii. Resrondent praescribed Nystatin without any
indication, (T. 4573

45, The care rendered to patient #24 by Respondent was
deficient.

a. Patient #24 sought treatment from Respondent on

January 20, 1988 at which time the latter's impressions were:

hypertension; obesity?: low energv: arthralgis - right elbow,

e,



muscle cramps-legs; G.I. disorders; varicose veins; sweet and
carbohydrate craving - possible chronic candidiasis. Respondent
ordered hair analysis. requested medical records. prescribed
multiple B vitamins and folic acid injections, and prescribed
Nystatin oral powder and tablets.

b. The care renderéd to this patient by Respondent
with regard to the diagnosis and treatment of candidiasis was
deficient.

i. The medical record does not indicate any
laboratory tests or historv to subs*antiaée a diagnosis of
candidiasis.

ii. The Respondent prescribed Nystatin without

indication.
c. The care renderad to this patient with regard to
the management of her hypertension was deficient,

i. The patient reported having been diagnocsed
with hypertension "5-10" vears prior to her first visit to
Respandent. (State Exhibit 24)

ii. The patient reported having taking Indersl

for one vear until about one month pricr to the initiasl visit teo

Respondent. (State Exhibit 24)
iii. The medical record notes that this patient
had taken Hvlorel and Inderal and a diuretic, with resulting

nervousness, tachycardia and palpitations from the medications.

(State Exhibit 24)



iv. On January 20, 1988 the patient's blood
pressure was recorded as 180,120 in both arms and her weight was

recorded as 218 1lhs. (State Exhibit 24)

V. The standard of care with regard to the

treatment of a patient with a significantly elevated blood
pressure and history of Hypertensicn requires that the physician
inguire whether the patient is taking her blood pressure
medications, advise the patient to lose weight if the patient's

welight was excessive, and adjust the medications. (7. G61)
vi. The medical record deoes not indicate any

treatment or medication prescribed for the hypertension.

vii. The next office note, on April 26, 1988,

states, "off all drugs - feeling much hetter..." and notes that

the blood pressure is 1707110 and weight was 202 1bs. There is
no indication in the medical record of any treatment or

medication prescriked for the hypertension.

viii. Although the medical record does note that

the palient was no longer taking blood pressure medication, it

does not indicate that she was advised tn lose weight as an
effort to control the blood pressure. (T. a6l

ix. The blood pressure readings of 180/120 and

170-110 in a four month period indicate that the patient's blood

pressure placed her at an increased risk of heart attack or
stroke and was not under cantrol. (T, 461)
d. The administration of multiple Vitamin B and

mineral injections is of no therapeutic value to Patient #24 as

- 74 -



there is no indication in the medical record that this patient
was deficient in the substances prescribed.

G6 . The care rendered to Patient #25 by Respondent was not
deficient.

a. The medical record and testimony presented at the
hearing substantidted that the care rendered to this patient by
Respondent with regard to the treatment of breast tenderness in
1985 was not deficient as the patient was being treated by a
gvnecologist for this praoblem during the pericd in dispute.

b, The medical record and testimony presented at the

hearing substantiated that the care rendered to this patient by
Respondent with regard to the treatment of an upper respiratory
infection on March 26, 1986 was not deficiant as Respondent
prescribed an appropriate medication for her cough and did not
order an antihioctic without first obtaining a culture.

c. The administration of multiple Vitamin B and
mineral injections is of no therapeutic value to Patien£ #25 as
there is no indication in the medical record that this patient
was daeficient in the substances prescribed.

47. The care rendered to Patient ¥#26 by Respondent was
deficient.

a. Patient #26 sought treatment from Respondent on
March 30, 1988, at which time the latter's impressions were:
anhginas peripheral vascular disease; gangrene left big toe; pain
in the left foot and leg; possible diabetes (by history); weight
loss; mild constipation; lower backache; emvironmental

sensitivities; fatigue; sweet craving; poessible chronic



candidiasis.- Respondent ordered a hair analysis, EXEC IV and

HOL, requested medical records, ordered multiple B vitamin and

folic acid injections, and prescribed Nystatin oral powder and
tablets.
b. The care rendared to this patient with regard to
the diagnosis and treatment of candidiasis was deficient.
i. The medical record does not indicate that

there were any laboratory tests or history to substantiate a

diagnosis of candidiasis.

The Respondent prescribed Mvstatin without

ii.
indication.
[ The use of Sub-lingual vitamin B12 has no medical
indication. (T. a488&)
d. The care rendered to this patient with regard to

his complaints regarding the history of angina was deficient.

i. Histery of angina was noted in the medical
record at the time of the initial visit on March 30, 1988,
(State Exhibit 26)

ii. On April 27, 1988, the medical record notes
that the patient's pulse was 76 and irregular and that the
patient's family reported that he had not taken his prescribed
medications for the past few days. (State Exhibit 26)

iii. The standard of care requires that an EKG be

done at this time so that the treatiny physician would be better

able to assess the patient's condition. (7. 485%)

iv. The failure of Respondent to order an EKG in

response to the finding of an irregular heart beat on April 27

e,



1988 prevented Respondent from having sufficient data on which to
base his decisions with regard to the care of the patient. (T.
485)

v, The medical record does not indicate that a
cardiopulmonary examinafion was performed on April 27, 1988.

(State Exhibit 26)

e. The care rendered to Patient #26 with regard to
the abnormal electrolyte findings of the April 5, 1988 blood
tests was deficient.

i On April 5, 1988, this patient had blood
tests done, the results of which indicated abnormal electrolytes:

2.%% Sodium 12224, Chloride 88; glucose 116.

BUN 453 Creatinine

(State Exhibit 267

ii. On April 12, 1988, Respandent excised an

infected toenail from the right big toe of this patient. (State

Exhibit 286)

iii. The April 12. 1988 medical record notes the
abnormal electrelyte results. (State Exhibit 26)

iv., The standard of care for a patient whose
electreolyvte results are abnoarmal requires that the physician
investigate the causes nf the apparent rensl failure, i.e.
dehydration, and then to do other blood tests for serum

electrolvtes to determine the cause of the apparent renal

failure. (T. 481)

v, The medical record does indicate if the

patient was dehydrated; or if other causes for the apparent renal

failure were investigated. (T. 482)



vi. Respondent prescribed Natra-Bio kidney drops
for this patient in response to the abnormal electrolyte results

and recommended a diet high in fiber, low in fat and salt and

sugar free. (T. 482>
vii. At the April 27, 1988 visit, when the

patient’s family reported that the patient was depressed and had

stopped taking his prescription medications for the past fTew

days, Respondent told the patient that he should continue on his

medications, and he added sublingual Bl2, Cr-syme, Hawthorn Berry

Caps, and Biocardiozyme-Torte to the patient's treatment regimen.

(T. 483)

viii. The medical record does not indicate that
the Respondent attempted to determine the cause of the kidney

failure or %ta obtasin serum electrolytes. (7. 4811

ix. On April 28. 1988, the daughter of this

patient called Respondent and advised him that the patient was

cold and clammy and did not look well. Respondent advised her to

take the patient to the hospaital. The patient died several hours

later at the hospital. (State Exhibit 263

48. The care rendered to Patient #27 bv Respondent was

deficient.

a. Patient #27 sought treatment from Respondent on

June 14, 1984 for episodes of nervousness, anxiety, depression

and insomniaj; fatigue; low energy; leg cramps; arthralgia - left

shoulder; constipation; skin lesions of facej; and mild prostatic

enlargement, Respondent ordered hair analvysis, injections of



el

multiple B vitamins and folic acid, and prescribed Nystatin oral
powder .
b. The care rendered to this patient by Respondent

with regard to his prostatic enlargement was deficient.

i, Respondent treated this patient for a period
of twe and a half years for prostatic enlargement by prostatic
massage alone. (State Exhibit 273

ii. The medical record does not indicate the
size, consistency, tenderness or presence of any masses in the
prostate during the entire rcourse of treatment, {&tate Exhibit
27 and T. 496}

iii. The mecdical record does not indicate a
diagnoesis of the prostatic condition, or a description of the
prostate at the time prostatic massage was begun. (T. 507)

iv. The only mentions in the record of the
effects of the prostatic massage treatment are comments regarding
the pastient's pocturia and occasional mention of the stream.
(State Exhibit 272

V. The madical record does nrt indicate that
Respondent ever referred this patient to a urologist. (State
Exhibit 27)

vi. The medical record for April 29, 1987,

indicates that the patient was having increased difficulty with

urination. (State Exhibit 27)

vii, On May 7, 1987, the medical record indicates
that the Respondent p}escribed Ampicillin for this patient as the

result of a phorne call in which the patient stated he had a



"recurrence of symptoms again since last night."™ (State Exhibit
27) '

viii. On Mav 21, 1287 the prescription for
Ampicillin was renewed by Respondent. (State Exhibit 27)

ix. The medical record for November 4, 1987

indicates that the patient consulted a urologist four davs prior

and presented at Respondent's office with an indwelling Foley
catheter., There is no mention of the name of the urologist nor

any indication that a report from i(he urologist was sought by

Respondent, (State Exhibit 27)
X . The medical recards for HNovember 12, 19 and

25, 1987 indicate that the patient still had a catheter, There

is no further mention of the prostate conditian. (State Exhibit
27)

xi, The medical record for December 24, 1987
indicates that the patient had a TUR under spinal on December 18
at lLaurel Hospital and was discharged on December 23. (State
Exhibit 27)

xii. The medical record does not contain any
indication that the TUR undergone by the patient in December,
1987 was the result of a referral by Respondent, and there is no
record of the operating phvsician's name or any report from the
surgeon in the medical record. (State Exhibit 273

xiii. Prostatic massage, alone, is a viable
treatment for speeding up the course of treatment for transient
inflammation of the prastate, hut it is not known to be effective

far the treatment aof chronic prostatic enlargement. (T, 493)



c. The care rendered to this patieﬁt by Respondent
with regard te his irregular heart beat was deficient.

i. On February 25, 1987, this patient was seen
by a cardiologist at Washington Adventist Hospital on referral by
Respondent.

(1) The caraiologist, in his report to
Respondent, stated that: "He should not be allowed to have a
rapid ventricular rate from this atrial fibrillation because if

it persists for a very long time it can cause ventricular

"

dvsfunction....
ii. On August 27, 1987 the medical record
indicates "irregular heart beats®™ {(Pulse 76 - irregular).

iii. The medical record for that date does not

indicate that any cardiopulmonary examination was done, that an
EKG was ordered, that any further investigation of this problem

was addressed, or thal he was again referred to a cardiologist.

(T. 4993

v, Respondent prescribed Kelp tablets for this
patient on that date. {(State Exhibit 27

v. On July 21, 1988, the patient's pulse was 80
and irregular, and Respondent prescribed magnesium sulfate.
There is no indication in the medical record that any further
investigation, EKG, or referral to a cardiologist was ordered at
that time. (T. 499%9)

d. The care rendered to this patient with regard to

the use of MNystatin was deficient as the medical record does not



indicate that there was any laboratory test or history +to
substantiate a diagnosis of candidiasis. (T. 699)
49, The care rendered to Patient %28 by Respondent was

deficient.

3. Patient #28 sought treatment from Respondent on
February 29, 1988, at which time the latter's impressions were:
prostate carcinomaj hvpertension and arrhythmiaj; G.JI. disorders
and diverticulitis; fatigue, low energy, low equilibrium; hand
tremors and nervousness; decreased hearing; sweet craving -
possible chronic candidiasis. Respondent ordered a pubic hair
analysis, requested medical records, prescribed multiple B
vitamin, folic acid, liver, calcium., and magnesium injecticns;
and prescribed Nystatin cral powder and tablets,.

b. The care rendered tc this patient by Respondent
with regard to his hyﬁertension was geficient.

i. On March 14, 1988:; the blood pressure of this
patient was 150796 and the medical record noted: "cutting down
on Dyazide ~ did not take it today.™ (State Exhibit 283

jii. The medical record for March 14, 1988 also
notes that this patient's potassium (K level in January of 1988

was 3.2 but that the patient was not aware of that fact. (State

Exhibit 238)

iii., The standard of care in the treatment of
hypertension is to advise the patient of the importance of taking

the anti-hypertensive medication. (T. 517)

iv. The medical record does not indicate that the

Respondent advised this patient of the importance of taking his



hypertensive medicatiuns (Dyazide and Cardizem} as prescribed.

(T. 516&)

V. Some hypertensive medications can cause low
potassium, and therefore it is important to measure the serum
potassium levels in patients who are taking hypertensive

medications. (T, 518)

vi. The medical record does not indicate that
Respondent had the serum potassium levels checked for this

patient. (T. 518)

50. The care rendaresed to FPatient %29 bv Raespondent was

deficient.

a. Patient %29 sought treatment from Respondent on
February 5, 1%81. A history and physical on January 1%, 1987
indicated the followinrg diagnouses: arthritis and backache;

digestive disorders; sinus ceondition; urinary frequency;
environmental sensitivities; and possible chronic candidiasis.
This patient was noted to be allergic to aspirin on each page of
the record. Respandent ordered hair analysis, EXEC IV, axillary

temperatures, and inhiections of multinle B vitamins, folic acid.

calcium and magnesium.

b, The care rendered to this patient with regard to

the diagnosis and treatment of candidiasis was deficient.

i. The medical record does not indicate any
laboratory test or history to substantiate a diagnosis of

candidiasis. (7. 5213

ii. The Respondent prescribed Nystatin without

indication. (T. 521)



c. The care rendered to Patient %29 by Respondent
with regard to his prescription for sublingual vitamin B1l2 on
March 16, 1987 was deficient. (7. 521)

i. There is no indication in the medical record
that this patient was deficient in that vitamin. (T. 522)

ii. Use of sublingual Vitamin B12 for this
patient has no therapeutic value.

d. The administration of multiple Vitamin B and
mineral injections is of no therapeutic value to this patient as
there is no indication in the medical record that she was
deficient in the substances prescribed.

e. The care rendered tc this patient by Respendent

with regard to the prescription of Willow Bark was deficient.

i. The patient was noted on the chart to be
allergic to aspirin. (7. haa)
ii. Willow Bark contains salicvylates, an active

ingredient in aspirin. (T. B23)

iii. Although the patient was not reported to have
any adverse reaction to the Willow Bark, it is not demonstrated
in the medical record whether this was because she was not
actually allergic to aspirin or because she did not actually take
the Willow Bark. (T. 523)

51. The care rendered to Patient #30 by Respondent was
deficient.
a, Patient %30 socught treatment from Respondent on

March 28, 1988, at which time the latter's impressians were:

chronic dermatitist chronic G.I disorders; PMS; food allergies

— 8(* -
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and environmental sensitivities: nervousness and muscle tension

(neck and shoulders); fibrocystic breasts; sweet craving:

possible chronic candidiasis. Respondent ordered hair analysis,

EXEC IV, HDL, pap smear and axillary temperatures. Respondent
prescribed multiple B vitamin and folic acid injections. and
Nvstatin oral powder, tablets énd vaginal suppositories.

h. The care rendered to this patient by Respondent
with regard to the diagnosis and treatment of candidiasis was
deficient.

i. The medicnl record does net indicate that
there were any vaginal cultures or laboratary tests or history to
substantiate the diagdnosis of candidiasis. (T. 5B26)

ii. The Respondent prescribasd Nystatin without
indication. (7. 526

c. The care rendered to this patient by Respondent
with regard to her fibrocystic disease was deficient.

i, The patient's initial history states that she
has fibrecystic disease, and Respondent noted "lumps in breast.”
(State Exhibit 309

ii. The standard of care for the medical

treatment of patients with fibrocystic disease is to obtain a

mammogram. (T. 5271

iii. The medical record does not indicate that
Respondent ordered a mammogram or that the patient refused to

have a mammogram. (T. 5271}

d. The care rendered to Patient #30 by Respondent

with regard to her elevated lymphocyte found was deficient.



i. On May 31, 1988, Respondent noted that this

patient's lymphocytes were 67 (normal 10-69). (State Exhibit 303

ii. Elevation in lymphocytes may be non-specific,
but may indicate that there is a disease process going on in the
patient. (7. 527)

iii. The standard of care is to obtain a repeat

lymphocyte count to determine if there is an error or if the

count is continuing to elevate or go down. (T. 528
iv. The medical record does not indicate that

Respondent addressed this condition either by further

investigation or by formulating a treatment plan. (State Exhibit

30
e. The administration of multiple Vitamin B and
mineral injections is of no therapeutic value to this patient as

there is no indication in the medical vecord that he was
deficient in the substances prescribed.

2. The care rendered to Patient #31 by Respondent was

i

deficient.
a. Patient #31 sought treatment from Respondent in

1980. On July 16, 1984, Respondent's impression was chronic
candidiasis. Respondent prescribed Nystatin oral powder and an
anti-~veast program. Respondent prescribed calcium gluconate and
multiple vitamin B and folic acid injections.

b. The care rendered to this patient by Respondent

with regard to the diagnosis and treatment of candidiasis was

deficient.



i. The medical record does not indicate that
there was nay laboratory test or history teo substantiate a

diagnosis of candidiasis. (T. 5323

ii. The Respondent prescribed Nystatin without
indication,. (T. 532)
c. The administration of multiple Vitamin B and

mineral injections is of no therapeutic value to this patient as
there is no indication in the medical record that he was
deficient in the substances prescribed.
d. The care rendered to this patient with regard to
the administration of thyroid medication was deficient.
i. The laboratory resvlts of April 26, 1988

indicate that the patient's thyroid function was within normal

limits. (State Exhibit 313

ii. On December 9, 1988, Respondent prescribed
Armour Thyroid 1 grain for +this patient, and on April 10, 1989,
Respondent increased the thyroid medication to 1-1/4 gr;ins per
day. (State Exhibit 317

iii. The medical record does not contain any
information regarding further ghyroid study tests prior to the
increase in thyroid medications, and there is ne reference in the

medical record regarding any axtllary temperatures on which

Respondent may have relied in determining this patient's need for
thyroid medicatiaon. (State Exhibit 31)

iv. The use of thyroid medication where there is
no medical indication for its use can be dangerous. (T. 532 and

537)



e. The care rendered to this patient by Respondent -

with regard to dysuria was deficient.
i.  On July 24, 1984, this patient complained of
dysuria, frequency and blood tinged urine. (State Exhibit 31}

ii. Respondent prescribed Pyridium, a3 bladder

anesthetic, and ordered a urinalysis and culture and sensitivity.

(State Exhibit 31

iii. Pyridium does not treat the cause of

vurological disorders -~ it merely alleviates the discomfort,

iv. The medical record makes no further reference
to the uroloagical complaints, and there is no mentiaon in

Respondent’s notes of the results of the urine culture and

sensitivity.

53. The care renderad to Patient #32 Ly Respondent was e

deficient.

a. Patient #32 sought treatment from Respondent on

June 25, 198% at which time the latter's impressions were;

chronic digestive disorders and constipation; headaches,

backaches: low energy and depression; THJ) svndrome; passible

chronic candidiasis. Respondent ordered a hair analysis and

prescribed Nystatin, Respondent alsc prescribed injections of
multiple Vitamin B and folic acid on 67 occasians.
b. The care rendered to this patient with regard to

the diagnosis and treatment of candidiasis was deficient.

i. The medical record does not indicate that

there was any Jlaboratory test or histsry to substantiate a

diagnosis of candidiasis. (T, 53%)



ii. Raespondent prescribed Nystatin without

indication. (T. 539)
c. The care rendered to this patient with regard to
the prescription of thyroid medication was deficient.

i. On May 2, 1985, another physician ordered a
thyroid function test, the results of which were within normal
limits. (State Exhibit 32 and T. 539)

ii. On October 22, 1985, Respondent prescribed
Armour Thyroid (172 grain) based on decreased axillary
temperatures which were recorded on Oclober 10, 1985 as 97.4,
96.%, and 97.

iii. Axillary temperature is not an indication for
initiation of thyroid therapy in light of normal thyroid function
tests. (T, 5a0) ’

d. The care rendered to this patient by Respondent
with regard to her urolcocgical symptoms was deficient.

i. NOn November 17, 1987, this Respondent
racorded the pationt's complaints as “her brain sometimes does
not follow what she wankts %o do -- like 3 blockayge thalt happens
suddenly and patient cannot function as she wants to.Y (State
Exhibit 32 and T. 540)

ii. The standard of care for complaints regarding
brain function is to get a further history, investigate other
areas such as mental conditien, and do a neurological

examination. (T. 5413

iii. Othar than the recordation of the patient's

complaints, the medical record dces not indicate that any further



investigation or treatment plan was formulated with regard to

this complaint. (T. B41)

e. The care rendered to this patient by Respondent
with regard to her flare—up of upper abdomenh discomfort was

deficient.

i." On December 1, 1987, the patient complained

of a flare~up of left upper abdomen discomfort. {State Exhibit

32)

ii. Respondent prescribed rectal Nystatin.

(State Exhibit 32 and T. 542)

ii. The medical record does not indicate that
Respondent examined the patient's abdomen or made any attempt to

investigate the etiology of the complaint prior fto prescribing

rectal Nystatin. (7. 5423

54, The care rendered te Patient #3323 hy Respondent was

deficient.

a. Patient #33 sought treatment from Respondent on

March 2. 1988 at which time the latter's impressions were:
arthralgias fatigue; nervousness, irritability: dizziness;

depressioni envircenmental and chemical sensitivities; digestive

disorders; anal dermatitis; nocturia; alcohol craving; possible

chronic candidiasis. Respondent ordered a hair analysis,

requested hospital records, prescribed Nystatin and weekly
injections of multiple B vitamins and folic acid.

b. The care rendered to this patient bv Respondent

with regard to the diagnhosis and treatment of candidiasis was

deficient.



S

i. The medical record does not indicate that
thaere was any laboratory test or history to substantiate the
diagnosis of candidiasis. (T. 545)

ii. The Respondent prescribed Nvstatin without
indication. (T. 545)

c. The administration of multiple Vitamin B and
mineral injections is of no therapeutic value to this patient as
there is no indication in the medical record that he was
deficient in the substances prescribed.

d. The care rendered to this Eat\nnh v Respondent
with regard to the elevation in his ketones, as noted in the
laboratory test of April 29, 1988, was deficient.

i. The standard of care for a3 result indicting
an elevation in ketones 1is to have the ketone analysis repeated
to determine if the problem was episadic or persistent. (T. 547)

ii. The medical record does not indicate that a

ketone analysis was done subsequent to the results indicating the

elevation in ketones. (T. Ba7)
55, Respoandent failed *ro utilize and nrder standard
diagnostic tests when medically indicated as follows:

a. Respondent failed o order blucd tests tg
substantiate deficiencies in vitamins and minerals which he
prescribed for his patients; he neglected to order laboratory
tests to substantiate diagnoses of candidiasis for which he
prescribed Nystatin and Nizoral;

b. Respondent failed to order mammograms for patients

with fibrocystic diszase and histories of breast cancer:



C.

notwithstanding

d.

Respondent prescribed thyroid medication

normal thyroid function tests;

Respondent failed to counsel some

patients with

regard to the importance of taking anti-hypertensive medication

as prescribed;

e,

regard to the importance of taking medication

diabetes;

f.

Respondent failed to counsel some patients with

Respondent failed to make

in order to control

diagnoses before

initiating treatment in some patients; and he heglected to

ascertain the levels of

various vitamins

and minerals in his

patients before prescribing regular injections of them.

Based upoh

the full authorized membership of the Board,

CONCLUSTICON OF LAW

the foregoing Findings of Fact,

by a majority of

there is clear and

convincing evidence for the Board to determine as a matter of law

that Respondent violated the following terms of the probation of

the Order of

18, 1984:

w

G

the Commission on Medical

Respondent shall properly
standard diagnostic tests
and shall document in the
refusal by the patient to

Respondent shall practice

—_ 92 -

Discipline

dated September

utilize and order

when medically indicated
patient's chart any
submit to such tests;

medicine competently.



BOARD DETERMIMATION ON DISPOSITION

For the disposition,; the Administrative Hearing Officer

recommended revocation. The Board has decided instead to suspend

Dr. Shamim's license to practice medicine. Even the suspension
may be staved shortly if the Respondent demonstrates to the Board
that he is now complying with the terms of the 1984 Order.

In the dispositional phase, the focus is on protection of

the public. However, we tailor the disposition to the individual

respondent, recognizing rehabilitative as well as punitive

objectives. See Bergstain v. State. 322 Md. 506 (1991}

Mcbonnell v. Commission gn Medical Discipline, 301 Md. 426, 636

(1984), Even in the criminal arena, violation of the conditions
of probation does not necessarily mandate imposition of the
suspended sentence. Baynard v. State, 318 Md. 531 (1990).

We raise without exception from either side the issue as to
whether we have the authority in a medical disciplinary
proceeding5 to impose a disposition, upon violation of anbation
and without new charges, which is more severe than the original
order. A violation of probation proceeding is 5 derivative
action, A more severe disposition is prohibited following a

violation of criminal probation, Williams v. State, 72 Md. App.

233 (19873, The patient cases presented to us and our findings

> A Colorado court has held that in state medical board
proceedings the only restriction is that the sanction not be
arbitrary and capricious or a gross abuse of discretion. Board
of Medical Examiners v. Robertson., 751 P.2d 648 (Colo. App.

19871,




demonstrate that much of the practice of Dr. Shamim is not based
on currently accepted scientific medicine. While his failure to
adhere to proven medical techniques raises concern, our ohjective
in adjudicating the disposition of this case is to permit fairly
wide latitude to Dr. Shamim in the use of unconventional
treatments provided that he engages in appropriate medical
inquiry, extensive implementation of informed consent principles,

and documents these diagnostic inquiries and informed consent

procedures contemporaneously in patient medical records. His
treatment should be consistent with his own diagnastic
evaluations and the results of testing initiated by him.

In our review of this case and present in our record, we
note that many of Dr. Shamim's patients fervently believe that

they are receiving good medical care from him and have expressed

distress that his medical license is at risk. While we cannot be

governed alone by these sentiments, we are leavinhg the door

slightly ajar tc permit Dr. Shamim to attempt to meet cur

concerns as voiced in the 1986 QOrder and these proceedings. Dr.

Shamim may have taken heed from the initiation of this action.

Due to the passage of time the facts as to his standard of care

may have changed. If so0, he is invited to petition the Board as

provided in the following order.

Based upon the foregoing Findings of Fact and Conclusion of

Law: it is, this _/L* day of ;Qﬁagﬂéhgp 1992, by a majority of

the full authorized membership of the Board:



ORDERED, that Respondent's license to practice medicine in
the State of Marvland is hereby SUSPENDED, effective January 16,
1993, for up to the remainder of the three vear period of

suspension orderad in 1984 which was not previously staved; but

be it further

ORDERED, that Respondent may petition the Board immediately
for a stay of this order if he is able to present satisfactory
Case Resolution Conference that

evidence to the Board through its

his current practice adegustely reflects general medical

standards of care and that any variatinn from those standards is

with the informed consent of the patient and made evident by a

contemporaneous notation in the patient's medical recard; and be

it further

ORDERED, that Respondent's Motion to Terminate Probationary
Status is dismissed as moot; and be it further

ORDERED, that this is a Final Order and as such will be
considered a PUBLIC DOCUMENT pursuant to § 10-611 et _seq. of the

Article of the Annotated Code of Maryland.

Speset

Israel H. Weiner, M.D.
Chair

tate Government

NOTICE OF RIGHT TO APPEAL

Pursuant to § 16-408(h) of %the Health Occupations Article of

the Annotated Code of Marviand, you have a right to take a direct

judicial appeal, Any appeal shall be made as provided for under

the Administrative Procedure Act of the State Government Article



and the B series nf the Maryland Rules of Procedure covering

judicial review of a final administrative order.

N

__/7.//{//‘/1 i R

——

Date Israel H. Weiner, M.D.
Chair





