
* BEFORE THE 
I 

IN THE MATTER OF 

AHMAD SHAMIM, M.D. * COMMISSION ON MEDICAL 
; 

* DISCIPLINE OF MARYLAND! 

* * * .. 
FINDINGS OF FACT, CONCLUSIONS OF LAW AND ORDER 

PROCEDURAL HISTORY 

* 

on April 2, 1982, based on certain information coming 

to the attention of the Commission on Medical Discipline of 

Maryland (the "Commission") and based on a peer review by the 

i I Medical and Chirurg ical Faculty of Maryland, the Commission 

charged Ahmad Shamim, M.O. ( the "Respondent") with violation of 

Section 14-504(4), (12) of the Health Occupations Article of 

;i the Annotated Code of Maryland, which provides as follows: 
" 

,i 
'I 
,I 
I[ 

,, 
I 

Subject to the hearing provisions of §14-505 
of this subtitle, the Commission, on the 
affirmative vote of a majority of its full 
authorized membership, may reprimand any 
licensee, place any licensee on probation, or 
suspend or revoke a license if the licensee: 

(4) Is professionally ••• incompetent; 

(12) Willfully makes or files a false report 
or record in the practice of medicine. 

A hearing of the charges was held on thirteen dates: 

August 3, 1982, September 14 and 21, 1982, November 30, 1982, 

January 18, 1983, March 29,.1983, May 3, 10, and 24, 1983, June 

14, 1983, July 19, 1983, September 13, 1983 and November 1, 1983.i 

The following members of the commission were present and l 



'! 

participated in the deliberations regarding this ~ase: Thomas 

Cimonetti, M.D; Karl F. Mech, M. D.; George Malouf, M.D.; Hilary 

T. O'Herlihy, M.D.; Alexander Williams, Jr., Esq.; and Robert L. 

Young, Jr., M.D. At the beginning of these hearings J. Roy 

, Guyther, M.D. and Chris Papadopoulos, M.D., were members of the 

Commission and participated in a number of hearing sessions; 

their terms of appointment expired during the pendency of this 

case, and as a result neither of these two individuals 

participated in the Commission's deliberations or in this 

decision. Dr. O'Herlihy chaired each of the proceedings as the 

Chairman of the Commission. The Commission was advised by Ronald, 

s. Gass and Varda N. Fink, Assistant Attorneys General. Thomas I 
J. Kwiatkowski, Jr., Assistant Attorney General, was the 

administrative prosecutor on behalf of the State, and Judith 

O'Neill, Esq. and Thomas Morrow, Esq. appeared on behalf of the 

Respondent. 

Following opening statements by Mr. Kwiatkowski and Ms. 

O'Neill, Mr. Kwiatkowski called the following witnesses to 

testify on behalf of the State: Maher w. Ishak, M.D.; Walter J. 

Alt, M.D.; and David S. McHold, M.D. He also introduced into 

evidence the documents listed in Appendix A. At the conclusion 

,j of the testimony of the various witnesses, Mr. Kwiatkowski 

concluded his case on behalf of the State. 

Ms. O'Neill and Mr. Morrow called the following 

witnesses to testify on behalf of Respondent: Madeline Stoltz: 

-2-



'I 

i 

i 

,/ 

Ralph P. Stoltz; Margaret Irene Okham; Oliver T. Grahn; Dean 

Burk, Ph.D.; Shirley K. Phillips; Dwight Raymond Smith, M.D.: 

Paul Beals, M.D.; Ahmad Shamim, M.D. They also introduced into 
I 

evidence the documents listed in Appendix B. Among the documents: 

introduced were 106 affidavits of patients and former patients 

the Respondent. At the conclusion of the testimony of the 

various witnesses, Ms. O'Neill and Mr. Morrow concluded their 

case on behalf of Respondent. 

Closing arguments by Mr. Kwiatkowski and Ms. O'Neill 

of' 
I 
' ! 
I 
! 

I 
were heard by the Commission on November 1, 1983, after which the: 

hearing was adjourned. Proposed Findings of Fact and Conclusions: 
I of Law were requested by the Commission and filed by the parties i 

on March 12, 1984. The Respondent submitted a Response to the I 
i 

State's Proposed Findings of Fact and Conclusions of Law on March: 
i 

22, 1984. I 
l 
l 

After the conclusion of the hearing, on March 12, 1984,' 
I 

Respondent filed a Renewed Motion of Recusal and Mistrial which 
1 

renewed a motion which had previously been made orally during the: 

hearing. The Commission voted unanimously to deny Respondent's 

Motion. 

FINDINGS OF FACT 

On the basis of the entire record, the Commission 

finds: 

l. The factual matters set forth in the foregoing 
I 
I 

section entitled •procedural History" are found by the Commission'. 
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as facts and are hereby incorporated into these Findings of Fact 
i. 

J! as if fully set forth herein. 
. ' 
j; 
. I 2. Respondent is licensed to practice medicine in 

i' Maryland and has been subject to the jurisdiction of the 
:i 
! Commission at all times relevant to this Order. 
,. 
!. ., 
ii 
!l 

:1 

H 

ii 

3. Respondent engages in the practice of general 

surgery and family practice medicine. 

PROFESSIONAL INCOMPETENCE 

4. Respondent admitted patient A.* to Leland Memorial 

Hospital on August 20, 1979, with an diagnosis of chronic 

lymphocytic leukemia. The patient upon admission was found to 
I . 
;1 have an enlarged spleen and liver, anemia, and dyspnea. 
I• 

s. 
jj admission showed a hemoglobin level of 7.0 and a white blood 
q 

The patient's blood count immediately after 

!, 
jl 

L 
'I 
!! 
ii 

count of 369,000, clinical findings which are indicative of 

advanced and uncontrolled chronic lymphocytic leukemia. 

6. Respondent ordered, inter alia, Butinol, Coramine, 

J! and Glycerine as treatment for the patient's condition, a 
,1 
/I 
ii . I 

treatment regmine of which he had no personal knowledge or 

understanding. This treatment regime had been prescribed for the 

: patient by an out-of-state physician who was unable to personally 
l 
ii !: treat the patient during the patient's hospitalization. 

------------------------­" ii 

i * To protect patient confidentiality, the names of the patients 
corresponding to the code letter designations are contained in a 
separate sealed Appendix D. 

,I 
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7. If the patient and the family of the patient 

refused to allow Respondent to deviate from the treatment 

l 
I 
! 

I 
I 

regemine of the patient's out of state physician, then Respondent1 
I 

failed to document that refusal in any manner in the patient's 

chart. 

8. Based on the record and its collective medical and 

technical knowledge, the Commission finds that a reasonably 

competent physician would not order a treatment regmine of which 

he had no personal knowledge or understanding. 

9. Respondent failed to obtain necessary, medically 

indicated consultations with an on site specialist in hematology 

and/or oncology and, instead, sought consultation from the out­

of-state physician who was not the physician of record and who 

I 
' 

·1 ;! was not present to observe the patient's physical condition. 

10. Respondent failed to properly investigate the 

cause of a fever spike in the patient occuring on August 21, 

1979. 

11. The Respondent admitted pat.ient B. to Leland 

Memorial Hospital on May 15, 1979, with a diagnosis of breast 

cancer. The patient upon admission was found to have a left 

breast lump and an enlarged left axillary node. 

12. The patient's family history demonstrated multiple: 

incidences of breast cancer in her close relatives. I 
13. Respondent surgically removed the patient's breast 

lump on May 16, 1979. 
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14. Prior to surgery Respondent failed to order or to 

perform standard medically indicated tests which would have been 

ordered by a reasonably competent physician, including a liver 

scan and bone scan, in order to determine whether the patient's 

breast cancer had metastasized. Respondent failed to document ini 
I 

any manner the patient's refusal to undergo such standard, 

medically indicated tests. 

15. During surgery, Respondent failed to order or to 

perform standard, medically indicated tests upon the excized, 

maligant breast tissue which tests would have 

reasonably competent physician. The standard 

been performed by a: 

medically indicated! 

tests which Respondent failed to perform included estrogen l 
i 

receptor tests, a frozen section, and pathological tests on the 

axillary nodes. 

i 
I These tests were necessary to determine the 

nature and extent of the patient's disease and to determine an 

appropriate treatment plan. The Respondent failed to document in! 

any manner the patient's refusal to allow a specimen of her 

excized tissue to be subjected to such standard, medically 

indicated tests. 

16. Respondent admitted patient c. to Leland Memorial 

Hospital on August 1, 1979, with a diagnosis of abdominal 

distention and an admitting impression of small bowel 

obstruction. 

17. Respondent ordered that the patient be maintained 

fully N.P.O. (i.e. no oral intake of food) with a nasogastric 

-6-



,, 

tube from the time of admission to the time of abdominal surgery 

on August 3, 1979. 

18. Respondent unreasonably and unnecessarily delayed 

the surgery of the patient despite the fact that there had been a 

finding of small bowel obstruction, a potentially life 

threatening condition which requires immediate surgical 

intervention. 

19. Following surgery Respondent continued to ·order 

·that the patient be maintained fully N.P.O. through the end of 

her hospitalization at Leland Memorial Hospital on August 25, 

1979. 

20. Despite the fact that the patient had been 

maintained fully N.P.O. since the time of admission, Respondent 

failed during the patient's entire post-operative stay at Leland 

Memorial Hospital to order hyperalimentation, which resulted in 

severe nutritional deficiencies in the patient and retarded the 

patient's ability to recover from the surgery. 

I 
I 
I 
I 

I 
I 

! 

21. Based on the record and its collective medical and 1 

technical knowledge the Commission finds that a reasonably 

competent physician would have ordered hyperalimentation post 

operatively for a patient presenting in C's condition. 

22. During her post operative period of 

:· hospitalization recovery did not progress appropriately and her 
,, 
1 bowel remained distended. 

i ' ,, 
I 

" 
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23. Respondent unreasonably failed to seek 

consultation with another physician on C's failure to progress in 
! 

a timely manner and failed to document in the patient's chart the, 
! 

consultation which finally occurred. 

24. Respondent admitted patient D. to Leland Memorial ' 

Hospital on May 20, 1979 with a finding of breast tumor and an 
j, 
!: impression of breast cancer. 

·i 
It 

25. Respondent failed to perform tests through tissue 

examination in order to determine whether the tumor was 
d 
!j malignant. 
I. 
;j 

Respondent failed to document in any manner in the 

,; 
;! 
i, 
,I 

:! ,, 

patient's chart that the patient refused to allow such a standard! 

medically indicated test to be performed. 

26. Respondent failed to determine by ordering a liver 1 

ii or bone scan whether the patient's breast tumor, if malignant, 
;i 
:! had metastasized to any other body organs or area. Respondent 
d 
li 'I failed to document in any manner in the patient's chart that the 
1. 1 

!I patient refused to allow such standard, medically indicated tests' 
I. I 

,i I: to be performed. 
ii 

ii 
I, 
lj 

27. Respondent failed to order any estrogen receptor 

tests in order to determine whether the patient's breast tumor, 

to the extent it could have been malignant, was receptive to the !i 
!l !j production of estrogen by the ovaries. Respondent failed to 
11 L :1 
1: 
ii 
I! ,, 
II 
!1 

ll 
;I 
!1 I, 

II 

document in any manner in the patient's chart that the patient 

refused to allow such a standard, medically indicated test to be 

performed. 

-8...; 



28. Based on the record and its collective medical and! 

technical knowledge the Commission finds that a reasonably 

competent physician would not have undertaken any treatment of a 

patient presenting with a breast tumor until the nature of the 

tumor was determined through the tests described in SS25-27. 

infra. 

29. Assuming the tumor was malignant Respondent failed• 
i 

to perform necessary and appropriate surgery to remove the breast' 

tumor, or to properly document in the patient's records his basis 

for failing to perform such necessary and indicated surgery. 

30. Respondent performed a full bilateral oophorectomy 

(surgical removal of the ovaries) on the patient on May 21, 1979. 

31. A full bilateral oophorectomy is medically 

•i indicated only when a malignant breast tumor is found to be ii 

receptive to the production of estrogen by the ovaries. 

32. Based on the record and its collective medical and 

technical knowledge the Conu~ission finds that a reasonably 

competent physician would perform an oophorectomy on a patient 

;• presenting in D's condition only when a breast tumor is 
; 

!I determined through appropriate tests to be both malignant and 

receptive to the production of estrogen. 

,! 
MAKING OR FILING A FALSE REPORT 

33. Respondent executed and placed in the hospital 

, records of o. (see SS22-27 infra.) an affidavit under oath in 

which he stated that the patient demonstrated a "rapidly 
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1 progressive malignancy with a high and predictable mortality 

rate" and that she was thus a "terminally ill cancer patient." j 

34. Respondent also stated in the affidavit that therej 
i was "no other recognized form of treatment• for the patient's ! 

condition, thereby permitting him to administer Laetrile as a 

treatment of last resort. 

35. In a subsequent meeting with the Peer Review 

Committee of the Medical and Chirurgical Faculty of Maryland on 

January 19, 1982, Respondent admitted that the patient was not 

,'. •terminally ill" and that he executed the affidavit solely for 
11 

the purpose of allowing the administration of the otherwise 

,; prohibited drug, Laetrile, to the patient. 
'I 
' I 

.I 
ii 
·' !i 

36. Respondent knew that the patient was not 

terminally ill and that other recognized forms of treatment were 

available when he executed the affidavit, but he knowingly and 
! ~ ,; willfully made false statements solely for the purpose of ,: 
;! administering an otherwise prohibited treatment to the patient. 

" ., 

' 

CONCLUSIONS OF LAW 

Based upon the foregoing Findings of Fact, the 

Commission, by a unanimous vote of those members considering this 

matter, hereby concludes as a matter of law that Respondent 

'' violated Sections 14-504(4) and (12) of the Health Occupations 
:I 
ii 
!t Article of the Annotated Code of Maryland because he is 
!i 
:; professionally incompetent and because he willfully and knowingly 
'I 
,1 filed a false report or record in the practice of medicine. 
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ORDER 

Upon the foregoing Findings of Fact and Conclusions of 

Law, and upon a unanimous vote of the members 
\.,' 

considering this case, it is this // day 

oft~ ~ommission 

of dtp/Tviv{,vv 
J 

1984, 

ORDERED that Respondent's license to practice medicine 

in the State of Maryland is hereby SUSPENDED for a period of 

three years; and be it further 

ORDERED that the foregoing suspension shall be STAYED 

and Respondent shall be placed on PROBATION when Respondent 

complies with the following conditions: 

l. That Respondent at his own expense arrange for, 

undertake and complete a Commission approved six month re­

education program consisting of three hundred hours of training 

in general medicine and 150 hours of training in oncology. 

2. That Respondent shall arrange for the program in 

which his re-reducation is received to notify the Commission in 

writing that he has satisfactorily completed the program. 

3. That upon receipt of such notice, the Commission 

shall STAY the suspension; and be it further 

ORDERED that until Respondent has satisfactorily 

completed the re-education program described above, he is 

suspended and shall not engage in the practice of medicine; and 

be it further 
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ORDERED that Respondent shall cease engaging in the 

practice of medicine within three months of the date of this 

Order and that within this time Respondent shall arrange for the 

transfer of patients under his care to another physician: and be 

it further 

ORDERED that if the suspension is stayed as a result of 

Respondent's compliance with the terms described above, then 

Respondent shall comply with the following CONDITIONS OF 

PROBATION: 

l. Respondent shall submit to quarterly practice 

review by a reviewing committee designated and approved by the 

Commission; 

2. Respondent shall arrange for the reviewing 

committee to submit reports of the reviews to the Commission; 

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 to 

submit to such tests: 

4. Respondent shall practice medicine competently; 

5. Respondent shall not file false reports or records 

in the practice of medicine; and be it further 

ORDERED that after Respondent's suspension is stayed 

and Respondent is placed on probation then if Respondent violates 

1 any of the foregoing conditions of probation, or if a report 
,! 
,! 
1 submitted by the reviewing committee designated by the Commission 
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indicates that he is not practicing medicine competently, then 

the Commission, after notification, a hearing, and determination 

of violation, may withdraw the stay of suspension of his license 

or may impose any other disciplinary sanction it deems 

appropriate: and be it further 

ORDERED that three years from the date of this Order, 

the Commission will entertain a petition for termination of 

Respondent's suspension and for reinstatement of his license to 

practice medicine without any condition or restriction 

whatsoever. If the Commission determines that termination of the 

suspension and complete reinstatement would not be appropriate at ; 

that time, it may modify one or more of the conditions upon which 

Respondent was placed on probation: and be it further 

ORDERED that a copy of this Order shall be filed with 

the Board of Medical Examiners in accordance with Sl4-507 of the 

Health-occupations Article of the Annotated Code of Maryland. 

-13-
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APPENDIX A. 

STATE'S EXHIBITS 

STATE'S EXHIBIT NUMBER 

l: Medical record and cover sheet 
from Leland Memorial Hospital 
for Patient a. 

2: Chart of I from Leland Memorial Hospital. 

3: and 4: Medical record charts for Patient J 
from Leland Memorial Hospital. 

5: Charts of Patient E from Leland 
Memorial Hospital. 

6: Chart from Leland Memorial Hospital 
for Patient F. 

7: Chart from Holy Cross Hospital on G. 

8: Chart from Leland Memorial Hospital on H. 

9: Chart of Patient A from Leland Memorial Hospital 

10: Chart of Patient C from Leland Memorial Hospital 

11: Chart of Patient D from Leland Memorial Hospital 
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APPENDIX B 

RESPONDENT'S EXHIBITS 

l: Synopsis of case 

" 

1; 
i 
I. 
' 
; 
:, 
\: 

,, 
!! 

2: 

3-8: 

ii 9: 
ii ,. ,, 
1' 

' :1 
!j 10: 
Ii 
' !f 
i' 11: 
1: 
·: 

!! 12: 

!! 
11 
i! 
I; 13: 
·I 
11 

ii 
ii 14: 
!j 
; ~ 
'i 

ii 

jl 

Copy of letter dated July 9, 1981 from Dr. Ishak to Dr. 
McHold and report of Dr. Ishak. 

Copy of letter dated November 20, 1981 from Dr. McHold 
to Respondent. 

Identified but never admitted. 

Handwritten noted dated August 30, 1979 written by Paul 
Stoltz. 

Book - Diet, Nutrition and cancer (1982). 

Identified but not admitted. 

Copy of article - Research on Vitamins -*Cancer 
Relationship Getting Big Boost, 247 JAMA 1799 (April 2, 
1982). 

Book - H.W. Manner, M.D.; _il .!l·, The Death of Cancer 
(1978). 

Copy of article - Ringsdorf, W.M., Jr., et al. Sucrose, 
Neutrophilic Phagocytosis and ResistancetoDisease, 52 
Dental Survey 46 (December, 1979). 

,j * ii Journal of the American Medical Association. 
II 

i! 
I' 
ii 
II 
i: ti -15-
" 



ii 
!' 

ii 
ii 
i 

/; 
i1 

'I ll 
!1 
!' ,, 
:; 
Ii 
I I . 
!: 
1, 

:1 ,, 
Ii 
il !i 
Ii ,! 
JI 
I , 

11 
1i 

l! 
'I 

ii 
!l ;, 

lj 

l 
I , 

15: Copy of article - Beisel, W.R.,~&-, Single -
Nutrient Effects on Immunologic Functions 245 JAMA 53 
(January 2, 1981). 

16: Copy of biographical synopsis of Dean Burk, Ph.D. taken 
from 38 Marquise Who's Who in America 22 (1974-1975). 

17: Withdrawn. 

18: Copy of chapter - Burk, o. and Winzler, R.J •• :vitamins 
and Cancer reprinted from Vitamins and Hormones, Volume 
II (1944). 

19: 

20: 

21: 

22: 

23: 

24: 

25: 

26: 

Curriculum Vitae of Bruce Halstead, M.D. dated June, 
1983. 

Booklet - B.W. Halstead, M.D. Metabolic Cancer Therapy 
(R. Ed. 1980). 

Booklet - B.W. Halstead, M.D., Amygdalin (Lartrile) 
Therapy (1977). 

Booklet - H.W. Manner, Metabolic Therapy - c. 

Booklet - J. Bland, The Justification for Vitamin 
Supplementation (1981). 

Booklet - H.A. Nuper, Critical Survey of the State of 
Cancer Research with seecial Reference to Long-Term 
Medical Therapy with Nitr1los1des (l972). 

Copy of a paper - Flavin, P.F. and Kolbye, A.C., Jr. 
Nutritional Factors With the Potential to Inhibit 
Critical Pathways of Tumor Promotion. 

Copy of Journal - 35 Journal of Clinical Nutrition 2 
(February 1982). 
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i! 27: ,, 

28: 

I 29: 
,I 
;! 
i 
I : 30: 

' 
!'. 

:: 31: 1i 
•: 
il 

1' 
i 
i' 

32: 
11 

ii 
I, 33: 
:1 

JI 
11 34: ,, 
1, ,, 

!i 
: 
;! 

'i 
I 

35: ;; ,, 
I. ,, 
I' 

II 

;i 36: ,, 
II 

I! 
!,j 

i! 
11 37: ,I 

II 

J! ,! 
ii 
!I 
Ii 
ii 
Ji 
!I 
il 

/! 
JI 

Copy of article - Beisel, W.R. et al. Single - Nutrient 
Effects on Immunologic Functions";" 245 JAMA 53 (January 
2, 1981). 

Copy of Article - Beisel, W.R., Effects of Infection on 
Nutritional Status and Immunity, 39 Federation 
Proceedings 3105 (November, 1980). 

Portion of Book - H.L. Newbold, M.D., Vitamin C. Against 
Cancer, pp. 27 - 29. 

Portion of book - Merck Manual, pp. 1682 - 83, lled. 
(1966). 

Copy of affidavit of James Cason dated August 14, 1982 
submitted in support of Motion for Preliminary 
Injunction in Bradford et al. v. National Cancer 
Institute,~ al. (N.D. Cal.) civ. No. c-ao-1113-WAI. 

Portion of article to be published in the Journal of the 
International Academy of Preventive Medicine. 

Curriculum Vitae of Dean Burk. 

Copy of chapter - Burk, D and Winzler, R.J., Vitamins 
and Cancer reprinted from Vitamins and Hormones, Volume 
II. (1944). 

Copy of article - Benade, L. et al. Synergistic Killing 
of Ehrlich Ascites Carcinoma Cells by Ascorbate and 3 -
amino - 1, 2, 4, - triagale, 23 Oncology 33 (1969). 

Copy of article - Cameron E. ~ &• The Orthomolecular 
Treatment of Cancer, 11 Chem. - Biol. Interactions 387 
(1975). 

Copy of article - Long, R.Y., A New Look at Cancer and 
Nutrition, 29 Journal of Applied Nutrition 18 (1977). 
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38: Copy of article - Nieper, Hans, M.D., New Horizons in 
Non-Toxic Cancer Therapy: Beta - Carotene, Lithium, 
orotate, Anavit, Bromelaine, Benzaldehyde, Tumosterone, 
DHEA, and Ascorbate, Journal of IAPMS (November 1982). 

39: Copy of address - Warburg, o., The Prime Cause and 
Prevention of Cancer delivered at the meeting of Nobel -
Laureates (June 30, 1966). 

,. ,. 

40: 

11 

1 
42: 

I 
!l i! 43A: 

Ii 
I! 

11 
,I 43B: 
.! 
I' 

!j 
!1 44: 
!, 
Ii 
'! 

I/ 
I, 

I 

! 45: 
i 

46: 

47: 

Booklet - P. Burk, Ph.D. A Brief on Foods and Vitamins 
(1975). 

Copy of article - Burk D. •see How They Lie, See How 
They Lie.: 9 Cancer News Journal 3. 

Copy of letter dated March 22, 1974 by Dean Burk to 
Seymour Perry, M.D. with attachments. 

Copy of report - Suguira, K., Effect of Amygdalen on 
Spontaneous Mammary Tumors in CDgF1, Mice (March 1, 
1974). 

Copy of report - March 5, 1974 • 

Copy of article - Chowka, P.B., The National Cancer 
Institute and the Fifty Year Cover-Up, New Ecologis 
( December 1978). 

Copy of letter dated April 20, 1973 by Dean Burk to 
Frank J. Rauscher. 

Copy of article - The "War on Cancer": Official Fictions 
and Harsh Facts, 4 Science and Government Report l 
(December 1, 1974). 

Affidavit of Grace A. Willets dated July 18, 1983. 
Affidavit of Joan Gist dated July 8, 1983. 
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ii 1: 
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11 
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ii 
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I ~ 
11 
1: 
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I 
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I 

I 
i 

47:1-47 
• 106 

48: 

49: 

50: 

51: 

52: 

53: 

54: 

55: 

56: 

57: 

58: 

Affidavits admitted by Hilary T. O'Herlihy, M.D. in 
letter to counsel dated August 11, 1983 • 

Book - E. Revici, M.D. Research In Phvsiopathology as a 
Basis of Guided Chemotherapy (1961). 

Book - R.A. Passwater, Cancer and Its Nutritional 
Therapies (1978~. 

Subpoena issued by Commission on Medical Discipline to 
Respondent dated July 31, 1981. 

Copy of article - Levinson, s. Sepsis and Asepsis, 
Surgical Congress News (May, 1977). 

Copy of chapter - J.C. Krantz, Jr. and c. Jelleff Carr, 
The Pharmacologic Principles of Medical Practice, 
Chapter 60 (1961). 

Copy of article - Cameron E. and Pauling L., 
Supplemental Ascorbate in the Supportive Treatment of 
Cancer: Prolongation of Survival Times in Terminal Human 
Cancer, 73 Proceedings of the National Academy of 
Science 3685 (1976). 

Copy of address delivered by Hardin B. Jones delivered 
to the American Cancer Society, (May 1977). 

Copy of article - Medical Tribune (May 27, 1977). 

Copy of article - Medical Tribune (July 22, 1981). 

Copy of letter dated November 19, 1981 from the 
Commission to the Medical and Chirurgical Faculty of 
Maryland. 

Copy of letter dated January 26, 1982 from Robert Dobart 
to David S. McHold, M.D. 
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59: Copy of letter dated January 26, 1982 from Karl 
Mech, M.D. to Respondent. 

60: Copy of letter dated October 7, 1980 from Louis 
Brechi, M.O. to Commission. 
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A. 

APPENDIX C 

States Proposed Ruling 
Findings of Fact 

1 - 3 accepted 

4 accepted to the extent it 
is consistent with Finding 
of Fact 4 

5 

6 

7 

8 - 10 

11 

12 

13 

-21-

rejected because it is 
irrelevant to the decision 
of the Commission 

accepted to the extent it 
is consistent with 
Findings of Fact 8 and 9 

accepted to the extent it 
is consistent with Finding 
of Fact 10 

rejected as irrelevant to 
the decision of the 
Commission 

accepted to the extent it 
is consistent with Finding 
of Fact 16 

accepted to the extent it 
is consistent with Finding 
of Fact 17 

accepted to the extent it 
is consistent with Finding 
of Fact 18 
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States Proposed 
Findings of Fact 

14 

15 - 18 

19 

20 - 23 

24 

25 - 27 

28 

29 - 30 

31 - 34 

35 - 55 

56 
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Ruling 

accepted to the extent it 
is consistent with ~inding 
of Fact 19 

rejected as irrelevant to 
the decision of the 
Commission 

accepted to the extent 
consistent with Findings 
of Fact 20 - 21 

accepted to the extent 
consistent with Findings 
of Fact 20 - 23 

accepted to the extent it 
is consistent with 
Findings of Fact 24 

accepted to the extent 
consistent with Findings 
of Fact 25 - 28 

accepted to the extent 
consistent with Findings 
of Fact 30 

accepted to the extent 
consistent with Findings 
of Fact 29 - 32 

accepted to the extent 
consistent with Findings 
of Fact 33 - 36 

rejected as irrelevant to 
the decision of the 
Commission 

accepted to the extent it 
is consistent with 
Findings of Fact 11 
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B. 

States Proposed 
Findings of Fact 

57 

58 

59 

60 

61 

62 - 74 

Respondent's Proposed 
Findings of Fact 

l - 11 

12 - 13 

14 

15 - 16 

17 - 18 
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Ruling 

accepted to the extent it 
is consistent with 
Findings of Fact 12 

accepted to the extent it 
is consistent with 
Findings of Fact 13 

accepted to the extent it 
is consistent with 
Findings of Fact 14 

accepted to the extent it 
is consistent with 
Findings of Fact 15 

accepted to the extent it 
is consistent with 
Findings of Fact 15 

rejected as irrelevant to 
the decision of the 
Commission 

Ruling 

rejected as irrelevant to 
the decision of the 
Commission 

accepted to the extent it 
is consistent with the 
Commission's Order as a 
whole 

rejected as being contrary 
to the evidence as a whole 

rejected as irrelevant to 
the decision of the 
Commission 

rejected as being contrary 
to the evidence as a whole 
and Findings of Fact 10 
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A. Respondent's Proposed 
Findings of Fact 

19 

20 - 22 

23 

24 - 25 

26 

27 - 28 

29 - 30 

31 - 32 

-?.:!.-

Ruling 

accepted 

rejected as being contrary 
to the evidence as a whole 
and Findings- of Fact 25 -
32 

rejected as irrelevant to 
the decision of the 
Commission 

rejected as being contrary 
to the evidence as a whole 
and Findings of Fact 18 -
23 

rejected as being contrary 
to the evidence as a whole 
and Findings of Fact 9 and 
23 

rejected as irrelevant to 
the decision of the 
Commission 

For Patient I, rejected as 
irrelevant to the decision 
of the Commission. For 
Patient D, accepted to the 
extent consistent with 
Findings of Fact 33 - 36 

rejected as irrelevant to 
the decision of the 
Commission 



IN THE MATTF.R OF 

AHMAD SHAMIM, M.D. 

Respondent 

lICgNSE NO. D10243 

* 

---~------------ --- --

BEFORE THE MARYLAND 

BOARD ~F PHYSICIAN 

QUALITY ASSURANCE 

CASE NO. 84-0139 

FINAL ORDER -- --- ----------- - --~---

BACKGROUND -----··-·•--,-- - ---

* 

This matter comes before the Board on a charge of violation 

of probation. The history of the case is hrief]y s11mmarized as 

folloHs: 

T_H E _} _S'~ 8_4 () R_DE R 

On SQpt~n1fJ~r lH, I98~, the (ommisslon on HAdical Discipline 

( {: h P 11 Con~ 111 i s ~• i_ Clfl n ) 
1 

i. s .5 u e d .;> F i n a l i) r- cl P r ( n, t i1? J ~: 8 r+ 0 r d e r· " ) 

Dr. Shc!mirn 

was chg~gpd in )98?. with professional lncompaten~e and the 

v1.illft11 mak_i,n9 of a false report or r·t:rnrd in t-h~ prar;-i:.ir::.,:'_! of 

rt1edicin,;-. His h?.Hr.i.ng was conduct'"!d ovP:~ t-hP timt! period -f-r-Dm 

l\ug:i•; i' 3, J 98?., thr·ough NovembP.r I, l 0 s:,. 

fn its ordBr, t•hf"> Commjssior1 fnu~·,d th;i~ nr Sh.>mim ordered a 

t::rer.itment regimen for rJ p6-t:lent suffering from r.hronir. 

---·---- ---·---------

1 
The 1988 General Assembly, by Senate Rill No. 508 and 

House Bill No. 855, signed into law as Chaoter 109, Acts of 
Maryland 1988, merged the functions of ~he former Commission on 
Medical Discipline and the former Board of Medical Examiners 
into the Sl:ate Boar-a rJf Physician Q11al.\ty ,\ssur;ance. 

,\ COPV of th,;; 
to thj;,: Fin;i] 

A-'c t"achmen t A. 

1?80 O~rl~r, withOLJl ~pµendices, is 
fJ,:,.cisir.n and incorpor-~i:ed herein as 

~ --------~-----------------



lymphocytic leukemia which had been presciibed by an out-of-state 

physician and of which Respondent had no personal knowledge or 

understanding. 1984 O~der, p. 4-5. For the same patient, Dr. 

Shamim failed to obtain necessary consultations from on site 

hematologists and/or oncologists and instead took directions from 

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

Id. 

A second patient treated by Or. Shamim was diagnosed as 

having breast cancer. Prior to his surgjcal removal of a 

ca 11 <:: e r· o us 1 ump , D ;• . Sh a 111 i m fa l 1 e d to r, er form s l: "n d a rd med .i. ca 11 y 

necessary tests on this patient to determine whether the cancer 

had metastasized. If the patient refused to allow such tests, 

then Dr. Shamim failed 1:o so indicate in the pat.tent's chart, 

1984 Order, p, 6. 

A third patient, with a small b~wel obstruction, dld not 

receive necessary immediate surgical intervention and received 

jnadequ;;ite post-operativp r;are which r·c-t;;:rded lhe patient's 

ability to recover from the surgery. 1980 Order, p. 7. 

For a fourth patient, also diagnosed with ~reast cancer, Dr. 

Shamim failed to perform tissue examination to determine if a 

tumor was malignant, failerl to order a liver or hone scan to 

determine if the cancer had metastasized, failed to order any 

estrogen 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·. Shamirn performed a !ul.1 bilater;;:l 00;,horectoml, (surgical 

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

- 2 -
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the Commission to be appropriate only after data 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 fot 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 

j J 1. 1984 Order at p, 9-10. Dr. Shamim admitted the falsity of 

the statement. Id. 

Based upon these factual findings, the Commission concluded 

that Or. Shamim was professionally incompetent and had knowingly 

and willfully filed a false report or record in the practice of 

medicine. The Commi~sion ordered a three year susoension as a 

sanction, but agreed to stay the suspension following 

implementation of a reeducation program and subject to certain 

conditions of probation. The Commission stated it would 

entert,dn a P,~tition for termin,ition of the suspension .. nd for 

r e i n s t c> t em e ri t o f t h e .1. i c er s P a f ~ e r f. !; r· e ~ y P " ,. 0 , lJ u t r e s e r v e d t h e 

option of later modifying the condition~ or probation. 

On April 30, 1985, the suspension of Or. Shamim was stayed 

and he returned to the practice of medicine subject to the terms 

of the probation. On May 23, 1990, Respondent petitioned for 

termination 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. 

·- 3 -



On June 13, 1990, the Board of Physician Ouality 

Assurr>nce ( H,,~ "Board" l issued charges of Violation of Probation 

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

Respondent violated 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 to submit to such tests; 

4. Respondent shall practice medicine competently, 

cnmmencc,d on Oct-ob~er 4, 19':'0 and cnntinuc,d 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 t-he hearing, the State introduced the following 

into evidence, 

State Exhibits through 33 - Patient files number 1 through 33 

State Exhibit 34 - list of patients' names nn above files 

State Exhibit 35 - C.V. for Pablo Dibos, M.D. who testified for 
1-hP Stat" 

Respondent introduced the following into evidence, 

Respondent Exhibit 1 -

Respondent Exhibit la -

Respondent Exhibit 2 -

Consent to Treatment form and 
Authorization for Medical Treatment on 
Respondent's letterhead 

Consent to Treatment form and 
Authorization for Medical Treatment with 
Laetrile therapy exclusion on Respon­
dent's lett?rhead 

List of patients' names, identifying 
numbers, names of 257 additional pa­
tient~• affidavit-s 

.- 4 -



Respondent ExhibH 3 

Respondent Exhibit (. -

Respondent Exhibit 5 --

Respondent Exhibit 6 -

Respondent Exhibit 7 -

Respondent Exhibit 8 -

Respondent Exhibit 9 -

Respondent Exhibit 10 -

c.v. of Dr. Grace Ziem 

C. V. for Dr. Alar, R. Gaby 

Reference Book Nutritional The r a p_~_j_r,_ 
Medic;,l Practice article 

PMS and Candid_i_.i~s: Study Explores 
Possible Link, Jay S. Schinfeld, M.D. 

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

Treatment with Thyroid Hormone letter by 
Alan R- Gaby, M.D., published in Ameri­
can_Journal of_ Me _ _c!icj11_~ 

Hypnthyro_i_dism - T_hg_ Urisu_sp_e5,_t_e_d 
_I_ll _n_e !'; s , Barn"' s , M . 0 . and Ga 1 ton 

Neuropsychiatric Disorders_Caused by 
~_obalamin Oefj_cieri_<::_)L___i_n _ _t_he Absence of 
Anemia_or_Macrocytosis, Lindenbaum, 
M.D., Healton, M.D., Savage, M.O., 
Brust, M.O., Garrett, M.D., Podell, 
B.A., Marcell, B.S., Stabler, M.D., and 
Allen, M.D. 

Respondent Exh_ihit 11 -- A Pilot Stg<J__y of Vitamin BIZ in the 
Treatment_of Tiredness, Ellis and Nasser 

Re s p o n cf en t E x h i b i t l 2 - Tr e a t: men t o f Tr i g e m_in a 1 Neu r a 1 g i a w i t h 
Vita m _i n __ B l 2 , Sur t e"' s , M . D . , and Hughes , 
M.O. 

Respondent Exhi.hH 13 - The ____ Effect of Vi\: __ i!!!1_i_r_1_~_l_Z and Folic Aci_cl_ 
in_ t he_J.r::_e;i t men t a f ',f_i_r_;, 1_1,.,_p_at i£5., 
Camrbell, M.O., anrl Pr·uU:t, M.C. 

Respondent Exhibit 14 - Cyanocobalamin_in Chronic Bell's Palsy, 
Mitra and Nandi 

Respondent Exhihi\: 15 - Nocturnal Crall!_!'~• le\:ter from Aitchison 
in New Zealand Medical Journal 

Respondent Exhibi\: 16 - Vitamin B12 _in_ i\cute __ Subdeltoid 
Bursitis, Klemes, M.O. 

Respond en \: Ex h i b i t 1 7 - A_g en t _Might Protect Su 1 f i t e-S ens i ti v e 
Asthmatics, ~rticl~ in Family Practice 
N1ews 

Respondent Exhibit 18 - Vitamin B12 in Asthma, article in 
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Journal of the American Medical Associ­
at·.i on 

Respondent Exhibit 19 - Cyanocobalamin (B121 Comparison of 
Aqueous and Re-pository Prepara-tions in 
Urticaria; Possible Mode of Action, · · 
Simon, M.D., and Edmonds, B.s. 

Respondent Exhibit 20 - Assessment of Vitamin B12 Status in C~~• 
letter to Editor of newsletter 

Respondent Exhibit 21 - Virucidal Ac!Jvity of Vitamin C: 

Respondent Exhibit 22 -

Respondent Exhibit 23 -

Respondent r=xhibi t 24 -

Respondent Exhibits 25 
through {, :J 

Respondent Exhibit 41 -

Vitamin C for Prevention and Treatment 
of __ Vira_l __ Di_se_ases, - Mur-ata . 

The Parenteral _Administration of 
Magnesium Sulphate in Hypertension, 
Zohman, M.D. ;rnd Sf<>rnher·q, Mn. 

C.V. of William G. Crook, M.O. 

C.V. of Irwin Rosenberg 

Consents of Witnesses to waive 
confidentiality cf their medical records 

Vit<1min __ Ill2 D2ficiency __ and _E<>rly _R_is.e in 
tl§!_ilG_C:9_r:eu2_9ul._;ir V_olu_lll_e, H:.11, M.D. 

Respondent Exhibit 42 - Lhermitte's Sign in Cobnlamin (Vitamin 
~_l_?_X De f i c i ~-Q. c y , Bu 1:1 er , M • D • , Tay 1 o r , 
M.O., and Diehl, M.D. 

Respondent Exhib.i.t 43 - Mult,iple _ _vit::imin __ C_Effects_Described, 
article in Medical Tribune 

Re SP on dent EX hi b :i t 4 4 - Te I' :n in al _Ca _Sur V j v ,a} . L,e a.P ... W i_ l h ___ A_s co r bate 
Mejludoses, arl:isle by Hnrwitz in Medical 
Tribune 

Resr,ondent Exhibit 45 - X--Rays_.May __ Boosl- Cardiovascular- Dts_ease 
R_i s Is. , art i cl e 

Respondent Exhibit 46 - C.V. for Broda O. P,arnes, M.O. and 
information from the Research Foundation 

Respondent Exhibit 47 -- Essential _Hypertension,_)ts Control by a 
New ___ Method, Menof 

Respondent Exhibit 48 C hr on i ~ _Art hr i ti s , S w a i rn , M . D . 

Respondent Exhibit 49 - Excerpt from Dr. Wright's Book of 
Nutrition~l __ Therapy, Wright, M.D. 

- 6 -



Respondent Exhibit 50 - The Effect of Felic Acid on Collateral 
Circulation in Diffuse- Chronic ··-·-··--
A_rter_iosclerosis, Kobias, M.D. 

Respondent Exhibits 51- Excerpt from What Your Doctor Didn't 
and 52 Learn in Medical School, Berger, M.D. 

Respondent: Ex hi b 1 t 5 3 - Excerpt from .Ih.~_5 c i en t i f i c Va lid at ion 
pf Herbal Medicine, Mowrey, Ph.D. 

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 forwarded 

to the ALJ by counsel for Respondent on October 25, 1990, marked 

as Respondent Exhibit 5S. 

Respondent testified on his own behalf. Also testifying as 

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

and W. G. Crook, M.tl. 

The Administrative L~w Judge issued her Recomm~nded Decision 

on January 7, 1991. Respondent filed timely exceptions pursuant 

to COMAR 10.01.03.35. 

EXCEPTIONS_TO THE RECOMMENDEO_DECIS[ON 

The Board has before it the Recommended Decision, the 

exceptions filed by RespondPn+ and Resnondent's and State's oral 

argument. 3 Respondent took general exceotion to Paragraphs t 6, 

3 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. i 
John T. Lynn, M.D.; Claude D. Hill, M.D.; J. Andrew Sumner, 
M.D.; Lawrence A. Jones, M.D. i Harvey B. Kalin, M.D., and 
Christine J. Moore. Absen~· wer-e Pc.,ter E. Dans, M.O., Secretary; 
John F. Strahan, M,D.; Sh?.ila K. Riggs and Reynaldo L. 
Lee-Llacer, M.O. The terms of members Kleiman and Hill expired 
prior to the adoption of this order. 
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8, 10, 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 ~as filed by the Respondent on four legal 

issues. These issues reduce to three: (Al the legal standard 

used in evaluating whether competent medicine was being 

practiced; 1B) thd legal burden to be borne by the prosecution in 

proving violation of probation; and (Cl whether the prosecution 

met the burden of proof. 

No exceptions dr answer to Respondent's exceptions were 

filed by the Admin.i.strative Proser::utor. S111ce the ar•guments made 

in Respondent's exceptions do not specifically challenge the 

proposed findings of fact and conclusions of law as much as the 

legal framework for the resolution of this matter, they will be 

addressed prior to the Findings of Fact, Conclusion of Law and 

Order. 

BOARO __ DETERMINATION __ ON __ RESPONDEN,-_' S EXCEPTIONS 

This matter comes heforc the Board on a charge of violation 

of p1·obation. This Board has not previously determined 

exceptions following a violation of pr0hation proceeding. 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 • .t!_gp_o__ll_l}_e__l_!_'J •. _Commission on Medical 

_QJ_s c i p 1 in e , 3 0 1 Md • 4 2 6 , 4 3 6 C 1 9 B 4 ) • 

A violation of probation hearing is a two stage proceeding. 

See Bergstei_n v . .$J:_i!_te, 322 Md. 506 C 1991 I. The first issue to 

- 8 -



be addressed is whether the violation occurred. Unlik.e charges 

under the Maryland Medical Practice Act, Health Occupations 

Article§ 14-404, in which a statutory standard is at issue, a 

violation of probation proceeding entails a determination of 

whether specific terms of a Prior order of our predecessor 

administrative board were violated. Only if the answer is in the 

affirmative is the second issue of disposition faced. 4 

A, The ___ Le~al_Standard 

J. Competency- In hi~ exceptions, Respondent 

challenges th<" formulation of the issue of comp;,tence as 

articulated by the administrative law judge, the administrative 

prosecutor, and the expert witness presented by the prosecution. 

(Memorandum in Support of Respondent's Exception, pp.1-11.) 

For this proceeding, the slate is not blank. The 1984 Order 

outlined 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 practice 

medicine. Attachment A, p. 4, paragraph 3. The Commission's 

1984 Order found and recJted numerous instance5 jn whlch 

Respondent failed to undertake necessarv djagnoslic inquiries and 

procedures prjor to treating his patients. 5~~ discussion of the 

1984 Order supra at DP. 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 order, anv remaining issue of disposition will 

be explored immediately before the Order portion, 

- 9 -



medicine andponcology, 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. 

A, Conditions 3 & 4 of the Order of Probation. 

Attachment 

The Commission's 1984 Order became final and Respondent 

undertook the reeducation program. He secured a stay of that 

1984 Order s11spending hjm preciir:ated up~n his comolying with the 

violating. A+: issue , there fur e , i s 11 o le w he l: her Resp or, dent 

violated the Maryland Medical Practice Act as determined in a de 

.r,_o_v_o proce0ding involving t:he grounds of inr:ompetency or practice 

below the standard of care, hut, instead, whether he violated an 

order entered by the Commission, after a 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 Order, including the testimony, bnth of the treating doctor 

and outside experts, the medical records, and other hearing 

evidence. There. are no magic words nr 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. 

- 10 -
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Examif!E!f'S of FlorJc:J.~_v_, __ Robert J_. __ RogE!__!:"~! __ !:1.'._IJ_~• 387 So.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 ~ase 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 involving injections of 

chelating agents into the blood 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 \:hat Dr. Rogers provided ful} J nfor-med conse11t to hi.s 

patients regarding the unproven efficacy of the treatment, the 

treatment was not harmful and no fraud or deception was employed 

with the patients. Under those circumstances, the Rogers court 

held that Florida could not proscribe the physician's use of the 

treatment. 387 So. 2d 937, 939. 

The highest court of North Carolina came to a different 

conclusion in a recent case involving the practice of homeopathy 

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 adhe1"ing to acceptable and prevailing medical 

practices. rn re Gu,;,ss, 95 N. C. App. 435, 382 S.E. 2d 459 

CI 989 l. The Supreme Court of North Carolina r-eversed. 

- · 11 -



.r;ues_~• 327 N.C. 8,1;3, 393 S.E. 833, 8?,9 (1990), cert,_denied 111 

S. Ct. 754; See __ also __ Guess v. Board of __ Med_ical _Examiners, 967 

F.2d 998 (4th Cir. 1992). 

The Alaska statute, Alaska Stat. §08.64.320 (1990), 

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 developing a context for· evaluating the 

competency issue, neither th~ Florida or North Carolina court 

decisions, nor the Alaska statute, defines our standard for 

evaluating competency in the medical practice of Dr. Shamim. 

His 1984 Order enumerated numero11s instances of tests not 

performed or evaluations not made which resulted in deficient 

medical care being given. That order provided for a sanction, 

but also contained rehabilitative provisions 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. Li.censing 

is a means employed by the state to control competence and 

integrity in a profession. Koch, AdministrAtive Law and Practice 

§2.33 (1985). Maryland has long recognized the authority of the 

state to itself regulate or to delegate regulation of the 

practice of medicine to an outside body. See e ... 9_• Commission on 

Medi_cal __ D_iscipl_ine v .• Sti_llman, 291 Md. 390 ( 1981 J; Aitch.ison v. 

§.±.~t~• 204 Md. 538, 544-,,6 (1953). The authority to regulate 

includes the capacity to determine what activities do and do not 
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constitute the practice of medicine. Hitchcock __ v._State, 213 Md. 

273, 280 (1957). The purpose of disciplinary proceedings against 

a licensed professional is not to punish the offender, but rather 

to act as a catharsis for the profession and a prophylactic for 

the public. McDonnell __ v . __ Commis_s_ion __ on __ Medical __ Discipline 301 

Md. at 436. 

Respondent's competency is not being evaluated for his use 

of unconventional therapies. At issue is how he performs general 

med.teal car,;,. Or. Shamim was fully apprised in 1984 as to these 

s\:andar·ds by which his praicticE> would b(! judcied. 198C, Order. 

Nothing in the 1984 Order prohibits him from practicing 

unorthodox or unconventional therapies, including nutritional, 

holistic or preventatlve medicine. This Board is aware that 

physicians often disagree on the proper diagnosis or method of 

treatment to be employed with a patient. We also recognize that 

many advances in science come from novel w3ys of looking at 

problems or from serendipitous discovery. 

However, when alternative therapies are employed, 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. 
---··---,·----··-·-· 

W i lz a ck , 3 1 9 Md . 4 8 5 ( 199 0 l ; Sar d _ v _. Hardy , 2 8 1 Md • 4 3 2 C l 9 7 7J • 

Maryland law imports a strong duty on the physician to secure 

informed consent prior to treatment. I_cj_, 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 

choice. Sard v. Hardy, 281 Md. at 439. It requires the 

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 

effecl:s. l9_. at 440. 

We previously determined that Dr. Shamim's medical practice 

must take place in the informed consent co11text of the Respondent 

explaining the medical options tn the patient, both those 

recognized as standard in the profession and alternative 

therapies, and then proceeding to treat, with deviations from the 

standard acknowledged in the medical record or chart of the 

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

Respondent in 1984 and under which he has been 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 st~ndard on the 

issue of competency raised by the charges of violation of 

Conditions 3 & 4 of the 1984 Order. 

B. The Burden of Proof-. -- . ' 

Respondent argues that the administrative law judge employed 

the wrong quantum of proof in determining the facts in this 

hearing. Respondent's Memorandum, p, 18-19. He contends that the 

"clear and convincing" standard found in Health Occupations§ 14-

4051bl applies rather than the "preponderance of evidence" 
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standard used by the administrative law judge. 

Decision, p. 11, 

Recommended 

Both tests have support in the law. The "reasonable 

satisfaction" test, translated as equivalent to preponderance of 

the evidence, applies in criminal probation revocation 

proceedings. ~],:'_!lil_fd v. State, 318 Md. 531 (1990). Where a 

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

that standard governs. 

( 1988). 

See Bergstein _v. __ State, 76 Md. App. 554 

Under the Adminjstr;,,tjve Proced11re /\c~, the preponderance of 

the evidence standard ordinarily applies. ~ernstein v. Real 

_E_?_~_t._~_CommissioJ~• 221 Md. 221 (1959), But, in its revision of 

the Maryland Medical Practice Act in 1988, the statute governing 

hearings for" an action under §14-404 "was modified to 

reflect that they were to be conducted in accordance with the 

Administrative Procedure Act" except that faictual findings 

shall be supported by clear and convincing evidence." Heai l th 

Occupations§ 14-405. A probation revocation proceeding is not ain 

original action under He;,1 th Qerup;,\:J.ons §1<,,-r,or,, but instead is 

a derivaitive action a.rising oul 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 convincing evidence standard to evaluate the 

evidence presented at the hearing. 
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C. Proo_f ___ at_ the_Hearing-

The procedural law governing hearings before the Board makes 

it the ultimate fact finder. Health Occupations § 14-405 & 406. 

See also Board of Appeals_, __ Department __ of __ Employment __ and Trainin1;1 

v._Mayor ___ and_ City_Counci_l of Balti_more, 72 Md. App. 427 <1987). 

The Board is thus required to review the hearing evidence to 

determine whether Respondent violated the conditions of the 

probation. The Board may use its expertis<?, technical 

competence, and specialized knowledge in the evaluation of the 

evideni::;e. 

The type of ~vidence and individuals testifying were 

previously summarized. Final Order at 4--7. See also the 

Recommended Decision of the Administrative Law Judge. 

The testimony of Dr. Pablo D1bos, the expert witness 

presenled by the Administrative Prosecutor, noted daficiencies in 

the diagnosis, treatment and medic~l record documentation of Dr. 

Shamim. Tr. r1t pp. 41-· 'i95. Several witnesses, includi.ng Dr. Alan 

Gahv, testified that scientific literature, Including that 

i n t r· o duce d i n to e v id enc e , s II pr c r· L~ m <> n v " f t: h" tr·-,"' t: men t me tho d s 

utilized by Dr. Shamim. S~ e __ e ., 9 _,_ Tr . a I- pp • 1 O l 7 -- I 2 7 1 and 

Respondent's ExhibJts 5-22. A n•.1mb~r c1 f Or. Shain:irn's p~tients 

executed affidavits which were entered into evidence and 

testified on his behalf at the hearing. 

In resolving the evidence introduced at the hearing, the 

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

and weighed the conflicting medical opinions provided. We draw 

- 16 --
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conclusions regarding the validlty of diagnosis and treatment 

only in the context of the treatment of specific patients. 

FINDINGS OF_FACT 

The Board finds, by clear and convincing evidence, as 

follows: 

1. On Sept~mber 18, 1984, the Commission ordered that 

Respondent "shall cease engaging in the practice of medicine 

within three months of the date of this order" for a period of 

three years because Respondent was professionally incompetent 

based on hls treatment of •everel cancer PRtients Rnd because 

Respondent willfully and knowingly filed a false report in the 

practice of medicine based on his f3lse certification that a 

patient was lerminGlly ill Jn order to Place lhe patient on 

Laetrile. The FinRl Order provided lh~t the cessation of prac-

tice would be stayed if the Respondent complied with certain 

conditions. (Exhibit A of Charging Document) 

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

and Respondent res11med the practice of medicine, on probation, 

s11hject to the following conditions of probation as set forth in 

the Final Order: 

Cll Respondent shall submit to quarterly rractice review by 
a committee designated and approved by the Commission; 

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

(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 to submit to such tasts1 

(41 Resoond~nt shall practice medicine competently; 
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( s) Respondent shall not file false reports pr 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 _l t_h_rough 33 

4. The care rendered to Patient tl by Respondent was 

deficient. 

a. The care rendered to Patient tl with regard to the 

m.inagement of the patient's complaint r,f a lump in her left 

nipple was deficient. 

i. Patient il had cancer of the breast in 1981 

;ind a resultant lumpectomy in 1982 at George Washington Hospital. 

(State Exhibit l l 

fi. Patient tl saw Respondent on September 12, 

1985 with concern about a small lump in her left nipple, and 

Respondent noted "no masses felt." (State Exhibit 1) 

iii. Although Respondent testified that the 

patient was under the care of the oncnlogv unit a~ George Wash-

ington Hospital for treatment related to her bre~st cancer, the 

record documents only the performance of the s11rgery in 1982 and 

does not make re,ference to follow·-up car,:, provided hy 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. 

- 18 -
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v. The medical record does not indicate that 

Respondent ordered any mammograms for the patient or the 

patient's rell!ctance to llndergo any further mammograms. (State 

Exhibit 1) 

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

test for patient 0hich is not recognized as useflll in follow-up 

of patients with breast cancer. CT. 68, 69, 71, 75J 

b. The care rendered to Patient ti by Respondent with 

regard to the ratlen~•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 rllnning and jogging. 

Has urgency and frequency of urine." 

Urine and stool negative. 

( T. 80 l 

ii. The standard of care in the diagnosis of 

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

physical ex~m, digital ex~rn, proctoscopic exam, and, if neces-

sary, barium enemas, x-ray studies or colonoscopy. CT. 12 0) 

iii. Thero is r,o jndjca!:ir.n .tn t'1e medical record 

of a physical examination of ~he rectal nrea. (T. 81 l 

iv. The mndic,il record does not substantj ate th.11:: 

the Respondent ordered occult blood study, 

v. CEA Ca test used where there is a history of 

colon cancer) was ordered by Respondent for Patient fl who had no 

history of colon cancer rather than the traditional diagnostic 

procedure described above. (State Exhibit 1) 
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c. The care rendered to Patient ti by Respondent with 

regard to the management of uncontrolled blood pressure was 

deficient. 

i. Patient tl's blood pressure measurements 

noted in the record from 1985 through 1988 were, variously: 

150/90; 160/100; 154/84; 106/90; 148/96; 140/90; 140/90; and 

150/104. 

ii. Respondent made a diagnosis of "mild 

hyrert_·ension. '' (State Exhlbit 1 J 

iii. Other than "b.lood pressure caps," which were 

prescribed in 1985, there is no other reference to medication nor 

other treatment ordered for Patient tl to control her blood 

pressure. (T. 115) 

d. Injections of multiple vitamin and minerals 

administered to Patient il by the Responclent h,1rJ no therapeutic 

value as the medical record fails to document any deficiency in 

the supplements prescrlberl. 

e. The care ren~ered to Patient ti by Respondent with 

regard to the d.\agnosis ;ind trPal:mc>rit of c;indidla,;is 1,;;,s 

deficient. 

i. The medical rerord does not indicate that 

there was any laboratory test or history to substantiate the 

diagnosis of candidiasis. (T. 131) 

ii. Respondent prescribed Nvstatin for this 

patient without indication. (T. 131) 

5. The care provided to Patient tZ by Respondent was 

deficient. 

- 20 -· 
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a. Patient 12 sought treatment from Respondent on 

September 12, 1986, at which time the latter's impressions were: 

iatrogenic hypothyroidism, arthritis; numbness of legs and hands; 

heart palpitations; mild headaches; chronic digestive disorders; 

ear ringing; varicose veins; low memory; hair loss; sweet 

cravings; and pos~ible systemic candidiasis. 

b. The care described in the record for Patient 12 

was deficJent with regard to the ordering of injections of 

calcium anr.J magnesium. 

i. RPsponclent did no{: obtaJn sr?rllm r.alcium and 

magnesium levels. 

ii. Respondent did not determine that there was, 

in fact, a calcium or magnesium defici.ency before prescribing the 

injections. (State Exhibit 2) 

c. The care described in the record for Patient t2 

was deficient with reg~rd to the patient's complaints of 

palpitations. 

i. On September 12, 1986, Patient 42 first came 

to Respondent who noted in the history that she had a thyroid 

problem and was taklng synthetic thvroicl medication. 

Exhibit 2) 

(State 

ii. Al 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 
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laboratory best to obtain tne level of thyr•oid hormone in the 

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

d. The care provided to Patient 12 by Respondent is 

deficient with regard to the diagnosis and treatment of 

Candidiasis. 

i. The physical examination did not note any 

physical evidence of any lesions of candida nor any mention of 

symptoms which might suggest a vaginal yeast infection. 

Exhibit 2 and T. 164) 

(State 

ii. The prescrint1on for oral Nystatin, which 

would be indicated for oral or esophageal candidiasis, is not 

documented to be required for Patient 12. (T. 164) 

e. The care provided to Patient I? by Respondent is 

deficient with regard to her anemia. 

i. The patient, at the lime the care at issue 

was provided was about 67 years old. (State Exhibit 2) 

ii, The patient's initial hematocrit, when she 

first saw Respondent in September 1986, was 39.7. (State Exhibit 

Zand 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 Zand T. 166) 

iv. The medical records for June 4, 1987 refer to 

the hematocrit of 34,5, but the medical records for the 

subsequent date~ do not m;ke reference to the low hematocrit. 

CT. 126 l 
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v. A physician should investigate the cause for 

a low hematocrit by asking the patient if there has been any 

change in color of the stools 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 baginning on March 2, 1987, before a diagnosis of one 

of the reasons for the anemia level had been determined. (State 

Exhibit 2) 

vii. The treatment of the anemia with liver, iron 

and B6 and 812 injections before a diagnosis of the cause of the 

anemia has been determined is deficient practice of medicine. 

(T. 175) Dr. Dihos' expert testimony was, in part: 

This is totally unjustified, medically. This is what 
we teach medical students not to do. This is first, 
you have to diagnose and then treat. The process 
cannot be reversed. 
medicine. 

This i.s a very firm r11le in 

There are verv few instances where vou go ahead and 
treat without a dJagnosis. 
called therapeutlc trials. 

Verv few. And those are 
But 11ou dt> that cogn.izanl 

of the fact that you dJd net 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 clear cut, established guidelines as to how 
you approach anemia. (T. 175) 
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f. The care provided to Patient 12 by Respondent with 

regard to her complaints involving an episodic illness on July 

19, 1988 was deficient. 

i. The patient's complaints, on that day, were 

"Eight days ago was sick with cough, congestion. 

given antibiotic." (State Exhibit 2) 

No phlegm. Was 

ii, Respondent examined the patient's lungs and 

noted, "Chest, some ronchi in front." (State Exhibit 2) 

iii. Respondent diagnosed "Tracheltis" on the 

basis of his examination. (State Exhibit 21 

iv. Treatment prescribed by Respondent was 

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

received multiple intram11scular 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 antibiotic when the illness first appeared. 

There is no evidence of any specific treatment done for the 

diagnosis of tracheitis. ( l . 181 l 

6. The care provided to Patient J3 by Respondent was 

deficient. 

a. Patient J3 first visited Respondent on March 21, 

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

infrequent headaches and intermittent constipation. (State 

Exhibit 3) 
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b. The care provided to Patient 13 by Respondent with 

regard to the diagnosis and treatment of Candidiasis was 

deficient. 

i, Respondent diagnosed Candidiasis without any 

laboratory test or history to substantiate the diagnosis, (T. 

194 and State Exhibit 3) 

ii. Respondent prescribed Nystatin without any 

confirmation of the diagnosis of Candidiasis. 

and State Exhibit 3) 

(T. 194 and 195 

c . Th e ii d m i n i s t r a t .i. o n o f m,, l I: .i p 1 ,, V i t: am i n B an d 

mineral injectjons is of no therapeutic value to Patient t3 as 

there is no indication in ~he medical record that this patient 

was deficient in the substances prescribed. 

7. The care provided to Patient 14 by Respondent was 

deficient. 

a. Patient 14 was 48 years old when he visited 

Respondent on May 28, l9R7, with complaints uf high blood pres-

sure for the past six years. Respondent's impressions were: 

"Peripheral vascular• dis11as<i, inh,rm.i.t~r>nt r:l;i1JC1ication, leg 

pains, history of hypertension, low energy and fatigue and 

environmental se,1sitivities, ~tool, nylon, et ceter~. Possible 

chronic candidiasis." Respondent prescribed Nystatin oral 

capsules, multiple "B" vitamin and folic acid injections, and 

magnesium injections for Patient t4. (State Exhibit 41 

b. The care provided to Patient t4 by Respondent with 

regard to the diagnosis and treatment of Candidiasis was 

deficient. 
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i. There was no indication of laboratory tests 

or history to confirm the diagnosis of Candidiasis. CT. 199) 

ii. Nystatln oral tablets were prescribed without 

indication. CT. 200) 

c. The care provided to Patient i4 by Respondent with 

regard to the diacinosis of hypertension was deficient. 

i. When Patient t4 first saw Respondent on May 

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

to hilve been an hi~_lh blood pr-essurf 1 medi.c;}l.iori for several years. 

(State Exhibit 4 and T. ?01 J 

ii. The medical rerord does not make reference to 

what the anti-hypertensive medication was or whether Patient t4 

should continue il:. And, when the blood pressure began to 

increase, the medical record dGes not com~ent as tn whether the 

medication should be changed. Addllionallv, the medical record 

does not make reference ~o an examination of the funrli, urine 

~nalysis, or any other lest to dete.~~ins if tha hypertension is 

affecting any of Patient f4's organs. (T. 203) 

iit. From Mav Z8, J?67 tu 11av :,;, 1988, Patient 

t4's blood nressure was noted to have been jr1 the normal range. 

(Statf! Exhibit C1 anci T. 201) 

iv. Beginning on July 27, 1988, Patient t4's 

blood pressure was noted to have increased: July 27, 1988, 

160/90, 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 :ind ! 44/9(); Sept-ember 24, 1988, 150/90 and 

160/100; March 22, 1989, JSO/l[Vi and 148/94; April 3, 1988 
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150-154/90; April 8, 1989. 134/84 and 144/88; April 22, 1989, 

JC14/8f1 and 130/78; May 3, 1989, 160/84 and 140/88; May 13, 1989, 

150/80 and 154/84; and June 9, 1989, 144/88 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 any treatment except for "B.P. caps by Nature's Way, 2 

caps twjce/day with water~ on April 1, 1989. (Slate Exhibit 4J 

d. The care provided tn Patjent t4 hv Respondent with 

regard to the laboratory indication of low calcium is deficient. 

i. On June 3, 1987, Patient t4's laboratory 

tests indicated that his serum calcium was 8.5. (Stat!;! Exhibit 

4) 

ii. Nrrmal levels for serum calcium are 8.7 to 

10. 6. (State Exhibit 4) 

iii. Most of Respondent's other patients were 

treated with injections of calcium notwithstanding the serum 

l e v e l o f c a l c i ll m n o t e d i n t· h e i r· 1 a LJ o r ;, t o r v I" " s I:: •; • 

iv. Respondent testified that injections of 

cal c h1 m and mag n es i um we re often a g er, er a l part o f h i s treatment 

regimen. 

v. Although Patient t4's serum calcium level was 

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

(State Exhibit 4) 

e. The administration of multiple Vitamin Band 

mineral injections is of no therapeutic value to Patient J4 as 
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there is no ~ndication in the medical record that this patient 

was deficient in the substances prescribed. 

8. The care rendered to Patient t5 by Respondent was 

deficient. 

a. Patient t5 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 eyes, 

bleeding gums; lowered energy; possible allergy to dust, carpet 

dust, sensitivity to bug spray; and left lower leg soreness. On 

April 29, 1988, Patient ¼5 also compl~ined af nccasional black 

stools. (State Exhibit 5) 

b. The care provided to Patient 15 by Respondent with 

regard l:o his ne11rologicaJ complai;1ts was rleficient. 

i. On April 29, 1988 Patient 15 complained of 

muscle spasm and weakness in ~he neck, back and legs, (State 

Exhibit: Sl 

ii. Re~pondenl noted that the neurological 

examination wa5 "within normal limits," but did not note any 

pertinent negativPs rcgarrling muscle strength 8nd deep tendon 

reflexes or sensation to pinprick. ( T. 210 l 

c. The care rPnrlered to PatJent 15 hy 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. !Stale Exhibic SJ 

- 28 -

( 

{ 



ii. The medical record does not indicate that 

Respondent performed an examination of the thyroid gland. CT. 

218 and State Exhibit 5) 

d. The care rendered to Patient 15 by Respondent with 

regard to his initial complaint of occasional black stools was 

defi.cient. 

i. Respondent attributed the occasional black 

stools to "iron" without having anv laboratory or history 

confirmation. (State Exhibit 51 

ii. The mnrllcal record does nat indicate any 

rectal examinal:ion or tests for occult bloocl in order to diagnose 

the cause of the occasional black stools. 

T. 211) 

(State Exhibit 5 and 

e. The care rendered to Patient 15 bv Respondent with 

regard to the prescription for sublingual B12 is deficient. 

1. The blood chemistry test of May 29, 1987 

indicate that Patient IS's B12 level was 345, within the normal 

range of 232-1138. (State Exhibit SJ 

i.i. 11'.Ct'<, is no mndic.;,J jnrJ:icill-j1,n for lhe use of 

sublingual Vitamin B\2. ( T • 21? ! 

f. The care rendered to Patient 15 by Respondent with 

regard to his complaint of GI flare up on February 16, 1989 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. 218) 
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ii. The treatment indicated in the medical record 

on that date refers only to 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 2191 

g. The care rendered to Patient t5 by Respondent with 

regard to his com~laint of fleeting dizziness on February 26, 

1989, was deficient. 

i. The medical record does not describe any 

diagnostic tests or treatment addres5ing this complaint. 

Exhib.H: 51 

(State 

ii. The treatment indicated in the medical record 

011 that date refers only to continued injections of multiple 

Vitamin "B" and folic acid and thA contl.nu,:,d use of Nystatin and 

nutritional supplements. (Sl?te Exhibit 5) 

9, The care rendered to Pati~nt •6 by Respondent was 

deficient. 

a. Patient #6 first visited Respondent on March 15, 

1988, with complainls of Jow energy and hypprtension for many 

years. The medical record Indicate~ tha~ th!~ patient had been 

taking Ind,:,ride for hypertension for tne "past few years" and had 

been on Oyazide and oth'!r drugs. The patient was also noted to 

be obese, and suffered from constipation, skin rash on the back, 

and hemorrhoids. (State Exhibit 6) 

b. The care rendered to Patient t6 by Respondent with 

regard to his hypertension was deficient. 

i. Patient 16 had a history of high blood 

pressure and had taken medication for it. (State Exhibit 61 
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ti. Patient 16 indicated that she wished to get 

off of blood pressure drugs. (State Exhibit 6) 

iii. The medical record notes that the patient was 

taking Inderide on an irregular basis. 4/7/88: "has started to 

decrease the B.P. drug since last week;" 4/15/88: "no blood 

pressure medications for two days;" 4/22/88: "still taking one 

Inderide - I every 3rd day or so '" • I 4/29/88, "off Inderide 

com11letely, .. " (State Exhibit 61 

iv. The medical record does not lndicate that 

Respondent explained to the ra~ien+ th• nec~s~ity of taking blood 

pressure medication as prescribed or that he adequately 

supervised the discontinuation of the medication. (T. 233 l 

v. □ n March 15, 1988, Patient t6's blood 

press11re w~s notAd to he 150/JOO, indicating mild hypertension. 

(State Exhibit 6 and T. 222) 

vi. On April 7, 1988, Respondent noted that 

patient had started to decrease the BP medication. (State 

Exhibit (, l 

v j i. • 0 n Ar, r :, 1 i S : 1 9 f5 8 , th P m r? ~i j c ~ l r !? cord 

indicates a blood pressure of 150/90 and tha~ "no blood pressure 

medications for two days." (State Exhibit 6l 

viii. On April 22, 1988, the patient's blood 

pressure was 140/84 and 134/80. (State Exhibit 6) 

ix. On April 29, 1988, the medical record 

indicates that the blood pressure medication had been stopped 

completely. (State Exhibit 6l 
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x. On May 9, 1988, the patient's blood pressure 

was 152190; and it continued to increase: on Mav 10, 1988, 

150/861 on August 9, f988, 140/86 and 144/90; on December 13, 

1988, 150/98; on April 18, 1989, 158198 and 150190; on May 2, 

1989, 154186 and 144/84. (State Exhibit 61 

xi: A rise in the diastolic measurement from 80 

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

in blood pressure. (T. 227) 

xii. Although the patient was noted to be obese, 

the record does not indicate anv in5tr11ction to the patient with 

regard to weight red11ction and its effect on high blood pressure. 

(T. 227) 

xiii. Respondent's onlv treatment of the elevation 

in blood pressure was a prescription for over the counter blood 

pressure capsules by Nature's Way. (Stale Exhibit 61 

xiv. Though the palient did not have a serious 

hypertension problem, Respondent's failure to address the 

elevation in blood press11re indicates a deficlencv in his care 

and treatment of her. (T. 234) 

c. The care rendered to Patient t6 by Respondent with 

regard to his potGssi11m level was deficient. 

I. Lahoratory tests showed the patient's 

potassium level to be low: 1/11/88 - 3.2; 2/04/88 - 3.1; 3/02/88 

- 3.4 when normal reading5 are 3.7-5.3. (State Exhibit 6 and T. 

229) 

ii. Respond~nt orescribed liquid "K" plus 

for Patient t6 on May 10, 1988. (Stale Exhibit 6 and T. 230) 
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iii. The medical record does not indicate any 

repeat level of potassium after the prescription of liquid "Kn 

plus for the low potassium. (State Exhibit 6 and T. 2311 

d. The care rendered to Patient t6 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. Respondent prescribed Nystatin vaginal 

suppositories without any vaginal examination or vaginal culture 

to indicate a nPed for this medication. (Sl~te Exhibit 6 and T. 

231) 

iii, Respondent pre~cribed Nystatin oral powder 

and tablets without any indication. (T. 231) 

e. The care rendered to Pa~ient t6 by Respondent with 

regard to the treatment with injections of multiple vitamins, 

folic acid, calcium and magnesium was deficient. 

j, The medical records indicate that the patient 

received multiple injections nf calcium and magnesium. <State 

Exhibit 6 and T. 232) 

ii, The medical records do not indicate any 

deficiencies of these vitamins ;,nd minerals. (St;,te Exhibit 6 

and r. 232) 

iii, The Nutrient Mineral Levels Analysis Report 

of 4/21/88, done by hair analysis, indicates that Patient t6 was 

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

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

for this patient. (State Exhibit 61 
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iv. ThP Nutrient Mjneral Levels Analysis Report 

indicates that Patient i6 was above normal in calcium level, and 

yet, the medical records lndicate that she received multiple 

injections of calcium. (State Exhibit 6) 

v. The Toxic Mineral Levels reported in the 

Mineral Analysis ~eport indicates that the patient had toxic 

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

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

Exhibit 6) 

l O . Th P c ;ire rend e ;· e d to Pat i en f t 7 by Resp n n dent 1-1 a 5 

deficient: 

a. Patient 17 soUAhl treatment from Respondent from 

Apr i I 1 1 , l 9 8 8 !: o ..I ,1 l !' l l , l 9 8 8 , rep or ting ':-o Res r> on dent that she 

had undergone a radical mastectomy ln 1987 and had about 15 

radiation treatments in Tehran. 

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

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

allergies; hematuria and nocturia and ur1narv frequency; and mild 

GI disorder, flatulence. Respondent ordered hair analvsis, labo-

ratory blood tests, and he prescribed apricot kernels. (State 

ExhibH 7 l 

b. The care rendered to Patient i7 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 Nystatin oral 

powder and tablets. •S~ate Exhjbit 7 and T. 24~) 
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ii. There is no indication in the medical record 

as to the reason for prescribing Nystatin for this patient. CT. 

c. The care rendered to Patient 17 by Respondent with 

regard to her complaints of hematuria, nocturia, and urinary 

frequency was deficient. 

i. Patient first complained of urinary problems 

on l\pr·il 11, 1988. (Slate F.xhibit 7l 

ii. The medical record does not indicate that 

Responden\: ordered " complete urinalvsis fo1· thi5 patient on 

April 11, 1988, wnen she complained of hematuria, nocturia, and 

urinary frequency. (Stale Exhibit 7) 

iii. Patient was seen on 4/1 J /88, 4/20/88, and 

,,/27/88, and no mention is made of any tests, diagnosis, or 

treatment for the urinary rroblems. (State Exhibit 7) 

iv. On May 4, 1988, the medical record does not 

indicate anv complaints with regard to urinary problems, and it 

does indicate that n urine dip stick te~t was done. 

Exhibit: 7) 

v. On Mav 18, 1988, the medical record indicates 

that "urine shows nu blood todav". i St a t e E :: hi b i \ 7 ) 

d. The care rendered to Patient 17 by Respondent with 

regard to her history of breast cancer js deficient. 

i. The medical record does not indicate that 

Respondent ordered a mammogram for this patient. 

7 and T. 247) 
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ii . The only medical record notation of a breast 

examination was on July 11, 1988, which is noted to be 

"unremarkable". (State Exhibit 71 

iii. The medical record does not indicate that the 

Respondent informed the patient as to the necessity of mammograms 

or noted her refu~al 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 any other physician. (T. 249) 

e. The care rendered to Patient 17 ~Y Respondent with 

regard to the multiple injections of vitamins and minerals were 

deficient. 

i. T~e hair analysis done o~ AprJl 21, 1988, 

indicated that her level of calciu~ was above normal; her level 

of magnesium, sodium, potassium, copper, manganese, chromium, 

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

zirconium were below normal. (State Exhibit 71 

ii. fh0 serum level. of potassium and sodium done 

on Mav J, 1988, indi~ates thal the seru~ lev0Js were normal. 

(State Exhjhit 7l 

iii The multiple vitamin and mineral injections 

prescribed by Respor,dent failed to address the majority of the 

"deficiencies" noted on the hair analysis. (State Exhibit 7) 

iv. There is no indication in the medical record 

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

supplement, which was prescribed and given by injection to the 

patient. (State Exhibit 7) 
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v. The medical record does not indicate that 

Patient t? was deficient in vitamin B12, and yet, Respondent 

prescribed sublingual vitamin 812 for this patient. 

Exhibit ?l 

(State 

vi. There is no therapeutic value in utilizing 

sublingual vitami~ 812. 

11. The care rendered to Patient t8 by Respondent was 

deficient. 

a. Patient tB began in treatment with Respondent in 

1982 for fatigue, weight loss, arthritis of the rlghl knee, and 

prostate enlargement. On Septembers, 1988, Patient tB 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 8l 

b. The care rendered to Patient 18 by Respondent with 

regard to his enlarged prostate was deficient. 

i. The medical rer:ord does not sllbstantiate that 

a rect.al exarnination was conducted. (State Exhibit 81 

ii. The medical re<:on1 doe;, not :subst.;,ntiate that 

either a serum acid phosphatase or prostatjc specific antigen 

tests 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. 260) 
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C • The care rendered to Patient J8 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. CT. 

259 260) 

d. Th~ care rendered to Patient t8 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 1100/60), he 

was dizzy and h~ "appears ~ale". (State Exhibit 81 

ii. The medical record does not substantiate that 

an orthostatic blood pressure was taken. (Stale Exhibit 81 

iii. The low blood pressure readings from 

September 5, 1985 to Sripl:ember· 6, 1988 (Jlfl/60, 88/50 and 100/60 

were indicative of an anemia, and Respondent's medical records do 

not indicate that he ordered a repeat hemoglobin and hematocrit 

to determine the degree of the anemia present in the patient 

(State Exhibit 8 and T. 257-81 

e. The aclmin.ist, at ion of !'lt:l tip],., \'it-,min B and 

mineral injections is of no therapeutic valUP to Patient t8 as 

there is no indication jn the medical record lhal this patient 

was deficient in the substances prescribed. 

i. There is no demonstrable therapeutic use for 

sublingual Vitamin B12. 

12. The care rendered to Patient J9 by Respondent was 

deficient. 
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a. Patient t9, who had been a patient of Respondent 

from 1977 to 1983, returneri to Respondent for care on March 22, 

1988, at which time Respondent's impresslons were, fatigue, low 

energy - anemia! dysmenorrhea, PMS, menorrhagia; thyroid 

enlargement and underactive thyroid: constipation and bloating; 

mild headache; ridht leg pain, sweet craving; environmental 

sensitivities and possible chronic Candidiasis. (State Exhibit 9) 

b. The care rendered to Patient t9 by Respondent with 

regard to diagnosis and treatment of Candidiasis was deficient. 

i. The-medical re~crd doe~ not indicate any 

laboratory or hlstory confirming the dJagnosis of Candidiasis. 

(State Exhjbit 9 and T. ?731 

ii. Respondent prescribed Nvstatin oral powder 

and tabs and vaginal suppositor·ies without any indication. (T. 

273) 

c. Tne care rendered to Patient 19 hy Respondent with 

regard to the patient's anemia was deficjent. 

The laboratory studies done on March 23, 1988 

hemoglobin, .low blood indices, ar,rl low s,Hrtm iron. (State 

Exhibit 9 and T. 2731 

ii. Between March 23, 1988 and May 18, 1989, (the 

next notation by Respondent in the chart!, the medical record 

does not indicat& that any diagnostic studies or investigation 

into the cause of the anemia was attempted by Respondent, CT. 

274) 
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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 

mineral injections (B6, B12, Bx, Folic Acid) without any 

indication of deficiency reported in the laboratory tests. 

(State Exhibit 9) 

d. The care rendered to Patient t8 by Respondent with 

regard to her complaints on March 

and dysmenorrhea was deficient. 

.., ., 
<.£_, 1988 of PMS, menorrhagia 

i. Respondent did not note a referral to a 

gynecologist until ,lune 22, 1989. rstate Exhibit 9 and T. 275) 

ii. The medical record does not 1ndlcate that a 

vagin,il exan1inat.ion was PP.r·for·med by Respondent. (State Exhibit 

9) 

13. The care rendered to Patient tlO by Respondent was 

deficient. 

a. Patient tlO sought treatment from Respondent from 

l\pril 27, 1988 to Decemt;er c'l, 1988, O 11 Arri l 2 7 , l 9 8 8 , 

Respondent's impressions were: recurrent colds! allergies and 

environmental sensitivities; dermatltis~jo~k 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 101 

b. The care rendered to Patient JlD with regard to 

the diagnosis and treatment of Candidiasis was deficient. 
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i. The medical record does not indicate that 

there was any laboratory or history substantiation for the 

diagnosis of Candidiasis. (State Exhibit 10) 

ii. Respondent prescribed Nystatin oral powder 

without indication. (State Exhibit 10) 

iii. Respondent prescribed Nystatin topical cream 

withotJt any diagnostic testing of the dermatitis to determine 

that it was, in fact, fungal. (State Exhibit JO) 

c. The administration of multiple Vitamin Band 

mineral injections is of no therapeutic value to Patient ilO as 

there is no lndication in the medical record that this patient 

was deficient in the substances prescribed. 

i. There is no demonstrable therapeutic use for 

sublingual Vitamin 812. ( T. 278) 

d. The care rendered to Patient ilO with regard to 

the use of hair analysis was deficient. 

i, Hair analysis ls not recc,gni;,-,c,d as an 

efficacious way of measuring the levels of vitamin and mineral 

deficiencies. 

ii. The only recognized medlcal use for hair 

analysis is to measure for toxic amounts of ~rsPnic. 

iii. The hair analysis noted that this patient was 

deficient in selenium. 

iv. The medical record does not indicate that 

Respondent directed any treatment toward the noted deficiency of 

selenium in th5s patient. 
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14. The care rendered to Patient Ill by Respondent was 

deficient. 

a. Patient Ill first saw Respondent on May 18, 1987, 

at which time Respondent's impressions were: Alzheimer's 

disease; depression, agitation, nervousness, and fatigue; urinary 

frequency; envirorimental sensitivities and food allergies; sweet 

craving; mild arthralgia and muscle aches; and possible chronic 

Candidiasis, (State Exhibit 11 l 

b. The care rendered to Patient Ill by Respondent 

with regard ta thH diagno5ls anrl treatment of Candidiasls was 

deficient. 

i. The medical record does not indicate that 

there was any laboralorv or history substantiatioG for the 

diagnosis of Candidias!s. 

ii. Respondent ordered Nystatin oral puwder and 

tablets without indication. (T. 283) 

c. fhe care rendered to Patient Ill by Respondent 

with regard ta the injections of calcium anrl magnesium was 

deficient. 

i. The medical record note for April 28, 1988 

states, "daughter states that calcium and magnesium seem to be of 

some help - wlll 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 minerals existed for 
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this patient, and yet, Respondent prescribed injections at the 

request of the daughter of the patient. 

d. The administration of multiple Vitamin Band 

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 112 by Respondent was 

deficient. 

a. Patient 112 sought treatment from Respondent on a 

regular hasis from 1978 to 1988. On April 12, 1988, Respondent's 

impressions wer·e: right adnexal inflammations; menstrual 

irregularities, mild dysmenarrhea and PMS; anemia; lower 

backache; environmental sensitivities; and possible chronic 

Candidiasis. (State Exhibit 12) 

b, The care rendered to Patient 112 by Respondent 

with regard to the diagnosis and treatment of Candidiasis was 

deficient. 

i. There were no diagnostic tests or history to 

substantiate a diagnosis of Ca11dldi~sl~. 

ii. Respondent prescribed Nystatin oral powder 

and capsules with no indication. CT. 300 and Slate Exhibit 121 

c. The care rendered to Patient fl2 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. 
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ii. The medical record does not indicate that 

Respondent referred the patient to a gynecologist or that he 

referred her and she fefused. (T. 302 and 3071 

iii. Respondent did perform a pelvic examination, 

and ordered a PAP smear and CEC on February 14, 1986. 

Exhibit 12) 

(State 

iv. Respondent prescribed raspberry leaf tea, 

bioflavinoids, and bee propolis, and injections of vitamins for 

this patient on March 19, 1986, (Stal:e Exhibit 12 and T. 305) 

v • T he p r e s c: r i h f' rl t r e ;i l:<n e n t 0 1-d e r· e d o n Ma r c h 1 9 , 

1986, for this patient with regard to her gynecological problems 

are not generally recognized by the medical community as 

correcting menstrual irregularities. (T. 306l 

d. The care rendered to Patient 112 bv Respondent 

with 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, ThouAh such informatinn is important, ~he 

record does not ind.icate that thP. Respondent noted the patient's 

t. em p e r a tu r e o r· p u 1 s f'! o n (· h P. me d j c a 1 r· .?. f:: n r d . ( T. ~09) 

iii. Respondent ordered injections of Vitamins 

I.V. and I.M., fluids, steam inhalations on 10/21/88. 

Exhibit 12J 

estate 

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

temperature of 102, congestion and cough. 
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v. Respondent ordered a throat culture on that 

date and continued I.V. Vitamin C 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 ll/25/88 to be normal, the Respondent 

prescribed Ampicillin. 

viii. The use of the antibiotic Ampicillin for a 

viral infection is not appropriate. (T. 312) 

e. The care rendered to Patient 112 by Respondent 

with reqard to the treatment of her anemia was deficient. 

i. The patient's hematocrit was noted to be low 

(31.9 to 34.61 from February 16, 1984 through April 18, 1988 

indicating mild anemia. (State Exhibit 12 and T. 301) 

ii. The only treatment noted in the medical 

record with regard to the anemia of the patient was I.M. 

injections of liver and iron on 45 occPsions from December 17, 

1984 to to November 25, 1988. 

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 121 
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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. CT. 314) 

g. Thd administration of multiple Vitamin Band 

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 Patjent 1r3 by Respondent was 

deficJent. 

a. Patient 113 sought treatment from Respondent on 

April 8, 1988 at which time Respondent's impressions were: 

chronic cough, tachycardia, dyspnea, fatigue, nervousness, 

environmental sensitivities, chronic constipation, right inguinal 

hernia, myalgia and arthralgia, sweet craving, and possible 

chronic candidiasis. (State Exhibit 131 

b. The care rendered to Patient tl3 with regard to a 

history of active imm11ne response and inflammatory reaction was 

deficient, 

provider indicated an active immune response, Sedimentation Rate 

of 118 on 10/28/86; 117 on 11/12/86; 96 on l/12/87: and 96 on 

4/15/87, all of which are very high rates. CT. 330) 

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

indicating an inflammatory reaction. 
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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 does not 

indicate that Respondent 0rdered a repeat test. (T. 330) 

c. The care rendered to Patient tl3 by Respondent 

with regard to diagnosis and ~reatment of her comrlaints 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 inflammation and deformity, describing the 

extent to whjch joints ach2 and any deformities of the joints, to 

obtain sedimentation rates; and to obtain radiographs of the 

affected joints. (T. 333) 

ii. Th0re ls no detailed description in the 

med i ca 1 rec or rl o t t !i., r h y s i c:,. l f in ct.\: 1 9 ~ ,, f fl,, s ;,c, n rl 0 n t ' s 

examinations of this patient's joints. (T. 33<',l 

iii. The medical record does not substantiate that 

Respondent ordered the blood tests and SEO rate tests appropriate 

for these complaints. 

iv. At the time the Patient tls first visited 

Respondent, there was no information in the medical record with 

regard to the patient's prior treatment by a rheumatologist. 
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Cl) Patient tl3 had been seen by a 

rheumatologist since October, 1986. 

121 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 referr~d the patient to a rheumatologist or that he 

made a referral which was refused by the patient. ( T. 344 l 

d. The care rendered to this patient by Respondent 

with regard to the diagnosis and treatment nf Candidiasis was 

deficient·. 

i. There is no diagnostic or history 

substantiation for the diagnosis of Candidiasis. (T. 334) 

ii. Respondent ordered Nvstatin or·;:,l powder and 

tablets and Nizoral without indication. ( T. 334 l 

e. The administration of multiple Vitamin Band 

mineral injections is of no therapeutic value to this patient as 

there is no indication in the medical record that this patient 

\>tas dt~ficient .in t:h~ substances prescribed. 

17. The care rendered to Patienl Jl4 hy Resnondent was 

defidont. 

a. On October 20, 1988, Patl0nt il4 saw Respondent 

whose impressions were: perJeche - right cor·ner of mouth; mild 

muscle tension of neck; environmental sensitivitles; possible 

chronic candidiasis. CT. 3471 

b, The care of this patient by Respondent with regard 

to the diagnosis and treatment of candidiasis was deficient. 
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i. There is no laboratory confirmation nor any 

history to substantiate a diagnosis of candidiasis. (T. 358) 

ii. Respondent prescribed Nvstatin and Nizoral 

without indication. 

c. The care of this patient by Respondent with regard 

to the diagnosis and treatment of his skin condition was 

deficient. 

i. The medical record does not document that 

Respondent obtained any skin scrapings and cultures to ascertain 

whether the dermatitis was fungoJ or bacterlal. (T. 349) 

ii. Respondent ordered Nvstatin (an antifungal) 

on February 17, 1987. (T. 349) 

iii. o,~ September 9, 1987, the dermatitis was 

described as "worse." (State Exhibit 14) 

iv. On September 19, 1987, Respondent ordered 

Nizoral tabs and topical cr~am for this patient. 

v. On Auiwsl 3, 1988, though th<:> Respondent 

failed to note the status of the dermatitis on the patient's 

hands, Respondent ordered Nizoral cream. (T. 3SI)) 

vi. On January 26, 1989, Respondent prescribed 

Relin-A because of symptoms of "scaly rash with intense itching 

and burning on skjn of face and has left wrjnkles and scars." 

Retin-A is prescribed for the treatment of acne and wrinkling of, 

the skin through aging. There is no diagnosis in the medical 

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

medication. CT. 353 l 
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vii. The standard of care in treatment of skin 

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 diagnosis. CT. 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 prescribed by Respondent. 

354) 

CT. 35~ and 

ix. There is no indication in the medical records 

that Respondent ever made a diagnosis of the patient's skin 

problems. (T. 353) 

x. Although the record indicates that 

Respondent's treatment for this patient's skin problems was not 

effective, the record does not document that a referral to a 

dermatologist was made or that such a referral was made and 

refused bv the patient. 

d. The care rendered to this patient with regard to 

the diagnosis and treatment of tendoni+is and traumatic arthritis 

was deficient. 

i. On May 8, 1986, Respondent made the diagnosis 

of tendonitis and traumatic arthrltis and prescribed local moist 

heat and some enzymes. (State Exhibit 14l 

ii. On May 15, 1986, Respondent applied a splint 

to the patient's thumb without first having ordered an x-ray. 

(T. 356 - 358) 
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Cl I The application of a splint is 

appropriate when a fracture is suspected. 

(2) An x-ray is appropriate when a fracture 

is suspected. 

iii. On June 5, 1986, three weeks after the injury 

to the thumb, Res~ondent 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 merlical record dons not document how the 

thumb looked at 1:he tirnP. o< the injury or ~1hen th<> srl.i.nt was 

applied, nor does it describe the range of motion of the thumb on 

either dab,. CT. 360) 

e. The administration cf multiple Vitamin 8 and 

minera.l injections .is of no tberapeutic value to Patient tl4 as 

there is no indication in the ~adical rGcord thal this patient 

was deficient in the substanses prescribed. 

18. The care rer.der·ed tn Fatient JJ.5 bv Respondent Nas 

deficient. 

a. Pa~ient 115 sought ~rPalment f•nrn Respondent on 

September ?5, 1985, at whJch tlme the impressJons of Respondent 

were: osteoporosis; food allergies; nervousness; :'Ind thyroid 

condition. Respondent ordered a hair analysis 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 115 by Respondent 

w i th re 9 a rd l: o t he d i a g nos i s an cl t t· ea t men t of her thyroid 

condition was deficient. 
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i, The October 7, 1985 blood tests revealed a 

slightly low T4 (4.4), a low T-uptake (.60l, and an increased 

R-T3 uptake (42.94), (State Exhibit 15 and T. 367) 

ii, Respondent prescribed thyroid medication for 

this patient without indication. CT. 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 prior to the change in medication. CT. 369) 

i v . 0 11 M ri r c h 5 ,. l 9 3 6 r t h ~ r· P- i s a n i n c re a s e- i n 

thyroid medication without any indication !n the medical record 

that the thyroid function was checked prior to the change in 

medication. (State Exhibit 15) 

V • On October 6, 1986, additional blood studies 

were ordered, the resulls of which contrasted with the 1985 

results in that the T-4 was now in the normal range and the 

T-uptake was even higher. (State Exhibit 15 and T. 370) 

vi. The standard of care is for a competent 

physic.tan l:o comment on the res,1] ts of th,i thvroid I-est, and thee 

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

results of the 1986 blood studies. (T. 370) 

c. The administration of multiple Vitamin Band 

mineral injections is of no therapeutic Yalue 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 Bl? without indication. 
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e. The care rendered to this patient by Respondent 

was deficient with regard to the prescription of Nystatin on 

November 8, 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 lo the prescription of Nystatin (an antifungal 

medic;ition), (T. 371) 

19. The care rendered to Patient 116 by Respondent was 

deficient. 

a. P;itient 116 sought treatment from Respondent in 

1981 for skin Jeslons described as basal cell carcinoma in the 

laboratory repor·i: d;;ted l /24 -'81. On January 1'? 1987, 

Respondent's impressions we~e: skin lesion - left temple; mild 

ar·i:hri tis. Hair analysis and EXEC IV blood tests were ordered. 

b. Thn cAre rendered to this patient bv Respondent 

with regRrd to the skin lesions was dAficjnnt. 

i. This patient had a historv of basal cell 

carcinoma confirmed hy laboratory •tudy. (State Exhibit 16) 

ii. Respondent did not document that he did any 

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

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

3 78) 
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iii. Respondent did not refer the patient to a 

Dermatologist or document that he made such a referral and the 

patient refused. (T. 377l 

iv. Respondent treated the lesion with topical 

application of Selenium, which is not identified as a valid 

treatment for bas~l cell carcinoma by the medical community, (T. 

376-377 l 

v. The medical record does not contain any 

further reference lo the lesion on the lef~ temple until January 

2, 1988. (State Exhibit 161 

Ill On January 22, 1988, Respondent noted: 

"skin lesion on left temple almost complet&Jy disappeared." 

(2) On October· 24, 1988, Respondent noted 

"small skin lesion on left forehead seems la go down somewhat 

with Vitamin E or aloe or other topical remedies." 

vi. On March 6, 1989, the patient complained of a 

new skin lesion on the chest wall and Respondent prescribed 

Nystal:in 1-11 l:hout anv indication in the recor·d that a diagnosis of 

the lesion was made to substantiate ths~ ~he use of an 

anti-fungal medication such as Nystatin wo11ld be appropriate. 

(T. 378) 

c. The care rendered to Patient tl6 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 sl:ated that 

she was involved in a car accident on the night before and that 
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her chest wall and upper abdomen hit the steering wheel, 

Exhibit 16 and T. 3781 

(State 

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-ray is a pertinent test for a 

person who sustains a 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. CT. 379 and 3851 

iv. An EKG ls a pertinent t0st 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. IT. 379 and 3831 

d. The care rendered to this pntient with regard to 

indigestion and epigastric distress wa~ deficient. 

i. Patient complained of indigestion and 

epigastric distress on Sentember 15, 1987, at which time 

Respondent ordered an upper abdominal sonogram. 

ii. Respondent, at that time, did not note any 

treatment plan for these complaints. (State Exhibit 16) 

iii. On January 22, 1988, the patient again 

complained of epigastric discomfort, and Respondent noted only 

that the sonogram had not yet been taken. 

iv. The April 25, 1988, note indicates that the 

sonogram was negative, but there is no indication of treatment 

addressing the problem. (State Exhibit 16) 
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20. The care rendered to Patient •17 by Respondent was 

deficient. 

a . Patient· • 1 7 sought treatment from Respondent on 

April 14, 1987, at which time the impressions noted in the record 

were, hyperthyroidism! nervousness; low energy; depression; 

anxiety; headaches; PMS; recurrent vaginal yeast infections; 

sweet craving; acne; environmental sensitivities; mild digestive 

disorders; upper and lower backache, and possible chronic 

cand.idiasis. A hair analysis was ordered, medical records were 

requested and Nystatin oraJ pos1cter '1nrl v;,gir,;;.1 suppositories were 

prescribed. 

b. The care rendered to Patient tl7 by Respondent 

with regard to the diagnosis 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 canctidiasis. ( T. 387 l 

indication. 

ii. Respondent prescribed Nvstatin without 

(T. 387) 

c. The care rendered to Patient tl7 by Respondent 

with regard to the tr-eal:menl: of thyroid dysfunction was 

deficient. 

i. On September 14, 1987, Respondent noted 

"cutting down on Propylthiouracil (PTUl to 2-4/day (used to take 

6/day)." (State Exhibit 17) 

ii. PTU is a drug which is effecl:ive in the 

trealment of overactive thyroids. ( T. 388) 
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iii. On October 19, 1987, the patient's T3 was 239 

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

PTU per day. 

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

(State Exhibit 17) 

v. On February 24, 1988, Respondent noted: "off 

Propylthiouracil ~ 2 months.n (State Exhibit 17) 

vi. The standard of care with regard ta the 

decrease of PTU far a patient requires that the patient be 

closely monitored for pulse, blood pressure and various physical 

signs and laboratory tests, and to order thvrold function tests 

as the medication is continually decreased. (T. 389) 

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 ordered for this patient during the time 

that her thyroid medication was being decreased. CT. 389) 

d. The care rendered to this patient by Respondent 

with regard to her complaints of episodi~ illnesses w~s 

deficient. 

i. Upper respiratory tract infections were 

reported to Respondent by this patient on seven (7) occasions 

(5/13/87, 8/10/87, 9/16/87, ll/27/87, 12/7/87, 12/9/87, and 

2/9/89). (State Exhibit 17 and T. 388) 

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 c0ltures were performed to 

- 57 -



diagnose and treat the upper respiratory tract infection. 

Exhibit 17) 

(State 

21. The care rendered to Patient tl8 by Respondent was 

deficient. 

a. Patient t!B, who had a history of eight prior 

admissions to psychiatric hospitals, sought treatment from 

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

impressions were: chronic jepression and anxiety; fatigue and 

phobias; headaches; mild digestive disorders; mild environmental 

sensitivities; sweet and carbchydra~e craving; p0ssible chronic 

candidiasis. The record noted thnt the patient had been taking 

six 161 300 mg Lithium per day for a few weeks but had stopped 

taking all drugs two (21 weeks ago. Respondent ordered EXEC IV, 

Lithium, HDL and TSH blood tests. Respondent prescribed multiple 

B Vitamins and folic acid injectJons and Nystatin oral powder and 

tablets. 

b, The care rendered to Patient 118 by Respondent 

with regard to ~he diagnosis and treatment of candidiasis was 

deficient. 

i. The medical record does not document that any 

laboratory tests or history were obtained ta substantiate the 

diagnosis of candidiasis. (State Exhibit 181 

ii. Respondent prescribed Nystatin for this 

patient without 5ndication. CT. 394-395) 

c. The care rendered to this patient by Respondent 

with regard to the prescription of thyroid medication was 

deficient. 
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1. 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. CT. 396) 

iv. The blood test done on March 11, 1988 

indicated that the patient had a ~igh free thyrnxin index CT7l of 

14.5 (normal 5-121, and Respondent, on March 29, 1988, prescribed 

thyroid medication for this patient. (State Exhibit 18) 

d. The administration of multiple Vitamin Band 

mineral injections is cf no therapeutic value tu this patient as 

there is no indication in the medical record that this patient 

was deficient in the substances prescribed. 

e. The care rendered to this patient by Respondent 

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

CT. 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 referral which was refused by the patient. (State 

Exhibit 18) 
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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 0,05 mEq/1 (normal 0.5-1 .51. (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 ordered the medication. CT. 397) 

v. On January 23, 1989, Respondent ordered 

Norlpramin and EJavil (anti-depressantnl for the patient, but 

there was no diagnosis ta justify the nrescrlntiors, and no 

description of the symptoms or reference to the patient's 

psychiatric problems. (T. 39R) 

vi. On June 5, 1989, Respondent prescribed Elavil 

and Lithium for the patient without any indication in the medical 

record as to the reason for the change in the psychiatric 

medication. There is no information in the medical record 

addressing the psychiatric symptoms. (T. 399) 

22. The care randered to Patient il9 by Respondent was 

deficient. 

a, Patient ,19 sought traatmer1t from Respondent from 

May 10, 1985 to June 24, 1989. The May 10, 1985, medical record 

notes that Respondent's impressions were: lower back pain and 

sciatica; recurrent sore throats and post nasal drip; low energy; 

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. 
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b. The administration of multiple Vitamin Band 

mineral injections is of no therapeutic value to Patient tl9 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 injections on 62 occasions from May 10, 1985, to 

June 4, 1989. (State Exhibit 19) 

ii. There is no laboratory verification that the 

patient was deficient in any of the vitamins prescribed. 

ExhibH 19) 

(State 

iii, Respondent administered calcium injections to 

this patient on 20 occasions between May 10, 1985 and November I, 

1988, notwithstanding the normal levels of calcium noted in her 

blood tests and hair analysis, CState Exhibit 19) 

iv. Respondent administerHd fflagnesium injections 

tu this patient on five occasions between May 30, 1986 and 

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

in this mineral, (State Exhibit 19) 

c. The care rendPred to this oatian+ by Respondent 

with regard to the diagnosis and treatment of candidiasis was 

deficient. 

i. There were neither laboratory tests nor 

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

State Exhibit 19) 

ii. Respondent prescribed Nystatin without 

indication. ( T. 416) 
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d.• The care rendered to Patient tl9 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 performed a 

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

19) 

ii. Respondent ordered a Vitamin C injection and 

prescribed fluids, cranberry and aloe juices, and Pyridium, a 

bladder anesthetic- (State Exhibit 19 and T. 4071 

iii, Intravenous Vitamin C is not appropriate 

treatment for a suspected urinary tract infection. (T. 410) 

(1) Vitamin Chas 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. 417l 

iv. The medical record does not indicate that a 

diagnosis was made. (State Exhibit 19 and f. 410) 

v. The standard of care for the diagnosis and 

treatment of symptoms such as those presented by this patient 

requires the determinatlon 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 infection although the standard of care requires that a 
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physician obtain a culture and begin treatment after the results 

of the culture are obtained. (State Exhibit 19) 

e. The care rendered to this patient by Respondent 

with regard to the prescription for iron and .liver injections was 

deficient. 

i. This patient had a hysterectomy in January 

1985. (State Exhibit 19) 

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. 

Exhibit 19 anci T, c,Jll 

( St;ite 

iii. The medical record does not indicate that a 

repeat blood study was performed in Julv 1985 when the liver and 

iron injections were prrscribed for thJs patient. (State Exhibit 

19 l 

iv. The blood studies which were done for this 

patient on July 1, 1985, July 3, 1985, June 11, 1986, April 13, 

1987, and April 27, 1988 indicated that her liver and iron levels 

were within normal limit:s. (State Exhibi~ l9l 

v. Respondent continued to prescribe liver and 

iron injections on 55 occasions until June 24, 1989. 

ExhibiL 19 and T. 413) 

(State 

f. The care rendered to Patient 119 with regard to 

her symptoms of soreness 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." 

Exhibit 19 and T. 413) 
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ii. After examination, Respondent noted "possibly 

some tissue changes but no definite well defined nodules." 

(State Exhibit 19l 

iii. Respondent ordered a mammogram and prescribed 

apricot kernels, intestinal cleansing, and observation. (State 

Exhibit 19) 

iv. There is no medical indication for the use of 

intestinal cleansing for the symptoms of breast soreness. (T, 

414-415) 

v. Respondent rerorted that the mammogram was 

negative. 

vi. On October 9, 1987, the patient had "no 

complaints about breast problems," and there is no other 

reference to this problem in the chart through June 1989. 

Exhibit 19) 

(State 

vii. There is no indication in the medical record 

that the Respondent performed regular breast examinations for 

this patienb. !Sta~e Exhibit 191 

g. Tl1e care rendered to Patient 119 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. On February 9, 1987, the patient complained 

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

medical chart. (State Exhibit 19) 
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iii. Respondent prescribed I.V. Vitamin C for this 

patient without indication. (T. 415) 

23. The care rendered to Patient t20 by Respondent was 

deficient. 

a. Patient 420 sought treatment from Respondent on 

January 23, 1984 ~t which time Respondent's impressions were, 

diabetes; glaucoma; overweight; arthralgia and low energy. 

Respondent ordered hair analysis, fasting blood sugar ("FBS"), 

T3, re, and urinalysis. Respondent prescribed weekly injections 

of multiple B VItandns and fol.ir: ;ac:id, which l:t,,, patient received 

on 15 occasions until December 4, 1984, when Respondent 

prescribed calcium in addition lo the other injections. 

b. The care rendered to this patient by Respondent 

with regard to thP treatment of her diabetes was deficient. 

i. On January 23, 1984, this patient's FBS was 

128 (normal 65-110) and the patient's weight was 160 lbs. (T. 

149) 

Jj On October 15, 1984, after ten months of 

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

weight was 173 lbs. (T. 420) 

iii. The p~tjent's FBS' were mPasured as follows: 

11/27/85 - 174; 4/Jl/86 - ?58; 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, Respondent noted "condit~on 
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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 before each visit. (State Exhibit 20) 

vi. The medical record does not indicate that the 

Respondent advised the patient of the importance of adhering to 

the di et. (T. c,22) 

vii. Although dietary treatment alone can be an 

appropriate approach to the control of diabetes, if those efforts 

fail within a few months span, other meas11res should be employed 

in order to control the diabetes. n. 421 and 426 l 

viii, The medical record does not indicate that 

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

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

hc,r di.abetes. (State Exhibit 20 and T. 427-428) 

ix. There is no indication in the medical record 

that oral hypoglycemjcs wgre utiliZPd or rec0mmPnded ln this 

case. (State Exhibit 20 and T. ~28) 

c. The care rendP.r·ec to P.iti enl it20 by Respondent 

with regard to the prescription of thyroid medication was 

deficient. 

i. On December 4, 1984, Respondent prescribed 

thyroid medication on the basis that the patient had taken 

thyroid medication previously, from ages 13 through 31. 

Exhibit 20 and T. 422) 
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ii. The medical record does not indicate that any 

current thyroid studies were ordered by Respondent. CT, 422) 

iii. The thyroid studies of February 8, 1984 were 

within normal limits, (State Exhibit 20) 

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 laboratory tests or history to 

substantiate the diagnosis of candidlasis. (State Exhibit 20) 

ii. Respondent prescribed Nystatin and Nizoral 

without indication. ( T. 423 l 

e . f!rn c ;,; r e ,· e n d e r e d t o P;; t i e n i. t 2 O b y R e s p o n d en t 

with regard to th• sy~pt0ms of occa~ional chest Pain was 

deficient. 

i. As 2 diabetic, this pat1ent was at risk for 

cardiac disease. ( T. 42?, l 

jj On December 9, 1987, this patient complained 

of occasional chest pain ~o Respondent. (State Exhibit 20) 

iii. The medical record does not indicate that the 

Respondent performed a cnrdiopulmcrary examir1atinn, 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) days. (State Exhibit 20) 

v. The medical record does not indicate that 

Respondent performed~ cardiopulmonary examination, ordered an 
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EKG, or referred the patient to a cardiologist. (State Exhibit 

20) 

vi. on· January 14, 1989, the patient again 

complained of chest pain, and at this time, Respondent ordered a 

stress test. (State Exhibit 20) 

44. The care rendered to Patient t21 by Respondent was 

deficient. 

a. Patient 121 began seeing Respondent in 1980. 

December 17, 1986, Respondent made the following diagnoses: 

hisliocytoma, recurrent; arthritis and backache; rest-stroke 

paralysis left hand. 

On 

b. The care rendered to this patient by Respondent 

with regard to her previous and other medical treatment was 

deficient. 

i. This ratient's chart contains references to 

treatment by other physicians and hospitals for angina, 

hypertension, peripheral vascular disease and renal disease. 

(State Exhibit 21) 

ii. The medical recorrl 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. 
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c. The care rendered to Patient t21 by Respondent 

with regard to the prescription for Nystatin 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 thd 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 Exhtbit 21) 

ii, Respondent prescribed thyroid medication on 

the basis of an axillary temperature of 97 degrees. (State 

Exhibit 21 J 

e. The admintstration of multiple Vitamin Band 

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. 

f, The care rendered to Patient •21 by Respondent 

wiU1 regard to l:he ;idministr;ition of a CF:A test ri'l SPpl:ember 5, 

1985 was deficient. 

i, This patient had a history of histiocytoma, a 

tumor composed of histocytes. (T. 437l 

histiocytoma. 

ii. The CEA is not consistent with the 

(T. 437 l 

g. The care rendered to this patient with regard to 

the December 17, 1986 administration of amygdalin (Laetrile) was 

deficient because, in 1966, it was not approved for general use 
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by the FDA, and, in 1986, there was no evidence that there was 

any indication for amygdal5n therapy in medicine. (T. 439) 

45. The care rendered to Patient 122 by Respondent was 

deficient. 

a. Patient 122 sought treatment from Respondent on 

April 18, 1988, at which time the latter's impressions were: 

myelofibrosis - severe anemia and pancytopenia; chronic cardiac 

arrhythmia; m11scle weakness and fatigue; post nasal drip and 

cough; G.I. disorder and reflux esophagitis; prostate enlargement 

and urinary trequsncy; sugar craving; nossihlP chronic 

candidiasis. Respondent ordered hair analysis, injections of 

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

Nystat~n. 

b. The care rendered to this patient with regard to 

the treatment for myelofibrosis was deficient. 

i, The standard of care with regard to the 

treatment of myelofibrosis and severe anemia requires that the 

physician determine the severity of the anemia, the severity of 

the leukopenia, and the severity of lhe thrombo~ytopenja. CT. 

446) 

ii. The medical record does not indicate that 

Respondent adequately monitored 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. CT. 

447) 
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iv. The medical record does document that the 

patient refused to have blood transfusions. (May 16, 1988). 

(State Exhibit 22) 

v. Nystatin and hair analysis have no purpose in 

the above diagnoses. CT. 445) 

vi. Although the patient's iron levels were 

within normal limits, Respondent prescribed iron injections on 

April 18, 1988. ( T. 448) 

vii. Respondent ordered intestinal cleansing for 

1:his patient on April 22, ]988 11ithout indication. ( T. 4<, 9) 

viii. Respondent administered I.M. vitamin 

injections and I.V. vitamjn C and magnesium injections on 19 

occasions in less than a 90 day period (April 18, 1988 to Julys, 

1988) and this care was deficient as there is no indication that 

there was any follow-up blood testing to verify whether this 

treatment plan was effective. (T. 452) 

c. The care rendered to Patient 122 by Respondent 

with regard to th~ diagnosis and treatment of candidiasis was 

def.tcient. 

j .The medical record does not indicate that there 

was any laboratory testing or histo1·v to substantiate a diagnosis 

of candidiasis. (State Exhibit 22) 

ii. Respondent prescribed Nystatin without 

indication. 

44. The care rendered to Patient 123 by Respondent was 

deficient. 
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a. Patient t23 sought treatment from Respondent on 

November 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 chronic dandidiasis. Respondent requested the patient's 

medical records, ordered multi-8 vitamin and folic acid 

injections, and prescribed Nystatin oral powder, tablets and 

·topical cream. 

b. The ~tJmjntstr;:-;t.ion (Jf mt1li;-iplf:> Vi.t-amin B ~nd 

mineral injections is of no therapeutic value to Patient 123 as 

there is no indication in the medical record that this patient 

was deficient in the ~ubstAnces prescribed. 

c. The care rendered to this patient by Respondent 

with regard to the diagnosis and t~eatmant of candidiasis was 

deficient. 

i. The medical recor·d doe~ not indicate that 

there wPre any laboratory tests or historv, other than sweet 

Cr a Vin g S , t O SU b '3 t-;,i 11 t :i ;:i t A d d l d g I)()$ i:, 0 ( ::; rl ("':(\id i r, 5 i, 5 . (State 

Exhibit 23) 

ii. Respondent prescribed Nvstatin without any 

indication. (T. 457l 

45. The care rendered to patient 124 by Respondent was 

deficient. 

a. Patient t24 sought treatment from Respondent on 

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

hypertension; obesity; low energvl arthralgia - right elbow, 
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muscle cramps-legs; G.I. disorders; varjcose 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 rendered 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 substantiate a djagnosis of 

candidiasis. 

ii. The Respondent prescribed Nystatin without 

indication. 

c. The care rendered to this patient with regard to 

the management of her hypertension was deficient. 

i. The patient reported having been diagnosed 

with hypertension "5-10" years prior to her first visit to 

Respondent. (State Exhibit 24) 

ii. lhe patient reported having taking Inderal 

for one year until about one month prior to the initial visit to 

Respondent. (State Exhibit 24) 

iii. The medical record notes that this patient 

had taken Hylorel and InderaJ and a diuretic, with resulting 

nervousness, tachycardia and palpitations from the medications. 

(State Exhibit 24) 
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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 lbs. 1State Exhibit 241 

V • The standard of care with regard to the 

treatment of a patient with a significantly elevated blood 

pressure and histciry of hypertension requires that the physician 

inquire whether the patient is taking her blood pressure 

medications, advise the patient to lnse weight if the patient's 

weight was excessive, and adjust the medications. CT. {;6 l) 

vi. The medical record dnes nnt indicate any 

treatment or medication prescribed for the hypertension. 

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

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

the blood rressure is 170/110 and weight was 202 lbs. There is 

no indication in the medical record of any treatment or 

medication prescri~ed for the hypertension. 

viii. Although the medical record does note that 

the paliePl w~s no longer taking blood pressure medication, it 

does nol indicate ~hAt shP w~s advised tn loqa weioht aq an 

effort to control the blood pressure. (T. (161) 

ix. The blood pressure readings of 180/120 and 

170/110 in a four month pariod indicate that the patient's blood 

pressure placed her at an increased risk of heart attack or 

stroka and was not under control. CT. 461 l 

d. The administration of multiple Vitamin Band 

mineral injections is of no therapeutic value to Patient t24 as 



there is no indication in the medical record that this patient 

was deficient in the substances prescribed. 

46. The care rendered to Patient i25 by Respondent was not 

deficient. 

a. The medical record and testimony presented at the 

hearing substanti~ted 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 

gynecologist for this problem during the period in dispute. 

b. The medical record and testimonv presented at the 

hearing 5Ubstantiated that the cara rendered to this patient by 

Respondent with regard to the treatment of an upper respiratory 

infection on March 26, 1986 was not deficient as Respondent 

prescribed an appropriate medication for her cough and did not 

order an antibiotic without first obtaining a culture. 

c. The administration of multiple Vitamin Band 

mineral injections is of no therapeutic value to Patient *25 as 

there js no indication in the medical record that this patient 

was deficient in the substances prescribed. 

47, The care rendered to Patient f26 by Respondent was 

deficient. 

a. Patient *26 sought treatment from Respondent on 

March 30, 1988, at which time the latter's impressions were: 

angina; peripheral vascular disease; gangrene left big toe; pain 

in the left foot and leg; possible diabetes (by history); weight 

loss; mild constipation: lower backache; environmental 

sensitivities; fatigue; sweet craving; possible chronic 
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canrlidiasis. Respondent ordered a hair analysis, EXEC IV and 

HDL, requested medical records, ordered multiple B vitamin and 

folir. acid injections, and prescribed Nystatin oral powder and 

tablets. 

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 were any laboratory tests or history lo substantiate a 

diagnosis of candidiasis. 

i i . The Res Pon cl€' n t pr· es r. r· i he d N vs l· at i. n w i thou t 

indication. 

c. The use of Sub-·lingual vitamin Bl? has no medical 

indication. er. 4861 

d. The care rendered ~o this patient with regard to 

his complaints regarding the history of a~gina was deficient. 

i. History of an~ina was noted in the medical 

record at the time of the initial vislt on March 30, 1988. 

(State Exhibit 261 

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 treating physician would be better 

able to assess the patient's condition. CT. 485) 

iv. The failure of Respondent to order an EKG in 

response to the finding of an jrregular heart beat on April 27, 
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1988 prevented Respondent from having sufficient data on which to 

base his decisions with regard to the care of the patient. CT. 

C185) 

v. The medical record does not indicate that a 

cardiopulmonary examination was performed on April 27, 1988. 

(State Exhibit 26i 

e. The care rendered to Patient t26 with regard to 

the abnormal electrolyte findings of the April 5, 1988 blood 

tests was deficient. 

i. On Apri.J 5, 1988, this oatient hari bloori 

tests done, the results of which indicated abnormal electrolytes: 

BUN 45; Creatinine 2.41 Sodium 12224, Chloride 881 glucose 116. 

(State Exhibit 261 

ii. On April 12, 1988, Respondent excised an 

infected toenail from the right big toe of this patient. 

Exhibit 261 

(State 

iii. The April 12, 1988 medical record notes the 

abnormal eloctrolvtc results. (State Exhibit 261 

iv. The standard of care for a patient whose 

electrolyte results are abnormal requires that t~o physician 

investigate the causes of tho apparent renal failure, i.e. 

dehydration, and then to do other blood tests for serum 

electrolytes to determ1ne the cause of the apparent renal 

failure. CT. 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) 
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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 feported that the patient was depressed and had 

stopped taking his prescription medications for the past few 

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

medications, and he added sublingual B12, 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 to obtain serum electrolytes. 

ix. On April 213, 1988, the daughter of this 

patient called Respondent and advised him that the patient was 

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

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

later at the hospital. (State Exhibjt 261 

48. The care rendered to Patient 127 hy Respondent was 

deficient. 

a. Patjent t27 sought treatment from Respondent on 

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

and insomnia; fatigue; low energy; leg cramps; arthralgia -· left 

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

enlargement. Respondent ordered hair analysis, injections of 
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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 two and a half years for prostatic enlargement by prostatic 

massage alone. (State Exhibit 271 

ii. The medical record does not indicate the 

size, consistencv, tendc,rness or· presence of any masses in the 

p r o s t a b,, d u r i n g t h e e n l: l r e r o u r " 8 o f t r· " a t me n t . (State Exhibit 

27 and T. 496) 

iii. The medical record does not indicate a 

diagnosis of the prnstatic condition, or a description of the 

prostate at the time prostatic massage was hegun. (T. 507) 

iv. The only mentions in the r·ecord of the 

effects of the prostatic massage treatment are comments regarding 

the patient's nocturta and occasional mention of the stream. 

(St~te Exhibit 27l 

v. The medical recor~ doe~ nnt Indicate that 

Respondent ever r'eferred this patient· to a 11rologis\:. (State 

Exhibit 27J 

vi. The medical record for April 29, 1987, 

ind.i.r:ates tt1at t:he patient was having increased difficulty with 

urination. (State Exhibit 27) 

vii. On May 7, 1987, the medical record indicates 

that the Respondent prescribed Ampicillin for this patient as the 

result of a phone call in which the patient stated he had a 
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"recurrence of symptoms again since last n.ight." (State Exhibit 

27) 

viii. On May 21, 1987 the prescription for 

Ampicillin was renewed by Respondent. (State Exhibit 27) 

ix. The medical record for November 4, 1987 

indicates that th~ patient consulted a urologist four days prior 

and presented at Respondent's office with an indwelling Foley 

c;,theter. There is no mention of the name of the urologist nor 

any indica~ion that a report from the urologist was iought by 

Respondent. (State Exhiblt 271 

x. The medical records for November 12, 19 and 

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

is no further mention of lche prostate cond.i·tion. (State Exhibit 

27) 

xi. The medical record for December 24, 1987 

indicates that the patient had a TUR under spinal on December 18 

at Laure 1 Hosp it ail and 1,1 as disc h" r· g e d on December 2 3 . 

Exh.ibit 27) 

ISt;ite 

x.i i. The medical recorci rloes not contajn any 

indic;ition that the TUR undergone by the p;itient in December, 

1987 w;is the result of a referral by Respondent, and there is no 

record of the operating physician's name or ;iny report from the 

surgeon in the medical record. (State Exhibit 27) 

xiii. Prost;itic m;issage, alone, is ;i viable 

treatment for speeding up the course of treatment for transient 

inflammation of the prostate, but it is not known to be effective 

for the treatment of chronic prostRtic enlargement. ( T. 493) 
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c. The care rendered to this patient by Respondent 

with regard to 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 cardiologist, 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 il can cause ventricular 

dysfunction ... " 

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 car·diorulmonary examination was done, that an 

EKG was ordered, that any further investigation of this problem 

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

( T. 499) 

jv, Respondent prescribed Kelp tablets for this 

patient on that date. 

v. On July 21, 1988, the patiRnt's pulse was 80 

and irregular, and Responde,,t prescribed fflRgne~ium 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) 

d. The care rendered to this patient with regard to 

the use of Nystatin was deficient as the medical record does not 
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indicate that there was any laboratory test or history to 

substantiate a diagnosis of candidiasis. (T. 499) 

49. The care rendered to Patient t28 by Respondent was 

deficient. 

a. Patient t28 sought treatment from Respondent on 

February 29, 1988; at which time the latter's impressions were: 

prostate carcinoma; hypertension and arrhythmia! G.T. disorders 

and diverticulitis; fatigue, low energy, low equilibrium; hand 

tremors and nervousness; decreased hearing; sweet craving -

possible chronic candictiasi~- Respondent orrlcred a pubic hair 

analysis, requested medical records, prescribed multiple B 

vitamin, folic acid, liver, calcium, and magnesium injections; 

and prescribed Nys~atin oral powder and tablets. 

b. The care rendered to this patient by Respondent 

with regard to his hyperter1sjon WDS oeficient. 

i, On March 14, 1988, the blood pressure of this 

patient was 150/96 and the medical record noted: "cutting down 

on Oyazide - dld not take it today." (State Exhibit 28) 

ji. The medical record for· March 14, 1988 also 

notes that this patient's potassium IKI level in January of 1988 

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

Exhibit 28) 

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 
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hypertensive medications royazide and Cardizeml 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 r•end'!rPd tl, r,it.ien·t l2') IJv F'."sp0ndent w,is 

deficient. 

a. Patient 129 sought treatment from Respondent on 

February 5, 1981. A history and physical on January 19, 1987 

indicated the fnllowing diagnoses: arthritis and backache; 

digestive disorders; sinus condition; urinary frequency; 

environmental sensitivities; and possible chronic candidiasis. 

This patient was noted to be allergic to aspirin on each page of 

the record. Respondent ordered hair analysis, EXEC IV, axillary 

temperatures, and injections of multiol" B vi~amtns, folic acid, 

calcium and magnesium. 

h, The care rendered 1:0 this r>atir;nt 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. 

indication. 

(T, 521) 

ii. The Respondent prescribed Nystatin without 

(T. 521) 
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c.• The care rendered to Patient 129 by Respondent 

with regard to his prescription for sublingual vitamin B12 on 

March 16, 1987 was deficient. (T. 521) 

i, There is no indication in the medical record 

that this patient was deficient in that vitamin. (T. 522) 

ii; Use of subllngual Vitamin B12 for this 

patient has no therapeutic value. 

d. The administration of multiple Vitamin Band 

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 to this patient by Respondent 

with regard to the prescription of Willow Bark was deficient. 

i. The patient was noted on the chart to be 

allergic to aspirin, (1. !.,22) 

ii. Willow Bark contains salicylates, an active 

ingredient in aspirin. ( T. 523) 

iii. Although the patient was not reported to have 

any adv€ rs e re a c t i on I: o th f! W i l J o \1 Ba 1' k , i \: i ,;; no c demons t r ate d 

in the medical record whether this was because she was not 

actually allergic to aspjrjn or because she did not actually take 

the Willow Bark. (T. 523) 

51. The care rendered to Patient t30 by Respondent was 

deficient. 

a. Patient t30 sought treatment from Respondent on 

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

chronic dermatitis: chronic G.I disorders; PMSI food allergies 
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and envlronmental sensitivities; nervousness and mtJscle 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 

Nystatin oral powder, tablets and vaginal suppositories. 

b. The care rendered to this patient by Respondent 

with regard to the diagnosis and treatment of candidiasis was 

defi,cient. 

i. The medic.;,} recor·d doPs not indicate that 

there were anv vaginal cultures or laboratory tests or history to 

substantiate the diagnosis of candidtasis. (T. <:o26l 

indication, 

ii. Tbe Respondent prescrib~d Nystatin without 

( T. 526 J 

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 fibrocvstic disease, and Respondent noted "lumps in breast." 

(State Exhibit 30) 

ii. The standarrl of care for the medical 

treatment of patients with fibrocyslic disease is to obtain a 

mammo,Jram. ( T. 527) 

iii, The medical record does not indicate that 

Respondent ordered a mammogram or that the patient refused to 

have a mammogram. (T, 527) 

ct. The care rende!'ed to Patient t30 by Respondent 

with regard to her elevated lymphocyte found was deficient. 

- 85 -



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

patient's lymphocytes were 67 (normal 10-491. (State Exhibit 301 

ii. El~vation in lymphocytes may be non-specific, 

but may indicate that there is a disease process going on in the 

patienl:. ( T. 527) 

iii. The standard of care is to obtain a repeal: 

lymphocyl:e 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 hy further 

investigation or by formulating a treatffient plan. (State Exhibit 

30) 

e. The administration of multiple Vitamin Band 

mineral injections is of no therapeutic value to this patient as 

there is no indication ir1 ~he medical ~ecord that he was 

deficient in the substances prescribed. 

52. The care rendered to Patient t31 by Respondent was 

defi.ci,ent. 

a . Pa t i e rd: lt 3 l s o u g h l: t r e a l: m e n t f ,, om R " s po n d e n t 1 n 

1980. On July 16, 1984, Respondent's impression was chronic 

candidiasjs, Respondent rrr>scrUied Nyst,d·in oral powder and an 

anti-yeast program. Respondent prescribed calcium gluconate and 

mult.ip]P vitamin Band folic acid injections. 

b. The care rendered to this patient by Respondent 

with regard to the diagnosis and treatment of candidiasis was 

deficient. 
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i. The medical record does not indicate that 

there was nay laboratory test or history to substantiate a 

diagnosis of candidiasis. (T. 532) 

ii, The Respondent prescribed Nystatin without 

indication. (T, 532) 

c. Thd administration of multiple Vitamin Band 

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 c;are !"e11derP.d t-n thl s p;.d: i ent with regard to 

the administration of thyroid medication was deficient. 

i. The laboratory results of April 26, 1988 

indicate that the patient's thyroid function was within normal 

limits. (State Exhibit 311 

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 grains per 

day. (State Exhibit 31) 

iii. The medic~l recor'd do~s 110+ contain any 

information regarding further thyroid study tests prior to the 

increasP. in thyroid medications, and ther·P. i, no ,eference in the 

medical record regarding any axillary temperatures on which 

Respondent may have relied in determining this patient's need for 

thyroid medication. (State Exhibit 31) 

iv. The use of thyroid medication where there is 

no medicai indication for its use can be dangerous. (T. 532 and 

537) 
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e. The care rendered to this patient by Respondent 

with regard to dysuria was deficient. 

i. On July 24, 1984, this patient complained of 

dvsuria, frequency and blood tinged urine. (State Exhibit 31) 

ii. Respondent prescribed Pyridium, a bladder 

anesthetic, and o~dered a urinalysis and culture and sensitivity. 

(State Exhibit 31) 

iii. Pyridium does not treat the cause of 

urological disorders -- it merely alleviates the discomfort. 

iv. The medical record makes no further reference 

to the urological complaints, and there is no mention in 

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

sensitivity. 

5~. The care rendered to Patient t32 by Respondent was 

deficient. 

a. Patient 132 sought treatment from Respondent on 

June 25, 1985 at which tlme the latter's impressions were; 

chronic digestive disorders and constipation; headaches, 

backaches; low energy and depression; rMJ syndrome; possible 

chronic candidiasis. 

prescribed Nystatin. 

Respondent ordered a hair analysis and 

Respondent also prescribed injections of 

multiple Vitamin Band folic acid on 67 occasions. 

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 laboratory ~est or history to substantiate a 

diagnosjs of candidiasis. CT. 539) 
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indication. 

ii. Respondent prescribed Nystatin without 

<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 (l/2 grain! ~Rsnd on decreased axillary 

+.:emperati,r-es which \..,•ere rccorcteci on Or:{:ober• lO, 1911:S ;:J:l 97.4, 

96.9, and 97. 

iii. Axillary temperature is not an indication for 

initiation of thyroid therapy in light of normal thyroid function 

tests. (T. 540) 

d. The ~are rendered to this patient by Respondent 

with regard to her urological symptoms was deficient. 

i. nn November 17, 1987, this Respondent 

recorded the palJont"s complaints as "her brain sometimes does 

not follow what she wants to do -- ltke a blu~kdgn that happens 

suddenly and p~tient cannot ft1nction ~5 shP want~ to.'' (State 

Exhibit 32 and T. 5401 

Ji. The standard of care for complaints regarding 

brain function is to get a further history, investigate other 

areas such as mental condition, and do a neurological 

examination. ( T. 541 l 

iii. Other than the recordation of the patient's 

complaints, the medical record does not indicate that any further 
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investigation or treatment plan was formulated with regard to 

this complaint. CT, 541) 

e. The care rendered to this patient by Respondent 

with regard to her flare-up of upper abdomen 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. 5421 

ii. The medical record does not indicate that 

Respondent examined the patient's abdomen or made any attempt to 

investigate the etjo]ogy of the complaint prior to prescribing 

rectal Nystatin. CT. 5421 

54, The care rendered to Patient 133 by Respondent was 

deficient. 

a. Patient fi33 sought treatment from Respondent on 

March 2, 1988 at which time the latter's impressions were, 

arthralgia; fatigue; nervousness, irritabil5ty; dizziness; 

depression; environmental ~nd 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 by Respondent 

with regard to the diagnosis and treatment of candidiasis was 

deficient. 
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i. The medical record does not indicate that 

there was any laboratory test or history to substantiate the 

diagnosis of candidiasis. 

ii. The Respondent prescribed Nystatin without 

indication. CT. 545) 

c. Th~ administration of multiple Vitamin Band 

mineral injections is of no therapeutic value to this patient as 

there is no indication in the medical rPcord that he was 

deficient in the substances prescribed. 

d. The care rendered to this pat1nnt by 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 a result indicting 

an elevation in ketonns is to have the ketone analysis repeated 

to determine if the problem was episodic or persistent. (T, 547l 

ii, The medical record does not indicate that a 

ketone analysis was done subsequent to the results indicating the 

elevation in ketn:1es. ( T. 5<17) 

55. Respondent faili,d to ui:.i Liv:, ;,nd nrder stnndard 

diagnostic tests when medical]~ indicated as follows, 

a. Respondent failed to order blued tests to 

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 Nvstatin and Nizoral; 

b. Respondent failed to order mammograms for patients 

with fibrocystJc disease and hi~tories of breast cancer; 
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c. Respondent prescribed thyroid medication 

notwithstanding normal thyroid function tests; 

d. Respond~nt failed to counsel some patients with 

regard to the importance of taking anti-hypertensive medication 

as prescribed; 

e. Reipondent failed to counsel some patients with 

regard to the importance of taking medication in order to control 

diabetes; 

f. Respondent failed to make diagnoses before 

initiating treatment in some patients; and he neglected to 

ascertain the levels of various vitamins and minerals in his 

patients before prescribing regular injections of them. 

Based upon the foregoing Findings of Fact, by a majority of 

th~ full authorized membership of the Board, 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 the Commission on Medical Discipline dated September 

18, 1984: 

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 to submit to such tests; 

4. Respondent shall practice medicine competently. 
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!30ARO_DETERMINATION ON DISPOSITION 

For the disposition, the Administrative Hearing Officer 

recommended revocation. The Board has decjded instead to suspend 

Or. Shamim's license to practice medicine. Even the suspension 

may be stayed 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_ Bergstei_)l_ v. __ Stat_e, 3?? Md. 506 (1991 ); 

McDonnell v. ____ Com111_i_?sion_on __ Medi_cal Discipline, 301 Md. 426, 436 

(1984). Even in the criminal arena, violation of the conditions 

of probation does not necessarily mandate imposition of the 

suspended sentence. Baynard v. __ Sta_te, 318 Md. 531 (1990). 

We raise without exception from either side the issue as to 

whether we have the authority in a medical disciplinary 

5 proceeding to impose a disposition, upon violation of probation 

and without n9w charges, which is more severe than the original 

order. A violation of probation proceeding i~ a derivative 

action. A more severe disposition is prohibited following a 

violation of criminal probation. ~_i_P_f ams _ y_. _ ~5 at_§!, 72 Md. App. 

233 (1987). The patient cases presented to us and our findings 

5 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_E_xamirrnrs __ v. __ Robertson, 751 P.Zd 648 (Colo. App. 
198 7l. 
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demonstrate ~hat 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 objective 

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 diagnostic 

evaluations and th~ results of testing initiated by him. 

In 01ir rev'iew of this case and present in our record, we 

note that many of Or. 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 arA leaving the door 

slightly ajar to permit Or. Shamim to attempt to meet our 

concerns as voiced in the 1984 Order and these proceedings. Dr. 

Shamlm 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 so, he is invJted to peti~ion the Board as 

provided in the following order. 

Law, 

ORDER 

Based upon the foregoing Findings of Fact and Conclusion of 

H: i s , t h i s _/ 1-f d a y n f J) .A:,,.,.,...i.- , 1 9 9 2 , b Y a m a j o r it y o f 

the full authorized membership of the Board: 
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ORDERED, that Respondent's license to practice medicine in 

the State of Maryland is hereby SUSPENDED, effective January 16, 

1993, for up to the remainder of the three year period of 

suspension ordered in 1984 which was not previously stayed; 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 

evidence to the Board through its Case Resolution Conference that 

his current pr·actice adeq1.1;;d:eJ~1 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 record; 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 

S~ate Government Article of the Annotated Code of Maryland. 

--------~-- --
Israei H. Weiner, M.D. 
Chair 

NOTIC~_OF RIGHT TO APPEAL 

Pursuant to § 14-408(bl of the Health Occupations Article of 

the Annotated Code of Marylan~, you have a right to take a direct 

judicial app@;,l, Any appeal shall be made as provided for under 

the Administrative Procedure Act of the State Government Article 
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and the B series nf the Maryland Rules of Procedure covering 

judicial review of~ final administrative order. 

Da\:e 
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TERMINATION OF PROBATION 

On September 18, 1984, the Commission on Medical Discipline 1 

( the "CMD") issued an Order 2 suspending the Respondent's medical 

license. 

On April 30, 1985, the suspension of the Respondent's 

medical license was stayed and certain conditions of probation 

were imposed. 

On June 13, 1990, the Board charged the Respondent with 

violating the terms of probation outlined in the September 18, 

1984 Order. 

On December 19, 1992, the Board issued a Final Order 3 which 

suspended the Respondent's medical license. 

On August 16, 1994, the Board issued an Order of 

1On July 1, 1988, the General Assembly merged the functions 
of the Commission on Medical Discipline and the Board of Medical 
Examiners into the Board of Physician Quality Assurance. 

2The Order dated September 18, 1984, is incorporated by 
reference into this Order terminating probation and available 
upon request. 

3The Final Order dated December 19, 1992, is incorporated by 
reference into the Order terminating probation and available upon 
request. 

1 



Reinstatement ("Order") 4 which imposed probation for a three (3) 

year period subject to certain terms and conditions. 

On September 18, 1996, the Respondent met with the Case 

Resolution Conference (the "CRC") to address the peer review 

report and, in general, the Respondent's overall compliance with 

the terms of the Order. 

On September 5, 1997, the Respondent's attorney submitted a 

letter requesting consideration for termination of the 

Respondent's probation. 

On October 15, 1997, the Board's CRC convened to address the 

Respondent's request for termination of probation. The CRC 

recognized the Respondent's individual circumstances pertaining 

to his case and recommended to the Board that probation be 

terminated. 

At its meeting on November 19, 1997, the Board ratified the 

recommendation of the CRC. 

FINDINGS OF FACT 

1. The Respondent's license to practice medicine in the 

State of Maryland is subject to certain terms and conditions of 

probation pursuant to the Order issued by the Board on August 16, 

1994. 

2. In accordance with the Order, the Respondent has 

4The Order of Reinstatement dated August 16, 1994, is 
incorporated by reference into this Order terminating probation 
and available upon request. 
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maintained a supervisory relationship with Jack Teitelbaum, M.D. 

since the execution of the Order of Reinstatement. 

3. On June 11, 1996, the Board received the results of the 

peer review conducted 011 the Respondent's medical practice. 

4. The Respondent is eligible to petition for termination 

of probation effective August 16, 1997. 

5. On October 15, 1997, the Respondent appeared before the 

Board's CRC with a request for termination of probation. 

6. At its meeting on November 19, 1997, the Board concluded 

that the Respondent's probation be terminated and that· he be 

licensed to practice medicine without conditions. 

CONCLUSION OF LAW 

Based on the foregoing Findings of Fact, the Board concludes 

that as a matter of law the Respondent has complied with the 

conditions and terms imposed under the probationary period. 

Law, 

Based on the foregoing Findings of Fact and Conclusions of 

it is this I qr~ day of November, 1997; 

ORDERED that the probation imposed by the Order of 

Reinstatement dated August 16, 1994, is hereby TERMINATED and is 

of no further force or effect; and it is further 
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ORDERED that this Termination of Probation is a PUBLIC 

document pursuant to Maryland State Gov't Code Ann. §10- 611 et. 

11-15'-<i'J 
Date i~~ 

Chair 

4 




