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WILTON NEDD, M.D., * MARYLAND STATE
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License Number: D39795 * Case Numbers: 2219-0019A
* * * %* * ¥ * * * * * * #

FINAL DECISION AND ORDER

PROCEDURAL HISTORY

Wilton Nedd, M.D., is a physician practicing vascular surgery, originally licensed to
practice medicine in Maryland in 1990. On July 6, 2020, Disciplinary Panel A of the Maryland
State Board of Physicians (the “Board™) charged Dr. Nedd with failure to meet appropriate
standards as determined by appropriate peer review for the delivery of quality medical and surgical
care (“standard of care™) and a failure to keep adequate medical records as determined by
appropriate peer review, See Md. Code Ann., Health Occ. § 14-404(a)(22), (40).

On April 6, 7, 8, and 16, 202.1, an Administrative Law Judge {(“ALJ™} held an evidentiary
hearing at the Office of Administrative Hearings. On July 6, 2021, the ALJ issued a proposed
decision concluding that, for Patient A and Patient C, Dr. Nedd failed to meet the standard of care,
in violation of Health Occ. § 14-404(a)(22), and failed to keep adequate medical records, in
violation of Health Occ. § 14-404(a)(40). As a sanction, the ALJ recommended a stayed
suspension, two years of supervised probation, a restriction for on call or emergency procedures
in a hospital setting while on probation, a professional competency evaluation, a recordkeeping
course, and a $5,000 fine. The ALJ recommended dismissing the charge of inadequate

recordkeeping, see Health Oce. § 14-404(a)(40), for Patient B.



The State and Dr. Nedd filed exceptions to the sanction in the ALJ’s proposed decision.
The State also took exception to the ALF’s dismissal of a recordkeeping violation for Patient B,
Dr. Nedd did not take exception to the ALJ’s findings of fact or conclusions of law. On September
15,2021, both parties appeared before Disciplinary Panel B of the Board for an exceptions hearing,

FINDINGS OF FACT

The Panel adopts the Stipulated Facts Y 1-21 and the ALJ’s Proposed Findings of Fact 4
22-74 and incorporates them by reference into the body of this document as if set forth in full. See
attached ALJ Proposed Decision, Exhibit 1. The Panel also adopts the ALJ’s discussion section
in full (pages 15-39) with the exception of the second full paragraph on page 29, which is not
adopted. Ex. 1. The findings of fact were proven by the preponderance of the evidence.

ANALYSIS

Failure to meet the appropriate standards as determined by appropriate peer review for
the delivery of quality medical and surgical care - Health Occ. § 14-404(a)(22))

Disciplinary Panel A charged, and the ALJ found, that Dr. Nedd. failed to meet the
appropriate standard of care for Patient A and Patient C.

Patient A

The ALJ found and the Panel upholds a finding of a violation of the standard of care for
Patient A. Patient A was admitted to the emergency department on May 26, 2014, for an acute
myocardial infarction’ with near total occlusion® of the right coronary artery and underwent a right

transfemoral cardiac catheterization® to implant five right coronary stents to achieve normal blood
P 4 Y

! Myocardial infarction is the injury or death of heart tissue as a result of inadequate biood supply.

? Qcclusion is an obstruction.

3 Transfemoral cardiac catheterization is a procedure whereby a long, thin, tube (a catheter), is inserted
into the femoral artery of the leg to gain access to the vascular system and ultimately, the heart.
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flow to the heart. Additionally, a femoral artery Angio-Seal* device was used as a plug to prevent
further bleeding. On June 2, 2014, Patient A returned to the emergency room with signs of sepsis®
(nausea, vomiting, diarrhea, and a fever with chills) due to an infected right groin hematoma.® Dr.
Nedd was called for a consult and met with Patient A. On June 3 2014, Dr. Nedd performed an
exploration of Patient A’s right groin, a thrombectomy’ of the right superficial femoral artery with
ligation,® and partial resection of the common femoral artery after finding an infected hematoma
caused by the Angio-Seal.

The State’s expert explained that the standard of care requires the usc of a Doppler scan’
to inform the surgeon whether there is any blood flow to the extremity following the ligation
procedure that Dr. Nedd performed on Patient A. Dr. Nedd failed to perform a Doppler scan after
performing a ligation procedure for Patient A, violating the standard of care.

The ALJ alsé found that Dr. Nedd improperly delayed a second surgery for ischemia’® of
Patiént A’s foot. Specifically, Dr. Nedd claimed that Patient A’s conditions of septic shock and
coronary artery disease prevented him from performing bypass surgery immediately after the
ligation procedure and that he needed to delay surgery until he had the results from an imaging
test. The State’s expert testified that the standard of care required that Dr. Nedd perform an MRA

(Magnetic Resonance Angiogram)'' while Patient A was on the operating table. While Dr. Nedd

* An Angio-Seal is a vascular closure device used to secure a puncture site.

% Sepsis is a potentiatly life-threatening condition caused by an imbalance of chemical released by the
bedy to fight infection.

% Hematoma is a collection of blood outside of a bicod vessel.

" Thrombectomy is a type of surgery to remove a blood ¢lot inside an artery or vein to allow blood to
flow.

¥ Ligation is the act of tying a blood vessel with a piece of thread or wire that prevents blood flow to
areas supplied by the vessel.

? Doppler signals are used to measure the amount of blood flow in a given area of the body.

¥ Ischemia is lack of bloed flow and oxygen.

'MRA is a test in which radio waves, a magnetic field, and a computer are used to image blood vessels.
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blamed emergencies in the operating room, the summary of the Medical Executive Committee
summary revealed that Dr. Nedd conducted another surgery that same afternoon, The expert
testified that Dr. Nedd should have pushed for this emergency surgery on Patient A to take
precedence. Patient A eventuaily had surgery that required amputation of Patient A’s foot.

Moreover, the ALJ found that Dr. Nedd failed to obtain proper informed consent prior to
Patient A’s first surgery because he did not include the possibility of a bypass procedure in the
consent form. The State’s expert explained that that the consent form should have included a
bypass as a possibility during the initial exploratory surgery and ligation. Dr. Nedd testified that
he discussed it with the family before the surgery. The ALJ agreed with the State’s expert and
found that Dr. Nedd should have included the bypass in his consent form.

The Pane! agrees with the ALJ’s findings related to Patient A and concludes that Dr. Nedd
violated the standard of care with respect to his care of Patient A, in violation of Health Oce. § 14-
404(a)(22).

Patient C

Patient C was a seventy-four year old with a complex medical history., On August 2, 2017,
Dr. Nedd performed an elective placement of a loop dialysis graft on Patient C’s right thigh. On
August 12, 2017, Patient C was readmitted with vomiting, dark stools, and hypotension during
dialysis. Nurses noted thigh wounds and broken blisters. Patient C was discharged on August 18,
2017. On August 21, Patient C was readmitted with an infected graft in her right groin that Dr.
Nedd has inserted earlier that month. Dr. Nedd discussed Patient C’s medical condition with her
over the telephone but based on the emergency department doctor’s observations, concluded that

Patient C did not have a necrotizing infection or sepsis and decided to wait until the next day to

examine her.



The State’s expert determined that it was a violation of the standard of care to fail to
personally examine Patient C for signs of sepsis and necrotizing fasciitis and that relying on the
emergency department physician when she was admitted was insufficient. The expert also testified
that, once a patient presents with an infected graft, the graft needs to be removed and that Dr. Nedd
violated the standard of care by waiting three days before removing the graft. Finally, the State’s
expert raised concetns about Dr. Nedd’s familiarity with an infected thigh wound that was
mentioned in the patient’s medical record.

The ALJ found that Dr. Nedd violated the standard of care in connection with Patient C
by: (1) failing to actively monitor Patient C, a critically ill patient with known risk factors, for
developing gangrene; and (2} failing to consult the daily chart wound assessment and treatment
notes prepared by hospital staff. The ALJ concluded that Dr. Nedd had the responsibility to be
familiar with the nursing notes. Based on these facts, the ALJ found that Dr. Nedd violated the
standard of care for Patient C, in violation of Health Occ. § 14-404(a){(22).

Neither party disputes these findings for Patient A and Patient C. The Panel finds that Dr.
Nedd’s treatment of Patient A and C did not meet the appropriate standards as determined by
appropriate peer review for the delivery of quality medical and surgical care. See Health Occe. §
14-404(a)(22).

Failure to keep adequate medical records as determine by appropriate peer review
Health Occ. § 14-404(a)(40)

Disciplinary Panel A charged that Dr. Nedd failed to keep adequate medical records for

three patients, Patients A, B, and C.



Patient A

For Patient A, on the day before the surgery, Dr. Nedd’s report only mentioned checking
Patient A’s right groin. His report did not document checking for pedal pulse or documenting the
appearance of the feet for comparison the next day. Further, Dr. Nedd’s notes regarding the day
of the second surgery were difficult to decipher, and the ALJ found them difficult to understand
with respect to whether he examined Patient A. Based on these issues demonstrating deficient
records, the ALJ found a violation for keeping inadequate medical records, see Health Occ. § 14-
404(a)(40).

Patient C

For Patient C, Dr. Nedd’s notes stated that Patient C’s thigh W{_}und was not seen at the
time of admission. The ALJ found it misleading or incorrect because the note implied that Dr.
Nedd did not know about the wound until the surgery. In fact, he was told about the wound on the
day before the surgery. The Panel adopts the ALJ’s analysis and finds that Dr. Nedd’s medical
documentation related to the thigh wound was inadequate and violated Health Qcc. § 14-
404(a)(40).

Neither party objected to the findings pertaining to Patient A and C. The Panei agrees with
the ALI’s findings related to Patient A and Patient C and concludes that Dr. Nedd kept inadequate
medical records, in violation of Heaith Occ. § 14-404(a)(40).

Patient B

Patient B, an eighty-four-year-old was admitted to the emergency department after losing
consciousness. On January 10, 2017, Dr. Nedd performed a right carotid endarterectomy with

patch angioplasty, opening the carotid artery to remove blockages. Patient B developed a neck



12

hematoma with stridor.’* The next day, Dr. Nedd performed a surgery to evacuate Patient B’s

neck hematoma. Dr. Nedd did not place a drain during the surgery and did not record doing so in
his medical records. During its investigation, the Board asked Dr. Nedd to provide a summary of
care. In that summary, Dr. Nedd erroneously stated that he placed a drain. Dr, Nedd testified that
he intended to write that he placed a dressing and mistakenly wrote that he placed a drain, The
ALJ found that Dr. Nedd was believable that he meant to write that he placed a dressing and not a
drain and that this unintentional error indicated sloppiness rather than dishonesty. The State filed
exceptions to the findings of the ALJ pertaining to Patient B. The State argues that the
contradictory statements indicate a lack of honesty.

The Panel adopts the ALJ’s conclusion, 1t is undisputed that the medical records kept by
Dr. Nedd accurately recorded that he did not place a drain. The Panel declines to find that the
inconsistent explanation to the Board demonstrates a recordkeeping violation. The Panel adopts
the ALY’s finding that his incorrect summary to the Board is a result of sloppiness rather than a
fack of candor. Further, the summary was provided to the Board as part of its investigation and
was thus not part of his contemporaneous medical documentation. It had no potential for harm
because it would not have been reviewed by a subsequent practitioner. The Panel, however,
cautions Dr. Nedd that he must be careful in his communications with the Board. In any event,
the Panel dismisses the charge of inadequate medical recordkeeping conceming Patient B. See

Health Occ. § 14-404(a)(40).

12 Stridor is an abnormal, high-pitched sound produced by turbulent airflow through a partially obstructed
airway.
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CONCLUSIONS OF LAW

Disciplinary Panel B concludes, as a matter of law, that Dr. Nedd failed to meet the
appropriate standards as determined by appropriate peer review for the delivery of quality medical
and surgical care in this state concerning Patient A and Patient C, in violation of Health Occ. § 14-
404(a)(22), and that he failed to keep adequate medical records as determined by appropriate peer
review, in violation of Health Oce. § 14-404(a)(40) for Patient A and Patient C."* The Panel
dismisses the charge of inadequate medical records concerning Patient B.

SANCTION

As a sanction, the ALJ recommended that Dr. Nedd be sanctioned with a stayed suspension,
two years of probation, supervision during the probationary period, a prohibition on performing
emergency procedures and from being on-call in a hospital setting while on probation, a
professional competency evaluation, a recordkeeping course completed within six months, and a
$5,000 fine. Dr. Nedd takes exception to the ALI’s proposed sanction and argues that the Board
should remove the stayed suspension and replace it with a reprimand, shorten the probation to one
year and remove the supervision during probation, and remove the professional competency
evaluation. The State recommends a one-year suspension of Dr. Nedd’s license, a permanent
prohibition on all surgical procedures, a professional competency evaluation, a course in medical
recordkeeping, two years of probation following the suspension followed by a chart/peer review,
and a $25,000 fine,

Dr. Nedd notes several mitigating factors that the Panel has duly considered. Dr. Nedd has

30 years of service to a vulnerable patient population. He ts no longer on call or performing

™ Dr. Nedd was not charged with a standard of care violation for Patient B.
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emergency surgeries in a hospital setting, but is performing only endovascular surgeries. Dr. Nedd
also has no disciplinary history. Dr. Nedd argued that the charges were based on open vascular
procedures for high-risk patients in a hospital setting, while his future endovascular work is
elective and carries significantly less risk.

The State argues that Dr. Nedd made significant misrepresentations while under
investigation and subjected Patients A and C to significant risks of patient harm. Dr, Nedd’s failure
to perform a Doppler evaluation of Patient A’s foot and the delay in performing bypass surgery
increased risks for bad outcomes for the patient. For Patient C, the delay in evaluating Patient C
for necrotizing fasciitis and delay in removing an infected graft also increased risks for bad
outcomes for the patient.

The Panel has considered Dr. Nedd’s mitigating factors of a lack of disciplinary history,
rehabilitative potential, and lack of premeditation, as well as the potential harm to patients, and
pattern of conduct. COMAR § 10.32.02.09(B}5), (6). The Panel also has taken into account that
Dr. Nedd’s violations occurred as part of emergency surgeries in a hospital setting with critically
11l patients. Dr. Nedd is now limiting himself to outpatient endovascular work. His 1imitlati0n to
non-emergency and non-"on-call” work provides the Panel with reassurances that there shou_ld be
decreased risk of patient harm if he continues on that path.

Thus, the Panel believes that with certain limitations on his practice, Dr. Nedd can safely
continue his practice without a suspension. Because his defictent actions occurred as part of “on-
call” services at a hospitai, the Board will prohibit Dr. Nedd from performing on-call emergency
procedures for the duration of his probation. The State’s concerns regarding Dr. Nedd’s practice
are well-founded, but this has been Dr. Nedd’s only Board action, and the Panel believes that a

sanction that involves the prohibition during probation and evaluation and monitoring by the
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Maryland Professional Rehabilitation Program will adequately protect the public. The Panel finds
that two years is an appropriate amount of time for the probation with these significant limitations.
As such, the Panel accepts the ALI’s recommended sanction in part; sustaining the ALJ’s
recommended two-year probationary period, restriction on emergency procedures or on call
procedures during probation, recoi‘dkeeping course, and fine. The Panel modifies the ALJ’s
recommended sanction, in part, removing the stayed suspension and replacing it with a reprimand,
and modifying the supervision and competency evaluation and replace it with the requirement that
Dr. Nedd to enter into the Maryland Professional Rehabilitation Program during probation.
ORDER

It is, by an affirmative vote of a majority of a quorum of Disciplinary Panel B, hereby

ORDERED that WILTON NEDD, M.D., is REPRIMANDED; and it is further

ORDERED that Dr. Nedd is piaced on PROBATION for a minimum period of TWO
YEARS.** During the probationary period, Dr. Nedd shall comply with the following

probationary terms and conditions:

(1) Dr. Nedd i1s PROHIBITED from performing emergency procedures or on-call hospital
procedures during probation;

(2) Within SIX (6) MONTHS, Dr. Nedd is required to take and successfully complete a
course in recordkeeping. The following terms apply:

(a) it is Dr. Nedd’s responsibility to locate, enroll in and obtain the disciplinary
panel’s approval of the course before the course is begun;

(b) Dr. Nedd must provide documentation to the disciplinary panel that Dr. Nedd
has successfully completed the course;

(c) the course may not be used to fulfill the continuing medical education credits
required for license renewal,

(d) Dr. Nedd is responsible for the cost of the course;

" If Dr. Nedd’s license expires while he is on probation, the probationary period and any probationary
conditions will be tolled. COMAR 10.32.02.05C(3).
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(3) Dr. Nedd shall enroll in the Maryland Professional Rehabilitation Program (MPRP) as
foliows:

(a) Within 5 business days, Dr. Nedd shall contact MPRP to schedule an initial
consultation for enrollment;

(b) Within 15 business days, Dr. Nedd shall enter into a Participant Rehabilitation
Agreement and Participant Rehabilitation Plan with MPRP;

(c) Dr. Nedd shall fully and timely cooperate and comply with all MPRP’s referrals,
rules, and requirements, including, but not limited to, the terms and conditions of
the Participant Rehabilitation Agreement(s) and Participant Rehabilitation Plan(s)
entered with MPRP, and shall fully participate and comply with all therapy,
treatment, evaluations, and screenings as directed by MPRP;

(d) Dr. Nedd shall sign and update the written release/consent forms requested by
the Board and MPRP, including release/consent forms to authorize MPRP to make
verbal and written disclosures to the Board and to authorize the Board to disclose
relevant information from MPRP records and files in a public order. Dr. Nedd shall
not withdraw his release/consent;

.(e) Dr. Nedd shall also sign any written release/consent forms to authorize MPRP
to exchange with (i.e., disclose to and receive from) outside entities (including all
of Dr. Nedd’s current therapists and treatment providers) verbal and written
information concerning Dr. Nedd and to ensure that MPRP is authorized to receive
the medical records of Dr. Nedd, including, but not limited to, mental health and
drug or alcohol evaluation and treatment records. Dr. Nedd shall not withdraw his
release/consent;

(f) Dr. Nedd’s failure to comply with any of the above terms or conditions including
terms or conditions of the Participant Rehabilitation Agreement(s) or Participant
Rehabilitation Plan(s) constitutes a violation of this Order;

(4) within ONE YEAR, the Respondent shall pay a civil fine of FIVE THOUSAND
DOLLARS. The Payment shall be by money order or bank certified check made payabie
to the Maryland Board of Physicians and mailed to P.O. Box 37217, Baltimore, Maryland
21297. The Board will not renew or reinstate the Respondent’s license if the Respondent
fails to timely pay the fine to the Board,; it is further

ORDERED that, after the minimum period of probation imposed by the Order has passed
and Dr. Nedd has fully and satisfactorily complied with all terms and conditions for probation, Dr.
Nedd may submit a written petition to the disciplinary panel for termination of the probation. Dr.
Nedd may be required to appear before the disciplinary panel to discuss his petition for termination.
If the disciplinary panel determines that it is safe for Dr. Nedd to terminate the terms of probation,

the probation shall be terminated through an order of the disciplinary panel. If the disciplinary
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panel determines that it is not safe for the Respondent to terminate the terms of probation, the
probation shall be continued through an order of the disciplinary panel for a length of time
determined by the disciplinary panel, and the disciplinary panel may impose any additional terms
and conditions it deems appropriate; and it is further

ORDERED that a violation of probation constitutes a violation of this Order; and it is
further

ORDERED that the effective date of the Order is the date the Order is signed by the
Executive Director of the Board or her designee. The Executive Director or her designee signs the
Order on behalf of the disciplinary panel which has imposed the terms and conditions of this Order;
and it is further

ORDERED that Dr. Nedd is responsible for all costs incurred in fulfilling the terms and
conditions of this Order; and it 1s further

ORDERED that, if Dr. Nedd allegedly fails to comply with any term or condition imposed
by this Order, Dr. Nedd shall be given notice and an opportunity for a hearing. If the disciplinary
panel determines there is a genuine dispute as to a material fact, the hearing shail be before an
Administrative Law Judge of the Office of Administrative Hearings foliowed by an exceptions
process before a disciplinary panel; and if the disciplinary panel determines there is no genuine
dispute as to a material fact, Dr. Nedd shall be given a show cause hearing before a disciplinary
panel; and it is further

ORDERED that after the appropriate hearing, if the disciplinary panel determines that Dr.
Nedd has failed to comply with any term or condition imposed by this Order, the disciplinary panel
may reprimand Dr. Nedd, place him on probation with appropriate terms and conditions, or

suspend with appropriate terms and conditions, or revoke his license to practice medicine in
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MARYLAND STATE ' * BEFORE JOY L. PHILLIPS,

BOARD OF PHYSICIANS * AN ADMINISTRATIVE LAW JUDGE
. | . * OF THE MARYLAND OFFICE
WILTON O. NEDD, M.D., * OF ADMINISTRATIVE HEARINGS
RESPONDENT o
LICENSE No.: D39795 * OAH No.: MDH-MBP2-71-20-25748
* E R * E3 * k :\- *. * *° ' * ES * &
PROPOSED DECISION
STATEMENT OF THE CASE
ISSUES
SUMMARY OF THE EVIDENCE
" STIPULATIONS OF FACT
PROPOSED FINDINGS OF-FACT

%,  DISCUSSION
PROPOSED CONCLUSIONS OF LAW
PROPOSED DISPOSITION

STATEMENT OF THE CASE,

On July 6,2020, a dzsclphnary panel of the Maryland State Board of Physmlans (Board)
issued charges against Wilton O. Nedd, M.D., (Respondent) alleging violations of the State law
governing the practxce of medlcme the Maxylaud Medical Practice Act (Act). Md Code Ann

%
Health Occ §§ 14-101 through 14-508 and 14 601 tb.rough 14-607 (2014 & Supp. 2020).

Specifically, the Respondent 1s,L charged wn‘;h vzoiahng two provisions in secnon 14-404 of the
Act. Health Oce. §§ 14»404(&)’(22)' dard of care) and (40) (medmal recordkecpmg) (Supp.
2020); Code of Malyland Regulahons (COMAR) 10.32.02. 03E{3)(d) The disciplinary panal to
which the complaint was asszgn%d ferwarded the charges 1o the Office of the Attomney General
for pro Secutmn and another chscaplmaxy pa,nel delegated the matter to the Ofﬁce of
Administrative Hearings (OAH) 0 Iggue proposed findings of fact, proposcd conclusions of law,

. and a proposed disposition. COMAR 10.32.02.03E(5); COMAR 10.32.02.04B(1). ‘



I held a hearing on April 6,7, 8; and 16, 2021 from the OAH via a video conferencing
platform. Health Oce. § 14-405(a) (Supp. 2020); COMAR 10.32.02.04. Katherine VeharKenyon,
Assistant Attorney éeneral and Admjnistrative_Prosceutor,. represented the State qf Maryland ~
(Stéte-). Bradford J. Roegge, Esq'uire, represented the Resyondent, who was present.

Procedure in this case is goveméd by the contes’_ted case provisions of the Administrative

. Procedure Act, the Rules for Heanngs before the Boa%d , and the Rules of Procedure of the
OAH. Md. Cocie Axngp., State Gov’t §§ 10-201 through,:l 0-226 (2014 & Supp. 2020); _'COM‘AR _
10.32.02; COMAR 28.02.01. B

ISSUES |
i. | Did the Respoudent violate the cited provisions of the Act? If 50, |
2, “What sanctlons are appropnate? '

SUNUVIARY OF THE EVIDENCE

Exhibits
1 admitted the following exhibits into evidence on behalf 6f the State!:

St.Ex. 1- Mﬁland Boﬁ oi illnismans Mandated 10- Day Report from—

_ received June 25,2018 ©

St. Ex.2- M Quality Assurance/Risk Management (QA/RM) file, subpoena duces
: " tecum dated July 6, 2018 ;

'St.Ex.3-  Notadmitted . ' ;

St.Ex.4-  Transcript of interview with | I M.0.. November 7, 2018
St.Ex.5- . -Respondent’s Summary of Care re: Patient A, nydated
St Ex. 6 - Subpoena for_Medacal Records? re; Patient A, admission May 26, 2014
St.Ex.7-  Respondent’s Summary of Care re: Patient B, undated
St.Ex.8-  Subpoena for JJjMedical Records® re: Paﬁcnt B, admlssmn Janua:y 4,2017
St.Ex.9-"  Respondent’s Summary of Care re: Patient C, undated

;.

! Prior to the hearing, the Res:pcndant moved to exchude four exhibits to be offered by the State. I heard arguments
on the motion on March 23, 2021, On the record, I denied the motion to exclrude evidence of the Respondent’s lack
of board certification and held the other motions under advisexnent. Atthe hearmg on the merits, the Respondent

withdrew the motion to exclude evidence regarding prior acts of malpractice: { denied the motion to State -
Exhibit 2, the Quality Assurance/Risk Management (QA/RM) file fro s and [
granted the motion to exclrde State Exhibit 3, the QA/RM file from

% Records are on disc accompanying the file, -
3 Records are on disc accompanying the file.



Subpoana for- Medical Records? re: Patient C, adm1ssxon August 12, 20 17
<~ Curiculum Vitae o M.D.

12 - Peer Review Report of M.D.

4 13- Respondent’s Supplemental Board Response, recelved March 3, 2020
.Ex. 14~ Board’s Charging Document, July 6, 2020

I admitted the following exhibits into evidence on behalf of the Res;:ondent:
Resp. Ex, I - Maryland Board of Physicians Mandated 10-Day Report from- received

Jupe 23, 2018
" Resp. Ex. 2 - -QAIRM file, subpoena duces tecum dated July 6, 2018
Resp. Ex. 3 - Medical Records re: Patient A, admission May 26, 2014

Resp. Ex. 4 - Respondent’s Summary of Care re: Patient A, undated

Resp. Bx. 5 - Medical Records re: Patient B, admission January 4, 2017

Resp. Ex. 6 - Respondent’s Summary of Care re: Patient B, undated

Resp. Ex. 7 - Medical Records re: Patient C, admission August 12, 2017
‘Resp. Ex. 8 -

Medical Records re: Patient A, admission June 5,

- Resp. Ex. 9- Respondent’s Supplemental Board Response, received March 3, 2020
Resp. Ex, 10 - Curriculum Vitae of the Respondent

Resp. Ex, 11 - Report of

Resp. Ex. 12 - Curriculumn Vitae of

Resp. Ex.

M.D., March 12, 2021
‘M.D.
13 - Arora, S., M.D., et al., Common femoral artery ligation and local debrzdemenf A

safe treatmem‘ for znfected femoral ar Iery pseudoaneurysms, 1. Vascular Surg.
33:990-93 (2001) .

Resp. Ex. 14° - Medical llustrations - Leg Axteries, undated

Testimony

The Board presenfed the test_impny of| _, M.D.; who was édmiﬁed as ;n
expert in vascular su;éery; treatment of wmﬁlicﬁtiﬁns'ﬁf;m cardiac catheterizations; treatment of
compiicatiqns-ﬁ‘om carotigi surgery; quality pe;_tient maﬁagement in operating ‘arenas, specifically
hospitals; inférmed surgicagl consent in vascular surgery, appropri_a‘{e and compléte medical
- doémn;ntation in vascular Sméézy; care and treatment of infect;ad dialysis grafts; the diagnosis df_

sepsis; and the treatment and management of patients with sepsis.

4 Records are on thumb drive accompanying fhe file. - ‘

5 Volumes 1 through 4 of the Respondent®s exhibits contain all of the foregomg exhibits. For hearing, same of those

. exhibits weré placed in the Respondent’s Exhibit Extract Binder for convenience, This exhibit appeared only in the
Exhibif Extract Binder, marked as Exhibit 8, I have renumbered it Exhibif 14 and moved it from the Bxhibit Extract

Binder to the end of Volume 4. My references to exhibit numbers refer to Volumes 1-4, not to the Exhibit Extract

Binder.
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The Respondent testified on hzs own behalf and presented the testimony of] -

-, M.D., who was admitted as an expert in vascular surgery and the standard of care.

STIPULATIONS OFFACT®

1. At all times rel_evant {0 the Charges.,? ‘rhé Respondent was, and is; licensed to
practice medicine in the State of Maryland.

2. ‘The Respondent was originally licensed to practice mediciﬁe in Maryland on
. March 28, 1990, under license pumber D39T95,

3, The Respondent’s license is cur;ent thrpugh September 30, 2921.

4. The Respondent is not board-certified in vascular surgery or any ot.her field of -
medicine. - | _

5. At'the time of the events giving rise to the Cf:;arges, the Respondent had admitting
and sx;rgi@ pﬂvileges*at_ in Prince George’s
County, Maryland. o |

6. . Onorabout June 25, 2018, the Bc;a:d received a Mandated 10-Day Report from
, -staﬁng that on June 6, 2013, thf; Res;pdndent, after bei‘ng placedon a Focused
Professional fractice Evaluation (FPPE) that steﬁimed. from an inveétigaﬁon initiated after a
medical malpractic&_e claim, voluntarily resigned and suﬁeﬁdéred his privileges priorto
completion of the FPPE process.?

7. The Board subpoenaed the Respondent’s Quality Assurance/Risk Management
(QA/RM) file from- The Board received the Respondent’s QA/RM file from -on

or around August 15; 2018, and it is authentic.?

€1 have reworded some of the stipulations where needed for consistency with the remainder of the decision or for
grapimatical purposes.

? The Charges are identified below.
88t Ex. 1.

9S8t Bx. 2.



8.  The Board subpoenaed the Respondént’s QA/RM file ﬁom—

| - The Béard received the Respondent’s QA/RM file from- on or aré;md
September 13, 2018, and it is authentic}® | _

é. On Novembe_r 7,2018, Boa;d compliance analysts iﬁterviewed— -
- M.D. The interview transcﬁpt fairly and accurately depicts the under-cath
interview. !}

10. Based on the Manda}ted 10-Day Report from I - Boerd intiated an
investigation. As part of the iny'estigatién, the Board subpoenaed patient chaxts and requested a
peer review of three patient charts. o

11. - transmitted the medical records of Patients A, B, and C.12

" 12.  The medical records for Patient A are State éxhibit 6 and t-llmy are authentic,
13, The medical records. for Patient B are State Exhibit 8 and they are authentic.

14, Tht':_ mediéal records for Patient C are State Exhibit 10 and they are suthentic,

15. - Onor about April 26, 2019, the 'Board requested, and the Respondent provided,
Surmaries of Care for the three patients whose chaﬁs were peer reﬁewed. The Bo'ard received
the Respondenf’é Summaries of Care on or about -May‘ 5, 20i9.

16. © The Respon'dent’s Summafy of Care for Patient A is State Exhibit 5, anditis

authentic.

17. 'Ihe‘Respon&ent’s Summary of Care for Patient B is State Exhibit 7, and it f1s

authentic.

_ 98¢ Ex. 3, This exhibit was not admitted.
st Ex, 4, :

12 Patient names and initials appear in the exhibits and their charts are numbered in some exhibits, In this Proposed
Decision, Patient A isIIMMll(Chart #1); Patient B iSJll(Chart #2); Patient C is [l (Chart #3).
. ‘- . 5 .



18. The Respondent’s Summary of Care for Patient C is State Exhibit' 9, a:ildvit is
authentic. | | |
19. The Bpﬁd réferred ﬁZ.lG investigatory file to a peer review entity.
- 20.  On February 10, 2020, the peer review reports were pfd\dded to the Respoﬁdent
and the Board requested thé’g the Respondent inrovide a Sﬁppiementai Board Response to the peer
_review repoits. . |
" 21, OnMarch 10,. 20;20; the Board received the R,esponfieﬁt"s Supplemental Board
Response. | |

13

PROPOSED FINDINGS OF FACT

I find the following facts by a preponderance of the evidence:

General Information on the Respondent

22.  The Respondent has been licensed to practice medicine in Maryland since 1950

and in Washington, D.C. since 1982:

23. Thie Respondent had admitting privileges at- for apprommately twenw five

years, endmg Iuly 26 2017 '
24, The Respondent was under an FPPE at-ﬁom 2012 to 2015.

25. .Inhis Supplemental Board Response, the Respondent wrote that the FPPE at
_was “the first of its kind for me in 30 years of practice.”* . ’

26. Th;;a FI’RE at-, which had been extended beyond the initial six-month
period, was not yet cgmpleted when the Raspondeﬁt resigned. The:Medicai Executive
Committee had met and IIlé.dﬁ nume;fous feoommenciaﬁons, however. The Respondent resigned

before - made a final decision,®

Bgt Bx, 13,
¥ 8t Ex. 13,p.2.
1S State Ex. 4, pp. WN 00452-53.



27. . The Respoﬂdent currently maintains admitting privileges 'at—
- in Washington, D.C., and works in endovascular facﬂmes two to three days per week, -

28. The RBSpondent has not prevmusly been disciplined by the Board. -

The Three Patients at Issue

Patient A

29.  Patient A was severty-two years old in 2014. Patient A’s medical history
included renal insufficiency, coronary artery disease, hypertension, hyperlipidemia, and thyroid

disease,

30.  Patient A was admitted to tlic- emergency department on May 26, 2014,

for an acute myocardial infarction'® with near total occlusion!” of the right coronary artery. On.
May 27, 2014, she underwent a right fransfemoral cardiac catheterization'® to implant five right
coronary stents in the blood vessels. To obtain hemostasis,® a femoral artery Angio-Seal

device® was utilized. The Respondent was not the surgeon. On May 29, 2014, Patient A was

d:tscharged from-

31, OnJune 2, 2014, Patient A was readmltted to ‘che- emergency department ©

at 2:43 p.m. with signs of sepsis?! due to an infected right groin henui‘mxna.22 She had been

experiencing nausea, vomiting, diarthea, and a fever with chills. The Respondent was called for

a consult and met with Patient A at 9:00 p.m.”

¥ Myocardial infarction is the injury or dedth of heart tissue as a result of inadequate blood supply. - Definitions of

medical terms come from the Charges w1th agreement by the Respondent, or from the State’s definitions used at the
hearing,

*7 Qcclusion is an obstruction of an anatomical passage.

1# Transfemoral cardiac catheterization is a procedure whereby a Iong, thin tube also known as a catheter, is inserted
into the femoral artery of the leg in order to gain access to the vascular system and vltimately, the heart.

1¥ Hemostasis is a process that leads to the cessation of bleeding from 2 blood vessel.

 An Angio-Seal is avascular closure device used to secure a2 puncture site,

? Sepsis is a potentially life-threatening condition cansed by an imbalance of chemlcais released by the body to
fight infection.

2 Hematorna is a collection of blood cutside of a blood vessei
B Resp Ex. 3, pp. WN 00820-22.
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32 TheRespondent documented that Patient A was admitted “in septic s;hock.”z“ He
did not documnent that he conducted a fult x;ascm.ar examination of Patient A. He deteiminea she
ﬂad an infected hematoma that had developed where the Angi-Seal device had been inserted after
the catherization. ‘

33.  The RéSp'ondent ordered IV fluids and continued antibiotfics to clear' the _infec;cion.
A non-contrast pelvic computerized tqﬁography (CT) scan® was consistent with a groin hematoma
or abscess but did not rule out other etiologies. 2

34, On June 3, 2014, the Respondent obtained surgical consent from—Pgtéént Afor
“exploration of right groi'n. Wlth incision and dxgjnag'e of abscess.”?’ Patient A signed the consent
form at 00:30 hours. 'I"he Respondent éigne_d it at 5:05 p.m. The consent form dId not include
the possibility of a bypass, despite the lx'ke!jhoo.d,a bypass would be needed.?® |

35. On June 3, 2014, beginning at about 5:30 p.m., the Respondent performed an
exploration of Patient A’s right groin, a thrombectomy® of the right superficial femoral artery*®

“with ligatiorgM and partial resection of the common femoral artery aﬁer finding a very infected

hematoma caused by the Angxo Seal. He hgated a segment of friable right com'monrartery.

6. . The Respondent did not document the appearance of Patient A’s ri ght foot or

conduct an intraoperative Doppler evaluation® at the conclusion of the ligation.®*

% Resp, Ex. 3, p. WN 00965-67.
% Resp, Ex. 3, p. WN 001181,

26 Abscess is a localized collection of pus in tissues, organs, or confined spaces usually because of an mfecnon
#T &t Bx. 6, p. WN 00942,

% Resp. Ex. 3, p. WN 00869,

2 ‘I}Jxombectomy is a type of surgery to remove abluod clot inside an artery or vein to allow blood to flow,

% The right superficial femoral artery is a continuation of the common femoral artery and is the main artery of the
lower limb.

31 1igation is the act of tying a blood vessel with a piece of thread or wire that prevents blood flow to areas supplied
by the vessel.

32 Eriable was defined by the parties as “Swiss cheese.” T.p. 35.

¥ Doppler signals are used to measure the amount of blood flow ina gwen area of the body.
* Resp. Ex. 3, p WNO096S,
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37. Onthe m;:)'ming of June 4, 2014, the attending physician, Dr. . observed that

Patient A’s foot was “ice cold, pale . . . without palpable pulses with no measurable capillary

refill. *3
38.  The Respondegt examined Patient A on June 4, 2014, at about 8:34 a.m. and
found her right foot responded to pinprick, leading hxm to conclude her imb was still viable an(i
there was no emergency. The Rﬁ%p ondent’s visit is documented when he wrote, “Earlier when -
seen,’ referencmg Patient A3 “Barlier” refers to the time he ordered the CT scan.?
39.  OnJune 4, 2014; prior to 5: 16 p.m., when he dictated his note, the Respondent
noted that when he examined Patient A, he found her right foot to be cold. He noted that
[b] ecause of sedation I am unable to ehcat response though she does withdrawn (sxc) to pin
prink (510) on the nght foot 38 Based on this response, the Respondent determmed her foot was
stil viable. ' _
40.  The Respondent had rec;fa'estéd a CT Angiogram (CTA) be'performed-on June 4,
2014, to determine a potential site to revascularize the ischemic® limb. Radiology t;anceﬂed the
CTA due to Patient A’s gigvated creaiining, but the Respondeﬁt was not _informed of the
cancellation, |
| 41.  The Respondent ordered a Magnetic Resonance Angio gram- (MRA ¢ without
contraéj:. That was performed at approximately 11:42 am. on June 4, 2014. Tl-le radiologist,
- b.O., ;;erformed the MRA of Patient A’s abdomen, pelvis, and legs. The MRA
revealed the rigﬁt external iliac flow was decreased relative to the left leg. The radiologist —

. documented occlusion of the right distal external iliac just prior to the common femoral artery.

¥ Resp. Ex. 3, p. WN 00911,

3 Resp. Ex. 3, pp. WN 00913-14.

37 Resp. Ex. 3, p. WN 001081, -

38 Resp. Bx. 3, p. WN (0913,

3 schemia is lack of blood flow and oxygen. T.p. 14

4 MRA is a test in which radio waves, a magnetic ﬂeld, and a computer are used o Jmage  blood vesse!s
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In.addition, the radiologist noted blood flow in the right profunda, while also writing that no flow
was identiﬁ;ed in the popliteal or runoff artericsl‘”'

42.  Atabout 4:00 p.m. on that day, the Respondent réviewe& the MRA results with
" the radioiogist. |

43, At4:55 p.m. on June 4, 2014, the Respondent obtained a signed consent to -perform
“exploration of right popliteal artery with intraoperativé angiogram and pps.sible 'bypass.”42

44,  That evening, the Respondent performed surgery (;n Patient A in which h'e.
inserted a right j]:io—popﬁteal artery bypass graft. Patient A entered the operatixig room at 19:11
pm. The surgeryAwas conducted between 20:09 and ;23:19 p.m;.43 Dopplér signals were good at
the conclusion of the procedure. |

45, In his‘kdictate'd notes from June 4., 201.4, the Respondent accounted for not getting
Patient A into surgers; until 7:00 p.m. that evening to bther emergencies ongoing in the Operati;cxg
room. He wrote: “The wait to get this pat{en‘; on the o-perating roomm table lajsted ébout ten hours
after the intended procedure was declared. This was due fo operating room emergencies;,’”"“

| 46. In his Summary of Céxe submitted to the Board, the Respondent accounted for the

delay to get info sﬁgery to the cancellation of the CTA and the wait for the MRA results.*s

47. - Tn the-Medical Execﬁtive Committee’s surnmary of questions and answers
by the Respondén;c'ragarding his care in Patient A’s case, it was revealed that ﬁe Respondent had
another su:r,;gery during that day. He could not recall whether it was an clective,‘urgent, or -

emergent operation,**

“ Resp. Ex. 3, pp. WN 00848 and 01183-84.
“ Resp. Ex. 3, p. WN 00945,

3 Resp. Ex. 3, p. WN 00561,

“ Resp. Ex. 3, p. WN 00972,

45 8t. Ex. 5, pp. WN 00455-56,

4 8t Ex. 2, p. WN 00031,
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48; ~ On June 5, 2014, prior to 1:%2 p.m., when he dictated his note, the Respondént
foqn'd that Patient A’s right leg was “warm ﬁp toa point about 4 inches supetior to the ankie. a
There is at this point a's-tr.oﬁgly Dopplerable pulse along the course of the pdsterior tibial artery,
However, beycnd that pom’c there [was] no palpable or Dopplerable pulse. The footis cold. She
is moving her foot and ‘wiggling her toes.”"’
49.. The Respondent recommended that Patient A return to suréery to try to increase
per'fusion (blood ﬂow} to the right foot, - A
50. Patienf A's famiiy requ;sted that she be transferred to another hospital. She Wasr o
ﬁansferrcd to—, as requested.*® |
' S 1. OnJune 14,2014, Patient A mdeﬁent an aﬁiputation of her righ;i lower leg. She
Suff;red m_ulti—lorgan failure due to septic emboli in her liver, spleen, aorta, and kidneys: .

52.  Onluly 8, 2014, Patient A died of cardiac arrest.*

Patient B .

53 Patient B was eightynfour years old in 12017, He was admitted to the-'
emergency department on January 4, 2017, following a syncopal episode.

54, On January 10,20 17, the Respondent performed a right carotid endarterectomy®!
with patch angioplasty on Patient }B:‘;2 Shortly- afier the surgery, Paﬁent B developed aneck

hematoma with stridor. >

1 Resp. Ex. 3; p. WN 00817
. *®*Resp. Bx. 3, p. WN 00833,
. *Resp. Ex. 8, p. WHC 000008,
¥ 8yncope is & temporary loss of consciousness.

31 Carotid Endarterectomy is & procedure to open the carotid artery and remove amy blockage found therem
52 Resp. BX. 5, pp. WN 02428-30.

** Stridor is an abnormal, hlgh—pitched sound produced by turbulent airflow through a partially obstructed azrway
: 11 o



55 On January 11, 2017, the Respondent performed a surgery to evacuate Patient B’s

neck hematoma.** He did not place a drain during the surgery; however, a drain is not required
under the standard of care.

56, Péﬁen‘g B recovered from the surgery.

57 In his; Summary of Care submitted to the Board, the Respoﬁdent wrdté:, “Usuaiiy,
I do NOTS place a drain after my procedures.- [Péﬂent_ B] was taken back to ti:ce {operating
room] for exploration 'wheir;e no active bleeding vessel wa% found, instead he was oozing from the
raw surfaces. Once explored, I placed a drain and returned back to the ICU.”5
5 8- In fact, he did not p'i-a_ce z.i drain during Patient B’s surge—ry. The Resgpndent

intended to write “placed a dressing” not “placed a drain.”

59.  Medical records for Patient B do not mention a drain at all. “The only mention of'a

drain is in the Respondent’s Summary of Care written in response to the Board’s inquiry.
Patient C

60 Patient C was se\—f:enty-four years old in 2017. She had a complex medical history,
including diabetes mellitus, obesity, hyperlipidemia, end stage renal failure, coronary artery

- disease, seizure disorder, severe peripheral vascular disease, and bilateral above-the-knee
amputations.

61 On August 2, 2017, the Respondent performed an elective plabemeﬁt of a loop

 dialysis graft (also referred to as an AV graft) on Patiént C’s right thigh. She was discharged
folloﬁug the surgery, -

34 Resp. BEx. §, pp. WN 02421.22,
% This was capitalized in the Respondent’s Summary of Care.
* St.Ex. 7. :

1 AV graft is an arteriovenous graft. T, p. 211
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.62, On August i.’Z, 201;1’, P.atient C was readmiﬁed to- with vomiting, datk
. stools, and hypotension during dialysis.® Posterior thi;gh wounds and broken blisteré were noted
- by wound care muses on Auggst 13,16 and 18, 20175 She Wés discharged on August 18, 2017.

63. On August 21,2017, at 11:33 a.m.; Patient C was admitted to the -
emergency department with an infected graft in her right Agr—oin..ﬁ"' The atténdihg physician |
o'rdered a CT scanto evaluaﬁ: for necrotiziné ihfection. That physician talked to £he Respondent
.on the telephone twice about Patient C. Based on the attending’s observations and the results of
a CT scan, the Res;;ondent concluded Patient C did not have necrotizing fasciitis.! He planned '
to see Patient .C that evaﬁing or the next morming, ultimately waiting until the next day.®

64.  On August 21,2017, Patient C had an INR® of 3.4.5
_ _ 65; The Rcspondent examined Patient C on August 22, 2017, in the morning, as

documented by- M.D.&

66. ' The Respondent dictated his consultation notes at ap};)roximately 8:05 p.ﬁa. .on
August 22, 2017. He noted Patie;nt C’s white blood cell count V&"&S 25,600, up from 23,006 \&hen
~ she ﬁas 'admitted, and indicated she was bacteremic,% not 's‘;eptic. Hé noted she needed to have

the infected graft removed. Patient C°s INR had increased to 4.29.57 .

. 67. The Respondcn’t‘planned to delay surgery until the INR was down to 2 or below.

B Records beginning at Resp. Ex. 7, p. WN 04962, «

% Resp. Ex. 7, pp. W 05094 (note), 05028 (photo), and 05000 (aote). '

# Records for this admission begin at Resp, Ex. 7, p. WN (5624, Emergency department note begms at WH 05664.
5! The parties described necrotizing fasciitis as an infection the destroys the body’s soft tissue, T.p. 17,

6 Resp. Bx. 7, p. WN 05667.

83 INR is Infernational Normalized Ratio, referring to the ablhty of blood to clot. T.p. 212, Theé higher the number,

- the harder it is to clot. Patient C took Coumadm, a blood thinner, which accountéd for the high INR level
8 Resp. Bx. 7, p. WN 05702. -

65 Resp. Ex. 7, p. WN 05733,
& Bacteremnia is a localized infection. T.31.
57Rcsp Ex. 7, p. WN 05704,
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68 On August éS, 2017, a nurse treated Patient C’s right posterior thigh wound with
saline and documented the \;\fidth and length of the wound.®® |
69, - On August 23,2017, Patiezﬁ C received three units of packed red blood cells and
two units of fresh frozen plasma with dialysis.” |
~70.  On ;f}ugust 23, 2017, at 8:51 p.ﬁ.,'fhe Respoﬁdept documented that Patient C had
an INR of 183 and scheduled the graft removal operation for the following day.’® Her
hemoglobin was at 6.5 and the iResporadent believed it was too low to do surgery. He ordered
transfusions in dialysis the following day.before SUrgery. |
71. - On August 24, 2017, between 5:26 p.m. and—_’l: 15 p.m., the Respondent performed
graft removal and extensive radical wonnd debridement of Patient c Woun\d debridement
included a large wound on the posterior of the ﬁght t‘uigh' Patient C’s INR level wﬁs 1.-58 prioi: :
to surgery.”? | . |
72.  Regarding that thigh wound, the Resi)ondent wrote in his opéra;tive noteg that
there was a large necrotic area on the posterior ti]igh. He wrote, “When the patient was initially '
- adm-jtted; she never .did allow for thé stump to be touche&., and therefore, this wound was
“gverlooked by the tean;.’f73 However, the medical staff at - had treated f.‘hatlwound when
.'Paﬁen't C was hospitalized betwet;,n Augnst 12 and 18, 2017 and again on August 23, 2017, the
day béfore her surgery. |
73. - On Augu.s;c 26, 2017, Patient C suffered cardiac arrest,

74, Patient C died on August 27, 2017:

8 Resp. Ex. 7, p. WN 06252,
& Resp. Ex. 7, pp. WN 05722, 05727-28.
* Resp. Bx. 7, p. WN 05740, ’

_ 7 Operative note at Resp. Ex. 7, pp. WN 05818 and 05847-49.
7 Resp. Ex. 7, p. WN 06104,
 Resp, Bx. 7, p. WN.05848,
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 DISCUSSION |
. Burden of Proof and _Legal Framework |
‘When not otherwise provided by étatute or r‘égu}atioxi,- the ;’tandard of proof in a contested
case‘ﬁealing before the OAH is a preponderance of the evidence, and the burden of proof rests
on the party inaldng an agsertion or' aclaim. Md. Code Alnn., State Gov’t § 10-ﬁi7 (2014,
COMAR 28.02.01.21K. To prove an assertion or a claim by a prepondera;lce of the evidence
" means to show that it is “more likely so than not so” when all the'evidenoe. is considered.
Calem.an v, Anﬁe Arundel Ciy. Polz‘ég Dep’t, 369 Mad. 108, 125 n.16 (2002). In this case, the
Board bears the bﬁxden to sﬁlow .thel Respoﬁdent violated the standard of care or failed to keep
adequate medical rgcor;ls by a preponderance ._of the cvidcnbe_ | COMAR 28.02.01 2K (1)-(2)(a).
The grounds for reprimand or probafion of a licensee, or suspension or revocation of a

license under the Act include the following:

(2} In general. — Subject to the hearing provisions of § 14-405 of this subtitle, a.
disciplinary panel, on the affirmative vote of 2 majority of the quorum of the
diseiplinary panel, may reprimand any licensee, place any licensee on probation,
or suspend or revoke a license if the licensee:

22 Faﬂs to meet approf:riate standards as determined bjr appropriate peer
review for the delivery of quality medical and surgical care performed in an
‘outpatient surgical facility, office, hospital, or any other location in this State; [or]

(40) Fails to keep adequate medical records as determined by appropriaté peer
© review, ‘ o

Health Occ. § 14-404(a) (Supp. 2020).

. The Charges

As to Patient A, the Board charged the Respondent with failing to meet the standard of
care, in violation of Health Occupations Article section 14-404(a)(22), by:

- a) Failing to perform an evaluation of pedal Dopplet signals to ensure limb

viability at the conclusion of the femoral artery ligation procedure on June 3,
2014. : )
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b) Failing to perform an assessment of the appearance of the right foot for

viability at the conclusion of the femoral a:tery ligation procedure on June 3,
2014,

¢) Failing to timely treat ischemia of Patient A’s foot following the femoral
artery lgation procedure on June 3, 2014.

d) Failing to obtain proper informed surgical consent from Patient A prior to the
surgery on June 3, 2014,

(St. Ex. 14, p. 7).
As 1o Patient A, the Board charged the Respondent with failing to keep adeciuate medical
records, in violation of Health Occupations Article séction 14-404(a)(40}, by:

-a) Failing to document vascular exammanon upon Patient A’s admission to the
Hospital on June 2, 2014,

b) Failing to document complete surgical consent of the anficipated proceduxe on
June 3, 2014,

¢) Failing to document the appearance of Patient A’s right foot at the conclusion
of the femoral artery ligation procedure on June 3, 2014.

d) Failing to document a Doppler evaluation at the conclusion of the femoral
artery ligation procedure 'on June 3, 2014. :

¢) Failing to document patient evaluation during the moming of June 4, 2014, or

after discussing Patient A’s condition with the attendmg physician on Junc 4,
2014.

(St. Ex. 14, pp 7-8).

As to'Patient B, the Board chaxged the Respondent with falhng to keep adequate medical
records, in violation of Health Occupahons Article section 14-404(a){40), by:

a) Failing to document the intraoperative placement of a drain, the amount of
post-operative drainege, or the removal of a drain.
b) Failing to accurately document Patient B’s condition.

(St.Ex. 14,p. 9.

As to Patient C, the Board charged the Respondent with failing to meet the -appropriate
standard of care, m violation of Health Occupé.tions Article section 14-404(&)(22)? By:

a) Faﬂmg to actively monitor a critically ill patient with known risk factors for
developing gangrene,

b) Failing to consult the daily chart wound assessment and treatment notes
prepared by the Hospital staff.

(St. Bx. 14,p. 11).
' 16



As 1o Patient C, the Board charged the Respondent with fajling to keep adequate medical
* records, in violation of Health 000up5tions Article section 14-404(a)(40}, by:

2) Documenting a lack of knowiedge of Patient C’s condition, which in fact had

_ been previously established, leading to inaccurate or contradictory medical
records. L '

(St. Bx. 14, p. 11).

Arguments of the Parties

The State argued that the Reép;:mdent has a history of delaying surgeries and failing ‘go'
édéquately document patients’ medical charts. It asserted that the Résponde.nt cannot hide behind
| the complex medical diagnoses of his patients. It called his actions “anconscionable” and accused
. the Respondent of putting his career m front of the truth. In response t‘o the ]'.{esPondent’s
arguzﬁent that the ;Satients WEre not harmed as a result of the Reéﬁo:n:zdent’s actions, the State
reminded e that causation is not an issue in whether he breached the standard of care, but that
the risk of harm only impacts éaﬁctions. Because of the severity of delays or failures in the cases
- of the three patients at issue; the State is seeking a variety of sanctions, including: suspension of
- the Respondent’s medical license for one year; permanent prohibitiorl‘ on all surgical proccdﬁresﬁ;
‘ professional competency evaluation; course in medical record keeping within six months; two |
years® probation once hé is dcémed competent to practice medicine, with chart/peer review; and
$25,060.00 fine as. a deterrent and because he wag contempmbus of the process. .

The Respondent argﬁed that while his documentation may have been lacking in some
areas, his medical care of the three patients met tﬁe standard of care and nothing he did caused
harm to them. He emphasized that Patient A and Patier;t C were brought inté the erhergency
department and had numerous comorbidities which rendered them vulnerable and very difficuit
to trea£. He said the State is grossly overreaching in its requested sanctions and tﬁat far m:illder
sanctions, if any; are apﬁropriate given the evidence. He uréed me to stay focused on what a
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: vreasonable surgeon would do under the same .circumstances. He suggested the foliowiﬁg
sanctions,-depending on my findings on the evidence: reprimand; prohibition from performing
emergent procedures in a hospital setting; medical documentation course; pro‘b.;:ition for no more
than ;Jne year, and‘ no fme‘. |
Expert Witnesses _

On the issue of eipert testimony, the Court of Appeals has held: “The premises of fact
must disclose that the_expert isl sufficiently familiar with the subject matter under investiga;cion to
elevate his opinion above the realm of conjecture and spécﬁation,I for no matter how highly
quaiiﬁe;i the expert may be in his field, his opinion has nt; probativé force unless a sufficient
factual basis to support a rational conclusion is shown.” Bohner; V. Srate, 312 Md. 266, 274
{1988) (social WD.I‘I{BI’S'EKPCI{ tcstimqny that child under age of fourteen was a victim of sexual
abuse was madequately supported and was inadmissible in prosecuﬁon for second-degree sexual
offense) {(citing State, Use of Stickley v. Critzer:, 230 Md. 286, 290 (1962)). The Maryland Rules
provide: “Expert testimony may be admitted . . . if ﬁle court determines that the téstimony will
assist the trier of fact to .". . &eteniline a fact in issue. In making that determination, the court
shall determine . . . whether a sufficient factual basis exists to supiaoft the expert testimony.”
M. Rule 5-702. . |

| . There was no objection by either party regal;ding each expert’s qualifications ana 1
accepted both experts in the respective fields for which they were offered. Dr. - and Dr.
- have decades of experience and vast training. Each witness provid.cd me with v};luable
information ané insights. |

An expert opinion may nevertheless be teéted for bias. As noted by the Court of Appeals
of Maryland in Wrobleski v. de Lara, 353 Md. 509 (1999): |

rThe proféésional expert u&tness advocating the position of one side or the other

has become a fact of life in the litigation process. Practicing lawyers can quickly
i8 - '



and easily locate an expert thness to advocate nearly anyﬁnng they desire, In
each part of the country, if you need an expert medical witness to state that
plaintiff suffered a whiplash injury, call expert X; if you need a medical expert to
dispute that fact, call expert Y. The use of the expert witness has become so

prevalent that certain expert witnesses now derive a significant portion of their
total income from litigated matters.

“Jd, at 515-516 (internal citations omitted). I heard notbiﬁg dﬁring. the hearing to suggest either
exPert was biased in his views, e1ther in favor of the Board or agamst the Respondent or vice
versa. Dr. -has testified for the Respondent’s law firm previously, but he had no personal

connection with the Respondent. The experts had no apparent interest in the outcome of the
hearing and had no role in determining whether '&16 Respondent will be sanctioned. ;i‘hey'were
paid for their work in this case aﬁd rightly so, Coxﬁrary to ﬂxe argu_xﬁén& .Of counsel, that does |

. not render them “professional witnesses” such that either is not worthy of belief. There was no

evidence éither witness derives a -sigrﬁﬂcant amount of his income by testifying as an expert in

matters such as the mstant case. |

| I note that both cxpeﬁés, as well as the Respondent, a¥e more familiar than T.am with the 7
téchnicai scientific, and medicél terms used. I'deferred to the experts on some of the issues
before me and evaluated the cxpert opxmons of each expert as to whether the Rcspoudent faﬂed

~ to meet the standard of care for quahty medlcal care or falled to keep adequate medical records.

. Each expert offered opinions as to e_ach of these areas, and I gave those op1mons the weight [

dc;tcrmined they de'served but did not adopt either of the experts’ opinions as my own. Thave

summanzcd their opinions balow - .

‘In analyzmg the evidence, I have assessed the Respondent’s cred.tbmty Whﬂe I do not cast |

. aspersions on his career as a vascular surgeon, anumber of his gnswers ot rc3ponses to the Board

called ixis -credibﬂity into quesﬁo‘n: For e%a,m;ﬂe, he wrote to ’Ih(? Board that he hﬁd ﬁev_er been _
involved in an FPPE when, in fact, the FPPE ai-lasted three years, from 201240 2015. He

struggled to answer a question regarding how he could forget being under investigation for so long
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and bow he could fail to report that to the Board. I have noted other examples of inconsistent or

confusing answers below.”

Patient A

Standard _of Care - ,

The Chargéslaﬂege'd the Respondent failed to_mee’é the stan;:ia:rd of care whe;1 he did not
perform a Doppler evalﬁation or an assessment of the right foot for viability at the cc;nclusion of
the ligation érocedpre on June 3 , 2014-. The Charge‘s also allege the Respondéﬂt did not timely
tréat ischernia of Patient A’s foot after the June 3, 2014 's_urgery and that he did not obtain proper
informed surgical consent prior to the June 3 , 2014 surgery because he did né)t list bypass as a
possiblé procedure that wm.ﬁd be performed. |

Regarding the Doppler signal scan to determine whether Patient A had any ipulse signals
after the ligétion procedure pcrformed on June 3, 2014, Dr.- testified that using a
Doppler is requlred by the standard of care, as it mforms the surgeon whether there is any blood.
flow to the exﬁemzty following a ligation. Dr. -countered that some studies support the
conclusion that performing the Dopplm; is not required by the standard of care and can even risk
the falge conclusion that the abseﬁce C;f pulses mems'ﬁere is no blood flow when actually the
patient 1s still simply. too cqld for pulses to 'Iegister. Accordi:igly, Dr. - said that w&i‘_tiﬁg a
“few hours for the patient to warm up is advisable. In support of his opinion, he attached an
article to his report. Arora, S., M.D,, et.al., Common femoral artery Iz‘ggtion and local

debridement: A safe treatment for infected femoral artery pseudoaneurysms, J. Vascular Surg.

33:990-93 (2001), (Resp. Ex. 13).

7 The State pointed out that the Respondant did not mention- in his resume, even though he was employed

there for fifteen years and resigned during the FPPE, which resignétion triggered the Mandatory 10-Day Review,

Resp. Ex. 10. I attribute this to sloppiness, not to an intent to decewe Thus, it did not impact my credibility
findings.
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In arguing their positions, the parties quoted from the article. T will set forth the.quotes

they used, as well as other sections from the article, for context:

CF A ligation and local debridement are safe treatment modalities for IFAP, if

there is an intraoperative Doppler signal over a pedal artery during test occlnszon
of the distal EIA/CFA. (p. 990).

We report our experience with six cases of IFAP due to intravenous drug abuse.
We performed CFA ligation with or without ligation of the superficial femoral

* artery (SFA) and profunda femoris artery along with local debridement and
drainage as the sole procedure, without any form of formal revascularization if a
Doppler signal was obtained over a pedal artery on test clamping of the d15tal
external ihac artery (EIA) and CFA. (p. 990).

A Doppler signal over a pedal artery was present in all six patients after ligation
of the CFA. (p. 991).

The diagnosis was confirmed with duplex ultrasound scan ixrall six patients, We
found duplex ultrasound scan to be extremely helpful and accurate in confirming
our clinical diagnosis, in contrast to the findings of Reddy et al”® and Sandler et

" al.’% They did not find ultrasound scan useful, but their studies were done more
than 10 years ago and refinements in technolo gy might explain the supenor
acouracy of duplex ultrasound scan today. (p. 992). ‘

The article suggests that Doppler scans are routinely done after ligation to determine the
existence of pedai signais and that they arc a r;liabie indicétbr of Wliether revascularization must\
be performed immediately. immediatq artcriai revascular'izatioﬁ;‘. whio..h, in drug users,. must

_often be completed using a synthetic conduit, may result in complications arid loss of life or
i  limb. The Rcspondeﬁt cited ﬁw article to support ilis decision not to perform an immediate
_reyascula:izaﬁon on Patient A and to justify nént performing a Doppler scax;.

‘The State used the arti‘cle to support its argument that tﬁe Respondent should have

peﬁo@ed a Doppler scan intraoperatively. 1agree that the article éupports the State;’;s position

that a Doppler scan should have been perforﬁled. Dr. -testiﬁed that the standard of

* Footnote 7 in the article referenced: Reddy D.1, et al., Infected femoral artery fafse aneurysms in drug addicts:
evolution of selective vascular reconstruction. 1. Vascular Surg. 3:718-724 (1986). :
% Footnote 10 in the-article referenced: Sandler MA., et al., Iflammatory lesions of the groin: ultrasorzzc
evaluahan Radiology 151:747-50 (1984).
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care requires that a Doppler be performed to assess Elood flow after ligation surgery, even if the
signals are weak. He refuted tﬁevRes‘i:ondent’s testimoﬁy that there was adequate back flow and
tﬁus, no Doppler evaluation was needed. Dr_. -’s opinion, Wﬁich may be sound and |
accepted in medical circles, that signals heard in a2 Doppler scan may be useful, but the lack of
_};iuises does.not' necessmilﬁr mean there is no bk;od flow, was not corroborated by medical
literature submitted during the heating. As revealed in the above quote, the one study cited by
the article was (;ver ten years old and the Doppler scan had improved in the intervening years.
There is .a discrepancy in the record re garding whether Doppler scans were done after
Patient A’s surgeries. Regarding the first sirgery, oﬁ-Junp 3, 2014, there is no Doppler scan
| documented in the I}'ledibal evidence and Dr. -‘took issue with the Respondent’s failure
t‘o use oﬂe. Atthe héaring, the-Rf:sbondent testified that he did not usé a Doppler ;_scan because |
Patient A’s body would have béen too cold for any signal to register.”’ Yet in his answers to the
] - Medi;;al Executive Committee in May 2017, the Respon‘deﬁt said .that there WAS a
Doi:pier s;ignal in the fqof after the first sﬁrgary.78 Because of this and his assessment that her
foot had motor function, Ilae determined it was viable and thus, he did not need to do a bypas;; '
immediately. He did not dispute that his surgical i‘eport fails to include that he conducted a foot .
examination afterthe JTune 3, 2014 surgery, as ‘c]:}axged. | |
The Respondent testified that he had many .W-usmé patients over the years who had

tolerated that approach without a .problem; only one of over forty pe_rtients died when he

' performed separate surgeries rather than &oing the bypass at the same tithe as the Egaﬁc;ﬁ, He

knew Patient A had a patent”” vessel, he testified, and knew her foot would not become ischemic.

| TIT. p. 478,
7 8t. Ex. 2, p. WN 00031, .
¥ Patent is open. T. 320.
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Because patients are so cold during surgery, He generally wait‘e@ four to six howrs after aiaé.tient
wéﬁned up from rsurgery to check for pedé} pulses. . '

Regarding the seco;_zd surgery, on June 4, 2014, Dr._-testiﬁed there was a
Doppler scan done and thel_ ReSpohdent’s testimoﬁy supports this. However, the Medical
Bxecuti\;e Committeée defermined there was no Dbppler scan done in the second surgery either. 30
~ This discrepancy was not exl;lainéd during tllle hr::aﬁng; The Respondent said he used a Doppier
| _scan in the sécéqnd surgery because the bypass ke performed wc;uld have increased .P;dtie;nt A’s

blood flow and therefore, signals would be audible despite her cold temperature 8!
Dr. —‘téstiﬁed that the Respondent failed to respond timely to Patient A’s
. ischemia fhat_develo;:ed after her ligation procedure. Dr. - note& Patient A’s cold, right foot
at about 10: 31 a.m. the next mommg and the Respondent was notified. 8 The Respondeut
explained that Paﬁent A’s condmon prevented him from doing a bypass immediately after the
hgatlon procedure on June 3, 2014. He did not yet have proper imaging for the operation. She
was in septic shock, and she had COTOnAry artery dlSSan: He said the anesthes1olog1st reminded
him of her drop in blood pressure. The Respondent said that on June 4, 2014, Patient A
responded to pinprick and therefore, he knew her foot was viable. Thus, ge’cti'ng. h-cr to sﬁrg_éry
\x;'as not an emergency, he asserted. The surgery was not performed until that evening, between 8
and 10 p.m.' -_
Dr. -testiﬁed that the imaging tests merely delayed the surgery and the MRA

could have been done while Patient A was on the operating table, which is the standard of care,

 ®5¢ Bx,2, p. WN 00031,
BT p. 492
8 Resp, Bx. 3, p. WN (0909,
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He pointed fo an article quoted in his report that found inum;.perativc angiography is beneficial in
90% of patients in helping avoid amputation.® | |

Dr.- testified that the delaﬁ in getting.tc surgery ‘was _acceiatable based on thé
Respondent’s opjlaion ﬂ.“lai Patient A had a viable foot which responded to pinprick and showed
slow capillary refill. He agreed that if a patient has se-vere is;'chemia with no sensation,- the
@g‘ery should be scheduled as an emergency. In this case, he agreed with the Respondent’s
assessment that extra time was required to give Patient A fluids ;and antibiotics to prepate her for
surgéry on June 4, 2014. He said no 'harm came of the delay and it did not factor .into 1.hé:r death
‘over one month later. |

The Stéte pointed out that -’s policy is for emergent cases to bump other
emergencies and Dr.- discussed _how‘ vasc.tﬂa}r surgeons must push for their sv.rgeriés to
take precedence ovér others due to ﬂie emergent nature of many of their smgeﬁes. I not:: that the

- dclay_ in getting Patient A to surgery is what pmmpted- to conduct an FPPE.

Regarding his delay in getting Patient A to surgery on June 4, 2014, the Respondent’s
surgical note blamed a ten-hour delay in starth_zé the sufgery on emergencies in the oy;eraﬁng
room;** his Summary of Care blamed it orlk:the CT scan being cancelled and then Having to wait
on the results of the MRA;2S and in h‘is cross-examination, he said that he tried to mo.ve the
surgery up and thai he “stewed in a com;:r over his mablhty to move it up.®®

| These mconsxstenmes are troublmg and pomt 10 a delay in the su:gery that was not
'. jusﬁﬁed, particularly in light of the information provided in the summary of the Mecimai

Executive Committee revealing that the Respondent conducted another surgery that afternoon.®’

¥ The article extract appears on page 10 of Di. - sTeport. St. Ex. 12,
& Resp. Ex. 3, p. WN 00972.

# St Bx. 5, p. WN 00456.
T, pp. 624-25.
¥ St Ex. 2, p. WN 00031
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This failure of tﬁe Respondent to provide a consistent answer éﬂ’ectg his credibilit}; generally and :
specifically on other matters he testified fo that are not doqnncn’ccd, such as whether he
conducted a complete vascular examination on June 2, 2014 when Patient A was admitted, his
'converéatidns about n;-évmg'the time of Patient A’s sﬁrgery up, and his purported conversations
with Patient A regarding a possible bypass durmg thc_a exploratory surécry on June 3, 2014, -
Whi(.:h is discﬁssgid below. | A A

Informed Copsent

The Responden;t is charged with failing to obtain proper informed surgical consent prior
to the June 3, 2014 surgery becéuse he did not include the pdssibih'ty of a bypass procedure on
the consent form. ‘ | |

The Respondent testified that he knew Patient A’s daughter before fune 2, 2014, because
she was a.certiﬁcd nursing assistant at- This caused hJIn to remember many more. details .
regarding Patient A’s case than h‘t-:'might otherwise have rerﬁembefcd, he said. He also‘recalled

. ﬁmre details, he said, because he had to réview th; medical records in 2017 when the FP?E was
initiated. He said he recalled in detail Patient A’s condition in the emergency department and his
decision to admit her o the ICU to be put on antibiotics and ﬂmds .

Regarding the informed consent for the June ﬁ, 2014, 'sprgery, the Respondent testified
that he recalled the conversation he had with the family and knows he would héve told them all
the possible risk's; He said there were too niaxiy possibilities to include them all in the- consent
form 'and remembers telling thém that he would “do w}}atevcr I have to do to fix the pfobiem.°’39

| He knew hé would not performa bypass imraope_raiively due to 'Patient A’s condition which is

why he did not include it in the written consent. Once he was inside and could see her vessels

® Resp, Ex. 3,p, WN 00942, -
BT p. 469.. '
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a:a& r;mscle, he knew he would need to 'remove,' some calcification and friable' vessels beforeb
ciecich'ng whether to do a bypass. ﬁe said a byilaass always follows a ligation, but the question is
when that needs to take place. His work with IV'—using drug ab;users had convinced him that
bypass did not ;ﬂways need to be done immediately.

Dr.- pointed out the importance of reducing everything to writing in medic.ai
records, to provi&e “continuity of care” and prevent lawsuits. When pressed, Dr. _ ‘
agreed that if a surgeon thought the patient had only an infected hematoma, the consent form
covering only evacuation and drainage would be appropriate. Howevei, he téstified't'hat when
ad(%tressing complications from a cardiac Caﬁheri:':aﬁo'n., it. would be “naive” to tbmk that the
patient might not have a psaudoamauryszﬁgﬁ and that .a bypass would not be necessary. 1 D,
- believed the consent form as written for June 3 2014 was sufﬁment as not everything
can reahshcally be included and the Respondent probably dld not thmk he would be doing a
bypass in that 'surgery. ‘ |

The Reépon@ent argued that placmé a bypass in an infected ar'ea during the cxpioratoryb
surgery would not have met the standard of ca£e and that i;_tm'e. But Dr._did not
testify tixat the bypass would go through the infected area; rather, it would bypass the infected
area.. Thus; s0 long as fhe patient is hemodynamically stable, proceeding with a bypaés |
immediately foﬁowing ligation would be app.r.opriate. —

Furthennore; tﬁe Respoﬁdent argued strenuoqsiy that he knew Patient A had 2 ﬁematoma,
nota pseuc%oaneurysm, and that inﬂuencéd what he included in the consent form, but Dr.-
documented hié discussion with thé‘i{espondent on June 2, 2014 and noted speciﬁcally that “this

patient pré'bably has an abscess of thé-zight femoral artery with a pseudoancurysm.”? The

%0 Pseudoaneurysm is a leaking blood vessei cansing blood to ceilcct m sun‘oundmg tissue.
T, p. 299,

2 Resp. Ex. 3, p. WN 00869. . _
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Respandt;nt testified that he reliéci on the CT scan, which was pérférrﬁed_without contrast By Dr.

-, to conclude that ndthing suggested a pseudoaneury#m, but Dr. -’é impression was:
“Possible rigﬁt groin hematoma, as described above. Othér gtiologies cannot be excluded.”®®
This CT scan dld not z;ule outa pscudoaﬁéurysm or the need for a bylpass.

T accept Dr.- s opinion on the matter of the informed consent on June 3, 2014,
Including bypass as a possibility during the initial exploratory suxge.ry and ligation of the artéry
is not tantamount to including every possible actidn that might ever occur during such a -surger}v;,
butitisa .liikely outcome. Indeed, the Respondent testified bypass always follows ligation and he
testified that he did falk to the family about it, he just did no’F reduce it to writing. If bypéss was
significant enough to discuss with the-famity pﬁor to the June 3, 2014.,vsﬁrgery, it was éigm'ﬁcant
enough to be incluaed in the consent form. | " | |
Medical Documentation

Reéarding documentﬂng a complete vascular exa:ﬁinatien of Patient A on June 2, 2014,
the Reépondent testified that he recalled conducting such an ,examjnaﬁon. He said he did not

| documment _his evaluation of her legs because he has ;habit of only “documenting positives c;r
pertinent negati\.fes.”94 He did not conduct a Doppler at that point because he could palpate the
“pulses himself. He discerned the situation immediately and knew he would have to operate on
her. He said there is no need to write everything down when h;a is “standing right there.”S
| Dr, -testiﬁed to the elefnents of a complete vascular examination, which
includes cﬁzecking for pedal pulses and documenting the appearance of the feet for comparison
the next day. He said the Respondent’s report only mentioned checking Patient A’s right groin, -

which was the area she_éomplained of. He noted that the cardiologist did check ber pedal pulses.

% Resp. Ex. 3, p. WN 01181,
8T, p. 460.
% T,p. 598.
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Dr. Stiyder conceded that additiongﬁ' documentation by the Respondent would have been helpful
to planning her treatment. Yet he also said that some of Dr.-’:;. complaints Wéie '
“picayune,” which offended Dr. -, who protested they were not picayune at all, but
represented‘ appropriate medical practice. | |

Dr. -testiﬁed he is not a chart expert. He said he simply assumed the Respondent
conducted a complete ;rascular examination, éven though it was not documented.” He believes if
a treatment pian is dncumcﬁted, that éhould suffice.

| Adequate medical documentation is basic to providing a patient with continuity of care and
' avoiding later questions regarding treatment. It also avoids litigation. 1 acé'ept Dr._’s
testimony regarding the central role it plays in medical treatment and in the documentation deficits
in this case by the Respondent.

Nor did the Respondent adequately document his exMﬁon of the Patient on the
morning of June 4, 2014. Much time was spent at the heaﬁng deciphering his notes to determina'
whether they revealed that he di.d, in fact, exaslnine‘ the P;':xtient. Better documentation would have
made that clearer without having to sleuth out medical records.

F;)r all of those reasons, as to Patient A, I conclude he Respondent violated the standard
of care and failed 0 keep 'accuratc medical documentation, as a]lgged in the Charges.

Patient B | | | |

The Charges alleged that the Rgspondent failed to document thé intraoperative placement
of a drain, the amount of post-operative drainage, or the removal of a drain in his médicai
records for.Patient B and failed to accurately documan{ Pétient B’s condition. There isno

allegation that the Respondent failed to meet the standard of care regarding Patient B.
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Dr. - and Dr. — agreed that no drain was required in Patient B’s sﬁgew. _

"Dr, -testiﬁed that he believes no drain was placed.”®

| As noted in the Findings of Fact, the Respondent éxplaiﬂed tﬁat the drain issue was
created when he wrote in his Summary of Care presented to the Board that he placed a drain, .

- when he meant to write that he placed a ch’essin_g.97 I found the Reépondént believable on this
issue iaecause no drain is mentioned in the :;nedical documentation prepared ét the time of Patient
B’s surgery; no- drain is réquiréd by tbe'standard of care in the type of surgery be had; and the

’Words-draih' and dIessix;g are similar enough that one can see how they might Ee confused. The
only troubling aspect is that it suggests sloppiness by ﬂné Respondent. |

The State argued that 'che contradiction in the docunientation is not minor, and the
allégaﬁon should be upheld. Howevér, the documentation that created the issue was composed
in res'ponsel to the Chaxge.s, ﬁoﬁ as part of tﬁc oﬁginal niedication documentation. It is
disingenuous to hold the Respondent responsibié for improper ﬁ'ledical documentation for.an
ﬁnintentionai error m a report that post-dated the Charges. | | |

| Regarding the second allegatioﬁ, that the Respondent failed to ﬂocument i’atient B’s

’ condiﬁon, the State did not make clear ﬁe bas;is of this allegation. 1 presume it was based on the

lack of documeﬁtation ofa drain, At lany rate, the evidénce dﬁd not -suppért this allegation, eitht‘ar‘.

Paz;z:enr C “ |

' There are three allegations inthe Charges regarding Patient C. The Reépondent is

alleged to have violated the standard of care in two xesé)eots: failing to acti\.rely monitor a

critically ill patient Wlth known risk faqtérs for developing gangrene and failing to consult the

daily chart wound assessment and treatment notes prepared by the Hospital staff. The

% T, pp. 203, 210.
TSt Ex. 7.
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Respondent is alleged to have failed to keep adequate medical records by “documenting a lack of
knowledge of Patient C’s condition, which in fact had been previously established, 1eading 1o
inaccurate or contradictory medical records.”

Standard of Care

Patient C arrived at the emergency department ot-on August 21, 2017, at 11:33
am. with a constellation of serious n;;edipai conditions exacerbated by an infected AV graft in
her right groi;i the Respondent had inserted on August 2, 2017. Tﬁe Respondent discussed her
condition by telephone with ﬁle emergency department physicién twice on August 21, 2017,>and
determined, based on that doetor’s obséwatioﬁs, that Pai:iex_lt C did.not halwé a necrotizing
infection. He also believed her sy}mptoms did not indicate sepsis. Thus, he waited until the next
day to examine her.

- On August 22, 20i7, her INR was 4.29, up from 3 4 the previous ciayl Th'e Respondent
continued to believe that she.was bacteremic, not septic. He knew -tI}at her infected graft would
have tc; be removed. He did not want to proceed to surgery until her INR ‘was below 2. On
~ August 23, 2017, her }NR was down to 1.83, but he decided to optimize her for surgery and so

he ordered three units of packed red blood cells and two umts 6f .fresh frozen plasma with
dialysis that day. Surgery was scheduled for August 24, 2017, and took place between 5£26 pm. .
and 7: 1A5 pm. He rga;noved the infected graft and performed extensive radical wound
. deb;ridement. ‘Patient C died on August 27, 2017, having suffered cardiac arrest the previous
: day. | | i
The State argued that the 'Respbndent— violated vtt-ae'stam.iard of care by failing to
pexrsonally examine Patient C when sﬁe was admitted to - on August 22, 2017, waiting too .
long to take Patient C to suxgery; and failing to be fami]iar with the documentaﬁbn reéal_'éiﬁg her
infected ﬁght tbigh Wound'. Dr. _was adamant ﬂ;at_ the standard of care requiz_*ed the;'
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: Respondent to examine Patient C-on the day she was adnutted due to her signs of sepsis, the
advanced infection around the graft which the R33pondent had mserted earlier that month, and

' the possibility of necrotmmg fasciitis.”® He said it was not enough to simply rely on the
observations of the eﬁzergency department physician, particularly when the radiolo gistl
recommended clinical correlation after the CT scan was dorie.””

Dr. [ did not see a i}robiem in the Respondent’s failure to examine Péﬁeﬂt Con

August 21, 2017 and testified that her condition was not emergcnt and that she was fairly s;:able.
He agreed with the Respondent that she needed a “tune- up” before gomg into surgery and found
no fault with delaymg until August 24, 291’7 1% The Respondent bcheved he could depend on
the observations of the emergency department physician and rad191_og15t and $aW 1O 1€ason to

" examine her on the day she was adnﬁﬁed. _

A great deal of time was spent during witness testimony establishing whether Patient c
was séptic. Dr. - opined that she was septm noting her lngh white blood cell count of
24,000, low biooci pressure, altered mental state, the red, tender area around the thigh, and her
. elevated lactate. He noted the emargency department concludcd she was septic and that she was
unresponsive upon admission, although later, another physician reported she was mentating well.
Her fever was not particularly high. Dr.-emphasized that becanse Patient C presented
~ af the hospital w1th an ipfection from a graﬁr ‘fhcfit the Respondent had placed; he was responsible
for examinin_g her .upon her admi§sion. _ |

The Respondent believed Patient C was bacteremic, but not septic, Dr. -testiﬁed

- there are stages of sepsis and there was no emz_argenéy unless Patient C developed septic shock.

T p. 224, '
. *T.pp.218-19, 225; CT scan af Resp Ex. 7, pp. 05694-95.
10T p_ 687,
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He agreed she had some elemenis of sepsig, however, and wrote in his re;port that she had “s_igns' |
and ;ymptoms” of sepsis:!® He said that if a patient ha's bacteremia, they probably have sepsis.
Dr. - emi:haéized m h'is teéﬁmony that once a patient p.resents with an infected |
gra‘ft; there is nﬁthing that c'an ‘be done short of reﬁ;oviﬁg the graft and ﬂxét antibiotics cannot
eradicate the infe;:tion. He repeated that the “longer you wait, the greater the risk.”!%2 His
opinioﬁ was th;at the Respoz;dent should have teken Patieﬁt. C to surgery no later than Aupust 23,
2017, testifying that she could have been transfused duﬁng surgery rather than iz_; a separate

| dialy.sis session. D:_ agreed with the Respondent that it waé more important to optir‘nizgz
.ﬂlé patient for surgery than rush to rernOVe: the graft. Dr.- did not éee her conditic'm as bad
enough that it was worth the risk of proceeding to surgery before sﬁe had a transfusion.

| The Stlai:e initially argued that the Respondent did not examine Patient C for almost thifty
hours after admission, but it was eétablished, through the notes of Dr. i that the Respoﬁdem
did see her the moming aftgr her admission; he just did not document his examination until later
that évening.

Another focus of the exﬁert tésﬁmony was whether the Respondent should have been

" more concerned at the time of Patient C’s admissiori that she might develop ne;croﬁzing fasciitis.
Dr. -testiﬁed that thé Respondent was obligated by the standard of care to examine |
Patient C personally to rile out neérotiz:iné fasciitis, given the sﬁégestion of gas in the soft tissue
by the C? scan. Had the i{lespénéent conﬁrmed necrotizing fa;ciiﬁs, ﬂ:é standard of care would
hav;: reqﬁ;ed radical c.iebrider'nent and transfer to an institution that could supply hyperbéxics._l?3

The Respondent was wrong to diagnosé it based golely on the oBservaﬁons_of others, he said.

101 Resp. Bx: 11,p. 9.
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Dr. - accepted the Respoﬁdgni’s view that the CT scan nuled out necrotizing fasciitis, but
Dr. - diaagregd,‘noting 'Fhat the radiologist called for clinical correlation. The |
Respondent waé conﬁderﬁ, based on the c;bservations 0}_? the emeitgency department physicia;z,
that‘Patient C did not ha;fe nccroﬁziné fasciitis and decided he did not need to exami.ne her on
August 22,72 01 7, but could wait until the following dﬁj-[-.

T_he.St'ate also a_.rgued the Resp_andent umeasonabiy déiaycd getﬁng Patient C to surgery,
although the eviden;'e revealed that Patient C was not sufficiently hemodynamically stable to go
into surgery the first or even the second day. I accept Dr. -’s f‘;es'tim'ony, however,. that

. she would have been stable enough to g’d into surgery the third day, August 23, 2017, Because
+ she could have receivéd a transfusion during surgery. Her INR was under 2 and, under the
: Respoﬁdent’s plan, she could be taken to surgery at that point. Dr. - saw the sitnation
as far more emergent than either Dr.-or the Respondent. I was struck 5uring the
testi‘mony by how much Dr. -émd the Respo‘ndent seemed to downplay the ;everity of
.' Patigent C’s con-dition, given her constellation of issues. Dr. - expressed much more of a
| sense of urgency in getting her to surgery to remove the infec’_tedl graft.

In defendiﬁg his medical judgment, the Respondeﬁt wrote iit his Summary of Care and
Supplemantél Board Response that an independent, out-of-state eﬁﬁert, a va.scular surgeon
named Dr. We'é, had reviewed the medica; records and found “that the medical manégement was
approfariate with NO quality issues (meets .Stand.ards of Practice).”'®* That was not Dr.[Js
detem'.xination, however. Instea&, Dr.- idenﬁﬁgd ajudgment issue and concl_uded that the |
Ca;s,éfPeer Re;view Issue was pos;sz'bly preventasle. Dr.-wrote that it was “unclear if demise

was related to delay in surgery.”'% This mischaracterization of the evidence impacts my

184 St Rxs. 9, 13
105 8¢ Ex. 2, pp. 00055.
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© feam.

. assessment of the Respo‘ndent’s credibility. It élso supports Dr. -’s-opinion that there
was an issue with the Respondent’s medical care. )

| The issue of not seeming to know sbout Patient C’ right thigh wound was raised by the
. State as a violation of the standard of care as well as of medical documentation. The aﬂegaﬁon _
 stems from the Respondent’s .surgical note in Péﬁént C’s medical chart on August 24, 2017, that
“It should be mentioﬁed thgt upon lifting the stump, it was th:en realized that there was a large
.nec_rotic area on the posterior aspect of the thigh. When the patient was initially admi&ed, she
never did'. allow for the stump to be touéhed, and therefom, this wpund was overlooked by the
»106 | |

The Re'3pond§nt testified that the extent of the infected wound was not picked up until
they turned“her over in surgery. However, the wound care nurses noted the woun& and freated it
on August 23,,2017.1%7 From the Respondent’s tés_timony, 1learned that, in fact,- he was told
about the.véround on August 23, 2017, by the wound care nurses. He told the nurse he would
look at it in surgery the following day. %8 This fact inakes his nohte about the Wc;und being
ove.rlooked even more confusing. o . .

The Respondent refused to take f;my responsibility for knowing Patiént C héd an infected
wound on her right thigh. He was adamant that he ‘isrn.ot a woﬁnd specialist and ﬁeatment of
such a wound is not done by & vascula; surgeot, but a general surgeon. He &id got testify that he
had reviewed ﬁ}é wound care notes of Patient C, which goes to the heart of this allegation.

Dr..-asserted that the Respondent should have known about the wound and

should Have read the nursing notes about it from the previous day but bonéede;ﬁd that he did not

106 Resp: Ex. 7, p. WN 05848, ~
107 Resp. Ex. 7, p. WN 06252.
BT, pp. 566-67.
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mention the issue in his report to the Board.'® In fact, this iS‘no‘t mentioned at all in the reports,
of Dr.-bor Dr. _ que;'theless, élthough it might not have been the Respondent’s
responsibility to treat the infected thigh wound, it certainly is inciimbent on a surgeon to be;

' farﬁiiiar witﬁ a patierit’s chart and accurately report what was known about the wound in his
surgical notes. The Réspénéﬂnt offered no credible resﬁoﬁsé to the allega-tion that he was

apparently not familiar with the nursing notes of August 23, 2017,

. Medical Documentation

. The note the Respondent included in the surgical documentation may technically be
carrect, that the thigh wound was not seen E.}'t ’che time of admission, but it left the i;npression that
no one knew about it until surgery, which was incorrect. He te;‘;tiﬁcd t}laat he was not trying to.
~ deflect respc').nsibility for knowing about the ﬁound onto someone else, as the coﬁ:ment about the
team overlooking the wound might suggest. In his Supplement Board Response, the Respondent
did not address the medical documentaﬁon lissue at all. There réajly was no credible résponse to
the allegation that the surgical note‘wa;s af v\;orst, incorrect and at bé:st, ﬁsieading. |

For all of thes.c reasons, as to Patient C, I conclude the Respondent Viola"ced the standard
of care and documenting a'la:ck of knowledge of her condition, as a.l'}.eged in th.e Charges. |
Sanér;'ons_

Dis_cipljmry proceedings agaiﬁst a phy sicign are'not intended to punish the offender but
rather “as a catharsis for the profes'sién and a prophylactic for the public.” McDonnell v.
Comm n on Medica;f Discipline, 301 Md. 426, 436 (1984). The Court of Special Appeals of
Maryland has held that an adminis‘craﬁve agency with diséiplinary and licensing auﬂlérity “has

broad latitude in fashioning sanctions within [those] legislatively designated limits” so that it

9T p. 410; St Ex. 12, ,
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may place conditions on any suspension or probation. Cornfeld v. State Bd. éf Phy&icia}as, 174

Ma. App. 456, 486 (2007) (citing Neutron Prods., Inc. v. Dep't of Env’f, 166 Md. App. 549, 584

and Blaker v. State Bd. of C‘hzropractzc Examzners 123 Md. App. 243, 264 65, cert denied, 351
_Md 662 (1 998)) “NcVErtheless because there is a punitive aspect to the proceedmgs, statutes -

which authonze the imposition of sanctmns against the 11c¢nsed‘ professxonal should be strictly
- construed agéjsast the &iscipliﬁary agency.” McDonnell, 301 I;Ad. at 436.

Under sections 14-404(2)(22) and (40) c;f the Health Oécupatibns Article and the cases
cited above, and subject to the Respondent.’s right fo this hearing, a disciplinary panel may
repﬂinand any licensee, place any licensée on probation and establish conditions of probation, 01“
suspend or r‘evoke a license if the licensee fails to meet appropriate standards a;s determined Ey
appropriate i)eer review for the delivery of quality medical anti surgica_l care performed inan
outpatiegt surgical facility, ofﬁcé, hospital, or any other location in ti:us State or fails ;£o 1;86.‘,})
adeéuate medical records as determined Sy appropriate peer review,

The Board’s Iegglatiogs include a sanctioning métrix' that reflects the minimum and
“maximum penalties for conduct that ig subject to disciplinary acti-on. COMAR }LG.32.02.10.V :
Under this matrix, the maximum pénalty for a violation of section 14-404(a)(22) of the Health
Occupations Article is revoc_atio_n of the Respondent’s license, and the minimum penalty is a
repﬁﬁmd. Tht'a ma}mnum fine for \riolaﬁon of this sectién is $50,000.00, and the minimum fine |
‘ ié $5,000.00. |

~Under this matrix, the maximum penalty for xdolétion of section _14-404(a_)(40) of th;a
| Health Occupations Article is éuspensioﬁ of the'Respondent‘s license for.one year, and the
miﬂimgm-peﬁaity- is a reprimand. The méximum fine for violation of ﬂ;is.sectic‘m is $50,000.00, A

and the minimum fine is $2,500.00.
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The Board’s regulations also identify mitigating and aggravating factors for imposing a
penalty outside of the regulatory range, Mitigating factors include:

(a) The absence of a prior disciplinary record,
{(b) The offender self-reported the incident;

- {€) The offender vohmtarily admitted the misconduct, made full disclosure to the
disciplinary panel and was cooperative during the disciplinary panel proceedings;

(d) The offender implemented remedial measures to correct or mitigate the harm
arising from the misconduct;

() The offender made good faith efforts to make reshtutmn or to rectify the
consequences of the misconduct;

(D) The offender has been rehabﬂxtated or exhibits rehabilitative potential;
(g) The misconduct was not premeditated;

{h) There was no potential harm to patients or the public or other adverse 1mpact or
(1) The incident was isolated and is not likely to recur.

COMAR 10.32.02.09B(5).

Aggravating 'factors may inclhude, but are not limited to, the following:

(2) The offender has a previous criminal or administrative disciplinary history;

(b) The offense was committed deliberately or with gross negligence or
recklessness;

(c) The offense had the potential for or actually did cause patient harm;
(d) The offense was part of a pattern of detrimental conduct;

(e) The offender committed a combination of factually discrete offenscs
adjudicated in a single action;

{f) The offender pursued his or her financial gain over the patlent’s welfare;
(g) The patient was especially vulnerable; :
(h) The offender attempted to hide the error or misconduct from patients or others;

(i) The offender concealed, falsified or destroyed evidence, or presented false -
testimony or evidence;

(i) The offender did not cooperate with the investigation; or
(k) Previous attempts to rehabilitate the offender were unsuccessful.

COMAR 10.32,02.09B(6).

T have sef forth the Board’s requested sanctions above. Based onmy findings and the
' arguments of the parties, I agree with the Rcsiaondent that the requested _sanctions are to0 severe.
I have founé violations of the standard of cﬁe and in the Réspdndent’s medical recordkeeping. 1
have found that inconsistencies in the Respondent’s responées to the allegaﬁons impacted his
. 'crédibility. A risk of hﬁrn ;vas shown in Patient A’s care, where the delay in getting her into
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surgery could have impacte& the likelihood of amputation. T#evert‘neig:s 5, { do not find his actions
to have been as e;gregious as the State asserts.
The State argues that there is one mitigating factor: (a) The absence of a prior di_séiplixiary_
record. The State argues that there are four aggravating fact;afs: (c) Potential for harm or did
canse harm; (d) Pattern of detrimen.tal. conduct; () Several discrete acts adjﬁdicated in a single
actiom; (k) Previous atternpts to rehablhtate were unsucoessfui I do not find that (k) applies to the
f:vzdence as the record is not complete regarding the outcome of the FPPE at- but only that
an FPPE was conducted. The record supports the other aggravating factors.
The Respondent argued there are four rmhgatmg factors: (a) The absence of a pr1or ’
d1s01p1mary record; (f) The Respondent ex}ubﬁs rehabilitative potenﬁal {g) stconduct was not
| premeditated; (h) There was no potential harm. I agree the record supports the first three
mitigating factors. The record does siot support a finding under' (h) that there was no potential
harm to the patients. |
The Respondent asked that for guidance I look to thé sanctions that were considered by
’fhe-Medibal Ex.ecutive Comn*ﬁttee at the time he resigned. He‘ also noted that none of the
- Charges aro‘se from his su;gical skill, but only dec:isions he ma;ie' prior to or after surgarf. He
- argued that he is primarily perfon}’ﬁng &;ﬂdovascﬁlar work now, not emergent surgeries. He
intends to retire in about two y.ear's. |
The State argue{i that the Respondent should be subjeét to .a $25,0(}€.)‘00 fine because he |

was contemi)mous of the disc;iplijlary process. I did not see contempt during the heaﬂng or in the
record. He, like the expert witnesses, was extremely oonﬁdent in his opinions; some might say
artogant. Additionally, the Respon;ient did often have difficulty remembering .certain details of
the cases and of hlS dlsc:phnary processes that took place at- and- but that did not

nse to the level of contempt. This is a doctor- who has practlced for over thlrty years, always
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with & vulnerable patient population. He has béen questioned by hospital medical executive
committees 'previoﬁsly, but never brought Before the Board on d&s‘_cipiinary charges. He is near
retirement. ‘He is qnderstandably_e_iistraught about the Cha:fggs axi_d f;he impact this process could
have on his license td pracﬁcc;, medicine. I éaw nothing that wr:mid warrant the imposition of a
| $25,000.00 fine, however, on the basis that he has contempt for tﬁe process or the Board. The
record supports the minimum fine for a violation of the standard of care, $5,000.00.

The Respondent requested a reprimand rather than a suspsnsipn, but pursﬁant 'Lo COMAR
. 10.32.02.10A(3)(b), where condiﬁong are attached as part of probation, the sanction is a stayed
suspension rather than a reprimand. As even the Respondent’s proposed sanctioﬁ; iﬁclu;ie
conditipns attached to the prqb ation, a stayed suspension is proper rather than a reprimagd.

Taidﬁg into account the evidence pre‘se.nted, the mitigating and aggrava:ting féotofs, and
the arguments of the parties, I ﬁnd tfle folioWing represents an appropriate sanction: a stayed
suspeﬁsion; two years of probation wherein the Respondent is.‘sﬁpervised; no emergency
procedures or On‘Cail ina hoépite;l setting while on probation; professional competency | _
evﬂuaﬁon; mgdical record kegping course within six months; and a $5,600.00 fine,

PROPOSED CONCLUSIONS OF LAW

Based on the foregoing Findings of Facﬁand Discussion, 1 conclude as a matter of law |
that as to Pétient A and Patient C, the Respond;ent violated the alleged provisions of the law.
-M4d. Code Anﬁ., .Health Occ. § 14-404(a)(22) and (40) (Supp. 2020). As a result, I conclude that
fﬁe Réspondent is subject to discipiinary sanctions for the cited vioiation;é as follows; 2 stayed |
suspension; two years of probation wherein the Respondent is supervised; no emergencyi
procedures or On Callin a hospi{al' settiﬁg while on pfobation; professional competency
evaluation; medical record keeping course within six ﬁonths; and a‘SS ,000:0{) fine. Id;

' COMAR 10.32.02.09A(3), B.
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Based on the foregoing Findings of Fact and Discussion, | conclude as a matter of law
' that as to Patient B, the Respondent did not violate the alleged provisions of the law. Md. Code
Ann., Health Occ. § 14-404(a) (40) (Supp. 2020).

PROPOSED DISPOSITION

I PROPOSE that charges filed by the Maryland State Board of Physmxans agamst the
Respondent on Iuly 6, 2020 as to Patient A and Patient C be UPHELD; and _

I PROPOSE that the Respondent be sanctioned as follows: a stayed suspension; two
years of probation Wherei;n the Respondent is supervised; o emergency p_rbceduxes or On Call in
a hospitak setting While on probation; professional n::mnpe’ce:znc}‘r evaiuation; medical recc;rd
keepmg course w1thm six months; and a $5,000.00 ﬁne

IPROPOSE that charges filed by the Maryland State Board of Physicians against the

Respondent on July 6, 2020 as to Patient B be DISMISSED.

July 6, 2021
Date Decision Issued Joy L. Phullips -

: ' - Administrative Law Judge
TLP/dim ’

#191511

NOTICE OF RIGHT TO FILE EXCEPTIONS

- ' Any party adversely affected by this proposed decision may file written excep‘aons with

the disciplinary panel of the Maryland State Board of Physicians that delegated the captioned
case to the Office of Administrative Hearings (OAH) and request a hearing on the exceptions.

- Md. Code Ann., State Gov’t §-10-216(a) (2014); COMAR 10.32.02.05. Exceptions must be

filed within fifteen (15) days of the date of issuance of this proposed order. COMAR -

10.32.02.05B(1). The exceptions and request for hearing must be addressed to the Disciplinary
Panel of the Board of Physicians, 4201 Patterson Avenue, Baltimore, MD, 21215-2299, Attn:

Christine A. Farrelly, Executive Director.

A copy of the exceptions should be mailed to the opposing attorney, and the other party
will have fifteen (15) days from the filing of exceptions to file a written response addressed as
above. Id. The disciplinary panel will issue a final order following the exceptions hearing or
other formal panel proceedings. Md. Code Ann., State Gov't §§ 10-216, 10-221 (2014)
COMAR 10.32.02.05C. The OAH s not a party 1o any review process.
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Copies Mailed To:

Christine A. Farrelly, Executive Director
Complience Administration = -
Maryland Board of Physicians

4201 Patterson Avenue

Baltimore, MD 21215

Katherine Vehar-Kenyon, Esquire

* Assistant Attorney General
Administrative Proseciitor .
Health Occupations Prosecution and Litigation Division,
Office of the Attorney General '
300 West Preston Street, Room 201
Baltimore, MD 21201

Rosalind Spellman, Administrative Officer - ‘
Health Occupations Prosecution and Litigation Division
Office of the Attorney General '

300 West Preston Stréet, Room 201

Baltimore, MD 21201

Bradford J. Roegge, Esquire
* Law Office _

11 North Washington Street

Suite 400 _

Rockville, MD 20850

Wilton O, Nedd, MD

Nicholas Johansson, Principal Counsel

Health Occupations Prosecution and Litigation Division .
. Office of the Attorney General

300 West Preston Street, Room 201-

Baltimore, MD 21201
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