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 Accordingly, the Board advised Dr. Reed of her right to request a hearing in this 

matter.  (State’s Exhibit 1A) 
 
B. By document received by the Board on September 29, 2003, Dr. Reed requested a 

hearing.  (State’s Exhibit 1B) 
 
II. Appearances 
 

A. On behalf of the State of Ohio:  Jim Petro, Attorney General, by Kyle C. Wilcox, 
Assistant Attorney General.   

 
B. On behalf of the Respondent:  Dr. Reed, having previously been advised of her right 

to be represented by counsel, appeared on her own behalf.   
 

 
EVIDENCE EXAMINED 

 
I. Testimony Heard 
 

A. Presented by the State 
 

1. Barbara A. Reed, M.D., as upon cross-examination 
2. Walter J. Clark, Jr., M.D. 
 

B. Presented by the Respondent 
 
 Barbara A. Reed, M.D. 

 
II. Exhibits Examined 
 

A. Presented by the State 
 

1. State’s Exhibits 1A through 1I:  Procedural exhibits.   
 
2. State’s Exhibit 2:  Copy of a September 16, 2003, report of Walter J. 

Clark, Jr., M.D. 
 
3. State’s Exhibit 3:  Dr. Clark’s curriculum vitae 
 

* 4. State’s Exhibit 4:  Patient Key.   
 
* 5. State’s Exhibits 5 through 15:  Copies of Dr. Reed’s medical records for 

Patients 1 through 11, respectively. 
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B. Presented by the Respondent 

 
1. Respondent’s Exhibit A:  Copy of a signature list from MedCentral Health 

System, Mansfield, Ohio.   
 
2. Respondent’s Exhibit B:  Copy of Dr. Reed’s wallet card identifying her as an 

Assistant Coroner with the Richland County Coroner’s Office. 
 
3. Respondent’s Exhibit C:  Campaign flyer supporting the re-election of Stephen 

Banko, M.D., as Richland County Coroner.   
 

Note:  Exhibits marked with an asterisk (*) have been sealed to protect patient confidentiality. 
 
 

SUMMARY OF THE EVIDENCE 
 
All exhibits and transcripts of testimony, even if not specifically mentioned, were thoroughly 
reviewed and considered by the Hearing Examiner prior to preparing this Report and 
Recommendation. 
 
Background Information 
 
1. Barbara A. Reed, M.D., testified that she had obtained her medical degree in 1949 from 

The Ohio State University College of Medicine.  Dr. Reed completed an internship 
at Buffalo General Hospital in Buffalo, New York; two years of residency in internal 
medicine at Indianapolis General Hospital; and an additional year of residency at City 
Hospital in Cleveland, Ohio.  Dr. Reed stated that she is not board certified in internal 
medicine.  She explained, “I couldn’t get any of the men to sign up at that time for me to 
get my boards, although I was board eligible at the time.  There was so much prejudice 
against the ladies that I could not get any of them to sign at that time.”  (Hearing Transcript 
Volume I [Tr. Vol. I] at 15-17) 

 
 Dr. Reed testified that she has practiced internal medicine in Mansfield, Ohio, for many 

years.  Dr. Reed testified that, briefly, she had practiced in partnership with her husband, 
who was also a physician.  In discussing her husband, the following exchange occurred: 

 
Q. (By Mr. Wilcox):  Okay.  Was he from the Mansfield area? 
 
A. (By Dr. Reed):  No, he was from Turkey; Istanbul. 
 
Q. Okay. 
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A. And they still tap my telephone, the one that’s listed in his name.  I see 
all kinds of funny things. 

 
Q. Who is ‘they?’  You say somebody taps your telephone? 
 
A. Yeah, I think so. 
 
Q. The police, you mean? 
 
A. I think, what is it, CIA, or some of these people that are interested in 

foreign affairs.  Anyway, his phone always has little funny things on it 
every once in a while.  It doesn’t sound right to me. 

 
 (Tr. Vol. I at 20-22)  Dr. Reed noted that her husband is now deceased.  She stated, “It’s a 

tough business; some of the boys don’t hold up as well.”  (Tr. Vol. I at 21) 
 
 Dr. Reed testified that she is currently licensed to practice medicine in Ohio, and in no 

other state.  (Tr. Vol. I at 16) 
 
2.  Walter J. Clark, Jr., M.D., testified as an expert witness on behalf of the State.  Dr. Clark 

testified that he had obtained his medical degree in 1978 from Howard University Medical 
School in Washington, D.C.  Following graduation, Dr. Clark entered a flexible internship 
at Mt. Sinai Hospital in Cleveland, Ohio.  After completing his internship in 1979, 
Dr. Clark began service as a public health officer in Mobile, Alabama, where he worked as 
a solo general practitioner to fulfill a scholarship commitment to the National Health 
Service Corps.  Dr. Clark served in that capacity until 1982, at which time he entered a 
residency in internal medicine at the University of South Alabama.  Dr. Clark spent two 
years in that residency program.  In 1984, he returned to his previous practice in Mobile 
which, by that time, had expanded to include multiple providers.  Dr. Clark testified that, in 
1987, after learning that he needed six more months of residency training to qualify for 
certification by the American Board of Internal Medicine, he returned to the University of 
South Alabama to complete the necessary training.  Dr. Clark testified that he was board 
certified in internal medicine in 1988.  (State’s Exhibit [St. Ex.] 3; Hearing Transcript 
Volume II [Tr. Vol. II] at 6-8) 

 
 Dr. Clark testified that he has been licensed to practice medicine in Ohio since 1988, and in 

Alabama since 1979.  (St. Ex. 3; Tr. Vol. II at 8) 
 
 Dr. Clark testified that he is currently the Medical Director for Northeast Ohio 

Neighborhood Health Services, Inc. [NONHS]  Dr. Clark further testified that NONHS is a 
network of community health centers.  Dr. Clark’s duties include overseeing the services of 
all physicians, mid-level practitioners, and nursing staff at NONHS.  Dr. Clark testified that 
the physicians’ practices include pediatrics, family medicine, obstetrics/gynecology, 
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dermatology, and internal medicine.  Finally, Dr. Clark testified that his practice is 
currently about twenty percent clinical.  (St. Ex. 3; Tr. Vol. II at 9-10) 

 
 Dr. Clark further testified that he holds privileges at the University Hospitals of Cleveland, 

and at Huron Hospital Cleveland Clinic Health System.  (Tr. Vol. II at 12) 
 
3.  Dr. Clark testified that, in preparation for his testimony, he had reviewed a series of 

medical records sent to him by the Board that represented care rendered by Dr. Reed to 
eleven patients.  Dr. Clark further testified that he had also reviewed applicable statutes and 
administrative rules.  (Tr. Vol. II at 14-15) 

 
 Dr. Clark further testified that he is familiar with the statutes and rules governing the 

prescribing of controlled substances in Ohio, and that he has had occasion to utilize such 
medications in his practice.  (Tr. Vol. II at 12-13) 

 
4.  Dr. Clark testified that he had limited his review of Dr. Reed’s medical records to events 

occurring in 1988 and thereafter.  Dr. Clark testified that he had chosen that date because 
that had been the year that he became licensed to practice medicine in Ohio.  Dr. Clark 
testified that he had not felt comfortable opining on the practice of medicine in Ohio prior 
to that year.  Accordingly, even though some of Dr. Reed’s medical records go further back 
in time than 1988, those earlier records are not relevant to Dr. Clark’s opinion in this 
matter.  (Tr. Vol. II at 162-163) 

 
General Information Concerning Dr. Reed’s Medical Records 
 
5. Dr. Reed testified that she keeps her patient records on 3" by 5" cards, except for x-rays and 

laboratory reports, which are stored separately from her patient record cards.  Dr. Reed 
testified that “the floors would be falling out of [her] office” if she kept all of her patient 
records on letter-size paper.  With regard to x-ray and laboratory results, Dr. Reed testified 
that she records pertinent information, such as positive lab results, on the 3" by 5" cards.  
However, she does not typically record negative lab results on the cards.  (Tr. Vol. I at 24-26) 

 
6.  When asked if her medical records adequately reflected her examination of her patients, and 

the utilization of controlled substances in the treatment of those patients, Dr. Reed replied,  
 

 Well, some of these were done 15, 10, 20 years ago, and things are changing.  
So we—Yeah, I agree I did not write very much on the records because I 
didn’t have the space, and I didn’t realize that it would be of any interest to 
anybody else, so I wrote as little as possible. 

 
 But when you go over it with a fine tooth comb and ask for all these little 

details—I see that I could have added a whole lot more to the record down 
through the years, which I did not.  But I used to be busy; now we’re not busy.  
Now we don’t do anything * * * but talk. 



Report and Recommendation 
In the Matter of Barbara A. Reed, M.D. 
Page 6 
 

 
 (Tr. Vol. I at 156-157) 
 
7.  When asked if another physician who took over Dr. Reed’s patients would be able to 

follow her record keeping, Dr. Reed replied that she had recorded diagnoses and had been 
clear which medications had been prescribed.  Dr. Reed further testified that her 
handwriting is legible.  (Tr. Vol. I at 157-158) 

 
8. A scanned copy of the front and back of one of Dr. Reed’s 3" by 5" cards follows.  Note 

that patient identifying information has been redacted. 
 

 
 

 
 
 (St. Ex. 5 at 3 [top of page] and 4 [top of page]) 
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9.  Dr. Clark testified that the standard for medical documentation at this time, and for at least 

the preceding fifteen years, has been the SOAP format.  Dr. Clark explained that SOAP is 
an acronym that stands for subjective, objective, assessment, and plan.  Medical records 
kept in this format will include subjective commentary, objective findings, an assessment, 
and a plan.  (Tr. Vol. II at 18) 

 
 Dr. Clark testified that Dr. Reed’s method of keeping medical records departed from the 

standard of medical documentation.  Dr. Clark further noted that it represented an outdated 
method of keeping medical records.  However, Dr. Clark indicated that a SOAP note 
documented on a 3" by 5" card would still be acceptable.  (Tr. Vol. II at 18-19, 162-163) 

 
10.  Dr. Reed testified that she is unfamiliar with the SOAP format of medical recordkeeping.  

(Tr. Vol. I at 26) 
 
Patient 1 
 
11.  Patient 1 is a female born May 18, 1954.  (St. Ex. 5 at 1 [top]) 
 
Dr. Reed’s Prescribing of Antibiotics to Patient 1 
 
12.  Dr. Reed prescribed antibiotics to Patient 1 on the following occasions: 
  

Date Medication Relevant Findings and/or Diagnosis  
   
09/02/94 amoxicillin 500 mg #30, 2 refills, QID  ear infection 
01/14/95 amoxicillin 250 mg #30, 2 refills sore throat, slight inflammation, slight 

cough, acute pharyngitis 
07/05/95 amoxicillin 500 mg #30, 2 refills, QID sore throat, acute pharyngitis 
02/21/961 amoxicillin 500 mg #30, 2 refills sore throat, cough, phlegm 
04/05/96 Doxycycline 100 mg #15, 2 refills, BID cold & fever (no temperature 

recorded), “Roof of mouth is sore * * * 
Has been taking amoxicillin but it does 
not seem to help this time.  Pharynx is 
not infected.  * * *  Ears are inflamed,” 
otitis media 

04/05/97 Keflex 250 mg #30, 2 refills, QID sore throat, earache 
05/16/97 Doxycycline 100 mg #15, 2 refills, BID sore throat, cough, “throat & ears are 

not inflamed” 

                                                 
1 The medical record states February 21, 1995; however, it follows a note dated July 5, 1995.  From the context, it 
appears that the correct date is February 21, 1996.  (St. Ex. 5 at 2 [top]) 
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01/31/98 amoxicillin 500 mg #30, 2 refills, QID sore throat, “No remarkable 

pharyngitis.  Right maxillary gets 
numb.  May be sinus” 

08/11/98 amoxicillin 500 mg #30, 2 refills, QID cold, sore throat, acute pharyngitis 
12/05/98 Keflex 250 mg #30, 2 refills, QID flu, sore throat, earache 
12/19/98 Z-Pak sore throat, sinus drainage 
02/06/99 Keflex 250 mg #30, 2 refills, QID earache, sinus, “ears look okay” 
03/08/99 Cipro 500 mg #10, 3 refills, BID sore throat x 3 weeks, “coughing some”
05/08/99 Keflex 250 mg #30, 2 refills, QID sore throat, earache, coughing, “ear is 

inflamed,” acute bronchitis, otitis 
media 

07/26/99 Keflex 250 mg #30, 1 refill, QID cold, sinus, sore throat, hurts all over 
10/16/99 Keflex 250 mg #30, 2 refills, QID flu x 3 weeks, coughing, chest pain, 

“some bulging of the eardrums but no 
inflammation” 

12/31/99 Keflex 250 mg #30, 2 refills, QID earache, sore throat, “Ears ok,” acute 
sinusitis 

02/18/00 amoxicillin 500 mg QID “Wants a different antibiotic from 
Keflex” 

03/11/00 amoxicillin 500 mg #30, 2 refills, QID sore throat, cold, sinus drainage, “No 
pharyngeal inflammation,” acute 
sinusitis 

08/14/00 Keflex 250 mg #30, 2 refills, QID sore throat & cold for three days, “Very 
inflamed throat” 

11/07/00 Keflex 250 mg #30, 2 refills, QID cold, nauseated, sore throat, “coughing 
some,” strep throat 

12/19/00 amoxicillin 500 mg #30, 1 refill, QID sore throat, coughing, sinus drainage 
02/12/01 Cipro 500 mg #14, 2 refills, BID headache, sinus trouble, drainage, acute 

sinusitis 
04/07/01 Keflex 250 mg #30, 2 refills, QID coughing 
05/17/01 Z-Pak 250 mg, 1 refill sinus, sore throat, chest hurts, eyeballs 

hurt, chills 
09/27/01 Z-Pak 250 mg, 1 refill sore throat, “very inflamed pharynx,” 

acute bronchitis 
12/28/01 Keflex 250 mg #30, 2 refills, QID cold 
02/08/02 Z-Pak 250 mg, 1 refill sore throat, earache 
02/18/02 Cipro 500 mg #10, 1 refill, BID unresolved pain in neck and head 

 
 (St. Ex. 5 at 1-8)  Note that no body temperature was documented by Dr. Reed during any 

of these visits.  Further note that, with regard to episodes that concerned complaints of sore 
throat or diagnoses of acute pharyngitis, there was no documentation concerning the 
presence or absence of lymphadenopathy or pharyngeal exudate.  (St. Ex. 5 at 1-8) 
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13. Patient 1 visited Dr. Reed’s office on January 14, 1995.  Dr. Reed’s medical record for that 
visit states, “122 lbs.  Sore throat, Tired, Slight inflammation, Slight cough.”  Dr. Reed 
noted “Acute pharyngitis,” and prescribed “30 x 2” Amoxicillin 250 mg.  No dosing 
frequency  was documented.  Dr. Reed testified that the notation “30 x 2” meant that the 
patient could receive 30 pills with “the option of getting two refills if she needed them.”  
(St. Ex. 5 at 1 [top]; Tr. Vol. I at 32) 

 
14.  Dr. Reed testified that she commonly prescribes antibiotics to her patients who present with 

a sore throat and inflammation.  When Dr. Reed was asked if she conducts throat cultures on 
such patients, she replied, “We used to.  We sent them over to the hospital, and it was totally 
worthless. They always sent back, ‘No pathogens demonstrated,’ and it was worthless, 
totally worthless, so we quit doing that.”  Furthermore, Dr. Reed testified: 

 
 We have been having trouble with the hospital ever since they—it’s been 

worse, of course, since they closed—See, we had two hospitals in Mansfield, 
and when one hospital was not satisfactory, we would send them over to the 
other hospital, and they either confirm it or get another reading, and it was 
very, very handy.  It worked great; just great.  And then, of course, this 
insurance thing came out and they closed, of course, as you know, half the 
hospitals in the country, and we were unfortunate enough to lose our one—our 
other hospital, so we have only one hospital left.  And so those of us who sent 
most of our work to the other hospital were kind of left high and dry without 
any hospital affiliation. 

 
* * * 

 
 So it’s very, very difficult for us to get any accurate or—readings from the 

hospital at the present time. 
 

* * * 
 
 So we don’t do it because it’s just—it’s just money in the bank for them, and 

it’s of no benefit to us. 
 
 (Tr. Vol. I at 29-31)  Accordingly, Dr. Reed testified that she diagnoses acute pharyngitis 

“[b]y observation.  I mean, you can tell right away, strep—frequently streptococcus, you 
can see a certain inflammation, exudate a lot of times.  There may be a yellowish exudate 
on the tonsils.  You do this by examination.  That’s what we were taught, by looking.”  
Finally, Dr. Reed acknowledged that she does not document these observations “too 
thoroughly,” although she notes on the record that there was inflammation.  Dr. Reed 
added, “I’m sure my records are very minimal compared to what you would like to have.”  
(Tr. Vol. I at 31-32) 
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15.  Dr. Clark testified that acute pharyngitis is a condition of the throat whereby the pharynx  is 
inflamed.  Dr. Clark noted that acute pharyngitis can be either bacterial or viral.  Dr. Clark 
further testified that acute pharyngitis is an assessment the physician can make from looking 
at the throat, and observing a reddened pharynx.  Dr. Clark testified, “if it’s red, if you see 
exudate, then you can make the diagnosis pretty reliably of at least acute pharyngitis.”  
However, Dr. Clark added that if the physician then decides to treat the condition with 
antibiotics, the physician is in essence determining that the condition is bacterial in nature, 
“because there is currently no treatment for viral acute pharyngitis, which is a very common 
cause of acute pharyngitis.”  (Tr. Vol. II at 19-20) 

 
 Dr. Clark testified that, to diagnose bacterial acute pharyngitis, first there should be pus or 

exudate in the tonsil area, which raises the suspicion that it is bacterial in origin.  Then the 
physician must do either a throat culture or a Quickstrep test.  (Tr. Vol. II at 20-21) 

 
 Dr. Clark testified that throat culture is a time-tested and inexpensive way of making a 

determination concerning bacterial infections of the throat.  Dr. Clark testified that it takes 
about three days to complete and can be done entirely in a physician’s office.  Dr. Clark 
testified that, if a bacterial infection is suspected, a physician can start a throat culture, and 
can also initiate antibiotic therapy presumptively.  Dr. Clark testified that if the throat 
culture is positive for bacterial growth, the patient can remain on antibiotics.  Alternatively, 
if the throat culture fails to yield bacterial growth, the physician needs to contact the patient 
and inform the patient to discontinue the antibiotics that were presumptively initiated.  
(Tr. Vol. II at 21-23) 

 
 Dr. Clark testified that “Quickstrep” is a trade name for an antigen test for streptococcal 

infections of the throat that has been available at least since 1989 or 1990.  If the test is 
positive, the physician knows there is a strep infection.  However, a negative result does 
not rule out infection.  Dr. Clark testified that physician still must do a throat culture if the 
Quickstrep test is negative.  (Tr. Vol. II at 20-21, 165-166) 

 
 Accordingly, Dr. Clark concluded that it would have been appropriate to start Patient 1 on 

amoxicillin based on findings of fever and exudate on the throat.  Dr. Clark stated, “It’s 
called presumptive therapy.  It’s guilty until proven innocent.  It’s okay if there’s enough 
signs and symptoms that point to a likely bacterial problem.”  However, Dr. Clark testified 
that such signs and symptoms had not been documented in Dr. Reed’s medical record for 
Patient 1 for the January 14, 1995, visit.  (St. Ex. 5 at 1 [top]; Tr. Vol. II at 23-24) 

 
 Moreover, Dr. Clark testified that the symptoms that are noted, namely “Sore throat, * * *  

slight inflammation, slight cough,” should lead a physician to suspect a viral source of 
infection, rather than bacterial.  Finally, Dr. Clark testified that it had been inappropriate to 
presumptively treat Patient 1 with antibiotics based on the information documented.  
(St. Ex. 5 at 1 [top]; Tr. Vol. II at 24) 
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16.  Patient 1 saw Dr. Reed on July 5, 1995.  Dr. Reed noted that Patient 1 weighed 124 pounds, 
and her blood pressure was 106/75.  Dr. Reed further noted that Patient 1 had a sore throat, 
and was tired.  On that date, Dr. Reed prescribed, among other things, amoxicillin 500 mg 
#30 with two refills, to be taken four times daily.  (St. Ex. 5 at 2 [top]) 

 
17.  Dr. Reed testified that she had prescribed amoxicillin for Patient 1’s sore throat, and had 

prescribed two refills in case Patient 1 needed them, “[o]r she could give them to her 
husband if she felt like it, which a lot of these people do, give them to somebody else in the 
family.  It happens over and over again, as you know.”  Moreover, Dr. Reed testified that 
she had prescribed the 500 mg dose rather than 250 mg because the patient had wanted that 
dose, and had told Dr. Reed that she could get the 500 mg for the same price as the 250 mg.  
Furthermore, Dr. Reed testified that she had prescribed that Patient 1 take them four times 
per day, 

 
 because nobody ever follows the doctor’s directions.  And these drug 

companies have discovered that when you write for four times a day, you’re 
lucky to have the patient take it three times a day * * *. 

 
 And this has been written up in the journals.  I’m sure you have read this 

lately.  There’s been quite a bit of controversy about it. 
 

 (Tr. Vol. I at 32-33) 
 
 When asked if she knew what the standard dosage for amoxicillin is, Dr. Reed replied that, 

back in the 1950s and 1960s: 
 

 when we first started practicing here, the Health Department came over and 
gave lecture after lecture after lecture telling us to prescribe more, more, more 
Penicillin, that we weren’t using nearly enough at that time. 

 
 We were having a tremendous influx of black people from Alabama coming 

up to work in our mills, and 95 percent of them had a positive serology test for 
syphilis, so we were giving them enormous doses of penicillin at that time. 

 
* * * 

 
 So the dosage of penicillin went up and up and up, and the Health Department 

was bugging us all the time to give more, a higher dosage.  And apparently we 
did a good job and eradicated it, because now they don’t even take a serology 
when a person is admitted to the hospital. 

 
 (Tr. Vol. I at 34-35)  Dr. Reed acknowledged that the newer editions of the Physicians’ 

Desk Reference [PDR] recommend that amoxicillin be prescribed for ten days of therapy, 
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and be taken three times per day.  Dr. Reed stated, however, that the older editions of the 
PDR had not said that.  (Tr. Vol. I at 35) 

 
18.  Dr. Clark testified that amoxicillin is a synthetic penicillin, and was an upgrade over an 

earlier medication called ampicillin.  Dr. Clark testified that ampicillin was to be taken four 
times per day; however, when amoxicillin became available, “it was touted as being a 
superior drug because now you can just give it three times a day as opposed to four times a 
day.”  Dr. Clark further testified that Dr. Reed’s instruction that the patient take amoxicillin 
four times per day had not been appropriate.  (St. Ex. 5 at 2 [top]; Tr. Vol. II at 24-26) 

 
 Dr. Clark further testified that providing a quantity of thirty pills with two refills is an 

excessive amount.  Dr. Clark testified that a regimen of amoxicillin is normally prescribed 
for ten days; ninety tablets at the appropriate dosage level of three pills per day would yield 
a thirty-day course of therapy.  (Tr. Vol. II at 26-27) 

 
19.  Patient 1 saw Dr. Reed on March 8, 1999.  Dr. Reed noted in her medical record for that 

visit, “134 lbs.  Sore throat for 3 weeks.  Coughing some.”  Dr. Reed prescribed, among other 
things, Cipro 500 mg #10 with three refills, to be taken twice daily.  (St. Ex. 5 at 5 [bottom]) 

 
20.  Dr. Reed testified that she had prescribed Cipro for Patient 1’s sore throat and for otitis 

media, noting that Patient 1 had also had a “very severe ear infection.”  Dr. Reed directed 
attention to the bottom of that card, where it stated “Otitis media” and, noting that it would 
be “very confusing” to others, stated that she had put the diagnosis for that visit at the 
bottom of the card, below a notation for another office visit on May 8, 1999.  [Note, 
however, that one of Patient 1’s presenting complaints on May 8 had been “Ear ache in L 
ear.”]  (St. Ex. 5 at 5 [bottom]; Tr. Vol. I at 36-37) 

 
21.  Dr. Clark testified that Cipro is an advanced antibiotic that physicians rely upon to treat 

infections that could otherwise require hospitalization, “[b]ut in this instance, the Cipro 
apparently was utilized for a sore throat.”  (St. Ex. 5 at 5 [bottom]; Tr. Vol. II at 27-28)  
Dr. Clark further testified that Cipro may be used to treat staph infections of the skin, or 
infections of the kidney, with a course of therapy lasting two weeks.  Dr. Clark found it 
difficult to comment on an appropriate length of therapy as utilized in this instance by 
Dr. Reed, because “[i]t’s not utilized in the setting of treating sore throats.”  (Tr. Vol. II 
at 29-30)  Finally, Dr. Clark testified that, ironically, even though Cipro is a very strong 
antibiotic for treating certain types of infections, it is not as strong as penicillin for treating 
strep bacterial acute pharyngitis, nor is it indicated for treating ear infections.  (Tr. Vol. II 
at 30) 

 
22.  Dr. Reed testified that she was not aware that Cipro is usually reserved for maladies such as 

serious staph infections, and stated that the PDR states that it is indicated “primarily for 
cystitis and pharyngeal infections.”  Dr. Reed added that it is very expensive; therefore, she 
does not use it as a first choice drug.  (Tr. Vol. I at 37) 
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23.  Patient 1 saw Dr. Reed on August 14, 2000.  Dr. Reed noted, “135 lbs.  Sore throat & cold 
for 3 days.  Wants to go to Branson, Mo.  Cholesterol 173 Triglycerides 128.  Liver profile 
is normal.  Very inflamed throat.  120/40.  [illegible] mitral systolic [murmur?].  Has 
poison ivy on arms.”  Dr. Reed prescribed, among other things, Keflex 250 mg #30 with 
two refills, to be taken four times per day.  (St. Ex. 5 at 6 [top]) 

 
24. Dr. Reed testified that she had prescribed Keflex to Patient 1 at that visit because Patient 1 

had had a very inflamed throat, acute pharyngitis.  Dr. Reed noted that, at the bottom of the 
card, below her notes for two later visits, the diagnosis states, “Strep throat.”  Dr. Reed 
further testified that she had diagnosed strep throat based on observation only, and 
reiterated her earlier assertion that “the throat cultures are totally worthless in [her] 
community.”  (St. Ex. 5 at 6 [top]; Tr. Vol. I at 37-38)   

 
25.  Dr. Clark stated that Keflex is a synthetic drug in the penicillin family, but it is utilized for 

treating “gram-positive germs” such as staph, and to some extent strep.  However, 
Dr. Clark testified that it would not be within the standard of care to prescribe it for a sore 
throat.  (St. Ex. 5 at 6 [top]; Tr. Vol. II at 30-31) 

 
26.  Dr. Clark testified that his opinion, which he believes he shares with a lot of physicians, is 

that powerful antibiotics such as Keflex and Cipro have their uses, and those uses are very 
important, but their usefulness will decline if they are overutilized.  Dr. Clark further testified 
that the more germs are exposed to these antibiotics, the faster they will become resistant to 
them.  Those germs could then spread into the community and cause illnesses that cannot be 
treated with conventional medicine.  The result would be that people who have bacterial 
pharyngitis that is easily treatable now would have to be hospitalized and given intravenous 
therapy.  Moreover, Dr. Clark testified that “the cost of treating individuals with infections 
skyrockets as we lose the potency of these drugs.”  (Tr. Vol. II at 32-33) 

 
27. Dr. Reed testified that she has used Keflex frequently, and disagreed that it is a powerful 

antibiotic that should be reserved for more serious infections.  Subsequently, the following 
exchange occurred: 

 
Q. (By Mr. Wilcox):  Have you ever heard of the concept of if strong 

antibiotics are over prescribed, or prescribed frequently in a population 
* * *, that bacterias will be able to, I guess, build up an immunity to 
them at a quicker pace?  Are you familiar with that concept? 

 
A. (By Dr. Reed):  Well, I suppose it sounds logical.  I mean, it’s 

reasonable. 
 
Q. And have you ever heard about that as far as cautions in prescribing 

these types of medications? 
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A. Well, usually we don’t prescribe them until we have used everything 
else first.  Then if you have a problem, why you have to go to something 
else. 

 
Q. Okay. 
 
A. And then you have sensitivities and allergies, and sometimes people are 

allergic to everything. 
 

 (Tr. Vol. I at 39) 
 
Dr. Reed’s Prescribing of Meprobamate to Patient 1 
 
28. Dr. Reed prescribed to Patient 1 Meprobamate 400 mg #50 with two refills, to be taken 

four times per day, on the following dates:  April 5, 1996; April 5 and December 1, 1997; 
January 31, June 1, August 11, October 10, and December 5, 1998; and February 6, 1999.  
Dr. Reed issued the same prescription, but with three refills, to Patient 1 on May 8, July 26, 
and October 16, 1999; September 1 and November 7, 2000; and February 12 and 
September 27, 2001.  On February 8, 2002, Dr. Reed prescribed to Patient 1 Meprobamate 
400 mg #50 with four refills, to be taken three or four times per day.  No indications were 
given for these prescriptions other than occasional notations that the patient was either 
“nervous” or “very nervous.”  (St. Ex. 5 at 1-8) 

 
29.  Dr. Reed testified that meprobamate is a Schedule IV controlled substance.  (Tr. Vol. I 

at 45) 
 
 Dr. Reed testified that she had prescribed meprobamate to Patient 1 for anxiety, 

nervousness, and nervous tension.  When asked if she had ever diagnosed or documented a 
nervous disorder for Patient 1, Dr. Reed testified, “Well, when people are nervous, they are 
nervous.  They tell you they can’t sleep, they stay awake all night, the kids are getting on 
their nerves, they want to kill their husband.  Yeah, they are nervous.”  Dr. Reed further 
testified that she just documented, “nervous.”  Dr. Reed testified that nervous patients 
usually tell her that they are nervous, it is usually quite obvious that they are, and added, 
“When they tell you that they want to finish off all their relatives, why, you know they are 
nervous.”  (St. Ex. 5 at 6; Tr. Vol. I at 43-45)  The following exchange then occurred: 

 
Q. (By Mr. Wilcox):  So if a patient comes into your office and they say, 

‘I’m just feeling nervous.  The kids are driving me nuts.  My husband is 
driving me nuts’, you would go ahead and prescribe a drug like 
Meprobamate? 

 
A. (By Dr. Reed):  Yes. 
 
Q. What else might you prescribe?  Xanax? 
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A. Goodness.  Well, it used to be Valium, but we don’t use that anymore 

much, practically.  But now they all want Ativan or Xanax.  Everybody 
wants Xanax for nerves.  It’s like Valium was 20, 30 years ago. 

 
Q. When you say ‘they all want it’, is that— 
 
A. The public. 
 
Q. Does that mean they come to your office— 
 
A. ‘I want some Xanax.  I need some Xanax.  I’m nervous’, that’s right, 

they do.  They ask for it.  The neighbor lady gave them some and it 
helped.  It’s just like Valium was 40 years ago; everybody wants it. 

 
 (Tr. Vol. I at 43-46) 
 
30.  Dr. Clark testified that meprobamate “is one of the earlier tranquilizers” available to 

physicians to treat anxiety disorders.  (Tr. Vol. II at 36-37) 
 
 Dr. Clark testified that simply documenting that a patient is nervous is not sufficient to 

justify prescribing meprobamate.  Dr. Clark testified that when an internal medicine 
physician attempts to treat a patient for a psychiatric condition, the physician must base the 
diagnosis on acceptable criteria, such as the Diagnostic and Statistical Manual of Mental 
Disorders [DSM].  Dr. Clark testified that, for example, the physician should look for 
symptoms of fatigue, restlessness or irritability, problems with concentration, muscle 
tension, and sleep disorders.  Dr. Clark testified that a patient with three or four of those 
symptoms could possibly be diagnosed as having an anxiety condition.  Moreover, 
Dr. Clark testified that it is important to ensure that the patient is appropriately diagnosed 
before any trial of medication is attempted.  Finally, Dr. Clark testified that he had found 
no such analysis in Dr. Reed’s medical records.  (Tr. Vol. II at 36-38) 

 
Dr. Reed’s Failure to Counsel or Document Counseling Patient 1 Concerning a Low-Lipid Diet 
as Part of Her Treatment Plan for Hyperlipidemia 
 
31.  Dr. Clark testified concerning Patient 1’s visit on December 31, 1999, and Dr. Reed’s 

diagnosis and treatment of hyperlipidemia.  Dr. Clark testified that hyperlipidemia is the 
condition of having high lipid levels in the blood.  (St. Ex. 5 at 5 [middle]; Tr. Vol. II 
at 33-34)  However, Dr. Clark further testified: 

 
 The standard of care in managing hyperlipidemia is, No. 1, to determine 

which type of hyperlipidemia it is.  If it’s related to cholesterol, then you do 
one thing; if it’s related to triglycerides, then you do another thing.  If it’s 
related to both, then you do both of those things. 
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 But the bottom line to treating most hyperlipidemias is to first deal with the 

dietary aspects of it.  You have to recommend certain kinds of diets which are 
low in these kinds of fats.  For instance, if it is high cholesterol we’re dealing 
with, then the first thing that must occur is the recommendation of the patient 
having to be placed on a diet that’s low in cholesterol. 

 
 The triglycerides, it might be because of diabetes.  And again, the big 

important treatment for diabetes is dietary.  So it all boils down generally to 
diet, and that is what appears to be missing from this—from the medical 
record that I have before me. 

 
 (Tr. Vol. II at 34-35)  Finally, Dr. Clark testified that the standard of care would require 

that discussion of such dietary issues should be documented in the medical record.  
(Tr. Vol. II at 35) 

 
32. Dr. Reed testified that, with patients who have hyperlipidemia, “we try to talk them into a 

diet, of course.  Yes, we definitely try to inform them of * * * dietary restrictions.”  When 
asked if that would be something that she would normally document in the patient’s 
medical records, Dr. Reed replied, “Probably not.  * * *  I would say that I probably never 
write down things like that.  * * *  We just automatically do it.”  (Tr. Vol. I at 41-42) 

 
Dr. Clark’s Opinions Concerning Dr. Reed’s Treatment of Patient 1 
 
33.  Dr. Clark testified that, in his opinion, Dr. Reed’s treatment of Patient 1 had failed to 

conform to the minimal standard of care.  Dr. Clark further testified that, in his opinion, 
Dr. Reed had failed to use reasonable care discrimination in the administration of drugs, 
and failed to employ acceptable scientific methods in the selection of drugs or other 
modalities for the treatment of disease.  Moreover, Dr. Clark testified that Dr. Reed failed 
to maintain minimal standards applicable to the selection of or administration of drugs.  
(Tr. Vol. II at 16-17, 43-45) 

 
Patient 2 
 
34.  Patient 2 is a female born March 3, 1940.  (St. Ex. 6 at 1) 
 
Dr. Reed’s Treatment of Patient 2 for Sore Throat on October 18, 1988 
 
35. Patient 2 saw Dr. Reed on October 18, 1988.  Dr. Reed recorded, “137 lbs.  Sore throat.”  

No findings were documented concerning the patient’s body temperature or the presence of 
lymphadenopathy or pharyngeal exudate.  Dr. Reed prescribed, among other things, 
Sumycin #20.  (St. Ex. 6 at 2 [bottom])   
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36. Dr. Clark testified that Sumycin is a tetracycline-related antibiotic.  Dr. Clark testified that it 
would be an appropriate medication to prescribe to a patient who has bacterial pharyngitis.  
However, Dr. Reed’s medical record for that visit states only that the patient had a sore 
throat.  Dr. Clark testified that there is no documentation of fever or exudate on the throat.  
(St. Ex. 6 at 2 [bottom]; Tr. Vol. II at 50-52) 

 
Dr. Reed’s Treatment of Patient 2 for Cystitis on April 20, 1999 
 
37.  Patient 2 saw Dr. Reed on April 20, 1999.  Dr. Reed recorded, “179 lbs.  urine → neg sugar  

trace prot  6.0 pH  neg blood  * * *  Back pain.  Dysuria.  Cordura & ?  Bl pr med  Takes 
Lipitor, Tamoxafen, Trental.  No lumps felt.  Had a R. mastectomy for Ca of the breast.  
Oct 1997 at MGH—Dr. Maxwell.”  Dr. Reed also recorded a blood pressure of 170/90.  
Dr. Reed listed diagnoses of acute cystitis, carcinoma of the breast, sinusitis, “Ca,” 
hypertension, and dermatitis.  She prescribed Bactrim DS #10 with two refills, to be taken 
twice daily; and Darvocet N-100 #30 with one refill.  (St. Ex. 6 at 2 [bottom]) 

 
38. Dr. Clark testified that acute cystitis is an inflammation of the inner lining of the bladder.  

Dr. Clark further testified that it could be caused by an infection or by other causes.  
Dr. Clark testified that the standard of care would be to perform a urinalysis that looks for 
signs of infection and inflammation.  (Tr. Vol. II at 46-47) 

 
 Dr. Clark testified that Dr. Reed’s medical records indicate that a urinalysis had been 

performed on April 20, 1999.  However, Dr. Clark testified that the documented results of 
that urinalysis do not support a diagnosis of an infection of the bladder.  Dr. Clark testified 
that, first, there was no indication of white blood cell (leukocytes) in the urine.  Dr. Clark 
testified that, if leukocytes had been tested for and found—or, alternatively, if leukocytes 
had not been found but infection had still been suspected—then the next step would have 
been to do a urine culture; Dr. Clark testified that “urine culture is the standard of care.”  
Dr. Clark testified that he could find no evidence either of a test for leukocytes in the urine, 
or of a urine culture, in Dr. Reed’s medical records.  Finally, Dr. Clark testified that the 
medical record does not support a prescription for Bactrim as presumptive treatment for a 
bladder infection.  (St. Ex. 6 at 2 [bottom]; Tr. Vol. II at 47-50) 

 
39.  In his written report, Dr. Clark stated, “There was no documentation of an abdominal 

examination (i.e., suprabupic or flank regions) or a pelvic exam to discern the reason for 
the patient’s presenting complaint of dysuria.”  With regard to the urinalysis performed by 
Dr. Reed, Dr. Clark wrote that “the urinalysis that was collected * * * only demonstrated 
trace protein rather than signs of inflammation (i.e., positive nitrite, positive leukocytes, or 
positive blood.)  (St. Ex. 2 at 2) 

 
40.  Dr. Reed testified that she had believed that the urine test she performed had been 

sufficient at the time to diagnosis cystitis.  Dr. Reed further testified that the test that she 
uses now is more extensive.  Moreover, Dr. Reed testified that the indication of trace 
protein was abnormal and suggestive of acute cystitis.  Finally, Dr. Reed acknowledged 
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that she had not documented a pelvic examination that day, and it is unlikely that she would 
have performed one unless the patient had requested it.  (Tr. Vol. I at 49-51) 

 
Dr. Clark’s Opinions Concerning Dr. Reed’s Treatment of Patient 2 
 
41.  Dr. Clark testified that, in his opinion, Dr. Reed’s treatment of Patient 2 fell below the 

minimal standard of care.  Dr. Clark further testified that, with regard to Dr. Reed’s 
treatment of Patient 2 on October 18, 1988, and April 20, 1999, Dr. Reed had failed to use 
reasonable care discrimination in the administration of drugs, failed to employ acceptable 
scientific methods in the selection of drugs or other modalities for the treatment of disease, 
and failed to maintain minimal standards applicable to the selection or administration of 
drugs.  (Tr. Vol. II at 45-46, 51-52)   

 
Dr. Reed’s Prescribing of a Controlled Substance to Patient 2 
 
42. Although not addressed by Dr. Clark in his testimony or his written report, on April 20, 

1999, Dr. Reed prescribed Darvocet N-100 #30 with one refill to Patient 2 for “[b]ack 
pain.”  There was no documentation of any evaluation or examination by Dr. Reed 
concerning that complaint.  (St. Ex. 6 at 2 [bottom])  Darvocet N-100 is a Schedule IV 
controlled substance.  (Tr. Vol. I at 78) 

 
Patient 3 
 
43.  Patient 3 is a male born on September 9, 1937.  (St. Ex. 7 at 1) 
 
Dr. Reed’s Treatment of Patient 3 for Arthritis 
 
44. On May 2, 1988, Dr. Reed recorded,  
 

 Left hand almost paralyzed.  Has severe arthritis in all the fingers.  Has 
muscle atrophy of hands.  Has severe pain in the [left] elbow and down the 
left forearm.  * * *  Drinks about six beers per day.  Thumb is deformed now 
and feels like it draws.  * * *  Has been off work for a month.  * * *  Odor of 
ethanol on breath.   

 
 Dr. Reed prescribed, among other things, Motrin.  (St. Ex. 7 at 3 [bottom] and 4 [bottom]) 
 
45.  On May 9, 1988, Dr. Reed recorded, “Has x-ray of left wrist & left hand by Ceocarelli 

which showed osteoarthritis & possible rheumatoid arthritis of M.P. & P.I.P.  Pain in tail 
bone also.  * * * Can’t do his job.  Odor of ethanol.  Severe pain in wrists.  * * *”  Dr. Reed 
diagnosed osteoarthritis, rheumatoid arthritis, and peptic ulcers.  She prescribed, among 
other things, Tylenol No. 3 #30.  (St. Ex. 7 at 4 [bottom])  Note that the x-ray reports 
referred to in Dr. Reed’s note are not included in the medical record.  (St. Ex. 7)  However, 
there is x-ray evidence from 1981 of a “large gastric ulcer.”  (St. Ex. 7 at 18) 
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 From May 1989 through November 1994, Patient 3 did not see Dr. Reed.  (St. Ex. 7 at 2 

[top]) 
 
46. On December 12 and 16, 1994, and on January 13, 1995, Dr. Reed issued prescriptions to 

Patient 3 for Tylenol No. 3 #30.  Subsequently, from January 27, 1995, through March 4, 
2002, Dr. Reed issued prescriptions to Patient 3 on a monthly basis for Tylenol No. 3, #30, 
with one refill.  The bases documented for these prescriptions varied; sometimes it was for 
“painful joints,” sometimes pain in the hands, other times back pain, elbow pain, wrist pain, 
knee pain, shoulder pain, and/or leg pain.  (St. Ex. 7 at 1-10) 

 
47. Dr. Reed testified that Patient 3 suffers from “very severe arthritis.”  Dr. Reed testified that 

some patients tell her that they have arthritis, or she can “look at their joints, and when they 
are all swollen up, it’s pretty obvious that they have arthritis.”  Dr. Reed further testified 
that there are also blood tests to detect certain types of arthritis, such as gout arthritis, 
which Dr. Reed testified is very common in her area.  (St. Ex. 7 at 1; Tr. Vol. I at 53-54)  
Note, however, that there is no documentation in Dr. Reed’s medical record for Patient 3 
that any such blood test had been conducted.  (St. Ex. 7) 

 
 When asked if she had documented any musculoskeletal examination of Patient 3, Dr. Reed 

stated that “it says here that he has a swollen left knee.”  Dr. Reed had evidently been 
referring to her note dated October 9, 1978, which stated, in part, “Off work 6 months with 
swollen left knee.  Dr. Gibson at General.”  (St. Ex. 7 at 1; Tr. Vol. I at 54)   

 
48.  Dr. Reed acknowledged that she had prescribed Tylenol No. 3, a controlled substance, for 

Patient 3, and that Patient 3 had not been able to take certain analgesics “because of his 
bleeding ulcers, and he had a terrible time with bleeding ulcers.”  Dr. Reed further testified 
that Tylenol No. 3 contains codeine, and is addictive, but that Patient 3 “seemed to tolerate 
it very well and didn’t seem to over-use it, as far as I could see.”  (Tr. Vol. I at 54-55) 

 
 When asked if she discusses the potential addictive nature of Tylenol No. 3 with patients 

who receive it, Dr. Reed replied, “Sometimes we do.”  Whereupon the following exchange 
took place: 

 
Q. (By Mr. Wilcox):  Okay.  Why only sometimes?  Shouldn’t you do it all 

the time? 
 
A. (By Dr. Reed):  Probably should. 
 
Q. Okay.  But there are times when you don’t?  Is there a reason why you 

don’t?  Just forget, or— 
 
A. I don’t know. 
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 (Tr. Vol. I at 54-55) 
 
49.  Dr. Reed testified concerning the May 9, 1988, notation indicating an odor of ethanol on 

Patient 3’s breath.  She stated that she had noted that because drinking alcohol had not been 
recommended because of Patient 3’s peptic ulcer.  (Tr. Vol. I at 57-58)  Dr. Reed further 
testified that Patient 3’s abuse of alcohol had not concerned her with regard to prescribing 
Tylenol No. 3.  Dr. Reed testified, “I don’t think it’s much of a problem; at least it never 
has been with him.  He’s not a person that I have ever seen over-do his medications.  Some 
people do, but I’ve never seen him.”  (Tr. Vol. I at 58)   

 
 Concerning the issue of prescribing controlled substances to a patient who is an alcohol 

abuser, the following exchange took place: 
 

Q. (By Mr. Wilcox):  Now, Dr. Reed, if a patient is an alcohol abuser, what 
does that tell you as a doctor?  If someone comes in and you know they 
abuse alcohol, does that send up a red flag that maybe you’ve got to be 
careful prescribing any kind of scheduled or controlled substances to 
that person? 

 
A. (By Dr. Reed):  I don’t see any correlation between drinking alcohol and 

taking drugs.  I mean, no, I don’t.  I guess I don’t. 
 
Q. So you wouldn’t be concerned if someone abused alcohol, that they 

could maybe potentially be a high risk to abuse prescription drugs?  You 
don’t think those two correlate at all? 

 
A. I wouldn’t think there would be any—I’ve never noticed.  The people 

that take drugs, take drugs; the people that take alcohol, like their 
alcohol.  It’s not customary for them to mix them too much. 

 
 (Tr. Vol. I at 56-57)   
 
50.  Dr. Clark testified that Tylenol No. 3 is a Schedule III controlled substance.  Dr. Clark 

further testified that it is a medication that patients can become addicted to.  (Tr. Vol. II 
at 53-54) 

 
 Dr. Clark testified that he could find very little in Dr. Reed’s medical records for Patient 3 

to justify her diagnoses of arthritis and asthma that appear in various parts of the record.  
Moreover, Dr. Clark testified that he “found very little to substantiate the rationale” for the 
prescribing of controlled medications, such as Tylenol No. 3, to this patient.  (Tr. Vol. II 
at 52-53) 

 
 Dr. Clark testified that, prior to prescribing a medication such as Tylenol No. 3, the 

physician must first determine how much pain the patient has, where the pain is located, 
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and how the pain is affecting the patient’s life.  Dr. Clark further testified that the physician 
should also discuss with the patient the potential for addiction, although he stated that the 
standard of care does not require documenting such discussions.  (Tr. Vol. II at 54-55) 

 
51.  Dr. Clark testified that he would be concerned if a patient to whom he was prescribing 

narcotic medications was suspected of abusing alcohol.  Dr. Clark further testified that such 
information  

 
 pretty much establishes that this is a patient that might have a drug abuse 

problem, or could be led down the pathway to drug abuse very easily.  And 
it’s these kinds of patients that are generally out of the scope of practice for 
your general practitioner, general internist.  It would be this kind of patient 
that you would refer to a pain specialist if pain was a problem.”   

 
 (Tr. Vol. II at 55)  Moreover, Dr. Clark testified that he would not prescribe Tylenol No. 3 

to a patient who appeared to have a problem with addiction to drugs or alcohol.  Dr. Clark 
further testified that it would not be within the standard of care to prescribe Tylenol No. 3 
to this patient.  (St. Ex. 7 at 3 [bottom] and 4 [bottom]; Tr. Vol. II at 55-57) 

 
52. In his written report, Dr. Clark wrote,  
 

 The patient was treated on many occasions for ‘severe arthritis,’ however 
there was either minimum or absent documentation of musculoskeletal 
findings to substantiate the rationale for concluding that the patient had 
arthritis worthy of treatment with controlled substances.  In only rare instances 
was there clear documentation of the delineation of the patient’s joint 
symptomatology (i.e., which joints, their range of motion, localization of back 
discomfort). 

 
 (St. Ex. 2 at 3)  (Emphasis in original) 
 
Dr. Reed’s July 24, 2000, Diagnosis of Asthma for Patient 3 
 
53.  Patient 3 visited Dr. Reed on July 24, 2000.  Dr. Reed recorded, “133 lbs.  Hands and 

elbows are very painful.”  No objective findings other than weight were documented.  
Dr. Reed diagnosed arthritis and asthma, and prescribed, among other things, Marax #30 
with two refills, to be taken two or three times daily.  (St. Ex. 7 at 8 [top]) 

 
 Dr. Reed’s medical record for Patient 3 indicates that she had prescribed Marax to Patient 3 

on one previous occasion, January 28, 2000, for a diagnosis of acute upper respiratory 
infection.  However, no diagnosis of asthma appears in the medical record prior to July 24, 
2000.  (St. Ex. 7) 
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54.  Dr. Reed testified that Marax is a medication used to treat asthma.  When asked what tests she 
had performed to diagnose asthma in Patient 3, Dr. Reed replied that she did not perform any 
tests, but had listened to the patient’s lungs and heard wheezing.  (Tr. Vol. I at 59-60) 

 
55. In his written report, Dr. Clark stated that, on July 24, 2000, Patient 3 “was diagnosed with 

‘asthma,’ however there is no documentation of the physical assessment to substantiate this 
diagnosis.”  (St. Ex. 2 at 3) 

 
Dr. Reed’s Prescribing of Amoxicillin to Patient 3 
 
56.  Dr. Reed prescribed amoxicillin to Patient 3 on the following occasions: 
 

Date Medication Relevant Findings and/or Diagnosis  
   
05/23/95 amoxicillin 500 mg, #30, 2 refills, QID “Cough.  Cold.  Red throat.” 
11/28/95 amoxicillin 500 mg #30, 2 refills, QID “Head cold” 
02/23/96 amoxicillin 500 mg, #20, 2 refills “Red throat” 
07/29/96 amoxicillin 500 mg #30, 2 refills, QID “Sinuses flare up.  * * *  Coughing a 

lot.  Red throat.” 
11/25/96 amoxicillin 500 mg, #30, 2 refills, QID “Bronchitis” 
03/03/97 amoxicillin 500 mg, #30, 2 refills, QID “Caught cold.  Right ear.” 
01/14/98 amoxicillin 500 mg, #30, 2 refills, QID “Red throat.  Coughing a lot.” 

 
 (St. Ex. 7 at 3-7)  Note that the patient’s body temperature was not documented for any of 

these visits.  (St. Ex. 7 at 3-7)   
 
57. In his written report, Dr. Clark stated,  
 

 On multiple occasions, the patient was prescribed prolonged courses of 
amoxicillin without the benefit of objective findings to substantiate the 
rationale for its use.  This placed the patient at great risk for developing 
bacterial infections resistant to commonly used antibiotics.  The patient was 
often prescribed amoxicillin at a dosing schedule of four times a day (QID) as 
opposed to the PDR recommended three times a day (TID).   

 
 (St. Ex. 2 at 3) 
 
Dr. Clark’s Opinions Concerning Dr. Reed’s Treatment of Patient 3 
 
58. Dr. Clark testified that Dr. Reed’s treatment of Patient 3 had, in many instances, departed 

from the minimal standard of care of similar practitioners under the same or similar 
circumstances.  Dr. Clark further testified that, in many instances, Dr. Reed had failed to 
use reasonable care discrimination in the administration of drugs, failed to employ 
acceptable scientific methods in the selection of drugs or other modalities for the treatment 
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of disease, and failed to maintain minimal standards applicable to the selection or 
administration of drugs.  (Tr. Vol. II at 52, 58-59) 

 
Dr. Reed’s Prescribing of Meprobamate to Patient 3 
 
59.  The Hearing Examiner could not find any instance where meprobamate had been 

prescribed to this patient, as had been charged in the Board’s September 10, 2003, notice of 
opportunity for hearing.  (St. Ex. 1A, St. Ex. 7) 

 
Patient 4 
 
60.  Patient 4 is a female born on December 13, 1928.  (St. Ex. 8 at 1) 
 
Dr. Reed’s Prescribing Antibiotics to Patient 4 for Sore Throat 
 
61.  On December 22, 1993, Dr. Reed recorded in Patient 4’s medical record, among other 

things, “Allergic to Pen.”  (St. Ex. 8 at 2)  Dr. Reed stated that this notation had meant that 
Patient 4 was allergic to penicillin.  (Tr. Vol. I at 65)   

 
62.  Dr. Reed prescribed antibiotics to Patient 3 to treat sore throat on the following occasions: 
 

Date Medication Relevant Findings and/or Diagnosis  
   
07/08/97 Erythromycin 250 mg #30, 2 refills, QID “Cold.  Sore throat.  Coughing.  Red 

throat.” 
09/16/97 Vibramycin 100 mg #10, 2 refills “Cold.  Sore throat.  Headache.  

Coughing. * * * Acute pharyngitis.” 
01/14/98 Cipro 500 mg #10, 1 refill, BID “Cold & sore throat.  Coughing all 

night.  Moderate inflammation of 
throat.  Ears hurt.”   

12/02/98 Cipro 500 mg #20, 2 refills, BID “Sore throat.  Coughing.” 
02/16/99 Cipro 500 mg #10, 2 refills, BID “Cold - sore throat.  Very red throat.  

[Right] otitis media.” 
03/29/99 Z-Pak 250 mg, 1 refill “Severe cold.  Sore throat.  Earache.  

Inflammation of throat.  Ears ok,” 
08/14/00 Z-Pak, 1 refill “Sore throat.  Ears hurt.  Headache.” 
09/26/00 Z-Pak, 1 refill “Sore throat & earache.  * * *  Bright 

red pharynx.” 
08/08/01 Z-Pak 250 mg, 1 refill “Caught cold.  Sore throat.” 
09/28/01 Z-Pak 250 mg, 2 refills “Cold.  Sore throat.” 
12/01/01 Z-Pak 250 mg, 2 refills “Sore throat.” 

 
 (St. Ex. 8)  There was no documentation for any of these visits of the patient’s body 

temperature, lymphadenopathy, or pharyngeal exudate.  (St. Ex. 8) 
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63.  On February 8, 2000, Dr. Reed recorded, “Caught cold.  Coughing.  Was out in the 

cemetery down in Kentucky.  Very red throat.”  No temperature was recorded.  Dr. Reed’s 
prescriptions that day included Z-Pak with one refill.  (St. Ex. 8 at 6)  Dr. Reed testified 
that Z-Pak contains azithromycin, which is an antibiotic.  (Tr. Vol. I at 66-67) 

 
 Dr. Reed testified that she had prescribed Cipro and Z-Pak to Patient 4 because Patient 4 

had been allergic to penicillin.  Dr. Reed acknowledged that there may be other alternatives 
to penicillin besides Cipro and Z-Pak, but she had not been aware of them.  Dr. Reed stated 
that pharmaceutical company representatives used to visit her and tell her about the new 
drugs that were becoming available, but that that no longer happens.  (Tr. Vol. I at 69-70) 

 
64. With regard to Dr. Reed’s treatment of Patient 4 on February 8, 2000, in which Dr. Reed 

had prescribed Z-Pak to treat a cold, coughing and a very red throat, Dr. Clark testified that 
the medical records do not support such a prescription.  First, the notation that there was a 
very red throat is not accompanied by information that there was pus in the throat, or fever.  
That, plus the notation that the patient had caught a cold and was coughing, would point to 
a virus as the cause of the illness.  Moreover, Dr. Clark testified that there is no 
documentation that a throat culture had been performed that indicated a bacterial cause for 
the infection.  Accordingly, Dr. Clark stated that Dr. Reed had inappropriately utilized the 
antibiotic.  Finally, Dr. Clark testified that “it’s generally been accepted that these 
medications should be reserved for select clinical circumstances in order to maintain their 
overall use in the general population, and to prevent the emergence of resistant bacteria.”  
(St. Ex. 8 at 6 [middle]; Tr. Vol. II at 62-65) 

 
65.  On September 28, 2001, Dr. Reed prescribed Z-Pak 250 mg with two refills to Patient 4 for 

“Cold.  Sore throat.”  (St. Ex. 8 at 7)  The following exchange occurred with regard to 
Dr. Reed’s prescribing of Z-Pak with two refills: 

 
Q. (By Mr. Wilcox):  [T]here was a Z-Pak prescribed, six tablets, and then 

it says ‘Times 2 refills.’ 
 
 My question is, I myself have had a Z-Pak I think prescribed to me 

before.  Is it unusual to write a Z-Pak with two prescriptions or two 
refills? 

 
A. (By Dr. Reed):  We used to. 
 
Q. Okay.  Is that something you normally do?  Isn’t it normally you take the 

pills in the Z-Pak and that’s supposed to be— 
 
A. Usually sufficient, uh-huh.  They generally don’t get the refills, but we 

usually do put a refill on just in case we’re out of town or just in case 
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they run out over the weekend or something like that.  I almost always 
put a refill available. 

 
* * * 

 
Q. Let me ask you this question:  In theory, then, if a person took their 

Z-Pak, finished the pills that it came with, the six pills or whatever it 
does, they would still be able to go and get two more prescriptions that 
they could then give to somebody else? 

 
A. Yes. 
 
Q. Or use in any way they want? 
 
A. Yes, they can. 
 
Q. Doesn’t that concern you? 
 
A. Not really. 
 
Q.  [Why doesn’t] that concern you? 
 
A. Because so often if one person in the family—so often somebody else in 

the family has it.  It’s so common. 
 
Q. So it wouldn’t bother you if they are passing drugs amongst themselves? 
 
A.  They pass drugs back and forth like crazy anymore.  It just shocks me 

when I talk to people and they said, ‘My neighbor gave me some of the 
best pills last week, I’d like to have some of those.’  It’s so common 
anymore, it’s scary. 

 
Q.  And why does that scare you, because you don’t know if some person 

could have a reaction to the medication, right? 
 
A.  That’s what the public is doing these days. 
 
Q. But is that one reason why it might scare you, you might not—someone 

might not know if they are allergic to a medication because they haven’t 
seen their doctor? 

 
A. We like to know what people are taking, and they find out what it is, and 

then they come in and say, ‘I had some of Susie’s pills and they were 
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just wonderful.  I’d like to have some of those, too,’ and it’s become 
very common. 

 
Q. When people come in and say that, do you often say—do you often give 

them pills?  What do you say to them? 
 
A.  Well, if it’s something that isn’t too much of a problem, yeah, we give it 

to them. 
 

 (Tr. Vol. I at 70-72) 
 
66.  Dr. Reed testified that she had prescribed Cipro to Patient 4 on January 14, 1998, and on 

February 16, 1999, because the patient had had ear infections.  Dr. Reed further testified 
that she diagnoses ear infections by looking in the patient’s ears, if they look “really red or 
swollen” and possibly have discharge.  However, Dr. Reed acknowledged that she had not 
documented any of those observations in this record.  (Tr. Vol. I at 67-68) 

 
67. Dr. Clark testified that Cipro is not an appropriate antibiotic to prescribe for otitis media.  

Moreover, Dr. Reed had issued the prescriptions with two refills available; Dr. Clark 
testified that it is not within the standard of care to prescribe Cipro with two refills.  
Moreover, Dr. Clark testified that he would not accept an explanation that the two refills 
had been issued because family members may also need the medication, and that such 
practice would also fall below the minimal standard of care.  (St. Ex. 8 at 6 [middle]; 
Tr. Vol. II at 61-62)   

 
Dr. Reed’s Treatment of Patient 4 for Cystitis 
 
68. On November 26, 1993, Dr. Reed rendered a diagnosis of cystitis.  The only objective 

findings noted for that visit were the patient’s height and weight.  Dr. Reed prescribed 
Septra DS #28 with one refill, to be taken twice per day.  (St. Ex. 8 at 1)  Again, on July 26, 
1996, Dr. Reed recorded a diagnosis of acute cystitis.  The only objective finding noted 
was the patient’s weight.  On that occasion, Dr. Reed prescribed Bactrim DS #20 with two 
refills, to be taken twice daily.  (St. Ex. 8 at 3 [top])   

 
 Dr. Reed also treated Patient 4 for cystitis on November 14, 1994; July 7, September 15, 

and December 6, 1995; July 14, 1998; and August 13 and December 17, 1999.  (St. Ex. 8) 
 
69. With regard to Dr. Reed’s treatment of Patient 4 on July 26, 1996, Dr. Clark testified that 

there was not sufficient information documented in the medical record to support a 
diagnosis of acute cystitis.  Dr. Clark further testified that the standard of care required 
at least a urinalysis to support the diagnosis.  Dr. Clark noted, however, that Bactrim would 
have been an appropriate antibiotic to treat cystitis had that been an appropriate diagnosis.  
(St. Ex. 8 at 3 [top]; Tr. Vol. II at 65-66)   
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70.  In his written report, Dr. Clark stated, “On multiple occasions the patient was treated for 
‘cystitis,’ however there was no documentation of an assessment to substantiate the rationale 
for concluding that the patient indeed had cystitis of bacterial origin.”  (St. Ex. 2 at 4) 

 
Dr. Reed’s Prescribing Librax to Patient 4 
 
71.  Dr. Reed testified that Librax is a “very effective” sedative, and that it “cuts down on the 

nervous tension.”  Dr. Reed further testified that it is useful for treating over-activity in the 
gastrointestinal tract.  Dr. Reed testified that Librax is not a controlled substance.  
(Tr. Vol. I at 74-77) 

 
72.  For Patient 4’s visit on June 6, 1994, among other things, Dr. Reed made the notation, “She 

likes Librax.”  The other notations for that visit state “226 lbs.  urine neg. 6.0 pH.  Sinuses 
hurt (Used Vancenase inhaler 2 to 4 times a day.)  Diabetes for 14 years.”  Dr. Reed also 
recorded a blood pressure of 140/80.  Dr. Reed prescribed, among other things, Librax 2.5 mg 
#30 with four refills, to be taken two or three times per day.  (St. Ex. 8 at 3 [bottom]) 

 
 With regard to Patient 4’s visit on June 6, 1994, Dr. Reed testified that she usually 

prescribed Librax for over-activity in the gastrointestinal tract, but that she had not 
recorded the reason for her prescription on that occasion.  Dr. Reed further testified, “She 
likes it.  And apparently it helps when she has all this trouble with her bladder, too.”  
Dr. Reed testified that she “[p]robably” had prescribed it for Patient 4 because Patient 4 
had asked for it.  Dr. Reed further stated, “sometimes people find something that works 
well for them and they come in and ask for it.”  Finally, Dr. Reed stated, “I kind of had the 
feeling that she had been taking it for some time, and probably somebody else had given it 
to her to start with.”  (Tr. Vol. I at 76-79)  

 
 Dr. Reed’s medical records indicate that she had also prescribed Librax #30 with four 

refills to Patient 4 on April 28 and September 15, 1995; September 16, 1997; December 2, 
1998; August 13, 1999; February 8 and November 13, 2000; May 1, August 8, and 
December 14, 2001; and February 22, 2002.  Moreover, Dr. Reed prescribed Librax #30 
with five refills on December 6, 1995, and February 17, 1997.  (St. Ex. 8) 

 
 When asked if it was unusual to prescribe that much Librax, Dr. Reed stated that “[i]t is 

apparently very mild.”  (Tr. Vol. I at 76) 
 
73.  With regard to Patient 4’s February 17, 1997, visit, during which Dr. Reed prescribed 

Librax 2.5 mg #30 with five refills, Dr. Reed testified that she had prescribed that 
medication for “gastric upset; gastrointestinal cramping.”  Note, however, that the only 
symptoms that Dr. Reed recorded on that date were “Cold.  Flu.  Coughing.  Hoarse.”  
(St. Ex. 8 at 4 [top]; Tr. Vol. I at 75-76) 

 
74. Dr. Clark testified that there appeared to be no justification for prescribing Librax to 

Patient 4 other than the notation for one visit that “[s]he likes Librax.”  Dr. Clark further 
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testified that Librax is a medication that is used to treat problems such as irritable bowel.  
Moreover, Dr. Clark testified that, “[i]n every instance where Librax was prescribed,” there 
was no justification for such prescribing documented in the medical record.  (St. Ex. 8; 
Tr. Vol. II at 66-68) 

 
Dr. Clark’s Opinions Concerning Dr. Reed’s Treatment of Patient 4 
 
75. Dr. Clark testified that Dr. Reed’s treatment of Patient 4 had failed to conform to the 

minimal standard of care of similar practitioners under the same or similar circumstances.  
Dr. Clark further testified that, in most instances, Dr. Reed had failed to use reasonable care 
discrimination in the administration of drugs, failed to employ acceptable scientific 
methods in the selection of drugs or other modalities for the treatment of disease, and failed 
to maintain minimal standards applicable to the selection or administration of drugs.  
(Tr. Vol. II at 59-60, 70-71) 

 
Patient 5 
 
76.  Patient 5 is a female, born March 14, 1962.  (St. Ex. 9 at 1) 
 
Dr. Reed’s Treatment of Patient 5 for Back Pain and Anxiety 
 
77. From May 13, 1999, through February 22, 2002, Dr. Reed issued prescriptions on a 

monthly basis to Patient 5 for Darvocet N-100 #30 with one refill; Xanax 1 mg #30 with 
two refills, and Soma 350 mg #50 with one refill.  On one occasion, February 4, 2000, a 
prescription for Ativan 1 mg #30 with two refills was substituted for the Xanax 
prescription.  Notations in the medical record occasionally reference back pain and 
nervousness.  (St. Ex. 9) 

 
78.  Dr. Reed testified that she had prescribed Darvocet to Patient 5 for pain, Soma for muscle 

pain and aching, and Xanax for stress.  (Tr. Vol. I at 82) 
 
 Dr. Reed testified that her prescriptions for Xanax 1 mg #30 with two refills to be taken 

three times per day would have given the patient a thirty-day supply.  Dr. Reed stated that 
that is “pretty common.”  (Tr. Vol. I at 82-83) 

 
79. Dr. Clark testified that he “found very little evidence in the medical record beyond just the 

notation of back pain and nervousness that there was an attempt to discern the nature of 
those problems and come up with some objective findings to lead to an appropriate 
assessment”  (Tr. Vol. II at 79-80) 

 
 With regard to Dr. Reed’s treatment of Patient 5 for back pain, Dr. Clark testified that he 

could find no documentation in Dr. Reed’s medical record that reflected a thorough 
examination of the patient for back pain or the origins of the back pain.  (Tr. Vol. II at 72)  
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Dr. Clark testified that, when evaluating a patient who complains of back pain, 
 

 [T]he first thing is we get a good history about the back pain, how long it has 
been there and how it is affecting you right now.  And then * * * we examine 
the patient. 

 
 We try to figure out where is the locality of that discomfort, specifically where 

in the back, upper back, lower back, close to the tailbone, those kinds of 
things. 

 
 (Tr. Vol. II at 72-73)  Dr. Clark further testified that, with a good history and physical 

examination, x-rays are not necessary if controlled substances are not being used, because 
“[t]he medicines themselves can be utilized as a therapeutic trial to rule out certain kinds of 
problems.”  When asked what a physician should do for such a patient prior to using 
controlled substances, or Soma, Dr. Clark replied, 

 
 Soma, in particular, is a medication that’s utilized for muscle relaxation, so 

the medical records should at least demonstrate that there’s some muscle 
involvement in that individual suffering with pain. 

 
 So—But even in that situation, you provide a course of therapy that’s brief to 

address the muscle nature of that pain, or when you prescribe medication, a 
controlled substance, a scheduled substance, a product like Darvocet, then that 
raises the bar in terms of the kinds of things you have to do. 

 
 And one of the things you really have to do at that point is get an x-ray, an 

x-ray that provides you some view of the person’s spine and how it’s 
impacted. 

 
 You may have to do some testing, rule out some inflammation problems, 

connective tissue diseases, those kinds of things, but you really have to narrow 
your diagnosis, your differential diagnosis before you resort to using 
controlled substances for more than a brief period. 

 
 (Tr. Vol. II at 73-74)  Dr. Clark further testified that the notation “back pain” is not sufficient 

documentation to justify the use of medications such as Darvocet and Soma.  Dr. Clark noted 
that there was a notation in the medical record dated May 13, 1999, that Patient 5 “Had 
x-rays at MGH.”  However, Dr. Clark testified that the medical record does not indicate what 
those x-rays had revealed.  (St. Ex. 9 at 1 [middle]; Tr. Vol. II at 74-75) 

 
 Finally, with regard to Dr. Reed’s prescribing to Patient 5 for back pain, Dr. Clark testified 

that there is no indication in the medical record that Dr. Reed had tried other medications or 
forms of treatment, such as physical therapy, before employing narcotic medication.  
(Tr. Vol. II at 75-76) 
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80. With regard to Dr. Reed’s prescribing of Xanax to Patient 5, Dr. Clark testified that Xanax 

is an anxiolytic drug similar to Valium that is utilized to treat anxiety disorders.  
(Tr. Vol. II at 80) 

 
 Dr. Clark further testified that a medication such as Xanax is only appropriate if the 

patient’s anxiety problem is internal, and a result of a chemical imbalance in the patient’s 
body.  Xanax can be used to try to correct that imbalance.  However, the physician must be 
“very clear” that he or she is treating an anxiety condition that is internal, and which 
warrants medication.  Dr. Clark testified that if the anxiety is caused by external forces—
i.e., the result of something stressful that is happening to the patient—then the physician 
may need to consult with the patient, or to console the patient.  Dr. Clark stated that the 
physician could in some cases prescribe a short-term regimen of medication to help the 
patient sleep, which would help give the patient the mental strength he or she needs to get 
over the external problem.  (Tr. Vol. II at 80-81) 

 
81.  When asked if much of her practice is devoted to prescribing pain and anti-anxiety 

medications, Dr. Reed replied that there are “[a] lot of nervous people in the world.”  She 
further stated a lot of her patients want “nerve pills.”  Dr. Reed related an episode 
concerning an acquaintance whose grandson killed his father because his father refused to 
give him money for drugs.  Dr. Reed related another episode in which Dr. Reed’s secretary 
had not liked the look of a patient, “and [she] told the patient that—to go fly a kite, can’t 
see you today, and that patient went right out and killed a man for money for drugs.”  
Finally, Dr. Reed testified,  

 
 It just kind of scares you how desperate these people are for drugs.  It’s scary.  

It’s really scary.  And so when these people come in and want nerve pills, 
yeah, I do, I definitely give them nerve pills, because I hate to see them go out 
and shoot my neighbors.   

 
 (Tr. Vol. I at 87-89) 
 
Dr. Reed’s Continued Prescribing of Controlled Substances Despite Drug-Seeking Behavior 
 
82.  On May 28, 1999, Dr. Reed recorded, “274 lbs.  Fell & cut her head 3 days ago.  Says she 

has 6 staples in the back of her head.  Head aches.  Not infected.  She would really rather 
have Vicodin.  Refused.”  Dr. Reed prescribed Darvocet N-100 #30 with one refill.  
(St. Ex. 9 at 7 [middle]) 

 
83.  With regard to Patient 5’s request for Vicodin, Dr. Reed testified,  
 

 See, that’s the problem.  We have these people go up to the emergency room.  
The emergency room doctors always give them Vicodin or Oxycontin, and 
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then they come back to us and they say, ‘Hey, that was fantastic stuff that they 
gave me in the emergency room.’ 

 
 But these Indian doctors just write for Vicodin like crazy, and it makes me 

very upset because I refuse to write for it.  And I tell the patients that we 
don’t—‘I don’t know how to spell it,’ that I just don’t write for that, either one 
of those. 

 
 (Tr. Vol. I at 90-91)  Dr. Reed further testified that she instead prescribes medications such 

as Darvocet to her patients “because they are much milder.  And if they take too many, they 
don’t kill themselves.  And I try to get them to spread it out and get back on the 
over-the-counter [medications], if I can.”  (Tr. Vol. I at 91-92) 

 
84. Dr. Clark testified that asking for a controlled substance by name is drug-seeking behavior.  

Dr. Clark further testified that this is a strong indication that the patient could be addicted 
to the medication, or perhaps may want to sell the medication.  Moreover, Dr. Clark 
testified that Dr. Reed did the right thing by refusing the patient’s request for Vicodin, but 
that at this point the patient should have been discharged from Dr. Reed’s practice.  
(St. Ex. 9 at 7; Tr. Vol. II at 78-79) 

 
85. On August 4, 1999, Dr. Reed recorded in her medical record for Patient 5, “Back pain & 

Headaches.  3 children.”  She prescribed Darvocet N-100 #30 with one refill, Soma 350 mg 
#50 with one refill, and Xanax 1 mg #30 with two refills, to be taken three times per day.  
(St. Ex. 9 at 1 [bottom]) 

 
 The next note recorded in the medical record, dated the following day, states, “Phone 

Aug. 5, 1999, 6 AM.  She is in the ER with possibly an overdose of Darvocet & Soma but 
not admitted.”  (St. Ex. 9 at 1 [bottom]) 

 
 Dr. Reed’s medical record for Patient 5 indicates that her next visit took place on 

September 8, 1999.  Dr. Reed recorded: 
 

 250 lbs.  Clock was not working & she took the batteries out and put them in 
the TV remote so she thinks she took the pain pills too close together.  Her 
father is going on kidney dialysis and he has been living with her.  She thinks 
she has too much stress.  She also has two grand children now.  Thinks she is 
under a lot of stress.  * * *  Has lost 20 lbs.  Much back pain. 

 
 (St. Ex. 9 at 1 [bottom] and 7 [bottom])  At that visit, Dr. Reed prescribed Darvocet N-100 

#30 with one refill; Soma 350 mg #50 with one refill, to be taken four times per day; and 
Xanax 1 mg #30 with two refills, to be taken three times per day.  (St. Ex. 9 at 7 [bottom]) 

 
86.  Dr. Reed testified that Patient 5 had informed her that “they had misdiagnosed her,” and 

that she had taken the pills “just a little closer together because she was nervous and 
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forgot.”  Dr. Reed further testified that one of Patient 5’s relatives had taken her to the ER.  
Moreover, Dr. Reed testified that Patient 5 had not been admitted to the hospital.  
(Tr. Vol. I at 81-82)   

 
 When Dr. Reed was asked if she had been concerned about continuing to prescribe the 

same medications to Patient 5 that she had overdosed on in August, Dr. Reed replied, 
among other things, that the medications were very mild.  (Tr. Vol. I at 84-86) 

 
87. Dr. Clark testified that the notation that the patient had been taken to the ER for a possible 

overdose of Darvocet and Soma would indicate to him that the patient had been overusing 
the medication.  Moreover, Dr. Clark testified that, once the patient had demonstrated a 
tendency to abuse the medications that Dr. Reed had prescribed to her, the patient had gone 
beyond the scope of Dr. Reed to treat.  Dr. Clark stated, “This patient should [have been] 
referred to someone who can manage this particular type of patient if [the patient had a] 
bona fide reason for pain control.”  (St. Ex. 9 at 1 [bottom]; Tr. Vol. II at 76-77)  Moreover, 
after noting that Dr. Reed had continued to prescribe Darvocet N-100, Soma, and Xanax to 
Patient 5 after that episode, Dr. Clark testified,  

 
 I would say that it is dangerous to prescribe to this patient who had * * * been 

in the emergency room for an overdose for Darvocet and Soma, to then soon 
thereafter be prescribed the same medication and nothing has been performed 
to address the fact that this person did over-utilize or abuse these medications. 

 
 (Tr. Vol. II at 78) 
 
88.  A note in Dr. Reed’s medical record for Patient 5 dated June 20, 2000, states, “Too soon!  

Back pain, offered urine test - could not go and give one.  Very rude & mad wanted pain 
pills.  Refused meds per Dr. Reed, too soon[.]”  (St. Ex. 9 at 4 [top]) 

 
 Dr. Reed testified that her secretary had recorded the June 20, 2000, note.  Dr. Reed further 

testified that Patient 5 had never been rude to Dr. Reed.  However, Dr. Reed testified that 
her secretary “gets very uptight over lots of things, and fights with people right and left.”  
(Tr. Vol. I at 92-93) 

 
 Concerning the issue of Patient 5 seeking medication too early, Dr. Reed testified that her 

secretary had probably checked the patient’s records, noted that Patient 5 had recently 
received medication, and informed Dr. Reed that it was too soon after the patient’s previous 
prescription.  Dr. Reed testified that she “probably agreed with her.”  (Tr. Vol. I at 93) 

 
89. In his written report, Dr. Clark stated that the notation that Patient 5 had been “‘rude & 

mad’ in her quest to obtain more ‘pain pills’ * * * is another example of drug-seeking 
behavior.”  (St. Ex. 2 at 5) 
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Dr. Clark’s Opinions Concerning Dr. Reed’s Treatment of Patient 5 
 
90. Dr. Clark testified that, with regard to her treatment of Patient 5, Dr. Reed had failed to 

conform to the minimal standard of care of similar practitioners under the same or similar 
circumstances.  Dr. Clark further testified that Dr. Reed had failed to use reasonable care 
discrimination in the administration of drugs, failed to employ acceptable scientific 
methods in the selection of drugs or other modalities for the treatment of disease, and failed 
to maintain minimal standards applicable to the selection or administration of drugs.  
(Tr. Vol. II at 71-72, 83-84) 

 
Patient 6 
 
91.  Patient 6 is a female born on June 20, 1937.  (St. Ex. 10 at 2) 
 
Dr. Reed’s Prescribing of Analgesic Controlled Substances, Sedative-Hypnotics, and 
Antidepressants to Patient 6 
 
92. From about May 1988 through June 1992, Dr. Reed prescribed Doriden 0.5 mg and 

meprobamate 400 mg to Patient 6 on nearly a monthly basis for headache, back pain, and 
nervousness.  In June 1992, Dalmane 30 mg was substituted for Doriden, and Darvon 
Compound 65 was added.  In May 1993, Darvocet N-100 was substituted for the Darvon, and 
the nearly monthly prescribing of Dalmane, meprobamate, and Darvocet N-100 continued 
through September 1994.  In September 1994, after the patient complained of being very 
nervous and depressed, that she “can’t stand the kids all the time,” and that “she can’t live 
like this anymore,” Dr. Reed prescribed Ativan 1 mg, Darvocet N-100, and Tofranil.  
Subsequently, beginning in October 1994, Dr. Reed resumed prescribing Dalmane, 
meprobamate, and Darvocet N-100 to Patient 6 on a monthly basis, occasionally with 
prescriptions for Tofranil.  This pattern continued through April 1996.  (St. Ex. 10 at 2-15) 

 
 In June 1996, Patient 6 reported to Dr. Reed that she had seen a psychiatrist, and that she 

had been hospitalized for fourteen days in May.  Dr. Reed’s medical records for Patient 6 
do not reveal the basis for the hospitalization.  In any case, Dr. Reed documented 
prescribing lorazepam 0.5 mg, ProSom, and Wellbutrin to Patient 6 on June 4, 1996.  On 
July 30, 1996, Dr. Reed prescribed Motrin 600 mg, Darvocet N-100, and Restoril 30 mg.  
On August 2, 1996, Dr. Reed prescribed Ativan 0.5 mg.  On August 21, 1996, she 
prescribed lorazepam 0.5 mg, Wellbutrin, and Dalmane 30 mg.  (St. Ex. 10 at 14-16) 

 
 On September 23, 1996, Dr. Reed documented that Patient 6 had told her that she was 

“[v]ery anxious and depressed.  Can’t even go to her door if she has visitors.”  Dr. Reed 
prescribed Wellbutrin, lorazepam 0.5 mg, ProSom 1 mg, and Darvocet N-100.  She 
continued prescribing this combination monthly through December 1996.  In January 1997, 
Restoril 30 mg was substituted for the ProSom, Ativan was specifically named instead of 
the generic name lorazepam, and that combination was prescribed monthly though 
April 1997.  In April 1997, Soma 350 mg was added, and Dr. Reed continued to prescribe 
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Wellbutrin, Ativan, Restoril, Darvocet N-100, and Soma to Patient 6 on nearly a monthly 
basis through January 2002.  (St. Ex. 10 at 16-25) 

 
 Dr. Reed testified that Dalmane is a “sleeping pill,” and is a Schedule IV controlled 

substance.  Dr. Reed further testified that meprobamate is “a nerve tablet” and is also a 
Schedule IV controlled substance.  Moreover, Dr. Reed testified that Darvon Compound-65 
is a “pain pill * * * a mild one,” and is also a Schedule IV controlled substance.  (Tr. Vol. I 
at 100-101, 103) 

 
93.  Dr. Reed testified that Patient 6 usually wanted “ten or 12 different medications” when she 

came to see Dr. Reed.  When asked if she gave Patient 6 the medications she wanted, 
Dr. Reed replied, “Sometimes she’ll come in with a list of all the things that she’s out of, 
and I try to narrow it down.”  (Tr. Vol. I at 100) 

 
94.  On September 23, 1992, Dr. Reed recorded only the patient’s weight and blood pressure.  

She prescribed, among other things, Dalmane 30 mg #15 with one refill, Darvon Compound 
65 #30 with one refill, and Meprobamate 400 mg #50 with one refill.  (St. Ex. 10 at 8 [top]) 

 
 When asked if anyone would be able to tell from her medical record why she had prescribed 

medication to Patient 6 that day, Dr. Reed replied, 
 

 No, I didn’t write down any of her problems because they are so extensive 
that it’s hard to put it all in one page.  But her daughter was raped by an 
African, and they are very religious folks, and they didn’t know what to do 
about it. 

 
 And they don’t believe in abortions or that sort of thing, so they went ahead 

and had the black baby and nobody—nobody wanted to take care of it.  And 
they didn’t know what to do with it, and it was just a nightmare.  And this girl 
practically was ready to commit suicide, she was so depressed over the whole 
situation. 

 
* * * 

 
 [Patient 6] became very depressed, very anxious.  And they finally dumped it 

on her doorstep, and I think she ended up having to take care of it. 
 

* * * 
 
 It’s been a very tragic situation.  But no, I didn’t write any of that down.  I did 

not put any of that in because I didn’t think that was necessary to put in all 
these things. 
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 We sit down and talk these things over and try to work things out, and maybe 
that’s why I have so many nervous people. 

 
 (Tr. Vol. I at 101-103) 
 
 Dr. Reed testified that Patient 6 had been extremely depressed, and was very close to being 

suicidal “at one point.”  Dr. Reed testified that, when confronted with a patient who she 
thinks is suicidal, “[u]sually we just talk to them and try to get their problems worked out.  
And sometimes if they are too bad, why we send them to a psychiatrist or suggest they go 
to see a psychiatrist, or go to the—there’s a clinic that takes care of psychiatric people.”  
(Tr. Vol. I at 104) 

 
 Dr. Reed further testified that a psychiatrist had placed Patient 6 on Wellbutrin for her 

depression.  Dr. Reed testified that she had prescribed Ativan to Patient 6 for Patient 6’s 
nervous tension, and Restoril to help her sleep.  (Tr. Vol. I at 104-105)   

 
95. Dr. Clark testified that Dr. Reed’s medical record for Patient 6 documents many occasions 

where the patient had back pain, or was very nervous or very depressed.  However, 
Dr. Clark further testified that there was “very little documentation” concerning Dr. Reed’s 
assessment of the patient’s medical condition.  Moreover, Dr. Clark testified that “[t]here 
was no evidence in the medical record that monitoring of the [patient’s] progress took 
place.”  (Tr. Vol. II at 85-86) 

 
 Dr. Clark further testified that there was x-ray evidence of disorders of the back that could 

lead to back pain.  Dr. Clark testified that an April 2002 x-ray “suggested that there was 
degenerative disk disease and narrowing of the L5 and S1 * * *.”  However, Dr. Clark 
further testified that there were “no other kinds of assessments, x-ray assessments or 
radiological assessments of the back, like CT scan or MRI, to substantiate the case of a 
patient having severe back pain.”  (Tr. Vol. II at 86) 

 
 With regard to the patient’s nervousness, Dr. Clark testified, “There was nothing in the 

medical record to highlight what were the features of this individual’s nervousness or 
anxiety, and features that we would like to see to make the diagnosis of an anxiety 
condition that warrants the prescribing of a controlled substance.”  (Tr. Vol. II at 86-87) 

 
Dr. Reed’s Failure to Assess Patient 6 as a Suicide Risk on August 23, 2000 
 
96.  Dr. Reed’s note for August 23, 2000, states, “172 lbs.  Says she is so depressed today she 

can hardly stand it.”  Dr. Reed listed diagnoses of hypertension, arthritis, and “Acute 
depression.”  There is no documentation of an assessment to determine whether Patient 6 
was suicidal.  (St. Ex. 10 at 22 [bottom] and 23 [bottom]) 

 
 Dr. Reed testified that Patient 6 had been very depressed.  (Tr. Vol. I at 106) 
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Dr. Reed’s Prescribing Hazardous Combinations of Medication to Patient 6 Without Clear 
Indications of Medical Necessity 
 
97.  Dr. Reed’s medical records indicate that on a number of visits she had prescribed a 

combination of meprobamate and Dalmane to Patient 6.  (St. Ex. 10 at 8 [top])   
 
 Dr. Reed testified that the Dalmane was prescribed as a sleeping pill, and the meprobamate 

for anxiety and tension.  Dr. Reed further testified that she had never seen any problems 
resulting from having prescribed those medications together.  (Tr. Vol. I at 108-109) 

 
98. Dr. Reed’s medical records further indicate that on a number of other visits she had 

prescribed a combination of Restoril and Soma to Patient 6.  (St. Ex. 10 at 16 [top])   
 
 Dr. Reed testified that she does not see any problem, and has never encountered any 

problem, with prescribing those two medications together.  (Tr. Vol. I at 109) 
 
99. On three occasions, in September, November, and December 1996, Dr. Reed prescribed a 

combination of lorazepam (or Ativan) and ProSom to Patient 6.  (St. Ex. 10 at 17 [bottom]) 
 
 Dr. Reed testified that lorazepam is the generic name for Ativan.  (Tr. Vol. I at 115) 
 
100. Dr. Clark testified that he was concerned about Dr. Reed’s prescribing of certain 

combinations of medication to Patient 6.  With regard to Dr. Reed’s prescribing of 
Dalmane and meprobamate, he testified that Dalmane and meprobamate are both in the 
same family of tranquilizer/sedative medications.  Taken together, the dangerous effects of 
those medications increases.  Dr. Clark further testified that such prescribing is 
inappropriate without additional information concerning a bona fide anxiety condition, and 
information concerning whether the patient had a sleep disorder, which is the usual reason 
for prescribing Dalmane.  (Tr. Vol. II at 87-89) 

 
 Similarly, Dr. Clark testified that Dr. Reed’s prescribing of combinations of lorazepam, 

Restoril, and Soma, as well as combinations of lorazepam and ProSom, had also been 
inappropriate.  Dr. Clark testified that all of these medications are sedating, and that taking 
those medications together “can certainly cause a great deal of sedation and drunkenness in 
a patient.”  Dr. Clark further testified that continued use of such a combination of 
medications could lead the patient to develop a tolerance and an addiction to the 
medications.  Moreover, Dr. Clark testified that it would not change his opinion if any of the 
medications had been prescribed to be taken at bedtime, because it’s not clear in the medical 
record when the other medications were supposed to be taken.  (Tr. Vol. II at 89-92)   

 
 Dr. Clark further noted that the PDR recommends that Restoril and ProSom be prescribed 

for short periods of time only.  Dr. Clark testified that he would consider a period of 
“[s]even to ten days at best” to be a short-term period.  (Tr. Vol. II at 92) 
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101.  When Dr. Reed was asked if Restoril is a medication that should be prescribed only in 
seven to ten-day regimens, the following exchange took place: 

 
A. (By Dr. Reed):  That’s why I don’t quite understand.  You tell me that, 

and then this General Motors can prescribe 500 of them.  I don’t 
understand why they are on a different scale than we are.  I just don’t 
understand this at all. 

 
Q. (By Mr. Wilcox):  Well, I don’t know about General Motors and what 

they are— 
 
A. Well, I can show you.  I can show you.  I have the—I just don’t 

understand why they can prescribe hundreds of them, and we’re 
criticized for prescribing more than ten. 

 
Q. We’re just trying to figure out your knowledge of that particular 

medication.  I mean, in your opinion, Restoril, you think, can be 
prescribed for 30 days? 

 
A. Yes.  Yes, I do.  And General Motors prescribes it for a year. 

 
 (Tr. Vol. I at 105) 
 
Dr. Reed’s Prescribing of Antibiotics to Patient 6 
 
102. Between February 9, 1988, and March 22, 2002, Dr. Reed prescribed courses of antibiotics 

to Patient 6 on sixty-two occasions.  (St. Ex. 10 at 4-24) 
 
103. In his written report concerning Patient 6, Dr. Clark stated, “The patient was often 

prescribed courses of antibiotics without the benefit of objective findings to substantiate the 
rational for their use.  This placed the patient at great risk for developing bacterial 
infections resistant to commonly used antibiotics.”  (St. Ex. 2 at 6) 

 
Dr. Clark’s Opinions Concerning Dr. Reed’s Treatment of Patient 6 
 
104. Dr. Clark testified that Dr. Reed’s treatment of Patient 6 had, “in most instances,” failed to 

conform to the minimal standard of care of similar practitioners under the same or similar 
circumstances.  Dr. Clark further testified that Dr. Reed had failed to use reasonable care 
discrimination in the administration of drugs, failed to employ acceptable scientific 
methods in the selection of drugs or other modalities for the treatment of disease, and failed 
to maintain minimal standards applicable to the selection or administration of drugs.  
(Tr. Vol. II at 84-85, 93-94) 
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Patient 7 
 
105.  Patient 7 is a female born on November 22, 1944.  (St. Ex. 11 at 1) 
 
Dr. Reed’s Prescribing of Controlled Substances to Patient 7 for Back Pain and Anxiety 
 
106. From December 1990 through April 2002, nearly each month, Dr. Reed prescribed either 

Darvon Compound 65 or Darvocet N-100 to Patient 7 for back pain, and either Tranxene or 
Xanax for anxiety.  (St. Ex. 11 at 1-15)   

 
107. With regard to Dr. Reed’s treatment of Patient 7 for back pain, Dr. Clark testified that an 

x-ray from August 12, 1997, had indicated that Patient 7 had “‘[m]ild levoscoliosis of the 
lumbar spine’ and ‘[d]egenerative changes * * * in the lower lumbar facet.’”  However, 
Dr. Clark further testified that a subsequent x-ray dated March 5, 1999, revealed no 
significant abnormality of the lumbar spine.  (St. Ex. 11 at 21, 24; Tr. Vol. II at 95-97) 

 
108.  Dr. Reed testified that Patient 7 suffered from degenerative arthritis in her back, which was 

confirmed by an x-ray report dated August 12, 1997.  (St. Ex. 11 at 21; Tr. Vol. I at 116-117)   
 
 Regarding Dr. Clark’s testimony that a subsequent x-ray had revealed no significant 

abnormality of the lumbar spine, Dr. Reed testified that the later x-ray report had concerned 
the cervical spine.  (St. Ex. 11 at 23; Tr. Vol. I at 117)  Note that, although one of the later 
x-ray reports does refer to the cervical spine, another x-ray report dated March 5, 1999, states 
that there was “[n]o significant abnormality in the lumbar spine.”  (St. Ex. 11 at 23, 24) 

 
109.  Dr. Clark testified that, based on the 1997 x-ray findings, a physician would be justified in 

beginning treatment with non-steroidal anti-inflammatory drugs, or with acetaminophen.  
However, Dr. Clark further testified that, prior to starting such a patient on a controlled 
substance medication that has abuse potential, the physician would have been obligated to 
perform further investigation of the spine, such as CT scans and, from the early 1990’s 
onward, MRI studies.  Dr. Clark testified that he could find no documentation of either 
having been performed on Patient 7.  (Tr. Vol. II at 97-98) 

 
110.  Dr. Reed testified that she “[v]ery seldom” ordered MRI scans for her patients, unless “they 

work at General Motors or have that kind of insurance.”  Dr. Reed stated that most of her 
patients are “on the lower end of the income scale.”  (Tr. Vol. I at 117-118)   

 
 Dr. Reed testified that she would “[s]ometimes” do an examination of a patient with back 

problems in the absence of MRI or CT scans by physically touching the patient.  Dr. Reed 
further testified, however, that she does not normally document such an examination, and 
probably had not documented such an examination for Patient 7.  (Tr. Vol. I at 118-119) 

 
111. With regard to Dr. Reed’s treatment of Patient 7 for anxiety, Dr. Clark testified that 

Tranxene is an anxiolytic medication related to Valium.  Dr. Clark testified that Dr. Reed’s 
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medical record makes reference to “anxiety,” but that there was no documentation of any 
examination to confirm whether the anxiety was internal or external, or any detail as to the 
“features associated with the anxiety that the doctor was attempting to treat.”  (St. Ex. 11 
at 5 though 10; Tr. Vol. II at 99-101) 

 
 In his written report, Dr. Clark stated that “[t]here was no notation in the medical record 

that demonstrated the physician’s vigilance for issues surrounding the potential of this 
patient becoming addicted to and physiologically tolerant of the controlled substances 
utilized in this setting.”  (St. Ex. 2 at 7) 

 
112.  Dr. Reed testified that she had prescribed Tranxene for Patient 7’s anxiety.  When asked if 

she had documented anything other than “anxiety” in the patient’s medical record with 
regard to that diagnosis, Dr. Reed testified that Patient 7 was the sister-in-law of Patient 6 
and that that family had problems with their children.  (Tr. Vol. I at 119-120) 

 
113.  Dr. Reed testified that she had not heard of any potential for addiction concerning 

Tranxene, although she noted that it is a sedative.  When asked if it is possible to become 
addicted to Tranxene, Dr. Reed replied, “I mean, a lot of people, they start taking their pills 
and they keep on taking their pills.”  When asked if she believed that any of her patients are 
addicted to the medications that she prescribes, Dr. Reed replied, “Very likely.  It always 
worries me that they—I keep trying to spread it out and try to get them to reduce the 
dosage, and take over-the-counter things to make their prescription last longer * * * so they 
can get off it.”  (Tr. Vol. I at 124-125) 

 
Dr. Reed’s Prescribing of Antibiotics to Patient 7 
 
114.  On October 14, 1994, Dr. Reed prescribed to Patient 7, among other things, Ampicillin 

250 mg #20 with two refills, to be taken four times daily.  Dr. Reed did not document any 
evaluation, diagnosis, or patient symptoms other than the patient’s weight and blood 
pressure.  Moreover, no body temperature was documented.  (St. Ex. 11 at 8 [bottom])   

 
 Further, on February 3, 1996, Dr. Reed again prescribed to Patient 7, among other things, 

Ampicillin 500 mg #30 with two refills, to be taken four times daily.  Dr. Reed did not 
document any evaluation, diagnosis, or patient symptoms other than back and hip pain, 
family problems, and weight.  Moreover, no body temperature was documented.  
(St. Ex. 11 at 8 [middle]) 

 
 On December 4, 1996, Dr. Reed prescribed to Patient 7, among other things, amoxicillin 

500 mg #30 with two refills, to be taken four times per day.  Dr. Reed did not document 
any evaluation, diagnosis, or patient symptoms other than arthritis and the patient’s weight.  
Moreover, no body temperature was documented.  (St. Ex. 11 at 9 [bottom]) 

 
 Furthermore, on October 7, 1997, Dr. Reed prescribed to Patient 7, among other things, 

amoxicillin 500 mg #30 with two refills.  Dr. Reed did not document any evaluation or 
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patient symptoms other than the patient’s weight, although she documented a diagnosis of 
bronchitis.  No body temperature was documented.  (St. Ex. 11 at 10 [middle]) 

 
 In addition, on January 28, 1998, and again on December 29, 1999; February 27, 2001; and 

September 26, 2001, Dr. Reed prescribed to Patient 7, among other things, amoxicillin 500 mg 
#30 with two refills, to be taken four times per day.  Dr. Reed did not document any 
evaluation, diagnosis, or patient symptoms other than the patient’s weight and, sometimes, 
blood pressure.  Moreover, no body temperature was documented during any of these visits.  
(St. Ex. 11 at 9 [top], 12 [bottom], 13 [bottom], 13 [middle]) 

 
 Finally, on April 17, 1998, Dr. Reed documented in her medical record for Patient 7 the 

patient’s weight, “Cough & cold.  Red pharynx.  Took a whole bottle of Amoxicillin.  
Wants something else.”  No body temperature or other objective findings were 
documented.  Dr. Reed prescribed Cipro 500 mg #5 with two refills, to be taken twice per 
day.  (St. Ex. 11 at 10 [top]) 

 
115. Dr. Clark testified that Dr. Reed had prescribed antibiotic medication such as amoxicillin 

and Cipro to Patient 7 a number of times.  Dr. Clark further testified that he could find no 
documentation in the medical record to justify such prescribing.  (Tr. Vol. II at 102) 

 
Dr. Clark’s Opinions Concerning Dr. Reed’s Treatment of Patient 7 
 
116. Dr. Clark testified that, in most instances, Dr. Reed’s treatment of Patient 7 failed to 

conform to the minimal standard of care for similar practitioners in the same or similar 
circumstances.  Dr. Clark further testified that Dr. Reed had failed to use reasonable care 
discrimination in the administration of drugs, failed to employ acceptable scientific 
methods in the selection of drugs or other modalities for the treatment of disease, and failed 
to maintain minimal standards applicable to the selection or administration of drugs.  
(Tr. Vol. II at 94-95, 102-103) 

 
Patient 8 
 
117.  Patient 8 is a female born October 6, 1965.  (St. Ex. 12 at 1) 
 
Dr. Reed’s Prescribing of Controlled Substance Analgesics and Anxiolytics to Patient 8 
 
118. From February 9, 1988, through April 22, 2002, Dr. Reed prescribed Xanax 0.5 mg or 1 mg 

to Patient 8 on 108 occasions.  The complaints or diagnoses underlying these prescriptions 
were occasionally noted as “very nervous,” “nervous,” and “anxiety.”  (St. Ex. 12 at 5-18) 

 
 Moreover, from November 18, 1988, through April 22, 2002, Dr. Reed prescribed to 

Patient 8 controlled substance analgesics—usually Darvocet N-100 but occasionally 
Darvon Compound 65 or Tylenol No. 3—on seventy occasions.  The complaints or 
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diagnoses underlying these prescriptions were occasionally noted as headaches, severe 
headaches, back pain, and lumbosacral strain.  (St. Ex. 12 at 5-18) 

 
119. Dr. Clark noted that there were frequent references to severe headaches and nervousness in 

Dr. Reed’s medical record for Patient 8.  However, Dr. Clark further testified that he could 
find no documentation concerning examinations to investigate the causes of Patient 8’s 
headaches or her nervousness.  Moreover, Dr. Clark testified that he could find no 
documentation in the medical record to suggest that any treatment other than prescriptions 
for controlled substances had been utilized to treat the patient’s headaches and anxiety.  
(St. Ex. 12 at 6-8; Tr. Vol. II at 106-110) 

 
 Furthermore, Dr. Clark testified, “It seems as though that there’s a lot of medication of this 

particular class [sedatives & tranquilizers] that was prescribed to this particular patient, a 
patient who exhibited clear signs of either drug seeking or drug abuse, and that this patient 
was probably addicted to the medication and was having some difficulty.”  Dr. Clark 
further testified that there had been no documentation of an evaluation as to how the patient 
was progressing on those medications.  Moreover, Dr. Clark testified that there was no 
documented attempt to wean the patient off of those medications.  Finally, Dr. Clark 
testified that such continued prescribing had violated the standard of care.  (Tr. Vol. II 
at 116-117) 

 
120. With regard to Patient 8’s headaches, Dr. Clark stated in his written report that Dr. Reed had 

treated Patient 8 “for headaches of unknown etiology for multiple years.  The medical 
record does not demonstrate any form of diagnostics to ensure that the headaches were of 
benign nature.  At a minimum, CT scan would have been appropriate, given the long history 
of headaches and treatment.”  (St. Ex. 2 at 8) 

 
121.  When Dr. Reed was asked if she had tried to find out what was causing Patient 8’s 

headaches, had sent Patient 8 to a neurologist, or had documented any anxiety disorder that 
Patient 8 had suffered from, she replied, “I don’t know what you would document.  If 
you’re nervous, you’re nervous.  Sometimes we document the fact that they are drinking 
six cups of coffee or 12 Pepsis a day, or something like that, but most of the time there’s 
really nothing to document.”  (Tr. Vol. I at 129) 

 
 Dr. Reed testified that she had prescribed Xanax for Patient 8’s anxiety, “[b]ecause it’s so 

very popular, and we were trying to get all these people off of Valium[.]”  When asked if 
there were any other non-scheduled drugs that would help a patient with her nerves, 
Dr. Reed replied, “You have some suggestion?”  Dr. Reed added, “I don’t know, but 
everybody comes in these days, wants Xanax.  It’s the in-thing right now.  It’s funny, 
medicine runs in cycles.  Certain drugs become very, very popular, and then all of a sudden 
they fade away.”  (Tr. Vol. I at 130) 

 
122.  An x-ray report dated April 23, 2002, gives the following impressions:  “Degenerative disc 

disease and narrowing at the level of L5-S1.”  (St. Ex. 12 at 1) 
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 Dr. Reed testified that the x-ray indicates that Patient 8 suffered from degenerative arthritis.  

(Tr. Vol. I at 126)  Note, however, that the date of the x-ray report is one day following the 
last prescription documented for controlled substance analgesics.  (St. Ex. 12 at 1, 18) 

 
Dr. Reed’s Prescribing of Xanax and Restoril in Combination to Patient 8 
 
123.  From April 28, 1992, through March 22, 2002, on fourteen occasions, Dr. Reed prescribed 

both Xanax and Restoril to Patient 8 during the same visit.  (St. Ex. 12 at 10-18)  The 
purpose of these medications was noted on April 28, 1992, as “Wants sleeping med & 
nerve med * * *.”  (St. Ex. 12 at 10 [top]) 

 
124. In his written report, Dr. Clark stated, “On multiple occasions the patient was prescribed a 

hazardous combination of Restoril and Xanax in the same setting.  It was not apparent in 
the medical record as to the rationale for * * * this combination or the indication for either 
dug alone.”  (St. Ex. 2 at 8) 

 
125.  Dr. Reed testified that she has not had any problem with prescribing both Xanax and 

Restoril to patients.  Dr. Reed testified, “Of course, they are both sedatives, but one you can 
take in the daytime and the other you take at night.”  (Tr. Vol. I at 136) 

 
Dr. Reed’s Continued Prescribing of Controlled Substances to Patient 8 after Patient had 
Displayed Drug-Seeking Behavior or Signs of Drug Abuse 
 
126.  On October 21, 1991, Dr. Reed documented, “Wants Valium.  Refused.  Has headaches.  

Wants 3 weeks off work for sinusitis.”  Although Dr. Reed refused to give Patient 8 
Valium, she prescribed Darvocet N-100 #30, Serax 15 mg #30 with two refills, and 
Placidyl 0.5 mg #15 with one refill.  Further, there were no objective findings documented 
other than a weight of 133 pounds.  (St. Ex. 12 at 9 [top]) 

 
 Dr. Reed testified that she had refused the patient’s request for Valium because Valium 

“had so many bad side effects,” including causing violent mood swings.  (Tr. Vol. I at 131)  
Nevertheless, Dr. Clark testified that Serax is another medication that is related to Valium, 
and is a Scheduled IV controlled substance, as is Valium.  (St. Ex. 12 at 9; Tr. Vol. II 
at 111-112) 

 
127.  On May 12, 2000, Dr. Reed recorded, among other things, “She would really like some 

Percocet.”  Dr. Reed prescribed, among other things, Xanax 2 mg #30 with two refills, to 
be taken three times per day.  (St. Ex. 12 at 16 [middle]) 

 
 Dr. Reed testified that “[s]he apparently got [Percocet] in the emergency room and found 

that it was very attractive; habit forming.”  (Tr. Vol. I at 133) 
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 Dr. Clark testified that “any time a patient expresses a preference for a controlled substance 
by name, then that suggests drug seeking, and drug seeking is one of the features that 
should alert the provider of the potential for drug abuse.”  (St. Ex. 12 at 16 [middle]; 
Tr. Vol. II at 113-114) 

 
128.  On October 21, 2000, Dr. Reed recorded, among other things, “Very nervous.  Has been 

having severe headaches and much back pain.  Went to the ER last week and was refused 
treatment.  They were very nasty to her she says.  She can’t sleep now.”  Dr. Reed 
prescribed Xanax, Darvocet N-100, Soma, and Dalmane that day.  (St. Ex. 12 at 16 
[bottom]) 

 
 With regard to that notation, the following exchange occurred: 
 

Q.  (By Mr. Wilcox):  [Was Patient 8 refused treatment] because she was 
trying to get drugs from the emergency room? 

 
A. (By Dr. Reed):  Of course, because they always give them high-powered 

stuff in the emergency room, and they love to go over there and get all 
they can get.  We have a terrible time with these people.  Whenever they 
have been to the emergency room we know that they are going to ask for 
them high-powered pain killers. 

 
Q. Did you prescribe— 
 
A.  They can sell some of those on the street for a nice handy little sum, too, 

they tell me. 
 
Q.  Do you think they could also sell Xanax on the street, or Darvocet? 
 
A.  I don’t think they get much—would get much for that.  It’s not a 

priority, not like Vicodin and Oxycontin.  That’s the ones that really 
they sell for big bucks. 

 
 (Tr. Vol. I at 134-135) 
 
129.  A Mansfield Hospital Emergency Department Report dated May 31, 2001, concerning 

Patient 8 states, with regard to Patient 8’s past medical history, “Positive for seizures, 
substance abuse, nervous problems, hypothyroidism and headaches.”  (St. Ex. 12 at 22)  
(Emphasis added) 

 
 Dr. Clark testified that that is a red flag that suggests “that this is not the first time this 

individual has presented to this particular hospital.”  Dr. Clark further testified that it would 
be unusual for a patient to indicate to medical personnel that he or she has a history of 
substance abuse.  (St. Ex. 12 at 22; Tr. Vol. II at 114-115) 
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Dr. Clark’s Opinions Concerning Dr. Reed’s Treatment of Patient 8 
 
130. Dr. Clark testified that Dr. Reed’s treatment of Patient 8 had failed to conform to the 

minimal standard of care of similar practitioners under the same or similar circumstances.  
Dr. Clark further testified that, “in most instances,” Dr. Reed had failed to use reasonable 
care discrimination in the administration of drugs, failed to employ acceptable scientific 
methods in the selection of drugs or other modalities for the treatment of disease, and failed 
to maintain minimal standards applicable to the selection or administration of drugs.  
(Tr. Vol. II at 105-106, 117-118) 

 
Patient 9 
 
131.  Patient 9 is a male born on November 4, 1975.  (St. Ex. 13 at 1) 
 
Dr. Reed’s Treatment of Patient 9 for Pain 
 
132. Dr. Reed’s medical record for Patient 9’s visit on June 21, 1999, indicates that, several 

months earlier, the patient had been in an automobile accident, had gone to the hospital, 
and had been “told he had a severe whiplash.  Now his neck cracks and hurts & [he] can’t 
sleep at night.”  (St. Ex. 13 at 1 [middle], 2 [middle]) 

 
 When asked if she had obtained Patient 9’s hospital records to confirm that he had suffered 

severe neck damage, Dr. Reed replied, “It’s very hard for us to get records from the 
hospital now.  * * *  They are very uncooperative.”  (Tr. Vol. I at 137) 

 
133. From June 21, 1999, through April 5, 2002, Dr. Reed treated Patient 9 for neck pain with 

frequent prescriptions for Darvocet N-100 #30 with one refill; during this period, she 
issued twenty-five such prescriptions.  Dr. Reed’s medical records contain frequent 
references to the patient’s complaints of pain and discomfort.  From the outset, on June 21, 
1999, Dr. Reed diagnosed the condition as “arthritis.”  However, there is no documentation 
of a physical examination of the patient concerning his complaint of neck pain.  Moreover, 
there is no record of any radiological evaluation of the patient’s neck; the only radiological 
reports in the medical record concern hand and chest x-rays.  (St. Ex. 13) 

 
134. In his written report, Dr. Clark stated, 
 

 The patient was treated for ‘neck pain’ on a continuous basis for more than 2 
years.  It would have been appropriate, after at least 6 months of treatment, for 
the patient to receive a radiological evaluation of the neck to dismiss the 
possibility of an anatomical pathological lesion and help further discern the 
nature of the problem. 

 
 (St. Ex. 2 at 9) 
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Dr. Reed’s Treatment of Patient 9 with Prescriptions for Xanax 
 
135.  On thirteen occasions between April 2, 2001, through April 5, 2002, Dr. Reed prescribed 

Xanax 1 mg #30 with two refills to Patient 9.  No basis for these prescriptions is 
documented.  Furthermore, there is no documentation of any evaluation or assessment of 
the patient with regard to nervousness or anxiety, nor is any treatment plan documented.  
The only notation in the medical record that could even tangentially provide a basis for 
such medication is dated March 15, 2000—over one year before the prescribing started—in 
which Dr. Reed noted that Patient 9 “[s]eems very nervous.”  There is also a reference 
dated July 10, 2000, that Patient 9 was having trouble sleeping.  (St. Ex. 13 at 2-4) 

 
Dr. Reed’s Prescribing of Restoril to Patient 9 for Excessive Periods of Time 
 
136. Dr. Reed prescribed Restoril 30 mg #30 with one refill, to be taken at bedtime, to Patient 9 

on three occasions:  June 21 and July 14, 1999, and April 7, 2000.  (St. Ex. 13 at 1-2) 
 
137. In his written report, Dr. Clark stated, “On several occasions the patient was prescribed 

Restoril supposedly for sleep inducement purposes.  The regimens prescribed were for 
30-day periods, which is longer that that indicated in the setting of temporary relief of sleep 
disorders after all other causes are ruled out.”  (St. Ex. 2 at 9) 

 
138.  With regard to her prescribing Restoril for 30 days at a time with a refill authorized, 

Dr. Reed testified, “I’ve not had any problem with it.  And General Motors prescribes it for 
a year, so I don’t understand why this is such a problem.  This Medco affiliated with 
General Motors is certainly passing out the sleeping pills and the pain pills and everything 
else.”  (Tr. Vol. I at 141) 

 
Dr. Reed’s Prescribing of Controlled Substances to Patient 9, in General 
 
139. Concerning Dr. Reed’s prescribing of controlled substances such as Darvocet N-100, 

Xanax, and Restoril, Dr. Clark testified that in most instances there was “scant 
documentation,” and even that concerned only the patient’s subjective complaint.  There is 
no documentation of evaluations, suggestions for other treatments, or referrals.  Moreover, 
with regard to the patient’s subjective complaint of nervousness, there is no assessment by 
Dr. Reed that substantiates a diagnosis of anxiety disorder.  (Tr. Vol. II at 122-125) 

 
140.  Dr. Reed acknowledged that she had frequently prescribed Darvocet N-100 and Xanax to 

Patient 9.  When asked if she had discussed with Patient 9 the potential for addiction with 
these drugs, Dr. Reed replied that she had prescribed Naprosyn for Patient 9 at one point.  
When asked if she had been concerned about the addictive potential of these drugs, 
Dr. Reed replied, “Well, they are so mild that I think if anybody is going to be addicted, it’s 
to something like that that they can cope with.  And I refuse to use those high-powered 
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ones.  With these mild things, I think they can spread it out and hopefully eventually 
discontinue their use.”  (Tr. Vol. I at 138-139) 

 
Dr. Reed’s Continued Prescribing of Controlled Substances to Patient 9 Despite Patient 9’s 
Drug-Seeking Behavior 
 
141.  On April 7, 2000, Dr. Reed noted, among other things, “Thinks he would like to try 

codeine.”  Dr. Reed did not prescribe codeine at that visit, but did prescribe 
Darvocet N-100, Restoril, and Soma.  (St. Ex. 13 at 1 [bottom]) 

 
 Concerning Patient 9’s request for codeine, Dr. Reed testified, “He heard about it.”  

(Tr. Vol. I at 139) 
 
142.  On June 28, 1999, the following note was recorded in Dr. Reed’s medical record for 

Patient 9:  “Phoned—speech slurred wanted his Darvocet—Lost Bottle that was a refill—
Then said he got his refill.”  Nothing else was documented that day.  (St. Ex. 13 at 2 
[bottom]) 

 
 Dr. Clark testified that “generally when you hear about slurred speech you think about 

intoxication.”  (Tr. Vol. II at 121-122) 
 
 Dr. Reed testified that she had not written the June 28, 1999, note, and that Patient 9 had 

“[a]pparently talked to one of the girls in the office * * * [and] he didn’t sound right to her, 
so she just hung up on him.”  (Tr. Vol. I at 140)  Dr. Reed further testified that, when such 
a thing occurs, it bothers her, and that is why “we try to get them off the high-powered 
stuff.  So when they ask for Codeine or Percocet, we just say no.”  (Tr. Vol. I at 140-141) 

 
Dr. Clark’s Opinions Concerning Dr. Reed’s Treatment of Patient 9 
 
143. Dr. Clark testified that Dr. Reed’s treatment of Patient 9 had failed to conform to the minimal 

standard of care of similar practitioners under the same or similar circumstances.  Dr. Clark 
further testified that Dr. Reed had failed to use reasonable care discrimination in the 
administration of drugs, failed to employ acceptable scientific methods in the selection of 
drugs or other modalities for the treatment of disease, and failed to maintain minimal standards 
applicable to the selection or administration of drugs.  (Tr. Vol. II at 118-119, 125-126) 

 
Patient 10 
 
144.  Patient 10 is a female born January 15, 1959.  (St. Ex. 14 at 1) 
 
Dr. Reed’s Prescribing of Controlled Substances to Patient 10 
 
145. On July 5, 1996, Dr. Reed prescribed Darvocet N-100 #20 to Patient 10, evidently for 

“extreme menstrual cramps.”  Dr. Reed documented that Patient 10 had stated that “[s]he 
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would really like to have Vicodin or codeine,” but that Dr. Reed had refused.  (St. Ex. 14 
at 2 [middle] and 3 [middle]) 

 
 On January 30, 1999, Dr. Reed began prescribing to Patient 10 Darvocet N-100 #30 with 

one refill, and Ativan 1 mg #30 with two refills, to be taken three times per day.  Complaints 
of tension headaches and “[c]an’t sleep” were documented that day.  These prescriptions 
were repeated on March 1, 1999.  Subsequently, on May 1, 1999, Dr. Reed recorded, among 
other things, “Headaches” and “Would like to try Fioricet instead of Darvocet.  Her husband 
likes this, too.”  Dr. Reed prescribed Fioricet #30 with one refill, and Ativan 1 mg #30 with 
two refills, to be taken three times per day.  At Patient 10’s next visit on May 29, 1999, 
Dr. Reed prescribed Fioricet and Ativan as before, and added a prescription for 
Darvocet N-100 #30 with one refill.  Dr. Reed continued prescribing these three medications 
to Patient 10 on a monthly basis through May 27, 2000, with one exception:  on January 11, 
2000, Dr. Reed substituted Ultram #30 with one refill for Darvocet N-100.  Finally, as bases 
for this prescribing, Dr. Reed occasionally documented complaints and/or diagnoses of 
headaches, back pain, and lumbosacral strain.  (St. Ex. 14 at 3-5) 

 
 Further, beginning July 3, 2000, Dr. Reed prescribed Fioricet, Darvocet N-100, and Ativan 

to Patient 10 as before, and added a prescription for Soma 350 mg #50 with one refill, to be 
taken four times per day.  Dr. Reed continued prescribing these four medications on a 
monthly basis to Patient 10 through March 30, 2001, with one exception:  on January 20, 
2001, Darvon Compound 65 #30 with one refill was substituted for Darvocet N-100.  
During this period, Dr. Reed occasionally documented complaints and/or diagnoses of 
headaches, back pain, lumbosacral strain, and kidney stones.  (St. Ex. 14 at 4-5) 

 
 Subsequently, on April 30, 2001, Dr. Reed substituted a prescription for Xanax 1 mg #30 

with two refills for the Ativan.  From that date until February 16, 2002, Dr. Reed 
prescribed Fioricet, Darvocet N-100, Xanax, and Soma to Patient 10 on a monthly basis.  
During this period, Dr. Reed occasionally documented complaints and/or diagnoses of back 
pain and lumbosacral strain.  (St. Ex. 14 at 6-7) 

 
146. In his written report, Dr. Clark stated, 
 

 The patient was treated on many occasions for ‘lumbosacral strain,’ however 
there was no documentation of musculoskeletal findings to document the 
rationale for concluding that the patient had back pain worthy of treatment 
with controlled substances.  It was not apparent in the medical record as to 
how the patient was affected by the pain, to what extent her range of motion 
was limited, whether there were neurological findings associated with the 
back pain (i.e., sciatica from nerve root irritation), or to what extent the back 
pain interfered with her daily activities.   

 
 (St. Ex. 2 at 10)  Dr. Clark further stated, 
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 The patient was being treated presumptively for anxiety disorder, however, 
there was no documentation of a psychological assessment in the medical 
record to support this diagnosis and thereby justify a largely uninterrupted 
course of sedative-hypnotics as a treatment plan. 

 
 (St. Ex. 2 at 10) 
 
147.  Dr. Clark testified that lumbosacral strain is a condition whereby the ligaments and tendons 

in the area of the lumbar and sacral spine are pulled, strained, or sprained.  Dr. Clark 
further testified that Dr. Reed had noted that as a possible diagnosis for Patient 10.  
However, Dr. Clark testified that he could find no documentation of a through physical 
examination that would have led to such an assessment.  Moreover, Dr. Clark testified that 
such a physical examination, had it occurred, should have been included in the medical 
record.  (St. Ex. 14 at 4 [top]; Tr. Vol. II at 127-128) 

 
 Dr. Clark testified that it is important to document the reasons for prescribing medications, 

because the physician wants to be able to show that they are effective in controlling the 
patient’s condition, whether that condition is hypertension, diabetes, or depression and 
anxiety.  There must be a documented justification for the medication being prescribed.  
Otherwise, a subsequent treating physician could be placed in the unenviable position of 
having to wean the patient from the medication.  Dr. Clark testified that that is a “painful 
process for both the physician and the patient” when a physician inherits “that kind of a 
situation.”  (Tr. Vol. II at 133-134) 

 
148.  Dr. Reed testified that she had not performed any physical examination concerning the 

diagnosis of lumbosacral strain.  Dr. Reed testified that the patient had accepted the 
patient’s assertion that she had back pain.  (Tr. Vol. I at 143) 

 
Dr. Reed’s Prescribing of a Combination of Fioricet, Darvocet, Ativan, and Soma to Patient 10 
 
149.  As noted above, Dr. Reed prescribed to Patient 10 a combination of Darvocet N-100, 

Fioricet, Ativan, and Soma between July 2000 and March 2001.  This occurred on seven 
occasions.  (St. Ex. 14 at 4-5) 

 
150. In his written report, Dr. Clark stated, 
 

 Without clear indication for medical necessity, the patient was prescribed on 
multiple occasions the following hazardous combination of drugs that are 
prone to abuse: 

 
• Fioricet, Darvocet, Soma, and Ativan[.] 

 
 (St. Ex. 2 at 10) 
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 Dr. Clark testified that “Soma is not a controlled substance, but it is an abused drug.  It 
causes alteration of the sensorium in the treatment of muscle spasms and things of that 
sort.”  (Tr. Vol. II at 129) 

 
151.  Dr. Clark testified that is dangerous to prescribe a combination of drugs such as Fioricet, 

Darvocet, Soma, and Ativan to a patient.  Dr. Clark testified that each of those medications 
alter a patient’s sensorium and, taken together, can affect their mental status.  Dr. Clark 
noted that he would not want someone who is taking this combination of medications to 
drive a school bus.  Moreover, when asked if he would even want to be on the same road as 
the patient, Dr. Clark replied, “Absolutely not.”  (Tr. Vol. II at 130-131) 

 
152.  When asked if it would be hazardous to prescribe a combination of Fioricet, Darvocet, 

Ativan, and Soma to a patient, Dr. Reed replied, “I don’t like to do it, but there’s lots of 
people take all of them without any problems.”  When asked if such a combination of 
medications would make one “woozy,” Dr. Reed replied, “I would think so.  I wouldn’t 
want to [take such a combination of medications], but it always astounds me what people 
do take.”  (Tr. Vol. I at 148-149) 

 
Dr. Reed’s Continued Prescribing of Controlled Substances to Patient 10 Despite Patient 10’s 
Drug-Seeking Behavior 
 
153.  On July 5, 1996, Dr. Reed recorded, among other things, “Says she can not take ASA.”  

(St. Ex. 14 at 2 [middle])  Dr. Reed testified that ASA is aspirin.  (Tr. Vol. I at 146) 
 
 Subsequently, on January 20, 2001, Dr. Reed recorded, among other things, “Now says she 

is not allergic to ASA and would like to try Darvon Comp 65 #30 x 1.”  Dr. Reed 
prescribed Darvon Compound 65 that day, along with Ativan 1 mg #30 with two refills, 
Fioricet #30 with one refill, and Soma 350 mg #50 with one refill.  (St. Ex. 14 at 5 [top]) 

 
 Dr. Clark testified that Darvon Compound 65 contains propoxyphene, as does Darvocet, 

but, unlike Darvocet, it contains aspirin rather than acetaminophen.  (Tr. Vol. II at 130) 
 
 Dr. Clark testified that Patient 10’s statement that she was not allergic to aspirin, and that 

she would like some Darvon Compound 65, appeared to have been drug-seeking behavior.  
(St. Ex. 14 at 5 [top]; Tr. Vol. II at 129-130) 

 
 Dr. Reed testified that she is concerned about giving a patient something that the patient is 

allergic to, and she is also concerned that a patient may lie to her just to obtain medication.  
(Tr. Vol. I at 147) 

 
154.  On May 1, 1999, Dr. Reed recorded, among other things, “Would like to try Fioricet 

instead of Darvocet.  Her husband likes this, too.”  Dr. Reed prescribed Fioricet and 
Ativan.  (St. Ex. 14 at 3 [top]) 
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 Dr. Clark testified that Fioricet is not a scheduled drug; but, like Fiorinal, which is a 
scheduled drug, Fioricet contains butalbital, a barbiturate.  Dr. Clark further testified that 
the only difference between Fiorinal and Fioricet is that Fiorinal contains aspirin and 
Fioricet contains acetaminophen.  (Tr. Vol. II at 128-129) 

 
 When asked if she should prescribe medication because a patient’s spouse may be able to 

take it as well, Dr. Reed responded, “It does happen.”  When asked if she thought that was 
a good thing or a bad thing, Dr. Reed responded, “Well, it’s probably not the best thing.”  
(Tr. Vol. I at 144-145) 

 
Dr. Clark’s Opinions Concerning Dr. Reed’s Treatment of Patient 10 
 
155. Dr. Clark testified that, “in most instances,” Dr. Reed’s treatment of Patient 10 had failed to 

conform to the minimal standard of care of similar practitioners under the same or similar 
circumstances.  Dr. Clark further testified that, “in most instances,” Dr. Reed had failed to 
use reasonable care discrimination in the administration of drugs, failed to employ 
acceptable scientific methods in the selection of drugs or other modalities for the treatment 
of disease, and failed to maintain minimal standards applicable to the selection or 
administration of drugs.  (Tr. Vol. II at 127, 134-135) 

 
Patient 11 
 
156.  Patient 11 is a female born December 18, 1933.  (St. Ex. 15 at 1) 
 
Dr. Reed’s Prescribing of Antibiotics to Patient 11 
 
157.  Dr. Reed prescribed antibiotics to Patient 11 as follows: 
 

Date Medication Relevant Findings and/or Diagnosis  
   
09/17/93 amoxicillin 500 mg #30, 2 refills None 
02/28/94 amoxicillin 500 mg #30, 2 refills, QID “Bad cough & cold.  Red throat & red 

[right] ear.” 
08/01/94 amoxicillin 500 mg #30, 2 refills, QID “Severe sinus infection.  Has been 

taking Amox & Benadryl.” 
02/13/95 amoxicillin 500 mg #30, 2 refills, QID “Yellow drainage” from sinuses.  “Red 

throat.”  “Acute sinusitis.”  “Also 
wants Keflex #30 for * * * daughter.” 

05/15/95 amoxicillin 500 mg #30, 2 refills, QID “Bad sore throat.  Very inflamed.  Took 
2 Pen capsules.” 

08/15/95 amoxicillin 500 mg #30, 2 refills, QID “She says she has a sinus infection.” 
10/31/95 amoxicillin 500 mg #30, 2 refills, QID “Sinuses are swollen.” 
12/22/95 amoxicillin 500 mg #30, 2 refills, QID “Wants Pen for her cold like we gave 

her husband.” 



Report and Recommendation 
In the Matter of Barbara A. Reed, M.D. 
Page 51 
 

06/05/96 amoxicillin 500 mg #30, 2 refills, QID None. 
04/08/97 amoxicillin 500 mg #30, 2 refills, QID “Sinus infection.  Ears hurt too.  Red 

throat.”  “Some bulging of the drums.” 
06/06/97 amoxicillin 500 mg #30, 2 refills, QID “Sore throat.” 
09/23/97 amoxicillin 500 mg #30, 2 refills, QID “Sore throat.” 
12/15/97 amoxicillin 500 mg #30, 2 refills, QID None 
02/09/98 ampicillin 500 mg #30, 2 refills, QID None 
05/20/98 ampicillin 500 mg #30, 2 refills, QID None 
07/08/98 Cipro 500 mg #20, 1 refill, Q 12 hours None 
09/21/98 amoxicillin 500 mg #30, 2 refills, QID None 
12/29/98 amoxicillin 500 mg #30, 2 refills, QID “Red throat.” 
02/20/99 Keflex 250 mg #30, 2 refills, QID “Sinus infection.  “Fever.”  [No 

temperature documented.]  “Acute 
sinusitis.” 

09/24/99 Keflex 250 mg #30, 2 refills, QID “Cold & sinus.” 
12/21/99 amoxicillin 500 mg #30, 2 refills, QID None 
04/03/00 amoxicillin 500 mg #30, 2 refills, QID “Sore throat.”  “Acute pharyngitis.” 
07/10/00 amoxicillin 500 mg #30, 2 refills, QID None 
09/13/00 amoxicillin 500 mg #30, 2 refills, QID None 
02/02/01 Keflex 250 mg #30, 2 refills “Acute bronchitis.” 
01/26/02 amoxicillin 500 mg #30, 2 refills, QID “Bronchitis.”  “Took Ampicillin today 

and last night.” 
 
 (St. Ex. 15 at 1-8)  No body temperature was documented for any of the visits noted above.  

Moreover, on occasions when Dr. Reed had noted a complaint of sore throat and/or 
diagnosed acute pharyngitis, she failed to document the presence or absence of 
lymphadenopathy or pharyngeal exudate.  (St. Ex. 15 at 1-8) 

 
158. When asked if Dr. Reed’s prescribing of amoxicillin to Patient 11 had been appropriate, 

Dr. Clark replied,  
 

 Well, first of all, Amoxicillin comes in several strengths; 250 milligram 
strength, 500 milligram strength.  So this is a super strength of Amoxicillin.  
Being prescribed four times a day is inappropriate because it’s a 
three-times-a-day drug, and for reasonable indications like sinusitis, like even 
bacterial pharyngitis, it would be prescribed for ten days of therapy.  And here 
it appears to be for the intended use for a longer period of time. 

 
 (Tr. Vol. II at 138)  Further, after noting that Dr. Reed had frequently prescribed antibiotics 

to Patient 11 in the absence of valid indications, Dr. Clark stated, “[T]he more antibiotics 
that are being utilized in the public—in the community, in the population as a whole, the 
greater the chance that germs will pop up that are resistant to these antibiotics * * *.”  This 
could eventually result in Patient 11 coming down with an infection that would not respond 
to conventional treatment.  (Tr. Vol. II at 138-140) 
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159. In response to criticism of her treatment of Patient 11, Dr. Reed offered the following: 
 

• Dr. Reed testified that diabetic patients such as Patient 11 “are so very susceptible to 
infections, especially respiratory infections and urinary tract infections; very 
common.”  (Tr. Vol. I at 153)   

 
• Dr. Reed acknowledged that she had not always recorded the reasons for her 

antibiotic prescriptions for Patient 11.  (Tr. Vol. I at 152-154) 
 
• Dr. Reed disputed that she had prescribed amoxicillin for a period of thirty days.  

Dr. Reed testified, “I just prescribed it for—they can get refills if they need them.  
* * *  And as I said—Well, you probably see there that the rest of the family was 
sick, too, so they probably passed it around.”  (Tr. Vol. I at 155) 

 
• Dr. Reed acknowledged that she had prescribed amoxicillin 500 mg to be taken four 

times per day, and that it instead should have been prescribed to be taken three times 
per day.  Dr. Reed further testified that, after she had received the Board’s notice of 
opportunity for hearing, she looked the medicine up in a new edition of the PDR, and 
saw that “it’s changed.”  (Tr. Vol. I at 154) 

 
Dr. Clark’s Opinions Concerning Dr. Reed’s Treatment of Patient 11 
 
160. Dr. Clark testified that Dr. Reed’s treatment of Patient 11 “in most instances” had failed to 

conform to the minimal standard of care of similar practitioners under the same or similar 
circumstances.  Dr. Clark further testified that, “in most instances,” Dr. Reed had failed to 
use reasonable care discrimination in the administration of drugs, failed to employ 
acceptable scientific methods in the selection of drugs or other modalities for the treatment 
of disease, and failed to maintain minimal standards applicable to the selection or 
administration of drugs.  (Tr. Vol. II at 134-136) 

 
Dr. Reed’s Prescribing of a Controlled Substance to Patient 11 
 
161. Although not addressed by Dr. Clark in his testimony or his written report, on December 22, 

1995, Dr. Reed prescribed, among other things, Ativan 1 mg #30 with two refills, to be 
taken three times per day.  Dr. Reed’s medical records indicate only that Patient 11 was 
“[v]ery depressed,” had stated that “[s]he can’t take it any more,” and that she was under a 
lot of stress due to family problems.  Dr. Reed also documented that Patient 11 had told her 
that “[t]he Tofranil did not seem to help.”  In addition to the prescription for Ativan, 
Dr. Reed also prescribed Desyrel 50 mg #30 with one refill, to be taken at bedtime, and a 
Maxair Autohaler for asthma.  (St. Ex. 15 at 3 [middle] and 4 [middle]) 
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Dr. Reed’s Administration of Vitamin B12 Injections to Patient 1 and Patients 3 through 7 
 
162. Concerning injections of vitamin B12: 
 

• During the course of her treatment of Patient 6 from 1988 onward, Dr. Reed gave 
injections of vitamin B12 to Patient 6 on at least 146 occasions.  (St. Ex. 10 at 4-25) 

 
• During the course of her treatment of Patient 7, Dr. Reed gave injections of vitamin B12 

to Patient 7 on at least seventy-eight occasions.  (St. Ex. 11 at 1-15) 
 
• During the course of her treatment of Patient 4, Dr. Reed gave injections of vitamin B12 

to Patient 4 on seventeen occasions.  (St. Ex. 8) 
 
• During the course of her treatment of Patient 3 from 1988 onward, Dr. Reed gave 

injections of vitamin B12 to Patient 3 on sixteen occasions.  (St. Ex. 7 at 2-10) 
 
• During the course of her treatment of Patient 5, Dr. Reed gave injections of vitamin B12 

to Patient 5 on eleven occasions.  (St. Ex. 9) 
 
• During the course of her treatment of Patient 1, Dr. Reed gave injections of vitamin B12 

to Patient 1 on nine occasions.  (St. Ex. 5 at 1-8) 
 

163. Dr. Reed testified, “People come in all the time asking for [a vitamin B12 injection] when 
they feel tired and rundown and think they are coming down with something.”  Dr. Reed 
further testified that, if a patient asks her for a B12 injection, she complies.  In addition, 
Dr. Reed explained, “They always asked for it because they feel so much better when they 
take it.  They feel more like they are able to cope with all their problems.”  Dr. Reed added 
that she did not charge the patients for vitamin B12 injections.  Dr. Reed stated that she 
usually administers about one cc of the vitamin.  Dr. Reed further testified that she uses the 
injections herself.  Moreover, Dr. Reed testified, “If they find it helps them, I see no 
contraindication for it.”  (St. Ex. 7 at 1 [middle] and 5 [top, middle, and bottom]; Tr. Vol. I 
at 62-64, 121-122)   

 
 Dr. Reed further testified that she “wouldn’t dream of taking [vitamin B12] orally * * * 

[b]ecause 99 percent of it is destroyed in the stomach, so it’s much more effective if you 
give it as a shot.”  Dr. Reed added that “[f]or some reason the acidity in the stomach 
destroys so much of it.”  (Tr. Vol. I at 123) 

 
164. Dr. Clark testified that vitamin B12 is an important material used by the human body to 

form blood cells.  Dr. Clark disputed Dr. Reed’s assertion that a large portion of the 
vitamin B12 that is ingested with food is destroyed in the stomach.  Dr. Clark stated that, in 
fact, it is the acids in the stomach that encourages the body’s absorption of vitamin B12.  
Accordingly, Dr. Clark stated that injections of vitamin B12 are unnecessary unless the 
patient suffers from a deficiency of the vitamin, and is unable to ingest the vitamin by 
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mouth.  Dr. Clark testified that, in cases of pernicious anemia, the patients are unable to 
absorb sufficient quantities of vitamin B12 orally, and injections are necessary.  Dr. Clark 
testified that a blood test to identify vitamin B12 deficiency is simple, widely available, and 
inexpensive.  (Tr. Vol. II at 38-43)   

 
 Moreover, Dr. Clark testified that the only valid purpose for parenteral administration of 

vitamin B12 is to treat a patient who cannot absorb vitamin B12 via the oral route, and who 
has a deficiency of that vitamin as proven by a blood test.  Furthermore, Dr. Reed testified 
that “you want to avoid needles wherever possible,” because of the possibility that the 
needle could hit a nerve or be contaminated, or the injector could suffer a needle-stick 
injury.  (Tr. Vol. II at 43) 

 
165. In his written report, with regard to Patient 1 and 3 through 7, Dr. Clark stated that 

Dr. Reed’s medical record for each patient “does not lend support to the diagnosis of a 
vitamin B12 deficiency, particularly one that requires parental administration of this 
vitamin as opposed to the oral route.”  (St. Ex. 2 at 1, 3-7) 

 
Additional Information 
 
166. With regard to Dr. Reed’s care and treatment of Patient 1 through 11, Dr. Clark stated in 

his written report,  
 

 [T]here was only sparse demonstration by the physician via the documentation 
that an active clinical thought process was engaged that involved and 
integrated the following:  the collection of subjective findings (from the 
patient); followed by the collection of objective findings (by the physician); 
then establishing differential diagnoses; and, challenging these differential 
diagnoses with a regimen of trial medications or the furtherance of diagnostic 
testing to hone in on the true diagnoses * * *. 

 
 (St. Ex. 2 at 1-11)  With the exception of his report concerning Patient 2, Dr. Clark added, 
 

 [A]nd, finally performing follow-up care with accompanying medical record 
documentation relative to the progress of the patient along the continuum of 
care. 

 
 (St. Ex. 2 at 1, 3-11) 
 
167. While questioning Dr. Clark on cross-examination, Dr. Reed indicated that, in her 

community, people have been murdered by drug addicts seeking money to support their 
habit.  Dr. Reed asked, “What is the medical profession doing about this?  I mean, that’s 
why—that’s why I have been giving these very mild ones that keep them from killing 
somebody.  And it’s worked well for me, I don’t know why it’s such a terrible problem.”  
Dr. Clark testified that drug-addicted patients should be referred to an addiction provider, 
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or to other appropriate services.  Dr. Reed then indicated that, in her community, there are 
no providers to whom she could refer her patients.   

 
 Dr. Clark replied that if it is true that there were no addiction services available in her 

community, Dr. Reed should have adjusted her practice to address these issues.  Dr. Clark 
continued, 

 
 It is not a far cry for an internist or general practice physician or family 

medicine physician to now take up the specialty of substance abuse or 
addiction, become an addiction provider.  It takes some additional training, 
certification, and more importantly, documentation. 

 
 When you have—And you can have a regimen, a protocol, an addiction 

protocol in your practice.  It’s all about documentation.  It’s all about applying 
the sweat to that protocol for any patient that comes with that particular 
problem. 

 
 So yes, you could make that part of your scope of practice as a physician who 

has to deal with that if there are no other providers in the community who will 
serve the patients in that capacity, but then that puts a higher level of burden 
on that particular physician, because now he or she has to take on some 
additional responsibilities that they weren’t necessarily trained for in school. 

 
 (Tr. Vol. II at 148-150) 
 
168.  In setting forth her defense, Dr. Reed testified that employees at a General Motors facility 

in Mansfield are being prescribed large quantities of controlled substance medications such 
as Vicodin.  Dr. Reed further testified that “[t]hey are just flooding our county with drugs 
and narcotics,” which is increasing the rate of crime, and making it difficult for local 
physicians to treat patients.  Dr. Reed added, “And you think it’s terrible if we prescribe 
more than ten.  You see why I’m confused?”  (Tr. Vol. I at 163-165)   

 
169. Dr. Reed asked Dr. Clark concerning his opinion regarding the prescribing of sleeping 

pills, and of the propriety of prescribing sleeping pills along with other medications such as 
sedatives, tranquilizers, or anxiety medication.  Dr. Clark replied,  

 
 I prescribe sleeping pills based on a reasonable gathering of subjective 

information, attached to some objective findings with the intent that if this 
individual has been placed on this medication, they come back and see me, I’ll 
query them as to how well they did with that problem.  But I will then limit 
how much medication they get for that particular problem because I’m—
No. 1, I’m comfortable with my diagnosis. 
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 If I find out that they continue to have a sleeping problem, or problems with 
insomnia, then I have to start to think about other causes for it. 

 
 There may be medical conditions; there may be problems with—alcohol abuse 

is very common cause for people having insomnia.  There could be a 
psychiatric problem, depression.  Anxiety can lead to sleep disorders. 

 
* * * 

 
 So I don’t have a problem in prescribing sleeping pills because I understand 

they have their use, but I also abide by what is considered appropriate use. 
 
 Do I have a problem with sleeping pills being utilized with other sedative-like 

drugs? 
 

* * * 
 
 Yes, I do.  That patient is beyond my scope of practice.  That person not only 

has an insomnia problem—perhaps related to their anxiety condition—but 
also needs more sedative to calm their anxiety condition, then that person is 
out of my league.  That person needs to be seen by a psychiatrist.  I wash my 
hands of that particular situation. 

 
 (Tr. Vol. II at 155-157) 
 
170. Dr. Clark testified on cross-examination that complaints such as “the kids are driving me 

crazy” require consultation, not medication.  Dr. Clark further testified that anxiolytic 
medications such as Valium are useful for treating internal causes of anxiety by correcting a 
chemical imbalance in the patient’s body.  However, complaints such as “the kids are 
driving me crazy” point to an external cause for the anxiety, and those do not require drugs.  
Dr. Clark further testified that mothers with small children should not be prescribed such 
medications because those medications leave them less able to respond to emergencies, such 
as a house fire.  Accordingly, Dr. Clark testified that he tells such patients, “‘I’d rather you 
be a nervous wreck awake all night, than snowed under.’”  Moreover, Dr. Clark testified, 

 
 So my patients who need those drugs, who feel they need the drug—First of 

all, they may come in expressing a need for something, I give them 
something, and that is advice.  But I don’t give them drugs if it’s an external 
situation that’s leading them to that. 

 
 If it’s an external situation that’s leading to a few nights of restlessness, lack of 

sleep, for instance, a death in the family, yes, very appropriate to give them a 
sedative to help them rest, because they need all that energy to get through 
those—through that morbid situation, they need that rest so they can be of help. 
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 (Tr. Vol. II at 157-160) 
 
171. In her defense, Dr. Reed testified, 
 

 Well, I find it very difficult to see that there’s so much objection to giving 
these people mild narcotics that they don’t overdose on, or it’s very difficult 
for them to overdose on these very, very mild ones, and it keeps them from 
having convulsions, seizures, and they are able to go to work and they quit 
going around killing everybody. 

 
 I think it’s—I don’t know, I don’t think it’s all that bad, myself.  I mean, 

maybe it’s—you have a completely different opinion, but these people are all 
alive and doing reasonably well.  And they can—are able to go back to their 
usual activities.  I think that’s important. 

 
 (Tr. Vol. II at 175) 
 
 Dr. Reed further testified,  
 

 It’s very difficult to get these people into drug rehab programs.  They go in for 
a few weeks, they come back out, they are back out on the street and they get 
street drugs again and start all over again, the same thing all over again. 

 
 So I don’t know, I think this has worked very successfully for me.  Maybe you 

people have a different idea, different programs, but we try to get them into 
rehab if they will go, but they go right back into the problem. 

 
 (Tr. Vol. II at 175-176) 
 
172. Dr. Reed acknowledged that she is not very familiar with the statutes and rules governing 

the practice of medicine in Ohio, and those governing the prescribing of medication, 
especially controlled substances, in Ohio.  (Tr. Vol. I at 158-159) 

 
173. In her defense, Dr. Reed presented a signature list labeled by hand as coming from 

MedCentral Health Systems, Mansfield, Ohio.  The signature list bears a number of 
illegible signatures.  Dr. Reed testified concerning that document, “Those are the signatures 
of the doctors on the staff, and you’re supposed to guess which doctor signed it.”  Dr. Reed 
criticized the poor penmanship evidenced by that document, and added, “You can’t even 
tell which doctor wrote the orders.  * * * And I think it’s kind of shocking.  I just think it’s 
shocking.”  (Respondent’s Exhibit [Resp. Ex.] A; Tr. Vol. I at 160-161) 

 
 In addition, Dr. Reed brought with her to hearing a National Republican Congressional 

Committee National Leadership Award which was signed by Congressman Tom DeLay, 
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and which was presented to Barbara Reed, M.D., Honorary Co-chairman, Physicians’ 
Advisory Board.  (See Tr. Vol. I at 159-160) 

 
174.  Dr. Reed testified that she is an assistant county coroner in Richland County, Ohio.  

Dr. Reed further testified that she herself had been the county coroner a number of years 
ago.  (Resp. Ex. B; Tr. Vol. I at 161-162) 

 
 

FINDINGS OF FACT 
 
1. In the routine course of her practice, Barbara A. Reed, M.D., undertook the treatment of 

Patients 1 through 11.  As demonstrated in Dr. Reed’s patient records, she excessively 
and/or otherwise inappropriately prescribed controlled substances and dangerous drugs to 
Patients 1 through 11 without obtaining appropriate histories and performing accurate 
physical examinations, without utilizing diagnostic testing or other methods of evaluating 
the validity of the patients’ complaints or the nature or severity of the patients’ reported 
pain, without devising treatment plans, without periodically reassessing the effectiveness of 
the treatment, and/or without appropriately documenting the above actions.  In addition, 
at times, such prescribing occurred despite her knowledge that the patients were abusing 
controlled substances or exhibiting drug-seeking behavior.  Further, Dr. Reed failed to 
provide and/or document the rationale for prescribing prolonged courses of antibiotics, 
placing the patients at great risk for developing bacterial infections resistant to commonly 
used antibiotics, and she prescribed potent broad spectrum antibiotics that should be 
reserved for select clinical circumstances in order to maintain their overall use in the 
population and impede the emergence of resistant bacterial strains. 

 
 Examples of such prescribing and/or conduct include, but are not limited to, the following: 
 

a. In her care of Patient 1 since 1994, Dr. Reed frequently treated Patient 1 for a sore 
throat; however, she failed to perform and/or document an appropriate evaluation 
and/or a throat culture to substantiate a diagnosis of bacterial-based acute pharyngitis 
that warranted fifteen days of uninterrupted treatment with amoxicillin as opposed to 
the Physicians’ Desk Reference [PDR] recommended ten days.  She prescribed 
amoxicillin on February 21, 1995; Cipro on March 8, 1999; and Keflex on August 14, 
2000, in manners that constituted inappropriate treatment plans for true streptococcal 
pharyngitis.  Placing the patient at great risk for developing bacterial infections 
resistant to commonly used antibiotics, Dr. Reed often prescribed prolonged courses 
of antibiotics; however, she failed to document the diagnosis.  Additionally, without 
documenting the justification, she inappropriately prescribed amoxicillin at a dosing 
schedule of four times per day as opposed to the PDR recommended three times per 
day.  Dr. Reed also failed to document the patient’s body temperature, and the 
presence or absence of lymphadenopathy or pharyngeal exudate.  On some occasions, 
instead of prescribing penicillin or amoxicillin, Dr. Reed inappropriately prescribed 
ciprofloxacin or azithromycin to Patient 1 without any documentation of the rationale 
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or basis for utilizing these potent broad spectrum antibiotics that should be reserved 
for select clinical circumstances to maintain their overall usefulness in the population 
and to avert the emergence of resistant bacterial strains. 

 
 Dr. Reed’s treatment of Patient 1 included inappropriately prescribing frequent doses 

of meprobamate for the diagnosis of anxiety without performing and/or documenting 
an appropriate evaluation and assessment of the patient’s symptoms.  Further, 
Dr. Reed failed to document any concern regarding the potential of this patient 
becoming addicted to and physiologically tolerant of meprobamate.  

 
 Dr. Reed appropriately diagnosed Patient 1 as having hyperlipidemia; however, she 

failed to counsel and/or failed to document that she had counseled the patient 
concerning a low-lipid diet as part of the treatment plan. 

 
b. In her care of Patient 2 since 1988, Dr. Reed treated Patient 2 for a sore throat; 

however, she failed to perform and/or document an appropriate evaluation and/or a 
throat culture to substantiate a diagnosis of bacterial-based acute pharyngitis that 
warranted antibiotic treatment.  She further failed to document the patient’s body 
temperature, and the presence or absence of lymphadenopathy or pharyngeal exudate. 

 
 In 1999, Dr. Reed treated Patient 2 for acute cystitis, despite that the urinalysis only 

demonstrated trace protein rather than signs of inflammation or infection such as 
positive nitrite, positive leukocytes, or positive blood.  Further, she failed to perform 
and/or document a suprapubic, flank abdominal, or pelvic examination to discern the 
reason for the patient’s presenting complaint of dysuria. 

 
c. In her care of Patient 3 since 1988, Dr. Reed frequently and inappropriately treated 

Patient 3 for severe arthritis; however, she often failed to document instances of the 
delineation of the patient’s joint symptomatology such as:  which joints, their ranges 
of motion, and the localization of back discomfort.  Further, she failed to perform 
and/or document musculoskeletal evaluations to support the diagnosis and the 
prescribing of Tylenol with codeine over multiple years.  Further, despite that 
Patient 3 had an odor of alcohol on his breath on one occasion, in light of the 
evidence regarding Patient 3, Dr. Reed inappropriately prescribed Tylenol with 
codeine to Patient 3.   

 
 On July 24, 2000, Dr. Reed diagnosed Patient 3 with asthma; however, she failed to 

perform and/or document a physical assessment to substantiate this diagnosis. 
 
 On multiple occasions, Dr. Reed prescribed to Patient 3 prolonged courses of 

amoxicillin; however, she failed to perform and/or document objective findings to 
substantiate the rationale for its use, placing the patient at great risk for developing 
bacterial infections resistant to commonly used antibiotics.  Dr. Reed also prescribed 
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amoxicillin at a dosing schedule of four times per day as opposed to the PDR 
recommended three times per day. 

 
d. In her care of Patient 4 since 1993, Dr. Reed treated Patient 4 for a sore throat on 

many occasions; however, she failed to perform and/or document an appropriate 
evaluation and/or a throat culture to substantiate a diagnosis of bacterial-based acute 
pharyngitis.  Although this patient was noted as being allergic to penicillin, Dr. Reed 
inappropriately prescribed ciprofloxacin or azithromycin to Patient 4 without any 
documentation of the rationale or basis for utilizing these potent broad spectrum 
antibiotics that should be reserved for select clinical circumstances to maintain their 
overall usefulness in the population and to avert the emergence of resistant bacterial 
strains.  She also failed to document the patient’s body temperature, and the presence 
or absence of lymphadenopathy or pharyngeal exudate.   

 
 Dr. Reed frequently treated Patient 4 for cystitis; however, she failed perform and/or 

document an appropriate evaluation and assessment of the patient’s symptoms to 
conclude that the patient had cystitis of bacterial origin. 

 
 Dr. Reed prescribed to Patient 4 a steady regimen of Librax over multiple years.  On 

the first instance that Dr. Reed prescribed this medication, the only reason 
documented in the medical record was simply, “She likes Librax.”  Further, although 
Librax is generally prescribed for the treatment of irritable bowel syndrome, Dr. Reed 
failed to perform and/or document an appropriate evaluation, diagnosis, and/or 
assessment of the patient’s symptoms.   

 
e. In her care of Patient 5 since 1999, Dr. Reed’s treatment of Patient 5 included 

inappropriately prescribing frequent doses of analgesic controlled substances for the 
diagnosis of back pain and Xanax for the diagnosis of anxiety without performing 
and/or documenting an appropriate evaluation and assessment of the patient’s 
symptoms.  Similarly, Dr. Reed frequently inappropriately prescribed Darvocet 
without adequate documentation of an evaluation and assessment of the patient’s 
medical conditions, the response to treatment, or any consideration about the 
appropriateness of the amount of Darvocet being prescribed.  During the course of 
Dr. Reed’s treatment, even though Patient 5 had displayed the following drug-seeking 
behavior, she continued to inappropriately prescribe controlled substances.   

 
• On May 28, 1999, Dr. Reed documented that Patient 5 expressed a preference for 

Vicodin.   
 
• On August 4, 1999, Dr. Reed prescribed to Patient 5 Darvocet and Soma and, the 

following day, Patient 5 was treated in the emergency department for an apparent 
overdose of these drugs. 
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• On June 20, 2000, Dr. Reed noted in the patient record that Patient 5 was very 
“rude & mad” in her effort to obtain more “pain pills.”   

 
f. In her care of Patient 6 since 1988, Dr. Reed’s treatment of Patient 6 included 

inappropriately prescribing frequent doses of analgesic controlled substances, Xanax, 
sedative-hypnotics, and antidepressants for the corresponding diagnoses of back pain, 
anxiety, and sleep and depression disorders without performing and/or documenting 
an appropriate evaluation and assessment of the patient’s symptoms.  Further, on 
August 23, 2000, despite Dr. Reed documenting, “she is so depressed today she can 
hardly stand it,” Dr. Reed failed to perform and/or document an assessment of the 
complaint to determine if Patient 6 was in fact suicidal.   

 
 Dr. Reed inappropriately prescribed Restoril and ProSom for periods far greater than 

short term as recommended by the PDR.  Further, without clear indication for 
medical necessity, she inappropriately prescribed to Patient 6 the following 
combinations of drugs which were hazardous due to their combined effect on the 
sensorium: 

 
• Meprobamate and Dalmane; 
 
• Lorazepam, Restoril and Soma; 
 
• Lorazepam and ProSom. 

 
 Although Dr. Reed often prescribed courses of antibiotics, she failed to perform 

and/or document an appropriate evaluation, diagnosis, assessment of the patient’s 
symptoms, and the rationale for their use, thus placing the patient at great risk for 
developing bacterial infections resistant to commonly used antibiotics. 

 
 Patient 6 was treated on many occasions for sore throat; however, Dr. Reed failed to 

perform and/or document a throat culture to substantiate the diagnosis of 
bacterial-based acute pharyngitis. 

 
g. In her care of Patient 7 since 1990, Dr. Reed’s treatment of Patient 7 included 

inappropriately prescribing frequent doses of Xanax for the diagnosis of back pain, and 
Tranxene for the diagnosis of anxiety, without performing and/or documenting an 
appropriate evaluation and assessment of the patient’s symptoms.  In 1997, a lumbar 
spine x-ray revealed possible lumbar facet degenerative disease, but subsequent x-rays 
were reported as appearing normal.  Although Patient 7 continued to complain of severe 
back pain, Dr. Reed failed to order more advanced radiological studies of the back and 
continued to inappropriately prescribe analgesic controlled substances.  Further, she 
failed to document any concern about this patient becoming addicted to and 
physiologically tolerant of the controlled substances prescribed by her in this setting. 
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 Placing the patient at great risk for developing bacterial infections resistant to 
commonly used antibiotics, Dr. Reed’s treatment of Patient 7 included 
inappropriately and frequently prescribing antibiotics including the following:  
amoxicillin on October 14, 1994; February 3 and December 4, 1996; October 1, 1997; 
January 20, 1998; December 29, 1999; and February 27 and September 26, 2001; and 
Cipro on April 17, 1998.  Additionally, Dr. Reed failed to perform and/or document 
an appropriate evaluation, diagnosis, and/or assessment of the patient’s symptoms.   

 
h. In her care of Patient 8 since 1988, Dr. Reed’s treatment of Patient 8 included 

inappropriately prescribing frequent doses of Xanax for a diagnosis of anxiety 
without performing and/or documenting an appropriate evaluation and assessment of 
the patient’s symptoms.  On multiple occasions Dr. Reed prescribed to Patient 8 a 
hazardous combination of Restoril and Xanax; however, she failed to document the 
rational for this combination or for the use for either drug alone. 

 
 Dr. Reed’s treatment of Patient 8 included inappropriately prescribing frequent doses 

of analgesic controlled substances for headaches of unknown etiology for multiple 
years.  However, she failed to perform and/or document any form of diagnostics, and 
she failed to undertake any additional pertinent studies to ensure that the headaches 
were of benign nature. 

 
 During the course of Dr. Reed’s treatment, even though Patient 8 had displayed the 

following drug-seeking behavior and/or signs of drug abuse, Dr. Reed continued to 
inappropriately prescribe controlled substances.   

 
• On October 21, 1991, the patient requested Valium and, although this request was 

refused, Dr. Reed prescribed Serax, a medication related to Valium.  
 
• On May 12, 2000, the patient was noted as indicating a preference for Percocet. 
 
• On May 31, 2001, an emergency department encounter revealed that the patient 

had a history of substance abuse. 
 
i. In her care of Patient 9 since 1999, Dr. Reed documented that Patient 9 suffered from 

pain and discomfort; however, Dr. Reed failed to perform and/or document a 
corresponding physical examination.  Additionally, Dr. Reed treated Patient 9 for 
neck pain by frequently prescribing analgesic controlled substances for more than two 
years; however, Dr. Reed failed to order a radiological evaluation of Patient 9’s neck 
to dismiss the possibility of an anatomical pathological lesion and help further discern 
the nature of the problem. 

 
 Dr. Reed’s treatment of Patient 9 included inappropriately prescribing frequent doses 

of sedative-hypnotics for the diagnosis of anxiety without performing and/or 
documenting an appropriate evaluation and assessment of the patient’s symptoms.  
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Further, Dr. Reed prescribed to Patient 9 a steady regimen of Xanax during 2001; 
however, she failed to document a diagnosis or a treatment plan.  Additionally, on 
several occasions Dr. Reed prescribed Restoril for 30-day periods, which is longer 
than that indicated in the setting of temporary relief of sleep disorders. 

 
 During the course of Dr. Reed’s treatment of Patient 9, even though Patient 9 had 

displayed the following drug-seeking behavior, Dr. Reed continued to inappropriately 
prescribe controlled substances.   

 
• On June 28, 1999, Dr. Reed documented that Patient 9 had had slurred speech on 

the phone and that he had requested Darvocet, claiming that he lost his bottle that 
had a refill.  However, Dr. Reed also documented that the patient reported later in 
the conversation that he in fact got a refill.   

 
• On April 7, 2000, Dr. Reed documented that the patient, “Thinks he would like to 

try Codeine.”  Dr. Reed denied this request; however, she instead prescribed 
Darvocet.  

 
j. In her care of Patient 10 since 1996, Dr. Reed’s treatment of Patient 10 included 

inappropriately prescribing frequent doses of controlled substances and 
sedative-hypnotics for the corresponding diagnoses of back pain and anxiety without 
performing and/or documenting an appropriate evaluation and assessment of the 
patient’s symptoms.  Further, Dr. Reed failed to document the localization of back 
discomfort, the range of motion, and any neurological findings associated with the 
back pain, such as sciatica from nerve root irritation.  She also failed to undertake any 
additional pertinent studies. 

 
 Without a clear indication of medical necessity, Dr. Reed frequently prescribed to 

Patient 10 a hazardous combination of drugs that are prone to abuse, specifically, 
Fioricet, Darvocet, Soma, and Ativan.  During the course of Dr. Reed’s treatment, 
even though Patient 10 had displayed the following drug-seeking behavior, she 
continued to inappropriately prescribe controlled substances.   

 
• On May 1, 1999, although Dr. Reed documented that the patient verbally 

expressed a preference for Fioricet instead of Darvocet and that, “Her husband 
likes [Fioricet] too,” Dr. Reed inappropriately prescribed Fioricet to Patient 10. 

 
• Despite previously documenting that Patient 10 was allergic to ASA, Dr. Reed 

inappropriately prescribed Darvon Compound 65 after Patient 10 said that she was 
no longer allergic to ASA and requested Darvon Compound 65.   

 
k. In her care of Patient 11 since 1993, Dr. Reed treated Patient 11 for a sore throat on 

many occasions.  However, Dr. Reed failed to perform and/or document an 
appropriate evaluation and/or a throat culture to substantiate a diagnosis of 
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bacterial-based acute pharyngitis to such an extent that it warranted fifteen days of 
uninterrupted treatment with amoxicillin as opposed to the PDR recommended ten 
days, which is an inappropriate treatment plan for true streptococcal pharyngitis.  
Further, Dr. Reed failed to document the patient’s body temperature or the presence 
or absence of lymphadenopathy or pharyngeal exudate.  Moreover, placing the patient 
at great risk for developing bacterial infections resistant to commonly used 
antibiotics, Dr. Reed often prescribed prolonged courses of antibiotics, generally 
amoxicillin, once at the patient’s request; however, she failed to document the 
underlying diagnosis.  Additionally, without documenting the justification, Dr. Reed 
inappropriately prescribed amoxicillin at a dosing schedule of four times per day as 
opposed to the PDR recommended three times per day.   

 
2. When treating Patients 1 and 3 through 7, on multiple instances, Dr. Reed gave the patients 

injections of vitamin B12.  She failed to document in the medical records support of a 
diagnosis of a vitamin B12 deficiency, particularly one that requires parenteral 
administration of this vitamin, rather than oral administration.   

 
3. When treating Patients 1 through 11, Dr. Reed failed to document and/or demonstrate an 

active clinical thought process that involved and integrated the following:  the collection of 
subjective findings from the patient; followed by the collection of objective findings by the 
physician; establishing differential diagnoses; and then challenging these differential 
diagnoses with a regimen of trial medications or the furtherance of diagnostic testing to 
hone in on the true diagnoses.   

 
 In addition, with regard to Patients 1 and 3 through 11, Dr. Reed failed to document 

follow-up care with accompanying medical record documentation relative to the progress 
of the patient along the continuum of medical care. 

 
4. When treating Patients 1 through 3 and 5 through 11, Dr. Reed routinely failed to maintain 

records that accurately reflected her evaluation, examination, and the utilization of 
controlled substances in the treatment of those patients, and the diagnoses and purposes for 
which the controlled substances were being utilized.  

 
5. With regard to Findings of Fact 4, above, concerning Dr. Reed’s care and treatment of 

Patient 4, the Hearing Examiner could find no evidence that Dr. Reed had prescribed 
controlled substances to Patient 4.  Specifically, there is no evidence in the hearing record 
that Librax is a controlled substance.   

 
6. The Hearing Examiner could not find any instance where meprobamate had been 

prescribed to Patient 3, as had been charged in the Board’s September 10, 2003, notice of 
opportunity for hearing.   
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CONCLUSIONS OF LAW 
 
1. The conduct of Barbara A. Reed, M.D., as set forth in Findings of Fact 1 through 3, that 

occurred before March 9, 1999, constitutes “[f]ailure to use reasonable care discrimination 
in the administration of drugs, or failure to employ acceptable scientific methods in the 
selection of drugs or other modalities for treatment of disease,” as those clauses are used in 
Section 4731.22(B)(2), Ohio Revised Code, as in effect before March 9, 1999.  

 
2. The conduct of Dr. Reed as set forth in Findings of Fact 1 through 3 that occurred on or 

after March 9, 1999, constitutes “[f]ailure to maintain minimal standards applicable to the 
selection or administration of drugs, or failure to employ acceptable scientific methods in 
the selection of drugs or other modalities for treatment of disease,” as those clauses are 
used in Section 4731.22(B)(2), Ohio Revised Code. 

 
3. The conduct of Dr. Reed as set forth in Findings of Fact 1 through 4 constitutes “[a] 

departure from, or the failure to conform to, minimal standards of care of similar 
practitioners under the same or similar circumstances, whether or not actual injury to a 
patient is established,” as that clause is used in Section 4731.22(B)(6), Ohio Revised Code.  

 
4. Rule 4731-11-02(D), Ohio Administrative Code, requires as follows, 
 

 A physician shall complete and maintain accurate medical records reflecting 
the physician’s examination, evaluation, and treatment of all the physician’s 
patients.  Patient medical records shall accurately reflect the utilization of any 
controlled substances in the treatment of a patient and shall indicate the 
diagnosis and purpose for which the controlled substance is utilized, and any 
additional information upon which the diagnosis is based.   

 
 Ohio Adm.Code 4731-11-02(D), as in effect since September 1, 2000.  (Note that the only 

change from the earlier version of this rule, as in effect from November 17, 1986, through 
August 31, 2000, was to make the language gender-neutral.)   

 
 Accordingly, the conduct of Dr. Reed as set forth in Findings of Fact 4 constitutes “violating 

or attempting to violate, directly or indirectly, or assisting in or abetting the violation of, or 
conspiring to violate, any provisions of this chapter or any rule promulgated by the board,” as 
that clause is used in Section 4731.22(B)(20), Ohio Revised Code, to wit:  4731-11-02(D), 
Ohio Administrative Code, as in effect from November 17, 1986, through August 31, 2000, 
and since September 1, 2000.  Pursuant to Rule 4731-11-02(F), Ohio Administrative Code, 
violation of Rule 4731-11-02(D), Ohio Administrative Code, also violates Sections 
4731.22(B)(2) and (6), Ohio Revised Code. 

 
* * * * * 

 
The evidence is clear that Dr. Reed’s continued practice presents a danger to the public.   
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