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STATEMENT OF THE CASE

On June 24, 1998, the Maryland State Board of Physician Quality Assurance ("Board")
issued to Joseph O. Boggi, O.D., (“Respondent”) an Amended Order for Summary Suspension of
License to Practice Medicine pursuant to Md. Code Ann., State Gov’t. § 10-226(c) (1995 Repl.
vol.). On August 17, 1998, the Board filed charges against the Respondent for allegedly immoral or
unprofessional conduct in the practice of medicine; being professionally, physically, or mentally
incompetent; and, failing to cooperate with a lawful investigation conducted by the Board in

violation of the Medical Practice Act, Md. Code Ann., Health Occ. § 14-404(a)(3), (4) and (33)

(Supp. 1998).



A pre-hearing conference was held on August 28, 1998, at the Office of Administrative

Hearings before Ann C. Kehinde, Administrative Law Judge ("ALJ"). An evidentiary hearing was

held on September 16, 17, 18, and 23, and October 1, 2, 26 and 30, 1998, pursuant to Md. Code

Ann., Health Occ. § 14-405(a) (Supp. 1998). Dawn L. Rubin, Esquire, Administrative Prosecutor,

represented the State. The Respondent was present and was represented by Jack L. B. Gohn,

Esquire, and Tatia L. Gordon-Troy, Esquire.

Procedure in this case is governed by the contested case provisions of the Administrative

Procedure Act, Md. Code Ann., State Gov't §§ 10-201 through 10-226 (1995 & Supp. 1998), Code

of Maryland Regulations ("COMAR") 10.32.02 and the Rules of Procedure of the Office of -

Administrative Hearings ("OAH"), COMAR 28.02.01.

ISSUES

The issues in this case are:

1.

Whether the health, safety, and welfare of the public imperatively required a suspension
of the Respondent’s license to practice medicine pursuant to Md. Code Ann,, Health
Occ. § 10-226(c);

Whether the Respondent committed any immoral or unprofessional conduct in the
practice of medicine in violation of Md. Code Ann., Health Occ. § 14-404(a)(3);
Whether the Respondent is professionally, physically or mentally incompetent in
violation of Md. Code Ann., Health Occ. § 14-404(a)(4);

Whether the Respondent failed to cooperate with a lawful investigation conducted by
the Board in violation of Md. Code Ann., Health Occ. § 14-404(a)(33);

If the answer to any of the above is in the affirmative, what sanction(s) should be



Exhibits

imposed against the Respondent.

SUMMARY OF THE EVIDENCE

The Board submitted ninety-nine (99) exhibits which were admitted into evidence; a list of

the exhibits is attached as Addendum A.

The Respondent submitted twenty-five (25) exhibits which were admitted into evidence; a

list of the exhibits is attached as Addendum B.

Testimony

The following witnesses testified on behalf of the Board:

1.

2.

7.

8.

Ellen McDaniel, M.D., testified as an expert in the forensic psychiatry and psychiatry;
Pamela Cromer, Compliance Analyst, BPQA,;

Stephen E. Wiggins, M.D., Convenient Health Care, Waldorf, Maryland,;

Loselle Savage, Front Office Supervisor, 75 :

Thomas Dooley, M.D., private practice, Olney, Maryland;

Richard Cioffi, M.D., Vice President for Medical Affairs, Holy Cross Hospital, Silver
Spring, Maryland;

Richard Walton, Compliance Analyst, BPQA,

Thomas Dolan, Outreach Coordinator, Physicians Rehabilitation Committee (“PRC”);

The Respondent testified on his own behalf and presented the following witnesses:

1.

2.

Ronald L. Harmon, M.D., testified as an expert in psychiatry and regarding Attention
Deficit Disorder (*“ADD”);

Keith A. Rosenberg, Esquire;



Barry E. Thompson, Physician’s Assistant (testified by telephone);
Ronald Koshes, M.D., testified as an expert in psychiatry;
Gregorio Koss, M.D., Cardiologist (testified by telephone);

John Redding, Jr., X-Ray Technologist;

Mary Ellen Bower, Medical Transcriptionist.

STIPULATIONS

The parties having stipulated, the following facts are established by clear and convincing evidence:

l.

At all times relevant to the charges and the Amended Order for Summary Suspension
of License to Practice Medicine, Respondent was licensed to practice medicine in the
State of Maryland. Respondent was initially licensed to practice medicine in
Maryland in 1988, under license number H36807.

Respondent is presently not affiliated with any hospitals. Respondent applied for
medical staff privileges at Montgomery General Hospital, and later withdrew his
application. He also applied for privileges at Shady Grove Adventist Hospital, and
later withdrew his application as well.

Sometime during March of 1996, Respondent applied for initial Medical Staff
membership and clinical privileges at Holy Cross Hospital (“Holy Cross”) in Silver
Spring, Maryland. On January 7, 1997, the Medical Executive Committee at Holy
Cross voted to recommend that Respondent’s initial application for Medical Staff
membership and clinical privileges be denied.

By letter dated January 15, 1997, Holy Cross filed a Report of Disciplinary Action
with the Board in accordance with Health Occ. § 14-413 (1994).

Following Holy Cross’ initial denial of privileges to Respondent, Respondent
requested a hearing on the hospital’s recommendation. On or about October 9, 1997,
Holy Cross’ final decision was to deny Respondent’s application for initial
appointment.



FINDINGS OF FACT

Having considered all of the evidence presented, I find the following facts by clear and

convincing evidence:

1.

The Respondent received a doctorate in osteopathy from the University of
Osteopathic Medicine and Surgery, Des Moines, lowa in 1983,

The Respondent served his residency at the Walter Reed Army Medical Center in
Internal Medicine from 1985 to 1988 and he also received his certification in
internal medicine from the American Board of Internal Medicine in 1988.

In early June, 1992, the Respondent was returning from an emergency call at
Kimbrough Army Hospital at Fort Meade. The Respondent was sleep deprived,
was not on medication and had been using caffeine.

The Respondent was stopped by the military police (“MP”) for exceeding the posted
speed limit. After the Respondent was issued his speeding citation, he got into his
vehicle to leave before being dismissed by the MPs. In doing so, the Respondent
unintentionally struck one of the MPs with the door of the vehicle. The Respondent
left the scene and was stopped again by the MPs a short distance from the original
traffic stop anc charged with fleeing and alluding (or its equivalent). The
Respondent was not charged with assault.

During the arrest, the Respondent received another call from the Emergency Room.
The MPs allowed the Respondent to return to the hospital to attend to the patient
and to turn himself in later for processing on the criminal charge.

The Respondent’s privileges at Kimbrough Army Hospital were first held in
abeyance and then suspended as a result of the incident with the MP. The
Respondent received psychiatric evaluation and treatment.

The Army did not pursue a Medical or Administrative Board and his privileges were
fully reinstated in June of 1993. The Respondent was honorably discharged from
the Army in January of 1994.

The BPQA was informed that the Respondent’s privileges at Kimbrough Army
Hospital were suspended and referred the Respondent to the Physician
Rehabilitation Committee (“PRC”) for evaluation but did not take any adverse
action against the Respondent’s license.



Psychiatric History

9.

10.

11.

12.

13.

14.

The Respondent was first diagnosed as having Attention Deficit Disorder,
Hyperactivity (“ADD”), by Dr. Nicholas Rock, Chief of the Department of
Psychiatry at Walter Reed Army Medical Center in 1988.

When the Respondent was diagnosed with ADD he began taking methylphenidate
(10 mg PO TID) and had a good response to the medication. The medication was
discontinued in 1990. He resumed taking methyphenidate in March of 1992.

After the incident with the MPs, Dr. Andrew Gergely evaluated the Respondent on
July 31, 1992, and noted that the Respondent had a sense of entitlement and inflated
self-worth as well as a diagnosis of ADD, adult residual type. Dr. Gergely noted
that Narcissistic personality disorder traits were present in the Respondent.

The Respondent was evaluated in August of 1992, by Harry E. Gwirtsman, M.D.
Dr. Gwirtsman diagnosed the Respondent with Attention Deficit Disorder, Residual

Type.

Ronald J. Koshes, M.D., is a Board Certified Psychiatrist. Dr. Koshes treated the
Respondent from 1991-92, while the Respondent was in the Army and from 1995
until the present.

In October of 1992, Dr. Koshes was the Chief of the Department of Psychiatry at
Walter Reed. Dr. Koshes completed a psychiatric evaluation of the Respondent
consisting of seven (7) visits including neuropsychological testing and radiographic
studies. Dr. Koshes diagnosed the Respondent as having an Adjustment Disorder
with mixed emotional features on AXIS I and Attention Deficit Hyperactivity
Disorder, moderate residual type, on AXIS II.

The Psychiatric evaluation ordered by the BPQA

15.

16.

17.

18.

After the Respondent’s request for privileges at Holy Cross Hospital were denied,
the hospital sent a Report of Disciplinary Action to the BPQA, as required by law.

On October 29, 1997, the BPQA’s Weekly Review Panel, recommended that the
Respondent be reevaluated by the PRC based on the denial of Medical Staff
membership and clinical privileges at Holy Cross Hospital.

The PRC met with the Respondent on January 13, 1998, and recommended to the
BPQA that the Respondent be referred to Lee Haller, M.D. for a “second opinion”.

It is the PRC’s practice to have the physician being evaluated contact the evaluator
directly to schedule the appointment.



19.

20.

21.

22.

23.

24.

25.

The Respondent contacted Dr. Haller to interview him regarding his knowledge of
Adult ADD. The Respondent requested that he be allowed to see another doctor for
an evaluation and the PRC agreed. The PRC usually sends the evaluating doctor
information as to what it expects to be included in the evaluation. In the
Respondent’s case this was not done because the period of time between the
selection of Dr. Troshinsky by the Respondent, and the appointment, was brief.

Charles H. Troshinsky, M.D., evaluated the Respondent on February 17, 1998, and
sent a brief report to the Physician Rehabilitation Committee. Dr. Troshinsky found
the Respondent suffered from ADD but did not find any other psychopathology. Dr.
Troshinsky further opined that he had no way of evaluating the Respondent’s
competency as an internist.

The BPQA was informed of the results of Dr. Troshinsky’s evaluation. By letter
dated April 15, 1998, the BPQA informed the Respondent that he was directed to
appear for a psychiatric examination with Ellen G. McDaniel, M.D., on April 27,
1998. The BPQA’s letter to the Respondent is silent regarding whether the
Respondent may have contact with Dr. McDaniel prior to the evaluation; it does
state that if the Respondent needs directions he can contact Dr. McDaniel by
facsimile.

The Respondent discussed the BPQA’s directive with his attorney, Keith
Rosenberg. Mr. Rosenberg had been retained to represent the Respondent in prior
matters and gave the Respondent legal advice in this matter between March and
May 12, 1998. Mr. Rosenberg advised the Respondent not to submit for the
evaluation with Dr. McDaniel because the Respondent had advised him that he had
already submitted to one psychiatric evaluation with positive results.

Mr. Rosenberg notified the BPQA on or about May 12, 1998, that he had not been
retained by the Respondent to represent him in the pending matter before the BPQA.

The Respondent did not appear for the psychiatric evaluation with Dr. McDaniel on
April 27, 1998.

On April 29, 1998, the Respondent appeared at the offices of the BPQA without an
appointment. Richard Walton and Charles Cichon met with the Respondent. Mr.
Cichon told the Respondent that he could not come to the offices to talk with BPQA
staff without an appointment. Mr. Cichon also accused the Respondent of giving a
false name to gain entry; the Respondent denied giving a false name. The
Respondent was also advised that if he had an attorney representing him he should
have the attorney communicate with the BPQA.



26.

27.

28.

29.

Mr. Walton also spoke with the Respondent separately. Mr. Walton told the
Respondent that, speaking as a friend, he should submit to the psychiatric evaluation
because the BPQA could suspend the Respondent for failing to cooperate with the
evaluation.

The Respondent initiated many telephone calls and sent numerous facsimiles to the
BPQA between March and July 1998. Some of the facsimiles were duplicates of
earlier facsimiles sent to the BPQA and some were sent very late at night.

The Respondent also visited the offices of the BPQA on several occasions. During
these telephone calls and visits, the Respondent’s communication appeared
unfocused and at times he spoke in a low whisper and other times he became quite
loud. The Respondent exhibited a wide range of emotions during many of his
contacts with the BPQA.

The Respondent called Dr. McDaniel on May 18, 1998, and left a message with Dr.
McDaniel’s answering service stating that he wanted Dr. McDaniel to call him so
that they could discuss attention deficit disorder. Dr. McDaniel did not return the
call.

On May 21, 1998, the Respondent called Dr. McDaniel and she answered; an
appointment was scheduled for June 3, 1998. The June 3" appointment was re-
scheduled for June 17, 1998, and took place on that date.

Respondent’s Employvment History

31

32.

33.

34.

35.

The Respondent was employed at Convenient Health Care from October 1994 to
January 1995, and returned to Convenient Health Care in July of 1995 until
December of 1996. Convenient Health Care is an urgent care center accepting both
walk-in and return patients.

The Respondent exhibited good clinical skills at Convenient Health Care and there
were no complaints from patients. Some of the return patients would specifically
request that the Respondent care for them.

There were no complaints from the staff at Convenient Health Care except for one
physician assistant who believed the Respondent took too many breaks.

The Respondent has a direct, sometimes abrupt, approach with staff and expected
his directions to be followed without excuses.

Prior to December 24, 1996, the Respondent had asked the Director of Convenient
Health Care, Dr. Wiggins, for additional hours. Dr. Wiggins offered the



36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

Respondent additional hours by calling him the day he needed the Respondent to
work.

Late in the afternoon of December 24, 1996, the Respondent met with Dr. Wiggins
again to request more hours on a regular basis. Dr. Wiggins told the Respondent
that he would not give him additional hours on a regular basis.

The Respondent was frustrated and upset by the results of his conversation with Dr.
Wiggins. The Respondent went to look for a place in the office where he could be
alone and cope with his disappointment in not being given additional hours. All the
areas usually used by staff for taking a break were occupied.

The Respondent hit the wall outside the x-ray processing room with his fist causing
a large and deep dent in the wall. No one saw the Respondent hit the wall.

The Respondent was not treating, diagnosing or caring for patients when he hit and
damaged the wall. No patients asked what happened to the wall or what caused the
noise.

When the Respondent hit the wall, Dr. Wiggins was in a treatment room with a
patient and heard the noise. It did not interfere with Dr. Wiggins’ treatment of his
patient.

The Respondent subsequently apologized to Dr. Wiggins and to the other staff for
his actions. He promised to fix the damage to the wall.

Dr. Wiggins fired the Respondent. The Respondent did not leave the clinic and Dr.
Wiggins spoke with his partner, Dr. Abramson, by telephone.

As a result of the conversation between Dr. Wiggins and Dr. Abramson, the
Respondent worked his regular assigned shifts the week between Christmas Eve and
New Year’s Eve. The Respondent’s shifts were completed without incident. The
Respondent began repairs to the wall with his own equipment and supplies.

As the Respondent was leaving the clinic on December 31, 1996, Dr. Wiggins ran
up to him, and in the presence of the other staff, told the Respondent that he was
fired. The Respondent stated in a non-threatening manner, that he would come back
to the clinic on the next day it was open.

During the holiday, the Respondent attempted to get Dr. Wiggins’ partner, Dr.
Abramson, to rescind the termination. Dr. Abramson was on vacation.

The Respondent returned to the clinic the first day it was open after the holiday and



47.

48.

49.

50.

51.

52.

53.

54.

55.

Dr. Wiggins summonsed the police. Dr. Wiggins collected his belongings and left
the clinic without incident.

The Respondent was hired by Thomas Dooley, M.D., a general prqctitionerZ in
Olney, Maryland, in November of 1994. The Respondent began W(?rklng full time
for Dr. Dooley on December 15, 1994, and left Dr. Dooley’s practice on June 26,

1995.

Dr. Dooley’s office was very disorganized and the medical records kept for. patients
were not up to date and were poorly organized. Dr. Dooley disliked dictating not@s
for the medical records and some of the other administrative tasks necessary 1l

running a medical practice.

Dr. Dooley’s wife, Sharon Dooley, was the office manager. Dr. Dooley and his wife
often disagreed about both personal and business matters. There was an ongoing
tension in the office because of the frequent disagreements between Dr. Dooley and

his wife.

The Respondent wanted to organize the medical records and update all of the charts
in Dr. Dooley’s office. The Respondent began organizing and updating the records.
Mrs. Dooley did not want the Respondent to organize the records and she removed
the records and locked them behind a door presenting a problem to staff needing a
chart on a current patient.

Both Dr. Dooley and Mrs. Dooley would communicate their disagreements with
each other and with other staff by writing memos. Both Dr. Dooley and Mrs.
Dooley would instruct staff to follow his or her respective memo and not that of
his/her spouse.

Dr. Dooley would become angry over personal and business disagreements with
Mirs. Dooley. On one occasion he broke a light switch and a filing cabinet in the
office with a crowbar.

T'here were occasions when the Respondent and Dr. Dooley had verbal
filsagreements that escalated into loud arguments. There was no physical violence
involved. These arguments took place in non-patient areas and were not while the
Respondent was engaged in treating, diagnosing or caring for patients.

The Respondent was briefly employed at 75" Medical in Ocean City. Several days

after the Respondent began working there, he overslept i i i
April 17, 1998, g ) rslept and missed his shift on

Later in the afternoon of April 17, 1998, the Respondent came to the center and

-10-



56.

57.

58.

59.

became involved in an argument with Dr. Gong, the medical director of the
center, concerning the Respondent’s contract.

After an escalating verbal argument in which the Respondent yelled at Dr. Gong
to keep his hands off of him, Dr. Gong fell back into a wall, and police were
summonsed by the center’s staff.

The argument between the Respondent and Dr. Gong occurred in administrative
offices upstairs and away from the clinical areas where patients were secn and
treated. Neither the Respondent nor Dr. Gong was treating, diagnosing or caring
for patients during the argument. The argument between the Respondent and Dr.
Gong did not interfere with the treatment, diagnosis or care of patients.

The Respondent was the Medical Director for Med Rehab Clinic in Lanham,
Maryland from November 1996 until January 1998. The Clinic closed due to
financial problems.

From November of 1996 until January 1998, Barry E. Thompson worked with the
Respondent at Med Rehab Clinic. Mr. Thompson is a physician’s assistant and
observed the Respondent’s work with patients every day that the clinic was open
(i.e., Mondays, Wednesdays and Fridays). The Respondent had a good rapport
with patients.

Respondent’s Psychiatric Condition:

60.

6l.

62.

63.

64.

65.

The Respondent has not been and is not presently psychotic nor does he have
suicidal or homicidal ideations.

The Respondent does have a sense of entitlement and narcissistic personality traits
but the Respondent is not limited to that pattern of behavior and interaction in all

interpersonal and social settings.

T}}e Respondent does not lack insight or empathy and can accept constructive
criticism and learn from past mistakes.

The Respondent does not have a fixed pattern of violating the personal boundaries
of others.

The Respondeqt does not have a Narcissistic Personality Disorder as set forth in the
Diagnostic Statistical Manual (“DSM-IV) of the American Psychiatric Association.

The Respondent has an Attention Deficit Hyperactivity Disorder, Predominantly
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