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INITIAL DECISION 

The Georgia Composite Medical Board (“Petitioner” or “Board”) initiated this matter for 

the purpose of sanctioning Respondent’s medical license.  The hearing was conducted on 

September 4, 2025.  The record was held open until September 19, 2025, to allow the parties to 

submit written closing arguments.  Senior Assistant Attorney General Michelle Sawyer 

represented the Board.  Brandi Murrain, Esq. represented Respondent Irshad Syed, M.D. 

(“Respondent”).  For the reasons stated below, the Board’s decision to sanction Respondent’s 

medical license is AFFIRMED. 

Findings of Fact 

1. 

 Respondent is licensed to practice as a physician in the State of Georgia.  He received his 

Georgia medical license on June 9, 2006.  Respondent is board certified in the practice of Family 

Medicine. (Ex. P-1 at pp. 3, 15.) 

2. 

 In March of 2021, Respondent began working as an attending physician at William Bremen 

Jewish Home (“William Bremen”) in Atlanta, Georgia.  He currently serves as a medical director 
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at William Bremen. (Ex. R-2 at p. 1.) 

3. 

 On August 22, 2022, Patient R.W., an 80-year-old male, fell while walking his dog.  This 

fall caused multiple pelvic fractures. R.W. was admitted to Emory St. Joseph’s Hospital for 

treatment.  While in the hospital, R.W. also received intravenous (“IV”) antibiotic treatment for 

sepsis due to enterococcus.  (Ex. P-2 at pp. 49, 56; Testimony of Dr. Margaret Williamson.) 

4. 

 On August 30, 2022, R.W. was discharged from Emory St. Joseph’s Hospital to William 

Bremen, with a midline IV catheter to complete the course of intravenous antibiotics he started in 

the hospital.  He was medically stable and did not have any “active infections” at that time.  (Ex. 

P-2 at pp. 200-01; Testimony of Dr. Margaret Williamson.) 

5. 

 On September 17, 2022, R.W. began to experience diarrhea.  The next day, R.W. reported 

feeling tired, but he was otherwise mentally sound and able to ambulate to the bathroom on his 

own with the use of his walker.  Respondent visited R.W. at William Bremen.  Respondent 

physically examined R.W. and noted his vital signs.  He prescribed Pepto-Bismol and Imodium to 

treat R.W.’s diarrhea.  (Ex. P-2 at pp. 177-78; Testimony of Respondent; Testimony of J.W.; 

Testimony of A.R.; Testimony of M.W.) 

6. 

 R.W.’s son J.W., a psychiatrist, and daughter A.R., a physical therapist, were concerned 

that their father might have contracted Clostridium difficile (“C. diff.”).  This concern arose 

because R.W. recently stayed in the hospital, he underwent a two-week course of antibiotics, and 

diarrhea is a common symptom of C. diff.  When a patient undergoes antibiotic treatment, the 
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antibiotic can kill the beneficial bacteria in the gut, allowing the C. diff. bacteria to multiply and 

cause an infection.  (Testimony of J.W.; Testimony of A.R.; Testimony of Dr. Margaret 

Williamson; Testimony of Dr. Richard Kaplan.) 

7. 

 By September 19, 2022, R.W.’s health had declined significantly.  He was physically 

weaker and unable to ambulate on his own to the bathroom.  He was incontinent and wearing an 

adult diaper.  He experienced chills, confusion, disorientation, and delirium.  That day, Respondent 

prescribed Flagyl and Cipro, and encouraged oral fluids.  That night, at 11:49 PM, Respondent 

ordered stool cultures. (Ex. P-2 at pp. 171, 174; Testimony of Respondent; Testimony of A.R.; 

Testimony of M.W.) 

8. 

 R.W.’s lab results from September 19, 2022, indicated a decrease in his blood sodium level, 

an increase in his white blood cell count, and elevated blood urea nitrogen (“BUN”) and creatinine 

levels.  These lab results suggested that R.W. had hyponatremia, acute kidney insufficiency, and 

an infection.  (Ex. P-2 at pp. 82-83, 90, 108-09, 127, 172, 178, 182, 187, 191, 197, 202, 229-30, 

235; Testimony of Dr. Sherri Barton; Testimony of Dr. Richard Kaplan; Testimony of 

Respondent.) 
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9. 

 R.W.’s lab values from August 29, 2022, until September 19, 2022, were as follows: 

BLOOD SODIUM 

August 29, 2022 141 mmol/L 

September 6, 2022 141 mmol/L 

September 7, 2022 143 mmol/L 

September 14, 2022 140 mmol/L 

September 19, 2022 131 mmol/L 

 

WHITE BLOOD CELL COUNT 

August 29, 2022 11.5 x 10e3 µL 

September 6, 2022 12.2 x 10e3 µL 

September 7, 2022 10.2 x 10e3 µL 

September 19, 2022 19.1 x 10e3 µL 

 

BUN/CREATININE 

August 29, 2022 32/1.40 mg/dL 

September 6, 2022 24/1.23 mg/dL 

September 7, 2022 23/1.20 mg/dL 

September 14, 2022 35/1.33 mg/dL 

September 19, 2022 37/1.9 mg/dL 

 

(Ex. P-2 at pp. 82-83, 90, 108-09, 229-230.) 
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10. 

 R.W.’s blood pressure readings from August 30, 2022, until September 20, 2022, were as 

follows: 

BLOOD PRESSURE 

August 30, 2022 175/64 mm/Hg 

August 31, 2022 130/67 mm/Hg 

September 1, 2022 130/73 mm/Hg 

September 6, 2022 117/63 mm/Hg 

September 8, 2022 140/78 mm/Hg 

September 13, 2022 122/64 mm/Hg 

September 18, 2022 131/68 mm/Hg 

September 20, 20221 96/60 mm/Hg (3:05 PM) 
96/57 mm/Hg (4:43 PM) 

 

(Ex. P-2 at pp. 127, 172, 178, 182, 187, 191, 197, 202, 235.) 

11. 

 On September 20, 2022, R.W.’s family requested that R.W. be sent emergently to the 

hospital.  Initially, Respondent wanted to wait until September 22 to review the results of the stool 

cultures taken on September 19.  However, after visiting R.W. and checking his vitals, he began 

to consider sending him to the hospital.  (Testimony of J.W.; Testimony of A.R.; Testimony of 

M.W.; Testimony of Respondent.) 

12. 

 Respondent deemed non-emergent transfer appropriate to transport R.W. to the hospital, 

as R.W. was “not acutely decompensating.”  The family disagreed, and M.W. called 911 to 

 
1 An entry in R.W.’s medical records shows a blood pressure reading of 140/70 mmHg on September 20 at 3:53 PM. 
Considering the two drastically lower documented blood pressure readings, each within an hour of the 140/70 mmHg 
reading, the undersigned questions the accuracy of this blood pressure reading. (Ex. P-2 at p. 115.) 
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transport R.W. emergently.  At 4:20 PM, emergency medical services transported R.W. from 

William Bremen to Piedmont Hospital.  The hospital admitted R.W. to the intensive care unit 

(“ICU”) where he was diagnosed with C. diff., septic shock, and toxic megacolon.  R.W. received 

Levophed, oral vancomycin, IV Flagyl, and IV fluids.  R.W. had emergency abdominal surgery 

on September 22 to have a loop ileostomy and cecostomy tube placement.2  On September 24, 

R.W. underwent an exploratory laparotomy and partial abdominal wound closure.  (Ex. P-2 at p. 

171; Ex. P-3; Testimony of Respondent; Testimony of J.W.; Testimony of A.R.; Testimony of 

M.W.) 

13. 

 R.W. remained in the ICU for approximately one month before being transferred to a 

regular hospital room for one additional month.  He was then discharged home.  (Testimony of 

A.R.; Testimony of M.W.) 

14. 

 On October 9, 2022, a complaint regarding Respondent’s treatment of R.W. was filed 

through the Board’s online complaint submission portal.  Subsequently, the Board opened an 

investigation into Respondent’s treatment of R.W. (Ex. P-3.) 

  

 
2 Also on September 22, two days after R.W. was hospitalized, R.W.’s wife M.W. received a voicemail from 
Respondent informing her that the results from R.W.’s stool test returned positive for C. diff. (Testimony of M.W.) 
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Consideration of C. diff. in Differential Diagnosis 

15. 

 According to all of the testifying experts, C. diff. should have been considered when a 

patient has been in the hospital, on antibiotics for an extended period of time, and subsequently 

reports diarrhea.  (Testimony of Dr. Margaret Williamson; Testimony of Dr. Sherri Barton; 

Testimony of Dr. Richard Kaplan; Testimony of Dr. Dave Ringer.) 

16. 

 Dr. Margaret Williamson treated R.W. during his stay at Emory St. Joseph’s.  She is board 

certified in Infectious Diseases and Internal Medicine.  She explained that when a patient has been 

on antibiotics, the antibiotics can cause the normal healthy bacteria to die, and if C. diff. is present, 

it can take over.  In her opinion, C. diff. can have a range of effects; however, it can be life-

threatening, causing a patient to become septic and experience organ failure. (Testimony of Dr. 

Margaret Williamson.) 

17. 

 Dr. Sherri Barton is board certified in Family Medicine.  She was the peer reviewer for the 

Board.  According to Dr. Barton, C. diff. often occurs in patients who were recently treated with 

antibiotics. She noted that a patient with comorbidities, such as diabetes or hypertension, may be 

more likely to need urgent care if they contract a C. diff. infection. (Testimony of Dr. Sherri 

Barton.) 

18. 

 Dr. Richard Kaplan is R.W.’s primary care physician.  He is board certified in Internal 

Medicine.  Dr. Kaplan agreed that C. diff can be a life-threatening infection.  In his opinion, when 

a patient has been on antibiotics for a prolonged period of time and that patient begins experiencing 
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severe diarrhea, one of the “first things” a physician should consider is C. diff.  He further testified 

that people who are elderly and frail tend to have a higher risk for this infection. (Testimony of 

Dr. Richard Kaplan.) 

19. 

 Dr. Dave Ringer, Respondent’s expert witness, is board certified in Family Medicine and 

Post-Acute and Long-Term Medicine.  He agreed that if a patient recently completed a course of 

antibiotics and is now experiencing significant diarrhea, C. diff. should “absolutely” be part of a 

differential diagnosis.  He also testified that as a physician, he would be “more careful” with a 

patient who is over 65 and has comorbidities, such as kidney disease or cardiovascular disease. 

(Testimony of Dr. Dave Ringer.) 

20. 

 Respondent testified during the hearing that he included C. diff. in his differential diagnosis 

“from the beginning;” however, his note from September 20 belies this testimony.  The note states 

that he had “not tested him for C. difficile since it did not smell like that.” 3 (Ex. P-2 at p. 171; 

Testimony of Respondent.) 

21. 

Additionally, as early as September 18, R.W.’s wife, son and daughter told Respondent 

they were concerned R.W. had a C. diff. infection. Respondent told R.W.’s daughter A.R., “this 

isn’t C. diff., I know this isn’t C. diff., it doesn’t smell like C. diff.” (Testimony of J.W., Testimony 

of A.R; Testimony of M.W.) 

  

 
3 Although Respondent’s note from September 20 states that he had not tested R.W. for C. diff., another entry in the 
medical record shows that stool was collected for C. diff. sampling on September 19, at 11:49 p.m.  Thus, while 
Respondent did not seriously consider C. diff. initially, he did eventually test for it, albeit over 37 hours after R.W. 
first complained of diarrhea. (Ex. P-2 at pp.174, 180.) 
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Consideration of Sepsis in Differential Diagnosis 

22. 

 Dr. Sherri Barton, as peer reviewer for the Board, evaluated Respondent’s care of R.W.  

Dr. Barton opined that Respondent’s diagnosis of R.W. fell below minimum standard of care. 

(Testimony of Sherri Barton; Ex. R-1.) 

23. 

 While Dr. Barton did not take issue with the corrective measures prescribed by Respondent 

on September 18, she opined that when Respondent received the lab results on September 19, he 

should have included sepsis in his differential diagnosis.  She based her opinion on the severity of 

R.W.’s hyponatremia, the significant increase in his white blood cell count, and the increase in his 

BUN and creatinine.  (Testimony of Sherri Barton; Ex. R-1.) 

24. 

 Respondent testified that, despite R.W.’s abnormal lab values indicating a bacterial 

infection, R.W. did not have a fever or tachycardia, and thus he did not consider R.W. to be septic. 

Respondent also attempted to attribute R.W.’s acute delirium to his age, testifying that “[R.W.] 

probably never had [delirium] before, but it’s commonly seen in patients of that age group.” 

Respondent testified during the hearing that he does not believe he treated R.W. improperly. 

(Testimony of Respondent.) 

Transfer to Emergency Room 

25. 

 Dr. Barton also opined on Respondent’s decision to transfer R.W. to the hospital non-

emergently on September 20.  In Dr. Barton’s opinion, R.W. was critically ill on September 19, 

and Respondent should have transferred R.W. immediately to the nearest emergency department.   
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(Ex. R-1; Testimony of Dr. Sherri Barton.) 

26. 

 Respondent testified about his decision-making in choosing whether to send a patient from 

William Bremen to the hospital emergently or non-emergently. He testified that if a patient has a 

stroke, is experiencing chest pain, or is otherwise acutely sick, he will call 911. However, he 

asserted that R.W. “was not acutely sick” on September 20, citing his lack of fever and lack of 

tachycardia, and thus he decided that a non-emergent transfer to the hospital was appropriate.  

Ultimately, as noted above, R.W. was transported to Piedmont emergency department, as a result 

of his wife calling 911.  (Testimony of Respondent; Testimony of M.W.) 

 
Conclusions of Law 

1. 

 The Board seeks to sanction Respondent’s medical license. Accordingly, the Board bears 

the burden of proof. Ga. Comp. R. & Regs. 616-1-2-.07.  The standard of proof is a preponderance 

of the evidence.  Ga. Comp. R. & Regs. 616-1-2-.21. 

2. 

 In its Matters Asserted and Statutes and Rules Involved, the Board asserted that 

Respondent violated Georgia Code Sections 43-34-8(a)(7) and (10). The Board also asserted that 

Respondent’s conduct violated Georgia Code Sections 43-1-19(a)(6) and (8). 

Violations 

3. 

 Georgia Code Section 43-34-8(a), which is the specific licensing and disciplinary statute 

for the medical profession, states, in pertinent part, that the Board has the authority to discipline a 

licensee, upon a finding that the licensee has: 
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(7) Engaged in any unprofessional, unethical, deceptive, or deleterious conduct or 
practice harmful to the public, which need not have resulted in actual injury to any 
person. As used in this paragraph, the term “unprofessional conduct” shall include 
any departure from, or failure to conform to, the minimum standards of acceptable 
and prevailing medical practice and shall also include, but not be limited to, the 
prescribing or use of drugs, treatment, or diagnostic procedures which are 
detrimental to the patient as determined by the minimum standards of acceptable 
and prevailing medical practice or by rule of the board; 

 
O.C.G.A. § 43-34-8(a)(7). See O.C.G.A. § 43-34-6(a) (providing that the Board is an independent 

state agency, not under the jurisdiction of the Secretary of State, but shall have all the powers, 

duties, and functions of professional licensing boards in Chapter 1 of Title 43); see also O.C.G.A. 

§ 43-1-19(a)(6) (providing substantially similar grounds for discipline in the general professional 

licensing board statute as provided in O.C.G.A. § 43-34-8(a)(7)).4 

4. 

 Petitioner has established by a preponderance of the evidence that Respondent’s failure to 

include C. diff. in his differential diagnosis on September 18, 2022, his failure to include sepsis as 

part of his differential diagnosis when R.W.’s laboratory values became available on September 

19, 2022, and his failure to send R.W. emergently to the hospital on September 20, 2022, fell below 

minimal standards of acceptable and prevailing medical practice in the medical community at large 

in violation of O.C.G.A. §§ 43-34-8(a)(7), 43-1-19(a)(6). 

 
4 Georgia Code Section 43-1-19(a), states, in pertinent part, that a licensing board may discipline a licensee, which 
may include the revocation of a license, if the licensee has: 
 

(6) Engaged in any unprofessional, immoral, unethical, deceptive, or deleterious conduct or practice 
harmful to the public that materially affects the fitness of the licensee or applicant to practice a 
business or profession licensed under this title or is of a nature likely to jeopardize the interest of 
the public; such conduct or practice need not have resulted in actual injury to any person or be 
directly related to the practice of the licensed business or profession but shows that the licensee or 
applicant has committed any act or omission which is indicative of bad moral character or 
untrustworthiness. Such conduct or practice shall also include any departure from, or the failure to 
conform to, the minimal reasonable standards of acceptable and prevailing practice of the business 
or profession licensed under this title; . . .  

 
O.C.G.A. § 43-1-19(a)(6). 
 



Page 12 of 13 
 

Sanction 

5. 

Georgia Code Section 43-34-8(b) authorizes the Board to discipline a licensee upon a 

finding that the licensee engaged in unprofessional conduct or the licensee has violated the Board’s 

rules.  When the Board finds that a physician should be disciplined, it may suspend (for a definite 

or indefinite period), revoke, limit, or restrict a license; administer a public or private reprimand; 

make an adverse finding but withhold imposition of judgment; or impose the judgment but suspend 

the enforcement of such judgment and place the physician on probation.  O.C.G.A. § 43-34-

8(b)(1), (2).  Finally, the Board may impose a fine of up to $3,000.00 for each violation of law, 

rule, or regulation, and impose a fine of a reasonable amount to reimburse the Board for 

administrative costs.5 O.C.G.A. § 43-34-8(b)(1)(G), (H). 

ORDER 

 For the above and foregoing reasons, this Tribunal finds that Respondent’s license to 

practice medicine in the State of Georgia should be sanctioned as follows: 

1. $3,000.00 fine for failure to include a C. diff. infection in his differential 
diagnosis on September 18, 2022, by failing to order a stool sample, upon report 
that R.W. was experiencing diarrhea. 
 

2. $3,000.00 fine for failure to include sepsis as part of his differential diagnosis 
upon review of R.W.’s September 19, 2022, laboratory values, with 
consideration of his vital signs and clinical signs. 

 
3. $3,000.00 fine for failure to send Patient R.W. to the hospital emergently on 

September 20, 2022. 
 

4. $650.00 in administrative costs to reimburse the Board for actual costs. 
 

5. Five (5) hours of continuing medical education (“CME”) in the diagnosis and 
treatment of C. diff. infections. 

 
 

5 Initially, the Board sought revocation of Respondent’s license; however, upon submission of its closing statement, 
the Board sought a lesser sanction. 
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6. Five (5) hours of CME in emergency care. 
 

7. Restriction on Respondent’s practice in nursing homes (or any place where the 
patient population of adults over sixty-five (65) years of age exceeds fifty (50) 
percent), for a period of twelve (12) months. During this time, Respondent shall not 
practice in these settings except under the direct supervision of another licensed 
physician who is board certified in family medicine or internal medicine. After 
twelve (12) months, Respondent may petition the Board to lift this restriction by 
showing completion of all terms and conditions of this order, having his supervising 
physician certify that he has supervised Respondent’s practice during the entire 
twelve (12) month period, and that Respondent’s practice of medicine was 
satisfactory. 

 
SO ORDERED, this   15th    day of October, 2025. 

 
 
 

 
Stephanie M. Howells, Judge 


































