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Petition for Reconsideration of Decision in the Matter of Petition for Reinstatement of  
David K. Cundiff, MD Case No. 27-2009-197832 

 
I am appealing for reconsideration of the Proposed Decision 

(http://doctormanagedcare.com/WD/app377.pdf) in this case based on the following objections to 
the FACTUAL FINDINGS and LEGAL CONCLUSIONS:  
 
FACTUAL FINDING #2: “…Petitioner attempted to present evidence and argue that the 
facts upon which his revocation was based were faulty. Petitioner was not allowed to present 
such evidence or argue on that basis.” 
LEGAL CONCLUSION #6:  “…Petitioner essentially seeks to litigate the underlying matter 
anew. He cannot. Petitioner did not appeal the underlying proceeding, and he cannot in this 
petition for penalty relief, dispute the factual basis for the Medical Board’s decision revoking his 
license. (Miller v. Board of Medical Quality Assurance (1987) 193 Cal. App. 3d 1371, 1376-

1377.) 
 

• I challenge the legal basis for barring the introduction of two sworn depositions that I 
submitted for evidence. The two depositions prove that Benita Poole, the daughter of the 
patient and the star witness in the case, lied in Court in her characterization of her father’s 
consumption of alcohol. They also show that Ms. Poole lied to cover up her giving the 
wrong address for her father in the Pomona Valley Hospital Emergency Room. The lie 
about giving the wrong address is material, because the judge found, based on Ms. 
Poole’s testimony, that her father was not homeless. The original charge against me 
stated that Mr. Revies was homeless, and the charge was not amended until the day of the 
ALH. Consequently, I was not alerted before the hearing that Deputy Attorney Bell 
intended to charge that I was negligent in not knowing that the patient was not homeless. 
o Miller v. Board of Medical Quality Assurance was a statute of limitations case. There 

is a 30 day statute of limitations to appeal a Medical Board Decision. However, I did 
not have the depositions proving perjury until about 14 months after the hearing.  

o After obtaining the depositions in 2001, I sent them to Judge Stuart Waxman. His 
associate, Judge Deborah Myers-Young, responded authorizing me to send the 
depositions to the LA County District Attorney and to the California Medical Board. 
When I sent them to the DA, I was told to hire my own attorney to sue Ms. Poole for 
perjury. I could not afford to do so after three years of unemployment.  

o The other legal precedent cited was “Res Judicata.” In his brief 
(http://doctormanagedcare.com/WD/app386.pdf) to bar the depositions proving 
perjury that I submitted for evidence, Deputy Attorney General Klint McKay quoted 
the following: “It is settled beyond controversy that a decree will not be vacated 

merely because it was obtained by forged documents or perjured testimony.”  
o Attorney General Edmund G. Brown’s name is on this brief written and signed by 

Deputy Attorney General McKay.  On several occasions I requested that Mr. McKay 
brief Attorney General Brown (1) on my case, (2) my allegation backed with 
documentation that I was the victim of whistleblower retaliation, and (3) that my 
conviction hinged on perjured testimony of Benita Poole, the patient’s daughter, for 
which she and her attorneys received $175,000 in the settlement of a civil suit. Mr. 
McKay has refused to consult his boss about my case. Instead, Mr. McKay is 
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supervised by Deputy Attorney General William McKim Bell who prosecuted me 
using Ms. Poole as his star witness in the original case. This represents a conflict of 
interest on Mr. Bell’s part, because his reputation would suffer if my petition for 
license reinstatement were successful. My letter to Attorney General Brown and those 
of my supporters have been directed by the Attorney General’s Office back to Deputy 
Attorney General McKay because of the ongoing legal case.  

o In accordance with Judge Deborah Myers-Young’s authorization for me to send the 
depositions directly to the Medical Board, I recently sent the depositions to you. 
However, they were returned because this case is in progress. 

• I request that you consider those two depositions documenting perjury by Ms. Poole in 
your re-examination of the Decision. I also request that this petition for reconsideration of 
license reinstatement be sent to the personal attention of Attorney General Brown.  

 
FACTUAL FINDING #3:  “The Attorney General contended reinstatement was inappropriate 
because Petitioner failed to provide adequate evidence of rehabilitation.”  
 

• The Court did not specify what rehabilitative activities I failed to perform.  

• The California Medical Board did not accuse me of substance abuse, sexual misconduct, 
a pattern of judgment or technical errors, mental illness, criminal activity, financial 
improprieties, or a problem with my general reputation for truth. For these causes of 
license revocations, specific types of rehabilitation would be considered appropriate.  

• I lost my medical license over one decision in one case out of a 25 year career of clinical 
practice, teaching, and medical research. I spent those years treating underserved patients 
and following a mission to improve medical education and practice concerning pain and 
symptom management of the terminally ill. 

• As evidence of my rehabilitation, I testified to the Court concerning my research about 
the medical condition at issue (deep venous thrombosis) and my articles on that topic 
published in the peer reviewed medical literature after I lost my license. Two of the three 
review articles that I submitted for evidence of rehabilitation and a meta-analysis I 
submitted were accepted into evidence by the Court.  

•  Exhibit N—Medical Journal article: Cundiff DK. Anticoagulation Therapy for 
Venous Thromboembolism. MedGenMed. September 9, 
2004;6(3):http://www.medscape.com/viewarticle/487577 

o Abstract—Context: On the basis of theoretical rationale, heparoids and vitamin K 
antagonists are prescribed to prevent complications of venous thromboembolism 
(VTE, including pulmonary emboli [PE] and deep vein thrombosis [DVT]). They 
have been employed as the standard of care for treatment of VTE for over 40 years. 
Objective: Critique the evidence supporting the efficacy of anticoagulants for the 
treatment of VTE in reducing morbidity and/or mortality. 
Data Sources: This includes a search of reference lists and Medline. 
Study Selection: This includes studies concerning the diagnosis and incidence of PE 
and DVT, efficacy of anticoagulants in preventing complications, risks of 
anticoagulant therapy, and the costs of diagnosis and the treatment of VTE. 
Data Extraction: I analyzed references cited in reviews and meta-analyses of VTE, 
and from Medline searches concerning diagnosis and treatment. The data quality and 
validity of studies depended on the consistency of findings and statistical significance 
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of the data. 
Data Synthesis: No placebo-controlled trials of anticoagulants as treatment of PE 
with objective criteria for diagnosis have been published. Three randomized trials of 
anticoagulants vs no anticoagulants in DVT showed no benefit with heparin and 
vitamin K antagonists (combined all-cause mortality: anticoagulants = 6/66, un-
anticoagulated controls = 1/60, P = .07). No placebo-controlled trials of low-
molecular-weight heparins or thrombolytic drugs have been done; therefore, their 
efficacy in VTE depends entirely on randomized comparisons with unfractionated 
heparin. They have not been proven safer or more efficacious than unfractionated 
heparin. Thrombolysis causes more major and fatal bleeds than heparin and is no 
more effective in preventing PE. Diagnosing and treating VTE patients in the United 
States with anticoagulants costs $3.2 to $15.5 billion per year (1992 dollars). 
Bleeding and complications of angiography cause 1,017-3,525 deaths annually. 
Conclusion: Anticoagulants have not been proven efficacious or safe in VTE. The 
bleeding risks and other complications of anticoagulation are unacceptably high. The 
use of anticoagulants for patients with VTE should be reconsidered. 

• Mr. McKay did not call any expert witnesses to dispute any of the methods or the 
conclusion of this article, which questions the very standard of care at issue in my case.  

•  No rebuttals have been published in the medical literature concerning this review. 
o Exhibit O—Medical Journal article: Cundiff DK, Manyemba J, Pezzullo JC. 

Anticoagulants versus non-steroidal anti-inflammatories or placebo for treatment of 
venous thromboembolism. The Cochrane Database of Systematic Reviews. 

2006;Issue 1. Art. No.: CD003746.. Abstract available at: 
http://www.mrw.interscience.wiley.com/cochrane/clsysrev/articles/CD003746/frame.
html  

o Abstract—Background: Venous thromboembolism (VTE) is the term given to any 
thromboembolic event (blocking of a blood vessel by a blood clot) occurring in the 
venous system. The current treatment recommended for VTE is anticoagulation 
(reduction of the blood's ability to clot). The aim of this review is to summarize 
results from randomized controlled trials (RCTs) for the effectiveness of 
anticoagulants (heparins, including low molecular weight heparins and vitamin K 
antagonists) in the treatment of VTE, compared to non-steroidal anti-inflammatory 
drugs (NSAIDs) or placebo.                                                                             
Objectives: To examine the randomized controlled evidence for the effectiveness and 
safety of anticoagulant treatment compared to NSAIDs or placebo in patients with 
VTE on the incidence of fatal and non-fatal pulmonary emboli (PE) and the 
recurrence or extension of deep vein thrombosis (DVT).                                       
Search strategy: The Cochrane Peripheral Vascular Diseases (PVD) Group searched 
their Specialized Register (last searched 14 May 2008) and the Cochrane Central 
Register of Controlled Trials (CENTRAL) database (last searched Issue 2, 2008). In 
addition, DKC also searched reference lists and contacted pharmaceutical companies 
and experts in the field.                                                                                      
Selection criteria: All randomized trials of anticoagulants versus NSAIDs or placebo 
in the initial treatment of VTE (DVT or PE or both).                                               
Data collection and analysis: DKC and JM independently assessed trial quality and 
extracted data. JCP (biostatistician) analyzed the design elements and feasibility of a 
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future randomized controlled trial to determine definitively efficacy and safety of 
anticoagulants in VTE treatment.                                                                             
Main results: Two RCTs were included. Data were not pooled because of 
heterogeneity between the studies. The two RCTs were too small to determine any 
difference in mortality, occurrence of pulmonary emboli, progression or return of 
DVT between patients treated with anticoagulation and those receiving no 
anticoagulation.                                                                                                   
Authors' conclusions: The limited evidence from RCTs of anticoagulants versus 
NSAIDs or placebo is inconclusive regarding the efficacy and safety of 
anticoagulants in VTE treatment. The use of anticoagulants is widely accepted in 
clinical practice, so a further RCT comparing anticoagulants to placebo could not 
ethically be carried out. 

• Mr. McKay did not call any expert witnesses to dispute any of the methods or the 
conclusion of this article.  

• No rebuttals have been published in the medical literature concerning this review. 

• Exhibit P—Medical journal article: Cundiff DK. Clinical Evidence For Rebound 
Hypercoagulability After Discontinuing Oral Anticoagulants For Venous 
Thromboembolism. Medscape Journal of Medicine. 2008;10(11):258 
http://www.medscape.com/viewarticle/582408. 

o Context: In vitro studies and anecdotal clinical reports have suggested that clinically 
significant rebound hypercoagulability may occur after discontinuation of oral 
anticoagulants (OACs), such as vitamin K antagonists and ximelagatran, for venous 
thromboembolism (VTE). 
Objective: Assess the extent to which rebound hypercoagulability-related VTE 
recurrences occur in the 2 months following discontinuation of OACs. 
Data sources: Published, randomized controlled trials (RCTs) of OAC treatment of 
VTE. 
Study selection: RCTs of varying durations of OAC treatment of VTE that include 
VTE recurrence (or extension) data for more than 2 months after discontinuation of 
anticoagulants. 
Data extraction: Rates of VTE recurrences (1) while taking OACs, (2) within 2 
months of discontinuing OACs, and (3) from > 2 months until the end of the study 
were extracted along with major bleeding episodes while on OACs. The rate of VTE 
recurrences possibly attributable to rebound hypercoagulability was estimated by 
subtracting the VTE recurrence rate after the 2-month rebound period from the rate 
during the rebound period. 
Data synthesis: In 20 trials (n = 5822), VTE recurrences were 2.62 times as frequent 
in the 2 months following discontinuation of OACs as subsequently (1.57% VTE 
recurrences per month falling to 0.56% per month, odds ratio = 2.62, 95% confidence 
interval: 2.19-3.14), corresponding to 2.02% of patients with rebound 
hypercoagulability-related VTE recurrences (1.57% per month - 0.56% per month x 2 
months = 2.02%). In the 11 trials with evaluable data from the shorter- and longer-
duration OAC arms, total adverse events (VTE recurrences plus major bleeding) over 
the entire durations of the trials were not significantly different. 
Conclusions: Rebound hypercoagulability accounts for about 2% of patients having 
recurrent VTE in the first 2 months after discontinuing OACs. RCTs evaluating the 
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efficacy of OACs should include data for at least 2 months following OAC treatment. 
Increasing the duration of OAC treatment does not reduce the overall adverse events. 

o Mr. McKay did not call any expert witnesses to dispute any of the methods or the 
conclusion of this article.  

o No rebuttals have been published in the medical literature concerning this review. 

• Medical journal article that Judge Juárez refused to admit into evidence: Cundiff DK. A 
Systematic Review of Cochrane Anticoagulation Reviews. Medscape Journal of 

Medicine. January 6, 2009; http://www.medscape.com/viewarticle/584084. 
o Context: I coauthored a published review of anticoagulation for venous 

thromboembolism in the Cochrane Database of Systematic Reviews and published a 
review on the same topic in MedGenMed (now the Medscape Journal of Medicine). 
In contrast to the article in Medscape, the discussion and conclusions in the Cochrane 
review were altered appreciably during the review process. Consequently, I decided 
to critique all anticoagulation drug-related reviews and protocols in the Cochrane 
database with feedback letters concerning any issues of potential controversy. 
Evidence Acquisition: Using key words in the search engine of the Cochrane 
Reviews, I located reviews and protocols involving anticoagulant drugs. I critiqued 
each anticoagulation review and protocol and sent a total of 57 feedback letters to 
Cochrane concerning each publication to elicit a response/rebuttal from the authors. 
Evidence Synthesis: Cochrane anticoagulation review editors acknowledged receipt 
of all letters. As of 12 months after receipt of my last letter, the Cochrane authors 
have replied to 13 of the 57 and agreed with many of my points. Two protocols were 
withdrawn after my feedback letters were acknowledged. The 58 Cochrane 
anticoagulation drug reviews, including mine, contained 9 categories of 
methodological errors (207 total instances) and 4 types of biases (18 total instances). 
This review of those Cochrane reviews suggests that the effectiveness of 
anticoagulants for 30 medical indications is questionable. 
Conclusions: The efficacy of anticoagulants for treatment and prophylaxis for 30 
current medical indications should be reconsidered by the scientific community and 
medical regulatory agencies. At least 50,000 people per year worldwide have fatal 
bleeding due to anticoagulant treatment or prophylaxis for these indications. 

o No rebuttals have been published in the medical literature concerning this review 
despite the vast implications for the field of anticoagulation medicine. 

• My study of the evidence-basis for anticoagulation for various medical indications and 
contributions to the peer-reviewed medical literature on this subject should be considered 
adequate evidence of rehabilitation. 

• Neither Deputy Attorney General McKay nor Judge Juárez is medically trained to 
critique these documents that were admitted into evidence and draw any conclusions.   

• Deputy Attorney General McKay’s opinion that I did not provide evidence of 
rehabilitation and Judge Juárez’ acceptance of that opinion without explanation should be 
re-examined by the entire Panel A of the California Medical Board and by any appointed 
medical experts. 

 
FACTUAL FINDING #6:  “…He describes himself as an “outspoken advocate” for better 
pain and symptom management for the terminally ill while working at LAC+USC, and asserts 
that that role made him a ‘difficult employee’ for the County.” 
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• This statement is true, but it is an understatement. I was a whistleblower concerning the 
poor status of pain management and palliative care at the LAC+USC Medical Center, 
particularly after the closure in 1995 of the Pain and Palliative Care Service that I 
directed. My efforts to bring attention to inadequate pain and symptom management and 
the perverse financial incentives in the LA County Department of Health Services 
included the following: 
o I sent 83 letters to the Quality Assurance Committee concerning cases in which 

patients received poor pain management or otherwise inappropriate medical 
treatment. None of these incidents were investigated by the QA Committee and no 
findings were issued. I was told verbally and in writing to stop sending incident 
reports. I continued because I had a stronger allegiance to patient care that to 
administrative edicts. When I sent these incident reports to the California Medical 
Board, they were not accepted because the patients or their families did not make the 
complaints. Most of these patients were dead.  

o  On November 24, 1997 (three and one half months before I was placed on 
administrative leave), the LA Times published my editorial about the inadvisability of 
replacing the LAC+USC Medical Center with a $900 million 600 bed hospital. I also 
called for rectifying the perverse financial incentives from Medi-Cal favoring 
inpatient treatment over outpatient care and using the money saved to provide 
comprehensive health insurance for all LA County’s 3 million medical safety net 
services recipients. 

o  Based on an audit of my own inpatient service looking for medically unnecessary 
days in the hospital, I sent a letter to Gina Clemons in the federal Medi-Cal 
Administration, Janet Olsen-Coyle in the California State Medi-Cal Bureaucracy, and 
11 Los Angeles area members of the US House of Representatives. In the letter, I 
claimed that the LA County DHS defrauded the MediCaid Program out of at least 
$200 million per year. Four days after sending this letter, I was placed on 
administrative leave without being told the cause. Five months later, I was told for the 
first time that my decision to stop warfarin in the Revies case was the reason for my 
termination.  

• My termination over this case represents retaliation for my whistleblowing, and this 
should be a basis for the Board to reconsider my petition for license reinstatement. 

 
FACTUAL FINDING #7(d):  “The evidence in the underlying proceeding further established that 
Petitioner’s decision to discontinue the Heparin and Coumadin was an extreme departure from 
the standard of care and constituted gross negligence and incompetence.” 
 

• The use of anticoagulants like heparin and Coumadin requires clinical judgment. The 
medical resident’s history of Mr. Revies documented that he drank a six-pack of beer per 
day for 20-years. The patient had liver failure and anemia. He gave the history that he 
was homeless and unemployed and this was undisputed in the previous Civil Service 
Hearing in which I sued for wrongful termination and in my appeal in Superior Court of 
the Civil Service Decision.  

• In the prehearing to the original ALH before Judge Navarette, I said that the Physician’s 
Desk Reference and the Coumadin package insert both say that alcoholism is an absolute 
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contraindication to using Coumadin. At that time, Deputy Attorney General William 
McKim Bell did not say that Mr. Revies was not alcoholic. He said that passages from 
the PDR or package inserts are not admissible into evidence in Court, only opinions of 
medical experts about information in the medical literature.   

• Within two weeks after the prehearing, Mr. Bell sent a medical investigator to interview 
the patient’s daughter for the second time. Only on that second investigator interview did 
Ms. Poole disclose that her father had not been homeless or unemployed and that she did 
not think he was an alcoholic.   

• In the ALH, the patient’s daughter testified that her father was not alcoholic and never 
drank beer by the can. She said he drank quart bottles of Colt-45 Malt Liquor—up to two 
quarts per day on weekends.  

• Quoting the daughter’s testimony that her father was not alcoholic and drank up to two 
quarts per day on weekends of Colt-45 Malt Liquor, Judge Waxman wrote in the 
Decision that the patient was not alcoholic, and, consequently, that I should have 
continued the Coumadin.  

• In the civil suit deposition four months after the ALH, the daughter testified that her 
father did drink beer by the can as well as bottles of Colt-45 Malt Liquor. When shown a 
40-ounce magnum of Colt-45 Malt Liquor, she acknowledged that she had mistaken a 40-
ounce magnum for a 32-ounce quart bottle. She further testified that she did not know 
how much alcohol her father consumed.  

• In order for Mr. McKay to consider supporting my license reinstatement petition, he 
required that I accept the ruling of Judge Waxman that Mr. Revies was not alcoholic and 
admit that I made a mistake in not continuing the anticoagulants. This would require that 
I lie under oath and commit perjury to get my medical license back.  

• This is a cruel and unusual prerequisite for the return of a medical license, so, on this 
basis, I request that the Board reconsider my petition for license reinstatement.  

 
FACTUAL FINDING #9:  “…However, as found by the administrative law judge in the 
underlying proceeding, and reasserted by Petitioner in the instant matter, Petitioner would not act 
differently if presented with a similarly situated patient today. He wrote in his Petition, “even if it 
meant getting my medical license back, I would not lie and say that I would continue warfarin in 
a future patient with the same clinical situation, including the history of alcoholism.” In his 
testimony at the instant hearing, Petitioner clarified that the only thing he might do differently is 
that he would not start the patient on anticoagulant therapy in the first place.”  
LEGAL CONCLUSION #5:  “...Saliently, if faced with the same situation today, Petitioner 
would essentially not act differently.”) 

 

• The patient very likely died because I started and stopped the heparin and Coumadin. He 
probably would not have died of pulmonary emboli if I did not start the anticoagulants in 
the first place. On cross examination by Mr. McKay in the instant hearing, I explained 
my rationale in detail for my changed opinion about the best management of a patient 
with Mr. Revies’ clinical situation. Mr. McKay did not call any medical expert to respond 
to or to rebut my testimony. Judge Juárez made a medical judgment that starting and 
stopping anticoagulants after five days is clinically equivalent to not starting the 
anticoagulants at all. It is inappropriate for the judge to make a medical judgment about a 
physician petitioner’s changed medical opinion and the stated basis for it. In medico-legal 
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proceedings, medical experts must be called to testify about the appropriateness of 
medical judgments and prescribed treatments. In the Proposed Decision, Judge Juárez did 
not detail my testimony about my changed opinion and his reason for rejecting my 
argument. As I testified in the instant hearing, my changed opinion was based on two 
findings from my research of deep venous thrombosis subsequent to the first ALH:  
o  I performed a meta-analysis of randomized trials (statistical groupings of the data of 

similar trials) of standard anticoagulants for the treatment of venous 
thromboembolism (VTE: deep venous thrombosis and pulmonary emboli) that was 
published in Medscape Journal of Medicine in November 2009: 
http://www.medscape.com/viewarticle/582408. As detailed in the abstract of this 
meta-analysis above, about 62% of VTE recurrences in the first two months after 
discontinuation of anticoagulants are caused by rebound hypercoagulation (i.e., the 
odds ratio of a recurrent VTE episode in the first two months following 
discontinuation of an anticoagulant versus any two months thereafter is 2.62).  

o As the transcripts of the hearing will reveal, I also cited an observational study done 
by Dr. Samuel Goldhaber at Harvard which provides strong evidence that 
anticoagulant prophylaxis in hospitalized patients causes thousands or tens of 
thousands of deaths per year in the U.S.A.  (Goldhaber SZ, Dunn K, MacDougall RC. 
New Onset of Venous Thromboembolism Among Hospitalized Patients at Brigham 
and Women’s Hospital Is Caused More Often by Prophylaxis Failure Than by 
Withholding Treatment. Chest. 2000;118:1680-1684. 
http://chestjournal.chestpubs.org/content/1118/1686/1680.full.pdf.) Out of about 
80,000 hospitalizations over a two year period at Brigham and Womens’ Hospital in 
Boston, 13 people died of pulmonary emboli that they acquired while hospitalized, 
and 20 hospital-acquired VTE patients died with causes attributed to their underlying 
diseases. Overall, 32/33 hospital-acquired VTE patients who died had received 
prophylactic anticoagulants. This strongly suggests that starting and stopping 
anticoagulants after a few days markedly increases the chance of death. Like Mr. 
Revies, all those hospital-acquired VTE patients who died in the Goldhaber study had 
severe underlying chronic diseases.   

o I emailed the basis for my changed opinion about what I would do with a future 
patient with identical circumstances as Mr. Revies to Mr. McKay and Senior 
Investigator Michael Buttitta on July 9, 2009. In Court, Mr. McKay said that he did 
not remember the email. The fact that Mr. McKay was blindsided by my testimony 
regarding my changed opinion was not deception on my part.  

o Judge Juárez overstepped his role by saying that my changed medical opinion was of 
no consequence. This determination could only be made with the concordant 
testimony of multiple independent medical experts in anticoagulation medicine. I ask 
the Medical Board, in its reconsideration of my petition for reinstatement, to consult 
with many medical experts about the evidence underlying my changed opinion.  

 
FACTUAL FINDING #13:  “Petitioner submitted a number of letters of support, but the 

majority of those letters were written well before his revocation. Those letters were not given 
any weight.”  

LEGAL CONCLUSION #3(e): “…the administrative law judge hearing the petition may 
consider all activities of the petitioner since the disciplinary action was taken, the offense for 
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which the petitioner was disciplined, the petitioner’s activities during the time the 

certificate was in good standing, and the petitioner’s rehabilitative efforts, general 
reputation for truth, and professional ability.” (Business and Professions Code, section 2307) 

 

• The only statement in the Proposed Decision about my activities during the 25 years that 
I practiced medicine was the following: “Since being licensed in 1977, he has suffered no 
other discipline other than the revocation at issue in this matter.” (FACTUAL FINDING 
#10) 

• The unsolicited letters of commendation that I received while my license was in good 
standing and that I submitted as evidence of activities during the time the certificate was 
in good standing should have been allowed into evidence. 

• On the basis of Business and Professions Code, section 2307, requiring the judge to 
consider the petitioner’s activities during the time the certificate was in good standing, I 
ask the Board to reconsider my petition for license reinstatement.  

 
FACTUAL FINDING #14.  “…(Dr. Matthew) Conolly was Petitioner’s expert witness in the 
underlying proceeding. In his letter, Conolly stated two reasons he support Petitioner’s 
reinstatement. First, in Conolly’s opinion, the decision to discontinue the anticoagulants in 1998, 
represented a difficult choice between what he described as the ‘lesser of two evils,’ and second, 
Petitioner has engaged in significant academic research and writing, thereby showing his 
dedication to medicine.” 
 

• This short excerpt from Dr. Conolly’s letter (‘lesser of two evils’) should not be quoted 
out of context to make light of his message to the Board in support of my license 
reinstatement. The entire passage was the following: “In urging you to reinstate his 
license, I think it is pertinent to mention that much of the weight of the case that was 
brought against him because of the death of a patient was rooted in the testimony of the 
daughter of that patient that he (the patient) did not drink injudicious quantities of 
alcohol. It now appears that she has retreated from that position. From the information 
provided to David Cundiff in the daughter’s deposition subsequent to the medical board 
hearing, it would appear that the patient was at times taking the equivalent of eight 12 
ounce cans of beer per day. We would all acknowledge that there are some patients who 
simply cannot safely be given anticoagulant drugs. Such patients would include those 
who are prone to frequent falls, those who have identifiable sources of bleeding such as 
large esophageal varices, and of course those whose behavior and stability might be 
impaired by erratic alcohol intake, which would, in and of itself, make establishing safe 
anticoagulant control impossible. Viewed in this light, the choice before David Cundiff 
was not a choice between a safe or a dangerous course of action, but only the selection of 
what he judged at the time to be the lesser of two evils. Even with the wisdom of 
Solomon, no one is going to have a good outcome every time.” 

• Dr. Conolly and the other five physicians who wrote letters of support for the 
reinstatement of my medical license are all prominent in their fields of expertise.  

• I request that the Board members read all six of my letters of support in a reconsideration 
of my petition for license reinstatement.  
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Having my license to practice medicine is very important to me. However, bringing about 

improvement in pain management and palliative care for terminally ill patients in the LA County 

Department of Health Services Medical Centers and beyond is even more important than my 

personal situation. That is why I became a whistleblower. The full account of the circumstances 

that led to my whistleblowing and my efforts to bring about constructive change in the LA 

County+DHS is detailed in my book, Whistleblower Doctor—The Politics and Economics of 

Pain and Dying:  http://doctormanagedcare.com/WD/Whistle.htm  

 

Serendipitously, the case at issue with my license revocation led me to research the field of 

anticoagulation medicine in detail. By multiplying the published fatal bleeding rates for these 

drugs times the number of people receiving anticoagulation prophylaxis and treatment with 

anticoagulants as prophylaxis and treatment for 30 FDA approved and off-label indications, I 

discovered that about 100,000 people worldwide bleed to death yearly due to these drugs, about 

half of these deaths occur in the USA. My review of Cochrane anticoagulation reviews, not 

permitted into evidence by Judge Juárez, challenged the evidence-basis for the efficacy of 

anticoagulants for those 30 indications. Over one year after the publication of that review in the 

Medscape Journal of Medicine (http://www.medscape.com/viewarticle/584084), neither the 

authors of the 58 Cochrane anticoagulation reviews that I analyzed nor the senior management of 

the Cochrane Collaboration has rebutted any of the data or conclusions of that review. At least 

35 of the authors and editors of the 58 Cochrane anticoagulation reviews that I critiqued had 

undisclosed financial conflicts of interest regarding income from anticoagulant producing drug 

companies. Since I lost my medical license over an anticoagulation case and most all other 

anticoagulation researchers are financially dependent on drug companies, the medical media has 

no way to independently investigate my claim that at least 100,000 people needlessly bleed to 

death each year due to anticoagulants. Having my medical license reinstated will provide the 

impetus for a full investigation by the FDA and the medical media of the findings that I have 

reported in the medical literature and have been heretofore ignored.  

 

In summary, the injustice of the revocation of my medical license at the original AHL and of the 

Proposed Decision by Judge Juárez does not yet bear the final stamp of approval of Panel A of 

the Medical Board of California. Before deciding my case, I request that you review the 

transcript of the hearing, the documents admitted into evidence, and the documents submitted but 

not admitted into evidence. I would be happy to appear before you to plead my case and answer 

your questions.  

 

Thank you.  

 

Respectfully submitted, 

 

David K. Cundiff, MD 


