
WISCONSIN DEPARTMENT OF 
SAFETY AND PROFESSIONAL SERVICES 

 

 
 
 

Wisconsin Department of Safety and Professional Services 
Access to the Public Records of the Reports of Decisions  

 
This Reports of Decisions document was retrieved from the Wisconsin Department of Department of 
Safety and Professional Services website. These records are open to public view under Wisconsin’s 
Open Records law, sections 19.31-19.39 Wisconsin Statutes.  

Please read this agreement prior to viewing the Decision:  

The Reports of Decisions is designed to contain copies of all orders issued by credentialing authorities 

within the Department of Safety and Professional Services from November, 1998 to the present. In addition, 
many but not all orders for the time period between 1977 and November, 1998 are posted. Not all orders 
issued by a credentialing authority constitute a formal disciplinary action.  

Reports of Decisions contains information as it exists at a specific point in time in the Department of 
Safety and Professional Services data base. Because this data base changes constantly, the Department 
is not responsible for subsequent entries that update, correct or delete data. The Department is not 
responsible for notifying prior requesters of updates, modifications, corrections or deletions. All users have 
the responsibility to determine whether information obtained from this site is still accurate, current and 
complete.  

There may be discrepancies between the online copies and the original document. Original documents 

should be consulted as the definitive representation of the order's content. Copies of original orders may be 
obtained by mailing requests to the Department of Safety and Professional Services, PO Box 8935, 
Madison, WI 53708-8935. The Department charges copying fees. All requests must cite the case number, 
the date of the order, and respondent's name as it appears on the order.  

Reported decisions may have an appeal pending, and discipline may be stayed during the appeal. 
Information about the current status of a credential issued by the Department of Safety and 
Professional Services is shown on the Department's Web Site under “License Lookup.”  

The status of an appeal may be found on court access websites at: 

http://ccap.courts.state.wi.us/InternetCourtAccess and http://www.courts.state.wi.us/wscca .  

Records not open to public inspection by statute are not contained on this website.  

By viewing this document, you have read the above and agree to the use of the Reports of Decisions 
subject to the above terms, and that you understand the limitations of this on-line database.  

Correcting information on the DSPS website: An individual who believes that information on the website is 

inaccurate may contact the webmaster at web@drl.state.wi.gov  

http://wcca.wicourts.gov/index.xsl
http://www.courts.state.wi.us/wscca
mailto:web@drl.state.wi.gov?subject=Reports%20of%20Decisions


STATE OF WISCONSIN
BEFORE THE MEDICAL EXAMINING BOARD

IN THE MATTER OF THE DISCIPLINARY
PROCEEDINGS AGAINST . FINAL DECISION AND ORDER

MARK E. MC DADE, M.D., ORDER 00019; 1
RESPONDENT.

Division of Enforcement Case No. 11 MED 186

The parties to this action for the purposes of Wis. Stat. § 227.53 are:

Mark E. Mc Dade, M.D.
Dean Clinic Janesville East
3200 East Racine Street
Janesville, WI 53546

Division of Enforcement
Department of Safety and Professional Services
P.O. Box 8935
Madison, WI 53708-893 5

Wisconsin Medical Examining Board
Department of Safety and Professional Services
P.O. Box 8935
Madison, WI 53708-8935

PROCEDURAL HISTORY

The parties in this matter agree to the terms and conditions of the attached Stipulation as
the final decision of this matter, subject to the approval of the Medical Examining Board. The
Board has reviewed this Stipulation and considers it acceptable.

Accordingly, the Board adopts the attached Stipulation and makes the following:

FINDINGS OF FACT

1. Mark Edward Mc Dade, M.D., Respondent, date of birth March 29, 1963, is
licensed and currently registered by the Medical Examining Board (Board) to practice medicine
and surgery in the State of Wisconsin, pursuant to license number 36427-20, which was first
granted March 24, 1995. Respondent is certified by the American Board of Surgery.



2. Respondent's last address reported to the Department of Safety and Professional
Services is Dean Clinic Janesville East, 3200 East Racine Street, Janesville, Wisconsin 53546.

3. On February 15, 2008, Patient A, a 58 year old obese female, presented to
Respondent for endoscopy and colonoscopy, during which Respondent found a large right lower
quadrant incisional hernia. A large segment of the right colon was in the hernia sac; however,
the problem was only occasionally symptomatic to the patient.

4. On May 16, 2008, Patient A returned to see Respondent in order to arrange repair
of the hernia; this was subsequently scheduled for June 19, 2008.

5. On June 12, 2008, Patient A telephoned her primary care physician to report an
apparent sinus infection with yellow drainage. She was prescribed doxycycline 100 mg b.i.d..
On June 16, 2008, Patient A went to her primary care physician wondering if she should cancel
surgery due to worsening sinus congestion, drainage, and fullness. She was prescribed
azithromycin for an upper respiratory infection and told to inform Respondent if she did not
improve within 48 hours. Patient A did not contact Respondent prior to June 19, 2008 to report
these symptoms.

6. On June 19, 2008, the patient reported for surgery at Mercy Hospital, Janesville,
Wisconsin. The intake nurse's note indicates that Patient A was getting over a sinus infection.
Respondent wrote in the record that Patient A's head, ears, eyes, nose and throat were within
normal limits. The nurse anesthetist noted that the patient had sinusitis. Patient A's labs were
within normal limits and she was afebrile.

7. On June 19, 2008, Respondent performed an incisional hernia repair with mesh,
as a day surgery procedure, after which Patient A went home. That evening, Patient A fell off
the edge of a bed and became unresponsive momentarily. She went to the ER at Memorial
Community Hospital in Edgerton, Wisconsin where she was admitted and diagnosed with
syncope secondary to nausea and vomiting. Respondent was informed of this admission, but did
not treat her.

8. On June 22, 2008, Patient A was discharged and, at her request, was prescribed
augmentin 875mg twice a day for 10 days for acute sinusitis.

9. Patient A's first post-op visit was July 3, 2008, at which time she was afebrile and
her incision was healing well. Patient A complained of pain after eating so Respondent ordered
an ultrasound of her gallbladder. On July 10, 2008, Respondent saw the patient, who
complained of persistent lethargy and lightheadedness. Examination of the abdomen revealed an
obvious subcutaneous fluid collection in the area of the patient's previous hernia. Respondent
ordered a CT scan which, on July 11, 2008, showed the following:

IMPRESSION: Large 5x10 cm fluid collection subcutaneous tissues right side lower abdomen.
Within the intra-abdominal wall, more ill-defined 5x5cm focus containing multiple air bubbles.
Conceivably this could represent an abscess.

Fa



10. On July 14, 2008, Patient A was admitted to Mercy Hospital, under Respondent's
care, for postoperative abscess. Respondent's Admitting History and Physical stated the
following:

The patient underwent a CT scan of the abdomen last Friday, which showed fluid
collection felt to possibly represent postoperative infectious process versus seroma. The
patient was started on a Z-Pak for treatment of chronic sinusitis and this was felt to
potentially cover any postoperative infectious process and decision was made in
conjunction with the patient to see how she did on the oral antibiotics. Over the
weekend, the pain has grown progressively worse with right-sided abdominal swelling
near her previous incision, increased abdominal pain, fevers and shaking chills...

Respondent ordered metronidazole and piperacillin/tazobactam, intravenously. Respondent did
not order any medication or other prophylactic measures to prevent DVT.

11. On July 14, 2008, Respondent ordered fluid drained from the subcutaneous space;
a radiologist inserted a drain. On July 15, 2008, Respondent ordered a CT scan. The radiologist
noted that "When compared to the previous study on July 11, the size of the superficial fluid
collection has increased, although there is a drainage catheter in place..." The radiologist also
wrote:

IMPRESSION: Significant inflammation both deep and superficially at the ventral hernia repair
site in the right lower quadrant as detailed above, with a large complex fluid collection
superficially containing an indwelling drainage catheter; the deeper inflammatory process
containing a small amount of fluid but more significantly containing fat and air without a definite
or significant drainable component. Communication between the two is indeterminate at this
time. (...)

On July 16, 2008, Respondent incised and drained the superficial fluid collection in the patient's
hospital room. On July 17, 2008, CT revealed that an anterior fluid collection and an internal
abdominal fluid collection were both smaller but still present. The anterior collection went from
17.7cm x 5.8cm to 14.3cm x 3.1 cm. The internal collection went from 6.2cm in length to 6.1 cm.

12. On July 18, 2008, Respondent removed the mesh, which was found to be infected.
Intraoperatively, Patient A was difficult to ventilate. After surgery, Patient A was put on a
bilateral thigh-high sequential compression device (SCD) for deep vein thrombosis (DVT)
prevention. She was maintained on a ventilator due to surgery, lingering sedative effects, and
morbid obesity. That same day, a consulting physician assessed respiratory failure consistent
with hypoventilation.

13. On July 19, 2008, Patient A self-extubated and was started on enoxaparin daily
for DVT prevention by another physician.

14. On July 21, 2008, the enoxaparin was discontinued when heparin induced
thrombocytopenia was suspected; lepirudin was begun for anticoagulation. Sequential SCD's
were ordered. Patient A appeared to improve; however, on the following day she died suddenly
of pulmonary emboli after being repositioned in bed.



15. Respondent, by moving forward with the elective surgery when Patient A had an
active infection in her body, fell below minimum standards of the profession. Respondent
should have known that there was an infection, and that it would increase the risk of infection in
and around the mesh.

16. Respondent, by not removing the infected mesh sooner, fell below minimum
standards of the profession.

17. Respondent, by not ordering prophylactic measures to prevent DVT upon
admission, fell below minimum standards of the profession.

18. In June, 2012, Respondent attended a conference entitled "Abdominal Wall
Reconstruction" sponsored by the Georgetown University Hospital, Washington, DC, and
received 8.5 hours of Category I Continuing Medical Education.

CONCLUSIONS OF LAW

A. The Wisconsin Medical Examining Board has jurisdiction over this matter
pursuant to Wis. Stat. § 448.02(3), and has authority to enter into this stipulated resolution of this
matter pursuant to Wis. Stat. §§ 227.44(5) and 448.02(5).

B. Respondent, by engaging in the conduct set out above, has engaged in conduct
which tends to constitute a danger to patients, which is unprofessional conduct, as defined by
Wis. Admin. Code § MED 10.02(2)(h) and is subject to discipline pursuant to Wis. Stat.
§ 448.02(3).

ORDER

NOW THEREFORE IT IS ORDERED that the Stipulation of the parties is hereby
accepted.

IT IS FURTHER ORDERED that Mark E. Mc Dade, M.D. is hereby REPRIMANDED
for his unprofessional conduct in this matter.

IT IS FURTHER ORDERED that Respondent shall within 90 days of this Order pay
costs of this proceeding in the amount of $2,050. Payment shall be made to the Wisconsin
Department of Safety and Professional Services, and mailed to:

Department Monitor
Division of Enforcement

Department of Safety and Professional Services
P.O. Box 8935

Madison, WI 53708-8935
Telephone (608) 267-3817

Fax (608) 266-2264



In the event Respondent fails to timely submit payment of the costs as ordered, Respondent's
license may, in the discretion of the Board or its designee, be SUSPENDED, without further
notice or hearing, until Respondent has paid them in full, including any accrued interest.

MEDIC XA INING BOARD

/___________ ____
By August 15, 2012 .

A M er of the Board Date
aktlbc


