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PROCEREDINGS

called as a witness on behalf of the plaintiff, héving been
first duly sworn, was examined and testified as follows:
THE COURT: You may be ceated.
| DIRECT EXAMiﬁATION

"BY MR. GCASTON:

Q Good afternoon, doctor.
ay Hello.
Q Could you please state your name and your businéss

address for the members of the Jjury?

A

Q . 0Okay. Doctor, I show you what’s been marked as
Plaintiff’s No. 56 for identification, and I will ask if you
can identify this document. |

A Sure. That’s my resume.

Q Okay. Does that contain your educational experience,
your work experience as a physician? |

i\ Yes.

Q Okay. If we can review with the members of the jury,

where did vou attend medical schecol?

A School of Medicine.
9] What year did you graduate?
A 'a3




pei
1 9] And, after graduating from medical school, did you

2 || attend an internship and residency program?

3 , A Yes.
4 Q. And where were they, doctor?
-5 A That was at Hospital in
6 Q And what was the nature of your residency and

7 infernship?

8 - A It was a three-year combined internsﬁip and residency
9 || in family medicine.

1G : Q Okay. After you completed your internship and

11 || residency, did vyou becomerlicensed to practice medicine?

12 A Yeah, actually during my, right éfter my internship,
13 I was licensed.

14 Q Okay. And what state are'you licensed tc practice

15 {| medicine in, doctor?

16 A ‘Maryland.

17 Q Okay. And do you know how long you’ve been licensed
18 | to practicé medicine in the State of Maryland?

13 A Since ‘86.

20 o) Okay. Are you board certified in any recognized

21 || specialty field of medicine?

22 A Family medicine.
23 Q Okay. And do you know when vou became board
24 certifiied?

25 P2\ 1986.
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Q Ckay. And, doctor, after finishing your residency at
University in family medicine, can you give the
members of the jury an understanding of where you worked as a

doctor and what you did?

A Yeah. For 11 years, I was on the eastern shore of
Maryland. We had a main office in . 1 was there, as I
said, for 11 years. I becames the medical director of a small

group. There were four of us in the group, and, but most of my
work was clinical; 80 percent clinical work. It was office and
hospital-based, the full range of family medicine children all

the way on up to end of life care.

Q Okay. And then where did you go from there?
A Then T went to Baltimore fo a similar community
health center, , doing wvery much the

same kind of thing, inpatient and cutpatient family mediciné,
also with administrative responsibilities.

Q Okay. Then wheﬁ’s your next employment, doctor?

A Okay. So, that, it got a little, a little sticky in
there, because I, T tock a little time off toc get into
electoral politics, and, so that I stopped working there, but
worked part-time in an urgent care center at Hospital,
at

Aﬁd, after I lost the election, I began working,

P ERTE - vor F o
OT , OUT Thnere wasn' t©

[meal

RG] - 3 -1 E 1] o)
well, I wanted to work full~-time

an opening, so T got Three months worth of the family practice
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in ; Maryland. And, then, when the copening came at
, and they offered me the job, I went over there. So,

that”s what I was doing. I’'ve been at since 2007,

April of 2007.

Q A Okay. And what is your ?rimary responsibpility as a
doctor for ] Hospital?
A Currentiy, I'm a hospitalist, so I spend 100 perceﬁf
of my clinical time in the hospital at | ’
in
o Do you still hold anf positions at
’
A And, and a part-time clinical faculty, part-time
clinical.

Q Ckay.

A Well, actually, I'm still on staff. I'm still, T

still have privileges at . Hospital and at
Q And you were also one of the chairman of
A I was, I was the director of that division. Yeah,

so, most of the time I’'ve held some various administrative
poesitions, so I wasn’t always 100 percent clinical. And, and

that’s what I was doing for about four years at the main

hospital at . The division, the was in the

department 0f emergency medicine.

o8}

2 Ckav. And what ftype of patients did vou see while
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you were employed at -=

A ?
Q -—- Emergency Medicine?
A Yeah, that’s, yeah, it’s a section of the emergency

department where we would see the more minor illnesses, not,
most of the time. I mean they, they, sometimes people would
come 1n with what seemed like a minor illness, but it was
obvious it was more serious,_and they would either get admitted
or movéd to another part of the emergency department.

I also worked in, in an bbservation unit in, in the
emergency department too. That was a smaller part of my
responsibilities, and that’s like a mini-hospital environment,
a short stay kind of unit.

Q and, doctor, in your years of experience as a
physician, can you tell the members of the Jury what family.
practice medicine entails, the type of patients yoursee, and
the type of care that you give your patients?

A Well, the general concept of family, family medicine
is it's comprehensive. It’s a continuocus care over periocds of
Time. There’s emphasis on, on, ycu know, treatingrthe whole
family. There’s no distinction made between different
diseases, or genders, or ages. So, we pretty much see all, all
patients, take all comers.

¢ Do you treat patients for diabetes?

A Yes.
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Q Do you treat patients for hypertension?
A _Yes. |

o How about kidney failure?

A Yes.

o) Kidney disecase?

A Yes.r Yes.

Q ' Do_you have sometimes patients that come in with hip.ﬁ
fractures, ycu have tc follow them?

A Absolutely.

Q " Okay. rDuring the course of your treatment with
patieﬁts, have you ever treated patients who have had shock?

A Oh, ves.

Q And, as part of your Jjob, as a physician in treating
all these patients, have you also had to treat patients who
suffered -- to watch for and treat patients who suffered-from
ihternal bleeding?

A Ch, ves.

Q QOkay. And, dcocter, have you ever had to testify in a
court like this in a case like this?

A No.
Q EZnd I kelieve we did ask you fto come and testify as

an expert in this case, 1is that correct?

A Yes.
O Ckay.
MR. GASTON: Your witness on volr dire.
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VOIR DIRE
BY MR.
0 Good afternoon, sir.
A Good afternoon.
0 I'11 iet you pour that water first.
A Yeah. (Unintélligible.) |

MR. GASTON: ©Oh, I'm sorry. I will have to qgualify
the doctor with respect to standard of care, unless —-- I don’ t
know if that should be appropriate at this time, but I guess T

need to do that.

DIRECT EXAMINATION (Resumed)
‘BY MR. GASTON:
Q Doctor, we’ve asked you to come and testify in this
case regarding the standard of care that Dr. gave to
Mr. . while he was at Hospital.

In your practice as a physician in Maryland, are you
familiar with the standard of care that’s required of doctors
with similar skills as Dr.

teaching similar -- treating

similar patients, such as Mr. , in the Maryland medical

communiity?
A Yes.
O Are you also aware, and can you testify to any

breaches of the standard of care that was occasioned by Dr.

5

e Maryland medical community?

Q)
i

treating Mr. in t

i
]
4]

A
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Q

Thank you very much.

MRT GASTON: Sorry, counsel.
MR._ : Thank ycu.

VOIR DIRE
BY MR.

Good afternoon, again, sir.

All right.

10

You say that yeou’re a hospitalist, is that correct?

Yes.

S50, you spend your entire professional time in a

hospital, is that correct?

correct?

A

Q

A

- Q

in the emergency medicine department starting in April of

2007

s’
et

membeyr

Yes.

You don't see patients outside of a hospital,

That’s correct, yeah.

is that

And, prior to being a hospitalist, you were employed

Yes.

-- 1s that correct?
Uh-huh. Yes.

Ts that right?

Yes.

N -
o~

[ N 7 g o~
Before 200/, YOou Gelraed

f the

that vou wanted to become

-

a




pei

- 190

11
12
13
14
15
16
17
18

19

B
Y

RS
@5l

11

sir?

A - Yes.

Q And you ran an elecfién in the First Congressional
District --

A Thét’s right.

0 -- is that correct?

A That’s right.

0 Big ventures, wasn’'t 1it?

A Oh, yeah. Eye-opening éxperience.'

0 You actually wrote about that, didn’t you, sir, about

your ——

A T believe 1 did.
Q -—- reasons for becoming a member of the
, didn’t you?
A I, I think I, it was published in our family practicé

journal, if I remember correctly.

Q0 The “ ;7 is that right?

A Yes.

0 ind, in there, you stated that you have been
providing -~ and I°11 show this to you -~ public service for

almost 20 years. Is that right, sir?

iy At that time, it would have been like 19, almost 20

yvears. That’s right.

T

0O "1l show v

u Exhibit 25.

O

ay that again. Oh, Exhibit 25.

A

A

5]
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Q You wrote that becauss you were —- I mean it’s cne
ceffort to try to_enéourage people to vote for you, 1s that
right, sir?

A Can,-can, can I clarify, because you didn’t read the
whole sentence? T gsaid I have bgen providing public éervice
from the private sgctor for almost 20 years.

o So, do you consider that you, in trying to kecome
elected, were telling’everyone that you were providing a pubic

service to the citizens of the State of Maryland, is that

right?
A That’s correct.
Q How many years did you work where you didn’t provide

any medical care, and you just adjusted claims for the
Insurance Company?

A I was with for about seven months,.seven and a
half months.

Q And vou were providing a public service when you were
denying claims on behalf of for some of their members, is
that what vcou’re trying té tell everyone in the ™
P owhen you wére trying to be elected to the

MR. GASTON: Objection., Argumentative.
THE COQURT: Sustainéd.
BY MR.

o Can we agree that vou weren’t providing a pubic
b Stk
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service when you were adijusting claims for , 15 thaf
right, sir?

A No, not a public servibe, no.

0 S0, what you told in that statement in 2006 to become

-elected, was not true, is that right, sir?

A No, it was true.

Q It was true. You believe that, when you were

adjusting claims for -

A No.

¢ -- that was a public service --
A No.

Q -— you were performing?

A No, I didn’'t say that I was doing tﬁat continuously
for almost 20 years. I said I was doing that for almost 20
years. Yes, there was a seven and.a half month hiatus when I
learned about the in;urance industry from the inside. And you
should ask me why I only stayed for seven and a half months,
but --

Q And the rest of the time when you were getting paid,
and seelng patieﬁts down in and in Baltimore, you think

that’s a public service, is that right?

A Would vyou 1like to know why I think that?
0 T'm asking yocu. You believe it's a public service,
is that right?

)

=

Ye

n
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Q Because that’s what you told people when you were
trying to scolicit votes to become elected to the
, 1s that right?
A I had been saying that long before Ikdecided to
solicit votes. |
Q Now, you were listed also as a quote “fast track
position”'unquote when you were taking care of medical problems
in the emergency department, is that right?
A Say 1t one more time.
O You were listed as a quote “fast track positidn” when

you were taking care of minor medical problems in the emefgency

department, is that right?

A Listed as one. I'm not sure what you mean by listed
as one.
Q Well, that’s what yocu were characterized, and you

teld us in your deposition that,"is tﬁat right?

A Yes;

Q So, you would see a level 3, 4; or 5. You would see
the patients who had minor problems in the emergency
department, is that correct?

A That’s right.

Q And they were triage. If they had a minor, they

would come fto you. If they had a maior problem thev’'d go

elsewhere, 1is that right?
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15

How much are you charging Mr. Gaston, in this

particular case?

A

Q

A

qualifications,

per hcur,

case?

A

Total?
Well, that’s a gocd start.

I don’t know.

MR. GASTON: Objection. Doesn’t go to his
Judge.
THE COURT: I will permit it.

THE WITNESS: I don’t have the total.

MR. GASTON: Ckay.

THE WITNESS: I could tell you what I would charge

BY MR.

What are you charging per hour?

$275.

Okay. And do you know how many hours you put in this

More than I charged for, that's for sure, but 1f I

had to guess I’'d probably say somewhere around 20 hours total

that I billed, perhaps,

Q .

A

L]

more.

And you have furnished a bill recently, haven’t you?

Yes.

Well, have you bean here since 9 ofclock yesterday?




pei

10
i1
12
13
14
15
16
17

18

15

21

22

23

24

25

16

A 11:15 or so.

0 And you stayed here the rest of the day, is that

right?
A Yes.
Q You sat back tThere and listened to the testimony of

the fact witnesses in this case, is that right, sir?

A Yes.

Q And you’ve been here all morning, and you sat here
and listened to testimony from Dr. . 1s that correct?

A Yes.

Q So, you’ve been billing all that time too, i1s that
right?

A Well, my, I have a flat fee for a trial day.

Q You have a flat fee for a-trial day?

A For oﬁe day, veah, because I have tc bleck this out
of my, this whole week out of my schedule, so I can’t work, I
can’t be earning, so I figured I would charge for the day.

Q Ckay. And what’s the flat fee for the day?

A 53,000 a day.

o) So, you’re charging $6,000 just for the past two
days, plus the time per hour that you spent in reviewing

medical records and all in this case, is that right?

i

1at I billed for, right.

9}
-

A hat’

.

o]
[0 )
0

! o+ v = T +waqrd \ +
0 You den’t have any feormal training in patholog

you, sir?
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A Other than what I got in féur years of_médical
school, and an elective in medical school, and what I learned
in residency, and everythiﬁg I've picked up 1in the 25 some odd
years since then. | - |

Q Did you take theroccasion to look at any slides in
this case, sir? |

A Slides? No.

Q- And you don’t have any formal, specialized training,
residency or otherwise, in hematology, is that right?

s That’s right.

0 No formal, specialized training in the area of
pulmonology, is that correct?

A That’s right.

Q No formal, specialized training in the area of
nephrology, is that corréct?

A That’”s right.

Q And no formal, specialized training in the area of
critical care medicine, is that right?

A That’s right.

MR. : I have no questions at the present
time.
DIRECT EXAMINATION (Resumed)

BY MR. GASTON:

Why 4did you ieave aftery seven months?

¥

A I didn’t like what I was being asked to do, and there
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was, there were policies that we were supposed to fellow, you

know, medical reasons for, for approving or denying claims, but

then I would be overridden by, by somecne becausé it would make

bad press, or because someboedy was threatening to do socomething,

or somebody was connected to someboedy. And it was not an

objective process, and I left.
Q Okay.
MR. GASTON: Move that the docter be considered as an

expert witness in the field of medicine with a specialty in
family practice.

THE COURT: Very ﬁell;

BY MR. GASTON:

Q Docter, with respect to your testimony today, because
this is the first time you’re-in'éourt, the jury cannot hear
your copinions unless you have reached them within a reasonable
degree of medical probability. That’s fancy iegal talk for the
simple phrase that you believe something is more likely so than
notT "When I ask you that guestiocn, it simply means that you
believe something’s mofe likely so than not.

And I weuld ask you, for the opinions that youfve

decided to give, it has to be to that degree of legal standard.

Do you understand that, doctor?

A Yes.
g And are you able to do that today?
A Yes
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what are the medical records that you reviewed, and what are

19
o - Okay. Doctor, in preparation for today’s testimony,
did you have the opportunity to review some documents and
records that were sent to you?

A Yes.

Q Can you briefly describe to the members of the Jury

some of the documents that you also reviewed?
A Well, I looked, 1 reviewed the, the autopsy; the
death certificate; the entire hospital chaft; some of Dr.
"s office records; oh, depositions, a variety of
depositions from the people I think you"ve all heard from,

except for maybe cne or two --

0 Did you also review —-
A -— the images, the CT images. I had some
conversations with Dr. (phonetic sp.), the patholeogist’

that was mentioned before; That’s about all Ircan think of
right TIOW.

o] Okay. After reviewing all the documents in this
case, have you reached an opinion within a reasonable degree of
medical probability whether Dr. breached the applicable
standard of medical care that was reguired for a similarly
skilled doctor treating a similarly -- patient with similar
injuries and illnesses within the Maryland medical community?

Do vou have an cpinion?

A Yes, I do.
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Q | And, docter, what is your opinion?

A I believe Dr. ~ did breach those standard of
care.

Q Do you have an opinion within a reasonable degree of

medical probability whether the breaches of the standard of
care was a proximate cause of s death?

A Yes.

Q And what is your opinion, doctor?

A I believe that those breaches were the proximate
Cause.of Mr. /8 death.

0 Doctor, before we.go into_detail of all of your
opinions, can you sﬁmmarize them to the members of the jury in
a couple of sentences as to what breaches you believe Dr.

committed that was a proximate cause of Mr. "8
deaﬁh?

A Well, he failed to recognize the early signs of
shock. He, he failed to address and evaluate, failed To
adequatély treat it. The shock is cause by internal bleeding
from a fracture that he knew about, aﬁd failed to consider

bleeding as an option, as a possibility, as a likely

explanation for why Mr. was going intc shock.
O Doctor, what is the type of fracture that Mr.
sustained when he fell on th that brought him into the

LY
pl

hospital®

A He had a comminuted left hip fracture, a left pelvic
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fracture. Well, I mean more accurately there were three bones-
that were broken, but the bones that nake up the pelvis, and
comminuted is toc many pieces to really-;ount.

Q I-show you whatfs beeh marked as Plaintiffs’ No. 24
for identification. And T dén’t know if you éan see that, and

hold on one Second.

You just press this red button here. And there’s a

pointer. And actually I might stay right here, doc.

Doctor, can you explain to the members of the jury,

first off, does this exhibit fairly and accurately depict the

condition of Mr. s left peivic when he entered the
hospital at Hospital on

‘A Yes.

Q, And would it help you to explain your opinidn to the

jury to discuss with the jury what are the images that are on

the exhibit?
A Sure. I think it would be helpful.

Q Okay. And let’s start with the top. Let’s go with

the top upper left picture image, doctor, right there. And

'what does that represent?

A So, this, this is a reconstructicn of taking, you
know, a CT scan takes multiple slices through an individual in
this kind of piane, multiple slices, and then vou can, thrbugh
& computer, reconstruct those into an image of the bony pelvis

in this case, and that’s what you're seeing.

il
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This is from the front, looking at his front. That
would be the tail bone way in the back there. This hole is the
pelvic.inlet.‘ The bladder sits in there. And then the, these
are brobably what most people think of the hip bones, the big
wings that come ocut the side there.

Now, you can see a little bit of his femur, which is,
no, maybe a lot of people consider that to be the hip. Sorry.
Anyway, so, what you’re seeing here is the fracture, right,
hard to held that steady enough, but the fracture line
exfending down, and you can see how it, it goes off in a little
branch there. And down here it’s in lots of little fragments.
So, that’s why it’s comminuted.

There’s another thing you mightrbe able to see here
thaf the fracture edges are not lined up. For example, right
here the edges are prettyrwell lined up; they deon’t overlap at
all. Here theredges are further apaft, and they, it’s
displaced. That piece of bone is, is displaced;'it’s knocked
out of Iline.

O What about the center?

-

o~ - -
L\J a

'

A The center is a side view, s0 you're looki rom
his, his left looking at, directly on the side, so you can kind

of see the outside of the ilium here, the, the wing where the,

where the fracture’s on the, on the outside of the bone.

)

o { 3 = : . ey g o o~ F o
30, here’s kind of thes inside, &and there’s the

T

ocutside. So, it clearly extends through the bone, and you can
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see the fracture line going down like that. It cuts across
again. That’s this part right here, and then it goes down
across that superior ramus, that’s the top of the pubic bone
there. | |

Q And the photograph on the right, doctor?

A Sorry. So, I'm sorry. So, this would be his front,
and fhat’s his back, again, there’s the tail bone.

That’s, oh, a back view. Now, you’rerlooking at the
same. It’s direct on, but it’s from the back side. So, you
can see now the left hip is cover here. Again, it’s showing
thathf:acture coming down the ilium,-ahd Then kind ©of branching
out in these different directicns here. It’s a little hard for
me to see froﬁ here.

C Ckay. And do we have some other images on the bottom
of that exhibit?

yiy Yes. So, it locks like what the artist has done here
is draw the, the bony structures, but it’s also cverlaid some
of the soft tissues. You kind of get the layout a little
better.

g Ckay. And, doc¢tor, can you =~ why == I7m sorry.
What, 1f any, common recognized complications are there from
this type of pelvis fracture?

A Well, it's actually a fairly reason; itfs a fairly st
stable fracture as opposed to, you know, if you were to break

through a bone, a long bone like this it could wobble like
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thati You know, that’s why it has to be splinted, or, or
surgically repaired, surgically fixed, because if it wobbles
around like that, thQSe, those locse ends can really do a lot
of damage, especially if you have some major érteries running
along-there.

So, it"s a fairly stable fracture, so you're not
worried too much about thét; But what you are worried about,
mostly about, and this type of fracture would be bleeding,
would be fat embolus could beﬂa possibility. That’s where
little pieces of the bone marrow actually break loose and get
into the bloodstream, go into tThe lungs. |

But, primarily, hemorrhage would be the biggest risk
of a fracture like this.i

.Q We don’t have any blood vessels in that diagram,
docter. Are any-blood vessels close to the area of the hip if

the pelvis has been fractured?

A Well, you have all different size blood vessels. I

i mean the bones are covered with a tough, fibrous membrane that

has blood vessels coursing through it. So, yecu just have to,
would imagine there’s all kinds of little blood vessels —-
Q And how about the middle picture?
A -—- running all over.
The same thing. You’d have blood vessels coursing .

1

-3 4 - 3 + 1 =
Ciig 0ip Joint 1nn nere.

They would bridge across
Y J

So, ves, blood vessels are all over the place and 1n close
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proximity to the fracture.

0] Okay. Doctor, have you had the occasioh to read the
autopsy repoft?

A Yes,

| Q Okay. And can you tell the members of the jury if

therefs any indication in the autopsy report of any bleeding
ingide of Mr. "s body that was found-on autopsy?

A Yes.

Q And would it be helpfulwto show the members of the
jury the autopsy report itself, and then to read from &hé
actual page of the autopsy'report ﬁhere the bleeding was?

A Yeah, that would be helpful.

o I have é copy of it enlarged right here, doctor, for
yOu.

A Good, because I don’t know how this.one’é laid out
here.

Q Does that look like the autopsy report?

A Okay. That’'s a page from it.

0 And I'm sorry if all of us can’t read this, but if
you cén just read this first sentence here.

A Yeah, so this is the autcpsy. “Examination of the
abdominal cavity revealed soft tissue hematomas dissecting
through the fascial planes of the left retroperitoneum hip and

eft lateral abdominal wall.*®

I._._l

Q Okay. Let’s stop there. What Is soft tissue
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hematomas? What does that mean?

A Hematomas are collections of blood. In this case,

they’re talking about in the soft tissues.

0] Plural meaning more than one, correct?
A Yes.
Q Okay. MNow, where are these found in Mr. "s

body? And if you can use the pointer, or you can use the laser
poiﬁter.' On'heré, where is the coroner cescribing the area
that these are found in?

A Yeah. The peinter’s not wide enough to really give
you a good sense of it. So, fasciél planes, you would really
need to see muscles to best visualize the fascial planes,
becéuse the fascial planes are the, the areas where, where
muscles just kind of.lay up against each other.

S0, you have to imagine-groups, bundles of muscles
all over the place. The abdominal wall, so, they;re talking
about the left lateral abdominal walls. So, that would be
seen, you could see that from this side view here. That would
bé the left side of the abdominai wall actuaily extending all
the way across to the new line. That would define the left
side. So, all around like that.

You could see them coming up here too. Here’s more
of the left side of the abdominal wall all the wavy up here.
And the hip area, of course, as I said, this, vou'd see,

they’re talking about here’s the hip. The hip is all arcund
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here. The hip ié all arcund here.
And then the retroperitoneum is a little hard to
explain, but it’s -- |

Q Can you explaiﬁ it on your body if you could maybe
point to it? |

A It’S'in, itfs in the back just inside;the back. So,
if you had your muscles of your back Jjust inside,wbere your
kidneys are, that’s the retroperitoneum. It pretty much goes
from the ribs, which are even out of the view of this picture,
from the ribs all the way down dgep into the, into thé pelﬁis.

Q Would you describe the area that’s being depicted by
the coroner where these blood clots are found to be a small or
a large area?

A I'm sorry. Say that again.

0 The area that’s being depicted by the corcner, and
the area that you’ve just described for tﬁe Jjury, do you
consider that to be a tiny area in the human bedy or a
relatively large area?

A That’s a large area. I mean vou cculd think of that
as a percentage of body area, and it would easily be 9 tc 18
percent of body area.

Q Thank you, doctor. You can have a seat. Doctor,
when you reviewed the medical chart, can vou tell the members
of tThe jury what Mr. biood pressure was when he entered

the hospital?
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A Yes.

Q Do you remember what that was?

A The number 88 over 49 is what’s in my head.
0 Okay. And is that low blood pressure?

A Oh, ves.

0 Okay. And what is Mr. hbaseline blood
pressure ié light of the histery that you reviewed?

A Well, the, his history said that he had labile
hypertension, which is another way of saying difficult to
control blood pressure, which means it éan be up, 1t can be
down. |

He also had longstanding hypertension. He was also
on multiple, multiple blood pressure medicines. So, the
implication is that his blood pressure at base would be higher
than the normal person. So, even the, there’s something called
relative hypotension. So, for a persoﬁ who ncrmally runs

pretty high, even what might be normal for all of us would be

low for them.

Q Ckay. And did one of the doctors, either the
emergency rocm doctor or Dr. . , how did they address the
low biood pressure when Mr. was first admitted to the

emergency room?
A Well, the emergency room doctor approximately gave a

holus. You heard that word, & neormal saline, which 1s fulli-
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o) What’'s a bolus?

A Well, he gave 500 cc’s, and a bolus means you, you
get it in as guickly as it will go, wide cpen, the IV as, as,
as large as the‘bore needle that you have, as large as the vein
can take poured in there, poured the fluids in.

The emergency room doctor did that, re-checked the
blood pressure. The blood pressure had ccome up niéely,-so ne
maintained a pretty reasonably brisk IV solution at 150 cc’s an
hour still using the norﬁal saline, but qsing therfull*strength
stuff.

Q And inside the body, how does the infusion of fluid
work to increase the blood pressure?

A It, it increases the volume. So it’s going directly
into the vein. 2And, again, because it's, if’s full—stfength
Saiine, it’s going to keep fluid in the, in the circulatory
system. It keeps the fluid. It, it adds fiuid, and then that
fluid stays in the circulatory systemn.

Once you’ve do that, because of the physics on how
the circulatory systenm wc%ks, you increase the volume, the
pressure will go up, assuming other things don’t change.

0 And should all family medicine doctors know this
simple way to deal with low blcod pressure is to simply give
fluids?

A Yes., Yes.

regquired to know that, as well?

i
—
0
=)
ks
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him some fluids,

agree?

A

30

Yes.

Okay. S0, his blood pressure came up after they gave

which I think was a goocd think, you would

Uh~huh. "It got up and stayed up. And, so, he was

ready to be transferred up tb the medical floor.

Q

Okay. When he was transferred toc the medical flocr,

it what was his condition when he entered the room, and what did

the orthopaedic doctor recommend for his course of treatment?

A

Q

A

Q

His condition?
You know, did he still have The fracture?

Oh, vyes.

Ckay. All right. 8Sco, he’s in the room, and did they

recommend any type of traction for him?

A

not think it was operative,

put him in traction and pain control.

Yeah, I'belieﬁed they put him in traction, and he did |

certainly, not initially. It was

T believe that was the

orthopaedist’s plan.

Q

details, but it does appear that Dr.

Okay. And Dx. came in to see Mr. , 1is

I believe on that, that morning of the 15th, right.

Ckay. Did he order some fluids for him at that time?

If I could just look, because T tried to, as you

5, it’s a 1little difficult to reconstruct some of the
left a telephone
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order at possibly 11:45 that morning changing the IV to the
weaker solution and giving it at a lower rate. He changed it
to the half normai salipe at 100 millimeters an hour.

Q How does the weaker solution -- what is the efficacy
of a weakér solution wversus a stronger sclution? How does that
work inside the body?

A Well, if ydu put a, a fluid into, directly into the
vein that is lower concentration than the tissues around it,
the water will get pulled into the tissues, instead of staying
intc the blood ﬁesselsr so it caﬁ have the benefit of hydrating
someone.

S50, 1f someone tissues and their whole body is
craving water, that’s a good way to get them water, but it
won’t de much to help keep up the blood pressure, if aﬁything.

Q And, from your recollection of the chart, how was Mr.

s condition from the 15th through the i6th? Was his

blood pressure stabilized? Was his heart rate stabilized?

A Yeah.
Q How was he doing?
A Yeah, I believe he was pretty good. Now, now, Dr.

did say eariier today that, on the 15th and the 16th,

£
he, his blood pressure was fine, it was stabilized, I believe
was the word he used. Yet, the nurses did hold three c¢f the

1 oo 14~ =3 1 mematias M ia HiPAand
biood pressure medicines on the 16th, because his, his bilood

pressure was low. So, things were starting to happen on the
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eve of the 16th; the nurses noticed that.

0 Okay. And Qhat are some of the vital signs that a
doctor, such as Dr. . , should be paying attention to for
a patient who suffers a pelvié fracture with respect to
internal bleeding? What should he be lcoking for, and what
should he keep his eye on?

A Well, the vital signs are not called the vital signs
for nothing. They are the vital signs, and there are four bf
them cofficially. Some people talk about the pain scales being
the fifth vital sign, or some people talk about the pulse ox,
the oxygen levels in the blood as being a fifth or sixth, but
really there’s four. Theré’s temperature, there’s pulse,
there’s respiratory rate, and there’s bloed pressure.

And, and those four, if you’'re paying attention to
all four of those things,-any doctor should know how to
interpret them. So, when you’re looking at a fracture, you
have concern, a fracture with hematomas now, you would look at
temperature first of all, because tThese hematomas can get
infected, so if the temperature’s up, vyou got to start thinking
infection,

But, mcre importantly really in, in the, espgcially
in the setting of a declining blood counts, would be the pulse

and the blcod pressure. Those are the ones you’d really be

Suddenly, if he started really breathing fast, then you might
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into the lungs.

so, 1in his case,

the

be worked about one of those embolus things that I talked

the little fat from the marrow breaking of and going

But his, his respiratory rate was fine, and I believe

33

which would be

he did not get a fever at all,
abnormalities were in the pulse and the blood pressure.

5
6
7 Q Okay. I'm going to put on the screen,
"8 |l page number 10103.
9 A Wow.
10 0 Doctor, that’s right up there.
11 iy Okay.
12 Q And have you seen this before?
{ 13 A Yes.
14 0 VOkay. Can you‘tell us the importance of the
15 [ information on this page as it pertains to the treatment given
16 by Dr. to Mr. ?
17 A Well, this is the graphic record. This is a key
18 | document that ties together much of the pertinent information
19 || that vyvou need in evaluating and monitoring patients. I can’t
20 find it in here, but --
21 0 This right here, doctor.
?2 A Yeah, I, I can see.
23 9] Okay.
24 A- veéh, forget 1t 1 got it.
25 o Thank you very much.
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A 50, what do you ses? O0On the top there, you've gof,
the upper portion; you know, there’s three dates across the
top, which are kind of cut off here, but there’s, and the days
are separated by the lines. So, you got the 15th, tﬁe 16th,
the 17th. They’re broken up into four-hcur columns. So, it's
a linear chronologicalrfrom left to right of what happened.

The different dots, and sometime; they use dots, and
Xs, and so on, but it locks like they put dots for the pulse,
and, hence, are usﬁally a different symbol.

Q (Unintelligible) temperature.

A S0, those little dots gives you a graphic chart of
the pulse. You can see how it goes'up, it goes down, or are
those temps? I'm sorry. 1I'm sorry:. Those are temps. Sorry
about that.

o Okay. That’s all right.

A So, the pulse is written as a line there, and then
the respiraticons and the blood pressure. As you can see, those
were the vital signs. The pain scale is, is trying to become a

fifth vital sign.

Q Pulse simply means how many beats --

A Beats per minute.

0 —-—- per minute of your heart?

A Weil, the pulse. The nurses are checking a pulse.
It’s the peripheral pulse usually here, or they couid have one
of those machines that’s Just measuring it In the finger. It's
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not actually the heart rate, beceuse sometimes the beat of the
heart may not get transmitted to the pulse, but it’s a

reascnable representation of the heart rate.

Q Let’s talk about the blood pressure.

A Yes.

Q How’s he doing on the i6th?

A Yes. So, when you look at this one, he starts out

the 16th at probably what 1s somewhere near his baseline. When
I say starts out, I mean around 12:00 midnight or so. Yeah, he
starts out 12:00 midnight right about there what looks like a
150 over 89. And then he goés into 4:00 a.m, 153 over 84.
Thén 8:00 a.m., 145 over 94. These are probably all around his
baseline, 152 over 90.

This is where you get to start to see a subtle
change. The diastelic is now down to 70; that’s the bottom
number. And, then, by the evening, by 8:00 p.m., on the, on

the leéth there you see the systolic is down, as well, down to

119.

Q Do you consider that a significant change in blood
pressure?

A You know, in and of, by itself, totally taken out of

context, it probably wculdn’t raise too many feathers.

Q All right. When vou treat a patient --
iy mowever, sorry, yeah, you have to loock at the total
pclicture I'm sorry
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o That’s ockay.
A I didn't want to cut you off, but, so, if you look at
the other liﬁe, remember the vital signs you got to lock at all

of them. So, you see the pulse going pretty reasonable 84,

something, 7, 81, 90, not too bad. But you notice what’'s

happening in here, at the same time that bldod pressure’s going
down a little bit, the pulse i;.going up, 113, 1, does-that say
125, I think,.but, even if if says 115, clearly over 100, which
is, by definition tachycardia whichris abnorﬁal.

Yeah, a little bigger, yeah, so you can see that. I

think that’s a 125.
Q Okay. And would these charts be available for Dr.

to review at anyfime he came into the hospital?
A Yes. Thése, these, so, these would be tallied at the
end of each shift, so by, by 11:00 p.m., those numbers would be

there. Well, if not sooner now that I think about it. They

may do them every four hours.

There’s alsc those, no, those are Just INOs, I'm

SOITY.

Q Okay. So, while you’re keeping an eye on the blcod
pressure --—

A Uh-huh.

Q -— 1s there any -- and, when vyou say vou have to keep
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keep an eye on?

A Well, besides the, the vital signs, if you scroll
down further on this same graphic record, you have the INOs.
You hear that term,beforé, the intake and the output. Thét’s
another extremely important thing to loock at, especially in
someone in whom you’re managing their fluids. Somebody who,
who 1s having, you know, who came in with blood pressure of 88
over 49, you’'re really going to want to watch those fluids
clesely. And, so, that'’s tﬁe next piece that you would look

at.

And, then, of course, you’'d examine the patienﬁ, and

then you look at labs --

Q What does this next piece --

A -— and imaging sfudies;

Q- -~ down here where kunintelligible) that’s héppening
with Mr. between the 16th and the 17th?

A S0 -- |

Q This is the leth in here, and we have 17th
starting —--

A Yeah. Right. Yeah, so these are the thick, bold

lines delineating the i6th. The 17th, this here 1s the intake,
here’s the output. And then they tally up all the different
socurces of the intake, the PO intake, that’s by mouth; tube

e ~ e alm oA - ke o~ PR R S TR JE i e e [ g 1 s
c:cd_g.ﬂ\:;, which 18 not relevant: iV, WnNRiCh 18 what WS’ ve Deen
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administered; and they even have a miscellaneous line, I guess
you could add things in; and then total.

Sq, there’s a total of all the measurable oral
intake, again, broken up, in this case, by shifts. So, this is
fhe, these are eight—hour shifts, 11:00 to 7:00, 7:00 to 3:00,
3:00 to 11:00, and then a total for that day. So, there’s a
24-hour total here, 24-hour total here.

Q And why.is -~

A The bottom line is output. So, the next section is
just output. Again, here, urine that he urinated,rurine that
was_in a Foley, and urine that, I’m sorry,.fluids'he might have
vemited, bowel movements, estimated blood loss, drains if he
had any surgical drains, and such. That’s what those are. A
biank space.

.There’s also_sométhing called insenéible iosses that
hasn’t gotten mentioned at all, other than the fact that we
heard, insensible losses are, are, are fluid that evapocrates
ocut of your body that you can’t measure.

So, if vou have a fever, for example, a lot of water
is evaporating. If you’re perspiring, perspiring profusely, as
we heard a lot yesterday, vou’'re going to lose a lot of water.
I think we even heard sheets had to be changed; that’s how much

water came out of him. None of that gets measured in the

- .- T o
CUTpuUt Linc.

So, you have To take that inte consideration. And,
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roughly, in an average person you could have as much as 1,000
cc’s a day of, of insensible losses, bile that gets out, vou
know, leaks through your gut and goes out, and so on.

Q Okay. And, doctor, what, if any, significance is it
between the 3:00 to 11:00 shift on the 16th, and the 12:00 to
8:00 shift on the 17th with reépéct to the input and output?

A All right. 8o, the 3:00 to 11:00 on the 16th, and
the what now?

0 That, and 11:00 to 7:00 on the 17th.

A 11:00 to 7:00. All right. So, you know, you could
look guickly at the total line. Se, his total intake was 650
for the eight-hour shift ieading up to midnight on the 16th,
and then T would have to add these two, because 1 can’t quite
make that out, but itrlooks like it says 215 total intake for
the eight hours after midnight. So, for a total of 16 hours in
there, he got 650 and 215, 865. |

Q Ckay. And how about the cutput at that time?

A All right. So, output, again, you kind of skim decwn
here. He had 500 cc’s in the Foley. It looks like he had a
bowel movement. So, he, measurable losses were 500 cc’s.

S0, on, cf the measurable intake and output, he does
have a mildly positive fluid balénce. So, he took in slightiy

more than he put out just during that eight-hour period of

[

1:00 to 7:00, vyou see that

When yvou look on to the
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his intake was less than his output. So, his tectal output here
was, well, it looks 1ike 275.

Q And how much of that was urine, and how much of that
was vemiting frém what was in his stomach?

A Yeah, so vomiting, right. They, well, he, this is,
we know that he only put out 25 cc’s of ﬁrine that night.

Q Can yéu give the members of the jury an idea of
conceptually how much 25 ccfs_of urine is? |

A Well, an ounce of liquid is about 30 cc’s. So, an
ounce, you knoﬁ, but I was only able to pour intc that cup

something like that.

Q And what is the normal output of urine you would
expect to see in a patient, such as Mr. with his

conditions per hour?

A Well, before he went into renal failure, you would
expect a good 30 cc’s or more an hour.
9] An hour?

A An hour, vyeah.

0 And, from that chart, what is the total amount of

urine output he had for all of the last day of his 1ifev

A (Nc audible response.)

0 Is it still only 2572

A Well, we locked at the other. Based on this sheet,
it?s 25, right.

0 And we did see a sheet that some unknown
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technician --
A There may have been another 25, or 50, or scme, but,
again, minuscﬁle amounts, way more than you would, way more

than a healthy kidney would be putting out.

0 Way less?

A Way leés. I"m sorry.

Q QOkay.

A Right.

C Now, what do you know from the fact that he only put

out 25 cc’s of urine for that first eight-hour, that midnight
shift on the 17th? If Dr. "looking at his chart, what

is a reascnable family practitioner, with his skills, treating

Mr. ., what should he be thinking in his mind about what’s
geing on Mr. s care?
A Well, he should be running through a quick

differential of what the causes could be. So one of the quick
and easy ones that we think about is, well, maybe there’s some
kind of blockage. Maybe his kidneys are working, maybe his
bladder’s full, and maybe he just can’t empty his bladder. The
Foley, the tube is clogged, or his prostate 1s enlarged, and
pinching off, and he can’t wvoid, or there’s some kind of globk
of bacteria, or dead cell, something like that, so you would

want to free up the obstruction.

¥

Is there any evidence ¢f any obstruction in this case

K

that vou’re aware of from the chart?




pei

10

11

iz

13

14

15

le

17

18

42

A No.

Q Okay. What’s the next analysis you would
(unintelligible)?

A And then the next would be-to look at the labs to,
again, fhey’ll help back yéu up a little bit on the, on £he
kidney function, because if the labs are off it means your
kidney function’s inadequate.

Q Okéy.

A S50 --

0 Page 10143 --

Jiy -— the other one. This ig, this is the blqod counts,

‘50 better would bhe the chemistries. We can look at this now,

but it’s --

0 Well, let’s téke a look at the blood counts.
Actually, T might put them up on.the board-so-everybody can see
these.  There we go. That might be easier. 0Okay. We're now
looking at pagé 10143,

A Yeah. 50, these are the chemistries, general

chemistries. The, the different tests which make up, well,

usually they’re in a, did I do that?

0 Yes, vyou did. TIt's all right. Just hit the red one.
A T got 1t.

0 There vou go.

A Tt’s like a panel of different chemistries that make

this thing up, and then you can see the date. So, it’s, the
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dates and the times either that they were drawn or reported.

I'm not sure what those times mean, but -

0 Okay. Actually, let me go back. We’re one document

-ahead of ourselves. Here we go. Let’s go back to the blood

(unintelligible) .

A S0, the same thing here,lyeah, you're seceling the
hemogram. so, these are the blocd counts, complete blood
counts, CVC, and then these are the different elements of the
complete blood, blodd ccunt with the different dates, and the
times, and then the reéults going down like that with little Ls
meaning low for some sort of calculated normél, and H feocr a
high.

Q What happened to the amount of red blood ceilis in Mr.

.fs bedy between the 16th and the 17th? |

A Well, if we ;ook at the morning of the 16th, 06:4C, I
mean there’s, there’s a lot of parameters here looking there,
but some of the key ones are these do here, the H&H, the
hemoglcbin and hematocrit.

And, so, 1f you look at 11.6 for the hemoglobin, 33.0
for the hematocrit, and then-you gc to the!left chronologically
it’é moving this way now, the next, 24 hours later, the next
merning, the hemoglobin I1s now 10.1 and the hematocrit is 28.5.

And, then, about 10 hours later, on the 17th also, vou see it’s

Q In simpie math, 33.0 minus 24.8, I have 8.5. Doces
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1 |l that sound about right?

2 A Yeah, that’s, that’s right.

3 ‘_ Q Okay. Now --

4 A Right; |

5 Q —— when you take Lhis into account of his dropping

-6 || blood pressure, his increased heart rate, the perspiration we

T |l see, what should Dr. have reasonably concluded that was
8 || happening inside of Mr. prior at that time?
9 MR; : Objection. Form.
10 THE COURT: All right.
11 . Why don't you rephrase 1it? -
12 BY MR. GASTON:
13 0 Doctor, do vyou have an opinion within a reasonable
14 dggree of medical probability that Dr. should have

15 feasonably considered and ccncluded what’s happening ihside of

16 §Mr. s body based upon the information you just presented

17 {{ to the jury?

18 MR. : Objection.

19 THE COURT: I’'ll permit it.

20 Go ahead.

21 THE WITNESS: Yes.

22 BY MR. GASTON:

23 0 What should he have considered?

24 A He, he‘should have considered that there was
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that there was: that he was going into hemorrhagic
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shock.

0 Doctor, when a person bleeds, if you can give the
members of the jury a description of every day life, what
happens to blood pressure when you have a leak or a bleed of
the blood that they can sort of understand in their every day
life, perhaps, something that happens that they usually do at
home. Is there any explanation?

A Well, maybe an automobile might be good. If you
drive along, and you crack a, you hit a big rock inlthe road,
and it, and it makes a hcle in jour o1l pén, and suddenly your
oil drops out of your, your car, I believe there’s an oil pump
that keeps thdt oil circulating through the engine as a
lubricant, and without the o0il in there, there’s less to
circulate. So, it’s not going to get to the engine. The
engine, you know; freeze up, melt, the pistons, the cylinders
all freeze up. I mean that’s the cleosest thing I can think of.

So, in, in the human body, when, when you bleed, now,
the human body is more complex because it has compensatory
mechanisms. There are, there are things that kick in that your
body, your, your, your brain, there’s pressure receptors up in
the carotid arteries and they can telil that the blcod

pressure’s dropping that you're bleeding, and, so, various

responses happen.
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And, and those responses, for

help keep vou alive, but, eventually, those responses start
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creating problems in and of themselves, and that’s what leads
into the downward, downward spiral that’s shock.

Q Okay. And what are some of the recognized signs and
symptoms of shock in the human body?

A Yeah. Well, heart rate’s going to go up. Blood
pressure variably.will drop. You may see acidosis, something
we hadn’t looked at on the bloeod test. You may see renal
shutdown. These are some of the early things. Sweating,
confusicn.

Shock is progressive, sc I'm not sure at what‘point
you’ re talking about, but early on a héllmark would be

tachycardia, heart, increased heart rate.

Q Dr. ; was there any indication in the chart
that Mr. was suffering from some mental confusing cn the
17th?

A Yes.
Q You heard the witnesses, theAactual persons who were

in his room relayed to you as sometimes he knew where he was,
sometimes he didn’t Xnow where he was, sometimes he’s seeing

his dead father. What do those types of presentations from a

-patient indicate to a doctor, such as a family practitioner or

yourself? What’s going on inside his brain?

A Yeah. That, that’s a sign that there, there, there
couid be cther causes for that, but, in thisz situation, it’ s,
it’s the sign of inadequate profusion. Therefs not encugh
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biocod, nof enough oxygen, not encugh sugar getting up to his
brain to work properly, sc he’s going to be confused.

Q Doctor, in this case, do you have an opinion what is
Causinq Mr. .’é kidney‘to only produce 25 cc’s of urine
dﬁring that midr{ight shift on the 17th?

A -feahf The same process. The.kidneys are not getting
the blocd flow. There’s an inadequate profusion. There’s not
encugh oxjgen rich, fuel rich blood getting to the kidneys for
them to filter properly.

Q Is the liver also affected by lack of red blocd cells

going through the liver and oxygen?

A Yes.
0 Is there a blood test that was done in this hospital
that if Dr. had looked at it, he would have been able

to tell there was a problem with the liver, as.well?

A Yes.

Q And what is that type of test, doctor?

A Well; they’re commonly called liver function tests,
or liver enzymes. The liver, the cells in the liver produce a
variety of enzymes, and, when there’s damage to the liver,
because it’s getting inadequate bloéd flow, those enzymes will
leak out.

So, you would see them, well, here, thev begin right

aboutrhere pretty much. The AST, the ALT, the funintelligible}
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Q Okay.
yiy ~-— that.little cluster.

Q Now, on the léth, the day before --

A Yes.
Q -- what were those values at?
A So, 1f you skim down, and you can even use the Ls and

the Hs to help you there, there are no Ls and Hs. So, very
Briefly, and then if you lock at each individual, and, ves,
they’'re clearly in the normal ranges.

There was nét one done tﬁe next morning, but there
was a set done at 4:00 p.m. on the 17th or so,-and you see
marked elevaticn in the liver enzymes. What was a baseline of
32 1is now 849, I think that says, that;s the AST and the ALT
was 20, 33 maybe, and that’s up.to 887.

Q Do you have an opinion Qithin a reasonable degree of
probability what caused such a marked elevation in the liver
enzymes in Mr. ?

2y Yeah. Well, in conjunction with the creatinine doing
a vefy similar thing, he was going to have had a renal failure,
or liver/kidney failure due to shock.

Q In your opinion, should Dr. have bheen abkle to
recognize that Mr. was goling into hepatorenal failure,
even though he’s not a nephrologist, but a family-practitioner?

A Yes, absolutely. Yeah, no guestion about it.

@) Was there any notation in the chart that vou could
Y
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find, or any testimony from Dr. today in court where he
reasonably reached a conclusion that Mr. was suffering
from internal'bleeding_causing his kidney failure, his liver.

failure,'and the lack of oXygen to his brain causing his

confusion?

A No.

Q Does the standard of care in Méryland for a
physician, such as Dr. , in your opinion, reguire him to

be able to do that and to treat that condition?

A Yes.

Q What is the treatment that he gave, if at all?

A Well, he says, he said he dealt with it. And I
looked at the crders. He wrote an orde; to transfer to an
intermediatg care unit, and he, and he wrote a noté to call an
intensivist. It, it, it seemed to kind of stop at that point.
It --

Q Was there any fluid given? I know there’s maybe some
problems with the chart, but in the best you could figure
out -- |

A Yeah.

) -- and given Dr. the benefit of the doubt,
what is the most fluid, if he got every single dreop that was
ordered, that Mr. received?

1

. Even, yeah, 1

£ [P

Lhat were the cases, the amount

[l

A Ye
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of fluids, even that he ordered, or he said he crdered, or
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looks like maybe he ordered, even that amount was inadequate.
I mean the amounts he was ordering were, were barely
maintenance levels on somequy who’s coming in perfectly
healthy with normal kidneys and normal blood pressure not going
into shock, that would have been okay.

But, but, clearly, a man who is behind in many liters
of fluid behind, énd long periodsrof times with IVs out, this
was totally inadequate amcunt and type of fluids to give.

Q Okay. I'm not asking for the exact cc amount, but do
you have an opinion within a reasonable degree of probability
what is the amount of IV solution and the type of solution that

Mr. should have had beginning on the morning of the 17th

where we see his condition really declining? What should a

reasonable doctor, such as Dr. , have prescribed ag that
pbint in time?

A So, the morning of the 17th his creatinine was, help
me if that says 3.5 or 5.5.

Q That’s 5.5

A 5.5. And his (unintelligible) is still high 56, his
blood pressure that morning was already low, he was
tachycardic, the day before he may have been In an even
balance, although I still think he was still in a negative

fluid balance from the two previous days, I°d have to say

. —

o B A AT A T - F 4 AT 17 =+ it
easziy S,UUu CCT8 2L & minimum, not ali at once, put

Q And how many cc’s --
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A Those are 1,000 cc bottles.

Q 1,0007 .l,OOO, one, two,‘he would have needed another
one in the beginning of the day. Do you know what is the teotal
amount that he received for the fuli day in fluid?

A On the 17th?

0 Yes, sir.

piy It's less than 1,000 cc’s.

Q Cn the chart it looks like 690.

A Well, and that was, that was all mostly dong at the
code when they didn’t, they gave him a bolus of IV, but, before
the. code, you know, it was a few hundred cc’s.

Q Now, we talked about fluid that he needed much more,
Do you have an opinion within a reasonable degree of medical
probability if Dr. had given the amount of fluid that
you recommend, in your opinion; what would havée happened to Mr.

"s condition?

A Well, T, T believe that his blood pressure would have
gone up, his heart rate woﬁld have slowed down. We saw that
happen eérlier in the emergency department when they did that.
His renal function would have returned to normal, a&s we saw it
do affer they, they adequately managed his fluids.

T had no reason to suspect, uniess he was at that
point of no returﬁ. There is a point where the shock becomes
irreversible, but for much of the 17th all well up into the

late afterncon, early evening of the 17th, T still believe it
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could have been reversed with large amounts of fluids wide

open.
Q Which means if Dr. had fcllowed your
recommendation, would Mr. 7 have died?.
A No.

Q He’d 'still be alive?

A I believe so.

0 - Now, doctor, we also talked about the drop in
ﬁematocrit and hemoglobin. There was an eight and a half point
drop over a Z24-hour period. Can you tell the members of the
jury how significant that is when we know that, from “
through October Y , Mr, ‘s hematocrit, which means the
percentage of red blood cells, was’in the 40s, and he came in
the hbspital 33.3, and now he’s down td 24.57 I mean how
significant is that 24.5 based upon what his history is?

A feah, fhat’s significant. There’s no question that’s
significant. The, you knecw, the 33 was a drep. It’s an
abnormal amount. It’s not an amount that’s incapable 1ife,
with life taken in context with other-things. If his blood
pressure’s good, if his heart rate’s nct toc fast, 1f he’s

mentally clear, if he’s deing well, a 33.3 you wouldn’t bat an

-eye at, maybe, vyou know, recommend some iron or something like

that to build it back up again: vou'd monitor closely.
But when that hematocrit got below 30, when it

started getting down 25, 24, especially when he was not getting
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a whole lot of fluids. I don't want to confuse things, but
this has been talked about a little bit before. If you're
giving somebody a lot of fluids, you, you will water it down;
The hematocrit will tend to go down, because you’;e adding
fluids in there dilutes it out, but, as we saw, he got

minuscule amounts of fluid.

Q Now -
A It was not, it was not enough to dilute the blood
out. So, that was an honest to God drop in hematocrit; he was

losing blood, he was losing blood.

Q And did you alsc take into account the approximate
amount of blood that the.nurses needed to draw for blood.tests?
Did that have any significant affect on_tﬁe drop in.hematocrit?

A . Again, people in the hqspital there, there, thers
always tends to be this downward trend in hematocrits, but, but
not drops that significant, no.

Q Okay. And can you ﬁell the memkers of the jury, in
your opinion, should a family practitioner, such as Dr.

;, be able tc calculate what the relative loss of blood
is in volume when you have a drop in hematocrit from 33.0 to
24.8 over a Z4-hour period? Should a doctor be able to do that
with the skills, and the training, and education experience
that Dr. | had?

A Should he be able to come up with a reasonable

tha

it

he lost?

L

estimate amount of bloo
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C That’s my guestion.

A Yes. Yes, absolutely.

Q In your opinion, what is the reasonable estimate of
loss of blood? And if you can explain-the difference between
the whole blood and the red blcod that occurs when you have an
8.5 drop in hematocrit.

A Yeah. All right. So, the, the quicky, easy rule of
thumb that, that every medical student learns early on is that
a drop of three points in the hematocrit is équal to one unit
of blood.

Now, that could be a unit of whele blood, a unit of
packed éells, which are two different things. Most the time
we're not transfusing whole blood. Most of the time we’re,
we’re giving people packed cells. So, one unit of packed cells
should bring, the reverse of that is if you give somebody cne
unit of packed cells, their hematocrit will come up three
points.

7 Q And that’s all the red blood cells squished down, and
everything else taken away from it so it’s only red blood cells
that’s being given in the packed cell, right?

A That’s what’s being given, right. Once, of course,
it gets in the blood, it disperses all out, and now your

hematocrit starts coming up because vou still have

[

approXimately the same volume of blood. Now, there’s a littie,
& Y

bit does pull scome fluilds in, and maybe 1f you're also giving

3
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IVs, you know, it gets a little complicated, but, but it will
raise up mathematically by dumpiﬁg cells into scmebody’s
relatively fixed volume of blocd.
Q So, by way of example, if Dr. had given Mr.
only one pint of packed red cells, how would that
hematocrit come up from 24.87 Wha£ would it come up to?
it Well, vcu could say up to approximately 28. I£ would
go from 25 te 28.
Q Twenty—eight. And if he had given two units of
packed cells, where would he be aﬁ?
A Up to a nice cémfortable 31.
Q Okay.
A “Over that magic 30.

Q And do you have an opinion whether or not Dr.
had given one to two pints of packed red cells, would Mr.

have had any improvement with his physiological state?

A Yes. Yes.
Q What is that improvement, doctor?
A You could have seen everything from a complete

resclution of the tachycardia, and the hypotension it could

have completely gone up to normal. His mental confusion could

have gone completely away at that point.

ut the tissues receiving the additional oxvgen

oo lWDo LT
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1
2
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that those red bilood cells carry, would you sxpect To ses any

improvement in his failing kidneys, and the liver problem, as
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well?

Jiy T think vou would also have tec give fluids, as well,
in order to get that. Yeah, there’s no way you could get away
without giving flui&sp .You coula ﬁ5t just give packed cells.
If you wént to fix everything, you got te do fluids, number
one, and packed cells.

Q And would the ceombination of fluids and packed cells,
in your opinion in this type of case, would it assist with the
kidney failure, and the liver failure, and to what degree?

A Again, if we had, if it had started early enough on
the 17£h, I think it would have reversed everything.

Everything would have gone back to the way it was, the way

before he fell.

Q Now, we have Mr. going into a code on the 17th

at ébout 21:10 hours. Did you notice that in the chart,

doctor?
A Yes.
Q Now, I do think we have a -- in the hospital, dc you

usually keep a record of the code, and the CPR, and what
happened, and what the doctors do during the ccde?

A Yes.

Q And do you have a copy of that document here in this
case, as weall?

A Yeah, we have a few things. There are a few, or at

in the chart, and
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then there’s also the, the, I don’t know what they call it in
this hospital, but it’s the code sheet, the —-

.Q Here we go. I have it right here, doctor.

A You found it? Here you go. CPR record; that’s what
they call it.

0 Yes. At page 10059 (unintelligible).  Ckay. At the
top of this page, what 1s the time that the patient was found?

A . It looks like 22:19. That’s 10:1%2 p.m.

Q Now, when the patient was first found, what is PEA
mean?

A ( That’s pulseless electrical activity.

Q In layman’é terms, dces that simply mean his heart

stopped beating?

A fes. -Well, yeah, thét’s right. Not, not beating
enough to generate a pulse.

Q Okay. It’'s not-pushing the blood through the human
bedy.

,'A Uh-huh.

Q Now, pupilé.

A It says they’re fixed and dilated.

Q What does that mean at the time they first found him?
A That means, by the time whoever came there and

checked the pupils, by 22:1%, presumably, he had already had

i~ o A
S, 20U 4t

LN L.

| eriough anoxia, his Drain had not gotten enough Oxy

was not functioning normally.
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0 Does it indicate some brain death to the brain
tissue,'death to the brain cells?

A Yes. Certainly, if, if that continued like that,
that;s a way of telling if somebody is qucte/ungueote “brain
dead.”

Q And the patient remained pulseless and unresponsive.
That means his condition at 22:19. Did it ever change?

A Yeah, I think the, the code went on for approximately,
30 minutes, and it looks, according to that, he, he never had a
pulse. They were never able to, to,get"hié heart to start
beating properly again, nor did he wake up.

Q Doctor, in this case, you’vé heard Dr.
explain his contention to the members of the jury th;t he
contends that the reason Mr. | diéd was not because.he
didn’t do aﬁything, but because Mr. | took a cup of
Kayexalate, drank it, and that cup of milkshake solution went
directly down his windpipe, and into his lungs, and then 40
minutes later he died because of that.

I'11l ask you a question. Have you reviewed this
entire chart?

A Yes.,

Q In your opinion, is there any evidence in the medical

chart to suggest that that is what happened, and that is what

A Certainly, not what killed him, and the chart, other
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than the autopsy report, there’s nothing to suggest anywhere
that he aspirated, except during the, the code when he did
vomit, when they were trying to intubate him and he vomited.
and it’s quite pocssible at that time, he’s not breathing, he’s
lying down, they’re doing CPR on him, 1t’s qqite possible séme

of that got, the vomitous went down into the lungs.

Q I mean before he went intoc a seizure, is there any
indication?

A No, nothing before then.

Q And we did hear frém some eyewlitnasses.

A Uh-huh.

0 In your experience as a medical provider, as a
physician, 1f scmeone’s drigking.a whole cup of this, and it’s
going directly doﬁn into the windpipe, what is the physical
reaction that you wouid expeét té seé in a.pétient, and-what
you would have expected to see in Mr. i1f that had
actually happened in this case?

A He would have coughed. He would have gagged. He, he
would have showed some signs of distress While that was.
happening.

Q Do you believe he would be able to continue to inhale
the solution for as long as it took him to drink it without

have any sign of outward affect?

¥

A I mean a cough generates an incredible amount of

Tt could have just blown it right out of his hand. No,

-
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I don’t see that he could have continued to, to try to get that

down if he was, if he was choking on it --

Q Doctor --
A —-— 1f he was aspirating it.
Q -- how many years have you been a practicing
physician?
| A | Like.25, 26 ysars. Sorry, if I'm not accurate there.
Q Have you ever come across a case, or ever heard of a

case from any of your colleagues that a patient, such as Mr.

., drank Kayexalate, and it went down his entire windpipe,
and it was silent without any type of outward expressiocn, any
type of difficulty,. and that was the sole, proximatercause of

the patient’s death? Have you ever heard of that happening?

A No. HNo.

0 Doctér, did vyou héve a.chance to review the death
certificate?

A Yes.

0 Did Dr. write anywhere on the death
certificate that Mr. died of Kayéxalate aspiration?

A No.

Q If he had kelieved that at the time, would he be

required to put that on the death certificate?

MR . iz Objection.
THE CQOURT: Overrulied.

THE WITNESS: If, if he believed that, that
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aspirating Kayexalate was either the final event that caused
his death, or a contributing factor, he would have been
required to write that on there, yes.

MR. GASTON: Your witness.

THE CQURT: Mr. | , Yyou wish to cross-examine?
MR. : Yes.‘ Thank you, Your Honor.
THE COURT: All right;
CROSS-EXAMINATION
BY MR.
Q Good afterncon, again, sir.

A Yes., Hello.

0 You attempted o look into Robkins’ “Textboék of
Pathology” to try to get some numbers on the degree'of blood
loss,rand how muéh blood wouid be in a hematoma, and you were
uﬁsuccessful, is that correct?

A Yes.

Q And other than that attempt to look into how much
blood is in a hematoma from Robbins, you did not conduct any

other specific literature search, is that right?

A Literature? No.

9] Yeou’ve never done an autopsy, correct?
A No, I have.

Q You have done an autopsy?

A Yes

KD
o]

wnd affer your residency, have vou ever done an
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And you den’t know specifically what is the specific

definition of “shock,” is that correct?

A

A

Q

Cf, “shock,” in general, or --
The term “shock,” S-H-0-C-K.
The definition?

Yes, sir.

Well, I think I know it.

You don’t know what is the specific definition of

shock. That was my questicn, sir.

He says,

)

MR. GASTON: Judge, it was answered by the witness.

no, I know it.

MR. : I didn"t hear it. I'm sorry.
MR. GASTON: fes} I'm sorry, counsel.

BY MR.

You said you know it?

Yes.

Okay. You have your deposition up there, sir?
I do.

You do? Okay. Great.

Oh, well, you didn’t say anything about that.
Tet me ask you. VYou were deposed in this case
., about 65 davs ago, correct?

; correct.
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Q You were under oath at the time, is that right?
A Yes,
Q And I'm asking you the guestion, at page 56, line 5:
“Right. And in ordsr to have, T guess to get the
diagnosis of shock, do vou need tc have more than just
tachycardia? Do you need to have all three of these symptoms?
“Answér: I honestl? don’t know. I don’t know the
specific definition of what, some medical diagnoses have very
specific criteria. You have to have one of this, oné of that,
or twe of that major/minor criteria. I don’t know if there are
other specific criteria. They probably do exist. I’'m thinking
of septic shock, which does have some specific indicators.”
Was that your answer then, sir?
A Yes. Well, you read that accurately, yes.

Q Now, vou’ve spent some time going through this entire

hospital record, 1s that correct?

A Yes.

0O There are a multitude of doctors that have seen this
patient at _ Hospital, correct?

A Multitude of doctors who saw tThe patient at

Q That was my question. Did vou understand 1it?

A Well, T'm not sure what “multitude” is.

0 Okay. Well, he was seen by the ER doctor, correct?

A Yes.
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0 He was seen by Dr. , correct?
T4\ Yes.

0 Seen by Dr. ', correct?

A He wags —-

9, Seen ﬁy Dr, ,_Correct?

A Yes. Yes.

Q Dr. consulted with an nephrologist, correct?

A Don’t know if the nephrologist saw him,rbut, yes.

Q Out of all of the pages you have up‘there, and ail
the medical records, and even in the autopsy, which is a long
report, can you tell this jury how many times you saw the word
S-H-0-C-K?

A In the medical record, no, I couldn’t tell them.

Q Can you tell us if you ever saw it? And, if you can,
pleaée Ttell me where it’s loca&ed.

A - I, it may not appear in there. I don’t know. I
mean, I, I just don’t, there’s got to be millions of words
there. To say that the word “shock” doesn’t appear anywhere in
there, or does it appear and how many times, is going to be a
Herculean task.

Q Well, let me ask yocu. I mean you practice medicine,
don’t ycu?

A Yes.

Q Anc vou Caﬁe in this courtroom, and you told this

of a

o

dury that my client breached the standard of car
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reasonable competent doctcr in not recognizing shock, is that

correct?
A Yes.
Q Don’t you feel that you have an obligation to look to

see whefher or not at least one doctor who-séw this patient
thought that there may have been or recorded the term “shock”
in thé medical records? Did you at least give him the courtesy
of lcoking for that in the chart?

A I, T leooked at his notes, and there’s really very
littlé_there to show what he was thinking.

Q My question wasn’t that, sir.

A I looked at his responses and his actions, and

there’s nothing there to show that he recognized shock.

Q Please listen to my question.
A Okay.
Q Did you look in the hospital record to see whether

anybody who had an M.D. at the end of his or her name ever
recorded the word “shock”? Did you give that courtesy to Dr.

to look to see whether anyone else even considered it?

A Sure. I, I looked at the impressions of all the
doctors --

0 Okay.

A -— to see what they were thinking.

0 And yol never saw the word “shock™ in this entire
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I"d want to go back to the emergency department, but,

noc, yes, you're probably right.- T don’t believe they used the

word

9;

“shock.”

Okay.

Now, did you ever see in this medical record

anyone who saw this'patient who recorded that, other than the

fact that there was a hematoma present, this gentleman had

extensive
A
that said
0
A
Q
A
records,
bleeding,
Q

A

Q

A

Q

that Dr.

you believe to be signs and symptom

A

said —-

internal bleeding?

Was there anything besides the multiple hematomas

he had extensive internal bleeding?

Correct.

In the entire thing, including the post-mortem exam?

No, I’m talking about the hospital records.

Hospital records. Okay.

Right. So, the hospital

anybody else, anybody use the word “internal

“ is that the Question?
Yes, that’s the question.
No,
Nobody used it. Now, you

Those words.

—— believe that it wasn't

first became aware

ri

U

nobody used that word.

ht,

until , at 6:57 a.m.,

that this patient has what
of shock, is that correct?

6:57, 1s that what you
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A -— a.m. on the 17th? That’s when the nurse called
him.

Q Right. And, you know, before we get into what
happened thén, you use the word “hematoma,” and use the word,
you know, “bleed,” well, we’ve heard a lot about this.

iy Uh-huh.

Q I think you’ve described it as a “localized pocket
encapsﬁlated of blood, as opposed to a “free-flowing blood,” is
that right? That’s what a hematoma is, is that correct?

A A collection of bleed, right.

Q In fact, you actually educated me, because hematoma

means in Latin a bump of blood, right?

A Right, literally, oma’s a bump.
Q Yes. Okay. Now; it’s your opinion that, from 3:00
p.m. on Lh until about 24 hours later, Mr. had a

total fluid intake c¢f 800 to 900 the entire time. Is that what

your testimony was at the deposition?

A You’re asking me about what I said in the deposition,

or what? You’d have to point that cut to me the page, so I can,

0 Page 73, line 16.

iy Oh, 73, line 16. Tt says there’s a questicn. That
was a guestion

@ That’s tThe question, but I'm directing vou to the
answer.
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A Oh, okay. That’s what the note ways. He then

received, well, a Fluid intake of about eight or 300 cc’s from

3:00 p.m. th. It’s a little hard, because my answer’s

kind of choppy there} I remember that, though, because the

thing is you’'re looking at totals for an eightfhour period of
time. So, if it says 400 or it says 50 cc’s during this eight-
hour shift, yoﬁ don’t know if that 50 cc’s was at the beginning
or the end. So, when do you actuvally start the time ticking?
So, you, you know, time, you can loog at time in, in
blocks of minuteé or blocks of hours, or eight-hour blocks. In
this case, they’re eight-hour blocks, so I'm not sure if that’s

answering your question.

Q You agree, at best, there appears to be some
confusion on the part c¢f the nurseé at the hospital as to where
is that correct? |
A With the nurses, the nurses did, there’s somg kind of

discrepancy, right, between the, the, scrt of the day sheet

they use, and then the, then the graphic sheet that we looked

at.

Q Okay. Dr. does not administer the IV fluids,
correct?

A That’s right.

0 Now, can we agree that on or about 8:00 a.m., on

th, when he came in, ke ordered a bolus of 500 cc’s, and,

100 cc’s per hours, 1is that correct?
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A Well, actually, on the, én the morning of the 17th,
first he said_to leave it out, leave the IV cut. Then he
ordered a PICC line, and he requested IV fluids, but he knew
there was no access, sé it was- just theoretical. T meaﬁ to
order IV fluids when there is no line, he would have known that
Mr. wasn’t going to get it.

The only beolus I see comes sometime in the middle of
the day, and that was from Dr.

9) He would have known he would not have gotten it
because he had no access to the line, is that your testimony?

iy That, that, the first, right when, when there was no
line( he would have known it’s impossible to get IV fluids if
ﬁhere is no line.

Q All right. Now, when did he get the peripheral line
in? Did yvou look in the chért for that?

A  Yeah, that’s, that’s, again, lack of times on things
makes it very difficult, but he, apparently, he went down, and,
and, according to Dr. s testimony, arcund 106:00 a.m. he
was bkack around checking to see if the PICC line had been put
in.

And, apparently, they didn’t have to put the PICC
line in. They were able tc get a peripheral iine, so
presumably at 10:00 a.m., whether he actually saw it himself,
or whether the nurse or somebody told him that there was a, a

he was aware of a line, But, but there’s, it’s,




pei

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

70
it's, you can’t tell if he actually ordered fluids at that
point.

Q Well, you sat here on the first row and listened to
his testify earlier today —-

A Right.

Q -— at 10:00 a.m., he recorded in his own handwriting
that there was IV fluids infusing at the time, right? Remember

that?

A He, he did write that. Well, I’'m not sure if he

‘actually said he saw a bag hanging with a, with a plastic tube

going into the patient’s vein and fluids going in infusing. I
dén’t know that he actuélly said that.

Q Allrright. So, your opinicn is, you don’t know when
fluids started then on the 17th; is that right?

A I know what the MAR says.

Q Okay.

A That’s the document you haven’t mentioned yet.

Q Now, here’s my question. Can you agree that the
order that was given to the nurse by Dr. was sometime

at around 8:00 to 9:00 a.m. on the 17th for a 500 cc bolus in
100 cc’s? Was that order reflected in the chart?

A My, the, the, the, I have more accurately arcund

10:00, 12:45. because that’s the only timeé that’s written on

that order is 12:45 when the nurse, 1 believe, noted that,

12:45. And, and it was 500 cc’s is illegible. It says
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something 500 cc’s, and then I don’t know if it’s then 100 cc's
an hour, or 506 cc’s at 100 cc’s an hour. |

Q Okay.
A It’s illegible. And it’s half normal saline.
Q And theﬁ there was -~

A It’s not a bolus.

Q - another crder that he had bumped iﬁ in the
afternoon to 200 cc’s per hour, is thal correct?

A There’s no date, and no time on that one. HNo date,
no time on that order, and it’s not in his handwriting.

9] We;l, he couldn’t, because it was a verbai over that

was given to the nurse from his cffice, is that right, or you

don't know?

A Nokbody knows. There’s no date, there’s nc time.
0 Did you look at his hospital -- excuse me, his own

office record to confirm whether or nct it was done that

afternoon?

A The, the one that’s dated th on ancther

patient’s paper?

0 Yes.
A th.
Q Okay. 8o, you don’t believe that he ordered 200 cc’s

per hour, and you believe that scmebody else called him and

gave an entry Co the nurse at some other tTime, other than

th for 200 cc’s per hour? Is that your testimony?
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A - That was too much. That was too much to answer yes
cr no to.

.Q ' Okéy. What didn’t you understand about the question?

A Did I think spmebody else called in or somebody -

O Yes. There’s an order in the chart for 200 cc’s per
hour --

A Yes.

Q -~ okay? And you say that the nurse didn't put a

date or time on it -~

A That’s right.

0 -- okay? We do know it certéinly is after the first
order of 500 bolus, 100 cc’s, 1s that right; or you don’t know
that?

A It's a free—standing piece of paper. There’s no way
to tell the order. |

Q Okay. So, you don't know whether that was done on
the 15th, the 16th, or the 17th, is that right?

A Direct me to it. There may be ancther order written
below that possibly, and that, that might have a, a date or a
time on it, but at least we would know it occurred before then.

MR. GASTON: Can I have the page, counsel?

THE WITNESS: See if I have that.

MR 10083,
MR. GASTON: Thank you.
THE WITNESS: Yes. Okay. ©So, there is below that an




pei

10

11

12

13

14

15

16

17

18

19

20

21

13

order that says “hold IVIG pending labs, read back verbal order

Dr. 5-17 at 16:20." So -—-
BY MR.
Q But I'm looking at --

A The thing above that.

Q Right. And it says 200 cc’s per hour --

A It says, “increase IV fluids at 200 cc’s pef hour,
CBC, CNP at 17:00, read back verbal order Dr. 7 and
that has no déte_or time. It bresumably happened sometime

before 16:20. Tt could have been.16:19. It could have been
anytime, or it could have.been the day before, or the day
before that. |

Q Did you determine when that lab he ordered at 17:00
what'day they were done?

A Nd, but what I did lock at, again, was the, the MAR,
which is the -- | |

Q Okay.

A -— documentation of the administration cof all
medications and IV fluids.

0 Okay. So, in order to determine whether Dr.
breached the standard of care in setting the amount of fluids,
you don’t know when and how much he provided any orders on
. is that correct?

A No, thatfs not.

Ckay. Then tell me what did he order on th?

1]
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A On, on th, sometime in the middlé of the day,
so the nurse writes 12:45, he did order 500 cc’s of D5 half
normal saline.

Q And that’s all ybu think he did that entire day?

yiy T, he, he, he has recollection of calling it, éf
calling that in. I, I believe that was his testimony earlier
today. And I have no reason to doubt ﬁhat, but it, it’s not,
it’s not in here factually or whatever. I mean, the date is
not. there to back that up.

Q Ckay. So,lyou disregarded it because there wasn’t a
date fecorded on the order by the nurse whe got a verbal order
from Dr. ; 1is that correct?

A Well, I didnft disregard it, because this, this
morning is the first time I heard about it. So, now I'm trying
to piece it'togéther and see, well, does, does it back it up.

And, again, if you lock at the MAR, it does no show that that

was done. So, it is possible Dr. called that in --
Q Did you make —-
A -— and it is possible the nurse didn't take the order

off, and it is possible that the nurse never ordered the fluids
from the pharmacy, and never hung the fluids. I mean, but I

don‘t, I don’t know precisely what happened.

Q Did you determine how much was ordered by Mr.

j as far as the IVs?

A Yezh. Yes, I did that.
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Q Okay. And how much was ordered by Dr.

A Dr. alsc ordered 500 cc¢’s, right around that
same time, this time of normal saline.

@ You say right around the same time. Right around
what same tTime?

A . Again, it’s, it was a verbal or telephone
order, and it says, there’s a thing that.says 12:45. 1 need to
look at that myself, because I’'m looking at my notes, but, and

maybe it’s not a verbal. That might, that might be, hang on a

sacond.

, oh, yeah, this one. I don’t know, because I

don’t know What Dr. S8 writing is like. It’'s verj neat
printing, and then it’s signed, and, and the nurse took it off.
Sc, it’s not written as a vérbal order. So, the presuﬁption is
Dr. wrote fof the Kayexalate normal saline 500 cc¢’s times
one, stOpping.the Lovencx, getting an ultrasound of the

kidneys, and then it says, “tco late patient deceased.” And

then the date is 12, the date is that the nurse, Nurse
(phonetic sp.) signed it off , at 12:45 p.m.
Q Okay. So, you believe that Dr. ordered the
500 cc bolus sometime around 12:45, and that Mr. ordered

the 500 cc’s about the same time both at 12:45, correct?

A I, I don‘t believe Dr. ever ordered a bolus

T

0 You don’t. Okay. So, you don’t think Dr.
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bolus, but you do believe that Dr. ordered a

bolus about 12:45, is that right?

A

Q
extent of

A

Q
was taken

right?

- Yes.

Okay. And that’s what you believe was the full

any crders for IV fluids that day, is that right?
Yes.

You don’t disagree that the last blocd pressure that

of Mr. was 103 over 65 at 8:00 p.m., is that

I'm not going to disagree with that, no.

You’ re not familiar with the IVIG treatments that Mr.
receiving, is that right?

Minimally.

Minimally. And you don’t prescribe IVIG treatments,

do you, sir?

A

Q

No.

And your opinion is that the renal dysfunction that

occurred in this particular case was caused by shock, is that

right?
A
Q
A

0

renal fdi

2y

Yes.

And --—7

T was say “renal failure.”

Renal failure. You believe that he.was in acute
lure on admission, 1s that correct?

Yes.
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Q So, when he was admitted, on , he was suffering
from acute renal failure, is that correct?

A A mild form, yes.

¢ And did you look to determine what his creatinine was
on ~ th?

A th, yes.:

Q All right. And is creatinine a gcod way to measure

as to whether you have acute renal failure?

A Taken in conjunction with some other parameters, vyes,

that”s one of them.

Q And on his creatinine was normal, i1s that right?
A Yes.
0] Okay. Now, do you know whether there are any side

effects from the IVIG and acute renal failure?

A - Are there side effects in acute renal failure?

0 Is there any risk ¢f renal failure --

A lYes.

Q -—- with an TIVIG?

A Yes.

o Okay. And what is the side effects of IVIG and renal
failure?

A Well, side effects is not a gecod, it’s not, those
wdrds den’t go together. Side effects of renal failure is not

really a term we —-

Q Qkavy,

4
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A -- would use. And the symptoms -—-

Q Okay. That’s a poor guestion. All right.

A -- ¢f renal failure, vyeah.

Q‘ Let’ﬁe ask you fhis. - Can IVIG cause acute renal
failure?

A Yes, it can.

o3 Ckay. And is there a PDR that describes exactly what

can occur when someone’s getting IVIG freatments?

A It may not explain_exactly,.but, but they, the PDRs
do carry warnings and such.

Q You looked at the PDR, is that right?

A No. I mean I have looked at the PDR, but not for,
nect, net in this case not for IVIG.

0 Okay. So, when you tried tco determine what was the
cause of the acute renal failﬁre, you didn’t lock back to see
what were the side effects of the IVIG that was given on
as to whether that could be a possible cause of renal féilure,
is that cocrrect?

A No. Actually, I have. Since, since my deposition,
at which time I admittedly had not thought much about the IVIG,
there was a lot of discussion about it, and I have since then
dene some research on the subkject.

QO Okay. So, vyou did somerresearch on what was the
cause of the acute reéenal failure after vyou issued your six-page

report, and after we tock your depcsiticon, is that correct?

R4 L i o
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yiy I, I, what I, and I can teil vyocu, specifically, that
I did.

0 211 right.

A But, veah, I, I, I lecoked into seeing, can IVIG cause
renal failute, what’s the incidence, can it cause renal failure
bad encugh to kill someone? Those are the kind of things I.
looked into.

Q . And the answer was yes, is that correct?

A No.

Q Oh, ckay.

A The, the answer was it’s extremely rare. There’s
only be 50 reported case of renal fallure in somebody receiving
IVIG since 19287, since it was first reported. _So, since 1987
until recently, 50 cases nationwide were reported. Of those,
there was only five fatalities, and they died from other things
like strokes and such.

Q What.is a black box warning in the PDR?

A It"s something that drug companies require to put in

their package information; the FDA requires it.-

0 As a result of testing that particuiar drug, is that
correct?
A The FDA making some kind of determination, usually in

| cahcots with the drug company, and whether they’re going to

issue a Plack box, or pull 1t off the market, and all those

kind of things.
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They’ re warnings to warn physicians to be careful
when they’re prescribing a medication.

Q And is there z black box warning to doctors who
prescfibe IVIG to warn them that patients have died from acute
renal failure as a result of IVIG?

A I don’t know precisely what the, what the black be
warning is.

MR. -: May I approach the witness, Your Honor?
THE COURT: Yes.
BYVMR.
Q Let me show you what is the exhibit from Dr.
(phonetic sp.) deposition and ask you have you seen
that before? |

A Actually, I don’t.recall seeing this.

Q Sd, you haven’t reviewed the PDR and the IVIG?

A That’s right.

Q S0, take a few moments and lcok at the black box
warning they have for IVIG, and see whether it says that -- it
warns people who prescribe it that someone can die cof acute
renal failure as a result of aﬁ IVIG treatment.

MR. GASTON: Objection as to what can happen, Judge.
THE COURT: No, 1711 permit it.

THE WITNESS: Well, if you give me a little leewav in

explaining why this is not similar to Mr. ‘s situation,

but, but I can read that to you. It says, “IVIG products have
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been reported to be associated with renal dysfunction, acute
renal failure, asthmatic nephrosis, and death. Patients pre-
disposed to acute renal failure, including any patients with
pre—-existing renal-insufficiencies, diabetes, age greater than
65, volume depletion, sepsis,” somefhing I can’t eVen read
“paraproteinemia, patients receiving no nephrotoxic drugs.”
(Unintelligible.)

“While these reports of renal dysfunction and acute
renal failure have been associated with the use of many
licensed TVIG proaucts, those containing sucrose as a
stabilizer account for a dispropcrtionate share of the total
number.”

I've read that too.

0 And you said you actualiy looked to a study to see
how many people have died from from IVIG as a result of acute
renal faillure, is that correct?

A Yeah. Yes, and even more in, in that particulér
study they mention the pathology of the type of renal failure
that they’ve had.

Q And that was in the ,
is that right?

A No. I don't think that’s, I'd have to —--

Q Can we agree in the article that you read that those

people that died died and had acute renal failure about two to

three days after they teock the IVIG?
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A Right. And then the pecple who had renal failure,

after their first exposure to medication, the average onset was

abcut three days. Tt varied from one to ten days, but the
average person it was about three days.

0 But vou eliminated that as any cause of the renal
failure in this case -

A Well, he -—-

Q -- even though at the time of your deposition you

didn’t even know much about IVIG, is that right?

A Well, T knew about IVIG.
0 Did yvou look at the PDR?
A No.

Q Okay. Now, rhabdomyolpysis, tell the jury what is

rhabkdomyolysis.

MR. GASTON: Objection. Not covered cn direct.

THE COURT: Overruled.

THE WITNESS: What? What am I supposed to do now?

MR. GASTON: You can answer.

BY MR.
0 You can answer the guestion.
A To the question about, yes, say that again. I'm

sorry. Rhabdomyolysis?
A REhabdc for short, when musclies are damaged or other,

either through a traumatic injury, or chemical injury, o
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something toxic injury to the muscles, they will be, you know,
the muscle breaks down and released CK, creatinine kinase,
creatinine kinase, which can be toxic to the kidneys.

Q So, the muscle obstructicn comes from the fact that
there’s trauma to the body,‘is that correct?

A Or other things, or other toxic things.

Q Did you look to see whether or not Mr. had
elevated CPK that would be at least indicative ot
rhabdomyolysig?

A Yes, I looked at it, and I, and I also saw that that

was at his baseline level.

o Okay. Did you look? His baseline was 5006, 1s that

correct?

A Uh-huh.

Q Okay. You have to say yes or no because —-
A Yes.

Q -— they’re recording this.

A Sorry. Yes.

0 Okay. Thank you. Did you lock to see whether there
was any subsequent CPK done after the 500 to see whether there

was an increase from that baseline?

pa Yes.
0 All right. And was there an increase?
A Yas, there was.

And what was that number? Tell the Jjury.

]
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A Roughly 2,000.

Q Four times it went up, is that right?

A Approximately.

Q Right before he died it was 2,200, is that correct?

A Approximately, vyes. |

Q And is that consistent with rhabdomyolysis, that
finding, that CPK?

A Well, if I further reeall, they didn’'t dc the
isoenzymes, they didn’t sub-type it. You heard that CK is also
produced by ﬁeart muscle, and, as well as skeletal muscle. So,
they didn’t do that Exeak down. So, it’s hard to tell what the
source of it was. The presumption is that it was from, from
the injury, from the trauma; that’s why it went up.

Q But rhabdomyclysis can be present at levels of 2,200,-
is that correct?

A Yes. Oh, yes.

0 And rhabdomyolysis can cause acute renal failure, is
that correct?

A Right. Yes.

Q But you eliminated that also, but did you look into
that also as a possible cause?

yiy Well, when you say i, I elimiﬁated it, the treatment
would have been the same, IV fluids. That’s what you do to |

somebody Who's got rhabds, lots df iv fluids. You want to
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there not urinating overnight, and not giving them adequate

amounts of fluid.

So, you know, whether 1t was an acute tubular
necrosis from shock that caused his kidneys to fail, or whether
he had some degree of chronic kidney failure, or whether the,
the, the CK was, was affecting his kidneys, the treatment was

still the same, fluids, he needed TV fluilds.

Q You believe that the recommendations that were made
by Dr. , the intensivist, were reasonable, 1s that
correct?

yiy I think they were a reasonable starting.point. They

were reasonablie from his point of view, from the very narrow-
minded specialist’s plan, veah.

Q From a narrow-minded specialist;s point of view?

-A ' Well, T shouldn’'t =ay nariow—minded. From a narrow-
focused. I'm sorry. Bad choice of words.

Q I see. Okay.

A ‘A narrow-focused specialist’s point of view, that was
a good blace to start.

Q That’s what you told us in your deposition, but you
have had other instances, in this case where you’ve reviewed
it, where you have stated and you believe that Dr.
reached the standard of care, is that correct?

MR. GASTON: Objection. Can we approach?

THE COURT: Very well.
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(Bench conference follows:)
MR. GASTON: This line of questioning was covered in

your chambers before trial. I wanted to know whether Dr.

WAas going to claim that any other.doctor breached.the

standard cf care. I said Df. - s not a defendant in this
case, he’s not going to be mentioned in this case. Dr --

THE COURT: Dr. . you mean.

MR. GASTON: --.Dr. . and Dr. ' not

claiming that any other doctor breached the standard of care,
and neither are we. This is a red herring, and counsel said,
we’re not going to be going there. Now, he’s going there.

Now, he’s dragging in some other dector who's not
here, and it doesn’t matter if four, or five, or six other
doctors breached the standard of care; it oniy matters if Dr.

does, because what is the jury going to db with that

information? It’s just going to confuse them. It’s not going
to assist them in determining whether Dr. breached the
standard of care in this case.

MR. : He called my client and asked him
specifically whether or not he agreed with, or did Dr.

and Dr. (Unintelligible) agree with the treatment plan on what

occurred. Dr. was testifying that he feels that what
was done by Dr. was approprilate.
I am offering 1t to impeach him, becduse he, at one

hat Dr. was negligent and breached
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the standard of care.

Dr. was managing this particular patient, and
managing subsequent to my client’s involvement in this
particular case, and that Dr. , another expert and
actuaily, in this instance, he will testify also that he could
rely upon, in part, on Dr. s recommendations. |

So, I believe that I am entitled to get inte his

opinions as to how earlier he feels that he breached the

standard of care.

THE COURT: ‘So, it’s a prior inconsistent statement?

ME. : Correct.

MR. GASTON: Your Honor, I didn’t ask Dr.
whether or not Dr. 's care was appropriate. I never
touched that. T never went there. |

Counsel wants to use or counsel wants to open the
door on himself to get a statement from the doctor, and then
impeach him with scmething else 1ater.- That’s inappropriate.
He can”t do that when the second part of it is prohibited. He
can’t ask the docter, do you think it was okay? Yes. And then
say, ah ha before you did you said it wasn’t, and you said he
breached the standard of care. But he already said that he’s

not going to go there, so I don’t think he can open a door

j objectionable testimony.

I did not go over that on direct with him, and DBr.
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hasn’t claimed anyone else did either. It’s confusing

as all get out.

THE CCURT: I mean, you're stuck with his answer. He

| gives you the answer, it’'s collateral, you wouldn’t be able to

I impeach him.

MR. : No. He gave me the answer he thought
it was appropriate, and I’m trying to impeach him now because
he_said before, in his report, you know, the report saying that
he was, in fact, negligent; (Unintelligible). |

MR. GASTON: 1It’s still collatéral. Extrinsic
evidence is not permissible on a collateral matter.

MR. : And there’s no new evidence in all that
he has at all from the time he authored his report up until the
time that he now changes his copinion.

MR. GASTON: It’s still collateral, Judge. He’s
stuck.

THE COURT: Yes. I'm going to permit it.

MR. : Okay. While we’re up here, just to
save some time, he has also opined that the hospital staff at

Hospital were negligent. And, in fact,
you’ve heard him about who recorded what cor whatever. Qkay?
So, I believe I'm also entitled to get into the fact that he
believes that the hospital staff were negligent, and, also that
Dr. was alsc negligent, because he has already

introduced evidence through my client that he relied, and could
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rely on Dr. "s assessment.

And, also, as far as the staff is concerned, staff is
responsible for making the recording cf the different labs.

And I think T'm enfitled to explore that also,

MR. GASTON: Judge, he’s doing exactly what they said
they weren’t going to deo in your chambers. He said he’s not
going to claim that anyone else was responsible. It’s not a
defense. If it’s a defense to this case, that’s something
different, and it is not. It is not a defense in this case.

So, it’s like me asking Dr. about not signing
the death certificate. It’s highly prejudicial if you use it
for the wrong purpose. They're going to use it for the purpose
of the defense to this case.

THE COURT: Yes. I'm reversing myself. I sustain
the objection.

MR. GASTON: Thank you,

MR. : Just for-the record --

THE COURT: Mr. Gaston?

MR. GASTON: Sorry, Judge.

THE COURT: It's okay.

MR. GASTON: T was a little too excited.

MR. : I Jjust want to put a proffer as I would
be asking guestions that Dr. breached the standard of
care, that The staff at Hospital breached
the standard of c¢are, and Dr. breached the standard of
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care in executing the certificate (unintelligent), opining that
all three had breached the standard of care. And for the
reasons I've set forth, I believe I'm entitled to ask those
questions of him on cross;examinatioﬁ.‘

THE COURT: All righf.
{Bench conference_éoncluded.)

BY MR.

0 I apolcgize. 1 may have asked you this question
before, but you never took it upon yourself tec look at the
autopsy slides at all, is that right, sir?

A That’s correct.

Q When you initially reviewed this case, you wanted to
have two areas, you usad the'term,“fleshed out.” That is, what
happened to Mr. - before he went to the hospital, and whaf
happened in the last few hours of his life, is that correct?

A Yes.

0 So, what you did is you called Ms. up and
talked to her, is that right?

A That’s right.

Q | And vou also had the second, and that is that you
wanted to determine how extensive the hematomas wefe on
autopsy, and if Dr. ., who performed the autopsy, could
tell you what was the size of the hematoma, is that right?

A That*s right.
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hematoma, because that’s why you went over to the textbook on
pathology; you couldn’t find that; And then you went and tried
to call up Dr. . who you don’t know at at all, is

that right?

A No, I've never met heri

Q I know you work there, but you don’t know her at all?
A No.

Q But she is at ; 1s that correct?

P2y Right.

Q "And you called her up to try to determine how much

blood was in that hematoma, is that correct?

A Right. Right.

0 And she could not remember anything about that_
particular autopsy --

A Uh-huh.

C -~ is that correct?

.A, That’s right.

Q The cardiac enzymes were normal on admissicn, is that
right; sir?

A No, there was actually an elevation, thé cardiac
enzymes. Whether that was done in the emergency department or

on admlission —--—

Do vyvou remember testifving in vour deposition, page

1o

[
[
-
I
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48,

“Question: You would agree that the cardiac enzymes




pel

id

11

12

13

14

15

ie

17

15

20

21

N
[F%)

[
i

o
[l

92
were normal on admission?
“Answer: No.”

Is that right?

A I said no, they were not normal.

Q Okay. But the EKG was normal, is that right?

A It may have showed signs of tachycardia. 1 don’t
recall.

o Now, you would agree that was reasonable for Mr.

to be piaced on an anti-cocagulant by Dr.
initially, is that right?

A Yes.

) -And you were not able to detect a hematoma on the CT
scan here, because you have a hard time Seeing it yourself, is

that right?

2y That’s right. A soft tissue hematoma Is difficult to
see, because there’s no contrast.

O We can agree if a patient’s receiving a lot of TV
fluids, there H&H can decrease, is that right?

A That’s right.-
Q And you believe it was reascnable for Dr. to
take the information that he had from Dr. , and carried

out the plan with the suggestions and recommendations made by

it

Dr. , is that right?

A Tn comnjunction with His, his own thinking, and, and,
if there were

and other recommendations of other specialists,
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any.

Q And you noted that Dr. - == I think we covered
this before -- wrote a note that saw no evidence of any acute
ischemia causipg hemodynamic iﬁstability,-is that right?

Fi\ That’s what his note says.

Q You saw no harm in providing Kayexalate to Mr. '
is that right?

A I wouldn’t have ordered it, but I didn’t see any harm
in doing it.

Q And you believe that there was clearly hypo, and I

say hypoperfuéion in the brain of Mr. , 1s that correct?
A Yes.
Q That there was decreased blood flow; that he wasn’t

getting oxygen into his brain, is that correct?

A Yes.

Q Now, did you go and look tc see whether or not there
was any indication of hypoperfusicn in the pathological

analysis of the slides of the brain?

A I didn’t lock at slides, but T did read the autopsy
report.
Q And the autopsy report shows no evidence of any

hypoperfusion of the brain, is that correct?

A i don’+ think an auvtopsy can show hypoperfusion,

d, so there’s going tc be

[{H

because the person is deceas

hypoperfusion everywhere. Nothing is perfusing when scmeone’s
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Q I see. So, it’s your opinion, even though you're not
a pathologist, that there would be no evidence of hypoperfusign
cf the brain on autopsy? Is that your testimény? Is that what
you’'re telling this jury?

A if, if the hypoperfusion got tc a point where there
was infarct, in other words, where it,‘it, you know, again;
everything is, there’s gradisnts of things, so you can have a
low perfusicn, and ﬁhen you can have it to a certain point
where the tissue actually dies. That's what heart attacks, and
strokesf and things like that are, are points when the,
therefs, the blood flow is so inadeéuate that the tissue -

actually dies, and that vyou couild see at autopsy.

0 The autopsy showed that the brain was normal, is that
right?
A I would have to lcok at it to say that it was

completely<normal, but there was, as 1 recall, thers was no
sign of any infarct, no sign of stroke or anything Iike that.
Q And you would defer tc a pathologist on a
pathological diagnosis, is that right, sir?
A Yes.
Q Did you review the transcript that was taken of Dr.
the other expert in this case?

MR. GASTON: Obijection. Can we gpproach?

THE COURT: All right.
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(Bench conference follows:)

MR. GASTON: I didn’t ask him any guestions about
testimony from Dr. , not his thoughts on it, not his
comments on it, S0 T don’t know where he’s going with this on
an opinion from an expert that we haven’t heard from yet
period. So, I don’t know why he’s asking him questions about
somebody else’s deposition testimony.

THE COURT: Well, we’re about to find out.

MR. GASTON: That’s why I'm objecting, because it's
going to be the same thing. Do you agree with Dr. ., Or
do you agree with this? And to me it doesn’t matter whether he
agrees with any other expert that we haven’t heard from yet.

| THE COURT: Well, when he’s asked the gquestion, you
can objection.

MR. GASTONQ Thank you.

(Bench conference concluded.)

BY MR.

Q Did you review the deposition of Mr. s other
expert, Dr.
A It was a, 1 don’t think it was called a deposition.

It may have been videotaped testimony.

Q Yes, sir.
P! Is that the same thing?
0 Either way. It could be in writing, it could be in a

videc. Did youn review either one?
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A I reviewed the written, like a transcript of that.

g Okay. And did you know that Dr. feels that

MR. GASTON: Objection.

THE COURT: Overruled.

BY MR.

Q You noted and your review of Dr. ‘ , who 1s a
naphrologist, testified that he believes that 2,000 cc’s would
have met the standard of care if administered on th, is
that correct?

MR. GASTON: Objection.

THE COURT: Owverruled.

THE WITNESS: I'm ﬁot sure he gave, he, he could hone
it down to just 2;000 cc’s. If I remember correctly, he was
doing the same thing I was doing,.in trying to come up with an
exact number, and he may have given a small rénge.

BY MR.

Q I didn’t hear you say 2,000. Do you think 2,000 was
have met the standard of care?

A Well, the standard of care is you start to give the
IV fluids. You, vyou don’t, the standard is not to say, tec do a
calculation and determine that this perscn needs X number, and
then crder X number.

The, the, the standard of care is that you initiate

the treatment, you re-evaluate how it’s working. So you give
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them that bolus of fluids, and then you either come back
personally, or vyou call back, o£ you ask the nurse to call you
with the:result, with the biood, call mé with the vital signs
after the bolus, and then yoﬁ_make another determination 1if
they need more.

it’s a constant reevaluation. So, when, when ydu’re
asking about a specific number, is-that the amount you're
asking that you start out with, or is that the amount that you
think is going to get you where you need to go.

The, the starting is pretty easy. You start cut with
a liter or 500 cc’s. But, then, trying to estimate what is it
eventually going to take to correct things is not so ea;y,
because of those insensible losses that I was talking about.
You know, you can easily lose a iiter.of perspiration just like
that. And, so, werdon’t know how much he trﬁly needs.

And, so, the numbers I came up with were minimums,

and I believe Dr.. s also talking about a minimum.

0 And do you agree with Dr. s assessment that
the standard of care would have been met by Dr. ; if he
would administer between two and 3,000 cc’s cn th?

A I'm not sure Dr. said that. But what I

would say is that if he had given enough IV fluilds to start

RIS D U Iy Se
= =z

bringing up his bhlood pnressure, lowering his heart rate,

improving his renal perfusion so that his kidneys start working

ind his brain starts functioning normally, then he’s
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given him the right amount of fluids, then he’s met the

standard of care.

Q S0, you can’t really put & number on it, 1s that what

you're saying?

A A number on what exactly?
Q A number as to what the standard of care required.
A That’s right. I, I can’t give you an exact number

that over, you know, what are you talking abcut his lifetime, a
day, a minute? When you’re asking about a volume of fluid,

there, there’s no way predict or accurately estimate. It’'s a

total ball park figure.

Q You have only some records cf the hospitalization.
Did you get prior records for Mr. and look at them?

A Yes.

0 Okay.

A I got some of Dr. | s office records.

Q Ail right. Other than Dr. , did you go back

and look at anybody else’s records?

A There may have an emergency room visit or two. T
didn’t spend much time on them-at all, I don't think.

Q You didn’t spend too much time locking at this prior

records, 1s that right?

m visits; they were unrelated,

A The emergency ro

O

iand —-




pei

10

11

12

13

14

15

16

17

.18

19

20

21

99
to find cut what his prior medical history is, in terms of
determining the cause of some of those prchlems?

A Right.r So, what I did was, right, I tried to find
every medical problem he ever had. You don’t need to read the
whole, every, every werd to figuré.that one out. I, I wanted
to see what previous labs were. 1 wanted to see what other
previous consultants had said. I was trying to build a problem'
list on, on Mr. . I, unfortunately, didn’t have that kind
of thing, so I was trying to build one with the data thaf I
had.

Q | Okay. And fhat’s to determine what the cause of
these problems were that he had on 15 and 17
(unintelligible}, is that right?

A Right. Uh-huh.

Q Now, you wrote a six-page report, and you have seven
lines of history in this patient, is that correct?

A I would say it's probably not far from seven lines,
yes.

0 Did vyou, in your report, Indicate that Mr.

suffered from depression?

A I don“t remember if I put that in there or not.

Q Can we agree it’s not in there?

A If you say so-

O Did you put in the report anything that Mr. had

any problems with alcohol intake?
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A I don"t recall. I remember icoking at that, and, but
I den’t, don't think that I put it in there, no.
Q Okay. Now, you Have the records. Ms. supplied
a document to , and 1t’s at 10022. Qe was
seeing 17 différent physicians. Did you get all of those

records and see what problems he was having?

A No.

Q You reviewed the-autopsy report, is that correct?
That’s at , 016,

A I'm assuming it’s the autopsy report, so, yes.

.Q Okay. And I'm nét going to go through and pull this
up. I just want to ask you, in that report, they went back and
did an analysis of the history of Mr. o And on 12-12-04,
he had problems with memory, anxiety, depression, and
difficulty concentrating, is that correct?

A If you don’t mind, I1’d like to look at that. What

was the number again?

0 Its -— that’s an abbreviation for
~-— 0le&.
A Yes. Yeah, I know they did. They, they did

something similar as to what I did, I assume, 1s they went
through and it seems they spent a little bit more time on some

of the neurclogic things., but. ves, they tried to summarize his

o} Are you discounting that he had major problems with
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his peripheral neuropathy?

A No. No, I, I'm not characterizing -—-

';Q Back on 12-12 -

A -- whether it’s major or minor. I know he has
peripheral neﬁropathy.

Q Now, you note in there that there’s a histéry that he
stopped smoking sqmetimelaround-1980 cigars, and drinks
approximately two aLcoholic drinks every day for 20 years, is
that righf?

A T remember seeing something like that, yes.

Q Ckay. And if ydu turn to page 17, “he has had
numerous falls leading to injury to his head, and back, and his
hands were shaky,” is that right?

A Uh-huh, at times.

Q And on 5-10-C5, “the patient was advised to
discontinue his alcohol intake, or at least reduce it, which
was thought tfo be contributing to his condition,” is that
right, sir?

MR. GASTON: Objection.

THE COURT: Overruled.

THE WITNESS: I mean I, T don’t, I don’'t see the line
that you're reading, but it wculd maké sense for somebody with
neuropathy, because alcchol can be damaging to nerves too.

BY MR.

Q Okay.
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A So, it makes sense. You'd want to eliminate all of
the possible contribufing factors.
e And he was given Effexor because of his tearfulness
énd his.sadness as an anti-depressant, is that right?

piy That’s what it says here, yes.

0 Now, they record, at page 18, that he had two falls,

the first while getting out of a chair, and then, second, while

walking back to the kitchen on: +, 1is that right-?

A I think it was two falls, right.

Q Okay. Now, did you look in the emergency room record
to seec what tfpé of history Mr. gave, as far as his

alcohol intake at 100137

A T don’t think I actually locked at that.
Q -ékay.

A The admission database form?

Q 16013.

A Uh-huh. Admission database. That should be under
maybe social history, psycho/social, here we go. Alcohol he
says, it.says three drinks possibly says a day for a long time.

0 So, he was drinking three drinks per day for, in his
words, a long time, is that right?

A Uh-huh. Yes.

0 And if vyou look at the social historv, at page 10003,
that histery that he gave at that time was three to four drinks i

of alcchol per day, is that correct?
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A Do vou want me to verify that? This is actually from
the discharge summary. Yeah, this, it’s in his discharge

summary somebody put that in there.

Q Yes, {unintelligible) on autopsy, 1is that right?
A Yes.
C Okay. Now did you look to determine whether or not

any of the signs and symptoms that he had at
Hospital may be as a result of delirium tremens, DT's?

A Uh-huh. Yes, I considered that.

Q Okay. Can we agree tLhat heavy sweating is a sign or
symptom of DT's?

A Yes.

Q Can we agree that confusion and anxiety is a sign and

symptom of DT’ s?

A Confusion and hallucinations. I’m not sure anxiety,
but -~ .

Q Elevated heart rate is a sign of DT's, correct?

A Yes.

Q Disorientation is a sign, 1s that correct?

A Yes.

Q Jittery movements will be a sign, is that right?

A Jittery, more tremors, but, yes.

Q And there was a sign of some jitteryv movements by the

am m e b A= P + o R ot e e
i1ginc, iS5 Thnac correctc?
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Q And, so, that’s six signs and symptems that are all
d

consistent with the DT’s, 1s that right?

A Let”s, let’s, the (unintelligible), scme confusion,

tachycardia. What‘were the other ones? I got three.

Q Okay; Let me just go through them. Heavy sweating,
confusion --

A I go that.

Q -~ anxiety, elefated heart rate, disorientation,

jittery movements.

yiy Oh, veah, that’s four then. Well, the, the, the
confusion and the anxiety, all that’s one, I mean you, you

wouldn’t call those separate things.

0 In general, in DT'g have an initial onset about 48 to
72 hours after the last drink, is that correct?

A Yes.
Q Now, you'heard Mr. (phonetic sp.) testifying

that that was scme of the issues that was being explored by Dr.

;, 1s that right?

A Yes.

Q You eliminated that completely, is that right?
A For a good reason.

Q For the signs and symptoms that you —--—

A Fér & good reason. He didn’t have hypertension.
0O ‘I'm jJust asking. You climinated that as a

possibility, is that correct?
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A Yes.

o Okay. Now, in looking at the determination as far as
the renal failure, you eliminated iVIG, and the black box, and
rhabdomyolysis, didn’t consider them at éll, is that right?

A 1 considered them, but T eliminated them.

Q How much did you consider them when you didn’t even
give my client the courtesy of looking at the PDR to see what
they say about 1IVIG?

Aﬁ My, my initial impression Qas the, the only things I
could recallrwere big preblems with IVIG, because I don’t
initiate that in patients, so I’'m not COmpleﬁely familiar with
all the warnings and so on. |

The only thing I could think of was anaphylactic
allergic reactions. These are human préducts, so it is |
possible, like if somebody has a transfusion reaction, they
cold have a reaction to IVIG.

That did not happen in this case. So, I, 1, I, at
that point, eliminated it as a consideration. Later on, when I
heard more about it, and I locked into it, and I got more
information about it, more facts in, in here, thoroughly

eliminated.

I mean it’s, it’s no longer a consideration in any
wav in my mind that IVIG had anvthing to do with this, other
than the fact that it may have caused him to be dizzy and fall

in the first place, because he was having some hypotension.
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Oh, that’s the other thing, hypotensicn problems from IVIG.

C And I assume, since you don’t even have anything
about a history of alcohol in your six—page report, that you
never even considered DT’ s as.a rossible cause?

A No, T did consider it. I did consider it.

Q0 Did you determine as to what his alcohol intake was,
and record it in your report, sir?

A No.

Q Thank you.

MR. : Court’s indulgence.

THE WITNESS: Whét?

(Discussion off the record.)

MR. : No further guestions.

THE COURT: Mr. Gatsoﬁ?

MR. GASTON: Your Honor, I want to read into the
record Dr. "s sworn deposition testimony, and then I'm
going to ask the dector a guestion about it.

The deposition testimony is —--

MR. : Well, Your Honor, perhaps, we can at
least —-- it’s the first time I’ve heard about his reading in a
portion of his deposition. At least maybe find out before T
can volice an objecticn.

MR. GASTON: I’m going to tell you the page number

PR . PR B VS N T P 1 T A
‘ i1l andg it you O like to dapproacn you can. rages 144 -
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MR. : Just a second.
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MR. GASTON: Yes. Ckay.

MR. i Okay. Thaﬁk YOl

MR. GASTON: It begins at line 6, and goes through

MR. :  What page?

MR. GASTON: ——.144. It begins at line 6 and goes
at iine 14.

MR. : Can we approach?

THE COURT: Sure.

(Bench conference follows:)

What number?

THE CQURT: Line 44, on what page?

MR. GASTON: Line 6.

THE COURT: Line 6? That’s a guestion.

MR. GASTON: It is. Tt’s a question I asked the
THE COURT: Ckay.

MR. GASTON: I think it’s fair. He went into all

this alcohol and DT’ s.

THE COURT: I know what you’re saying. I know what

you’ re saying.

there’s no answer on page 144.

line 5.

MR. : T don’t know if the guestion, because

I think he’s looking to 145,

MR, GASTON: Yes, keep going down.
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THE COURT: Line 7.

MR. GASTON: Yes.

MR. : All I’m objecting to is this long
question of which there was no answér.

MR.. GASTON: No, there was, though.

THE CCURT: What’s that?

MR. GASTON: There was an answer to that guestion,
because T reiterated it. They have to hear the first part to
understand the reason Why he had to answer.

THE COURT: Well, why don’t you just do it with this
one. Start here. “I need to know if there’s any, 1if you are
claiming that any of Mr. s conduct himsélf -

MR. GASTON: “Cecntributed to his death.”

THE COURT: -—- “what he did or didn’t do contributed
to his death.” |

MR. GASTON: Thank you, Your Honor.

THE COURT: And then --

MR. GASTON: Yes.

THE CCOURT: -- finish up the —-

MR. : Then, well, the only cbjection I have
at this point is that we’re not contending that alcohol was the

cause of his death.

THE CQOURT: Well, 1t’s been raised. I think it’s

" Talr redirect.

MR. GASTON: Thank vyou.
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(Bench conference concluded.)

REDIRECT EXAMINATION

BY MR. GASTON:

Q Doctor, if you can listen to this guestion and
answer, please, and then I have a gquestion feor you. This is a
question that I asked Dr. under cath at his deposition.

“Now, 1is the time that I need to kanow if you are
claiming that any of Mr. s conduct himself, what he did
or didn’t do, contributed to his déath.”

There was an objectidn by ccunsel.

His counsel says:

“[Do you understand the quéstion?”

Dr. says:

“Yes. Whether he did anyvthing to contribute. Well,
number oﬁe, one thing he.did'was to continue to drink alcohol.
That has been ncted in several places.”

I asked the doctor:

“How did his consumption of alcohol proximately
coﬁtributed to the cause of his death?

“I‘m not claiming that there was a proximate

contribution.

“That’s fair encugh, decctor. That is a fair enough
answer. Anything else you can think of that he did or didn’t
do that proximately contributed to the cause of his death?”

Dr. 5avys:
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“NO R rr

Dr. , do you agree with Dr. that Mr.
’s alcohol consumption had nothing te do with the

proximate cause of his death?

A Yes.
Q Do you agres with Dr. that there’s nothing
that Mr. did or didn’t do that contributed to the cause

of his death?

iy Yes, 1 agree with_that.

0 Dr. , why did you eliminate DT's or delirium
tremens as a cause of Mr. sweating, confusion, and
those type of signs on the day he died? You were trying to
give your explanation, but I don’t think you did. Do you have
an explanation for that?

A Well, one of the hallmarks, not the singular
hallmark, is an elevated blood pressure, the blood pressure.
And somebody going through alcohol withdrawal, their blood
pressure 1s through the roof.

And if you take somebody who's got chronic
hypertension-like Mr. did, his numbers would be, you
know, 240 over 120, numbers higher than they were anywhere. He
didn’t even come close to that. 2And, as we saw, most of the

time he was at a low blood pressure.

Thn Ui

fmie

Tne timing alsc, because he came in w

hypotension, and it just doesn’t fit. It just doesn’t fit.
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c Dr. , there was some testimony as to what is
the exact amount of fluid, what is the exact amount of cc’s
that Dr. had to give in order to reverse all of this
situatién, and I think you testified there’s no way you can
tell the exact amount of fluvid, you have to see how the patient

progresses. Was that fair?

A Yes.
0 What is a minimal amount of fluid, in your opinion,
that Dr. should have given to Mr. to try to

reverse his kidney failure, to try to reverse his liver
failure, to try to reverse the problems with the function of
the brain that is a breach of the standard of care? What is
the minimum amount that he had to at least start him on?

MR, : Objectien.

THE COURT: I711 permit it.

Go ahead.

THE WITNESS: Well, two days priof, on the 15th, when
he came to the emergency departmeni, he was given, you know,
roughly 500 to 1,000 cc’s of fluid. And, by the next day, his
creatinine had come down to normal, his blood pressure was
fine. So, that’s what one liter did at that point.

By the 17th, when his creatinine was up to 5, it was
qﬁite a bit higher, so to, to, to bring everything back down it

would, it would be apgproximately three times Lhat amount, so

somewhere around 1,500 to 3,000 ccfs of fluids to get things
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started, to get things moving in the right direction.

BY MR. GASTON:

Q Did Dr. - ever even do that?

A No'.-

Q I want vou to draw your attenﬁion to page 185 of the
chart of | Hospital.

A 100185 or --

Q Actually, you know, it’s in Tab No. 1, which is
actually Dr. s own notes. 0185.
| A Okay.

0 And this woﬁld be the intensivist, Dr. s

consultation report?

A That’s correct.

Q Under cardiovascular, there’s a statement the patient
has tachycardia. What does that mean?

A That’s a rapid heart fate.

Q Okay. ™I suspect this is related to pain and
intravascular volume depletion.” Now, can intravascular volume
depletion encompass lack of fluid, and also internal bleeding?

A Yes.

0 So, when counsel said that there’s newhere in the
chart did anyone say there was internal bleeding. From the
medical terminology that Dr. | used, does that also suggest
n hat time?

R R i
Ging geing on at thatc

there was internal

A Well, let me just review this thing here. I mean
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what he’s saying he’s describing a man who's in shock; he’s

just not using that word. He’s got tachycardia, intravascular
volume deplétion, hypotension, needs to be addressed with fluid
hydration. That’s what you, that's someone who's in shock.

Q And it also includes internal bleeding, as well,
within that definition?

A Yes. Yes.

Q Counsel brought up Mr. s depression. Did Mr.

die of depression?

A No.
0 Okay. Did Mr. die of mental confusion?
A No.

Q and why do you believe that the IVIG treatments that
Dr. gave to Mr. . on the 14th was nect a proximate
cause of his kidney failure or had anything to do with his
death? Can YOu explain that in a little more detail?

A-' Well, as far as the, the death, you have the autopsy,
and, and that shows, and now it’s getting technical, but it
shows ATN, acute tubular necrosis. It has a particular
pathologic finding when they looked at the kidneys, and that’s
not the type of damage you see from IVIGi- IVIG causes damagé n
a different part of the kidneys, the grimelius.

Q So, the autopsy report, does that support vour

cpinion that Mr. s IVIG treatment did not contribute to
his death?
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Yas.

Thank vyou.

MR. GASTON: That’s all the guestions I have.

MR. : I think T have an exhibit up there.
THE COURT: Very well. |

MR. : Can I just take a look at it and see if

£ I'm lcoking for.

THE WITNESS: Well, it’s no labeled, so I don’t know

MR. : Oh, okay.

THE WITNESS: -—-- legit or not..

THE, COURT: Right.

MR. : Just the Court’s indulgence.
THE WITNESS: Am I excused?

THE COQURT: Not vet.

RECROS5S EXAMINATION

BY MR.

Is acute tubular necrosis another term for acute

lure?

It’s probably a, one of the more common reascns for

MR. : I don’t have any guestions.
THE COURT: ALl right.

You may be aexcused.

‘_J
4

Thank you, si
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(Witness excused.)

THE COURT: Members of the jury, that concludes
testimony for_thay. We’re going to resume tomcrrow. I do
have a couple of matters at 9 o’clock, so we’ll resume tomorrow
at 9:30.

So, just be outside the courtroom at 9:30. Leave
your notepads behind face down in your seats. Do notrdiscuss
this case with anyone, including each cther. Avoid all contact
of any kind with aﬁy of the participants of this trial. See
you tomorrow at 2:30. |

The Court’s in recess.

THE BAILIFF: All rise.

THE CLERK: The Court stands in recess.

(End of reguested portion of proceedings)




