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APPEARANCES:

Howard D. Mishkind, Esg.
Becker & Mishkind

660 Skylight Cffice Tower
Cleveland, Ohio 44113
(216 241-2600,

Cn behalf of the Plaintiff;

Ronald Rispo, Esg.

Weston, Hurd, Fallcn, Paisley &
2500 Terminal Tower

Cleveland, Ohioc 44113

(216) 241-6602,

On behnalf of the Defendant.
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DAVID EFFRON, M.D., of lawful age, called by

the Defendant for the purpose of
cross-examination, as provided by the Rules of
Civil Procedure, being by me first duly sworn,
ags hereilnafter certified, deposed and said as
follows:

CROSS-EXAMINATION OF DAVID EFFREON, M.D.

BY MR. RISPO:

Good afternoon, doctor. My name iz Ron Rispo.
I represent Dr. Lorenzo Lalli in this case and I
have a number of guestions for you this
afrerncon.

My cbiective is to get information. I'd
rather not confuse the record, so if my guestion

is not clear, please have it repeated, restated

“or clarified, whatever, so tﬁat'you'do

understand. When you answer, we can assume that
your answer is in response to the guestion as
put, okay?

Ckavy.

I have seen your report and in the course of
your report you digested 11 materials that were
provi@ed to you pricr to your writing vyour
report. My question 18 have you reviewed any

additional materials since that time in May of

Mehier & Hagestrom



wn

~J

14

15

16

17

18

19

20

21

22

23

24

25

P97

Yes.

What were they?

I have to lock through my files here, but I
believe they were the depositions of Dr. Botti,
B-~o-t-t-1i, cardiclogist, also the deposition of
Br. Selwyn, 8-e-l-w-y-n, a report from Dr. Barry
A. Effron, and I dust recently this afterncon
saw but have not read a deposgsition of Dr. Robert
Haufman.

Okav.

I believe that's the extent o Tive

h
z
5
o
im

received gince that tCime.
Okav.
MR. MISHKIND: I think vou do have
S couple of other reports.
THE WITNESS: Okay.
MR. MISEKIND: The expert report of
Dr. Janiak is there. That's not referenced
in the report.
THE WITNESS: I'm sorry.
MR. MISHKIND: And Dr. Culley's
report.
Sorry. That's correct.

Okavy.

Mehler & Hagestrom
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That

MER. MISHKIND: I'm sorry. Mary
Nerry's deposition as well.

pretty well brings you up to date as far as

I can tell. You're not missing anything.

Okay .

o o e
LIrans

MR. MISHEKIND: I think so.

With particular reference to the

Cripts o

,F:
S

o

T g

r. Botti and Selwyn, I'd like to

ask you if vyou agree generally with what they

had to say or whether there were any particulars

with

which vou disagreed?

MR. MISHKIND: Before vou answer

that, let me just show an objection because

MR. RISPG: It's very general,.

MR. MISHKIND: Not only is it
general as to one deposition, but you've T
combined in that general gquestion two
deposition transcriptions which are
hundreds cf pages. So certainly he can
answexr the question if he can think cof
something that he agrees or disagrees
with. I forgot what your question was
anyway .

MR. RISPO: Okavy. I wanted to

determine to what extent he agreed or

Mehler & Hagestrom
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disagreed with the conclugions of either of
the previous physicians who have testified
to the standard of care.

MR. MISHKIND: With my objection,
go ahead, doctor.

Without geoing into specific guestions, I believe

(o

in general I agree with both phyvsicians.
Okay . That will shorten matters I think gquite a
bit, but I'd like to review scome of the pointgs
that were made toc make sure that we're on the
same padge before we ¢go into any further
details.

Do you agree that based upon the history

and documents available that the probability is

that the patient Jochn Porach's myocardial

at 5:00 or 5:3C in the morning October 14th,
'947?

Based on the information that I had available, I
would say that his cardiac event happened
sometime earlier that morning, ves.

Ckay. And do you agree that based on the EKG
studies that there was no evidence of a second

MI between the first onset of symptoms and the

time when the second EXKG was done?

Mehler & Hagestrom
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I'm not aware that there was a second EKG.

I misspoke. That there was not a second MI
between the cnset of symptoms at 5:00 in the
morning and the first EXG that was done at we
believe 1539.

MR. MISHKIND: 1539% would be 2 ~-

Wi
)
4
n
e}
O
}_,_5
-
Lad
W0

MR. MISHKIND: Right.

17389
Okav. 173¢9
Since tnere's no EBKG, I can't -- from the EKG I

infarction or not,.
Okavy. The EKG does not show evidence of a

recent MI, does it not?

I disagree with that.

By that I mean recent within the previous two or
three hours.

The EKG i1tself shows abnormal 8T segment
elevation,

Ckay. Right. But the EKG readings are more
consistent with an MI which occurred more than a
few hours before the study was taken?

I can't answer that. I have no idea.

Mehler & Hagestrom
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Okavy. Can you -~

Based on the EKG itself, I cannoct tell.

Why is that?

Because the EKG helps in making the diagnosis.
It doesn't necegsarily tell yveou at what period

of time an infarction, 1f it occurred, happened.

It can ke used to tell such an event, yes.
Tt can also tell vyvou whether an MI cocurred
sometime in the past upwardes of days or weeks

before the EXG was performed?

!

£ I have an cold EKG toe compare 1t to, it may
help vou with that.

Ckay. I guess my guestions are directed to a

“tYpical presentation &g oppoged to an atypical

presentation. My questibn is whether based on
the EKG study 1t is more likely that the MI
cccurred many hours before the study?

I would have to defer to a cardioclogist on
that. I cannot answer that. I don't know.
Okavy. Well, if Dr. Botti or Dr. Selwyn have
testified previocusly that thev are satisfied
that that EKG as of 1739 does not suggest an MI

at 3:30 in the aftrerncon or 1530, would you
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agree with them or would you have any Dbasis to
disagree?
I don't have any bagie to digagree with that.
Okavy. Have vou looked at the pathology studies
by Dr. Haufman or his report?
I have seen a couple brief excerpts from it, but
I have not read the entire report.
Okay.
MR. MISHKIND: You mean the

devosition.
I'm sorry, the deposition.
Okavy. Do you concury with Dr. Haufman's stated
conclusion that the MI occurred within a few
hours, guote, ungucte, of the day of death, time

of death?

‘IT"'Have to go back and look &% hig records herel

He has a report.

MR. MISHKIND: I think the doctor
has the report, but what he was
referencing, just so that we're on the game
page, he was just referencing the
deposition which he just reviewed.

ctually, I just got it yesterday and I

T

brought out a copy with me today, which was

the first time he had a chance to look at

Mehler & Hagestrom
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it.
If you have his report, vou could refer to
that .
I don't seem toc have it here.

MR . MISHKIND: I think I have an

extra Ccopy. Maybe I don't.
I think I left mine behind ag well. That s one
of the few things T didn't lug cut of the
office.

MR, MISHKIND: T can show him the
reference

ME. RISPO: It's the end of a
paragraph.

MR. MISHEKIND: I'"ll read 1t for the
record. Therxe 18 no evidence of
fibrovascular organization of themthrombOS;
indicating that the lesion cannot be more
than a few hours old. Your guestion, Ron,
is whether he agrees with that.

Yeg.

If a2 pathologist says that, I'll have to go
along with that. I have no reason to doubt it
or guegstion it.

As an emergency room physician, what do vou

understand those terms to mean, within a few

Mehler & Hagestrom
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hours of the death, I think is what it said?

MR. MISHEKIND: Let me just show an
objection only becausge Dr. Haufman has
already testified as to what he meant and
for Dr. Effron to testify as t£o his opinion

of what a few hours means versus the doctor

4
T

1-
L. L

ment, T don't think

i

fu
i

P o o -
13t et L FR =

-
e

that's terribly relevant, but he can still

answey the guestion.

ME. RISPO: I understand.
I'm not sure what somebody means when they gavy
several hourg. My understanding is thalt 1t

takes between six and twelwve hours to have
evidence of -- six to twelve hours of myoccardia
ischemia before you have histeclogical changes
consistent with an infarction.-

Okay. On the second page of that report, again,
towards the end of that last paragraph, he
describes 1t again a little differently, but
perhaps if we can read that last sentence.

MR. MISHKIND: The changes in the
myccardium and the freshness of the
@rterial thrombus indicate that the fatal
lesions occurred just hours before death.

There does not appear to -be any evidence of

Mehler & Hagestrom
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remote infarct.
Okavy. Now, based upon those additional comments
by Dr. Haufman, does that help you to interpret
what he meant when he gaid a few hours?

MR. MISHXIND: Same objection, but

go ahead and answer.
No, it doesn't. I doen't know what he meansg by a
few hours. Isg it one? is it seven? I don't
know what me means by that.

Ckavy. You wouldn't interpret that to mean a

couple as two or three hours?

MR, MISHEIND: Objecrion. Go
ahead.
I don't know. I don't know what he meant. It
could mean that -- I don't know what he was
specifically referring to.
Okavy. A moment ago you saild something to the

effect that it takes six to eight hours for the
infarct to organize.

No. What I gaid wag from my recollection it
takes between six and twelve hours of myocardial
ischemia before you would find histological
changes in a specimen consistent with an
infarction.

Would that lead you to conclude that the changes

Mehler & Hagestrom
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he found could have actually commenced at 5:00
in the morning, 12 hours before death or 13
hourg before death?

I think that's very reasoconable.

Ckavy. Based upon your review of the case, do
you have an opiniocn as t£to whether it is possible

that John Porach had a second MI aftery the ERG
strip was done?

MR. MISHKIND: Just show an
objection as to the form cf the guestion in
rermg of possible, but go ahead and
answer.

Based on what I've read and also the gross
autopsy report, I don't believe there was any
evidence to indicate that he had a second
myccardial infarction.

What is your interpretation then of what
occurred during the period of 1730 Just before
the EXG was done and the time of death?

I'm sorry. Are yvou asking me what I think

rhysiclogically happened that caused him to

die?
Yes . I'm not asking you what happened in the
cffice. I'm just asking medically speaking and

physiologically what occocurred to cause the death

Menler & Hagestrom
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of John Porach?

I believe that he died of an arrythmia which was
most likely ventricular fibrillation.

When do vyou bkelieve that that arrxythmia
commenced?

At the time that he collapsed in the bathroom.

"

Sometime after the LBKG

o
-

was dones

G

Correct .
And in the doctor's office?
That's correct, People, if they have

ventricular fiprillation, he would not be

Okavy. Now then, I'd like to ask you about
emergency room medicine here. In October, 1994,
what was the protocol for the usge and
administration of thrombolytic agents?

I believe most emergency physicians and
emergency departments in the country would have
been certainly exposed toc them. I don't
remember the exact year that it became the
standard of care, i1f you would, tc administer
thrombolytics, but it certainly would be
somewhere arocund that time if not earlier to i1t.
Assuming that it was the standard of care to

administer thrombolytics, what were the c¢riterisa

Mehler & Hagestrom-
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for administration in any given patient?
Time would be a criteria within I believe four
to six hours. Those criteria are continually
changing now, but I believe presentation of
symptoms within four toc six hours of the event
-- or I'm soryy, within four to six hours of
coming te the emergency department. There are
othery criteria, EXG changes congistent with the
mycocardial infarction, vou would have to rule
cut other exclusions, things like recent stroke,

recant surgery, history of coagulopathy, an

[
i

aliergy to the medication being administered,
recent surgery within the last, I don't know
what the criteria 1s, say one month. Cardiac
compressions, chest compreseiong just prior to
that happening, any major recent trauma.

Okavy. You don't see.Or do you see anything in
the records that we have to indicate there were
any contraindications?

No, I do not.

Then let's talk about the criteria for EKG
changes. The strip that we have been referring
to haﬁ been previocusly marked asgs an exhibit and
I will ask you to refer to the one weive

previously marked as Exhibit 2 and ask vou

Mehler & Hagestrom
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whether that strip meets the criteria for
administration of thrombolytic agents?

MR. MISHKIND: Before he answers,
vou're asking him to assume that an EKG is
taken and the patient presents with
clinical symptoms to an emergency room?

ME. RISPGC: I want to take them one
at a time. I suppose for the purpose of
this guestion, we are assuming.

MR. MISHKIND: Okay.

The criteria were not only the history, but if

the EKG had changes 1.e. cne to two mill

b o
T

meters
in the 8T elevatiocn in the anteriocr leads.

Can you tell us whether the anterior leads show
one to two millimeters of elevation?

Yes, cexrtalnly in the V2 and there’'s some
elevation in V3 as well.

Using the card 1 gave you Lo measure, tell us
how many millimeters measurement is here.

Well, vyou've got almost one, one-and-a-half
millimeters in V2. You probably have closer to
one millimeter in V3.

You're using that by the graph paper?

That's correct.

Okay.

Mehler & Hagestrom
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And your little stick here is failrly consistent
with that.

Okavy. I missed that. Could you repeat that,
one and a half?

I'd say about one-and-a-half millimeters in V2

and one millimeter in V3.

"
o
&
O

Is the criteria not meres than one or
millimeters in two or more leads?

That 18 correct.

S50 you've got elevation in V2 and V3, so vou've
got at least twoe lsads.

But we don't have more than one millimeter in
two leads?

That'se correct.

Ckay. And vyour previous testimony‘was one
millimetey in V37

That's correct, but 1f a patient came in to me
that had symptoms consistent with an acute
myoccardial infarction and has ST changssg that I
see here, I would certainly consider him a
candidate for thrombolytics.

But you would agree with me that the FEKG
standing alone is marginal tTo meet the criteriar?

Alcone it's nonspecific.
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Okav.

I can't make the diagnosis based on the EKG.
It's suggestive of something abnormal.

Okay . If a patient came in without symptoms and
thig EXG strip, would he meet the criteria?

MR. MISHKIND: Obiection. Again,
the hypothetical is not relevant to this
case, put go ahead and answer the
gquestion.

Well, I'd like teo know why the person had an EKG
to begin with if he was asympbtomatic.
Let's suppose it was a routine physical.

MR. MISHKIND: Sheow a continuing
iine of objection to anything that doesn't
include symptoms, but go ahead.

MR. RISPO: Sure.

If the patient has had an EKG as part of a
routine physical and was asymptomatic, I'd like
tc know if he had arn cld EXG, but I would call
it nonspecific 8T changes based on thisg alone.
If that were the case, and you didn't have let's
say an old EKG to refer to, would vou administer
thrembolytic agents to that patient?

In an asymptomatic patient?

Yes.
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No.

What would vou do with the patient?

I think it would depend upon the higtory I got
from him, my physical exam, is this someone that
I knew for a period of time, i1s it a new

patient.

Assuming he was otherwise a well patient and
iust came through for a general physical and

what vou had there was the same ag Exhibit 2.

ME. MISHEIND: Show a continuing
obiection to the relevance of this
nypothetical, but go ahead, doctor, you can
answer .

I probably wouldn't do anything if the patient
was totally asymptomatic.

You'd release him from vour office and gend him
home®?

I believe I would do that, vyes.

No medication, no monitoring?

As far as I'm concerned, no.

Okay. Now, let's talk about timing. You said
four tc six hours. Now, do I understand from
that that 1f the patient came in with symptoms
which he reported to have onsel twelve hours

earlier, that the protocol would not reguire or

Mehler & Hagestrom-
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even permit the use of thrombolytic agents?

I believe most of the literature now is --
Excuse me. Bs of 1994.

There were a lot of studies going on at that
point in time and still are as tc what, guote,

ig the best time frame to do this in, o there

t

tudies that weryr

tr

ware certain

i

locking at four

0]

nours. There were certain studies loocking at
twelve hours and twenty-four hours, so T don't
know -- that's what I'm saving. I'm not sure
when exactly the, guote, standard of care was
that we were golng to do evervbody between four
and slx hours.

But vou did say the protocol wae four to six?
Well, that's what it is now. Back in '94 I'm
not guite sure what the exact protocol was.
Ckay.

Certainly, if somebody came 1in within six hours,
ves, he wcoculd be a candidate.

When they say the protoccl is four to six hours,
doesg that imply that a patient who comesg 1in at
geven or eight hourse will not be a candidate for
thrombolvtic agents?

My understanding of the protccocl is that's

correct.
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Ckavy.

The benefit is -- or the risgk outweighs the
benefit at that point.

So if vyou particularize to this case, if John
Porach had an onset cof symptoms at 5:00 in the
morning and presented for tThe first time in the

1

in the azfterncon, twelve

®
<
b

™ gency room at 5o

it
-

hours later, under the protocol in existence in
1994 he weould not have been a candidate for
thrombolytic agents?

If hypothetically he's having symptoms and we

)

think his heart attack started at 5:00 in the
morning, then yves, he would be out of the time
frame for the protococl.

Now, is that because the damage to the heart
muscle i1s already irreversible?

That certainly could be true. I believe -- the
answey 1s probably ves. It was felt, 1if I
remember correctly, that after a certain period
of time with what that standard was back then,
that the administration of thrombolytics would
not have any beneficial effect for the patient.
And we're of course talking about 19947
Correct.

And that's what we are here about. We won't get

Mehijer & Hagestrom
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into anything that happened or occurred in
1897.

And the same answer would apply if I were
to pessit for you that the patient presented in
the emergency room at ten hours post onset of

symptoms?

That's correct.

Okavy. And eight hours?

That's correct. If we helieve that six hours
was the maximum limit.

Ckav. Is it generally true that the longer yvou
wait, tThe more damage tThere will be, that is the
longer after the MI occurs, the more damage
there will be to the heart muscle?

That's usually the case, ves.

Understood in that guestion is that the longer
you walt before administering thrombolytic
agents?

Correct.

Okay. So that adminigtering within the first
two hours would be better than administering at
four or five?

That's correct.

Ckay. In this instance, John Porach complained

of symptoms to his wife at 5:00 in the morning
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and made no effort to seek any medical care or
attention until he called the offices of Dr.
Lalli about 9:30 or shortly thereafter that
moxrning, which would place him at four to
four-and-a-half hours, maybe five hours post
onset of symptoms. Would that still be within
the window to offer a thrombolyvtic agent?
MR. MISHEKIND: Before the doctor
anaswers, let me object to the hypothetical,

onliy because I think vou used the term

o1

00, 1f vou actually look

el
¥

Q
ot
o

o

-

testimony of Mrs. Porach, 1 ¢

i

43

k it's
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cloger to 5:5%50 or 6:00, but we've been
uging the term 5:00 loosgely in the
testimony.
If that's true, I stand corrected.
MR. MISHKIND: It's not gignificant
to your issue whether it's 5:00, 5:30,
£:00. The guestion still stands.
Let's suppose it was 5:30, guarter to 6:00,
okay?
He would be ending the time frame when the
window in thrombolytics would be of benefit tco
him.

John lived in Strongsvillie and I believe he
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would have been about five miles from Southwest
General Hospital, which would be, to my
understanding, the nearest hospital, emergency
room. If he had been advised at $:30 tec call
911 and it toock time for them to respond, pilck
him up and deliver him to Southwest Hospital, he
wouldn't have gotten there until about 10:00.
Would that still be within the window?

He's just about outside the window I would say.

If you're using four to gix hours as the time

G

frame, and his symptoms started at about 5:30,

1

-]

gquarter to €:60, six hours is 12:00, so he!
still fell in that frame.

8o hetd gtill be in the four to --

The four to gix hourx frame, ves.

But he would have already had some damage before
the thrombolytic agents commenced Lo work their
action, correct?

I would think so, vyes.

Incidertally, how long does it take for the
threombelytic agent to have a therapeutic effect?
I don't remember the specific time, but it's
relatively guickly, half hour, hour, sometimes
even less than that.

Okay. If he presented to Southwest General
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Hospital, however, that morning and reported his
symptoms given so far in the record here,
including the statement that he had nausea,
diarrhea, sweating, and achiness, I think he
said, and/or tingling all over, gquote, unguote,
would those gymptcocms meet the criteria for the

.

administration of thrombolytic agents?

oy

ME. MISHKIND: Objection tao the
hypothetical, because it dcesn't accurately

1

state what the evidence is concerning his
symptom cowmplex, but note my objsction. He
can answer the guestiocn as put.
The symptoms themselves would make me suspiclious
about a possible cardiac event, but they
themselves would not make me administer
thrombolytics.
If you had those symptoms in combination with
the same EKG as presented, and I understand it
was taken at a different hour, but for the
purpoges of this guestion, 1f it were the szame
pregsentation, would that meet the criteria?
I weould cexrtainly be more concerned with the
cardiac event at that point because the EKG is
abnormal, and in light of the symptoms, I think

I certainly would have considered giving &
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thrombolytic.

Okay. T£ vou didn't give a thrombolytic, what

would you do with that patient?

I would 1like to rule other things in or out by
posegibly getting a chest x-ray, sending off for
cardiac enzymes, pulse ox, vital gigns, blocod

®

i
ot
62
o

eggure, pu , resplratory rate, temperature.
I would probably get a cardioclogy consult 1if I

thought that it was a cardiac etioclogy.

O

kay . Asesuming he arrvived at the hospital at
The eariiest at 10:00, four, four-and-a-half
hours poest onset of gymptoms, how long would it
take for you to review those options, rule out
other diagnoses?

It may take an hour. It depends on how busy the
emergency department was, the radiology
department, the lab, if the consult was in the
hospital at that point, if he was readily
available.

So that would take ug up to 11:00°7

That's correct. But I alsc -- again, depending
upon where people work, here at Metro, I can
administer thrombolytices without getting a
cardiology consult. I have the authorization to

do that. I£f I feel a patient hasg an acute
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myocardial process and I want to treat him, T

can do so.

Do you know what the state of the protocols were

at Southwest General which wag the nearest

hospital?

No, I do not.

Would 1t be unreasonable to asgume it would take

them a full hour to rule out other diagnoses?
MR. MISHKIND: Objection. Tf vou

know.

I don't know 1T would take them any more time or

less than myself. It would be a2 rveasconakle --

n

again, the lab work may take a little more time
to get back. It just depended on how things'
were functioning there.

Assuming best case scenario that they concluded
their differential exam, got all the necessary
congults by 11:00, that would be five hours,
five-and-a-half hodrs post onset of symptoms.
Would he still meet the criteria at that point
to administer thrombolytic agents?

Yes.

OCkay. But again, by that time there could have
been significant damage to the muscle?

MR. MISHKIND: Objection as to
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could have and the use of significant.
Let me start over again. It they didn't
administer thrombolytics until 11:00 and
assuming that was five hours to five-and-a-half
hours post onset of symptoms, and they did
administer and it took half an hour to achieve
iervapeutic efifect, would that rule ocut any
muscle damage to the heart cocr would there still
be some damage?
I would presume at that point there would still
be some muscle damage.
Ukavy. If the patient presented in the Southwest
emergency rcom and reported all of the foregoing
that we discussed sco far, but also said I have
not had any chest pain, then would you
administer thrombolytic agents assuming the same
EKG?

MR. MISHEKIND: Cbhjection. Go

ahead.
I think I would go back, and based on the fact
Chat thig EKG is not normal, but I'd also want
to know a little bit more detail as to what does
the patient mean by chest discomfort, what does
he mean by tingling, why the shortness of

breath. I'd need to get a more detailed history
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cof the patient as well as a physgical exam.

But that would be all the more reason yvou would
heold off until vou've done the necessary testing
and get the blood studies as well asg enzymes?

I think the blood studies and all the ancillary
testing are very important, but it's the

L 3

L
il

- 3

1lcal history that really makeg the diagnosis

or certainly makes my suspicion high as to
whether this is cardiac or not.
Tkavy. A3l the sawme gusstions assuming he

nregsented at 4:00 p.m., now ten hours,

=4

ten-and-a-half nour post onset of symptoms.
think I understood you to say earlier, but I
just want to confirm, at that point given the
same symptoms and the EKG, you would not have
administered the thrombolytic agents?

Based on the time frame, no.

Then 1f you didn't utilize that therapy, what
kind of care or treatment would you have ocffered
to that patient if he presented ten hours post
onset of symptoms?

If you're assuming that he -- if what I feel is
he's having a myocardial infarct based on his
symptoms, EXKG, I would starxt him on medication

to hopefully reduce further evolution of heart
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damage . I would put him on a monitor. I would
cexrtainly admit him to the hospital, probably
the intensive care or cardiac¢ unit. I would get
a cardiology consult and certainly considey, 1f
it was available, taking him toc the

catheterization lab.

ny

How long would it take to w

m
@]
H
i
2
]
i
e
-+
O
5
03

cardiac cath?
What do you mean by work him up?

MR. MISHKIND: YOou mean

h
i
O
=
&)
o

SEWMergency room perspective or a cardiac

v

perspective?
I'm net sure I know what the problem is, but let
me try it again.

MR. MISHKIND: Okay.

Assuming he arrived at 4:00, 4:00 p.m. in the
emergency room, and your judgment was that he
had an MI and it was outside the window and you
were not goilng to offer thrombolytic agentg, you
decide to admit, monitor him, obtain a
cardiclogy consult, and I forgot what vyvou said,
schedule a cath, cardiac cath?
I would talk to the cardliology person, the

e - [T PR - o oy o~ 1
L8LL0OW, WACeVae wag 0on <caii,

jm
[t

attending or ¢

and tell them basically this is a patient that
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has these symptoms, he's got physical findings
as such, he's got an EKG which is not normal,
he's cutside the window for thrombolytics, but I
think that he's a candidate for a
catheterization.

Okay. How long would it take from 4:00 to the

point where vou could get him in for a cardiac

cath?

That would be dependent upon the institution. I
den't know. I mean, it may take a matter of
minutes 1f the catheterization team iz available
and the cath lab 1s open. They may not be
available at certain institutions. Not every

hospital facility has a catheterization team
available to take a patient.
We arxe at MetroHealth here today and that's
where vou practice?
Yes.
MetroHealth being one of the tertiary care
facilities in town and probably repregents the
gold standard in care, how long would it take
here?
MR. MISHKIND: TLet me just object.
Obviously, Dr. Effron appreciates the

compliment, but I'm not necessarily certain
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that 18 the gcspel, but go ahead.
Again, it would depend upon the availabkbility of
the cardiologist and the catheterization team,
if the lab was open, I would say as little as
twenty minutes to maybe a half hour somebody
could potentially be up in the catheterization
lab.
Ckavy. Ana i1if they were at Scuthwest General
Hospital, 1t might take a little longer?
I don't know what facilities or personnel are

available .

Az a mattery of fact, Southwest doesnit have an
open heart center, does 1tL7?
I don't know. I don't believe so from reading

the deposition of one c©f the other physicians,
but I persconally don't know.

If they didn't have facilities to do open heart,
what would that emergency room be adviged to do
a£ that point?

It would depend upon the gtability of the
patient, i.e. his symptoms, his wvital signs, his
examn. If he has a normal blocod pressure, good
pulse, 1t would depend upon -- what we would do
is prokably administer a number of medicaticns,

agpirin, we would probably give him scme typre of
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nitrates to reduce his blood pressure, treat his
pain 1f he was having any, possibly put him on a
beta blocker to reduce any further damage that
potentially could occur.

And then?

It would be up to the cardiologist to make a

4 do with the

ft

deciglion as to what we wou
patient, whether he would get transferred to an
cutgide facility, whether it be here, Cleveland
Clinic, University, or they would keep him in
the hospital at Southwest.

Okay . If they were Lo Trans

i

er him tfto the

¢

nearest facility that had an open heart lab, do
vou know where that would be from Southwest?
Well, it could be Fairview or herxe orx éhe
Clinic.

Okavy.

If it's done by helicopter, you're talking about
a matter of minutes in terms of the actual
flight.

Do you know how long it takes for a transfer to
be effected by heliccopter assuming that Metro
had no advance noctice?

Actually minutes to initiate the flight.

Okavy. That would have to fly from here to
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Scuthwest?
Right. You're talking --
Doeg Scuthwest have a landing pad?
They do have a landing facility for us, ves.
Okavy. Then they would have to transfer him into
the helicoptern?
That's coxrrect.
Transfer him kback down here to Metro?
That's correct.
Transfer him out of the helicopier into vyour
cardiac cath lab?
That's correct.
Okay. Would that take ancther half houx?
Realistically, I would say vyvou're talking at
least an hour's time.
So that takes from --
Maybe longer than that, but ballpark figure.
From maybe 4:30 to 5:30°7
I would say at least an hour.
Ckay. During that period of time, 1is it
posgsible for that patient John Porach to have
had a fatal arrythmia?

ME. MISHEIND: Chiecticon.
Is it possible? Yesg.

End I think vou understood my guestion, but just
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to make it clear, my guestion was whether he
could have had a fatal arrythmia before he
actually arrived at Metro and wasg brought into
the cardiac cath lab. You understood that?
MR. MISHKXIND: Same objection. I

mean, 1f you run out your scenario between

1N

t1:30 and £5:30, the fatal arrythmia, 1f w

m

use the time his BEKG 1is done at 5:30 and
then minutes after that, so he has a fatal

arrythmia in the bathroom, let me Just

T

]

T

obh : -0 the hvpothetical and the

Ld
M

=

)=

4]
bt

Liity language, but go ahead and

rr;

answer the guestion, doctor.

Yes is the answer. He could have had a fatal
arrythmia.

In the heliceopter or anywhere along the way?
That's correct, that's correct.

Ckavy. I'm going to ask you to bear with me with
one more hypothetical guestion.

Assuming the symptoms asg we have on our
rececrds so far, at least the way I understand,
and I'm sure Howard will have an objection,
but ~-

MR. MISHKIND: I never object to

rouyYy guestions.
M

Mehler & Hagestrom



14

i5

- 16

17

18

15

20

21

36

If I read the record correctly, and if we
believe that to hisg stepdaughter, Jacguelin
Dewit, that he first complained to her at least
of chest pain, shortness of breath and pain
radiating down the arm scmewhere between 3:15
and 3:30 in the afternoon, and assuming that he
s

y someone to the emergency room

o

s

was directe
service and arrived arcund 4:00 at Scuthwest

General, the closest hospital, had to be

1]

transferred down to Metro, then it's still
possiple given the best of care that he could
have had the same fatal aryythmia asz he did in
this case?

MR. MISHKIND: Objection again to
the term posgsibkbility, but go ahead and
‘answer .

Based on the scenario, the answer is ves.
Okavy. Let me consult my notes and get a cup of

coffeea.

{Thereupon, a discussion was had off

the record.)

It's wy understanding that John Porach had an

anterior myocardial infarction, is that vyour
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understanding as well?

I believe the final pathological diagnosis wag
anterior septal MI.

Right. Is it true that anterior MI, anterior
septal MI is associated with a higher mortality
rate than other types of MIs such as posterior?
I'd have to defer to the cardiologist on that.
I honestly don't know.

Ckay. Would vou agree with the statement that
an anterior MI is assococviated with a higher
percentage of complications?

, usual

i
et

Ag compared to an inferior M YV, VEeBs.
And those complications might include
ventricular fibrillaticn?

Again, to go back and answer your question, I
think in general I would defer the specific
answer to the cardiologist, but I believe an
antericr wall myocardial infarction tends to
have potentially mcre complicaticong than an
infericr wall heart attack, sc¢ there is
potential they could have more arrythmia like
ventricular fibrillation.

And ceould have pulmonary edema?

Any heart attack can have.

Congestive failure?
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Yes.
Cardiogenic shock?
Yes.
Renal failure?
Potentially, ves.
And all of those complications could be faztal?
Yes.
Okavy. Even 1if John Porach had the fatal
arrvthmia in the hospital setting, and even if
he could have been provided with state of the
art resuscitative technigues, he could have diedad
anyway?

MR. MISHEIND: Objection. Go

ahead.

Could he have died? Yes.
I mean even here at Metro?

MR. MISHEKIND: Same objection.
Yes 1is the answer.
Okay. Would you agree with the statements in
the literature that annually there are asgs many
as 500,000 deaths due to coronary artery disease
in this country?

ME. MISHKIND: Objection as to the

statements in the literature.

Let me provide you with a copy of the literature
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I'm referring to.
MR. RISPO: I'd like to mark this
as Exhibit 4.
MR. MISHKIND: Actually, wvou
haven't marked anything in this deposition.

MR. RISPO: In his depo we haven't,

but I was going to do 1t seguentially. We
left off on 3 in a previocus deposition of

Dr. RBotti, &0 let's mark this as Number 4.

{Thereupon, UDefendantis BExhibit 4

i
]L.,J
{
@
o
O
=
—

was marked for purposes of identi

I'm referring to the highlighted language, and
by the way, we are referring to the Text Book of
Advanced Cardiac Life Suppbrt publighed by the
American Heart Assocociation, 1994 edition, Page
le-1. Would you agree with that statement?

I have no reason to disbelieve it.

Ckavy. Let me just highlight some more for you

here. Would veou agree with the statement that

approximately two-thirds of sudden deaths due to
coronary artery disease take place ocutside the
hospital and usually occcur within two hours of

cnset of aymptoms?
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ME. MISHKIND: Before vyvou answer,
l2t me just object toc the use of the term
sudden death and applyving that to the facts
of this case, but as it relates to that
statement, you can answer the guestion.

Based on the literature here, I have no reason
to disagree with that.

Ckavy. And I'm not sure we focused on the

#3

previocusgs statement. he gentence reads, This

includes approximately 500,000 deaths due to
coronary artery disease, the majority of whioh
are sudden deaths.

That's what you understood we were talking
about, right?
Correct.
Okay. When the term sudden death is used, what
deces that mean in a temporal sense? Does that
mean within two hours, something less than that
or something more than that?
My understanding is that sudden death means a
fatal cardiac event occurring within twenty-four
hours of the onset of symptoms.
This literature indicates that two-thirds of

sudden deaths occur within two hours after onset

of symptoms., Doesg thal mean then, consistent
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with vour earlier statement, the other third
could occur anywhere from two to twelve hours?
Well, I'm using the term sudden death to mean up
to twenty-four hours.

Up to twenty-four hours. T migsed that.

So based on what the ACLS book says here, vyour

)

estimate 18 that th other third would

Y
iy

potentially die within up to the next twenty-two
hours .
Okavy. With reference to Mryr. Porach, if his MI
commenced at 5:00 in the morning and he died at
somewnere around 6:00 in the evening, would he
then come within that statistic of sudden death,
one-third of which occur within twelve or
twenty-four hours?
He would certainly fit within the statistic of
someone who has a sudden death event, correct.
By the way, how long have you been in emergency
medicine?
Since July of '83.
Ckavy.
Fourteen years.

MR. MISHXIND: You gaid '93.
I'm sorry. '83.

It's getting late. So fourteen vears, vyou've
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had plenty of experience with patients coming in
with cardiac symptoms?

I would say so.

Okay. Is it your experience that some patients,
particularly younger men cr middie age men, have
a pension for denial of symptoms?

M, MISHEIND: Obtec

ot

Lo,

I would say there are both men and women that

=

have denial in certain circumstances. I den't
know 1f young men more than old men. I think
it's very case by casse.

Drawing upon your fourteen vears of experience
in emergency medicine, and focusing on those
patients who were ultimately evaluated to have a
cardiac event, what percentage of them arrive in
the hospital setting in time for them to be
administered thrombolytic agents within the
protocol window of four to six hours?

I have no idea what percentage to tell you, sizr.
Ckavy.

I don't keep track of it.

I'm not asking for an exact percentage, but is
it a frequent cccurrence that people arrive with
a history of onset of symptoms for more than six

hours?
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What do you mean by freqguent?

MR. MISHKIND: Objection.
Well, let'=s say in a typical month, hexre we are
in Cctober, just finishing the month of
Gctobey. In a typical month would you see as

many people who have arrived mere than six hours

[OF

post onset of sywmptomsg as you did who arrived

h

less than six hours post onset?
T don't know if I can honestly answer that. I
really don't know the percentage.

Ckay. Well, how about in terms of absolute

numbRers. In the last twelve months, DROwW many

have you seen for whom yvou have administered

thrombolytics versus those who you have not?
MR. MISHKIND: If vou can answer

the guestion.

I'm not trying to evade vyour question. I don't

know the answer.

Have there been any that you have seen who

arrived in time for thrombolytic therapy?

Yes.

And in terms of numbers, are we talking abocut a

) "

aqozen't

MR. MISHKI

=

D Jugt let me object.

I don't want the doctor guesesing. He's
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already said that he can't give you an
estimate, which is what you asked him to
do. And now you are continuing to ask him
to go into it. I don't want him guessing.

MR. RISPO: I don't want him to
guess either. I'm just asking whether it
was more or less than a dozen.

I honestly don't know.

Okavy.

I don't keep track of that specifically. I
really can't tell vou.

Ckay. Do you see more wno come in after six
nours or more before six hours?

MR. MISHKIND: Obiection. I think
it's the same guestion asked just with
different verbiage, but gd ahead.

I think I answered your gquestion. I den't know.
You have no ldea whether there are more after
six hours or more --

No, I don't.

Okay. How many do you see in a year with
cardiac symptoms?

I know lasgt year we saw close te 55, 57,000
people.

How about vourself though?
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That's a good guestion. We see somewhere
between 150, 200 people a day, ballpark figure.
How about those with cardiac events, how many
would you see?
I can't give you a specific breakdown. I wmean,
I can tell you twenty percent, but I don't know
if that's an accurate number.
Okay. Twenty percent of what did vou say?
55,000.
Okavy.
Well --
For vyvou individually?
I'd have to break it up by shifts and how many
times I'm here, et cetera.
You gave us a number earlier and I forgot what
vou said.
Well, I'm working an average of eilghteen shifts
a month in the emergency department.
And you gave me a number.
I said mavybe twenty percent.
MR. MISHKIND: I think what Mr.

Rispo was getting at was a figure that you

had used of 150 to 206 people.
What was that figure? |

That's the average number of patients that we
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see per day in the emergency department, not me.
The entire department?

Yes.

And how many people would see these patients?
I'm sorry?

How many are on?

Well, depending on the acuity of the patient,
what kind of problems did they have, did they
have chest pain versus an earache,

How many would vou =see?

That would depend upon -- the emergency
department here isg broken down into two halves.
The acute section which would include people
like chest pain or car accidents or gun shot
wounds as opposed to pecople that would come in
for supposed nonacute problems like sore
throats, eye problems, abdominal discomfort. So
depending upon what side of the emergency
department I was working on, how busy it was
that day, what percentage of pecple went to what
side, I could at some point maybe give you an
answer. I don't have any idea what specific
percentage of patientes I see.

How many doctors would be working in the acute

section of the emergency department on a given
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day?

There 1g one attending -- well, there ig an
attending here twenty-four hours a day on the
acute side working for the most part eight-hour
shiftsg, so there are three of us here on the
acute gide.

But only one --

At a time.

-- at a time?

That's correct.

So if you worked one shitt per day, and vou were

Ei
L

m

O the acute side, and 1 you saw one-bhird o
the patients, and I'm not sure the 150 was
all --

That's all patients. I can't give you a
specific breakdown, 75 on one side or 20/80.
It's variable. I don't have a statistical
answexr for you.

Okavy.

I know that we probkably do have scome way to find
out. I'm sure our department chairman can give
us a breakdown in terms of the type of patients
that we geae. I do not know what that number

ig. I wouldn't even begin to guess.

I'm not sure 1it's necessary for vyou te go to
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that much trcocuble. I guess the only thing I'm
trying to determine here is whether it is
uncommen for patients to present who have besen
in denial for a period of six hours before they
arrive?

MR. MISHXKIND: Objecticn.

LY ST Of

1

I don't know that I can answer that,

-

F

all, what do you mean by uncommon? You're going
back to perxcentages again.

Well, is it unheard of that patients would be in

No, 1t's not unheard of.

Okavy. And you've seen those patients, how many,
we don't know.

That's correct.

Okay. And if we're talking about one of those
patients who presents more than six hours after
onset of symptoms, and that patient has had no
medical care in between the time of the onset of
symptoms and the time he arrived in this
hospital, and he's had some heart damage which
is lrreversible by that point in time, my
question to you 1is, would you consider that

perscon responsible for his own falilure to come
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in earlier?

MR. MISHEKIND: Objection Lo the

hypothetical.

What symptoms are you talking about, first of
all?
Suppose he had chest pain, shortness of breath
and pain radiating to his arm for a period of
six hours before and made no effort to obtain
medical attention until he arrived in your
emergency room let's say seven or eight hours

afrterward.

M

‘.
wl
-

MISHK

=l
ot

10 et me show an

ek
i

cbiection, because that is not the factsg in
this case, but he can answer the guestion.
MR. RISPO: I underestand. It's a

foundation.
I believe 1f -- first of all, the patients are
not physicians. If a2 patient had knowledge from
his physician that these are sgsymptoms that you
look for for X, ¥ and Z disease, and he did not
report those or did nct do something about
those, then I would say ves, the patient has a
responsibility or bears some responsibility in
not coming to the department.

Ckay. Let me loock at it a little differently
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delivered to children, and cultural, social, and media
pressures that mold unheaithy behaviors and tifestyles,
Persuasive data argue in favor of aggressive community
action. Educators, legislators, and business must be chal-
ienged first to declare commitment and then follow with
visible, measurable actions. Optimal resources necessary
for the primary prevention of atherosclerotic disease have
been defined.”

Risk Factor Modification

Age-adjusted mortality from coronary heart disease,
stroke, and other cardiovascular diseases has declined
drarmatically from the mid-1960s to 1989. The decline has
averaged approximately 2% to 3% annually.*#% Among
these declines, that of coronary heart disease mortaiity
has had the greatest impact on life expectancy. However,
it is important to recognize that as the population ages,
total heart disease continues to climb.

Many factors have contributed to the decline in cardic-
vascular disease mortality: heightened public awareness,
improved cardiovascular diagnosis and therapy, use of
drugs with a cardioprotective effect by persons at high
risk, improved revascularization techniques, improved
and more aggressive ECC, and modification of cardic-
vascular risk factors in the population.

Reduction of risk factors at a young age can have the
greatest impact. Nevertheless, intervention later in life
* must.not be ignored, since preventive measures have
- been shown {o slow the progression of and aven reverse
arterial disease and can be expected to reduce morbidity
and montality as well. Clearly some risk factors cannot be
changed. These include heredity, gender, race, and age.
Major risk factors that can be changed or modified
include cigarette smoking, hypertension, elevated choles-
terol levels, elevated triglyceride levels, fack of exercise,
obesity, stress, and diabetes.

Patients at High Risk

Persons at high risk for cardiovascular disease be-
cause of diabetes meliitus, family history of premature
cardiovascular disease, and prior Ml must be made
aware that their risk may be significantly increased if they
have other risk factors, such as hypertension, hyperlipid-
emia, or cigaretie smoking. Reduction of risk can be
expected with regular exercise and weight control.
Control or elimination of those factors amenabie to
change may be expected to contribute substantially to
risk reduction in this group. Thus, in addition to treatment
it is important that ciinicians teach CPR to families of
natients at high risk and stress the importance of improv-
ing risk factor staius.

The following staternents about atherosclerosis and
risk factors should be given the broadest possible publi-

cation and promotion:

= Cardiac arfest ant Ml are, in'the vast majority of
cases, end points in the evolution of atherosclerotic
arterial disease over a period of decades.

Community Approach to ECC

« The rate of progression of atherosclerosis is the pri-
mary determinant of the age at which M! and sudden
death occur.

*The rate of progression can be significantly influenced
by specific conditions and behaviors referred to as
risk factors.

« Control or elimination of risk factors can be estab-
fished by positive heaith attitudes and behaviors in
the young.

« Modification of cardiovascular risk factors in aduiis,
even those who have had an M, can alter the rate of
progression of arterial disease and reduce the inci-
dence of major end points, ie, sudden death, Ml
and stroke.

= Early recognition of cardiac symptoms and prompt
intervention inciuding CPR are everyone's responsi-
bility, and education in these subjects should be
widely available.

Millions of persons, both lay and professional, have
heen frained in CPR-ECC. Strong prevention massages
delivered during CPR training may have as great an
impact on cardiovascular morality and morbidity as the
teaching of emergency measures themseives. Many
rrifflions more need to be encouraged 1o obtain CPH
training. Through commurity education and prevention,
CPR training may serve as an effective means of control-
ling CAD. This aspect of CPR training requires more
attention.

The goals of teaching the community to functicn as the
ultimate coronary care unit inchide

* A fay public educated to recognize the symptoms of a
possible MI and to seek prompt entry of the victim
into the EMS system

« A lay public trained to support the life of the cardiac
arrest victim until ACLS becomes available

» A fay public educated in the importance of early
ACLS and eager 1o support an effective EMS system
in the community

» Recognition and reduction of reversibie risk factors
ameng the population with known CAD (secondary
prevention)

« A business community that measures success by the
effect of its products and services on the well-being
of the comrmunity

* Recognition and reduction of reversible risk factors
among the population free of clinical manifestations
of CAD, especially the young (primary prevention)

Efforts to accomplish these goals are already under
way in many areas. Scientific knowledge of the patho-
genesis of CAD and mechanisms of sudden cardiac
deaih has greatly increased in recent years. Knowledge
of the methods and importance of primary and secondary
preven%ion of CAD is becoming more widespread. The
layperson should consider learning CPR a responsibiiity

to family, loved ones, and self,
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merely to collect data but to improve the ECU system. All
members of the chain of providers must be represented
in the outcome assessment feam because he assess-
mient will naturally evolve into the improvement process.
The outcome assessment team should have represen-
tatives from health depariments, EMS systems, police
departments, hospitais, universities, industry, and organi-
zations active in BLS and ACLS training. Often a nonpar-
tisan organization like the AHA can facilitate the genesis
of this diverse team and provide an umbrella over the
work to be done. A representative team should assess
the chain of survival, including alf interested providers
in the process, and identify (1) current performance,
(2) community-specific goals, (3) gaps between current
performance and goals, (4} ways to improve the ECC
system, and (5) whether performance improves after
modifications. This process of continuing quality im-
provement should be a long-term, ongoing effort in
avery communily,

Design of Cardiac Arrest Studies

When developing a chain of survival assessment,
the process of working together may be as important as
scientific results. For example, EMS personnel may feel
threatened by the review process. Paramedics may ques-
tior: why administrators wish to coilect information on how
long it takes to defibriliate, or dispatchers may think they
are being singled out for scrutiny. Hospitals provide much
of the outeome data, but thay are alsc reluctant fo under-
go outside scrutiny. in reality local politics cannot be
separated from the assessment. Most corcerns, Fiow-
aver, can be addressed, and the effort can move forward
if the team represents alt providers. Each community
must develop its own assessment project to evaluate its
chain of survival.

Summary

Cardiac arrest freatment continues to evolve. Ade-
quate treatment of the individual patient requires that the
whole ECC system function smoothly, consistently, and
rapidly. To maximize communitywide survival rates, a
careful evaluation of the entire chain of survival is re-
quired, using standard measurements of performance.
The chalienge for the next decade is to establish this
infrastructure and to conduct multicenter, prospective,
controlled clinical trials to better define the key factors
that will improve survival of cardiac arrest in every
community.
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