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i IM THE COURT OF CCMMON PLEAS i Q Okay. Doctor, I'm going o be asking you
2 LUCAS COUNTY. OHIO 2 some questions regarding your review and gour opinions
3 TROMAS G. BALDUTN, 3 and the basis for your opinicns in this case. We are
4 Plaintiff, 4 doing this by telephone and !f youw don’t understand ny
5 g Case No. CISS-23B65 5 question or I don’t come through clearly, please ask
8 MARK E. REARDON, H.D. , et al,, JUDGE | ANZTRAER 8 ne to rephrase (1. OKay?
? Defendants. 7 A Okay.
8 - - - 8 Q If you respond to my question I*ll assume
9 Telephone deposition of DONALD E. g that vou understand it and are responding conpletely
iB FRY, #A.D., Witness herein, callsd by the 18 10 the best of uour =ability 1o that auestion; is ihat
31 Defendants for Cross-Examination under the 11 fair?
iz Ohio Rules of Civil Procetire, taien before iz A That's fair.
i3 ne. the undersigned. Jodi 8. Jefferies, a 13 4] IF at any time you need to take a break just
id Notary Public in and for the State of Chlo, 14 let me know. Okay?
is pursuant o agresment and stipulations of 5 A That will he fina.
i Caunsel as hersinafier set forth &t the 16 M. BODIE: And, Donna,
17 offices of Jacobson., Maunard, Tuschman & 17 I*11 just, since vour there with Dr. Fry
18 Kaltr Co., L.P.A.n 1688 Sunrit Center, 333 N. 18 I*11 just assume and take your word that
i3 Symrit Street, Toledo, Chio, on Thursday, 1g thera is no non-verbal coaching that I
28 Septenber 4, 1887, at 11:58 o’clock a.m. 20 am net able to see since I am not
21 21 nresent thers.
CLASSIL REPORITNG SERVICE
22 2Eig Hational Clty Bank Buliding i M3, ROLIS: You have By
) 485 Madigon Avenus
23 Toiedo, Ohio 436884 23 sord on that.
(418) 243-1818
2 - 24 HR. BODIE: Thanks,
e PRGE 2 e PRGE 4
2 4
i APPEARANCES: 1 Donna.
2 Cn behalf of the Plaintiff: 2 MS, HOLIS: Yyourre
3 DONNA TAYLOR-KOLIS CO., L.P.A. 3 welcome.
1815 Euclid Avenus
4 34d Ficor 4 BY MR. BODIE:
Cieveland, Ohio 44118
5 Bu: DONNA TAYLOR-KECGLIS 5 @ Joctor, could you please stale your nane,
tvia talephene)
8 8 husiness acddress and social secirrity number for the
On behalf of the Defendantis:
7 7 racord, please,
JACOBSCN, MAYNARD, TUSCHMAN & KALLR
8 ¢O., L.P.A. 8 A Jonald Edmmd, E-d-p-u-n-d, Fry, F-r-y. And
1678 Summit Center .
g 333 H. Summit Stre 3 My place of business is the Unitversitiy of Hew Mexico,
Taledo, Chio 43834 2818 _
19 {419) 249-7373 14 School of Medicine and my social securiiy number (s
By: JOHN F. BODIE, JR.
11 11 273~42-7448.
12 DDNALD E. FRY, X.D. 12 Q Thank you. ODoctor, as we had discussed off
13 Having been first duly suorn, vas exanined and 12 the record, the previous attorney in the natter had
14 testifled as follows: 14 provided me a 32 page document vhich vas identifled as
15 CROSS~EXAMINAT ION 15 your curriculun vitae and as we discussed there is a
is BY MR. BODTE: 16 sore recent updated one that you have ldentlfied that
7 3 Dr. Fry, ny name (8 John Hodie. Along with 17 contains approXimately 38 pages: is that correct?
i8 Steve Skiver in our office. I reprssent the defendants 18 A That is correct.
18 in the matier, Dr. Reardon, ihe estate nou of Dr. 13 g and, Doctor, could you provide, hefore Donna
26 Sogocic and Dr. Trus. YOU have been identified as an 28 leaves Mew Mexico there, and I understand it’s
21 expert for the plainiiffs to tesiify against them 21 beautiful out thers teday, {f you could provide her g
22 rendering criticisme of yours of the cars rendered by 22 copy of that curriculum vitas T think we could
23 these physicians. Are you aware of that? 23 dispenze vith going over the background inforpation
24 A Yes, I an. 24 ang academic information that is contained on that
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1 document . 1 A That is correct.
2 A That will be fine, sir. 2 G Ckau. As far as breaking it down betuween
3 & Good enough.  The other thing is, as I have 3 plaintiff cases and defense cases. could you give me
4 reviewed the documenis that I had been previously 4 sone percentages?
5 provided I ¢ee that there are a number of 5 A It°s about 6@ percent defense cases and about
S publications, absiracts, book chapters, that uou have 8 46 pargent plalntiff cases.
7 uritten in the area of general surgery, is that a fair 7 a Okay. Doctor, have you revieued 3 case ithat
B description? 8 involves specifically allsgations of failurs to timely
8 A Yes, sir, it is. g diagnosis and treat sppendicitis, cbviously other than
168 d Are there any articles, absiracis. book 18 thia one?
11 chapters, that you have uritten that dou helisve are 11 A Yes, I an alnost certain that I have. T an
12 pertinent tc this case? 12 sotvally a defense expert [n a perforated appendix
13 A Yetl, I think that much of the published 13 ¢ase here in the City of Albuguardue at the present
14 material that I have listed on my curriculun vitae 14 ting. I am irying to reneaber uhether I have Deen 3
8 demling with the issus of peritoniiis, boih 18 plaintiff expert before in perforated appendix and
is sxperimential and clinical peritonitis as uell as how 1B right of f of the top of n¥ haad T cannot renenber
17 peritonitis relatas to the fornation of abscess. So 17 such.
18 in that sense a vert sighiflcant portion of my 18 Q Ckay.
18 ctrticulun vitae would be addressed to the issues 12 A But that is just on pondering the cases right
28 agseciated vith & perforated sppendix and [ts sequela 28 fiere at the present tinme. So I am a defense expert in
23 and in that semse I think it bears very direcily on 21 ofe such case relating io perforated appendix here In
a2 the lssues in ihis case. =2 Albvgusrgue st ihe present time mt I don’t recollect
23 a You nesn in general terns of the 23 of any others.
P pathophysiology descriptions of paritonitis? 24 @& Unat is the name of ihat case?
cencee PAGE & e PAEE B
§ a
1 A That is correct. kS A The name of the case is Jeo, J-e-0, that’s a
2 a Okay. In relationship to specific actions of 2 last name, that's a nrative American last name. Jeo
3 physician diagnosis and treatment of a person with 3 versus Coon, C-c-o-n. The defense counsel is a good
4 peritonitis or Intra-abdominal abscesses, s there any 4 friend of nine nanmsd Gregory Chass, C-fi~a-$-s and
S of the articles, publications, et cetera, that are ) plaintiff atiorney |s snother good friend of aine,
8 listed here, are there any that specifically acdress B8 Steven Durkovich.
1 those particular issues? 7 Q Have you given a depostiion in that case?
8 A Relative to the ireatnent of appendicitis and 2 A Indeed, I have.
g abscessss, there are numerous of those that do and g g Ckay. Tall ne a iittle bt aboui what that
19 perhaps it would be appropriate for ne to mark or 14 case involves.
11 asterisk the ccpy of the curricuitm vitae that I will il A It invoives a perforated appendiX In an
12 send with Ms. Xolis to you rather than to 12 giderly patient vho presented with highly atypical
13 painstakingly go thtough each publication. 13 physical findings and the patient ended up duing as a
14 a You read ny nind, Doctor. 14 consequence of a perforated appendlX.
15 A Okay. 15 Q And you are the defense expert in this case?
16 Q I don*t vwant gou to painsiakingly go through 18 A That is correct.
17 gach titie. Just put check marks by the cnes that 17 a Okay.  And based upon the atypical
8 address those igsues. 18 presentation. I'n just kind of guessing here, I guess
18 A That will be fine. 18 based upon the atupical presentation ii vas your
28 a I sppreciaie that. Doctor. I undersiand thal 2 opinien that the decior did not deviate from standard
21 also, vou have alsg over the course of YoUr career 21 of care in his svaluation and/or diagnosis of that
22 revieved and testifled in a number of nedical/legal 22 patieni?
23 matiers such as the one thai ve are sitting here 23 A Ihat 18 correct. The substance in that case
24 today; is that caorrect? 24 is dramatically different from this one. In that the
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1 physical findings were atypical and that selective 1 A That is correct. And then I have received 3
2 aggraagive diagnostic modalities failed to document 2 feu additionzl records other than the ones that have
3 appendix or abscess and I'n taking the position that 3 already been indicated.
4 it would have heen reasonable for even the best 4 Q Okay, What are tnose?'
5 1rained physician to have missed the dlagnosis In that 5 A And this relates o care folloving the tuo
a8 casa. 5] coerations that this patient had there at the Flover
7 a Hov, uhen you say atypical presentation for 7 Hospital. That is to say these are records relating
8 appendicitis or abscess uhat is. vhat do you mean by g to care after the patient has noved to Nebraska.
] atypical? Or I guess nore specifically, vhat was the 2 Q Ckay. 5o these are Nebraska records?
14 presentation in that case ihat made If atupical? 1 A Thase are Nebraska records fron Fox Botie.
11 A The absence of localized right lover aquadrant 11 5-u~-t-t-n, Hespital and records of Dr. Forney,
12 pain, the absence of rebotnd tenderness, the fact that iz f-o-r-n-e-y and of a Or. Elston, E-l-s-1-0-n. And I
13 the patient was apmbulatory and able to eat and drisk 13 believe that is -— no. And then there are sone
14 during the period of evaluation. Those are, I think, i4 ragords interesiingly enough of a Drr. Hary Baiduin,
15 distinguishing features thal separaie a patient uith, is B-g-i-d-u-i-ii, that &re also from Nebrasks, I believe
18 uho has an acute perforation of ap appendlix fron i8 ag wall
37 someone vho dees not have appendicitis ai all. 17 Q Could gou give ne just a, since I don’t have
18 2 Those ars atupical presentations or atyplcal 18 those subsequent records could you give ne just a
ig sumptoms that would lead a reasonable physician away 18 orief synopsis or dissertation of what the treaiment
28 fron the diagnosis o away from the suspicion of 20 inyolved in thoss four entiiies was?
21 appendicitis? 21 A Yeg. The majoriiy of the subssqgueni care and
B A I would agree yith that. 22 nanagenent of this pstient have relaied to the issus
23 2 Okay. Getting back to this case. What have 23 of dizrrhea and (19 menegement. The patieni hes had
2 uoy been provided Lo review? 24 subgeguent 10 his move 1o Nebraska an episode of
cane PAGE 18 ey PREE 12
18 2
1 A I have ravieved an extensive number of 1 docurmented clostridivm difficile which vas
2 records here. I heve the records from the #esiech 2 succeasfully treated with Vancomucin., And then the
3 ¥edical Center whers this patient vas originally 3 patient has then had some additicnal assessment and
4 evaluated, I have office records from Drs. Siernfeld 4 evaluation for persistence of diarrhes in the, sven in
5 and Husted. T have gome specific records from Flover 5 the face of the resoiuticn of the scute infection. So
8 Memorial Hospltal that are dated ralative to the 8 the patient appears to be. from this record, having
7 opgrations that the patient subsequently had. T have 7 some sustained problens of continued dlarrhea.
8 Bedford Medglcai Cenier’s records fron Or. True. I 8 Q And the sustained problems of continued
g lave emergency room service records from May of 1886 3 diarrhes sre as a resull of the enterocelitia?
18 relative to the patient Thomas Baidwin. 18 A It would appear fron my nedical judgment that
11 Q Hew, Doctor, I'n going to interrupt you here 11 the sustained problems of diarrhea in all likelihood
12 bacause I think ve're looking at the same things. I 12 are sequeia of, fron right hemicolectiomy and the loss
13 an looking at in front of ne whal are four bound 13 of the [leocecal bowel. So even thowgh the
14 copies that say Binder Tech doun in the left bottom 14 enterocclitis vas successfully treated it apbears that
15 corner, 15 the patient is continuing to have significant diarrhea
18 A That is correct. 18 synptons Wwith no infectlous agent identified and
17 a Ckay. And these were provided to me by g Mr. 17 could, would spvear clearly related to sequela fron
i8 Albrechta or Theado sometime age by way of the medical 18 having a right hepicolectony.
19 records in this case thet they have maintainad. 18 q Doctor, uhat are some of the sequela of
28 A Thet is correct. 20 patients who have experienced clogiridium difficile as
21 g I assupe (hese are lhe same records and, 2% 3 result of, uas that viral or bacterial
22 sx¥cuss ne, I'n talking about three botmds ones bhecause 22 enterocolitis?
23 I*n flipping through the fourth here and it appears ny 23 A Yas, closiridium difficile is g bacterium.
24 fourth one is an ldentical copy of my first one. 24 Q So this was a bacterial --
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1 A Yes, 11 was a bacterial enterocolitis that 1 frequency, neaning instesd of g single bove]l noverment
2 yas ccmmonly a consequence of patients having 2 a day it would be cormon for them io have two or

3 preceding sysiemic antibiotic therapy and since 3 three. It would be my estinate that probably less

4 clostridiun difficile is resistant to nany of the 4 than 2¢ percent would experifence frequency on the

3 antibiotics that nmighi commonly he emploved in the 3 magnitude of what is being described for Mr. Baldwin
8 treaiment of any, of a number of infections or g in the most recent records that I have reviewsed.

7 oroblems the patlient ends up with gverdrouth of ? Q Would {t be less than 18 percent perhaps?

8 clostridiun difficile in the intestinal tract, 8 A Oh, it might be. I would say 18 or 28

9 particulariy the coloh, and clostridium difficile <] percent is a reasonable nunber.

14 preduces an entercioxin and that enterctoxin causes iB Q Cf the patients who have experienced a3

i1 inflammation of the lining, celis of the colon and 11 problen with bacterial enterocolitis is cne of the

12 that results then In the patiert having a thoroughly iz sequela of that frequency of bovel novensnis?

13 acuie sundrome of diarrhea, severe cramps, abdominal 13 A No. Once the disease has Deen

14 pain, perhaps even dastroiniesiingl loss of bleod fron 14 nierobiclogically cured the satient should return to
is the severity of (he enteérocolitis. TIi's gensraily 5 bowal habits that would have been characteristic of
i5 necessary toc use cral antibiotics Ffor the treainent of i8 thair pre-infection stals.

17 that condition, either Matronidazois or Vancomyo!n and 17 Q Is there an entitiy known as chreonic

18 in this case the patient vas treated with Vancomycin. 18 enterocnlitis?

ig And the clestridiun ¢ifflciie enterotoxin disappeared 18 A There is chronic vlcerative colitis and then
el given the documantation of clearanca of the infectien 26 there is sort of the chronis irritable bovel
21 but he continues to have freguent daily stoeols. SO 21 syndrome. Thers is no resl evidence thal this patient
et the acute infeciion part of this paiieni’s piciure el nad those Rinds of sympions prior to his operation in
23 regeived with treatrent but he still has ihe problens 23 the fail of 1582. TIhere is certainly nc histologicsal
24 cf frequent bowel movements which reasonably relate to 24 evidence or other evidence to support a diagnosis of
= PREE 14 o PAGEE 18

14 1B

1 the raptd notility that one experiences afier the b ulcerative coelitis so it's alvays reasonable io

2 ilecsecal bowal of the intestinal tract has been a entertain potential other dlagnoses. But I would say

3 removed. 3 at that point the weight of the evidence uould support

4 2 Do patliants vho have had their bowel removed 4 the conclusion this his freauent bowel novenentis

5 aluays have frequent bovel novenents? 5 reflect rapid gastrointestingl transit from repoval of

g A Actually, they do not and it is varisble fron 8 his right colon and other segments of his small

7 one patient io another. 7 intestine.

8 a S0 iz {t rare for patients to have frequent 8 2 Has the entity of chronic irritable bowel

g bovel novements &S & resull of renoval of the ! sundrone, have studies been performed on Mr. Baldwin
ig i leacecal bovel? ig to rule out that sroblem?

i1 A I wouldn’t say that. I wouldn’t say it vas 11 A If they have I certainly don’t see them. and
12 rare but I think having bowel povements to the iz vary commonly chronic, chronic spastic colitis and so
13 nagnityede of gix or mors stools a day, as are reported 13 forth, irritable bowel and so forth, aimost is a

i4 in Mr. Baldwin's record, would be certainly on the 14 diagnosis of exclusicn. There is not much in the way
18 high side of what one would see. Buf I think that 15 of a definitive dizgnosis that one could do in terms
iB patients that have {leocecal bowels rencved will not 18 of a specific study to identify those entities.

17 uneomnonly have more frequent howel nevements than 17 Q Ts there an incident of patlenis uho have

18 indlviduals uno have their intestinal iract completeiy 18 aopendicitls or uho have had appendlcitis that aiso
18 in tact. 13 have other bowel problems, be it dlverticulifls or
20 a Uhat percentade of patients whe have had 28 colitis?
21 their, in your experience, Doctor, what percentage of 21 A I would say that the presence or absence of
22 patlents vho have had their cecal bovel remcved §o on 22 appendicitis would not be a variable that would

23 to experience frequency of bovel novemsnts? 23 increase or diminish with the likelihood of having an
2 A Probably al) have a siight increase in 24 intercurrent secondary chronic disease. So it would
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1 be ny opinion that patients with or without 1 is actually vater absorpiion and so it nakes sense

2 appendicitis have the same probability of developing 2 that a 5@ percent reduction, or a 48 percent reduction
3 diverticuiar disease or irritable bowel sundrome. So 3 of ithe tctal colon that's available night very well

4 T woulid not say the presence or absence of 4 result in more frequent stools sinply because nore

5 appendicitis either increases nor diminishes from the 5 vater is being delivered to the distal part of the

g iikelihood of either of those entities. B culon.

7 Q Gkay., Have you seen those two entitles 7 Q Me. Balduin does not have short gut sundrome,
8 frequently co-exist? 8 does he, Doctor?

3 A Diverticulitis cc-existing with appendicitis. 9 A No, he certainly does net. He does not have
12 Q A patient that has had appendicitis and had 12 short gut sundrome. But short gut syndrone really

il surgical treaiment for a rupiured appendicitis, that 11 specifically is referring to patients who have

iz those patlents have also been treated for other bouel 12 problems in maintaining nutritional support. On ihe
13 problemns? 13 other hand, patients that have thelr intestinal tract
14 & Wekl, I mesn, given the fact thst probahbly 58 14 shortened do have rors rapid notility rates and so

is rercent of people with a norpal life expectancy 15 they very wsll nay have nore frequent bouvel

is develap diverticuliiis it would certainly impiy that i6 movemenis. But clearly, ¥r. Baidwin has no evidence
17 58 percent of patients that have had avpendectonies 17 of, at this point of short bovel sundrone.

18 will probabiy have diverticular disease at some polnt 18 ] And no svidence of, to your knoulsdge, of

18 In their subsequent iife. So, yes, I have certainiy 18 prebiems with malnutrition, malasbscrption, et cetera?
28 seen patients that have previousiy had ap appendectony 20 A That is ny understanding at this point, ues,
el that develop diverticular disease but I, I would 21 sir.
per cauiion ihat ihers iz no avidencs 1o stpport. inow 22 a Dostor, goild You agires that sating and
23 judament, a caussl reiationship betwesn appendectony 23 drinking habiig of the patient cas also effect the

24 gl the sobeeduent developnent of sither irritabie 24 frequency and cohsisiency of bowal novements in the
poceses PREE 18 — HRLE P26
18 29

1 bowel sundroms o diverticuiar disease. i patient, as weil?

2 Q Doctor, are there other disesses or 2 A No question that that’s true.

3 cenditions of the bouel that can cause increased bowel 3 Q Okay. Doctor. ve vere talking about the

4 novements? 4 things that you had reviewed before we went down this

5 A Oh, ves, there is certainly a yealth of 3 path. Have you revieyed any radiologiczl studies?

8 different things that can cayse chroniec diarrhea over 8 A I have not revieved the filns myself. I have

7 time. There (s various parasitic infections; GR 7 only reviewed the report.

8 diseases is a notable one, in thal regard. Patients 8 Q Do you believe that it is necessary for you

g getting amoshic infections, particularly if they have 4 t0 review these studies themsleves to rendsr uour

13 travaled to South Americs or to Centrai America. 18 opinicns regarding the care and treatnent in this case
11  There s regional enteritis as a dlsease entity that 11 that you would plan on rendering at the tine of trial?
12 can cause a chronic diarrhea. There are other 12 A I can see no particular diagnestic value that
13 bacterial pathogens that ve have not talked about that 13 would be derived from directly reviewing the filns.

14 could be associated with drinking contaninated vater, 14 q Ckay. And I guess in that regard would You
15 usyally in places ocutside of the United States, that 18 agree that it would be appropriata for the phuysicians
iB can cause dlarThea. And so freguent bDowel nmovements 16 that are named as defendanis in the case 1o rely on

17 and, and dlarrhea can be the consequerce of 17 the expertise of the radielegist in interpreting these
i8 findanental intestinal disesses. It can be the 18 studies?

i8 consequence of infeclious pathogens uhere thers is 18 -3 Generally I vouyld agree with that, ves. sir.
e bactarial or parasitic disease and it can be the 28 a Oksu. The depositions In ihis case, have you
21 consequence of the shortened gut, such as ve see hers 21 reviaved anpy deposiiiong?

22 utth Mr. Balduin, or it can be the reduction in ibe 22 A I have revieued no deposttions.

23 total afount of celonic length that is present. Since 23 a Okag. T yili tell gou that the depositions
24 the primary physiological funciion of the humen colon 24 of ny clisnts, Dr. True and Dr. Rearden. as vell as
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1 Mr. Baldwin have been taken. Doctor, I understand you 1 through this, per se, and I'm sure ue’ll cover the nut
2 uare out in this neck of the woods for a uhile 2 of vhat is {n here but I tske it this report
3 practicing? 3 esgentially sets forth your criticism of the case; is
4 A ¥ell, I not only was practicing in that neck 4 that fair?
5 of the woods, I actuaily have been raised in that neck 5 A That’s fair.
5 of the wocds so I know the northesstern, north central 5 a Okay. And uerll go (nto that a little pore
7 parts of Ohlo pretty well. 7 in detail because I represent different physicians ang
8 Q Iid you know Dr. Sogocie? 8 it really isn"t breckaen doun as Yo who these criticisng
3 A I did not. 3 are directied 10. Are you with ne?
10 Q Okay. Dr. Sogocio, I don’t Rnew if Donna had i 3 I wmderstand that.
i1 axplained to you Dr. Sogocio®s deposition was not 11 Q I apereciate it. Do you believe that you -~
i2 taken because shortly before the filing of this 12 iet me back uve. Did you do any litersture search?
13 lawsuit he vas diagnosed with essentially an 13 A do, sir, I did not.
id inoperable brain tunor and died befors, hecane id a Plan on doing one?
ig incommetent and died prior 10 his deposition could be 15 A #o, sir, I dom’t.
iB taken in thisg case. 3o ail we have 10 go #ith Or. 18 4 Okag. Anything else that you have revieved
17 sogocic (s what is in the records. Okay? 17 other than the nedical records {n this case?
18 A Gkay. 8 A No, sir, I really have not.
13 Q Doctor, I uwould ask that !f it s your intent 19 Q Made any notes or anuthing?
28 == uall, let me Ddack up. Have you been told anything ied A I guese I may have 3 scratch here or there or
21 by Ms. Kolis, or Mrs. Koiis, regarding the testinony 21 an tnderline here or there in the records but, no
22 of the defendants (n the case? on forpel notes other than the raport that I prepared for
23 A I have not been told angthing ahout the 23 Theado that s dated October the ist of 1833,
(=] contanis of the deposiiions uvietsoever. 24 jA] Thank vou. T appreciate thet. Heve you nade
e PREE 22 e PAGE 24
22 24
1 q Do you believe that it is necessary for you 1 any assumpiicn of facts in this case to resch or
2 to render the opinicns regarding the care of the 2 render your cpiniona?
3 defendants that you will be rendering at the time of 3 A %ell, I guess ve always assune scme things to
4 trial? 4 be trus. I'n assuming that tha, the phusical findings
g A I belisve that the best opinton is the one 5 and the medical records 10 be true as presented to me.
8 that 18 derived from the oblective evidance in the 8 My assumption {3 that the facts in the record are
7 nedical records and so it would be my intention to 7 accurate.
8 address raally oniy i3gues that are identified in the a Q Okay. And when YoU Say you assums that ihe
3 record and not reiy on deposition testinony. 3 facts in the record as they are reported are sggurate
1B 2 I appreciate that, Doctor. All I'm tryving to 19 that is by way of the physical findings, the exams and
11 do is find out what wou’re geing te say at the time of 11 whet the various physicians who saw this patients had
12 trial so I'n not surprised then. 12 at various times foumd at those various periocds of
13 A And you won’t be surprised, 13 time, uvou don't take issue uith.tne validity of
14 a2 Thank gou. Also in that regard, Mr. Theado 14 anvone’s findings?
15 had provided me a copy of a repert that you had issued 15 A ¥o, I would accept the recorded, the
18 in this case. Do uyou have that in froat of uou? 16 recordings in the records te reflect the observations
17 A I do, sir. 17 and the interpretations of the individuals who were
ig & Ukay. Are there any oiher versiong of ihis 1B evaluating the patient. T have no reason o belleve
ig repart floating around thet you had authorized? ig that anu of the information that’s Desn recorded is in
28 A That is the only version. 28 any vay false.
21 G Okay. GWers you asked o amend this version 21 Q Okay. And that inciudes the information
22 b Mr. Theado? 22 generated and recorded by Ors. Reardon, Sogocio and
23 A I was not. 23 Br. Troe?
24 Q Doctor, again, I guess I'nm hot going g0 24 A I would agree with that.
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1 q Thank you. Uhy don’t we jump right into it. 1 admitted on 8-27-98, correct?
2 A Okay. 2 A That is correct.
3 o] Why don’t ue just go chronologically hers. 3 Q You were, by reviev of the records you vers
4 Uhat are you crifical of with regards to the care 4 auvare that he uas, had heen placed on antibictics
5 rendered by Dr. Reardon? 5 prior to that by the vhusician at Yestech?
3 A ¥y pripary criticisn of Dr. Reardon’s care g A T understand that he may have received
7 vouid be very, very specific and tc one very specific 7 Erythronycin prior to that point. I believe that is
B point and that is, Is when this patient vas presented 8 the drug that ve had tried 1o identify in the
9 with, admitted to the hospital on Ceteber the 27th of 9 smergency roon recerds of August the 28th. But I
14 1899 the patient was sent to Dr. Reardon with a 1A understand fron Dr. Reardon s neies that antibiotics
11 diagnosis of rule cut appendicitis. The patient vas 12 had been given previously.
iz admitied by Dr. Reardon wilh a potential diagnosis of iz a Ang you have no reason to dispute that?
13 appendicitis. I would agree with Dr. Reardon in his 13 A I tried¢ to decument that and that’s been a
14 decision ic seek a surgical consult but my biggest ig source of some difficulty for me. But if I used my
15 criticisn of Or. HAeardon is the fact that a2 22 year 18 inagination I think I can infarpret Eruthromucin as
18 old patient with no reason 1o have prostatitis vag 18 betng sopathing that |s being identified on the
17 started on systenic antibiotics and that the 17 anergency roon records of August. of August the 25th.
18 initiation of systenic antibiotics in the patient 18 Q Right. I thinX i{t’s Iin the Westech note., It
18 whers the potential diagnosis of appendicitis is at 18 locks like Erythronycin.
29 issue can clearly obscure the natural history of the 23 A I helieve that's correct.
21 disease and the clinical preseniation that the patient 2L o] Would that piay 3 roll in nasking signe and
22 w#ill have subseuuent to that paint. And $0 I vould et symptoms of an abdominal septic procesa?
23 nake the very firm criticisn that the initiation of 23 A Y88, it would be & source of conoarn to me.
Doxucycline backs the ciritical element in the 2 2 Okey. Did gou gas in the diagnosis, the
PAGE 2B ] = BASE 28
] i
26 E 28
i chronicity of the abscess that occurs in the patient 1 admitting diagnosis. physical examination of Or.
2 and that the initiation and utilization of systenic 2 Reardon that he had as his adnitting diagnosis rule
3 antibiotics for a patient under evaluation for acute i 3 cut gastroenteritis versus appendicitis masking by
4 appendicitis is a departurse from standard of care and 4 antibiotics?”
5 materially coniributes to the morbidity and problems s A Yes.
8 that are sustained by this patient. ! 3 Q Ckay. Did you see that at that {ime he also
7 Q Doctor, before we go on to Dr. Sogocio I'd E 7 stopped antibictics?
8 Like to go to the medicai records for that admission. % 8 A I bhelieve that is correct.
8 M8. KOLIS: August 27, ; 9 Q Okay. Do uou believe that was appropriate?
18 turn to August 27th. ' ia A 1 believe that was very appropriate.
11 ¥R. BODIE: Yes. 11 &4 And his adnitling diagnesis, the decision to
i2 HS. ROLIS: 30 the record 12 stop antibiotics and decision to bring in a surgleal
13 is clean, you had said Cctober. 13 consuit on B-27, dou do net take [saue yith?
14 MR. BODIE: Yes, I xnew iq A Ho, I beljave those are appropriate
15 what he neant. 15 strategies.
16 THE YITNESS: I'm serry. i6 Q Ckay. And you are not critical of hin por de
17 Did I say Octoher? 17 you believe those actions demonstrate a departure from
ig ¥5. KOLIS: Yes, you did 18 accepted standards of care?
ig say October. I love to testifu. Ii's LR A No. I would grgue those are very uell within
28 s¢ fum. 3 28 the siandard.
21 BY MB. B0DIE: 21 & Ckay. Your criticism, I guess, if you will,
22 Q Are uot With ne so far? 22 is that this patient was then stairted on Doxycycline?
23 A Yes, sir. 23 A That is correct.
24 ¢ Okay. He wes flrst seen by Dr. Heardon and 24 Q Do you know when he was started on
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Doxycucline?

A T believe on the, on the morning of the 28th
I believe ig vhen the order was uritten.

Q Okay. Doctor, how long wouid it take after
uou had stopped a patient on antibiotics to evaluals
ninm for a non-masking of ihe signs and symptoms of
appendicitis by antibiotics?

A Weli, I think that that that’s a tough
question tc answer but ciearly the patient needs t¢ be
off tha antibiotic for a period of iime and {f the
patient stiil hes synmptonms that vas potentially
repable to actte appendicitis I balieve they should
remain off of antibioties until a flnal decision has
been reached and, in which case I can*t give you a
nard and fast ansver to the questicn othsr than 1o say
it uas asppropriate to lake the patient ofF of the
antibiotic and in my opinion it vas inappropriate o
re-ipitiate the antibiotic for & diagnosis that
virtually vould be tpheard of in 5 22 year old nale.

a Meaning rmesentery adenitis or prostatitis?
A Prostatitis is my utnderstanding from the
records 88 1o the justificaticn for ipitiation of
Doyucycline.

8 Okau. And uhere do uou glesn that

419} 243-1813

=== PAGE 21
3

1 A Pain and discomfort with voiding would be the

2 patient’s presenting sumptoms. It would usually be

3 agsociated with shite blood cells and bacterisl

4 nicroorganisns in the urine and on physical

5 exanination would be identified with the diffuse

8 severe tenderness of the prosiate gland on rectal

7 exanination.

3 8] Doctor, I can*t flnd the orders in ny sheets

9 here.

14 A Actually, the orders I think were not in ny
i1 initial book.

iz M3, KoLis: You know

13 vhat, Chip. let me Just say this,

14 antthing you think -~ vou can keep this
i85 an the records, I don’t care. You have
16 worked vith me before and I always get
17 complete hospital chart. So I gave hinm
18 another set just naking sure he had

19 every single piece of paper from the
28 hospital.
2 #R. BODIE: Ckay. Uell,
o pomng, T dontt have g relsase S0 -
23 8. KOLis: IF you donst
24 have an order I can send you all the

W W o=t S WY e
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infortation?

A It's from the orders vhen the Doxucycline vas
inttiated and I believe that actually is, the
dischargs summary indicates that Doxycucline vas
initiated for prostatitis. And so I believe the
record is fairly clear that that's the indication.
Mesentery adenitis is generaily a non-specific
condition of the intestinal neseniery and 18 nore
commonly associated with little Kids that have
operations for zppendicitis and would senerally be
thougfit to be viral in origin and not something that
would be amensble to treatment with antibiotics.

Q Mesentery adenitis (g not?

A Is not.

2 How is it treated?

A Leave it alone and it goes avay.

Q Okay. What |8 prosiatitis?

A Hoirld he an Infection of inhe prostate gland
itaslf.

Q an 22 vear old gentleman gat (17

A They can get 1t hut it would certainly be
highly unusuzl.

q ¥hat are ithe physical findingg of
prostatitis?

[T v S B~ B ) B S
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hospital records.
MR. BORIE: Okay.
¥8. X¥OLIS: I assumed you
had & complete set of records.
MR. BODIE: Unless I have
a release I can! gei thenm.
BY MR. BODIE:
Q The orders for Doxycycline, those uere given
on what day?
A That vas siarted on the, the order vas

written on the morning of the 29th and the first dose
vas given at 1:8@ o’cleck p.n. on the 29th.

2 And thst order vas bu whom?

A By Br. Reardon.

] Okay. Are vou svare that that was after the
evaluation of the genersl sturgeon cn the day before?
A I anm aware of that.

g ind you are critical of his decision to

administer, readuinister an antibiotic to this, this
patient on the 23ih?

A Yes, sir, I am. and just so that. in keeping
with the spirit of full disclosore sc you don't have
any surprises, vourll notice D Reardon’s note on the
afternocn, 5:58 p.nm., De basically providss a phusical
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1 exanination again of right lower gquadrant rebound, 1 appropriate one but I vould still argue there is an
4 right lower guadrant tendsrness uith rebound so he’s 2 aryrinronuacin effect and that the patient still, if
3 basically providing a physical exenination consistent 3 he perforated the appendix on the 27th might verg ueil
[ with all, the only indication necessary for doing an 4 have an acute seiking fever at the time that's
g dppendectony and twelve hours later or so is writing 5 temporari Ly associated with the perforation even
] orders for sntibiciics. And so I vwould still contend 8 though he may have had some antibioties on board. But
7 that the initistion of antibictics uhile the patient 7 tha antibiotic would facilitate a rapid return to the
8 wag still having symptonatology of acute appendicitis a8 nornal temperature state.
2 vag a departure freom standard of care. 9 a What’s the haif life of Eruthromycin?
] Q Yoty helieva what uas the patient s condition 18 A I'd have to look {t up. It-s been a vwhils.
11 on 8-29 at the time antibiotics were administered, 11 I baliave it°s in the range of 23 hours half Life but
iz ordered? 12 Erythromycin preparations have a distinct feature of
13 A Ihe patient was still having abdeminal pain 13 beinrg wnofficially absorbed in which case one ends up
14 and discomfort at thet point but had been started, if 14 vith the sustained releagse of net, of Erythromgein in
15 a4 recellection is correct, had been started on a 15 the guit.  So that. as opposed to giving a parental or
ie clear liguid diet. 18 IV dose of Erythromucin which would be clear to a very
17 Q Was the patient febrile? 12 predictable fashion, giving it by nouth not oniy
18 A He vwas not febrile at that point. 18 resylts in & far nore sustained release so the drug
18 ] Yould wou expect a patient that had been 18 hangs around a loi longer than you would antlcipate.
28 taken off antibiotics and was suffering fron a 24 g dould you expect reasonably it would hang
21 perforated sppendiz 10 DecoMe Fabrile? 21 arcind for tuo days?
22 A Hot necesserily at this point. 22 4 Tue days would be a lopg time.
23 4 ihy npi? 23 4 Doctor, gou're sWare he das stopped
24 A Because the duration of antimicrobial action 2d Erythronycin on the 27ih?
e PAGE 34 e PREE 35
34 38
1 is must more sustained than sinply vithdrawal for a 1 A That is correct.
2 period of 24 hours or sc. The antibiotic employed is 2 Q And he was observed in the hospital on the
3 Erythromycin which is notorious for having slow 3 27th, correct?
4 shgorption characteristics. I weuid say with all 4 A That is correct.
3 reasonablie confidence that the patient still wouid 3 2 And he vas observed on the 28th, carrect?
8 have, have circulating Erythronycin at the tine so it 8 A That is correct.
7 {s not surprising to ne that there vould be z 7 q And on both days he vas not on antibiotics?
a poiential absence of fever at this particular point. 8 A He was not actlively getting drugs at that
a Q Even If he is on antibiotics and febrilas on g time but he surely vas symptomatic consistent with a
19 the 27th? 19 patient having acute appendicitis.
13 A Ch, I think that you can have fever uith 11 q Okay. Uhat are the signs and sumptons of
12 antibiotics and uou can have faver without 12 geute appendicitis?
13 antibiotics., And all I can say s irving fo nake 13 A Yol really only need two. It-s right lover
14 sense out of fever curves in apperdiX cases is 14 quadrant pain with rebound tenderness and that defines
15 something that I think lawyers pay nore atiention (o 15 the disease and defines in a 22 year old the
18 than surgecons that operate on the patients. It 1s 16 indication for appendectony.
17 just -- I'nnet trying to bs evil here. It is Just 17 Q Doctor, are there other disease entities that
18 very precarious to depend upon fever curves for making 18 present with right lover aquadrant pain utth rehound
18 the diagnosis of appendicitls with or without 19 other than acute appendiciiis?
20 antibiotics. 28 A That ‘s correct. there are.
21 And =20 I think the aniibiotics acivally 21 Y Uhat are they?
22 coppoumnd the judgment that needed to be made in the 22 A In a male patient, 30 if ve can exglude ~- iF
23 cass and I think that the judgment by Dr. Reardon to 23 it*s okay with you I youid like to resirict the
24 take the patient off of Zrythromucin vas an 24 discussion to male patients to give a relevance 1o
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b this case. 1 A Yas, I an.

2 Q Great. 2 Q Yourre avare that that vas negative?

3 A Since obviously female patients would bring 3 A That*s not surprising.

4 in a yhole sedentary of potential considerations. But 4 g Why not?

5 in the nale patient the diagnosis of an acute renal 3 A That impiies cccult blood so I would guess

3] stem, patients having urinary tract [nfection, B that the overvheining majority of patients with acute

7 patients having initfal onset of regional enteritis, 7 appendicitis vould have no bloed in their stool

8 patlents having mechanical diverticuiitis., One can 8 dhatsoaver.

2 see cecal or right sided diverticular disease of the 3 G Yourre aware that Dr. Segocio shortly after
14 colon that would present 4ith right lower quadrant 18 Or. Reardon’s exan noted no rebound?

11 tenderness. 11 -3 That’s vhat he indicates.

i2 But the fact is that if you put all of the 12 Q Okay. Are uou saying that that’s incorrect
13 alternative diagnoses together they have a prohability 12 or that --

id of ieas than 18 percent compared tc & 22 vear oid 14 A I'rm saying that the uveight of the evidence of
15 patient with risht lover susdrant pain and rebound 1= the preceding examiners beginning back at Uestech and
i8 having an appendicitis. So the overuhkelning 1B running through Dr. Reardon’s several exaninations

17 prebabiiity issues here favor a diagnosis of acute 17 favor that there was rebound tenderness 3@ ninutes

18 appendicitis as opposed to the aiternatives. 18 hefore Dr. Sogocio does his exantnation. DOr. Reardon
19 ] Ckay. Is it also consistent with the 18 identifies rebound tenderness so I guess ue have
24 presentation of mesentery adenitis? 2B disputed facts in the record.
= A Well, nesentery adeniils in g 22 dear old is 21 [ The dacision toc take a patient teo surgery is
e ottgide of my nicksl of experience. I have never seen 22 not that of the fanily practice doctor, that is the
23 it in somebody 22 years oid. Hesentery adenitis is a 23 gecision of the surgical consuit, corpect?
24 surgical disgnnsis of having done an operation on a 24 A I would agree with that.
e DARE 38 o PRBE 48

28 48

1 child or an adelescent with the cliinical diagnosis of 1 Q Okay. S0 whether or not this patient was

2 appendicitis only to find out at the tipe of operation 2 going to be explored for suspected appendicitls vas

3 that the appendix is normal and that one has a whole 3 not Dr. Reardon’s decision but that of Dr. Sogecio?

4 aray of lymph nodes that are identified in the 4 A The decision to do the cperation vas the

5 nesentery. And for 2Ll practical purposes there is no 5 SUrgsoNS .

[ yay of establishing a diagnosis of neseniery adenitis 8 a Ckay, And the surgeon had seen the patient

7 in an adukt. I Know of no vay to accurately do that b before -- weil, let me ask you this. Do you, uwhen do

g short of an operation and removal of the sppendix and 8 you belleve this pailenf should have been taken to

g actual observation of the nesentery. g surgery? Let me rephrase that, pigase. When do you
i} Q Is right lower quadrant pain with rebound a 19 believe that standard of care In this case required
i1 sign and/or sumpton of mesentery adenitis? 11 that the patient be tsken in for surgery?

2 A Oh, it could be but You can’t prove that 12 A Since ve have the separate individuals

13 vithout an cparation. 13 evaluating the patiant on the 27th who identify right
14 A I3 it also 2 sign or sympten of prostaritis? 14 lover quadrant abdominal pain and rebound tenderness
15 A Yery unusual. I voyld say no. Absolutely 15 in a 22 year old male who has been ill vwith abdominzl
ie net.  Rebotnd tenderness inplies that there s 18 pain now for about 48 hours, I would argue that they
17 reritoneal Inflanmation and progtatitis uould not be a 17 should have gone to the operating roon on the evening
18 disease entity that vould causs the patlent to have 18 of the 27th.

13 peritoneal inflamnstion. 18 A} Doctor, would You agree thai uou are on ihe
26 2 Is a nildiy enlarged and embodied prostate a 28 nore aguressive end of surgical exploration as opposed
21 sign and/or sysptom of prosiailtis? 21 to other physicians?
22 A Well, it potentially couid be. 22 A I probebly am on the nore aggressive side Dut
23 @ Are you avare that thers was a stool sanple 23 I think that nu opinion would be that there would be
24 taken? 24 an overvhelming consensus in the surgical community
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1 that right lover quadrant pain and right rebound 1 G How do you believe that placing the patient

2 tenderness in a 22 year old 18 ail the indication that 2 on antibiotics cn the 29ih vwhen he was plsced on it

3 is necesgary for proceeding with appendectomy. 3 injured this patient?

4 a But uould you agree it would also have been 4 A Because it further obscured the diagnosis

8 yithin standgard of care to evaluate the patient for a ) frem declaring itself. It would be my argument that

§ period ¢f tine off of antibiotics to see now his 8 had antibiotics not been initiated that #r. Saldwin

e course progressed? 7 would have progressed to having more of the

g A I stiess you couid make that argument, {f you 8 characteristic signs of perforation and the abscess

k| yish. T would take the opposite position that the 9 would have been operaied on sooner, Il wouid have
i findings in a patient op antibiotics are LiKely to be 18 been less likely to have lost his colon and to have

1% nore subtle and more difficult and I veuld nake the 11 had many of the sequela that feliowed. S0 I think the
12 argunent that given a background of antibiotic 12 unusual chrenicity of abscess that's identified in the
13 treatneni one probably needs {o be more aggressive, 13 case materially relates to the initiation of anti-

14 not less aggressive in proceeding with an operation. 14 nicrobiale on the 28th.
i8 Q So ara you critical af the emsrgency roon 18 2 And you balieve that because he vas placed on
18 phusician for not getting a surgical consuly? 18 antibiotics on the 29th that that caused hin to have
17 A On which date? 17 approxinately 28 nonth delay in diagnosis of this

18 Q The 27th? 18 condition?

13 A No. He basicaily sent the patient to the 18 A I*n sauing that the Initiation of antibiotics
of hospital to be admitted with the diagnesis of 2 nmaterially changed the natirai history of the
21 appendicitis so he provided effective iransitioning of 2L perforated appendly as ¥e uauid custonmarily know it
22 the care fron his ambuliatory setting teo somebody oho o] In fact. patient continues to have sumbtoms and
23 had the atihorits to admit end care for the patient. 23 regusesenent &t intarvals over the subssopent tuD year
24 Q #hat abour Dr. Gallagher in the energency o4 period of tine wiiich does nake this g sonewhat
e PRGE 42 e PAGE 44
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1 rocm at Flower Hospital, are you criticsl of him for i atupical presentation of appendiceal abscess and I

2 not obtaining a surgical consuit? 2 sould argue that this natural history of the disease

3 A No. I think that the standard of practice 3 has been significantly chahged by the Instjtution of

4 would be that the admitting chusician is the 4 antimicrobial therapy at this critical point in the

3 accounttable person for getting the consulitation. The 5 patient s care.

g enerdency physician is to provide initial screening 8 Q How?

7 and examination and then to provide a disposition. If 7 A Because it reduces the bacterial count in and

8 the emergency physician had chosen to send the patient ] about the abscess. It allows for the host to have a

9 out without a disposition of the paflent's care then I E| nore effective localization of the abscess and it

g uoukd be eritical of the emergency physician but since 1B paves the way for the patient having a chronic problem
11 the patient vas being adniited under an admitting 11 rather than an acute problen, And in the absence of
12 phusician 1 believe there hasg been effective 12 the antibiotic the patient would have hecome nmore

13 transition of the patient's care and responsibility to 13 acuteiy 111 and wouid have had a surgical intervention
14 Dr. Reardon. And in that sense I an not critical of 14 at sa earlier point i tine.

18 the emsrgency room pliysician. 15 & Yhat’'s tc say he would not have hecone nore
16 2 And your only criticism of Dr. Rearden is for i8 acutely {11 if he had not had an. if he had not

17 placing this patient on antibiotics on the 29th? 17 denonsirated, because he did not demonstrate a

i8 A I believe ve have made that peint, that the ig progressively doenhill course on the 27%h and 2Bth?

18 bigosst, the biggest criticisn thet I have of Dr. 18 .3 I'n not sure if I mdersiand ihe questiion.

28 Reardion is that particular lssus. That is thai he 25 d Yould 4ou agree with me that after he is

=51 vent ahead and initiated the amiibiolic prior 1o the 21 iaken off antibictics on 8-27 and maintajned Off of
g time that a differential disgnosis hsd been 22 then o 8-28 and for the first part of 8-28 Nis

23 eatabiished and a0 the antibioctlc issug renmains my &3 condgition dees not worsen?
2 principal criticisn of hip. 24 A I1 does not appear 1o clinically deteriorate
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1 during the interval. 1 antibiotic some period of deterioration associated
2 @ Awd, in fact, he becomes hungry, correct? 2 with a perforation so my judgnment is that we can see
3 A That is indicated in the recerds. 3 no acute deterioration up until the time that he's
4 & He is afebrile. correct? i placed on sntibictics. So mu conclusicn is that
5 A That is correct. 5 parforation has not occurred prior to that time.
8 2 He does not zppear to be toXic. corrsct? B g S0 it is your opinion thai he had noi
7 A He is not toxic. 7 perforated prior to his discharge. his appendix had
8 @ I is noted by others in the records that the 8 not perforated prior to §-30-987
3 abdomen s flat, correct? g A That’s correct.
13 A T wouid have expectad thatl. 18 q Doctor. in your report you say that within a
11 Q It is also noted in the record during that 11 reasonable medical probability he perforated his
i2 period of tine that there is, he has gone fron what is 12 appendi¥ on op about August 27ih.
13 noted 10 be rebound to no rebound, correct? 13 A Weil, I was referring specifically io the
14 A In 38 minutes, excuse ne, ne, I think that 14 admission and the events there. And I wevid say in
i5 or. Sogocio saus there’s no rebound but all the, of 15 fairness that with the antibiotic cover it is still
16 the previoys exaniners have identified it ag such and 18 reasonable that he would have perforated in the
17 so ail I can say is that I somehow don’t think in 3@ 17 hospitai but that the antibiotic cover vouid have
18 ninutes things completely resoived. 18 nasqueraded his signs and synptoms.
18 d What aboui on the 28th, is there any evidence i8 g Doctor, vould vou sgres thal you had all
28 of rebound on the 28ih before they start hinm on 28 these medical records back when you ssved this
21 antibiotics? 21 report?
22 A Yes. I balleve that ve have the 22 A Yes.
23 identification by D, Reardon thal there has bhesn no 23 @ ind uwou had reviewed these carefully vhen uou
24 significant change which from his note vouid link back 24 issusd this report?
e PREE 4D wumen Dhal 48
46 48
i to his cheservations late on the 28th. Somy 1 A And that [s why I said oh or about.
2 interpretation of that is that the patient is still 2 Q So there is at least a three, four, five day
3 having right lower quadrant pain and rebound but. in 3 curtain of vindov as to #hen this patient could have
4 fact, B2 is taking soms clear liquid at that point. 4 parforated, uou vould agree with that?
5 Q Do the nurses note any rebound on the 28th? 3 A I yould agree with that.
g A I would not piace any particular credibility 8 9 Okay. So would you agree with the siatement
1 on the nurses physical exanination. The nurses are 7 yithin ressonable nedical probability he perforated
8 not the ones that end up making the decistops. So g his appendix on August 277
3 uhiie I seneraliy iike to look at the nursing notes 9 A I think vwithin reasonabls probability I would
18 the nurses would not knouw necessarily vhether they're 12 doubt that it was cn the 27th.
11 supposed to identify rebound {endernsss or not. 11 q Well, Boctor, why didnt gouw put that in vour
12 Q Doctor, when do you believe this patient 12 report?
13 perforated te a reasonable nedical prebebiliiu? i3 A Because with the patlent having nad
14 A T believe that he perforated subsequent to 14 grythromuein T still left open the opportumity, the
i85 {he 27th and the 28th. I can ses no evidence that he 18 rotential possibility that the 27th may vell have been
16 perforated necessarily during the hospitalization so I i6 cotentizliy the time of perforation, particularly
17 wotld say that he vas perforated in the innmediate 17 siver that the patient had his blggest fever
18 afterwath of his dischargs. iB identification at about that time. I do think this —-
ig Q So he perforated afier the 3GIh7 18 the reason I pit on of about is I believe that ihe
2f A That wowld be ny best estimats. 28 svidence of the patient being able to resume oral
21 Q #het do uyou base that on? 21 intake would be some evidence that would dininish the
22 A The fact that he vas able to resune sone 22 27th being {he specific date.
23 degree of oral intake and {hat he remains stable, in 23 d Yhy is that?
24 general. There vouid be in the sbsence of an 24 A Hecguse generally speaking patlenis don’t eal
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1 and drink with perforaied appendix acuiely. 1 antibiotics until the 28th and there is no evidence of

2 d They don’t get better, they don't inprove 2 the, of his presentation on the 25th to suggest that

3 when they perforate? 3 he aven had appendicitis and so --

4 -3 They have a transient period of pain reilef 4 a But, Docter, let ne interrupt you. You sald

S but they don°t materially get better for pore than 3 the diagnosis of appendicitis can be made with right

g Just a few brief hours. I mesn, ithis is nothing that 8 lower guadrant pain.

7 they don’t get betier for two, three, four days. 7 A And tenderness.

8 Q $So you don’t see a patient who is getting 8 Q And isn’t that vhat --

g patter, getting hungry, before they perforatae? 9 A And rebound tenderness. And the records of
ig A Generally spesking If they are perforated © 1A the 25th does not indicate that, that is not what the
11 would not expect the patient to be eating and drinking 1% record of the 25th saus. So the patient dld not have
iz i2 to 24 to 36 hours later. 12 classic signs and symptons of appendicitis onthe
i3 q uhat would you expect to see if they 13 25th. and so I probably would not have started the
id perforated? 14 patient on Erythromycin on the 25th-given that thers
15 A I upuld expect -- uwell, again, this gets 1o 18 vere gone abdominal complzints. But T think thers is
ie the issue of where the appendiyx is anatomicaily 18 ne reason to bellave that this patient had clear
17 located and I believe ue have pretiy good evidence 17 evidence of appendicitis on the 25th and I think
18 that this patient had a retro cacal appendix and 50 ve 18 within reasonable nedical probabiiity the patient did
18 get inte the issue of the magnitude of the perforation 18 not have a perforated apeendix on the 25.

20 and that’s why I deliberately iried to not point 8 28 2 Why do you say that?
£el specific dats. That-s why I used the terns on or 21 A Because he didn’t have the signs and sympions
g shotft apseifieally refarring 1o ihe hoesplial admission k) of rebound fendsrness at that partisular time.
23 and {1y svenits. Sc ail T can saw {8 ihal in deneral. 23 G diat about the 2gin?
24 yith 2 perforaied appendix ve yould not anticipate 24 A Well, I don’t knov what happened cn the 2Bih.
e PAGE 5E e PRGR S8
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i that a patient wouid be eating and drinking 6 10 12 1 He wasn’t examined again until the 27th.

2 hours after the event occurred. 2 q Couidn t antibietics mask the rebound

3 Q Meaning after the perforafion ocourred? 3 tenderness?

4 A That [s correct. 4 A He wast’t oft antiblotics at the time he was

5 &3 S0 if he’s eating and drinking after the |3 exapined on the 25th. It vas in the uake of the visit

8 perforation cccirs and geperally locking better that B of the 25th he vas started on the drug.

7 would speak against a perforation at that {ine? 7 d 50 it would take some tine for the antibiotic

8 A In general that is correct, sir. 8 to begin to mask sonething?

] & So if he continues to improve after he’s | A Clearly that vould be true.

i@ discharged from the hospital that would speak against 18 Q How long would it take for Doxucyciine after
i1 a perforation aftervards, correct? i1 it nad been initiated to begin to nask something?

i2 A ¥ell, the problem new pecohes one of having 12 A Probably 12 hours.

13 the compounding antiblotic treatment. 13 Q So. we have another 12 hours of Erythromucin
14 Q Well, vasn’t there the problem with the id going downhill before the Doxucycline is coming in?
15 compounding antiblotic treatment hefore the 15 A Essentially, yes.

18 hospitalization, tco? 16 Q S0 we have almost until the S@ith., or late on
17 A I guass that*s again wny I said on or zbout 17 the 28th to continue to monitor this patient to see
1B the 27ih. I'm not suggesting that the patient 18 whether this is, quote, being nasked because the
i8 perforated before the 27th when he he was on the 12 Doxucyclineg hasn't Deen up taken, 50 1o speak?

28 antibiotics. 28 A There uyas no indication for siarting the

21 @ So it could be the Z5ih he perforaied when he 21 antibiotic. I think I understand uhat ycu're saying.
22 vas having thal oroblem bui i1 vas nmasked by 22 I think yourre truing (o be too eXact with something
23 antibiotics on the 25th? 23 that {3 not a very sxsct science.

24 A ¥ell, he didn’t gat staried on the 24 Q And you'rTe saying that the diagnosis of
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1 appendicitis when z patient is getting hungry, eating, 1 patients are going have a normal hezlthy appendix?

2 teking food, it can be difficull? 2 A I vould bet that that’s probably true for

3 A I think it can be difficult. I think that I 3 nales and for female patients. The normal

4 clearly helieve that it can be difficuit. 4 appendectomy rate nay be even somewhat higher because
g Q dould you also sgree that although the 5 of the vest zdditional area of potential diaghoses.

|+ obtnicn had been held that inflammation of the reire g But for s patient 1ike Thonas Baldwin I wouid

7 cecal sppendix produces an atupical preseniation that 7 certainiy accept a 28 percent rate of nornal

g that is now known to be incorrect, that the findings 8 appandectony.

g are usually the sane as an ordinary o anti-cecal 9 A} Okay. Finishing up with Dr, Reardon. In the
i appendicitis? 1B fellow-up evaluation and treatmnent you are not

11 A I think that retro cacal sppendix can cause 1 critical of his care then I take it?

12 an atgpicai presentation. 12 A Yell, we have the continusd problens of ths
13 a And anti-cecal appendiciiis can present an 13 patient presenting with the same sumptons. I guess
id alypical preseniaiion, toc? Any tups of appendicitis 14 T'm not really as crifiesl of Dr. Reardon ag far as
15 can he atypical? 18 the chronic long farm problems of not being able to

H 3 A T yould agree with that. 18 sort out, making a decision to cperale since making a
17 q And appendicitis signs and sympioms when they 17 decision 1o operata vas reaily not his decision te

18 present can ninic, it’s a great my ninicker, isn’t {17 18 nake. So being critical, should he have had

18 A Oh, I think that appendicitis can minic other 18 additional surgical consultation, yes. But vhen you
28 things and other things can nimic appendicitis. But 28 get intc the chronic state of things I would cut Dr.
21 that doesn’t siininate the strategy of operaling on 21 Rearden a iittle siack and say naiting the diagnosis
27 patlents when the criteria have been Ffulfiilsd. 22 uhen thinge smolder into a2 chronic gitustion are much
23 a and the critepia, the standard ¢f care, the 23 nore difficult. S0 ny principal criticisms of Or,
24 criteria under the standard of care is what, Doctor? 24 Reardon again relate io, seecifically to the issus of
oo PEGE 54 e PAGE 58
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1 A For & 22 yesr old male it s right lower 1 the Doxucucline being started on the fhospitalization

2 quadrant pain and rebound tenderness. 2 on Abgust the 28th.

3 Q So every 22 year oid nale who presenis vith 3 Q Ckay. And Just so I can clear up your

4 right lower quadrant pain and repound iendsrness 4 response, Joctor. Am I to understand that therefore,

g should he operated on for appendicitils, is that your 3 the evaluation and ireatment and actions of Dr.

8 opinion? 8 Rearden in evaluating and treating Mr. Baldwin afier

7 A That’s my opinion and that's what I teach my 7 August 29, 1996 vere sppropriate and vithin accepted

8 residents and students. g standards of care in your opinion?

a Q And that's what the standard of care S A I believe that he shouid have had additicnal
id requires? 10 surgicat consultation but as I indicated before I

11 A In my opinion, ihat is correct. 11 beljeve that things gei tc be fairly atypical when one
12 g Doctor, in vour opinion that's what standard 12 gets inte the chronic state. Though I am not heing
13 of care requires? 13 criticai, I think with the same conviction that I an
14 A I don’t think there is any question, yes, 14 about the issue of the antibiotic. I think the

18 sir. 15 probiems that Or. Reardon may have sxperienced laier
18 2 Okau. dhat i ihe incidence of false 1B in the patient's evaluaticn all go back to the initial
17 positives in operating on these patients? 17 decision of siarting the antibiotics so I don’t want
i8 A Well, I think it depends on hoWw agursssive or i8 to pile on additional criticisns when everything

ig hovw non-gggressive you are.  But I think mest of us 18 reaily has their genesis with the initial decision.
Bl would accept & 28 percent normal appendix rate for 28 ] Oitay.

21 doing appendectony, 21 A Do you understand what I'n saging?

22 4 So on two owt of ten patienis thal you SO in 22 Q I'm truing to Doctor. wWhen you say --— but
23 and oparate that present with right lower quadrant 23 you confuse me yhen you say he should have gotien nore
24 pain and ienderness, only that 28 percent of those 24 surgical consuliation becatse that to me sounds Like
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1 an opinton that because he didn’t do that that uas 1 order & surgical consuliation or is he geing teo
2 teicw ‘standard of care. So I fust I went to 2 continue follow-up for the patient back vith the
3 umderstand vhather you believe there were actions 3 primary physician? So I think that in a patient with
4 heioy standard of care after that or not. If’s yes or 4 a chronic abdeominal pain conditlion the standard of
S no. 5 care for the smergency phusician is reaily to send the
8 A Since you vant it yes or no I vould have to (i patient back to the primary phusician for continued
7 2ay, yes, that it was beneath the standard of care to 7 care.
B net have additional surgical evaluations subsequently 8 2 So it is, you are of the opinion that when a
k| in the patient’s care when he’s centinuing tc have 2 patient presents to the emergency roon and is
18 right lover guacdrant pain ang tenderness. Byt I think ig avaluated by an emergency roon phusiclar and ihere is
11 I nave tried to indicate that that’s, that those 11 right lover guadrant pain and abdominal tendarfess and
iz problems still reiate back to the original decision. iz voniting and loss of appstits, it is not reauired by
13 And that original decision relative to the antibiotics 13 the standard of care of that the emergency roon
14 happens to be the issue that [ am nost critical of. 14 physician request a surgical consult and get the
i5 Aut if you have a patient with continued right lover 15 patient admitted? That is your opinion?
15 guadrant pain and continted tenderness and continued H A My opinion is, and I will guarantee what the
17 rebound and he’s not getiing beiter, the standard of 17 standard of care is on this. if an emergency physician
ig care would be to get additicnal surgical consuitation. 18 gets a surgical consuit in the current era it probably
18 2 Dector, are you critical then of the 18 Wwill be the last patient he*l] see of the prinary gare
28 smergency roon physician then at Flower Hospital that 26 physician who’s involved. The standard of care is to
24 saw RiR with these signs and synptons and.did not 21 consult @itk prinary cars physician as to what they
22 adnit him and did not gei surgical comsulistions? 22 are wishing io da.
23 A Ihe emergency phusiclians constlied hack wiin 23 o] (kay. 5o in this case with & 22 year old who
24 the stiending phusician and go thew are oroviding 24 oresents to an energency rocm with ganeralized
o PHER 58 e PAGE 68
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1 transition of care back to the prinary attending of 1 abdominal pain, voriting, rebound. loss of appetite,
2 record. S0 I cdon't believe that they should be 2 right lower guadrant tenderness. ii°s within standard
3 criticized if they conferred with the aitending of 2 of care to discharge that patisnt and instrust them to
4 record 23 has been done in this patient’'s cara and 4 foallow Up with theipr family practice care giver? That
g they have reached a consensus opinion or they have 5 ie within standard of care in your opinjon?
] consulted with the primary shusician as to what his B A That's not what I said. I would say that you
7 Jishes are in the patient’s management. I realize ? need to consull with the prinary care phusician
8 that’s & little bit of a disjointed ansuer but the 8 directly to make sure that vou've not doing to do
g concern, the standard of care issue is the emerdgency a something that hasn’t aiready been covered by the
13 room physician needs te nap a plar of care for a 18 primary care physician in his sustained care of the
11 patient that he sees with the primary physician who is 11 patient. So there is, there are ruitiple different
12 responsible and once that i{ransition of care has been 12 scenarios and everything is getting mixed up. I'm
13 nade to the prinary provider I belisve the energency 13 agaln saying that the standard of care for patients
14 phuysician does not have any additional responsibiiity. 14 ihat have heen having this problem for a yesr is to
15 a Uhat |f the primary phusician isntt is confer back with the primary care physician., I think
18 contacted? 16 If you see, cbviocusly, a patient that comes in with
17 A It depends op whether then the emergency 17 acite symptoms 2s you have described in the energency
iB phugicians provided follov-up care for the patient or 18 deparinent who does nol have s primary care physician
ig not. Lets just take the specifics, vou have gof & 18 iiat you would then certainly be justified, indeed. it
20 patlent uho hag been seen by iheir primary care 2B would be the standard to get a physician to either
21 phuysician for 2 year with right lower quadrant pain. 21 admit the patient or a surdical avaliuation.
22 Is tne emergency physicisn when he sees the patient 22 G Doctor, you reviewed all of ihe ensrgency
23 CORiRG into the emergency room with right lowar 23 room recerds in the case, correct?
24 quadrant pain going to go afead and indepsndent iy 24 A There are a bunch of then.
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1 2 Doctor, in wour opinion did the emergency 1 compiaints earlier than ten nonths later?
2 roen physiciang depart fron accepted standards of care 2 A If he had not been on antibiotics, no, I
3 in their evaluation and treatnent of this patient? 3 would not expect that naturai nistory.
4 A I donot, I do not knew all of the 4 Q There is no evidence that this patient was on
5 interaction between the emergency physicians and the 5 antibiotics for ter months. is there?
s primary care physician so I an trying to give sverycne g A Mo. Hut the chronicity of the sbscess has
7 a reasonable consideration {n the matier. and ina 7 already been created by the period of antibiotles in
8 patient that’s chronicaily been coning to the 8 and around the time of perforstion. So I think this,
9 emergency roon I am net critical of ihe emergency roon : ] the satiblotic created g natural history of the
12 physicians, 1] disease here that's geing to ba highly atypical during
11 Q In this case you're avare this patient uas 13 the following months cf follow up.
iz seen by a gasiroenterologist. correct? 12 a Now, when uou say highly atupical do you mean
13 A That is correct. 13 the waxing and waning course or what do gou mean?
i4 Q Are you critical of the gestroentercicgist in 14 A Yes. I think that the waxing a uaning Rind
15 svaluating and treating this patient? 15 of course here i3 not uhat one would customarily see
16 A Ho, I am not. 15 with somebody who has a perforaied appendix and
17 Q A dgastroenterolicgist, is he in a better or 17 abscess.
18 vorse position than & fanily practice doctor in 18 @ Okay. Would you expect a perforated appendix
18 diagnosing and treating gastrocolonic problems in a 18 and abscess 1o, to lie quiescent for ten ronths?
28 patient? 28 A If there had beent antibiotic treatment in or
tal A I douid say relative to appendicitis there is 21 around the perfed of treatment 11 is very plausible.
22 probably very little difference hetuesn the tun 22 &4 Why is that?
e qrouns. 23 A Because 1t was, hecause the scar tissue forns
24 a You do not take issue with . Padda’s ad grolnd the abscess hecause somg of The nicroorganisng,
e PREE 62 e PAGE 64
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1 disgnosis at that time that the sumptons that the 1 if not the majority of the nicrocrganisms have been
2 patient was having and history, et ceiera, that he had 2 eliminated and as a result one ends up vith a chronic
3 in resching his disgnosis that the sumptoms vere 3 cavity that really does not have acute invasive
4 consistent with duodenitis and gastronitis? 4 infection. and so uoy have these 1/itle intermittent
5 A Characteristlc of M. Haldwin’s care after 3 flare ups that cause the patient to have to go back to
6 his discharge on August 3@ is that he had episodic 8 the physician. But I do believe that it is reasonable
7 axacerbations of his pain foliowed by periocds of 7 1o conclude that all of the episodic evenis that Mr.
8 quiescence. S0 the patient was referred to Or. Padda 4 Halduin had in that 28 month pericd of time wers
g during a period of time when the patient vas actually g related toc the presence of 3 chronic abscess.
16 not symptomatic relative ta kis right lower quadrant 12 Q What causes it to flare up? Is that vhen
i1 pain ¢o basicaliy I have no criticism of Or. Padda 11 it*s breaking out of its cavity and causing peritoneal
i2 since he did not really see the patient during an 12 problens?
13 acute exacerbaticn. 13 A Not. Causing peritoneal signs, it causes
14 Q The records that I have denmonstrate that the 14 paritoneal signs by virtue of probabiy some additional
15 patient was discharged from the hospitai on B-32-58 15 contamination leaking from the sppendix into the
ie fram D, Reardon and vas seen a ueak latar in his 18 colonic abscess caviiy, itransients and temporary flare
17 office and uvas Dagk to normal, the zbdomen was benign. 17 ups of bacterial growth. But the flare ups. I think.
18 Woulg vou ewpect to ses that in a patient uhe in your 18 very much relate to inflammation in and sbout the area
19 sptnicn perforated his appendix a veek, less than a 19 of the abscess for uhatever cause.
26 ueek Defore that? 2a a ¥ny do they suddenly, when you have this
1l -1 T unuld not axpect to see (t. 21 inflammation why does it sucdenty quiet doun? I that
22 2 Doctor, in a patient that had perforated his 22 becausa they're placed on antibiotics again?
23 appendix less than 2 uweek before that would you expect 23 A Yot necessarily. The host defense can
24 fiim to have problems, abdominal problems and abdopinak 24 sometines be very effective in contatning the locally
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1 develioping infection. I mean, not everyone that had a 1 gotien a surgical consult. When did standard of <are
2 perforated appendix before antibictics died from it. 2 require that he get another surgical consvlt in the
3 Q sura. 3 days preceding, or months, or visite preceding the
4 A And it’s simply because the host defense is 4 August 39, 1986 discharge from Flouwer Memerial
3 sonetines very, very effective. 3 Hospital?
[+ 2 ¥hen you have a host defense would wou, would 8 A Tha patient had this seversl —— I'n locking
7 you expect to see a riss in YAC? 7 at my --
8 A Yoy may and YoU may not. 8 MS. KOLIS: You vant us
9 a You may just not see anything, wou just have 9 to go through them, the notes? ghich
12 thesa coming and geing type of things? 18 WaY you vant us to do it?
i1 A That is correct. 11 MR. BODIE: I want hip to
12 q This course that the patient has in the i2 tell me vhen standard of care required
13 post-ceding, {f gou will, few months, it appears 13 nin to get s surgical consuli after this
14 significantly reiated {0 soigasiric complaints. Uhat 14 patient was discherged.
15 do you account that toward? is A I would, I am saging that (f you have &
18 A The epigastric complaints are of clearly & ie patient that has, hes an interval in August of 'S@
17 cepfotmding variable in this patient and I think they 17 imtii July of, of *91 and he {3 now again having these
18 are difficult to interpret. A patient thai has 18 clinical signs that that vould have been a very
18 abdoningl complaints commonly have an array of, of 139 appropriate time to have had & second surgical
iea symptoms that are not alyays easy 10 put into s given 29 consult.
21 pattern. And so Dr. Padda thovght that the patient 21 Q Doctor, can ve take just a real auick break?
22 did have sone gastritis or ducdenitis apd T would have e A Sura.
23 no eason {o argue wiih the fact that they nay be 23 g Ukay. I Jjust need sbout ivo minutes, I'nm
trug. I can tell vou that patients vith abscesses do 24 being dragged away by an associate hers.
eeem PREE BB oo POISE BH
88 &8
i devalop gastritis and so {i°s mot totally tmreasonable i - - -
2 to sasociate an eplisode of gastritls and epigastric 2 Whereupoi, a break was taken at 1:30 and ihe
3 discomfort as being sequela of the chronic abscess in 3 deposition vas resumed at 1:34 o’clock p.n.
g the right louer quadrant. 4 L
g Q Do patients who work ﬁaré or are under a lot 5 & Ue’re back after a short bresX here and we’'re
8 of stress and go binge drinking also develop 8 talking about when standard of care reauired to bring
7 gastritis? Z in a surgical consulf after the discharge and you said
8 A Sure. 8 in that July visit, July °81, correct?
k| o] You dontt discount that from being the cause L] A That is correct.
iB in this case because that is reflected in the records, 18 Q Okay. And uwhat is it about the July '91
11 carpect, Doctor? 11 perted of tine that Dr. Reardon saw hin in the offlice
1P A I suppose that vhole intake could cause 12 that Indlcates that a surgical consuit was indicated?
i3 gastritis and Aspirin intake could cause gastritis and 13 A dell, the fact that the patient is now having
14 s0 thers are certainly other, there are other things 14 right lover quadrant symptoms again and SO you now
15 that vould cause gastritls 1o be sure. And I would 15 have symptomatology that has gone across nearly eleven
iB clarify for the record that I'nm not sawing within 16 nonths time and it vould be my opinion that it was
17 reasonable nediczl probability that this patient had 12 appropriate te have an additicnal consultation in a
ig gastritis as a conseguence of his right lover quadrant 18 patient that's having chronic and persisting right
18 abacegss. I'n only saying that is a potential ig lpuer quadrant pain.

- 20 piatgibie explanation but certainiy the other things ra] a How ahoui if it*s just generallzed abdominal
21 that vou have ldentified could scocommt for a patient 21 patn or epigastric pain that continued, vould it be
rrd having gastritis. 22 appirgpriate 1o gend that patient to a GI gpecialist?
23 a I appreciate that clarification. Dogior. 22 A It might be. And X think if dou’rsa now
24 Boctor. you had indicated that Dr. Reardon shouid have 24 changing your diagnosis and you're more concerned
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1 about peptic gleer disease rather than appendicitis, I 1 consultation.
2 think ii’s appropriate to consider a GI consult. 2 q S50 it is your opinicn that Dr. True, when he
3 d Ckay. Isn’t that, In faet, uwhat vas done in 3 first saw the patient on Febrvary 18, 1892 with
4 the czsa? 4 complaints of constipation fever and vas reported by
=1 A I don’t think I have been critical of the 5 the patient to hin that an upper GI and louer GI were
8 fact that they referred the patient to the GI 8 negative, that it vag a required under the standard of
7 spacialist for an evaluation. 7 care of the family practice phvsician that he cbiazin a
| a Okay. I*d Like to go to Dr. True. Hou in 8 surgical consult?
3 your opinion ¢id Or. True depart fron accepted | A In g patient is sent again to Or. Irue on
1a gtandard of care in his evaiuation and trestnent of 19 August 3 of 1882 after once again being seen in the
11 this patient? 1% emergency roon ot July the 25th vith, again, having
iz A Hy criticism of Dr. True would basically i2 the recurrent problems of right lower gusdrant pain,
13 reiate to the fact that, that the patient should have 13 it would be ny opinion at that point vhem the patfent
14 had a surgical consuitaticn when he eveluated hinm. 14 ie referred to Dr. Trug for continued follow-up that
18 Q You mean when he first ewaluated hin? 18 it would be appropriata that the patient end up having
16 A I think that, again, Dr. True falls under the 18 a surgical consult at that point.
17 same criticisme that would be leveled against Or. 117 ] Not before that point?
14 feardon. that during the follou-up care, during the 18 A Well, I'm truing to look and ses what the
13 follow-up care after the hospitalizaticn and the 18 findings were on the first tine that ——
20 episodic things. the episodic events thaf occur in the 28 MS. KOLIs: 0o you have
2l next 24 nonths. wou have z palient that initially had 21 br. Irve's chart in your stack of
28 right lower auadrant pain and rebommd and he’s now 22 records?
23 coning Dack with episodes of the sane evenl and that 23 THE YITHESS: I have i1
24 it would he the standard of care to get a surgicat 24 sonevhers,
pese  PAEE 78 e PREE 72
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1 sasessrent of the patient during these reoccurring h ¥S. KOLIS: Okay.
2 events and that was not done, 2 A I den’t have the flndings in my notes of what
3 q Okay, That was not done by the emergency 3 vas seen in the Februaryg visit to Dr. Irue. Ihat's
4 reom physicians either, correct? 4 what I'nm looking for at tiis point.
5 A But again, the emergency roon physiciang are 3 MS. KOLIS: Chin, T Jjust
8 under a different nandate because they need to be & fianded him ny notebook, ckay?
7 interacting with the primary care physician that 7 ¥R. BORIE: Fine. You
8 provide the sustained cars for the individusl., So I g still there?
9 balleva in reviewing these racords that the emergency E] H5. KOLIS: Yas, we’re
19 roon phusictans were in contact with the primary care 18 st{ll here.
11 physician and that thew vere coordinating the care of 11 Q It*s in the notebook, tab number four, uhere
12 this patient with them so I am not critical of the 12 it says Bedford Medical, parenthesis, Dr. Irue.
13 amergency roon physiciang because I balieve they were i3 A ¥es, I have got it right here and I'n
14 not the parties that vere accoimtabie for needing to 14 actualiy also leoking at the emergency room records of
15 get the surgical consuliation vhen they uere 15 Or. Reems. Dr. Reems sav the patient on February the
18 interacting vith the prinary care phusician. i6 16th and noted af that time that the patient had
17 g And [f this patient coesn*t have a prinary 17 tenderness in the right lover quadrant but that the
18 care physician then would you be critical? 18 abdomen vas soft and that it vas not rigid at that
12 A Depending on physical Findings, very nuch so. 19 point. He did not identlfy reboumd tenderness ang st
helt] I think if, if I'm an epergency medicine phvsician and 2f that peint he refers the paiient, we nave a litils
48 tha patient comes in uwith nebulous history and has 21 problen between the dictated note and the -- let’s
e phusical findings of right lower guadrani pain with 22 seg. We have, I'NM pausing because we segen 10 have
23 rebound tenderness and no primary care physician, uou 23 some disputed facts betyeen whai was writien in the
24 can believe that I yould entertain a surgical 24 smerdency rooh records and what is dictatéd.
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1 Ve have the situaticn where is it writien in 1 A I believe that it was formed.
2 the note of February the 16th by Or. Reeps that he 2 2 Do you believe that had surgical intervention
3 identifies reboimd tenderness but his dictated note 3 been undertaken in January 1892 that {1 would have
4 indicates that there is no rebound. 4 nade any difference in the cuicome in this case?
£ Q I=n-t {1 the nurses note that identifles 5 A I think it's unlikely.
g rabcund tenderneas? g @ That it would have nade any difference?
7 A T stand corrected. You ara right. 7 A That is correct.
8 & And you don’t give much weight to the abiliiy 8 Q Okay. So even had Or. True diagnosed an
9 of the nurse 1o identify -~ 9 appendicitis, diagnosed appendicitis or an appendiceal
14 A I wouid not. That's correct. In any event, ig mass, got in a surgical consult and the patient
11 the patient is having recurrent right lower guadrant 11 undervent surgery on February 18, 1992 vhen he vas
iz symptonatolosy and the patient is then sent back to 12 firat seen by Dr. True, those actiong would not, it
13 Dr. True who Knouws that these events hiave now Deen 13 yould have been unlikely that those actions vould have
14 going on for 1B nonths time. 4 made any difference in the ouicone?
iB g How does he know that? This is the first 15 A There is no uay thai I can say within
16 tipa he has ever seen thai patient. 1€ nedical, medical prebability that 1t wouid have nade a2
17 A S0 he dldn*t get any of the records fron the 17 diffarence.
18 patient's pgrevious visit, previous evaluation? 18 Q Let’s go back to Or. Sogocio. What is your
18 q No. 19 criticism of Or. Sosocio?
26 A Then I think {t’s ressonable (o say that if 2f A That he evaliuated a patient that had been
23 you‘re seeing a patient as g nev patieni that you 21 previously exanined by two physician and noted (o have
22 really need ie try to get the other rscords If wau’re ) rabound tenderness and he made a 2ingle aseessment and
23 ding to be eafablishing a susiained reistionship wilh 23 did not foliow up, reexaning the patient ina
2E the patiant. 8ut oresumebly there would have bees g 24 consisten: fashion and accordingiy nissed a dlagnosis
s PAEE T4 e PARE 78
74 78
i nistory, even though I don’t see that indlcated here. 1 of appendicitis.
2 So in general. if you have a patient with a 2B month 2 [ Any other criticism of Dr. Sogocio?
3 nistory of right lover guadrant pain it would be {he 3 A Not really.
4 stapdard of care for a prinary physician to get a 4 g I sense some hedging there, Doctor, and I'R
g surgiczl consult. 3 not saying that yourre hedging but I Jjust don’t like
6 @ Uhat if it's mosily epigastric pain and ail 8 the answer of not reaily Decause that means there are
7 the pain goes avay after he takes Tagamet or Zantac? 7 some but they aren’t.
8 Given that history and that oresentation would that a A I didn*t mean to be sounding like I was
3 regquire surgical consult? 3 hedstng relative te vwhat I'n going to say vhich I
b1 A Probably not. 50 the ansver is no. 18 appreciate i{g scmething that an attorney alvays
11 Q Okay. Are you of the opinion that as of 11 vorries sbowt. I an hedging because it is interesting
12 February 92 or aven August °92 there (S aiready an 12 io me that within 38 minutes the patient is {dentified
13 abscess? 13 as having another confirming examinaticn of having
14 A T think there is no question that that is 14 rebound tenderness and then 3@ minutes later the
15 {rue, 15 surgeon cones by and says there is no rebound and, and
i6 Q flad it been operated on on February 18, 1892 18 then never sees the patient again. And somy
17 yhat difference vould it have made in the cutcome? 17 criticism is that uwhen I'n evaluating sonebody vith a
i8 A I think that’s a reascnable argument. That ig diagnosis of rule ot appendicitis I balleve that
18 g to say there is no vay I can say within reasdnable 18 those hospitalized pailents deserve sequeniial
28 nedical probability that an operation in February of 20 exaninaiions {0 enaure that you're not sesind a
21 *92 uould have given a betier resylt thar the one in 21 changing pattern that vould impact your decision.
22 dciobar of *92. 22 Q You mean 2 voraening pattera?
23 Q Is there any way -- do you believe that in 23 Y That is correct.
4 January of 1992 that there vas an abscess formed? 24 Q Oxay. And that is whal you vould be LooKing
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1 for as & surgeon when you would go back on ihe 1 Doctor, and I just vant to sum up a faw things. Dr.
2 foliow-up, be It the next day or two daus or ihree 2 Reardon’s numbet one criticisn is that he should not
3 days later, vhatever, it uould be to seae if this 3 have put the patient on Doxycycline on the 29th?
4 patient Is demonstrating & vorsening in his condition? 4 A That is correct.
3 A That {s correct. 5 Q That that had nasked or haited the
8 a Okay. ©Because that is the course that you 8 prograssion of the patient s septic, If you wiil,
7 would expect to see in a patient with acute 7 courge?
8 appenrdicitis moving on to progression of perforation 8 A It changed the natural history of the
3 of the appendix? 3 disease.
2 A That is correct. And furtherncre, the 14 q Changed the natural history of the disease
i1 surgson’s continved participation, I would expect 11 and led to the development of the abscess and chronic
iz would, would also give hin, wouid have also provided 12 condition which subsequently developed?
13 some counsel and guidance to the primary care 13 A That is correct.
14 physician that antibictics should be deferred for a 14 g Okaw. Thai is the entirety of your criticisn
is Uttie bit longer. 15 as 10 DIr. Reardon, nmeaning that is tha entirety of
16 d Like another day maube? 16 your criticisms of Dr. Reardon in which he departed
17 A Or even longer than that. I mean, it is 17 fron accepted standard of care?
iB Interesting that the diagnosis of prostatitis here, as 18 A That is the seminal eveni in Or. Reardon’s
hi:} I have indicated to uou. is highly suspect. Ii would 18 departure from the standsrd of care?
of have been woirthuhils 16 have Sogocio make an opinion 28 2 Okay. And Dr. Sogocio should have seen the
21 about that and vhether anilblotics should be started 21 patient again to identify a vorsening of the patiani’s
22 g whether the patient should have had somg further 28 cordlition and (nstructed that sntibiotics be daferred
3 saquential cxaninations. 23 for a ionger period of time to let the condition
24 A Okay. Any other criticism as to Dr. Sogocio 24 orenounce {tself?
e PAGE 78 cen PAGHE B3
78 84
b in which you believe he departed from accepted 1 A That is correct.
2 standard of care? 2 Q And those, that is the entirety of vour
3 A I really don’t, I'n trying to make a 3 criticism as to Or. Sogocio regarding departure fron
4 determination here about whether there vers, vers any & accepied standard of care?
3 nareatics given betwesen the interval of Dr. Reardon’s 5 HS. KCLIS: I think he‘s
B axan apd Dr. Sogocio’s exanination. 8 already testifled, like in the first
7 MR. BODIE: Donna. 7 flve minutes of the questicns, that it
8 correct me if I'm urong, I don't think 8 ¥ag a deviation For hin not to diagnosis
g there wvers. g appendicitis.
12 MS. XKOLIS: o. 12 MR. BODIE: Yo, I
11 A But obvicusly that is a potential issue that 11 appreciate that.
12 could be invelved In phusical examinations in 12 M8, KOLIS: 1 just wanted
13 reiatively short pericd of time showing dramatically 13 to make sure you got that.
14 different flndings. 14 MR. BODGIE: Mo, no. And
18 q Got it. 15 the Doctor can correct me if I'm ourong.
i6 A And s¢ that vas the reason vhy we were, I uas 18 A No, I would agree with that.
17 sort of doing this scrabble through the records. It 17 Q And Dr. True, you are of the opinion that
ig does not appear, [t does not appear that there vas 18 given the presentation should hawe brought in 2
18 beporal given in the intervel of that afternoon of the 18 surgical evaluation of this patient but vet even had
26 28th. 28 he done that the abscess had already presented {tself
2L 4 Right. 21 and it is unlikely that ihose aciions would have nade
et A Se with that understanding I have no 22 any difference in the outcomg in this case; is ihat
23 additional criticisms of Or. Sogotic. 23 correct?
24 g Okay. Let me just, I'm wrapping up here. 24 A That is correct.
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1 Q Bid the phone drop? 1 Q Doctor, we know what his surgical course was
2 A No, no. 2 after the identification of the shscess or appendiceal
3 q Okay. The surgical aperation for 3 mass, however you vant to describe i{t, and ve kKnow ihe
q appendi¢itis, there are risks and complications with q extent of the complication that occurred following
5 that, correct? 5 that surgery.
3 A There is riske with anuihing, yes. a8 A ves.
7 4] What are the risks of, of zppendicitis 7 q The complication, that specific compifcation,
8 surgery? g meaning the bowel obsiruction, can that ccocir in the
9 A Principal risk would be weond infection. You 3 ahsence of negligence?
ht] can have very rarely a, vhat we call a bloun 18 A Certainly.
11 appepdiceal stump. You could very, very rarely have 11 G Okay. Can it just be a risk of the procedurs
iz Injurg to other ioops of intestine in the procesa. iz that was perforned in this case?
i3 But overvheimingly the biggest risk wouid be a dound 13 A That’s correct.
id infection. 14 Q Okau. ¥hen, If you can say. at vhat time had
18 2 Ckay. Hith respect to any bovel surgery. 15 thig surgery been undertaken that these events vou
15 would uotr agree that i1lius is a risk of procedure? 16 believs would net have traaspired? I guess I better
17 A Well, illius is a risk of the procedurs but 17 phrase that better. Had surgery been undertaken
iB iilius Is also s risk of the fundamental disease 18 earlier when would it have nade a difference?
18 process as vell. 18 A In ny opinion. during the hoseitalization on
28 Q Meaning the fundamental disease process of 20 August the 27th.
2L appendicitis? 21 9 Of 13847
A That's correct. 22 A That is correct.
] G WGuid you sgres that bowel obstruction ig 23 a Cksu. 2And had |t {aken place after that.
24 alen a fundamental risk of the disease process? 24 neaning at anytine afier that, can you say whether {1
pmm PREE B2 —— PREE 84
a2 84
1 A That is & risk with any forn of serforation 1 would have made any difference or not in the outcone
2 or peritonitls. 2 in this case?
3 Q OF vhich you would include appendicitis? 3 A I think you can say that earller operation
4 A Yes, sir. 4 has a greater probability than the delaged operation.
5 ] Would vou agree that there is no significant 3 but a delayed cperation beyond the point of the
8 difference in the risk of developing bowel chstruction [ chrenic abscess cavity formation probably would not
7 vith the removal of a normal appendix versus the 7 have nade a dilfference.
] removal of the perforated sppendix? 8 q De yoir have an opinion a8 to vhen the chronic
9 A There i3 less of a risk of houel cobstruction 3 abscess forped?
ig in removing s nornal sppendix than thers would be for 19 A O, T°m sure it vas within the, the few
11 one that is perforated. 11 months inmediately following that August admissiom. s0
12 Q How about the difference between an nflaned 12 ve're talking within tuo or three or four months as it
13 appendix versug a perforated appendix? 13 developed during that pericd of tine.
14 A I yould say thersa is less risk with the 14 G So by Movemberish of 18967
15 inflamed appendix as opposed to the perforated 15 A That vould be a reasonsble estimate.
18 appendix. 16 Q Ckay. So essentlally after November 9@,
17 a4 Hould uou agree that bleeding, infecticnm. 17 surgery after November 98 vould not have made a
i8 potential of a colostomy and damsgs to surrounding iB differance in this case?
19 crgans are alse a risk of an appendiceal suregery? ig A surgery after Hovember of 18938 would have in
28 A Colesiony is uniikelg bul there 1S aluays a 28 all likelihood required the same operation as vas
21 risk. I believe I aiready did testify to the fact 21 peprformed in October of *92.
22 that isdury to other loops of intestine is a risk vith 22 2 4ith the same percentage of risk of the sane
23 the operation so, ues, I would concur yith that. that 23 compiications that developed In the casae?
24 is a risk, 24 A I belleve so.
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i ] Doetor, T think ve have covered all vour 1 CERTIIFICATE
2 opiniong a8 to departure of standard of care in the 2 I, Jodi Jefferies, a Notary Public within and for
3 case. If sounds as [f ve have gone over a number of 3 the State of Chio, duly commisgioned and qualified, do
4 your opinions regarding what the actions of these 4 hereby certify that the within-named vitness, DONALD
5 individuals cavsed, as veil, Does that Jjog with your 5 E. FRY, M.D., uas first duly sworn to testify the
& regolleciion a5 well? § truth, the whole truth and nothing but the truth In
7 A I believe sO. K the cause aforesaid: that the testimony then given by
g G Ckay. And I think ve have gone over the 8 him was by ne reduced to Stenctups in ihe presence of
g damage issue as vell, yoUu Know, about what difference k) sald witness, aftervards transcribed by the use of a
18 it would have made? 10 computer under my supervigion, and that the foregoing
1 A Yes, sir. 11 f$ a true and correct transcription of the testirony
12 Q And the period of time that {f vould have i2 a0 given by him as aforesald, and that the reasding and
13 nade any difference, correct? 13 signing of the witness was not vaived.
ig A I sgrea. 14 T do further cartify that this deposition was
15 1 boctor, have we coversd all the opinfons that 15 tafien at the time and place In the foregoling caption
ie youy plap ta give at the time of trisi regarding 1B specified.
17 departure fron'accepted standards of care in this 17 I do further ceriify thet I an not g relative,
18 case? 18 counsel or attorney of either party.
ig A I helleve ye have. 18 IN WITNESS WHEREOF, I have heretmto set ny hand
28 2 Doctor, have ve gone cwver all your opinions 29 and affixed ny seal of office at Toledo, Ohio, on
23 that you plan to give si trial in this case regarding 21 this day of October, 1887.
28 how gou belleve those depapiures oatised the Inhuries 22 Mg commission axpires
23 to Wr. Baldwin? ‘ 23 APIIE 3, 1899 oo g#gg;;g?- ek
24 A I helieve ua hava. 24 In and ¥g§E€§eP§%é§§ of Ohio
e PAGE B8 e PREE BB
85 88
1 & Doctor, have ve also gone over all of tle
2 apinions that you have previousiy given to Ms. Kolis?
3 A Yes, sir, va have.
4 MR. BODIE: I have no
3 other guestions. Thank you.
8 THE WITNESS: OKay.
7 Thank you.
B [ —
g Whereupon, the deposition vas concluded at 2:84
ig o*clock o.n.
11 -
12
13
14
15
is
17
ig
18
24
21
22
= DONELD . FRY, H.D
24
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