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I CROSS-EXAMlNATlON 
2 n Y M R  LANCIONE: 
3 
4 
5 record, please? 
6 A.  Lawrence Tin1 Goodtiough. 
7 Q, Arid where do you reside, Dr. Gootlnough'! 
R A ,  I ' m  in 'I'own and Cowcry, Missouri 
9 Q And how long h v c  you Iived there? 

IO A .  Since August of 1992. 
ki Q Are yoii employed at ttic prcscrlt tirkrc'? 
12 A. Yes, 

14 A. Wacliitiglon [Jriiversity. 
15 
I 6  A. August of 1992. 
17 
18 Cleveland, were you? 
19 .4, Yes, 
!O 
!i. A f was there from '78 to '92. 
'2 
!3 responsibilities were w r y  gvnerally from 1978 until 
!4 yuu [eft Cfevelaxid? 
!j 

Q Would you state your iillf IMRX for the 

13 Q ,  By WhCIM'! 

Q. And that has been sincc when'! 

0. Prior to fhat time, you were in 

Q,  How long were you there? 

Q, Carl y o u  tell me what your duties mc l  

A.  From '78 tv ' H i ,  I was fiiuiqhing tny 
P3gc 5 

I traixtittg ixi hematology arid oncolngy and from '81. 
2 to '92 1 was on the f x u l t y  at Case Western 
3 Reserve. 
4 
S A, I altendetf on general inedicinc. I 
6 attcticfcd on -- in hematology, oncology. I had a 
7 practice in hcrriatology and oncdogy and 1 becamc 
x associate dircctor of the blood bank during my tcriri 
9 there. 

10 Q, Ln those various capacities startirig with 
I 1  your duties in medicine, tell ?TIC whal y o u  did, 
12 actually what y t i i  were doing in medicine 
13 A. Well, seeing patietits, taking care of 
14 paticats. inpatients, outpatients. consulti t i&  011 
15 patients, teaching. 
16 
17 A .  Xt would run the gamut On genetVal 
18 medicine, i t  would include all iritcmai medicine for 
19 wha(ever reason people were in rht: hospital, In tiry 
20 kinatology arid czncuiogy practice, it would be 
2 1 rmgirrg laorn ancrnia i o  coniplex hematology cases such 
22 as DIC Or TTP. in oncology, i t  would range from 
23 leukemia aud bone rnatrow transplantation to solid 
24 organ cmwloggy sticli as head and twck C ~ C C ~ ,  hrcast 
z5 cancer'. 

Q. And what did your prac;tice consist of! 

Q, What kinds of cases? 

__ 
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Page 6 
What about the blc)cjci bmk'! 

Q Tell me what your duties were there. 
A X was iritdical tlirccfor wf the apheresis 

A I - -  

unit where we collected  platelet^ to support thc 
transplant program. We had an autologous blood 
clotiatiwrh prvgrarn. I r i m  the therapeutic aphwesis 
ptogrntn atid then, 39 Rssociatc dircctot v f  the blood 
hank, I d S 0  Iielped oversee the blood bank 
laboratory. 

q For the autologous donation prograin, tell 
11ic how that was run. I mean, how S U O ~  before 
surpery do patients contribute their own Hood and 
w h ~  ;w the corlditiotls, how are they (reitted during 
that period, if there is any standard for that? 

A Well. the program took off in the mid 
i9r(O's, in particular from ' 8 5  through 1990, where 
increasingly for surgeries like cirthnpedic surgery 
arid trrviogic surgery patients wotild elect to 
predonate their blood bcgirrnitig 3s carly xi 42 clays 
before surgery, which is the niaxiniuin period of r i m  
that you ciln store liquid blood, More conmionly I 
would estitnate four weeks beforc surgcry prcdonkiting 
a unit a week was the general practice, 

Q. Were patients who were rensqnably healthy 

h g e  7 
I otlicrwisc givela any  sort uf ii program of vitamins or 
z suppleniental intake of any products? 
3 
4 iron during the period of hlood donation, 
5 Q Was there any monitoring of the patient's 
6 coagulaticir~ profile or CBC's'? 
4 
8 C'bC, of the patients who were predoiiatitig their 
3 autologous blood. Every tirtie they cattic in, we had a 

1u certain standard for a mininium hematocrit for blood 
1 I donation, 
12 Q, CVhat was that'! 
1.7 A .  Thirty-tlwc pcrcctit, 
14 Q How long before the surgery went did 
1.5 thcy - 9  were they to stvp donating their blood? 
16 A .  T i  would depend O H  how rhcy were 
17 scheduled, how inucfi t ime we had befcsrc siirgcry. If 
18 the surgcoti wanlcd Ihrcr: units and he gave us three 
IC) weeks. then we would niake sure we got i t  in a 
20 i n i n i n w t t r  uf 72 hours hefore surgery was the standard 
2 1  for the last donation. 
22 Q. flw you know what the program consisted of 
23 at The Cleveland Clinic i n  1995, thc: autulogous 

2s 

A .  Well, they were encoriraged to take oral 

A.  We would i ~ i o i i i t ~ ~  the blood eouno, the 

24 blood program'! 
A .  I doti't, but thc stamfards I just 
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referred to W C ~ C  AABb standards and t t i q  wcre fi~lrly 
widely fnliowed. 

liere in  St. T,ouis? 

transfiisiw scrvices, so I oversee the donor center, 
the apheresis uniit, the stern cell apheresis  ai^^ 
for bone marrow trntisplantatiun. I see patients i n  

ccinsultat ion, again, with complex hematologic 
problems that iisually requirc rne to intervene with 
tfrmpeut ic apheresis and f artend cirt thc boric 
marrow rrarispiant service, 

Have you  engaged in amy niedical legal 
consult at ions du r i ng y our career'.' 

(2, What is -- What has heeti  your pr;tctice 

A. liere I have heen -- I iirn director o f  

A ,  Yea. 
Q, Tcll rrie when that first begati. 
A ,  ? doti'( hkow what the first yesr would 

be. T would suspect sometime in the inid 1980's. 
Q And what subjects, what specialties? 
A.  Complex hetnatology ciises, oncology cases. 

and blood bank cases. 
r). Wtmt yuri wert! in Cleveland, did you do 

any consulting for the Jacohscti, Mxyn:ird firm'! 
A. When I was asked. 
Q,  How often was t i n t ?  

A.  I don't know. '1 wuukl gwss -- I would 
cstirriate perhaps a half a dozen c 3 m  W C ~  the 
years. 

Cy. Were you iiisured hy PIE it1 ;my thnc 
during ( h i t  period'! 

A -  Yes, I was wticn 1. was on the faculty at 
Case Western Reserve. 

M K .  fWNE7Zl;  Objwtion and 
move to strike. 
Q, That would have been whcri, during what 

y cnr s? 
A.  As hcst a$ I can recollect, it was duririg 

the entire period of tiine, but thme mily h;we been 
other carriers, I didii't p ~ y  too rnuch ~ t ~ ~ ~ ~ ~ ~ i ~ K ~  to 
those thi tigs, 

0 Okay. nicl YOU pilrticipiite in a71y peer 
review activities nn behalf of PIE or the Jxobsen, 
Maytisrd firm'! 

A .  Z remeinher perhaps once or twice where 
thcy askcd me to cuine in aiid participatc i t1 3 pccr 
review session 

ME, BJUNEZZI: ob.jection atid 

. ~-- 
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move to strike. 
Q.  And how many -- 
A.  Rut I dtm't kriow that Jacotrsen, F/laynard 
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Page 10 
askcd J T W  to. Tt iiiay have hecrt PIF itself. 

0. Okay. How riiariy cases did you say that 
yciu I eviewed or consulted on for Jacobsen. Mayrhurd? 
You said approxirnatcly half a dozen‘! 

A .  I lose track of how inany cases. 1 c a n  
think of a half i\ dozcn cases where I put ifl a lot 
nf time in trrrtis csf depositions and perhaps C S C I ~  
tr id (m(itnotiy. 1 may have been asked to review a 
few Inore than that thal riothirig ever came of those 

Q WIIO were some of  thc lawyers that you 

A With Jacohscii, Maynard? 
Q. Yes. 
A It worrld be Rill Bonezzi. primarily, and 

his ;Issociatcs, 
Q ,  And what kinds uf cases were those? 
A .  Complex hemittology ewes, oiicology cases, 

Q, I)(, ycfu reinember any particular case w i t h  

A I remember otic case where 1 -- it came to 

(2. Whal kilid of 3 case was that? 
A, 11 \vas a C G S ~  of ‘I’W. 

c;.\ses 8 

worked with there? 

perhaps a b i u d  batik case. T don‘t remember, 

any pwticutar issues in any of [tie cases? 

trial testimuny. 

I - -  ----- 
Page 1 1  

Q .  What’s that7 
A .  Thrombotic tfirotnhocytopetlic purpura. 
Q And what was the issue i n  that case: do 

A I t  was a t r  issue of -- Well, the 
you recaf if! 

plaintiff’s cahe was that the hematologist 
rriistriariagcd the T w ,  so I agreed to tlcfcrtd the 
hemat 01 og ist . 

Q. And what. I1appmed to the patient‘! 
A .  The patient died. 

MK. BUNEZZI; Off ti16 
record. please. 

(AI this point, an 
o ff- f h e -rec o rd 
discussioii was had.) 

this case? Do you hwc  any records that show ilia!? 
Do vau have any letters -- 

Q, Whcn did you first become involvccl in 

A .  I h i ~ ~  my -- 
0. -- from MI-. Boiiezzi‘? 
A.  1 have m y  wrrcspondence. 
Q, Okay. 
A T’d have to refer to the records tu 

c). Sure, go ahead. 
reinember, 

--_ - 
Page 112 

1 A,  o h .  hcrc wc  go. Thatiks, So, i t  would 
2 liave heen about Julie of 9998. 
3 Q. Cat1 I see what you’re referring to‘! Is 
4 this your. file? 
5 A .  Yes. 
6 0, Fronj yml- file? 
7 A .  Yes. 
8 (A( this point. T%iti t i f f ’s 
9 Exhibit No. 1 w3s marked 

I C )  

11 Q. Dr, (?uodxioirgfi, I ’m going to tiand yc)u 
12 YlainriCf’s Deposition Exhibit Nuriiber One, a letter 
13 Crotn Mr, Rotwzi c(-mistiiig of three typewritten 
14 pages, atid ask you to identify that for me. 
ts 
1 6  Mr. Bonezzi on the Privitera vs, Clevdatid Clinic 
17 cast.?. 
18 Q. hted’? 

ti, r ide nt i fic at  ion, ) 

A .  It‘s a letter to me fro~n Biii nn -- 

19 A .  June 15. 1998. 
20 (1. Okay. Are you going to be t ~ s ~ ~ ~ ~ i ~ ~  0x1 
ZI standards uf care for mesttresictltgists or 
22 anest1ict.ist.s in this case? 
23 MR, R(7NE7ZI: NO. 
24 A ,  NO. 
25 0. Are you gning to be testifying iis tct rltc 

--.-. .- 

Page 11 
1 standards uf care with rospcct to -- 
2 (At this point, there was 
3 a short interiwptinn.) 
4 0. -- orthopedic surgery nr neurosurgery or 
s any surgeon’s activities that deal with scoliusis 
6 surgery? 
7 A. No. 
8 
9 thc riicdical specialty of lietmtolngy? 

10 A.  No, 
I I Q. What other medical specialties or 
12 subjcc1,s will you  be venturing opitiioris on? 
13 A ,  TratisfUsion medicine. 
14 
I S  for me. 
16 
17 discipline of-- in which there :ire clinical aspects 
1 8  and laboratory aspects related to the overall field 
19 of hematology, coagulation, md blood hatiking. 
20 

21 copy of that to take a look at‘! 
22 A ,  ( N o  respcmsc.) 
23 
24 opinion the physicians Dr. Schubert, Dr % Kalhan, 

Q .  Arc yoirr opitiiotis going to be lii-tiited to 

Q, What does -- Define transfusion niedicine 

A .  Transfusion medicine is a clinical 

CJ. Okay. In your report -- Do you have a 

(3. You say in the last paragraph in your 
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I contwiburt: to the abnorrxialieier; of t issiic anoxia, 
2 L ~ I C  o r  metabolic disturbances. Do you include i n  
3 there tht: o i l i e r  anesthesia delivery prlople such as 
4 residents or C.R.N,  A .  's? 
5 A .  Y e s .  
6 
7 cause of cfcatli? 
x 
9 

1 0  
I I first tirtic? 
12 

i:% tccctt'ds? 
14 0. sure. 
15 
16 dtjvelvpcd as a ~ ~ ? ~ p l i ~ , ~ ~ j o ~ ~  of  this surgical case 013 
17 or iirwuiid 19:30. 
18 ~ . - 7 : 3 0  p.rn,? 
I O  A. Correct., Or perhaps shortly thereafter. 
20 

21 i t  could have also happened? 
22 
23 Sometime betwecti 7130 and 15:3O. 
? I  Q. Okay, Now, what arc thc causes, just 
2s generally speakitig? of IIK? 

Q. Okay. So, what is your  opinion as l o  the 

A ,  11-1 my opiniori, Ms. Privitera died of 

Q. And w}ien did this cotidition arise for thc 

A .  Well, may 1 rcfer to the medical 

A. As bcst 1 can determine, the IxC 

0. Well, how long thereaCw would you say 

A .  Soirietime uvcr the next hour after that. 

Page 15 
I 
2 coagulation pathway causcd by 3 trigger of citticr 
3 the intrinsic UT cxtritisic pathway to set of f  a 
4 cascade of fibrin formation diffusely 
s intravascularly. S o ,  it's soiiic kind of a triggcr, 
6 
7 fibrinogen'? 
8 
9 to fibrin, 

1 0  
1 I 
12 A; I t  can be, 
1 3  
14 true? 
15 A. I I  call be, 
1~ 
17 

18 Icad Lo TITI? i f you have tissuc anoxia, inadequate 
19 del1verv II of' oxygen to the tissue, or sotiiething 
20 pl-stlc. 
21  Q. So, it lack of oxygen to tissws can he 
22 that triggering mechanisni t o  cause tile ~ " ~ ~ ~ ~ ~ ~ ~ i ~ ~ ~  
23 cascade'? 

2S 

A.  It's -- DIC is an aberration of the 

Q.  So, it separate,$ out the fibrin from t,he 

A.  It  Ciltlses thc fibrinogen to bc converted 

Q,  frr  r . 1 ~  literature? I find that they refer 
sti0~'.1C_soinetilnies its ~i cause of DIC developing. 

0. Ts that somcthitig you u n ~ ~ ~ s t ~ n ~  to be 

Q+ Haw does that happcti? 
A .  In  a traumil wse.  for exanaplc, shuck can 

24 A.  lt can. 
Q. Would other disease states be capablc of 
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triggering that cascade, also'? 

A Yes 
o Infection? 
A ,  IiIfection. 
0. Sepsis? 

0. And I suppose we could back up atid go 
into the CNI~SL'S of the failure to rlelivcr adequate 
oxygen to tissucs as being a preIirniniir>J huilding 

cascade? 

.- this case. 'I'hC cxarnple we were talking : h u t  was in 
trauma surgery. Til orthopedic surgery, rfic 
pechaxiism for nir: is different I 

_I__ 

A .  Correct. - 
block 10 the causaticnn that leach ~ c r  the coagui 21 t '  Ion 

A .  I dnn't think that's what was froing cm i n  
L 

Q, You mean that if ii patiwt has metabolic, 
17 acidosis. for exaniple, that doesn't trigger' the 
18 coagulation cascade'! 
I? A -  I n  this case. I hciieve tk3t the 
10 lllgltab olic ;iciclus;is was 3 cmsequence~ udLZl,~c, 
21  Q, Wcll, that wasn't my questioxi. M y  
22 qticstion i s  could it he the otfkct way around in s u m  
23 &yses .  

25 .definitive incititifi agent, 

arl 

24 A 

..-_ - -  
I"gc 17 

I 0. Could it hc an clectrolyte inrhalance'? 
2 A,  No,  I've never heard of that, 
3 0 What about lactic acidosis? 
4 A. That's secoildary to IN(-. it doesn't 
5 cause DIC, 
6 Q, Well, tell m e  what thv c:tciscs c a t ~  be. 
7 A. Tissue tl-rromhoplastin. tissue juice 
8 reieased into the general circulation, a conmurf 
9 sequelae of orchopcdic surgery, most com~noiily 

10 manifests by clotting prohletnx, blood cluls, 
1 pulmoniiry tfirr~tnbnei-nboli, strokes m r l  heart attacks, 
11 hut the counterpart of thal would bc a ii-rore 
13 generalized urC. as in this casc, 
1 4  
! s  about DIC, cxccssive hlood loss'! 
16 A Not g w x a t l y .  I n  -- 
i7  Q, Hu t  possibly? 

19 MR BONEZZI, t)bjection, 
2 0  
21 Q. Okay What else? 
22 
23 gyIiccolcrgic Ijterature or OB ctre well known to 
24 t h t .  Cai-rcer surgeries. Cnriccr cat1 cause that I 

25 I[nfecticirt, sjiaitl. 

*- 

(1 What other causes in  surgery can b r h g  
-. 

I R  A=, 

You can go ahead and answer. 

A ~ b ~ t ~ ~ r j ~ ~ l  crzrtiplicatioris in the 



Mar-23-99 08:QOA 

1 

2 
3 
4 
S 
6 
7 

x 
9 

10 

1 1  

12 
13 
I 4 
15 
16 

17 
18 
19 
2 0 
2 1  

22 

Page 38 
q. S o ,  DIC nevtfr occurs unless there is 

what? i mem. tell me what -- 
A.  Ax1 inciting agcnt to trigger th$ 

cpgulat ioii cascaqe. 
Q That inciting agent may possibly be in a 

surgical case rather than a trauma case what, blood 
1 oss? 

cspcc;iafly in the orrhopcific C : ~ S C S ,  

A ,  1 JsualIy tissue t h ~ ~ I ? ~ b ~ ~ i a s t i ~ s ,  

Q, What are tissue thr-omboplastins? 
A.  They're tissue juice. Intracellular 

elements when you  have it cell cutling or g i r d i n g  iis 

yciir d u  in  o r h p c d i c  surgcry, Bonc aiid soft tissuc 
iirc rich in (flrorrthvpjaStitts, which arc capablc of -- 
knowti -- known to activate the coagulation cascade. 

Q. 1s there an increased risk of that when 
you use scavenged blood'! 

A. No,  1 wouldn't think so. xiol .if y u u  wash 
it. I 

0. So, i s  that what you're saying happened 
in th is  case, that there was the thromboplastins 
that incited the ~ ~ ~ ~ ~ ~ l ~ ~ ~ i ~ n  cascade'! 

!.I -A. 'i'hat 's  m y  ~ ~ j ~ ~ ~ ~ r ~ ,  vcs, 
24 
2.5 i nsufficicii t vo 1. utne resuscitation? 

Q, Had r ~ o ~ ~ ~ ~ ~ ~ ~  to do with blood loss or 

Page 19 
I A ,  I cloti'r think that there ~ 3 s  insufficient 
I! volume resuscitation except at the very end in 
3 t h e  -- in the setting of DIG. 
4 (2. C k y .  Tell me :[bout the patient's blood 
5 loss, What was (Jic patic~it's blood loss in thc 
6 initial phases cif this s u r p t y .  
4 
8 time'? 
Y Q. The initial phases of the surgery, The 

IO surgery started at t 3 8 .  
I I A.  Well, I'in referring to  the anes -- 
12 MK. BC)NII,ZZL: W e l l ,  wait. 
1 3  Hang on. Bur thc surgcry also didn't 
14 

I S  

16 0.  Starting -- 

MR. BONEZZ.1; WhM pcfivtl of 

coiielude until after 830. so when you 
talk about tlrc initial stages, what -. 

17 M1Z. H O N k U l :  - -  period? 
18 Q Starting at 1138. 
I9 A .  Well, I ' m  lookjrig iI( thc estimitted blood 
!O loss of the anesthesia record and the first notation 
2 1  i s  aroutid 3;30, f S ; 3 0  c)r so ur  15:45 of 1.200 cc's. 
!z v Okay. Is that a normal blood loss for 
23 this kitid of surgery, if you know? 
24 

!5 for a complex scoliosis repair. 
A. I think it's within the range expected 
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Fag? 20 
Q That's nhoiit five t o  six hundred cc7s  an 

A ,  I'd have to refer to when surgcty 
huur, something like that? 

started, I know aricshcsia started at noon. If you 
a s ~ m e  that surgcry startccl itruund OW o'cliick (11 

so -- 
0 It started about 1;30, 1 think I think 

A Right, so that would he two, two arid a 

Q. Wirh respect to hlood lors, t ~ o w  tnucti 

ir says there. 

half hours l a w ,  ycs, 

replacement is necessary for. red cell replacement, 
for cnaxripfu. per unit uf blood loss say? 

A 11 dcpencls un the starting hematocrit of 
rhe patient, the pace of bleeding. '1-here is nu 
formiuln for replacing blood loss, 

any -- is there any standard for that for a patient 
that had ;L. hematwrit and Iiernnglnhin like this 
patierit did'? 

A. There's tio standard, Again, it rlept.nc!s 

Q What about fresh frn7.t.n plnsrnn; is tlncrc 

yo11 xdity he petting back. 

ticccssary ixi a citse like this? 
Q. What kind of coagulaticm tests are 

Page 21 
A .  I doii't know that m y  are necessary. I( 

depehds on the blood loss. Rut thc oiics that are 
most commonly obtained would hc a proTinie, c? PTT, 
platelet count, occasionally a filwi tiogcti. 

Qd And what do those tests reveal wlien 
you're having a coagulation, coagulopathy problem? 

A ,  Well, they would -- the proTime and PTT 
would twminc proloriged if you are low in clotting 
factors. Your platelet counr wodd  iiccrcasc if yo11 
arc COnsurhing platelets, And your fibrinogen would 
go down if you're utilizing fibrinogen. 

Q For coagulnrioti? 

Q I iow \ong does it rakc for thuse tcsts to 
become pathologic after the clcvcloprncrtt of JNC? 

A .  1 think with DIC they woinld heccne 
aJnorhal very cioickly, vervcluickly. 

(2, What is the relationship between x t x  
administration of  crystalloid svIii(ions and thc loss 
uf blood from a surgical wound? How much 
crystalloid do YQW give pcr unit of blood loss in a 
major case like this? 

A Well. the general rule of tliuiiib i s  that 
you givc: i l  c m  c.c fur one cc at the time of blood 
Ioss wi(h the intention of c a t c i m  t o even- 

A .  Yes. 

Page I8 - Page 21 
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a two to one or perhaps even a three to one ratio of 
crystalloid to blood loss. 
C* 

9. What about colloid solutions'! 
A .  Colloid solutions, there's no general 

rule of thumb except usually otic cc for one cc blood 
loss reptacetwiit. 

Q no you know how much crystalloid wits 
given to  this paticri( privr 10 seven o ' c l ~ k ,  fo r  
cxa I ZIP1 c'? 

o'clock, for. example. that she had been b' 'lven 3 
4 .  T have m notation tha t  as of four 

total of close to five liters of crystalloid, what 1 
interpret to be another 1,000 c x  uxfe iitcr of 
fiespan, axld anolfkcr litcr of albumin That wouid be 
16:00, And \hen if y(>u go from there to seven 
o'clock, it appears as if she was given iin extra 
E ,500 nil of, well. it iitcr of lactatcd Ringers and 
mother one liter o f  Hespan atotig with sottie blood. 
I mean, the blood would he in addition to the 
figures 1 gave you. 

(2. A tliousaiid cc's of liespan did you say'? 
A ,  Yes, 
0. Is [ha[ a colloid or 3 crystalhid? 
A. That would be a colloid. 

A .  Not as far as T'm ctrncerned, no. 
(2. ~ i i e  urine output was not significant i'o 

yuu'? 
A .  The -- I'm Ionking at the vital signs and 

there wits no indication that this patient's bfovif 
prcssurc Itlad rcrrll ty ctiatiged substantially until 
sltortly hcforc seven o'clock. 

0- Tt was being supported by pressors, 
~fisn't it? 

A .  At one point it was 
'2- Around four -- 4:30'! 
A. 1 have three o'clock for sottic rcason. I 

don't kiit7w. I tnay he off a bit. I have t 5:M. 
Q. Well, it says -- 
A.  The Neo-Synephrine starts at 15:00, but 

I_ 

it-s hi id  fur me to know whcrc -- wfierc thcy stnrtccl 
that. Anid thei*e was some transient hypotension at 
that ti me. 

bid you calculate that they gave to this patieitt 
prior to sevt31-1 o'clock! 

A. Prior to seven o'clock, X have totalled 
up six units of -- but prubably -- six units of red 
cells, three of whoni were autologous. three of ~v'hnm 

Q. Whal i i h l r t  thc blood -- HOW trrucfl blood 
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I were directed, and then I -- i t  appears to me 8 s  if 
2 another two unitl; of red cells wits Fivexi iixwinc! 
3 7:30.  
4 Q How many would that lw'p 
S A Wdl,  that wcwlcl be it total of eight by 
(I 7.30.  
9 Q And her blood loss at that time W ~ S  

R apprnxitnalcly sorric(hirxg in excess of 2.600 cs's? 
o A That's correct. 

io (.j Is your IIIC diagnosis a clitiica1 
1 1  diagnosis or is it laboratory backed? 
,2 A If's it diniciil diagnosis with IabOrirtory 
3 tcsts sripportiflg tnly i7klfrcz;siun. 
4 

1 5  A els I 
16 Q 
17 A Well, atid the proTinic arid thc PTT, Thc 
K blood gas T'm lonkiiig mewhe re 

I Y  after -- right hefore 21. 

!I Ad Yts,  it lookb like i t .  Along -- 
12 0 That ioclks like -- Is that alung with tfic 
!3 negative base exccss, i s  thaf tnclabolic. acidosis? 
!4 A .  Yes. 
!5  ($ And that supports your clinical diagnosis 

0 What lakor*atot-y tests support that? 

!O . Q. f3:22, 20:22'? 
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1 of DIC? 
2 
3 Q* Why i s  that'! 

A. That. and the lactate level of 7 5 .  

4 
5 

6 
7 anoxia? 
8 
9 anoxia!, but it1 this case t.hc othcr labur;rtory 
i t  parameters, the proTirne of 26 seconds. the PTT of 

I I 157 seconds at 21 :(IC) indicate to me that it was IITC 
,Z i ~ s  -- gs the sourcc of tissue anoxia. 
13 Q, Thc tissue anoxia occurred hetwectr tfic 
i 4  time of 7:20 and 8:2c), the worsc=r\iriR o f  the tissue 
15 Cnoxia: is that true'! 
1 6  A. That's -- That's where I ' m  saying that's 
17 wticti rtic r m  srmett, JW. 

I K  Q. That can't be frntii Iiypopcrfiisioti or' 
I 5t inadequate pressure or inadequate itttravascular 

(2, What other things can czu'ie tissue 

A .  Well, lots of things cm cause tissue 

I 

!Z .,don't -- I don't p i t  the case together that way. 
23 Q. Why not? 
!4 A,. I think the L)K came first. 
25 Q. Why? 
c. Page 2.2 - Page 25 
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A .  Recause it's a recognized cvrrip\ication of 

coniyler; orthopedic surgery. C o ~ n t i i ~ ~ i l y  there art: 
large veiious clot pr~hleins like dccp vein 
thrornhophlehitis, pulmonary emboli, stroke. ticart 
attacks, ' rhc disseniinated intravascular cu;igulaticrn 
i b  j u s t  a more diffirsc systemic presentation of  that 
relared to the tissue thrornbopfastiiis from the 
surgery, 

Did all of those vther things happen 
here, IS that what you're wyitig? All those otftcr 
thrunibucxn~)olisiI.ls and all  that, did that all happen 
hew? 

r?. Nn,  what li'tri caying is it's ;I spectrum. 
These are all clolting disorders arid the DIC is a -- 
is one spcct~~.~tn in which iri cl prolonged o r t ~ ~ ~ ~ c ~ j c  
cwc, a complex spinc case with diffuse rclease of 
tissue thrombupli\stiii you can get DI[C and it's a 
recogiiized clinical problem that tias laboratory 
t t m i  i fes t at i uns . 

this pntictit in addition 10 t ~ c ,  all these other 
corriplicatioiis that you-ve just enumenrtcd'? 

Q. Whxt other of these thirigs happened tu 

A.<_The complications af acidemia and 
z4 ~ hypcrkalctnia and mass ic  blood loss2nd u ~ , ~ i x ~ ~ a t e l ~  
25 rnorrality are related to the J3IC. 'rhey'rt; secondary .-.- 
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1 to rttc D K .  
2 Q .  And they can't be caused by imdcqunte 
n perfusion of the tissues because thcrc's not eriaugb 
4 oxygen, thcrc's not enough red blood cells carryirig 
_S UXS/~CII? It can't be ciILlSed by that? 
6 

7 I believe that the -- to the ttxi,eri1 that t h i s  
x p>tient was hypovolemic arid -- arid had a 
9 fardiopulmonary arrest from acidemia and 

A .  That's not how 1 put this uasc logether. 

-r 

I 

LZ $&l, 
13 0 .  I know that, bur you're not saying that 
14 it's impossible for i t  to happen ihc other way 
is iirouticf, are you? 
16 A .  ! don't see ally evidence in this in this 
17 .case f r o m  my reading of the medical rccord that 
18 i t  -- that. i t  fiappeiied that way. 
IO  (2. Do you scc' adequate perfusion o f  the 
20 tissucs based upon ;dl of thc lahnratory reports. 
2 1  based upon thc clinical condition of thc patient. 
22 hascd upoti this entire rttwrrl that blood replacement 
23 was adequate, that other fluid replacernen( was 
2.1 itdequltte, that her intravascular pressure, that her 
2.5 heart was working properly- that everythitlrg was 

. 
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1 being monitored? Sfic wr3c hemndynanilc~rlly stable, i t .  
L oxher words, according to you; correct'! 
3 
3 

5 

6 
7 

ec 
5, 

I O  
I 1  
12 
13 

LIIC' corritncnced, up until that point O w e  is nothing 
i n  this record to indicatc litat tticre yas2zy  

A .  That's correct, 

16 A .  1 can in my uwn pcrsoml experience 
occasions where t h t  17 

18 

20 
21 

22 
23 
24 

rccall at least two prt tviw 
l~appeneci. 

0. And how inany tota 
aware of? 

A. 1 ~fofi't kllow. 
Q. Hundreds? 
A.  T don't know. 
Q f  Huncfrccts at least? 

occasions arc YOU 

2.5 A ,  It's a recognized complication, That's 
_I 

_.. - 
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I why wc call it complex spine surgery, And I know of 
2 at least two cases in m y  own carccr where these w -  

3 the scoliosis repair or thc -- O r  the spiiie surgcry 
4 was complicated by DK. 
5 Q. s ? 
6 A .  
7 
8 coagulopathy'! 

Q. Is there soniething called a dilutional 

9 A ,  I tliink it's a mistiotncr. You can liave -- 
10 You can have ahnormali[iw of the coagulation 
I ! laboratory tests hastsd on dilution. 
1 2  Q. And what does that cause'! 
13 A ,  It causes an abnormal pro'l'irnc and a PIq'l'v 
14 but i t 's 1101 a coagulupitthy per FC, 
1.r Q. Does i t  caust: bleeding, excessive 
i 6 bleedirig'? 
17 A ,  Rarely. 
1 8  
iv  cieals with Jisseniinated intravascular coagulation 
20 during surgery for scoliosis? 
z i  
22 written about it, 

.- 
(2. Are you ilwitrc of  ary literature thrtt 

A ,  Not in particular, but there's it l i l t  

23 
24 occurring? 
25 

Q. Are you aware of  the rate of this 

A,  I cnuldn't quote a finire to vou. 110 

Page 26 - Page 29 
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1 Thanktdly it’s 110t cntnmon; it‘s rare. 
2 Q Docs the i3atient’s general htrdth rIltcr 
3 hito the picture of whether or nor this conditioii -- 
4 DIC develops during a majijor surgery like this? 
,s A N o ,  1 believe it’s inore related to the 
6 specific surgical proccdure itself. 
7 ( j  1s hyporhcrrnia known tn warsen DIG' or 
8 itlcrcasc the chances of DlC developing? 
9 A 1 t h ink  in  certain ciises it’s k r i ~ ~ i  to be 

l o  a problem with respcrct 10 coagulation 
I I q,  What kind of cases? 
I:! A ,  Dccp hypotherriiic aortic arch repair, 
17 whicli is a complex cardiuthoracic sittiatioti. Even 
14 iri routine bypass proceclurcs, I think they’ve 
I5 learned not to cool the patietit as much as they used 
i o  t o  becanse of those problems 
17 0. How id~our itiadvertetit hypothermia’) I’m 
I 8 not talking ~ N ~ J L  intention~l hypothermia. Is it 
1st kriowrl 1 0  itwreaqe the risk of D ~ C  devcloping’? 
20 MK. B O N ~ L Z I ,  In lYYS? 
21 Q. In -- 
22 M R ,  RONIYXI:  And before‘? 
23 Q Beginning in -- Before 1995, yes, 
24 certaility. 
25 A. I wr~uldn’t be ablc to distinguish between 
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I intentionai or inudvcrrctit hypothermia. I believe 
2 it woultf be ttic simic. 
3 
4 [tie term “hypothermia” -- 

h 

7 about‘! 
8 

10 patient + basically the morc problemark the 
1 I coapulation cascaclc or  platelet function might be. 
12 0. Well, at 29 -- 20 to 24, degrees, the 
I 3 patient is unconscious aren’i ~ h c y ?  
14 A Well. during surgery -- 
15 Q, Bithcr ititctatiorially or -- 
16 A, -- dur inp  surgery, 1 certainly would -- 
17 (2. -- not intentrally? 

1 0  0. Even without anesthesia‘! 
20 
2 1  specific. I don’t understand what yoir’re talkixig 
22 about without m c h x i a ,  
23 

24 centigrade, not in a n  operating and no( utldcr 
LS arrcstlwia, arcti’t they uncotiscious? 

9, And what teinperature would you ascribe to 

5 A .  WeII -- 
-- in this stl~isc: that we‘re talking 

A. f ttiean, T W  anythiw under 28 

18 A .  -- IlOpC C O ,  yes. 

A .  I guess you’lt hove tt7 give me a 

(,I Well, if a person is 28 degrees 
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1 A .  I -- I W W 1 d  gtlCS5; S O .  you’ll h a V C  tt9 

2 give tile a specific (;ituatiw You mean like falling 
3 In Lake Erie In December‘! 
4 Q. Yeah. Ariy way they could gcr that way 
5 Maybc fdliiig down i n  the s m w ,  If you know, I 
6 rricm. 
7 
P going with conscious, uncmscims 1 thought we 
9 were talking about coagulation 
o C) Bo you think that 34 tiegrees ce:Ittigrc?dc 
1 in xi iu~cslhc(i~cd patictit ~ , , c s i i l d  iricrease the risk 
I of D‘IC developing? 
7 A II wouldn’t think s q  nu,  C;irdiothvntcic 
4 patients are currunurilv -- IhCy ~ ~ t ~ ~ ~ ~ ~ ~ i r l y ~ e ~ ~ ~  
5 s\irgcry hclow that 
6 Q, Arid do t h y  devclop DIC sutriet1mes from 
7 (hiit‘? 

8 A Nor -- r\Jcif from thc hypohcrmja per se, 
9 but from cvcrythitig elsc that‘s goit]@ o n  with the 

Y) case iricluding tissue thromboplastins. But the 
! I  hypoihcrmia is cotntnotify felt to he a contributing 
!2 factor. 
!3 Q Can I see the notes that you’ve been 
!4 referring to, Doctor’! This is your analysis of llic 
!5 anesthesia recvrd that I‘rn looking at now? 

A ,  T guess I don’t understand where you’re 

-. _ _  ~. . -_. --- 
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1 A It witti iiri ~1tLertlpt to surnrriarkc what W ; ~ C  
2 going 011 tiurirrg rhc casc as I was rcnditig through 
s the record. 
4 v  
5 l ~ v e l  at 7:20 of 230? 
o 
7 way or the vther. 
8 
9 what caused that to be elevated? 
10 A 1 think it’s unremarkable. 
I I Q Back at 6:4Y, the laburatory ftw, Ihc 
12 platclct count is 173. Was there any significance 
13 to that? 
14 A Can I have my notes back‘! 
15 Q S\rre. 
16 A ‘!%iI[’S 1Uwr;r t h x i  what she s1;irlC:d with, 
17 but still wittiiti ttie rarigc of ticmiial, 
I 8 Q WIiat about tibrinugen? It’s 154, 
19 
!O 100 to 150, which is the lower range where yuu rnighl 
? I want to intervene 
72 And what’s causing that? 
!3 
24 consumption. 
25 

A.  Tkit doesn’t have any  meaning to nie tine 

Q,  YOU dotr’t tiavc any ides or tticc7ry ahout 

- 

A ,  That‘s low, but % t i l l  abovc II lcvcl of 

A. 1 think in part dilution ;!11&_1p)ig2 

(1. What was causing the hernoglobin and 
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I hematocrit ro drop‘’ 
2 A Bluocl low, dilution, 
3 CJ And was the proTinie alsv falling‘? 
4 A .  At what time? 
s (2 6:4Y, 
6 A ,  Not as far as I ’ m  coticerned, ‘I%c IproTiine 
7 was 12.1 . That’s absolutely normal. 
x T 

Q,  How about the PT? 
9 

10 normal. 
I I 
12 of negative six at that time, Docs that niean 
13 anything at dl ill the picture of th is  patient’s 
14 clinical cundit ion? 
15 

16 Q. 7: lY -- 7;20. I’m sorry- 
17 MK. LIONEZZI; Yes. 
18 A .  Right, but thc, -- 
13 Q. That‘s wfrcri you say -- 
2 0  A.  The o(1icr value -- 
2 1  Q. -- the DIC was in the proccss of becoming 
22 fulminant? 
za A. ‘I’hut’s when 1 set: thc first evidetlce that 
24 this paLicnt was develvpirig r x .  At the e x k r  
LS values you had c ~ u c ) ~ I  t i le  were from soirietitne earlier 
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A .  The w’]’ of 27 seconds is absolutely 

q. And (here was a -- 1 think a base excess 

A ,  I don’t get thixt uritil  7 3 0 .  

s ,  .-., 

1 Q. Yes, the -- 
2 A.  0145. 
3 Q. -- 6;49. 
4 A.  Right. 
5 
6 response Cram a hematologicnl viewpoint to these 
7 changes in the 1abor;itory findings from 6;49 tt~rougli 
x the 7:2O figures? ~ 

(1 

I O  unremurknbic. The pro‘l’irne, PTT were absolutely 
1 I within the tiorma1 range as was the platelet count. 
12 ‘ l l e  fikriiiogen was it tad low. 
1.7 0.  How ahout at 7;20? 
14 A.  Well, at 7:20 f have a blood gas a id  
t 5 that’s all I have. 
16 0. A base excess of minius six? 
17 A. Yes. That’s why T think that around 7:30 
18 EX shortly thereafter this patient was developing 
19 E. 
20 0.  . W f o r c ’ ?  
2 1 A .ai). 
22 c). So, ai 7:ZO was she developing DXCI? 
2.3 A .  I 
24 acidemiu th;i(. by 20: 15 had become worse:, 
25 

Q. And what should have been dotic i n  

A. The hc,rnatnlngic figures wcrc 

0. What about the ficrrioglobitl and hematocrit 
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1 at 7:20? 
2 
3 seen perioperatively in patictits with hlood loss, 
4 

5 

6 
7 

A. The hematocrit 24 percent is corntnotilgr 

0. And the calcium ion at 7:203 
A. ‘l‘hc. -- T have that as low. 0.64. 
(2. And why was (hill‘? 
A.  1 don’t know. hut it  could have hecn frotn 

8 the citmtc load from the plilsma thxr was given 
9 

.-- 
Q ,  What plasma wits givta’? 

I O  A I have three riiri is of plasnia h&besn 
I I given up tu that poitit atld around that tirtnc, 
12 although it‘s difficult fizr me to say, another three 
1 3  units of phtelcts were given, which is a platelet, 
14  a p1asm;c rich product. So, this patient rcceived 
15 well h a  C X C ~ S S  of a liter uf plasma. poscihly 
I6 explaining the hypocii1c;ctnia. 
17 Q. is tticrc anything else that could have 
18 carised these changes that we’re talkirig about trom 
19 6;49 through 7:20, these laburatory - -  some 
zo abnormalities that we’vt: talkcd about? 
!I A. Well, again, t}kC otilv t h i n m h i w e  
22 here is the blood gas atid, SI), based on the 
!3 r;ubsequenl blood gases, my interpretatiott of this 
14 record is that she was developing DIC e11 or around 
!S 7:30 atid it’s ohvicrrrs thereafter that the worsening 

1 of the hlood gases were rela!cd to the DIC. 
2 0. Well, what IreCttr~kCllt at 7:20 when this 
3 DIC is develuping, its you put it, is necessary to 
4 reverse this procedure or does everybody die from 
5 !his’? 
6 A.  I f i n k  it's a (crrible situation io be 
’9 in, ulc is a dcwstating ~ ~ i ~ ~ ~ l ~ c ~ t i ( ~ n  and f thirik 
8 -treatment is overall pretty futile and I think there 

----- 

-” 
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1 i (1 What is the treirtriictit, frcsli frozen 
I 2 plasma‘? 
I 3 A Fluid rcsuscitatioti, hlood, plasma, 
14 pkiteieJtii, 
is Q Cryoprccipicate? 
1 6  A .  If necessary. 
17 Q. What do yuu rilean if t~ecessary’? What 
18 makes it tiecessary? 
19 A It‘s something yoir ( ~ T V M /  i r k  R S  a source 
2 0  ,of titxinoKen in iiilrlitioti to the plastnnyou’re 
21 givir\g, 
12 Q.  The DK:, wtiict wits the fietaiorrhaging that 
23 it auscd prior to the rime this patient arrcstcd, 
24 the additional 2,400 niilJiliters’/ 
25 A You’re referring to the period bctwccti 
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18: 15 and 20: I5? 

(I. Yeah. 
A What is fhc qricstion again, pleaqe? 
o Is th3t -- Was that blood loss caused by 

the DIG" 
A Well, I don’t know what the blood loss 

c) Arid what -.. what do  you say the mortality 

A I th ink i t ’s  in excess of 5 0  pcwecnt, but 
rate is i n  nic’! 

ic rlcpends c9n the situation, bur 1 think in soiirc - &  

in some settings i t ’ s  upward of 90 percent, 
Generally l think most people would ackriowledgc that 
for whalever the reason, if the patient’s in I)IC, 
the rnortnli ty is iri cxccss oC 5U percent, 

(z What are the laboratory tests that are 
d i q y i w i t  of r m ,  split pruducts and things of that 
nature? Are there -- Are tlrcrc some things that you 
can prove that fjlc existed by having certaiii tests‘! 

laboratory based and i t  takes a long timc to do svme 
of those, SQ in retrospect it helps you understarid 
what \viis going on with the patient, but they‘re not 

very useful it1 t e r m  of inarurging the patient at the 
tittic ~ ~ C I I U S ~  It takes too long to get them back, 

V .  Well. \‘vas atiyhing like that done, I 
mean, ticrc, axiy of (ticst! tests done here’? 

A.  I didn’t see aity cvidcnce that there was 
and I ‘ m  not surprised hecatrsc thcy’ret generally not 
that usehl. There’s little titric to wait around for 
tliose t csis . 

Q, Are there any of your. publicntio~is or 
presemtions (fiat r 1 4  specifically with your 
opinions in this case? 

A, I have writtell on Dlc in the past. I ’ v e  
written a lot about orthvpedic surgery, SO I’m 
basing niy opinions cxi my experience, general 
kmuwledge, 3 Int of what -- a lot of which 1. have 
phlislicd, yes, 

ta I IC i 11 g ;\bo 11 t 1 

A. You can do that, but they’re all 

. . ., --- __I____ . 
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0. What specific: publications are you 

A. I’d liave to refer to iiiy C.V. 
Q. ‘I’ht’s okay. You can do that, 
A .  The Management of L>Ic is iii one of the 

standard textbooks, Priticiplcs o f  ’Transfusion 
Medicine. It’s iiuml->er seven uiidcr m y  invited 
publicatio~ts. That would be: on ur around Page 16 o r  
SO. 
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1t;”age 40 
Q.  Liniitatiorls in Pt-ocurity Adeqcrate 

A .  No! no. Invited puhlications, Page I t ; .  
0. I‘ve got I%gs lG here. 
A.  Can J scc whit( y i ~ u  have? 
(2. Okay. Maybe we’ve got two cliffcrent -- 
A.  ’I’his is pretty out of date. 
(1. Oh. 
A >  M a y  o f  ’95 1 

Q. Welf, that’s the one I jusf got it week 

Autol~igoiis B1ood? 

ago. 
A .  S O  

0. Do yc7w fiwe an up-to-date otic? 
A .  I: do. 
(2. Okay. 
A,  Uuu can have this if you like, 
0 .  Okay, gwd,  Jiist 1’11 take th is.  

MK. nQNEZZ1; Let me see 
that., Did 1 give this t n  you‘? 

MR. LAH‘CIONE: Yes, 
hfR,  BOKEZZI: 1 apologize. 

A .  S o ,  titimber seveii is the otic I’m referring 
to. That would be the first edition of tfm{ 
textbook and I‘ve -- thctc;’s been a second edition 
which l’m looking for tiow, 

, , ,  ..... -.. . -  
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(Questions by Mr. I ,atxiwe) 

Q. I have sotnc rncrrked in mine. Maybe 1 have 
[hat ,  Let me see. Secorid cdition, is that what 
ycirr’re talking about? 

A, Uh-huh. 
Q8 I’ve grit number. 56, but maybe that‘s -- 
A ,  ’l’hat’s not quite what I had, but I ’ n i  sure 

it’s around tticrc somewhere. 
(>+ Williams and Wilkins, Management of I I I C ~  

Principles of Transfusion Medicine, Sccnrid Etiitivn‘? 
A t  Yes. 
0. Okay. 
A. That’s it. 
Q, All right. You’ve also written on 

Ttiforrried Consent Regardi rig to Transfusion. 
A .  Yes .  
c). What is the standard fix- informed 

cr>nset1r? 
A. Well, the rnedical Icgd standard k to 

have a discussion with the paticrrt aboirt (he 
potentia1 risks atid tirc potential benefits of blrtod, 
t?ltcrri;ctives to blood if it’s ayproptiate. possible 
altertiativcs, an opportunity to atiswcr questions and 
surne kind of an iridicatiorl that consent was given. 

0. A discussirsri ol’ risks? 
G Page 38 -- Pagc 41 
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A ,  Ycs, the rclativc risks and benefits of 

0.  What about discussirig r m ?  
A. That 1s usualIy -- I mean, to the extent 

it's ;ddressed wonld be part of the discussion of 
(fie surgical aspects of the  case. 

surgeon to talk ohoitt tfic risk of X~IC'? 

blood. 

Q, So, I h t ' s  thc rcspvxisibility of  the 

A. I -- 
M K  H O N E ~ ~ ~ :  objection. Go 

iil\cad anit answer, 
A * #  

_to talk about rcxriotc -- rarc to rcinotc risks. i 
tliiiik rtic patictit has to hnvc 311 undcrstariding from 
the surgeon and anesthesiologist that they may dic 
from thc surgcry and the ccqNcnt io t is  related I O  
surgery that may result in that, hut to ga through a 
laundry list of ~ ~ ~ ~ I i c ~ ~ t i u ~ s  inulirding DK would 
probably tax any surgeon, anesthesiologist or 
patient. 

wouldn't be sornt;ttiing that the suwgeh or the 
3 t ~ c s t ~ ~ c s ~ ~ ~ ~ ~ ~ j s (  should disciiss with a patictit i11 a 
case likc this? 

(2. Su, {hat risk is so remote that i t  

A. 1 think it's a rare cotnnlicarion. Tf vou 
4 ,  

Page 43 
1 ,want to term it remote, you can do that. But it 
2 seems to  me that very rare events can he encompassed 
3 under the general theme that complex surgery is 
4 substantial, you don't do it lightly, and patients 
s can have cotnpkatiotis that cat] lead to death, atid 1 
(3 think that covet's a lot of vety rare coinplications. 
7 Q. What could have been done in this case to 
8 prcvunt her death then'! 
9 A, I rhixik tlicy did tlkc bcst t h y  codcl 
o under extraordinary circuiiistatices. T think the D J ~  
I was a devastating ~ ~ n ~ p l i ~ ~ t i ~ n  and I think they did 
2 everything they could in terms of fluid 
3 resuscitation and transfusion medicine. 
4 essentially yutr're saying nuthing 
s rhnt  ariyotic coi~ld h v c  doric in this casc corild hrtvc 
6 ~ saved herdfe? 

17 - A,  Not in m y  opinion, 
1 8  Q What cIiriica1 manifestations would have 
I O  occurred prior  to t h i s  suddeti cardiac arrcsi sfral 
!V occurred at about 0:15? What would the surgeons or 
! 1 the attcstticsiotogisf tiavc rru~iccd, j u s t  suddenly the 
!Z patient has a cardiac arrest? 
!?I A. Well, I have that the arrest occurred 
!4 L W T ~ U ~ K ~  2 1 ;OO, is that  wrrocl'! 
!!i Q, Well, it appears here 21 115, 9: 15. 

- - ~  
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1 A T S t i 4 (  Ihat 10: IS? 

3 A Sorry. 911s. 
4 Q, No. it's twenty-one 
5 A, Okay. 1 got you 
6 Q ,  9:15. 
7 A .  1 got y w .  Su. vour  question m 7 a ~  what 
K were the cl itiicrtl ~ ~ ~ a ~ i ~ ~ s t ~ t i ( } i ~ s  of 311 iiqmiciirig 
9 arrest: is that your question'! 

10 Q, Kight. 1 niea~i,  they're takirig ciirc (.)f it 

I I patient and thcy're going along and npparently 
12 nobody suspects anvthitig :rnd then suddenly the 

2 M R .  RQNEZZI: ' I  Weiity-otIe. 

13 
I4 
15 
16 
17 

18 

19 
20 

21 
22 
13 

patient has a cardiac m e s t ,  

think that the blood gas at 20: 15 was ail  abniorinaj 
bfood gas. 1 think that they did wcle ts tar i i f  that 
thcre w a s  a prublep. 

0.  So, you're sayirig ( t i t i t  even if they had 
an extra line in and they could ~ B V C  pttcri iiiorc 
crystalloicls arlrll rnore colloids and more fresh f r~zei i  
plasnia and inore red cells to rcplttce her blood, i t  
still wouldn't have dotie m y  good'? 

A. I don't get that impression i i [  ;ill, I 

1 

A. That's not what T'in saying a1 a l lv  I scc 
24 evidence that they had -- ve,iious acccss was iioi ;ti) 
~5 issue. 'I'hey were giving a lor of crystalloid, a lot 

1 of blood products after that painr. 

-.- .- - 
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2 
3 

Q, After sevcn -- After 8:30 are you saying? 
A .  Well, all ffic w y  through and even afte; 

4 
5 
6 
7 

8 -  
9 

IC) 

I 1  
12 

13 

14 
1s 
I6 
17 
18 

19 
20 

21 

22 
23 
24 
2s 

they recognized there was i t  clinical problem, I see 
&ots of notations. I see a iiter of  lactated 
Ritigcrs. I see ii second liter of lactated Ringers 
being giwn simdi:tneuusly with several w i t s  of 
blood around the titi16 o f  that blood p ~ s ,  

Q. Through the two 16-gaugc litlcs? 
A .  Corrcct , 
Q How many u t i i t s  of  prwked: red cells did 

they give before the cardiac arrcst'? 
A.  Well, my interpretation of  the record is 

that she received 13 units of red cells, three trt-eits 
of  phsma, and three units of  platelets 1,efoi.e the 
cardiac arrest and h-~ ;rl'ter that  hey note itt the 
filial. summary of  the case, for C X I J K I ~ ~ C ,  shc m x i v c d  
3, total of  30 mils of- red cells. So, between 7:30 
itnd the cardiac arrest o r  even after that, 7:30 on, 
she rcceivcd 17 wits  of red cells, for example, 
suhtractmg 13 from 30. Sevetltectt mils of rccl 
cells. She received what looks like mother two 
litcrs oC plxma and another three units of 
platelets dong w i t h  ;t substmtial aniocint ctf 

-(-.-----r 
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Page 4 
i Q ff there were less than 13 utrits of 
2 packed red cells released from the blood bank prior 
7 to her itrrest, then we can conclude that they 
d. ctiuldtft have bcctr givcrt, 13 couldn't have been 
5 given I f  there were lecs tl-iaii 13 rclensetf from the 
o records; i s  that correct7 
7 
x you, You ccrtaitily can'( give blood if it's not 
Y been sent from the blood hank. 

i o  (2. Okay. Wax the autopsy significant to YOU 

i f  it1 all with respect to your opinions? 
L 2  A N o .  
.? 
4 fitctors and electrolytes both'! 
5 
G electrolytes. It depends on the nature of the klood 
1 loss, the pace of the blood loss, and the amount of 
8 blood lvss its lo whether you efioose to replace 
o clottiiig factors o r  not. 
,o Q. Well, are there riot a lot of clotring 

I fastors in fresh frozeti plasma? 
2 A *  Yes. 
. 3  
4 rluririg h i s  surgery; do you know'! 
5 

A.?l'cf hiwe to review those recordc with 

*- 
(2. What products are given to replace 

A *  Crystalloid is giVCtl to rcpiace 

Q What lietnodytiarnic inonitoring was going oti 

A.  1 ani m t  mi expert in that area. I kriow 

Page 47 
I that they had x i  artcrial Iiric in, 1 knww that they 
2 were moiiitoring vital sign$, 
3 Q. Were they iiianitoring the puitriotiary nrtcry 

-c L 

5 h.  N o ,  
6 
7 A .  No,  
8 
9 DIC was cxcurring earlier? 

0. They didn't have a Swati-Crilnz line in'! 

Q.  Would that have helped thein discovcr that 

0 A ,  No( in M Y opinion, ,My view of the field 
I is that Swan-Gam catheters are tnc>rC: prublems than 
2 they are benefit. 
3 0. Is potassium excreted in tile urine? 
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My Corrunissiun Expires: 
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