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1 On behalf of the Defendant 1 NORMAN SCHNEIDERMAN,
2 Ginger Hamrick, M.D.: 2 M.D.of lawful age, Witness herein,
3 Bonezzi, Switzer, Murphy 3 having been first duly cautioned and
4 & Pohto Co,, L.P.A. by, 4 swomn, as hereinafter certified, was
5 DONALD H. SWITZER, ESQ. 5 examined and said as follows:
6 1400 Leader Bullding 6 CROSS-EXAMINATION OF
7 526 Superior Avenue 7 NORMAN SCHNEIDERMAN M.D.
8 Cleveland, Ohlo 44114-1491 8 BY-MS.MATTHEWS:
9 (216) 875-2767 9 Q Hi, Doctor. I am Laurel
10 . 10 Matthews. We met once before --
11 On behalf of the Defendarit Peter Y. 11 A. Hi, Wedid. Hi.
12 Lee, M.D., and Cardlology Associates 12 Q. -- It now dawns on me. Nice
13 of Canton, Inc.: 13 to seeyou again '
14 Roetzel & Andress by, 14 Could you state your full
15 'RICHARD STRONG, ESQ. 15 name for the record, please.
16 222 South Main Street 16 A. Dr, Norman Schneiderman.
17 Akron, Ohio 44308 17 Q Great. Well, as‘you know, I
18 (330) 376-2700 18 have a series of questions for you, I |
19 19  would just ask if you don't understand
20 20 one of my questions that you let me
21 21 know, okay? _
22 22 A. Certalnly.
23 23 Q. Isit reasonabte for me to
24 24 assume that If you answer one of my
25 25 queshons, you understood it?
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1 A | think that's reasonable. 1 correspondence that he sent you, so | am
2 MS. ATWELL: I just want 2 just going to mark two things, if |

3 to buttin, and then | will shut up. 3 may. They will be the only exhibits, 1
4 Laurel, you're extremely clear. The 4 and?2

5 doctor is a little fainter. 1fyou 5 e

6 could angle the phone, anyone? 6 (Thereupon, Deposition

7 THEWITNESS: Yeah, | was 7 Exhibit-1thru2 were

8 leaningback, so | will sit closer. 8 marked for purposes

9 MS. ATWELL:  Okay. Thank 9 of identification.)

10 you very much. o T

1 MR. KREMER:  And this is 11 BY MS. MATTHEWS:

12 Stefan, and | won't butt in again 12 Q. Oh, I am sorry. Could you
13 either, Laurel, but since there is a 13 just identify these for the record,
14 couple of us by phone, can we all agree 14 please.

15 that if there is an objection by one 15 A Yes. Oneis a letter from

16 attorney, it counts as an objection by 16 Mr. Switzer, dated April 1Ith, and it

17 all defense counsel? 17 talks about the trial date, etcetera.

18 MS. MATTHEWS: That's fine 18 And the other is a bill that Esent,

19 with me. 19 which is dated April 15th.
20 MR. STRONG:  Well, maybe 20 Q. And that's the date of your
21 Laurel will give us a continuing 21 first report; correct?
22 objection to the whole deposition, like 22 A That was the date -~ it
23 Chuckdid. 23 probably came around the date of my
24 MS. MATTHEWS: Yeah, | 24 first report, yeah.
25 will, if you want one. 25 (Examining document.)

Page 7 Page 9

1 MR. KREMER: The only 1 Yes, it's the date of the
2 thing I am concernied about is if an 2 first report, correct.

3 objection doesn't come across on the 3 Q. Am | correct; included in

4 phone, that's all. 4 your bill, the date of the first report,

5 MS, MATTHEWS: We will 5 isthree hours to review the chart and

6 consider you phone people asjoining 6 the depositionof Dr. Hamrick?

7 everything; all right? Is that fair? 7 A. Yeah. Three hours to review
8 MR. KREMER: Thankyou, 8 chart, deposition of Dr. Hamrick, that

9 Laurel, o 9 s correct, and a conference call.

10 BY MS. MATTHEWS: 10 Q. So It's reasonable to assume
11 Q. Doctor, couldyou please 11 then that prior to préparing your first
12 state your address for the record. 12 letter you read the chart and Dr.

13 A, My address here today is 13 Hamrick's deposition? ,

14 Miami Valley Hospital, One Wyoming 14 A. That is probably true. ,
15  Street, Dayton, Ohio 45409. 15 Q. At some point you prepared &
16 . Q. Allright, Now, before the 16 second letter; correct?

17 deposition started I was informed that 17 A. That.s correct.

18 you don't have your file with you; 18 Q. What did you read, prior to
19 correct? 19 the second letter, that you hadn't read
20 A Yeah. |don't keep my file 20 before the first?

21 herewhen | am reviewingit. It's at 21 A Well, I can't tell you
22 my home, : 22 exactly, butthere may have been some
23 Q. All right. Mr, Switzer did 23 additional depositions and perhaps the
24 give me a chance to look at the 24 pathreport. | can'ttell you if | saw

25 materials he sent you and the 25 the path report with the first chart.

[t
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1 Q. Were you sent Dr. Waller's 1 A No, Thave not.

2 expert report? 2 Q. Have you seen any other

3 A. No, because Ihave never 3 expert reports, other than the

4 seen Dr. Waller's expert report. 4 plaintiff's experts?

5 MS. MATTHEWS: Isthere a 5 A Thave reviewed the two

6 transmittal letter Indicating when you 6 cardiologists' who are involved, and |

7 sent the autopsy report? 7 have reviewed more recently the

8 MR. SWITZER: 8 deposition from the husband of Ms.

9 (Indicating.) Look on the first letter. 9 Germanoff. Bbelieve that's it.

10 Isiton the first letter? 10 Q. Okay. No other expert

11 MS. MATTHEWS: Oh, yeah, | 11 reports?

12 am also enclosing the autopsy report. 12 A No. Hhave had -- there are

13 THE WITNESS: Okay, so 13 two letters from the plaintiff experts,

14 then Imust have had the autopsy report, 14 but not their depositions,

15 so that was not additional information. 15 Q. Okay. And no expert letters

16 But Ido remember there 16 from defense experts?

17 was some additional information that 1 17 A No.

18 reviewed because | remember Bwas out of 18 Q. Allright. Wel, just -- do

19 town when Ireviewedit. And Bcan't 19 you know who Dr. Waller is?

20 tell you what it was, butit may have 20 A Itseemsto me Bhave heard

21 been some additional depositions, | 21 his name, and he may be a pathologist?

22 don't know, maybe Dr. Hatcher's 22 Notsure.

23 deposition? Itwasn't the cardiologists' PA] Q. Allright. If Dr. Waller

24 depositions because lknow Bread those 24 said in his report that the troponin and

25 later. Butl can't tell you exactly, 25 myoglobin levels done between 12-16 and
Page 11 Page 13
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but there was some additional
Information.
BY MS. MATTHEWS:

Q. You're sure of that?

A. Oh, T'mquite sure.

- Q. Okay. You say inyour
second letter that these opinions
occurred to you after reviewmg Dr.
Hamrick's and Mrs. Germanoff's
admissions just prior to her death,
That's not accurate, Is it, because you
had already reviewed those?

A. 1 probably reviewed those,
but I may have re-reviewed ‘those, having
gotten more information, and I
formulated some’ addmonal opinions.

Q. Do you recall If you had a
conversation with Mr, Switzer between
the two expert letters that may have
assisted you in having an additional
opinion?

" A, Idon't think that was it.
don't recall that, .

Q. And you have never seen Dr.

Wallers report? ‘

4B§BBBBB§Q5GEEBSB@mﬂmmthH

12-18 were all abnormal, would you agree
with him?

A. Between 12-16 and 12-18 were
all abnormal? No, T would disagree with
hitm on that,

Q. Would you agree or disagree
if he said that the presence of
continued chest pain and suspicious
enzymes from 12-16 to 12-18 mdndated a
cardiac cath?

A. Twould - I would not
necessarily agree with that but I would
say that T'amnota card|olog|st

Q. Soyou don't have an opinion-
one way or another as to whether, based
on the enzyme changes, Connie Germanoff
should have had a cardiac cath when she
was admltted to the hospital?

A. T would not make a
statement -- yeah, I am not a
cardiologist. I am not in a position
to judge that.

Q. Would'you agree that cardiac

,.cath is the gold standard for the
‘dlagnosrs of coronary artery disease?

. FAX 216.687.0973
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1 A 1 would -- | don't like to 1 havean opinion since | am nota

2 usethe word gold standard. | would 2 cardiologist.

3 saythat itis the besttest we have. 3 BYMS. MATTHEWS:

4 Butthat's notto say it's a gold 4 Q. Would you agree with me that

5 standard. 5 Connie had multiple cardiac risk

6 Q. It's a better test than 6 factors?

7 anything else available? 7 A Yes.

8 A. | thinkitis, yes. 8 Q Would you agree they are

9 Q. Would you agree with Dr. 9 well set out in the medical record?

10 Kamen, the cardiologistwho -- one of 10 A Yes.
11 the cardiologistswho treated Connie 1 Q. Would you agree with me if
12 Germanoff, that even in the best series, 12 someone reviewedthe medical record they
13 10 percent of patients with coronary 13 would be aware of all her cardiac risk

14 artery disease can be missed by an 14 factors?

15 adenosine stress test? 15 A | wouldn't say all of them,

16 A. That's my understanding, that 16 but they would be aware that she had

17 there is about 90 percent accuracy. 17 risk factors.

18 Q. And that's something you 18 Q. Feelfree to look at any

19 would expectan ER doctor, who practices 19 records you want, Doctor.
20 emergency medicine, to be aware of? 20 A will, surely.
21 A | think an ER doctor would 21 Q Would you agree with me,
22 know that it's not a hundred percent. 22 when Connie presented to the emergency
23 Q. And I take itan ER doctor 23 room on December20th, her presentation
24 should know that you can't rely on a 24 raised the suspicion that she could have
25 negative adenosine stress test in the 25 cardiac chest pain?

Page 15 Page 17

1 presence of continued symptoms since 1 A. On the 20th, this is when

2 it's not a hundred percent? 2 Dr. Hatcher saw her?

3 A. I think as'an.ER doctor 1 3 Q. Correct.

4 would say that you can't rely on a 4 A That she could have cardiac

5 .cardiac cath a hundred percent. 5 chest pain, yes, Ithink that that was

6 Q. Thetefore, you have to always 6 possible, yes.

7 consider cotonary artery disease in 7 Q. In fact, that's something Dr.

8 somebody with symptoms suggestive of 8 Hatcher considered; correct? . .

9 coronary artery disease? = A 9 . A. I believe he did because he
10 A. Always consider it and put 10 did EKG and enzymes.
11, it on your differential at some level. 11 Q. And the symptoms she was
12) Q. Would you agree that 12 having were that she was clenching her
13 adenosine stress tests are partlcularly 13 chest, she had midsternal chest pain .
14, unreliable in women? 14 radiating down the arm, and she vomited
15 A. No. That's not my 15 twice in the emergency room,; correct?
16 understandlng 16 A. 1.don't remember the
17 Q. If Dr. Waller said that the 17 vomiting, but that's possible. .
18 failure to perform a cardiac cath on 18 Q. Ithink you will fi nd it in :
19 12-18, before discharging Connie 19 the nurses' notes, if you would like -
20  Germarioff, was below the standard of 20 A I wouldn't -~ it wouldn't
21 care and lead directly to Connie 21 surprise me necessarily. | know she, on
22 Germanoff's death, would you agree or 22 prewous times, had vomited.
23 dusagree with that'? L 23 Q. Would you agree those are
24 MR STRONG ObjGCthn 24 falrly typical symptoms in someone.
25 "THE WITNESS: I 'would not 25 presenting with cardiac chest pain?
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1 A | think they are -- they can 1 Q. Would you agree that the

2 be consistent with chest -- with cardiac 2 results of the MI panel done on the

3 chest pain, as well as being consistent 3 20th of December were not normal?

4 with other diagnoses. 4 A, That what was not normal?

5 Q. Right. Butwould you 5 Q. The MI panel.

6 consider those typical symptoms, as 6 A. That the Ml panel was not

7 opposed to atypical symptoms? 7 normal? That's probably technically

8 A | would consider them to be 8 correct, but | believe that by the same

9 typical for a cardiac chest pain, as 9 token the MI panel was not abnormal,
10 they are also typical for GERD, as they 10 Q. Well --

11 are also typical for gallbladder 1 A At least not meaningfully

12 disease. 12 abnormal. For example =~

13 Q. And that's the -- the Issue 13 Q. Uh-huh.

14 when people come in with symptoms like 14 A -- the myoglobin level, in

15 that is the differential; correct? 15 my opinion, Is atotally worthless test

16 A Yes, that is the Issue. 16 which we don't put on our MI panel.

17 Q. And | think we already 17 Are you okay?

18 covered this, Dr. Hatcher thought she 18 Q. Uh-huh.

19 might be having an Ml because he wrote 19 A Oh, okay
20 an order for MI panel? 20 . And Iﬂ’unk most hospitals
21 A | think that when he first 21 don't because it's, unfortunately, too
22 saw her, which is when he writes these 22 nonspecifica test. That's one example
23 initial orders, | think that that was in 23 of why | respondedto you the way |
24 his differential. 24 did.
25 Q. Right. And that's why -- | 25 Q. Okay. Wel, let me just ask

Page 19 Page 21

1 mean, he was suspicious enough to order 1 you a couple of questions about that.

2 an MI panel; correct? 2 Based on the laboratory normal ranges

3 A Yes. 3 that are given on the lab sheets at

4 Q. And what is your 4 Aultman Hospital, would you agree that
5 understanding of what an Ml panel 5 the myoglobin result falls outside the

6 consists off 6 normal range?

7 A. The MI panel isnot a 7 A. Yes.

8 universal panel throughout the United 8 Q. Would you agree that the

9 States. The MI panel at this hospital 9 troponin level falls outside the normal

10 includes CPK, and then CPK-MB, if the 10 range?

11 CPKis elevated, a troponin‘and a 1 A. Based on the way they list

12 myoglobin, That's the panel I believe 12 it. For example, In our hospital, if

13 atAultman Hospital. 13 the troponin level had been at’ that

14 Q. And so she had all of those 14 level, that would have been listed in ,
15 things; correct? 15 the normal range. I think Aultman has
16 A | believe she had all those 16 an unusual way of categorizing troponins
17 things done, yes, 17 that the cliniclans seem to sort of

18 Q. Were you aware there Is a 18 Ignore, but the pathologists label as .
19 chest pain unit at Aultman? 19 such. _ '
20 A, Yes, | became aware of that 20 Q. But bas_ed on the {ab values
21 as I read through depositions. 21 printed on the sheet at Aultman
22 Q. Would you agree that a 22 Hospital, would you agree that the .04
23 patientyou suspect Is having an acute 23 falls outside the normal listed range.
24 BI I should go to the chest pain unit? 24 for Aultman Hospital?
25 A. No, , 25 A Itfalls into the -~ how do

™ 800.694.4787
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1 they -- what do they report it as? It 1 the studies that have talked about the
2 falls outside of the drop-dead normal 2 prognostic significance of a troponin in
3 range and falls into the intermediate 3 the so-called gray zone?
4 range, which is short of the abnormal 4 A lam not familiar with the
5 range. 5 studies, but Ican tell you from years
6 Q. You meanit's short of the 6 of experience and working with my 40
7 diagnostic for acute M1range, is that 7 cardiologists here at this hospital,
8 what you mean? 8 they have been very, very disappointed
9 A Yes. Yes 9 with troponins. Some of the groups
10 Q. Because by definition, if 10 don't evenwant us to do troponins, and
11 it's outside the normal range, it's 11 they still consider the CPK-MB as the
12 abnormal; correct? 12 gold standard for the enzymes.
13 A Inthis case | would not 13 Q. | thought you didn't like
14 state itas such, as a clinician. And 14 that word.
15 | think | can speak as the clinicians 15 A 1l don' likethat word. |
16 were thinking, also, who use this lab on 16 just wanted to use it because you used
17 aregular basis, and as they have said 17 it
18 intheir depositionstime and time 18 Q. So would you disagree that
19, again, they did not consider this 19 it's well established that an elevated
20 troponin to be abnormal. 20 troponin of .04 nanograms per milliliter
21 Q. So if Dr. Waller considers a 21 or higher correlates with an increased
22 troponin of .04 to be abnormal, the 22 mortality?
23 other expert hired by the defense in 23 A. | have never read that. 1
24 this case, heiswrong? 24 would love to read articles that state
25 A That's his opinion. 25 that, butthat has not been my
Page 23 Page 25
1 Q. Is he wrong? 1 experience.
2 A. Is he wrong? No. That's his 2 Q. Do you agree with Dr.
3 opinion. 3 Hatcher that you cannot rule out MI on
4 . Q. Well, it's either -- one of 4 the basis of one set of enzymes?
5 you has to be wrong. 5 A. I agree with that. -
6 A Oh, no, no, no, no. We know 6 Q. So these enzymes, whether
7 that's not true in law. There is no 7 they were normal or abnormal, didn't
8. right or wrong, there are opinions. 8 rule out MI; correct? .
9" © MR.HOWES: Well, I am 9 A Theenzymesinandof
10 going to object because I don't believe 10 themselves would not rule out MI.
11 that Dr. Waller said that .04 was 11 Q. Would you agree with me -
12 abnormal.. , 12 with the principle that a doctor's
13 . MR.STRONG: He sure 13 responsible for checking any labs he or
14 didn't., ' 14 she orders?
15 ~ MS. MATTHEWS: He said all 15 A. | think if you order a lab,
16 of the troponins done on Connie 16 atsome pointyou need to find out the
17 Germanoff were abnormal on the admission 17 results.
18 between 12-16 and 12-18. Wasn't one of 18 Q. At a meaningful point, |
19 them -- 19 would imagine?
20 MR HOWES:  Istand by 20 A. At a meaningful point, and
21 my objection. 21 that's where it becomes debatable, but
22 . MS. MATTHEWS: Fine. All 22 yes.
23 right. Let's move on, V 23 Q. You would expect, for
24 BY MS. MATTHEWS: 24 instance, an ER doctor to know the
' 25 results of their lab tests before they

" Q. Areyou familiar with any of

el
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1 discharged the patient? 1 hours after the actual infarct starts.
2 A With the exception that there 2 Q. All right. Would you agree
3 are sometimes some routine labs that we 3 with this sentence from the book, Page
4 are ordering because a family doctor 4 416: |fthe emergency physician orders
5 asks usto, like for example we might 5 one CPK, the patient should be admitted
6 order thyroid studies, which don't come 6 or observed carefully, and a second CPK
7 backrightaway. And with that 7 ordered at the proper time Interval?
8 exception, routine labs that maybe don't 8 A No, Bwouldn't agree with
9 getdone right away, Ithink that if we 9 that. Ethink in 1990-"91 that was the
10 order labs, unless the patient is 10 thinking. But| think that has changed.
11 directly admitted and there is an 11 Q. Isn't that the principle
12 understanding that the private attending 12 behind chest pain units?
13 will check them, that we should be 13 A No. The principle behind
14 checking the labs we order. 14 chest pain units or observation units is
15 Q. Would you agree that up to 15 to create a situation where some
16 50 percent of EKGs may be normal in the 16 intermediary patients that you really
17 early stages of a myocardial infarction? 17 feelthatyou can't exclude, based on
18 A Yes, Ido. 18 the history, and you want to observe for
19 Q. So the EKG that was done on 19 aperiod of time, Bthink that's what
20 the 20th didn't rule out an acute Ml 20 actually created the concept.
21 either? 21 Q. Are you familiar with the
2 A No. 22 protocols of the chest pain unit at
23 Q. Did the combination of the 23 Auitman Hospital?
24 EKG and one set of enzymes rule out an 24 A No, I am not.
25 acute MI? ) Q. Okay. Canwe agree that
Page 27 Page 29
1 A No. 1 Connie Germanoff, on the 20th, had
2 Q. You wrote -~ you were one of 2 symptoms for more than ahalf an hour?
3 the authors of a book, correct, 3 A. T'am notsure, but it's
4 Emergency Medicine Risk Management, a 4 quite possible she did.
5 Comprehensive Review? 5 Q. If you would like to look at
6 A Iwrote one article for 6 Dr. Hatcher's dictation, I think it
7 that. 7 might have --
8 Q. Isthis a good book? 8 A, Tdon't really needto, It
9 A. Tthink it's a decent book, 9 doesn't -- It doesn't matter to me
10 vyes. 10 whether she had it‘more than a half
1 Q. And itwas published in 1991 11 houror less than a half hour.
12 by the American College of ER 12 Q ‘Okay, . We talked about --
13 Physicians; correct? 13 the EKG, you wou!d agree, is not
14 A. That long ago? Oh, boy. It 14 diagnostic?
15 seems like only yesterday. 15 "A." The EKG is not diagnostic
16 Q. Do you agree with this 16 unless it's absolutely positive.
17 sentence from the book, Page 416: All 17 Q. In this case,
18 enzyme testing is extremely unreliable 18 A._ A negative EKG Is not .
19 in the early stages of a myocardial 19 diagnostic in and of itself. ‘
20 infarctand would not be positive in 20 Q. And this particular EKG is
21 cases of unstable angina? 21 nondtagnosbc?
22 A. Yes. Unstable angina, the 22 A. This EKG Iwould read as
23 enzymes will not be positive, and the 23 normal ‘
24 enzymes don't become positive in acute 24 Q. ,And therefore, ft'
25 MIs at the earllest until about three 25 nond;ag c? o

™ 800.694.4787
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1 A No, it's diagnostic of being 1 you.

2 normal. It'sjust itdoesn't tell you 2 MR SWITZER: Again, my
3 ahundred percent the patient is not 3 questionwas -- and you may not know

4 having coronary ischemic disease. 4 the answer -- are these hospital nursing

5 Q. Okay. Ifthe Aultman 5 policies for the ER?

6 Hospital Heart Attack Triage Guidelines 6 MS. MATTHEWS: Idon't

7 provide that in patients who have 7 know.

8 symptoms more than 30 minutes, where the 8 MR. SWITZER: You don't

9 symptoms are typical symptoms -- 9 know. Okay.
10 A Right. 10 MR STRONG: Can Isee
1 Q. -- and you have a 11 this?

12 nondiagnostic EKG, the mandated 12 MS. MATTHEWS: Sure.
13 guidelines are serial EKGs, serial CPKs, 13 THE WITNESS: Okay. Well,
14 myoglobinsand troponins, and 14 let me say this, itsays here, Track
15 disposition to the CCU, would you 15 3-A symptoms greater than 30 minutes.
16 disagree with that managementfor Connie 16 |Ifthe symptoms are typical, if the EKG

17 Germanoff on 12-20? 17 is nondiagnostic, then they are saying
18 A Would Idisagree with the 18 serial EXG, serial CPK, myoglobin,
19 managementthat Dr. Hatcher provided on 19 troponin, positive or negative rest
20 the 20th, you're saying in light of 20 cardiolite with pain, and then it says
21 these criteria? 21 disposition CCU. lam not sure what
22 Q. Correct. 22 they mean by positive or negative rest
23 A Could I look at those 23 cardiolite with pain. | am not
24  criteria? 24 saying -- Bdon't know whether they mean ’
25 Q. Sure. 25 that that test must be done as part of
Page 31 Page 33

1 A Thankyou. 1 the evaluation, and that ifit's

2 MR SWITZER: These are 2 positive or negative it doesn't make any

3 the hospital policies? 3 difference, so Bam at a little bit of

4 MS. MATTHEWS: Correct. 4 aloss,

5 THE WITNESS: Okay, it 5 I will say this: | would

6 says Aultman Hosptal Heart Attack 6 be surprised that they would be

7 Triage Guidelines, and do we know 7 admitting a patient to CCU with the

8 whether this was created by the 8 paucity of these evaluations. Usually

9 emergency department or the 9 ifyou admit a patient like this they
10 cardiologist? Do we have any idea? 10 goto like a telemetry bed becausethey
11 MS. MATTHEWS: 1 was told 11 are considered low risk; as opposed to
12 that these are the ER chest pain center 12 definite EKG findings.
13f triage guidelines. 13 So | don't know how old
14~ MR. SWITZER Are these 14 thisis. Itsays itwas revised

15 the hospital nursing policies? 15 6-5-98, so that's fairly recent. The

16 MS. MATTHEWS: No. The 16 only thing I would say is this:

17 hospitalis here, do you -~ 17 This says nondiagnostic EKG, and then

18 MR HOWES: | am not 18 they have another cardio -- another ;
19 preparedto comment one way or the 19 category which says nomal EKG, under
20 other. 20 Track 4-A.
21 , MS. MATTHEWS: They were 21 BY MS. MATTHEWS:
22 provnded to me in response for requests 22 Q. But that's for symptoms less
23 for production for-any.and all protocols 23 than 30 minutes; correct? .
24 from the chest pain center at Aultman 24 A Rjght But they also say .
25 emergency room; That's all I can tell 25 under symptoms less than 30 minutes,
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1 nondiagnostic EKG, on Track 4-B. 1 normal EKG she didn't fall into this

2 Q. Wel, that's with atypical 2 cookbook.

3  symptoms? 3 Q- Uh-huh.

4 A. | understandthat. 1 4 A. And, therefore, Bwouldn't

5 understandthat. But my point is is 5 use this cookbook to make a decisionon
6 that this patient, while they had 6 this patient.

7 typical symptoms, didn't have the 7 Q. Well, if a normal EKG

8 nondiagnostic EKG, had a normal EKG. 8 doesn't rule out acute MI, and a normal
9 And lonly brought the others up that 9 setofenzymes doesn't rule out acute
10 they are creating a category of normal 10 M, and acute Mlwas inthe differential
11 EKG. Nondiagnostic BKG, according to 11 diagnosis for the patient on 12-20, what
12 them, Nassume, is nota perfectly 12 s itexactly that transpired that
13 normal EKG. 13 allowed Dr. Hatcher to determine this
14 Q. Well, Connie Germanoff had a 14 wasn't an acute MI-- was not an acute
15 sinus arrhythmia; didn't she? 15 MI?
16 A. That's a normal finding. 16 A. Well, we as clinicians are
17 Sinus arrhythmia -- Bhave a sinus 17 never able to totally rule out
18 arrhythmia; you probably have a sinus 18 anything ==
19 arrhythmia. 19 Q- Uh-huh.
20 Q. | hope not. 20 A. -- by tests. Medicineis
21 A. She had a normal EKG, and a 21 notascience, it's an art. And there
22 sinus arrhythmia is part of a normal 22 Is no questionin this case that the
23 EKG. Soalot of this depends on what 23 patient's previous extensive cardiac
24 they meant by nondiagnostic. And as 24 workup, albeit not including a cardiac
25 these other gentlemen have mentioned, we 25 cath, did give the physician, Dr.
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1 needto find out were these nursing 1 Hatcher, for example, a lot of

2 triage guidelines? But that's about all 2 information that he relied upon, -

3 | cansay, basedon this. 3 including not just what had’ been done,

4 Q. Okay. So my questionis, 4  but the fact that he knew two

5 again- 5 cardiologists who-had gone over this

6 A, Yes? 6 patient'quite carefully. And that

7 Q. - Is based on these 7 Influenced his decigion, as it should.

8 guidelines that you have before you, 8 If this patient had come

9 would you agree that the best track to 9 in off the street as a total stranger
10 place Connie Germanoff, given everything 10 and had never been -- previously had any
11 that's here, would be 3-A? 11 cardiac evaluation, he might have done
12 MS, ATWELL: Objection. 12 things differently. . You would have to
13 THE WITNESS: I would say 13 ask him, But there Is no questlon the
14 that she doesn't fall Into either Track 14 previous workup did give him a lot of
15 3-A or Track 3-B because - she is not 15 information that a stranger wouldn't
16 3-B because her symptoms were not 16 have. o o
17 typically atypical. And she didn't have 17 - Q. Well, he had all that

18 a nondiagnostic BKG, so she is not Track 18 information, everything you just talked 3
19 3-A. 19 about, he had all that information '
20 BY MS, MATTHEWS: 20 before he ordered the acute MI panel;
21 Q.. So even though the normal 21 didn'the?-
22 EKG Is nondiagnostic, you would not feel 22 A; Yes,
23  that she requires the serial EKGs and 23 Q.. So what Information did he
24 enzymes? 24 have after he got| back the labs that he
25 A 1 woutd say that based ona 25 didn't havé efore? ‘ .
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1 A. Well, he had a chance to 1 other noted cardiologists --

2 observe the patient for a period of 2 A | know Dr. Antman. | went

3 time. Hehada patient--an 3 to college with him.

4 opportunity to examine the patient on a 4 Q. Soyou would disagree with

5 number of occasions, and he was 5 himtoo?

6 reassured somewhat by what were 6 A | would disagree completely,

7 considered normal studies, nondiagnostic 7 | think it's a confusing test that

8 studies, albeit, but not abnormal 8 should be eliminated.

9 studies -- nonabnormal studies. 9 Q. Would you disagree that every
10 Q. You lost me on that. | 10 time a patient comes in with a

11 mean, the myoglobin was abnormal; 11 presentation suggestive of acute

12 correct? 12 myocardial infarction, you have to look

13 A Myoglobinis a worthless 13 atthem as a new patient?

14 test. 14 A Well, you can look at them

15 Q. Heorderedit. 15 as a new patient, but you can't ignore

16 A As part of the panel. He 16 extensive past evaluations. | mean,

17 didn't specifically say myoglobin, he 17 things can change, butyou take it all

18 ordered the panel. The hospital 18 into consideration and you look at the

19 pathology department creates that as 19 patient.
20 part of the panel. Itis atest that 20 Q. Well, what was so extensive
21 we don't even do, that we have never 21 about her evaluation?
22 done. Itis meaningless. Bwill go on 22 A. She had been having symptoms
23 the record by stating if | blow my nose 23 for at least three months, maybe longer.
24 now my myoglobin probably will go up, 24 She saw at least two cardiologists.
25 Q. Well in fact there are lots 25 Q. Uh-huh.

Page 39 Page 41

1 of authors of great stature that believe 1 A She was admitted once for

2 that the myoglobin, together with other 2 this.

3 cardiac markers, is a valuable test; 3 Q. Uh-huh.

4 correct? 4 A She had two Stress tests.

5 A | couldn't tell you that. | 5 The first was inconclusive because it

6 can't tell you any off the top of my 6 was not a maximal stress. - It only went

7 head. Itisa worthless test We have 7 to about 72 percent, as:I recall, of

8 never, ever done'it here. 8 her maximal,” She then had another

9 Q. And so'if the American 9 stress test done three months later,
10 College of ER Physnaans put out the -~ 10 which was normal. ‘
11 a series of papers talking about the 11 She had, during this time
12 value, you would disagree? 12 period, many EKGs. She had a quite
13 A. Iwould disagree. 13 extensive evaluation. Now, we know that
14 Q. And if the National Heart 14 nothing Is a hundred percent. But she”.

15 Attack Alert Program Working Group, 15 had quite an extensive evaluation.
16 published in the Annals of Surgery, felt 16 Q. Well, didn't she in fact -
17 the myoglobin was a useful test -- 17 didn't she in fact only have one .
18 A Surgery? 18 meaningful stress test? )
19 Q. Annals of Emergenicy Medicine; 19 MR. STRONG: Objection.
20 I am sorry -- you would disagree? 20 THE WITNESS: She had one
21 A. Oh, okay. I disagree. I 21 stress test that was absolutely
22 think it's a confusing, worthless test 22 100-percent effective, She had one that
23 that should be eliminated. ’ 23 was only 72- -percent effective, 'mat'
24 Q. Andyou dlsagree with Dr. 24 ‘not to say you ignore that ﬁrst stress
25 Braunwald and Dr. Antman and all the 25 'test, It just was not a hundred percent
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1 stresstest. 1 A Wel, Bthink patients do
2 BYMS. MATTHEWS: 2 that, but | think patients also know
3 Q. So essentially her extensive 3 thatnothing is a hundred percent, and
4 workup consisted of the same test twice? 4 that we can't rootout and diagnose
5 A Same test twice, both times 5 accurately every known disease to
6 normal, and seeing two highly respected, 6 mankind, and that there Is approximately
7 well-trained cardiologists. 7 a2-to 4-percentfailure rate to
8 Q. Both of whom have testified, 8 diagnose acute MI, and these patients
9 have they not, that had they known she 9 die of sudden death. And that is an
10 was back, they would have cathed her? 10 accepted, established percentage of
11 A That's what they said. 11 failure,
12 Q. So, obviously, someone didn't 12 Q. Right, But Connie Germanoff
13 communicateto Dr. Hatcher that the 13 kept coming back with chest pain;
14 cardiologists weren't sure that this 14 correct?
15 wasn't cardiac, did they? 15 MR, SWITZER Objection.
16 A. Wel, §am not sure why the 16 THE WITNESS: Well, she
17 cardiologists weren't sure It wasn't 17 kept coming back with chest pain every
18 cardiac. Ifthey weren't sure it wasn't 18 time except the last time, the time
19 cardiac, after having her inthe 19 before she died, That time she came in
20 hospital, why didn't they finish their 20 with epigastric pain.
21 evaluation? But | think it was 21 BYMS. MATTHEWS:
22 reasonablefor Dr. Hatcher to assume 22 Q. Wel, she complainedto the
i 23 that they felt quite confident that this 23 paramedics Of severe chest pain on the
24 was not cardiac, when they released her. 24 way, didn't she?
25 As an emergency physician 5 A. The paramedicswrote down
Page 43 Page 45
1 lam hereto attest to the fact that it 1 chestpain, butthe ED nurse and the
2 isthe standard of care, that the 2 emergency physician both said she
3 doctors met the standard of care in 3 complained to them about epigastric
4 emergency medicine to rely on the fact 4 pain,
5 that the cardiologists had had a chance 5 Q. Butin fact the paramedic
6 towork her up, and let her go, that 6 documentedthat she was coniplaining of
7 she was evaluated for cardiac disease. 7 chest pain, and it was the same chest
8 Q. So, therefore, it's your 8 pain she had been having all along;
9 opinion, | take it; that if the 9 isn't that what the run sheet says?
10 cardiologists weren't sure this was 10 A. T will look at the run
11 cardiac, they should have done whatever 11 sheet. She'did -- the paramedics did
12 was necessary to make sure itwasn't 12 write down chest pain; patient having --
13 cardiac? 13 Indicates severe chest pain, was taken
14 MR STRONG:  Objection. 14 to Aultman twice this week for same type
15 THE WITNESS: | can't 15 of pain - same type of pain that she
16 attest to the standard of care for 16 had been having previously. Patient has
17 cardiology. All I can'say Is it is the 17 a history of reflux and esophageal
18 standard of care in emergency medicine 18 spasm. Yes. §
19 for emergency physkians to rely on 19 So the nurse and the !
20 their cardiologists and their past 20 doctor who take care of this patient and
21 workups. 21 have a lot more time to spend with the
22 BY MS. MATTHEWS: 22 patient, have a much higher level of
23 Q. Well, then, I think it's 23 training than the paramedics, basically
24 reasonable for Connie Germanoff to rely 24 document, both, that she said epigastric
25 onall herdoctors, don‘t you? 25 pain, So ifI have to make a-choice
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1 and decide, there is several 1 review of systems that Connie Germanoff
2 possibilities:  She either told the 2 denies chest pain?

3 paramedicsshe had chest pain, and she 3 A No, Idon't believe it does.

4 told the nurse and doctor she had 4 Q. Did Dr. Hamrickdocument

5 epigastric pain, so she was inconsistent 5 anywhere that she even asked Connie

6 in her history; or she indicatedto the 6 about these complaints documented by the
7 paramedics she had epigastric pain, but 7 paramedics?

8 they wrote down chest pain; or she told 8 A No, | don't think she did.

9 the nurse and the doctor it was chest 9 And | don't think it would be necessary
10 pain, but they both wrote down 10 because to be perfectly honest, while we
11 epigastric pain. 11 appreciate the work that these
12 Given those three 12 paramedics do because they are, you
13 scenarios Itend to believe that she 13 know, out inthe feld, and we can't
14 either told the paramedics that she had 14 be, their level of training is so much

15 epigastric pain, and they just wrote 15 lessthat you can't even compare, for
16 down chest pain, or she told the two 16 example, a paramedic training and a

17 partiestwo different stories. 17 nurse's training.

18 Q. Wel, infact, what the 18 Q. So a paramedic doesn't know
19 paramedics wrote down is chief 19 what chest pain is?
20 complaint, chest pain. History of chief 20 A | have seen many times where
21 complaint, two episodes in past week. 21 they will come into the patient's home
22 Patientindicates severe chest pain. 22 and say:
23 Patient was taken to Aultman ER twice 23 What's wrong, ma'am? And the patient
24 this week for the same type of pain. 24 will have their hand like this
25 That's what the paramedic documented; 25 (indicating), and they will just say:

Page 47 Page 49

1 correct? 1 John, she says she i having chest pain.

2 A Correct. 2 Idon't know what

3 Q. And | take it whatever 3 transpired. |just know that given a

4 Connie Germanoff told the doctor and the 4 doctor and a nurse saying she had

5 nurse, they should have been aware that 5 epigastric pain versus a paramedic who

6 this is what the paramedic wrote down, 6 said she had chest pain, lam going to

7 ifthe paramedic provided this sheet to 7 believe the nurse and the doctor.

8 them? 8 Q Why do you haveto believe

9 A Right, if the paramedic 9 the nurse and the doctor, as opposed to
10 providedthe sheet. However, if the 10 the paramedic? Why can't you believe

11, patienttold them: | am having 11 everyone?

12" epigastric pain, they would pretty much 12 A Well, if | believe everyone,

13 ignore what the paramedic said because 13 then | am going to weigh the history .

14 they would assume that they 14 that the doctor and the nurse got much,
15 misinterpretedwhat she was saying. 15 much more.

16 Q. How can you ignore a 16 Q. Becauseisn't that the jury's

17 complaint of chest pain? Ignore? 17 job, to decide the credibility of these 3
18 A You are getting a history 18 various people? Isn't It your job, as an '
19 directly from the patient. You can't do 19 independent, nonbiased expert, to look
20 better than that. You ignore a -- 20 at everything that's inthe medical

21 secondhand information if the person 21 record and come up with an independent,
22 experiencing the symptoms looks at you, 22 nonbiasedreview?

23 issober, competent, and says: | am 23 A. Right. Right. And that's
24 having epigastric pain. 24 what Bhave done. . -

25 Q. Does it say anywhere inthe 25 Q. Right. And so we have to
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1 deal with all the informationwe have? 1 that informationin making this

2 A Sure. 2 decision.

3 Q. And one of the things we 3 Q. Wel, let me ask you a

4 have documented is that Connie Germanoff 4 hypotheticalquestion. |fthe paramedic

5 complainedto the paramedics of chest 5 either provided the run sheet to the

6 pain. That's documented; correct? 6 doctor or the nurse, or personally

7 A The paramedics wrote down 7 reportedto the doctor or nurse that the

8 that they perceivedthat she was having 8 patient complained en route to the

9 chest pain. 9 hospital of chest pain -- assume that
10 Q. Allright. And you would 10 happened =~
11 agree with me that a doctor, a prudent, 11 A Rwill do that.
12 practicingemergency room doctor, who 12 Q. --would you agree that the
13 seesthat a patient -- that a paramedic 13 doctor needs to deal with that
14 has written down chest pain as the chief 14 complaint?
15 complaint, needs to be aware of that? 15 A Right. The doctor --the
16 MR. SWITZER: Objection. 16 doctor would then, itwould be incumbent
17 Beforeyou answer, that -- my 17 upon the doctor to then use that
18 understandingis that ambulance sheet Is 18 Informationas he or she best felt
19 not a part of the hospital records in 19 appropriate.
20 this case. So Rthink the 20 Q And you can't ignore It?
21 representation, Ifthat's your 21 | don't think we would
22 representationthat Itis, is not 22 totally i |gnore it, no. We would keep
23 accurate. 23 thatin the back of our mind, with all
24 MS, MATMEWS: Oh, | don't 24 the other things going on.
25 even understand that. 25 Q. All right. Would you agree

Page 51 Page 53

1 ME WITNESS:  Well, my 1 it's not documented anywhere in the

2 understandingls this: Firstof all, | 2 medical record that Connle had any tests

3 can tell you firsthand that probably 3 performed that showed she had reflux

4 only 20 percent of the time do we'get 4 disease?

5 ' to see the run sheet - 5 " A, In'looking at the chart I do

6 BYMS, MATTHEWS: 6 not see anywhere where she had any

7 Q. Uh-huh. 7 definitive procedures or tests-that

8 ‘A, ="when we are taking care 8 proved that she had GERD

9 of the patient because these run sheets 9 Q. Would you' agree, based on

10 are completed generally later. That's 10 the testimony that you have réad from

11 number one. : 11 Dr. Kamen and Dr. Lee, that if Dr.
12 Number two, I believe Dr. 12 Hatcher had called them and told them
13 Hamyrick has testified that she never saw 13 Connie was back on the 20th they would
14 therun sheet. , 14 have cathed her? o ‘
15 Q. (Nodding head up and down.) 15 A lam sorry, I heard the end
16 A, So she did not have that 16 of that, but what was -- I remember
17 Information, apparently. And to my 17 them saying that. What is your question
18 knowledge we have not deposed the nurse, 18 to me about that? )
19 you have not deposed the nurse to find 19 Q. My question to-you is:  Would '
20 out whether or not she ever saw the run 20 you agree, based on the testimony that
21 sheet. 21 you read, you have read, that if Dr.
2 So the fact of the matter 22 Hatcher would have called either Dr.
23 Is that the doctor claims that they did 23 Kamen or Dr. Lee, they would have cathed
24 " not have this’ lnformabon, so, it would 24 her?
25 have been very difficult for them to use 25 MR,VSWH‘ZER‘: Objection.
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1 MS. ATWELL:  Did you mean 1 someone who has never had a cardiac cath
2 Hatcher or Hamrick? 2 it's reasonable to admit them more than

3 MS. MATTHEWS: Hatcher. 3 once?

4 MS. ATWELL:  Okay. 4 A. Oh, Ithink it's reasonable

5 THEWITNESS: Do lagree, 5 todoit. Ithinkit's also reasonable

6 if Dr. Hatcher had called? Based on the 6 notto do it, depending on the

7 testimony that the cardiologists had 7 circumstances, depending on how she is

8 provided, if Dr. Hatcher had called 8 presentingthat night.

9 them, do Bagree that they would have 9 Q. Well, isn't that what the
10 cathed her? Well, based on their 10 chest pain unitis for, to do serial
11 testimony Bwould agree because they 11 EKGs and enzymes and get a cardiology
12 said that. 12 consult, if necessary, and make these
13 But in my opinion, based 13 kinds of decisions?
14 on what | know about working with my 14 A. Well, the chest pain center
15 cardiologists, lam quite sure that what 15 can be used for a variety of patients,
16 would have happened, if Dr. Hatcher had 16 but this type of scenario does not
17 called the cardiologist, would be that 17 necessarily have to be one of them.
18 ifthey spoke to the same cardiologist 18 You admit a patient to the chest pain
19 -- | assume there are other people in 19 unit generally on people who have not
20 the group, so they might have talked to 20 had previous cardiac workups, who come
21 someone who didn't know the patient. 21 inoff the street, you have no data on,
22 And if Dr. Hatcher had said the patient 22 and they are like total strangersto
23 has had two stress tests, and presented 23 you, and you have no idea what's going
24 i, that they would have probably said 24 on with them. And it's an individual
25 itsounds as though she has been worked 25 decision that the physician makes when
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1 up rather extensively. She needs to 1 they evaluatethem.

2 make an appointment in our office, and 2 Different kinds of

3 we will take a look at her. 3 patients get admitted to this unit. But

4 | think if she had called 4 to say that Connie Germanoff would have
5 one of the two cardiologists who were 5 beena great case for that, | would say

6 more intimate with her, | think they 6 no, that's not the typical patient that

7 would have given her the same response. 7 you admit to the cardiac chest pain

8. So.lIdon't think-- lam not saying 8 unit.

9 they wouldn't have cathed her, but | 9 Q. Wel, aren't there all kinds
10 don't think they would have admitted her 10 of patients admitted to that chest pain

11 that night. And | think they probably 11 unit; people who have had prior surgery?
12 would have said she needs to follow up 12 A. Yeah.

13 with us so we can reevaluate her. 13 Q. People who have unclear
14 BY MS. MATTHEWS: 14 symptoms?
15 Q Soyou don't believe their 15 A. Sometimes.

16 testimony? 16 Q. Peoplewho haven't had

17 A. | don't remember exactly what 17 cardiac caths; even peoplewho have had
18 they said, but | am basing this on my 18 normal caths, right? 3
19 experience: 19 A. Yeah, they canbe. Itjust
20 Patientworked up to this level, who has 20 depends on the circumstancesand the way
21 once again the same symptoms she has 21 they present.
22 been having for three months, minimum, 1 22 Q. Well, was there some symptom
23 am skeptical that they would have 23 that Connie Germanoff could have given
24 admitted her that night. 24 to Dr. Hatcher that would have made her
25 Q. And you don't think that in 25 a better candidate for the chest pain
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1 unit? 1 your feeling for what the patient looks

2 A, No. It'sjust that lassume 2 like and feels like at that time.

3 that Dr. Hatcher didn't feel she was a 3 Q. Andyou can't rule that out
4 candidate, based on his evaluation. He 4 on the basis of one EKG and one set of
5 did not have a high or even reasonable 5 enzymes?

6 sense of thinking that this was cardiac 6 A. You can't rule that out even

7 etiology. He let her go because he was 7 ifyou bring the patientin, do a

8 quite certain this was not cardiac 8 cardiac cath, do multiple cardiac caths,

9 etiology. 9 you can never be a hundred percent sure,
10 Q. And the entire basis of that 10 Q. Butas an ER doctor your job
11 was his reliance on the adenosine stress 11 isn't to do the cardiac cath or to
12 test; correct? 12 interpret it, it's just to putthe
13 A. Itwas his evaluation of her 13 patientin a position where they can be
14 that night, it was his reliance on not 14 evaluated by the cardiologist again;

15 just the stress test but the two 15 correct?
16 cardiologists with whom he was familiar 16 A That can be done without
17 and respected, having had her recently 17 admitting the patienttoo. They can be
18 as an admitted patient three days 18 evaluated by the cardiologist without
19 before, and having gone over herin 19 admitting them.
20 great detail. It's notjust the stress 20 Q. Wel, did Dr. Hatcherarrange
21 test. The stress test is a small part 21 that?
2 ofit 22 A Idon't think he had to
23 Q. Uh-huh. Well, Dr. Hatcher 23 arrangethat. Bthink he can tell the
24  -- if Dr. Hatcher testified that he is 24 patient: You need to follow up
25 aware that somebody with a 25 with your doctor.
Page 59 Page 61

1 nonsignificant stenosis of a coronary 1 Q. Well, did he tell Connie
2 artery could undergo a plaque rupture 2 Germanoff that she needed to follow up
3 and develop an acute:occlusion suddenly, 3 with the cardiologist?

4 do you agree with that? 4 A. No, he just said: You need

5 A. That can happen to anybody. 5 to follow up with your doctor.

6 Q. Right. So even if Connie 6 . ‘And so when Connie Germanoff

7 Germanoff had had a normal adenosine 7 called her doctor two days later and
a stress test, and she came in with these 8 said, I am: stdl having chest pain,

9 symptoms, she could’ have ruptured a 9 Connie did what she was told to do,

10 plaque; correct? 10 didn't she?

11 A, Tt can happen to. anyone 11 A. Yes,

12 Q. And the only way you're ever 12 Q. All right. So: was it the

13 going to make that determination as an 13 doctor's responsnblllty now to send her

14 ER doctor is If you do the appropriate 14 to the catrdiologist, or was it okay for

15 tests; correct? 15 that doctor to just prescribe Darvocet?

16 A. You might uncover that if 16 A. Well, I'm not going to

17 you do the appropriate tests, The 17 attest to the standard of care for the

18 appropriate tests, the only way to do 18 family doctor.as to what they told the ‘
19 that is you admit the patient. Putting 19 patient, I.am not here to attest to !
20 them In the chest pain unit just 20 what the family doctor should have done.

21 overnight Is not going to give you that 21 It may have. been very approptiate.

22 result a hundred percent. It's a 22 Well these thungs - you

23 decision that is made based on the \

24  information you have at hand and the

25 previous testing that has occurred and
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1 everything she is asked, and yet she 1 what they say. And that's what the

2 doesn't get sent backto the 2 emergency physicians did here, and 1

3 cardiologist, 3 think that that was reasonable, and 1

4 A No one is saying that this 4 think they met the standard of care in

5 is Connie's fault. It's not Connie's 5 doing that.

6 fault. Emean, obviously her lifestyle 6 BYMS. MATTHEWS:

7 practices were not that healthy. But 7 Q. Where did Dr. Kamen and Dr.
8 the pointis that there are some 8 Leewrite inthis medical record that

9 patients that are not diagnosable. 9 Connie Germanoff had coronary artery
10 Q. Well, this -- 10 disease ruled out?

11 A They have various disease 1 A They released her from the
12 entities that come together and work 12 hospital after doing a variety of tests.
13 together that, unfortunately, in this 13 That insinuatesto anyone reading the

14 case, confounded and fooled at least a 14 chart that they obviously were not

15 half dozen very good doctors. Now, 1 15 impressed that she had coronary artery
16 don't believe that six doctors committed 16 disease.

17 malpractice. Bthink that there are 17 Q Wouldyou agree, ifa

18 patients whose disease entities, maybe 18 cardiac cath had been done, it would

19 because of a combination of diseases 19 have identified her lesions and led to
20 coming together, which is Bthink what 20 treatment?
21 happened here, fooled the doctors and 21 A No, | wouldn't agree with
22 fooledthe tests. And that's what | 22 that. Again, I'm notan expert, but --
23 think happened here. 23 but Icanjust tell you, based on my
24 That doesn't meanit's 24 limited experience in looking at
25 Connie's fault. It's an unfortunate 25 pathology reports and looking at cardiac
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1 case. Butthathappensinthe practice 1 caths.on patients, that 70-percent

2 and art of medicine. Itis nota 2  lesions on a pathology report might very
3 science. 3 well have looked like 50-percent lesions

4 Q. Well, it sounds to me like 4 or even less on a cardiac cath. I

5 you believe that it's reasonable for the 5 think it's entirely possible that a

6 ER doctor to rely on the fact that the 6 cardiac cath would have disclosed very

7 cardlologtst dlscharged this patient as 7 limited lesions that they wou[d not have

8 saying that the patlent didn't have 8 done anythlng about, But you would have
9 coronary artery disease; that's what you 9 to talk to the cardiology experts about

10 believe? 10 that.

1 A Oh, absolutely. 1 Q. Would you disagree with Dr.
12 . Q. Therefore, it sounds like the 12 Waller's opinion that failure to perform
13 peop!e you think committed malpractice 13 the diagnostic cathetenzatton by Dr. .
14 are the cardlologists if they didn't 14 Lee fell below the standard of care for -
15 feel that way and they discharged her, 15 a cardiologist, and led directly to

16 knowing that people were going to rely 16 Connie Germanoff's fatal, acute

17 on them? 17 myocardial infarction? /

18 MR. STRONG: Objection. 18 MR. STRONG: Objection.
19 He already answered that. 19 MR. SWITZER: Objection.
20 MR. SWITZER: Objection. 20 You've already asked that.

21 THE WITNESS: I can't 21 THE WITNESS: 1 have
22  attest to what the standard of care is 22 already said I am not a cardiologist, I

23 for cardtology, but I can attest to the 23 can't say that, :

24 fact that we, as emergency physicians, 24 BYMS. MATI‘HEWS

25 25 Q. Did Connie Germanoff ever get

rely heavx!y on our ca?dao(ogass -and
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1 an echocardiogram? 1 A, | think that's probably
2 A. | don't think she did. 2 close.
3 Q. That's a noninvasivetest, 3 Q. As an ER doctor do you think
4 right? 4 it's appropriate to prescribe Darvocet
5 A. Yes. Itdoes not give very 5 for chest pain that you don't know the
6 much information. It's great for 6 etiology of?
7 valves; it's great to look at valves. 7 A. Yes.
8 [Ifou think a patient is acutely having 8 Q. What's the sensitivity of the
9 aninfarct infront of you, you may see 9 combination of EKG and enzymes in the
10 an abnormality of the wail motion. But 10 detection of an acute M| ina patient
11 again, itwould have been normal, in my 11 who b actually having an MI?
12 opinion. 12 A. [Hcouldn't tell you the
13 Q. If Connie Germanoff were 13 exactpercentage. It's nota hundred
14 having an acute myocardialinfarction 14 percent, though.
15 during an ERvistt, it's likely, if an 15 Q. How high do you think itis?
16 echocardiogram had been done, it would 16 A. I couldn't teli you.
17 have demonstrated a wall motion 17 Q. Would you agree that you
18 abnormality, isn't It? 18 probably will detect it =
19 A. |fshe were having an acute 19 A, Yes.
20 Ml it might have shown wall motion. 20 Q. -- being -
21 Butin my opinion there was no ER visit 21 A, (Witness nodding head up and
22 where she was having an acute MI. 22 down.)
23 Q. ButIna patient who is 23 Q. Would you agree that the
24 having an acute M, isn't it a fact 24 sensitivity of CK and CK-MB is not
25 that 90 percent of them will have walll 25 sufficient to rely on this test alone to
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1 motion abnormalities on echocardiograms? 1 rule out MI?
2 A. That's probablytrue. 1 2 A. T think that that Is such a
3 don't know abgutthe 90 percent, but 3 good test that T would scrap the others
4 it's probably close to being true -- 4  and just Use that., I believe that that
5 about the same kind of a percentage rate 5 s the test that should be used, and
6 as an adenosine stress test. 6 that is the only tést that should be
7 Q. During an acute MI? 7 used‘
8 A. Not during an acute MI, in 8 Q. Butitdoesn't go up for six
9 uncovering coronary artery disease, 90 9 “hours; correct?
10 percent. 10 A. Three hours,
11 Q. Let's not mix‘apples and 11 Q. Three hours, So if
12 oranges because I'm'sotry, I'm getting 12 someone --
13 confused. 13 A Neither does the troponin.
14 Al just wanted to say 90 14 The troponin ‘only has the advantage
15 percentis nice, butyou have already 15 really on the back end, that it stays
16 alludedto the fact that 90 percent is 16 up longer. So when I order a troponin,
17 notahundred percent. 17 it's commonly when I think the MI may
18 Q. Isee. 18 be older than 24 hours and the troponin (
19 A. That was my point. 19 may still be up, where the CPK has gone '
20 Q. Butit's reasonable, Is it 20 back to normal.
21 not, that if you do an echocardiogram in 21 . The troponin also has the
22 the presence of an acute MI, you will 22 dxsadvanta e, unlike the CPK, that it
23 detect a wall motion abnormahty : he cardiologist a good
24 percentage In somewhere around 90 ct size. While they '
25 percent? '
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1 cardiac muscle, and it probablyis, the 1 you seriously think it's cardiac.
2 troponin hasjust been a big 2 Q. And how long a period of
3 disappointment. 3 observation?
4 Q. Okay. You said a lot of 4 A. Well, you would want to,
5 things there, so let mejust break this 5 when you put a patient into chest pain
6 down a liffle bit. You said that the 6 unt, if you seriously think it's
7 CPK doesn't go up for three hours? 7 cardiac, and you are not able to exclude
8 A After an acute M1 the CPK 8 itto your satisfaction based on alf the
9 generally starts going up, and the 9 other parameters, you decide to observe
10 troponin starts going up around that 10 the patient, you can either admit them
11 same time too, three or four hours. 11 to telemetry or the CICU or the chest
12 Q. Soif you -- doing those 12 pain unit, and you at least do two
13 tests after say an hour of symptoms, 13 enzymes at least six to eight hours
14 they are going to be negative? 14 apart, and serial EKGs.
15 A That's right. 15 Q. Allright. So what's the
16 Q. Soyou have to at least keep 16 period of observationthat you're
17 the patient there, inthe presence of 17 talking about, twelve hours?
18 symptoms, long enough to give those 18 A Well, usuallyit's around
19 tests a chance to go up? 19 twelve hours if you have a chest pain
20 A Well, that's -- you know, 20 unit. We don't have a chest pain unit.
21 that's assuming that the patient comes 21 Wedon't usethat. We don't feel that
22 inimmediately. And most patients who 22 -- considering all the things that are
23 come in, they have been having pain for 23 important to us -- that that's the way
24 awhile. So by the time the test is 24 we are going at this current time. But
25 drawn, very commonly it's already 25 some places have done that, and that's
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1 three-four hours. Butbe that as it 1 generally how they do it, twelve hours.
2 may, you again use these tests based on 2 Q. So if you-have a serious
3 your suspicion of what's going on. And 3 concern that someone might be having an
4 the results, as such, you consider 4 acute MI, you're committed to a
5 whether Or notthey are significant. 5 twelve-hour observation period?
6 Q. Right. So ifthe patient 6 A. In these scenarios, yes,
7 comes in and says, I am having severe 7 where you have a chest-pain unit. If
8 chest pain, I have had it for an hour, 8 you have a high degree of suspicion -
9 and you draw their blood when they get 9 and let me put it this way, most of the
10 there, all right -- 10 time you just admit the patient, if you
11 A. Uh-huh. 11 really have a high degree If it's not
12 Q. -- and their history is 12 as high, that is an option you have.
13 ,accurate, you can expect that thelr CPK 13 ~ So you can send the
14 "is not going to be up yet; correct? 14 patient home, If you don't have a high ~.
15 . A. You cannot - you cannot 15 index of suspicion; you can put them in
16 decide that this is not an acute MI 16 the chest pain unit and send them home
17 just based on the fact that the enzyme 17 after twelve hours; and then a lot of
18 is normal. You have to consider all 18 people feel, well, how do you know it i
19 the other factors; the EKG, your 19 wasn't just unstable angina? The enzyme
20 history, et cetera, I would say that 20 is normal. You haven't ruled out
21  the enzyme level is one of the least 21 coronary artery disease. So what do you
22 lmportant tests that you're doing in 22 do? You do a stress test and then you.
23 that regard And if you senously think 23 send them home. And that's usually what
24 . is is cardiac, then you need to 24 happens in chest pain units,
257 on a period of observauon, if 25 Q. Butif the patient has
© "FAX 216.687.0973
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1 already had a stress test, they might 1 disagree with them.

2 have a different test? 2 Q Would you agree with me that

3 A. They might have no test. 3 Connie's troponin levels during her

4 Q. Right. Itdepends on what 4 admission of 12-16 are consistent with

5 the-- 5 unstable angina?

6 A. Depends on what the 6 MR. STRONG: Objection.

7 cardiologist would decide to do, ifyou 7 THE WITNESS: No.

8 were to get a cardiology consult. 8 BY MS, MATTHEWS:

9 Q. And that would be something 9 Q. Do they rule it out?

10 that would be available, cardiology 10 A. No,

11 consult? 11 Q. Wel, isn't it a fact that
12 A. Sure. 12 those are exactly what you would expect
13 Q. Now you -- we were talking 13 to find if you measured troponin levels
14 aboutwhen the troponin goes up. The 14 insomebody with unstable angina?

15 same would apply in the first three 15 A. |told you I don't believe
16 hours, you wouldn't expect to see a 16 the troponins go up in unstable angina.
17 positive troponin? 17 Unfortunately, nothing goes up in
18 A. Three to four hours, right. 18 unstable angina because there is no
19 Q. Okay. 19 damage in unstable angina,

20 A. S0 that the troponin is 20 Q. Would you agree that there
21 positive, if you think it's positive, 21 has been shown to be an elevated
22 butthe CPKis normal, and they are 22 mortality In people who come in with
23 both done at the same time, it sort of 23 elevated troponins of .4 nanograms per
24 creates a dilemma for you:  Gee, if you 24 milliliter who have unstable angina?
25 think the troponin -- that's why | am 25 A. | have never seen that. |
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1 saying the troponin was not positive. 1 can tell you people who come in with

2 They were both negative. 2 unstable angina will have mortality;

3 Q. Well, troponin is not present 3 some of them will go in Infarct and

4 in the blood-of healthy people; correct? 4 die,

5 A. 1disagree with that, 1 5 Q. Particularlyif nobody

6 think that unfortunately you have 6 intervenes?

7 different people with different sized 7 A. Probably more so if no one

8 hearts, and that I think now what the 8 intervenes, but some die anyway.

9 thinking is Is that troponin-is normally 9 Q. Do you have any explanation
10 broken down, and when you do get these 10 for the elevated myoglobin in this case?
11 slightly elevated levels, that it's 11 A. So many people have elevated
12 probably not positive, but they have a 12 myoglobing --

13 Dbigger heart, they have more muscle, 13 Q. Uh-huh;
14 That's why it's been a big 14 A, - that T wouldn't even warit
15 disappointment, 15 to venture a guess as to what caused:
16 Q. So you would disagree with 16 her elevated myoglobin. But I can tell
17 the idea that troponin levels are 17 you I don't believe it was due to any
18 elevated In unstable angina because of 18 myocardial damage. I do not believe i
19 microinfarction? 19 this woman had any myocardial damage
20 A. Right, | disagree with that. 20 until she had her first heart attack.
21 Q. And you disagree with 21 Q. And so -- oh, until she -
22 Braunwald and Antman and all those 22 allright, fine. So you don't agree at
23  experts? 23 all with the concepts of myo -- minor
24 Al didn't like them in 24 myocardial damage and mfcro nfarction,
25 college either, actually, but I do 25 et ceterc'? ,
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1 A. Microinfarctions should have 1 muscle --

2 an elevation of the CPK-MB. 2 Q. Uh-huh.

3 Q. Would you agree that 3 A. -- was not two to three

4 troponin-I can remain elevated for seven 4 days, butapproximatelyfive days, four

5 toten days after an episode of 5 tofive days. Ittakes that longfrom

6 myocardial necrosis? 6 the time you first have a heart attack,

7 A. | have never heard that. 1 7 you get the necrosis, then you get the

8 have heard a maximum of 36 to 48 hours. 8 weakening of the muscle.

9 Q. That would be -- do you have 9 Heart muscle & about this
10 anopinion to a degree of certainty as 10 thick (indicating); that it takes about

11 to how long a troponin stays elevated? 11 four to five days for a tamponade to

12 A. That's what Bam saying. 12 occur. So basedjust on the tamponade,
13 The troponin -- the CPK stays up for 13 1was saying that Bdisagreed with the

14 about 24 hours, maybe 36 hours, and that 14 pathologist who said two to three days;
15 the troponin may stay up another 24 15 that I thought it was more four to five
16 hours pastthe CPK, approximately. | 16 days. Ithad nothing to do with

17 don't believe it stays up five to seven 17 troponin levels.

18 days. 18 Q. All right. Wel, let's talk

19 Q So if you're wrong about 19 about that for a minute.
20 those ranges, that would affect the 20 A. Sure.
21 opinions you have given as to when 21 Q. Ifittakes five days to
22 Connie Germanoff had an acute Ml; 22 get--
23 correct? 23 A. Four to five days.
24 A. No. No. mwould -- | don't 24 Q. Fourto five days to get a
25 think that the CPK has -~ Idon't think 25 wail rupture, and she in fact had that
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1 the troponin or the myoglobin have any 1 atautopsy, anda tamponade?

2 relevance whatsoever to her having a 2 A. No question about that

3 heart attack, 3 Q. Then you believe Connie

4 Q. No, I am talking about -- 4 Germanoffhad an Ml four to five days

5 A. Because none of her troponins 5 before her death?’

6 were elevated to a level that is 6 A. T believe that she had some

7 considered pathologucal 7 sort of event, it could have been

8 Q. Ididn't mean that opinion. 8 ischemic; but some damage occurred at
.9 I was referring -- I am sorry. Iam 9 that point to some extent that would
10 sure I blurred that all together. I am 10 have been sometime after she left Dr.
11 talking about the opinion in your expert 11 Hatcher, and a couple days before she
12 report that you gave - 12 came to see Dr, Hamrick.

3. A. Oh, yes. 13 Q. So that -

N Q. -- inyour second report 14 A. And then she had another °
15 that -- 15 infarct. Now, that other infarct maybe
16 A. That it was my opinion that 16 somehiow was more peripheral to that.and
17 her MIwas about five days old? 17 allowed it to blow through. But the
18 Q. Well, that I'don't 18 infarct that she had -- and she did ki
19 understand. Is that yout opinion? 19 definitely have a big infarct the day

20 A. Yes. My opinion is based on 20 she died, when she came back on the
21 thetamponade = 21 26th, December 26th, 1999 -- that would
22 Q. Uh-huh. 22 ot have caused her to blow out her
23 A - my tramlng and my 23 heart. It was too -- that would have
24 information on'the amount of time it 24 been too fresh, -

25 takes to get a blow-out through the 25 Q. So based on what you have
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1 justtold me, had, for whatever reason, 1 A. Ithink it's not totally
2 Dr. Hamrickdone enzymes when Connie 2 accurate, right.
3 Germanoff-- 3 Q. And Rtake it then =-
4 A They would have been back to 4 A. You have to understand, they
5 normal. 5 create a very long range because some
6 Q. Not based on what you just 6 people are having little infarcts that
7 told me about the troponin staying up 7 continue, continue. 1f someone has an
8 for four days. 8 infarct, and the infarct is over, they
9 A. | never said four days. 9 go up and they go down fairly quickly,
10 Q. Forty-eight hours? 10 Q. Andyou would, Ntake it,
11 A Two days, 48 hours. They 11 disagree that the increase of troponins
12 would have been back to normal by that 12 persists for four to seven days?
13 time. Ifshe had the infarct after she 13 A Right. That's notwhat 1
14 saw Dr. Hamrick, which is around the 14 have beentaught. What Ihave seen
15 time Ithink she did, all right, and 15 numerous times is up to about 48 hours.
16 thatinfarct could have -- that could 16 Q. So Rtake itthen you
17 even have been silent, or she was maybe 17 disagree with this article from the
18 having pain on and off, by the time she 18 National Heart Attack Alert Program, by
19 came backto see Dr. Hamrick, had the .19 Dr. Antman, published inthe Annals of
20 enzymes been done, | think they would 20 Internal Medicine?
21 have been back to normal and they would 21 A Dr. Antman again. |
22 have again been negative. 22 disagree.
23 Q. Butifinfact the CPK stays 23 Q. You don't like him much?
24 elevated -- CPK-MB stays elevated for 36 24 A No. Hewas sort of a nerd
25 to 72 hours, itwould have been elevated 25 in-- don't putthat on. Erasethat.
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1 if Dr. Hamrickhad measured it; correct? 1 Heskippeda year at Columbia. That's
2 A Ifithad been 72 hours, 2 why we didn't like him.
3 maybe, but Idon't think so. 3 Q. Would you agree that when a
4 Q. And if infact the troponin 4 49-year-old woman with multiple cardiac
5 stays elevated for four to seven days, 5 risk factors, hypetlipidemia, smoker,
6 itcertainlywould have been elevated if 6 family history, presents to the
7 she had measuredit? 7 emergency room with severe chest pain,
8 A. It might have been. It 8 thatthe standard of care mandates an
9 might havealso been at that same .4, 9 EKG? o
10 6 [HKcan'tsay. Butl don't believe 10 A. Yes. I'would sayifa’
11 they would have been, 11 patient comesin with risk factors-and’
12 Q. And we don't know because 12 has severe chest-pain, and it is’
13 nobody measured them? 13 definitely chest pain, that you should
14 A They weren't measured because 14 do an EKG unless there is an obvious
15 they weren't clinically indicated. 15 other reason for the chest pain, like
16 Q. Well, they weren't measured. 16 pulled a‘muscle, reproducible pain, you
17 Do you agree with this = 17 know, things of that sort.
18 ntake ityou don't - peak values of 18 Q. Itake it then you would ‘
19 CPK are seen at 17to 24 hours, and 19 also agree thatif, on the day that ;
20 levels return to the normal range in 20 Connie Gérmanoff camie in and saw Dr, -
21 approximately 36to 72 hours? 21 Hamrick, she had the exact same
22 A Wel, | believe to about 36, 22 presentation she had when she saw Dr.
23 maybe 48 hours. 23 Hatcher, that the standard of care
24 Q. So you think what I just 24 required an EKG?
25 read [ wrong? 25 A We!! she: dldn't have the
‘T 800.694.4787
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1 exact same presentation. She had a very 1 A She only saw them during

2 different presentation. 2 that one admission. She saw two

3 Q. No, if she had, though. 3 cardiologistsduring that one admission.
4 A Ifshe had? Yes, if she had 4 She had been followed by her family

5 the exact same presentation Iwould have 5 doctor for about three months.

6 said that the standard of care, she 6 Q. Uh-huh.

7 should have done an EKG. 7 A And family doctors, | think,

8 Q. Knowing that a plaque can 8 have the same level of expertise in

9 rupture at any time, and | take it 9 diagnosing coronary ischemia as
10 that's something ER doctors are aware 10 emergency physicians do. And so they
11 of? 11 will periodically get a cardiology
12 A Inanybody. 12 consultation on patients that are
13 Q. Don't - every time somebody 13 somewhat puzzling.
14 presentswith severe chest pain, when 14 When they get that
15 they have risk factors, don't you need 15 cardiology consultation, they rely very
16 to consider and rule out MI? 16 heavilyon it.
17 A We consider it, we rule it 17 Q. Sounds like everybody relies
18 out. Butitdoesn't meanyou haveto 18 pretty heavily on the cardiologist
19 doan EKG. We have some peoplethat 19 A Wel, of course. They are
20 come in literally every week, who have 20 the experts. That's all they do. They
21 for years; they have got a mental 21 don't take care of lacerationsand dog
22 disorder, they have other causes of 22 bites. All they do is take care of
23 chest pain, they have psychiatric 23 heart problems. They have extensive
24 disorders. Chest pain is one of the 24 training, and we rely heavily on them.
25 most common complaints we see. We 25 And I think in most occasions that
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1 probably order EKGs in about 50 percent 1 reliance, particularly if you know the

2 of them. 2 cardiologist, is well put -

3 We do get people that get 3 well-placed.

4 worked up; Bhave some patients that | 4 Q Would you agree that

5 know by their first name who have 5 epigastric pain can be an anginal

6 extensiveworkups -- some have had a 6 equivalent?

7 ¢ ath, some haven't -- that their 7 A. ltcanbe.

8 ¢ ardiologists have gone over time-and 8 Q.- Would you:agree that minute
9 time again and are convincedthey don't 9 epigastric pain may be referred pain

10 have myocardialischemia, and we see 10 associated with myocardial ischemia?
11 them, and we don't order an EKG every 11 A ltcan be.

12 time. 12 Q. Wouldyou agree, ina

13 Now, once in a while we 13 patient with risk factors; this is

14" do, based on maybe some changes that 14 something an ER doctor needs to
15 they tell us, what was the pain, what 15 consider?
16 wasn't the pain. But it doesn't mandate 16 A, Yes.
17 an EKG every time you see them. It 17 Q. Would you agree, if the pain
18 depends what they are presenting with. 18 s epigastric and the patient is in a 4
19 Q. Well, Connie Germanoff, she 19 group where coronary artery disease is
20 didn't have any psychiatric problems 20 prevalent, a further cardiac history and
21 that you're aware of, did she? 21 EKG should be obtained? -
22 A. Not that 1 am aware of, no. 22 A. 1 wouldn't agree in all
23 Q. And she had actually only 23 cases. In certain cases it would be,

24 seen a cardiologist one time, right, in 24 Q. If -- would you agree that
25 the hospital, this hospital once? 25 upper abdomimadl discomfort, even that is
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1 relieved by antacids, may stili be 1 physician has a responsibilityto obtain
2 cardiac? 2 old medical records to evaluate a
3 A ltcould be. It's pretty 3 patient's complaint?
4 rare. 4 A When they are indicated and
5 Q. So- 5 when they are available, yes.
6 A Bythe way, you know, it 6 Q. And you would agree in this
7 depends. Ifit's truly relieved by 7 particular patient, given all her
8 antacids, that's one thing. Ifit's 8 cardiac risk factors, a prudent ER
9 just angina that subsided on its own, 9 doctor should look to see what kind of
10 that's another. And that's an important 10 workup there has been?
11 distinction that the physician needs to 11 A Yes.
12 make. Generallyif antacids make it go 12 Q. Are you aware that Dr.
13 away, you can rely pretty well that this 13 Hamrick has testified that if she were
14 was not cardiac. 14 aware of the abnormal myoglobinand
15 Q. So you would disagree that 15 troponins inthe past, she would have
16 there is a standard in emergency 16 gotten another troponin?
17 medicine that you can't rely on the 17 A | recallthat she had made
18 relief of symptoms with antacids to make 18 some mention that had she known the
19 a determinationthat something is not 19 troponin was -~ the last troponin was
20 cardiac? 20 elevated, that she might have done
21 A Not the sole determination, 21 another troponin. Iremember reading
22 but Ithink it's a factor you can 22 that. That's her opinion.
23 heavily consider. And | do disagree 23 Q. Well, she is -- she said
24 with some people, who are purists and 24  that; correct?
25 say you can never rely on that. | 5 A Yeah, Ibelieve she did say
Page 91 Page 93
1 think that those are academics that 1 that.
2 don't work inthe real world, like 2 Q. Soiif in fact, again, Connie
3 Elliott Antman. No. 3 Germanoff was having an acute MI when
4 Q. Was Connie Germanoff's pain 4 she was.in the emergency room --
5 on the visit when she saw Dr. Hamrick, 5 A If'she were having an acute
6 was that relieved by antacids? 6 M, yes.
7 A. It was partially relieved by 7 Q. --you would agree with me
8 antacids, not completely relieved, 8 that the troponin would probably be
9 Q. Therefore, there was no 9 elevated? ,
10 definitive evidence, was there, that her 10 A. I don't know whether it
11 pain was gastrointestinal? 11 would have been elevated, It might have
12 A. Thatis correct. 12 been elevated If she was having an acute
13 Q. Would you agree that women 13 MI and It was the right timing.
14 are more likely to have atypical 14 Remember, if it was less than three or
15 features associated with ischemia than 15 four hours, It wouldn't be elevated. We
16 male patients? 16 know that -- we have established that
17 A. They seem to. 17 already.
18 Q. Would you agree that upper 18 Q. Right. .
19 abdominal discomfort, not completely 19 A And if itwas not much ’
20 relieved with antacids, needs to be 20 fater. But if you say an acute MI,
21 considered as a symptom of myocardial 21 more than likely, if it had been past
22 Ischemia, particularly In women? 22 that three-hour or four-hour window, it
23 A. I would agree that it needs 23 would have been elevated to some degree.
24 to be considered, o 24 Q. And if she would have kept
25 Q. Would you agree that an ER 25 her for observation for twelve hours, it
™ 800.694.4787 FAX216.687.0973
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1 certainly would have been elevated, if 1 correct and the Ml is two to three days
2 she were having an acute MI? 2 old, just assume that.
3 A Ifshe were having an acute 3 A Okay.
4 Ml 4 Q. Then Connie Germanoff was
5 Q. Okay. Now, according to Dr. 5 having an acute M| when she was in the
6 Hamrick's dictation on 12-24 Connie had 6 emergency room; correct?
7 had several workups for epigastric 7 A She could have. If it's two
8 burning. What were those workups? 8 days, dependingon the time - | don't
9 A. This I believe she did not 9 know whether it's a full two days from
10 glean from the medical record, but she 10 the time she leaves until she has her
11 got from the patient, who told -- had 11 MI-- when she dies. Itcould be. Was
12 told her and other people and the 12 itactually a full 48 hours?
13 paramedicsthat she had had -- that she 13 Q. Allright, let's figure it
14 had GERD. 14 out.
15 Q. The fact that someone has 15 A Could we take a break while
16 gastrointestinal reflux disease doesn't 16 luse the restroom and you can look at
17 meanthey also don't have myocardial 17 that?
18 ischemia? 18 (Recess taken.)
19 A Right, gastroesophageal 19 BYMS. MATTHEWS:
20 reflux disease. You can have both. 20 Q. Let's see if we can figure
21 And infactit's my opinion she did 21 this out.
22 have both, and in fact that was the 2 MR. SWITZER: You asked
23 problem. That's what fooled a lot of 23 him about the autopsy, right?
24 people. 24 MS. MATTHEWS: Actually, 1,
5 Q. You would expect ER doctors, 2 was rightat this time trying to figure
Page 95 Page 97
1 though, practicing ER doctors to know 1 out what time she was in.the emergency
2 patients can have both? 2 room seeing Dr. Hamrick. I thinkit's
3 A. Sure 3 3:08a.m. on the 24th.
4 Q. Now,the fact that someone 4 THE WITNESS: Okay, and
5 isinsinus rhythm, that fact alone, 5 she came back on the 26th at what time?
6 that doesn't rule out an MI, does it? 6 BY MS, MATTHEWS:
7 A. No. 7 Q. She Came backon the 26th at
8 Q. Isthere any documentation at 8 8:57.a.m.
9 all in the medical record for the 24th 9 A. On the 26th?
10 of December, 1999, that would suggest to 10 Q.. Correct. So that's -
11, you that Dr. Hamrick even considered the n A. More than 48 hours.
12 diagnosis of myocardial infarction? 12 Q.. Okay.
13, A. 1don't think there is 13 A. Okay.. So you have this -~
14" anything actually documented that she 14 if it was just two days, then that
15 did. She says in her deposition that 15 would be different. If it was two days
16 she did. 16 plus, he said two to three days.
7 Q. Butshe didn't document 17 Q. Right.
18 anything? 18 A. So that would be a K
19 A She didn't document anything 19 difference, I can't say - I can't say
20 specifically. For example, she didn't 20 ahundred percent. I think that
21 specifically say: | considered 21 question maybe would be better posed to
22 cardiac etnok)gy here, but I have ruled 22 the pathologlst who did the autopsy
3 it out in my mind. She does not say 23 because it was more than -- it was -
24 that, no. 24 waita minute, Iam sorry, Itwas
5 " Q. Now, if the autopsy is 25 more than two days; it was two to three
i
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1 days. Soif he is saying two days, 1 address the very, very different kind of

2 then - no, itwould be okay. It's 2 scenarios that occur to make them

3 betweentwo to three days. 3 worthwhile.

4 He is saying two to three 4 Q. So you don't think they

5 days, and itwas more than two days. 5 identify approaches to diagnosis and

6 So | guess -- yeah, | guess that would 6 therapy for which there is the best

7 be okay. 7 scientific evidence?

8 Q. All right. So let me ask 8 A | don't think there is the

9 the question again. 9 best scientific evidence. That's the

10 A Okay. I'msorry. Bwas 10 problem.

11 thinking incorrectly. 1 Q. Isn't ita fact that even if

12 Q. Would you agree that if the 12 Connie Germanoffwas only complaining of
13 autopsy is correct and the infarct was 13 epigastric pain, given the fact that

14 two to three days old, that Connie 14 that can be an anginal equivalent, she

15 Germanoffwould have been having an 15 should have had an EKG?

16 acute myocardial infarction at the time 16 A Not necessarily.

17 she was Inthe emergency room seeing Dr. 17 Q. Well, you can answer every

18 Hamrick? 18 question not necessarily.

19 A. 1t-- according to him, yes. 19 A Oh, Thaven't. Ithink if
20 Q. Would you agree there is no 20 we counted them up, Bhave only answered
21 evidence of gastrointestinal disease on 21 10 percent, maybe 5 percent, not
22 theautopsy? 22 necessarily.
23 A Yes. There is usually not, 23 Q. Well, what does that mean,
24 unless there is a perforated ulcer. 24 not necessarily?
25 Q. What does an EKG cost? 25 A That meanswe see a
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1 A, Idon't know, probably about 1 tremendous number of patients with

2 $0. 2 epigastric pain, and the vast majority

3 Q. What do cardiac enzymes cost, 3 of them are due to gastroesophageal

4 aCPK? 4 disease or gastrointestinal disease,

5 A. A hundred dollars. 5 which, bythe way is a far more common

6 Q Do you think that ER doctors 6 disease entity, which is why half the

7 ought to be aware of the ACEP clinical 7 American population, or thereabouts,

8 policyfor the initial approach to 8 takes Rolaids. Thatis a much more

9 adults presenting with a chief complaint 9 common scenario. And in-a woman who
10 of chest pain? 10 has extensively been evaluated for

11 A. Well, having beenthe 11 cardiac disease, it was logical and it

12 chairman of the ACEP professional 12 metthe standard of care to not do an

13 liability committee twelve years ago, 15 13 EKGand to assume that itwas

14 vyearsago, and having been the ones that 14 gastroesophageéal in origin, not cardiac.

15 sort of created the impetus to create 15 Q. How did Dr. Hamrick determine
16 the chest pain guidelines, having been 16 that the epigastric pain, if Connie

17 intimately involved in those, thinking 17 Germanoff complained of epigastric pain,
18 itwas probably a pretty good idea, we 18 how did Dr. Hamrick determine it was not )
19 subsequently think that the guidelines 19 an anginal equivalent? }
20 were not terribly helpful and that they 20 A She did that based on the
21 are, we know, not followed, probably 21 signs and symptoms. Let me give you an
22 because they were not terribly helpful. 22 example. The patient came in, 1
23 So, unfortunately, my 23 believe, moaning in agony. Cardiac
24 answet to that Is no, they are probably 24 patients don't come in moaning In agony.
25 not very helpful, and they just can't 25 The chest pain of a cardiac event is
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1 generally, the vast majority of times, a 1 and do not register as positive on EKGs.
2 moderate pain, which is why it is most 2 Q. Wel, you said all of her

3 commonly sloughed off to indigestion; a 3 EKGswere normal. The one done on the
4 very mild pain. 4 26th wasn't normal.

5 In general, when you see 5 A No. That was the exception,

6 patients in agony, that is not cardiac. 6 becausethen she was definitely having

7 That is more typical of GERD or other 7 anacute M.

8 things. It's like the difference 8 Q. Soif she were having an

9 between patients who come in with 9 acute Mlon the 24th, then there is

10 appendicitis. The pain is not that of 10 evidence, isn't there, that it would

11 agony. Ifthe patientis writhing 11 have been positive, based on the fact

12 around and grabbing their right lower 12 that --

13 quadrant and flank, more typically it's 13 A Not necessarily. The infarct
14 going to be a kidney stone, which is an 14 she was having on the 24th would not
15 agony kind of a pain. 15 have been the same infarct she is having
16 The patient gave a history 16 onthe 26th. All we know is the one on
17 to the doctor of GERD. The patient had 17 the 26th was a massive heart attack and
18 been extensively been worked up for 18 she died.
19 cardiac disease. All those things came 19 Q. Uh-huh.
20 together: The way the patient 20 A. That did show changes.
21 looked, the way the patient felt, and 21 Q. Haveyou looked at the
22 the doctor's clinicalimpressionwas: 22 autopsy?
23 This is GERD, this is not cardiac. And 23 A Yes.
24 inthat scenario an EKG was not 24 Q. How many infarcts are there?
25 indicated. And had it been done, in my 25 A Wel, | think that there
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1 opinion, itwould have been normal 1 probably were two, because we know she
2 anyway, as all of her other EKGs had 2 had one the time she died because she

3 been. 3 had ST elevation. That would:not-have

4 Q. Not if she were having an 4 beena residual from the previous EKG,

5 acute MI, which the coroner says she 5 inmy opinion. So | think by

6 was. 6 definition, if she had blown out her

7 A She wasn't. 7 posterior wall, in my opinion, she had

8 Q. Well, If the coroner is - 8 an.infarct eaﬂler, sometime shortly

9 correct, had she done the EKG, it would 9 after she left Dr. Hatcher.
10 have been abnormal just Tike it was when 10 Q. But you didn't do an
11 she came back in. 11 autopsy; correct?
12 A. If the coroner, a 12 A. 1did not do an autopsy.
13 nondinician who doesn't treat 13 Q. And how many infarcts does
14" patients — 14 the person who did the autopsy describe?
15 Q. Uh-huh. 15 A. Well, that's very.

16 A. —said so, that's right. 16 interesting. First of all, the patient
17 But] disagree. 17 only had 70-percent lesions of her
18 Q. Okay. Butif the coroner is 18 coronary arteries, which is not what you
19 right in the dating of the acute M, 19 generally see with infarcts.. But then
20 thenthe EKG had it been done, would 20 he basically sees an infarct with some
21 have been positive; correct? 21 reasonably fresh thrombus, all right?
22 A. No, the EKG might have been 22 Now, I don't know whether
23 positive. 23 that was the one heart attack that she
24 Q. Well, wasn't it-- 24  died from at the very. end, or whether
25 A. People have acute infarcts 25 that contributed to the blowout of her
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1 posterior wall, which I think the 1 it's most commonly seen at two to three
2 pathologist is saying had to at least be 2 days?
3 two or three days old. So | don't have 3 A Yes, based on my knowledge.
4 an answer for that. You would have to 4 Q. And I take itthen you would
5 askthe pathologist. 5 disagree with Dr. Waller, who said the
6 Q. Well, infact what the 6 occurrence is unpredictableas to when
7 coroner said is that there was an acute 7 itoccurs?
8 right coronary thrombosis; correct? 8 A Wel, that was not what |
9 A That's probably true. So 9 had learned either.
10 you're interpreting that he meant there 10 Q. Now, all the cardiac enzymes
11 isone? 11 are elevated on December 26th, the ones
12 Q. Well, I amjust reading, 12 drawn at 9:28; correct?
13 A That doesn't mean there has 13 A. | think that's right, yes.
14 to only be one. 14 Q. Now, we don't have any other
15 Q. Wel, | amjust reading 15 determinations for that date, just one
16 under microscopic examination, and what 16 set of values; correct?
17 | see documented B Page 7 of the 17 A Uh-huh. Yes,
18 autopsy =" 18 Q. Sowe don't know if those
19 A. Okay, acute -- heart sections 19 are peaks or troughs or somewhere on the
20 show acute coronary thrombosis, right. 20 curve, right?
21 1tdoesn't say only one acute coronary 21 A | don't think troughs are
22 thrombosis, right, 22 the expressionwe use. Peaks or
23 Q. And then -~ 23 valleys. Troughs, | think, is
24 A And then itsays, C 24 antibiotics.
2 transmural acute infarct of the 5 Q. Peaks or valleys.
Page 107 Page 109
1 posteriorwal, two to three days old. 1 MR. SWITZER: And horses.
2 Q. Right, with rupture? 2 THE WITNESS; And horses.
3 A. With rupture. So I think he 3 BY MS. MATTHEWS:
4 s saying two. I don't know. 4 Q. Okay. So is it fair to say
5 Q. Well, would you accept the 5 we don't know whether the numbers --
6 fact that whatever -- however many 6 A. We don't kinow they are going
7 Infarcts Connie Germanoff had prior to 7 up, we don't know. they are coming down,
8 her death, they would be available to 8 Q. Okay. And we don't know how
9 view on autopsy? 9 long they have been up?
10 MR. SWITZER: Objection. 10 A. No. But we could sort of
11 THE WITNESS " They were - 11 predict sort of a range, but we don't
12 they were documented on autopsy, yes. 12 know.for sure,
13 BY MS. MATTHEWS: : 13 _ Q. -So really the significance of
14 Q. And you haven't looked at 14 those numbers depends on how long each
15 any autopsy slides? 15 of the diagnostic tests stays elevated?
16 A. No. 16 A Well, it really =it really
17 Q. Are you familiar with the 17 doesn't matter If the CPK is 2,000
18 criteria for dating myocardial 18 versus 3,000, it's really not going to g
19 infarctions based on cardiac pathology’) 19 matter. I mean, the cardiologists use
20 A No, Onlythat when there is 20 those numbers sometimes to predict how
21 a blowout of the myocardium, that 21 big the infarct is, But for an
22 according to what | have learned and 22 emergency. physician it doesn't. matter:
23 what | have read, it takes four to five 23 Its markedly positive and, you know,
24 days. o 24 you're having.a heart attack,
25 Q. Soyou womd disagree, that 5 apparently So how-high they are, once
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1 they go clearly out of the normal range, 1 And Rtotally disagree with the two- to
2 except for myoglobin, which we are 2 threeday pathology decision. So that's
3 totally throwing out the window, it 3 two reasons | disagree with them. The
4 doesn't really matter to the emergency 4 patient did not have an infarct until
5 physician. 5 after she left Dr. Hamrick. Sometime
6 Q. Okay. Butinterms of 6 betweenthe time she left Dr. Hamrick
7 trying to figure out when somebody's 7 and coming back on the 26th she had an
8 infarct started or whether they are 8 infarct. Now, it could have been five
9 extending another infarct - 9 hours before she had -- before she
10 A Right. How high the level 10 presentedon the 26th. And | tend not
11 goes will not determine, necessarily, 11 to think that it was much before that
12 notto a major extent, how long they 12 because Idon't think she would have
13 stay elevated, with the exception, 13 stayed for another 48 hours in pain
14 obviously, if you get this massive 14 before seeking help.
15 infarct and it goes up to 5000, it 15 Q. So the coroner who looked at
16 probably will take a little longer until 16 these microscopic sections and used the
17 itgoes backto normal, which may be 17 established criteria for looking at
18 where they get the 72 hours. They are 18 those sections ta date this myocardial
19 really considering, you know, the very 19 infarction, before there was a lawsuit
20 ends of the bell-shaped curve. 20 inthis matter, is wrong?
21 And maybe that's where the 21 A -
22 divergence is in what | learned, where 22 MR SWITZER: Objection.
23 the upper limits of the time, which is 23 THEWITNESS: | think he
24 about 48 hours, and they are saying 24 iswrong, based on my knowledge, and |
25 troponin up to five days. Maybe they 25 think he is wrong based on what the
Page 111 Page 113
1 are talking about massive elevations. I 1 cardiac enzymes showed when the patient
2 can't tell you that, 2 does have an infarct.
3 , But in general the level 3° BY MS MATTHEWS:
4 ' they go up is not the clear determinate. 4 Q. Well, | don't understand,
5 It's whether they go up or not. 5 basedon what the cardiac enzymes show.
6 Q. Well, can you tell me how 6 A. Well, the exception to that
7 long these myoglobin — I am sorry - 7 would be is if there were two -- the
8 the troponin and the CPK have been 8 potential there could have been two
9 elevated, the ones that were measured on 9 infarcts. So the cardiac enzymes don't
10 the26th?  ~ 10 rule it out, that's right. ButI
11 A. The ones measured on the 11 disagree with the two- to threeday.
12" 26th, I can't tell you how long they 12 Q. Butyou would agree with me
13 ' have been elevated. But I would venture 13 that the elevations-in the cardiac
14" to say that they did not start to rise 14 enzymes don't allow you to date this
15 any time before approximately 24 hours, 15 infarct?
16 maybe 36 hours before the MI on the 16 A Ifthere were two infarcts,
17 26th. It was clearly after the patient 17 then -- well, it depends which infarct
18 left Dr. Hamrick. 18 you're talking about, | think it does %
19 Q Wel, ifinfact the patient 19 give you some parametersfor the date of
20 was having an infarct that was two to 20 the infarctfor the last heart attack.
21 three days old, those numbers could have 21 |Ifthere were two heart attacks, which
22 been up for two to three days? 22 we think may be the case, the enzymes
23 A. Well, as we said before, I 23 onthe second heart attack don't allow
24 don't think CPKs will stay up three 24 you to date the first heart attack
25 days. They stay up about 24 hours. 25 because those ‘enzymes have come and gone
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1 already. 1 it; they might have done a cath. Let's
2 Q. Based on your understanding 2 say they find a vessel, they
3 of ranges for how long these things - 3 angioplasty, they send her home, it
4 A Based on my understanding of 4 collapses. She could have come back the
5 ranges. 5 nextday.
6 Q. But again, if the troponins 6 Q. And had she come back with a
7 can stay up for four to seven days, 7 history of angioplasty and recurrent
8 then this number could have been 8 symptoms -
9 elevated for four days, and we don't 9 A That would have been
10 know because it wasn't measured; right? 10 different.
11 A, Ifou believe that, that is 11 Q. All right. And again, what
12 possible. 12 is the basis of your statement that
13 Q. And the same for CPK, if you 13 cardiac tamponade and ruptured wall
14 believe that the CPK can stay up for up 14 would have requiredan M1 to be five
15 to72hours? 15 days old?
16 A Ifyou believe 72 hours, 16 A That's based on my
17 then theoretically the CPK would have 17 understanding of the physiology of the
18 been positive when she was seeing Dr. 18 heart and the physiology of an infarct.
19 Hamrick. 19 Q. Canyou cite me to any
20 Q- All right. | am correct, am 20 reference?
21 | not, that Connie never had a 21 A 1 would have to look. No.
22 diagnostic test that ruled out cardiac 22 Butover the years, reading articles,
23 disease? 23 studying, what | was taught in medical
24 A That ruled out cardiac 24 school very specifically from
25 disease? You mean 100 percent ruled out 25 pathologists, it takes five days. And
Page 115 Page 117
1 cardiac disease? 1 when you think about it, you would
2 Q. (Nodding head up and down.) 2 expect it to take a.long time because
3 A There B no test that 100 3 you're talkmg about a thick muscle, you
4 percentrules out cardiac disease. 4  know; you're talklng about a plece of
5 Q. And she didn't have the best 5 steak that's this thick (indicating).
6 test; correct? 6 And then you lose the ischemiia to it -
7 A. She did not have the most 7 you lose the blood flow toit, you have
8 accurate test. 8 got to get the degeneration.. And there
9 Q. You say inyour report that 9 Is a point where you start getting a
10 no testing done previously indiczted any 10 scar formation, If it doesn't blow out.
11 definite cardiac etiology for her 1 .. Butlt needs to really be
12 ongoing symptoms. Wel, isn't it a fact 12 weakened sugnif‘ jcantly. till it just
13 that the converse is also true: 13 blows out, you know. You have a hose,
14 No diagnostic testing had been done that 14 youuse it for years. and years, it :
15 definitively ruled out a cardiac 15 doesn't blow out the second day you use
16 etiology? 16 it. My understanding was, everything
17 A, That would be true no matter 17 thatI ever studied and learned about
18 what test she had. 18 this was that it takes about five days; ;
19 Q. Because ifa cardiac etiology 19 that classically tamponade occurs around ?
20 had been found, presumablythe doctors 20 the fifth day.
21 would have treated it? 21 Q. Doyou hold that: opinion to
22 A. Right, 22 the same degree of medical certainty as
23 Q. So she wouldn't have been in 23 all your other opinions?
24 the emergency room to begin with? 24 . A Probably not to t:he same
5 A. Well, they might have treated 25 level because I am not a cardlologist
‘T 800.694.4787 - FAX 216.687.0973
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1 and | am not a pathologist. But | feel 1 A Yes. And Bthought that had

2 fairly secureon that. 2 to do with microscopic studies, et

3 Q. Soyou're not familiar with 3 cetera, things of that sort. Idon't

4 the literature that states that the peak 4 thinkit's a science. [Ithink there

5 incidence of rupture is in two to three 5 are parameters that are fairly wide,

6 days? 6 But Ithink that's different than a

7 A I'm not familiar with that 7 tamponade, where -- which has nothing to
8 literature. 8 do with the microscopic evaluation, it

9 Q. And you disagree with it 9 has to do with the range of days it

10 even if itwere out there? 10 generally takes, and maybe it is a

n A Wel, Bwould be very happy 11 little wider. Maybe it's two to five

12 to reassess that, if it was providedto 12 days, and there are those people that

13 me. | have not done a literature 13 believe five days, and some people that
14 search on the subject in the recent 14  believe two days. But Ihad always
15 past. 15 heard and read four to five days.

16 Q. Would you defer on that 16 Q. Ifthe coroner is right and

17 opinion to a cardiac pathologist? 17 the Mlis two to three days old, then

18 A Not necessarily. And, you 18 your opinion that Connie Germanoff was
19 know, you would have to -- we would 19 not having an Ml as the source of her
20 haveto talkto a number of different 20 epigastric pain would be incorrect;
21 people. Emean, Bknow specifically 21 true?
22 that | have read and Bhave been taught 22 MR. SWITZER: Objection.
23 over the years that five days is the 23 THE WITNESS: |fthe
24 approximatetime frame. Bhave seen 24 pathologistis right, then itis quite
25 patients who came into the emergency 25 possible that she was having an infarct
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1 room, who died, and I remember seeing 1 atthetime. That does not mean that

2 reports from pathologists that said 2 her EKG and enzymes would have been

3 patient had a tamponade, and placed it 3 positive. That i$ not'to say that

4 atfour to five days. So I have gotten 4 there was a deviation from the standard
5 that number from multiple sources over 5 of care in not doing an EKG and

6 multiple years. 6 enzymes, But your statement wouild be

7 Q. Itake it then you wouldn't 7 correct that at the time her epigastric

8 defer to an opimon of a cardiologist 8 pain was not GERD; as I think it was,

9 e;ther on that subject? 9 but was in fact coronary ischemia, and
10 A Well, I might. ButT think 10 in fact an infarct. .

11 that there might be cardiologists that

12 say five days too, I think we would

13 "have to really get a lot of literature
14, and tack that down. T wouldn't just

15 defer to one cardiologist or one

16 pathologist.

17 Q. Wouldn't the best personto

18 determine how old this infarct

19 be -- was - be a pathologist?

20 A. You would think that is
21 true, if that pathologtst is right.
22 Q. Are you aware that there are

23 well-established criteria for dating
24 _infarcts that have been around for

NINMNMNNNRE BRP R
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BY MS. MATTHEWS:

' Q. And just dealing with
probabilities, had an EKG and enzymes
been done on the 24th - if the coroner.
is right and Connie Germanoff was having
an acute M| -- they probably, meaning 51
percent, would have been abnormal;
correct? ,

MR. SWITZER: Objection.
MR. STRONG: Objection.
THE WITNESS: If she was
having an infarct, and if the timing was
right in that it was more than three
hours old, or four or five hours old,

" then they would probably have been
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1 positive in some fashion. 1 That's all Bhave.
2 BYMS, MATTHEWS: 2 MS. MATTHEWS: Anybody
3 Q. And if she had been observed 3 else?
4 for twelve hours, they certainly would 4 Bye.
5 have been positive; correct? 5 (Thereupon, the deposition was concluded
6 A |fshe was having an 6 at 3:42 o'clock p.m.)
7 infarct, then they would certainly at 7
8 some time during that time span become 8
9 positive, yes. 9
10 Q. So where you state in your 10
11 opinion that if Dr. Hamrick had ordered 1
12 enzymeson the 24th, they would have 12
13 beennormal, as they had been 13 .
14 previously, that assumes that the 14 .
15 coroner B wrong? 15 .
16 A That is correct. 16
17 MS. MATTHEWS: Idon't have 17 .
18 any other questions. 18 .
19 MR. STRONG:  Anybody on 19 .
20 the telephone have questions? 20 .
21 MR. KREMER This is 21 .
22 Stephan Kremer, 1do not. 2 .
23 MR. ROSE: Mark Rose. 1 23 .
24 don'. 24
5 MS. ATWELL:  This is x5 .
Page 123 Page 125
1 Cheryl. Idonot. 1 CEFARATTI GROUP FILE NO. 5440
2 MR, HOWES:  Mark, do you 2 CASE CAPTION: STEPHAN GERMANOFF, ETC.
3 want to talk with me, or should we 3 VS, AULTMAN HOSPITAL, ET AL
4 just-- 4 DEPONENT: NORMAN SCHNEIDERMAN, M.D.
5 MR. ROSE: Only if you do. 5 DEPOSITION DATE: JULY 5,2001
6 MR. HOWES:  No, Bhave 6
7 nothing to talk about. 7 (SIGN HERE)
8 MR. ROSE: All right. 8 The State of Ohio, )
9 MR, HOWES:  Thank you. 9 County of Cuyahoga ) SS:
10 MR ROSE: Thanks. 10 Before me, a Notary Public inand
1 CROSS-EXAMINATION OF NORMAN 11 for said County and State, personally
12 SCHNEIDERMAN, M.D. 12 appeared NORMAN SCHNEIDERMAN, M.D. who
13 BY-MR.STRONG: 13 acknowledgedthat he/she did read
14 Q. Doctor, you're a 14 his/her transcript in the above-
15 Board-certified emergency room 15 captioned matter, listed any necessary
16 physician; correct? 16 corrections on the accompanying errata
17 A Yes, lam, 17 sheet, and did sign the foregoing sworn
18 Q. And your practice is 18 statement eca]néi traat the same is his/her \
19 primarily here at Miami Valley 19 [réeactand deed. :
20 Hospital's Emergency Department? 20 INTESTIMONY WHEREOF, Thave
21 A Itis solely here. 21 hereunto affixed my name and official
22 Q. And you're licensedto 22 sealat Lthis
23 practice medicinein the State of Ohio? 23 dayof ,AD. 2001.
24 A Yes, Iam, 24
25 MR, STRONG: Thank you. 25 Notary Public Commission Expires
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