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Charles Kampinski,
On behalf of th

Reminger &

Feminger .,

Esdg.,

e Plaintiff.

by

Mark Groedel,
Gn behalf
Stephens,

E8de,

of the Defendants Ti
Jr., MD and Curtis

mothy L.
W i

Smitin, MD.

Arter & Hadden, by:

Rita A. Bartnik, Esg.,
On behalf of the Defendants St. Luke's
Hospitel, J. E. Gdmonson, LPT and
Ko Fedeghen, LPT.
Jacobson, Maynayrd, Tuschman & Kalur, by:
Stephen J. Charms, ES8U.,
Un behalfl of Defendant 5. J. Lee, MD.
ALSO PRESENT:

Timothy L. Stephens, Jr., MD

STIPULATIONS

It 1s stipulated by and between counsel

for the respective parties that this deposition may

be taken in stenotypy by Lorraine J. Box; that her

stenotype notes may be subseqguently transcribed in

the absence of the witness; and that all

regquirements of the Ohio Rules of Civil Procedure

with regard to notice of time and place of taking

this deposition are waived.
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CURYTIG W. oSMITH, “D,

the Defendant herein, called by the Plaintiff for

the purpose o0f c¢crogs-examination as prov
i N &

Ohio Ru

ided by the

les of Civil Procedure, being by me first

duly sworn, as hereinafter certified, deposes and

says as

BY MRE.

follows:

CROSS ~EXAMINATION

KAMPINDEL:

Qe
A
e
through
prelimi
but not
Ao

L e

A
the res
e
A
e

A

Wwould you state your full name

Curtis West Smith.,

s Please?

We've met before, Dr. Bmith, you've been

this. i'1l forego some of the

naries. You're board eligible, I
board certified?

That's correct.

Have yvou taken the test?

Yes, 1 have.

You did not pass it?

I took the test tinis spring; I
ults.,

Okaye. This is first time vyou
No, 1t isn't.
How many times havé you taken

This is my second time.

First time you didn't pass 1it?

take 1it,

'm awaiting

took it?

it beforez?
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A I passed part of it.

Qe Do vou take it in pavrts:

Bo Well, it changes at various times, but at
the time I took it you could take the written and
the oral part, and [ passed the oral part and I

haven't passed the written part.

Qe You took them both?
A Yeah.
U You don't have to take fhe one you passed

again oxr do you?

A You have to take them all over again,
according to the rules at the time I took it, They
have changed.

Qe What Jdo you have to do now? How have
they changed?

A This year I could still take thew both.
it doesn't require passing of both to go on teo thé
next step. People who graduated who finished their
residency last year can take only the written part.
A¢ the time that I took it there was at least a
two-year wait before you could take it. That was
no longer in force. You could take 1t as soon as
you finish your residency. It's been a flux in
terms of when you can take i1it. At the time

previous people took it 1 believe you had to wait a
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vear and
LeaS0oNs .
U
testing?
A
e
graduate
A,
e
A.
w

A

U
where you

A,
Hospital,

Hospital,

it was c¢hanged to two years for various

Wwhen do vyou gebt your results on the

End of September .

Just pbriefly to remind me, when did you

from medical school, sip?

1977.

That was where?

Case Western Reserve University.

and residency in internship was where?
University Hospitals.

Until when?

Y77 to ‘82,

Okay. And then you commenced with?
Dr. Stephens.

Ok

pH]

'
Associates in Orthopedics.

Have you been there ever since?
That's correct.

would you indicate, please, what vour
have your privileges, what hespitals?

At St., Luke's Hospital, Huron Road

St. Vincent's Charxlty Hospital, Suburban

and Mt. Sinai Hospital.
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e How many of these did you have in 19847?

A All except Mt. Sinail.
0. Have you ever had any other patlients die
after a hip replacement procedure, sip?

MR. GROEDEL: Objection. Go ahead.
Qe Die in the hospital.
A I think when I was a resident I had -~
its either -- yeah, 1 believe it was when [ was a

resident.

Qs Since you've been a doctor?
A I was a doctor then,
U Since you've been in charge and

responsible for the treatment of the care as
opposed to having a primary physician over you as

resident?

A, I don't recall.
Qe Was that a patient that you operated on?
B It was a patient that I was the primary

resident on. I don't recall whether I was the
first or second assistant on the case.

MR CHARMS: Dr. Smith, could you
keep vyouwur volce up? I'm having a little trouble
hearing you.

THE WITNESS: Surely.

Qe {(BY MR. KAMPINSKI) Is that a risk vou

a
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tell patients?

A 0t death?

Je Yes .

A, Certainlye.

0w What procedure do you use for total hip

replacement, Doctor?
A Depends on the condition that the patient

has and the patient's age.

U What procedure did you use with Mr. Smith?
Ao It's called a bipolar prosthesis.

e Bipolar meaning what?

A, Two polies.

Ye Where would the two poles be?

A The one pole is considered the

replacement of the femcoral head, which is a
metallic ball, a second pole is & non-cemented
semispherical acetabular hip socket,

(O]9 And whose equipment would you use? pid
you have any preference for any —--

A I used that that was currently being used

at St. Luke's Hospital.

(e Which was what?
B e Phis was a -- I believe at that time - I

can loock at the chart and tell you.

e Sure, go ahead. Feel free to look at the
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chart any time I have a guestion of you that you

need to look at it.,

what you're looking

A, sSure., It
N What kind

B Left bipo
itts called.

tri-lock, I believe

e Tri-lock
B . The fit i

lower man -

Just so0 vou indicate for me

at when vyvou find the answer.

‘s a DuPue.
? Does it give additional ==

lar endoprosthetic replacement,

At that point we were using a

@

meaning what?

nto the femoral canal, into the

6o wWhat kind of cement did you use?
B e At this point, at this case we used

methyl methacrylate

Qs Has that

being used with the
ME.

A I'm sure

sy bone cement.

changed, the type of cement
hip replacement?

GROEDEL:

Objection.

there are always revisions 1in

the cement that's used, but 1 don't know whether

we've made changes.

state of the art.

We use whatever 1s the current

Q. You mean you don't know what's wused in 1it?
B I know metnvl methacrylate is still used

as a bone cement.

Qe Is

it used at 35t, Luke's

e
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A s I would have to check.
Qs When 1s the last time you

replacement?

did a hip

A o That 1 cemented?

e Yes .

A I can't recall.

Ue why is that? You don't cement anymore?
A . For most of the ones 1 do, we do what's

called a poros-~endo, B0 cementing is
that's not done on every occasion.
Qs Has there been a movement

cement because of the difficulties i

B Certainly.
e Okay. And has the bhardwar

to accommodate that change?
A, The hardware is designed s
with the particular instrumentation
o What hardware are you usin
A Again, you're dependent on
At St. Luke's, a number of pieces of

still available, Some of the DuPue

still there, I believe Halmedica has

still there,
on what vyvou d

Qe Has

80 the choic
ecide to use

there been

@8 you make
in a parti

a change in

something

away from using

n revisions?

& changed also

pecifically
that you use.,
g now mostly?
the hospital.
hardware are
hardware is
aguipment
really depend
cular case,

policy at 3t.
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Luke's in terms of the uses of cement or can you if

you wanted to still use 1t?

A Surely, you can still use it.
0. Okay. Why was 1t decided to use cement

with respect to Mr. SBmith?

. The decision was made at the time of the
cperation. The decision was made because in the
process of preparing his femoral canal for the
femoral stem of the prosthesis, there was a small

crachk in the femoral neck. In order to stabilize

the femur, it was elected to use cement.
Ue Iin other words, you weren't planning to

use it before you got in there?

A Ne, I hadn't. But that decision is made
at the time of surgerv.

(03N Well, don't you have to do preparatory
work in terms of the size of the hardware that
you're going to use? Don't you have Lo 4o a
template -

B Sure, but that's a guide. the ability to
use a size up or a size down can be made on the
Bpot.

(O] Do you have any records, notes, anything
that reflects what it was that you decided you were

going to use before you got in there? Would the
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¥x-rays tell us that?

A | The x-rays would have been of assistance
to put the template up on the x-rays.

Qe But I mean where is 1t that it says what
size component vou're going to use before you go in

there so that it's ready and available for you?

Ao 411 of the components are available.
D Ckay. Ho matter what size vou ultimately

have to use what 18 ==
A. Right.
0 ~- available is right there in the

operating roeom?

A. Right there in the operating room.

Qe What size did you use with Mr. Smith?

A 17 and a half millimeters.

D Was that what vou were planning to use or

do you have any recollection?

A, I don't have a recollection.
e Do yvou subscribe to osteotomizing the

trochanter or not?

B In a primary total hip, no.

HE wWo?

A, NO .

(S Do trochanteric osteotomies make it

easier to do the surgery though?
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your usa

whether

EXpPoOsSULe.

they're
Q.

A,

(e

during the operation.

I would suppose it would. Depends on
ge of trochantery osteoctomies in the past
you deem it necessary to create sufficient
Most often with tyrochantery osteotomies
used for revision of total procedures.

They are?

They are.

You didn't do one here thoughn?

This was not a revision.

You didn't ostectomize the trochanter?

Ho, 1 did not.

Why dontt you tell me what you did do

¥You can refer to your

operative note if vou want.

AQ

the tinme

Qe
A,
Ja
doctor?
A
thing.
Je
you.

A

Exactly what do vou mean? You mean from
I entered the room?

bDure .

Starting from --

Are you reading from your operative note,

This is -~ 1 assume you wanted the entire

This 15 the report of the operation.

Wwhat page so I can just follow along with

146.
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s Okave. By the way, this was dictated by
whom?

Ao Dr . Michael Gill.

Ja 0kay. That would have been what, your

resident?

A He was a chief resident on the service at
the time.

O Okay. Countersigned by -~ 18 that your
signature?

A, That's correct.

e This is November of 19847

A That is correct.,

SIN so you had bé@n with Dr. Stephens for

approximately what, two years, a little over two
vyears?

A, A little over two vears.

O Had you done a lot of these surgeries,

these hip replacements?

Ao Bipolar prostheses?

O Sure .

A ¥es, l've done guite a few of them.

O How many would you say vou'wve done?

A I would have to check my records.

Qe One a month? One a week? Just to put us

into some Ltype of framework.

tad
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A Certainly at least one a month,.
e i'm sorry, go ahead.
B, indicates that the patient was brought to

the operating room -~
Qe FPirst, before you even get to the
procedure, there's a little notation above it that

says complications,

A Surely.
Qe Are those complications during the

surgery?y
A Certainly 1if you consider surgery at the
time of the patient's being put Lo sleep, then yes.
0o These were surgeries, then put it in the

anesthetlc -

Boe I'm sorry?
e These were complications in the

anesthebic?

A Y8 .
Qe I'm S0rXILye. Go ahead.
AW "pPatient brought to the operating room

placed on the operating table in a supine position,”
which means on his back. "He was induced with
general anesthetic. e was intubated, endotrachial
tube. He was ventilated through that airway. He

wag turned to the side lying position,” it's called
p £
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the decubitus position, guch

exposed to the surgical field

e I can read this as
B I don't understand

511 .

[
®

Well, how many peog

ot

assisting youa?y

& w I can tell you the
there ., Dr. Gill and Uy, pPete

O It savs surgeon, Dr

WO e s,

that correct?y
B I had met him prior
U When had you met hi
A I met him in my off
s And he was referred
A, Ur . Bdgar Jackson.
U Okay. And when vyou

was this procedure discussed

that the left hip was
well as you cane.

what you want from me,

s
o
e
[
=
2
]
=

number ot residepis

s
. T. Stevphens ?
[ (. B

to that, but vyes.
m priory to that?
ice .

by the internist?

met him in the office,

what would be done?
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&s Yes, 1t was.
0 And the purpose of the procedure was to

b @

what, alleviate a problem he had witn the limp?

Bie It was primarily to alleviate his pain.
e He was having pain?

AL Right .

Qoo It was an elected procedure, was it not?

it was something he had lived with for a number of
years since he was a teenager, apparently?

A e Well, I assume it was a little bit more
than elective because he wouldn't have presented
unless he wanted to change significantly his

lifestyvle.

(e I assumed that.
A He gave me that impression. He said he

was having pain. The limp is something that he had
had since the time of nis adolescent injury, but
the pain was increasing.

D Okay. S50 it was decided to do something
about it at that time?

A It was decided that he wanted to have

something done about it.

U 50 that 1is elective?
A, surely.

U Ckay. It's something he could have lived
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with, s
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Ja
reviewi

him?

Qi‘
problem

A,

Pr. Jac

omething -«
That he chose not to live with.

And vou agreed after, 1 take 1t,

ng x-rays that you could do something forx

Correct.

And you took a medical history, I take 1it?
Absolutely.

And you were aware of his hypertension

?

You were aware of his other past medical

I was aware of his hypertension.

kson's usual routine when he refers patients,

he would give me a call to let me know what the

patient
was, as
U
that th
perform
for tha
by Dr.
wasn't

hyperte

‘s status was, what he thought his problem
ked me to see him.
As a matter of fact, after it was decided

is would be an appropriate procedure to

on Mr. Smith, he was put into the hosgpital
t procedure in October and that was vetoed
Jackson? I mean, he indicated that it
appropriate at that time because of his

3

nsion and an upper respiratory infection,
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Ao That 15 correct.

Qe in any of these x-ravs that vyou looked at
before, was this crack in the femoral neck noted by
youy

A It was not there.

e OKavye S0 this had to happen when?

A, As I said, during SULJgery.

Us S50 while vou were doing surgery, a Crack

developed in the femoral neck?

A, Yes .
e Okavye I apologize 1f I'm bouncing back

and forth, but as 1 think of these things, I
certainly want to give you an opportunity to
respond to them. sfter he went home in Uctober,
the decision was made for him to come back I guess
Novempber l4th, he actually came back the 12tn?

A, Decision was made on discharge that Dr.
Jackson would follow him in the office and when he
thought appropriate he would call me and we would

arrange a readmission.

s That was done, 1 take 1it?
A That was done.
Qe He did in fact return to the hospital I

think November 12th. Did you see him or his family
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upon his return to the hospital?

Ay I"m certain that I saw
see his family.

e He knew you were going
not Dr. Stephens?

Aa Absolutely.

Qe Okay. Did Dr. Jackson
clear bim for the surgery?

Aa Prior to his second -«
admission?
G ow And before the November

A, As I stated, he

in his office and he checked him

checked

rim. I did not

to do the surgery,

check him to

after his second

ld4th surgery.
nim periodically

in the hospital

prior to his surgery, that's correct.
Ue S50 it was decided that he was in an

appropriate

surgery?

A, That is correct.
Qe What caused or

complications regarding maintaining

pressure and poor intra-operative
you know?

A I don't know.

Q. This is something that

anesthesiologist had to

physical condition to

precipitated

deal with,

undergo the

the
adeguate blood

oxygenation, 1f

the

I take 1t?
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was 1it?

Ao

Qe

A

That is correct.
Why is it, sir, that he was sent from

tion to intensive care? Whose decision

Anesthesia’'s decision.
Did you have any input into that decision?

My input usually is do ~- 1f they ask me

or if they're concerned about the patient's

oxygenation, I leave 1t up to them. If they say,

Do you object if we send him to SICU, I would say

o .

o

where you'

Have vyou ever had input to the point

re the one that indicated you want your

patient going to intensive care?

A,

Not regarding an operative -- 1f this is

a postoperative decision, that's usually based

strictly with anesthesia. I have 1input intoc that.

It I have

some cohncerns that differ with the

anesthesiclogist's concern, then I'm sure we would

try to come to a decision about whether it would be

most appropriate. I'm sure in the case where

either of

where the

Lo

us thought it was appropriate, that's
patient would go.

Who 1s the physician in this situation

responsible for the patiesnt, you or the
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anesthesiologist? Whose position is it?

A, Just as in most situations where
delegation and responsibility is given to the
parties that are most attuned to taking care of
those particular areas as in the postoperative
0of an anesthetic, the anesthesiclogist is

phas

%

19

generally considered to be in charge of the patient,

Qe Who 1s the attending physician?

A, I am the attending physiciane.

O You have direct primary responsibility
for that patient while he's in the hospital, do
noL, sig?

B« That 1s correct.

Qe You can, can you not, sir, give orders

You

with respect to where you want that patient in the

hospital, can vyou not, sir?

B I can do that at any time.
Qe OKay . S0 that 1f you perceive the

existence of a problem, whether it be
intra-operative o©r postoperative or preoperative

you can address that problem as the primary

ohysician responsible for that atient; can you
4 -
A If I'm made aware of the problem,
Qs OKaye. Do you have any recollection of

having input, sir, into the decision to send HMr.

¥

not?
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Smith to intensive care after tne HNovember l4th

surgery?

A, Hot directly.
U Okay. You were aware of the fact that he

was sent there?

A Oh, of course.
Qe Ckavye. You indicated that a crack in the

femur ococurred. Could vou show me where that is
set forth in this opevative note? Ckay, I see 1it.

Page 147.

&, I have about a guarter of the way back.
Ja Okay. What's the calcar portion, what

part of the femorale or the femur 1is that?

A, it refers to an area proximal to the left
trochanter and distal to the femoral neck --
femoral head on the inner aspect what we call the
medial side.

Qo Did you take x-rays of that during the
cperation?

A We took it after we finished, ves, during

the operation.

o During the operation?
B If you're considering the operation as

the time -- the total time he was in the operating

Toom, Yes.
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A

Why don't you find those x-rays, if vou
50 you can show me what you're talking about.

This 13 the area of the left trochanter,

this bump here. This is the outer portion. This

is the

is the

Qe
B
was a v
concern

where i

femur?

o
way dow
A,
prosthe
fm‘; -

poctor?

hip socket. This is the prosthesis, This
area of the calcar. It is thickened ==

Can we gee some type of a fracture there?

I can't,

Why not?

Why not?

Yes.

Probably depended on the projection. it

ery small crack at the time. We were
ed not so much about how large it was, but
L was.
Okay. And that caused vyou to cement the
That's correct.
Cement the -~ actually put cement all the
n inside the femur?
Down at least to the ends of the
$18 .

Do yvou have any postoperative pictures,




[

15

16

L7

3

N On this one that we're looking at, which
is I guess dated the 1lé4th, 1 believe -~ 1t's
actually October.

A it's admission 1lU~-18-84, He probably

still had his initial card.

e That couldn't be it, could it?
A, NG - I'm savying the number you're asking

about ==

Qe Okav.
B He probably had his ipitial template made

on that date.

Q. Okay.
A Postoperatively with surgical =--
O We can't really see the cement though,

A Hot very clearly, no,

Qs Do you have any others?

Ay, Mo, I don't.,

e That's the only postoperative film that

you have?

A, Yes, 1t is.

e Is that the only one that was taken?
A, You mean initially?

Qe Isn't at any time postoperatively?

A There's another operation that could be
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considered postoperative.
Q. Do you have those?

A, Surelv.

A Here it is.

e Can you see the cement in ther

A, End of the cement vight there.
{Indicating)

s That's the line for the cement
cement supposed to be poursd evenly thro
femoral canal?

Ay It's injected under pressure a
possibly can be done,

e Have you had a lot of experien
cament?

A Surelvye

Qe This 18 the second operation,

Ao That 18 == 10,

s
WL

ughn

S eV

oce U

Doct

Is the

the

enly as

sing

ory

We A picture during the second operation?

A s This 18 the socket. This i1s out of the

socket . This 1is the picture that was ta
confirm he had a dislocatione.

Qe How did that happent?

A, I don't know. I wouldn't know

happened .

Ken

how

Lo

it
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J e Well, was ne put under some type of

restraints after the operation?

B, He 1is put in a triangular =--
Qe Traction?
A He's put in what's called an abduction

splint.

(e Wwhat's that?

A I was explaining it to you.

(O3 I'm 80YIrVY.

B A triangular device between his legs to

keep his legs in a position that's not closed
together because this -- any type of hip
replacement has an area of weakness and one of the
things you want to maintain is that position of
abduction. The patient helps maintain that, the
nursing staff, the abduction --

Qo He can't get up and walk arocund with that
thing on?

B With the pillow in between, I've had
patients try to gebt up. it's very difficult to do
1t

0 And 1 take it nurses are in to watch him
to make sure nothing occurs with respect to that
particular hip so that the cement can't set and

that ==
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A Cement's already set.
U It is set., it hardens ilmmediately?
B Hardens within 10 or 15 minutes,

depending on the particular cement.
Uoa You don't cement the ball into the

acetabulum, do you? How is that --

A There are a number of prosthetic
replacements for nhis particular problem which were

eglected not to do.

Qe Why not?
B Because of his age, because of his shape

of his acetabular.

e How was it set in there then?
A, When you asked me initially about tne

bipolar component, this sets as a suction fit into
the already existing hip socket that is relatively
freely mobile in the socket, but with the
constraints that it's locked in, so if you can
picture a suction fit. But you're still able to
twirl the socket, That's what the design of this
kind of prosthesis is for.

O I assume that's easier to dislocate than
a cemented one, or maybe I'm wrong?

A I think vyou're wrong. There are a numberx

o0f -~ they are all prone to dislocation, and the




L | exact figure I would have to look upe. It¥s my
2 impression that the dislocation rate is somewhat
3| higher in this type of prosthesis. The exact

4 | numbers, I couldn't guote you at this time.

5 Ue It would take some Lype of movement,
o would it not, toe dislocate it to the extent we see

7 it in that picture?

A, Extent doesn't make any difference. iE

ol

9 it's dislocated, it's dislocates.

10 Qa ALl right, What would, in your opinion,
11 cause that to --

12 Ao The patient could have malpositioned

13| himself even within the -- even within the

14 constraints of his bed. He could have been turned
L5 to prevent weakness in this prosthesis. & numberx
Lo of things could have happened. I have no idea of

17 | knowing whicnh one of them.

Lt (O] Does he undergo physical therapy afterx

19 | the operation?

20 b Yes .
21 O What do ==
) A There is a routine protocol for

23 | postoperative.
24 Qe What do they do with respect to the hip,

2s | if anything?
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A Well, he is furthey instructed in the
physical theraputic modality that he had been
instructed in »ricr Lo SBSULGEY Y. He 1is initially

begun on strengthening exercises to the muscles

around the hip joint.

Qe What does he do for that?
A, He performs the exercise that he's

instructed by the physical therapist.

W What exercise would they be?
A Initially they involve basically

isometric tightening of the muscles around the hip
joint. Once he becomes a little bit stronger from
the effects of a general anesthetic and a majoxr
surgery, he's gotten up and his ambulation 1is

assisted. He's snown how £0 -

Qe That didn't occour here, did it?
By Ho, it did not. You asked me what the

protocol was.
Q. You've reviewed this record before coming

here today, haven't you?

A, Yes, I have.

Qe He did have some physical therapy, didn't
he?

A I didn't review that part of it, no. But

I would have to review 1it.
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Qe Wwhy don't you take a minute, take a look
at that.

Ao Okay. He was seen by physical therapy
pre-operatively and given protocol, which i3 ob
page 106 in the physical therapy, in their
renabilitation notes. He was seen on 11-15% while
the patient was still in the intensive care unit.

He would =

Qe fhey would see him in intensive care?
Aa They see him the day after surgery.
e I'm sorvry?

A He was seen by the doctor in the

intensive care unit. Ais lower extremity exercises
consisted of ankle pump, which are just moving the

ankles up and down to try to avoid clots.

Qe Thromboembolic phencomenon.
A ankles, circles in both directions.
e He was seen by the same licensed physical

therapist the -~- HNovember L13th, November 15th and

November lé6th, coerrect?

A That's correct.
2o J. E. HEdmonson, and then seen by

K. Fedeshen, licensed physical therapist on
Hovember 17th, correct?

A, That's correct.
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U And there is something different that was
seen on the 17th and that 1s the internal rotation,
she's got underlined apparently. That's a

dislocation?

B Until proven otherwise.
Q. Well, it was not proven otherwise, it was

dislocated?
A, You asked me was 1t a way to assess that.

To get a proper follow~up, proper X-rays. Those

were obtained.

Qe Okaye She do anything when she saw him -~
A I did not have converszation with her.
Qe According to the note, can you determine -

or what does it mean when it says unable to
position (L} LB to neutral? What does that mean?
A, dnable to position left lower extremity

to neutral.

Q. What is neutral?

A, Point the toes straight up in the air.

Qe Would that be bscauvuse of this dislocation?
Ao That could be one of the causes,

0w 50 she tried to position him and couldn't?

M5. BARTHIK: I'm going to cobject.
Q. (BY MR. KAMPIWSKI) According to the

notes, as pest we can determine?
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A, As best we can determine,
e Then it says patient states he has

been performing AEPs on his owne. What are AE

B Probably something to do with the a

not

Ps Y

nkle

exercises, but that's physical therapy =-- a symbol

that I'm not familiar with.
Qs Then we go down a little bit, it's

"poor diaphragmatic breathing secondary to

got

complaints of abdominal pain.,” Do you ssee that

notation thexre?

A Surelye.

e 50 he was complaining of abdominal pain?

A, According to the note.

Qe You didn't do any surgery on his abdomen,
did you, Doctor?

Ay No, I did not.,

e Okay. Were you aware of the fact that he
was in abdominal pain, sir?

A, At this point, no.

e This 1is the 17th, I mean, the date that
you performed sutrgery on him.

A if vou're asking me was the ~-~ this

information either reilaved to me or was I awa
was having abdominal pain, no, I was not.

O Would that have made any difference

re he

in
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YOour

decision to perform surgery on this man on

November 17th?

histo

anest

hawvin

A Not considering his immediate past
ry of having the -- having had a major
hetic as well as a major operative procedure,

g had a history of some abdominal surgery in

the past to have gastritis following a major type

surgery is not unusual.

on Ca

Jacks

this

finis
chegk
perfo

Kiow

O Is that what he had, is gastritis, Doctor?
Ao That is a supposition.

Qe Whose supposition?

A That was shared with me by the resident

11 that evening. It was confirmed by Dr.

on the following morning.

e What day are you talking about?

A i'm =« i1f this is the initial note o0f w-
was the night before?

e leth.

A We'll have to check the note.

e Go ahead. Well, before vyvou do, let me

h the one sentence then we'll go back and

it The next sentence says "LE exercises
rmed well, then standing held today.” Do vyou
what that means, sir? Loweyr ==

B Lower extremity exercises performed well.
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I guess he
(038
you can £i

A

Pry
e
&

Qe

A

D
you're loo

A

tonight "

Qe

distress.
Jw

A

wasn't going to try standing.
Dkay. I'm s80rry. Go ahead and see 1if
nd that note now.
On the 16th of November --
What page, Doctor?

That's 119,

119.

And I'm sorry, what note is it that
king at?

“he on call note by Dr. Cendo.

br, who?

That signature 1is Cendo, Cwg-n-d-0.
Who is he?

He's another orthopedic resident.
GRay . And what does i1t say?

It says "Patient had coffee ground emesis

What is that, just so the record 1s clear?
Basically vomitus.
Ukay.
"Also complains of some abdominal

Unable to void., No other complaints,”
Um~-hmim .

"patient mav have gastritis or stress
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wlcer ," in parent
o Y*iIntuba
A Looks L

D "aAand ve

A "vepntilation,

e What's
A Maalox .
e What's
Ae BY mout
N Maalox
A, Maalox
Do You agry
A I kunew
called me Lo make
disagree with it,
Q2w Well,
possipility of an
boctor?
B I'im not
(Je Well, 1
pid the
surgery?
A, I would
Qe Ukavy.

=4

Ao His est

you

patient lose

hesis, "status post® -
tion®™?

ike "intubation.,®
ntilation"?
Plan,

Tagamet

that?

FERO N
e
by mouth?

by mouth, Foley cathet

eod with that, I take

gf it. I can't recall

me aware of it, but I
ves .

were aware, 1 take

ulcer zavrlier, weren'

sure what you mean, s

et's see. I guess it

a lot of blood in

B
{1

imated blood loss, &

IV/BO."

QF .
Pty

whethey he
did not
ity 0f the

L you,

ir .
was 119,

the first

cording to




&

14

11

L2

L3

L5

16

L7

ls

19

Z0

Z3

24

the brief note on page 112, is 400 ccs.
e 4007
A 400.
Qe On vyour operative note, which was

dictated by Dr. Gill and which you apparently

countersigned, it said 200.
A, f‘he actual measuring of the amount of

blood loss is done by weighing napkins, surgical
sponges, loocking at the surgical field, estimating
how much may have gone 1into suction, how much may
have been diluted with irrigation, that sort of

thing.

Qe S50 a 200 cc¢ difference is not a big deal?
A, HO o

e Was a hemovacg put in?

A I'"m sure it must have been. It¥s uvusuvally

routine, "Large hemovac drain."”

0. ~ And how long was it 1in?
B 11}l have to check and see. I don't see

it It's wesually removed around 48 howurs. I don't
see the specific references.

Qe Well, would it be removed 1f there was
continual -- or additional drainage 01 w==-

A Depends on the amount and the guantity of

the drainage .




L 92N Unce there was no more drainage, you'd

2 remove the hemovac?

3 A it would depend -~ 1if there were no

4 | drainage at all, it still would probably remain in

place for at least 24 hours, and it would be left

L

6 in place wp to 72 hours and possibly longer.

7 U Is a doctor's oxder reguired to remove 1itL7?
g Is a doctor's order reguired?

9 A It's usually removed by the surgical

Lo resident, 830 ==

Ll (3N But vou can't tell from the record here
12 | whether it was removed or not?

L3 A I cannot tell from the record.,

14 Qe Can vou tell how much drainage there was?
15 Ao In the notes of the primary medical staff

N4 that include the residents and the other MD

17 personnel, | don't see a reference. I have not

18 | checked the nurses' notes.

L9 O Doctor, when you were made aware of this
20 | possibility of gastritis or stress ulcer, did you
21 do anvthing to try to check any other tests that
22 nhad been taken or other values regarding your

23 | patient to determine whether or not ~- and [ take
24 it this diagnosis or possible diagnosis was made

5

25 pecause of the coffee ground emesis?
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A And the wvsual postoperative state,
is a relatively common occurrence, the
ice 1s to treat this as a stress ulceration.,
persists, other tests are undertaken.

Qe Can blood level in a person assist
ining whether or not it's a

A, Surely.

e GI bleeding?

A, Surelye.

Qe How much would you expect normally
lobin to drop postoperatively with a 20
say a 400 cg blood loss in a total hip

cement?y

A The one thing that you have to cor

ate when vyou're determining blood loss
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now much is lost into the field but how much 1is
logt into the soft tissues, into the muscles and
such around, and that can be several units., 50 the
actual amount that you see that 1s drained through
the tube may not reflect the total amount,.

e Would you normally see the hemoglobin
drop after any operation because there is some

blood loss?

A. Surely.
o Did you replace blood, by the way, after

the first operation?
B I'd have to check.

Je Okave.

A, Not that I can discern.
Qe I1f there would have been significant

plood loss, would you have ordered any kind of

-

blood replacement, s$ir?
A 1f there had been blood loss sufficient

that [ thought i1t would make a difference in the

patient's recovery, surely.

[ 50 apparently vou didn't?
A, From -~ as I recall, the lab values that

I recall most immediately postop did not indicate
that he had had sufficient blood loss. I don't

know for a fact, as I said, I did not see a
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confirmatory or a reference to the fact that [ did
not give blood, but on my last review of the chart,
I don't recall.

e I didn't see that either, so I think
yvou're correct, I don't think there was any blood
given.

Did you check on Mr. Smitn's hemoglobin
levels, Doctor, through his short stay in the
hospital here?

A, I'm sure they were checked on as a matter

of routine for ==

U Did you check them, sir?
B I'm sure I must have or I at lesast asked

the resident about them. Whichever specific, I
don't recall.

U what did you think of them in relation tm
whether or not this man was having a Gl bleed

postoperativel y?

A, I did not think he was having a GI bleed,
(o] Otherwise, vou certainly wouldn't have

had him undergo another surgery on the 7th if he
was, would you?

g That is a guestion that I've not
entertained.

(G2 Waell, why don't yvou entertain it for me.
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i1f he was having a GI bleed, s8ir -=-

B Then I would get the appropriate -- 1f 1
thought that he was having a GI bleed and there
were parameters to indicate such, and then a very
unusual loss of hemoglobin or hematocrit, if his
condition were such that his bleood pressure were
exceedingly unstable, then [ certainly would have
considered it.

O What do you consider -~ I don't want to
paraphrase you, but I don't remember the word you
used with respect to the hemoglobin loss. I think
you said extensive. What would you consider an
extensive drop in the hemoglobin?

B It is not unusual for any major surgical
procedure like this to lose a couple units, several

units of blood.

o iow about five units?
A, As a general rule, unless the hemoglobin

goes below 10 or hematocrit below 30. And we at
that point consider it most often don't transiuse
until the hemoglobin is 9 or the hematocrit is 27.
s Would a surgical loss of blood or sowme
loss of plood into the soft tissues, okay, be
apparent immediately after surgery one day, two

aays’? How long would it take before you got an
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accurate reading as to how much blood is lost from

surgery as opposed toe from some other reason?

A, It's fairly difficult to tell.
(dw You're a doctor,
A, Surely, but it depends on the area where

you operate.

N How about the hip?
A, The blp can hide sufficilient amounts of

bilood, but i1t would be reflected whether you were
able to appreciate that in the amount of drainage
through your drains or on the dressings or some
external indication. There still could be large
amounts of plood lost into the soft tissues,

Qe Does it trouble vou, sir, that the
admitting hemoglobin on Mr., Smith was 15 on
admigsion, it dropped to 13.9 postoperatively and
to 10.8 over the next two days? boes that concern
you at all, or is that perfectly normal?

Ao It 18 not ocut of the ordinary for this
type of procedure.

U Does it concern you in conjunction with
the existence of a coffee ground emesls and
abdominal pain? Does that cause you any concerin,
sir?

B It causes me to reallze that the




Lt

oo

IRy

11

12

14

L5

16

17

18

possibility exists, but the usual statement, the
usual postoperative things that we see, 1t 18 not
out ¢f the ordinary.

0w Wwell, when you were considering whether
or not Mr. Smith was an appropriate candidate forx
surgery on hNovemper 17, 1984, did you order any
additional tests to try to rule this out to ensure
that he was not in fact having a GI bleed prior to

performing surgery on the man?

A No, I did not.
e Why not?
Ao The nature of the procedure that was

anticipated for Mr. Smith is a closed procedure and
is performed as soon as possible aﬁt@r the
dislocation is appreciated. S5ince there is no
anticipated further blood loss through the surgical
procedure, =nae choice was made to get an anesthetic

clearance for this man, and 1f anesthesia thought

;)

a

it was appropriate, move on to the proviso that no
open procedure would be done, that we would go
anead.

Jw S5ir, you were aware with the fact this
man nad a heart problem, weren't vyou?

A, I was aware he had arrhythmia as well as

hypertension,
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e And certainly that's something you take

into account with respect to making a decision

whether or not to perform surgery, don't vou agree?

B That's correct,
G What happens to somebody who has prior

heart problems when they have a significant blood
loss == and let's assume that they have some type
of bleed, internal bleed. Wwhat bhappens to the
heart? Does the heart have to work harder in that
type of situation?

A If you're assuming some things tnat may
in fact not be true, then the amount of blood loss,
if it's significantly below a level that the body
has been classicly taught to function above, then
that would e a CONCELN. As I stated, in the
postoperative period of time, a blood loss from a
normal level of hemoglobin and hematocrit, which is
15, which is true in his case, even down to 10,
would not be a level where we would consider -

Qe Does the heart have to work harder, 18

the guestion.

A a The heart works somewhat harder, sure.
Ja Did you order any tests to sse what the

blood level was right before surgery?

A I don't recall.
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e Well, did any doctor crder any additional

tests, for example, on the morning of surgery?

Did

Dr . Jackson order his blood level to be monitored

1

once a day? Why don't vou take a loock, sir. Page

1246,
MR CHARHMS: That is in the orderx
strip?

ME. KAMPINGKL: Progress nobes.

e {(BY HMR. KAMPINSKI) There's a note by bDr.,
Jackson, isn't tnere?

b Yes, there 1s.

U 11-17, can you read that?

A, Surely.

0w Why is it that Dr. Jackson was there the
morning of the surgery, do you recall?

A I'm sure he was seeing his patient
postoperatively.

U Did vyou discuss having surgery with him
postoperatively, after the 1l4th?

A Correct.

e Did you discuss having the surgery of the

17th with him?

A I don't recall.
Qe Well, you didn't, did vyou, Doctor,

because as noted the 17th, his note of the 17th
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reflects that he had no idea that Mr. Smith was

undergoing surgery, doees it?

A, If you'd like me to finish my statement.
e Yeah .
B, At the time of this note, Dr. Jackson, 1

assume from the seguence of things here, probably
came by earlier than 1, and I don't recall
specifically, but I in fact believe [ did talxkx with
Dr. Jackson on the day of surgery to apprise him of
the fact that we were golng to have to go bavk.
That is not in the chart, but it's my recollection
that that is true.

Qs Um = himm . knd did he then go back and

check him to see if he was suitable for surgery?

Ao Not according to the notes.
Qe Well, according to the notes, HNHovember 17,

1984 note by Dr. Jackson, it reflects directly to
the contrary, doesn't 1t? It says nasal gastric
tube to be apparently sometning 1if vomit again. Do

you see that at the bottom?

B "Nasal gastric tube 1if vomit again."
G What's the next thing say?

A "pFollow hematocrit twice a day."

e What does that mean?

A, Follow hematocrit twice a day.
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e What deoes that mean in his desire to have

this man checked?

A That he was interested 1in having his
blood drawn twice a day.

e Why is that?

A You'll have to ask Dr, Jacksone.

U I'm asking vou. You were the primary

physician. Weren't you interested in having it
checked twice a day?

Ao I£f the concern is that this man were
losing blood othexr than the areas that were
suspected, if vyou were losing it more vapidly than
suspected, then to monitor a blood loss more than

usual 1is customary.

Je Dr. Jackson wanted it monitored?
B e if Dr. Jackson wanted it monitored, he

did not discuss that fact with me.
U You made no orders to have it monitored

twige a day, did you, sir?¥

A No, I did not.
Qe And it's your testimony that you think

vou might have been aware of the dropping
hemoglobin or you're just not sure right now?
Aa I would have to say that 1'm not sure.

e You apparently were told by somebody that
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the hip
AE
e

should be

A e

that there

(e

A
that. Usu
residents
with them,
The fact t
precluded

e

Ay
but the ma
performed.

o

A,

hear your

nhad been

dislocated; is that correct?

That is correct.

And you made the decision that surgery

undertaken again; is that correct?

That is correct.

Did you get a consent form signed?

Apparently not.
Why not?
We've looked through the chart and shown

wasn't one.

Why not?

it is not my usual responsibility to do

ally the residents do that. The

were in the room and in discussing this

i was not aware that it wasn't done.,

nat it was not would not really have

our not doing the reduction.
You would have done it without a consent

I1£f he had disagreed, we would not have,

n verbally agreed to having a reduction

Do you remember bthat?

Of course I do.

MR. GROBDEL: I'm sorry, I didn't

LEEDONSE .

e
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MR. KAMPIHEBEKI: He
does .
Qe (BY MR. KAMPINSKIL) Did

family about it?

B e I did not talk with the
Qe Why not?
A My only contact with th

peen with himself, never with the
family was never -- did not come

him initially and I did not actua
with them prior to the surgery.

patient.

said of course he

vou talk to the

family.

ig patient had
Tamily. The

to the office with
lly ever speak

I spoke with the

Qe Speak with them after he died?
g I did not speax with them that night.

e What did you talk about
A She asked me had any --

the specifics, but my impression

he wife called me on one occasion.

with her?

I dontt recall

is that she was

asking me the circumstances surrounding the death.

e What did you tell her?
A I told her what was ava

chart, that he apparently died of

infarctione.

ilable on the

a myocvardial

U Did vyou tell her that he went to
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intensive care after the surgery?

Ao I don't recall specifically.,
e You put that on the chart --

Mbe BARKTNIK: Ubjection.,

Ue -- didn't you?
A, That he went to ~=
Qe intensive care after the surgery of

Movember 17th.,

A, And that was also correct.
0w He dide. He went to intensive care after

the HNovember 17th surgery?
A That was also corrected on my copy of the
summary, that that was ~-~ in dictating, are vyou

speaking of the expiration summary?

A in my dictating it, I must have dictated
the incorrect word,

Qe pid yvou tell ber that he went to

intensive care?

A, I don't recall telling her where he went.
U Did you order him to go te intensive care

after the surgery.

A, I was not on call that night.
Qe Well, you were the one that did the
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guestion is

SUrgery,

right then and there, did you orderx

go to
A
Qe
A,

cliroums

intensive

Mo,
Why
That

tances

tolerated his
according to t
sent to th

practice.

care?

I did ﬁOt«ﬁ
not?

decision 1is ma
anesthes

by the

procedure well,

he anesthesiologist,

e recovery roonm

de in most

iologist. fThe
the patient,
was stable

as 18 a common

@

him to

patient

s he

Jow Was it a difficult procedure, sic?

A, To reduce the hip?

e Yes.

MS5. BARTHIK: Ubjection. Go ahead.

A No more than usual,

e Wwell, I mean there's some adjectives used
oy yvou and the resident that I just wondered 1if
this was unusually difficult. 1 don't want to
paraphrase, I want to use the exact words that you

used .,
necessary
would you

reduced?

“"HNote

that a large amount of

to reduce this hip." Is t

say that as opposed to the

What i1s it that had to be

force was
hat == wh
hip was

done that

v
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1| caused vou to put "large amount o0f force used"?
Z A. In determining the stability of any joint,

3| you would rather -- 1if a joint has been dislocated

4} and it goes in very easily, it indicates a certain

&)

amount of -~ a xrelative more amount of instability.

i

6 The fact that it tock wore to reduce 1t only

7 | attached to the adeguacy of the initial procedure.
3 The tougher it is to get in, the more unlikely it

9 is to come out unless some unusual things were done
10| to it. So the fact it was difficult to get in

11 meant that the supporting structures around the hip,
12| those things were, 1in general, adeguate.

13 U Did you check all the lab values that

14 were done after the first operation to determine

15 | whether or not there was any problem with Mr. Smith
16| prior to doing the second operation? I'm talking
17 aside from the hemoglobin now. Did you cneck any

1y other values, sir?

19 A. I don't recall specificallye.
20 Ja Wwhy don't you take a look and see if any

21 gf them caused vou any CcoOoncern.
22 A I'm going through the ~- the list of
23 avallable laboratory values postoperatively. There

24 | are a number of values that some appear high, some

25 appear low, none of which that on this gperusal 1
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as

19

20

25

can say

(O

Ao

marker,

that would have altered my thinking.
What is a CPK, sir?
It is an enzyme, which 1s a protein

50 to speak, muscle funcition or muscle

activitye.

A

instance

get some

Fe

Lie

couldn't

warning
A

e

Heart muscle?

Can pe,

Can be. WwWhat's the purpose for taking it
1f you worried about -~ vou're taking any
of a cardiac problem to monitor or try to
idea of the level of cardiac damage,.

Could tell vyou if there's a heart attack,
it?

Can give you a trend, an impression.

SUre . And e

The value by itself does not tell you

But it gives you something sort of like a
Light, if it's abnormal ==
Gives vou an impression.

You can follow it and you can see 1if

that's what in fact did occur; is that correct?

Ao

U

value?

That's correct.

How does 1t readout when you gebt the

i

&




L

)

1 Ae The value 1is usually nhigh,

2 Qe I mean, what's 1t called, the M3 band?
3 A, There are a number of what are called

4 fractions.

5 G Fractions?
6 A Yeah., And the MB band is certainly one

7 of them. The interpretation of which I'm not

& expert in.

9 e Well, if it's abnormal, you're an expert
10 | at knowing the difference between normal and

11 abnormal?

12 A, Surelye.

13 2 Was it normal?

14 A, The CPR?

15 D Yes . Why don't you indicate the page

1o number for the record.

L7 A rage 131l. And the value was 339.
14 Qe Why don't you show me where you look at

19 that?

20 A I'm on page 131, pottom of 131 --
21 e I have trouble seeing this Ccopy.
22 Ao The bottom quarter of the page in the

23 left-hand column, it says "Serum, November l4th,
24 1,400 hours, wMB."

25 (e 13972
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1 A, 131.
i Moe BARTNIK: Page 131,
3 G (BY MR. KAMPIHEBEKI) i still don't see

4 where you're looking. Why don't yvou show me the

5 original.

6 B Bottom of the page here.,.

7 e November l4th, okay.

o Ay Okavye. 1,400 nhours, MB.,

£ Qe Then it says what, 2 percent?

10 A Says 2 percent shash 1.

11 » e OkKay. Then what else does it say?

12 A It says undexr the general heading from

13 before, you have -- there is columns under the LDH
14 isoenzyme, it says "Normal CPK, it says 339 high,

15 | under the LDH it says 196 high.

16 U Yhen what does 1t say, Doctor?
17 Ao It says, number one, "Myocardial fiber

18 injury as might be seen in severe coronary

19 insufficiency. Total CBK elevated as in skeletal

muscle injury due to trauma, surgery, seizures,

f
<

21 | heat stroke."

22 Qs 50 1if I understand what you just read me
23 | correctly, the level for the CPK is high; 1s that
24 correct?

25 A, Mormal range 1s given above from zero to




4

[0 1]

LG

L4

15

16

17

18

19

20

41
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300, This is at 339, mildly --
Qe it says, “"Myocardial fiber injury as

might be seen in severe coronary insufficiency"?

A That's what 1t says.

0 0f course you ordered follow-up on that,
didn't you, to make sure that hadn't occurred,
right?

A, I did not personally, no.

O Why not? You were aware of this, weren't

you? You checked out the return of the lab values
when --

Aa When CPK comes back as 339 following a
majoer surgical procedure, then that 1s certainly
not out of the range of an elevation due to the
surgery itselfl.

Qe Did you follow it up, sir, to make sure
that it was due to surgery as opposed to ~-- 1t
says, "Myocardial fiber injury as might be seen 1in
severe coronary insufficiency”™ in a man you knew
had high blood pressure, hypertension and other
heart problems? Did vyou follow it up, sir?

A if you're asking me did I ocrder a repeat

level, I did not.

Ua Why not? Because vou felt this was okay?
Ao Because [ felt it was consistent with the




1 | current state of this man being a postoperative

2 | from a major surgical procedure.

3 G Yyou ordered an EKG though, right?

4 Ao The specific orders for any postoperative
5 | total hip are not specifically ordered by me; they

6 | may be done in consultation with me or the

7 | attending internist and/or the residents in

3 training.

Y Je You as the treating primary care

10 | physician did it in conjunction with all these

11 | other people. You ordered an EKG, right?

12 Ao I nave no idea whether it was done or not.
13 e What do you mean whether it was done? I
14 asked vou whether it was ordered. I assumed 1f you

15 ordered it it would have bpeen done.,

16 A i don't recalil 1if I ordered 1it.
L7 e Why don't you take a look.
18 B No specific BKG was ordered. This man

19 | was in the surgical intensive care unit where

20 routine and constant electromyographic monitoxring
2L is done at all time, so he was in a setting where a
22 | specific BKG need not necessarily have to have been
23 crdered.

24 Qs Ukays Aftery the second BUIgery,

25 certainly vyou ordered one after he was taken to the
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Qe What's that?

N "and cardiac monitor .Y

e And cardiac monitoring?

A Cardiac monitoring.

e Then what does it say?

A, W Fib," atrial fibrilistion, “"with

gncontrolled ventricular® -« looks like "587TE and

freguent b I don't --

oo *and freguent multifocal PVCs noted"?
A "Freguent,” 1if that's an P, ves,

Ymultifocal PVCs noted.,. Dr. Lee aware, L, left
dorsalis pedis palpable at three plus left knee
immobilizer with five pounds, traction in place.
Has sensation at level of sixth rib just below
nipple line.®

U okay. Wwhat did yowu do, leave, Doctor?
That was 5:25, What did you do, leave? 50 home?
What did you do?

B oy I don't recall at what time I went home.

P“his certainly does not have to be a chronology of

things as they happened. I may have been in the
recovery room early Oon. The operating ==

Qe Barly on, the very first thing it says,
second line, "Complains of shortness of breath.”

agssume you were aware of that, weren't you?
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A I don'*t recall.

Qe What do you recall? You recall very
clearly about his saying let's have the operation,
What do you recall about him after the operation in

the recovery room?

A The things that I tell you.
SN Tell me.
B, I've told vyou that I recalled going to

the recovery room with the patient, the patient
leaving the operating room, having had no
difficulty with the anesthetic. When I lett him,
e seemed to be stable, and at that time I left.

At what time this note was written =--

s Says Hidb.
A, What time did this procedure end? Why

don't we look that up.
e Why don't you do that?
MR, CHARME: Page 154.
A Says we left the room =-- the ocperating

room at 5:25 p.m.

U About the same time you left the recovery
rooma
B As I stated, the note as it's written,

even though the time of entry of the note is 5H:25,

the recovery room and the operating room are just
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maybe 50 feet from each other, so that certainly

would account for that, but the time this actual

note w

recoll

ection

as written, 1 have no idea., I have my

that at my time o0f leaving the

operating room, the recovery room, that the patient

was doing fine, was 1in no distress.

o

5

o S0 you called back what, about an nour,

two hours later to make sure that was true?

A

call =

o IJK o

Stephens was aware that ne was on

U You didn't call back?

A, I did not call back.

Ca What did you do that night?

Ao I would only speculate.

I Do you have any recollection of that?

A Not specifically, no.

e What's the next thing you heard about Hr.

smith?

A

or the
if 1t
earlivye.

Q

. br. Stephens gave me a call.
. What time?
« 1 don't recall. It was either that night

next morning. I don't recall specifically

was the

next morning or it was -- it was very

I don't recall the exact time frame.

. TE

it was that night, would you recall?
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Would you go on down to the hospital if 1t was that
avening?
A It he called me atter the events, I don't

KIiow e It would have had to have been that time.

N What time?
B I would have nad to have been in the

situation to really make the judgment at that point.
I1f ne had told me tnat the family had already been
aprized, that they had been aprized by he and Dr.
Jackson, 1f everything in terms of the needs at the
hospital had been done including getting the proper
papers and everything in order, and the family was
ne longer there, they usually aren't, then I would
not have gone down.

Qo Doctor, if you had been aprized of what
was happening to your patient, Alvester Smith,
let's say between the 5:45 and 7:15 entry, okay --
and in fairness to you, I obviously have to go by
the chart. I don't know what time she wrote 1t.
She's got 5:25. Looking at page 155, on the back
is 156, she's got a 5:40 entry, right? Almost
missed a page. S0 that's 15 minutes when things
are now being directed to Dr. Lee between the time
of your ending surgery and your no longer being

-

mentioned, correct?
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say she, I
almost eve

57

®s

5:55, 5
T30, 7:45
charting a

A,

oo
contact vo
put into

A
contact me

U

e
patient's

can take a

frequent multifocal »PVCs noted,

coupling n

your

A,

available

your

patient moved to

That's apparently <o
And she wasg putting
guess it was

ry five minutes, rig

s G200, 6205, 6: 15,
s 8:00, Belh, ds4b,

lmost every five min

the charts are label
To your knowledge, d
u before I guess 10:
answering servic
when

I have no idea

You were not contact
That 1s correct.
Had vyou been contact
condition, let's say
minute to read the

“atrial fibrillation

oted on monitor .Y W
intensiv
MR, GROBDEL: O
level

Depends on thne

-

T

at that time.

rrect.

entries in -« when 1

more than one NULSg -—-

[S 3]

40, 5145, b

(541
o5

nty

630, 6145,

The nurse 18

=

utes on this
@d as such, Ves.
id anybody try to
40, when a call was

anyone tried to

able, apparently?

ed, sir, about vour
at 6:00 -~ and you
notes up until 6:00.

is uncontrolled,

multifocal and

p—
-
1y
o3

ould you have
e care?

pjection. Go ahead.

of monitoring
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e You're familiar with the hospital.
b This was a Baturday afternocon, Depends

how many patients were in the intensive care unit,

i

how many nurses were available here, how much
monitoring was anticipated to be needed. That can
be determined by the person who 15 evaluating the
patient, not by reading the chart.

Q. Why weren't yvou there evaluating the
patient?

A, If you'd like me to repeat again, 1 was «-

when I left the patient, the patient was stable,

et

o

]
i
i

U Okavy. I heard you the first time, i£
vyou had been told this, would you have gone back
and evaluated him again? Would it have mattered if
you were told?

o~

A, If the circumstances of the patient's
uncontrollability ~-- 1if vyvou notice the first
several notes here only refer to medications, they
don't refer to the patient's condition. 1f Dr.
Lee's assessment, 1f my assessment, if the
resident's assessment, 1f the people in charge had
been concerned to the point that more monitoring
was necessary, then I'm sure those decisions would

nhave been made, but they would have had to have
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been made atbt the setting.

i

Qe Then I'1l ask you again. If vou had been
told of these conditions, would you have gone back

to the setting so that you could make the decision?

MR, GROEDEL: At what point we

0w Anny point in this chart, Docter, if you
had been told of this person's condition, would you

d monitored his condition?

o

have gone back an

MR. GROEDBEL: Obijection, Go ahead.

e Sure., Personally vou, the doctor.
Ao I would have talked with the

anesthesiologist and depending on my concern, if I
were there, I would have illicited him, or if 1
thought the appropriate care was beling given
through the anesthesiologist, as this was something
that's being controlled, then I wouldn't have -~ [
don't think I would have been able to offer
anything that was appreclably different than what
was there. I would have been willing to listen to
his expertise since that is the area, the time
frame in which we're dealing.

s Do you agree with Dr. Stephens'
recommendation when he returned the call to

apparently your answering service since he was on
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duty that night to have Mr. Smith transferred to
intensive care? Do you agree with that?

A, Given the set 0f -~ [ have no idea what
set of gilrcumstances he was made aware of.

" Wwell, assuming he was made aware of the
set of circumstances that existed that are set

forth in the record, do you agree with his referral?

A That's not always the circumstance --
U Assume that that's what bhe was told.

MR, GROELDEL: Obitection, Go ahead.
A, if those circumstances were as described
in the c¢hart and I would have had no objection, I
probably would have recommended 1t as well.
(% Can you tell me why in the world it
wasn't recommended by somebody who was there who
you left this man in charge oOf -~

MR. CHARMS: OUbjection.,

G -- @lither vour resident or this Dr. Lee

or whoever?
MR. CHARMS: Obhjection.

Lo I have no 1dea.

Qe should he have been, in your opinion?

Ao That 1s a decislion that's made at the
time ==

e

e in your opinion, sir.
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him

happ
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reca
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A, I cannot make that opinion without having

additional on-hand

patient.

information of evaluating

o Okavy. Dr. Lee still work at the hospital?
Boe Yes .

Mbe BARTHIK:

¥
&

vyou operate on?

Ubjection.

He still provides anesthesia to patients

Bos Yes, he does.
U You leave patients in his care when you

@y, right?

Ae Yes, I do.

e Dr., Jackson still refer patients to you?
A Yes, he does.

Qe Have you ever discussed this case with
atterwards?

A No, I haven't,

O You haven't?

B oo Only in the vaguest of generalities.

Qe What does that mean?

b It's an unfortunate thing that this

epned to such a young man.

specifics of which

It's a8 major BUrgery.

I can't remember , but I can

11 at least mentioning his pame and the set of

umstances surround

ing it
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£ w Just so I clearl
your decision, was it not,
surgery on November 17, 19
A, It is at my requ

anesthesiologist cleared

Je Was it Dr. Lee w
A Yes, BiL.
e And based upon D

familiarity with this pati
that he was able to review
you relied upon Dr. Lee's
A I relied on Dr.
the patient before he clea
SULYEL Y.
e Could you show m

clearing this patient for

B, I don't see such
0w Take your time.

it Are you saying 1t's n
MH. GROBDEL

MR. KAMPING

US s I don't know where it
MR. GROEDEL

e {BY MR. KAMPIHNSK

page 15272

y understand it, it was
te clear this man fovy

24, correct?

eat that the

this man for suUrgery.

ho cleared him?

r. Lee’s intimate

ent and all the tests
that were in the chart,

clearing, correct?

Lee's judgment to clear

red the patient for

e the anesthesia note
surgeryy
a note.,
I don't want you to miss
ot there?
H It's in there.
KI: Maybe you can help
is either.
: rPage 152.

1) Is this a clearance,
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A My discussion with Dr. Lee did not
involve written exchange. The fact I had not seen
this document until I'm looking at it now. But he
in fact verbally cleared him for me or else we

wouldn't have gotten him into the operating room.

U Okay.
O He wrote down some lab ASA status, did he

not? Dr . Lee d1id7?

A ASA physical status?

Low Yes.

A Yes .

Qe Are those accurate? That whole box there

where it says laboratory investigations, it says HB.

What's HB?

B That stands for hemoglobin.

Je What's it say there?

Boa L5. 8.

Qs And was that the fact on HNovember 17th,
sip?

A Hovember 17th was 10.8 and 33.4.

U Do you have the actual lab slips? Are

they in there, in the chart? Can you find them for
me’?
A Blood gases, probably only exist in the

printout.
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Ue Yhat printout,

at have been available on t
call
e Apparently he never
MR CHARMS:

Le

ME. GROLD

A i have no idea, sir

o What date ig the

the hemoglobin value on

vour performing

A I

s approving
Wovember 17th?

A He put down

O That was before the

A That 18 correct.

0o That was 15.87

WS
L]

Ao Lbeg 4&{}&4 [5(3-5‘:

O oa aAnd tne fact of the

point ~-

A L8, 33.4.

f
s

On November 17th?

Ao That's correct.
0 wWwouldn't that be im
esthesiclogist to know in
man for surgery?

MER. GROBEDEL:

computer

value

hAivester

November

terms of his

printout, would

e 17tnh in the chart?

the lab.

)
e}

called, did n

Objection.

Chijection.
down

that he put

Smith prior to

surgery on this man

12th.

first surgery?

matter 1s that 1t was

portant for an

BpPproving

Ubjection,
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ME. CHAERM

Ao Any lasb value

5 Obijection.

of that nature would be

relevant but would not change the nature of what

had to be done.

0w You don't know

‘

that, Doctor.

A, For a c¢losed procedure, it would not.

Qa and for a person with priocr bheart

just doesn'

problems, 1t

MR. GROED

L omatter, right?

BiLos Obijection.

Qe Just doesn't matter; is that your

testimony?

MR. GROEDEL:

A That's vours.

0w I think that's

it matter or does it not

A NOo, S1¥. I sa

Objection.
what vyou just said. Does
matter?

id it does for

consideration, but for the type o©f procedure ==

U How can it be
down Lb5.87

B That's not my

U I knowe.

A I have no idea
what time,

s But it's wrong

ME. CHARM

a considevration 1if vou put

writing.

when he wrote the note, at

s, lsn't it7?

5: Note a continuing
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e Let
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separate
value tests?
B it d
if this was at
computer syste
stations £loox
aval

printouts

that were writ
But the offici
chart at that
computer print
couple times a
and 1if availab

Okay

o
L3

Ao I ca

(9] They
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ME. KAMPINISEIL)

entry values for

not reflect that

me see the origi

o finish up fair

or, in your expe

the differ

epends on the ho

the btime of the

ms being on each
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day, depending
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wouldn't be her

were still b

the entire line of guestioning.

It's wrong, isn't 167

the hematocrit and

day's value,

nal chart . I think

ly guickly, Doctor.

rience, aren't there

ent tests, the blood

spital. If thig --

changeover to the

of the nursing

have been only

written reports

been

secretary or whatever.

ne thnat comes to the

lready converted to a

these come once a day,

o

wE £

y

often if need

0w

{

the floor.

ate individual lab

atb .
ey
that

@ing used at
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time, then they would have been in there.

Qe You just don't know?
A I don't know what was beling used.

Why would they still use the blood gas

L
&

slips if tney had switched -=-

A Different department.
U in other words, respiratory is different

than the regular lab?
A Sure . The regular lab is in pathology,

as a matter of fact.

e In pathology?
A s In most places. I assume 1it's that way

at St. Luke's Ltoo.
0o You say it's no big deal in terms of just
being able te pick up the house phone there,

calling the lab and seeing what a value 1s?

J It's available.
Ue GRaY. How do you know what time these

tests get done and get put into the chart?

"

B Depends what time you reguest them. it

3

you reguest them as a staff procedure, it can be
done right away. if you reguest it as an early
morning value, it can be done by 10:00. It depends
on the nature oif your reguest.

0w Can vyou tell, Doctor, when the nemoglobin
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vaiues were regquested and when they were put in the
chart? Is there any way vyou can determine that?
Wait. Maybe we can tell. What page was that? Do

you recall? That one we were looking at?

A 150 something. 1 don't reme=auber.
ME. CHARMS: Are you talking about

the pre-anestnesia thing, Chuck?
MR. KAMPINSKI: NO . The lab values

that the doctor was locking at. Lz27.

(O] (BY MR, RKAMPINSKI) UKkavye 127. Doctor,
I'm going to ask you to look at page L27, 1if you
would, sir. And that is the computer printout
apparently that lists the hemoglobin values for the
various points in time that Mr. Smith was in the

hospital; is that correct?

A That is correct,.
U Could vyvou indicate, please, the time and

date on the bottom of that computer readout?

A, That particulary readout is November 21,
1584,

D Four days after Mr. Smith died.

Ao There is a preliminary sheet, a pink

sheet that comes out daily. As the values
accumulate, those temporary sheets are weeded out

and a final cumulative sheet 13 put in at some




(93

L0

1l

12

13

14

18

L9

21

75

point, you know, in tne distant future, so it's
hard to say exactly what time those values were

there.

e Okay.

By This is a summary sheet onlvy.

(O]9 Okay. wWhat day would -~ and up on top
it's got discharge, November 1%, 1984. I mean,

that's not right, is 1ik?

B The ==

e He died.

b e Well, you know, by the time the computer
system was made aware of 1t, it may have been

Hovember 19th.,

U e You may not know the answer to this, and
I apologize if vyou don't. I don't. Just tell me
thougn, do¢ you know when these hemoglobin tests

would have actually hit the chart?

B Ho, I don't.
VIR GKkay. For example, the one for HNovember

ldth and 15thv?

A, Well, 1f you notice there are routine
postoperative orders for 1 believe the first and
the third day after surgery that would have put
this on the third day after the initial surgery, so
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the fact w-
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N Could vou look

I'm probably just reading
date at the bottom down
A Movenber 16th.

Woa Is that what th
A November L6th.
e OKavV. How, you

petween this being a
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other procedures which wo

AL Right.
e That's importan
A Surely, among o

Qw And 1s it impor

difference in analyzing t

suiltability for surgsry,
as opposed to open?
Ao For the type of

e He still has to
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A s That anesthetic

the anesthetic can varve.
consideratlions.
e What was it

anesthetlic?

A The anesthetic

therey

at date

here?

at page 126 for me, Doctor?

this wrong. What's the

Y
St

'3 that the lotn?

5ays’?
keep making distinctions,
closed procedure and
uld be open?

I take it7?

E to you,

ther considerations.

tant because 1t makes a
he patient for nis

the fact that it's closed
SUYYEry, Ve85,
undergo an anesthetic;
length of

can vary. fThe

Any number of

Wwhat was the

was a spinal,
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0 What was his anesthetic when you did the

procedure?
B oa General .

0w 0 that makes a difference then too in

of doing surgery?
A it makes a difference 1n terms of the
anticipated length of surgery. In terms of
choosing the anesthetic, that 1s not something that
I do. The anesthesiologist chooses the specific
anesthetic. 1f nhe had chosen to do a general
anesthetic, then since that is his area of
gxpertise, I would probably have gone along with
11

Ue The ultimate deciszion, whether Mr. Smitn

s witn

was suittable or not suitable, 1 take it,
YOUe Yyou can reject or accepb an
anesthnesiocloyist's declision, but you don't have Lo,
I take 1it7? would that be fair?

A That's fair.

U Okay. S0 that 1f vou didn't feel that
Mr., omith, based upon all the appropriate testing,
was not a suitable candidate for surgery, that was
your decision then, correct?

A in conjunction with the other parameters

avalilable.
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felt appropriate

Lee .

Ao Yes, it was

e all right,

set of records here.,

look at thewm, just ma

Those ['ve been told

My . Smi

pertaining to

look at them, maike su

¥

A Ves, this 1

(Smith
mar ked

D (BY MR.

been marked as Smith

ask you i

you <

record.
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anesthesioclogist who

B, I would nav
Anesthesliologist of

2o Okave. What

MEean ,

Lo

Additional testing,
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you would
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Doctoy . I wa

by
ke s
are
e
re
s &

Lxn

for

KAMPINGSKIL)

Depo

an identify that,
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e to

record 18
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dontt you take a

vour

Just take a

s provided

office

consult whoever

hether that be

thhat was

with a

moment,

re accurate .,

recordas

moment Lo

hat's corre

copy

ibit HNo.

of the

office records

L was

identification)

Hand

sition

as my of
Lee -~ he
the first
oheck

Dr .

iike vyou

hxhibit 1,

the

ing you what's

i1l

please, for

fice record.

Was
operation, was
record .
TEUS80 .

to do, it
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would, pleass, Doctor, is read your writing. i
assume Lhis 1s vyours, in vyour office recoxd,.

fw Entry of 1U~12-84. "injury to left hip
at age 13. refused S0Urgery. Pain times three
months . Limp afterwards. How said palin times
three months again.,. Examination gross limp,

Lo lwmen, Ho flexion contracture. adduction
contracture . Underneath that 1% degrees under
abduction, 10U degrees under adduction. Hex line,
vainful (K, BER,Y meaning ioternal rotation,
external yYotation. “"Leg length ineguality -- 1
inch shorter on left, Hw EEVE w Diagnosis, remote
fracture, left hip -~ painful. Recommendation,
arthroplasty.”

. OKkay. Is that all of 1t? Your billing,
Doctor, for the services that you did, that does
not include the hardware, does 1t, that would have
been charged by the hospital?

A By the hospital.

J a That's just for vyour services?

A Correct.,.

Ja Was there an original order for blood?
Uid you anticipate giving bleood to Mr. Smith?

A There was an order on admission to type

and cross match for btwo units of packed red blood
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Ao Yes
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think I'11 bhe

YOU.

Doctor . Some

have guestion
gquestions fox
reserve my

this time

to read yourt
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vright if

aither .

signature.
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in case you
, bthiis would

KAMPIHN
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about a five
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Thatts
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