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Videotape deposition mipoal
examination of PHILIP G. LEAVY, JRA.D., taken on
behalf of the Defendants, before tKis Weaver,
RPR, a Notary Public for the Commoaltieof Virginia
at Large, commencing at 9:45 a.nmly, 18, 2005, at
the offices of Tayloe Associates, |253 West Bute

Street, Norfolk, Virginia.

(Documents were markedghibits 30,
31, and 32.)

THE VIDEOGRAPHER: Weam video now if
you want to do anything, and thdrstdrt the
slate.

MS. CHENEY: Okay. Tied.ee Cheney
speaking, attorney for [Doctor #[poctor #2], [Doctor #3],
and [Doctor #4]. And this is in ttese of the
Estate of [Patient], [Husband],

Administrator; [Husband], Individugl[Mother],
Individually; and [Patient’s Father],
Individually against the defendahisti just named.

This case is being tagersuant to the
North Carolina Rules of Civil Procegland pursuant
to notice and agreement of counselveiti be
governed by the North Carolina Ruk€ivil

Procedure with formalities waivedhwiespect to --

TAYLOE ASSOCIATES, (N
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to any -- any rules about the witnesgling and
signing before this particular cowporter or
anything like that.

Right?

MS. LORANT: Yes.

MS. CHENEY: And, Dr. 4wy, you have a
right to read and sign your depositdter it's been
transcribed, or you may elect to edivat right.
What is your preference?

THE WITNESS: TI'll waive

MS. CHENEY: Okay. ®e twitness has
agreed to waive. And is that okathwou, Ms.
Lorant?

MS. LORANT: It's hisaibe.

MS. CHENEY: Okay. Wass has agreed to
waive his right to read and sign.

And that being the cage can proceed
with the deposition.

THE VIDEOGRAPHER: Okayeat. We are

on record at 9:49 a.m. on Tuesday, 12th, 2005.
This is the videotape deposition afBhilip Leavy
at 253 West Bute Street, Norfolk,g¥fiia. This
deposition is being taken on behbthe defendants
in the matter of the Estate of [RajigHusband],

Administrator, et al versus [Doctaf #et

TAYLOE ASSOCIATES, (N
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al, File Number 04-CVS-2114, pendmghe General
Court of Justice, Superior Court Bign, North
Carolina, Orange County.

My name is Brian Colenvaith the firm of
Tayloe Associates, Incorporated, tedat 253 West
Bute Street, Norfolk, Virginia, 23510m the video
technician for this deposition.

The court reporter isstirWeaver of
Tayloe Associates, Incorporated.

Will counsel please agluce themselves
for the record and state whom th@yasent.

MS. CHENEY: I'm Lee Qleg, and |
represent the defendants.

MS. LORANT: I'm Breefamt. |
represent all the plaintiffs.

THE VIDEOGRAPHER: Pleaswvear in the

witness.

PHILIP G. LEAVY, JR., M., called as a
witness, having been first duly swavas examined

and testified as follows:

EXAMINATION
BY MS. CHENEY:

Q. Good morning, Dr. Leavy.

TAYLOE ASSOCIATES, (N
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A. Good morning.

Q. Asyou just heard, myneas Lee Cheney,
and | represent the defendants madbtion. It's
my understanding that you have bexsigthated as an
expert withess expected to testifypehalf of the
plaintiffs in this case. Is thataigur
understanding?

A. Yes, ma'am.

Q. I'm going to hand youatih been marked
as Deposition Exhibit 30 and let yast -- and just
represent to you that this is theceodf deposition
for your deposition here today. Aetdme just ask
you if you have seen that documefure@

A. ldon't believe I've ehis. | was
told by counsel what -- what to dmugh.

Q. Okay. And have -- ddn just call
your attention to the last page,ERRibit A to
that -- to that notice of depositappears to be a

list of documents that you were asieloring with

you today. Have you brought any doents in response

to that request?

A. Yes, | have.

Q. Okay. Tell me what yaubrought with
you today.

A. | brought a copy of thaspital record,

TAYLOE ASSOCIATES, (N
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the ED visit in particular from 11-P8& of [Patient]
. This also includes the [Commukityspital]

ED record, as well as office recdrdsn

Patrick Goodwin, the labor and dealwadmission, and
the specialty care -- Women's Spgcfaare Clinic
prenatal care.

Q. Okay.

A. In addition to that,d¥e brought some
articles. One is, actually, a copgame pages from
the Emergency Medicine text writtgn-bor editor in
chief is Judith Tintinalli.

Also, a similar copysaime literature
from Rosen's textbook on Emergencdikiee.

Q. Okay. Let's, first dif get the --
what you brought by Tintinalli, thétk Edition
Emergency Medicine, marked as ExI3@Bit

(The document was markedequested.)

MS. CHENEY: And the Rao%s Emergency
Medicine as Exhibit 34.

(The document was markedequested.)
BY MS. CHENEY:

Q. Any other copies of noadliiterature
that you brought with you today?

A. | have copies of sonteriture that was

actually sent to me to review, and gan have --

TAYLOE ASSOCIATES, (N



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

these are just abstracts, reallgoofie articles.
Q. Okay. And these wenat $e you to
review by whom? Who sent these?
A. Bree.

Q. Okay. The plaintiffeunsel sent you

A. Plaintiffs’ counsel.

Q. And there -- one, tWagee, four, five,
six -- there appear to be sevenlastioff of PubMed
that comprise this group of documewots just handed
me, correct?

A. Actually, the abstrafttsm the
articles.

Q. Abstracts. And have yead the full
articles from these abstracts?

A. | haven'tread everygsnarticle. |
couldn't find some of them.

Q. Okay. Which ones hawa yead?
Oh, boy. | don't know.

Let's --

> o »

| didn't bring them.

MS. CHENEY: Let's geese collectively
marked as Exhibit 35.

(The documents were redréts requested.)

BY MS. CHENEY:

TAYLOE ASSOCIATES, (N
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Q. Andif Ijust hand yolhat's been
marked -- now marked as Exhibit 38,you able to
look through those and tell me whaghthe complete
articles you've read and which ormas lyaven't read?

A. |did not read the coetplarticle on
"Streptokinase and Heparin versusatapilone.”

Q. Who's the author on tha?

A. Jerjes Sanchez.

Q. Okay.

A. | have read this artipleor to the --
being involved with this case. Tisishe article on
"Should thrombolytic therapy be usegatients with
pulmonary emboli."

Q. And you read that natessarily in

connection with this case, you hading

previously --
A. Right.
Q. --isthat correct?

A. Yeah, yeah.
That's from the Americkurnal of
Cardiovascular Drugs.
Q. Okay.
A. The third abstract iséd@tment of acute
massive/submassive pulmonary embbdlsnTayama,

Circul -- journal of Circulation.

TAYLOE ASSOCIATES, (N
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From the American JoliofaCardiology,
the "Relation of duration of symptowith response to
thrombolytic therapy in pulmonary eshém." Author
is Daniels. That's July of '97.e&d that one.

Q. Okay.

A. Let's see. Another an&Massive
pulmonary embolism" by Tidsskr, T-4ES-K-R. |
don't know -- | don't know where tbae came from.
It was in Norwegian. | didn't redct one.

Q. Okay.

A. The next one was throiytio -- journal
of Thrombolytic Hemostasis | thinkst "Submassive
and massive pulmonary embolism: rg§etafor
thrombolytic therapy?"

Q. Did you read that agil
A. No.
Q. Okay.
A. And the last one wasrirthe New England
Journal, October of 2002, "Heparusplteplase
compared to heparin alone in patiests massive
(sic.) pulmonary emboli."

Q. And have you read thatke?

A. Uh-huh, | have read thaé.

Q. Now, are -- are Circidatand the

American Journal of Cardiology jousnthat you

TAYLOE ASSOCIATES, (N
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regularly review in your practice?

A. No. They're -- theym®re content
specific. If it has to do with caydascular
treatment in the ER, | would read it.

Q. Okay. How do the -- hdarthese
articles that may be contained irrjails such as
Circulation and the American JoumfaCardiology
come to your attention?

A. Usually in discussionghathe
cardiologists about newer treatment®views of
older treatments.

Q. Okay. And how about New England
Journal of Medicine, is that one @i regularly
review in your practice?

A. lreally don't read tloat a regular
basis. | read it occasionally.

Q. If there were somethingt were
relevant to your practice that wasuight to your
attention, you would then review tadicle?

A. Ifit was brought to raitention, yes.
And the same with the other journals.

Q. Okay. And there -- tine there is
some highlighting on these printoussthat your
highlighting, or was that highligidialready on

there when you received them?

TAYLOE ASSOCIATES, (N
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A.

Q.

13

That's mine.

Do you know what thegase of -- for

what purpose these abstracts wetedcgou?

A.

| would have to ask théhe sender

that. It -- it just sort of confirmhevhat

information | had in my mind aboug thse of -- of

t-PA in certain cases.

Q.

Okay. Any other matktiat you've

brought with you today?

A.

Sure. A copy of my dvit, the

initial letter from Lorant Law Grouggme more

information about the -- the ER visifNorth -- to

[UNIVERSITY HOSPITAL], including a ia procedure note, an MICU

attending note, and a CPR record.

Q.

stuff.

do you know for what purpose that s@st to you?

A.

had.

Q.

Okay. Let me just takieok at that

| don't know about thid. The bill,

| just guess for moréoimation than |

Uh-huh. What informatidid you get

from this bill about -- that had to @ith your

opinions in this case?

A.

Q.

Nothing, really.

And these -- the procedu

TAYLOE ASSOCIATES, (N
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A. I'msorry. There walitide
conflicting things, but some of thads that
didn't -- that may or may not be give couldn't
tell, really, if some of the ordersne followed.
Some of them were charged for andesohthem
weren't, so it really made me monefgsed as to
exactly what went on than helpful.

Q. Okay. So you're sayimat the bill,

there were charges on the bill foid$ that you're
not certain were given?

A. That's correct.

Q. Okay. And what is tlasis of your
uncertainty that they were given?

A. | didn't see where thhdeys were
checked off or where it was recortted they were
given.

Q. Okay. And specificaich fluids that
are contained on the bill are youswe were given?

A. Letme see. | was speally
interested in whether t-PA was eveerg and that's
given with the fluids.

Q. You -- oh, so you wayeling at it
specifically to see if t-PA was egeren?

A. Right.

Q. And did you ever findyan any

TAYLOE ASSOCIATES, (N
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information that t-PA was given?

A. lcouldnttell. Ithnt's listed

under pharmacy, and there's a langege for
pharmacy. | know t-PA is very exgeas

Q. Uh-huh.

A. So | presume it washeyt were charged

for it.

Q. Did you read the codenghere it

documented that t-PA was given?

A. Yeah.

Q. Oh, okay. So you dittifsome evidence
that t-PA was given to this patient?

A. There was a note thatas, yeah.

Q. Okay. Do you doubt tihatas?

A. No.

Q. Okay. Then the othee¢hpages of the
pages you just handed me are an Mi&hding note by
[Doctor #4], a procedure note byo¢r #2], and a CPR
record from. Are these
documents that were not containdgtieroriginal set
of medical records that you reviewed?

A. They were sent to messafely. I'm not
sure if they -- if they were -- ilethwere in here
or not.

Q. Okay. Do you know fanat reason they

TAYLOE ASSOCIATES, (N
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were sent separately to you?

A. | believe | asked foeth.

Q. Oh. Why did you ask tloem?

A.  Well, because there wawtes in here
that were -- that seemed to indiclateexample,
that [Doctor #2] did the intubatioAnd usually when
you do that, there's a dictated oota written
note, and | didn't find one.

Q. Isee. So these wergggthat you may
have asked for because you didrdtttem in the
record?

A. Right. I mean, they nimythere. |
just didn't find them.

Q. Uh-huh. And is it theese that the
highlighting that is present on tla¢enby
[Doctor #4] is your highlighting?

A. Yes.

MS. CHENEY: Okay. ®td get the --
marked as Exhibit 36 this group ofwoents that
comprises the bill, which is threg@s; a one-page
note by [Doctor #4]; a one-page rmte[Doctor #2];
and a one-page cardiopulmonary réstisn record.

MS. LORANT: Just foadfication, the
text of the notes, the two noteshefdoctors, were

transcribed from the text of the dafons of those

TAYLOE ASSOCIATES, (N
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doctors. So they're something thatyped up from
the deposition because the noteanr¢bord was
illegible.
MS. CHENEY: Okay. Thvss based on
what the doctor told you the notel3ai
MS. LORANT: It's thescript of the
deposition.
MS. CHENEY: Okay, thank
(The document was markedequested.)
BY MS. CHENEY:
Q. And then what else da f)ave in front
of you there?
A. Just some geographionmiation on
[area and University Hospital],
excuse me, and the [Community Holpita
and some more geographic informatiofiCommunity Hospital
region].
Q. And where did you getttirom?
A. Ms. Lorant sent it to.me
Q. Do you know the purp@ewhich that
material was sent to you?
A. Sothat I'd be familaith the area and
the hospitals.
Q. Absent that material evgou familiar

with that area at all?

TAYLOE ASSOCIATES, (N
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A. I've been there.

Q. Okay. When have yourbitere?
A. Went down to see a game.

Q. Okay. You weren't there

A. Football game.

Q. --in connection withuygractice of

medicine, | take it?
A. No.
MS. CHENEY: Okay. lst let's get
these collectively marked. And tligasy to do.
There's a four-page stapled docuraleotit [Community Hospital]
a one, two, three, four, five,
six-page stapled document about [Camity Hospital area]
and a six-page stapled document about
[University Community]. Why don't wet these marked
collectively as 37.
(The documents were redréts requested.)
BY MS. CHENEY:
Q. Okay. And what elseydo have --
A. Oh.
Q. --infront of you th@re
A. Let'ssee. C-- CV Dblctor #3], a CV of
[Doctor #2], of [Doctor #1], and [Cioc #4].
Q. And where did you getidh documents?

A. Again, | was sent them.

TAYLOE ASSOCIATES, (N
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1 Q. Okay.

2 A. Then I've got deposisasf [Doctor #3],
3 [Doctor #2], [Doctor #1], and [Doct#4].

4 Q. Are those the only depass you've

5 reviewed in this case so far?

6 A. Oh, there was one fromuase, too, |

\I

think, [Nurse].

8 Q. Are those the only deyass you have

9 reviewed in this case so far?

10 A. Yes, ma'am.

11 Q. Did you make any notekighlighting in
12 any of those depositions?

13 A. Yeah, | highlighted #ie way through
14 all the depositions.

15 Q. Okay. And when you Hhiginted in those
16 depositions, what was the highlightsupposed to
17 represent?

18 A. When I go through thersegond time, |
19 skip the parts that aren't highlighte

20 Q. Okay. So the highligltis things that

21 you thought were relevant enouglotiklat a second

22 time --
23 A. Correct.
24 Q. --isthatright?

25 A.  Uh-huh.

TAYLOE ASSOCIATES, (N
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Q. Okay.

A. There probably are sdme -- some
lines beside the -- the typed letgersvell.

Q. When there are linesdeethe typed
letters, what is that supposed tonfiea

A. It's really important.

Q. Soifit's highlightats just
important; and then when there'si@ beside it,
it's really important, right?

A. Correct, yeah.

Q. Okay. And I don't thitllat that's
going to show up well in copying,lsbme just take
a moment to --

A. There's also some timgeactions on
some of the pages.

Q. What do you mean?

A. 1think there were somistakes in the
Hayden deposition in particular.

Q. You mean when the wishwss talking and
just got mixed up about a time?

A. Exactly.

Q. And you were just cotireg it for your
own -- for purposes of your own rewieight?

A. Yes, that's exactly tigh

Q. Okay. On page 42 ofdbposition of

TAYLOE ASSOCIATES, (N
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[Doctor #4] you have highlighted tneestion, "When
you evaluated [Patient] throughowt ¢burse of the time
you spent with her, was she hemodycaliy stable?"

And he says, "No."

And then you've got abythat. So |
take it that's something that yowitia was really
important?

A. Yes.

Q. And then on page 44 kgghlighted where
he clarified or more specificallytsththat she was
stable from her admission to the g@ecy room until
at least the time he wrote his natdjich was 1815,
when her vital signs were of compbraalues over a
period of two hours and ten minute&rid you
highlighted that, right?

A. Right.

Q. Soyou didn't put a ¢hby that, but
that's, | take it, of equal importanc the one that
you put an X by?

A.  Well, those two statetseseem to be
conflicting, and -- and | didn't lesle the patient
was stable during that time.

Q. Okay. But throughowt ttourse of the
time he spent with her he said shemwvatable, but

he did say she was stable up urditithe he wrote

TAYLOE ASSOCIATES, N
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his note. That's not necessarilgralcting
statement, is it, because he spew with her after
he wrote his note?

A. Okay.

MS. LORANT: Objection.

BY MS. CHENEY:

Q. Right?

A. I didn't think that sivas stable --

Q. Okay.

A. --from the time she thi& door.

Q. Okay. So -- so it's titt his
statements conflicted with each &h#is just that
his statement conflicted with youmigns; is that
right?

A. Well, | agree with onsdadisagree with
the other, so.

Q. Well, if -

A. Yes, | guess -- | gugsa're right in a
sense.

Q. If she's there from 4tand at 7 she
becomes unstable, it would be tra¢ she was not
hemodynamically stable the entirestinght?

A. That's correct.

Q. And so his statement idne correct,

right?

TAYLOE ASSOCIATES, N
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MS. LORANT: Objection.

THE WITNESS: Yes.

Of course, he didn't tn@mthe time he
was talking about, so | --
BY MS. CHENEY:

Q. Right.

A. --lreally don't knowhat specifically
he was referring to.

Q. Okay. And then theeelsie on page
82. The question is, "Was the deaisiot to give
her system" -- | guess that shouldystemic --
"thrombolytics prior to the resustida based on
your advice?"

And his answer, "I dattually know
the answer to that . . . but [Doétbf and | discussed
that and felt that we should go foratwve thought
was the best possible therapy foiriérat case
which was what | wrote in my note gfhivas catheter
directed thrombolytics."

And is that the portmithe testimony
on that page that caused you tohmutihe there?

A. Yes.

Q. And what is that -- wiythat line
there? | mean, what is it about testimony?

A. ldidn't understand whappened and

TAYLOE ASSOCIATES, (N
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what the delay in using the thrombos/was all
about, and that -- honestly, | stdh't know,

because | don't know who really mide decision. |
know it was discussed between twenalihgs, but

if -- if the pulmonary critical caspecialist had
something to do with the decisiomelaying systemic

treatment, then | think he has soogsdn this

fight.

Q. Okay. Let me see. \Wase anything
about [Nurse] deposition that caugmato put a
little line or check out by the side?

A. Ithink there were sotimes that --
that | put on there.

Q. Let'ssee. On pagemit is that that
you've got written out in the margin?

A. APO2of 75.

Q. Okay. And what's thgnglicance of
writing that out in the margin?

A.  Should be -- 77 shoutd [BShe was
correct. | was in -- incorrect.

Q. Okay. And then on p38e-

A. I'msorry. That waslhgaulse ox, not
PO2.

Q. Okay. Page 38, youoe"@710" written
out in the margin.

TAYLOE ASSOCIATES, (N
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A. Yeah.

Q. Do you remember why ‘thatritten?

A. |l was getting confusadime, and |
wanted to make sure that when | ldasack | could
see the selective times without neg@iverything.

Q. Okay. Just for easgafr --

A. ldon't know about ydut | have
trouble with the military numbers &hé clock
numbers.

Q. Isthe same -- is that$ame reason
why you wrote "1845" out in the margn page 437

A. Yes, ma'am.

Q. And then on page 50 yegot "?1855,"
and that's down here where somebeidys to the time
the 8:55 note. And is that yourustjyour
clarification that they're reallyeeing to 6:55,
not 8:55?

A. Correct. Or 1855, yeah.

Q. Right.

A. You got me going again.

Q. Yeah. So 1855 wouldbHEb?

A. That's correct.

Q. P.m., right?

A. Right.

Q.

Okay. And then let's ge next one,
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please.

A. [Doctor #1]'s deposition

Q. In[Doctor #1]'s depamit again, there's
a number of things highlighted. Guye 18 there's
the time "1555" written out in thengia. And,
again, is that just to help you k#deptime straight
as you're going through --

A. Correct.

Q. --for your second ravte

A. Right.

Q. And then you've got anX in the

margin on page 22 by the highlightsdimony, "Did

[Patient] require the supplementalgen that was being

delivered through the rebreather ntaskughout the
time she was in the emergency deantin order to
keep her oxygen saturations abové 90?
And [Doctor #1] testdig'To the best of
my knowledge," yeah -- "yes."
And is that the testimadinat caused you
to put that line out --
A. Yes, ma'am.
Q. --inthe margin?
And why -- why is that¥hy is that
there?

A. That tremendous amourixygen
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requirement indicates respiratoryahsity, an
unstable patient in my mind.

Q. And then on page 23 yewot an X out
in the margin by the following testiny, "Did you try
to lay her down to accomplish sonwcpdure?

"Answer: When she tadkher
clothes -- took off her pants, sheflat on the
bed.

"Question: Is that thrdy time you can
recall that she was laying flat?

"Answer: That's corréct

You have an X out there.

A. Yes.

Q. What's the importancéhat testimony
to you?

A. That's really the secoespiratory
stress test, | call them, that wesnapted and
failed.

Respiratory stress tedhat --

That's what | call it.

Yeah.

Q

A

Q. Okay. That's your own -
A

Q. -- your own thing?

A

The first was standing and she

desatted even with high oxygen supplgation. This
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was the second time when she judtflat to remove
her pants. She desatted markedlynaga

Q. Okay. So just so thatdlear, when
you refer to respiratory stress teshis context,
there's nothing | would be able tagand --

A. No.

Q. --research about airasry stress

test? That's -- that's your ternmoggl?
A. That's just my -- yesy tarm.

Q. Okay. Then you've ¢nat time "1710"
out in the margin on page 24. I¢,thgain, just
what we've discussed previously --

A. Correct.

Q. --justto help keep tinges straight
for you?

A. (Witness nodding head.)

Q. And same thing on page Zou've got
"1745" and then an arrow down to 'A.80

A. Let me see that.

| think that all thosdhat discussion
actually occurred sometime betweerntwo time
periods mentioned there, and | thigkt that second
number out of some notes or either the
deposition, one.

Q. Okay. So you're refggrio this

TAYLOE ASSOCIATES, (N



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

29

highlighted testimony here. [Dodckdy is saying, "I
know about -- roughly about 5:45 ¢itead a
discussion with the MICU team," M-{& "at which
point they decided -- they thouglatttbhe -- sorry,
they thought they needed electivehation, and we
discussed it at length with the famiil

And what you're sayiedhat she had
said roughly about 5:45, and youargrgg that this
discussion took place between 5:456007?

A. Something like that.

Q. And then on page 36 yegot written
out in the margin "Admit ICU 1610What is -- I'll
hand it to you so you can see it.

What is the significardehat
notation?

A. I think that that's whigne information
started being generated about thHisqavas
critically ill, was an ICU admissicamd there was
some communication between [Doc8}r the second-year
resident, and [Doctor #5] (sic.) omething, who was
the resident for medicine --

Q. Uh-huh.

A. --that was going togaet of the team
sending this patient to the ICU. Ahedn there was a

discussion about what labs were domkordered and
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orders made, and that order occuatdd10.
Q. Okay. And what is thgndicance of
that to you, or is this just --
A. lwas just trying to ghis whole
picture together.

Q. Okay.

A. And at -- at that pointalized that
there was some early input by theitiothg team.

Q. And "early input by thémitting team,"
you mean by the medical service?

A. Correct.

Q. And why is that impottan

A. Well, I mean, | applaieém for doing
that, because this patient, obviqushs going to be
an ICU admission. The quicker youmgople on
board, the more likely you're goindhawve things
flowing a little more smoothly and thle guns are
trained in the right direction.

Q. And you've got an X outhe margin
beside the testimony "Were you avedithe severity
of the pulmonary hypertension?

"Answer: | was."
Is that --
A. That's important.

Q. That's important to yopinions?
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A. Absolutely.

Q. And why is that?

A. That's one of the indiicas for rapid
onset of treatment with alteplase --

Q. Whatis --

A, --t-PA.
Q. What -- what literatame you -- are
you aware of that says that?

A. It's listed in Roserégttunder the
reasons to give t-PA with heparimpgosed to -- to
heparin alone.

Q. On page 42 you've gotee around --
there's some testimony that's higtdid which says,
"The report is not generated untiesal hours to a
day later. So, the report would hiagen verbally
done by a (sic.) reading physicianardiology and
then transmitted verbally to a recgg\physician.
Whether that was [Doctor #6] or [Rwat3], | am not
sure.”

And you've got a ciral®und "to a
receiving physician."

A. Right.

Q. Whyis that?

A. They're talking aboug #cho report,

and that's -- that echo report ilyeehere the
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pulmonary hypertension was defined --

Q. Uh-huh.

A. -- and the right hedras was
defined.

Q. Uh-huh. And --

A. And | wanted to -- andids trying to
figure out how that information wasfit was, in
fact, given to the attending ER phbigs1 and
attending MICU people or the ball wiaspped
someplace and it was not given. n'tdaow.

Q. Okay. So --

A. Although it seems to fion that it was
given to the ER attending, becausessited
previously she knew about the pulmgphgpertension.

Q. Then on page 46 -- bht's an
important page to you, it looks liké&/e've got out
in the margin the time written "164f#side some
testimony that says "To the best gpikmowledge,
approximately 1645, as documentatiemursing
record."

So | take it you're royou're not
taking any issue with that? Thaigin, just to
help you as you review this a sedand, right?

A. Right. Some of thisdnhation seems to

be popping up in different areas tame& zones, and |
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was trying to put it all in a logiqadttern.

Q. And then you've got tstars here beside
highlighted testimony. The quest®ri'At 1710 when
her heart rate was elevated intdléts, would that
reflect instability?"

And the answer, "It vaaseffort
dependent change in her blood pressud heart rate.
She was trying to do something platsicand to say
that -- and the fact that she recedespontaneously
without loss of medication" -- | diotfiink that's
right.

A. Probably use of medigati

Q. Yeah.

"-- without any intertem on our part
wouldn't necessarily mean that she (siz.)
unstable."

And then you've gotar &ty that.

And then you go dowulewn a little
bit, the question, "Did she also destte transient
instability when she was gotten b# bed to be
weighed?

"Answer: Well, her btbpressure didn't
change significantly, and her heate did change a
little. She had transient hypoxemes. To say

that she was unstable (sic.), I'mnemessarily in
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agreement with that."
So you've got a stathmt one as well.
Why did you star those two areassfiinony?

A. Because | think those foints prove
that she was unstable, and she wéairdg unstable
during the -- the periods.

Q. During what periods?

A. When she went througbsth stress tests
that were mentioned earlier.

Q. Okay.

A. And that -- that makbistpatient a
critically ill, high-risk patient thahould have
been dealt with immediately.

Q. Okay. According to ellywe'll get
into that later.

And then the followingge, 47, you've
got highlighted, "If a patient is albb maintain
their own heart rate and blood presstithout
significant intervention, | consideat relatively
stable. Stable is not a black ortevhit is a
continuum of grey (sic.). And in lparticular case
she was relatively stable up to #gageipoint in her
emergency department stay."

And then question, "Burtt it true

that the two times . . . she was ds&alo some type
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of exertion, her saturations dropfied?

Her answer, "Her heaterand her pulse
didn't change significantly, nor tielr mentation.
While her oxygenation may have changgat doesn't
necessarily make her unstable."

And you've got two stdrere. So |
take it that you considered thatinesty to be very
important as opposed to just impdftan

A. That's very importargy@ct.

Q. Okay. And why -- whytieat very
important?

A. This patient was unstabl'hose two
episodes proved the instability aralpd the need
for immediate and dramatic treatmant| | don't know
why they were blowing off this patieh don't
understand that. | still don't ursdi@nd to this
day.

Q. What is the basis ofrysiatement that
they were blowing off this patient?

A. What time was that?

Oh, let me see, yeah.

MS. LORANT: I thinkwas the previous

page that she was referring to.

THE WITNESS: Oh.

MS. CHENEY: Oh, sorry.
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THE WITNESS: Well, &45 and shortly
thereafter she demonstrated herbiigya And even
with the treatment that she was ggitihe heparin,
the high-powered oxygen, the 1V fejidven a small
exertion would -- would topple thesly, unless she
was sitting perfectly still, uprightjth the -- with
the treatments. That's not a stpatent.

BY MS. CHENEY:

Q. Okay.

A. And I don't know how tpa -- the
physicians could call her stablehiose situations.
And the instability is what reallyngs the bell to
start the game of immediate treatmawitthis delay
that occurred.

Q. Okay. So in your opmioot giving t-PA
to this patient at that point in tilmdlowing the
patient off?

MS. LORANT: Objection.

THE WITNESS: Once tlvh@ -- once the
echo was done and proved the pdtigeipulmonary
hypertension, right heart strainf'thahen the t-PA
should have been given.

BY MS. CHENEY:
Q. And not giving t-PA tgatient with

suspected pulmonary embolism undeseltircumstances
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in your opinion is equivalent to biog the patient
off?

A. Absolutely.

Q. On the next page --wo®n page 51
out in the margin there is -- youyoe written
"1745," the time. Is that just, agdo help -- to

help for purposes of your --

A. Right.
Q. -- subsequent review?
A. Correct.

Q. And then on page 52 yegot some
testimony that's actually circledhighlighted and
circled. The testimony is, "Okayytr knowledge,
had VIR been notified to come up andluate her?

"Answer: | don't know.
"Question: Who would/édnad
responsibility for that?
"Answer: The MICU teddpctor #6], and
indirectly [Doctor #3]."
And, actually, what waugot circled
are the questions.
And then further dowe tuestion,
"[Doctor #6] notifies [Doctor #3]Poctor #3] notifies VIR, and VIR
notifies Anesthesia.

"Answer: Right."
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Let me just show youtthad ask you why

that particular testimony has beeded by you.
A. Well, it was describeatleer that the

whole plan was to have the patietthated, taken to
the CAT scan, and go to the VIR. tTMas the plan
that was in effect | think at 170Qubha

We're now talking, youokv, another 45
minutes to an hour later. Nothingllsehas
happened.

The second thing is, koow, you've got
to have a backup for plans like thatause that's a
very complex scheme, to get one thioige, get
another thing done. It involves, ymow, five or 10
different people all -- all knowindnat the rules are
and when the game starts.

And none of that was @ohbelieve the
CT was thought to be saving a placgHis patient
at one time. But whether the VIR gleavere ever
even involved, | don't know. Theytamly never saw
the patient in the ER, as far altedl.

So, I mean, that parthaf plan
although it was mentioned was readlyer put into
effect at all, and there was no backu

Q. And when you say thegded backup, what

specifically are you referring to?h& do you mean
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by that backup?

A. Well, what else can weifdthese groups
of things can -- cannot be accomplishecause of
other people being not -- not avadady whatever
situation.

Q. You mean like a continggplan?

A. Absolutely. What can deright now to
this unstable patient who, obvioublys a pulmonary
embolus if this other plan doesn'tkwvo

Q. You said obviously hgsuémonary
embolism. What -- what do you b bn?

A. Well, that's what evergly was thinking
that she had, number one. And kitive echo proved
that it was really the only considiera

Q. Soinyour opinion orste had the
echocardiogram pulmonary embolism leeh
definitively proven?

A. Yes. And, more impottgnthe
postpartum cardiomyopathy was ruletd o

Q. In all these differenidies that
you've read about t-PA, pulmonary elisin, things
like that, is it the case that t-PAswonly given to
patients with documented definitivdnponary
embolism?

A. No, ma'am. If it's sasted and the
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patient's unstable, it's been givéhout proof.

Q. Inthese -- which -- alniof these
papers?

A. Oh, no. |thought yoeamt my
experience.

Q. No, no. All the pap#rat you have
reviewed, have you ever seen angybady who has
ever given or recommended giving tiBAatients in
whom pulmonary embolism has not badefmitively
demonstrated?

A. The paper on -- I'm gorRosen's book,
the page that | copied or pagesltbapied talking
about the use of t-PA in people wiewmnstable from
what's thought to be a pulmonary dimsitvoand people
who are stable but have right heaairs it was
recommended to give the t-PA --

Q. Even without --

A. -- systemically.

Q. Sorry. |didn't meanriterrupt you.

Even without confirmitige diagnosis?

A. Yes. | mean, confirmithg diagnosis is
a very good idea, but you have ttizedhat you're
weighing -- weighing things all the¢ as to when to
start the treatment.

Q. Okay.
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A. And confirming the diazgis may take 20
to 30 minutes, which you may not have

Q. Okay. The -- we hadvrasly marked
Rosen's Emergency Medicine, obviousiythe whole
textbook, but the pages that you jpled to us, as
Exhibit 34. Tell me where --

A. Rosen, yeah.

Q. Tell me where in thattigou -- that
you find the statement that t-PA stidae given
before diagnosis is --

A. Confirmed.

Q. -- definitively shown.

A. Let's see.

You know, it doesn't rtien how the

diagnosis -- or what is needed toerthle diagnosis.

It just said the people who are gddor pulmonary

thromboembolism and the value oftingethese people

rapidly.

Q. Okay.

A. Even if they don't hdavemodynamic
instability but with right heart stra But they
didn't define how the diagnosis wasle

Q. Okay.

A. It could be clinicalt dould have

been, you know, VQ scans. It coddehbeen
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anything, CTs.

Q. On page 53 you've gohsthing written
out in the margin again. Let me st you to tell
us what that says.

A. Itsays, "Plan: 1750."

Q. Oh, plan. Of coursdaes.

And what is the -- wikathe
significance of that?

A. That -- that's, appalgnwvhen
everybody got together, discussethall

possibilities, and -- and were stiiking the plan.
That's about almost two hours afteval.

Q. Okay. On page 59 yogeka -- you've
got some highlighted testimony withXaout to the
side in the margin. And you wereeak you weren't
asked. [Doctor #1] was asked a questbout "Did you
see that something (sic.) needec tddme stat or
was this something that could justlkof -- when
people gottoit. .. could be donea matter of
course?"

And [Doctor #1] says.gltther. | don't
think either was true of this. Irtki. . . things
needed to be done in an expeditiasision, but we
didn't need to do it stat, soonenthiaeady there.

We didn't need to do that.
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"As far as specificadlgying that --
your question was, could it be danan emergency
protocol versus whenever somebody@at | don't
think --" of "both of those are notarately
describing how --" and then she sbttailed off.
Why did you put the maskthat
testimony in particular?
A. That was a very confgsiasponse |

thought to a good question. Thisgrditwas

critically ill and needed things t® thone as fast as
possible.
Q. Okay.

A. And that's stat.

Q. Okay. How do you -- hevhhow do you --
how does [Doctor #1], what does skamwhen she says
expeditious, do you know?

A. | have no idea.

Q. What do you -- what aw yhink
expeditious means?

MS. LORANT: Objection.
THE WITNESS: To me thaans as soon as
possible.
BY MS. CHENEY:
Q. Okay.

A. But she doesn't appareapparently
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feel that way from her descriptioarth
Q. So--on page 61 yogigestars out

by -- beside of the following testinyo "During that
50, whatever, 55 minute periodfrom 1750 on, did
you get any feedback from anyone tinaisteps were
moving along to get [Patient] inte canner?"

And her answer, "Thersea wasn't the
hold up” for us. "The scanner held the table
open for us."

And you have a starlmpthat. Why is

that?

A. That corresponds to whaoctor #3] also said,

that they were holding the scanner.
Q. Okay. And then she'sagpanswer here,

"I hadn't received confirmation fraffR, nor had |
seen an anesthesiologist, nor haen a Vascular
Interventional radiologist come teesss the patient.
So, | would assume that they were@ady for the
patient.”

And then the questiorou didn't see
either one of them come in and evalbar?"

And the answer, "Notilliater."

And you've got a star loyithat
testimony. Tell me why.

A. Well, if that was pafttbe plan,
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knowing that was going to be -- hatb¢ done rapidly
right after the CT, why didn't shededf or her
resident call the VIR people and @sm, you know,
when can -- when are you going tohgee, because we
don't have time to sit around, weéhvtreat this
thing stat and expeditiously at tame time.

Q. On page 64 out in thegmayou've

got -- there's some highlighted tastiy about "We
initially started our discussion roughly around
(sic.) 1550. | had further discussiwith Dr.
[Doctor #4] at . . . 1625 or 1630."
And then you've got muthe margin
1550 with an arrow down and then 16B%hat just
to denote the time that those disonssook place?

A. Correct.

Q. And is there anythingreno
significance -- significant aboubiher than just
an easy way for you to come backfanttthose times
later?

A. Well, and the fact thiaat seems to
correspond to the times that weretioeed earlier
about the early intervention of thedncal people.

Q. Okay. And then on p@geout in the
margin somebody -- there was a qolestsked,

your con -- to [Doctor #1] about kkenversation with
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[Doctor #4] at 1620. And then [Darc#1] replies
"1820."
And you've got "1820't @authe margin.

Is that just to clarify that that whs time --

A. Correct.

Q. --not16207?

A. Yeah.

Q. Onpage 76 --

A. Wait. Itwas 1620, wast? Shouldn't

it have been 16207?

Q. Eighteen -- well, youyat written 1820
and the witness says 1820. 1620davbaVe been 4:20.

A. Yeah.

Q. 1820 would have bee®grigjht?

A. Right.

See what | mean?

Q. Uh-huh. And so you'w# §820 written
out here, which | presume you'rersgyhe correct
time should be 6:20, not 4:20, right?

MS. LORANT: You shoué& him see what
it pertains to.

MS. CHENEY: Yeah.

THE WITNESS: Actuallgf me look,
because that was discussed on tlvépesepage.

It should have been-16620, not 1820.
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BY MS. CHENEY:
Q. Why do you say that® tlilking about
a discussion with [Doctor #4].
A. Right, and that was samere between
1550 and 1625 --
Q. Okay.
A. --atleast at the littonversation.
Q. Okay. That's --
A. So this really should 120, not 1820.
Q. Onpage 73, "So, did gea him as
someone to whom you were asking deatste advice,"”
referring to [Doctor #4].
And [Doctor #1] answerdd some sense.
Usually a consultation is made feeavice who may
have primary expertise in some faf¢he patient's
care. He was going to be taking dwercare, so
that wouldn't be called a consultartat would be
called the admitting service.
"So, | wouldn't call$ha consultation.
| would be calling this a -- essdhtian advance of
a transfer . . . care."
And you've got that Highted and then
you've got a star by that. Can yunhe why you
marked that particular testimony?

A. Well, | wanted to maHat because

TAYLOE ASSOCIATES, N



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

48

somewhere in the discussion betwieset two doctors
a decision was made and a plan watpgather
without secondary plans. And, yoownif that plan
was -- if -- if [Doctor #1] made tptan to get this
patient t-PA right away and that whxcked by
[Doctor #4] saying let's do it, ykmow, with catheter
directed knowing there's going talelay, I'd like

to know that. | really don't know evimade that
decision.

Q. Okay.

A. And that doesn't ansther question.

Q. Butas far as the semamsue about
whether you're a consultant or inaabe of transfer
care, that type of thing, that'singhortant to you,
| take it?

A. ldon't know what albtmeans.

That's -- that's begging the questidimnk.

Q. On page 74 you've gsiaa out by the
following testimony: "I was unawdhat he had
advanced training in pulmonary. éWwnthat he was
the MICU attending of record -- ofgee, and that's
why he was there taking care of thttept.

"He's also significantliger than | am
which may have given weight towardwthe said a

little bit differently than someonéaevis younger
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than me."
And you've starred théthy?
A. I think that throws somere light on
the fact that perhaps the delay veaonly the --
the problem of [Doctor #1] but mayf2octor #4] was
the -- the overriding cause of thalag in
treatment.

Q. You say "maybe." Hawelyormed any
opinions to a reasonable degree aficakcertainty
about whether [Doctor #4] was theseeof that?

A. That's going to be upghose two to
decide who did it. | don't know wittid it. There
was a delay, you know, period. Takagshould not
have been there. I'd like to find who caused the
delay.

Q. On page 76 you've gotee around the
following testimony. The questioAnd did you also
have a concern that VIR hadn't gotiierthere?"

Your answer, "No, | wasoncerned" --
her answer, I'm sorry. "No, | wasohcerned at
that point in time because | know the calls had
been made, and they were making esféoyt, at least
according to my residents, to getldlheopen and
available.”

And then you've gotixlel around that
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testimony. Can you tell me why?

A. Because we find out wother
depositions that there were no calisle. VIR from
what we can tell really hadn't beetifred and
hadn't set up to take the case.

Q. What other depositioagdnyou found
that out from?

A. [Doctor #2] says he eevalled. He

thought it was done by [Doctor #3Poctor #3] said she

never called.

Q. Sobased on [Doctorat#] [Doctor #3]'s
deposition testimony, have you forraadpinion that
the VIR team was never called on Maver 24, 20037

A. My opinion is that thexere not, because
| have not seen anybody that made-tlhat
communications. [Doctor #1] thoughtas all being
taken care of and probably told #sdents to do
it, which would be fine. But oncetthelay kept
going, another call should have bheade to say what
time can we do this.

Q. Andis your assumptibattthey were not
called one of the things that forims bbasis for your
opinions in this case?

A. Yes.

Q. On page 76 at the bottditine page
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you've got a handwritten note, wHiclan read. It
says, "How did she know this?" Amdiye referring,
apparently, to the testimony rightathat where
[Doctor #1] says, "l know . . . thegd a patient they
were finishing up with," talking alioviR. "Whether
or not it was a nursing finish upwatr a doctor
finish up with, I don't know the arew | don't know
the specifics of that.”

And you've got, How dige know?

A. Right.

Q. And that's, | guessf-sgldent?

You're just questioning where shetat
information?

A. Correct.

Q. Then we've got more hgitied testimony
throughout and come up to page 94tlaet's a
question, "So, respiratory arrestsdoa mean that
she stopped breathing?

"Answer: -- that shepgied breathing,
that's correct.

"What does it mean then?

"Respiratory arrestespiratory
failure means the lack of abilityoboygenate her
bloodstream, oxygenate her own blood.

And you've got a stathwyiellow
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highlighting and then filled in withk beside that
testimony. Is there any significatz¢he fact that
it's yellow highlighting and ink ihat star whereas
it has only been yellow highlightimgthe previous
stars?

A. 1think | got tired afgt highlighting
it once. | wanted to change my metadittle bit.

That's an importantestagnt.

Q. Tell me why.

A. Well, respiratory arresjust that.
It's a cessation of breathing.

Q. Have you formed an opmin this case
that -- that [Patient] had a resfory arrest?

A. 1think she did, yesridg intubation.

Q. So your opinion wouldthat she
actually stopped breathing?

A. Yeah, on her own.

Q. What do you mean by?hat

A. Well, if they'd put teadotracheal tube
in, she'd be assisted -- having ssbigentilation.

Q. On page 101 you've gutio the
margin -- again, | can read thig saiys, "Code:
1919," and this is just a shorthasrdéstimony
right beside it that says, "lookelthest

compressions were started at 1919."
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That's just for your eas review, |
take it?

A. Right.

Q. Is there anything magmgicant about
the fact that chest compressions wexged at 1919,
according to the code sheet?

A. That's just the timeves --

Q. Okay.

A. -- happened.

Q. Andthen on page 104/e/got a star out
by testimony, "Question: So, the pogssions
actually started before the docuntenmidere?

"Answer: Yes.

"Question: You . .m@mber that?

"Answer: No, | know..we did a
single set of chest compressions.l 8on't know
exactly -- the patient was not in P&Ahe time we
did chest compressions.

"So, this does not aately reflect
that set of chest compressions. Wea grophylactic
set of chest compressions in ordeigiodge --
attempt to dislodge this clot.”

And you've got that itesiny starred.
Can you tell me why?

A. Again, that's a littlerdlicting as to
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from the previous area that was sthand shaded.

Q. Okay.

A. So, really -- and | aamderstand. It's
very hard to document exactly whendbde starts and
when CPR starts, because you maylwahg two or
three people in the room and to lgetaction going
IS more important than documentation.

Q. Was it your understagdirom reading
[Doctor #1]'s deposition, as welloéiser depositions,
perhaps, that before they actualiiyatliest
compressions for -- for cardiac regation they
were doing a set of prophylactic tleesnpressions in
order to attempt to dislodge theZlot

A. Correct. The clot wasdking all
pulmonary vascular return to the hesar they had to
get that clot out of the way in sdiaghion to get

blood back to the heart to have amgtional

cardiac --
Q. Okay.
A. -- activity.

Q. And | take it you're moitical of

A. No.
Q. -- attempt to do that?

And then on page 105'ye@got "1845"
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written out in the margin. That eefis testimony
that she thought it was well withire trealm of
possibility that -- that she had &npanary embolism
at 1845?

A. | better read that.

Q. Yeah. And just tell mhéhat's just
your usual practice in these depas#iof noting the
time out by the side or if there'smiething more
significant meant by that.

A. | cannot say | put thre¢ on each
deposition. | think the time franaaes pretty
significant in this particular caaed that's why |
keep doing the time thing.

She mentions she thotightiagnosis of
pulmonary embolism was -- was inréedm of
possibility at 1845.

Q. Uh-huh. And --

A. That's astounding. Ofise, that
doesn't mean that she didn't haveféleting before
that; but if that's the first timeediad that
inkling, | can't understand that.

Q. Okay. And then thesome
documentation -- | mean, there's staamony on
page 108 that t-PA was -- well, doeatation at 1915

of t-PA, and you just wrote "1915't guthe margin.
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Right.

And, again, is that just
Correct.

-- to keep track of thmees?

Other than that, is thanything

significant about the t-PA at 1916?other words,

was your -- was your notation herantdo indicate

anything other than just keepingkratthe time?

A.

It was to keep trackloé time. And

| -- I really was trying to find owtere it was

given, by whom.

Q.

A.

Q.

Okay.
And | -- and | wasn'telo do that.
Okay.

THE VIDEOGRAPHER: Cae go off record

real quick to change tapes?

MS. CHENEY: Sure.

THE VIDEOGRAPHER: Wegeing off record

at 10:53 a.m.

(A recess was taken.)

THE VIDEOGRAPHER: Tlwstape two of

the continued deposition of Dr. Rhileavy. We're

back on the record at 11:00 a.m.

BY MS. CHENEY:

Q.

Okay. My -- we've card with the
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deposition of [Doctor #1]. Can | s@&ir next one,
please, sir?

A. It's [Doctor #2].

Q. Okay. And in [Doctadt]# testimony you've
got -- you've highlighted some thingsthrough page
23, and then on page 23 he makestttement that he
thinks "the treatment plan was fartoego to CAT
scan and then, depending on thetsggyd to
Interventional Radiology."

And you've got that rdahen the
guestion was, "And that was the péenyou knew it,
at the beginning of your involvemaemher care?"
And he says, "Yeah."
And you've got that sgdr Can you
tell me why?

A. He became involved albi@0 hours.

Q. Okay.

A. So the plan had alrebdgn decided
upon.

Q. Okay. And then on pd§ehe question
Is, "And . . . that usually -- wouldht be you in
the situation that's taking placeferring to
making the telephone call to cont4&t.

A. Correct.

Q. And his answer, "Usuadtliyould be --
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that would be the decision of theeoirdy physician.
"Do you know who ordetédt in this
case?
"l believe it was thelU@eam."
Oh, | guess we're nikitg about
making the phone call. We're talkatgput making the
call, making the decision.
"l believe it was theU@eam.
"Question: So, Dr. Kakd his team?
"Answer: Yeah."
And then you've gotar &ty that. Can
you tell me why?
A. Those exact two thingslidn't know if
the call was the plan, this allegkhghat was in
existence, or, in fact, a simple ghoall to get the

plan going. Somebody had to maketiane call --

Q. Uh-huh.
A. --and it looks to mkdithat was not
done.

Q. Okay. The -- if thatople call was
made, would that change your opiniareny way, not
that we've discussed your opinions yat --

A. It depends on what wassuaksed in that
phone call.

Q. Okay. We'll talk abdit later.
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On page 77 there's tiestjon, "And
then VIR would have had to do witk firocedures of
the thrombolytic administration, cant?

"Answer: Yep.

"Question: How long vathat whole
process take from the time . . .\®hse -- the
initiation of the intubation throutfie completion of
the administration of thrombolytics?

"Answer: | don't know.

"Question: More thanhamur?

"Answer: Probably, ygah

And you've got a starthgt testimony.

Can you tell me why?

A. Because | think it wotiddke more than
that, more than an hour to get at gtuff done
that had to be done.

Q. How long do you thinkvould take?

A. The intubation, the CAdan, the
continuing respiratory assistancey#rything
worked perfectly they would probabét it done
within an hour to an hour and a halyerything
worked in -- in direct line-up.

Q. Okay. Butit's not alwa perfect
world, correct?

A. ltrarelyis a perfeabnid.
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Q. So how long would younthit would
take, you know, considering thatnt a perfect
world and things don't necessarilygen that
quickly?

MS. LORANT: Objection.

THE WITNESS: | reallsuct answer that
question. My only experience hasndeeally, and
that's taken much longer than thaetiothe patient
just over to interventional radiologyd back, not

involving intubation but involvingeCT.
BY MS. CHENEY:

Q. Okay. So locally whaiuld the usual
time be?

A. ldon't know the averages not done
very often from the ER.

Q. Okay.

A. My experience has betswo to
two-and-a-half hours to get everyghiione and back,
and that's if -- and that's during day during the
week. After hours it may take dditonger to get

people who aren't necessarily inhtbgpital at that
time.

Q. And when you say "afteurs," what do
you consider to be after hours?

A. The hospital hours -rmal hospital
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hours are probably 9 to 5.

Q. So after 5:00 it mighké longer to get
a team assembled and get the patiemtthere and
get all these things --

A. The possibility existad it's pretty
high on the ladder.

I mean, it could faltarplace

perfectly; but, as we said earlies, unlikely
everything's going to fall into place

Q. Right.

A. --unless it's reallyaphed.

Q. Okay. Let's see thetrekthink
we're through with [Doctor #2] here.

A. Yeah. Thisis [Doc#3].

Q. And with regard to [Darc#3], there's some

testimony on page 35 that you haeeaout beside.

They're talking about [Patient], ttemrebreather mask

that she had on. And the questipfSke took it
off herself or" -- well, she had tisd that "she
had removed her mask once or twicd,lavas able to
see that her lips were pink.
"Question: She too&fitherself or
did she do it (sic.) at the requéstamneone?
"Answer: She took it bérself.

"Do you know why?
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"Answer: | don't know."
Why do you have a ling by that
testimony?
A. I'm wondering if that svdt a hypoxic
response that the patient had.
Q. What do you mean?
A. When people are -- aypdxic, they get
confused and -- and agitated, sonetioombative, and
they take off whatever oxygen or witieey have.

Q. Okay. Then on page-d2ave you formed
any opinion to a reasonable degrereadfical
certainty that that was a hypoxipoase?

A. ldon't know what it was

Q. Okay. On page sixtyim sorry.

A. Itwasn't mentioned alage in anybody
else's notes. | don't know whatetamt.

Q. Okay. On page 62 tlsemgjuestion, "Is
there a difference in the -- or axgigance in a
dilated left atrium versus a dilatgght atrium in a
patient who is thought to have pulargrembolism?"

And [Doctor #3]'s answdt would be more
within the lines of a -- consistenthna diagnosis
of pulmonary embolism if a patiendzadilated right
atrium."

And you've got that itesiny starred.
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Can you tell me why?

A. She's accurate.

Q. Okay. And then she'ssgome testimony,
"Our treatment” -- we're talking abtifia patient
IS unable to lie down due to shorsnafsbreath, is
there any test that can be doneve gou a
confirming diagnosis," presumablyPé.

And she says, "If a patiwere able to
lay down, generally speaking, theeeseveral
diagnostic tools that we've talkedwdtio help in
your evaluation, but in my knowledgbat would --
"they would not be a confirmatoryttes

"Question: So if a aamfatory test
were to be done, would that patiemehto be sedated
and intubated?

"Answer: It would, geally speaking,
depend on the patient's conditidrthdir condition
warrants intubation, then the (g@afient would be
intubated, at which" -- "at which pbihey would be
able to lay flat."

And then this part isalou've got
highlighted: "But . . . our treatrheh patients
does not hinge on confirmatory testsve have a
high suspicion of someone havinglanpnary embolism,

we'd proceed directly to treatment.”
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And you've got that Highted and then
you've got a star by that. Can yaue why?
A. Well, | believe thatsaetly what
should have been done.
Q. So her statement wagpur opinion, an
accurate statement of what the prtpeg to do is?
A.  What should have be#nwasn't done,
but that's what should have been done

Q. Okay. Any other depiosis that you've
reviewed?

A. Did we do -- | know Miewed [Doctor #4]'

deposition. | don't know if you havéhere or not.

Q. We talked about himtfirs
A. Okay.
Q. And then, yeah, thehnessCV.
A. Okay.
Q. ldon'tneed that.
And what other documeérase you brought
with you?

You brought your affidaand we've
already had that marked as a -- &ibéx Can you
tell me how that affidavit came alfout

A. Over several discussisth Ms. Lorant.
Q. Okay. And according+tavell, I'll ask

you about that later.
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And there was some @poadence that
you referred to?
A. Yes, when | was sent-thihe initial

information. And subsequent corresjnce, every one

had a --
Q. Uh-huh.
A. --aletter on it, yeahdon't know

where those are.
Q. Okay. You had it righere.

MS. LORANT: | might hav- look in
the -- | picked up a whole bunchtaffs | think
there was something stuck in thelaid)imy notes.

MS. CHENEY: This is tle¢ter dated
April 5th, 2004.

MS. LORANT: | objectmearking that as
an exhibit.

MS. CHENEY: To markingr --

MS. LORANT: Both.

MS. CHENEY: For idemgdtion, and then
we can have it sealed or whateverasigde about it.
I mean, we're going to have to -+revgoing to have
to take it before the court, so ga®to be marked
for identification, and somehow sowddpneeds to save
it in a secure place where it ca@'t-b

MS. LORANT: Okay. ljebt to it being
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used as evidence, but if you wamhéok it for
identification --
MS. CHENEY: Let me mairkor
identification as Exhibit 38.
(The document was markedequested.)
BY MS. CHENEY:
Q. Just hand you this lettied ask you to
tell me if that's --
MS. LORANT: Let me jisste the date.
April 5th.
BY MS. CHENEY:
Q. --the first letter thaiu ever
received from plaintiffs' counsel ceming this
case.
A. 1think this is the finsritten
communication we had, yes.
Q. Okay. And does thaeletontain any
factual information about the case?

A. Itjust goes over whatvhat was --

accompanied this letter, which isriexlical records.

And she also mentions the -- whatlaee

idiosyncrasies of North Carolina noadli

malpractice -- medical negligence.law
Q. Which is?

A. That local standards @obcy.
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Q. Okay. But, otherwise,factual
information about the case or --

A. Well, it mentioned [Rait]'s name and had an
unfortunate death, but that's -- mgjtvery specific
at all.

Q. And that letter accompdmmedical
records --

A. Yes, ma'am.

Q. --ltakeit?

A.  Uh-huh.

Q. And the medical recatu# you received
are those that you have in frontaf gt the present
time?

A. Yes.

Q. Have -- other than tbe pages that we
identified as an exhibit previougigye you received
any other medical records?

A. ldon't believe so, no.

Q. Okay. Atthe time ycavg your
affidavit there -- what is the datelat affidavit?

A. 18 May 2004.

Q. And was that shortlyeafyou had
completed your review of the medreaiords and
formed your opinions --

A. Yes.
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Q. --inthis case?

And | take it that yoapinions were
formed based solely on a review osthmedical
records and not anything that wasaiord in Ms.
Lorant's letter that's been marked &
identification as Exhibit 38?

A. My opinions were formed my review of

the medical records, correct.

Q. Okay. You, obviouslgdinot had an
opportunity to review the depositiahany of the
healthcare providers involved in [@at]'s care at the
time you formed your opinions --

A. Correct.

Q. --isthat correct?

Has your review of --uysubsequent
review of any of the depositionséfient]'s healthcare
providers changed your opinions iy way, the
initial opinions that you formed up@view of the
medical records?

A. After reading the depiosis several
times, | was still a little bit cosked as to who was
responsible for making the decismda the VIR, who
was responsible for making the cdantath the VIR,
and if there was a secondary or &lgaplan if VIR

wasn't available.
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Q. Do you have any evideatall to

suggest that VIR was not contacted?
MS. LORANT: Objection.
BY MS. CHENEY:

Q. Other than what we'veatly talked
about, the fact that [Doctor #2]oslae didn't and
[Dr. #3] said she didn't.

A. Right, and they thougtdt the MICU
people did.

Q. Okay.

A. As far as we know, n@sncontacted
them.

Q. Okay. Butinterms widence, do you
have any evidence that the -- thattledical team
did not contact VIR?

MS. LORANT: Objection.
THE WITNESS: No.
BY MS. CHENEY:

Q. And--

A. Other than the fact ttegt VIR never
showed up.

Q. Okay. Do you know --ymu have any
knowledge or information about whettilR was
available or not?

A. Again, | don't know, lean.
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Q. Okay. Is it the casattiisomebody

contacted VIR and VIR was availabid &vas on the

way, then this need for a backup jplacomes less

important?
MS. LORANT: Objection.

THE WITNESS: Well, héhve to know

when.

BY MS. CHENEY:

Q. Okay. What's the ladi could have
been contacted in your opinion anthstve been
okay?

A.  Well, the contact hacgbenade. You had
to find out what the availability thiat particular
procedure was at that particular tirmemediately
after the echo was read we have ositive of the
need for thrombolytic therapy.

Q. And what is the prootpwe in the
echo of the need for thrombolyticréps?

A. Right heart strain, i right atrium.

Q. What -- what things caise right heart
strain and a dilated right atriumestthan pulmonary
embolism?

A. In this particular pati@

Q. Well, in this patientinrany patient.

A.  Well, in this particulpatient the only
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thing would be a pulmonary embolus.

Q. Sothere are no othessfme causes of
right heart strain --

A. You could get --

Q. --inthis patient?

A. In other patients yowlbget a tension
pneumothorax would cause it, you dayét chronic
pulmonary hypertension from preertung disease.

This lady had a -- astheray that did
not demonstrate pneumothorax anchdidlemonstrate
any chronic lung disease.

Q. What kind of preexistcigronic lung
disease are you talking about thatdcgive rise to
findings of right heart strain?

A. Boy, that's a good lismean, any
kind of -- oh, asthma, COPD, andmasiforms of
those diseases. Anything that iregedhe -- the
delay in oxygenation and flow of abhrough the
pulmonary vasculature.

Q. Pulmonary hypertension?

A. That's what I'm talkiaout.

Q. Anything else about depositions
that -- well, you said after the dgpons you were
confused as to these certain thirlyd. reading the

depositions, though, change youriopmin any way,
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your original opinions?

A. No, actually not. | wagerested -- it
was interesting to me that so margppethought
other people were doing certain thititat were part
of the plan; and | can't see whereddrthose things
were done, the major one being thenging with VIR
for an appropriate time and treatment

Q. Okay. You said so maergple thought
that other people were doing thing#ho was it that
thought other people were doing thjra;md what
things was it that you're referriog t

A. Specifically I'm talkirabout the call
to VIR to set it up immediately ortnib it was
impossible.

Q. Okay. And which people

A. [Doctor #1] | think thgiat Dr. -- her
resident, Dr. Yung, was going todo i

Q. [Doctor #3], you mean?

A. [Doctor #3], excuse me.

Q. It's confusing.

A. [Doctor #1] and [Docté3].

[Doctor #1] thought [@or #3] was going to do it.

[Doctor #3] thought the MICU peoplere going to do it. The

second resident that came on at hd0@s thought

that [Doctor #3] did it.
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I mean, who's holdingtthall?

Q. Okay. Well, we havédréard anything
from any of the medical residents there there,
have we?

A. No.

Q. Soit's possible that thedical
residents did, in fact, do as theyenasked to do
and contact vascular interventioadiology?

A. Everything's possible.

My experience has bégou get
something started in the ER, it'sedoy the ER
people.

Q. But you don't know hoauy experience

translates to the emergency depaitatdNIVERSITY HOSPITAL]

Hospitals, do you?

A. ldonot.

Q. Okay. Now, we were iratkabout the
depositions. Have you written antesar
highlighted anything in the medicatards?

Please say no.

A. Yes, | have.

Q. So you've highlightedngothings in the
medical records?

A. Yes.

Q. And those are thingg ffvau thought
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were particularly important?
A. Absolutely.
Q. Canyou just kind ofgdy go through
and tell me what sorts of things oghlighted?
MS. LORANT: And younet asking him to
do it page by page and tell you etreng?
MS. CHENEY: No, no,fjlkind of give me
a -- because, really, what I'm tryiaglo is avoid
making the medical records and dejoos that we all
have copies of exhibits and havinghakke more copies
of them, in which the highlightingppably won't show
up anyway.
THE WITNESS: | documehthe time of
patient's arrival.
BY MS. CHENEY:
Q. At[UNIVERSITY HOSPITAR]
A. At [UNIVERSITY HOSPITAL]
Q. And what time was that?
A. Didn't document, undeel, highlighted.
Let me see. 1620. Bhatally when
the record was, | guess, typed up.
Q. Okay.
A. 1916 on the blood gaswall as 1630
and 1620 were also highlighted.

| highlighted the ecleport.
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1 Q. What part --

2 A. Some parts of the lasge, page 2, |

3 guess.

4 Q. Okay.

5 A. Specifically saying alomal septal

6 contour consistent with right ventitar pressure or

7 volume overload, trace mitral regtation by Doppler
8 examination. Normal left atrial chaen size, marked
9 right ventricular enlargement and dérymphy with

10 severely depressed contraction, daexwude apical

11 right ventricular mural thrombus.

12 Q. And--

13 A. And the time start waS64 or 1656 p.m.
14 Q. Four fifty -- and thahe denotes what?
15 A. Says time start.

16 Q. The time that the eclasw

17 A. Begun.

18 Q. --started?

19 A. | Dbelieve that's -- thaight.

20 Q. Okay. And does it sagic we have a

21 time finish on that?

22 A. No.

23 Q. How long does it usuadlige to perform
24 a cardiac echo?

25 A. I've seen them donave br 10
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minutes.

Q. Soit's reasonable tokhhat this was
finished shortly after 5:00?

A. Correct.

Q. And then do you agrethvdr. -- well,
with some of the deposition testimémgt the echo --
the dictated echo report is not neaely available
immediately but the -- the physiciges their

information from the cardiologist whoeading the

echo?
A. Right.
Q. And--

A. | agree with that.

Q. Okay. Did you form aspinions about
what the cause was of the right veultr
hypertrophy that was noted there?

A. ldon't know what thagamt. | wouldn't
expect that to be there.

Q. It's not consistent waptimonary
embolism necessarily?

A. It's not consistent wattute pulmonary
embolism.

Q. Okay. We were just goihrough the
record here.

A. I'm not trying to hideyhing. 1 just,
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1

| haven't seen anything.

Q. I know.
A. That'sit.
Q. Okay.

A. Thank the Lord.

Q. Okay. Now, this is nas,we discussed

7 off the record earlier, not the fitiste you've been

8

involved in one of my cases, and kdow of a number

9 of other cases that you've been wreain just in

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

North Carolina but also other plac€sin you give us
an estimate of how many cases -- ca¢dalpractice
cases you've been involved in througlyour career?
MS. LORANT: Objection.
THE WITNESS: I've prabareviewed
upwards of 300 cases in the laste2's,
BY MS. CHENEY:

Q. And of those 300, hownynaave you been
named as an expert witness in, tnage upward of
3007

A. Probably 60 percent@o$those cases
| thought that the -- that there wame malpractice,
or not, depending on which side askedo review
them.

Q. Okay. Have you beeyou say depending

on which side asked you to reviewrthéHave you been
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asked to review cases for defendasisell as
plaintiffs?

A. Yes, ma'am.

Q. When was the last timma were asked to
review a case for a defendant?

A. Last week.

Q. And who was that? Deeltme the name
of the defendant necessarily, justrthme of the
attorney.

A. ldon't even know. lasva defense

lawyer out of southern Florida, P&8each area.

Q. And you don't rememlber lawyer's name
or name of the law firm or anything?

A. Name of the law firmastually two

names. | don't remember them.
I'm terrible on names.
Q. Do you know how they gotir name?
A. They've asked me seviemads before to
review cases. | think it startedchese | testified
on behalf of the plaintiff on onetbéir cases and
they asked me to -- to look at somherocases.

Q. What is the breakdowanr expert
witness practice of cases that yol fat for

plaintiffs versus defendants?

MS. LORANT: Obijection.
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THE WITNESS: The plafist lawyer ask
me probably 95 percent of the timé defense the
other 5 percent.

BY MS. CHENEY:

Q. And is that number -- were talking
about reviewing. Is that numbereahéint for cases
in which you're named as an expemae#s? In other
words, how does the --

A. Oh, boy.

Q. --whatis the breakdawkases in
which you are actually named as qeds

A. Must be the same, | vaothink.

Q. And what about caseshich you
actually testify by deposition ottr@él on behalf
of a party to a medical malpractiase?

A. 1think in the past foggars or so |
have not given a deposition -- ieef 100 percent
plaintiff for the past four years.

Q. And prior to the lastifoyears was
there an occasion when you gave asigpn for a
defendant?

A. Yeah. Yes, ma'am.

Q. And how frequently wowlou say that
occurred?

A. Again, probably one ofi20

TAYLOE ASSOCIATES, INC



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

80

depositions.

Q. Why do you think it fst in the past
four years it's just been 100 perpdaintiff?

A. ldon't know. | meahete's defense
cases that I'm still holding at hopeading --
pending | guess court time.

Q. How many?

A. How many cases?

Q. Uh-huh, defense cases.

A. | can remember four bk top of my
head.

Q. Can you remember theemof any defense
lawyers for whom you have done work?
A. No. Icanjusttell ythere's a firm
in Connecticut that I've done workhaand a firm in
Palm Beach area in Florida, and theag a firm out
of -- 1 don't know the names. Thess a firm out of
Atlanta that asked me to look at scames as well,
defense cases.

Q. And you can't rememibername of any
defense lawyer that you've ever wonkéh?

A. No, and very few plaffsti lawyers.

Q. We marked your CV asiBiIB1, and let
me just hand it to you and get yoadofirm for the

record that this is, in fact, your CV
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A.  Yes,itis.

Q. And can you tell us whiewas last
updated?

A. 5-1-05.

Q. Is there anything sibeg-05 that's
occurred that would need to -- that CV would need
to reflect in order to be 100 percacdurate and
up-to-date?

A. No, that's accurate apeto-date.

Q. Okay. And does your &turately set
out your education, training, andryexperience,
including all of your professionahamittee

memberships, hospital privileges,ligakions,
awards, things like that?

A. Yeah. |didn't inclutteere the little
merit badge things we get, ACLS, ATit&ning, and
all that. They're relatively repett and
everybody has to have them anyway eBerything
else is accurate.

Q. Okay. And do you hawg publications
at all --

A. There's one mentionesteh-

Q. --that you have autki@re

A. There's one mentionest¢habout, excuse

me, trauma center designations irStiage of
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Virginia back in '85 or '86. That® only one I've
had my name associated with.

Q. Whereis it?

No. Show me where.itis
Publications, Trauma sirification.

What is that -- what was that pulilma? What was
the nature of it?

A. That was a publicatiahihk in the
journal of Trauma, and it had to dthw/irginia's
method of determining what hospive¢se at what
level trauma center before the degign occurred.
It involved a task force of a trausuageon, ER
physician, nurses, administratorsigohroughout the
State of Virginia checking hospitaid evel 1 trauma
designations and see if they actualiyl the
criteria that they had to.

Q. How did you spend yorofpssional time
between November 24, 2002 and Noveid, 20037

A. I've been working askdR physician for
30 years. | have not stopped.

Q. Okay.

A. So | don't know how mdrurs | spent in
that particular year, but it's prettych consistent
with what I've been doing since 1973.

Q. And as an ER physic@an you just
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explain how your time is spent? Wihatou do? You
work in emergency rooms?

A. Yes. We -- our groupvess seven
hospitals locally. We have decideevbrk eight-hour
shifts, which we do most of the timiEhat can be any
of five or six different shifts dugrnhe day and
night. | work probably somewherevesn 36 and 40
hours a week.

Q. And that was the cagavben 2002 and
2003 --

A. Yes, ma'am.

Q. --aswell?

What is the name of ygroup?
Emergency Physician3iolewater.
How many physiciansti i
Seventy-five or so.

Do you hold any offices
In that --

-- Or positions in tigabup?

> 0O » O » O »

I'm on the board of di@'s.
It's a Democratic groufhe board of
directors is -- position is a thresayposition that
has to be voted on for replacements.

Q. Okay.

A. And I've been in thasgimn since late
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'80s or early '90s.

Q. And how many physiciane on the board?

A. | believe there are nine

Q. Does your group take paygitions at all
on its members serving as expertasges in medical
malpractice cases?

A. Say that again, please.

Q. Does your -- your groimergency
Physicians of Tide -- the TidewatelEmergency
Physicians Tidewater --

A. Of Tidewater.

Q. --of Tidewater takeasiion at all on
its members serving as expert witteas medical
malpractice cases?

A. One position is we wautdestify
against other members of the grdduit there are
several members in that group thahdssame expert
witness testimony. Other than tivat,don't really
have a -- a general policy.

Q. Okay. And when you seag an expert
witness, does the money that you garno you or
does it go to your group?

A. It goes to me.

Q. Okay. And does eachsphgn in your

group who chooses to do expert winesrk set their
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own rates?

A.  Yes.

Q. What percentage of yiime do you spend
reviewing and testifying in medicahlpractice cases?

A. Inayear's time, prolyal0 or 15
percent.

Q. And what percentageairyincome does
that account for?

A. Actually about the same.

Q. Have you ever been askgatoduce your

income tax returns --

A. Yes.

Q. --in connection withaieal malpractice
litigation?

A. Yes.

Q. Have you ever been sued?
A. Twice.
My name was -- | was tared twice.

Q. Okay. And when you gay were
mentioned twice, you mean your naras in the caption
along with one or more other defemslan

A. That's right. Thatghi, yeah.

Q. And what -- what were thin those
suits, what was the earliest one?atMlas the --

A. Around '74.
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1 Q. And what were the allemss?

2 A. Missed diagnosis of apieitis.

3 Q. And what was the outcarhthat case?
4 A. It was settled out otudofor about

5 $8,000.

6 Q. And what was the nexdea

7 A. Itwasin'83 or '84danhhad to do

8 with a tubo-ovarian abscess that aeerthe diagnosis
9 inthe ER. | gave a deposition, andname was

10 dropped from the case. | don't kmdvat the outcome
11 of the case was.

12 Q. Okay. Your CV indicatbat you have

13 been licensed in North Carolina?

14 A. Right.

15 Q. What was -- for whats@a were you

16 licensed in North Carolina?

17 A.  We worked in a hospitaRocky Mount,

18 our group did --

19 Q. Uh-huh.

20 A. --for three years. Awothviously, to

21 work there you had to get a license.

22 After we -- our threeayeontract ran

23 out | kept the license because | ghdol had to have
24 it to teach some of the EMS stuffite Outer Banks,

25 where -- where | have a cottage.l j8st kept it
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open for several years after thatthed discovered
| didn't need it to do the teaching sliropped it.

Q. Okay.

A. Orjust didn't renew ltguess that
was more like it.

Q. What were the three gehat you worked
at a hospital in Rocky Mount?

A. It'sinmyCV.

Here we go. 1984 to8.98&our years, |

guess.

Q. Okay. And did you sayhave a cottage
on the Outer Banks?

A. Yes, ma'am.

Q. What part --
A. Corolla.
Q. --whereabouts?

So what is your invohamthere with
teaching EMS people?

A. Back in the '80s andidgithe '90s
rescue squads were being incorporatedhe EMS
situation, and they found out thaiak an ER
physician and asked me to do sontkeofraining of
the fellows that were getting invalve

Q. Okay. And you no londerthat?

A. No, | don'.
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Q. Have -- has your groumoy hospital
ever been sued by a patient in wicase you were
involved but you weren't personaliyred in the
lawsuit?

A. How would | know that?

Q. Haveyou --

A. | can't answer thadoh't know.

Q. Have you ever had teegadeposition,
for example, in a case in which ygroup or a
hospital was named as a defendampistient for
whom you cared?

A. Well, the one | mentidna '83 or '84.

Q. Uh-huh.
A. Ithink there was anatbre that | gave
a deposition to probably in the n8ids. | don't
know the name of the case or the éag;\though.
That one had to do | believe withssécting aortic
aneurysm.

Q. And that was a casemehn, that was a
patient that you took care of in éimeergency room?

A. Inthe ER, yeah.

Q. And was it a failurediagnose
allegation, do you know?

A. No, we made the diagaosireally

don't know what -- | just -- it wasiee- or
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10-minute deposition.

Q. Do you know what theamume of that case
was?

A. 1 know the fellow died.

Q. Did the hospital pay ragror the group,
whoever was named?

A. Ithink the case waspjred.

Q. Has any money ever qed on your
behalf arising out of a claim by ai@at for whom
you've cared other than the $8,0@0eseent that you
told me about regarding the failurthe alleged
failure to diagnose appendicitis?

A. That's the only one.

Q. Have you ever testifidore in a case
involving pulmonary embolism?

A.  Wow. I'm sure | havedon't remember
when or where.

Q. Do you know how many?

A. No.

Q. Do you ever testify odésyour area of
specialization as an emergency meeiphysician?

A. I've testified one timeat one time |
was a medical director of a nursiognb, and a case
came up in Alabama or something &eg tisked me to

look at -- to look at what happeneé-iin the

TAYLOE ASSOCIATES, INC



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

90

nursing home. So | testified in tbase.

Q. Okay. And that's --tthahe only time
that you've ever testified outsidg@dir area of
specialization?

MS. LORANT: Objection.
BY MS. CHENEY:

Q. That you can remember.

A.  Well, you know, sometbé cases had to
do with EMS, pre-hospital care, whicdonsider part
of the ER or emergency medicine.other than that,

| can't remember anything.

Q. Okay. But your trainiaigd experience
has all been emergency medicinet?igh

A. Yes, ma'am.

MS. LORANT: Well, heighe was a
medical director of the nursing home.

THE WITNESS: That'sremt. I'm sorry.
BY MS. CHENEY:

Q. Okay. Your -- your traig -- as far as
your training goes, you have onlyrbgained, and |
don't mean only in -- in a negatiease, but you
have been trained as an emergencicmeghysician
and not as some other type of sgstiabrrect?

A. I did my internship iargery, okay.

Q. Uh-huh.
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A. |did not do a residendywas board
certified the first year the boardsrevgiven in
emergency medicine, 1980, but | agd@hed that
without a residency.

Q. Okay. And the -- yourv@ medical
director of a nursing home. When winet?

A. For 25 years, from Irtki74 to '99,
something like that.

Q. Uh-huh. And what di@timvolve?

A. Basically taking carepaitients on a

regular basis in the nursing homefits

Q. And for what -- what &ypf care did you

provide to nursing home patientsmyithat 25 years?

A. Just general medicakcaranaging
diabetes or hypertension, you knaumie@cases like
emergency pneumonias or urinary irdettions,
those kinds of things.

Q. What medical literatdeeyou subscribe
to?

A. The Annals of Emergeiwgdicine and a
journal called Emergency Medicine.

Q. Any others?

A. Yeah, there's a -- tteeamother CME
journal that comes out once a mohthink that's

called Emergency Medicine as well.
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Q. And in addition to joafa that you
subscribe to, are there any textbalo&syou have
that you regularly refer to?

A. Tintinalli and Rosen #éne two that are
available to me at home, as welhaallithe ERs. |
mean, we have texts on proceduresiargency
medicine, radiology in emergency rogdi. | don't --
| don't remember the names, though.

Q. Okay. And other thaa ththese
textbooks and the journals that yaossribe to, is
there any medical literature that y@uew on a
regular basis?

A. In addition to what vadkied about
already?

Q. Right.

A. The articles that maypoénted out by
local specialists and it's somethiheg | think is
unique to the field of theirs andsour

Q. Okay. Do you know wlnore of the
leading researchers and writers arehe topic of
pulmonary embolism in the medicarhture?

A. No.

Q. Do you know who somehsf leading
researchers and authors are on e odt-PA and

thrombolytic therapy in the contekpalmonary
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embolism?
A. 1do not, no.

Q. You don't write aboubsle subjects, |

take it?
A. Correct.

Q. Now, you're not boardiéed in
internal medicine, correct?

A. Correct.

Q. And you don't practingernal medicine,
correct?

A. That's correct.

Q. And you didn't practingernal medicine
between November 2002 and Novemb@8 2tbrrect?

A. Correct.

Q. And you don't hold yalf®ut as an
expert in internal medicine, | tak® i

A. Correct.

Q. Would you agree that's@uaot qualified
to speak to the standard of careiegigk to an
internal medicine specialist praaiichis or her
specialty of internal medicine?

A. That's a broad stateméhthat
practice happens to involve what goes the ER, |
think that's applicable to my spdgiak well. That

crossover area | would feel comfddalmmmenting on.
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Q. Okay. And I know it'beoad statement,
but do you recognize no differenceveen the
standard of care applicable to aerimdl medicine
specialist who comes to the emergeaoyn to see a
patient with an internal medicine d@ibion and the
standard of care applicable to anrgerey medicine
specialist taking care of that sarsame patient?

MS. LORANT: Object.

THE WITNESS: Well, ifay both have the
same amount of information about gatent, then
the treatment should be corresporygisignilar.

BY MS. CHENEY:

Q. Now, you're not boardifed in
pulmonary medicine, correct?

A. Correct.

Q. You didn't do any tygdellowship in
pulmonary medicine, correct?

A. No, ma'am.

Q. And you don't attend timegs of
pulmonary medicine -- professionaktimgs of
pulmonary medicine organizations?

A. No, not specifically¢best physicians,
no.

Q. In order to be boardiied in

pulmonary medicine, you have to firstboard
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certified in internal medicine; isthyour
understanding?

A. Yes, ma'am.

Q. And you have neithettibeation,
correct?

A. That's correct.

Q. And you don't practicgrponary
medicine --

A. Correct.

Q. --as a specialty, coir?e

And you did not practmédmonary
medicine between November of 20032 and November
of 2003, did you?

A. Correct, | did not.

Q. And you don't subsctiber regularly
review publications from the pulmonaredicine
specialty, correct?

A. Outside of the instantegentioned
earlier, 1 do not.

Q. Okay. And you don'tchgburself out as
an expert in pulmonary medicine, da%

A. No.

Q. Between November 24tB@92 and
November 24th of 2003 would -- woitlde fair to say

that zero percent of your practices &sa a pulmonary
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medicine specialist?

A. I'm not a pulmonary made specialist,
period.

Q. What percentage --

A. You know, we, obvioustieal with
pulmonary problems in the ER, butiiat a pulmonary
medicine specialist.

Q. Okay. And what perceetaf your
emergency medicine practice would yay between
November of '02 and November of '@ wvolving
patients who presented with pulmonssyes?

A. That's going to havéd&an estimate.

Q. Okay.

A. Probably somewhere betw&0 and 15
percent.

Q. Now, what are some efadther specialty
areas that patients present to trexrgamcy
department in other than pulmonardiciee?

MS. LORANT: Objection.
THE WITNESS: You mean -
BY MS. CHENEY:

Q. That wasn't really aagrguestion, but

you see patients who have pulmonesplpms maybe 10

to 15 percent of the time. And --

A.  Well --

TAYLOE ASSOCIATES, INC



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

97

Q. --we're talking abdf to '03. Is it
the same today as it was then?

A. Yeah. And that -- ti&tto 15 percent
really | thought you meant the prignproblem that
they had was pulmonary.

Q. And that's -- and thattst | did mean.

A. Excuse me. We see, olbsty, a number
of cardiac patients who have pulmgnssues --

Q. Uh-huh.

A. -- and kids that havénponary issues

but come in for other reasons.
Q. Okay.

A. Butthose -- those 1@ %othe main
complaint was a pulmonary problem.

Q. Right. And what per@agd is the main
complaint a heart problem?

A. It may be 20 percent.

Q. And | understand thasehare
estimates.

A. Right.

And they may be just toenplaint would
justify a cardiac workup at that goin
Q. Uh-huh.

A. That's what I'm answgrin

Q. And what percentage wowdu say present
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with a Gl problem?

A. In ayear-round spectrunaybe another
15 percent.

Q. And then | take it thera certain
percentage of people who present tréilima?

A. Yes.

Q. What would that perceethe?

A. Depends on the hospitalworking in.
We have a major trauma center.nmfworking there,
it's probably 15 percent of admissf-the patients
that day. But if I'm working in amtrauma center,
we'll get little cuts and scratched &hose kinds of
things, but nothing | would reallynstder
significant trauma.

Q. Uh-huh.

A. So it may be 2 to 5 mertcof my entire
year's patients have been assoamrtbdrauma.

Q. Okay. And so this is thind of thing
that | was getting at before. Whhto sorts of
patients do you see in the emergemam?

A.  Wow. | mean, pediatyittgat's probably
15 to 20 percent. OB/GYN, some hadpit's a hell
of a lot larger than 15 percent.

Psychiatry, it may begdddcent,

although it takes up about 25 peroétiie time, it
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seems.
| don't know. Orthopesjiurology. We

kind of see every different -- evpatient of
different needs for specialties.

Q. Of the -- of the patetitat you say
that you estimated was about 10 tpersent with
pulmonary problems, what percenhofe patients
present with pulmonary embolism aor-suspected
pulmonary embolism?

A. If you take 100 patiemtish a pulmonary
complaint, maybe 10 to 15 would hasespected
pulmonary embolism, and the workwgd/might be a
third of that or a quarter of th&o of 100, maybe
four would have a pulmonary embolus.

Q. Soifyou --

A. It would be probablyddhtan that,
actually, but we certainly look fopretty often.

Q. Okay. So if you -- diystart out with
10 to 15 percent, roughly, patiehtd tome in with
pulmonary complaints, then you've oto 15 percent
of those -- of that 10 to 15 peragith suspected
PE, and then of those after workug-third to
one-quarter?

A. Maybe smaller than that.

Q. Or--orless?
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A. Yeah.

Q. So you said on averame gyrobably see
less than four patients per year wittonfirmed
pulmonary embolism?

A. Did I say that? No,itld't mean to say
that.

Q. Oh, okay. What did --

A. No, it's higher thanttha

Q. Okay.

A. | probably -- | probalsge one a week,
maybe one every 10 days with pulmpeanbolus, proven
pulmonary embolus.

Q. One patient per weekwaitproven PE?

A. Weekto 10 days | thirdaid.

Q. Oh, okay. Sorry.

And that's working atthmany different
hospitals?

A. Seven.

Q. Isthere -- are themmsdospitals at
which patients with PE would presaote than others?

A. You know, I'm sure thare. Just a
feeling that two of the hospitalsveea huge number
of adult nursing home type patieats] those folks
tend to get pulmonary emboli becdbsg -- they kind
of hang around and don't walk verycimu
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Q. Uh-huh.

A. So | would think thoseothospitals
would see more percentage wise pudmoambolus than
the other five hospitals.

Q. And when you said onegua per week,
was that you personally or was tloatry- your group
or your -- or the hospital?

A. One patient per weelk fodays, that
would be associated with patients kiad contact
with, not necessarily my patients fatients that

one of my partners saw at the same &r one of the
residents saw or one of the -- ongh@fPAs saw.

Q. Uh-huh.

A. You know, I'm sorry--lyou were

asking about PEs. | was -- | waslmomg DVTs and
PEs together. | apologize for that.

Q. Okay. Is there a defece if we were
to just focus on proven pulmonary ehsimn, how many
would we --

A. Yeah, it would be smatlgan that

number.

Q. Okay. Do you have a banof how many

patients maybe per month or per ffeagrwould be?

A. | bet we see -- | segvamere from 12 to

25 patients a year with PE.

TAYLOE ASSOCIATES, INC



N

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

102

Q. And are we talking abpatients with
proven PE or --

A. Yeah.

Q. --just suspected?

A. Yes, ma'am.

Q. How many patients woybd say you
personally see per year with susjpelete?

A. Probably four times thadny.

Q. So out -- say out of J@@ients with
suspected PE, 20, 25 of those -oIZ5twould have
PE actually proven?

A. Right.

Q. And what sort of invgstiion do you do
to prove pulmonary embolism?

A. The most common test tido is a CT of
the chest with contrast. If the @attihas an
allergy to iodine, we have to do a #Qn.

Q. Arethere any other diagjic tests that
you do to make a definitive diagnaslser than chest
CT and VQ scan?

A. Once in a while we ggtuidmonary
angiogram.

Q. What would be the ciratamces under
which you would get a pulmonary aggam as opposed

to a chest CT or a VQ scan?
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A. The one | remember nresently was
probably February or March where \ad b patient that
was markedly dyspneic and had whatevesidered signs

and symptoms of pulmonary embolu3. wasn't working
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and the radio -- interventional raogist was there.
It's -- it's much moege -- much more
rarely used now than it was 10 yegs.

Q. Uh-huh. Why is that?

A. Because of the availapibf the CT
scanner and the -- the job it does.

Q. Okay. You're not pregked to admit
patients to the hospital, correct?

A. That's right.

Q. You -- | take it you erdbr have
occasion to order echocardiogramgdaor patients in
the emergency department?

A. Yes.

Q. But you are not competemead
echocardiograms yourself, are you?

A. No.

Q. Okay. Do you consideunself qualified
to speak to the standard of careiegipk to a
cardiologist practicing his or heesialty of
cardiology?

A. Inthe ER?
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Q. Inthe ER or whereveaadiologist may
be practicing his or her specialty.

A. Well, if somebody come® the ER and
has, say, a heart attack, | know wiatreatment

should be in the ER for that paréecipatient. If
those things aren't done by the céodist or the
internist or whoever, | might makecnment to remind
them something wasn't done.

Q. If a patient comes iatbemergency room
where you're working with a susped¥#ddo you treat
it yourself or do you call a cardigilst in?

A. Both.

Q. What sort of treatmentydu offer as
opposed to the cardiologist?

A. We initiate the treatrhand resuscitate
If necessary, stabilize the patiant then the
cardiologist does whatever they @bey may take
them to the cath lab. They may fjake them
upstairs.

Q. Okay. What about givirlgA?

A. Yeah. Yes, ma'am.

Q. Do you do that or ddess ¢ardiologist
do it?

A. [I've done it yes.

Q. Inyour practice how --
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You mean for -- for MIs?
Right.

It's not very commonigrek around here,

but | have done it.

Q.

It's not commonly donethe emergency

physician or it's not commonly doryeslnybody?

A.

Q.

A.

Q.

A.

By anybody.

Giving t-PA for MI?
Right.

Why is that?

Because the cath lalesaamilable and

the interventional cardiologists pretb do it that

route, even in the middle of the high

Q.

How long does it take tath lab to --

from sort of door to balloon timewhtong does it

take the cath lab to -- to be ablmabilize?

A.

It's fairly variable, towe've done it

within 20 minutes of arrival at theod. That's

outstanding time. If we can getdahd in an hour,

that's probably accurate -- acceptabl

Q.

Does -- do the hospiteiere you work

have any type of written protocolstandards for

things like that, door to balloon ¢t

A.

Q.

Goals.

Goals?

TAYLOE ASSOCIATES, INC



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

106

A. More than standards.

We have set up callmtke, you know,
who's on call, what call has to belmyavho does that
call, and so on like that to makergtheng run
smoothly, theoretically.

Q. Do the hos -- do thepitads that you
work at in their emergency departradrave any
policies or -- written policies ompocols regarding
management of patients with pulmoreampolism?

A. ldon't think we haveygolicy that
specifically addresses a PE treatment

Q. Are you aware of angny guidelines,
practice guidelines, in your professior management
of patients with PE?

A. There have been mangtpa guidelines
put forth by the American CollegeEmhergency

Physicians, for example, on treatnoémEs, and

they've, you know, been changed amoved upon over

the years.
Q. What causes a practigdeadine to come
into effect to begin with?
MS. LORANT: Objection.
THE WITNESS: | thinketinterest in --
in elevating the care of that speafitity when

it's thought that that care wasrptadthe-line and

TAYLOE ASSOCIATES, INC



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

107

we had problems with it.
BY MS. CHENEY:

Q. How does a particulagice come to be
the accepted practice that getsidatiied in these
practice guidelines?

A. I'msorry. Could you --

MS. LORANT: Objection.

BY MS. CHENEY:

Q. How does a practice beedhe one that
is adopted as the guideline?

A. Guidelines are put ogytgooups of
people, not just ACEP, but, you knpwimonary --
pulmonologists and so on, who tendawee an interest
in that particular entity within thepecialty, like
pulmonary embolism. Maybe it's tblk$ that do the
writing, maybe it's the educatorfiey kind of get
together and make up general pl&ml -- and these

are really suggestions that, you knibnmk about

this, think about that --
Q. Uh-huh.
A. --consider this andttha

Q. Have you ever been dritbase people
that gets together to decide whaptlaetice
guidelines are going to be?

A. Not for pulmonary emisofi.

TAYLOE ASSOCIATES, INC



6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

108

For anything?
Yeah, for EMS work.

That's ambulance attatglas that EMS?

> 0 » ©

Right, the pre-hospitale.

Q. Uh-huh. You made refiersto the fact
that these practice guidelines charvge the years,
they get improved upon. What iféttinitiates
those changes or improvements?

A. New therapies, new dragailable, new
discoveries from research data abloutreatments,
new technology.

Q. How long do you thinkakes the data
that come, say, from clinical tritdsactually make
its way into a practice guideline?

MS. LORANT: Objection.

THE WITNESS: | haveidea.

Usually clinical tridisive to do with
drugs, | thought, and | don't knowden't even
know the -- the spectrum of that.

BY MS. CHENEY:

Q. Okay, okay. Intermssay, randomized
clinical trials to compare somethiitkg t-PA with
heparin alone, do you know how long data from
those types of trials would take ¢adime -- if there

were any data, to become a standacdtipe?
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MS. LORANT: Objection.

THE WITNESS: | guess tine | can
remember, there was an article teatdbed
initiating that exact trial that ymentioned, taking
a group of people and using t-PA arsgcond group
and using heparin alone. And thed tvas closed
because the people were gettingstale people
getting heparin alone died and peuwyile -- in the
same situations given t-PA lived. tiat trial
didn't last very long.

BY MS. CHENEY:

Q. Okay. Where was thathere was that
one published?

A. That was probably in thi '90s. Il
have to look it up for you. | do®member the name
of the author.

Q. Do you remember whatqadlr?

A. ldon't. No, |ldon'.

Q. How would you be abldital that and
get that information to me?

I mean, can you do d@agp or would this
be something you would need to derfat

A. I'd have to do it later.

Q. Youdon't--

A. Would you like me to ttat?
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We'll talk about it &etend --
Okay.

-- if we remember.

Okay.

You don't practice rddgy, correct?

> 0 » O » 0

I'm not a radiologist.

Q. And that was also treénween November

8 of '02 and November of '03, correct?
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A. Yes.

Q. And, by the same tokeny're not an
interventional radiologist, are you?

A. Exactly.

Q. Do they have VIR capiibs at all the
hospitals where you practice?

A. At two of the hospitéfey have
24-hour-a-day VIR capability. Théetfive they
have interventional radiologists af tor 24 hours,
but very rarely do they do anythifigr5 p.m.

Q. Okay. Have you everlt sepatient for
catheter-directed thrombolytic thgfap

A. No.

Q. And | take it you wowdree that you're
not qualified to perform that procegjicorrect?

A. No, | wouldn't do that.

Q. Do you know what theigiels and
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protocols of the radiology and VIRpdements at [UNIVERSITY HOSPITAL]

are?
A. 1donot.
Q. Do you hold yourself astan expert in
thrombolytics?
MS. LORANT: Objection.
THE WITNESS: | don'tdm how they're
made.
I'm not sure what youamdy that. Yes,
| -- we have used -- | have usedrttholytics in the
ER. But other than the use of theroartain
circumstances that require them, ldlmot consider
myself -- | would not consider mysatf expert.
BY MS. CHENEY:
Q. Okay. For example, yawen't been in

any clinical trials of t-PA or --

A. Correct.
Q. -- alteplase or otheothbolytics,
correct?

A. That's correct.

Q. And you've never pulglany medical
literature concerning those thrombosy correct?

A. Right.

Q. And would you agree flnat because you

administer t-PA, that doesn't neadlysaake you an
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expert on the -- on the drug itself?

MS. LORANT: Objection.

THE WITNESS: Well, wertainly have to
know enough about the drug to be tblese it
properly and the side effects. ™atildn't
necessarily make me an expert onlthg, no.

BY MS. CHENEY:

Q. What are the protocolsusing t-PA in

the emergency departments where yal2v
MS. LORANT: Objection.
BY MS. CHENEY:

Q. Ifany.

A. We really don't have gmgtocols
written. We do the high-end loadiypge for -- for
our patients.

Q. And what do you mear'tigh-end loading
type"?

A. Well, for example, inrooary artery
occlusion or PE we -- the t-PA wobé&lgiven 15, 50,
35, 15 bolus dose, 15 milligramsn&igrams over
half an hour, | believe, and them8Bigrams over

the last hour.

Q. Fifteen milligrams akd@us --
A. Yeah.
Q. --or50?
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Fifteen.

Fifteen. And then 507

> o »

And then 50 and then 35.

Q. And you said that's wotten anywhere,
that's just a standard practice?

A. That's the standard pca¢ yeah.

Q. And that's for givingA to both Ml
patients and PE patients?

A. Right.

Q. So there's no differemclkeow much t-PA
you would give to a patient dependingvhether
they're an Ml patient or a PE patientrect?

A. | guess there -- thera weight
restriction if someone's very thiauyknow, 100
pounds or something like that, we Mot give
that -- those particular doses. tBat's really the
only exception.

Q. Okay. Does t-PA worKetiently on
clots that are in the coronary artegrteries as
opposed to clots that are in the jpulany artery?

A. The clots that are atthre in the --
if the clots are the same age, theskwhe same.

Q. Okay. And what doesdlge have to do
with it?

A. Well, if you have a ctbat's been in
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the pulmonary artery for weeks,ptsbably not
going to be as effective as if youdnan acute clot
that's there for hours.

Q. Okay.

A. Same with the coronangaes.

Q. And what is the mechanf action upon
a -- an embolism by t-PA?

A. It's afibrinolytic. lireaks up the
fiber and mesh that causes the tdeffi

Q. Okay. And does -- is-itloes it
actually bust up the entire clotywbrat does it do
when it comes in contact with the --

A.  Well, it works in --

Q. --thrombus?

A. If you consider the dotbe a ball,
which they're not, but that's fosthurpose, it
starts just peeling away the outed of the ball
until you get the clot dissolved.

Q. Okay.

A. Depending on how long ttenter of the
ball was present or the center ofctbe it would
take longer. It may not be abledatccompletely.

Q. Okay. And as betweertscin the
pulmonary artery and clots in theooary arteries,

is there a difference between wheihese clots
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actually get dissolved or not ortipretty much the
same?

A. |said if they're thevsaage they
probably are affected the same.

Coronary artery clote asually fairly

acute to cause the symptoms, whgrelasonary artery
clots can be many clots for -- fander periods of
time before symptoms begin.

Q. Do you have an opinibowt which was
the case for [Patient] ?

A. |think she had a pulmpnembolus.

Q. Okay. Do you think $teel something
that had been there for a long timenoaller clots
that had been there for a long time o

A. She apparently --

Q. --orwhat?

A. -- had some dyspnegitfexious night,
so that may have been -- we don'kn®hat may have
been caused by some small pulmomaboé at that
point.

Q. Uh-huh. Did you -- didu read or have
you been told anything about her dnaother's
testimony that she, in fact, repogkdrtness of
breath a month before she delivepdukt

grandmother?

TAYLOE ASSOCIATES, INC



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

116

A. No.

Q. lwas asking you abaouitqy -- written
policies or protocols for using t-iyour hospitals
where you work. Do you have any tentpolicies or
protocols for when t-PA is indicated?

A. No, | don't believe we at any of the
hospitals.

There's some controvasyo when t-PA
is indicated in strokes; and somthefneurologists
use it all the time, others don't wse all. So
we've kind of kept away from makinghandated policy
on t-PA use.

Q. Is there any controveasyo when and
whether t-PA is indicated in PE pats@

A. Well, there's certaimtys that are
considered contraindications to tbe of -- in PE
patients.

Q. But other than in caskes
contraindications, are you awarenyf eontroversy
among your colleagues or in the nedditerature
about when and if t-PA should be usqghtients
presenting with pulmonary embolism?

A. Not among my colleagded believe.

Q. You've never studieddytharmacology, |

take it?
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A. Right.

Q. When was the first tithat you ever
used t-PA?

A. Geez. Itwas in the r@ds.

Q. And for what did you ute

A. For an MI, heart attack.

Q. And when did using t-FoA heart attacks
sort of fall out of favor in this arz

A.  When we developed aaystor using
interventional cardiologists and eadugh of them
available to take -- to cover futhg.

Q. Uh-huh. When -- approately when would
that have been?

A. 1think maybe in the lgd@0s.

Q. Have you ever administiet-PA for
stroke?

A. Yes.

Q. Is that something that yould do, or
would you call in a neurologist andeairologist
would do it?

A. We do itin consultatisth the
neurologist. Most of the time i§itlone the
neurologist isn't even in the buildirtHe's, you
know, maybe in another hospital anisoffice.

Q. Okay. Have you everadrwithout
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being directed to do it by a neurdgofpr stroke?

A. Yes, and I've been cizted. | forgot
what hospital | was in.

Q. Okay. How many timesudoyou say
you've given thrombolytic therapy #ostroke?

A. | Dbet five to 10 timesthe most.

Q. Other than stroke, Midgulmonary
embolism, are there any other indbecest for giving
it?

A. There's some indicatitmrsperipheral
vascular occlusion that have beed iezlly.

Q. Have you ever usedittif@at?

A. No. I mean, I've selka patient
getting it, but I've never used itsal.

Q. Have you ever specificedsearched or
published on treatment of pulmonanpelism with
thrombolytic therapy?

A. No.

Q. When a patient comes the emergency
department where you work, do yogaase pulmonary
embolism and give t-PA or do you aak pulmonary
medicine specialist to do that?

A. Usually the call is madenternal
medicine for admission.

Q. Okay. And is it usualhe internist
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that makes the decision about giviRd or not?

A. Well, it depends on hsmk the patient
is. If the patient's unstable, tigey t-PA. If not
unstable and relatively comfortale,start them on
heparin and let the decision to uBAtup to the
internist.

Q. Define what you meanubgtable.

A. Well, no evidence ofpeatory
distress, tachycardia, chest pairybedhe use of
oxygen, but not high-pressured oxygeimtubation.

Q. Soyou say if a patieninstable and
they come into your emer -- your egeacy department,
they get t-PA. And your definitiohinstability is
if they have respiratory distresshtecardia, chest
pain, or on supplemental oxygen?

A. High-pressure supplerakakygen and
cannot tolerate being off of it, higrasion.

Q. Inorder --

A. Evidence of --

Q. Sorry.

A. --you know, significazerebral
hypoxia, like confusion, agitation.

Q. Soin the hospitals vehyou work, if a
patient comes in with just one ofsthéhings you

would give t-PA, or do more than of¢hese things
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have to be present?

A. For PE?

Q. Uh-huh.

A. Not more than one ofg¢@dhings has to
be present.

Q. Justone?

A. Yeah.

Q. So any one of these?

A.  Uh-huh.

Q. Patient comes in witbpieatory
distress or tachycardia or chest paion
high-pressure supplemental oxygehasrhypotension,
or has significant cerebral hypoxmmse are all --
those patients would get t-PA in ybaspital?

A. Yeah. And the peopléhnahest pain,

I'm talking about significant cheatrp not just a
sharp pain when they take a breath¢ctnstant sharp
pain.

Q. Have you seen any --lgayature which
states that this is a -- a guidetina standard for
giving t-PA to patients with pulmop@ambolism,
that -- that any of these things havkany of
these things are present the padlemild get t-PA?

A. It's mentioned in thenthe

journal -- I'm sorry, in the textboalticles. It's
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not mentioned as it's a standardnedan, it's
considered a standard to do. Ilttsmentioned as a
guideline.

Q. You say it's consideaestandard, not
mentioned as a guideline. Can ydurte what you
mean by that?

A.  Well, the textbooks dareal with
guidelines. They deal with here'sitwe have,
here's what we -- you know, here'atthe standard
Is basically, here's the reason td,dwere are the
reasons to not do it, and here is#perience we've
had when we do it versus not doing it

Q. Uh-huh. So the -- thetbooks don't
talk in terms of guidelines, theyta terms of
standards; is that what you're s&/ing

MS. LORANT: Objection.

THE WITNESS: They ddalk in terms of
guidelines, correct.
BY MS. CHENEY:

Q. Okay. So for the -- Basen or the
Tintinalli text, for example, say thdPA as a
standard should be given if a patie® any one of
these things on the list that yoyust given me?

A. 1think they make thenaoent about

instability versus stable patients] they list the
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certain types of patients which wobddconsidered
unstable with pulmonary emboli verstable with
pulmonary emboli.

Q. Okay. And I'm tryingfiod that here.
Can you just show me where that mighin those
papers?

MS. LORANT: Lee, can te&e a bathroom
break soon?

MS. CHENEY: (Noddingatk)

THE WITNESS: I'm sorry?

MS. LORANT: Just --

THE WITNESS: Here's tuenment here
under pulmonary thromboembolism enghge 1228 in
Rosen's. You want me to read it?

BY MS. CHENEY:
Q. Sure, or you can shots ine.

This would be the phdttyou've got
highlighted or --

A. Well, here, I'll --
Q. Imean, you can read it.
A. Yeah, that would be good

It says, "Fibrinolytigents have been
used for the treatment of PTE," dnmnary embolism,
"for more than 30 years and are wslablished as

the treatment of choice for patiemith hemodynamic
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compromise from PTE. Immediate fiblytic therapy
Is recommended for patients with pariary embolism
who are hypotensive, have massive, Baie had
syncope with persistent hemodynararogromise, are
significantly hypoxemic, or have ateeidence of
depleted cardiopulmonary reservesmédiate
fibrinolysis may also be indicatedsic.) patients
with acute right ventricular strarmrh
thromboembolism (sic.), even in theemnce of
hemodynamic compromise.”

Q. Okay. So that wouldyber support for
the statement that it's a -- it #andard to use
t-PA in patients with these --

A. Yes, ma'am.

Q. --different findings?

And would that be inipats with
unconfirmed pulmonary embolism orfaomed pulmonary
embolism?

A. Highly suspected pulmgnambolism, if
not confirmed.

THE VIDEOGRAPHER: Mypiis about to
end. Can we go off record real gaick

MS. CHENEY: Uh-huh.

THE VIDEOGRAPHER: Wefyeing off record

at 12:26 p.m.
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(A recess was taken.)

THE VIDEOGRAPHER: Thsstape three of
the continued deposition of Dr. Rhlleavy. We are
back on the record at 12:35 p.m.

BY MS. CHENEY:

Q. Okay. Dr. Leavy, araiyeady to
proceed?

A. Yes, ma'am.

Q. When we broke, we waitkihg about your
statement that patients with highigpected,
although not necessarily confirmdg,should get
thrombolytic therapy, and you hadieasaid that if
a patient is unstable they wouldtgeA right away
as opposed to first starting -- tin@riession | got
was they would get t-PA right awaypposed to first
starting heparin?

A. Oh, we always give hepavith it.

Q. Oh, okay. So you giepérin at the
same time as the t-PA?

A. Yes. Yeah.

Q. Okay. And how do yowséahat, the
heparin with the t-PA?

A. We dose it anywhere frétnto 100 per --
units per kilogram bolus and therp&Bkilogram per

hour for heparin.
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Q. Eighty to 100 units efpgarin per
kilogram?

A. Yeah.

Q. Do you have a -- a peotan your
hospital that establishes that ddaing

A. You know, I think we do.

Q. Would you be able to gaiir hands on

that?
A. lcantry.
Q. Okay.

A. I mean -- well, | dokftow if the
hospital I'm going to today has ut bknow the
main hospitals have it.

Q. Soifwe send a reqtedtls. Lorant,

you could --
A. Yeah.
Q. -- possibly get it ta ke
A. Sure.
Q. -- and she could géb itne?

MS. LORANT: And youpaying for his
time if he has to do research tat@et

MS. CHENEY: Yes, welwdssuming a
reasonable amount of time. | meamuldn't think
it would take, you know, several twotar do something

like that.
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THE WITNESS: Days.

BY MS. CHENEY:

Q.

And so you give 80 t®1Mits of

heparin per kilogram, and how muétAtis given

simultaneously?

A. Normally you'd have tdifferent IVs
going, okay.

Q. Uh-huh.

A. Fifteen milligrams bolus

Q. Andthen 50 and then 35?

A. And then 50 and then 35.

Q. And then what about pdra bolus,

would you do that first?

A. Yeah, you always do that.

Q. Okay.

A. That's the 80 to 100.

Q. That's for the bolus?

A. Yeah.

Q. And then what -- whathie maintenance
amount?

A. Eighteen milligram pelokgram per hour.

Q. Okay.

A. Did | misstate that hef®

Q. I'msorry. | might hgust

misunderstood it.
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A. Okay.
Q. That makes more sensedo
Are you familiar withethlerms massive

and submassive pulmonary embolism?

A.  Yes.

Q. How do you define massand --

A. ldon't know how to dedithat.

Q. Okay. Is massive vesuismassive PE
another way of just talking aboubstasersus
unstable?

A. 1think they have towdh the -- the
volume of the PE, massive clots v@sibmassive.

Q. You mean --
But | don't --

-- the size?

> o »

Yeah. | don't know hgau'd measure
that.

Q. Okay. And in the litene where they
speak of massive versus submassiy@@&/e you seen
them refer to massive pulmonary emshobs -- as
patients who present in cardiogehack and -- and
hypotension and submassive PE asmatwho are not
hypotensive and are not in cardiogehbck?

A. ljust haven't seen that

Q. Okay.
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1 A. --those two words defin
2 Q. Okay. Do the hospitalst you work at
3 have ICUs that are capable of caiondE patients

4 who have received thrombolytic thgfap

5 A. Sure.

6 Q. All of them, some of thie

7 A. All of them.

8 Q. Have you ever specificatudied

9 pulmonary embolism?
10 MS. LORANT: Objection.

11 BY MS. CHENEY:

12 Q. In other words, donecHperesearch.
13 A. Yes, I've -- I've resdad pulmonary
14 emboli.

15 Literature search, sttiwvhat you mean?
16 Q. Well, I was actuallyeeing to

17 participated in any type of medieseaarch on

18 patients with pulmonary embolism.

19 A. Only as -- as referotm group. We

20 did a study one time on -- on thaedidyp of response

21 and diagnosis and therapy for PEs.

22 Q. Doyou--

23 A. This was probably in thte '80s.

24 Q. Okay. And rap -- rapydif response to
25 what?
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A. To the presence of aifPk patient.

Q. Rapidity of the respobgéehealthcare

professionals, you mean?
A. Byus.
Q. Byyou?
A. Yeah.

Q. So the rapidity of yauoup's response

to PE?
A. Right.

Q. And what was the restdf

A. And the outcome, you kno

Q. And what did your stumbnclude?

A. That we had to be mosaue of the
possibility of PEs with subtle presgions and to
delay treatment of a PE is to indiéath.

Q. Isitthe case that B&setimes do not
get diagnosed because they are meistik Mls or
other types of conditions?

A. Yes, ma'am.

Q. And, by the same token it also
true that patients who come in wigns and symptoms
that healthcare providers think caarl@re probably
pulmonary embolism could, in fact,Soenething else?

A. Absolutely.

Q. Did your study that ygmoup did get
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published anywhere?

A. No.

Q. Itwas just an interkild of thing?

A. It was aresponse to ptaimts.

Q. And did you -- did -ddyou-all prepare
any type of internal paper that gidists at the
present time?

A. ldon't believe we dim.

Q. Who compiled the datarfryour -- from
this study?

A. I know | was one of feople. I'm not
sure if it was the directors at eaftthe hospitals.
| don't --

Q. Uh-huh.

A. It's been a while, but -

Q. Okay.

A. --lknow I did it for for Maryview.

Q. And I think we've alrgddoked at your
publications. You've never publisia@gthing on
pulmonary embolism, correct?

A. Correct.

Q. Have you ever been gtlito present at
any national meetings on the sulgépulmonary
embolism?

A. No, ma‘'am.
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Q. Have you ever given praations at any
local meetings on the subject of ptary embolism?

A. I've given a lecturethe residents on
pulmonary emboli. I've given theadission of
pulmonary emboli to the paramedia$ mnrses in
different lectures. | haven't givay to the
medical society or anything like {had.

Q. Okay. Have you evempared any
handouts or outlines or documentgotalong with
these talks that you've given todesis or
paramedics or nurses?

A. Yeah. Yes, ma'am.

Q. Do you have copies ofistd?

A. ldon't. | haven't dahéor -- since
before we moved, which is three yeas. So | threw
everything out --

Q. Okay.

A. --that wasn't approteia

Q. Have you ever not called medical
specialist to take over the care pfinonary
embolism patient in the emergencyad@apent?

MS. LORANT: Objection.
THE WITNESS: By medisgkcialist you
mean?

BY MS. CHENEY:
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Q. Internist --
Or cardiologist or --

Q. -- pulmonary, cardioktgisomebody like
that.

A. No, they have to -- thegve to be
admitted, so we have to get someorelinit them.

Q. Okay. And when somebedyhen you call
them in and somebody has to admihthe it the case

that they usually come and do an #drgihistory and
physical examination?

A. Yes.

Q. How does it work in yamergency
department as between the emergenhg emergency
department staff and the medical tdeahcomes and
does the admitting history and phglsic terms of
who is responsible for the patient?

MS. LORANT: Objection.
THE WITNESS: At whang?
BY MS. CHENEY:

Q. Once the -- once theise@deam comes
in and does their admitting histong ghysical,
starts writing orders.

A. And the patient's stillthe ER?

Q. Yes.

A. It's sort of a combimedponsibility

TAYLOE ASSOCIATES, INC



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

133

between the ER physician and whas edmitting the
patient until the patient leaves Hfe

Q. Have you ever workedwits. Lorant
before?

A. No.

Q. Okay. So have you everked with any
attorneys that she's been affiliateti before, such
as Mr. Bill Faison or anybody frons firm?

A. What was the last name?

Q Faison, F-A-1-S-O N.

A. ldon't remember thatea

Q. Or Grover McCane?

A. ldon't recall that namither.

Q. Okay. Do you know hdwve $ound out
about you?

A. No.

Q. Do you advertise youvgms?

A. No.

Q. Areyou listed with aewpert withess
referral services?

A.  Yes.

Q. Which ones are you tsteth?

A. Let's see. There'slahave received
calls from several sources in thd¢ p@sor 15 years.

The most recent one has been a groupf Cleveland.
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| can't remember the -- begins with.a

Q. The name of the grougibhewith a C?

A. Yeah, like an Italiannm@, who's called
me probably three or four times trear to look at
cases.

Q. Okay. Any others?

A. Inthe past?

Q. Uh-huh.

A. Oh, yeah. There haverbe a group in
Atlanta, J.D./M.D., has called in fjest. I've also
received calls to look at cases friats see, New
England Medicolegal. That's in Pdevice, Rhode
Island. And a firm in West Palm, 8mastern Florida
Medicolegal. There's also one prbpab years ago
back in D.C. that asked me to loo& aase or two.
| can't remember the name of that one

Q. Isitthe case thahatpresent time

the only one that you're -- the aiefferral service
that you're listed with is this -istigroup out of
Cleveland?

MS. LORANT: Objectiomlisted.

THE WITNESS: Yeah, hot sure what you
mean by listed with, but that's thé/a@roup that
has called me this year to look akesa

BY MS. CHENEY:
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Q. Okay. Are you sayingtthiou're not on
any type of list with this group?

A. They have my name. mh'td&now -- you
know, they call and ask if I'm skdbking at cases
and would | look at this one.

Q. Okay. | assume youtethe only
physician whose name they have?

A. 1 hope not.

Q. Did Ms. Lorant contacuydirectly or
did this case come to you throughraise?

A. ldon'trecall.

Q. Have you billed for ydime in this
case yet?

A. | had received a stipémthegin with
and | haven't billed since then.

Q. Okay. So a -- a retanfesorts?

A. Right.

Q. And how much was that?

A.  Three hours' work, $900.

Q. Soyou charge $300 aur fior review of

A. Yes, ma'am.
Q. And how much time hawel gpent on this
case up until today, but not inclydiaday?

A. ldon't know that offitanProbably
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eight to 10 hours with reviews, dssions, and
depositions and so on.

Q. Soitwould be the ctss you still
have about seven hours or --

A. Roughly.

Q. -- someplace betweea &nd seven hours

to bill for?

A. Right.

Q. And when you receivediycetainer, |
take it that was from Ms. Lorant, W&s

A. Ithink so.

Q. Now, you charge morent8800 per hour
for giving deposition testimony, ct?

A. Yes.

Q. Why is that?

A. That's more stressfutan do it -- |
have to do it at a certain appointitee, whereas |
can review the stuff at my leisure.

Q. And what is your chapge hour for
deposition testimony?

A. Six hundred dollars auh

Q. And then your chargetéstifying at
trial?

A. Two hundred and fiftyldolI'm sorry,
$2,500 a day.
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Q. Andis that for a dayamry part of a
day? In other words, if you sperif halay, would
it still be --

A. No, that would be -wibuld be for a
24-hour period usually.

Q. So that amount wouldobarated or --
say you spent half a day insteadadyg so it would
be $1,200 -- $1,2507?

A. In court, you mean?cburt?

Q. (Nodding head.)

A. No, it would be $2,500.

Q. Oh, even if you justsplealf a day
doing it?

A. Yeah, because it takes-m

Q. Okay.

A. --yes.

Q. Have you ever had testiynthat you've
given in a medical malpractice caserpeviewed?

A. Yes.

Q. Under what circumstarfices

A. There was a complaintiran ER
physician that | had testified agairtde sent a
complaint to ACEP. ACEP reviewednt said it's a
meaningless complaint.

Q. So they reviewed it dimely -- they
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didn't think that you were out ofdim --

A. That's correct.

Q. -- your opinions?

When you used the testandard of care

in your affidavit, that the care diot comply with
the applicable standard of care, woagou mean by
that?

A. What's the standardare@

Q. What do you mean by?hat

A. It's the treatment tisatendered by a
physician of equal training and eigr&e in a -- in
a circumstance of equal -- equalterrse in
complexity.

Q. Okay. So when you gt the care
rendered to [Patient] at [UNIVERSIHOSPITAL] was not in
accordance with the standards oftig@among
members of the same healthcare miofesvith similar
training and experience situatechengame or
similar communities at the time tlealthcare was
rendered, what do you mean? Whaedsalthcare
profession are you talking about?

A. Emergency -- emergen@dmine.

Q. Okay. And you say wathilar training
and experience. And | take it that have been able

to familiarize yourself with the tnéng, experience
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of these defendants because you ¢@vies of their
CVs as well as their deposition tasty; is that
right?

A. Correct.

Q. How have you -- welltrdrawn.

And you say that -- yeter to the
standard of care in the same or amegbmmunities.
What -- what is the community whiauire talking
about here?

A. Well, in -- in situatismnvolving major
medical centers with availabilitysafbspecialty
groups like they have at [UNIVERSIHODSPITAL] or here at Sentara
Norfolk General.

Q. Okay. Have -- do yowdany
information about the standard oecr[UNIVERSITY HOSPITAL] or in
[University Community] that allowswy®o compare
that to the standard of care in tamunities that
you're familiar with?

A. The standard of careehgould be the
standard of care for this particgeoblem in a very
well-established, influential hospttaat is
research oriented and training oeentSo it would
be, you know, the -- the right uptte-date
standard --

Q. How --
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A. --treatment plan.

Q. Uh-huh. How do you knthat? | mean,
how do you know --

A. Because that's what lessgn -- in
university hospital centers.

Q. Have you done anythimdpbk at what

happens in the [UNIVERSITY HOSPITAdystem in order -- and to compare

and contrast that with what happerthé systems
that you're familiar with?

A. Yes. Byreading the ogpons | see
that it's the same sort of group apph that -- that
can be accomplished very rapidlyaor be -- have --
can have some delays for whatevesoreaunexpected.

Q. Uh-huh.

A. But it's really the verigh level of
care with very specific and technedyances used.

Q. Do you know what diagimomodalities
are available to the physicians eémergency
department at [UNIVERSITY HOSPITAIQ investigate a diagnosis of
suspected pulmonary embolism?

A.  Well, we know of two thaould make the
diagnosis. One would be the eclis.immediately
available at that time and was dofed the second
was the availability or the theoratiavailability

of a CAT scan.
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Q. If the cardiologist whemd this echo,
as well as other cardiologists, wertestify that
echocardiograms do not -- are najrabstic of
pulmonary embolism, what would yoy gathat person
in support of your opinion that aim@can make the
diagnosis of PE?

A. Inthis case | woulddiko see him
say -- say that, because | don'ekelhe could
think of anything else that would sathose changes
in this specific -- specific patient.

Q. Sothere are changes seéhe
echocardiogram that are consistetit pulmonary
embolism, correct?

A. Yes.

Q. And you're saying --

A. And they go along witerltlinical
findings and her presentation andréeent
postpartum status.

Q. So -- and you're sayimag those
changes are, in fact, diagnostic?

A. Inthis case, yes.

Q. Okay. And we also --takked about CT
scan.

A. Right.

Q. What other things are gware of that
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they have available to them to --

A. VQ scanner.

Q. How are you aware thatthave VQ
scans?

A. You know, I'm not. I'mot. | take that
back.

Q. Okay. What else are gauare of?

A. That's an older modathgt's present
in all -- every hospital I've evereban, so | would

assume [UNIVERSITY HOSPITAL] wouldveit, but | don't know that for a

fact.
Q. Okay. What else are grauare of that --
A. Well, they --
Q. --would be available?
A. They have interventioradiology, so

they would have people being ablehe are capable
of doing angiography.
(There was an interroiptin the

proceedings.)
BY MS. CHENEY:

Q. Okay. So we know thaydnVIR
capability, so they can do pulmoremngiogram?

A. Angiograms as well a®mentional.

Q. Okay. What about treatbomodalities

that are available at [UNIVERSITY HBISAL], what are you familiar with?
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Heparin.
Okay.

T-PA, oxy -- | mean, ik things

that -- oxygen, fluids, lines.

Q.

What about surgical thb@ctomy, do you

know if that's available there?

A. ldon't know that.

Q. Is that something that yrave ever
used --

A. No.

Q. --totreat pulmonaryteism?

A. No.

Q. What about catheterrtivectomy, is that
something --

A. You mean suction?

Q. Uh-huh.

A. It's not been used,asak | know,
down here.

Q. Okay.

A. In a pulmonary embolusation.

Q. Okay. What situatiosshat used in?

A. Here it's been in adért peripheral

arterial clots.

Q.

What other forms of treant are there

for pulmonary embolism besides thieg$ that we've
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already discussed?

A. For the acute phasarkhve mentioned
them all.

Q. Okay. And you said thati are a member

of the American College of EmergeRtysicians --

A. Right.
Q. --ACEP?
A. Correct.

Q. Arethere any guidelioestandards
that ACEP has set out for servingragxpert witness
in medical malpractice cases?
A. | Dbelieve there are.
Do you have a copy aiset?
No.

Do you -- have you réaein before?

> 0 » ©

Several years ago.
Q. Do you basically agrathvihose
standards?

MS. LORANT: Object.

THE WITNESS: | can'tmember what they
were, but | didn't have any huge glisaments at all.
BY MS. CHENEY:

Q. Okay. Do you believatth
electrocardiogram is diagnosed -gulisstic of

pulmonary embolism?
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A. No.

Q. Do you believe that lWagases are
diagnostic?

A. No.

Q. Do you believe that ¢hegsays are
diagnostic?

A. By themselves chest ysraan be
suggestive, but are not diagnostic.

The same with blood gasan be

suggestive, the same with EKGs casuggestive.

Q. Okay. So they can sfiadings that are
consistent with --

A. Right heart strain.

Q. -- pulmonary embolisnt bat specific to

pulmonary embolism --

A. Correct.

Q. --isthatright?

A. That's right.

Q. What about D-Dimer?

A. D-Dimer is for thrombsstoesn't

necessarily mean pulmonary embolus.

Q. Okay. And have youavé you studied
the pharmacology of heparin?

A. In aresearch mannerrgotalking

about?
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Q. Uh-huh.

A. No.

Q. Have you ever partiogghin any
clinical trials of heparin?

A. No.

Q. Have you ever particgghin any
research specifically looking at h@pas a
treatment for pulmonary embolism?

A. As aresearcher yolatkihg about?

Q. Yes,sir.

A. No, ma'am.

Q. What about in sometltsimgilar to what
you've done with your group in loakiat response
time for PE patients? Have you hegalved in that
kind of sort of academic way of lawgiat treatment
of pulmonary embolism with heparin?

A. Other than what | mengd, no.

Q. And you haven't publdlaaything
concerning heparin, right?

A. Correct.

Q. Ilooked at one of yola depositions
in a pulmonary embolism case in wlyich testified
that 10,000 units is the standareedosan initial
bolus in a patient with suspected REhat still

your opinion?
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A. My opinion is that idefined better
right now and it's really given -ethtarting bolus
is 100 per kilogram, and some eventioe going
higher, to 150 per kilogram. Bug done on a
weight-based method now. It useblegust blasted
for everybody the same size.

Q. Are--I'm not interesta getting into
your specific opinions right now, laue you critical
of the amount of heparin that wasgito [Patient]
as her initial bolus?

MS. LORANT: At which $yoital?
MS. CHENEY: Well, shelypgot one
bolus.
THE WITNESS: Right.
I'm not critical.
BY MS. CHENEY:

Q. Okay.

A. | think, actually, hedch pretty good
job of getting her diagnosed andté@and out of
there to the major medical centesuah a short
period of time.

Q. So you're not critichtlee 5,000
units?

A. Notreally. That codldve been

improved upon, but it could have beeproved upon at
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[UNIVERSITY HOSPITAL] where they wdigd the patient.

Q. Do you practice -- wisaevidence-based
medicine?

A. That's a trend that se¢onbe in
existence now where some of the attheds of
medicine are being challenged anovthraside when
newer techniques and statistics thdtzese old
canards were wrong.

Q. Do you practice evidebesed medicine?

A. ltryto.

Q. What literature do yaunsider to be
reasonably reliable in your specialty

We talked about TintlnaWe talked
about Rosen. Anything else?

A. Journals, you know, tivat mentioned
earlier, the -- the Annals and theeEgency Medicine
journal are reasonably reliable: yjou know, |
don't think any of them are the Bijlet they're
good starting points to -- to stucyni.

Q. Okay. You -- you indied that the
5,000-unit bolus that [Outside Dotstarted at
[Community Hospital], you didn't haamey problems
with that, but you thought it coulaMe been improved
upon --

A. Right.
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Q. --either there or aNWERSITY HOSPITAL]. What did you

mean by that?

A. Well, that was given lmout weighing the

patient and that was given in a hiunmgwing the

patient was going to be sent to eom@ajedical center

via air ambulance. Five thousanealy not the

dose to use. It's, as | mentionddrke80 to 100

ore

be

ven more per kilogram.

She was subsequentlygieai and found to
79 kilograms, | think.
Q. Uh-huh.

A. Which at 100 bolus wobkl 7,900 instead

of 5,000. So it was -- it was ldsatthe presently

accepted standard as the bolus.

Q. Okay. And that presgattcepted

standard is set out where?

tod

A.  Well, it's in the textis.
Q. Which textbooks?

A. Rosen's and | believetifialli's has

Q. Isitinthe pages tyat gave to me
ay or is it someplace else in ¢hextbooks?

A. ldon't know if it's those pages or

not.

Q. Well, ifitis, it wibhe, and if it's
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not --
A. Itwon't be.
Q. --itwon't be.

But it's your opinioratht's not
necessary to -- to weigh the patisfore you start
giving the heparin; is that right mean, before
you -- before you give the bolus atatt the heparin
drip?

A. The perfect way to daviduld be to get
the accurate weight from the patestiter by
weighing her or by her knowing what weight is.

If you're in a rush sition like they

were at [Community Hospital], theyknthe patient's going

to be transferred as rapidly as jpbssiThey --

they basically got everything staded anticipated
the receiving hospital would picktbhp ball and
complete the bolus or add to the that was given
initially and up -- upgrade the -e tthose given on
an hourly basis as well.

Q. Okay. So in your opmigeing treated
with a less than -- well, let me withw that and
say, would you say that the 5,00@sunas a
subtherapeutic amount?

A. Yes, if that's all thatient ever got

as a bolus, that would be subthertapatithat
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point --

Q. And--

A. --once you found outatthe weight
was.

Q. Uh-huh. And are youisgythat treating
the patient for the first two houfseapresentation
with a subtherapeutic amount is -atndre you
saying, that that's okay, that thdhd cause harm
to the patient?

A. Whether it caused haonthie patient, |

don't know. It's not the -- it's rio¢ defined
bolus and drip that the patient stidnave received.
But was anything elsecklog that from
getting -- getting done in -- in @KBbMmMunity Hospital] -- in the
hospital, first hospital, and | thipés. | think,
you know, the attention was on makhregdiagnosis
clinically and getting that patieata major medical
center as soon as possible whil¢isggthe
treatment that was anticipated.

Q. And, again, you talkéduat the -- the
defined amount or however you refeeent. Is it
your opinion that at [Univeristy Hatsj as
well as similar communities, suchizasther university based
hospitals in the state],

that the emergency room physiciaesetibelieve that
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the standard bolus to give would 890 units as
opposed to 5,000?

A. It's anywhere betweera®d 100 and
maybe even higher. Five thousandldvoat be the
acceptable dose of bolus for mospfeeo

Q. Soif the emergency depants at
[Area university hospitals] would give
5,000 units, it would be your opiniiat they --
they are all not in compliance withawis considered
by you to be the standard of care?

A.  Well, it's not what'snsidered by most
people and the people who write mtifalli at UNC

to be the standard of care.

| don't know what [Areaiversity hospitals] does.

know what [Area university hospitaldpes.
Q. Do you concede that pAmaiversity hospitals]
Forest are similar communities toii@nsity Community]?
A. Boy, you have to asklal¢ted] that?
They seem to be to mkey both have,
you know, fine hospitals and reseaefiters and so
on.
Q. And if they all practioae standard of
care and you practice a differembidsad of care,
you're not sitting here telling uddy that --

that -- that you're right and theyweng, are you?
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A. lwould like to see whhey say in this

specific case, you know --

Q. Okay.
A. -- because that's what'se asking me
about.

Q. Okay. If they say diffat from you,
perhaps it could be that the stand&hre you
practice is not similar to the stamdaf care
practiced in those communities, atifte

A. ldon't know what they don't know
what they use.

Q. And you've done nothiagry to -- to
try to educate yourself about whatstandard of
care is there in terms of giving hepa

A. That's --

Q. --correct?

A. | have not.

Q. What are the risks asded with
heparin?

A. Bleeding is certainlyeoof them,
allergic reactions, and heparin-iretiic
thrombocytopenia.

Q. And are there any cantfigations to
giving heparin?

A. Yeah, active -- activedaling; recent
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closed space surgery, like spinatl@rbrain or

eye; massive -- you know, massivesgohwounds or
injuries that you would anticipatedaing with.
Probably several others.

Q. Okay. And what do yauid a patient
who presents with pulmonary embolégmd has
contraindications to getting heparin?

A. Well, you'd certainlyvgi-- you can
give a thrombolytic.

Q. You certainly can --

A. Yeah.

Q. --oryou certainly want?

A. You can, yeah.

Q. Okay. In a patient with
contraindications to heparin, youldatill give
thrombolytics?

A. Unless they have comidasations to
thrombolytics.

Q. Okay. Isn't active lolieg a
contraindication of thrombolytics?

A. From where?

Q. From anywhere.

A. No. If you have a ktitut on your
wrist or cut on your forearm and yeudleeding from

it, you can still get thrombolytics.
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Q. Okay. Active interndééding?

A. Heavy active internaé®dtling would be a
contraindication.

Q. Sojust active bleedmg
contraindication to heparin, but dwd have to be
heavy internal bleeding before it Vaoloe a
contraindication to thrombolytics?

A. No. Heavy internal blesg would be a
contraindication to heparin as well.

Q. Okay. Why -- you gawtive bleeding as
a contraindication to heparin.

A. That's what | was tatkabout.

Q. Okay. You were talkmgout heavy
active internal bleeding?

A. Right.

Q. And so if a patient &/mg heavy
active internal bleeding and connd aeparin is
contraindicated, then thrombolyticand also be
contraindicated, correct?

A. Inthat case they woli correct.

Q. And so then what woubdi yreat with?

A. You may be on the --tba down side of
treatment.

Q. There -- there are e @ternatives to

giving heparin, aren't there?
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A. There are -- there's a -

Q. Heparin substitutes sdPt

A. There's a heparin substithat you can
use in people who you want to useahigbut have
some previous complication with hapdrike --

Q. Uh-huh.

A. -- heparin-induced thitmmoytopenia. |

think it's called Huridian (phonettbpat you can
use.

Q. Okay.

A. The low-molecular weiglgxtran -- I'm
sorry, low-molecular weight hepasrused but not --
is used for DVTs but not commonlydiss often for
PEs as heparin.

Q. What is heparin-indutieembocytopenia?

A. It's a patient that riees heparin and
a couple days later gets -- platejetdower and
lower and lower.

Q. Uh-huh. If a patienvd®ps
heparin-induced thrombocytopenighiembolytic
therapy contraindicated?

A. No.

Q. So a patient can have --

A. You mean in the pasthdy've had

heparin in the past and developeahtivocytopenia?
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1 Q. No. Say -- say a pdtleas been

N

getting heparin, platelets get Iowould you

3 thereafter feel comfortable givingotmbolytics?

4 A. For what?

5 Q. For pulmonary embolism.

6 MS. LORANT: Objection.

7 THE WITNESS: You cowdl use -- if

8 there's a need to get fibrinolytigsy could still

9 use them.

10 BY MS. CHENEY:

11 Q. Isthere any -- are ¢hiacreased risks

12 of giving t-PA in a patient with Igulatelets --

13 increased bleeding risks, | shoublehsaid?

14 A. There probably are. flhalways a

15 thing you have to weigh.

16 Q. Assuming that [Patiertthd a pulmonary
17 embolism, where do you believe thatdlot in her
18 lungs originated?

19 A. Probably from the pelvis

20 Q. And why do you thinktha

21 A. Because she didn't heawe evidence of
22 lower extremity DVTs. She had haé@ent delivery,
23 had a vaginal tear that was sututedink that the
24  most likely place would have beerekvip origin for

25 her DVT.
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Q. Now, how do you -- wilatyou mean by
there was no evidence of lower exite@DVTs?

A. Well, nobody mentionad/awelling
consistent with -- I'm sorry, ununilateral or
even bilateral swelling consistentrmdVT
presentation.

Q. Okay. Lower extremity'Ds were not
actually ruled out in [Patient], tlyby were they?

A. She never got the PVIND, they weren't
ruled out.

Q. Okay.

A. She didn't need to htheam ruled out.

Q. So -- she didn't neetldge them ruled

A. No.

Q. What do you mean by?hat

A. Well, she had a pulmgnambolus.

That's what you have to treat. Yaurywabout the --
the source of it later.

Q. Soyou're saying thatas not -- not
necessary for her to have gotternaiver extremity
Doppler studies that were ordered --

A. It's a waste of timeladt point.

Q. --inthe emergency rGom

Okay. If the -- wouldwould it make
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any difference in terms of her diagispmanagement,
or outcome whether her clot in hexglsicame from her
legs versus her pelvis?

A. Not at this point, no.

Q. Okay.

A. Not -- not the treatmgntl do in the
ER. If she had -- let's say shedada DVT in the
left extremity and she developed fbstmbolytic
syndrome or something. That wouldlm®ncern. Of
course, that would happen less fretiyesing
fibrinolytics.

But the main thing isget this lady
through the day --

Q. Right.

A. -- before she dies.

Q. Right. Do you have &ngwledge or
information about whether she hadramyaining clot
in her pelvis or legs or whereves ttame from after
the thrombus embolized to her pulnypaatery?

A. Oh, I don't know. | doknow that
there was ever a postmortem exam.done

Q. It's possible that shd hlot remaining
in her pelvis or her legs or wherethersource of
origin was, isn't it?

A. Yes, ma'am.
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Q. Isitalso possible thlag further
embolized thrombus while she wah@dmergency
room?

A. You mean from the tintesarrived
until --

Q. Uh-huh.

A. -- she died could sheehpossibly
thrown another PE?

Q. (Nodding head.)

A. Sure.

Q. And that would incredise clot burden
that's already there?

A. Yep, absolutely, whishwhy the rush

for treatment.

Q. Okay. Is there anythatgut giving

systemic t-PA that would prevent tinan happening?

A. Systemic t-PA is knovanréduce the clot
formation -- I'm sorry, the clot peesation and the
clot amount in the lung tissue itself

Q. Uh-huh.

A. --inthe pulmonary aits.

Q. Butitdoesn't prevantfier clot from
embolizing to the pulmonary arterabses it?

A. It breaks down the clatsl so it, in

fact, most likely does prevent theont embolizing.
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Q. Okay. Asit-- as igoes to break
down clots from working on the outsitn't it true
that there is a concern that it wilike it easier
for any remaining clots to furtherkatize into the
pulmonary artery?

A. Well, there's alwaystthancern. The
same with heparin. But, you know, y@ave to -- to
take those chances when you have lsotyeat such high
risk. You have to -- to give eveirgthyou have and

not hold back.

Q. Heparin won't dissolvela, but it
just prevents any clots that remeamfgetting
bigger; isn't that --

A. That's what it's --

Q. -- what heparin does?

A. Theoretically does, yes.

And then the clots that there would

have to be -- over a period of timedto be broken
down by the body's own processesd, &au know, the
problem is that the clots don't getpletely
cleared. You still have remnantgland -- and
their sequelae --

Q. Uh-huh.

A. -- bothin the legs, ftadvis, and the

lung fields.
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Q. Soitdoesn't let therit helps
then -- helps the clot from gettimy &igger, but it
doesn't resolve the thrombus in éos k-
A. The heparin?
-- or -- right.
Correct.

-- or the pelvis or alage?

> 0 » ©

Right.

Q. And it doesn't preverd thrombus from
further embolizing, right?

A. No, that's for sure.

Q. And, in fact -- withdraw

What did [Patient] FTPvalues show
about her level of -- about the tperdic value of
the heparin, the amount of heparat e was given?

A. Ithink there was -- het, me not
think. Let me look.

Q. Yeah. Thisis certainbt a memory
test, so you can refer to anything geed to refer
to.

A. The blood collected at 4m sorry,

1620 had a PTT of 69.3.

Q. Okay. Can you speath&d amount as --

well, let me -- let me rephrase that.

Is 69.3, does that iatkcthat she was
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getting an appropriate amount of hiePa

A. If you've just given albs and the drip
was started, you'd probably expeid e a little
higher than that, hope -- hope baaa little
higher than that.

Q. Okay. If she had --

A. You want to maintairattout two and a
half to three times normal.

Q. Okay. If she had gotties bolus and
the drip had been started a coupleafs before
this, would you expect that this wbimdicate that
she was on a therapeutic dose?

A. It's -- it's really shlerapeutic, but
close to it.

Well, 69 -- she coulodrbaised some more
heparin with the bolus, but thathattis certainly
a PTT that's been affected by theica¢idn given
already and demonstrating a prolangatvhich is
where you want it to be.

Q. Uh-huh. And so she ddwve been given
more heparin certainly, anybody cdwdsele given her
more heparin, but the PTT valuestdndicate
that -- that she needed more hepdoithey?

A. As | said, this -- tigsearly in the

beginning of the treatment. Youklit to be
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1 higher than that.

2 Q. Okay. Thisis at 4:20?

3 A. Right.

4 Q. She was initially trechit [Community Hospital]
5 some two hours before that, right?

6 MS. LORANT: Objection.

7 THE WITNESS: | don'irtk it was quite

8 two hours, was it?

9 BY MS. CHENEY:

10 Q. Well, what time --
11 A. What -- whatever.
12 Q. --did she present toff®nunity Hospital] and get

13 treated, and she was there for, vdmahour and a

14 half, and then she was transferretfizally

15 arriving at [UNIVERSITY HOSPITAL] around 4:00.
16 A. Let me look at thosedsn

17 She was given 1445 ai®ohnd the drip

18 was started right about the same.time

19 Q. So 1445 s 2:45?

20 A. Let's make it 1445, yes.

21 Q. Okay. And then thene PTT was at?
22 A. Let'ssee. 1420.

23 Q. Oh, 1420.

24 Is that right? Was ta&®TT obtained

25 at [UNIVERSITY HOSPITAL] or at -- ohp, 1620 --
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A. 1620.

Q. --iswhenthe PTT was.

A. S0 1445 to 1620, thabsut an hour and
a half or so. 1 would like to see fATT higher than
that at that point, because you'vermgihe bolus and

then started the drip and startedréetment.

That's a satisfactory range ovemgdo period of
time.

Q. Actually, the PTT is poged to reflect
the treatment, isn't it? | mean'tigrat why
you're checking PTTs as you go aleng

A. Sure.

Q. --to find out if thesiog of heparin
Is appropriate or if it needs to heréased or
decreased?

A. That's correct, or dexsed.

Q. Is pregnancy a hypercisge state?

A. Yes.

Q. In a patient three dagstpartum, such
as [Patient] , there would be somgrele of
hypercoagulability still expectedo® present,
correct?

A. That's right.

Q. Do you agree that yon'tweat every
patient the same, you have to trach g@atient as an
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individual?
A. That's correct.
Q. And you need to be azusgiin a patient
such as [Patient] in order notweracoagulate
with heparin, don't you?
A. Well, you have to be ttaus in
everybody not to over coagulate, beeahere is a
complication rate, although smalke®v¥or heparin.
Q. Do you have any sortigdires in your
mind of the percentage of patients wtesent with
pulmonary embolism in the emergemo and are
treated with heparin alone who swe9iv
MS. LORANT: Objection.
THE WITNESS: The nuns®beremember are
90 percent, with a 10 percent nowising rate.
BY MS. CHENEY:
Q. Okay. Using your figsia 90 percent,
then that would indicate that prospety [Patient]
had a 90 percent chance of surviv
heparin alone, right?
MS. LORANT: Objection.
THE WITNESS: The nuntbequoted were
from all statuses of people, andately she was at
a much higher risk and a much higlsérin

presentation of her clinical symptoms
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BY MS. CHENEY:

Q. Okay. Then let's be engpecific. What
percentage of patients who presefRaisent]
presented survive with treatment gdrin alone?

A. ldon't know those numgbe

Q. In your opinion was thany -- well,
let me withdraw that.

What about [Patientpresentation, if
anything, should have suggested tdaalthcare
providers that she was in imminemigeat of death,
that death was imminent for her?

A. What about her preseotét

Q. Uh-huh.

A. Well, ared flag goeswipen someone
comes in who's recently postpartutih wiinical signs
and symptoms of pulmonary emboluse Bas high
oxygen dependent just to maintaia sathe 90s.
Any stress at all or even slight mmoeat out of the
bed or on the stretcher showed madleedease in her
saturation. She was tachycardic strath the time.
And, of course, when she desattedphlse went up
in the 130s and '50s.

Those -- those thingsalput her at a
high rate for having an unsatisfactmutcome.

Q. And do you believe --
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A. And the longer you wdit® treat that,
the longer the -- the higher théhe bdds against
living became.

Q. Based upon these --g@hbsgs that
you've listed alone, is it your opinithat the --
her healthcare providers should Hanvn that she
would not survive longer than threeits,
three-and-a-half hours?

A. ldon't know if you cauput a number on
it, and certainly you don't want téou don't want
to wait until the end to treat. Yiwant to treat
early on in this particular case.

People that have pulmgreanboli but are
not as symptomatic as she was, youhauae a little
time -- longer time to wait.

Q. Oxygen and heparin heestandard
treatments for pulmonary embolismght?

MS. LORANT: Objection.

THE WITNESS: Fibrinaba are the
standard treatment for people whauiastable and

have pulmonary emboli. Heparin is-used in

people who have small pulmonary embod oxygen is

used in anybody thought to have pulang emboli.
BY MS. CHENEY:

Q. Butitwould be incorrém say of [Patient]

TAYLOE ASSOCIATES, INC



[ —

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

169

that she was not receiving treatnf@nher
suspected pulmonary embolism, wotith'

A. She had been receiviagdrin, she had
been receiving oxygen, but she regumore than
that.

Q. Okay. Butthose aredtad treatments?

A. No, they're not. Theyrart of the
standard treatment. Oxygen, hepand,in her case
fibrinolytics are the standard treaiimn

Q. Okay. And other thamnpiog me to
these textbooks which talk about mss and -- and
things like that, is there anypldtat tyou can point
me to where there is a standard & ttaat says that
in patients presenting with pulmonamybolism with
whatever criteria you want to add tthat the
standard of care is for them to betrnbolytics,
systemic thrombolytics?

A. |--1don't know if abgdy -- of any
articles that use those specifidl-efahose
specific words, no.

Q. Well, what do you relyto -- to say
that that's a standard of care?

A. Actually, what's saidthose -- in that
page there is what is the standachd.

Q. Okay. Is there anythatge that --
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A. There are many otheickes that --
that demonstrate the difference betweeparin use
alone in PE versus heparin plus thalgtics --

Q. Butthose articles --

A. -- and point out thefdrence and --
and contrast the difference betwéaerntwo.

Q. Has any -- any articteany book or
anything else that you've ever reaany study that
you're aware of that's ever been dwosvn a
difference in the mortality rate beam patients
treated with thrombolytics versudquas treated
with heparin alone? And I'm talkisgout a
statistically significant differenmemortality.

A. Yes. The numbers thatquoted are 11
percent death rate for people witls BEd treated
with heparin and 5.1 or somethingpet death rate
in PEs -- from people treated for RE® have -- in
addition to heparin have thrombobytitven.

Q. And--

A. Itdoesn't say systethrombolytics,
however.

Q. Okay. And where is thaWhere are
those figures?

A. That's in the same &tic

Q. The--
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A. Not the same articles #ame copy that

Q. Rosen -- the Rosen book?

A. Right, yeah.

Q. And were those people/iom pulmonary
embolism had been confirmed?

A. They were | think higtduspected or
confirmed.

Q. And were those peopleere those --
were those -- were -- was that a fadfmn of
pulmonary embolism patients that e@ssidered stable
or unstable or massive or submagsiNm@onary
embolism? Do you know what they weoking at
specifically?

A. They were either unstatst had evidence
of right heart strain.

Q. Itake it -- well, wittedvn.

Can you speak to theass you know
that [Patient] was weighed whengbieto [UNIVERSITY HOSPITAL] and
they discovered that she -- or thdfiey found out
that she weighed 79.1 kilogramsjrikht was?

A. Right.

Q. Inyour opinion -- andand you also
know, | take it, that they increaded heparin drip?

A. They -- an order wastten to increase
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Q. Okay.

A. ldon't know if it wasl-don't know,
honestly, if it was increased or not.

Q. Okay. You don't -- ydon't know one

way or the other, but you know thabader was

written?

A. Yeah.

Q. And | take it you hawe knowledge or
information that the heparin drip vaas, in fact,
increased?

A. It was not documentedbamg increased.
| don't know what happened.

Q. You don't know that &sn't, though?

A. ldon't know that it waiswasn't.

Q. Okay. So, now, havimgten through
that, let me ask you if you -- if yoave any
criticisms of the amount by which treparin dose was
increased?

A. The drips sound right.

Q. From 1,000 to 1,2607?

A. Right.

Q. Based on her weight?

A. Right.

Q. Butl take it you bekethey should
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have done something else in the wdplusing?
A. They could have re-beldi$er up to the
level that was indicated as --
Q. You say that --
A. --as we discussed earli

Q. Right. You say they lcbniave

re-bolused her. Based on her PTyadobelieve that

it was a deviation from the standafrdare not to
re-bolus her?

A. Yes.

Q. Okay. And tell me why.

A. Because the standarchoé says X, you
know, you give this amount, and sida'tiget it.

Q. And the standard of cags X. What is
it? 1don't --

A. Eighty to 100 bolus.

Q. The standard of caressfyto 100 units
per kilogram as a bolus?

A. Uh-huh, yes.

Q. And you said that'shattstandard of
care is set out where?

A. Inthe texts.
The ones that you gae® m

Yep.

o » ©

Rosen and Tintinalli?
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A. Right.

Q. And they say that thtss standard of
care?

A. Well, I don't know aboutone of them
has those numbers in that.

Q. Arethere --

A. One of them also sugg@esaybe even
higher because of their hypercoadelatate.

Now, if it was 80 youcitte to give,
she'd only get 6,400 units, whichasa whole lot
more. If it was 100, then -- thee'dibe up to
7,900 units.

Q. Soitwould have beeceptable to give
80 --

A. | believe so.

Q. --inyour opinion?

And so since she hadaaly gotten a
bolus of 5,000, you're saying thegudti have given a
bolus of an additional 1,4007?

A. Right.

Q. And what effect do ybink that had on
her outcome, if any, not getting thadlitional
bolus?

A. ldon't think the hepawas going to

save her. She needed fibrinolytics.
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Q. Sono -- so no effectcansation?

A. ldon't believe so.

Q. Do you intend to limdwr opinions in
this case to your specialty of emeoyemedicine?

MS. LORANT: Objection.

THE WITNESS: | interalimit my
questions and opinions to what weninathe ER.
BY MS. CHENEY:

Q. Let me put it anotheywadVhich
defendants do you intend to testibjated the
standard of care?

A. Well, the -- the attemgliER physician.

Q. [Doctor #1]?
A. Yes.
| think [Doctor #3]she didn't do what

[Doctor #1] asked her to do violatied standard of
care.

Q. If she didn't do what?

A. Make the plan happen.

Q. And what specifically --

A. If that was the sequeaterders and

responses, then [Doctor #3] dido'tténd didn't relay
that information to the oncoming desit that it
wasn't done.

Q. Okay. And what spedifig are you
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talking about?

A. To establish the contath the VIR, to
see if that could go down, when itildogo down, how
rapidly, and so forth.

Q. Soyousayif [Doct@ #didn't do what Dr.
[Doctor #1] asked her to do -- iestablish contact with
the VIR team --

A. No, establish contaat amake a plan --

I'm sorry, make a time that we caoggd this patient,
and a very soon time, as a mattéacif to get this

patient up to get everything done tizal been part
of the big plan.

Q. Okay. So if the evidemt this case
shows that it was not [Doctor #3Joxhwho did this but

[Doctor #6] or Dr. Carrizosa, the nocatiteam, who
did this, with [Doctor #1]'s knowlezglghen what are
your criticisms of [Doctor #3], ihg?

A.  Well, if that was doneda- and the

plan had a time to it, it was vergisafter that
echo was done, then that would haenIsatisfactory.
But that didn't come out, didn't coab®ut at all.
Now --
Q. Now, what do you mean?
A. If these two medicalidesits, in fact,

made contact but didn't inform th&\that this had
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to be done right now, that's unsagdry. Just
making contact is not good enouglou Yiave to make
contact and get the job done as hapisl possible --

Q. Okay.

A. -- after you have aktbvidence you
had with the echo.

Q. Allright.

A. That information sholldve been relayed
back to [Doctor #1] one way or theastso that Dr.
[Doctor #1] could put accessory planglace if it
couldn't be done with --

Q. Okay. And I kind of gidtead of myself.

MS. LORANT: Did you f&h your answer?
THE WITNESS: -- witheth- with the
expected efficiency --
BY MS. CHENEY:

Q. Sorry.

A. -- and expediency thHs svould like it
to be done.

Q. And | got ahead of mfjdeécause I'm
actually going to come back and tallgou in great
detail about [Doctor #3]. | wastjtrging to get a
list here of which defendants yoemnd to testify
violated the standard of care.

A. Okay.
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1 Q. Just kind of got --

2 A. And so we got two.

3 Q. --diverted there.

4 A. Yeah, we got two.

5 Now, | don't know what. B-

6 Q. There's two left, [Doic#2] and Dr.

7  [Doctor #4].

8 A. Yeah. [Doctor #2] thdugverything was done.

9 He got the patient intubated adedyatedon't have
10 a significant criticism with him.

11 Q. No criticism with him.

12 A.  [Doctor #4], | don'tdww what part his --
13 Idon't know what part he really @dyn the

14 development of their VIR -- I'm sqrT/VIR plan. |
15 don't know what he -- you know, waattin place of
16 the fibrinolytic systemically? Andion't know what
17 that would mean, because | can'timg literature
18 comparing the two.

19 Q. Uh-huh.

20 A. Butif he caused theagah -- from her

21 getting systemic fibrinolytics aftbe echo, then he
22 has a big part in this play as fad@lsying the

23 care that would have prevented hatide

24 Q. Okay. Now, asto [Dwct4], since

25 you don't know what part he played,you able to
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say to a reasonable degree of medar&hinty that
he violated any standard of careiagple to him?

A. Well, the standard ofeewould be the
standard of care for the ER, numiper. o

Q. For an emergency phgsi@i

A. Because it happenehaER.

Q. Okay. So the standdrcaoe applicable
to a pulmonary medicine specialistientical to the
standard of care applicable to anrgerey medicine
specialist because the pulmonary aneglispecialist
was treating the patient or was gethe patient in
the emergency department; is that --

A. That's correct.

Q. -- your testimony?

A. Now, his -- his standamndy be higher
than the ER physicians in that cane at least it

has to be to the level of that ERgptign.

Q. Okay. Okay. Ijust weohto make sure
that | had that.

Now, | need you to gime every reason
that you think you should be allovtedestify
concerning the standard of care apble to a
pulmonary medicine specialist. Anmteéd you to be
specific about this, because th&smething -- a

part of the deposition that we'raialty going to be
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having the court look at.
A. Okay.
MS. LORANT: Objection.
BY MS. CHENEY:
Q. Soljust need a comgpbatd specific
answer.

A. Well, the fact that thatient's
receiving treatment in the ER for a pulmonary
problem doesn't take that patiemitecal disease
out of the ER medicine. It has tabéeast at the
level of the emergency medicine trett for that
particular patient.

If the pulmonologist hextra training

and extra techniques and extra skiis the ER --
that the -- the standard ER physibian, then | can
comment on that. But | certainly ebexpect that ER
physician level of care to be donehzy
pulmonologist and not to prevent teael of care
from happening.

Q. Okay. Now, before | ggb what your
specific opinions are about [Doetdt, can you
tell me every fact upon which youmapns about Dr.

[Doctor #4] are based?
MS. LORANT: Objection.

THE WITNESS: Number phe came down
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and saw the patient.
BY MS. CHENEY:

Q. Do you have an assunmptioany

knowledge or information about whatd he came down

and saw the patient?

A. Yeah. Let me see.

He arrived | believe ghoafter the

patient did, within probably 15, 2hotes after the
patient arrived in the ER, was wiik patient from
around 4 -- 1625 to 1700 hours, ahaffy and
discussing the case, the care aathtent with Dr.
[Doctor #1], the attending ER phyesici

Q. What is the time on @ #4]' note?

That might be one of tiiegs that we

had marked as an exhibit.

A. Looks like 1815.

Q. Okay. Is it your opinie and 1815
would be 6:15 p.m., correct?

A. Yeah.

Q. Is it your opinion theg was -- and you
were talking about 16 something --

A. Right.

Q. -- which would be in theange. Is it
your opinion that he was there foo tvours before

this note was written?
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A. ldon't know if he wasete the entire
time.

Q. Okay.

A. But he saw the patient @30, 1615.

Q. If he has testified thatsaw the
patient at around 6 p.m., or 180Gshartly
thereafter, do you have any knowleolg@formation
upon which you base your opinion thatas a
different time?

A. Well, the times that eelescribed

earlier in the other depositionsaety were at a

much earlier time in the day andnd aauch sooner

than two hours after the arrivalla# patient.

Q. Okay. Let me -- let &k you this:
If -- does it matter to your opiniomkether he was
there in the 4 p.m. range as opptséake 6 p.m.
range?

A. Sure.

Q. Okay. Tell me why.h# got there --

A. If he was involved dtialthe delay in
treatment of this patient and gotehet 4 p.m., or
1600, 1630-ish, then he could havayee the
patient's treatment for -- from thate on.

Q. Uh-huh.

A. If he didn't get thengtiltwo hours
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later, then he could only delay th&égnt's
treatment for -- from that time on.

So the time he got ther&irly
important, if, in fact, he had angyln the delay
of treatment of the patient.

Q. Okay. We were talkirmpat the facts
upon which you based your opinionsuatbr.

[Doctor #4], and you said he camenland he saw the
patient, he arrived shortly after ffagient, and

then we got into this discussion. wBatever time he
arrived, he arrives, and then whatthe next facts

that you base your opinions on?

A. That after arriving, segthe patient,
examining the patient, he discuskectare of the
patient with [Doctor #1], the attemgliER physician,
and a plan was hatched at that poidb the endo --
intubation on elective basis, tol® €T, and to do
the VIR and get all that implemenésdyuickly and as
efficiently as possible.

Q. Okay.

A. He was a part of thatml

Q. Okay. And what's youwhat's the next
fact that you're basing this -- yopmions on?

A. That he realized, numbee, the patient

had a right ventricular heave ondgxiamination,
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which indicates a right heart strain.

Q. Okay.

A. ldon't remember if Fsthe echo or
not. | believe he did.

So at that point whenrdhe echo was

done and he got the information alitple was aware
of the right heart strain both on gibgl exam and on
echocardiography.

Q. Okay. And what othest&?

A. That's all the facts.

Q. Okay. Now, tell me earid every way
that you, an emergency room physj@awg that Dr.

[Doctor #4], a pulmonary medicineaplist, violated

the standard of care that's applectdhim as a
doctor specializing in pulmonary noguoie.

A. Okay. If he, in facgchsome part in
the delay in treatment of the patifgpatient] --
| don't know that he did, but if hd delay the
treatment, then he's -- he stoppedhtrmal
treatment of an -- of an emergendiepafrom
happening.

Q. Okay. Anything else?

A. That's it.

Q. From happening.

Now, what facts do yaed in order for
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you to determine to your own satigtacthat he did
or did not have a part in what yoareltterize as a
delay in treating the patient?

A. Well, we know there waadiscussion
between he and [Doctor #1], okay. da't know what
that discussion entailed. We domévik what elements
of his experience versus her expedemere brought
into -- into the mix. | don't knowhe told her
about new statistics out proving that
catheter-directed t-PA was betten thystemic t-PA
and what those numbers were. | do@tv what that
discussion was all about.

Q. Okay.

A. I'd like to hear thenmsdebe to me or
to -- in general what alternativenslavere discussed
and why this one plan was chosenallver

Q. Okay. And what is ipabthat
discussion that will help you to acivhether he had
a part in delaying treatment of {hasient?

A.  Well, if -- if the ER phician wanted to
give systemic thrombolytics and thénpnary guy
comes down and says, no, we have/éo g
catheter-directed thrombolytics iis fhatient and

I'll take care of it and I'll be ressible for it

and I'll get my guys to set up thtéhe three parts
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of that plan, then the ER person waaly, okay, it's
your patient, even though it's in B it's your
patient and you're going to get dibhtlone and --
and you have statistical proof thattsetter way to
handle it in this case, then he'sjaisly, delayed
the -- the incipient use of the thbaytics that she
wanted to do.

Q. Okay. Now, what if iag/not his plan
but it was a joint plan between himl #he emergency
physician?

A.  Well, I want --

Q. What if they conferredlahey agreed
that, you know, after conferring ameighing risks
and benefits and using -- each ahtlising their
best medical judgment, what if thegferred and
reached the opinion that this was-tlikeis was the
best plan for this patient?

A. I'd like to know whatrpae played in
that, period.

Q. Okay.

A. lwantto know what &#cts -- or if
he quoted statistics what they wetegt research he
had done to -- or was aware of thatld raise the
VIR treatment plan above the systeneiatment plan

in this critically ill patient.
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Q. If you don't have thaformation, are
you in a position -- let's say [Dactd] and
[Doctor #4] can't remember the spexof their
discussions and you -- you nevetlystinformation.
Are you in a position to testify thidoctor #4] to
a reasonable degree of medical ceytaiolated the
standard of care applicable to him?

A. Yes, because --

MS. LORANT: Objection.

THE WITNESS: -- theipat should have
gotten thrombolytics right after #ho report came
back.

You have to weigh theaks -- the
degree of illness in the patient usrhe degree of
satisfaction from treatment in thedgs. | don't
know what the degree of satisfactitudies in the
VIR, but we do know what it is in 8$ic treatment.
It's pretty darn good.

BY MS. CHENEY:
Q. I'msorry. Say thatiaga
A. ldon't know what thethe
catheter-directed thrombolytic effisct-
Q. Okay.
A. --versus.

Q. So even without the infation that
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would tell you what role he playedyould still be
your opinion that he violated thenstard of care
applicable to him just because theepadidn't get
thrombolytics right after the echo?

A. Patient should have gotthrombolytics
right after the echo. If there wamgone that
stopped that from happening, thegsponsible.

Q. Uh-huh. If the echadhese results
were available that we said arourattghafter 5; is
that right? You said the echo dtaré was 4:50
something?

A. Six, 4:56.

Q. Yeah, something liketth&o the
results would have been availabletshafter 5?

A. Yes.

Q. And--

A. Verbally. | mean, netot written up
but verbally.

Q. Right. Andif [Doct#4] didn't get
down there to the emergency roonssuming for

purposes of this question that hesdbget there

until 6 --
A. P.m.
Q. --p.m., what are yodti@dsms?
A. lreally don't have amiticisms of him
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if he didn't get down there until .61p
Q. Okay. Soif the facts -
A. Because the -- becabhsetan was
already put -- you know, the plan wapposedly made
and put into effect.
Q. Soif the facts of thase, the jury
finds them to be that [Doctor #4gdmot arrive to
the emergency room until around 6.pthen you would
have no criticisms of him in termsvadlations of
the standard of care?
A. If that was the firsing [Doctor #4]
got down and saw the patient andgpated in the
patient care, | wouldn't have anyi@sms of that.
THE VIDEOGRAPHER: I'get just a couple
minutes left on this video.
MS. CHENEY: Okay.
BY MS. CHENEY:
Q. Do you believe --
MS. CHENEY: Well, yowant to change it
now?
THE VIDEOGRAPHER: Thabuld be fine.
MS. CHENEY: Okay.
THE VIDEOGRAPHER: Wefyeing off record
at 1:58 p.m.

(A recess was taken.)
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THE VIDEOGRAPHER: Thsstape three --
four of the continued deposition af Bhilip Leavy.
We are back on the record at 2:03 p.m
BY MS. CHENEY:

Q. Okay. Dr. Leavy, we wealking about
your opinion that this patient shobéle gotten
thrombolytics right after the echdyigh we think the
results were probably available dgatter 5 p.m.
What is the latest amount of timesafhe echo that
you believe thrombolytics could hmeen administered
to this patient and within the staddaf care?

In other words, if thiegd given
thrombolytics at 5:45, would that édeen within the
standard of care?

A. They got the informatiaround 5:007?

Q. Uh-huh.

A. You have to give a lbfitile leeway
for the information to get back te tlesponsible

physician, for the -- to get the ifilmytics where
they keep them in the ER or pharmacy.

The objective would begtve them as
soon as possible after that defiaitiilagnosis was

made by the echo.

Q. Uh-huh.

A. You know, if it's goirig be 15 minutes

TAYLOE ASSOCIATES, INC



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

191

or 45 minutes, probably both are ptadae if they
can get the high-dose -- high dogésrombolytics
in early.

The longer out it gotb® less -- less
standard it becomes. | don't knothdére's an end
point. Certainly after she arrestaat --

Q. Uh-huh.

A. Whether they used throtgbcs then or
not wouldn't make any difference.

Q. So it could have evengafter 6:00 and
still been within the standard ofetar

MS. LORANT: Objection.

THE WITNESS: Yes, bowhfar after |
don't know.

BY MS. CHENEY:

Q. Okay. Let'sjust --dgtist work with
6:00 p.m. Say they -- they give &léthe
appropriate doses of t-PA. And wsaging t-PA.
I'm assuming that it would be t-PAaarequivalent
thrombolytic.

If they give her all thppropriate
doses at 6 p.m., do you have an opito a
reasonable degree of medical cestasto whether
that would have changed the outcontbis case for

[Patient] ?
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A. | believe it would hawes, 6:00.

Q. And what is the basistfat opinion?
3 A. Because t-PA works preftickly.

Q. It works pretty quickly do what?

A. To improve vascular siypibrough the
6 pulmonary artery and, therefore,udel -- improve
7 oxygenation.
8 Q. Okay. T-PA works quigkknough to have
9 made a difference in this patientrsd she --
10 assuming that she arrested as a mgulilmonary
11 embolism that she wouldn't have &eks/hen she did?
12 A. | believe she would hate, correct.
13 Q. And other than your epimthat t-PA
14 works that quickly to change outcontnesl -- do
15 you -- do you base your opinion oy arany specific
16 data that proves that?
17 A. Just my experience.
18 Q. If the data show certaml points but
19 not an improvement in mortality, hda you explain
20 that your experience is differentirthe experience

21 of the researchers who have actl@dlged at this

22 issue?
23 MS. LORANT: Objection.
24 THE WITNESS: Would ymphrase that --

25 rephrase that, please?
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BY MS. CHENEY:

Q. Okay. If --if theresamo studies that
have shown a statistically significdifference in
mortality in patients who have reeeit-PA --

A. Versus patients who hagereceived it?

Q. --versus patients whwénot received
it, then how do you explain the diffiece in your
clinical experience from the diffecenn the
experience of those researchers vale been
specifically looking at this questfon

A. Well, in -- in fact, tipatients with

pulmonary emboli who are not treatdzhut 30 percent

of them die.

Q. Wait. Patients with WBo are not
treated?

A. About 30 percent of thdra.

Q. Not treated with --

A. Anything.

Q. With anything, okay.

A. About 10 percent of tageople who are
treated with just heparin die witttie first month
or so, the first week even.

Q. Uh-huh.

A. Of those people treatstth heparin and

thrombolytics together, 5 percentheim die, 5 point
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something percent.
| mean, that's proofrte that the
thrombolytics are of value.

Q. Okay. And your -- wizaé you relying
on for these figures?

A. The articles that | preted --
presented to you.

Q. Okay. So somewherdis gjroup of
articles that's been marked as Eih88, 34, or 35
| would find those data?

A. Yes, ma'am. Plus othbta those are
the ones | remember specifically.

Q. Okay. What others?

A. There are other -- tfeecgher data
there that are similar, but thosetleeones that |
remember specifically.

Q. Okay. And as you sitehmday | take
it you can't specifically cite meaioy of those
other data?

A. No, | can'.

Q. Okay. Do you believele-you give t-PA
to patients who have contraindicatitor t-P -- for
receiving t-PA?

MS. LORANT: Objection.

THE WITNESS: You meafative
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contraindications or -- or solid aamdications?
BY MS. CHENEY:

Q. Okay. Let's talk absatne definitions.
What -- what's an absolute contraiation?

A. Fort-PA?

Q. Uh-huh.

A. Recent brain or clospdee surgery, eye
surgery, active Gl bleeding.

Q. Any others?

A. There are others. Badato look up
the list.

Q. Okay. So there are thieut you don't
know what they are?

A. I'd have to look it up.

Q. What are the relativevait. Before we
get to that let me just -- let's stath
definitions.

What -- what do we medren we're
talking about absolute versus regativ
contraindications?

A. It's a matter of degrédsolute means

this should not be used ever. Radatieans it can

be used but should be used undeiidenasion of the

complications.

Q. Okay. And what are yovare of that are
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some of the -- well, not some. Wieddtive
contraindications to t-PA are you eavaf?

A. Actually, the postpartyrmase was
mentioned at one time as being divela
contraindication.

Q. That was mentioned & time?

A. Uh-huh.

Q. Isthat no longer theea

A. | Dbelieve it's up in tae whether that
really is even a relative contraiadiian.

Q. And when was it thawvés mentioned as
possibly a relative contraindication?

A. That was in Rosen's book

Q. So Rosen's book mentigdhat it was a
con -- a relative contraindicationt bince that
time that has been questioned?

A. Other -- other -- otlpablications have
taken that off -- off the list of thelative
contraindication situations.

Q. Okay. Now, when -- whahow does --
how is postpartum defined?

A. | guess within the i to 30 days
after delivery.

Q. Does it matter whetltsrthe first

three days as opposed to the firskves opposed to
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the first three weeks?

A. Oh, it matters to thehe intensity of
the coagulation situation is -- is@er the closer
to the pregnancy delivery.

Q. Does it matter whethmer patient is
having active bleeding still or not?

A. Bleeding from where?

Q. Well --

A. Uterine bleeding?

Q. Atfter patients deliveey have a period

of time when they have active brigitt bleeding and

they have to wear pads and --

A. Some do, yes.

Q. --and then that lastsHowever long
it lasts and then it subsides.

A. Right.

Q. Does it make a diffeeia whether this
Is a relative contraindication or astto whether
the patient is still bleeding?

A. No. The amount of bleedthat you do
through the uterus can be controbedl it can be
treated in other fashions.

Q. Soat--

A. Once you get the fibtyis in there.

You don't know that the bleedingasng to get any
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worse or not.

Q. Okay. Now -- and -- d@hdt's not my
question. My question is, you've g@atient who's
having active bright red bleeding pa&gina following
delivery.

A. How active?

Q. Are you saying that that

A.  I'm sorry.

Q. Are you saying that ¥habt a relative
contraindication in this day and age?

A. In a patient who wadically ill from
a pulmonary embolus and was even iaging from the
uterus, you can take the uterus pdtstill save the
patient.

Q. Inapatient --

A. Oryou can pack the userYou know,
there's other treatments, but yoehav- A, B, C,
and B is breathing. You have to cwd that --

Q. Okay.

A. -- before you do anythabout
circulation.

Q. So you would agree thatight be a
relative contraindication; but inaipnt who's
critically ill, you would still ele¢cb go ahead and

treat?
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A. Right.

Q. And--

A. You're talking aboutt@nune hemorrhage
now, right?

Q. No, I'm just talking ab@ctive bright

red bleeding --
A. No.
Q. -- pervagina.
A. That's --

Q. Sothat's not even atied
contraindication in your opinion?

A. No, not to me.

Q. Okay. Are you criticdlauthors who
have written on this subject who t&t it is a
contraindication?

A. I'd like to see whatyherote.

Q. Okay. Do you agree that could be an
area in which reasonable physiciarthis area
disagree?

A. If --if they're sayisgmething
differently than |, I'd just like s@e what they're
saying.

Q. Do you believe that ipadient of yours
who is having uterine bleeding in whygou give t-PA,

if that patient starts hemorrhagind aomebody is
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called in to have to do emergencgsty on a patient
who has just received t-PA and thiags't go well,
you believe that you would be in fyrgood standing

if somebody came by to review youweda giving t-PA
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to that patient; is that right?
MS. LORANT: Objection.

THE WITNESS: Yes. hetpatient was

critically ill from a pulmonary emh, you have to

treat that. If you get complicatidrem your
treatment, then you treat those carapbns.
BY MS. CHENEY:

Q. Soasfaras you're eamed, if a
patient is critically ill there's meeighing of risks
and benefits; there's just treatpidgent
regardless of risk?

A. No, that's not what idsa

Q. Okay. What did you say?

A. You have to weigh -- yioave to do
exactly that. You have to weigh ttis&s and the
benefits. If the -- if the risksruft treating the
patient are death and the risksezting the
patient is uterine bleeding, theredly no
discussion there. You prevent thetlde

Q. Well, in this case presjvely the risk

of treating the patient was 90 peregiteast, if
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not greater, that the patient wasgoatg to die;
isn't that correct?

MS. LORANT: Objection.

THE WITNESS: That'sonect, because
in this particular case it was vapksdidn't fall
into the nine out of 10 category, dndact, was
getting worse despite heparin.

BY MS. CHENEY:
Q. Okay. And -- but youdsa that's
right. You said you didn't have tadigures for

patients who present as [Patient] irdterms of

how many of those survive with hepalone, correct?

A. Correct.

Q. Soin this case if mul&iphysicians

were conferring, were weighing theksiand benefits,

and discussing and agreeing upoeartrent plan for

this patient and using their besticél judgment,
you're saying that -- that they paghat they just
got it wrong?

MS. LORANT: Objection.

THE WITNESS: No, I'mtrsaying that.
I'm saying that there was a -- tawla delay from
the patient's arrival to the initatiof the only
definitive treatment that was goiadnelp her, and

that was thrombolytics. If they leaplan and if
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that plan was put into effect and lshe gotten the
treatment early enough to save lieradibviously, |
wouldn't have a complaint. But themesn't any plan
that really became effectual.

BY MS. CHENEY:

Q. Okay. What if -- whathe
treatment --

A. And all it did was delthe treatment.

Q. Okay. What if the treant hadn't saved
her life?

A. We wouldn't be here.

Q. |take it we wouldn't lere.

Well, you wouldn't beree Somebody may
be, but you wouldn't be here, right?

A. I mean, we wouldn't hecdssing the
case is what I'm saying.

Q. What if the treatmend ltaused a
complication that had caused hertgenight -- might
we be here?

A. No.

MS. LORANT: Objection.
BY MS. CHENEY:
Q. Okay.
A. If the complication waitempted to be

taken care of properly, we woulde'tiere.
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MS. LORANT: Are you waing the time?
MS. CHENEY: Yeah, | kmo
BY MS. CHENEY:

Q. So we were talking ab@iDbctor #4],
and | asked you what was the latest that systemic
t-PA could have been -- or even dathdirected, |
take it, that t-PA could have beettagointo this
patient and still be within the stardiof care, and
we got up to 6:00. And it's possitbiat it could
have been later, but you're comfdetabth at least
6:00, right?

A. Right.

Q. And you think that ifeshad gotten it
by 6:00 that that would have madédfarénce between
life and death for this patient?

A. Yes, ma'am.

Q. And you base that ugwese statistics
that you gave me that you say aage-n this
medical literature that you providad ,well as other
data, correct?

A. That's correct.

Q. Now --

A. In addition to my ownpexience with --
with the use of the drug in this $amsituation.

Q. Okay. And your own epigece in -- do
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you give t-PA in every patient whegents as [Patient]
presented?

A. Yes.

Q. Okay. Let me ask yoowhyour opinions
regarding [Doctor #3]. She wasribgt person on your
list, I think.

No, [Doctor #1], the egpency department
attending.

A. Okay. Well, did we fah talking about
Yaskouskas?

Q. About [Doctor #4]?

A. Yeah, [Doctor #4].

Q. Well, I thought you sénat if he
didn't come until 6:00 that you didrdve any
criticisms of him?

A. Well, except that hisiceents were
responsible to him, | would presumeheir care and
treatment, if they got into it.

Q. Okay. Now, when did ybink of that
one?

A. Well, | mean, that'santnuation of
his -- of his -- his job is to do thght thing for
himself and his job is to make st his
residents, if they're involved, de tight thing.

Q. Okay. Because, | me@anhad pretty
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well covered this, and you said yauld have no
criticisms if he didn't get there il6t00.

A. No criticisms of him.

Q. And then we took a braakl you guys
disappeared, and now you come badkyan have
another criticism.

MS. LORANT: Objection.
THE WITNESS: These are
BY MS. CHENEY:

Q. Okay.

A. These are criticismgshad team, really.

Q. Okay. So --

A. He has his own --

Q. -- your additional arism now after
the break is that --

A. Of the team.

Q. -- [Doctor #4]' residemwere
responsible to him. So if they didi® something
right, then he would be liable foatth

A.  Well, it's -- it's adlty situation.

Are they going to be responsibleito after talking
to the attending ER person if helstinere or what?

Q. Okay. Now, what --

A. If they -- if they areally responsible

for setting up the VIR and gettingthing to run
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smoothly, then they really shoulda®po the
attending in the ER to let him --letr know that

this was happening and will happesuah-and-such a
time.

Q. Okay. Do -- do you hawe knowledge or
information one way or the other altbings that his
residents did?

A. ldon't know what thegd

Q. Okay. Now, [Doctor #&hs the
medical --

A.  Wait a minute, wait anuie, excuse me.
One of the residents | guess cornsultaliscussed
with [Doctor #3] about the orderattivere written at
1610.

Q. Uh-huh.

A. So that was some precjparticipation
there. But | don't know what exachigit resident
did. I don't see any writings thatdctually saw
the patient. Or -- or maybe it wast ja curbside
consult of some type.

Or if there -- there veay discussion
at that time who was going to male-tithe calls to
set up the -- you know, the CAT saad the VIR.

Q. Okay. You say "at thiate." Are you

talking about at the time that tlasident consulted
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with [Doctor #3] --

Yeah. [Doctor #3] weahe --

-- about the orders?

[Doctor #3] wrote theders about 1410.

Okay. So this would --

> 0 » O »

No, 1610.

Q. Yeah. So this would édeen the -- the
person they're referring to as theliocsd admitting
officer, [Doctor #6]?

A. Right.

Q. Is it your opinion or gou have any
knowledge or information that [Doct@] was
reporting to [Doctor #4] and th&@oftor #4] was
supervising [Doctor #6]?

A. ldon't know where ddn't know where
this guy flies.

Q. Okay.

A. ldon't know.

Q. Okay. So I'mjust tryito --

A. If he was -- you knoWhe was under
[Doctor #4], then whatever effecthael would
eventually be backed up to [Dociyas his director.

Q. And if he was not undBoctor #4]?

A. Then there's no.

Q. Okay. And any -- youddais residents.
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Are you also referring to Dr. Carsa@

A. Yeah. And | don't knevho thatis. You
mentioned him earlier.

Q. Uh-huh.

A. ldon't know what parat individual
played either.

Q. Okay. So other than --

A. But if those two folkseve given the job
of getting the CAT scan and the V&R srganized,
and ready, | don't see where thatdeae. So if
they were responsible for it, thegidd have
mentioned to somebody they couldettitgdone.

Q. And by saying they catiidet it done,
you're saying that they couldn'tg@hebody there
before 7 p.m.; is that it?

A. Right.

Q. Okay. So if they -thky contacted

somebody from VIR and if the VIR teamas on their way

in but had not gotten there by 7 pthat's what you
mean by --

A. Six p.m. we were talkiaigout.

Q. Okay.

A. Six p.m.

Q. Well, I'm --  mean, I'mI'm going

even later than that. The VIR teanT [p.m. we know
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was not there.

A. Okay.

Q. Soyou're saying thdahat these
residents and, therefore, [Doctdrvduld be
liable for not getting the VIR teahete sooner?

A. If that was their respdnlity.

Q. Whatifit--

A. No, they were -- theyrevéiable --
if -- if their job was to get thatganization set
and if it could not be set for whatereason, the
table wasn't working or whatever --

Q. Uh-huh.

A. --ldon'tfind themfault for that.

Just let them -- their responsibiigyo let the ER
doc know that so that the ER doctban make
other -- have other choices as to twtreat the
patient.

Q. What is a length of tithat you
consider to be okay or within thenderd of care for
the VIR team's response once theglted?

A. ldon't know what theiwhat they
are -- are required to by the hospitdy their
standard of care, but this lady ltalde taken care
of by 6:00. So if they couldn't ¢fere until 8 and

that's within the hospital policyatls too late for

TAYLOE ASSOCIATES, INC



1

o

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

210

this lady.
Q. Okay.
A. And I -- you know, igetting --

Q. Yeah, itis, and | jusinted to make

sure that we covered all of the addél opinions
that you are now giving me about ¢ #4].

And | know you got to,go is there
anything else other than his twodests based on
facts that you don't know right nowyntause
liability for him?

A. That's -- that's it.

Q. Andyou can't say rightv to a
reasonable degree of medical ceyptavhiether
anything about the residents cortstit@a deviation
from the standard of care on the paiftDoctor #4]
based on your current knowledge,tfigh

A. That's correct.

MS. CHENEY: Okay. $e tdoctor has to
go now, and we are going to agresdjourn the
deposition. And I've agreed with Merant that I'm
perfectly willing to do it by telephe so that we
don't have to drive up here againwaed-

MS. LORANT: Will anoth&0 minutes help
you, because that's about how muadhvgagot?

MS. CHENEY: Well, iti®t going to --
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I'm not going to finish in 10 minutesmean, we --

my next person that | was going tagdo was Dr.

[Doctor #3]. So it's up to you. \6&mn talk about [Doctor #3]

or you can split and try to get sdmreg to eat on
your way to --
THE WITNESS: Yeah, ethac I'd rather
go to work.
MS. CHENEY: | can't igiae why.
MS. LORANT: Let me aslgo ahead and
go off.
THE VIDEOGRAPHER: Yowmt to go ahead
and go off?
MS. LORANT: Go ahead,dff.
THE VIDEOGRAPHER: Weadjourning the
depo for the end of today, and wegaiag off record
at 2:27 p.m. A total of four tapeaswsed today.
(There was a discussiffithe record.)
MS. CHENEY: He has ndecided he wants
to read and sign his deposition.

(The deposition was adped at 2:30

p.m.)
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CERTIFICAE

I, the undersigned, PHIIG. LEAVY, JR.,
M.D., do hereby certify that | hawead the foregoing
deposition and that, to the best pikmowledge, said
deposition is true and accurate (Wthexception of
the following corrections listed betd

Page Line Correction
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CITY OF ,

STATE OF

| hereby certify that RHR? G. LEAVY,
JR., M.D. appeared before me this day of

, 2005 and affhde signature

to the foregoing deposition.

Notatublic

My commission expires:
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COMMONWEALTH OF VIRGINIA AT LARGE, tavit:

I, Kristi R. Weaver, RPRN\atary Public
for the Commonwealth of Virginia arge, of
qualification in the Circuit Court tife City of
Chesapeake whose commission expapeber 30,
2006, do hereby certify that the wittleponent,
PHILIP G. LEAVY, JR., M.D., appearbédfore me at
Norfolk, Virginia, as hereinbeford &&rth; and
after being first duly sworn by megsathereupon
examined upon his oath by counsael; hirs
examination was recorded in stenobypme and
reduced to typescript under my dicggtand that the
foregoing transcript constitutesweefraccurate, and
complete transcript.

| further certify that | amot related to
nor otherwise associated with anyypar counsel to
this proceeding, nor otherwise irgezd in the event
thereof.

Given under my hand andinal seal at

Norfolk, Virginia this day of ,

2005.

Kristi R. Weaver, RGlo. 0313158

Notary Public
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