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I 1 (The witness was thereupon

I 2 duly sworn. )

3 RICHARD GORE, M.D.

i 4 called as a witness herein, having been first duly sworn,

I 5 was examined and testified as follows:

6 E X A M I N A T I O N

I
7 By Mr. Cozzi

I 8 Q. Doctor, would you please state your full name

9 for the record and spell your last name?

I 10 A. My name is Dr. Richard Gore, G-o-r-e.

I ii MR. COZZI: Let the record reflect that this is the

12 discovery deposition of Dr. Richard Gore, taken pursuant

I 13 to notice and continued to today's date by agreement of

I 14 the parties.

15 Doctor, I am going to be asking you

I
16 some questions pursuant to --

I 17 MR. MARGOLIS: Excuse me, I think it is pursuant to

18 subpoena.

I 19 MR. COZZI: I think he just agreed to give it.

I 20 MR. MARGOLIS: I have got a copy of the subpoena.

i 21 MR. COZZI: Oh, all right. Maybe it was a
22 subpoena.

I 23 THE WITNESS: I never received one.

i 24 MR. MARGOLIS: It is pursuant to notice.

I CURRAN-SMITH REPORTING
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i
• 1 MR. COZZI: Yes.

i 2 _ MR. MARGOLI S : Okay.

3 MR. COZZI: Doctor, I am going to be asking you

I
4 some questions this afternoon about a patient Agusto

I 5 Monaste rio.

i 6 If at any time you don't understand one
7 of my questions, please feel free to stop me and ask for

i 8 clarification.

9 Also, although you may anticipate what

i
i0 my question will be, please let me finish it before you

i ii start answering because the court reporter who is taking

i 12 down what we are saying today has difficulty taking down
13 two people talking at the same time.

i 14 I will do the same courtesy to you. I

i 15 will let you finish your answer before I ask the next
16 question.

I 17 If you are not done, please let me know

i 18 and I will stop.
19 BY MR. COZZI:

i 20 Q. What is your current address, Doctor?

i 21 A. My address is 990 North Lakeshore Drive,
22 Chicago, Illinois, 60611, Apartment 21-E.

i 23 MR. COZZI: One thing I should add.

i 24 This is taken pursuant to the

i
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1 applicable rules of the Illinois Supreme Court, Illinois

2 Code of Civil Procedure and the Circuit Court of DuPage

3 County.

4 BY MR. COZZI:

5 Q. You an M.D. degree, Doctor,hold I take it?

6 A. Yes, I do.

7 Q. What school was that from?

8 A. Northwestern University.

9 Q. When did you receive that degree?

10 A. 1977.

ii Q. Did you then intern or take a residency in

12 any specialty?

13 A. I then took a residency in radiology.

14 Q. When did you complete that?

15 A. 1981.

16 Q. Where did you take that residency?

17 A. Northwestern university, as well.

18 Q. Did you intern anywhere after that?

19 A. No, I did not intern after that.

20 Q. Any other residencies or subspecialties which

21 you studied after medical school?

22 A. I did a fellowship.

23 Q. Where was that?

24 A. University of California in SanFrancisco.

CURRAN-SMITH REPORTING
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1 Q. what area of concentration was the fellowship

2 i n?

3 A. Abdominal radiology.

4 Q. Any other fellowships?

5 A. No.

6 Q. I take it you are licensed in Illinois?

7 A. Yes, I am.

Q. What year was that license?8

9 A. 1978.

10 Q. Are you Board-certified in any specialty?

ii A. Yes, I am.

12 Q. What specialty?

13 A. Diagnostic radiology.

Q. When were you Board-certified?14

15 A. 1981.

16 Q. Any other Board-certifications?

17 A. No.18 Q. I take it you have staff privileges or some

19 sort of privileges here at Northwestern Memorial Hospital?

20 A. Yes, I do.

21 Q. How long have you been on staff here?

22 A. Since 1982.

23 Q. Do you have staff privileges at any other

24 hospital?

CURRAN-SMITH REPORTING
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!
1 A. Yes, at VA Lakeside Hospital.

I 2 Q. Anywhere else?

I 3 A. I am on the affiliate staff of Evanston
4 Hospital.

I 5 Q. Anywhere else?

I 6 A. No.
7 Q. Doctor, do you have any independent

I 8 recollection of the patient Agusto Monasterio?

i 9 A. No, I don't.
i0 Q. Prior to the deposition, I understand you

I ii reviewed some records regarding Mr. Monasterio?

I 12 A. I reviewed the T-tube cholangiograms of
13 Mr. Monasterio, and also the records that Mr. Perry

I 14 provided for me.

l 15 Q. Can you identify the T-tube cholangiograms by
16 date or any other way that you viewed them?

I 17 A. Yes. They are labeled by date.

l 18 Q. Can you tell me off the top of your head,

19 just so I know, exactly what you viewed?

I 20 A. Let me look at my report.

I 21 Q. Sure. Look at anything you need.

22 A. One study was performed on 6/11/1987, and the

I 23 second study was performed on 6/24/1987.

l 24 Q. Are those the only two radiographic type

!
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.

1 films you looked at before your deposition?

I 2 _ A. That's correct.

3 Q. Any written records that you looked at?

i
4 A. I have the operative report.

I 5 Q. What operation?

6 A. The date of operation was 6/17/1987.

i 7 I also have a one-page summary by the

I 8 M.I.C.U. resident.

9 Unfortunately, the date of that page is

I i0 not included, however, it is listed as page No. 69 by the

I ii copy service at the bottom of the page.

I 12 Q. Do you know which resident -- first off,
13 M.I.C.U., what does that stand for?

i 14 A. Medical intensive care unit.

i 15 Q. Is the resident who prepared that identified
16 anywhere on that?

i 17 A. I don't see it on this one sheet that I have.

i 18 Q. And the surgery on 6/17/87, was that
19 Dr. Joehl's surgery?

i 20 A. That is correct.

i 21 Q. Any other written records that you looked at
22 before the deposition?

ii 23 A. Yes. I have the CT scan performed on

24 6/12/1987.

I
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!
1 I have the copy of that report.

B 2 I also have the report of the CT scan

I 3 performed on 6/17/1987, and another copy of a CT report of
4 6/24/1987.

B 5 Q. Did you prepare those CT scan reports?

H 6 A. I interpreted the CT scans and dictated them,
7 two of the three.

B 8 Q. Okay.

H 9 A. One other physician dictated one of the
I0 reports.

D ii Q. Who was the other physician?

H 12 A. Dr. Robert Vogelzang, V-o-g-e-l-z-a-n-g.
13 Q. Is he still on staff here at Northwestern?

H 14 A. Yes, he is.

B 15 Q. I take it the -- you didn't bring the CT scan
16 films with you?

B 17 A. No, I did not.

D 18 Q. Are those available?
19 A. No, they are not.

IH 20 Q. Were they destroyed?

IH 21 A. I have no way of knowing.
22 MR. MEYER: Off the record for a second.

H 23 (There followed a discussion

!B 24 outside the record.)
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!
1 BY MR. COZZI:

I 2 Q. Doctor, drawing your
attention to the T-tube

l 3 cholangiogram report of 6/11/87, starting from the top
4 there you have written, "Contrast gently installed through

I 5 the patient's T-tube."

l 6 Is that the typical procedure for
7 initiating the T-tube cholangiogram?

I 8 A. That's correct.

l 9 Q. Then you have, "The patient experienced pain
i0 immediately."

l ii Is that something
that is also typical

i 12 in cases such as t'his?
13 A. It is not uncommon.

!
14 Q. The next sentence is, "There is a high grade

15 obstruction seen in the proximal common bile duct."

II 16 Did you ever identify what exactly was

III 17 causing the obstruction identified there?

18 A. The record states that there are findings

19 compatible with a common bile duct stone, and this may

II 20 have been responsible for this high grade obstruction-

I 21 Q. was there ever a definitive diagnosis made by
22 yourself as to exactly what was causing the obstruction?

I 23 A. No.
24 Q. Doctor, as you understand it, did this

I CURRAN-SMITH REPORTING
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!
1 patient suffer from a pancreatitis?

I 2 A. The admitting note says that the patient was

3 suffering from pancreatitis, yes.

!
4 Additionally, the history provided for

I interpreting the T-tube cholangiogram also states the
5

6 patient was suffering from pancreatitis.

I 7 Q. Is there also a large mass present in the

I abdomen of the patient secondary to the pancreatitis?
8

9 A. I don't understand the question.

I i0 Q. It would be easier if we did it this way,

I ii Doctor.

12 • Let's move to your report of the CT

!
13 scan of the abdomen dated 6/12/87.

I Now, that was also a report you
14

i 15 prepared, Doctor?
16 A. That is correct.

I And prepared that at --
17 Q. you

II 18 MR. PERRY: 5/29 maybe.
19 MR. MARGOLIS: Okay, got it.

[I 20 BY MR. COZZI:
i 21 Q. This report was prepared by yourself after

I 22 viewing the CT scan films at some point when they were in

I 23 existence?

,  es.
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!
1 Q. On the very first paragraph, you have

I • "Marked changes of pancreatitis are identified.
2 written,

I 3 "This is associated with a phlegmon in
4 the region of the pancreas."

I 5 What is the phlegmon? What does that

l 6 mean?
7 A. A phlegmon, p-h-l-e-g-m-o-n, is an

I 8 inflammatory mass due to an influx of white cells and

l 9 edema.
i0 This is commonly seen in patients with

I ii pancreatitis, and it either can resolve or proceed into an

i 12 abscess.
13 Q. Referring to -- back to the T-tube

I 14 cholangiogram of 6/11/87, is it common or in your

I 15 experience, have you found that obstructions such as you
16 have identified in the T-tube cholangiogram film or report

I 17 of 6/11/87, that those obstructions can also be due to the

l 18 presence of a phlegmon such as you have identified in the
19 CT s can?

i 20 A. Pancreatitis and phlegmon does not commonly

I 21 lead to obstruction, but it certainly is reported.
22 Q. I am sorry, Doctor, it is reported --

I 23 A. Perhaps the best way to state this is it is

il 24 uncommon.

il CURRAN-SMITH REPORTING



I 13

.
° 1 Q. For a phlegmon to lead to the obstruction?

i 2 A. For a phlegmon to lead to obstruction of the

3 biliary system, but it would be only a minority of

i
4 phlegmons that produce this obstruction.

i 5 Q. By "this obstruction," you would mean an

6 obstruction such as you have identified in the

i
7 cholangiogram film report of 6/11/87?

i 8 A. An obstruction of the bile ducts in general.

9 The report that I state here states

I I0 that there is a filling defect in the distal duct.

I Ii As a rule, phlegmon would not cause a

i 12 filling defect or a meniscus effect, as I stated on this
13 cholangiogram report.

i 14 Q. When you say "meniscus effect," what exactly

15 do you mean by that?

i 16 A. The meniscus effect is secondary to the same

I 17 process that causes deformity of the contrast within the

18 bi liary system.

i 19 It simulates a meniscus in which you

I 20 have somewhat of a rounded deformity surrounded on both

21 sides by a small amoun£ of contrast.

i 22 It is very similar to looking at water

I 23 in a small tube.

i 24 At the sides of the tube, the water

,i CURRAN-SMITH REPORTING
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seemsto ee evate a overemaindert ewaterevewtntatue
3 Q. Other than being caused by a common bile duct

4 stone, can that meniscus effect when viewed by the use of

5 a T-tube cholangiogram be caused by any other condition?

6 A. Yes, it can.
7 Q. What other conditions can cause that effect?

8 A. A blood clot, viscous bile.
9 Q. What is that, Doctor? I am sorry?

i0 A. viscous? This is bile that is very thick and

ii it tends to congeal.

12 Other causes of the meniscus effect13 would include certain flukes, f-l-u-k-e-s, of the liver

14 such as ascaris, a-s-c-a-r-i-s, and the sphincter,

15 s-p-h-i-n-c-t-e-r, of Boyden, B-o-y-d-e-n, can16 occasionally cause a meniscus effect in the distal duct,

17 as well.

18 Q. You say distal duct.19 This is the duct you are referring to

20 here?
21 A. That's correct.

22 Q. On the sphincter of Boyden?

23 A. B-o-y-d-e-n, that's correct.

24 Q. Where is that located in relationship to all

CURRAN-SMITH REPORTING
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I
1 these -- well, in relationship to the distal duct?

I 2 A. It is seen at the distal end of the duct and

3 is part of the sphincter mechanism between the bile duct,

I
4 pancreatic duct and duodenum.

I 5 MR. COZZI: I am sorry, could you read that back.

6 (The record was read by the

I 7 reporter as requested.)

I 8 BY MR. COZZI:

9 Q. Were there any other possible causes of the

I
10 meniscus effect, Doctor?

I Ii MR. MARGOLIS : Generally?

12 MR. COZZI: .Yes. Well, he was listing some. I

I 13 didn't know if I cut him off or if there were any more.

I 14 BY THE WITNESS:

i 15 A. These are the more common causes that I
16 recall at the moment.

I 17 BY MR. COZZI:

18 Q. Did you rule out any of these causes as being

I 19 the cause for the meniscus effect in this case?

I 20 A. No, I did not.

21 Q. As you sit here today, and if you need to

I 22 look at the films again, please do, are you able to rule

I 23 out any of these causes?

i 24 By "any of these causes," I mean the

I CURRAN-SMITH REPORTING
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i
1 ones you added in addition to the possibility of a common

2 duct stone.

3 A. No, I am not.

I
4 Q. You are not able to rule out any?

I 5 A. That is correct.

i 6 Q. Doctor, getting back to the 6/11/87 T-tube
7 cholangiogram report, the second paragraph, there does

I 8 appear to be some extravasation.

i 9 I think I know what that means, but for
i0 clarification, can you explain that?

i ii A. Extravasation, e-x-t-r-a-v-a-s-a-t-i-o-n, is

I 12 a leakage of contrast outside of the tube or the lumen in
13 which it is supposed to be contained.

i 14 Q. You have got following that, "It is not

i 15 certain whether this is extravasation around the T-tube or
16 perhaps from the common bile duct remnant that would cause

i 17 the extravasation. "

i 18 In this case, did you ever determine
19 from where the extravasation was coming from, either the

i 20 T-tube or from the common bile duct remnant?

i 21 A. No.
22 Q. Is it an uncommon condition for there to be

i 23 some extravasation from around the T-tube?

i 24 A. It is not uncommon to find that

i CURRAN-SMITH REPORTING
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!
• 1 extravasation.

I 2 _ Q. Is there any explanation for why there would

l 3 be extravasation from the T-tube?
4 A. The reason for this is that the T-tube is a

l 5 foreign body placed within the bile duct, and sometimes

i 6 there is some seepage of contrast and bile between the
7 bile duct and the T-tube.

l 8 Q. Can you explain what you mean by the term

i 9 common bile duct remnant?
10 A. I think this is an error on my part.

l ii I should have written cystic duct

l 12 remnant, c-y-s-t-i_c, duct remnant, rather than common
13 bile duct remnant.

l 14 Q. What is the cystic duct --

i 15 A. The cystic duct connects the gallbladder with
16 the common bile duct.

I 17 When the gallbladder is removed, the

i 18 cystic duct is transected and tied off.
19 Often there is a small nubbin of cystic

l 20 duct that remains, and that is called the cystic duct

i 21 remnant.
22 Q. Is it then common, I imagine, in cases--

l 23 well, when you first formed -- strike that.

i 24 It is then not uncommon in the cases of

!
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!
1 T-tube cholangiograms performed following a gallbladder

B 2 removal surgery for there to be some extravasation from

3 the -- what would be the cystic duct remnant?

!
4 A. That is correct, it is not uncommon to find

H 5 extravasation in the region of the cystic duct remnant on

H 6 T-tube cho langiograms.
7 Q. Doctor, I would next like to draw your

H 8 attention to the T-tube cholangiogram report you prepared

i 9 following the 6/24/87 procedure.
I0 MR. MARGOLIS: What page?

i ii MR. COZZI: 54.

H 12 BY MR. COZZI: '
13 Q. Doctor, is there any change in the findings

H 14 between this procedure and the 6/11/87 procedure?

i 15 A. The findings are very similar on the two
16 examinations.

H 17 Q. I note at the bottom of your 6/24/87 report

H 18 under "Impression," you have got, "Obstruction of the
19 common bile duct once again identified."

H 20 In the previous report of 6/11/87, you

H 21 have, "Findings compatible with a common bile duct stone."
22 What I am getting at, Doctor, is there

H 23 is no mention of the common bile duct stone as far as

H 24 being compatible with the findings on the second report.

!
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I 1 Is there any reason why that was not

I 2 mentioned the second time?

3 A. Probably at the time that the second T-tube

i 4 cholangiogram was performed, Dr. Joehl or one of his house

I 5 staff had contacted me stating that the patient had common

6 bile duct exploration and no mass or stone was found

I
7 within the bile duct.

I 8 Q. Do you recall such a conversation?

9 A. No, I do not.

I I0 Q. Would you have recorded it anywhere in your

I ii records?

12 A. No, I. would not.

I 13 Q. So would the impression at the time of the --

I 14 the impression recorded in the report of 6/24/87 would be

15 a refinement of the impression recorded on 6/11/87, in

I 16 other words, more or less a correction?

I 17 A. No. I would agree that it is a refinement

18 but not a correction.

I 19 Q. I guess what I am getting at, Doctor, does

I 20 the fact that you were -- that you recorded your

21 impressions in the 6/24/87 report as you did indicate to

I 22 you that there was not a stone present at the time of the

II 23 6/11/87 T-tube cholangiogram?

!I 24 MR. MARGOLIS: Objection to the form of the

I CURRAN-SMITH REPORTING
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!
• 1 question.

I 2 You are asking the doctor whether or

i 3 not his report changes his opinion as far as what he
4 previously testified was present in a different viewing of

I 5 a film on a different date.

i 6 MR. COZZI: I am just asking if the findings as of

7 6/24/87 change his impression that he had on 6/11/87.

l 8 MR. MARGOLIS: What I am objecting to is that you

i 9 are asking him whether or not what he reads in his reports
i0 changes what his opinion is rather than what he observes

I ii on the films.

0

I 12 MR. COZZI: Okay. Well, do you want to look at the
13 films?

I 14 MR. MARGOLIS: That is my objection.

l 15 I am objecting to the form of the

16 question because you are asking whether or not reading his

l 17 report now changes his opinion from the interpretation of

I 18 the film previous -- on a previous date.
19 MR. COZZI: Okay.

I 20 MR. PERRY: Could you read the question back.

I 21 (The question was read by the
! 22 reporter as requested. )

l 23 BY THE WITNESS:

I 24 A. No.

!
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1 BY MR. COZZI:

2 Q. Is it possible for stones of this nature to

3 pass or somehow move from a certain location?

4 A. Yes, it is.

5 Q. Are you aware of whether or not the stone

6 moved or somehow passed in this case from the time of your

7 6/11/87 interpretation to the time of the 6/24/87

8 interpretation?
9 A. There was no way I would know that.

10 Q. Is there any way that that would be

ii documented, to your knowledge, by another physician or
12 some other testing mechanism?

13 MR. MARGOLIS: Excuse me. I am going to object to

14 the form of your question.

15 Is there any way that it is documented

16 how the stone actually passed?

17 MR. COZZI: No, that a stone moves or passes in

18 this case -- in a case such as this.

19 BY THE WITNESS:

20 A. Unless a--

21 MR. MARGOLIS: I am objecting to the form.

22 Doctor, if you understand the

23 questions, please feel free to answer them as best you

24 can.

CURRAN-SMITH REPORTING
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lI
r 1 The only reason I am objecting at

I 2 certain times as to form is if I don't think the question

I 3 can be answered.
4 If you can answer them, however, please

l 5 feel free to do so.

i 6 THE WITNESS: Would you restate the question,

7 please.

I 8 (The question was read by the

i 9 reporter as requested.)
i0 BY THE WITNESS:

l ii A. The only way of documenting the passing of a

I 12 stone is retrieving the stone from the stool.
13 That is not routinely done.

I 14 BY MR. COZZI:

II 15 Q. Doctor, I believe you testified earlier that
Im

II 16 as far as the 6/11/87 T-tube cholangiogram is concerned,

17 you never made a definitive diagnosis as to whether indeed

18 there was a stone present or one of the other causes for

II 19 the results that you identified; is that correct?

I 20 MR. MARGOLIS: Objection. The previous questions
• 21 of this doctor was whether or not a meniscus effect was

!
22 caused by -- could have been caused by a stone or some

23 other particular occurrence that the doctor testified

24 about.

CVRRAN-SMITH REPORTING
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!
1 The doctor has not testified today that

l 2 he wasn't sure if there was a stone.

I 3 I didn't hear that testimony today at
4 all.

I 5 MR. COZZI: I believe he testified that he never

i 6 made a definitive --
7 BY MR. COZZI:

l 8 Q. Did you make a definitive diagnosis, Doctor,

l 9 as of 6/11/87, as to whether or not the obstruction you
i0 identified was indeedlcaused by a stone?

I ii MR. MARGOLIS: Excuse me. That's a different

I 12 question. '
13 MR. COZZI: If it is a different question --

I 14 MR. MARGOLIS: Just so it is clear, what I was

l 15 objecting to was your earlier question, was whether or not
16 there was a stone.

I 17 This question is whether or not an

I 18 obstruction is caused by a stone. It is a separate
19 question.

l 20 MR. MEYER: The record will speak for itself.

i 21 Let's get on with it.
22 MR. PERRY: Is there a question pending?

I 23 MR. COZZI: Repeat the last question.

!
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!
1 BY THE WITNESS:

i 2 _ A. The cholangiogram --

3 MR. COZZI: Repeat the last question.

i 4 (The question was read by the

i 5 reporter as requested.)

i 6 MR. PERRY: Do you understand the question?
7 THE WITNESS: Yes, I do.

i 8 BY THE WITNESS:

9 A. On that study, I did not make a definitive

|
10 diagnosis as to whether the obstruction was due to a stone i

i ii or one of the other considerations.

i 12 BY MR. COZZI:
13 Q. Doctor, what would be the other

i 14 considerations that would cause the obstruction you

i 15 identified in the 6/11/87 cholangiogram report?
16 A. Again, it would be very similar to the

i 17 differential diagnosis that I gave you for the meniscus

i 18 effect.
19 That would be blood clot, viscous bile,

i: 20 a bile duct parasite"

21 Occasionally when there is severe spasm

22 of the sphincter Boyden, that can also cause transient

I 23 obstruction of the biliary system.

I 24 Q. Doctor, do you recall ever reviewing any

i' CURRAN-SMITH REPORTING
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I
1 T-tube cholangiogram films from Good Samaritan Hospital on

2 this patient?

j 3 A. No, I have not.

4 Q. Doctor, would the fact that T-tube

I 5 cholangiogram films taken of this patient prior to 6/11/87

I 6 at Good Samaritan Hospital did not show the presence of a
7 common bile duct stone -- would that fact influence what

8 you would consider to be a possible cause for the

I 9 obstruction you identify in the 6/11/87 report?

i0 MR. MARGOLIS: I object. My objection is that the

I •ii question in form is impossible to answer.

I 12 Number two, it is an improper

13 hypothetical -- I believe an improper hypothetical and not

I 14 a complete hypothetical.

I 15 It has no basis for being asked in this

16 litigation.

I 17 MR. PERRY: Have her repeat it.

I 18 (The question was read by the

19 reporter as requested. )

I 20 MR. MARGOLIS: I also object because I don't

I 21 believe this witness is being asked questions as an expert

22 but a treating physician, and asking questions of him

I 23 which is beyond what he did in relation to this patient is

I 24 improper.

I
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I 1 He is not an expert witness.

I 2 MR. COZZI: Well, he just listed some causes and I

3 am asking him if that fact changed his identification of

i
4 any possible causes.

I 5 MR. MARGOLIS: He has already indicated that he

6 never looked at Good Samaritan films.

I 7 Now you are suggesting facts from Good

I 8 Samaritan that are not before him and you are asking him

9 to render an opinion.

I 10 I am suggesting that it is improper to

I ii ask a treating physician hypothetical questions that are

I 12 better posed to an expert who has reviewed that
13 information.

I 14 This doctor has testified he has not.

15 MR. PERRY: I would like to say an objection, also.

I 16 The doctor has not reviewed any prior

I 17 films, and a question that counsel has presented has

i 18 reference to prior films.
19 I would like for the doctor just to

I 20 address the issues stated in the films that he had taken,

II 21 and, also, that he had interpreted and limit his testimony
22 to that portion as far as the deposition is concerned.

I 23 MR. MARGOLIS: Thank you.

l 24 MR. COZZI: So you are instructing the doctor not
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I
1 to answer the question?

I 2 MR. PERRY: Doctor, do you understand the question?

I 3 THE WITNESS: I don't understand the question.
4 MR. PERRY: The question -- I don't think the

I 5 question could be answered.

I 6 THE WITNESS: Could you rephrase it.

7 MR. COZZI: I will try.

I 8 MR. MARGOLIS: Just so the record is clear, I am

i 9 going to object to any questions being asked of this

i0 doctor who is here as a treating physician that-are

I ii hypotheticals based on records not before the doctor

I 12 because this is no't an expert's deposition.

13 He happens to be an expert, but he is

I 14 an expert based on what he has done.

I 15 He can tell you what he has done and

16 what he interpreted.

I 17 To ask him questions concerning other

I 18 hospitals would be improper.

19 His counsel is here and also suggested

I 20 he doesn't want him answering those types of questions

I 21 other than what is within his own personal knowledge.

22 MR. MEYER: Since everybody seems to have an

I 23 opinion, I submit that if he were on the witness stand at

I 24 trial and were asked that question, he would be required

I
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I
1 to answer it, if he understands the question.

i I don't know if anybody wants to come
2

3 back here, but I think that it might be faster just to

i
4 answer it and get it over with.

I MARGOLIS: You are not showing him -- at trial
5 MR.

i 6 if you asked him a question and didn't show him any
7 records, how could he possibly answer the question.

I 8 MR. MEYER: I want get
don't to into a debate here.

i 9 I stated my position.
10 MR. PERRY: Let's move on.

I ii BY MR. COZZI:

i 12 Q. I wil'l ask it this way, Doctor. I will try
13 and clarify it for you if I could.

I 14 You had previously listed possible

15 causes for -- and correct me if I am wrong.

II 16 You previously listed possible causes

I 17 for the obstruction that you identified in the 6/11/87

II 18 cholangiogram film report.

II 19 I am asking you, if you were to assume

20 that T-tube cholangiogram films taken at Good Samaritan

21 Hospital prior to the time when you interpreted the

II 22 6/11/87 films here at Northwestern were negative for the

I 23 presence of a stone, would that indicate to you or rule

I 24 out, if you will, any of the causes that you have
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i• 1 identified?

I 2 MR. MARGOLIS: I am objecting.

II 3 The reason I am objecting is because
4 your question says as its premise in a hypothetical, which

II 5 I am first saying is improper to this treating physician,

I 6 but No. 2, it assumes that there was a negative finding.7 By whom is this negative finding?

I 8 YOU are not showing the physician who

l 9 you are asking this question whether or not in a film that
10 he is entitled to look at -- if you want to show him a

I ii film that he can look at to ask whether or not the film is

I 12 even a good film.

II 13 Maybe the film is not a good view.14 Maybe he would have told the doctor who was doing the

II to take another picture because it doesn't

15 cholangiogram

16 show what he is looking for.

17 So the premise that there is a negative

I 18 finding is a loaded question.19 By whom is this finding and is this
r--

!_ 20 film, which you are saying in your hypothetical has a

i-- 21 negative finding -- is this film a proper film to show

im 22 whether or not a stone is there.
_m

!I 23 I object to it. It is highly an

l 24 improper question.

!
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!
1 This physician is not being shown any

I 2 film to view himself, and premise that there is a
your

3 negative finding is contrary to fact.

|
4 MR. PERRY: Doctor, do you understand the question?

I 5 THE WITNESS: I believe I do or let me phrase it

i 6 t hi s way.
7 MR. PERRY: Let counsel phrase the question right.

I Do understand the question as it is
8 you

9 presented to you?

!
l0 THE WITNESS: I believe so.

l PERRY: All What is understanding
ii MR. right. your

l 12 of the question? •
13 BY THE WITNESS:

I of the question is in a
14 A. My understanding

i 15 hypothetical case, not specifically Mr. Monasterio, if I
16 interpreted one cholangiogram that showed a defect within

iI 17 the duct and yet had a previous cholangiogram
of equally

i 18 good quality that showed no definite stone, would that

I 19 change my interpretation of the second study, and my
20 answer to that question is no.

21 MR. PERRY: Okay, fine.

I 22 BY MR. COZZI:

I 23 Q. Doctor, drawing your attention to the CT scan

24 of the abdomen of 6/12/87, paragraph two, you identify on

!
i' CURRAN-SMITH REPORTING
I



i 31

I 1 scan 4, density in the region of the common bile duct.

I 2 _ MR. MARGOLIS: Scan 14.

3 MR. COZZI: I am sorry, did I say 4?

|
4 MR. MARGOLIS: You did.

I 5 MR. COZZI: It is scan 14.

6 BY MR. COZZI:

I
7 Q. (Continuing.) -- density in the region of the

I 8 common bile duct, and it is not certain whether this

9 represents volume averaging with a clip or perhaps with a

I 10 stone.

I Ii Would it be fair to say that you did

12 not make my definitive diagnosis to a reasonable degree of

I
13 medical certainty upon reviewing the CT scans in

I 14 preparation for this report as to whether or not there was

i 15 indeed a stone present?
16 A. On the basis of what I stated here, a

i 17 definitive diagnosis of what this density represented was

18 not made on the CT scan at that time.

I 19 Q. You mention "represents volume averaging with

_I 20 a clip."

i 21 What do you mean by that?22 A. Volume averaging is a phenomenon that occurs

I 23 on CT scan.

I 24 The CT scan picture that we look at is

l
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I
1 infinite in thinness, but it actually represents one

i 2 centimeter in length of tissue.

3 Occasionally some structures, for

i
4 example -- some structures may be included in that same

i 5 centimeter of tissue that is being interrogated by the CT

i 6 scan.
7 Let me explain it this way.

i 8 Suppose you have barium in the colon

9 and the bladder adjacent to the colon.

i
i0 Occasionally your 10 millimeter thick

i ii scan may include both the barium in the colon and the

i 12 bladder.
13 This will give you the false impression

I 14 of a mass in the bladder or, perhaps, a mass in the colon,

i 15 and this is the phenomenon of volume averaging.
16 Q. Is the T-tube cholangiogram a better

i 17 diagnostic tool than a CT scan for identifying the

i 18 presence of a common bile duct stone?
19 A. In these cases, the T-tube cholangiogram is

i 20 considered the gold standard for the detection of common

i 21 bile duct stones as compared to CT, but I have seen cases
22 where the CT has identified the stone and the

i 23 cholangiogram has missed it.

i 24 Q. Doctor, also, on that CT scan report of

I
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1 6/12/87, the bottom paragraph, the first page, there was

2 identified , "Low density areas within the liver."

3 Did you ever make a determination as to

4 what those were?

5 A. CT scan is incapable of making an exact

6 diagnosis of any abnormality because it is just a

7 reconstructed image based on digital numbers.

8 It cannot give pathology.

9 It states in the report that this area

i0 has an attenuation of 8.8, capital H, capital U, and

ii abnormalities that have this attenuation or density tend

12 to be cysts in the vast majority of cases.

13 Q. Under impression, Doctor, you have, "Findings

14 compatible withlpancreatitis and phlegmon involving the

15 region of the pancreatic" -- et cetera, et cetera.

16 Do you recall ever making a diagnosis

what the cause of the pancreatitits and phlegmon in17 as to

18 this case was?

19 A. No.

Do recall of the other physicians or20 Q. you any

21 other medical professionals who were attending to

22 Mr. Monasterio making a diagnosis as to what the cause of

23 those conditions were?24 A. No, I do not.
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!
1 Q. Doctor, do you have with you then the T-tube

I 2 cholangiogram films of the patient?

3 A. Yes, I do.

l °..

4 Q. Can we put those on the shadow box and ask

I 5 you a couple questions about those, and maybe we can

l 6 put -- there were two studies; correct?
7 A. That's correct.

l 8 Q. Put one on the top and one on the second.

9 (There followed a discussion

l i0 outside the record. )

I ii MR. COZZI: Could you mark these.

l 12 MR. MEYER: ' Doctor, could you tell me how many
13 films were taken that we have here on 6/11?

I 14 I am going to put stickers 1 through 6,

l 15 which are exhibit numbers for today's deposition, on these
16 films.

l 17 (Gore Deposition Exhibits

i 18 Nos. 1 through 6 were
19 marked for identification as

I 20 of 11/20/90.)

i 21 MR. MEYER: Now, Doctor, all these were taken on
22 6/11/87?

l 23 THE WITNESS: That is correct.

i 24 MR. MEYER: How many films were taken on 6/24,
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i

1 cholangiograms ?

I 2 _ THE WITNESS: Five.

3 MR. MEYER: I am going to put stickers 7 through ii

i
4 on those films.

I 5 (Gore Deposition Exhibits

6 Nos. 7 through ii were

I 7 marked for identification as

I 8 of 11/20/90.)

9 MR. MEYER: Now, Doctor, are exhibit stickers 7

i
I0 through ii placed on the films taken on July 24, 1987?

I ii THE WITNESS: June 24th, 1987, yes.

i 12 BY MR. COZZI:
13 Q. Can you identify for us the common bile duct

I 14 obstruction that you identify in your report of 6/11/87 on

i 15 these films?
16 If you want to take them one at a time.

I 17 MR. MARGOLIS: Why don't you give him the red pen.

i 18 MR. PERRY: I would not mark those.
19 BY THE WITNESS:

I 20 A. The films also show essentially the same
9

i 21 finding, in which we see a T-tube, which is this T-shaped
22 structure within the common dial duct.

I 23 BY MR. COZZI:

i 24 Q. T-tube?
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I
• 1 A. One of its ends extends to the skin surface.

I 2 _ It intersects at a 90 degree angle the

3 common bile duct.

I
4 The obstruction is signified by the

I 5 fact that there is very little contrast entering the

i 6 duodenum.
7 In patients with non-obstructed bile

I 8 ducts, contrast should freely flow into the duodenum.

i 9 Q. Could you point out again the obstruction in
i0 the film, Exhibit No. i?

I ii A. Approximately three centimeters distal to the

i 12 T-tube insertion ihto the common bile duct we see a
13 meniscus •sign at the site of apparent obstruction.

I 14 Then there is approximately four or

i 15 five centimeters of bile duct here, which we do not
16 visualize and which we should.

I 17 We should visualize the bile duct at

i 18 this point, but we don't. It stops at this point.
19 We see a little bit of bile duct on

I 20 Exhibit No. 6, but, again, a meniscus effect is seen in

i 21 the same spot about two to three centimeters distal to the
22 T-tube insertion of the common bile duct.

I 23 MR. MARGOLIS: So the record is clear, originally

i 24 the doctor was pointing on Exhibit i.

I
CURRAN-SMITH REPORTING



m 37

I
• 1 • BY MR. MARGOLIS:

2 Q. Doctor, is there any way of grading meniscus

3 effect, moderate, severe, minimal, in terms of that

!
4 nature?

I 5 A. It is very subjective and qualitative, but I

i 6 would say this is moderate to severe.
7 Q. Is there any significance to that fact?

I 8 You testified that, I take it, in your

9 opinion, your subjective opinion, that this is a moderate

I
i0 to severe meniscus effect identified here in these films?

I ii A. This is a meniscus effect causing moderate to

12 severe obstruction' of the bile duct.

I 13 Q. In terms of identifying the cause of the

I 14 obstruction, is moderate to severe obstruction of the bile

i 15 duct of any significance?
16 MR. PERRY: Excuse me. Objection. I am not sure

I 17 that is a question.

i 18 Can you repeat that.
19 BY MR. COZZI:

I 20 Q. Is there any significance to the fact that

i 21 you consider this a moderate to severe obstruction of the
22 common bile duct?

I 23 A. Moderate to severe obstruction of the bile

i 24 duct can occur in any of the etiologies I described to you
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I
1 earlier in the deposition.

I 2 . So I would not ascribe any specific

3 significance to the severity of obstruction in terms of

i 4 better understanding its etiology.

I 5 Q. Doctor, can you just explain for me again --

6 you mentioned meniscus effect.

I 7 Using the films, what are you referring

I 8 to?

9 A. The meniscus effect is best seen on

I
i0 Exhibit 4.

I Ii In the region of the obstruction we can

i 12 see contrast within the bile duct and it abruptly
13 terminates.

I 14 At the point of termination, one can

i 15 see a little bulge in the contrast column and that
16 simulates a meniscus.

I 17 In view of the fact that it bulges

18 centrally, it is more reminiscent of a meniscus of Mercury

I 19 in a glass tube as opposed to water in a glass tube.

I 20 Again, the meniscus is this semilunar

I 21 impression or semicircular impression upon the barium --
22 upon the contrast column at this point.

I 23 Q. Doctor, why don't we put up the films from --

24 MR. MARGOLIS: Wait. Hold on a second.

I
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1 just for brevity, as long as we have

I 2 these films, if you have no further questions on 6/11, I

i 3 think we should ask all other questions on 6/11.
4 MR. MEYER: I have questions, but I prefer not to

I 5 do it that way.

i 6 MR. MARGOLIS: I tried.
7 MR. COZZI: Why don't you leave it up, No. 4, since

I 8 you said that showed the effect.

l 9 BY MR. COZZI:
i0 Q. Doctor, just for the record, you have now

l ii placed on the shadow box Exhibits 7 through ii.

i 12 ' In addition to Exhibit 4, Exhibits 7
13 through ii are the cholangiograms taken on 6/24/87; is

I 14 that correct?

i 15 A. That is correct.
16 Q. Can you identify for us, again, Doctor, the

I 17 common bile duct obstruction on the 6/24/87 films?

i 18 A. Once again, approximately two to three
19 centimeters distal to the insertion of the T-tube into the

20 bile duct a meniscus effect is identified.

l 21 This is associated with obstruction of
22 the common bile duct.

I 23 Once again, the obstruction is moderate

l 24 to severe with only a small trickle of contrast seen in
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1 the distal common bile duct and entering the duodenum.

I 2 _ Q. Is there any change, Doctor, in the location

i 3 of the obstruction in the 6/24/87 films as opposed to
4 6/11/87 films?

I 5 A. There is no significant change in the site of

l 6 obstruction.
7 Q. How about the degree of the meniscus effect

I 8 present on 6/24/87 as opposed to -- by that I mean the

i 9 bulging you identified earlier.
i0 Was there any change in the degree of

I II meniscus effect on the 6/24/87 films at opposed to the

I 12 6/11/87 films?
13 A. There is no significant change in the

l 14 meniscus effect seen on the 6/24 study compared to the

l 15 6/11/1987 study.

16 Q. Does the degree of trickling of the contrast

l 17 material also appear to be the same or was there any

l 18 change in that?
19 A. The amount of trickle of contrast beyond the

l 20 meniscus effect is, also, quite similar on the second

l 21 study.
22 MR. COZZI: That's all I have right now.

l 23 Do you want to jump in while the films

l 24 are up?

!
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I
1 MR. MARGOLIS: Do you want to go first?

I 2 _ MR. MEYER: Yes.

3 BY MR. MEYER:

I
4 Q. Doctor, can you tell me how long the portion

I 5 of the tube is, the T-tube that is actually in the lumen

i 6 of the common duct?
7 A. I do not have a centimeter ruler with me.

I 8 I can obtain one if you would like

9 something more accurate.

I
10 Q. Can you give me your best estimate?

I ii A. I would say it is approximately five to six

i 12 centimeters of T-tUbe are located within the -- strike
13 that.

I 14 I would say probably three to four

i 15 centimeters of T-tube are located within the duct.
16 Q. Would that be equally divided on each side of

I 17 the T?

i 18 A. There appears to be more of the T-tube in the
19 proximal, that is the more superior portion of the bile

I 20 duct as opposed to the distal portion.

i 21 Q. Can you see on any of these films the T-tube
22 i tsel f?

I 23 A. Indeed we can.

i 24 On scan No. 9 is a preliminary film
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!
1 which shows the T-tube before contrast was administered.

I 2 _ Q. In that film it appears that the distal end

I 3 of the T-tube ends almost at exactly the same level as the
4 most distal staple; is that accurate?

I 5 A. That is correct.

l 6 Q. The obstruction in the common duct appears to
7 be about one-and-a-half to two centimeters distal to that

I 8 same staple; is that accurate?

i 9 A. That is correct.
i0 Q. So would it be accurate to say that this

I ii obstruction is approximately one-and-a-half to two

i 12 centimeters distal to the end of the T-tube?
13 A. Yes.

I 14 Q. In the film we were just talking about -- we

I 15 saw that on a film taken on 6/24 -- can we see the T-tube
16 taken -- shown on the films of 6/11? Would it be the same

I 17 T-tube?

I 18 A. I believe there was surgery performed in the

19 interval and usually T-tubes are replaced.

I 20 The films that I have of 6/11/1987 do

i 21 not include the preliminary film.
22 So the T-tube that was initially

I 23 inserted is obscured by the contrast within the bile duct.

i 24 Q. You indicated that you believe there was

!
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!
_ ° 1 surgery performed during that interval.
L-

ie" 2 Why do you believe that?

3 A. I believe I read that in the record, the

I 4 operative note, I believe, on 6/17/1987.

iti 5 Q. The records that you brought with
you?

i 6 A. Yes, that is correct.
7 Q. Doctor, does this operative report indicate

I 8 whether or not any instruments were passed into the common

i 9 duct through the area of the obstruction shown on 6/11?
i0 A. I will need some time to read the operative

I Ii report.

!i 12 O. Sure.
im

II 13 A. In my brief reading of the operative report,14 I do not see mention of an exploration of the bile duct.

In 15 Q. Do you have any other information which leads

li 16 you to believe that that bile duct was in any way explored17 between 6/11 and 6/24?

i 18 A. No, I do not.
19 Q. Earlier I think you testified that you were

t 20 probably told that there was no stone in that duct.
21 If I mischaracterized testimony,

ll  our22 correct me.

I 23 A. That is what I stated, yes.
24 Q. Do know if in fact were told?

ll
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I
1 A. There is no way of knowing.

I 2 Q. Do you know why you said earlier that you

3 probably were told that?

i
4 A. Because in complicated patients, I usually

I 5 try to speak to the house staff or the referring physician

i 6 just as a rule just to get some idea of what is going on
7 with the patient, but I have no --

I 8 Q. You just don't know if you did in case?

9 A. No, I don't.

I 10 Q. Were you actually present when these film

I ii were taken?

12 A. That ,is impossible to say.

I 13 I could have performed the procedure or

I 14 perhaps one of my residents did.

i 15 Q. In the one report you indicated that the
16 patient experienced pain almost immediately?

I 17 A. Right.

i 18 Q. Would that have been -- is that any ....
19 indication to you as to whether you were present or

I 20 whether someone else was present?

21 A. No, it is not.

I 22 Q. The T-tube -- we have already talked about

I 23 the part of the T-tube that is inside the common duct.

i 24 How long is the stem of the tube that

I
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I
! 1 is not in the duct?

l 2 A. The length of the T-tube from the duct to3 skin surface?

I! 0
I

II A. Again, I don't have a centimeter ruler with
5

II 6 me and there is some obliquity of this films, but I would
7 estimate that it is approximately eight to nine

I 8 centimeters distance between the skin wound and the9 insertion of the T-tube into the common bile duct.

II i0 Q. Doctor, do you ever become involved in

i ii exploring the common duct or removing of stones?

i 12 MR. PERRY: Involved how, Counsel?

13 MR. MEYER: Pardon? I am sorry, I don't

14 understand.

i 15 MR. PERRY: Involved how?

16 MR. MEYER: I am just asking if he ever was

17 involved at all.

18 BY THE WITNESS:

_ 19 A. At the time of surgery, no.

i 20 BY MR. MEYER:

_-- 21 Q. In what way do you get involved?

22 A. On occasion when there are retained stones, I

23 can remove the T-tube and get the stone that way.

24 So in those cases I am involved in
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I
1 removal of common bile duct stones.

I 2 Q. If someone had asked you to explore that duct

3 and see whether a stone was present, is that something

I
4 that you would be competent to do?

I 5 A. Yes, it would be, but in this case, this is

I 6 too soon after surgery for the radiologist to explore the
7 duct.

I 8 We like for at least six to eight weeks

9 of healing so the T-tube track is mature.

I
I0 Also, on the basis of the report, this

I ii patient looked quite ill at the time, and it is usually on

I 12 patients who are Well and are outpatients who have nice
13 healing.

I 14 In those patients we would attempt to

i 15 remove the stone usually six to eight weeks following the
16 surgery.

I 17 Q. During that six to eight weeks, you allow the

:I 18 bile to drain through the T-tube present?
19 A. That is correct.

II 20 Q. Do you have any knowledge as to where the CT

I 21 scans showed a mass or a density which might have been a
22 stone or which might have been volume averaging from a

il 23 clip?

I 24 A. Without having the CT scans here, I can't say
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I
1 that with certainty.

i 2 Q. Your report doesn't give you any indication

3 at all as to where that --

i
4 A. It states that it may be volume averaging

i 5 with a clip.

i 6 Q. Is there any way -- maybe this is impossible
7 for you to say, but is there any way for you to look at

I 8 the cholangiogram films and determine: whether or not any

9 of the clips shown on there could have shown a mass by

I
i0 volume averaging on a CT film at the approximate location

I ii described in the report?

i 12 A. I don°'t believe a mass was reported on CT.
13 Let me review the record. I believe it

I 14 says that is a density in that region.

i 15 Q. Okay.
16 A. "There is a density seen in the region of the

i 17 common bile duct."

i 18 Q. Is there any way for you to look at these
19 films and determine whether or not one of the staples

i 20 shown in these films could account for the mass that was

i 21 shown on the CT films?
22 A. You mean the density that was reported?

i 23 Q. I mean density.

i 24 A. There is no way of stating that without
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L_ 1 certainty -- with any certainty and without having the

B 2 CT's for comparison.

3 Q. Have you made any inquiry into the location

!
4 of those CT films?

H 5 A. Yes, I have.

i 6 Q. What did you do in an effort to locate those?
7 We can all sit down again.

H 8 A. I called the legal department of the hospital

H 9 to determine whether these CT's were sequestered in the
i0 legal file, and they said they were not.

g Ii I then spoke to our chief of the file

H 12 room on two separate occasions; first prior to the first
13 deposition and, once again, two weeks ago, approximately,

H 14 prior to this deposition in an attempt to locate the CT

H 15 scan.
16 CT scans are stored on magnetic tape,

H 17 but at our hospital we only keep those tapes for two

H 18 years, after which time they are reused.
19 Q. So it is not surprising to you that these CT

H 20 films are not still in existence?

D 21 A. Especially with a patient who is deceased,
22 no.

H 23 Q. Are you telling me -- I don't want to quibble

D 24 or argue with you. I am just trying to clarify.

!
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i

" 1 Are you telling me that CT films are

i 2 routinely destroyed by virtue of re-use of the films after

3 two years?

I
4 A. The CT films, that is the hard copies, are

i 5 saved, as is every other film, for approximately five to

i 6 seven years.
7 The data from which the images are made

I 8 is destroyed routinely after two years. _

9 Q. So under normal circumstances, you would

i
i0 expect to find the hard copy still in existence?

I ii A. That is correct.

i 12 Q. In this case we can't find them?
13 A. That is correct.

I 14 Q. And you have no way to account for that?

i 15 A. No, I don't.
16 Q. Have you ever spoken with any attorneys in

i 17 this case other than the attorney for the hospital?

i 18 MR. PERRY: Not attorney for the hospital. I am
19 the attorney for the doctor.

i 20 BY MR. MEYER:

i 21 Q. Have you ever spoken with any attorneys about
22 this case, other than your own attorney?

I 23 A. Yes. I spoke to Mr. Cozzi about setting up

I 24 the arrangements and the logistics for this.

I
CURRAN-SMITH REPORTING



l 5O

!
l Q. Have you spoken with any other attorneys?

I 2 - A. Also Mr. Margolis, again, about the logistics

i 3 of setting up this deposition.
4 Q. You didn't speak with Mr. Margolis about your

l 5 observations and conclusions about this patient?

l 6 A. No, I did not.
7 Q. Is meniscus effect something that you

I 8 typically see with a stone?

i 9 A. Yes, it is.
10 Q. Are there any kind of obstructions to the

I ii common duct that are not described as being meniscus

l 12 effect?
13 A. Yes, there are.

I 14 Q. What are those?

l 15 A. A name applied to malignant obstruction of
16 the bile duct is called a, quote, rat-tail, as in rat's

l 17 tail.

I 18 That is seen in patients with carcinoma

19 of the pancreas and carcinoma of the bile duct.

l 20 That is one type of obstruction.

l 21 Another type of obstruction is due to

22 extrinsics of compression, by and large lymph node or a

I 23 mass in the region of the pancreas that has not invaded

l 24 the bile duct yet.

!
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1 Q. What does that -- is there a term to describe

l 2 that type of obstruction?

I 3 A. Just extrinsic compression.
4 There is no acute aphorism that is

I 5 associated with that abnormality.

I 6 Q. What does that look like, that abnormality?
7 A. That abnormality is very broad based, and it

l 8 has been likened to looking laterally at a pregnant

l 9 woman's abdomen.
10 Q. Can you say with certainty that the

l ii obstruction that you see on these films is not the type of

i 12 obstruction you de'scribed?
13 MR. COZZI: Which films?

l 14 MR. MEYER: All the films of this patient taken

l 15 here that we looked at today.
16 BY THE WITNESS:

I 17 A. With 100 percent certainty, no, I cannot.

I 18 BY MR. MEYER:

19 Q. Are there any other types of obstructions

l 20 that we haven't talked about that show up on CT scans -- I

l 21 am sorry, show up on cholangiograms of the common duct?
22 A. Causes or types of obstruction?

l 23 Q. Types of obstructions.

l 24 A. There is the obturator obstruction, which is

!
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1 something actually in the duct causing an obstruction such

I 2 as a s tone.

I 3 Q. What does that look like?
4 A. That looks like the meniscus sign.

I 5 Q. Okay.

i 6 A. Then there is intrinsic disease involving the
7 bile duct, and that is the rat-tail appearance, and that

i 8 is seen usually with neoplasms.

l 9 There is extrinsic deformity of the

10 bile duct, and, again, that looks like looking laterally

i ii at a pregnant woman's abdomen.

l 12 It is very smooth and over a fairly

13 long distance.

I 14 There is also beaded, b-e-a-d-e-d,

I 15 narrowing of the bile duct that can be seen in patients

16 with inflammatory disorders of the bile duct such as

I 17 sclerosing, cholangitis and ascending cholangitis.

I 18 Q. This does not look like a beaded obstruction?

19 A. No, that does not.

I 20 Q. Any others?

I 21 A. Any types of -- any other types of

22 cho langiogr aphic appearances?

I 23 Q. Right.

I 24 A. Those are the four major ones that I am aware

!
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1 of.

l 2 Q. When you say "major ones," are there minor

i 3 ones?
4 A. There may be, but they don't come to mind.

I 5 Q. Is there anything about a blood clot that --

i 6 if a blood clot is present, is there any characteristic
7 finding that you expect to see?

I 8 A. On cholangiography or CT?

i 9 Q. On cho langiography.
i0 A. On cholangiography you may expect it to be

I Ii slightly more irregular than you would see in a gallstone.

i 12 Q. But i't isn't necessarily?

13 A. Not necessarily.

I 14 Q. Can a blood clot form an obstruction that is

I 15 as severe as seen on these films?

16 A. Yes, it can but it is unusual.

I 17 Q. You have seen that, though?

I 18 A. Yes, I have.
19 Q. Viscous bile, can that form an obstruction

I 20 which is as severe as what is seen on these films?

i 21 A. Viscous bile, I should state, when it is
22 associated with debris, for lack of a better word,

I 23 grunge -- surgeons use that term talking about the stuff

i 24 they find in bile ducts.

!
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1 viscous bile associated with this

B 2 debris can cause obstruction, as well.

3 Q. Do you see any stones at all up on the

g 4 biliary tree in the liver or anywhere proximal to the

D 5 obstruction?

6 A. On one film there is a fill defect seen

H 7 within the biliary tree, and that is even on Exhibit

IB 9 That is even seen on the 6/11/1987
i0 study, however, this does not persist on other films, and,

B ii therefore, may represent an air bubble.

II 12 Q. On Ekhibit 6, you have pointed to what
13 appears to be a shadow in the common duct?

14 A. There is an eight-millimeter lucency in the
15 common bile -- common hepatic duct, approximately one cm

16 distal to the bifurcation of the biliary system.

17 Q. Okay. For the layman, would you also say it18 is about one centimeter above the staple?

19 A. Of the most proximal staple, yes.

20 Q. But you don't see that same radiolucency in

21 any other films?

22 A. I don't see it on any other films on 6/11,

23 nor do I see it on 6/24.

: 24 Q. Can you sometimes get transient
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I 1 radiolucencies like this?

2 A. Sometimes air bubbles can dart in and outside

I 3 of the part of the biliary system we are imaging.

I 4 Sometimes you can have stones within

5 the bile duct within the liver, and sometimes they can

i 6 transiently enter the bile duct and then migrate back into

i 7 the liver and elude detection on cholangiography.

8 Q. Is there any way for you to detect on the

i 9 cholangiogram whether the walls of the common duct are

i i0 swollen?

ii A. That requires cross-sectional imaging to

i
12 actually measure the thickness of the bile duct wall.

i 13 Q. And you can't do that on these

14 cholangiograms?

I
15 A. On the cholangiogram, bile wall thickening

I 16 sometimes can be inferred by diffuse narrowing of the

17 ductal system.

i
18 Also, if you see asymmetrical narrowing

i 19 of the lumen, that might imply one wall is thicker than

20 the other, but actually measuring the wall, per se,

i
21 requires cross-sectional imaging. This just looks at the

!i 22 surface of the bile duct.

i 23 It does not look specifically at the
24 wall.

i
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1 Q. Is there any way by looking at the films that

l 2 we have looked at today to tell whether or not there is

i 3 any swelling of the walls of the common duct?
4 A. I can't speak about the more distal common

I 5 bile duct because we don't diagnostically opacify it with
14

I 6 contrast, but the more proximal ducts, proximal to the

7 level of obstruction, appear fairly normal in caliber.

I 8 That would imply, but not definitely

I 9 indicate, that there is no significant inflammation or

i0 thickening of the bile ducts.

l ii Q. These liver flukes, I assume that is a

I 12 parasite that gets into the wall or into the duct?

13 A. Yes. This is commonly seen in the far east

I 14 in which round worms such as ascaris, a-s-c-a-r-i-s, and

I 15 other parasites are ingested by the patient.

16 These parasites migrate into the bile

I 17 duct and then they either can form stones in the nidus,

I 18 n-i-d-u-s, form a stone formation or actually cause

19 biliary obstruction.

i 20 Q. Do you ever see that here in the Midwest?

i 21 A. Yes.

22 Q. Is there any characteristic finding on a

I 23 cholangiogram that indicates that it is more likely to be

I 24 a liver fluke than something else?

l
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1 A. A multiplicity of filling defects.

i 2 _ Irregularity of filling defects and

i 3 irregularity of the bile duct walls are more commonly
4 associated with this disorder, which is called oriental

l 5 cholangiolitic hepatitis.

i 6 Q. Do you ever see a single obstruction or a
7 single itis for a liver fluke?

I 8 A. I have never seen it, no.

l 9 Q. In this case, would you say that that is a
I0 remote possibility as a cause of the obstruction you see

l ii on these films?

l 12 A. It i_ in the differential diagnosis, but I
13 would not put it first or second.

I 14 Q. In terms of a spasm of the sphincter,

j 15 sphincter is way down at the duodenum about, how far, four
16 to 10 centimeters from the obstruction?

I 17 A. Right, but there are accessory sphincters, as

I 18 well, and the sphincter Boyden is an accessory sphincter,
19 as well.

I 20 Q. Where is the sphincter Boyden located?

l 21 A. The sphincter Boyden is located in the region
22 of the distal common bile duct.

l 23 It is usually more distally than we see

I 24 in the specific example.

!
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1 Q. Usually but not always?

i 2 A. I have never seen it this proximal, no.

3 Q. Is this so far proximal that you can say with

I
4 a reasonable degree of certainty that this is not an

i 5 obstruction from the sphincter Boyden?

6 A. It would be most unusual for that to be the

i
7 cause of this obstruction.

i 8 Q. Possible?

9 A. Anything is possible, and there are all types

I
i0 of anatomic variances, but I think it is unlikely.

I ii Q. Why do you think it is unlikely?

i 12 A. BecaUse it is rare. Common things occur
13 commonly.

i 14 Q. What do you call that, a tutology?

i 15 MR. COZZI: Tottology.
16 BY MR. MEYER:

I 17 Q. Is there any simple mechanism for probing

i 18 through the T-tube to see if there is a physical hard
19 obstruction in the location that you see on these films?

i 20 A. There is no simple means of probing through

21 the T-tube, per se, to see whether there is an obstruction

il 22 at that point because it is very hard to manipulate a

in 23 catheter through the T-tube.

I 24 Q. Is there any type of visualization technique
I

11
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I 1 that we can use f iberoptic scopes?

I 2 A. Yes, indeed that can, but that would entail
_m

3 removing the T-tube.

| .
4 Q. By looking at cholangiograms, if we look at

I 5 these, and for the moment, assume that this was in fact a

6 stone causing that obstruction, is there any to way to

I 7 form any opinion as to whether that stone is imbedded

I 8 tightly or
fairly mobile?

9 I don't know if I am using terms that

I i0 are used by radiologists, but is there any way for you to

I reach opinions about that?
ii any

12 A. This. is purely hypothetical and assuming --

iI 13 MR. PERRY: Doctor, I don't want you to answer any

il 14 hypothetical s.

II 15 If there is a specific question related
16 to Mr. Monasterio --

I 17 BY MR. MEYER:

18 Q. Well, in this case, if we assume for the sake

19 of this question that that in fact was a stone causing the

20 obstruction, is there any way for you to render any
' 21 opinion as to whether that is a relatively rigidly-fixed

22 stone in the duct or a fairly mobile stone?

5

23 A. The fact that it persisted in each image

24 without moving would imply that it is a rather
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1 rigidly-fixed thing, if indeed this is a stone.

l 2 Q. Yes. One of these films taken on the 24th, I

3 think it is Exhibit No. ii, appears that the last film,

l 4 perhaps taken after the dye had a chance to pass the area

I 5 of obstruction, does that film tell you anything at all

i 6 about the cause of the obstruction that you didn't know
7 from the other films?

I 8 A. Does it decrease the number of diagnostic

i 9 possibilities as to what could possibly be the cause of
i0 obstruction?

l ii I think it would make the likelihood of

l 12 malignancy less if that is the cause of obstruction
13 because it did open up at that point.

l 14 Q. Is there anything else that would tell you --

i 15 that would help you to reach any conclusions as to the
16 cause of that obstruction that you didn't see on the other

l 17 films?

i 18 A. No.
19 MR. MEYER: I don't have any more questions.

l 20 MR. MARGOLIS: Doctor, why don't you grab the

i 21 report and put Nos. 1 through 6 back up, please.
22 BY MR. MARGOLIS:

I 23 Q. Ready?

i 24 A. Yes.
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1 Q. Doctor, prior to the cholangiogram films

I 2 being interpreted by you on 6/11/1987, there was no

3 clinical history that there was a stone; correct?

I
4 A. The history I have here, it says, "63 year

I 5 old Philippino male, status post cholecystectomy with

I 6 upper G.I. bleeding, comma, pancreatitis, onset of renal
7 insufficiency with elevated white count and fevers."

I 8 MR. MEYER: Let the record reflect that this doctor

9 has not examined the entire hospital chart, so he doesn't

I
I0 have access to all the clinical history that might have

I ii been present.

12 BY MR. MARGOLIS:

I 13 Q. When you reviewed the cholangiogram -- T-tube

I 14 cholangiogram films from 6/11/1987, the differential

i 15 diagnosis was that there was a common'bile duct stone;
16 correct?

I 17 A. That was the leading differential possibility

i 18 that I gave at that point, yes.
19 Q. So when these gentlemen asked you questions

I 20 today about the range of possible reasons for an

i 21 obstruction, that is in a range that medically speaking
22 includes, as you put it, No. i, factors -- or down to two,

I 23 three, four, five, six, or whatever the number of

i 24 possibilities were today?
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I
1 MR. MEYER: I object to the form of the question.

I 2 MR. MARGOLIS: I will rephrase it. It is a bad

3 question.

I
4 BY MR. MARGOLIS:

I 5 Q. Earlier today you were asked how many

i 6 different kinds of reasons there could be for
7 obstructions, and you gave every possible cause; correct?

I 8 A. I gave a number of causes.

9 I did not give every possible cause.

I
i0 Q. Well, a number of causes.

I Ii The common bile stone was number one;

i 12 is that right? '
13 A. In the United States, the most common bile

I 14 filling defect caused in the bile duct causing obstruction

i 15 is a common bile duct stone.
16 Q. On the films from 6/11/87, Exhibits 1 through

I 17 6, there are -- strike that.

i 18 On these exhibits, what is it that you
19 based the diagnosis in your T-tube cholangiogram report of

I 20 6/11/87?

i 21 A. On this T-tube cholangiogram, I noted that
22 there is a meniscus sign here associated with an

I 23 obstruction.

i 24 In the United States, the most common
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I 1 cause of the meniscus sign as a cause of biliary

i 2 obstruction is a common bile stone.
3 Q. You then had as a clinical history for the CT

I 4 scan of the 12th a clinical history that now included the

i 5 retained stone; correct?
6 A. The clinical history on the x-ray requisition

I "Status post cholecystectomy with retained stone.7 states,

I 8 "Complicated delay of surgery, renal
9 insufficiency and upper G.I. bleeding."

I i0 Q. You stated earlier that there was nothing in

I ii the films from 6/24/87 to change your interpretation of

12 the cholangiogram films of 6/11/87 that there was a common

I 13 bile duct stone; correct?

I 14 A. Interpreting both films in a vacuum without
15 knowing any clinical history -- the films are identical,

I 16 virtually, and that does not significantly alter my

I 17 opinion.
18 Q. Okay. So the films of 6/24/1987 don't alter

I 19 your opinion and your diagnosis of 6/11/87; correct?

I 20 MR. MEYER: I object. I didn't object the first

21 time, but you are using the term diagnosis.

I 22 He used the term impression. I don't

I 23 know if that is one in the same, but that is not his term.
24

I
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I 1 BY MR. MARGOLIS:

2 Q. I want to be fair to you with the

|
3 terminology.

I 4 Is diagnosis, which is what was stated

i 5 earlier today by some lawyers, the term that you use or do
6 you use impression?

i 7 A. I use paragraph impression in my reports. I

I 8 don't say paragraph diagnosis.
9 Q. Then please, I will amend my question to use

I i0 impression where I previously said diagnosis.

i ii There was nothing in the films of 6/24,

12 you stated earlier, to change your impression of the

I 13 6/11/87 film?

i 14 A. Is your question that in the benefit of

15 hindsight and clinical history and the films of 6/24/1987,

i 16 does that change my impression of what was on the

i 17 6/11/1987 study?
18 A. No. My question is whether or not previously

i 19 when you were asked the question whether the 6/24 films

i 20 change your impression of 6/11, you said it did not.
21 A. That is correct, yes.

I 22 Q. The different causes for the meniscus effect

I 3 that you delineated today were possible causes; is that
24 correct?

I
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I 1 A. That is correct.

H 2 Q. When you gave your impression on 6/11/87 that
3 there was a retained stone, you were aware of the

g 4 possibilities of all the other causes for a meniscus

B 5 effect, were you not?
6 MR. MEYER: Object to the form of the question.

B 7 He did not say there was a retained

i 8 stone.
9 If you read the thing, it says findings -

B I0 compatible with a common bile duct stone.

H ii I object to the form of the question.
12 MR. MARGOLIS: You may answer.

B 13 BY THE WITNESS:

H 14 A. I would just reiterate what Counsel has just
15 said.

H 16 I did not make the diagnosis of common

H 17 bile duct stone.
18 Of all the possibilities I knew at that

H 19 time, that would be statistically the most likely.

H 20 BY MR. MARGOLIS:
21 Q. So your impression of "Findings compatible

B 22 with a common bile duct stone" --

B 23 A. If I knew it were a common bile duct stone, I
24 would say findings diagnostic for a common bile duct

!
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I 1 stone.

i 2 I would have used diagnostic rather
3 than common bile stone -- or I would have just said

i 4 impression, common bile duct stone without using the

i 5 qualifier of findings compatible with.
6 Q. Well, you have looked at the 6/11 films and

I 7 the 6/24 films.

I 8 The impression of 6/11/87 still hasn't

9 changed; correct?

I i0 A. That is correct.

i ii Q. So even though you have seen the films of

12 6/24/87, your impression from 6/11/87 that the findings

i 13 are compatible with a common bile duct stone are still

I 14 your impression?

15 A. I didn't understand the question.

I 16 Q. Earlier today when there were a number of

i 17 other possible causes for a meniscus effect, you were

18 aware on 6/11, and you are aware today, of those other

i 19 possible causes and we have discussed them in length;

I 20 correct?

21 A. That's correct.

i 22 Q. Of those other possible causes, do you have

i_I 23 an opinion to a reasonable degree of medical and surgical

24 certainty that none of those other causes other than a

il
I CURRAN- SMITH REPORTING



m 67

I 1 common bile duct stone was the cause for the obstruction

I 2 on 6/11/87?

3 MR. PERRY: Hold it, Doc. Can you repeat that,

i 4 please.

I 5 (The question was read by the

6 reporter as requested.)

I 7 BY THE WITNESS:

I 8 A. My answer to that is, I don't have any reason

9 other than statistics to imply to me that the other causes -

I i0 that I stated were not the etiology of this abnormality

I i that I saw.

12 BY MR. MARGOLIS:

I 13 Q. You didn't have an impression that there was

I 14 viscous bile, correct, in your report?

15 A. I did not list all the differential

I 16 diagnostic considerations, no.

ii 17 Q. The number one differential diagnostic
18 consideration was common bile stone?

I 19 A. Correct.

I 0 Q. Why is it that you believe you may have had a21 conversation with Dr. Joehl that a stone was not found

I 22 during the surgery?

I 23 A. Again, in complicated cases, they usually

24 call me before a cholangiogram is done, or somebody on the

I
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I 1 surgery house staff calls down, especially in a very sick

i 2 patient, about that.

3 Again, that is routine. I have no

I 4 recollection of the same.

I 5 Q. The passing of the stone between 6/11 and

6 6/24/87 was one of the medical possibilities that you

i 7 listed earlier; correct?

i 8 A. First of all, we haven't established that

9 there was a stone, but if indeed --_ assuming that this is

I /

i0 a stone, itSis possible that it passed between the two,

i Ii yes.

12 Q. Looking at the 6/24 films, what is your

I 13 differential diagnosis in terms of the cause of the

I 14 obstruction?

15 A. The differential would be similar as to what

i 16 I gave before.

i 17 Just seeing those films, reading them

18 in a vacuum without any clinical history or previous

i 19 cholangiograms, again, I would give the same differential

i 20 as I gave before.

21 I would list common bile duct stone as

I 22 the most likely, because, again, common things occur more

i 23 commonly, but there would be the other considerations that

24 I have previously mentioned.

I
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1 Q. But on the 6/24 report, you didn't list

2 common bile duct stone, did you?

3 MR. PERRY: Read the report.

4 BY THE WITNESS:

"Obstruction of the common

5 A. I just said,

6 bile" --as once again identified.

7 BY MR. MARGOLIS:
8 Q. Earlier Mr. Cozzi asked you a question.

9 He said how come you put down the

10 obstruction of the common-bi_l__ duct on 6/24, but you

ii mentioned a stone on 6/11.

12 Your answer, I recall, was what you may

13 have heard from Dr. Joehl, that no stone was found during

14 surgery.

15 Do you remember that earlier?

16 A. Yes, I do recall that.

17 That is one possibility or, perhaps,

18 there might have been a slight difference in my dictating

19 technique one day to the other that I didn't mention it.

20 Q. So you are saying, so it is clear, that the

21 6/24/87 impression where you say, "Obstruction of the

22 common bile duct is, once again, identified" isn't

23 necessarily because you have ruled out common bile duct

24 stone?
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I 1 A. That is correct.

2 Q. And since you don't remember having a

3 specific conversation with Dr. Joehl regarding Agusto

i 4 Monasterio, you don't know whether or not a stone was

I 5 still present on 6/24/87?
6 A. Could you repeat the question.

I 7 MR. COZZI: Please.

l 8 (The question was read by the9 reporter as requested.)

I ii A. Your question, again, implies that there was12 a stone there which, again, we have not established.

I 13 So, I really can't answer your

l 14 question.15 BY MR. MARGOLIS:

I 16 Q. That's what I am saying.

I 17 Can you say definitively to a18 reasonable degree of medical and scientific certainty that

II 19 there is no stone on 6/24/87?

I 20 A. No, nor can I say that there isn't a stone21 specifically to any degree of scientific certainty.

I 22 Q. That's what I said, there was not a stone.

I 23 A. Yes, right.24 Q. Did you ever have a conversation with any of

'11
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I_ 1 the treating physicians for Agusto Monasterio while he was

I 2 still in Northwestern?

3 A. I have no recollection of same.

i 4 Q. Ordinarily do you?

I 5 A. Yes.

6 Q. Ordinarily would you convey to the treating

I 7 physicians that it was your impression that there was a

I 8 stone a§ opposed to any of the other causes that you

9 mentioned?

I I0 MR. MEYER: Well, I object. You are talking about

I ii under circumstances identical to this one?

12 MR. MARGOLIS: Right.

I 13 MR. COZZI: It also mischaracterizes, again, his

I 14 impression as in his own reports.

15 THE WITNESS: Would you repeat the question, again.

I 16 (The question was read by the

I 17 reporter as requested.)

18 MR. PERRY: Counsel, are you asking, do treating

I 19 physicians receive information other than the copy of the

I 20 report?

21 MR. MARGOLIS: Yes. He said he ordinarily speaks

I 22 with them, but he has no specific recollection of this

I 23 patient.

24

I
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I 1 BY MR. MARGOLIS:

i 2 Q. So I am asking whether or not this type of
3 patient where you would ordinarily speak with them, would

i 4 that be something you would tell them?

i 5 A. In general, if there is a very sick patient
6 that obviously people are very concerned about, they

i 7 usually come to me for -- you know, to look at the films
3

i 8 or to review the films with them.
9 In those cases, I would give my

i i0 impression.

i ii They would ask me what it is most

12 likely and I would tell them.

I 13 But, again, I have no specific

I 14 recollection of doing that with Mr. Monasterio's case.
15 Q. In the medical records from Northwestern,

i 16 subsequent to 6/11/87, it is replete with the history

i 17 after your impression of 6/11/87 that there is a retained
18 stone.

I 19 Are you aware of that?

i 20 A. I have not had a chance to review those
21 records, so I am not aware of that.

i 22 Q. Well, I have all the Northwestern records

i 23 here.
24 MR. PERRY: We are not going to review them today,

i
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I 1 counsel.

I 2 MR. MARGOLIS: I understand that.
3 BY MR. MARGOLIS:

I 4 Q. What I am suggesting, Doctor, is that if all

I 5 of the medical records subsequent to 6/11/87 include the

6 history, based on your impression that there was a

I 7 retained stone, would that be what would commonly be put

I 8 in the medical chart based on the impression that you

9 wrote down or dictated from 6/11/87 based on your

I i0 experience here at Northwestern?

I Ii MR. MEYER: I object to the form of the question.

12 It asks him to give opinions about what

I 13 other people might have thought and how they did business,

I 14 and there is no framework for that whatsoever.

15 MR. COZZI: It also mischaracterizes the contents

I 16 of records.

I 17 MR. MARGOLIS: Can you answer?

18 MR. PERRY: Doctor, do you understand that

19 question?

I 20 If you don't understand, you don't have

21 to answer. We will just have Counsel rephrase it.

I 22 THE WITNESS: I really don't understand.

I 23 BY MR. MARGOLIS:

24 Q. The question is this, if the Northwestern

I
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I 1 records, which you are welcome to look at, include

I 2 subsequent to 6/11 of '87 that there is a retained stone
3 in this particular patient, is that what your experience

i 4 would indicate the records to reflect after your

H 5 interpretation of 6/11/87 is added to the chart?
6 MR. MEYER: Object to the form of the question.

I 7 MR. PERRY: Yes. I am sorry, Counsel, I don't

B 8 think the question is phrased so that the doctor could

9 provide an answer.

B i0 You are asking the doctor to provide a

H ii response as to what others are doing or what other use is

12 being made of infqrmation that he has provided.

H 13 I think in order to respond to that

H 14 particular question, you are going to have to question the

15 people who made the different entries in the chart.

H 16 MR. MARGOLIS: I beg to differ.

B 17 I have asked the question and you have

18 made the objection.

! 19 Doctor, can you answer the question?

I 20 MR. PERRY: Doctor, do you understand the question?

21 THE WITNESS: May I phrase the question as I

B 22 understand it?

B 23 MR. PERRY: No.

24 MR. MARGOLIS: Yes, you can. He may understand the

!
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B 1 question. He is just trying to see whether or not he does

B 2 understand it.
3 MR. PERRY: Let's let Counsel ask the question.

i 4 You are not here to ask the question and answer it.

B 5 MR. MARGOLIS: Counsel, let me explain something.

6 Mr. Perry, you are here as a courtesy.

B 7 MR. PERRY: No, I am not. I am here representing

H 8 the Doctor. The doctor is entitled to Counsel. I am not

9 here as a courtesy.

H I0 MR. MARGOLIS: I am suggesting that you are here as

H ii a courtesy in terms of this litigation process.

12 If I ask a question to the witness, I

D 13 am the questioner and I have the right to decide whether

H 14 or not the question is responsive or not.

15 I have the right to let the witness, if

H 16 he inquires do I understand the question correctly -- to

H 17 see whether he does in fact understand the question

18 correctly.

B 19 No one is trying to do anything but be

B 20 perfectly fair to the doctor.

21 I wanted to give him the opportunity to

B 22 see whether or not he does understand my question. So I

B 23 am giving him that opportunity.

24 Doctor, what do you understand my

!
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I 1 question to be, and if you don't understand the question,

i 2 I will just rephrase the question.
3 MR. PERRY: That is not what the doctor said.

i 4 What the doctor said was let me phrase

i 5 the question, and in that sense you have a doctor
6 answering his own question.

I 7 I would prefer, Counsel, if you have a

I 8 question for the Doctor, let's present it to him.
9 If the doctor understands the question,

I i0 then he can respond to it.

I ii MR. MARGOLIS: He is indicating that he wants to

12 know --

I 13 MR. PERRY: I am not here as a courtesy.

I 4 MR. MARGOLIS: You are not entitled to obstruct my

15 questioning.

I 16 MR. PERRY: I am not.

I 17 MR. MARGOLIS: You are.

18 MR. PERRY: I am here representing my client --

19 MR. MARGOLIS: I understand that.

I 0 MR. PERRY: -- which I am entitled to do.
21 Do you have a question?

I 22 MR. MARGOLIS: I had a question, and I am going to

I 3 ask for an answer to my question because that is my

24 prerogative.

I
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I 1 MR. PERRY: Fine.

I 2 MR. MARGOLIS: Are you through?
3 MR. PERRY: Ask your question.

i 4 MR. MARGOLIS: Read back my question.

I 5 (The question was read by the
6 reporter as requested..)

I 7 BY THE WITNESS:

I 8 A. I am afraid I don't understand the question
9 still.

I i0 BY MR. MARGOLIS:

I ii Q. After you dictated your report for the

12 cholangiogram interpretation of 6/11/87, the medical chart

I 13 reflects that impression that you left.

I 14 My question is whether or not it is

15 ordinarily the business practice of this hospital to have

I 16 in a medical chart in the clinical history subsequent to a

I 17 radiologic impression that says common bile duct stone

II 18 retained, to include that as part of the patient's history

19 in the patient's chart.

I 20 Do you understand that question?21 A. Yes, I believe I do.

'II 22 Q. Okay.
i

I 23 A. I will say sometimes the radiologist's report

24 is listened to and sometimes it is entirely ignored.

t'
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I 1 Let me do it that way.

I 2 Q. You never said to anyone in this particular

3 case that the words in subsequent charting for Agusto

i 4 Monasterio which contain the words retained stone be

I 5 deleted because you weren't sure, did you?

6 MR. MEYER: I object to that. It is a nonsensical

I 7 question.

I 8 There is no testimony that he ever

9 reviewed charts, any record made by anyone other than "

I i0 himself.

I Ii So there is no foundation for him

12 having ever recommended that anybody change language. It

I 13 seems absurd.

I 14 MR. PERRY: Also, I am going to object because

15 there is no indication that the doctor has ever written a

i 16 note in this particular chart or other than the fact the

I 17 information is provided for the film studies that was

18 made as regarding the history provided to him of

I 19 Mr. Monasterio.

I 20 So on the basis of that, I think there

21 is no basis at all for the doctor to be able to provide a

I 22 response to this question.

I 23 MR. MARGOLIS: You can answer the question.

24 THE WITNESS: If it could be repeated one more

I
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I 1 time.

I 2 (The question was read by the
3 reporter as requested.)

i 4 BY THE WITNESS:

I 5 A. Let me just say that I would never tell

6 anybody to alter medical records.

I 7 BY MR. MARGOLIS:

I 8 Q. Prior to any subsequent interpretations,

9 subsequent to 6/11, did you look at any medical chart

I i0 concerning Agusto Monasterio?

I.. ii A. No.

12 Q. So between 6/11 and 6/24 -- strike that.

I 13 6/11 was a cholangiogram, was a6/12

II 14 CAT scan; is that correct?
imm

II 15 A. I believe the report said that the CT was

16 performed on that day, correct.

17 Q. Then is the next film study -- do you know18 when the next film study was?

ii 19 A. No. I would have to look at that.

20 A. The question was, were any scans performed21 between the CT scan of the 12th and the cholangiogram of
m

22 the 24th, and the answer is, there is a CT scan performed
I

I 23 on 6/17/1987.

F 24 Q. That was the date of the surgery; correct?
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i 1 A. The operative note says it was done on

I 2 6/17/1987.

3 Q. Do you know who Dr. Craig is?

I 4 A. Dr. Craig is a gastroenterologist at

I 5 Northwestern.

6 Q. Do you know that he was the admitting

I 7 physician for Mr. Monasterio?

I 8 A. It says on the report "Attending physician,

9 Robert Craig. "

i 10 Q. I am going to show you progress notes of

I ii Dr. Craig on 6/11/87.

12 MR. PERRY: Hold on, Counsel. For what purpose?

I 13 MR. MARGOLIS: To ask a question.

I 14 MR. PERRY: The doctor has said he hasn't reviewed

15 any medical records from the hospital.

i 16 I am not going to have the doctor start

I 17 going through the chart and responding to different

18 questions on different dates.

I 19 MR. MARGOLIS: I am going to show him 6/11/87, two

i 20 notes, and that is it, 6/11/87.

21 MR. PERRY: Let me see them first.

I 22 MR. MARGOLIS: It is your chart.

I 23 MR. PERRY: It is not my chart. It is the

24 hospital's chart.

I
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I 1 BY MR. MARGOLIS:

i 2 Q. Doctor, I ask you to look at a progress note
3 from Dr. Craig on 6/11/87 from Northwestern Hospital, and

i 4 tell me if you had a chance to look at it.

I 5 A. I, again, would prefer not to just look at an

6 isolated report out of context.

I 7 I would rather have a chance to look at

I 8 the whole report, but I can read what Dr. Craig states in
9 the note.

I i0 Q. Fine.

I ii MR. MEYER: Is that what you are going to do is try

12 to get him to rea_ records?

I 13 MR. MARGOLIS: No. If that is what you are

I 4 comfortable doing.

15 MR. PERRY: What is your question?

I 16 MR. MARGOLIS: I haven't gotten to my question.

I 7 If you all are interested in me asking

18 a question, I will be more than happy to do so.

I 19 MR. PERRY: Let's ask it.

I 0 MR. MARGOLIS: I was trying to give him a chance to

21 take a look at it first. That is the proper thing to do

I 22 with a witness.

I 23 MR. PERRY: Ask the question and I will see whether

24 I am going to let him answer it.

I
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I 1 BY MR. MARGOLIS:

I 2 Q. Do you see Dr. Craig's progress note of

3 6/11/87 at 5:00 P.M., and underneath the first sentence

i 4 there is also a picture?

I 5 A. That is correct.
6 Q. Does Dr. Craig, at least at 5:00 P.M., say

I 7 that the cholangiogram shows "A leak of bile proximal to

I 8 cystic duct junction in common hepatic duct and a probable

9 CBD stone"?

I i0 A. That is what the record shows.

I ii Q. And is there an arrow where it says,

12 "probable stone"?

I 13 A. That is correct.

I 14 Q. Do you recall ever speaking with Dr. Craig

15 subsequent to your interpretation of the cholangiogram on

I 16 6/11/87?

I 17 A. Not specifically, no.

18 Q. Ordinarily in cases such as Mr. Monasterio,

I 19 would you do so?

I 20 A. It depends if I were in the hospital, if I

21 were in the G.I. area, available for going over the cases

I 22 with him.

I 23 So, again, it would vary.

24 Q. So you don't know whether or not you spoke

I
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I 1 with Dr. Craig or whether or not his charting, the

2 progress note of 6/11/87, was based solely on reading your

3 interpretive report?

i 4 A. No, I don't.

i 5 Q. When was your interpretation for 6/11/87
6 transcribed?

i 7 A. This was transcribed on 6/13/1987.

i 8 Q. Therefore, the --Dr. Craig's note at 5:00
9 o'clock on 6/11/87 could not have been based on the typed

i I0 report that we have been reading from based on your

i ii interpretation report of the 6/11/87 cholangiogram;
12 correct?

i 13 MR. PERRY: I am going to object.

i 14 Dr. Craig's note would have been based

15 on Dr. Craig's own finding.

i 16 If you are saying that the doctor's

I 17 report wasn't typed until two days later -- furthermore,

18 in order to find what Dr. Craig's note is based on, I

i 19 suggest you pose that question to Dr. Craig.

i 20 MR. MARGOLIS: Counsel, I am going to be real clear

li 21 about this.

22 I have every right to ask this doctor

I 23 questions, and I believe that you are at this point24 obstructing my ability to question the witness.

tl
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i 1 My question is perfectly proper.

I 2 MR. PERRY: I have a right to represent the doctor.
3 MR. MARGOLIS: You can represent him.

i 4 My question is proper, and I asked

I 5 whether or not it is physically proper for Dr. Craig to

6 have relied on a typed report that wasn't prepared for two

I 7 days in terms of his progress note for 6/11, and the

i 8 doctor can answer the question.
9 MR. MEYER: I submit that that is a totally

i i0 improper question.

i ii MR. COZZI: I join in the objection.

12 MR. MARGOLIS: The question speaks for itself.

i 13 MR. MEYER: The question has nothing to do with the

I 14 knowledge of this witness.

15 You are asking this witness like any

I 16 person on the street to render an opinion about something

I 17 that is by the question itself impossible.

18 I think we are wasting a large amount

i 19 of time here.

I 20 MR. MARGOLIS: The waste of time is that you are

21 not permitting me to ask questions. That is the waste of

i 22 time.

i 23 I have a question and I would like an

24 answer.

I
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I 1 Please read back my question.
° .

I 2 (The question was read by the
3 reporter as requested.)

i 4 BY THE WITNESS:

I 5 A. Common sense would dictate that if the report
6 was transcribed on 6/13 and was available at that time, it

I 7 would not have been available on 6/11/1987.

I 8 BY MR. MARGOLIS:

9 Q. So please tell me, is there any document that

I 10 you generate prior to the dictation of your cholangiogram

I ii report so that Dr. Craig could be seeing something

12 somewhere which wQuld contain an impression by you?

I 13 A. Yes, there is.

I 14 Q. What is that document?

15 A. In G.I. fluoroscopy, we maintain a spiral

I 16 notebook of reports of examinations performed.

I 17 Q. So of the possible ways Dr. Craig could have

18 your impression by 5:00 P.M. on 6/11/87, one possible way
m

I 19 is to read the spiral notebook himself; is that correct?

I 20 A. That's correct?

21 Q. Another possible way is to speak with you; is

i 22 that correct?

I 23 A. That's correct.24 Q. Is there any other way?
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I 1 A. There are a number of ways.

I 2 He could interpret it himself. He is a

3 qualified gastroenterologist.

I 4 Additionally, he could have heard my

iI 5 impression through the grapevine if indeed I did speak to

6 other people.

7 So there are a number of ways to arrive

I 8 at that.

I 9 Q. Do you recognize this, Doctor?i0 It may not be anything. Do you

I ii recognize this doctor's signature?

i 12 A. No.13 Q. Do you know the surgeons were who assisting

I 14 Dr. Joehl?
m

II 15 A. I would have to look at the operative report,

16 and it says M. Michelotti and M. Takla.

l 17 Q. Looking at 6/11/87, progress notes, does that18 look like M. Michelotti?

I 19 MR. MEYER: Again, I object.

I 20 This witness -- there is no indication21 that this witness is any more expert than you or me at

II 22 reading signatures and making an interpretation.

I 23 MR. MARGOLIS: That's fine. I just want to show

i)!I! 24 who authored this progress note.
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1 BY THE WITNESS:

2 A. I am no handwriting expert.

3 BY MR. MARGOLIS:

4 Q. So you don't know if that is M. Michelotti?

5 MR. PERRY: The question has been asked and

6 answered.

7 Doctor, you don't have to respond.

8 BY THE WITNESS:

9 A. It is possible, but, again, I am no "

10 graphologist expert.

ii BY MR. MARGOLIS:

12 Q. How would a nurse at 16:40 hours on the date

13 of 6/11/87 know the results of the cholangiogram?

14 A. I don't know. I don't know how information

15 is imparted to nurses at Northwestern.

16 Q. Do you remember on 6/11/87 speaking to

17 Dr. Michelotti who was one of the surgeons who was

18 assisting Dr. Joehl in the care of Agusto Monasterio?

19 A. NO, I do not.

20 Q. Does it refresh your recollection at all

21 looking at the progress note on 6/11/87 marked surgery

22 where the first line says, "T-tube cholangiogram

23 demonstrating retained stones" -- "retained common duct

24 stone proximal to a long segment of stenosis from question
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I 1 mark"?

2 Does that refresh your recollection as

I 3 far as whether or not you spoke with Dr. Michelotti on

I 4 6/11?

5 A. No, that does not.

I 6 Q. Are the spiral notebooks available for

I 7 persons other than radiologists to read?

8 A. Yes. They are left on the table in the G.I.

I 9 fluoroscopy area.

I i0 Q. I am going to show you on the date of 6/12,

"Biliary stoneII the middle of the page, where it says,

I 12 Will discuss with Dr. Craig and surgical service

I 13 concerning surgical removal versus wire and basket through

14 T.P.'s. Do you see that?

I 15 A. Yes.

I 16 Q. Now, does that appear to be the type of

17 medical history that is reflective of a dependency on your

I 18 impression on 6/11/87 that there was a common bowel

I 19 obstruction as opposed to these other causes for this

20 meniscus effect?

I 21 MR. MEYER: Objection to the form of the question.

I 22 BY THE WITNESS-

23 A. I don't understand the question.

i| 24

I
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I 1 BY MR. MARGOLIS:

2 Q. What I am saying is, if all the people that

I 3 are treating Agusto Monasterio are discussing the

i 4 possibility of a surgical removal of a stone, would it be

5 fair to say that in the ordinary course of hospital

I 6 business and the care and treatment of a patient, that the

I 7 T-tube cholangiogram impression by you is a part and

8 parcel of their consideration for the treatment to be

I 9 rendered to this patient?

I i0 MR. PERRY: I am going to object to that question

ii because Counsel himself has read testimony from Dr. Craig

I 12 where Dr. Craig provided his interpretation of the T-tube

ii 13 cholangiogram.

t 14 There is also references that others

I 15 have been involved.

I 16 So to ask this doctor in particular as17 to what his impressions and findings were, how this

18 information was communicated I think is -- I think is

19 inappropriate.

20 So, therefore, Counsel, I am objecting

21 to your particular question.

22 I am going to instruct the doctor not

23 to answer.

24 MR. MARGOLIS: You know, that is kind of
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I 1 interesting. You never instructed the doctor not to
) . .

2 answer hypothetical questions about Good Samaritan.

|
3 MR. PERRY: There have been no questions about Good

i 4 Samaritan.

5 MR. MARGOLIS: During the time this doctor is

I
6 treating the patient --

I 7 MR. PERRY: Counsel, there has been no question

i 8 about Good Samaritan.
9 The only one I recall about Good

i i0 Samaritan was had the doctor looked at any previous films

i ii or records.
12 MR. MARGOLIS: No. There was a hypothetical.

i 13 MR. PERRY: Also, the doctor did not answer that

i 14 particular hypothetical.
15 He did not answer the question whether

I 16 or not he had looked at any films or the hypothetical what

i 17 these films would have shown.
18 The transcript will speak for itself.

i 19 MR. MARGOLIS: All I am trying to do is to show

i 20 Dr. Gore within a day or two of his impression what the
21 progress notes of the treating physicians contains

I 22 subsequent to his impression.

i 23 That is what I am trying to do, and I
24 have every right to do that.

i
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I 1 MR. MEYER: Well, now, I think this is getting to
2 the point of absurdity.

I 3 We have been here asking questions that

i 4 have nothing to do with this doctor, his care, for about
5 40 minutes, and I think it is about time for us to stop

I 6 this nonsense.

I 7 MR. MARGOLIS: Me, too. I can probably get done if

8 I am able to ask the questions.

I 9 You are entitled to your opinion,

I 0 Counsel.

ii I want to ask a couple of questions on

I 12 these days and then I am done.

I 3 MR. MEYER: I am also entitled to tell the Doctor

14 that in my judgment you don't have to answer these kind of

I 15 questions.

I 6 MR. MARGOLIS: You don't have to give him this kind

17 of advice.

I 18 THE WITNESS: Let me respond by saying --

I 9 MR. PERRY: Wait, Doctor, there is no question

20 pending.

I 21 MR. MARGOLIS: There is a question.

I 2 MR. PERRY: Let's hear the question then.

23 (The question was read by the

I 24 reporter as requested.)

I
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I 1 MR. PERRY: do understand that
Doctor, you

2 question?

| --
3 THE WITNESS: Yes, I do.

i 4 BY THE WITNESS:

5 A. I am going to answer generically about the

!
6 relationship of radiologists to clinicians.

I 7 Radiologist's reports are either

i 8 entirely ignored or only parts and parcels of the report
9 that go along with the clinical picture are accepted, or -

n i0 sometimes a radiologist's report is ignored.

i ii Then the attending physician will look
12 at the films himself and form his own formulation.

I 13 If that is at variance with the

14 radiologist, he will ignore the radiologist feeling that,
m

15 you know, he knows the patient, he has seen the patient,

il 16 he has clinical history.

n 17 so there are any number of influences
18 that a radiologist's report can have, and too many times

I 19 we as radiologists feel that they are too often ignored or
20 misinterpreted.

In 21 MR. PERRY: That's fine. You have answered it.

'If 22 BY MR. MARGOLIS:
I

23 Q. Assuming there is a recommendation for a

I 24 treatment plan which includes stone removal and you were

I
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H 1 aware of it -- do you understand so far?

2 MR. PERRY: There is no indication the doctor is

H 3 aware of it in this particular case.

g 4 Are you talking about the surgical

5 removal?

B 6 MR. MARGOLIS: I am talking about a recommendation

H 7 for surgical removal of a common bile duct stone which was

8 believed to be present after the Doctor's impression of

B 9 6/11/87.

H I0 That is actually what I am talking

ii about.

i 12 I am looking at the note from 6/12/87

H 13 where it says, "Recommendation, i, 2, 3, 4," and four

14 says, "When fistula heals, plan either ERCP or" --

H 15 MR. PERRY: Doctor, you don't have to look at that.

B 16 MR. MARGOLIS: That is what I am referring to,

17 Counsel, and I am asking the question.

B 18 MR. PERRY: Well, ask the question.

i 19 I am not going to allow the doctor to

20 look at that note. We are not going to look at any more

B 21 notes on the charts.

H 22 If you find a note that the Doctor has

23 written in the chart, fine.

H 24 Otherwise, the doctor is not going to

!
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i 1 account for all the notes that are written in the chart
2 MR. MARGOLIS: He doesn't have to account for all

I 3 the notes.

I 4 BY MR. MARGOLIS:
5 Q. My question is, Doctor, for a treatment plan

I 6 to include removal of a stone, isn't it fair to say that

I 7 part of that plan and recommendation is based on your
8 cholangiogram film and interpretation?

I 9 A. Assuming that this indeed is a stone and if

I I0 that is their interpretation, and indeed there was a

ii stone, that would be one of the motivators for a surgical

I 12 plan, yes.

I 13 Q. Assuming that there is the surgical plan for14 removal of the stone, but you don't believe a stone is

II 15 there, you would tell the doctors, wouldn't you?

I 16 MR. MEYER: I object again.

II 17 There is no foundation whatsoever that18 this doctor knew of this plan.

I 19 By your question, there is an20 implication that he did know about it and that he would

I 21 have done something.

I 22 I think if you ask the questions in the23 right order, you will find out whether he knew about this,

II 24 and then can ask whether he did anything about it.

you
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I 1 MR. MARGOLIS: I have asked the question. I said

2 assuming. The question stands.

I 3 - Can you answer the question, please.

I 4 BY THE WITNESS:

5 A. Far too frequently the radiologist is not

I 6 consulted about surgical plans, and that is how I would

I 7 respond to the question.

8 BY MR. MARGOLIS:

I 9 Q. I understand, but I am saying assuming you

I I0 were aware that a surgical plan included removal of a

ii stone and you did not believe a stone was present, would

I 12 you say something to the surgeon?

I 13 A. In general if I thought that something -- the

14 role of physicians is, first, do no harm to the patient.

I 15 If I thought a patient was going to be

I 16 adversely affected by a surgical plan, yes, I would make

17 my objection noted.

I 18 I have for other cases, but most

I 19 frequently radiologists are overruled because we are just

20 considered too often lab technicians, whereas clinicians

I 21 feel themselves all powerful and capable of doing

I 22 everything by themselves.

23 Q. The point of my question is, Doctor, prior to

I 24 today at this deposition, there was an interpretation by

I
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I 1 you on 6/11/87 of a T-tube cholangiogram concerning Agusto
2 Monasterio.

I 3 Subsequent to that interpretation,

i 4 there are many records in the Northwestern chart by a
5 number of different doctors who all in their charts

I 6 include that there is a stone, and there is discussion on

I 7 how it should be removed and when.

8 My question to you is, whether or not

I 9 your original interpretation on 6/11/87 where your number

I i0 one differential diagnosis was a common bile duct stone --

ii despite all of the discussion here today at the

I 12 deposition, is there anything to change your differential

I 13 diagnosis of 6/11/87?

14 MR. COZZI: I am going to object.

I 15 I think you have misinterpreted what he

I 16 has testified to.

17 He testified it was an impression, and

I 18 I also -- I will leave my objection.

I 19 MR. PERRY: I will state the same objection.

20 The doctor did not make a differential

I 21 diagnosis.

I 22 The doctor says, "Impression, finding

23 compatible with common bile duct stone."

I 24 Doctor, answer the question in line of

I
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H 1 your impression.

" 2 BY THE WITNESS:3 o A. First of all, I think you misstate that

i 4 everybody says there is a common bile duct stone.
5 It says, "Probable stone. "

H 6 So I think the record should reflect

H 7 that, as well.
8 Again, I am not clear about what

H 9 question is pending now.

i i0 BY MR. MARGOLIS:
ii Q. The question was, even though there has been

i 12 much discussion about all possible causes for the meniscus

H 13 effect, looking back at your impression of the
14 cholangiogram film concerning Agusto Monasterio on

B 15 6/11/87, your impression was that there was a common bile

H 16 duct stone; correct?
17 A. No. My impression was findings compatible

H 18 with a common bile duct stone.

H 19 If I knew for certain it was a common
20 bile duct stone, I would have said common bile duct stone

B 21 or findings diagnostic for common bile duct stone.

H 22 Q. Has there been any film or any other medical
23 objective evidence to rule out common bile duct stone?

H 24 MR. MEYER: I object to the question.

!
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I 1 He has not reviewed this whole chart.

2 MR. MARGOLIS: No, that he is saying.

| --3 MR. MEYER: You don't put that in your question.

i 4 BY MR. MARGOLIS:

5 Q. What you have seen I am talking about.

I 6 A. On these two cholangiograms, is there

I 7 anything to suggest that -- I still don't understand the

8 question.

I 9 Q. Okay. I am only talking about what you have

I I0 seen.

Ii Is there any medical objective evidence

I 12 to rule out that on 6/11/87 there was a common bile duct

I 13 stone?

14 A. The findings seen on both of these studies

I 15 could be a common bile duct stone.

l 16 It could be a parasite. It could be

17 some debris within the bile duct.

l 18 There is nothing in these two studies

J 19 that would lead me one way or the other, interpreted in

20 the vacuum without that clinical history.

l 21 Q. What I am suggesting is, if there is a

l 22 clinical history, and that is what you keep saying -- if

23 there is a clinical history of cholecystectomy with common

I 24 bile duct exploration with some stones removed, does that

!
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I 1 change your opinion?
2 A. I was not aware --

I 3 _ MR. COZZI: Object to the form of the question.

i 4 BY THE WITNESS:

5 A. Is that what happened at Good Samaritan

I 6 Hospital?

I 7 MR. PERRY: Doctor, we are not going to get into

8 what happened at Good Samaritan Hospital.

I 9 BY MR. MARGOLIS:

I i0 Q. Since your answer is in a vacuum and without

ii a clinical history, assume that that is the clinical

I 12 history.

I 13 A. And could you rephrase the question?

14 Q. Sure. There is a cholecystectomy with common

I 15 bile duct exploration and three stones are removed from

I 16 the common bile duct on 5/29/87.

17 So you know it is not in a vacuum.

I 18 Add that to your viewing of the

I 19 chol angiogr am films.

20 Does that affect your determination as

I 21 to whether or not there is a common bile duct stone?

I 22 A. Again, this is purely hypothetical because

23 this does not reflect the real world.

I 24 MR. PERRY: Doctor, I am not going to have you

I
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i 1 respond to hypotheticals.
2 You are not here as an expert

m 3 physician.

I 4 You are here as a subsequent treating
5 physician, based on your involvement with this particular

m 6 patient is concerned.

l 7 MR. MARGOLIS: Mr. Meyer earlier said that if we
8 were at trial here, he would have to answer the questions.

m 9 How come he doesn't have to answer it

m i0 now?
ii MR. PERRY: We are not at trial.

m 12 MR. MARGOLIS: I am saying that is perfectly proper

m 13 and I am asking for an answer.
14 MR. COZZI: I would object to the question based on

m 15 the lack of foundation and proper form.

m 16 MR. MARGOLIS: Whatever you want to put in there --
17 MR. COZZI: You are asking the questions here.

m 18 BY MR. MARGOLIS:

m 19 Q. Cholecystectomy on 5/29/87, "three stones
20 removed from the common bile duct."

m 21 MR. MEYER: I object to the question because there

m 22 is a long history of this patient at Good Samaritan
23 Hospital.

m 24 MR. MARGOLIS: That's right.

!
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I 1 MR. MEYER: Also, if you are going to limit it to

2 simply that, you haven't indicated at all where those

I 3 stones were that were removed.

i 4 All three of them were considerably

5 distal to this obstruction site. If you want to include

I 6 that.

I 7 I don't think it is proper for him to

8 be involved in this issue because I don't think there is

I 9 any foundation for it.

I I0 MR. MARGOLIS: The only reason I bring up the

ii question is the doctor is sitting in a vacuum without a

I 12 clinical history. '

I 13 I was trying to provide the information

14 so he could answer the question.

I 15 THE WITNESS: I am still in a vacuum because I have

I 16 not entirely reviewed the chart. So I am still at a

17 disadvantage.

I 18 If I had all the information and

I 19 reviewed all the hospital chart, then possibly I could

20 answer that hypothetical.

I 21 MR. MARGOLIS: Okay. That is fair enough. I

I 22 wanted to understand what you needed.

23 BY MR. MARGOLIS:

I 24 Q. So in summary, to a reasonable degree of

I
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1 medical and surgical certainty, you have not ruled out

2 that there was a common bile duct stone causing the

3 obstruction?

4 MR. COZZI: Object to the question as having been

5 asked and answered.

6 MR. PERRY: I am going to state the same objection.

7 It has been asked and answered a number of different

8 times.

9. MR. MARGOLIS: You can answer.

i0 MR. MEYER: He doesn't have to answer if it has

ii been asked and answered.

12 Do you think you have answered that?

13 THE WITNESS: I do believe I have answered that

14 question.

15 MR. PERRY: Fine.

16 BY MR. MARGOLIS:

17 Q. That you can't rule it out?

18 MR. PERRY: The question has been asked and

19 answered, so let's move on.

20 BY THE WITNESS:

21 A. I cannot rule it out and I cannot rule it

22 in --

23 MR. MARGOLIS: Thank you. Nothing further.

24
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I

I 1 BY THE WITNESS:
2 A. (Continuing.) -- with certainty.

I 3 MR. PERRY: Anything further?

I 4 MR. COZZI: No, nothing further.
5 I will have it written.

I 6 MR. PERRY: Pardon?

I 7 MR. COZZI: Do you want to explain.
8 MR. PERRY: We are going to reserve signature.

I I0 * * * * *
ii

I 12

I 13
14

I is

I 16
_7

I 18

I 19
20

I 21

I 22
23

I 24

I

I CURRAN- SMITH REPORTING



I 104

i 1 M-19842 Huettner vs. Good Samaritan

2 ERRATA SHEET

| 3

i 4 I have read the foregoing transcript of my

5 deposition taken on November 20, 1990, and

I 6 It is a true and correct transcript of my

i 7 deposition given on the day and date aforesaid.

8 [or]

i 9 I wish to make the following changes to my

I i0 deposition:

ii Page Change

I 12 Line Reason

i 13 Page Change

14 Line Reason

I
15 Page Change

I 16 Line Reason

17 Page Change

l
18 Line Reason

i 19 Page Change

20 Line Reason

I
21

Richard Gore, M.D.

| _2
Subscribed and sworn to before me

23 this day of , 1990.

I
24 [Seal] Notary Public

l
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I 1 STATE OF ILLINOIS )) SS.

2 COUNTY OF DU PAGE )

I 3 I, Shannon M. Fray, C.S.R., R.P.R., No. 2277,

I 4 a Notary Public in and for the County of DuPage, State of

5 Illinois, do hereby certify that RICHARD GORE, M.D., was

I 6 first duly sworn by me to testify the truth; that the

i 7 above deposition, Pages 3 to 104, was recorded

8 stenographically by me and reduced to typewriting under my

I 9 personal direction; and that the foregoing is a true and

I i0 correct transcript of the testimony given by the said

ii witness at the time and place previously specified.

I 12 I further certify that I am not counsel for

I 13 nor in any way related to any of the parties to this suit,

14 nor am I in any way interested in the outcome thereof.

i 15 IN WITNESS WHEREOF I have hereunto set my

H 16 hand and affixed my notarial seal this //_-day of
i

17 December, 1990.

H 19 Notary P u-6_l_ic 0
mm

2O

II 21

I 2 2 O_HCIAL5HA_ H.FRLrY
2 3 .OY_Y _Om,gCSl"AT_ZOFRLI_O_

| 24
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