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All right. Mr. Bailiff, if you'll get our jury
for ue please, sir.

THE BAILIFF: Yes, sir.

(The jnry panel enters the.courtroem.)

THE COURT: Good morning, ladies and gentlemen.

JURY PANEL:\ Good. morning (in unison.)

THE COURT: I hope everyone had a goedvevening.
We're here for the conclusion of the trial. Before
we get started let me ask our standard questions.
ﬁid any third parties attempt to Ealk to you anout
the case last night? Or did anyone conduct any

’

independent research? Or was there any deliberation

- about the case?

JURY .PANEL: (No response.)
THE COURT: Let the record reflect there were

no positive responses. Very good. We're ready to

proceed with closing arguments.

Mr. McGowan?

MR. MCGOWAN: May it please the Court, Your
Honor?

All right. Here we are. The last day, the
last ‘lawyer speeéhes and His Honer will tell yon
what the law is and nhat y'all are supposed to do.
You’ know we.do this because -- you know, the first

court of jury trial was 2500 years ago in ancient
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Greece. And‘before this if you'killed_one of mine I
was supposed to kill one of yours_and that would of
course mean you'd go kill one of mine and I'd have
to go kill one of yours. It was just a big cycle of

’

vengeance which never -- that justjdidn‘t work so we
came up with jury trials, which is what this 1is, to
try.to put a stop to things and‘to try to make
things right.in a reasonable, civilized way.

And that's why we're here. Why we're here iﬁ
this case is really two reasons. One is to make
things right between these parties, and the othér is
public safety.

Our‘South‘Carolina Supreme Court has said the-
reason -we have law like this is public safety, that
it mattefs whatihappené here and people's conduct in
the future will be driven in large part by what
happens with things right here.

You.notice the doors have been open. We've had

people come in and out all -- all week. That's

"because this is a public forum. This is a public

courthouse, and what happens here is public. And

what happehs here matters because people will

determine what they do in the future based upén what

could happen here.

Now, let's get right into the facts of the
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case. It's been more confusing, .I think, than it

should have been but I believe that was probably my.

" doing some of the time. This is extraordinarily

simpie when you boil it down. Mr.‘Dibernardo had an
injury to his heart muscle and that injury was
caused by Dr. Mori. They want to come in and say

that it matter if it was the sheath or if it was the

o needle, but it doesn't.

 We have to prove that'Dr. Mori fell below the
clinical standard of café iﬁ only -one Qéy. It can
be‘either of them. It can be.the sheath: * It can be
both. - It jus£ has to be.one or the other or bothl

Y‘all can.agree that he injured the heart and
he>do so because he didn't follow the standard
procedure, and somé'of you might think ;t's the
needle and some of yau might think it's the éheath.
That's fine. That means we still have proven our‘
case.

I think this was honesfly was determined the-
day before yesterday when Dr. Mori was on.the stand
and said, if you follow the standard procedures for
inserting a néedle, you will not injure tﬁe heart.
If you follow the standard procedure fof_inserting é
sheath,,yOu will not injure the heart.

,And we know what the standard procedures are.
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For the sheath, for instance, you keép the wire in
there and you keep it where it's supposed to be and
you will not héve a spear tipping causing injury.
That's just the truth. Tt's just the facts. And
that's what he said because it's true. Similarly,
if you insert this needle properly; it.will not
éause injury to. the heart.

Particularly,,one thing that -- remember the
game of Operation? I think that came out in like
1979 or soﬁething. But if you hook ybur arterial
clip to, which he said originally that he did, and
you're inserting thié needle with pressure -and you
feel that pop of the pericardium, you stop and you
pull yoﬁr fluid back and see that it's in the'right
spot. And that's what he said he did.

If youf electrode is on there‘and you go too
far, you can -- you fouch that heart it's géing to

be giving you a signal. And you can touch that

- heart pretty firmly without causing any injury to

anybody.

And if you had done this right you would have
—-= you wquld have known tﬁat you were in contact
with heart tisSue before you ever bfoke it up,
abraded it énd lacerated iﬁ the way they did.

Now, we don't say and don't have to prove that
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this was a direct puhcturevof the heart because it
wésn't. -What the surgeon saw éfterward Qas‘an area
of oozing which required the cellulose material
called SurgiSeél and it was packed on top of it.
It's.liké a- skinned knee or an abrasion. ' The
problem ié When that's on your heart it causes a lot
Qf.bléeding and you can-die.

So based solely upon Dr. Mori's testimony, we
believe we have established the legal requirements
to prove this case; _If you do it riéht, you follow
the standgrd procedure, you will not hurt the heart
in this way. So Whether it was the'needleithat did
it or whether it was the sheath that did it, it
makes no difference for the purposesiof rubric or
the purpdses of whether we've proved our case or
not.

It seems pretty simple.. Trial probably should
have been over with but it wasn'f, énd:the reason it
wasn't is because we had a lot of different stories
out of Dr. Mori. This had started in his
deposition. Originally -- we went over this with
him on the stand. Originally he said he puﬁ that
sheath in because the blood pressuré was dropping
and the.fluid wasn't coming out as fast as he

wanted. That's when he said he swapped out the
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catheter.
The data says that's just not true. He knew

that wasn't true, yet he said it anyway. The blood

_pressure drop was well after -- this timeline

establishes the fact. It's just the truth and it's
in the medical records. The blood pressure dropped
well_after the sheath was put in and well aftef that

pigtail catheter that's on Fluoro Number 2 that

we've seen many times was removed.

*The reason that happened the way it did.is
because once you remove that catheter you allow that -
o
blood in that boarded up,area of the heart to start
bleeding'profusely with nothing in the way and all
that blood to étart coming out of that sheath.

So that was his first étory: I put the sheath
in because the blood pressure Was dropping. Sorry,
Doctor. That'sngst not true. It.is not true.

What else do you have?

Well, now he says -- then he says, well,
actually it was less fluid and then there was. some
blood. That.is never documented in the medical
records. Ever. Anywhere. What he says is that he
put -- that the blbod'pressure was dropping as blood
was coming out.

So - -he never'put in the medical records he made
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within an hour that, I saw blood and therefore
swapped to a sheath.

'fhen his experts come into court and.they made
something -- they just absolutely made it up on the
stand. They said that he had thaf first catheter in
-- remembér Video Number 1vwhere it arcs around --
then he removed it, flushed it and reinserted it.
That just didn't habpen. vDr. Mori didn't even say

that happened. It simply did not occur. The

‘experts -- one was $400 an hour, the other was $750

-- made that up. It simply did not happen.

‘Then they started getting in ——'then they talk
about. the echo. Y'all remember those,echosp‘ And
Dr.‘Mori:confidently-éays, I'm board-certified in
echoCardiography;- You’can.truét me. Herer the
deal: There was blood in that'heart,spacé before
the sheath.was put in. . That's what he told us. He
told us.that. He said there's blood aﬁd it's proof
positive that the blood was thére before the sheath
was. | -

The problem that‘he<has, the wheels came off
that particular.argﬁment; How do we know? If you-
~-— and this 1s Dr. Foster. Remember, he was
yesterdéy. He was the last witness yeéterday. He

said, 1f anybody is going to try to show when
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something happened you got to maké sure your clocks
cbrrespohd.' What are we going to do, synchronize
our wat@hes? You got to synchronize your watches.

And we did that on the stand with Dr. Foster
and what did we prove? ~Proved that without a doubt
the first mention of blood on echo was after the
sheath was inserted. . Echo Number 11 didn't show it.
It was right.before.' Echo Number 12 did.

Why is.it important? Well, because it shows
that‘we're right and always have been, but it also‘
shows somefhing more fundamental. If you remember
what Dr. Eostér said, is that, well, every
cardiologist knows that you're going to try to do
this in a sequence. You're going to try to sequence

things so that when something happened yocu have to

'synchronize clocks, make sure they're all on the

same time.
If every cardiologisﬁ knows that, ask yourself
why Dr. Mori would come in and go, ah-ha, I got the

case cracked.here, this écho shows blood beforé,

without correcting for the times? Why would you do

that? It seems like yod would only do that if you
knew you were wrong and you!re trying to mix stuff
up. He knows what you got to do this and yet he

comes in here and says, ah-ha, blood before. ‘Truth
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is it was after. That's just the truth. It's just
a fact.
Then when you hear Dr. MoriAday before

yesterday agree with us that if you do this right

you're not going to injure the heart. That's not

good news for Dr. Mori so what happens? His expert
witnesses come in yesterday -- that was Dr. Foster
and Dr. Story -- and they don't say théy don't aéree
with what Dr. Mori éays; That was bad news for them
because if they agreéd with what Dr. Mori says, that
ﬁeans thaf we're entitled to her ﬁo win.the law.’

Because it's actually a true statement that if
you do it right you don't cause injury like this.

If you see the man's-heart from echo, you know the
landscape, which they did. You know.he has an
unusuél heart. Of course he did. You know what you
got to do to make sure this needle doesn't hurt -
anybody, but you didn't do itp You know what you
got to do to make sure the sheath'doesh't hurt -
anybody, but you don't do it.

Then we had -- the last of the‘interesting
stories SO far is that in opening Dr. Mori's
attorney got_up and said, well, the reason.EKG
didn't -signal is bécause if you touch an artéry or a

vein it won't signal. There's no evidence that
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;hat's.true, and in fact, it's. not true. Makes no
sense.'

If the EKG is hooked to this the way it should
it'; going to signal when you touch the tissue
before the injury occurs and you stop. If they were
going to come up with some evidence that said
otherwise, they should have but they didn't. And

they didn't because they know that statement is Jjust

not true. If you do it right, it's not going to

hurt anybody.

Why is it that you'd have to come up with a
million different stories if you're right? A great
few wouldn't. People who are correct and-didn't do
anything wrong, follow the stahdard oficaré don't
have any réason té come up with all these sort of
red herrings. And there's more we're goéoing to talk
about in-a ﬁomentl

| What you should do ié_point to real evidence,
medical data,,pictﬁres, videos, true facts, and when
yéu don't have that you start making stuff up.

So the question that you're finally goiﬁg to

have to decide is did our evidence, the medical

records, the data, the images, the videos, the echos

outweigh their stories? Respectfully, we would

submit that they've done that.
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One thing tbeg've been talking about pretty
consistently is that this is a bleediﬁg complication
and that somehow gives Dr. Mori free pass to not do
what he's supposed to do because it's a bleedingv
complication.

Think of it tﬁis way: You're in your car on
your way home. _Somebody ruﬁs into you. You've been
in a wreck. That wreck is aicompliCation of

driving, right? That doesn't explain whether that

complication, the wreck was due to someone's

negligence or not negligence.

For -instance, if you're driving home_and you
get in a wreck and you learn that the driver'of'the
other car was swerving to éVoid-a child and ran into
you, that is not négligence‘ana tﬁat's a
complication.of driving.

1f, hoWever, you learn that that other driver

« had their eyes closed or was texting or had just

gone fo a three-day alcohoi bender and was druhk,
that is negligence. That's below the standard of
driving, énd'therefore the'complicatién of driving
was caused by negligence. |

And they're conflating these to say that
they're somehow different and that's just not-true.

It's just not the law and it's not the case.
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Dr. Story admitted that yesferday, that if
somebody gets injured by any source doetors call it
a complication. They do that to try to distract and
try to insulate themselves from somebody sa?ing>that
you screwed us up. So‘they pile anything into this
amorphous terﬁ called Complication that therefore it
can't be anybody's faul£. And that's jnst not true.
And that's what Dr. étofy said( is that all
injuries,»caused by doctors' negligence or not, are
complicatiens. éo calling in/a complication is not
where it starts and that's net where it ends.

In fact, it's not even relevanf to this
particular discussion because we're here to
determine if Dr. Mori fell below the standard of
care. |

They've also talkedvabout an injury alone is

. not evidence of malpractice. The judge will tell

you that that's the law that sets the line. If all
we had was Mr. Dibernardo had bleeding and nothing

more, it would bé right. But they're not right in

this case because we know what the normal procedures

are, we know how'you're supposed to do it and we
know that if you don't do it when you're supposed to
you cause injury, and we know that that's what

happened here. That's why it's not an injury alone
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sort of situation;

We then started talking about_consent; It's
been mentioned a couple of times.\ Nobody consents
to anybody else's negligence. And they started
talking about consented to the procedufe;v Thét's a
disﬁraction from what mattefs here, which is, was
this physician negligent? 'Did he fall below the

étandard of care? Simple questions. Consent is

- irrelevant because you never consent to somebody

else's negligence.

I also heard sbme_things about Mr. Dibernardo
héd a heart conditioﬁ'aﬁd if he did not undergo a
pericardioCentesié that he was going to be dead
within a certain amount of time. Couple issues with
that. It makes no differehce'what his life would
have been if he had not undergone a procedure.

The question is, what would his iife have been

if he had undergoné the procedure and it had been

successful like it should have Peen versus what

would -- what was his outcome here? Well, we knew

that his life expectancy was about three or four

days here because he died from an injury that
Dr. Mori caused.
And then they tried to Say that this guy was,

you know, walking dead, that he was six months to
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live anyway and none' of that happehs to be the case.
But that's wﬁy they did that. Notice the way they
phrased it was, if he did not have the procédurg
what would he have done?

Well, we seek medical treatment all the time
that if it's not done properly or it's not done at
all -- say somebody has a heart attack. Well, 1if
you héve a heart attack énd you don't get treatment,
you're p;obébly going to die. But that's not an
éxcuse for a doctor if they don't treat your beart
attack right to say, well, you.were going_to die if
you never came in here.

That's just-not the way it works and that's not

fair. That's Jjust not the way this works.

They talk about consent and they falk about
life expectancy. Think about why that's happeﬁing.
Now, even if all that was tfue, what doés that do --
why is that relevant? )Say he did -~ let's éssume
that Mr. Dibernardo had six months to live. What
gives Dr.iMori‘the right to kill him sooner than
fhat? Nothing. | |

And in fact, we very well recognize that. 1In
1991 the South Carolina Departmeﬁt of Corrections

put to death Pee Wee Gaskins and he was convicted of

murdering another fellow on death row. We take it
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serious when people cut people'é‘lives short.
That's‘just the way it is. 1It's -— even if-fhey're
right, it's just wrong -- wrong to do that.

Now, thé jﬁdge is going to give you long
instfuétiéns about what the law is and that's what
His Honor does; He's also going to give you a
verdict form, which is thié multi—éage form. I'm
going to go over.it with you about what we think the
evidence has shown and what.to do with this.

There ére‘two cases here: One's called

wrongful death and one's called ‘survival action.

.Wrongful death is for the loss to Lorrie Dibernardo.
- That's what the law says. /fhat's her case.

' Mr. Dibernardo’s case’—; Ant's case is called the -

- survival actién., And theré are‘two éeparate causes

of -- twq-separate‘lawsuits'essentially being tried .

at .one time, one for him whq is not with us and one -
for her.

The first two questions on both are the same.
And you'll have this and the foreperéon will be
charged with filling this out on behalf of

everybody. But it says, did Dr. Mori violate

generally accepted standards of medical care in his

treatment-of Mr. Dibernardo? ' Did we prove by a

preponderance of the evidence that Dr. Mori fell
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below the Standard of care, standards of medicine?

© I think -- you locok at this evideﬁce. Based on
everything we know I think we've proven that, and I
think we're entitled to have you.say yes on that
question because we know that if he had just doneb
the basic stuff -- if he had just done it properiy,
the injury to the heart.wouldn't’have océurred.

Now, everyonevis saying that even with the best
bﬁ/cage you still get bleeding. Nobody has said
that even with besf of‘care gtandard of care that -
you'gef ihjuries to your heart like this. Nobody
said. that because thath not true. You.might get
bleeding but you don't get injuriés to your heart
like this. That's just what it is.

Second quéstion is, was Df. Méri's violation'of
generally acéeptéd standards of>care é proximate
cause of Mr. Dibernafdo's death? We propose it's
yes. What does that mean? It means fhat but for
Dr. Mori falling below the standard and igjuring
this man's heért he would not have died when he did.

We are all renting in the wdrld.\ None of us

’ will be here forever; We all have a life

expectancy. Cutting it short is what the guestion
asks.

The third question is, what amount of actual
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damages were incurred by the statutory benefiéiary
as a result of the death and we talked to you about
that in opening. There is no wéy to put a dollar
value on that.

We said thét we were asking for $2 million for
that. 1It's up to you. That may-be top much, may be
too little but there's no —- it's your good
conscience and your sort of mofal cdmpass that
decides what that is. It's fundamentally totélly up
to yod. |

The second queétion ~- the fourth question, I

shouldvsay, was Dr. Mori's violation of generally

‘accepted standards of care a result of reckless,

willful, wanton, gfossiy negligent conduct proved to
a level of élear and convincing evidende?

How bad was this? Well, if>everybody knows
what you're supposed to do to avoid injury-like this
-- he himself said he's done thousands of these.
Well, then you should know better. If yoﬁ know that
if you don't do it right you're going to cause
injury to somebody andithat injury can kill people,
that's reckless. That‘é what the law has called
grossly negligent, an absence of care.

- And I think the most glarihg.thing happened the

day before yesterday with Dr. Mori where he said
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that -- he told me when I took his deposition that
he used the alligator clip on this man. That's what
he said the first time he was under oath. When he
testified héré, though, he says he didn't.

Okay. So let's talk about that. If he did use
it, there is no doubt that he should have not
injured the heart the way he did. That would have

meant he had this thing on, ignored it and he kept

‘"going anyway. That's what that would have meant.

So he knows, oh, that's not good so I need to
change my story and say I didnft use it. So now
he's in the position of saying, well, I didn't use
that device -- well, now the problem is that you
should have'because ybu admitted you should haﬁe and
you didn't, and that is grossly négligent.

So either you Werevgrossly negligent bytnot
doing it when you Should have, or you did use it and
you proceeded anyway. Either one of those under the
law is gross negligence. That's all I've got to
prove is one thing..

The -- I've béen trying cases like this for
years and it's interesting that'the defense tplnot
only gross negligence but all‘bf it is, I wasn't
negligent in putting the sheath in. I was negligent

in putting the needle in. That's the defense.
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That's like if this was a murder case and the

defendant says, I know you say I shot the man in the

hallway with a 'rifle but the truth is I shot him

with a pistol'iﬂ the kitchen. That's not a defense;
That's not a defense. lEithervone is sufficient
under the law;

The fifth ‘question is going to be, did Dr. Mori
engage in any misrepresentation related to the claim

of the plaintiff? That's a yes-or-no question. Any

~

‘misrepresentation. What that says 1s, was he not

trpthful and not honest? And why was he not
truthful and honest?

- Well, we only have to prove one

-

Amisrepreseﬁtation. When he told us that he put the

sheath in because the blood pressure was dropping,
that's sufficient. When he told us the echo showed

definitively there was a clot before the sheath was

- in without lining the times up, he knew that that's

a misrepresentation. We only héve to prove one.
That's .a yes-or-no quéstion and we would ask that
you check that one yes.

Number 6 is, 'did Carolina Cardiology -- that's
the pfactice -- engage iﬁ.any misrepresentation
related tb the plaintiff? And that arises from Dr.

Shah -- I don't know if you-remember‘him but he was
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. from the first day.

It arosé from the death certificate; vThis is
Exhibit Number 10. There are certain requirements
the law.places éﬁ people that sign these -- Dr. Shah
is the one that signed it on behalf of the practice.
-- about how you-puf.this in. All he put was,

/

respiratory failure pericardial effusion. He
skipped over the part where his partner injured.the
heart and there was an emergency surgery and a
ventilator. That is the misrepresentation of the
practice. |

| AWhy is that important? ABecause this death
certificate is the only thing that goes to the state
government to know ifJSomething happened or not.
Frequently this is the only‘piece of paper.that goes
t? the family as it goes through the funeral home.
Aﬁd if‘you have an estate dr house'or cér_you ha&e
to deal with, ‘you got to go to probate'court and
this is the iny.éiece of papér fhat ever comes out.

Now, in this case Mrs. Dibernardo looked

further, asked that it be looked at further, but

. that does not change the fact that this is a

misrepresentation of the practice related to the
plaintiff. We would ask that you check that answer

yes as well.
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The last is, if you answer Number 4 yes about

"gross negligence, what amount of punitive démages

should be awarded for that condﬁct under Number 772

That's different than the actual damages and that is

a number that's wholly up to you. It is completely

in your discretion about what you think is
appropriate there. Those are all the questions oﬁ
the wrongful death action.

The survival acﬁion is just, did he violate the
standard of care; was it a proximate cause; andAiﬁ.

yes and yes, how much for damage is fair? Same

- questions and we'd ask that you answer them the same

way.

What's goihé‘to happen next is that
Mr. Beighley is goihg to have a chance to speak with
you and thenAI'll.have a brief moment to reply to
that. And then His Honor will charge yoﬁ the law
and you'll step back to make a decision. And that's
where y'all have to come tQ an agreemént, all of you
together to decidé what's the right thing, have we
proven our cése Qnder the law?

And at that point once you're sent out that

door the last time this case will be in your hands

‘and the decision will be yours and yours alone. We

thank you for your service and I'll get to speak to
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_you another time. Thank you.

THE COURT: All right. Mr. Beighley?
MR. BEIGHLEY: May it please the Court, Your
Honor.

Mr. Foreman, Members of the Jury, on behalf of

. Carolina Cardiology and Dr. Mori I want to thank you

for_this week, for your being.here every day on time-
and most appropfiately for paying attention to
everything said, everythiﬁg we've done, everything
that went on in this‘courtroém.

After the lawyers sit down the judge ‘is going
to tell you about the igw and then you're going to
go back and you have to apply the law to the facts.

This is my last chance to explain tébyou what I
believé the evidence éhows and I'd like to start out
where I leff off in'my opening statement. I tqld
you that the pléintiff's theory in this case is to
tell half the story. It's my job to tell you the
other half.

And as I did before, I feferénced this exhibit
about the blood préésure drop and how it looks like
that's the end of ﬁhe story. The blood pressure
drop comes back up. But now we have an allegation
that Dr. Mori is’misrepresenting that the bloéd

pressure drop, in fact, is why he started to have
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first concern about bleeding.

You will~havé the record back there, and if you
look at the exhibit notébook‘the cath lab record is
in there. You will see the cafh lab flow sheet if
you choose to look at it. .

What you-will see -- and Dr. Mori testified to
this -- this patient's blood preséure dropped from

116 over 65 to 85 over 57; his oxygen dropped from

. 97 to 65; his heart rate went up from 60 to 82. And

that was noted at 10:44, shortly after the needle
went in. That was a concern. That made him WOrry.

Counsel then says, there was no bleeding. Only

bleeding occurred éfter the sheath. I think we've
shown'you in multiple ways -- and I'll talk about
the ways -- that the record has shown the bleeding.

Again, going back to the cath lab records, if
you look at what comes out -- got to find the page
] . .
because it's important -- you've got a. blood

pressure drop that I talked to you about and we have

aspiration of blood/fluid. We have aspiration of

blood/fluid multiple times -- 2.7 liters of blood --
mostly blood -- blood/fluid came out of this man.
That is nearly -- the normal blood content

depending on the size of the patient is 5 or 6

liters. 'That's a lot of blood coming out. That is
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evidence of bleeding.
The other -- the next half story is that

Dr. Mori said he put the needle in; if he followed

- standard procedures he shouldn't have. a

complication. But’you still can have one. That's

why it's a complication. - Otherwise, anybody could

-do this. You wouldn}t even need a doctor because

there's no skill, theré's no variation in the
patient. Everybody is the same.

Everybody'told him fhat'even with a skillful
performancg of this procedure you can get a bleeding
cqmplication. And‘the judgé will charge you that
simpiy becaﬁse a complication occurs that's not
evidencé that the standard of care was violated.

Argument is that the bleeding didn't occur

until the sheath when I've already showed you that

blood was described in the record, but for some
reéson nobody wants to believe Dr. Méri when he says’
bleeding occurred before the sheath went in.

Ask yourselves this question: Why would
Dr. Mori -- he's got -- let me get my exhibit here.
If he is in.this pericardial effusion, which is this
area here -- if he's in theré going through it why
in the world would he go to the step of pulling out,

trying to flush that catheter and put the catheter
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back in on the sheath? Why.would he do that?

Bécéuse thefe was bleeding. Theré's no otﬁer
reason. If evérything was fine and the fiuid was
coming out ciear, no problem, I'm happy, but that's
not the casej There was bleeding and I'll tell you
why there was bleeding.

There was bleeding because when the sharpest

thing on the playing field, this needle right here,

- when that went in it was a difficult process. Took

two or three attempts.

Now, Plaintiff's attorney says it shouldn't be

. difficult dealing with that. He's got a big

effusion. I mean, anybody can see it. Now, think

-about this, and you heard this testimony -- even-on

this picture -- which is not a-massive heart. This
is just a regular heart. This isn't a chest‘that‘s
been caved in. This is just a regular -- look at

this plegral effusion. You see down here‘it's wide.

What happens up here? What happens over here?  The

- dimensions of that pulmonary effusion Vary greatly.

Just like you see here they vary greatly in thisv
patient.

And Dr. Mofi showed you on_echo where the
needle went in on this patient's effusion wasn't

wide. It was much narrower. So you've got to- keep
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that in mind. When this needle goes in it's not a
uniform picture.

In this illustration you see this man
unfortunately'haé cardiac tamponade, which the

plaintiff developed, but this effusion looks like

.it's standard size. But that's not the way it was,

and that's not the way it was on Mr. Dibernardo.

All of this is by way of showing you that the
rest of the story is, yes, if you're just taking a
picture and drawing a little liqe in there‘it looks
easy but whén you're in there working on a moving,
beating,vextrémely large heart with a-chest
deformity things can happen.

N
And that's what the law protects a physician

/
from. When he gives his care within the standard
and a complication occurs, as it did in this case,

that is not malpractice.

Now, counsel says that bleeding didn't occur

~until the sheath was inserted. We had Dr. Mori's

~testimony. We had reference to it in the cath lab

report and we also showed you the echo.

Now, Plaintiff tries to.d%smiss tﬂe
echocardiograms that you saw. Those are moving
pictﬁres of a heart. Now, he had his own expert whb

had the same medical records that we did. Didn't
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hear him talk about the echos. Didn't hear him Say‘
a word about the'echos. But Dr. Mori did. Dr. Mori
pointed it out to you.

So how do you come back and'combat the evidence

‘on the echo? You say, well, there's different times

between the cath lab and thé echo. So we had two
experts on the stand, and Plaintiff's counsel said,

well, leﬁ's assume that you have to synchronize this

-machine and the times-on this machine aren't the

‘same on that machine.

So he calcﬁlated a period of time and said, 1
want'yoﬁ to assume thaf this amount of time has to
be adjuéted. Notice we didn't have anybody fromrthe
hospital tell_us that;' We_dbﬁ't know how or when
synchronization'oqcurs, if it.oc;urs, but we know

that Plaintiff's counsel picked a number that suited

him.

So he said,.if you assume- this difference in
time;, then it proVes the clot occurred - the
bleeding occurred after the sheath was-insepted.

And Qhat did Dr. Foster say? That's impossible. .It
couldn't have formed in that amount of time.-

So he disproved categorically that this
synchrénization has_anything to do wiéh this blood

clot being present. It takes time for blood to
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clot.

Also; you- heard the ﬁéstimony of Dr. Foster and
what did he say? .He said,vwhen I reviewed this my
opinion was based on the fact that Qe got these
blood pressure drops here right around the time the

sheath was inserted. - He said, because if the

bleeding is going to -affect your blood pressure, it

takes time. You would have to back it up to when

- the needle was inserted in order to get the drop

down here. It's not instantaneous. s “
So we've got multiple pieces of evidence in the

medical record, the testimony of the experts that

- showed YOu that bleeding was present before the

sheath was put in. We've got logic and common sense

- that tells you that if it wasn't a bleeding problém

Dr. Mori wouldn't have needed to try to go to some
other method to save this man's life.

Because what happened -- and ?ou saw this on --
there's -- nobody's disputed this: This man had
cardiac tgﬁponade. You saw that on.fhe echo. No
dispute about fhat.’ His heart couldn't beat. And

so the only reason that he survived that procedure

is because’all thét blood was drawn out by

Dr. Mori's efforts.

And did that -- did the catheter contact the
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heart wall during thét procedure? Yes, it did. Bqt
is that negligence? Was that what caused the
problem in' the first place? No. Did,the'catheter
go ﬁhrough the heart? No. Did we ékim on'the'edge
ofbthe‘heart wall and when the doctor -- the surgeon
went in there he didn't even haye t; sew it ﬁp. He

put some SurgiSeal on it and he removed what? A big

‘blood clot.

S0 T submit to you the rest of the story on the
bleeding needs to be considered and evaluated in
thiébcase.

Plaintiff's argument that itvdoesn't matter

whether it was the needle or the sheath should have

- rest of the story is it can happen. It's a known

potential complication. It's a risk and it can.

occur -even when the standard of care has been

" followed.

Everyone in this court, even the plainﬁiff's

‘experts said yes, you can have bleeding and it

doesn't mean there was:a Qiolation of the'standard
of care. Everyéne said -that. You cannot eliminate
ali fhese complications.

Plaintiff's attorney said the érgument is that

he did an excellent initial catheterization. He

-should have just’stopped and said, take the patient
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/

situation would have then become symptomatic while
he was in the ICU, not in the cath lab where
Dr. Mori could have intervened.

Yes, if you have a normal procedure,

to recovery. Well, what would have happened? This

everything's going fine, that's what you would do. -

Not‘when you've.got continuiﬁg_bleeding. Bleeding
to the point you have a massive blﬁod clot.
Bleeding to the point that‘you get cafdiac
famponade. You'fevgot té.do somethiﬁg and that's

what Dr. Mori did.

I want to talk at some length about

misrepresentation because I think perhaps of all the

issues in this case that I find the most without
support in any of the allegations is that Dr. Mori
somehow misrepresented anything to anyone in this
case.

¢

T would -- I'd like to start by taking a few’

minutes to show you just how this patient-physician

telationship got started and what occurred during.

‘that relatiohship‘as far as representations.

Dr. Mori was asked to assist this patient and
assessed him on the 19th, and he wrote a two-page

note. He looked at the records. . He examined the

patient. He outlined his plan and he said, the plan
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is to proceed with pericardiocentésis, péésibly oﬁ
Moﬁday; After that the patient will need a left and
right heart catheterization. Risks, benefits and
alternatives -- riské, béneﬁits_and.alternatives
have been discussed With the éatient. He assessea;
he evaluatéd; he Qiscussed the risks and the
benefits.

Mr. Dibernardo acknowledges that. He
acknowledges it when he ‘comes into the hoépital.
This is the form he signed when hé comes in that
says fhe”conditions -~ this is the hoépital conseﬁt
form and_whathoes it say? I 'understand the

practice of medicine and surgery is.not an exact

'science; diagnosis and treatment may involve risk of. .

injury, even death. I acknowledge no guarantees

have been made to me regarding the result. of

. examination or treatment in thisfhospital.

That is an'acknoWledgment of thé potential for
risk generally;~butvit doesn't stop there because
aﬁter Dr. Mori talks with him he hgs a separate
two—pagé document on éardiac catheterization -- my
physician has informed me of the plan of procedure,
majér cqmpartments of the procedure, most commoni

side effects, treatment, benefits, alternatives, the

‘risk involved with each, the chances of complication
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in the treatment of my condition. He acknowledges

it.

Does he  consent to malpractice? Of course not.
Plaintiff's attorney is insinuating that somehow
we're arguing he consented to malpractice. No, he
doésn't consent to malpractice. But he realizes
what his choices are and he.realizes that if you
agree to have é procedure there are some poteﬁtial
risks. It's not .a simple walk in and walk,out.

He also —- third time -- consented to having
the catheterization in the event fhat -- the plan_
was to do the pericardioéentesis_?hrodgh the

catheterization. Third time now he's acknowledging

potential‘risks and the discussions and the

understanding. -

So that's -- that's part of the
representations. We've got to look at this whole
thing. \YOu were asked to say there were
misrepresentationsu Look -- you look at those
records; ncbody misrepresented anything. Let's look
at the medical record. Let's look at what Dr. Mori
gaid rightlgfter'this précedure was done.

In the first paragraph ithays,
periéardiocentesis for large. pericardial effusion.

Second procedure was plan left and right heart cath.
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Could not be done because of a complication.._Thisb
was after the periéardiocentesis. He goes .on to. say
that fluid turned hemérrhagic. There waé a
suspi;ion of myocardial injury during the
pericardiocentesis. Right femoral vein was
cannulated. Blood was aspirated, -given back to the
patient. Emergency‘cardiac surgery. consultation was
called fér.‘

And it's included. .What does he say qgain?
Pericardiocentesis was done with résulted
compiication. Now, who is -- I mean, are yoﬁ hiding
something here? Are you misrépresenting? Yoq did a
procedure. You had a comﬁlication. Yéu gé-out and
you say that. He told Mrs. Dibernardo that.

And even aftér_ndw the patient‘has'passed away
Dr. Mori does his final note. I won't read the
whole thing to you. Plan was to perform left and
right heart cath; however, this could‘not‘be done
because of complications from the
pericardiocentesis. Dufing peficardiocentesis
patient had expressed hemorrhagic pericardial fluidi
Likely consideration: At this time there's injury
to the myocardium as a result of the heedle injuring
thé myocardium.

‘How more direct and honest can you be? You put
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"it right out there. We had a complication and I

think the needle caused it. He's not

‘misrepresenting. He's not trying to hide anything.

They say that Dr. Sﬁah was misrepresenting.
Dr. Shah folléwed.this patient after these
comblications and the surgery and his eventual
death. Dr. Shah is given a form to.fill out as the
cause of death which he correctly noted was

respiratofy failure and precipitated by the

" pericardial effusion.

 'Now, could he have gone through there'aﬁd
listed evefy step? Could he have made it a two-page s o
note? Sure,Ahé could have, but whybwould he when
éVerything is in the medical record? He's jdst
giving you‘a’recaplof what was the cause of death?
Respiratory arrest. What was the_.—-~ lead up to it?
Pericardial effusion. .

He wasn't trying to misrepresent. Maybe he

could have listed mofe stebs but that's not

misrepresentation when every piece of what went on

in this case is right here in the medical records.

So I submit to you that there's absolutely no
reason to ‘think that the defendénts misrepresented
anything in this case. They've been open and honest

and candid in what happened. They simply don't
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admit that they committed malpractice forbthe
reasons that you've heard from the witnesses that
you've heard.-

Now, I don't want to spend a whole lot of time

~on this but I feel it's necessary to comment on this

B

because I have a bearing on the evidehce that you
heard and that is: What was the basis,'condition
for surgery? The facts are from the witness st;nd.
ffom kelly Gregory the éwellingAwgs getting wofse.
He wés conqe;ﬁed about his sWe%ling.

Mr. Gregory -- and I thought this ‘was

J :

interesting: Even with all the pain he was in, he
helped you out. SWelling_was_geﬁting wofsé.
Bpeathing was getting worse. |

N

Mrs. Dibernardo: Swelling getting worse, right

side had more problems.

But then we come to the final care with

Dr. Wooten and the testimony is that Dr. Wooten said

if they put him back on the respirator he was only

going'to live two dayé. Did you hear Dr. Wodten say
that in her deposition? She testified i§ﬂthis’
courtroom by way of deposition. ' Anything in there
that said that? No. -

Dr. Wooten testified that when she met with the

family to recommend reintubating family told her the
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following things: They were extremely hesitant to
put him back on the veﬁtilétor; he's been ugablé to
do anything; he has not been able to get ou£ of-bed.
by himself without help;.absolutely do not want him
to go to.a nursing home; do not want him to go'to
rehab. After mﬁch discussion and attempts to
eﬁcourage them to reintubate the‘family refused.
And the plaiﬁtiff séys none of that matters.

Now,'éné thing I want you to understand,.I am
not criticizing this_laéy‘for her family!s decis;on.:
ﬁone of us would want to bé putxin that‘sitﬁatiéh.
Nobody wbuid want to do that. But I do think the
circumstancesisurfounding need to be presentéd
cahdidly.- | | |

Because we're talking heré about a request for
damages for. a lengthyApérioa of time fqr the rest of
this man's life, and you havé a right to know what,
in fact,‘the circumstances were. I think it‘é
important tolbring that out.

br. Story said he's got class four congestive
heart failure, 50 pefcent five—yeér survival rate.-
Nobody knows, ékcept the one person, when the end
will be for a given patient and —tlso nobody can say
but what we can do‘is bring you people with training

that have information that we'as laypeople don't
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have just to give you an idea. TIt's a 50 percent

five-year survival rate with Congestive heart

failure.

Now, I want to conclude by looking at the
testimony of thé defendant's witnesses. Dr. Mori
was criticized and accused of being misleading,

. :
misrepresenting. I thought it was just the
opposite. I thought that he embraced hié |
Opportunity to be in froﬁt of you, that he tried to
be as candid aé'he could. .He knew this was his one
chance to be in. court, ‘his only chance to talk to
you persbnaliy. And he went through with you what
he did and why he did it.

It still coﬁes,ba;k to the basics. Bleeding is
a known complication. He had difficult anatomy with
a huge heart, a caved-in chest. ©Needle is the
éharpést thing in there. It's a known potential
complication. It was manéged appropriétely. Nb
deception.  No evidence toAconceal or deny.

Dr. Story, 30 years practicing cardioldgy.

‘He's not in a program or an institution. He's just

a doctor that's out there practicing cardiology,
been doing it for 30 years. Not a professional
witness. He hasn't done this multiple times. He

doesn't do it routinély or regularly.
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But he came in on this case. He reviewed it.

" He believed that Dr. Mori deserved a defense,

"believed Dr. Mori's care met the standard. What did.

he say? You could do it'right and still have a
bleeding complication. He said Dr. Mori followed
the standard of_céfe. He showed you on echo a blood
clot appeérS’before the sheath goes in.

And we've talked about thé fact_that even with
this syhéhronization7issue~there wouldn't have been

enough time for the blood clot that you saw to have

formed from the moment the sheath was inserted.

Finally, Dr. Foster, 30 years in cardiology.
Needle caused the injury. And he explained that you
don't have to get immediately returned blood. That

was a big issue, wasn't it? = You've got this sharp

object. You stick it in the -heart and what's going

to happen? You're going to get blood back. But.

like.I shdwed you earlier, there's a bunch éf
vessels éround this heart. There's other.
structures. .You heard about that yesterday;

| Needle comes'here, goces by one of these, comes
to rest. .You pull back._ Unless you're just going
up into the vessel you're not going to get blood
right awéy. It's going to take a while fqr it to

run out. So the fact that blood didn't come back on
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return does not disprove an injury occurred with

‘that. It's entirely consistent.

Dr. Foster, .I thought, brought up a very
intééesting approach when he told you that what led
him to the most support_for his conclusions of the
needle injury was the fact that the needle goes in
here and the blood pressure 1is markedly dropped down
here. Because ;hét'is about the time it would take
for the bleeding to affect blood‘pfessure.'

And finally, what did Dr:. Foster say? Even-if
you assume the time difference that the plaintiff's
counsel suggests, between the cath lab notes and the
echocardiograph it's still not enough time to
achieve and causé blood clot. It takes more time
than that for the blood to fofm; Said it would be
impossible to have a blood clot in thét time pefiod.

I've probably talked too long but, ladies and
gentlemen, it's my only chance. I can't go back in
the room with you now. Dr. Mori can't go back.
Plaintiff‘s counsel can't. We have to leéve this in
your hands . But I have to sit down now and I have
to rest and be reassured because you've paid
attention to eQery word I've said.

And I wéntjto tell you I've done this 40 yeafs.

I can't remember a time when somebody didn't doze
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off, glaze over or tune out. That has not happened
in this case. We've had a jury who was content and
engaged and took their job very seriously.

After you go back and hear the law the judge is
going to ask you for a verdict. The word verdict
comes ffom the Latin veredictum, speak the truth. I
believe when you return your verdict in there it
will speak the truth. I believevafter all the
evidencé,,te;timony, argument, ybu hearing the law
as the judge gives it you will agree with ﬁé that a
true verdict and a just vérdict in this case is a
verdict iﬁ'favor of the defendants. Thank you.

THE COURT: Mr. McGowan?

MR. MCGOWAN: May it please the Court, Your
Honér?

Holy COW, y‘ali. Now' we have stories nine and

ten. Dr. Mori got up -- just got up -- I say not

Mr. Beighley because that's the lawyer and lawyers

do what the ciients want; “That's how lawyers work.
Dr. Mori just got up and told you that he did this
H&P with Mr. Dibernardo and went ovef all these
risks and benefits and all this other stuff. That's
another story and it ain't true. |

H&P performed by Richard -- right here --

Richard Boulware, PA. That's a physician's
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’
assistant. Richard Boulware did it, who is not even
a doctor. Not eveﬁ a doctor. TIf you look at the
back of this record, which is ih evidence, it was
dictated by Mr. Boulware and later signed by
Dr. Mori.

So to come in and say,that Dr. Mori met with

this patient, went over all this stuff when it's so

easy to -demonstrate that "performed by Mr. Bouiware"
is just insane frankly.

Next we have tﬁé story about -- here's what
they want you to believe -~ and it doesn't even
really matter because if it's the néedle he's still
responsible. But this is‘sort'of what we've been
dealing with. 1It's sort Qf like going to é mégic
show. Look over here. Now look over here.

This is Echo Number 12. It's on these.little
disks. Probably no one can actually see them but
you've seen -them already. This is the echo that
every one 0f their experts -- Dr. Mori -- said this
is ciot. Ha, clot. Echo Number 12. ‘Whét ddes that
tell you? There were 11 echos leading up to it.’

Thié is Echo Number 11. See that there? Nada.

Nothings The only thing‘that happened between 11

. J
"and 12 was the sheath. I don't know what to tell

you. That's just a fact.
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Yet, Dr. Mori is still getting up, and now he

~says that this fellow lost 2.7 liters of blood, half

of his blood volume. And he did nothing about it
for 16.minutes and recalls another 20 or 30 minutes
to do it.

There's no explanation for this echo, the
difference between Echo 11 and Echo 12 other than
this was the sheath. We know it's the sheath. We
see it on the videos. You see.it and'yOu know iﬁ.
But agaiﬁ, it doesn't matter.

Not a single witness got on that stand énd said
that if you injﬁre the heart you -- or if you follow
standaid procedures you'll injure the heart.

They've been very careful and very delicate about
how they phrased thefquestion and that is, all of
them sa? that even if you do this perfectly, you can
still get a bleeding complication. |

Fine. Not a single pérson has_said that if you
put this needle in properly you will injure the
heart, and they haven't said it beéaUse it's pot
true. If you do this right,. just like -Dr. Mori
said, you will not injure the heart. Period.

The whole businéss about times on. these echos,
listen, that was math. That was done wiﬁh

Dr. Foster. It's not my assumptions. It's just
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true. It's just a fact. And there's another denial

of fact between Echo 11 and Echo 12 when they start

saying there's clot. That's just a fact. Again,

"it's been like going to a magic show.

The question is whether wé'vé proven our basic
case under the law, and’respectfullva w?uld sﬁbmit
that wé havé and would ask frankly and directly for
your verdict on‘all.counts; |

THE COURT: All right. Before I begin my
charge would counsel apprbach?'

‘(Sidebar diécussign.)

‘'THE COURT: All right. Ladies and gentlemen,
we have come fé thé point in this trial where‘I_;
instruct you on.the law;f My instructions will be
somewhat iengthy. They wili be in threevparté.

The.first-will be instruction; on thé'general
rules that define and control the jury's duties}‘

second, the‘instrﬁctions_thatvstate the rules of law

you must apply; what the piaintiff must prove to

make its case; third, some rules for your

~deliberations.

The general rules begin with your duties as
jurors. It is your duty to find the facts from all
of the evidence .in the case. To those facts you

must apply the law as I give‘it to you. You shall
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not be concerned with what £he law should be but
what it is. And you must not g? influenced by any
personal likes or dislikes, opinions, prejudices or
undue sympathy.

That means you must decide the case solely on
the evidence before you. in accordahce with thé law,

the very thing you took an oath promising to do at

the beginning of the trial. It-is your

“responsibility and yours alone to determine the

facts of this case.
I would therefore charge ybu that if during the

course of' this trial or during this charge you have

. been given or left with the impression or feeling:
that I favor one side or the other or that I have a

personal feeling about the facts of the case I

Specifically-instfuct you to disfegard that
impression. Under our Constitution I am nét allowed
to have an opfnioh.as to ﬁhe facts of the case.

'You should not be influenced by any objections
or the Court's ruling on them. You and ?ou alone
are the judges of the facts. '

You determine the facts by evaluating or
weighiﬁg the evidence that you've heard during the

trial. -What is evidence? Evidence is sworn

testimony from the witness stand and any exhibits
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that have been entered into evidence.
The statements of the attorneys are not
evidence. What they have said in opening

statements, closing arguments and at other times is

intended to help you interpret the evidence but it

is not evidence.

Plaintiff has the burden of proof in this case.
The burden of proof in this case is by a
pfeponderance of the evidencg.“ A.preponderance of

ﬁhe evidence simply means the greater weight of the

~evidence. It is evidence which as a whole shows the

facts sought to be proved is mére likely true than

not true.
This can be illustrated by imagining 'a set of
scales. When the case begins the scales are .even.

After all of the evidence has been presented if the

_ scales remain even or tip even slightly in favor of

the defendant, then the plaintiffs have failed. to

meet the burden of proof and would not be entitled

~to recover in this case. TIf, on the other hand, the

scales tip even slightly in %avor of the plaintiff,

the plaintiff will have met the. burden of proof and

Ayou should return a verdict for the plaintiff.

The preponderance of the evidence is not

determined by the number of witnesses; instead, it
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1 must -be determined by the greater weight of all of
2 ‘the evidence. fhere are two types of evidence
3 . \generally presented during a trial: direct evidence
4 "~ and circumstantial evidence. - |
5 Direct evidence is the testimony of a person
6 who claims to have actualvknowledgé of a facf, such
7 . as an eyewitness. It is evidence which immediately
8 establishes the main fact to be proved.
"9 ' 'Circgmstqntial evidence is proof of a chain of
10 facts and circumstances indicating the existence of .
11 ‘a fact. It is evidence which immediately
12 _establishes collateral facts from which the main
13 fact may be‘infefred. Circumstantial evidence is
14 - based on inference and not on personal knowledge or
as . obser&ation._.lt is proof that does not actually
16 o establish the fact in question but that asserts or
17 describes something else from which you may either
18 . reasonably infer the truth about the facE or at
19 leastv;eaéonably infer an inprease in.the
20 probability that the fact is true.
21’_ ‘ Fér circumstantial evidence to be sufficient to
22 warrant the finding of a fact the circumstanpeé must
23 lead to that fact with reasonable certainty. Tﬁe‘
24 . facts and circumstances ghould be considered in
25. iight of ordinary ekperience and common sense. The
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existence of a fact cannot be based on speculation

surmise or conjecture.

69

r

The law makes absolutely no distinction between

the weight or value to be given to either direct or

circumstantial evidence, nor i1s a greater degree o
certainty required of circumstantial evidence than

of direct evidence.

'

f

{

Necessarily, you must determine the credibility

of the witnesses who have testified in this case.
Credibility simply means believability. It become
your duty as jurors to.evaluate the evidence and
determine which evidence convinces you it is trﬁe.

In determining the‘beiievabiﬂity of witnesses

witness over several witnesses or several witnesse

over one witness. You may believe a part of the

4
S

who have testified in this case you may believe one

S

testimony of a witness and reject the remaining part

of the testimony ¢f that same witness. You may

believe the testimony of a witness in its entirety

or reject the testimony of a witness in its

entirety. You may consider whether the witness ha

S

an interest in the result of the trial, whether the

witness is prejudiced toward either the defendant or

the plaintiff, the opportunity for the witness to

have seen the matters and things about which the
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‘witness may testify and the way the witness acts on

the‘witness stand.

You have heard from several expert witnesses.
The>rules of evidence ordinarily do not permit‘
witnesses to testify to opinions or conclusions. An
exception to this rule exists for witnesses we call

expert witnesses. A witness but who with education

‘and experience has become an expert in some art,

science or profession may give an opinion as to the

subject in which the witness claims to be an expert
énd ﬁay also give the reasons for that opinion.

"Ydu should-conéider any eXpert opinion given by
a witness and‘like any other evidence give it. the
weight you think it deserves. If you decide that an
expert witness's opinion is not based on sgfficient
education and experience or if you decide that the
reasons given in support of the opinion are not
sound or that the opinion is outweighed by other
eviéenée, you may disregard the opinion in its
entirety.

An .expert witness's testimony is to be given no
greater weight thén that of other witnesses simply
because the witness is an expert. You do ﬁot have
to accept an expert's opinion.even though it is

uncontradicted.
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Testimony has been presented to  you by
deposition. A deposition is a document containing
sworn testimony given by a witness outside of court

in the presence of lawyers for each party who may

ask questions of the witness. . The testimony is

/entitled to the same conéideration and is to be

judged as to credibility and weighed by you in the

"same way as 1f the witness were present and gave the

‘testimony from the witness stand) It is then for

you the jury to determine the effect, value, weight
and truth of the testimony given in the deposition.
This is a medical malpractice case. The

plaintiff claims that the defendant committed

.medical malpractice, which is a form of carelessness

or negligence. In order to recover from medical

- malpractice, the plaintiff must prove by a

preppﬁderance or greater weight of thé evidence,
one, the standard of care; two, a breach of'the
standard of care; three, proximate caqse;_and four,
damages. |

The plaintiff ﬁuét prove the stgndard of care

the defendant owed the plaintiff in treating the

: plaintiff. When a doctor treats a patient the law

does not require perfection. The law does require

that the doctor use that degree of knowledge, care
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and skill ordinérily possessed and used by doctors
in good standing in the doctor's field of medicine
under the same or similar circumstances and that the

doctor foilow the generally éccepted practices and

procedures in the profession.

Next, the plaintiff‘must prove that the

defendant negligently departed from the standard of

- care in treating the plaintiff. Negligence is the

failure to do what an_brdinarily careful doctor in
the defendant's field of medipihe would have- done
under the same or similar circumstances or doing of

something that an ordinarily careful doctor would

‘not have done under the same or similar

circumstances.
A doctor is not an insurer of a cure or even of
a positive result; therefore, the mere fact that a

treatment does not benefit the patient or that it

even harms the patient does not in and of ‘itself

mean that the défendant was negligent.' A bad
résult, injury, déatﬁ or failure to cure is not by
itselﬁ enough to éhow that the defendant was
negligent. ‘ ’ | ’

Similarly;, a doctor's mistake or error in
making a decision alone does not constitute

negligence. If, however, a doctor fails to gather
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-information reasonably available which a reasonable

doetdr would have gathered before making a decision,
the doctor fails to comply with the recognized

standard of medicai_care which would be- exercised by

a similar doctor under similar circumstances.

The difficulties and uncertainties in the
practice of medicine and unpredictable veriations in
the reSponse te treatment are such thaf no doetor
can guarantee-reSultsf ‘Where there.is more than one
recognized diagnosis er treatment and ﬁo one of them
is used-exclusively and uniformly by.all doctors in
good.etanding'it is not negligence for a doctor in
making a decision terchoose oﬁe‘of the apﬁrpved |
methods, even wﬁen the choice ‘later turns out the be
a wrong selection.

Qualified doctors and experts may differ’as to
what constitutes the best course of treatment‘and
these differences do not amount to malpfactice.
Where doctors in good seanding disagfee or when

medical authorities are divided with regard to a

. specific course of treatment or care then the doctor

is bound only to exercise his best judgment in

determining which course on the whole is best for
the patient.

Just because another doctor may have used
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another.éourse of treatment does not make the

defendant negligent{ however, if a doctor does not

have the degree of learﬁing and skill required or if

the doctor does not use the care requiredbit is no
defensé to a charge of negligence that the doctor- :
did the bést,that he could.

In considering whether the defendant made a

;easonable decision, ybu must consider the decision
in relation to the facts as they existed at the time
and nqt in light of what hindsight ﬁay feveal.i

Finaily, the plaintiff must pro?e thét the
defendant's negligence proximately caused the
plaintiff's damages. Proximate cause is someﬁhing.
that produces a natural chain of events which in the
end bringé about the ihjury. It is a direct cause
of the injury.

" To érove that the défendant's negligence’
proximately caused ﬁhé plaintiff's injﬁry the
plaintiff-must first prove causation in fact.“ This
is prbven_by showing that the injury would not have
occurred-but for the defendant's negligeﬁce. |

The plaintiff must also pro&e legal cause.
Légal cause is proven by showing that the injury was
foreseéable. This means that the injury occurred as

a natural and probable consequence of the-
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defendant's negligenee. The plaintiff must prove
that some injury from the»defendant'slnegligence was
foreseeable but does not_heve te prove that the
particuler injury that Qccurfed was foreseeable.
However, the defendant cannot be held responsible
for something'which could not be exbected to heppen.

Proximate cause does not mean the only cause.
There may be more than.one proximate cause. The -
defendant's act can be a proximate cause of the
plaintiff's'injury if i£ was at least one of the.
direct concurriné causes of the injury.

The defendant claims that the plaintiff had a
preexisting injury or condition prior to the date
that the plaintiff claims that the defendant injUred
him. If youlfind that the plaintiff received an
iejury asva result of the negligence of the
defeﬁdant and is entitled to recover for that
injury, the fact thatbthe plainﬁiff had a
preexisting,injury or condition would ﬁot prevent
the plaintiff from recovering.
| The defendant is responsible for all ill
effects which considering the'plaintiff's condition. .
of health when‘therplaihtiff wes injured naturaliy

and necessarily followed the'injury. The defendant

. takes the plaintiff as the plaintiff is found,
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whether the plaintiff is in perfect health, in poor
health or somewhere-in betweén. |

A defendant's liability is in no way lessened
or affected because of the fact that the injury-
would not have resulted in or would not have beén as
serious or severe had the plaintiff been in godd
health or that the injuries wefe'éggravated and
réndered more difficult to cure by.reason that the
plaintiff was not in good health.

:In other erds, if the presence of é
preexisting injury or condiﬁion aggravates and
prolongs the injury and increases the damages, the
piaiﬁtiffbshould be compensated for the increased or
added damages. A ?erson with a preexisting injury
or condition is not, howevef, entitled to any

Al
compensation for the preexisting injury or condition

.itself.

In addition, if the problems are the result of

“the natural progression or worsening of a

preexiéting,injury or condition, then the plaintiff
would not be entitled to be compensated for those
problems.

If the opinions of ﬁedical‘eXperts are relied

on to establish probable cause, the expert must

.state with reasonable certainty his or her
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professioﬁal opinion the plaihtiff‘s injuries most
propably resulted from the negligence of the
defendant. ) |

It is not ﬁecessary that the expert use the
words "most probably.f It is enough for the expert
to staté that in the .expert's profeésional opinion
that the defendant's neéligence_was the most likely
upon the possible causes of the plaintiff's
injuries.

~In this wrongful death and survival action
Plaintiff as personal represeptative of the
deceased's estate claims that the deceased
wrongfully died as a resulﬁ of fhe‘negligent acts or
émiSsions of the,defendant.

Whené&er the death of a person is proximately
caused by the wrongful act or neglect of anéthe; and

the act or negleét-is‘one which would have entitled

the deceased -to .recover damages if the deceased had

. not died, the personal representative of the estate

may bring an action for wrongful death. The

.personal representative has a right to recover

compensatory damages for the wrongful death.
It is not necessary to show the money value of
the deceased's life since the direct proof of the .

value of human life is not possible. What is
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reasonable compensation is left to your sound
discretion and judgment.

The damages in an action for wrongful death
include mental shock and suffering, wounded
feelings, grief and sorrow, loss of companionship,
loss of the use and_comfortbof the deceased's
sociétyAiﬁcluding the loss of the deceased’s
experience, knowledge and judgment in managing the
affairs of the deceased and his beneficiaries.

Tt is not necessary to show the éxadt‘émount of
damages suffered by the beneficiaries or that the
peneficiaries suffered a monetary ldss. In
addition, the person for whose benefit the action is
brought does not have to be dependent on the
deceased for support.

If you decide that the plaintiff.is entitled to
a verdict, you need to decide how much money the
defendant should be fequired to péy. Actual damages
are to compensate the plaintiff for the plaintiff's
injury or loss and to put the plaintiff as_near as
possible ‘in the same position the plaintiff waé in
before the incident occurred..‘In other words,
actual damages would be to actual losseé and
expenses the plaintiff has suffered because of the

defendant's negligence.
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Loss of enjoyment of life compenéates the

plaintiff for limitations on the plaintiff's ability

to participate in and derive pleasure from the

normal activities of daily life.

‘Pain and suffering compensates the plaintiff
for physical discomfort and emotional response to
the senéatidn of pain caused by the injury itself.

There‘is‘no definite standard by which to'compensate

"the plaintiff for pain and suffering.

You have the authority to determine the amount,
if any, to be allowed for pain ana suffefing_using
calm and reasonabie judgment to ensure that.the
damagés are just and reasonable in light of the
ﬁestimony.and'e§idence presented in this case.

‘Mental sﬁffering, apprehensipn, shock, fright,
emotional upset, humiliation, anxiety either present
or expected in the future can properly Be considered
as.an e;ement of damages. The amount of damages for
mental suffering cannot be exactly measuﬁed.

Gross negligence is thé failure to exercise a
slighf degree of care. A person who is so
indifferent to the coﬁsequencés of his cpnduct as to
not give a slight care as to what he is doing acts
with.gréss negligence.

Recklessness is the knowing failure to exercise
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reasonable care under all of the surrounding

circumstances. An act is reckless if it is

committed in a manner and under circumstances which

a person of ordinary reason and prudence would know
would invade the rights of the injured person.
Misrepresentation is defined as any
manifestation by words or othér conduct by one
person to aﬁother that under the circumstances
amounts to an assertion not in aécordance with the
facts. An untrue statement of fact. An incorrect

or false representation, that which if accepted

‘leads the mind to an apprehension of a condition

other and different from that which exists.

Colloquially it is understood to mean a statement

made to deceive or mislead.

If you award actual damages you may also
consider an award of punitive damages. Punitive
damages are intended to punish the defendant for
extraordinary and'outrégeous conduct and to prevent
the defendant and étﬁers from committing similar
acts in fhe future.

Punitive damages can only be awarded where
conduct of the defendant.has been'something more
than mere negligence. The evidence must establish

the defendant's acts were reckless, willful, wanton,
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meaning there waé a coﬁscious failure to exercise
due care or conscious indifference to the rights and
safety ofbothers or a reckless disregard thereof.

If you find that the defendant's conduct is
willful, wanton or reckless, you may award the
plaintiff punitive damages. To.suprrt an award of
punitive damages the plaintiff must pfove by clear
and convincing evidenée that the conduct complained
of includéd a Conscidusness of wrongdoing at the
time of the conduct.

Clear and convincing is more than just a
preponderance or greater weight of the eviderce,
which requires only proof which persuades you thét av
party's claim is more likély true than not true.
Clear and convincing proof, on the other hand, 1is

not.as high a standard as the burden of proof in

- criminal cases which is proof beyond a reasonable

doubt.

Clear and convincing proof leaveé no
substantial doubt in your mind. It means that
evidence is not ambiguous,_doubtful, equivocal or
contradictory. Convincing means pérsuéding by proof
or argument causing one to believe in the truth of
what is asserted. Clear and coﬁvincing proof

establishes in your mind not only that the fact is
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probabie but that it is highly probable.

‘Beﬁore awarding punitive damages you must
consider and weigh four elementsbwhich may be
pertinent to the facts of the case.’  You must-first
consider the relationship between any punitive
damage award and the harm caused. Any penalty
imposed should take into account the
reprehensibility of the conduct, the harm caused,
the defendant's awareness of‘the conduct's
wrongfulness, the duration of the conduct and any
concealment.

Thus, aﬁy penalty imposed should bear a
relationship to the nature and extent of the conduct
and the harm caused,.inclﬁding the compensatory
damége award made by you.

éecondly, any penalty imposed sh;uld take into
account asba mitigatéd factor any other penalty
which may have been imposed or which may be imposed
from conduct involved including‘any criminal or
civil penalty or other punitivé damages award
arising ouf of fhe éame conduct.

Next, you should consider whether the_award of
an amount of any punitive damages award may deprive
the defendant of any profits derived’frpm improper

conduct énd whether the ill-gotten profits shbuld be
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prpperly awarded to the plaintiff.

Finally, any award of punitive must be limited
to punishment and must not effect economic
baﬁkruptcy. To this end the defendant's ability to
pay aﬂy punitive damage award should be considered.
However, the economic bankruptcy factor is not an
absolute bar to an award of punitive damages.

Ladies and gentlemen, We're'almost to the point
where I send you to the jury room to begin your

deliberations. This has been a long instruction on

- the law but I'll leave you with some final thoughts.

You were chosen as jurors because both sides
believed that.you dould be fair and impartial in
deéiding this case. |

I instruct you to make use of.your life
experiences, your good common seénse and your sense
of logic and reason‘in evaluating the evidence in
this.case. You are not partisans or ad&ocates for
either side. You_have no friends to reward, nor any
enemies to punish. You ére the judgeé of the facts.
Your sole’inﬁerest.is to find the truth from the |
evidence presgnted. |

Be courtecus with one another. Listen to the
views of your fellow jurors. Take the amount of

time necessary to thoroughly evaluate the evidence.
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\
This case is imbortant to both sides-as this is
their only day in court.

Now, Mr. Foreman, I'm,going to go .over the
verdict form with you. The verdict form consists of
three pages. The first question, Did Dr. Mori
violéte generally accepted standards of medical care
in his treatment.of Mr. Dibernardo? There are two
choices, no and yes. Now, place no significance on
the order that the choices fall on the page. Oneb
simply had:to go before the other.

If you answer no to that question, then you'll
proceed no furtﬁerJ You'll sign the end of the

form. If you answer yes, you go to Question 2, Was

Dr. Mori's violation of generally accepted standards

of care a proximate cause of Mr. Dibernardo's death?

If you answer no to that question, you go no
further. You'go to the end and sign the document.

If you answer yes, then YOu proceed. The third
question, What amount of actual damages were
incurred by the statutory beneficiaries as a result
of the death? That,~¥ whatever the Jjury finds_is
fhe appropriate amognt, if you get to that, you will
fill it in on that blank.

Then on page 2 you have Question 4, Was

Dr. Mori's violation of generally accepted standards
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of care the result of reckless, willful, wanton or
grossly negligent conduct proven to a level of clear
and convincing evidence? Keep in mind the different

standard for punitive damages versus actual damages

that I'just explained to you. You have two choices

there.” Again, if you -- if you answer no, you go
down to the end and sigg it.

If you answer yes, .you go further. Number 5,
Did Dr. Mori éhgége‘in a misrepresentaﬁion.related
to the claim,of'the'plaintiﬁf?‘ And then you would -
check whatever choice that you come to there.

And Question 6, Did Carolina Cardiology

B}

 Associates engage in misrepresentation related to
“the c¢laim of the plaintiff? And then you‘would

check whatever appfopriate choice -- whatever

decision that you make as a jury.
And then the . last question, What amount of

punitive damages should-be awarded for the reckless,.

‘willful, wanton, grossly negiigent conduct proven to

a level of cléa; and coenvincing evidence? And-:
again, it's a clear and convincing standafd and it's
a blank that you'as a jury-would fill in if you find
that_that's appropriéte.

The last'page is to the survival action and it

mirrors the questions on the first page. The first
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one, Did Dr. Mori violate generally accepted
standards of medical care in his treatment of

Mr. Dibernardo? -And you have the two choices jugt
like on thé first page.

And Number 2 is an identical question from the
first page: Was Dr. Mori's departﬁre from the
generally accepted staﬁdardé of care a proximate
cause of pain and suffering to Mr. Dibernardo before
death?

And then if you ansQér that in the affirmative
you go tb‘Number 3. Kéep in mind if you answer the
first question or the second in the negative, then
you just 'sign the form. You would;not proceed to
Number 3. -

So that is the jury form. - What will happen
now, I am goiﬂg to send you'to the jury room. I'm
going to meet with the attorneys to see if either

attorney has any additions they would like made to

"the jury charges, and we also are going to make sure

ali the exhibits are here. You are not to begin
your deliberations until I send the exhibits and éhe
verdict'fofm back to you.

NOQ, the one thing that you must consider is

that your verdict must be unanimous. So when you

reach a verdict, a unanimous verdict, Mr. Foreman
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you would knock on the door, iﬁform-the bailiff that
you have reached.é verq;ct. |

So at this point,.Mr. Bailiff, would you take
the jury to the- jury room?

(The jury panel exits ,the courtroom. ),

THE COURT: Okay. Any exceptions from the

 plaintiff?

MR.. MCGOWAN: Yes, sir, Your Honor. I
réspecﬁfully would ﬁake exception to the Court's
failuré to charge on Request Number\29 regarding
controi of the instrumehtality and would just like
to make sure £ha£ a copy of our written request is
being made-a'part of the record in the case.

THE COURT: ' All fight. Let' me find that reai
quick. .

MR. MCGOWAN: ‘Yes, sir. Would you like ﬁé'to
hand anofher one up? | |

THE COURT: If you've got another copy that
would expedite this.

MR. MCGOWAN: Yes, sir.

THE COURT: Okay.. Plaintiff's Request to
Charge Number 29 states: When a thing which causes
injury is shown to be uﬁder the management of the
defendaﬁt and the accident is such as under the

ordinary course of things does not happen if those
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who have management but use proper.care it affords a

reasonable evidence in the absence of explanation by
the defendant that the accident arose from.a want of
care.

Mr. MéGowan, this will be made a part of the
record. I will note for thé record we have had
conference in chambers. I am declining to issue

this charge. I feel it establishes a different

bstandard, a different burden of proof that is not in

" accordance with our medical malpractice burden of

proof that the plaintiff has.

MR. MCGOWAN: Yes, éir.'

THE CQURT: Buf that -- let's make this a
Court's exhibit. Or you'wan£\Plaintiff's exhibit?

It will have to be a Court's exhibit. Make that a

- Court's exhibit. S !

(Couﬁt's Exhibit No. 3 was marked.)

THE COURT: That will be Number 3.

MR. MCGOWAN: .Thank yéu, Your Honor. That
would be our.only exception.

THE COURT: All right. Any exceptions?

MR. BEIéHLEY: Your Hon§r, just to remove --
exception to the charge of punitive damages and

misrepresentation: on the grounds that no evidence in

the record. taken in the light most favorable to the
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plaintiff exists to support those jury charges.

THE COURT: Thank‘you; Mf. Beighley. I
continﬁe to deny that motion but it's noted for the-
rgcord.

All right. I would like each attorney to comé
forward,'look at the exhibits, make éure that
they're all there and then that's confirmed we'll
then send that back with the verdict form for the
jury.

(Discussion off the record.)

MR. MCGQWAN: Your Honor;.the exhibits are in
order from the plaintiff's perspeétive.

MR. BEIGHLEY: Form and exhibits going back.

THE COURT: All right. Well, let's send the --

Mr. Bailiff, if you'll take the exhibits and the

'Vefdict form back to the jury, instruct them that

they can begin ﬁheir delibérations and send the
alternate back to the courtroom.
| THE BAILIFF: <Yes, sir.
" THE COURT: Mr. Alternate, ybﬁ do not get to

take part in the deliberations since none of your

colleagues failed to make it through the trial, so

we appreciate your service. I've got good news for
Yy

you. The clerk -has ordered you lunch in addition to

'the rest of them so you get to be fed todo. You're
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welcome to stay.

Just tell him where to go to get his lunch.

You can't go back in the jury room but you're
welcome to hahg around and get your iunch. If you
want to stay and see how it turns out, you're
welcome to do that tod,'but we appréciate your
service.

We'll now go into recess.

(Court is in recesé.)

THE COURT: Lep's go on the record.

All‘right. Gentlemen, we have a question from

- the jury and the guestion says, Was there a device

attached to the needle before the chesfnpuncture?
| -Now, when I receive guestions like this on the
facts my standard instruction is that the Court
cannot comment on the facts and they're to base
their'deciéion'on the evidence néw before theﬁ. Is
thefe any objection to that stahdard -

MR; BEIGHLEY: I think that's'what you have to
say. I agree with that.

MR. MCGOWAN: I agree with you, Judge..

THE COURT: Okay. All right. Somebody can get
the jury.pleasé.

(The jury panel enters the couftroom.)

THE COURT: Mr. Foreman, I have received your
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question. This is a question about the facts of the
case. The Court cannot comment on the facts of the
case. You will have to base your decision based on
the evidence before you now.

So with that instruction, I'm going to send you
back to the jury room to continue your
deliberations.

. (The jury panel exits the courtroom.)

THE COURT: We'll go off the récorq in recess.

(Court is in recess.) | |

THE CQURT: Okay. Gentlemen, I have been
informed by the béiliff the jury has knocked on the
door aﬁd ﬁés a verdict.

Tell the bailiff to bring the jury in.

(The jury pénel enters the courtroom.)

THE COURT: All right. Mr. Foreman, I've been
informed that YOu have reached a verdict?

MR. FOREMAN: Yes, sir.

THE coﬁRT: All right. Would you hand that to
the bailiff please, ;;r?

MR. FOREMAN: (Complies.)

THE COURT: Madam Clerk, would you publish the
verdict?

THE CLERK: Yes, sir.

In the State of ‘South Carolina, County of York,
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Civil Aetion Number 2015-CP-46882, in the.matter of
Lorrie Dibernardo, Individually and Personal
Representative of the Estate of Anthony Dibernardo
versus Carolina Cardielogy Associates, PA and Naresh
Mori, MD. As to the.allegations of wrongful death,
did Dr. Mori violate generally accepted standards of
medical care in his treatment of Mr. Dibernardo, the

answer to this is no. Signed'this day September 15,

2016, Foreperson Kevin Cabrera.

Ladies and gentlemen of the jury, if this is-

-your verdict please indicate by raising your right

hand.

Let the record reflect all hande are raised.
Thank you.

- THE COURT: Anything furfher before‘I dismiss -
the jury frbm_the plaintiff?

MR. MCGOWAN% No, sir.

THE COURT: ’Anything from the defense?

MR. BEiGHLEY: Ne, Your Honor.

THE COURT: Ladies and gentlemen of the jury,
as I told you Monday, jury duty 1is very important-
for our system of civil jﬁstice. Our system
couldn't function without our citizens being willing
to serve as jurors. I thank you for your serviceT

I know it's been a long week for you but your
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service is greatly appreciated. You're now
dismissed and this ends your duty for the week.

(The'jury panel exits the courtroom.}

THE COURT:‘ Okay. Anything further from the
plaintiff?

MR. MCGOWAN: Cén you give me ten days to think
about post-trial motions?

THE COURT: All right. 1I'll reserve thé right
for either party to file post—tpialvmotions within
tén days.

MR. MCGOWAN: Thank you.

THE COURT: We'll close the recofd.

(Court's Exhibit No. 4 was marked and entered
into evidence;) |

(The trial was concluded at 1:57.p.m.)

\
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Piedmont Medical Center
222 S Herlong Ave-Rack Hill, 8C 29732
FPatient: DIBERNARDO, ANTHONY R

MRN# 342675 Admission Date:  07/19/2013
Acconnt #: 100407386 - . Discharge Date:  07/24/2013 .
DOB/AgefSex: 12/26/1962/51 yearsMale - Attending Provider: MORIMD, NARESH A; SHAH MD,]
| History and Physacal Reports
‘PDocument Name: History & Physical {Auth (Venﬁcd))
Performed By: SHAH MD, J K 07/19/2013 10:21:32 EDT
Signed By: SHAH MD, I K 07/23/2013 06:09:26 EDT .

‘ Authenticated By: SHAHMD, K 07/23/2013 06:09:26 EDT

History and Physical .

Patient Name: DIBERNARDO, ANTHONY R
DOB: 12/26/1962

ACCT: 100407386PMC

ADM: 07/19/2013

DIS:

HISTORY OF PRESENT ILLNESS: Mr. Dibemardo is a 50-ycar-old gentleman, who
presented to the office because of the ascites and significant 4+ edema that

has been lately increased compared to before. Patient has a history of

congestive heart failure. Also, hag chronic atrial fibrillation, history of

cardiomyopathy.

‘Because of the history of cardiomyopathy and previous echocardiogram, it was
felt that patient needs further evaluation. Previous echocardiogram did show
large pericardial effusion without any pericardial tamponade. 1 have sent

. this patient to Dr. Savage for p0551b1e pericardial tap; however, he wante& to
wait.

i

MEDICATIONS: Coreg 6.25 mg twice a day, Coumadin 6 mg cvery day except on a
Sunday takes 3 mg, Laroxin 0.25 mg once a day, Feosol 3 times a day, Lasix 40
mg twice a day and Synthroid 0.1 mg a day.

© SOCIAL HISTORY: No history of smoking, alcohol or drug abuse.

REVIEW OF SYSTEMS: Shortness of breathing, ankle édema and abdominal
swelling,

PHYSICAL EXAMI’NATiON

VITAL SIGNS: Blood pressure 112/72, pulse is 66. Wexght 138 pounds.
LUNGS; Clear. There are no rales. _
HEART: First and second normal without fourth sound. There is a soft
systolic murmur; howevey, the heart sounds are very distant.

ABDOMEN: Distended and has a finding of ascites.

EXTREMXTIES Legs 4+ edema,

IMPRESSION:

1. Probably large pericardial effusion, rule out pericardial 1amponade.
2. Cardiomyopathy.

3. History of chronic atrial fibrillation.

4. History of heart fajlure in the past.

S. History of prolapsed mitral valve.

6. History of cerebrovascular accident in the past.

Legend: * = Abnormal, H = High, L = Low, € = Critical, f = footnote, ¢ = reference ¢ = comected, 1 = interprefation

Chart Request 1D: 16959967 60f172 Print Date/Time: 02/24/2014 09:46:04 CST

Printed By: Larsen, Susan -
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Piedmont Medical Center

: N 222 8 Herlong Ave-Rock Hill, SC 29732
Patient: DIBERNARDO, ANTHONY R »
MRN#: 342675 Admission Date:  07/19/2013
Account #: 100407386 Discharge Date:  07/24/2013 -
DOB/Age/Sex:  12/26/1962/51 years/Male Attending Provider: MORIMD, NARESH A; SHAH MD, J

K

. History and Physical Reports

Document Name: History & Physical (Auth (Verified))
Performed By: SHAH MD, JK 07/19/2013 10:21:32 EDT
Signed By: SHAH MD, JK 07/23/2013 06:09:26 EDT

Authenticated By: SHAH MD, J K 07/23/2013 06:09:26 EDT

7. Liver biopsy, which was done on 3/13/13 was benign.

8. Echocardiogram on 6/18/13 did show pericardiat effusion without
pericardial tamponade, which was Jarge, moderately severe pulmonary
hypertension, increased dynamic left ventricular outflow tract gradient with 2
peak gradient 61 with Valsalva maneuver and has a resting peak gradient of 39
on 6/18/13, probably patient has idiopathic hypertrophic subaortic stenosis.

0. Patient also has high creatinine, which is 3.4; potassium was very high;
also hemoglobin was low.

PLAN: Patient will be admitted to CV tele. We will discontinue Coumadin. We -
will start the heparin and then further workup will be decided. Patient has
multisystem involvement, will require other consultants to see this patient

also.

Dictated by: J K. SHAH, MD, FACC, ¥SCAI
TR:JKS/IN

DD:07/19/2013 09:06 EDT

DT:07/19/2013 10:20 EDT
JOB:9807491/4117785

HP-**_History and Physical-**-20130719102051
Electronically Signed on 07/23/2013 06:09 EDT

SHAHMD, 1K

_Consuliatlon Reports

DocumentName:  Consultation Reports {(Auth (Verified))
Performed By: WOOTEN MD, SALLY M 07/22/2013 23:17:23 EDT
Signed By: WOOTEN MD, SALLY M 07/23/2013 08:46:22 EDT

Authenticated By: WOOTEN MD, SALLY M 07/23/2013 08:46:22 EDT
_Consuitation ’

Patient Name: DIBERNARDO, ANTHONY R
DOB: 12/26/1962

ACCT: 100407385PMC

ADM: 07/19/2013

DIS: ‘

DATE OF CONSULTATTON: 7/22/2013

Legend: * = Abnormal, H = High, L = Low, C = Critical, f= footnote, r= reference ¢ = corrected, i = interpretation
Chart Request ID: 16959967 70f 172 . Print Date/Time: 02/24/2014 09:46:04 CST
: : Printed By: Larsen, Susan
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Piedmont Medical Centér
_ 222 8 Herlong Ave-Rock Hill, SC 29732
Patient: DIRERNARDO, ANTHORY R

MRN# 342675 ' Admission Date:  07/19/2013
Account #: 100407386 ' Discharge Date:  07/24/2013 .
DOB/Age/Sex:  12/26/1962/51 years/Male . Attending Provider: MORI MD, NARESH A; SHAR MD, J
. . K .
History and Physical Reports R g

Docusment Name: History & Physical (Auth (Verified)) : A
Performed By: . BOULWARE PA, RICHARD B  07/19/2013 15:16:36 EDT
Signed By: per contribution per contribution

Authenticated By: MORI MD, NARESH A 07/23/2013 12:50:33 EDT

Signed By:  MORIMD, NARESH A (07/23/2013 12:50:33 EDT); BOULWARE PA, RICHARD B (07/22/2013 08:31:21 EDT)

History and Physical .
Patient Name: DIBERNARDO, ANTHONY
DOR: 12/26/1962

ACCT: 100407386PMC

ADM: 07/19/2013

DIS:

~ AGE: 50
CARDIOLOGIST: J. K. Shah, M.D.

PROBLEM LIST:

1. Chronic atrial fibriflation.

2. Chronic anemia. . : .
3. Hypothyroidism. ' o . . ‘ »
4. History of congenital cardiomyopathy, possibly a parachute mitral valve.

5. Chronic pericardial effusion without tamponade.

HISTORY OF PRESENT ILLNESS: Mr. Dibemardo is a very pleasant 50-year-old
_ white male followed by Dr. J, Shah. The patient has a known latge- -
circumferential pericardial effusion without tamponade due to a history of
mitral valve stenosis, possibly a parachute mitral valve. This has beea noted
to be present on echocardiogram, going back to 2009, but has normal EF. S
Reportedly, the patient has a history of cardiomyopathy due to congenital . - -
defect. The patient has previously been maintained on spironolactone, this
was discontinued secondary to hyperkalemia. The patient has been maintained
on Lasix as well, but recently within the past 1-2 weeks has bad increasing
 ghortness of breath, increasing lower extremity cdema, The patient's most
secent echocardiogram was done 6/18/2013, showing normal systolic function, EF
of 55%, but nioted to have severe biatrial enlargement, large circumferential
pericardial effusion without tamponade. Also, has noted increased dynamic |
left ventricular outflow tract gradient with a peak gradient of 61 mmHg with
Valsalva and peak gradient of 39 resting. The patient is maintained on Coreg
- and Coumadin given history of atrial fibrillation. INR wag checked today, was
2.1. The patient denies that he has any chest pain, but has significant edema
and effort intolerance and shortmess of breath,

CURRENT MEDICATIONS: Include: Coreg 6.25mgb.i.d.; Coumadin 6 rﬂg all days
with the exception of Sunday, which is 3 mg; digoxin 250 mcg daily, Lasix 40
mg 1 p.o. b.i.d., lisinopril 5 mg daily, Synthroid 100 mcg daily, Feosol 325

tid.
Legend: ® = Abnormal, H = High, L = Low, C = Critical, £ = footnote, r = refereice ¢ = corrected, i = mterpretation

Chart Request ID: 16959967 Jof172 Print Date/Time: 02/24/2014 $9:46,04 CST
_ T ) Printed By: Larsen, Susan
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Piedmont Medical Center
- 222 S Herlong Ave-Rock Hill, SC 29732
Patient: DIBERNARDO, ANTHONY R ‘

MRN #: 342675 : Admission Date:  07/19/2013
Account#: 100407386 - Discharge Date: 07/24/2013
DOB/Age/Sex:  12/26/1962/51 years/Male Attending Provider: MORIMD, NARESH A; SHAH MD, J
. K :

History and Physical Reports

Document Name: History & Physical (Auth (Verified))

Performed By: BOULWARE PA, RICHARD B 07/ 19/2013 15: 16:36 EDT
Signed By: per contribution per contribution

Authenticated By: MORI MD, NARESH A  07/23/2013 12:50:33 EDT

Signed By: MORI MD, NARESH A (07/23/2013 12:50:33 EDT); BOULWARE PA, RICHARD B (07/22/2013 08:31:21 EDT)

)]

ALLERGIES: He has no known drug allergies.
PAST SURGICAL HISTORY: Unremarkabie.
FAMILY HISTORY: Unremarkable.

SOCIAL HISTORY: Negative alcohol oritobacco use. Married, lives with his
wife. ‘

REVIEW OF SYSTEMS: Per HPL

 PHYSICAL EXAMINATION:
VITAL SIGNS: BP 118/68, pulse is 78.
GENERAL: This is a diminutive statured white malg, appears to be in o acute
distress. _
HEENT: Normocephalic. There is significant exophthalmus noted. Oropharynx
is clear.
NECK: Supple without bruits. 4
CARDIOVASCULAR: He has an irregularly irregular rate with an audible systolic
mutmur,
© LUNGS: Clear. : -
ABDOMEN: Markedly distended with positive shifting dullness to percussi\on. :
EXTREMITIES: Have 1-2+ pitting edema bilaterally.

LABORATORY DATA: All labs are currently pending. Most recent labs from 6/17
showed a hemoglobin of 8.9 with a kematocrit of 28.3, MCV of 66.4, MCH 20.9.
The sodium at that time was 133 and the potassium was 6.7, BUN was 94 and
creatinine is 3.1, EKG has not yet been performed. '

ASSESSMENT AND PLAN: Large pericardial effusion, now with worsening lower
_ extremity edema and possibly ascites. A STAT 2D echocardiogram has been
ordercd and will be repeated. We will repeat labs including a BMP, CBC,
D-dimer, TSH, T3 and T4. We will hold Coumadin and start the patient on
heparin drip, follow PT and INR. Planjs to proceed with a pericardiocentesis
possibly on Monday. After that, the patient will need a right and left heart
catheterization. Risks, benefits and alternatives have been discussed with
the patient. Given the elevation of serum creatinine, we will consult
nephrology to see the patient, though this is likely all passive hepatic
congestion and renal insufficiency due to right ventricular strain. Further
recommendations will be made accordingly.

Legend: * = Abnormal, H = High, L= Low, C = Critical, = footnote, r = reference ¢ = corsected, i = interpretation '
Chart Request §D: 16959967 4 of 172 Print Date/Time: 02/24/2014 09.46:04 CST

Printed By: Larsen, Susan
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‘Piedmont Medical Center
. 222 S Herlong Ave-Rock Hill, 8C 29732
Patient: DIBERNARDO, ANTHORY R

MRN #: 342675 ' ’ Admission Date:  07/19/2013
Account #: 100407386 ' Discharge Bate:  07/24/2013
DOB/Age/Sex:  12/26/1962/51 years/Malc _ Attending Provider; MORIMD, NARESH A; SHAH MD, ]
X .,
I | ~ History and Physical Reports ]

Document Name:  History & Physical (Auth (Verified)) |
Performed By: BOULWARE PA, RICHARD B 07/19/2013 15:16:36 EDT
Signed By: " per contribution per contribution

Authenticated By: . MORIMD, NARESH A 07/23/2013 12:50:33 EDT

Signed BS!:-. 'MORI MD, NARESH A (07/23/2013 12:50:33 EDT); BOULWARE PA, RICHARD B (07/22/2013 08:31:21 EDT)

Dictated by: RICHARD B, BOULWARE, PA

- TR:RBB/AN

DD:07/19/2013 12:15 EDT

DT:07/19/2013 12:50 EDT
JOB:9809196/4118771 '
BP-**_History and Phys:cniv**~201307l91250(39
Electromcaily Signed on 07/22/2013 08:31 EDT

BOULWARE PA, RICHARD B

Electronically Signed on 07/23/2013 12:50 EDT

MORI1 MD, NARESH A

Lepend: * = Abnormal, H = High, L = Low, C = Critical, f = footnote, r = reference ¢ = corrected, i = interpretation
Chart Requesl D: 16959967 50f172 Print Date/Time: 02/24/2014 09:46:04 CST
: Prmled By: Larsen, Susan
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Piedmont Medical Center

222 § Herlong Ave-Rock Hill, SC 20732
Patient: DIBERNARDO, ANTHONY R

MRN #: 342675 - _ Admission Date:  07/19/2013

Account #: 100407386 Discharge Date:  07/24/2013 ,
DOB/Age/Sex:  12/26/1962/51 years/Male : Attending Provider: MORIMD, NARESH A; SHAH MD,J
: ' K R
B EKG/Rhythm ]
DocumeritName:  EKG (Auth (Verified)) o |
Performed By: Contributor_system, PMC_MUSE  07/21/2013 05:59:44 EDT
Signed By: : '
Authenticated By:

Electrocardiogram 12 Lead
Ventricular Rate - 65 BPM
Atrial Rate - §6 BPM
QRS Duration - 88 ms
Q-T Interval - 412 ms
" QTC Calculation(Bezet) - 428 ms
Calcutated R Axis - 181 degrees
Calculated T Axis - 37 degrees ' v
- Diagnosis - Atvial fibrillation with premature ventricalar or aberrantly conducted complexes
Diagnosis - Right ventricular hypertrophy
Diagnosis - Anterolateral infarct , age undetermined '
Diagnosis - Abnormal ECG™ : .
Diagnosis - Confirmed by EKG NOT READ, : (1705), editor Armstrong, Bailey (31) on 7/22/2013 10:32:27 AM |

B ' Cath Lab , | 1
Document Name: Cardiac Catherization Report (Auth (Verified))
Performed By: MORI MD, NARESH A 07/22/2013 13;11:32 EDT
Signed By: MOREMD, NARESH A 07/23/2013 12:50:35 EDT

- Aauthenticated By: MORI MD, NARESH A 07/23/2013 12:50:35 EDT

Cardiac Cathcterization Report N
Patient Name: DIBERNARDO, ANTHONY R

DOB: 12/26/1962

ACCT: 100407386PMC

ADM: 07/19/2013 '

DIS:

PROCEDURES PERFORMED:

1. Pericardiocentesis for large pericardial effusion.

2. Left and right heart catheterization, which was to be done to evaluate for
constrictive physiology, could not be done because of complications after
pericardiocentesis.

BRIEF HISTORY: A 50-year-old gentleman with history of Noonan syndrome, had 2
history of large pericardial effusion and came for left and right heart
catheterization and also pericardiocentesis.

DESCRIPTION OF PROCEDURE: We started out with pericardiocentesis, The area
under sternum was prepped and draped. Next, the pericardial space was
entered using a large-bore needle. Next, initially more than 1 L of

pericardial fluid was drained, however, later on the fluid trned hemorrhagic

with the blood pressure also going down. This raised the suspicion of

Legend: * = Abnormal, H = High, L = Low, C = Critical, f == footnote, ¥ = reference ¢ = corecled, i = interpretation
Chart Reguest 1B: 16959967 430f172 Print Date/Time: 02/24/2014 09:46:04 CST
Printed By: Larsen, Susan
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Piedmont Medical Center
222 S Herlong Ave-Rock Hill, 8C 29732
Patient: DﬁBFRNARDO, ANTHONY R }
MRN #: 342675 : . Admission Date:  07/19/2013
. Account# 100407386 Discharge Date:  07/24/2013 :
DOB/Age/Sex: 12/26/1962/51 years/Male Attending Provider: MORI MD, NARESH A; SHAH MD, J

Cath Lab e

DocumentName: . Cardiac Cathierization Report {Auth (Verified))

Performed By: MORI MD, NARESH A 07/22/2013 13:11:32 EDT
Signed By: _ MORI MD, NARESH A 07/23/2013 12:50:35 EDT
Authenticated By: MORI MD, NARESH A 07/23/2013 12:50:35 EDT

myocardial injury during pericardiocentesis and hence, the right feroral vein

was cannulated, lots of blood was aspirated from the pericardial space and

then eventually given back to the patient. Emergency cardiac surgery T
evaluation was called for, the pericardial window placement and alsc repair of

myocardial injury. '

CONCLUSIONS: Pericardiocentesis was done with resultant complication of

hemodynaraic instability and probable injury to the myocardium during .

pericardiocentesis. Patient went for emergency surgery for pericardial window

and also pericardial biopsy and repair of myocardial injury.

Dictated by: NARESH MORI, MD

- TRINM/IN

DD:07/22/2013 12:28 EUI‘

DT.07/22/2013 13:11 EDT .

JOB:9828434/4040572

CA-**-Cardiac Catheterization Report-*#-20130722131 125
,Fleczmmcally Signed on 07/23}2013 12:50 EDT .

MORI MD, NARESH A

Legend: * = Abnormal, H = High, L. = Low, C = Critical, £= footnote, r = reference ¢ = corrected 1 = interpretation
Chart Reguest ID: 16959967 44 of 172 » Print Date/Time: 02/24/2014 09:46:04 CST
. _ ' Printed By: Larsen, Susan
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MRN: 342675 .
Patictst Name: DIBERNARDO, ANTHONY R

Piedmont ¥  cal Ceﬁter

‘ Physician:w - /}’M\,u _

Facility: PMC
FIN: 100407386

CARDIAC CATH — POST-PROGEDURE NOTE

Pre-Procedure Diagnosis;

Post-Procedure Diagnosis:

fihg 70

Right C A . \
*!.gP«n?r R%'::"V i fooMmivAncE R L 1] Leﬂc%’:"‘afy Anery
2.  MIRCA 12. Prox LAD
3. Dist. RCA 13. Mid :LAD
4. RPDA 14, DistLAD
5. RPLS 15. 1 Diag
% VRPL 16, 2 Diag
10. ACMarg. 17. 1" Sepla
18. Prox CX
19. Dist CX
20. 1*ObMa
21. 27 CObMa
22. 3" ObMa
23. LAV
2a. VYLRL
. "27. LPDA
~ Access
RFA__ S Fr
LFA___ Fr
. RFV 2 Fr
LFV Fr
Rt Radial Art. ___ Fr
L.t Radiat Art,
— ) T RHC RA AN
LHC Aoria / Mean . RV____ ¢ RVEDP
LV , LVEDP PA ! Mean
PCWP. A \
ACT: Sedationmnesthesia:
N O8ATIVC_____ RV____FA___
PF CEDU SVC PA AD
C ol s ﬁzm RA w

Coamplications:

/SPEC!MEN: NIA

E§TIMATED BLOOD LOSS; 0 minimai or -

Ta VN8 S (2N

PHYSICIAN SIGNATURE:

immediate post-procedure pt.condition:

- PHYSICIAN NAME: (Printed )

Cardiac Cath-
Post-Procedure Note

4477013 113500 AM £2-8502
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Piedmont Medical Center

/—\
' ?@ﬁ@'ﬁ'
South Carolina

Cardiac Cath Lab Report

sedation to be used:

deficit regarding the intended procedure and/ or

.| Date of Birt 2
Age 50 Years
, Gender Male
Study Date 7/22/2013 Race Caucasian
MRN - 000342675 - Height 154 ém (5'1™)
Study Number Weight 63.60 kg (140 !bs)
Account Number 100407386 BSA 1 62 m>
Staff o
Duty . Name N ouT .
| Diagnostic Cardiologist Naresh Mori, MD . 7:26 AM | L
Circulator ~ - Gary Miller, RN (GM) 7:27 AM |
Ordering Physician Arun Kundra, MD 8.02AM ]|~ . .
RN - HOLDING AREA | Crystal McDaniel, RN (CMGD) 8.02 AM | 09:23 AM
Scrub Joseph Santana, CVT11 9:36 AM ' -
Monitor - Thompson Lundstrom, CVT 11 9:37 AM
Cath Lab Assessment o
' Mode of Arrivial: Stretcher
Accompanied by: WIFE-LORI
Phone number for above: IN WAITING ROOM
Person(s) Oriented to enviorment ‘Patient
, __Valuables given to: NONE
. Valuables kept by patient- Verbalizes at his/ her N/A
own risk-hospitial not résponsible: '
Patients emotional state: _Anxious
Education provided to: ‘Patient
Education Provided: Procedure
Education Provided: Pain Scale
Education Provided: Equipmeit
. Education Provided: Pre/ Post Céare
~ Education Provided: Effect of Medications
: "~ Education Provided: Teaching Re-enforced
Barriers To Learning ' None
Time Assessed 8:22:00 AM
QOutPatient Assessment
System Assessment 1
System Assessment 2
Patient’s Plan of Care
Mursing Diagnosis: Potiential for Knowledge High Priority

Pationt Name: DIBERNARDO, ANTHONY
MRN: 000342875

Page 1 of -15

Study Date: 7/22/2013
Admission ID: 100407386




Piedmont Medical Center
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South Carolina

interverntion: Ensure that informed consent is

Met Quticome
obtained for the procedure RO
Intervention: Ensure that patient understands Met Outcomne
sedation to be used, and possible side effects e
Nursing Diagnosis: Potential for asplratton due to High Priority
sedation and Impairment of conscioushess T
Intervention: Patient NPO for 8 hours after heavy Met Outcome
meal and 6 hours after light meal RN
Intervention: Medication may be given with a sip Met Qutcome
of water o
intervention: Patency of upper airway and . Met Qutcome.
resparatory effort maintained ' ' o
_Vorified By: “CMCD
~Time: 8:36:03.AM _
Nursmg Diagnosis: Alteration in oxygenation to High.Priority -
tissue secondary to respiratory depression/ effects R
of medication administered .
Intervention: Patient evaluated by physiclan for Met Qutcome
appropriateness for sedation immediately prior to o ‘
administration of sedation '
Intervention: Baseline established for BP, HR, 02 |, Not Met Outcome
Sat, EKG, & continually monitored during
procedure & recovery period :
intervention: Patient is continually observed for Met Outcome |
: changes in mental status ,
Intervantion Emergency equipment & reversal Met Outcome
] agents immediately available 3
Intervention v access is obtained & immediately Met Outcome
avallable
’ Interventlon Medication administration/ Met Outcome
monitoring only performed by nurse trained in
- ACLS or PALS / -
Verified By : GM
Racorided by: GM
Time: 9:22:53 AM
Patient’s Plan of Care #2
Provide anticipatory instruction on pain causes, YES
appropriate prevention, and relief measures
Explain procedure and medications YES
Verified by: GM
~ Time 9:23:11 AM
Procedures - ‘ ‘ :
Time -Procedure | Code1| Code2| Code3d | Coded . ~_ Comment
12:19 PM Pericardiocentesis | 4613010 : '
12:19 PM |. OR - Art Access - R
: femoral artery* .
Patient Name: DIBERNARDO, ANTHONY Study Date: 7/22/2013
MRN: 000342875 Admission 1D: 100407388
Page 2 of 18




Piedmont Medical Center
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1218 PM QR -Ven Access -R |
' femoral vein :
Radiology Summary _ .
L Diagnostic Interventional " Total
| Fluoro Time (minutes) 6.3 - 8.3
Contrast -
. Time Contrast Amount (ml) Comment |
12:17 PM Omnipaque |’ 20 Lo
L1217 PM Wasted Contrast 130
FFR | | o
* Time Pa . Pd FFR Coronary Artery Segment
: (mmHg) (mmHg) A
- Complications .
Time Complication Comment
12:19 PM Emergency vascular surgery
Pressures Used in Calculation (mmHg)
Baseline - -
Time | - Sita| Sys| Dias| End| Mean| AWave | VWave | Max dp/dt HR
, : : S (BPM).
11:13 AM VEN 6 . . 80
1211 PM ART 117 57 |- .16 - 721
Medication Events-M -
Pre-Case - Arun Kundra : . ' ' ‘ %
Start Stop Medication | Amount | Ordered by Glven by Comment 2,
9:56 AM ' 0.9NS IV | 30 miper | Naresh Morl | Gary Miller E
' - hr MD RN (GM) !
10:31 AM b Versed IV 0.5mg | Naresh Mori | Gary Miller
, MD RN (GM)
10:31.AM Fentanyl Iv 50 meg | Naresh Mori | Gary Miller
o - MD | RN (GM)
Other - Naresh Mori | ~
Start Stop | Medication | Amount | Ordered by Given by Comment
10:35 AM 1% Lidocaine 18 mi | Naresh Mori |- Naresh
Hydrochloride Subcut MD Mori MD-
10:35 AM Fentanyt IV 50 mcg | Naresh Mori'} Gary Miller
‘MD RN (GM)
10:36 AM Versed IV 1mg | Naresh Mori | Gary Miller
_ ' MD RN (GM)
10:45 AM | 11:01 AM Oxygen Nasal cannuia 3 I per { Naresh Mori | Gary Miller
N ! J
Patient Name: DIBERNARDO, ANTHONY Study Date: 7/22/2013
MRN: 000342675 Admission ID: 100407386
Page 3of 15 .
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min

- MD RN (GM)
11:27 AM 09NSIV 200 mt | Naresh Mori | Gary Miller
: per hr . MDl RN(GM)
11:32 AM 1% Lidocaine 15 mi | Naresh Morl Naresh
. " Hydrochloride Subcut : MD Mori MD
11:34 AM | 11:56 AM Dopamine IV 20 meg | Naresh Mori | Gary Miller
pst kg MD RN (GM)
: .__permin
11:41 AM | 11:48 AM LevophediV|{  2mcg| Naresh Mori | Gary Miller
per min MD RN (GM)
11:48 AM Levaophed IV 1 meg | Naresh Mori | Gary Miller
- : per min . MD RN (GM)
1 11:56 AM | 12:00 PM Dopamine 1V 10 mcg | Naresh Mori | Gary Miller
' per kg MD RN (GM)
per min ' )
12:00 PM | 12:02 PM Dopamine IV 5meg | Naresh Mori | Gary Miller
per kg MD RN (GM)
per min
Vital Signs ) .
Time | Sp02 HR BP RR Ramsey Scale / Pain / Comment .
8:21 AM 100 . 66 114/54i75 18 ‘ S
2:39 AM 99 78 108/69/85 15 R1, NOPAIN
9:44 AM 100 48 110/62/78 16 _R1, NO PAIN
9:49 AM 100 65 124/61/87 34 R1, NO PAIN
9:54 AM 89 60 105/681/81 30 R1, NOPAIN
9:59 AM 99 73 101/62/78 15 R1, NOPAIN
10:04 AM 98 98 111/656/77 21 R1, NOPAIN !
10:09 AM 971 58 T oe/e0/TT | - 24 R1, NOPAIN
10:13 AM 95 55 101/88/71 20 R1, NOPAIN
10:19 AM 92 68. 102/60/88 21 R1, NOPAIN
10:23AM | 93 75 104/67/79 21 R1, NOPAIN
10:29 AM 93| 65 104/62/74 23 R1, NO PAIN.
10:34 AM 96 58 113/60/82 25 R1, NOPAIN
10:39 AM a7 60 116/65/79 15 Ri, NOPAIN.
1044 AM | 65 82 Q5/57/72 15 R1, NO PAIN
10:49 AM 99 65 94/57/80 19 R1, NOPAIN
10:54 AM 100 74 99/51/69 18 R1, NO PAIN
10:59 AM 100 56 . 104/55/82 21 R1, NO PAIN
11:06 AM 09 61 95/64/78 20 R1, NO PAIN
11:09 AM 100 70 99/56/74 20 R1, NOPAIN
11:14 AM 100 58 92/54/70 21 R1, NOPAIN
11:19AM 99 7 " 95/81/73 21 R1, NOPAIN
11:24 AM a7 76 87154171 27 R1, NO PAIN -
11:26 AM 84 76 71/54/59 21 R2, NO PAIN
11:29.AM 95 53 43/32/38 | 36 R2, NO.PAIN
11:32 AM 100 44 41/26/33 24 R2, NO PAIN
Patient Name: DIBERNARDO, ANTHONY Study Date: 7/22/2013
MRN: 000342875 - Admission 1D: 100407386
Page 4. of 15
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41 48/28/35 23

11:33 AM
11:34 AM 65 “44/31/36 35
11:35 AM 97 74 47/30/41 1 51
11:36 AM 95| 109 66/54/60 73
11:37 AM 99| 102 65/43/52 19
11738 AM 98| 105 80/50/62 20
11:40 AM 98 | 104 75/50/66 19
11:41 AM 97 94 90/44/66 _ 20
11:42 AM 98| 110 71/59/64 19
11:44 AM 97 96 72146/57 24
1145AM |. 86| 112 75/53/58 30
11:46 AM 100.] 119 89/57/62 | 21
11:47 AM. 99| o4 78/50/64 | . 20

[11:48 AM 99| 100 80/49/61 20
11:49 AM 90! 53 104/44/58 22 _ 2, NO PAIN
11:51 AM 100 118 83/50/62 19 ' R2, NO- PAIN"
11:56 AM 100 84 109/53/79 12 R2, NOPAIN
12.01 PM| 100 90 . 124171007 | . 15 R2, NOPAIN
1206 PM | .94 74 111/52/71 18 , R2, NOPAIN | .-
12:11 PM 75| 113 105/51171 27 _ ’ R2, NO PAIN |

" Intervention Summary

‘ Conscﬁous Se_dation

_Pre-Study Conscious Sedation Assessments

Activity

7 - Able fo move 4 extremities voluntarily or on command

Respirations

2 - Able to breathe deeply and cough freely

Circulation

2 - BP +/- 20% of pre-anesthetlc level

Consciousness

2 - Fully Awake

02 Saturation

Pre-study Totals

2 - Able o maintain O2 saturation greater than 92% on room air
10 ‘ _

~ Pre-study
Assessment

Statement |

Activity

Pdst-s_tudy Conscious Sedation Assessments

Raspirations

Circulation

. Consciousness

02 Saturation

Post-study
Totals

Post-study
Assessmant
Statgment

Récovery Aldrete Score

Pre Procedure Pulses

Patlent Name: DIBERNARDO, ANTHONY. Study Date: 7/22/2013
‘ - : Admission D: 100407386

fARN: 000342675

Page 5 of 15
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Time Pulses Checked 8:32: A5 AM
RDP: “Stron
TLDP: sm;n&
R Rad_iai: Strong_
L. Radial: Stron ing |
Post Procedure Pulses
Transfer/Discharge Form
Event Log .
Time . Summary Comment
8:01:25 AM | Phase: Baseline ,
8:01:57 AM Pre-Case Documentation
8:02:12 AM Lab Results Checked MD notified
8:17:29 AM Patient Arrives }
8:17:30 AM Report From: Mary Montroy, RN
8:17:31 AM Report Given To: CMCD
8:17:44 AM Scheduled Procedure: RIGHT AND LEFT
HEART CATH, POSSIBLE
: ' PERICARDIOCENTESIS
8:21:15 AM | 8p02 100%; HR 66 bpm; 114/54/75 NBP; LOC
v 2 RR 18/min Temp 37.1 °C L
8:21:24 AM : , : Initial verification of patient identification
_ using :
8:21:24 AM two patient identifiers.
8:21:24 AM g Armband Checked & On Patient v
8:21:26 AM Patient set up with monitor for EKG,BP and
: Puise Ox
8:21:26 AM | Case Event Type:Pre-
- | Case,Physiclan:Kundra,Arun '
8:21:38 AM Patient origin: CVTELE
8:21:43 AM HIPPA option'in (YES)
8.21:44 AM Pre-procedure Teaching Performed
8:21:45 AM Patient Verbaiized Understanding of
Procedure
8:21:46 AM Accurately completed and signed consent
e form which.is
8:21:46 AM consistent with the history and physical and
- the
8:21:46 AM procedure schedule
8:21:46 AM Relevant documentation is present, to include
- but not limited to
- 8:21:46 AM hlstory and physical, nursing assessment
. images and/or test
8:21:46 AM results, and pre-anesthesia assessment.
8:21:46 AM
8:21:47 AM |- - Availability of blood products required
8:21:48 A for the procedure.
8:21:48 AM . :
8:21:48 AM Procedure physician and another member of
Patient Nama: DIBERNARDO, ANTHONY Study Date: 7/22/2013
MRN: 000342675 . Admission ID: 100407386
Page 6 of 15 ‘
0059961




Piedmont Medical Center
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the team check'

8:21:49 AM 1 relevant data to confirmthe site (!magmg
studies, -
8:21:49 AM radxology films, consultation notes et )
8:21:49 AM
8:21:49 AM NPO since: 7/2-1/13 1800
- 8:21:58 AM No Known Drug Allergies
8:21:59 AM Pre Procedure Form
8:23:18 AM Pt. /Family describes procedure prep and -
_anticipated events
8:23:18 AM Verbalized awareness and acceptance of
: . | current emotional state '
8:23:20 AM No further questions
8:23:20 AM States criteria for discharge
8:23:20 AM Name/Relationship to patient:
8:23:21 AM Patient voided--time: 7/22/13 0800
8:25:22 AM Call light within reach
8:265:22 AM | Siderail elevated x 2
8:25:23 AM Pra-Mads reviewed
'~ 8:25:26 AM Is patient experlencing pain? No
8:25:30 AM IV Site: RIGHT WRIST
8:25:31 AM IV size: 22 GA
_8:25:31 AM IV's Infusing: LASIX DRIP @ 15ML/HR
8:32:.06 AM | ‘Pre-Case: Moderate Sedation Assessment
8:32:15 AM Pre-Procedure Pulses Checked.
8:36.03 AM Patient's Plan of Care
" 8:36:18 AM POSITIVE/NORMAL MOD!F!ED ALLEN S
TEST TO RIGHT WRIST _
9:22:52 AM | Patient identified by name/blrthdate by
procedure room staff
9:22:53 AM Armband Checked & On Patient
9:22:53 AM Patient's Plan of Care
9:36:16 AM Patient on Tabie
9:38;22 AM 1 Llab#1 .
9:38:24 AM Safely Concerns addressed with patient
0:38:24 AM Emergency Supplies Avallable
9:38:24 AM Radiation Sheilding Used
9:38:25 AM ) Bassline 7 lead ECG
9:39:24 AM | Sp0O2 99%, HR 78 bpm; 109/69/85 NBP; RR R1, NO PAIN _
15/min S
QA5 AMY R &L 2 - Transqucers-------
9:42:04 AM 100m! Botile of Contrast in Injector
9:42:06 AM 160ml Bottle of Contrast at Table
9:42:.08 AM 500m! Heparinized flush on table
9:42:10 AM Additional 560mi Heparinized flush on table
9:42:33 AM ! Transducer connected to hepanmzed 500m|
‘ flush bag times two -
9:44:10 AM Sp02 100%; HR 48 bpm 110/62/78 NBP; RR R1, NO PAIN
15/min .
9:47:57 AM | Transducer

‘Patient Name: D!BERNARDO ANTHONY
MRN: 000342675

v Page 7 of 16

Study Date: 7/22/2013
Admission ID: 100407386
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9:47:58 AM

Transducer

9148:00 AM

Cath Tray Pack <

9:48:03 AM

Manifold set up (3 or 4 port)

9:48:04 AM

Angio Injector Syringe 150ml

9:48:05 AM

Bag Decanter

9:48.06 AM

02 Nasal Cannula

9:48:07 AM

Extention Tubing (any size)

0:48:11 AM

IV Extension. Tubing (Swartzman)

9:48:12 AM

Tegaderm Dressing

9:49:06 AM

SpO2 100%; HR 65 bpm; 124/61/87 NBF’ RR

1 34/min

R1, NO PAIN

9:49:22 AM

J Wire .035 wire

9:49:56 AM

5Fr. FL4 Catheter

9:49:57 AM -

5Fr. Pigtail 145 (Angled) Catheter

9:50.06 AM

-5Fr, Williams Rt Post, Catheter

9:50:09 AM

5Fr. MPA 2 Catheter

9:50:57 AM

7Fr. Hi - Shore Swan

9:51:30 AM

Evacuation Container

9:54:09 AM

Sp02 89%; HR 60 bpry; 105/61/81 NBP RR

30/min

R1, NO PAIN

9:54:36 AM

Wholey wire

9:56.54 AM

09 NSV 30w per hr

9:58:25 AM

ARRIVED ON LASIX DRlP 15mg/HR

9:69:12 AM

Spoz 99%, HR 73 bpm; 101/62/78 NBP RR
15/min

R1, NO-PAIN

10:04:05 AM | SpO2 98%; HR 98 bpm; 111165177 NBP RR R1, NO PAIN
. ‘ 21/min :
10:09:32 AM | Sp02 87%; HR 58 bpm; 96/60/77 NBP; RR R1, NO PAIN,.
21/min
10:13:53 AM | SpO2 95%; HR 55 bpm 101/68/71 NBP; RR R1, NOPAIN
C 20/min
10:17:45 AM Physician Called
10:19:11 AM | Sp02 92% HR 68 bpm 102/60/88 NBP; RR R1, NO PAIN
21/min , ’
10:23:55 AM | SpO2 93%; HR 75 bpm 104/67/79 NBP; RR , R1, NO PAIN
21/min
10:29:05 AM | SpO2 93%; HR 85 bpm; 104/62/74 NBP; RR ‘R1, NO PAIN
23/min ,
10:31:37 AM { Versed IV 0.5 mg
10:31:54 AM | Fentanyl IV 50 meg -
10:32:27 AM ' Physician Arrived
10:32:27 AM Patient Prepped & Draped in Usual Manner
10:32:29 AM N T T R R—
10:32:38 AM Procedural Time Out Process: The Primary
care provider or
10:32:38 AM circulating staff member calls for all activity.in
_ the procedure
10:32:39 AM room to STOP and ALL team- msmbers to
10:32:39 AM participate in the Time Out Procedure.
10:32:39 AM

The correct patient identification (using two

Pattent Name: DIBERNARDO, ANTHONY

MRN: 000342675

Page 8 of 15

Study Date: 7/22/2013
Admission ID: 100407386
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10:32:39 At patient identifiers).
10:32:39 AM Confirmation of correct side
10:32:39 AM Presence of accurate consent form
el confirming '
10:32:39 AM the correct procedure to be done,
10:32:39 AM Correct patient position.
10:32:39 AM Relevant images and resulfs are 1abeied and
-10:32:39 AM appropriately displayed .
10:32:38 AM Safety precautions based on the patient’
| history are addiessed. _
10:32:39 AM | All-members of the procedure teamn have
' | verbally acknowledged. .
- 10:32:39 AM agreement to all the previous components..
10:32:43 AM All Procedural Staff Wearing Radation
‘ Dosimeter. o
- 10:32:43 AM Two Dosimeters for Approved Personnel
- 10:32:43 AM Procedural staff initials: DB, TL, GM, JS, NM
10:32:43 AM : : - .
10:33:24 AM Case Start
10:33:24 AM | Case Event Type:Other,Physician:Mori,Naresh L
10:34.08 AM | SpO2 96%; HR 58 bpm 113/60/82 NBP RR R1, NOPAIN
' 25/min :
10:35:43 AM ' 1% Lidocaine Administered to Chest
10:35:52 AM | 1% Lidocaine Hydro‘chloride Subcut 18 ml
10:35:59 AM | Fentanyl IV 50 mcg
1 10:36:54 AM | Versed IVimg
10:39:12 AM | Sp0O2 97%; HR 60 hpm; 116/65/79 NBF, RR R1, NOPAIN
‘ 15/min ‘ :
10:40:42 AM 1 ECHO TECH ARRIVED TO CASE
10:42:52 AM Percutanous puncture to chest wall
10:43:50 AM “Catheter Inserted over Guidewire
10:44:03 AM Pencardwcentesus Kit .
10:44:37 AM | Sp02 65%; HR 82 bpm; 95/57/72 NBP; RR R1, NOPAIN
15/min ‘ ,
10:44:56 AM . Aspiration of bicod/ fluid
10:45:46 AM | Oxygen Nasal cannula 3 | per min
-10:49:22 AM | SpO2 99%; HR 65 bpm; 94/57/80 NBP; RR R1, NOPAIN
19/min ‘
10:50:17 AM CONTRAST INJECTED. INTO
‘PERCARDIUM
10:50:58 AM _| Tubing connected
10:61:01 AM | _ . Vacutainer connected
-10:54:24 AM | SpO2 100%; HR 74 bpm; 99/51/68 NBP; RR R1, NO PAIN
. 18/min - '
10:59:41 AM | SpO2 100%; HR 56 bpm; 104/55/82 NBP; RR R1, NOPAIN .
: 21/min
11:00:14 AM | 6Fr. Long Sheath
11:06:10 AM Sp/02 99%; HR 61 bpm; 95/64/78 NBP; RR R1, NO PAIN
20/min .
11:07:55 AM Aspiration of blood/ fluid

Patient Name: DIBERNARDO, ANTHONY

MRN: 000342675

Page 9 of 16
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11:09:00 AM

Vacutainer connected

11:09:43 AM

Sp02 100%; HR 70 bpm 99/56/74 NBP; RR
20/min

R1, NO PAIN

21/min

11:10:58 AM Tubing sutured with 2.0 Silk
11:11:16 AM POST ASPIRATION CONTRAST
INJECTION
11:11:24 AM. Total Voiume out : 1240ml_
" 14:13:33 AM | VEN:6, HR =80, !l PERICARDIAL PRESSURE
11:13:33 AM | Snapshot: VEN : 6, HR =80 .
11:14:08 AM | SpO2 100%; HR 58 bpm; 92/54/70 NBP; RR R1, NOPAIN
21/min
11:15:28 AM PIGTAIL CATHETER REMOVED FROM
PERICARDIUM .
11:16:39 AM wmmeeen R & L 2 - Transducerss-eme-n
14:19:10 AM | Sp0O2 99%, HR 77 bpm; 95/61/73 NBP; RR R1,  NOPAIN -
' 21/ min
11:19:23 AM | SAT: AO 98.0% :
- 11:24:08 AM | SpO2 97%; HR 76 bpm; 87/51/71 NBP; RR R1, NO PAIN
27/min .
11:26:37 AM | SpO2 84%; HR 76 bpm; 71/54/59 NBP; RR R2, NO PAIN

1% Lidocaine Hﬁdrochtoride Subcut 15 ml

11:27:09 AM . 200m| FLUID BOLUS
11:27:35 AM | 0.9 NS IV 200 mi per hr
14:29:39 AM | SpO2 95%; HR 53 bpm; 43/32/38 NBP; RR R2, NO PAIN

' 36/min
11:30:43 AM - SURGEON Called
11:31:44 AM . BLOOD SENT FOR TYPE AND CROSS
11:32:07 AM Sp02 100%, HR 44 bpm 41/26/33 NBP; RR R2, NO.PAIN

24/min '

11:32:28 AM Rt Groin
11:32:29. AM 1% Lidocaine Administered to Rt, Groin
11:32:34 AM o '

14:32:50 AM Percutaneous Punciure to RFY
11:32:55 AM-- Sheath Inserted into RFY
11:33:24 AM | 7Fr. Short Sheath

20/min

11:33:26 AM | HR 41 bpm; 48/28/35 NBP; RR 23/min R2, NO PAIN
11:33:37 AM . Rt Groin
11:33:43 AM Percutaneous Puncture to RFA
11:33:47 AM. Sheath inserted Info RFA
11:34:06 AM | 5 Fr. Short Sheath B
11:34:40 AM | HR 65 bpm; 44/31/38 NBP; RR 35/min R2, NO PAIN
11:34:48 AM | Dopamine IV 20 mcg per kg per min , :
11:35:46 AM | SpO2 97%; HR 74 bpm; 47/30/41 NBP; RR R2, NO PAIN
- : 51/min ‘ ,
11:36:67 AM | SpO2 95%; HR 109 bpm; 66/54/60 NBP; RR R2, NO PAIN .
73/min
11:37:57 AM | SpO2 99%; HR 102 bpm 65/43/52 NBP; RR R2, NO PAIN
: 19/min :
11:38:53 AM | SpO2 98%; HR 105 bpm; 80/50/62 NBP; RR - R2, NO PAIN

Patlent Name:

DIBERNARDO, ANTHONY
MRN: 000342675
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11:40.00 AM

Sp02 98%; HR 104 bpm 75/50/66 NBP; RR

3, NO PAIN

20/min

v 19/min
11:41:46 AM | Levophed IV 2 meg per min
11:41:52 AM | Sp02 97%; HR 94 bpm; 90/44166 NBP; RR R2, NO PAIN
20/min .
- 11:42:59 AM | SpO2 98%; HR 110 bpm; 71/59/64 NBP; RR R2, NO PAIN
' 19/mm ]
11:43:18 AM : ‘I 1475mi BLOOD/FLUID QUT
11:44:05 AM | Sp02 97%; HR 86 bpm; 72/46/57 NBP; RR R2, NO PAIN
, 24/min
- 11:45:00 AM | §p02 86%; HR 112 bpm; 75/53/58 NBP; RR R2, NOPAIN
' 30/min
11:46:23 AM | Sp0O2 100%; HR 119 bpm,; 69/57/62:NBP; RR R2, NO PAIN
: 21/min
11:47:23 AM | SpO2 99%,; HR 94 bpm; 78/50/64 NBP; RR R2, NO PAIN
- | 20/min 3 :
11:48:22 AM | §p02 99%; HR 100 bpm. 80/49/61 NBP; RR R2, NO PAIN

11:48:32 AM

Levophed 1V 1 meg per min

PATIENT BEING AUTO-TRANSFUSED

11:49:06 AM
WITH PERICARDIAL EFFUSATE
11:49:55 AM-| SpO2 99%; HR 53 bpm; 104/44/58 NBP RR R2, NOPAIN
' .~ | 22/min
11:51:04 AM | Sp0O2 100%,; HR 119 bpm; 83/50162 NBP; RR | R2, NO PAIN
. 19/min
11:54:30 AM LASIX DRIP OFF ~
11:56:04 AM | Sp02 100%; HR 84 bpm 109/53/79 NBP; RR R2, NO PAIN
12min -
11:66:40 AM | Dopamine 1V 10 meg per kg per min
12:00:05 PM | Dopamine IV 5 mcg per kg per min
12:01:05 PM | SpO2 100%; HR 80 bpm; 124/71/97 NBP; RR R2, NOPAIN

15/min

18/min

12:05:57 PM LAB PERSONNEL ARRIVED FOR TYPE
AND CROSS

12:06:21 PM SURGEON AND ANESTHESIOLOGIST

’ ARRIVED TO CASE

12:06:30 PM | SpO2 94%; HR 74 bpm; 111/52/71 NBP RR

R2, NO PAIN

121052 PM

Physician Procedure End
12:11:21 PM | ART : 117/57/76, HR =72, Il ‘
12:11:21 PM | Snapshot. ART : 117/57/76 .
12:11:23 PM | Sp02 75%; HR 113 bpm; 105/51/71 NBP; RR. | R2, NO PA!N

27/min

12:12:39 PM Hematoma present? No
12:14:30 PM Patient Transferred to SURGERY
12:15:03 PM . : Family notified of case end
12:19:32 PM | Procedure: Pericardiocentesis : g
12:19:45 PM | Procedure: QR - Art Access - R femoral artery®
12:19:52 PM | Procedure: QR - Ven Access - R femoral vein

Patient Name: DIBERNARDO, ANTHONY

MRN: 000342675
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Supplies Summary , o .
"~ Time Size | Manufacturer | ltem Name (Model) Lot Number Comment |
947 AM | , ‘ Transducer | - R .
9:47 AM . _ . Transducer %
9:48 AM | Cath Tray Pack
9:48 AM . Manifold set up (3 or 4 port) E
9:48 AM Angio Injector Syringe 150ml :
9:48 AM - BagDecanter g
9:48 AM . 02 Masal Cannula ]
9:48 AM | : ' Extention Tubing (ahy size)
9:48 AM o IV Extension Tubing
. __(SBwartzman)
9:48 AM _ ' Tegaderm Dressing
'9:49 AM . "~ J Wire .035 wire
2:49 AM' ) ' BFr. FL4 Catheter
9:49 AM B " BFr. Pigtail 145 (Angled)
' . : Catheter
9:50 AM B 5Fr. Williams Rt Post,
. - Catheter
9:50 AM | . - 5Fr. MPA 2 Catheter
9:50 AM ‘ ' B ' 7Er. Hi - Shore Swan |
0:51 AM | » Evacuation Container
9:54 AM | - ' . Wholey wire |
1044AM | Pericardiocentesis Kit
1100 AM | - ~___6Fr. Long Sheath
11:33 AM 7Fr. Short Sheath
11:34 AM _ : - 5 Fr. Short Sheath |
Patient Name: DIBERNARDQ, ANTHONY : Study Date: 7/22/2013
MRN: 000342675 . . . Admission ID: 100407386
Page 12 of 15
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Patient Name: DIBERNARDQ, ANTHONY
MRN: 000342675
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Snapshot: ART : 117/57/76

1 tten ¥ T

120
} i
160
Pt B
17057 ™
1]
1%
) 126
130 Py

Contrast Form # 1

Previous reaction to contrast media? {except

No

nausealvomiting. heat/flushing pain) Within past 10
years? .
History of asthma or allergy to muitiple agents ? NOQ

: Diabetic? . NO

Diabetic and on Glucophage'(or medications - -NO
containing Metformin-ex. Glucophage,
Glucovance, Avandamet, MetaGlip)?

Pregnant or Nursing? . NO

Severe renal dysfunction (Creatinine > than 2.5 NO
mg/di)?

Significant cardiac dysfuncation: (e.g. unstable YES
angtna congestive failure, uncontrolled
arryhthmias, myocardial

Sickle Cell digease ? NO

Organ transplant ? NO

Undergomg Chemotherapy ? NO

Do you have Muliiple Mysloma ? NO

__Allergy to Barium Suifate ? NO

Patient Name: DIBERNARDO, ANTHONY : Study Date: 7/2212013

MRN:; 000342675 ' Admission ID

Page 14 of 15
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Piedmont Medical Center

. 222 S Herlong Ave Rock Hili, SC 29732
Patient: DIBERNARDO, ANTHONY R

MRN #: 342673 : Admission Date:  07/19/2013
Account #: 100407386 - _ - Discharge Date:  07/24/2013
DOB/Age/Sex: 12/26/1962/51 years/Male . Attending Provider: MORIMD, NARESH A; SHAH MD J
AP L 1 4
K ' | Physician Progress Notes
Document Name: Physician Progress Notes (Auth {Verified}) :
Performed By: WOOTEN MD, SALLY M 07/23/2013 16:12:20 EDT
Signed By: . WOOTENMD, SALLY M 07/31/2013 19:19:29 EDT

Authenticated By: WOOTEN MD, SALLY M 07/31/2013 19:19:229 EDT

Dictated by: SALLY M. WOOTEN, MDY
TR:SMW/IN _ v

DD:07/23/2013 1538 EDT

DT:07/23/2013 16:11 EDT
JOB:9839421/4135577

'PN-*%-Progress Note-**-20130723161127
Electronically Signed on 07/31/2013 19:19 EDT

WOOTEN MD, SALLY M
.. Operative/Procedure Reporis
Document Name: Operative Report  (Auth-(Verified))
Performed By; SAVAGEMD, DAVIDH 07/22/2013 14:15:04 EDT
Signed By: SAVAGE MD, DAVID H 07/26/2013 16:05:46 EDT , ’

Authenticated By:  ~ SAVAGEMD, DAVIDH 07/26/2013 16:05:46 EDT

Procedure Note
. Patient Name: DIBERNARDO, ANTHONY R
DOB: 12/26/1962
ACCT: 100407386PMC
ADM: 07/19/2013
DIS:

DATE OF PROCEDURE: 7/22/2013

PREOPERATIVE DIAGNOSES: Cardiac tamponade status post pericardial drainage.

POSTOPERATIVE DIAGNOSES: Cardiac tamponade stats post pericardial drainage.

PROCEDURE: Emergency subxiphoid pericardial window.
SURGEON: David Savage, M.D.

ASSISTANT: Judy Carlton.

ANESTHESIA: General by Dr. Richter.

BIOPSY: Pericarc;ial tissue to pathology.

COMPLICATIONS: None.

Legend: ¥ = Abnormal, H = Hng,h_L Low.C Critical, £ = footnote, r = reference ¢ = correcied, 1 = interpretation

Chart Reguest XD 16959967 - 330f 172

Print Date/Time: 02/2472014 09:46:04 CST
Printed By: Larsen, Susan

PIQ(Z 6033




~

, Piedmont Medical Center
. ~ 222 § Herlong Ave-Rock Hill, 8C 29732
Patient: DIBERNARDQ, ANTHONY R S

MRN#: 342675 Admission Date:
Account #: 100407386 Dischiarge Date:

DOB/Age/Sex:  12/26/1962/5] yearsMale Attending Provider:

07/19/2013
07/24/2013

MORI MD, NARESH A; SHAH MD, J

K

l

Operative/Procedure Reports

Document Name: Operative Report  (Auth (Verified))

Performed By: SAVAGE MD, DAVIDH 07/22/2013 14:15:04 EDT
Signed By: ~ SAVAGE MD,DAVIDH (07/26/2013 16:05:46 EDT _

Authenticated By: SAVAGE MD, DAVID H 07/26/2013 16:05:46 EDT
DRAINS: A 28 chest drainage.. Patient remains in critical condition.
PROCEDURAL DETAILS: I was called stat to the cath lab out of a previous case,

which I was in the middle of. There was a left side perixiphoid pigtail drain
placed in the cances. The patient was on inotropes and pressors. The windows

- of echo were quite poor, but showed a new fibrinous dense area of blood. Dr.

was clearly aspirating blood from the pericardium and putting it back in
the vein. The patient was clearly unstable. Therefore, he was also known to
be on blood thinners, though his INR was less than 1.5 pre the procedure.
Because of the patient's critical state, and the odds of hemodynamic
compromise of ongoing bleeding, we took the patient to surgery. A gram of
Ancef was given. A Foley and SCDs were placed. A subxiphoid incision was
made. The xiphoid bone was removed. The pericardium was entered. A quarter
size area was sent for biopsy. The large clot was evacuated. The heart was
riot- pumping well, though it was my impression that patient was acidotic. 1
communicated with anesthesia. I saw the point of ingress of the catheter in
the fascia. It looked like it went across the acute margin of the RV. There
was some mild oozing, but no significant ongoing bleeding. I placed apiece .
of Surgicel just in case, and after evacuating the clot with ring forceps,
closed in layers with Vicryl and staples.

Dictated by: DAVID SAVAGE, MD
TR:DS/IN ’ :
DD:07/22/2013 13:26 EDT »
DT:07/22/2013 14:14 EDT
JOB:9829047/4040838

OP-%**=Procedure Note-**-20130722141440

Electronically Signed on 07/26/2013 16:05 EDT

SAVAGEMD, DAVID H

Legend: * = Abnormal, B = High, L. =Low, C = Crifical, f = footnote, r = reference ¢ = conrected, i = interpretation
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Piedmont Medical Center
' . 222 S Hetlong Ave-Rock Hill, SC 29732
Patient: DIBERNARBG, ANTHONY R ' ‘
MRN #: 342675 Admission Date:  07/19/2013

Account #: 100407386 : ' : Discharge Bate:  07/24/2013
- DBOB/AgelSex:  12/26/1962/51 years/Male _ Attending Provider: MORIMD, NARESH A; SHAH MD, ]
1 ' Operative/Procedure Reports | ]
Document Name: Procedure Report  (Auth (Verified))
Performed By: CPDI Document  07/26/2013 13:42:35 EDT
Signed By: ,
Authenticated By:

L_e&end} # = Abnormal, H = High, & = Low, C = Critical, f= footnote, r = reference ¢ = corrected, i = interpretation
""Chart Reguest ID: 16959967 350172 . Print Date/Time: 02/24/2014 09:46:04 CST
' o Printed By; Larsen, Susan
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Pledmont Medical Center
222 S Herlong Ave-Rock Hill, SC 29732
Patient: DIBERNARDQ, ANTHONY R

MRN #: 342675 o ' Admission Date: 07/19/2013
Account #: 100407386 . * Discharge Date:  07/24/2013
DOB/Age/Sex:  12/26/1962/51 years/Male ‘Attending Provider: MORI MD, NARESH A; SHAH MD,J
. N - . - - . K
| Consultation Reports | b
Document Name: Consultation Reports (Auth:(\/eriﬁed)) |
Performed By: WOOTEN MD, SALLY M 07/22/2013 23:17:23 EDT
Signed By: WQOTEN MD, SALLY M 07/23/2013 08:46:22 EDT

Authenticated By: WOOTEN MD, SALLY M 07/23/2013 08:46:22 EDT.

REFERRING. PHYSICIAN: David Savage, M.D.
REASON FOR CONSULTATION: Critical care management.

HISTORY OF PRESENT ILLNESS: Mr. Dibernardo is a S0-year-old who has Noonan
syndrome with a congenital cardiomyopathy. The patient has been followed by
cardiology and most recently was found to have a large pericardial effusion
based upon echo. The patient presented with 1~ to 2-week history of
increasing shortness of breath as well as increasing edema. The patient had
been on spironolactone but it was discontinued due to hyperkalemia. He was
maintained on Lasix. The patient was admitted, workup was undertaken. The
patient on the day of the consult underwent pericardiocentesis, which was
complicated by bleeding. The\patlent was emergently taken to the OR,

. pericardial window was placed. He returned to the ICU on the ventilator.
When he arrived in the ICU, he was on I mcg/minute of Levophed. He was also
sedated with Diprivan at 50 mcg/minate. Blood pressure was in the 70s-80s.
Diprivan was discontinued .and has been switched to Versed. Patient is also
getting p.r.n. morphine. Hls chart and his records have been reviewed.

PAST MEDICAL HISTORY: ,

1. Congenital cardiomyopathy. ,
2. Chronic pericardial effusion.
3 Hypothyroidisnm,
4. Chronic atrial fibrillation.
5., Chronic anticoagulation.
6. Chronic anemia.

7 Mitral stenosis.

8 Anemia.

9, Remote histoxy of a CVA,
16.  Noonan syndrame.

PAST SURGICAL HISTORY: Positive for the current pericardial window.
‘ALLERGIES: None.
FAMILY HISTORY: Noncontributory to the current illness.

SOCIAL HISTORY: The patient is married, lives with his wife. Denies alcohol
or cigarette use. : " y

REVIEW OF SYSTEZMS: Unobtainable due to his condition.

PHYSICAL EXRMINATION:

Mmgend * = Abnormal, H = High, L = Low, C = Crmcal f= footnote, r = reference ¢ = corrected, i = interpretation
Chart Request 1D: 16959967 - 8of 1M Print Date/Time: 02/24/2014 (9:46:04 CST
, : Printed By: Larsen, Susan
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Piedmont Medical Center
- . 222 S Herlong Ave-Rock Hill, SC 29732
Patient: DIBERNARDO, ANTHONY R

MRN# 342675 Admission Date:  07/19/2013
Account #: 100407386 Discharge Date:  07/24/2013 ' ,
DOB/Age/Sex:  12/26/1962/51 years/Male Attending Provider: MORIMD, NARESH A; SHAH MD., j
X
I | Consultation Reports - | B}

Document Name: Consultation Reports  {Auth (Verified))

Performed By: WOOTEN MD, SALLYM 07/22/2013 23:17:23 EDT
Signed By, WOOTEN MD, SALLY M 07/23/2013 08:46:22 EDT

Authenticated By: WOOTEN MD, SALLY M 07/23/2013 08:46:22 EDT

VITAL SIGNS: Eis blood pressure is 102/49, pulse is 72, his 02 sats are 100%.
He is currently off of Levophed, on normal saline at 100 and Versed at 4 mg

an hour. His current vent settings are assist control cf 16, tidal volume

500, Fi02 of 5¢% and PEEP? of 5. ) -

HEENT: He has evidence for exophthalmos. Both of his sclerae are

erythematous and appear to be dry. His pupils do react. He is orally

intubated. ' C

NECK: ' Thick neck. 1 do not appreciate any thyroidomegaly.

CHEST:  His breath sounds are equal although diminished. There are a few

rales, no rhonchi, no wheezing. : i

HEART: Slightly irregular. Heart sounds are distant. There is 'a systolic

musmur. . ’ s

ABDOMEN: Distended and rotund. There is evidence for ascites. I do not

appreciate any hepatosplenomegaly. : - _

EXTREMITIES: He has brawny changes bilaterally, left more so than right.

Left is more edematous than the right with 2+ piting edema.

NEUROLOGIC: The patient is currently scdated, although he is moving

extremities. , S

LABORATORY DATA: His chest x-ray shows massive cardiomegaly, the ET tube is
. above the carina, I do not see any infiltrate, but his lung fields are
_extremely small. Blood gas on assist control of 20, tidal volume -550, FiQ2 of
 100%, PEEP of 5: pH was 7.64, pCO2 of 33, pO2 of 346. His labs are pending.

His INR today was 1.3 with a PT of 15. Yesterday, his sodium was 130,
potassium 3.6, chloride 92, bicarbonate 32, BUN of 26, creatinine 0.9 and
‘blood sugar of 112. Cholesterol was 90, triglycerides werc 74, His BNP was
2820.

IMPRESSION: The patient is a 50-year—old with the following:

1. Acute resp.ratory failure, which is multifactorial, predominantly due to
the postoperative state but he does have underlying pulmonary hypertension and
an abnormal chest wall due to pectus excavatum, o :
2. pericardial tamponade following pericardiocentesis requiring surgical
intervention. ‘

3. Noonan syndrome. .

4. Chronic atrial fibrillation with controlled ventricular rate.

5. Pulmonary hypertension with evidence of right heart failure despite the
right ventricular systolic pressure estimated at 27.

6. Mild hyponatremia. -

7. BAnemia, which is chronic.

8. Chronic anticoagulation.

9, Hypothyroidism.

10. Exophthalmos.

Legend: ¥ Abnélrmal, H = High, I, =Low, C = Critical, f= footnote, r = reference ¢ = corrected, 1 = interpretation
Chart Request ED: 16959967 90f172 - Print Date/Time: 02/24/2014 09:46:04 CST
. , Printed By: Larsen, Susan
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Piedmont Medical Center
222 S Herloug Ave-Rock Hill, SC 29732.
Patient: . DIBERNARDO, ANTHONY R
MRN # 342675 “ Admission Date:  07/19/2013
Account #: 100407386 Discharge Date:  07/24/2013
DOB/AgefSex:  12/26/1962/51 years/Male Attending Provider: MORI MD, NARESH A; SHAH MD, J
. ' ‘ K

r | . : Consultatnon Reports | ~ 1 |

Document Name: Consultatton Repor!s {Auth (Venﬁed))

Performed By: WOOTEN MD, SALLY M 07/22/2013 23:17:23 EDT
Signed By: © WOOTENMD, SALLY M 07/23/2013 08:46:22 EDT
Authenticated By:  WOOTENMD, SALLY M 07/23/2013 08:46:22 EDT

RECOMMENDATIONS:
1. Continue vent support.
2 Sedation with Versed,
3 Morphine for paln as planned.
4. Check labs.
5.  Monitor blecd gases, N
6. Ventilator settings have been readjusted.
7. Further evaluation and treatment. depend upon the recponse and the
findings.

Critical care time has been 45 minutes.

Dictated by: SALLY M. WOCTEN, MD

TR: SMW/BN

DD:07/22/2013 15:07 EDT

DT:07/22/2013 17:53 EDT
JOB:9830144/4041274 .
CO~**-Consultation-*>-20130722175359

Electronically Signed on 07/23/2013 08:46 EDT

WOOTEN MD, SALLY M

Legend: * = Abnormal, H = High, L = Low, C = Critical, = footnote, t = reference ‘c = corrected, i = interpretation
Chart Request TD: 16959967 . 100f 172 Print Date/Time: 02/24/2014 09:46:04 CST
. _ Printed By: Larsen, Susan
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Piedmont Medical Center

222 SHerlong Ave-Rock Hill, SC 29732
Patient: DIBERNARDO, ANTHONY R
MRN #: 342675

Admission Date:  7/19/2013
Account #: 100407386 |

Discharge Date:  07/24/2013

DOB/Age/Sex:  12/26/1962/51 years/Male Aftending Provider: MORIMD, NARESH A; SHAH MD, I |
K ]
l ’ _ - ConsultationReports ==~ ’ : ‘ |
Document Name: Consultation Reports (Auth (Verified)) |
Perforned By: ~  ERBMD, BRIAN C 07/19/2013 16:38:18 EDT
Signed By: ERB MD, BRIAN C  08/16/2013 20:14:36 EDT

Authenticated By: ERB MD, BRIAN C  08/16/2013 20:14:36 EDT

Consultation '
Patient Name: DIBERNARDO, ANTHONY R

DOB: 12/26/1962

ACCT: 100407386PMC

ADM: 07/19/2013

DIS: ' ,

DATE OF CONSULTATION: 7/19

TIME: 3:45pm.

REFERRING PHYSICIAN: J. Shah, M.D., FACC, FSCAI

REASON FOR ADMISSION Edema, hypokalemia and possible history of acute kidney B
injury. -

HISTORY OF PRESENT TLLNESS: A very pleasant 50-year-old Caucasian male who
has been followed for his cardiac condition for quite some time. He has had a

chronic pericardial effusion; chronic atrial fibrillation, on anticoagulation;

suspected congenital heart disease with mitral valve stenosis and report of

mcreased serum creatinine of 3.1 on 6/17 (I do not have these records

available to me at this time). The . patient denies any prior history of renal

disease. He hias had no renal calculi or abrormal urine studies in the past to

his knowledge. He has chronic lower extremity edema, managed with diuretic

therapy and also underwent evaluation for possible liver disease within the

past-6 months. This included a liver biopsy, which he states was nonmal,

PAST MEDICAL HISTORY:

. Congenital heart disease with mitral valve stenosis as above,

. Chronic edema,

. Chronic atrial fibrillation, on Coumadin.

Chronic pericardial effusion.

. Hypothyroidism.

. Anemia. : : N ’
. No known prior history of renal disease, but there is a report from ‘

Rxchard Boulware's dictation that his. serum creatinine was 3.1 on 6/17 of this

year.

N AR RN

REVIEW OF SYSTEMS: Negativé except for that in history of present illness.
SOCIAL HISTORY: No alcohot or tobacco.

FAMILY HISTORY: Denies family hismrj of renal disease. -

Lepend; * = Abnormal, H = High, L = Low, € = Critical, I = footnote, r = reference c = corrected, i = interpretation
Chart Request ID; 16959967 1t of172 Print Date/Time: 02/24/2014 09:46:04 CST
. , Printed By: Larsen, Susan
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Piedmont Medical Center

222 S Herlong Ave-Rock Hill, SC 29732

Patient: DIBERNARDO, ANTHONY R

MRN #: 342675 | Admission Date:  07/19/2013
Account #: 100407386 . Discharge Date:  07/24/2013 S
DOB/Age/Sex:  12/26/1962/51 yearsiMale Attending Provider: MORIMD, NARESH A; SHAHMD,j -
: - . K ' L
[ , Consultation Reports ]
Document Name: Consultation Reports (Auth (Verified))
Performed By: ERB MD, BRIAN C .07/19/2013 16:38:18 EDT
Signed By: ERB MD, BRIAN C  08/16/2013 20:14:36 EDT

Authenticated By: ERB MD, BRIAN C - 08/16/2013 20:14:36 EDT

PHYSICAL EXAMINATION:

GENERAL: Alert, thin male in no distress. He has no dyspuea.

VITAL SIGNS: Blood pressure is 118/68, heart rate is irregular at 78 beats
per minute. He is afebrile. He has exophthalmos.

HEENT: Mucous membranes are moist.

NECK: Supple.

LUNGS: Clear anteriorly, has pectus excavatum.

ABDOMEN: Soft, nontender.

EXTREMITIES: He has 2+ chronic lower extremity edema.

IMPRESSION AND PLAN: A 50-year-old Caucasian male with chronic lower
extremity cdema, likely on the basis of his cardiac disense. He has been
maintained on diuretic therapy with Aldactone and furosemide in the past. He
has hypokalemia with.serum potassxum of 3.2, likely un the basis of diuretic
therapy.” His serum creatining is 1.0, and T will scnd urine for urinalysis to-

- make suse there is no proteinuria. He may undergo intravenous contrast
administration with cardiac catheterization and would be at risk for contrast
nephropathy since he is in somewhat prerenal state with his cardiac condition

" and diuresis. We will continue to follow with you.

Thank you for asking s to see Mr. Dibernardo.

Dictated by: BRIAN C. ERB, MD
TR:BCE/BN

- DDx07/192013 16:07 EDT
DT:07/19/2013 1637 EDT

- JOB:9811581/4120125
CO-**-Consultation-**-20130719163714
Electronically Signed on 08/16/2013 20:14 EDT

ERB MD, BRIANC

Legend: * = Abnormal, H = High, L. = Low C = Cnitical, f = foomote, r =

= reference ¢ = corrected, i = inferpretation
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MRN: 342675 Facility: PMC
Patient Name: DIBERNARDO, ANTHONY R ‘ . EIN: 100407386

Piedmont Medical Center
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MRN: 342675

. : Facility: PMC
" Patient Name: DIBERNARDO, ANTHONY R } * FIN: 100407386
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MRN: 342675

Patient Name: DIBERNARDO, ANTHONY R
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MRN: 342675 : o
Patient Name: DIBERNARDO, ANTHONYR Facility: PMC

FiN: 100407386

: : Progress Now. -evinted - ) .
Piodmont Medical Center : Printed:  Susday, JUL 21, 2013 1):07 by KUNDRA M0, ARUN
: DIBERNARDQ, ANTHONY R | RM:2807,PMC-CT S0Y (DOB:1Y/1671962) M ACCTE: 160407306
Attensing: SHARMD, JK Code Ststes: Note Specified _ Reason for Admision; PERICADIAL BFFUSION CHE
Service: 47 - 1P~ Telameny MRN: 12675
Abggia: NKA
Disguusis: No diaguoses reonnded
Esadetion;  Noms Specified
Vitals Temp BP  Pule RE $p02 FIOZ Pae kg B Recorded  loput  Output  Bulange
07/2108:44 932 10168 &8 o 98 — Current Wi 0121 609 1M | 12y 0TD0-11:07 630 00 499
012108:40 983 M6H8 69 2 .93  — | PrevieusWt 0T €09 134 ‘
0128 Ta-dp 560 50 10
2345 932 1458 9 D - : , , /
0720 082 11148 18 ’ | Admuw w9 626 138 Potip 80 s s,
24 Vir Trisax: 984 at07/20 16:19 | Bt o 2 tip-Ta SO 400 -
&9 ¥ir Tovaoe: 98.4 51 07/20 16:19 ' . MrTeut 690 155 (ﬁzﬁ‘)
24y Lab Duia — Please see flmosheet for differential result, if erdered . N
721 63:20 Chlenide Lot 92 L | Glucose Level 1120 [ GFR Hon African Am - >80
3 157 H |02 310 ) BUNCreat » R | &miese ,
INR t.3 L | Calcium Lyl 8.20 L Oympolality Calc 25 L T . H
Sodiom L1 100 L leuN % AGAP 60 L |mr L
Potassium Ly J_;_OQ Creatinine Lvi 32_ GPR African Am >60 .
Reviewed Persopally: {I Radiology [) Tele-fladlugs [IPwtb ~(1PTeote [|OTasle {|STaste [)Oiher:
Cate dizeussed with; R Time Spent:

SOAP Note . Active inpailent Medications; ' 7
= avpirip (Bcotrin) 325mg =12k Oral Daily o

carveditol (Coreg) 6.25mg = Zsb Oral Ql 2hr .~

digoxio {Lanoxin} 6.25mg = Jub Oral Daily o

ferrous sutfate (Feosol) 325mg « ttab Oral BID

levothyroxine (Syathyoid) 0.1mg = lab Oral Daily

sodiuirn chioride (NS flush) 10mL Flush QB

Active PRN Medicstions:

L Lt latn o+ [omimadsy | e misdiseion M

with simethicone) If Mazimum Strength) 30mL

Comlers __im Apo acetartinoghen (Tylenol) 650mg = 2tab Oral Quhy

{ alprazolam (Xaoax) 0.23mg = taab Oral Qly

aspirin 300s0g = Lsuppos Rectal Daity

T lahe b (T e s o e
@AM le’ ‘d ’ bisacodyl {Dulcele™ ™ xative} 10mg = lauppos

el {' > , Recta) Daily \
- wagnesivm bydroxide (Mitk of Magassia) 30nd,

-] OmiDajly

L - mprnczmg=03lenjecmAstd

asibuphioe (Nubain) Smg = 0.5mL Injection Qéhr

" ‘ . itroglycesia (Nirostat) 0. 4mg = fub

: Sublingus! As Directed

sodivm ehloride (NS fush) 10mL Flush As
Directed

wipidem {Ambicn) Smg = 1teb Orat Q Bedtine

One Tima Megications in the Pex 36 hous:

Contisusus Iafusions:

furosemnide 100 mg + Sodium Chlaride 0.9% 100
mL 0DmL 1V 10elshr

Provides Siguatire '_’_/}\/V/"ﬂ  Swfre MWMM

Pgt ~ , (REPORY CONT)
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MRN: 342675

. ° Facility: PMC
Patient Name: DIBERNARDQ, ANTHO
ati o E NY R FIN: 100407386
() \
. Progress Note — Priaud'

Piedmont Medical Center . Primsd: Satuntiay, JUL 20, 2013 1:36 by KUNDRA MD, ARUN
DIBERNARDO, ANTHONY R RM: 7697, PMC - CT 50'Y (DOB:12/2611563) ™ ACCTY: 100407385
Attending: SHARMD, J K Code Status: None Specified Reasen for Admission: FERICADIAL EFFUSION CHF
Berviee: 82 - [P~ Telemetry MRN: 142678 : :
Allargiess NKA h -
Dingnests: No diagnoses recorded CM
Belationt  Noue Specified Pran
Viials- Tewp BP Pm/ RR §p0% FIO2 Pate kg Iy Recorded  Iopot Qutpol  Balanes
01200802 84 £ 10674 67 20 97 —— | ComemWi OWI0 810 134 | 0728 07.00-1:36 290 200 %0
0100436 984 1B 67 18 97 = | PreviesWr 0720 610 134 :

. 0ing  fa-3p 51¥I ¢ 53333

119 23: , — .

0MI923:33 983 9WAT 66 20 98 Admit Wi one 626 138 JE M 1025 3
24 By Teeax: 98.4 =1 07/20 08.02 BMI 0920 - % 11p~Ta 0 450 =)
43 Hr Texaxs 98.4 2 07/20 08:2 : ' 2 Tolal 1453333 1473 Z1329.6667
24he Lub Dats ~ Please see figushee for differential resul, f ordered ‘ '
87725 85:10 Pro-BNP 28200 "1 Hgy 90 L | Creatininels) 10
PT ' H | Youl Protsin 6.6 . Het 29.) L | Givcoss Level 1830 H
R Albumia tul 33 L ofmMcv 69,7 L | BUNCreas . e H
Chut Trig Ratic Alk P 104 | Plateier Count m Osmolatity Cale m L
Chol/HDL s V! L | DDimer 744 AGAP 00
Ctiot L |AsY s e w6 H | CK Toal % L
TrigLv Biti Total A INR 63 . C | GFR Africon Am >60
HDL, L | Globutin 33 T >4008 € | OFRNonAfican Am 60
LDL Cale | Bili Direex 03 Sodium v 1350 CKMB 084
719 19:43 AG Ratio 1.00 L | Poussivmivl 3 L | Troponini 0013
CK Tos 30 L | Bil indirect 08 . Crtoside Lvi 3] L }TaTotal 690 .
CKMB v 098 o9 118 ‘ con 320 TYUpuke . 5.9 K
Troposin 1 0035 H |wae 9. Calclum Lt RS0 Hgb Alc 5.1
BINS IT:40 RBC 4.18 L |BUN "0 H
Reviewed Perscanlly: (] Radiclogy ] Ydle-fiudings D Path [} PT note [JOTur;!e OSTuote {] Otser:
Case disenssed with: ) ) Time Spent:
SOAP Nete Active Inpaticat Medications:

asplrin (Ecotrin) 325mg = lub Onli Bully -
carvedilol {Covegl) £.25mg = Aab Orai Q12hy v
igoxin {Lanoxin) 0.25mg =.§ lab Orai Daily v~

ferrous sulfate (Feosol) 325my = liab Oral BID
Ievohyroxine (Synthroid) 0. 1mg = 1tab Orat Baity

sodium chioride (NS flush) 10nl. Flath Qéhr
Active PRN Medicstlons:

Al hydroxide/g hydraxidessimerbicone (Mylams (

with simethicone) I Maximum Strength) 30nmiL
acetaminophen (Tyleaol) 650mg =20b Qral Qahe

alpravolars (Xaoar) 0.25mg = Jtad Ol Qkr
aspirin 300mg = Isuppos Rectal Daily
bisacodyl {Dulcolax Laxative) 10mg = 22b Oral

DPuily :
biszcadyl (Duleolax Lasative) 10mug = Isuppos
Rectai Daily .
magresium hydroxide (Milk of Magnests) 30mL
Oxa} Baily

morphioe 2uig = 0.5mL Injection As Ditected
mathuphing (Nubain) Smg = 0.5mi, Injection Qdhe

niwaglyrerin (Nitrostal) B.4mg = hsbh

Provider Signature

Staf7 § Date/Time :

Pl e

Paye ivummng. 2o

{REPORT CONT}
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- MRN: 342675 : o N :
Patient Name: DIBERNARDO, ANTHONY R Facility: PMC

FiIN: 100407386
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MRN: 342675
Patient Name: DIBERNARDO, ANTHONY R

Facility: ?MC
FIN: 100407386
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Piedmont Medical Center
. 222 S Herlong Ave-Rock Hitl, SC 29732
Patent: DIBERNARDO, ANTHONY R '

MRN #: 342675 : ' Admission Date:  07/19/2013
Account #: 100407386 : Discharge Date:  07/24/2013
DOB/AgelSex:  12/26/1962/51 years/Male Attending Provider: MORIMD, NARESH A; SHAH MD, 1
K
Physician Progress Notes N ]
Document Name: Physicizm Progress Notes iAuﬂx {Verified))
Performed By: WOOTEN MD, SALLYM 07/24/2013 18:27:08 EDT
Signed By: WOOTEN MD, SALLY M 07/31/2013 19:19:36 EDT

Authenticated By: WOQTEN MD, S{ALLY M 07/31/2013 19:19:36 EDT

Progress Note B
Patient Name: DIBERNARDQO, ANTHONY R
DORB: 12/26/1962
ACCT: 100407386PMC
ADM: 07/19/2013
DIS:

'DATE OF SECOND PROGRESS NOTE: 7/24/2013
TIME: 5:30
SUBJECTIVE: Mr. Dibernardo is a 50-year-old gentleman with Noonan syndrome.

OBJECTIVE: Today, we placed him on a breathing trial did a blood gas. Blood

gases on the breathing trial showeda pH of 7.39, pCO2 of 36 and pO2 of 107,

His tidal volumes were in the 300-400 range. Respiratory rate was 29. He was

awake, following commands. The patient denicd shortness of breath. The

patient was extubated and to BiPAP. He was placed on BiPAP initially 14/7.

We increased it to 18/10. The patient had a repeat blood gas. It was

essentially unchanged. The patient was doing fairly well until approximately.

between 5:00 and 5:15 when he suddenty desaturated. I talked with his wife

and recommended re-intubating him. Initially, she agreed and then while

getting ready to do it, the family came and requested a family meeting, Patty

Smith was witnessed to the discussion. 1talked to them about re-intubating

him and resting him on the ventilator from 5-7 days and then trying again to

see if we can get him off the ventilator. The family was extremely hesitant

to put him back on the ventilator. According to them, his quality of life has

been extremely poor for the last 3-4 months. He has been unable to do

anything. He has not been able to get out of bed by himself without help.

~ They absolutely do not want him to goto & nursing home. They do not want him
. to go to rehab. They basically state that he has out lived his life :

expectancy by multiple years. After much discussion with them and attempts to

encourage them to allow us to re-intubate him, the family requested that he

not be reintubated, that he be kept as comfortable as possible.

ASSESSMENT AND PLAN: The patient was made a do not resuscitate. Dr. Shah was

made aware of the conversation. ’

Dictated by: SALLY M. WOOTEN, MD
TR:SMW/6N

DD:07/24/2013 17:59 EDT
DT:07/24/2013 18:26 EDT

Legend: * = Abnormal, § = High, L = Low, € = Critical, = foomotc, r = reference ¢ = corrected, i = interpretation
Chart Request ID: 16959567 - 270f172 v Print Date/Time: 02/24/2014 09:46:04 CST
' Printed By: Larsen, Susan
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Piedmont Medical Center
. . 222 S Herlong Ave-Rock Hill, SC 29732
Patient: DIBERNARDO, ANTHONY R ‘ o
MRN #: 342675 o Admission Date:  07/19/2013

Account #: 160407386 . Discharge Dafe:  (7/24/2013 ,
DOB/Age/Sex:  12/26/1962/51 years/Male S Attending Provider: MORIMD, NARESH A; SHAH MD, Y
- . _ - K .

Physician Progress Notes

" Document Name: Physician Progress Notes (Auth (Verified))

Performed By: WOOTEN MD, SALLY M 07/24/2013 18:27:08 EDT
Signed By: WOOTEN MD, SALLY M 07/31/2013 19:19:36 EDT -

Authenticated By; WOOTEN-MD, SALLY M 07/31/2013 19:19:36 EDT

JOB:9850051/4141633
PN-#*-Progress Note-**-20130724182648 _
Electronically Signed on 07/31/2013 19:19 EDT

WOOTEN MD, SALLY M

’

Legend: * = Abnormal, H = High, L = Low, C = Critical, { = footnote, r = reference ¢ = corrected, i = intetpretation
Chart Request 1B: 16959967 : 280f172 Print Date/Time: 02/24/2014 09:46:04 CST
. ’ Printed By: Larsen, Susan
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Piedmont Medical Center
222 § Herlong Ave-Rock Hill, SC 29732
Patient: DIBERNARDO, ANTHONY R

MRN#: 342675 Admission Date: 07/19/2013

Account #: 100407386 ' Discharge Date: 07/24/2013
DOB/Age/Sex:  12/26/1962/51 years/Male Actending Provider: MORIMD, NARESH A; SHAH MD, ]
. : - . K
Physician Progress Nofes |
Document Name: Physician Progress Notes  {Auth (Verified))
Performed By: WOOTEN MD, SALLY M 07/24/2013 16:39:54 EDT
Signed By: WOOTEN MD, SALLY M 07/31/2013 19:19:45 EDT

Authenticated By: WOOTEN MD, SALLY M 07/31/2013 19:19:45 EDT .

Progress Note

Patient Name: DIBERNARDO, ANTHONY R
DOB: 12/26/1962

ACCT: 100407386PMC

ADM: 07/19/2013

DIS: .

DATE OF PROGRESS NOTE: 7/24/2013
PROB\LEMS: Respiratory failure.

HISTORY OF PRESENT ILLNESS: Patient is a 50-year-old with Noonan syndrome,

congenital cardiomyopathy who was initially admitted for pericardiocentesis.

The patient had complications with hemopericardiur that required surgical

intervention window. He has remained on the ventilator, today is day

#3. He was placed on a breathing trial today which he tolerated, blood gases

were acceptable, we elected to extubate him. The patient himself is awake,

responding, following commands but generally weak. His chart and his records
_have becn reviewed.

PHYSICAL EXAMINATION:

VITAL SIGNS: His current blood pressure is 117/54, pulv.e is 84. His O2 sat
on the ventifator was 100%. His vent scttings were assist control of 14, >
tidal volume 470, PEEP of 5 and FiO2 of 40%. His I's and O's; he had 5177 in,

1906 out.

HEENT: He has severe exophthalmus. - He is orally intubated.

NECK: He has a webbed neck.

CHEST: His breath sounds are equal although diminished bilaterally, They are

short and shallow.

HEART: Repular rhythm. He has $3, S4, systolic murmur.

" ABDOMEN: Rotund, soft. Bowel sounds are positive.

EXTREMITIES: He has brawny changes.

NEUROLOGIC: He is moving all extremities.

LABORATORY DATA: His white count is 11,200; hemoglobin is 7.4; hematocrit 1

23.1; platelets are 105,000. Sodium is 141, potassium is 3.5, chloride is

109, bicarbonate i 23, calcium is 8.1, BUN is 24, creatinine is 1.2, blaod

sugar is 98, maguesium is 2, phosphorus is 3.1. Cultures of blood . E
prehmmanly are no growth. Chest x-ray shows massive cardiomegaly. There ' >
is prominence of interstitium. ET tube is in appropriate position. KUB is '
unremarkable.

IMPRESSION: The patient i8 a 50-year-old with the follo.wing:

Legend: * = Abnormal, H = High, L = Low, C = Critical, f = foomote, r = reference ¢ = corrected, § = interpretation
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‘ Piedmont Medical Center
222 S Herlong Ave-Rock Hill, SC 29732
Patient: DIBERNARDO, ANTHONY R

MRN# 342675 Admission Date: '_()7/ 19/2013
Account #: 100407386 Discharge Date:  07/24/2013
DOB/Age/Sex:  12/26/1962/51 years/Male Attending Provider: MORIMD, NARESH A; SHAH MD, ]
X .
Physician Progress Notes . |
" Document Name: Physician Progress Notes (Auth (Verified))

Performed By: WOOTEN MD, SALLY M 07/24/2013 16:39:54 EDT
Signed By: © WOOTEN MD, SALLY M 67/31/2013 19:19:45 EDT

Authenticated By: WOOTEN MD, SALLY M 07/31/2013 19:19:45 EDT

1. Acute respiratory failure due to the postoperative state, his

cardiomyopathy, general debility. At this point, the patient has tolerated ,

spontaneous breathing trial. He has been extubated. o ’
. Congenital cardiomyopathy.

. Noonan syndrome.

. Hemopericardium.

. Anemia secondary to acute blood loss.
. Hypokalemia, which is improved.

. General debility,

. Mild thrombocytopenia.

. Chronic atrial fibrillation.

o0 IO W iw i

LAXN: :

Aggressive bronchial hygiene.

Monitor fabs, chest x-ray.

. BiPAP. .

. Diet as tolerated afier checking a swallowing screen.

. Discontinue the ‘

. Further evaluation and treatment depending upon the response and the
- findings.

N B W — g

ADDENDUM: Idid speak with his family. I did explain to them that we aré”
going to try him off the ventilator; however, if he develops worsening
respiratory distress, we will place him back. In the meantime, we are going
1o pface him on BiPAP.

Critical care time has been greater than 40 minutes.

Dictated by: SALLY M, WOOTEN, MD
TR:SMW/BN

DD:07/24/2013 13:49EDT -

DT:07/24/2013 1429 EDT
JOB:9847327/4140118

PN-**.Progress Note-#¥-20130724142903
Electronically Signed on 07/31/2013 19:19 EDT

WOQTEN MD, SALLY M

{epend: * = Abnormal, H = High, L = Low, C = Critical, f= footnote, r = reference ¢ = corected, i = interpretation
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Piedmont Medical Center
222 S Herlong Ave-Rock Hill, SC 29732

/" patient: DIBERNARDO,ANTHONYR
MRN #: 342675 Admission Bate:  07/19/2013
“Account #: 100407386 Discharge Date: 07/24/2013
DOB/AgeJSex: 12/26/1962/51 years/Male Attending Provider: MORIMD, NARESH A; SHAH MD, §
Physician Progress Notes
Document Name\: ‘ Physician Progress Notes  (Auth (Verified))
Performed By: WOOTEN MD, SALLY M 07/23/2013 16:12:20 EDT
Signed By: WOOTEN MD, SALLY M 07/31/2013 19:19:29 EDT

Authenticated By: WOOTEN MD, SALLY M 07/31/2013 19:19:29 EDT

Progress Note

Patient Name: DIBERNARDO, ANTHONY R
DOB: 12/26/1962

ACCT: 100407386PMC

ADM: 07/19/2013

DIS:

DATE OF PROGRESS NOTE: 7/23/2013
PROBLEMS: Respiratory failure.

HISTORY OF PRESENT ILLNESS: The patient is a 50-year-old with Noonan
syndrome, who had to have an emergent pericardial window duc to bleeding
complicating a pericardiocentesis. The patient remained on the ventilator -
overnight. He is moving. This moming, we tried a breathing trial, but his
respiratory rate was in the 30s. He was switched back to mechanical
ventilation after about 10 minutes. -Otherwise, there has been issues with his
nrine. Last evening, he was tachycardic and briefly did require pressors.
When given fluids, he does scem to increase his urinary output; however, as
soon as you back down on the fluids, then he becomes more anuric. Heisona
Lasix drip. T did speak with Dr. Savage as well as Dr. Shah and we reviewed
his echo. His LV functior is good. His right ventricle is moving, His

massive cardiomegaly is not explained well by echocardiogram, but there is no
effusion at the current time. His chart and his records have been reviewed.
Additionally, the patient was found to be dig toxic this moming with a dig
level 0f2.6. -

PHYSICAL EXAMINATION:

VITAL SIGNS: His current heart rate 79-82, temperature is 99.2, blood
pressure currently is 123757, His O2 sats 100%. His CVP pressure is 20. His
I's and O's, he had 5022 in and 1015 out. His pericardial drain is
approximately 10-20 mL per hour. His vent settings. he has assist control

with FiO2 of 40%, rate is 14, tidal volume 500, PEEP is 5. ‘
HEENT: He has severe exophthalmus. We do have his eyes patched. He is
orally intubated. ‘

NECK: Thick ,

CHEST: His breath sounds are equat. He has got a pectus excavatum. He has
rales in both bases. No wheezing.

HEART: Imegularly imegular,

ABDOMEN: Slightly distended, but soft, slightly tympanic. I don't appreciate
bowel sounds.

EXTREMITIES: He has brawny changes bifaterally.

NEUROLOGIC: He is answering questions. He is moving his extremities.

Legend: * = Abnormal, H = High, L, = Low, C = Critical, f = footnote, r = reference ¢ = corrected, i = inlerpretation .
Chart Request ID: 16959967 : 31 0f172 Print Date/Time: 02/24/2014 09:46:04 CST .
Printed By: Larsen, Susan
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Piedmont Medical Center
222 S Herlong Ave-Rack Hill, SC 29732
Patient: MBERNARDO ANTHONY R

MRN #: 342675 Admission Date:
Account #:; 100407386 : . Discharge Date:

DOB/Age/Sex:  12/26/1962/51 years/Male Attending Provider:

-

07192013
07/24/2013

MORI MD, NARESH A; SHAH MD, }
K

Physician Progress Notes

Document Name: Physician Progress Notes (Auth (Verified))

" Performed By: WOOTEN MD, SALLY M 07/23/2013 16:12:20 EDT
‘Signed By: WOOTEN MD, SALLY M  07/31/2013 19:19:29 EDT

Authenticated By: WOOTEN MD, SALLY M  07/31/2013 19:19:29 EDT

LABORATORY DATA: His white count 14,006; hemoglobin 7.8; hematocrit is 25.3;
platelets are 120,000, His INR is 1.4. His fibrinogen is up to 195 from 148.

Sodium is 138, potassium is 3.6, chloride is 104, bicarb is 26, calcium is
- 7.6, BUN i5 26, creatinine is 1.4, albumin is 2.6. Histotal bili is 1.8,

ASTis 42, ALT is 15. Blood sugar is 88, His lactic acid was 1.2, magnesium

2, phosphorus is 2.8. Dig levelis 2.6. Cultures are pending. Chest x-ray

shows cardiomegaly, which is essentially unchanged. There is blunting of the

left costophrenic angle.

IMPRESSION: The patient is a 50-year-old with the following:
1. Acute respiratory failure, which is multifactorial due to chest wall
deformity, cardiomegaly, postoperative state, At the current time, the
patient did not tolerate a breathing trial, although it is not clear if this
was anxiety related. His current blood gases on the current vent settings, pH
7.49, pCO2 0f 32, pO2 of 84.
2. Status post pericardial window.
3. Massive cardiomegaly. : _
4, Acute renal failure in that the patient is intermittently anuric.
Question is whether this is related to his fluid status.
5. . Ancmnia secondary to acute blood loss.
6. Digoxin toxicity.
7. Chronic atrial fibrillation.
8. Chronic edema.
9. Chronic anticoagulation,
10. Noonan syndrome.
11. Leukocytosis.

PLAN:

1. Continue vent support.

2. Increase fluid hydration.

3. Decrease the Lasix drip.

4. Albumin.

5. Monitor labs,

6. GI bleed and DVT prophylaxis.
7. Discontinue digoxin.

8. Beta-blockers for heart rate control.
i3 Xanax,

10. Hold any heparin or anticoagulation.

Critical care time has been greater than 40 minutes.

Legend: * = Abnormal, H = High, L = Low, C = Critical, = footnote, r = reference ¢ = corrected, i = interpretation
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Piedmont Medical Center
_ 222 § Herlong Ave-Rock Hill, SC 29732
Patient: DIBERNARDO, ANTHONY R .
MRN #: 342675 . Admission Date:

07/19/2013
Account #: 100407386 Discharge Date:  07/24/2013 :
DOB/Age/Sex:  12/26/1962/51 years/Male Attending Provider: MORIMD, NARESH A; SHAH MD. 7
. caozial K '
J
| Discharge Summary Raports ]
Document Name: stcharge Summary {Auth (Verified)) "
Performed By: MORIMD, NARESH A 11/15/2¢13 02:11:53 EST
Signed By: MORIMD, NARESH A 11/21/2013 12:54:44 EST
Authenticated By: MORIMD, NARESH A 11/21/2613 12:54:44 EST
Discharge Summary
PIEDMONT MEDICAL CENTER
*222 South Herlong Avenue

Rock Hill, South Caroling 29732
(803)329-1234 '

~

Patient Name: DIBERNARDO, ANTHONY R
MRN: 342675PMC

DOB; 12/26/1962

" ACCT: 100407386PMC

ADM: 07/19/2013

DIS: 07/24/2013

HOSPITAL COURSE: Mr. Anthony Dibernardo was admitted on 7/19/2013 after he
“ was noted to have significant lower extremity edema which had worsened
compared to before. Patient has known history of Noonan syndrome and history
of atrial fibrillation and prior history of pericardial effusion, He was
admitted 1o hospital for diuresis for the lower extremity edema. Patient was
then taken to the cath lab for pericardiocentesis using ultrasound and
* fluoroscopy guidance, Plan was also to perform left and right heart
catheterization with simultaneous measurements of LV and-RV pressures.
However, this could not be done because of complications -
post-pericardiccentesis. During pericardiocentesis, patient had expression of
hemorrhagic pericardial fluid. Likely consideration at this time was injucy
to the myocardium as a result of the needle injuring the myocardium. Patient
was taken for urgent surgery and pericardial window was done which stahilized
the patient. The patient was thereafter monitored in the 1ICU on 7/24,
patient went into respiratory distress and the patient's family decided to
make the patient DNR at that time. Patient died thereafler,

Cause of death likely was cardiopulmonary arrest.

Dictated by: NARESH MORI, MD
TR:NM/BN

DD:11/14/2013 12:15 EST
DT:11/14/2013 21:24 EST

Legend: ® = Abnormal, H = High, L = Low, € = Critical, { = foolnote, r = reference ¢ = comrected, i = interpretation
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Piedmont Medical Center
. 222 8 Herlong Ave-Rock Hill, SC 29732
Padent: DIBERNARDO, ANTHONY R

MRN # 342675 o Admisgion Date:  07/19/2013
Account #: 100407386 ’ ‘ Discharge Date:  07/24/2013 .
DOB/Age/Sex:  12/26/1962/51 ysars/Male Attending Provider: MORIMD, NARESH A; SHAH MD, §
Discharge Summary Reports o |
Document Name: Discharge Summary (Auth (Verified))
Performed By: MORIMD, NARESH A 11/15/2013 02:11:53 EST
Signed By: MORIMD, NARESH A 11/21/2013 12:54:44 EST

Authenticated By MORI MD, NARESH A 11/21/2013 12:54:44 EST

JOB:10745132/4400456 o
DS-**-Discharge Summary-**-20131114212406
Electronically Signed on 11/21/2013 12:54 EST

MORY MD, NARESH A
Physician Progress Notes
- Document Name: Physician Progress Notey (Auth (Veriﬁt;d))
Performed By: CPDI Document 07/26/2013 13:41:05 EDT
Signed By: - :

Authenticated By:

Legend: * = Abnormal, H = High, L. = Low, € = Critical. f= footnote, r = reference ¢ = comrected, i = interpretation
Chart Request 1D: 16959967 14 0f 172 Print Date/Time: 02/24/2014 09:46:04 CST
~ : Printed By: Larsen, Susan

Pl@§§o14




5 AR AT
CIIII Ilv.l'

' slale‘oi'Soulh Carolina

bossy ! C . fth and Environmental Control
3 . h TR Dépsririent of Hea .
%- Stale Bith Nunber \ CERTIFICATE OF DEATH \_ . Slu(eéﬂng‘;lg%bqr
LR -, 1. OEGEDENIS lwnrm&s(wmms #nny)(Fu{lwde 19 . 2.§¢;~x L SOCIAL SECUAITY
. -. : ..’ {Anthiony Robert Difornerdo : Mol .|086-58-1478 A -
Jh ) . : of
13 S T KR T ARy o . JSoATEGr anin 5. BRIETACE CAy el SLe G Fots Conly] - 1 -
He N o e l Hcm!is " Heaxs fenfas | [ARDDYYYY) Albany, NY
Y g | i = - 12126116562 A S N
B 8 § [REDERCSIAE 7b.COUMIY TECIY OR TOAN v )
; s % -1 8 |South Garclina otk ver :
0 ” § B {IC STREET AND NUKDER Te APV 0O, [7LBBCO0S l Vo, FISIDE CHTY LUITS7
st 8 1610.C) 10138 29710 Cites, " [lHe
it a [EVERTHIUS [0 HARNAL SIATUS M‘IMEOFMME’ T SURVIVA 10 GPOUBE'S HADLE [ V223, Grva s i 4 Erskmariege)
i : 4 " Anireproncesy | Biarisd LiMermied bk pareid (JWiowss
2l E o toniaMoss -
- ROt S SR SOV, S
it - 4 & [AFAIERS MRE L iiats. Lol ) u.ummsm.emomomswmmsmmma.mny
i E | = {mathonyP DiBemsido ’ Marin Delino
144 X )
| . £ % T3 1HFORNANTS AN (VS5 RECATIONS Fi> 10 GEGEDERT {138 MARMIO ADORE S8 (oveal oo FASTie, GaY, 1, 239 Com)
i ‘ g § | orle DiBamando Fomtly Member 1010 CionigerSieal
S Lo T Ty mcaosmm(mwmmmmu) Clover, South Gsroling 28710
a . \ By ,‘3 7 ywmocmsosousmmmmvwmmm& . ERGEY
i \g/ § Mursiig hermedoeg tem cacs ity 1Y iy -/
i ~ Ei B Ry iz mwnmww 16, CITY DR TOWEL GTATE A0 P CO0 5
13N & % 2 {Petmont Wedicot Cantar Rock Hiif, South Corofina 26732 ok
i . @ £ o (E uan&ooﬁnésgosmm ! 2 moeomsposum(mum.«y.mauy.mum)
ki 2 .sé 8 | ooors e . | Momviei Cemetery
i o . n g
i g 3 LOCATON GV TR D 57 31, 1UDAE AND ADORESS
;, % 3| & [Swatentsiond, Rew York o e sty Bréfton Fynerol Foma. e
th
h .- w e n.sxomwaeosrmemsmwoeuw&seeoso AR AGE " TB ARERSE R T Toomadi] k, SC 2074
;3 E i omelhL Braton (Elctoriclly Varsd) | 1600 7O Box 34 York, $C 28745
i & S SRR UGETRE FUMKER (2% CEHSE RUNSRR O Foer)
e : 3341 . : 602
b He nmszmswsrn:cowmwsvrznsonmxo LA mon ROEG L «wowmn 5. THE PRONOUNGED DEAD
3 PRONGUNOES OR CRRNFIES DEA R Hs
k i / - [ GG URE OF FEREON pnonmfcamawn(omamama) EAT usaw.vm B DATE GIGHED (rmSanyyf)
1 3 i ~] . ad
1 ! £ ACTUAL G PRESLIED DAT E OF DFATH (Sr43 Moxl) so.Acwu.oaPResweo'n OFDEAYH\ 31, WAS CORONER OR LECICAS, .

i : Tuly 2, 20t g '\ [Eieeomcter D i
g TAUSE OF GEATH (963 busuilons apd cxerel 651 FprROAT A N E
g 2. #ARY 4. ECter e chain of Beonts - dseata. lndwtes, amez Sl wufedﬁnwm DX HOY goie bereded) avirdy Coriadanly

= ereson enstl, mpwqyumtofwuw i cloyy. DONO Enlt oy o8 cand ona five, A4
it 'muuu:wm'mg , z&ﬂ\.}ldlﬂ
;g A sarhy " Bl &wunm: .
; Seqiiday Rt oot ¥ b, 094 {erv]
: 27, 1E6CN 10 10 Coush o {ee B3 B OONSEINED O
' RS CAE  © e s _ : '
(0218 of iy 3 . 10 {8 53 B CONSYRTRH )
eirsted, ' ‘ y
hdesh) LAST TR ToTcF €3 B G VRIAos 17
[FARTE Eelirciner  Fonix G T aCs s 3 e PARYY,

= y,

35, (0 YOPACOO 685€ CONTRIBUTE
TO OEATHT -

{dves Cerovaty

93
34 VERE AUTOPSY FHORIAS AVARABLE

(]
OOVHEIE THE CAUSE OF DJM

{Iemitios

D

lf?jm:
ol pragrad wilin past yav
Rregent £1 1o ¢d 02o8t

linms 2449 To 80 Complated By: MEICAL CEROFIER

§ Mol preacait, bt pregnant wilin 42 dsps (0 . . .
At Peadag lnoeipHicn
A : nmmgmmwmqwnmmmrwanw Diedsin S UPentoghucss
! At Dusmesn Daukida £]€oud rotbs semined
& / 3. OATE OF INJURY {601 Rt ».ﬂuso.vnuum' 05, PLAGE OF WIIURY (o, Decrsshoce, ARG b, m'tuw\wo@'e/dw) rtoj TRy Agls;\hmm’{
i 7 i | ;
§ l?.LOC-)’ﬂOROmeV:'Sh'.!: ] | CtyecTod N i
& . X DESCROE O IARY GOCURAED:
P 5 -~ \ —~—
y " i ) Eseemmmmwono)
1 ) ‘ o ol % 3 gt ek, !

_ .o En] £ Crcti [ WW‘Q’ 1 muu,er.:,mdpha,lﬂwv\afam:in)ugmmwlum
T Gecosimit e X RORTTCR ..»mee.-wu(-)mrmmmu

2 . ‘ Ihnekeo of ctser, /éﬂwf"“/ fM ~2

46 HAME, MYORESS, AHD 210 mwﬁns Cg?gaan CAUSE OF DEAYH s 321

Kisry gk b ot 13: Rl &

EOF CERVIAER 15 LIGEISE RUMBER '
w
s wes e U t‘kir-im.m...m,m,..u relyirrie e setnamen BN .

SICIV VY - s ey syt ok B e A e = N « e

5£03007679 -~ | :

R

-

T EAERTUTO B P ATAoT s

- i~ U5 49 08
This is a tPue certification of the fﬂcis on fite by the Division of Vital Records, SC Department of Health and  /
Envlronmenml Control.

m\\\\\\“\\\\\\

Y ‘""'ll,,

T PRORTIR
+ L Sovals Garokiny Vepurimest of floatly
adl’miwmunu!" {43

%
) Catherine Templeton - o Guaug Zhao T éi D E C
i Director and State Reglatrar ) ~ Assistant State Reglsteax * / 5 k: 5 2
i .
‘-i‘{r This copy, is not vallunless prcpared on AN engmved border (leplﬂyhlg the state senl and Issuin g agency logo. * 2

. Rcvlslnn Date: 0372172012

Death Certlﬂcate 001
599




~ Exhibit 1 ]—Fluoroscopy Readings

Please see flash drvivel
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| - Exhibit 13—Pictures of:
Dilator, Intrdducer, Sheath and J. Wire

Please see flash drive
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Request to Charge # 28 24
Contml of the mstrumentahty— Childers

the dgf_e_ndant that__ t_h_e accxdent aros_e from a want of care
Childers v.-Gas Lines, Inc:, 248 S:E.2d 316 at 323-324.

'ChadWM\CGowan N
McGowan, Hood & Fe}der LLC -
1539 Health Care Drive.

Rock Hill, S€ 29732

(803) 327- 7800
cmcgowan@mcgowanhood com.

W Jones Andrews; Jr.
McGowati, Hood & Felder LLC
1517 Hampton Street .
: Columbia, South Carolina 29201
, . ' ‘ ' ‘ (803) 779-0100 '
' (803) 787-0750 Facsimile
, Jandrews@mcgowanhood com
&'ne ,2016
Rock Hlll SC
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