
NO. 318338-111 
"6:":i kiq )cFqQ 
3 % w ,.*$^4 

COURT OF APPEALS, DIVISION 111 "~,a:ic i *,a A+ j  r li 

OF THE STATE OF WASHINGTON l J I X ~ i  ;Y( )?d i ; i  
r A 3  :" 421 5::~"2\Ifpre l;(-j;kd 

B,Y-=r u-rn -**- "- d*srw 

PAMELA CLONINGER, individually, and as Personal 
Representative of the ESTATE OF GLEN CLONINGER; BROOKE 

CLONINGER, individually; BLAKE CLONINGER, individually; 
BRlTTNEU CLONINGER, individually, 

Appellants, 

KIM CHEN, D.0 and JANE DOE CHEN, husband and wife; 
ANESTHESIA ASSOCIATES OF SPOKANE, P.S.; and 

DEACONESS MEDICAL CENTER, 

Respondents. 

BRIEF OF APPELLANTS 

STEPHEN HASKELL LAW OFFICES, PLLC 

Stephen Hasltell, WSBA#7832 
222 N. Wall St., Ste. 402 
Spokane, WA 99201 
(509) 443-9909 
(509) 455-5 114 fax 



TABLE OF CONTENTS 

. . .  I . ISSUES PERTAINING TO ASSIGNMENTS OF ERROR 1 

11 . STATEMENT OF THE CASE . . . . . . . . . . . . . . . . . . . . . . . . . .  1 

A . Overview . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1 

. . . . . . . . . . . . . . . . . . . . . . . . . . .  . B Pertinent Background 3 

C . Deaconess' Sentinel Event Policy 1 
Duty to Preserve Evidence . . . . . . . . . . . . . . . . . . . . . . .  10 

. . . . . . . . . . . . . . .  D . Dr Chen's Response to Loss of Data 14 

E . Deaconess Response to Loss of Data . . . . . . . . . . . . . . .  18 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . 111 ARGUMENT 22 

A . Standard of Review . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  22 

. B . The Henderson v ajlrrelk Rule . . . . . . . . . . . . . . . . . . . .  23 

C . Washington Law Subsequent to 
Henderson v . TyrreN . . . . . . . . . . . . . . . . . . . . . . . . . . . .  28 

D . Breach of Duty Re: Medical Data . . . . . . . . . . . . . . . . .  32 

E . Proposed Rule Re: Negligent 
Spoliation of Evidence . . . . . . . . . . . . . . . . . . . . . . . . . .  39 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . IV CONCLUSION 41 

APPENDIX A 

APPENDIX B 



TABLE OF AUTHORITIES 

Table of Gases 

Carr v. St. Paul Fire and khrine Ins. Co., 
. . . . . . . . . . . . . . . . .  384 F. Supp. 821,831 (W.D. Ark. 1974). . 2 7  

Delaughter v. Lawrence County Hospital, 
601 S.2d 818 (Miss. 1992) . . . . . . . . . . . . . . . . . . . . . . . .  27,33-36 

Fergen v. Sestero, 
. . . . . . . . . . . . . . . . . .  174 Wn. App. 393,298 P.3d 782 (2013) - 2 2  

Henderson v. Tyrrell, 
80 Wn. App. 592,910 P.2d 522 (1996) . . . . . . . .  23-30, 33,36,40 

Homeworks Construction, Inc. v. Wells, et al., 
133 Wn. App. 892, 138 P.3d 654 (2006) . . . . . . . . . . . . . . .  .29,30 

In Re Marriage of Littlefield, 
133 Wn.2d 39,46-47,940 P.2d 1362 (1997) . . . . . . . . . . . . . . .  . 2 2  

Marshall v. Bally 's Pacwest, Inc., 
94 Wn. App. 372,972 P.2d 475 (1999) . . . . . . . . . . . . . . . .  .28 ,29 

Pier 67, inc. v. King County, 
89 Wn.2d 379,573 P.2d 2 (1977) . . . . . . . . . . . . . . . . . . . . .  25-26 

Public Health Trust v. Valcin, 
507 S.2d 596 (Fla. 1987) . . . . . . . . . . . . . . . . . . . . . . . . . . .  .37,38 

Sweet v. Sisters ofl'rovidence, 
895 P.2d 484,490-91 (Al. 1995) . . . . . . . . . .  25,26,29,33,36-38 

Tavai v. Walmart Stores, Inc., 
176Wn.App. 122,307P.3d811 (2013). . . . . . . . . . . . . . . .  30-31 



Other Authorities 

. . . . . . . . . . .  BENUMOF & HAGBERG. AIRWAY MANAGEMENT (2d ed 2007) 4 

5~ KARL B . TEGLAND. WASHINGTON PRACTICE. EVIDENCE LAW 

AND PRACTICE. 5 402.6. fn . 14 (Sth ed . 2007) . . . . . . . . . . . . . . . . . . . . . .  23 

SA KARL B . TEGLAND . WASHINGTON PRACTICE. EVIDENCE LAW 

AND PRACTICE (Sth ed . 2007) . . . . . . . . . . . . . . . . . . . . . . . . . . . .  30.3 2.33 



I. ISSUES PERTAINING TO ASSIGNMENTS OF ERROR. 

a. Whether Deaconess' loss of critical medical data regarding 

the decedent's declining physical status prior to his 

catastrophic event required a jury instruction setting forth a 

rebuttable presumption the evidence was adverse to the 

Defendant who failed to preserve or produce it; 

b. Whether the Spoliation Doctrine applies to medical data the 

Defendant hospital failed to preserve absent direct evidence 

of bad faith, but in breach of separate duty to retain the 

evidence; a ~ d  

c. Whether a rebuttable presumption concerning an adverse 

conclusion to be drawn from evidence lost or destroyed 

applies to a defendant who negligently fails to secure such 

evidence. 

II. STATEMENT OF THE CASE 

A. Overview. 

Glen Cloninger was a well-known Spokane architect and real 

estate developer who died at Deaconess Hospital December 5 ,  201 0, the 

result of hypoxic brain damage following extubation from general 

anesthetic. At trial, Plaintiffs alleged Mr. Cloninger's postoperative brain 



damage was caused by failure of the Defendant anesthesiologist, Dr. Kim 

Chen, to properly manage the patient's airway beginning at the time of 

extubation, resulting in what is known as a "lost airway," leading to 

cardiopulmonary collapse. 

The anesthesia monitor, owned by Deaconess and utilized by Dr. 

Chen, was capable of retaining two hours of clinical data on an internal 

memory for later review. This information included Mr. Cloninger's 

pertinent vital signs at the time of extubation, through his cardiopulmonary 

collapse and code response.' The data would have provided critical 

evidence rpoardino Awb-A t3 the patient's ainvay status and medical management at 

the time of events in issuea2 Instead it was erased post-surgically. 

Deaconess Hospital acknowledges the monitor was recycled shortly 

following the patient's catastrophic event, the data erased, despite a 

written hospital policy requiring immediate investigation of a so-called 

"Sentinel Event," including Mr. Cloninger9s event. 

This appeal is premised on Plaintiffs' contention the hospital's 

failure to preserve critical medical documentation was a negligent breach 

of duty, a form of spoliation. As a remedy, the Plaintiffs requested an 

1 Testimony of Alan Lipschultz, Clinical Engineer, CP 349-350. 

2 Lipschultz testimony, Id. 



appropriate jury instruction addressing the rebuttable presumption of lost 

evidence given the destruction of critical data by the hospital. The 

proposed instruction read: 

If Deaconess Medical Center failed to produce evidence 
which was under their control and reasonably available to 
them and not reasonably available to plaintiff, then you may 
infer that the evidence was unfavorable to the defendant 
who could have produced it and did not."3 

The trial court declined to provide the above instruction, believing 

there must be evidence of bad faith or wrongful intent as a basis for 

instructing the jury on a spoliation-related issue.4 The Plaintiffs in this 

appeal assert a separate, negligent breac,h of duty to preserve evidence 

satisfies the culpability requirement. 

B. Pertinent Background. 

Mr. Cloninger was admitted to Deaconess Medical Center 

December 1,20 10 for an elective procedure known as "lithotripsy," 

utilizing a sonic wave designed to fragment a kidney stone, permitting the 

patient to "pass" the stone at a later time when reduced to a sand-like 

substance. Lithotripsy is a minimally-invasive procedure, the patient 

typically discharged home within several hours. Because of technical 

3 Plaintiffs' Proposed Instruction "A"; CP 574-576. 

4 RP 540. 

3 



positioning issues, the patient requires a general anesthetic to minimize 

movement for the brief period of time therapy is administered. 

Mr. Cloninger was evaluated by Dr. Chen preoperatively. In later 

drafted addenda,5 the physician variously noted the patient was obese and 

suffered from sleep apnea. Dr. Chen also later charted attempts to intubate 

the patient three separate times before he was able to establish an adequate 

airway6 prior to surgery. Testimony at trial established all of these factors 

contributed to a clinically-defined "difficult airway,'" posing a greater risk 

for anesthetic-related complications post surgically, requiring the 

nhvsician anticipate a correspondingly "difficult extubation" after r --J 

encountering a difficult intubation.' Issues associated with difficult 

intubation and extubation generally fall within the field of airway 

management and represent a fundamental part of an anesthesiologist's 

surgical practice.' 

5 See Exhibits P4, P5 and P6. 

6 Id. 

7 See testimony of Drs. Cooper, RP 25-26, and Caplan, RP 717. 

8 See testimony of Drs. Cooper, RP 30, Hagberg, RP 359-360, and Caplan, RP 
723-724; Testimony of Dr. Kim Chen, RP 494. 

9 See BENUMOF & HAGBERG, AIRWAY MANAGEMENT (Td ed. 2007). This 
textbook is an authoritative treatise on the topic, a fact acknowledged by all parties. At 
trial one of the co-authors, Dr. Jonathan Benumof, testified on behalf of the Defendants; 
the other co-author, Dr. Carin Hagberg, testified on behalf of the Plaintiffs. These two 



The surgical procedure was uneventful. Per nursing notations from 

the hospital's Intraoperative Record, (Ex. 1, p. 25), surgery concluded at 

0922. At 0925, the nursing record states: 

Upon extubation became combative, spasm. CPR started at 
0937. . . (Id.) (Emphasis added.) 

Based on this nursing note, part of the small volume of 

documentation from the immediate postoperative period not purged, 12 

minutes elapsed between the patient's extubation and initiation of a code 

response, 0925-0937. It was this critical time frame which was the focus 

of Plaintiffs' criticism concerning Dr. Chen's airway management. 

At trial, the nurse who made the "12-minute entry9' essentially 

recanted her note, testifying "it seemed like much less."'0 Dr. Chen also 

challenged the accuracy of the nursing entry, testifying it was "only 

minutes" between extubation and reintubation, claiming he was 

appropriately managing the patient's airway in this short, intervening time 

frame. ' ' 
Had the anesthesia monitor's data been retained, it would have 

acknowledged experts disagreed on the propriety of Dr. Chen's airway management 
based on the available record. 

10 Testimony of Deborah Hayes, RN, RP 3 1 1,339. 

1 1 Testimony of Dr. Kim Chen, RP 498,502,506,5 18-5 19. 



included critical data addressing the patient's clinical status,12 and likely 

addressed whether the time between extubation and reintubation was 12 

minutes as originally charted, or only "2 or 3 minutes9' as Nurse Hayes and 

Dr. Chen later testified. 

There is no dispute Mr. Cloninger's condition deteriorated 

following extubation. This was the reason a code was called when a pulse 

was lost and the patient reintubated. Whether Dr. Chen's response was 

timely was a cornerstone of the Plaintiffs' liability argument. Plaintiffs' 

testimony established the standard of care required Mr. Cloninger be 

reintubated much earlier, after his oxygenation levels were decreasing znd 

his heart slowed to a bradycardic rate." The Plaintiffs' standard of care 

testimony established the patient should have been reintubated before the 

development of pulseless electrical activity (PEA) and his 

cardiopulmonary arrest.14 Instead, a code was not called and reintubation 

not accomplished until after the patient arrested, despite Dr. Chen's 

original charting to the contrary.15 Finally, testimony established the vital 

12 Dr. Richard Cooper testimony, RP35-36. 

13 See testimony of Drs. Cooper, RP 5 1-53, and Hagberg, RP 388-389. 

14 Id. 

15 See Progress Note of Dr. Kim Chen, Ex. PI,  p. 44; transcribed version, Ex. 
D103. 



signs associated with these concepts were routinely tracked by the 

anesthesia monitor, the patient's declining vital signs at any given time 

between extubation and code available for review had the monitor's data 

been preserved. l6 

As further indication of the monitor's importance, one of the 

anesthesiology experts called by the Defendants, Dr. Benumof, testified 

these events could not happen as originally charted by nursing staff over a 

12-minute time frame because the anesthesia monitor had an alarm 

function. Dr. Benumof testified the "bong" noise allegedly generated by 

the monitor's alarm was "so irritating" it could not have been ignored.17 

According to Dr. Benumof, it would have been "too obvious" to ignore the 

patient's declining status over a 12-minute time frame with a functioning 

alarm's intrusion. l 8  

The activation of an alarm was not an event Dr. Chen, nursing 

staff, or any other individual present in the operating room noted in any 

testimony, yet activation of the monitor's alarm system was another 

feature of the monitor's ability to retain data, and potentially could have 

16 See testimony of Alan Lipschultz, CP 363. 

17 See testimony of Dr. Jonathan Benumof, RP 674-676; 694-695. 

18 Id. at RP 676. 

7 



refuted Dr. Benumof s testimony on this topic had the monitor data been 

preserved. lg  

The parties agree Mr. Cloninger9s code was called at 0937.~' There 

is no criticism of any health care provider's actions once the code was 

initiated.21 The code extended until 1 120, or one hour and fifty-five 

minutes after Mr. Cloninger was initially e~tubated.~ '  At the time the 

patient was removed from the anesthesia monitor, a transfer monitor was 

used to take the patient to ICU, where he remained over the next four days 

until his death. At the time the original anesthesia monitor was removed, 

it was capable of retaining two hours of data,23 meaning the entirety of the 

clinical data beginning before 0925, the time the patient was extubated, 

and throughout the code, remained accessible in the monitor's hard drive. 

The Plaintiffs' testimony established the anesthesia monitor had a 

19 See testimony of Alan Lipschultz, CP 354 and 360. 

20 Id. See Ex. PI,  p. 25, Intraoperative Note and Code Sheet, Ex. PI, p. 15 1. 

2 1 There was confusion regarding who reintubated Mr. Cloninger and whether 
it was before or after the code. Dr. Chen's initial note claimed he had reintubated the 
patient prior to the code. His Addendums acknowledge it was another anesthesiologist, 
Dr. King, who reintubated Mr. Cloninger after Dr. King had been called to assist in the 
code response. 

22 See Ex. PI, p. 151. 

23 Testimony of Alan Lipschultz, CP 349-350. 



nonvolatile memory.24 No affirmative act was needed in the midst of a 

medical crisis to preserve the data. All that was required was to leave the 

monitor powered down after utilizing the transfer monitor to ICU, the data 

later retrievable at any time by clinical engineering staff or others at the 

hospital using a simple memory ~tick.2~ Instead this monitor data was 

recycled and erased within a short time following Mr. Cloninger's transfer 

to I C U . ~ ~  With the recycling and erasure of the monitor data went much of 

the critical evidence in this case, irreplaceable from any other source. 

Included were the patient's real time vital signs from the point of 

extubation to the time of his cardiopulmonary collapse, institution of a 

code and reintubation. The significance of this lost data cannot be 

overstated. Also lost was any notation confirming the presence or absence 

24 Id. at CP 348 and 364-365. 

25 Id. 

26 While the individual responsible for erasing the monitor has never been 
positively identified, it appears to have been Colleen Dugger, a custodial technician 
employed by the hospital, whose job was to clean the operating room and prepare it for 
the next patient. This meant recycling the anesthesia monitor, which was Ms. Dugger9s 
usual practice, absent instructions to leave the monitor offline. Ms. Dugger was not 
called as a witness by either party at trial. The Plaintiffs do not allege Ms. Dugger 
engaged in any conscious act of bad faith when erasing this data. Instead, the Plaintiffs 
claim this employee should have been instructed by Dr. Chen or one of several nursing 
staff and supervisors involved in the patient's care and code response to simply leave the 
machine powered down. Plaintiffs allege this failure to instruct was not an "innocent" 
loss of data. Further, the Plaintiffs7 clinical engineer, Alan Lipschultz, testified it would 
be 'strange9 to erase pre-set data points, inferring it did not occur simply by recycling the 
monitor. Lipschultz at CP 377. 



of an alarm activation, a critical point to at least one of the defense 

experts,27 who utilized the absence of evidence to leverage the Defendants' 

argument. 

It was clear to medical personnel involved Mr. Cloninger suffered 

a serious or catastrophic event at the time of his transfer to ICU.~' Mr. 

Cloninger remained in ICU for four days, a cooling protocol utilized, the 

slim hope he might recover from his anoxic insult. Medical testing 

confirmed the patient was in a permanent vegetative state, requiring life 

support, and the family made the difficult decision to terminate these 

measures December 5,20 10. Mr. Cloninn~r £5- died shortly thereafter. 

C. Deaconess' Sentinel Event Policy 1 Duty to Preserve 
Evidence. 

Plaintiffs claim Deaconess Hospital breached a separate duty to 

preserve monitor data. This breach of duty is based on the hospital's 

Sentinel Event Policy. (Ex. P9, pp. 555-563.) 

All hospitals accredited by the JCAH (The Joint Commission), 

including Deaconess, are required to have a policy addressing so-called 

sentinel events. At the time of Mr. Cloninger's event, the Deaconess 

27 Testimony of Dr. Jonathan Benumof, fn 17. 

28 See testimony of Deborah Hayes, RN, RP 3 17-3 18. 

10 



policy stated:29 

A. Sentinel Event is an unexpected occurrence involving 
death or serious physical or psychological injury or risk 
thereof. . . . Such events are called 'sentinel' because they 
signal the need for immediate investigation and response. . . 
. (Emphasis added.) 

. . . The following have been identified by the accrediting 
body, the Joint Commission (TJC) as sentinel events: 

1 1. An event that has resulted in an unanticipated death 
or permanent loss of function not related to the 
natural course of the patient's illness or underlying 
conditions. (Emphasis per policy.) 

Testimony at trial established nursing staff was aware of the 

hospital's Sentinel Event Policy, and acknowledged Mr. Cloninger 

suffered a potentially life-threatening injury following the code?' 

Ultimately it was agreed Mr. Cloninger experienced a sentinel event as 

that term is used in the Deaconess policy.3' The only disagreement was 

technically when the sentinel event occurred: according to Plaintiffs' 

hospital expert, this was at least a potential sentinel event at the time it 

occurred and medical staff should have recognized it as such, taking 

-- 

29 Exhibit P9, p. 556. 

30 See testimony of Deborah Hayes, RN, RP 3 1'7-3 18. 

3 1 See testimony of Greg Repetti, Deaconess Administrator, RP 228. 



appropriate measures to preserve the evidence because of the hospital's 

policy requiring "immediate investigation and response."32 According to 

Plaintiffs' clinical engineer, the data should have been timely preserved, 

the decision regarding a sentinel event occurring later. By contrast, the 

hospital's testimony asserted a sentinel event did not occur until reported 

to administration; only at that point did the duty for "immediate 

investigation and response" arise; Deaconess had no duty to preserve time- 

sensitive evidence prior to administration's declaration of a sentinel 

event .33 

The Plaintiffs argued there was a temporal, fundamental and 

logical inconsistency between a sentinel event policy requiring "immediate 

investigation and response" and the hospital's argument the event did not 

occur until reported through administrative channels, and only then was a 

"delayed immediacy" requirement triggered. Regardless, this is not an 

issue to be resolved either by this Court or the trial court. Instead, this was 

a factual issue for the jury to determine when a sentinel event occurred in 

connection with a proper spoliation instruction - at the time it happened, 

32 See testimony of Dennis Coleman, RP 255-256; testimony of Alan 
Lipschultz, CP 369, established immediately after the code, the sensitive data should be 
saved, the fact of a Sentinel Event determined later. 

33 See testimony of Greg Repetti, RP 228, 238. 



whether the data should have been preserved pending a formal 

determination of a sentinel event, or whether the event was not sentinel 

until reported to administration? 

Of note, the hospital's Sentinel Event Policy required a "Root 

Cause Analysis" (RCA), meaning Mr. Cloninger's event was at some 

point investigated by Deaconess and an RCA report submitted to the State 

of Washington Department of Health.34 It is conceded this Root Cause 

Analysis was a Quality Assurance document, exempt from discovery for 

purposes of this l i t i g a t i ~ n , ~ ~  and Deaconess did not reference the RCA 

report at trial or allude to the contents of the report. No testimony has ever 

established whether Deaconess attempted to determine the monitor's 

programmed retention capability or what evidence this monitor might have 

provided if not erased. 

In summary, Plaintiffs' evidence established Deaconess Hospital 

had in place a Sentinel Event Policy at the time of Mr. Cloninger's 

catastrophic decline, requiring immediate investigation of the cause. 

While it was a factual issue when the policy's investigatory requirements 

were activated, Plaintiffs established aprimafacie claim the hospital had a 

34 RCW 70.56. et seq. 

35 RCW4.24. etseq., RCW 70.41.200. 

13 



duty, per administrative policy, to timely investigate this incident, 

including preservation of critical monitoring data. This duty to attempt to 

preserve evidence should have been enough to support the Plaintiffs' 

proposed spoliation instruction. 

D. Dr. Chen's Response to Loss of Data. 

At trial, the court ruled Dr. Chen was the ostensible agent of 

Deaconess Hospital and so instructed the jury.36 Any wrongful act by Dr. 

Chen was imputed to Deaconess Hospital as a matter of law based on this 

instruction. 

Plaintiffs believe both Dr. Chen and the hospital not only disposed 

of critical evidence having a direct bearing on the outcome of the case, but 

significantly leveraged this absence of evidence, creating a differing 

medical record beyond verification through any objective data the 

monitor's documentation would have provided. These events significantly 

hampered the Plaintiffs' testimony addressing standard of and 

enhanced the Defendants' position, creating a differing record following 

erasure of the monitor data. 

On the evening of this event, approximately 10- 12 hours after it 

36 See Court's Instructions to Jury, No. 7, CP 536. 

37 Hagberg testimony, RP 4 12-4 13. 

14 



occurred, Dr. Chen wrote a brief Progress ~ o t e . ~ '  The note was 

incomplete, failed to address major issues of airway management or Mr. 

Cloninger's airway risk factors, contained only minimal reference to the 

patient's vital signs, and made critical misstatements, including a claim it 

was Dr. Chen who reintubated the patient prior to the code, when in fact it 

was another physician, Dr. James King, who reintubated the patient after 

the code was ongoing. In short, it is unlikely Dr. Chen could have 

successfully defended his treatment of Mr. Cloninger on the basis of his 

Progress Note. 

Perhaps for this reason, Dr. Chen was not content to conclude his 

charting with this postoperative Progress Note. Instead, the evidence 

established a prolonged, concerted effort by Dr. Chen to reconstruct the 

record in the absence of any real time clinical data. Beginning December 

3,2010, just two days following Mr. Cloninger's catastrophic event, Dr. 

Chen began preparation of an addendum to the record, the details of which 

are contained in an audit traiPg ultimately produced by Deaconess Hospital 

and addressed through testimony of Dr. Steven Henkind, an electronic 

3 8 See Exhibit P 1, p. 44; transcribed note, D 103. 

39 Plaintiffs' Ex. 3, pp. 4 10-5 13. Appendix A is the Audit Trail, over 100 
pages in length, detailing each editorial change to Dr. Chen's dictated Addendum. 
Appellant does not necessarily suggest the court review each page of the Audit Trail in 
detail, but submits the sheer volume of editorial changes is significant. 



medical records expert. Dr. Henkind' s unrebutted testimony established 

the following:40 

1. Between December 3 and December 10,20 10 (five days 

after Mr. Cloninger died), Dr. Chen spent in excess of 200 

hours editing a lengthy addendum; 

2. The original Addendum was nine pages in length; Dr. Chen 

printed the document on 37 separate occasions, but the 

hospital could only produce three of these printed versions; 

two are nine pages in length, a third is slightly in excess of 

seven pages; the final addendum, signed December 2 1, 

201 0, is back to nine pages in length; it is unknown what 

happened to the remaining printed addendums; 

3. Dr. Chen made approximately 200 editorial changes to the 

document from first draft to the final electronically-signed 

document; many of these changes were relatively minor; 

only "about 30" substantive changes were edited in or out 

of the record by Dr.  hen;^' 

4. The Addendum contains scores of changing vital signs 

40 Testimony of Dr. Steven Henkind, RP 177 - 202. 

4 1 Wenkind testimony, RP 193. 

16 



surrounding the patient's extubation, leading up to 

reintubation. Dr. Chen claims he was able to recall these 

multiple vital signs from memory.42 Each editorial change 

made by Dr. Chen made the vital signs "better," and none 

of the changes reflected any deterioration in vital sign$' 

5. All of the changes made by Dr. Chen, particularly the 

patient's modified vital signs, would have been subject to 

verification one way or the other had the data been retained. 

The net product of Dr. Chen's efforts was a heavily-edited 

Addendum, written in such a way it was challenging to ascribe a cause to 

Mr. Cloninger's decline or determine the time frame over which his 

decline occurred. The end-product permitted the Defendants to speculate 

Mr. Cloninger's death was attributable to underlying cardiac disease, 

despite no testimony from Mr. Cloninger's treating physicians to that 

effect. This absence of critical data, combined with a slanted Addendum 

by Dr. Chen, required Plaintiffs' experts "piece together" the remaining 

evidence, concluding Mr. Cloninger's death was the result of improper 

airway mamanagement. In many ways, this prevented Plaintiffs from 

42 Id. at RP 21 1-212. 

43 Id. 



offering more specific testimony in the absence of clinical ~orre la t ion .~~ 

These circumstances were fundamentally inequitable and required an 

appropriate jury instruction addressing spoliation of the monitor's 

evidence. 

F,. Deaconess Response to Loss of Data. 

If the trial court had given Plaintiffs' proposed instruction 

regarding the presumption related to missing evidence within the 

hospital's control, it is assumed Deaconess would have argued the loss of 

evidence, if any, was innocent, the presumption overcome, or would not 

have been retrievable in the first place. These determinations must await 

Plaintiffs9 request for a new trial, armed with an appropriate instruction 

addressing spoliation of evidence. When a new trial takes place, any 

conclusion whether Deaconess would overcome the presumption would be 

a factual issue for the jury's determination, not decided as a matter of law. 

Meanwhile, there were multiple developments during the original trial 

calling into question the hospital's presumptive arguments. 

The only expert witness familiar with the anesthesia monitor's 

retention capability was Alan Lipschultz, a clinical engineer called by the 

Plaintiffs. Mr. Lipschultz testified the monitor was capable of retaining 

- - 

44 Testimony of Dr. Hagberg, RP 4 12-413. 

18 



two hours of data as previously stated? He further acknowledged the 

factory default setting would not retain data, and the monitor must be 

programmed by the end-user to take advantage of such functionsp6 but 

once accomplished it would be 'strange' to overwrite the function, which 

did not occur merely by clearing the monitor's data. Whether this monitor 

was so programmed was never definitively established, but the evidence 

would make it likely. Ultimately, Mr. Lipschultz testified the extent of 

data retrievable from this monitor was unknown absent any attempt to 

retrieve the information, and at least no effort to do so was disclosed by 

the ~efendant." B~ut the evidence would imply the Defendant most likely 

did try at some point to access the retention function of the anesthesia 

monitor, given the circumstances. 

During trial, the Deaconess corporate representative, Greg Repetti, 

testified Deaconess disposed of the hospital's anesthesia monitors at some 

point after this event, replacing the equipment with updated, more 

technologically advanced monitoring equipment. This testimony strongly 

inferred the monitor's retention function could not be verified because the 

45 Lipschultz testimony, CP 349-350. 

46 Testimony of Alan Lipschultz, CP 35 1. 

47 Id, at CP 384-385. 
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monitors had been disposed of.48 In the interim, Deaconess was required 

by their Sentinel Event Policy to prepare a Root Cause Analysis (RCA)~' 

and submit their findings to the appropriate licensing authority. While the 

contents of this investigative report are privileged by statute:' and were 

never offered or disclosed by Deaconess in the context of this litigation, it 

seems reasonable the monitor's retention function would be ascertained as 

part of this process. 

Related, Deaconess submitted a color photograph at trial labeled 

"Photo of Operation Room Monitor9? (Ex. D106) (Appendix B) .~ '  This 

photograph was represented as demonstrating the monitor as it would have 

appeared at the time of Mr. Cloninger's event. The photograph - - is undated, 

and it is unknown when it was taken relative to the event. While one 

explanation may simply be the wording of the Hospital's Exhibit was 

imprecise, intended to portray a replica monitor, it raises a legitimate 

question whether this was the monitor involved in Mr. Cloninger's event 

as represented, and if so, whether the retention capabilities were 

48 Testimony of Greg Repetti, RP 226, 235.  

49 Deaconess Sentinel Event Policy, Ex. P9 

50 See fn 35,  Id. 

5 1 See Appendix B,  a color photograph admitted by the Defendant, including 
the anesthesia monitor. 



ascertained prior to disposing of the actual monitor if it was available for 

forensic purposes as well as preparation of the Hospital's required Root 

Cause Analysis. 

The only other anesthesiologist called as a witness at trial 

associated with Dr. Chen's practice group, Anesthesia Associates of 

Spokane, a co-Defendant, was Dr. James King. Dr. King participated in 

the code and was the physician who reintubated Mr. Cloninger. Dr. King 

testified he utilized the retention capabilities of the anesthesia monitor on 

prior occasions52 and accessed data when he felt it appropriate. At the 

least, this testimony established Dr. Chen's group programmed a monitor 

on a prior occasion, retaining the type of clinical data the Plaintiffs 

requested in this case. 

Finally, retention of monitor data by anesthesiologists was not an 

unusual practice. At trial, board-certified anesthesiologists called to testify 

on behalf of both parties acknowledged they retained data for later access 

and review when an unusual or adverse event occurred involving a 

patient.53 Only a single witness, Dr. Jonathan Benurnof, who claimed the 

alarm's monitor function prevented improper care, testified he never had 

52 Testimony of Dr. James King, RP 1 19- 120. 

53 Testimony of Dr. Richard Cooper, RP 35-36; testimony of Dr. Robert 
Caplan, RP 743. 



occasion to retain or access data following an adverse event.54 

III. ARGUMENT 

A. Standard of Review. 

As recently noted by this Court, failure to give a particular jury 

instruction is reviewed for abuse of discretion. Fergen v. Sestero, 174 

Wn. App. 393,298 P.3d 782 (2013). If a party's theory lacks substantial 

evidence, a trikl court should not instruct the jury on it. (Id.) Evidence 

supporting a party's theory must rise above speculation and conjecture. 

(Id.) 

This Court's review of the stated legal issues should be de novo. 

While there is some added case law holding a trial court's decision 

regarding whether to give a proposed instruction is untenable if based on 

an incorrect legal standard, and falls within the 'abuse of discretion 

standard,' these are not the circumstances before this Court. See, In Re 

Marriage oflittlefield, 133 Wn.2d 39,46-47, 940 P.2d 1362 (1 997). In 

this case, it is more accurate to recognize applicable legal principles 

addressing a jury instruction in the context of spoliated evidence have not 

been fully clarified, particularly as the law relates to a party's alleged bad 

54 At the same time, Dr. Benumof also acknowledged he had never prepared an 
extensive Addendum such as prepared by Dr. Chen, RP 697. So did Dr. Caplan, RP 742. 



faith in failing to preserve evidence, as opposed to the defendant's 

negligent breach of duty to preserve the same evidence. See, Henderson v. 

Tyrrell, 80 Wn. App. 592, 910 P.2d 522 (1 996), discussed infra. 

Henderson, decided by this Court, is the "leading a~thority'"~ 

addressing spoliation of evidence in the state of Washington. This case 

presents the appropriate opportunity to clarify the rule of law stated in 

Henderson as it relates to spoliation of evidence. Therefore, the applicable 

standard of review should be de novo. 

B. The Henderson v. Tyrrell Rule. 

The decision in Henderson v. Tyrrell has been characterized as the 

"leading modern case" addressing the appropriate jury instruction in the 

context of alleged spoliation of evidence, including other scholarly 

observations. See, 5A KARL B.  TEGLAND, WASHINGTON PRACTICE : 

EVIDENCE LAW AND PRACTICE, tj 402.6, fn. 14 (Sh ed. 2007). Professor 

Tegland states: 

. . . The term spoliation is usually intended as a term of art, 
referring to the legal conclusion that a party's destruction of 
evidence was in bad faith or under other circumstances 
such that admissibility and the other negative consequences 
discussed in this section should follow. No bad faith, and 
thus no spoliation, will be found if the party had no duty to 
preserve the evidence in the first place. 

55 TEGLAND, WASHINGTON PRACTICE, infra. 
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A leading legal commentator recognizes the interplay between bad 

faith destruction of evidence, technically spoliation, and a related but 

negligent breach of duty to preserve evidence. Thus, if spoliation is the 

intentional or bad faith loss of evidence, negligent failure to preserve 

evidence as a separate breach of duty must be a closely-aligned legal 

cousin. This case presents the opportunity for this Court to articulate the 

negligent destruction of evidence as the legal equivalent of spoliation, at 

least when the negligence stems from a separate breach of duty to preserve 

evidence. 

A review of this Court's decision in Hendevson v. Tyrrell is 

appropriate - - given the precedential value accorded the decision. 

Henderson originally involved conflicting claims by the parties concerning 

who was driving a vehicle owned by Mr. Tyrrell at the time of an accident, 

resulting in serious injury to Mr. Tyrrell, and only minor injury to Mr. 

Henderson. A bifurcated liability trial was held on this disputed issue, the 

jury concluding Mr. Henderson was driving Mr. Tyrrell's vehicle when the 

accident occurred. The case was then scheduled for the damage portion of 

trial. 

In the time frame leading up to the damage trial, Mr. Tyrrell 

arranged to have the wrecked car disposed of, having retained it for two 



years. At trial, the defendant requested either a dismissal or appropriate 

spoliation instruction as a sanction for loss of the vehicular evidence. 

The Henderson court provided a thorough overview of the 

Spoliation Doctrine, noting "the focus of recent debate is on the 

appropriate remedy rather than on what acts constitute spoliation. . . .9'56 

The court further stated: 

The judicial response to the problem in other jurisdictions 
seems to reflect an understanding that the term 
encompasses a broad range of acts, and the severity of a 
particular act (in terms of the relevance or importance of 
the missing evidence or the culpability of the actor) 
determines the appropriate remedy. (Parentheses by the 
rmrt.  ) 

Following a brief overview of the term "spoliation" as "the 

intentional destruction of evidence," the court noted "a more recent 

development is the application of a rebuttable presumption, shifting the 

burden of proof to a party who destroys, alters or loses important 

evidence" (citing Sweet v. Sisters ofProvidence, 895 P.2d 484,490-91 

(Al. 1 995) discussed infra). 

Henderson further noted "few Washington cases" had addressed 

the problem, citing Pier 67, Inc. v. King County, 89 Wn.2d 379, 573 P.2d 

2 (1977) as the "most prominent." Quoting from Pier 67 at pages 384-85, 

56 Id. at p. 605. 



the Henderson court stated: 

We have previously held on several occasions that where 
relevant evidence which would properly be a part of the 
case is within the control of a party whose interests it would 
naturally be to produce it and he fails to do so, without 
satisfactory explanation, the only inference which the finder 
of fact may draw is that such evidence would be 
unfavorable to him. . . . (Citations omitted.) 

Again citing Sweet v. Sisters ofProvidence, discussed infra, the 

court adopted a two-pronged test as prelude to a spoliation instruction: (1) 

the potential importance or relevance of the missing evidence; and (2) the 

culpability or fault of the adverse party. 

Henderson noted whether missing evidence is important or 

relevant depends on the particular circumstances of the case, and each case 

is uniquely dependent upon the facts. As a further guideline, the court 

stated at page 607: 

. . . Another important consideration is whether the loss or 
destruction of the evidence has resulted in an investigative 
advantage for one party over another, or whether the 
adverse party was afforded an adequate opportunity to 
examine the evidence. . . . (Citations omitted.) 

In contrast to the present case, the "investigative value of Mr. 

Tyrrell's car was not clear." (Id.) The court further noted, "Both parties 

had the opportunity to retain experts to inspect the car during the two years 

after the accident." This squandered investigative opportunity, available to 



the defendant for two years in the Henderson case, was not available here, 

the monitor data erased shortly following Mr. Cloninger's transfer to the 

Intensive Care Unit. 

In addition to addressing the importance of the evidence, together 

with opportunity for access, Henderson addressed the culpability element, 

noting the potential for overlap between an act of bad faith and a separate, 

negligent breach of legal duty, the focus of this appeal. The court stated at 

page 6 10: 

Another important consideration is whether the actor 
violated a duty to preserve the evidence. . . . Several 
decisions from other jurisdictions were based at least in part 
on the fact that the loss or destruction ofmedical records 
violated legal or hospital requirements. Carr v. St. Paul 
Fire and Marine Ins. Co., 384 F. Supp. 82 1, 83 1 (W.D. 
Ark. 1974); Delaughter, 60 1 S.2d 8 18 (Miss. 1992), also 
discussed infra. (Emphasis added.) 

Finally, Henderson reviewed an instruction similar in wording to 

the Plaintiffs' proposed instruction regarding the rebuttable, unfavorable 

inference to be drawn from lost evidence. The court noted the well- 

established law cited earlier that "A party is entitled to have its theory of 

the case set forth in jury instructions, but the trial court has considerable 

discretion in determining whether instructions are necessary," together 

with the proposition "An instruction is required only if there is substantial 

evidence to support it." (Id. at p. 612.) Ultimately, this appellate court 



concluded the defendant's proposed instruction, similar to the Plaintiffs' 

instruction in this case, was not supported under the circumstances based 

on the court's reasonable assumption Mr. Henderson had not intentionally 

destroyed evidence two years after the fact when the evidence had been 

equally available to both parties, and "the real culprit was the passage of 

time."57 These circumstances do not exist in the present case, the real 

culprit not the passage of time, but instead the hospital's breach of duty. 

C .  Washington Law Subsequent to Henderson v. TyrreZZ. 

Numerous Washington decisions follow the basic rules set forth in 

. . 
Henderson v. Tyruell, though a majority of the appellate dec~s~ons  remain 

unpublished. The basic rules repeated appear to be: (1) spoliation remains 

the intentional destruction of evidence in which a rebuttable presumption 

shifts the burden of proof; (2) the trial court has considerable discretion in 

specifying the consequences of spoliation; and (3) violation of a separate 

duty to preserve the evidence is the functional equivalent of bad faith or 

other culpability when applying the Spoliation Doctrine. 

In Marshall v. Bally 's Pacwest, Inc., 94 Wn. App. 372, 972 P.2d 

475 (1 999), the court cited Henderson with approval, stating at pages 3 8 1 - 

3 82: 

57 Id. atp.  611. 



In deciding whether to apply a rebuttable presumption in 
spoliation cases, two factors control '(1) the potential 
importance or relevance of the missing evidence; and (2) 
the culpability or fault of the adverse party.' . . . In 
weighing the importance of the evidence, the court 
considers whether the adverse party was afforded an 
adequate opportunity to examine it. . . . Culpability turns on 
whether the party acted in bad faith or whether there is an 
innocent explanation for the destruction. 

Marshall declined to approve a spoliation instruction based on the 

fact that the missing evidence had been available to the opposing party for 

four years following the incident in question. Again, this is in marked 

contrast to the circumstances of the present case. More recent Washington 

decisions appear to more expressly accept a party's separate breach of duty 

as the functional equivalent of culpability. 

In Homeworks Construction, Inc. v. Wells, et al., 133 Wn. App. 

892, 138 P.3d 654 (2006), the court cited Henderson with approval, noting 

it to be the "leading case on spoliation," but also noting "Washington case 

law on spoliation is sparse." Id. at p. 898. Homeworks noted the 

Henderson court adopted Alaska's approach in Sweel v. Sisters of 

Providence, supra: 

Under this test, the trial court weighs (1) the potential 
importance or relevance of the missing evidence; and (2) 
the culpability or fault of the adverse party (citing 
Henderson). After weighing these two general factors, the 
trial court uses its discretion to craft an appropriate 
sanction. (Henderson citation omitted.) 



Homeworks noted, as the Plaintiffs urge in this case, a party may be 

responsible for spoliation even without a finding of bad faith. Citing 

Henderson, together with 5A KARL B. TEGLAND, WASHINGTON PRACTICE, 

supra, the court stated at page 658: 

. . . The Henderson opinion suggests that spoliation 
encompasses a broad range of acts beyond those that are 
purely intentional or done in bad faith. . . . It is possible, 
therefore, that a party may be responsible for spoliation 
without a finding of bad faith. But even under this theory, 
the party must do more than disregard the importance of the 
evidence; the party must also have a duty to preserve the 
evidence. A party 's actions are 'improper' and constitute 
spoliation where the party has a duty to preserve the 
evidence in the first place. (Citations omitted.) (Emphasis 
added.) 

The above framework was recently repeated in Tavai v. Walmart 

Stores, Inc., 176 Wn. App. 122, 307 P.3d 8 1 1 (20 13), where the court 

again stated: 

In deciding whether to apply a spoliation inference, this 
court has used two general factors: ( I )  the potential 
importance or relevance of the missing evidence and (2) the 
culpability or fault of the adverse party. (Citing 
Henderson.) Whether the missing evidence is important or 
relevant depends on the particular circumstances of the 
case. . . . In weighing the importance of the evidence, we 
consider whether the adverse party was given an adequate 
opportunity to examine it. . . . As for culpability, we 
examine whether the party acted in bad faith or conscious 
disregard of the importance of the evidence or whether 
there was some innocent explanation for the destruction. . . 
. Another important factor is whether the party violated a 
duty to preserve the evidence. . . . (Citing Henderson.) 



(Emphasis added.) 

Based on this review of Washington case law, at least three factors 

repeatedly enunciated by our courts include: (I), the missing evidence 

must have been of potential importance to the case; (2) the adverse party 

(in this case the plaintiff) must not have consciously forsaken an 

opportunity to otherwise examine the evidence; and (3) in the absence of 

actual bad faith or other intentional conduct, equivalent culpability is 

found where the offending party violated a separate duty to preserve the 

evidence. 

Given the facts of this case, there is no credible argument the 

potential monitor data would not have been significant evidence, and the 

court did not indicate otherwise. Further, it was acknowledged the 

evidence was destroyed a short time after Mr. Cloninger's event occurred, 

and there was never any reasonable opportunity for the Plaintiffs to 

evaluate the evidence. 

Had the trial court's choice to decline a spoliation instruction been 

based solely on the above two factors, the court's ruling might have been 

reviewable for abuse of discretion. However, the trial court's ruling 

specifically addressed the third factor of culpability, concluding there must 



be an element of bad faith to constitute c ~ l ~ a b i l i t ~ , 5 ~  declining to substitute 

a separate breach of duty in its stead. 

In this case Deaconess Hospital breached a separate duty to 

"immediately investigate" a Sentinel Event defined under Hospital policy. 

This breach of separate duty was sufficient to satisfy the culpability 

requirement and required the court give the Plaintiffs' proposed spoliation 

instruction. 

D. Breach of Duty Re: Medical Data. 

Given the distinct nature of medical evidence in civil litigation, a 

rule has developed abrogating the necessity for a senarate r finding of bad 

faith in cases involving lost or altered medical records, instead analyzing 

the health care provider's breach of duty in failing to preserve such 

evidence. This trend was expressly noted in 5A KARL B. TEGLAND, 

WASHINGTON PRACTICE : EVIDENCE LAW AND PRACTICE (sth ed. 2007), 

supra, in which the author stated at page 286-28'7: 

Some jurisdictions have made it easier to arrive at a finding 
of spoliation by easing, or even eliminating, the traditional 
requirement of proof that the evidence was destroyed in bad 
faith. 

This movement seems to have begun in cases involving 
destroyed or altered medical records. The movement may 



be spreading to other sorts of cases. Washington 's 
appellate courts have not yet stated directly that they will 
follow this trend but it would not be surprising ifthey 
chose to do so. (Italics added.) 

This Court should do precisely what Professor Tegland suggests, 

and what this Court's decision in Henderson v. Tyrrell infers: a separate 

breach of duty to preserve medical documentation is the equivalent of 

culpability, meriting a spolitation instruction. In fact, Henderson cited two 

decisions standing for this proposition: Delaughter v. Lawrence County 

Hospital, 60 1 S.2d 8 18 (Miss. 1992); and Sweet v. Sisters ofprovidence, 

895 P.  2d 484 (Al. 1995). 

Delaughter v. Lawrence County Hospital was a wrongful death 

claim in which the decedent deteriorated during her short hospitalization, 

later transferred to another care facility. Following her death 

approximately one month later, the plaintifr s representatives attempted to 

obtain her hospitalization records. It was established the bulk of medical 

records had been lost, a portion reconstructed from documentation in 

separate departments of the hospital. On the one hand, Delaughter 

represents more egregious circumstances than presented in this case given 

the fact virtually the entirety of the record was allegedly lost. On the other 

hand, reconstruction of the record is a strikingly similar event to the 

reconstructed, heavily-edited addendum prepared by Dr. Chen. 



Delaughter reversed the trial court's refusal to give a related 

spoliation instruction, similar to the instruction proposed by the Plaintiffs 

in this case, transferring the burden of proof to the Defendant hospital to 

explain a lost portion of records. The court stated: 

The issue concerns what the jury was entitled to hear and 
what instruction should have been given regarding the 
reconstructed medical records. The jury was entitled to be 
told the original hospital record would not be produced in 
court, as that was a relevant fact. The hospital had the duty 
to give an adequate explanation for the absence of the 
original hospital record. Therefore, the jury was entitled to 
be told why the original hospital record was missing, also a 
relevant fact. (Id. at p. 62 1 .) 

Somewhat tongue-in-cheek, the court noted there could be a 

potential but unlikely innocent reason for loss of records: 

. . . As with any other evidence, the explanation for the 
original record's absence may be fully satisfying either that 
it was lost through no fault of the hospital, that the hospital 
deliberately destroyed it, or as in most cases, somewhere in 
between, thereby making it a jury issue. For example, 
where the evidence is positive that the hospital been 
destroyed by fire, such circumstance would adequately 
account for the loss ofthe original medical record . . . 
(Emphasis added.) 

On the other hand, where the evidence is positive that the 
hospital deliberately destroyed the original medical record 
or where a record required by law to be lcept is unavailable 
due to negligence an inference arises that the record 
contained information unfavorable to the hospital, and the 



jury should be so ins t ru~ ted .~~  (Emphasis added.) 

Delaughter disapproved shifting the entire burden of proof to 

include the causation issue, but left it to the parties and to the court to craft 

an appropriate instruction at retrial. The court stated: 

In sum, we find that the hospital chart was not fully 
reconstructed. We further find that the trial court erred in 
failing to place the burden of proof on the hospital to show 
that the chart was not lost or destroyed by the hospital. In 
addition, we find that the trial court erred in failing to give 
an instruction on the spoliation issue. We recognize that 
Delaughter did not submit a proper instruction on this 
issue; however, based upon the record now before us, we 
cannot say that the error was harmle~s.~" 

. . 
T L n  nnnn11+.+.an~n 1~4nnr- I  t\ +h+.oa 
Ll lb  bullbullbllbb, JvlllbU "y Llubb of the justices from the 

Mississippi Supreme Court, not known as a bastion of liberalism, was 

more strident in criticizing the hospital's failure to preserve the record. 

The opinion also highlights the evidentiary equivalence between an 

intentional act of bad faith and negligent breach of duty. The concurrence 

stated: 

I disagree with the majority in at least three respects. First, 
the majority wrongly concludes that the Spoliation Rule 
comes into play only when a hospital 'deliberately' destroys 
a record. Both intentional and negligent loss of medical 
records can constitute spoliation. . . . (Citations omitted.) 

59 Id. at pp. 821-822. 

60 Id. at p. 823. 



In other words the very act of spoliation can haunt the 
hospital's case even after the hospital introduces evidence 
to show that the records would not have been particularly 
helpful to the plaintiff. Since the presumption of 
unfavorability operates 'indefinitely though strongly' 
against the hospital's entire case and is not solely confined 
to the specific issue of what information the records 
contained, the jury is thus still free [to] draw a general 
inference of unfavorability from the act of spoliation 
regarding what the hospital's rebuttal evidence shows 
concerning the content or effect of the missing records? 

The second case noted by Henderson was Sweet v. Sisters of 

Providence, 895 P.2d 484 (Al. 1995) and appears to have been a 

foundation for the enunciated burden of proof involving spoliation cases in 

Washington via the Henderson v. Tyrrell rule. 

Sweet involved a claim by the parents of a brain damaged infant 

against a hospital which failed to preserve certain portions of the record 

including narrative nursing notes, medication sheet, a graphic record and 

nursing care flow sheet, though the vast majority of the record remained 

intact. Similar to the present case, the Sweet's claimed missing records 

precluded them succeeding on their medical negligence claims, but unlike 

this case, the Plaintiffs claimed they were entitled to a conclusive 

presumption of negligence. The trial court instructed the jury regarding 

6 1 Id. at pp. 826-827. 
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negligent spoliation of evidence, similar to the instruction proposed by 

Plaintiffs in this case, but disagreed the presumption attributable to 

spoliation was a conclusive one. 

The Sweet decision included a thorough review of negligent 

spoliation, particularly in the context of medical records, stating: 

. . . It is for this very reason that a number of courts in other 
jurisdictions have created a rebuttable presumption shifting 
the burden of persuasion to a health care provider who 
negligently alters or loses medical records relevant to a 
malpractice claim. . . . (Citations omitted.)62 

Sweet extensively relied on the approach of the Florida Supreme 

Court in the case of Public Health Trust v. Valcin, 507 S.2d 596 (Fla. 

1987). As in Sweet, and to a large extent in the present case, the plaintiffs 

in Valcin argued the absence of medical documentation significantly 

hindered the ability to satisfy their burden of proof when requesting a 

spoliation instruction, essentially shifting the burden of proof regarding the 

missing evidence, in effect creating a rebuttable presumption. The Valcin 

court noted the presumption created by burden shifting is rebuttable, but is 

not a "vanishing pre~umption."~~ This acknowledgment there is no 

"vanishing presumption" is a critical concept, as it requires a jury's 

62 Id. at p. 491. 

63 Pp. 600-601. 



determination regardless of the offending party's explanation for lost 

evidence. The court's observation in this regard is applicable to the 

reconstructed addendum by Dr. Chen, Valcin noting: 

If the plaintiff is in fact sufficiently 'hindered' by the 
absence of an operative note, odds are that the defendant's 
production of some evidence of nonnegligence will not 
place the plaintiff in a better position. Testimony based on 
the selective recollections of a surgeon and his staff would 
be considered 'substantial9 enough to 'burst the bubble,' 
thus keeping the presumption from the jury. Plaintiff could 
rarely prove negligence by a preponderance of the evidence 
when the presumption has given him nothing more than the 
self-serving testimony of the defendant. 

When evidence rebutting such a presumption is introduced, 
the presumption does not automatically disappear. It is not 
overcome until the trier of fact believes that the presumed 
fact has been overcome by whatever degree of persuasion is 
required by the substantive law of the case. Rebuttable 
presumptions which shift the burden of proof are 
'expressions of social policy,' rather than mere procedural 
devices employed to 'facilitate the determination of the 
particular action.'64 

Unrelated, Sweet addressed the intentional spoliation of evidence 

as a potentially separate cause of action. The Plaintiffs in this action do 

not assert intentional spoliation and did not propose a separate claim 

related to the lost monitor evidence. Nonetheless, Sweet makes it clear the 

64 Id. at pp. 600-60 1. 
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rebuttable presumption associated with negligent spoliation of evidence is 

not a "vanishing presumption," and regardless of the Defendants' 

argument or evidence, the spoliation issue should be submitted to a jury. 

Addressing the specific circumstances of this case, and the 

presumptive argument by Deaconess Hospital a custodial employee's 

erasure of the monitor data may have been innocent, or the data not 

otherwise available, does not overcome the spoliation presumption. The 

so-called 'innocence element,' in terms of failure to direct a custodial 

employee to retain evidence yielded the same result as an affirmative act 

of bad faith (i.e., instructing the employee to erase the data). As a practical 

matter, there was no real difference between the employee's act of 

omission and an affirmative act by the defendant of comission, a reality 

the Defendant hospital and its agents arguably recognized. At the least, 

this was a question of fact for a jury's determination. 

E. Proposed Rule Re: Negligent Spoliation of Evidence. 

In Mr. Cloninger's case, there were multiple reasons why an 

instruction regarding the rebuttable presumption associated with negligent 

spoliation of evidence would have been appropriate: the hospital's 

Sentinel Event Policy, with the associated requirement of immediate 

investigation, required preservation of critical medical evidence; it was a 



standard practice to retain this type of data when an adverse event 

occurred, testified to by multiple anesthesia experts called by the parties in 

this case; it was also a practice utilized in the past by Dr. Chen's partner, 

Dr. James King; perhaps most egregious, Defendant Chen leveraged the 

loss of data by creating a highly-edited addendum, adding another layer of 

evidence; finally, one of the defense experts, Dr. Jonathan Benumof, 

attempted to utilize the absence of data to the Defendants' advantage, 

claiming the alarm function, also a part of the recorded data, would have 

prevented Mr. Cloninger's health care providers from delaying 

interventive action. 

Based on the circumstances noted above. together with the weight 

of legal authority beginning with Henderson v. TyrreZZ, Plaintiffs assert 

this Court should recognize a rule concerning negligent spoliation of 

medical evidence as follows: when evidence is shown to be material and 

not otherwise available to an opponent, a party who negligently fails to 

preserve evidence in violation of a duty to do so is subject to a rebuttable 

inference the evidence was unfavorable; whether evidence introduced 

rebutting the inference sufficiently overcomes the presumption is a 

question of fact to be resolved by a jury. 



IV. CONCLUSION 

The trial court should have instructed the jury pursuant to the 

Plaintiffs' proposed instruction addressing the rebuttable, adverse 

presumption associated with lost evidence. The trial court's failure to do 

so merits reversal and a new trial. 

Respectfully submitted this day of December, 20 13. 

STEPHEN HASKELL LAW OFFICES, PLLC 
A 

btephen Haskell, WSBA#7832 
Counsel for Appellants 
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J J P J ,  ~ e z r i k ,  Jennifer J 473-7258 DMC ASSISTANT CNO 
D E C P T C m E O P E R R T I O N S  1 0 1 0 . 8 7 3 0 5 0  

1 JKE6 Hang, Jean K 
DEE PHARMACY 

KDC2 Chen, Kim D 

KLC17 Cheney , Kathy L 
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R.Ub7 'SPME: 0957 USER LOOKUP FmCSSON 
T USER: DL27 
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?.UN LGi2X: 09/24/12 Dl3ACOME1SS ORDER ENTRY *** Lrm *'** 
RUN Tim: 1045 REPORT' S ADDIT T3tk2L 
RUN USER: DLC7 

Dapmmm: 
W.;FQRTJ 3,304 - @O:22 PRD@ 

'EVELS?L'.: report initialized 

DATE; 12/04/10 

TIME;' .*1117 
USER: h3-I' 



A :  1 2 / 0 5 / 5 0  
TIME: 2131 

I DATE: 12/05/10 I 

23AliE: 1 2 / 0 6 / i 0  
Z'ZME: D588 
USER: CSLG 

DATE: 12/06/10 
TIME; 2017 

USER:  DECZ 



ORXGIN& : 
dictated by: CHERT 
date dictated: 12/03/20 
time dictated: 

dictated by.: CBEKI 
date dictated: $2 , /03 /30  
t i m e  dictated: Z2OO 

DATE: 12/06/10 
- TIPIE -:- - -1124-- .- -. -... _. 

- --USER-:---XDG2 - 

1 DATE: 12/,06/10 
TIHE: 1118. 
'SER: mc2 

 EVENT: section 3 of report edited through PR 

Onable and pleasant 66-year-old active male and he is here fa r  a 
r i g h t  ureteral stone extracorporeal e hock wave l i t h o t r i p s y  today, whi.eh will 
be preceded by a cystoscopy, ureterascopy and stent  placement. 

EbZTED : 
v e r y  person&le and pleasant  66-year-old active male here fo r  
eystoscopy, ureteroscopy and stent placement followed by .extracowareal shock 

DATE: 1 2 / 0 6 / ~ 0  
,TXME : '1J.23 

I 'USER: KDC2 
EVENT: section 3 of report edited through PREVIEW (PC11 

I EDITED : other than a baby a s p i r i n  da i ly ,  He denied noncompliance wiCh prescribed 

DATE: 12/06/10 
TIW: 1123 
USER: .KDC2 
EVENT: ~ection 3 of report edited through PREVIEW (PCI) 



DEACONESS ORDEF. ENTRY ** * IJVl2 * **  
REPORT ' S AUDIT 7?RPJL 

mImD : 
history. Be denied any cardiovascular history or pulmonary history but did 

to snoring a l i t t l e  when asked about any histary of obstructive sleep 

DATE: 12/06/10 

DATE: 12/06/J.D 1 

LIRTE: LZ/Of;./J.O I 
SER: D C 2  

AVERT: 6ectian 3 of report edi ted through PREVIEW ( P C I )  
- B'RXGINU: 

PreQp EKG showed EKG with normal sinus rhythm with a rate of 60 beats pet 

DATE: 12/06/10 
"TIME: 1354 
USER: lDCZ 
E'lGNT : section 3 of report edited through PREVIEW IPCI) 
0R'IGINE;C : 

INATION: XEENT: The patient had the following dental  work.: 

EDITED : 
PXYSICAZl EXAMINATION: Obese 66 yeax 0x6 m a l e  in no acute distress. Hieght: 

DkTI?:: 22/.06,/1'0 
: T1m: 1 2 5 4 .  

USER: KDd2 
' 

EVZNT: section J af report ed i t ed  thrcrugh PREVIEW (PC93 
OBIGXXU ; 
appr-aximately 60 beats per minute. There was no mumur, gallops or &E. 



PAGE .5 

DATE: ~ 2 / 0 6 / 2 . 0  
TIME: 1154 
USER: KDC2 
EVENT: sec t ion  3 of report edited through PREVIEW IPCZ) 
O R I G m U  : 
anesthesia for his procedure. We discussed the reasons why this would not .be 
a good i d e a  f o r  h i m .  This would not be the best .anesthetic f o r  h i m  to have 
fox the lol lawing reasons: 

EDITED : 
anesthesia for his procedure. We discussed that f o r  reasons related to his 
obes i t y  and M s t o r y  ~f u ~ t r e a t e d  Gast~es~phageal reflux disease by themselves 
:equired a general endotracheal anesthetic be done for the proceedu~e to 

; -safely proceed. 
i ? .Other factors also discussed were pati.mt 
positioning for the t w o  distinct parts of the proceedure 
iihat would negatively 
impact his ability to ventilate adequatly on h i s  o m -  And 

tial for a lengthy proceedure for  which it was important 

DATE : L2/Ot;/dO 
TIME: 1214 
USER: MCLM62 
E V m :  D r a f t  report  viewed i n  PCX. 

DATE: 12/06/10 
TIME; 1217 
USEl2: MlrM62 
EVENT: D r a f t  report viewed in F C I  

DA'I'Z: 12/~6/10 
TIME: 13155 
USER: mc2 

DATE: ' 12 /06 /1D 
TIME: 1257 
USER: TLL8 



I USER: TCDC2 
EVEXT: aection 3 of report e d i t e d  through PREVIEW (PCI )  1 ORIGINAL : 

i v e v  personable and pleasant 66-year-o~u ~ L L A V C  111 

, , * cyscoscopy, urleteroscq --L .CAT 7 

- A  . , d - :.*.*& -ale here far. 
?y and stenc pLacemeri~  owed by extracorporeal shock 

wave lithatuypsy: 

.EDITED : 
very personable and pleasant 66-year-old active m a l e  here for cystoscopy, 
ureterosc~py and s t e n t  placement followed by extracorporeal %hock wave 

medicat ions or doctor 
visits. Elis health system sumey showed negative far a l l  medic& problem, so 
h e  was specificaiiy asked system by system if he had had any p a s t  medical 
.istory. He denied any cardiovascular histow or pulmonary history but &id 

, admit to ~mx'ing a l i t t l e  when asked about any history of Obstructive sleep 
' 1 apnea. 
H; did 
admit to some occasional acid r e f l u  for which he does not take medications* 
He denied any endocnnc problems, history af hepatorenal difficulties or 

EBI'SED : 
medications or doctor visits, His health system s m e y  showed negative for all 
medical problems, he was therefore .specifically asked system by system if he 
had had any past medical history.  He denied any cardiovascular history or 
Pulmonary history but  d i d  admit to snoring a l i t t le  when asked about any 
history .of Obstructive sleep apnea. He did  admi.% to some occasional acid 
reflux for which he does not take medications. He denied any endocrine 
problems, history of hepatorenal Biff icul t ies  or neurologic def ic i t s .  

EVENT: secf ion 3 of report edited through PWVIEW (PC11 



ONES$ ORDER ENTRY * ** LIVE *** 
REPORT'S AUDIT TRAIL 

I EDITED: 1 PHYEICAL E W L N I I T I O B  : 
Obese 66 year 018 male in no acute distress. Xieght: 5'9" Wieght: 104 KG ( 2 3 0  

A :  12/06/'10 
TIME: 1312 
TJSER: KDC2 I EXENT: section 3 of r e p o r t  edited through PREVIEW IPCI) 

ANESTHETIC PLAN/DISCUSSION : The p a t i a t  i n p i r e d  about having sedation 
ue. We discussed tha t  for reasons related -to his 

'- - -eal ref lux disease by themselves 
anesthesia far .h i6  prrocedu 
obesity and history of untreated Gastoesopnay 

- - > , - - L . ! m  h* I required a general en do trachea^ anesLne~ri UZ done for the proceedure to 

t he  I o o t e ~ t i a l  Eclr a lengthy proceedure f o r  which it was i m ~ o ~ t a t  

- - -  

- 

the suces~s of 
we diecu~ised tha t  while oftentimes patients can j u s t  have sedation 
anesthesia for lithotripsy or cystoscopy, that in his case this would not 
be a prudent course of action and the reason f o r  th i s  was discussed as 
re la t ing to his obesity and the potential for him experienciag airnay 
obstruction XB hi$ sedation l eve ls  were increased to make h i m  comfortable 
for  the procedure.. It was explained to him that  his feet would be up in 
s t i rn ip6 and that that would place further pressure on his enlarged 
abdomen, that would then place further pressure on his diaphragm and 
increase the work of breathing for him. I let h i m  know that as levels af 
sedation increased that his respiratory efforts would likely become 
weaker and he would have difficulty taking adequate breaths to stay 
properly oxygenated. We also t a l k e d  about how his airway was different 
than an average weight/nomal weight patient and t h a t  he is at increased 
risk for obstruction, and w i t h  h is  obese body habitus, that he likely 
already experiences obstructive sleep apnea while he sleeps. Also  
discussed was t h a t  the lithotripsy procedure itself is quite stinilating 
and uncomfortable, and he likely had ~ i t e  a large stone and this 
procedure could be quite long, r e p i r i n g  ever increasing amounts of 
sedation that he would not be able to safely tolerate.  We discussed tha t  
a general anesthetic would be the  safest anesthetic f o r  him as 

t h roa t  and poesibility of a b. 
aks~ discussed that during th 

a1§5 medicatian 

safely proceed. 
Other factors a l f i b d i ~ c u s ~ e d  were patient 

-pus it ioning for the two d i & ~ ~ & t - g ~ ~ ~ s s i f  -the -p~proceedure - --- - - -  -- - -  - -  - - -  - -  -- - - _ _ -  
t ha t  wduLd riegatively I impact hie ability to ventilate ademat17 on hia own. 



31NESTHETZc P ~ / D I S C U S S I O N :  
The patient  i nwi r ed  about having sedation anesthesia f o r  his procedure. We 
discussed that for seasons related to his  abesit.y ( 7 0  extra pounds) and hi~tory 
of untreated Gastoesophageal ~e f l .ux  Di~ease by khthemselveG required a general 
endoiraeheal mesthetic be done f o r  the proceedure to safely proceed. O t h e r  
factors also discussed were pat ien t  positioning for the two distinct parts of 
the proceedure chat would each negatively impact his ability to ~entilatf 
adeguatly an his own. f i na l l y  the potential  for a lengthy ptoceedure for  
which success depeneed on the  patients ability to bold s t i l l .  We discussed 
hat  while oft;et_e-t*gg pagents -- can -- - j u s t  -- - have -- sedation anesthesia for 

L~&K&PSY or c~stoscopy~ that in his case~FirTd3-mta.bee aapmdent course - -  

af action a d  the reason f o r  this was discussed as re la t ing  to his obesity m d  
the potential for him experiencing airway obstruction as his sedation levels 
were increased to keep h i m  c ~ m f  ortable and still for the procedure. 1 T t  w a s  
--qdained to him that his feet wou ld  .be up in stirrups and that that would 
)lace further pressure on his enlarged abdomen, that  would then place further 

pressure on his diaphragm and increase the work of breathing for h i m .  1 let 
h i m  how that as levels of sedation increased that h i s  respiratory efforts I W D U ~ ~  l i k e l y  become weaker and he would have difficulty taking adequate breaths 
to stay properly oxygenated. 
The patient agreed that this was the  best p lan  of action and w e  t h e n  discussed 
Some other r i s k s  a s s ~ c i a t e d  w i t h  an endotracheal tube such as postoperative 
sore throat and possibility of a hoarse voice for a short period time. The 
pat ient  asked about risks of not waking up from anesthesia. The patient was 
i.nf~TRIea that cardiac axhest a d  death are uncommon events but do rarely occur 
More likely f o r  h i m  we discussed w a s  the unlikely potential f o r  a prolonged 
wake up period sequireixlg some aditional time on the ventilator. It was also 
discussed that during the procedure he would be given medications to make him 
comfortabSe f o r  when he awakens from surgery and.a lso medication to prevent 
postoperative nausea and vomiting. I a l s o  made him aware that someone would 
be w i t h  him at a l l  times postoperatively so that  if he should experience any 
discomfort or nausea he could simply let us and we woula take the 



RUN DATE: 0 9 / 2 4 / ~ 2  DEACONESS ORDER ENTRY * * *  LXVE: *"* .PAGE .S 
.RUN TIME : 104 5 REPORT'S AU13IT m I L  

DE,pm.mm: D m  
'REEjFQRT-: Iz:m -.'D @!J,E PRRQG XOzE 
PAT3g.m i DX3.76'99.D:B CL@R2NGEB.J GLEN A 

DRTE: 1 2 / 0 6 / ~ 0  
'JTIMk: 1312 
USER: KDC2 
PJUZNT: secLion 3 of report edi ted  through PREVIEW ( P C ~ )  
ORJGrnAL: 
anesthesia, he was given 150 mcg of fentanyl, 0.1 of glycopyrrolate to aid in 
kf3Eping his a i w a y  dry, followed by continued preoxygenation f o r  2 - 3  m i n u t e s ,  
w i t h  the pa t ien t  instructed to take large t i da l  volumes. Following proper 
preoxygenation with  stable vital signs, blood pressure 142/92 and a heart xate 
05 about 68  and a sat of 98% on 100% 0 2 ,  100 mg of lidocaine and 209 rng of 
Propoiol were slowly administered, followed by 5D mg of rocuronium. 

EDf Tab : 
anesthesia, he was given 3.50 mqg of f entmyl,  O. lmg oi glycopyrralate iolLowee 
by continued preclxygenation for 2 -3 minutes, with the patient  i n~kmcted  to 
take l a rge  breaths. Tidal volumes were 700-2000ml and end tidgl Co2=32-34. 
Following proper preoxygenation wi th  s t a b l e  vital *signs, blood pressure 142/92 
and a heart rate of 68 bpm and a sat 02 99% on 100% 02, 100 mg of l idocaine and 
200 mg of propafoa were administered, followed by 50 rng of s o c ~ ~ o n i ~ m .  

A f t e r  the patient was asleep, an ora l  airway was placed and the patient 
was bag masked ventilated without d i f f  icultlr, after which a MAC 3 blade was 
used t o  attempt to visualize t h e  vocal cords. The first 2 attempts were br ie f  

1 :  1332 
USER: fCDC2 



I O R I G E N U :  
A f t e r  the pat ient  was asleep, a 7 0  mm ora l  airway was placed and the patient 
was bag masked venti lated,  a f ter  which a MAC 3 blade was used to attempt to 
v ~ s u a l i z e  the vocal cords. The f i r s t  2 attempts were brief  and only revealed 
t he  t i p  a: the ep ig lo t t i s ,  so the patient was bag mask ventilated for another 
3 0 seconds and a Bougie was placed thrm~gh an 8.0 endotracheal tube and the 
m C  3 blade was used once again .a third time and the  p a t i e n t  was successfully 
intubated with the 8 ,  o endotracheal tube, The endotracheal tube C U ~  f was 
inflated and attached to t h e  anesthesia c i r c u i t  followed by verification of 
pos i t ive  end t i d a l  C02 and positive hilateral breath sounds being equal. The 
tube was secured at 21 cm at the teeth- 

-- 

EVEXI': eection 3 of r epo r t  edited through PREVIEW ( P C ~ )  

The patient's blood pressure rose to the 18025/102 br i e f ly  and his blood 
pressure rapidly came back down to the  normal range folLowing the  ramping up 
of his anesthetic 1eveJ.s.  is heart ra te  rose from t h e  high 6Ds  i n t o  the m i d  
to high '706, and br ie f ly  af ter  a few minutes of anesthesia touched 90 and then 
over the next f f e  minutes (10-15 minutes) then dropped back down to roughly 
his basel ine  in the m i d  to high 6 0 s ,  and remained in the 58-64 range fo r  the 
remainder of the  procedure i tself.  

EBf TED : 
The patient ' s blood pressure  rose to 1 8 2 / ~ 0 2  briefly followiqg intubation. 
pentany1 lobmcg was given. n follow up blood pressure t w o  minutes later 
f~llowing i n i t i a l  ramp up af anesthetic levsls equaled 1 4 0 / 8 0  with a XR=BO. 
Heart r a t e  rose b s e i f l y  following in tuba t ion  from the high 60s i n t o  the m i d  to 
high 7 0 9 ,  and briefly after a few minutes o t  anesthesia touched 9 0  and then 



RUN TIME: 1045 

DEPMWE.W*: ' B 
>gJiJpC.)~a7.: 1384  - 
PRTTZm : Dl287 

the procedure, 

Following induction of anesthesia and securing of the  endotracheal tube, tbe 
patient was moved down to the end of the  lithotripsy table and his legs placed 
in the stirsups so that  the  cystoscopy and ureterascopy could be performed. 
This part of the proceedure progressed uneventfully w i t h  vital signs remaining 

: =::ion 3 of report edited through. PREVIEW (PCI)  
ORIGINAL ; 
Fullawing induct ion of anesthesia 2nd securing of .the airway and endo.otrachea1 

. - tube,  the patient was moved down to the end of the lithotripsy t ab le  and his 
.legs placed i3TtETt-Ix-flP~-~;a -thatl the-- cystoscopjr - and -uret-eros copy--could- be - - - - --- _ _ _ _  -,_ 
performed. This was done u n e v ~ t f u . 1 1 ~  and his hemodynamx~s wese 6'mxe 
through this portion of the procedure. 

I DATE : 12/:0 6 1.1 0 
. TIME: 'X352 

USER: KDC2 
EVENT: s e c t i o n  3 o f  report edited through PRFVIEW (PC11 
ORXGTNAI; : 
Was utilized to cradle the face a d  the anesthesia circust wag recomected and 
bil~teral breath sound.6 were once again verified, as was positive end tidal 
C02. V i t a l  signs were stable through this process of turnkng the patient to 
the prone position. Lithotripsy then proceeded unevmtf ally. The patient ' s 
heart rate remained in the 58-64  range. There weye 3 eeparate attempts to 
raise h i s  heart r a t e  slightly to reduce t h e  time of lithotripsy and improve 
the effectiveness of the pr~cedure,  an& t h i s  was done by administrating, as is 
commonly and customarily done, 100 mcg of a t r o p i n e  However, no heart rate 
change was observed w i t h  administration of atropine 1 0 0  mcg on 3 separate 
occasions, theref ore, further attempts at increasing heart r a t e  using atropine 
W a s  abandoned, and the procedure continued uninterrupted w i t h  the heart rate I remaining in the 58-64 range. 

EDITED : 
was utilized to cradle the patients face and the anesthesia c i r cu i t  was 



USER: DLC.7 

DATE: 12/06/10 

I USER: KDC2. 
I EVEET: section 3 of report  edited through PREVIEW IPCI) 
DRIGrn& : 
mtient w a s  bag mask ventilated without d i f f  icuity for  ac~ther 3 0  seconds. A 

d0ugi-e was placed through an 8.0 endotracheal cube and rhe MAC 3 blade was used 
once again. The patient was succesgfully intuhated with the B .  0 endotracheal 
tube. The endotrachea& rube cuff was inflated and ET tube attached to the 
meethes La c i r c u i t  ;tfolowed by verification of pogitive end t ida l  C02=34 and 
positive bilateral breath sounds being equal. Eats remained at 99% with a end 
t i d a l  C02=34 and a KR=I;8 , The endotracheal t a e  was secured -at 21 crn at the 
teeth and aral airway -placed back in the patients mouth. 

r n I T E D :  
patient was bag mask ventilated without d i i f  i cu l ty  for another 30 seconds. The 
Glide Scope was requested. A B~ugie  was placed through an 8.0 endotracheal 
t.ube and t h e  MAC 3 blade w a s  used once The patient w a s  successfully 
intubatea with the 8.0 endotracheal t-e, The endotracheal tube  cuff was 
inflated and ET tube attached to the anesthesia c i r c u i t  followed by 

and remained in the room, 

DATE : 12, /D6/10 1 TIME:  1311 

I 'USER: 'ID132 
EVENT; sec t ion  3 of report edited through PREVIEW LPCr) 
ORLGrn& : 
Fallowing cystoscopy, the pa t ien t  was returned ta the head of the.bed and t h e n  
turned to the prone p o ~ t i t i o n  with f u l l  monitoring in place.  A prune pillow 
was utilized to cradle the patients face and the  anesthesia circuit was 



occasions, theref o r e ,  fu r ther  attempts at increasing heart r a t e  using atropine 
was abandoned, and t he  procedure continued uninterrupted w i t h  the heart rate 
remaining in tbe 58-64 range. 

poL&owing -- cystoscopy, ---- - - the pa t i en t  wag returned to the head of the bed. 
AJ-rotne ~i1Zow -pL3cXdjf;the- pat iente f ace;che-meethia--~iy:cuitfl. &re&''* - 
diecazlected and the patient then turned to the-p~onepos~t~-on--tti"t=h--a~~-m~~itor~ 
remaining in place.  The anesthesia circuit was reconnected and bilats~l 
breath s o u a s  were once again verified, ag was p o ~ i t i v e  a d  t i d a l  COZ. V i t a l  
signs were stable through t h i s  process of turning the patient to the prone 
? o s i t i a n  The patients face was checked regularly t v e r i f y  proper pillow 
positioning and eye c l ea rance  

thatr ipsy proceeoed uneventfully. The patientr s heart rate remained in the  
58-64 raage. There were 3 attempts to raise the patients heart rate slightly 
to reduce the time of l i thotripsy and this w a s  done by administering 2-00 mcg of 
atropine. Howev?r. no heart r a t e  change waa ever abservzd an6 fur.ther .ittempfS 
at increasing heart rate f o r  the proceedure using atropine wxs abandoned. Near 
t h e  end of LithotrypgY the patients train a: four w a s  verified. ~eostigmine 
2mg w i t h  -4mg of glycopyrolate was administered as a precautionary measure to 
minimize the chance of any residual paralytic e f f e c t ,  The procedure continued 
uninterrupted w i t h  t h e  heart rate remdning in t he  58-64  range for the duration 

ORIGINAL : 
The end of lithotripsy concluded the pr~cedure  at approximately 0 9  : 2 2 ,  after 
which the pat ient  was then prepared to t u r n  from the prone position to the 
supine p o s i t i o n .  The anesthesia circuit was disconnected from t h e  
endotracheal tube temporarily, while the remaining monitors ,  b 1 0 ~ d  pressure 
Guf f , EKG and pulse oximeter remained in place. The patient was tu rned  to .the 
supine position without difficulty and the anesthesia circuit was then 
reconnected t o  the endotracheal tube followed by verification of positive 
tidal C02 and positive bilateral breath sounds. 

I EDITED : 



XUSJ DATE: 09/24/12 DEXCDNESS ORDER ENTRY **" LIVE: 
REPORT' S AUDIT TRAIL I 

DATE: 32/06/10 
TIME: 2351 
usm: J(DC2 
rmENT: f l e ~ t i o ~  .3 of report edited ~hrough PREVIEW (PCI) 

supine posit ion.  The anesthesia circuit was disconnected from the 
endotracheal t u b e  temporarily, while t h e  remaining m o d  tors, blood pressure 
cuff ,  EKD and pulse oximeter remained in place. The pat ient  was turned to the 
supine posi t ion  without d i f f i c u l t y  and the anesthesia c i r c u i t  was then 
.ce~ecqmec$gd-to t h e  endotracheal tube Eollowed by verification of positive end 

idal02-and-p-a-si-t i ~ b i - ~ ~ t e l - a l - b G a ~ h - - s  d u ~ ~ d s ~ - -  - - -- - - - 

I 
EDITXD: 
supine pos i t ion .  The anesthesia circuit was disc~nn~cted f rorn the emdotracheal 
:ube temporarily, while the monirors, blood pressure cuff, EKG and pulse 
oximetex remained in place.  he patient was turned to the supine p o s i t i o n  
without difficulty and the anesthesia c i r c u i t  then reconnected 'to the 
endotracheal tube f a l lowed  by v ~ r i f  ication of positive end t i da l  C02 and I positive bi lateral  breath sounds. I 
DATE: 12/06/10 
TIME: 1351 
USER: mc2 
EVENT: sec t ion  :.3 of repost edited through PREVXEW IPCI) 
ORIGINAL : 
breaths per minute. Far t h i s  emergence phase of the anes'chetic that  lasted 
appr~~imately 6 - 7  minutes, the ventilator respiratory gate was decreased from 

EDITED : 
breaths per minute. End tidal C02 had remained .at 34-36 f o r  the  duration of 
t he  proceedure . 

DATE: 12/06/10 
TIME : 135.1 
USER: KDC2 
EVENT: section 3 of r e p o h  edited through PREVIEW (PCI)  
ORTGINAL : 
encolirage spontaneous ventilations.  Af te r  approximately 5 minutes of 



USER: XDC2 1 EVENT: . g e ~ i i o n  3 ai report edi ted t h o u g h  EPEXIEW :FCTI 
DBIGIN2& : 
3-4 minutes, the patient began to gradually resume spontaneous ventilations 
ever increasing frequency and depth. ~espiratio~s of ever increasing 
frequency and tidal volume. AS emergence proceeded, t he  patient becane 
gradually more m d  more restlaas, rrq-uiring 3 nuriing stzii to "strain h i m  
This was done so t h a t  the endotracheal tube w o u l d  be prematurely di~lod 
from the trachea and also to prevent t h e  patient from in jur ing  himself. Sa 
at that t ime remained at g o % ,  respiratory rate was 8-12 ,  t i d a l  volumes 
remained inadequate a t  about 275 to 4 0 0 ,  and heart rate continued below 60 
roughly 56-58,  and the blood pressure by cuff was 5 7 / 5 3  . The nurses and I 
vexbally continued to reassure the  pat ient ,  that eve-hirlg was go* well, 

EDITED :: 
2 minutes, the patient began to gradually resume spontaneous ventilations of 

1 ever increasing frequency and depth. 
As emergence proceeded, the pat ient  became gradiislly more and more r e s t l e s ~ ,  

requiring 3 nursing staff ED restrain him.  his was done sa t h a t  the 
@ndotrachsal t r ibe would not be prematurely dislodged frm t h e  trachea ~ ~ n d  &LEO 
0 p a t  the patient from injuring himself. The patient wag verbally reasurea 

I 
that surgery was over and he needecl to remain still and t a k e  deep breaths. 
gats at that time remained a t  

DATE: 12/06;/10 
TIME: 1355 
USER: MSFl 

DATE: 12/06/10 
TZME: 1401' 

DATE.: 12/0.6/10 
TIME: 1430 
USER: KDC2 
EVENT: sect ion 3 of report  edited through FREVrEW ( P C I )  
ORIGXN- : 
ventilator respiratory m t e  was decr 
10 to 8 ,  and Lhe t ida l  volumes were 

ase in respiratory ra te  was to 
ontatzer3us v 



' RUN : 

PATZENT: DX3 

over the next 

'EDITED: 
Ventilator respiratory r a t e  was decreased from l o  to 8, and tidal volumes 
remained at 7 0 0 - 7 5 0 m l s .  End t i d a l  C02 levels rose into the low 40s Over t w o  
minutes and the anesthesia machine placed on bag and the patients vent i la t ions  

ORZQZNU : 
t h a t  surgery was over and he needed to remain still and take deep brea ths  
Gats et t ha t  time remained at 
93%, respiratory rate was assisted 8-12, t ~ d a l  volumes r e ~ c i n n d  inadequate at 
about 275 to 4 0  0 unassisted, a d  hear t  rate continued below .GO at rc3ughly 
56-53, and the blood pressure by cuff was 9 7 / 5 3 .  The nurses and I verbally 
continued to reasBurt3 the patient, t ha t  everything was going w e l l ,  
t h a t  he was jus t  waking up from surgery and to lay still 60 that he would not 
hurt himself or pul l  his endotracheal t d e  out prematurely. This went on Tar 
approrinately 2 mare minutes, until the patient started demanst~=t.ing a stable 
pat tern of respirations and t i d a l  volumes where we were comfort&le w i t h  
faithfully extubating him. So just prior to extubation, sats remained at 9 8 % ,  
h i s  t i d a l  volumes were now 750  to 1150 and his r a t e  was 14-18 and we fe l t  
confident that he had returned to spontaneous adequate for 

-- 

EDITED : 
tha t  surgery was aver and he needed to remain still and take deep breaths. 
 sat^ at t3at time remained at 98%. Respiratory rate. was assisted 8-12, t i d a l  
volumes remained inadequate at &out 275mls to 400mls unassisted, and heart 
rate continued below 6 0  at roughly 5 6 - 5 8 ,  blood pressure by cuff was 9 7 / 5 3  . 
-The nurses and I verbally continued t o  reassure the patient, that everything 
was going well, that he was just waking up from surgery and to lay still so 
that he would not h u r t  himself or pull  his endotracheal tube out prematurely- 
This went on f o r  approximately 2 more minutes, at which point the patient 
started demonstrating a stable pat tern of .respirations and t i d a l  volumes with 
good sat6 and acceptrble C02. The patients t idal  vchmee w e r e  now 7 5 0  to 1150 
wi th  EL .Y%,te of 18-24 .  Sa ts=98%,  and tidal C02=44-46, HR=SB and ~ ~ = 9 7 / 5 3 .  About 
75 mle of clear y e l l o w  fluid was suctioned from the pat ients  gtornach and the 
o r a l  cavity suctioned and cleated of any secretions after which the patient was 

DATE: L ~ / O & / . L O  

- 'ELME: - 14JO -- - 
- U S E R . : 3 C Z  ____- 
E V E ~ :  section 3 of report edLte8 through PXEX'ZEW (Pa.) , 

- -- -- 



1 TIME: 1430 

E W T :  section 3 of report edited through PREVIEW (PCI) I ICDc2 

ORIGIN& : 

A t  this point, the patie"t was very  difficult to r e s t r a i n .  We had 1 OR staff 
members, at least  3 of which were nurees, and myself at the  head of bed trying 
t o  protect the patient from hurting himself aad we wese cogxizant of the fact 
that removing t h e  endotracheal t u b e  may w e l l  ca3.m him down, and now that he 
met extubation criteria we proceeaed to suction the patient orally and 
extubate t h e  patient .in the hopes that we would have some calming ocCW. 
This, however, drd  not occur and if anything he was at least  as re6tless and 
relatively cambative as he was prior t o  the e~eilbatiun.  We t r i e d  t o  maintain 
contact w i t h  a l l  our monitors and were largely successful since w e  had so much 
help in the room at that point .  I was at the head of the bed, of course, 
managing the aiway. At this point ,  airway management was si3Qly trying to 
maintain oxygen mask from the anesthesia c i r cu i t  on the patient, and he was 
breathing $ n t c & t - !  H e  -. - was - - - fogging - the mask. He waE; breathing adequately. We 
-f iaw-tidalvolumes-~f~~5 o199~D'Oand -the = e & h i  bag- was-vis ibly - c~1Lapsin.g and- - - -- - 

_ _ _  ___- __ ____ 
inflating as he breathed through the c i r cu i t .  This las ted  for approximate&y 
30  seconds to 1 minute, at which time the patient had an apperezt laryngospasm 
requiring positive pressure ventilation. This was difficult to achieve 
because the  patient was .still squirming in his bad, but we s t i l l  had 4 OR 
5taf f m~mbers restraining the p a t i e n t ,  I was siiccessf ul in maintaining 
some pos i t ive  pressure ven t i l a t ion  and that b r o k  the laryngospasm. A t  tha t  
t i m e ,  his sats had dipped i n to  t he  68-78 region, but  then quickly returned up 
to up to % 8  and then 94%. H i s  heart rate at t b t  time was 48 to roughly 5 2 .  
and we had another blood. pressure that was 9 7 / 5 3 .  positive pressure was then 
reduced and the patient was ventilating adequately far approximately 30 
seconds with t i d a l  volumes of 7 5 0 - 8 5 0 .  He was still restless, sat5 were as 
stated, and then he suddenly laryngospasmed ante again. Positive pressure was 
increased, however, t h i s  time. the La.qmgospasm did not break and he had a 
rapid desaturation fsom the low/mid 90s into the 70s -and 60s. 

EDIrnD : 
The oxygen mask was placed on the patient and he continued to breath 
adequately throughhe he mask fa r  about 29-30 seconds w i t h  i ida l  volumes of 
550mls to 9D'Oml.s. W a 6  

requesting 
the oxygen mask be remove from his face and reaching to remove it. 
H e  was f o g g h g  the mask. He was breathing adequately. We saw tidal volumes of 
750-900 and the anesthesia bag was visibly collapsing and inflating as he 
breathed through the c i r c u i t ,  This lasted for approximately 30 seconds to 1 
minute, at whlch time the pat ient  had an apparent laryngospasm requ i r ing  
positive pressure ventilation, This was dilf icult to achieve because t h e  
patient was s t i l l  squirming i n  his bad, but we still had 4 OR staff members 
restraining Zhe patient, 2nd I was successful in maintaining some p o s i t i v e  
PTeSSUre van t i l a t i an  and that broke the laryngospafim. At that time, his sits 
had dipped into the  63-78 region,  but then quickly returned up to up to 8 0  and 
then 94%. His heart rate at that  t i m e  was 4 8  t o  roughly 5 2 ,  and we had another 

ted and then he 



l w g o s p a s m e d  once again. ~ositive pressure was increased, however, 
e the laryngospasm d i d  not  breali and he had a rapid  desaturation from 

ATE: 12/06/10 

I DATE: 52/06/10 
TZIvZ: 1432 
UgER: KDC2 

. - 

A :  12/06/10 
TIME: 9523 
USER: D C 2  
EVENT: section 3 af r epor t  edited through P 
ORZGIMAL : 
engaged in and he t o l d  me that  he was healthy and went to the gym regula r ly .  

EDLTED : 
engaged in and he t o l d  me that he was healthy and went to the gym regularly. 
He denied any history of shortness of breath or chest pain at any time with 

DATE: 12/0t;/10 
TIME: 1523 
USER : WC2 
EVENT: section 3 of report edited through PREVIEW (PC11 
ORIGINAL : 
done some years ago without anes the t ic  complications. 



DATE: 09/24 /92  DEACONESS ORDER E 3.9 
, TIME: 1045 REPORT'S AmTT Ti3.73.1 

: s e c t i o n  3 of report edi ted through PREVIEW (PC11 

Preop EXG showed EKG with normal sinus rhythm with a rate of 68 beats per 

TIME!: 1523 
USER: .KDC2 
EVENT: section 3 of report edited through PREVIEW (PC11 
ORf Gf NAIL : 
endotracheal anesthetic be done f o r  the proceedure to safely proceed. Other 
factors also discussed were patient positioning for the t w o  distinct parts of 
the-pr~ceedure that  would each negatively impact his a b i l i t y  to ventilate 
adiequatly on his own. And finally the p0tent-iaI--fdr-a3~mgthy~pr0~3eedure-f------------ 
which success depenaed on the patients a b i l i t y  t o  hold s t i l l .  We discussed 
that while often times p a t i e n t s  can just have sedation anesthesia fox 
lithotripsy o r  cystoscopy, t h a t  in his case t h i s  would not be a prudent course 
af a c t i m  and the reason for th i s  was discussed 3s relating to his obesity and 
the  potential f o r  him experiencing airway ~ b s t m ~ t i ~ n  as his sedation lev~16 
were increased to keep him comfoicable and still for the procedure. It was 
explained to him that his feet would be up in stirrups and that that would 
place further pressure on his enlarged abdomen, that  would then place further 
pressure on his diaphragm and increase the  work of breathing for k i m .  I let 
h i m  Mow t h a t  as  levels of sedation increased that his respiratory efforts 
w ~ u l d  likely become weaker and he would have difficulty taking adequate breaths 
to stay proper1,y oxygenated. 

EDIrnD : 
endotracheal anesthetic be done in order for the proceedure to safely proceed. 
Other factors  also discussed were patient positioning f o r  the two distinct 
parts of the  proceedure that would each negatively impact his ability to 
ventilate adequatly on his own. And finally the potential for a lengthy 
proceedure for which success depended on the patients a b i l i t y  t o  hold still. 
We discussed tha t  while often times patients can -just have sedation mesthesia 
£ 0 ~  lith~tripsy or cystoscopy, that in his case this would not be a prudent 
Course of action and rhe reason for this was discussed as relating to his 
obesity and the potential for him experiencing airway obstruction as his 
sedation levels were increased to keep him comfortable and s t i l l  for the 
procedure. Ir was expLained to him that his feet would be up in stirrups and 
that would place f u r t h e r  pressure on his enlarged 

Omen' that place further  pressure on his diaphragm and increase the work of breathing fox 
him. 1 let him know that as levels of sedation increaeerl. that his respiratory 
e f f ~ s t s  would likely become weaker and he would have &iffimlty taking adequate 



USER: XDC2 
EVENT: sec t ion 3 of report edited through PREVIEW (PCZ)  
ORIGIPP& : 
informed thar cardiac axhest an& death are uncommon events but do rarely occur. 

ts .but do .rarely occur. 

USER: RDC2 
EVENT: section 3 of repert edited through PREVXEW (PC11 
O R I G I N U  ; 
wake up period zequireing some aditional time on the  ventilator. It .was also 

USER: KDGZ 
: section 3 of repoft edited through PREVIEW (PCI) 

ORIGIN& : 

hat someone wo 

1 DATE: 12/06/10 
i TIME: 1523 

USER: XDC2 
EVENT: section 3 of repor t  edited through PREVIEW (PCI )  
0RLGINAf;l: 
necessary measures to make him comfortable. 

I DATE: 12/06/10 1 
TIME: 1523 
USER: D C Z  
EVENT: section 3 of report edited through PREVIEW ( P C I )  
ORIGINAL: 
take l a rge  breaths. T i d a l  volumes were 700-~000m1 and end t i d a l  C02=32-34 .  

breaths. Ti 



. RUN TIME: 1045 REPORT' S AUDIT TRAlL 

USER: XDC2 
EVENT: seetian 3 of report edited through PREVIEW 1 ~ ~ 2 )  
ORZGINXL : 
the end of Lithotrypsy the patients train of four was verified. Neostigmine 
2mg with .4mg of glycopysolate was administered as a precautionary measure to 
minimize the chance of any residual paralytic effect.  The procedure continued 
 interrupted with the  heart rate remaining in the 58-64 range f o r  the duration 

EDLT'ZD ; 
the  end of Lithotxypsy the patients t r a i n  of four was verified as 4/4. 
Neos tigmine Zmg with .&mg of glycopyrolate was administered as a precautionary 
measure to minimize the chance of any residual paralytic effect .  The procedure . 
continued uninterrupted with the heart rate remaining in the 58-64  range for 

DATE : 12/06/10 

-TME-:-- s 2 - 3  _ _ . _ _ _ - - - _ _ - _ _ _ _ _ _ - p  

I USER: KDC2 
I EVENT: section 3 of report edited through PRFVIEW (PCI) 

I ORIGINALJ:  
SatS at that t i m e  remained at 98%. , Respiratory rate w a s  assisted 8-12, tidal 
volumes remained inac3eqiaie at about 275mls to 400mls unassisted, and heart 

, rate continued below 6 0  at roughly 56-58, blood pressure by af f was 9 7 / 5 3 .  
The nurses and I verbally continued to reassure the patient, that everything 
was going w e l l ,  that he was just waking up f f r m  surgery and to lay s t i l l  so 
tha t  he would not hu r t  himself or p u l l  his endotracheal tube out prematurely. 
This went on f o r  approximately 2 more minutes, at which point the pa t ient  
started demonstrating a stable pattern of respirations and t i d a l  volumes w i t h  
goad Gats and acceptable C02. The patients t i da l  volumes were now 750 to 1 1 5 0  
w i t h  a rate of 18-24, Sats=98%, end tidal C02=44-46, ER=58 and ~ ~ = 9 7 / 5 3 .  About 
75 dl.&' of clear yellow fluid was suctioned from the patients  stomach and the 
oral cavity suct ioned and cleared of any secretions after  which the patient was 
extubated. 

The oxygen mask was placed on the patient and he continued to breath 
adequately throught he mask for about 20 -30 seconds with t i d a l  volumes of 
550rnls to 900mls. was 
reques t ing  
the oxygen mask be remaove f r o m  his face and reaching to remove it. 
He Was fogging the mask. He was breathing adequately. W e e  saw - t i da l  volumes of 
7 5 0 - 9 0 0  and the anesthesia bag was visibly collapsing and inflating as he 
breathed through the c i r c u i t .  This lasted for approximately 30 seconds to 1 
minute, a t  which time the patient had an apparent laryngospasm requiring 
positive pressure ventilation. This was difficult to achieve because the 
-patient was still squirming in his  bad, but we still had 4 OR staff members 
restraining the patient, and I w a s  successful in maintaining same positive 
pressure ventilation and that broke the laryngospasm. At that t i m e ,  his sats 
had dipped i n to  the 6 8 - 7 8  region, but  t h e n  quickly returned up to up to B B  and 
then 94%. His heart rate at that t i m e  was 40 to roughly 52, and we had another 
blood pressure that was 9 7 / 5 3 .  Posi,tive pressure was then reduced and the 
pat ient  was ventilating adequately f o r  approximately 3 0  seconds with tidal 



DEACONESS ORDER ENTRY . * ** LIVE * ** 
REPORTJ S AUDIT TRAIL 

I the lowlrnid 9 0 s  i h t o  the 7'0s .and 6 0 s .  

EDITED : 
Gats at that time remained a t  9 8 % .  ~esp i ra to ry  rate was assisted at B - 1 2 ,  
tidal volumes remained inadequate at about 275mls to 400mls unassisted, and 
heart rate continued below 60 at roughly 5 6 - 5 5 ,  blood pressuse by cuff  was 
97/53. The nurses and I verbally continued to reassure the patiellt, that 
everything was going well, that he was j u s t  waking up from surgery axxd to lay 
s t i l l  so that  he would not hurt h i m s e l f  or pull his endotracheal tube ou t  
prematurely. This went on for  approximately 2 more minutes, at which point  the 
patient star ted demonstrating a stable pattern of respirations and 'tidal 
volumes with good sats and acceptable Co2. The patients tidal volumes were now 
750 to 1150 with a rate of 18-24, Sats=98%, end tidal C02=38-42, HR=48 and 
BP=97/53. About 75 mls of clear yellow fluid was suctioned from the patients 
stomach and t h e  oral--cavit y suctign.-.d_ .agd--zleg.g&l p i  my--secretion~l ni!+sE -which - -  - 



UUCI I IbWI IL IC . IU  UIYJWI% *-r_rer-- - 

R3PORTiS AUDIT TIUiLL 

The anesthesia machine oxygen mask was placed on the patient and he continued 
t o  breath adequately throught the mask for about 20-30 seconds w i t h  RR=18-22, 
t i d a l  volumes of 550rnls to 900mls, Sats=97%, ETC02=42-44, HR=48. The patient 
then began requesting the oxygen mask be removed from his face  and he was 
reaching to remove it. He was fogging the mask. ~ i d a l  volumes of 5 00 - 900 and 
the anesthesiz bag -was %5,5iitilj7ciSlaps;ing -ZZ-inflat-ing -as--he breathed-through- - 

--- 

the circai t .  This lasted for approximately 20 seconds, with a RR=lB-24, 
Sats=92-94%. The patient then experienced. laryngosgasm requiring posit ive 
pressure ventilation t ha t  broke the laryngospasm. At t h a t  t ime,  his sats  had 
clipped Foto the 6 8 - 7 8  region, but then quickly returned up to up to 88 and then 
94%. Xis heart rate at tha t  time was 4 8 .  positive presslife w a s  then reduces 
and the patient  was ventila~ing adequately f o r  approximately 30 seconds w i t h  

- t i d a l  volumes of 750-850. He suddenly laryngospasmed ance again. Posi t ive  
pressure was increased, however, this t i m e  the laryngospasm did not break and 
he had a rapid desaturatiaa from the l o w / m i d  90s in to  the 7 0 s  and 60s. 

TIME: 1523 
DSFR: me2 
EVENT: sec t ion  3 of report edi ted through PREVIEW IPCI) 
ORIGINAt : 
rate of decline of his saturations and noticing that his  heart r a t e  now was in 
the low 4Os, I immediately elected to reintubate the patient and rapidly 
administered 100 mg of succinylcholine and 100 mg of propofol. A t  this point, 
the aral airway t h a t  was previously in the patient's mouth whiLe we were 
t ry ing  to apply positive pressure ventilation to break the la 
been s p i t  out ,  so that w a s  replaced. Positive pressure bag mask ventilation 
w a s  then attempted once again. This proved to be difficult. Bradycardia was 
worsening and we had rate in the m i d  to high 30s and the sat was dropping into 
the low 605, and 53% was seen. I elected to attempt intubation at this point 
s ince  vent i la t io~ls  were difficult. .I instrumented the airway quickly with the 
MAC 3 blade. I had a poor view. D r .  King by this moment in time was standing 
next ta me with the Glide Scope in his hand. He stepped in and instrumented 
the airway w i t h  the Glide Scope anti was successful a t  placing an 8 . 0  mm 
endotracheal tube i n t o  the trachea. Dr. King achieved intubation of the 
trachea very rap id ly  with the Glide scope, taking only a f e w  seconds, and an 
8 . 0  mrn endotracheal tube was placed. The cuff was inflated.  Bilateral breath 
Sounds were verified as w66 end t i d a l  €202. End t i d a l  CU2 was found to be in 



DEbCONESS ORDEX 
REPORT'S ATID3i'J' TRAIL 

EDITED : 
rate of decline of his saturations a d  heart r a t e  now in the low 4 0 s ,  I 
immediately elected to reintubate the  pat ient  and rapidly administered 100 rng 
of succinylcholine and 100 m g  of propofol. positive pressure bag mask 
ventilation was then done once again with oral. air way in place. Bradycardia 
was worsening and we had rate in the mid to high 30s and the sat was dropping 
i n t o  the 60s. No pulse was found and cPR was initiated. Dr. Icing by this 
moment in time was standing n a t  to me w i t h  the Glide Scope in his hand. He 
stepped i n  and instrumented t h e  airway with the Glide Scope and wae successful 
at placing an 8 . 0  mm endotracheal tube into the trachea. Dr. King achieved 
intubation of the trachea ve ry  rapidly w i t h  the Glide Scope, taking only a few 
seconds, and an 8 . 0  mm endotracheal tube was placed. The cuff was inf la ted .  
Bilateral breath sounds were verified as was end tidal (202. End t i d a l  CO2 was 
f 0 ~ d  to be in t h e  low 20s. Heart r a t e  remained in the m i d  30s and we had fiats 

USER: KDC2 
- E : sect ion 3 of report edited through PRFVIEW (PC11 

ORXGLNAT : 
dipped i n to  the 68-78 region, but  then quickly returned up to up to 8 8  and then 

DATE: 12/05/10 
Tim: 1531 
USER: HBC2 
EVENT: ~ection 3 of report edited through PREVIEW ( P C I )  
ORIGZNAL : 
t ida l  volumes of 750-850. He suddenly laryngospasmed once again,  positive 
Pressure was increased, however, .this time the laryngospasm did not break and 
he had a rapid desaturation f r o m  the low/mid 90s into the  70s  and 6 0 s .  



,imediately e lected t o  reintubate the parlent  ana I : ~ . ~ I C L L Y  ~ ~ u u I - L A u ~ L - - ~ -  lLUV b r - j  

of. succ.hylcholine and 1 0 0  mg of propof ol. positive pressure bag mask 
vextilatian was then done orice again with oral air way in place. Bradycardia 
was worseaing and we had rate in the mid to high 3 0s and t h e  s a t  was dropping 
into the 60s .  No pulse was found and CPR was initiated. Dr. King by this 
moment in t i m e  was standing next  to me with t h e  Glide Scope in his  hand. He 
stepped in and instrumented the  airway w i t h  the Gl ide  Scope and was successful 
at placing an 8.0 mm endotracheal tube i n t o  the trachea. Dr. King achieved 
intubat ian _ - _ -  __ of ____I_ the -trachea very rap&dly w ~ t h e G l ~ S c o p e  ,- taking- only a few -- 

s6c6ndsf and an 8 .0 mm endotracheal tube was placed. The cuff was inflated. 
Bilateral brea-tih sounds were  verified as was end t i d a l  C52.  End t i da l  CO2 was 
found to be in the low 20s. Heart rate remained in the m i d  30s and w e  had sats 
of 53 

'13A'iZ: 12/06/10 
I 1531 
USER: KDC2 
EVENT: section 3 of report! edited through PREVIEW (PCI) 
ORIGINAL : 
At this point because of the second laryngospasm and especial ly  due to t h e  
rate of decline of his saturations heart rate n o w  in the low 40s ,  I 
immediately elected to reintubate the patient and rapidly administered 10 0 mg 
of s~ccinylcholine and 100 rng of propofol . positive pressure bag mask 
ventilation was then done once again with oral air way in place. Bradycardia 
was worsening and we had rate in the mid to high 30s and the sat was dropping 
into the 6 0 s .  No pulee was found .and CPR was initiated. Dr. ~ i n g  by this 
momant in time was standing next to me with  the Glide  Scope in his hand. He 
stepped in and instrumented the airway w i t h  the Glide ,Scope and was successful 
at placing an 8.0 mm endotracheal tube i n t o  the trach~a. Dr. King achieved 
intubation of the  trachea very rapidly w i t h  the G l i d e  Scope, taking only a few 
seconds, and an 8 .0  mm endotracheal tube was placed. The cuff was inflated. 
Bilateral breath sounds were verified as was end t i d a l  Co2. End tidal C02 was 
found to be in the l ow  20s. Weart rate remained in the mid 30s m d  we had s a t s  



USER: KDC2 
- EVENT: section-3-of~eport.  edited -t~rough--P-WJ:~--(PCIl - - 

ORIGINAL : 
to breath adequately threught the mask for  about 2 0 - 3 0  seconds w i t h  RR=18-22, 

I DATE: 12/06/.10 
TINE: 2554 

NT: section 3 of report  edited through PREVIEW (PCI) 
ORIGINAL : 
reaching to remove it. He was fogging the mask. Tidal volumes of 500-900 and 
the anesthesia bag was visibly collapsing and inflating as he breathed through 
t he  circuit .  This lasted for approximately 20 seconds, with a R f l r 1 8  - 24 ,  
Satsn92 - 9 4  % . The patient then. experienced laryngospasm reguiring positive 
preesure ventilation that broke the laryngospasm. A t  that time, his sa ts  had 
dipped into the 6 8 - 7 8  region, but then quickly returned ta 88 and then 
94%. H i s  heart rate that  time was 4 8 .  posi t ive pressure was then reduced 
and che patient was ventilating adequately for approximately 3 0 seconds with 
tidal volumes of 7 5 0 - 8 5 0 .  He suddenly laryng~spasmed once again. Dr. King was 
called to assist. Positive pressure was increased, however, this time the 
Laryngospasm did not break. The patients heart rate .suddenly droped to 3 4  and 
he had a r a p i d  desatura t ion from 92% into the 70s and 6 0 s .  I 
immediately elected to reintubate the patient and rapidly administered 100 mg 
of succinylcholine and 100 mg of propofol. positive pressure bag mask 
ventilation was then done once again w i t h  oral a i r  way  in place. Bradycardia 
was worsening and we had rate in the mid to high 3 0 s  and the s a t  was dropping 
i n t o  the  6 0 ~ .  No pul6e was found aria CPR was i n i t i a t e d .  Dr. King by this 
moment  in t i m e  was standing next to me w i t h  the Glide Scope in his hand. He 
stepped in and instrumented the airway with the ~ l i d e  Scope and was successful 
at placing an 8 . 0  m endotracheal tube into the trachea. Dr. K i n g  achieved 
intubation of the trachea very rapidly w i t h  the G l i d e  Scope, taking only a few 
seconds, and an 8 . 0  mm endotracheal tube was placed. The cuff .was inf lated.  
Bilateral breath so as end tidal C 0 2 .  End t i d a l  C02 was 
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mxm:  
The patient  then experienced laryngospasm requiring positive pressure 
Ventilation. The laryngospasm was successfully over about 20 second t i m e  
frame. At that t i m e ,  h i s  sats had dipped to 78-82% region, but then quickly 
Xt3Xn-lled to 88 and then. 9 4 % .  heart rate a.t that time was 48 . Positive 
pressure was then reduced and the patient was ventilating adequately for 
approximately 30 seconds with , Satsctidal volumes of 7 5 0 - 8 5 0 .  He suddenly 
laryngospasmed once again. Dr. King wa6 called to assist. Positive pressure 
was increased, however, +his time the laryngospasm did not break. The patients 
heart rate - - - -- suddenly -- -- - - - droped to 34 and he had a rapid desaturatlon from 92% i n to  
the  7 0s and 60s. 5 imme&ately &e-cted to emergently -reintubate -the -pat5 ent - - - --- - - -- - - - 

r2p i .81~  administered l o 0  mg of succinylcholine and 2.00 mg of propof 01. 
Positive pressure bag mask vent i la t ion was done without difficulty with oral 
air way in place, Dr. King by this moment in time was standing next to me w i t h  
t he  Glide Scope in his hand. He stepped in and instrumented the airway w i t h  
-he Glide Scope and w a s  s u c c e s s f ~  at placing an 8 . D  mm endotracheal tube into 
the trachea. Dr. King achieved intuhation of the trachea very rapidly with t h e  

. Glide Scope, taking only a few seconds, and an 8 .0 mm endotracheal tube was 
placed. The cuff was inflated. Bilateral breath sounds were verified as was 
end t i d a l  C02 . End tidal ~ 0 2  was found to be in the l o w  20 s . H e a r t  rate 
remained in the mid 3 0 s  and we had sat% of 53 

I USER: .KDC2 
EVENT: section 3 of report edited through PREVIEW ( P C I )  
ORIGINAL : 
ventilation. The laryngospasm was successfully over about 2 0 second time 
frame. At that time, his sats had dipped to 78-82% region, but then quickly 
returned to 88 and then 94%. His heart rate at that t i m e  w a s  4 8 .  Positive 

endotsacheal tube i n t o  
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EDXTED: 
ventilation. The laryngaspaem wag successfully treated O V E r  abaut a 2 0 second 
t i m e  fsitme. At that  time, gats had dipped to 78-82% region, but then 
quickly returned t o  80% a n d  then 94%.  is heart r a t e  at that time was 4 8 . 
Positive pseseure was then reduced and the patient was ventilating adequately 
for app-xoximate&y minute wi th ,  sats=92% t idal  volumes of 750 -859 . He then 
~ u d d e n l y  began to lazyngospasm once agiiin; Dr 7Xi;ng ca l led- t6  assist-.- - - - - - - - - 

Positive pressure bagjmask ventilation was instituted however, this t i m e  the 
lar'yngospasrn was not  successfully releived . The patients heart rate suddenly 
droped to 34 and he had a rapid desaturation from 92% i n to  the 70s and -60s. I 
immedistely elected to emergently reintubate the patient and rapidly 
administered 200  mg of succinylcholine, 100 rng of propof 01, epinephrine SOOmcg 
and atropine 4OOrncg. A pulse was searched for and not found. Pulseless 
e~ec t r i c a l  activity was obvious. EKG showed bradycardia at 32 b p m  then 24bpm. 
The remaining 5OOmcg of epinephrine was then administered and flushed through 
the N tubing immediately followed by another img of epinephrine. CPR was 
immediately staxted and the  Code cart brought to the room. I V  fluids were 
running w i d e  open. Positive pressure bag mask ventilaf ion was done wi thou t  
difficulty w i t h  oral air way in place. Dr. King by this m o m e n t  in time was 
standing next to me with the G l i d e  Scope in his hand. Sats had risen with CPR 
and bag/mask ventilation to 97%. I took the Glide Scope and imrnediiatley upon 
instrumenting the airway knew a larger blade was need. Dr. King had the 
larger .blade in h i s  hand and immediatly instrumented the airway and easi ly  
intubated the patient w i t h  a 8.0mm endotracheal tube. Cuff w a s  inflated, 
positive ETC02=24 then rising to 48-50 and back down in to  the high 
20s with continued CPR, ~ilateral breath sounds were verified. The ET tube 

I TIME: 1636 

I USER: RDC2 
EVENT; ~ection 3 of r e p o r t  e d i t e d  through EKEVIEW ( P C I )  
ORIGINAL : 
was secured at 21cm at .the teeth. 

DATE: ~ 2 / 0 6 / 1 0  
I TIME: 1636 

-- 



SS ORDER EMTRY * 
REPORT'S A m I T  TmIL 

WFIORT,: Lz:fjg - @,f3?x2 EmG 
NZNGm,CbEN A 

ion 3 of report edited through PRMEW (PCI)  
OR1GLNA.L ; 
During t h i s  r ap id ly  occurring set of events, atropine 0 . 4  mg had been 
administered and two 500 mcg boluses of epinephrine had simultaneously been 
given and flushed through the I V .  With ongoing chest compressions, we saw 
~ 8 t s  r i s e  rather quite quickly into the 60s. 70s and we saw sa ts  b r i e f l y  in 
the 80s ,  as high as 89% f a r  3 0  seconds or so.  Sats  then trailed off i n to  the 
m i d  to high 708 and f luctuated up in to  the 80s and 90s w i t h  ongoing chest 
compressions. 

A 12/06/10 
TIME: 1859 -.-- ~SEAR: mc2 
SVENT: section 3 of report edi ted througn PREVIEW (PcI)  

perioperative period. It was a privilege to have met the  patient on the 
morning of 12/01/2010 in the preoperative area prior  to h i s  surgery. We is a 
very personable and pleasant 66-year-old active male here fo r  cystoscopy, 
ureterascopy and B r e n t  placement tollowed by extracorporeal shock wave 

EDITED : 
perioperative period. I meet t he  patient on the morning of 12/01/2010 in the  
preoperative area p r i o r  to his surgery. W e  was a very personable and pleasant 
66-vear-old male. here for cystoscopy, ureteroscopy and scent placement followed 
by extracorporeal shock wave lithotrypsy. 

USER: KDC2 
EVENT: section 3 of report edited through PREVIEW (PCI)  
ORrGINAL : 
medications or doctor visits. His health system survey showe8.negative for a l l  
medical problems, he was theref ore specifically asked system by system if he 
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USER: KDC2 
EVENT,: s e c t i o n  3 of report edi ted  through PREVIEW (PC11 

More Likely for him we discussed was the unlikely potential for a prolonged 
wake up period requireing some additional time on the ventilator. Xt was a l s o  
discussed that during t he  proceedre he would be given medications to make him 
comfortable for when he awakens from surgery and a l so  medication to prevent 
~06toperative nausea .and vomiting. I also made him aware t h a t  someone would 
be with h i m  a t  all times postoperatively s o  tha t  if he should experience any 
discomfort ar nausea he could simply le t  us ]inow and we would take the 
necessary measures to make him comfortable. The patient indicated that he 
wanted to pmceed and get something to eat as soon as surgery was over. 

EDITED: 
we also discussed the unlikely potential for post operative ventilation on a 
ventilator.It was also discussed that during the procedure he would be given 
medications to make him comfortable for when he awakens from surgery m d  also 
medicatian to prevent postoperative nausea and vomiting. -3' also made him aware 
that someone would be with him at all times postoperatively so tha t  if he 

7 a+ US Ir_rlow and w e  should experience any discornf o r t  or nausea he could simply --- 
+~auld take the necessary measures to make h i m  comfoicable. The patient 
indjcazed that he wanted to proceed and get something to eat  as soon as surgery 

DATE: 12/06/10 
TIrJIE: 1859 
USER: XDC2 
EVENT: section 3 of report edited through PREVIEW (PCZ)  
ORIGPNAL : 
E~llowing proper preoxygenation with stable vital signs, blood pressure 142 / 9 2  
and a heart rate *of 68 bpm and a sat of 99% on 1 0 0 %  0 2 ,  100  mg of lidooaine a n d  

EDITED : 
Following preoxygenation with stable vital signs, blood pressure 142/92 
and a heart rate of 68 bprn and a sat of 99% on 100% 02, 100 mg of lidocaine and 

DATE: 12/06/10 
T I :  1859 
USER: XDC2 
EVENT: section 3 of report edited through PREVIEW (PCT)  
ORIGINAL : 
After t h e  patient w a s  asleep, an ora l  airway was placed and the patient 
was bag masked ventilated without difficulty, after which a MAC 3 blade was 
used to attempt to visualize the vocal cords. The first 2 attempts were brief 
and only revealed the t i p  of tho epiglottis. Sats remained at 99% and the 
patient w a s  bag mask vent i la tedwithout  difficulty f o r  another 3 0  seconds. The 
Glide Scope w a s  requested. A Bougie was placed through an B . 0  endotracheal 
tube and the MAC 3 blade w a s  used once again. The patient was successfully 
intubated with the 8 . 0  endotracheal tube. The endotracheal tube cuff was 
inflated and ET tube attached t o  the anesthesia c i r c u i t  followed by 



DATE: 12/06/10 
TIME: 1859 
USER: 31CDC2 
EVENT: section 3 of report edited through PREVIEW (PCI) 

positioning and 'eye clearancea 
Lithotripsy proceeded uneventfully. The patient s heart rate remained in the  

: :::ion 3 of report ed i t ed  through PREVTEW (PC*) 

f o r  approximately 1 minute with, Satss92k tidal volumes of 7 5 0 - 8 5 0 .  He then 
suddenly began te Lasyngospasm once again. Dr. King Wa.6 called to assist. 
Positive pressure beg/mask ventilation was in~titutad however, t h i s  time the  
laryngospasm was not successfully releived. The patients heart rate suddenly 
draped to 34 and he had a rapid desa tu ra t ion  from 92% into the 70s and 60s. 5 
immediately elected to emergently reintubate the  patient and rapidly 
ixh-iinistered 2 0 0 mg of succinylcholine, 100 mg of propof dl , epinephrine 50 Dmcg 
and atropine 400mcg. A pulse was searched f o r  and not found. PuLseless 
electrical activity was obvious. EKG showed bradycardia at 3 2  bppm then 24bpm. 
The remaining SOOmcg of epinephrine was then administered and f lushed through 
the IV tubing immediately followed by another img of epinephrine. CPR w a 6  
immediately started and the Code car t  brought to the room. IV fluids were 
running wide open. Positive pressure bag mask ventilation was done without 
difficulty with oral air way in place.  Dr. King by this moment in time was 
standing next t o  m e  with the Glide Scope in his hand. Sats had risen w i t h  CFR 
and bag/mask ventilation to 9 7 % .  I took the ~ l i d e  Scope and immediatley upon 
instrumenting the airway knew a larger blade was need. D r .  K i n g  had the 
larger blade in his hand and immediatly instrumented the airway and easily 
intubated the patient with a 6 .  Omm endotracheal tube. Cuff was inflated,  
~0sitive ETC02=24 then rising to 48-50 and back down i n t o  the high 
20s w i t h  continued CPR. Bilateral breath sounds were verified. The ET tube 
W a s  secured at 21cm at the t e e th .  ventilator was se t  at 2Obpm with TV=850-900.  

tidal volumes af 750 -850 .  Ke then 
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cuff continued t o  search for a pressure, 

ATE: L Z J 0 6 j 1 0  
' 1 :  L859 
USER: lDC2 

: section 3 of report  edited through PREVIEW ( P G I )  
ORIGINAL : 

EDITED : 
Dr. King handed me the G l i d e  Scope and upon instrumenting the airway I knew a 
larger blade was need, Dr. Ring had the larger blade in his hand and 
instrumented the airway and e a s i l y  intubated the patient with a 8 - 0 m r n  
endotracheal tube. The ET tube Cuff was inf la ted,  positive ETCO2 verified, no 
pulse found, WR=24 and CPR resumed. ~pinephrine 3mg and at ropine . 4  mg were 
g i ~ e n  XV and flushed through. Positive ETC02=24 then r i s i n g  to 48 - 5 0  and back 
down into t he  high 2 0 s  with coatinued CPR. Bilateral breath sounds were 
verified. Initial Sat=53% with the  resumption of CPR. The ET tube was secuyed 
at 21cm at t h e  t e e th ,  Ventilator was get at 20bpm with TV=850-900. Sats 
g ~ i c l i l y  rose back i n t o  the 90s and leveled of a t  92 -94% with ongoing CPR. 

DATE: 12/06/~O I "TME: 1859 
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USER: .KDCZ 
EVENT: section 3 of report edi ted through PREVIEW IPCI) 

EDITED : 
The Cardiomscular tech was called t o  the room to assist Dr. King with arterial 
l i n e  placement and perform arterial  blood gas analysis. Ultrasound was brought 
to the room t o  assist in arterial line placement. The de f ib r i l a to r  pads w e r e  
placed as was the pacer pad. Both left mist and left groin were steriley 

CXB Was suspended and no pulse was found HR=26. CPR was resumed and 5mg 
epinephrine and atropine .4mg was flushed through the Iv .  No cuff pressure was 
obtainable and Gats rose back into the 92-95% range and ETC02=48-55. I placed 
a right interndl jugular double lumen central  venous catheter without 
difficulty utilizing sterile technegue. IV fluids were at tached Co both 

I lumens :and run wide open. 

CPR was breifly suspended for arter ial  l i n e  placement which was achieved v e r y  
quickly by Dr. King. Iurterial l i n e  placement was ver i f ied  by posi t ive d ~ a w  
back and a sample collected fo r  analysis. Arterial BP was not registering. No 

pulsat i le  wave form was seen.  H e a r t  rate was 24  with P-waves &scent. 
vasopressin 40U I V  w a s  then given throught the right 33 central line as was al l  
susequent medications . .CPR resumed, 
m o r e  CPR staff assisted and CPR traded off every 2-22 minutes. U p o n  
resumption of CPR 
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DATE: 12/06/10 
TIME: 1953 
USER: XDC2 
EVENT: section 3 of report  edited through PREVIEW (PCI) 
ORIGIN& : 
pulsatile wave form was seen. iieart rate was 24 with P-waves abscent . 
Vasopressin 40U IV was then given throught the right XJ central line as was a l l  
suseguent medications. CPR resumed, 
more CPR staff assisted and CPR traded off every 1-2 minutes. won 

pulsatile wave form was seen. R e a r t  rate wag 24 with P-waves Pibecent then 

TTm : 1953 
USER; TCDC:! 
EVENT: section 3 of report edited through PREtrfEW (PG5) 
ORIGINAL : 
The crash cart had already been called into the room and the nurses w e r e  
placing defibrillator pads on the pat ient  and a transcutaneous pacing pad as 
well. The anesthesia machine ventil lator settings had Seen set fox a rate of 
20 w i t h  tidal volumes of B S ~ .  Ongoing chest skin  compressions proceeded and 
we d i d  not see the response tha t  w e  would typically expect from administration 
of atropine and epinephrine. These drugs were again administered in doses of 
1 mg bolus of epinephrine, immediately followed by a 2 rng bolus of epinephrine 
and another a m p  of atropine. The~e interventions had relatively l i t t l e  effect 
on heart  rate and any blood pressure changes were transient and largely 
dependent on ongoing chest compressions. These blood pressures tha t  w e  
obtained were only seen once Dr. K i n g  had placed the ART line, which he did 
succesefully and very quickly mind you under the circumstances. I had quickly 
placed a r i g h t  IJ double lumen catheter and was administering medications and 
fluids through t h a t  as well. Transvenous pacing had been attempted early on 
w i t h o u t  capture. We, therefore, resumed cheat compressions immediately 
following fa i lu re  to capture and was able to sustain blood pressures through 
chest compressions of anywhere from the mid to high 70s all the way up into 
the  90s.  his characterized the resuscitation i n  that large doses of 
epinephrine were given w i t h  little effect on heart rate and blood pressure. 
W e  only ha& suetained blood pressures when we had effective chest compressions 
in progress. Following approximately 5-20 minutes of CPR, ~asopressin was 
given 4 0  units IV and then in another few minutes w e  administered 2 ampules of 
bicarb just  following drawing our first blood gas. Our f irst  blood. gas 
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/ indicated that we had had some success, really quite good success w i t h  
chest  compressions. 

EDITED : 

DATE: 12/06/10 
TIME: 1953 
USER: KDC2 
EVENT: section 3 of report edited through PREVIEW (PC11 
ORSGINAL : 
'Sfne 09 : 5 8  AE30 values are as fo~lows.: p~ "1 3 ,  pG02 2 2 . 8 ,  p0.2 360, bicarb 3-3, 
base excess -13 with a sat of 99%. ~ernoglobin 15 and hematocrlt 45. K w a s  
m e t  as the potassium was 4.5, sodium 143, calcium was nomill, as was the 
glucose. I had the  cath lab called to have sent over the transvenous pacing 
equipment since our transcutaneous pacing was not effective. I also hat the  
Cath Lab called and p u t  on alert  that: we may need to br ing the pztient,  over to 
the C a t h  L a b  for evaluation, ~ l s o ,  the cardiologist on c a l l  was contacted, 
Dr. Huber, and asked to come to the OR to help evaluate t h i s  patient. A 22-  
lead ERG was ordered and TEE technician was called to come to the  OR. 

EDITED : 
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TIME: 1953 
USER: ICDC2 
. W T :  section 3 of repast edi ted through PREVIEW (PC11 

EDITED : 
The 09 r 58 ABG values which were &awn upon arterial line placement are 
As follows: p H  7 . 3 ,  pC02 2 2 . 8 ,  p02 3 6 0 ,  bicarb. 11, base excess -13 with a sat 
of 99%. ~emoglobin 15 and hematocrit 45. K was m e t  as the potassium was 4.5, 
sodium 143, calcium 1.5, glucose 2.38. 1 had the cath lab called to have sent 
over the transvenous pacing eguipment since our transcutaneous pacing was not 
effect ive.  I also had the Cath ~ a b  called and put on  alert thar we may need to 
bring -the pa t ien t  aver to t h e  Cath ~ a b  for evaluation. Also, the cardiologist 
on call was contacted, Dr. iluber, a d  asked to come to the OR to help evaluate 
this patient .  A 12 - 
lead EKG was ordered and TEE technician was called to come to the OR. 

USER: KDC2 
ENENT: section 3 of report e d i t e d  through PREVIEW ( P C I )  
ORIGSNAL : 
Finally at approximately 1 0 : 5 0  in t he  morning, the patient developed 
independently sus ta inable  heart rate and blood pressures that  continued t o  
s t ead i ly  improved from that  time forward. Those i n i t i a l  pressures were in the 
high 8 0 s  and low 90s systolically, with heart rates hmering around 50 and 
then rapidly over the ensuing f e w  minutes climbing into the mid 50s and up 
into the 6 0  range. The drips continued, including amiodarone at one rncg per 
minute and epinephrine at 50 rncg per minute and dopamine at 20 mcg per kilo 
Per minute. Dr. Huber arrived just following the arrival  of the echo tech, 
and I placed t h e  echo probe and the exam was done and those findings can be 
found in the medical r eco rd  in fur ther  de ta i l ,  but there were no focal 
segrnentaL defects. The heart was globally depressed, however, but by 
we w e r e  ready to leave the operating room, the ejection fraction had 
f 
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of i n j u r y .  There was obviously a bradycardic rhythm and there was a 
j ~ n c t i o m l  rhythm w i t h  nonspecific ST and T-wave changes. 

EDITED : 
Finally. at approximately 10 : 50 in the morning, the patient developed a 
sustainable heart rate and blood pressure that continued to steadily improved 
from that time forward. Those initial pressures were in t h e  high 80s and low 
90s systolically, with heart rates hovering around 50 and then rapidly over the 
ensuing few minutes climbing into the mid 5Qs and up into the 60 range. The 
drips continued, including amiodarone at one mcg pe r  minute and epinephrine at 
50 mcg per minute and dopamine at 2 0  mcg per kilo per minute. Dr. Wuber 
zrrived j u s t  followi~g the arri.m.l of the echo tech, and I placed the echo 
probe and the exam w a s  done and those findings can be found in the medical 
record in further detail, but there were no focal  segmental defects . The heart 
was globally depressed, however, but by the time we w e r e  ready to leave the 
operating room, the ejection f r a c t i o n  had improved from roughly 15-20% to 40%. 
The EKG showed no acute changes and no evidence of injury. There  w a s  obviously 
a bradycardic rhythm and there was a junctional rnythm with nonspecific ST and ( T-wave changes. 

I 
By 11 : 15, the patient appeared stable enough to proceed to the ICO. At t h a t  
time blood pressures were in the 140s range/mid 406-50s w i t h  heart rates 'in 
the 60s ,  end tidal C02 was 28, sats were 96-97% with a respiratory rate on the 
anesthesia ventilator of 20.  Tidal volumes were maintained in the 850-900 
range. 'Upon leaving the OR, the patients vital signs were essentially 
unchanged and w e  proceeded to the ICU without any difficulty. We maintained 
continuation of all previously established drips and monitoring and proceeded 
w i t h  the pa t ien t  on 100% 0 2 .  Upon arrival, report was given to the I C U  staff 
and vi ta l  signs were as follows: ~lood pressures 127/66, heart rate was 7 3 - 7 6 ,  
Sat W a s  96% on FI02 of 1 0 0 %  with a respiratory r a t e  of 18 on the ventilator. 

DATE: 12/06/10 
TIME: 1953 
USER: K D C ~  
EVENT: section 3 of report edited through PREVIEW ( P C I )  
ORIGINAL : 
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to t h e  I C U  wi thout  a n y d i f f i c u l t y .  We maintained continuation o 
ously established drips and monitoring and proceeded w i t h  the patient 
2 .  Upon arrival, report was given to the ICU staff and v i t a l  signs 

were as follows: Blood pressures 127/66, heart rate w a s  7 3 - 7 6 ,  sat was 96% On 
. 

FIOZ of 100% with a respiratory rate of 18 on the ventilator. 

EDITED : 

: section 3 af report edited through PREVIEW ( P C I )  
ORLGTNAL : 

USER: KDC2 
EVENT: s e c t i o n  3 of report  edited through PRFVIEW ( P C I )  
ORIGINAL : 
CPB was suspended and no pulse  was found t i ~ = 2 8 .  CPR w a s  resumed and 5mg 

was resumed and 4mg 

DATE: 12/06/10 
TIME: 2 0 5 7  
USER: KDC2 
.EVENT: sect ion 3 of vepart edited through PREVIEW ( P C f )  
0RSQXNP;L : 
were added and assisted w i t h  CPR by trading off every 1-2 minutes. The BP 
began to xise 



RUN TIME: 1045 

I EDITED : were added and assisted with CPR by trading off every 1-2 minutes. 

The 09:58 ABG values which were dram upan arterial line placement are 

DATE: 12/06/20 
TIME: 2057 
USER: KDC2 

NT: sec t ion  3 of report ed i t ed  thf ough PWIEW (PCS.) 

EDITED : 
of 99%. Wemaglobin 15 and hematocrit 45 .  Potassium was 4.5, sodium 183, 

USER : 2 
EmNT: sect ion 3 of report edited through PREVSEW ( P C I )  

The 89:58 ABG values which were drawn upon ar ter ia l  line placement are 
as follows: pH 7 . 3 ,  pC02 22.8, pa2 360, bicarb 11, base excess -23 with a sat 
of 99%. Hemoglobin 15 and hematocrit 45. K was met as the potassium was 4.5,  
sodium 143, calcium 1.5, glucose 138. I had the cath l ab  called to have eent 
over the tranevenous pacing equipment since our transcutaneous pacing wa5 not 
effective. I also had the  Cath Lab called and put on alert that we may need to 
bring the pa t i en t  over to the Cath Lab for evaluation. Also, the cardiologist 
on call  was contacted, D r .  H&er ,  and asked t o  come ta the OR to help evaluate 

EDITED : 
Medications were rapidly being consumed so another drug t r a y  was ordered to t he  
room. Now with an arterial line in place and CPR resumed following the run of 
v-tach/V-fib defibrilation sequence, CPR could be optimized and hLoocl pressures 
now were initially seen 6 8 / 2 2  and soon roEe to 90-93/28-.34. High concentration 



DEACONESS ORDER EZJTRY ** * LIVE * 
RXPDRT' S AUDIT TRAIL 

efibrilation x 2 at 2005 f o r  

1 

DATE: 12/06/10 
TIME: 2057 
USER: mc2 

i o n  3 of Yepoxt edited through PREVIEW (PCS) 

a a t e  ocoaeions swelling when we &topped chest compressions to check 
of heart rate and blood pressure,  we saw 2 episodes of V-tach and V- 
were very ehon .  We defibrillated them on each occasion w i t h  2 0 0  

joules x2 with r e t u r n  to the bradycardic rhythm that  w e  had seen throughout 
the rest of the xesuscita~ian. We also attempted transcutaneous pacing once 
again at higher levels since t h e  transvenous pacing equipment had not arrived 
ye t .  3 also had called for isoproterenol as a phamco log ic  route to pacing 
t h i s  pa t i en t  out of the bradycardia. Dopamine arrived p r io r  to isoproterenol 
arrival. I began drawing up dopamine into 2 0  mL syringe and then 
administering 2-3 tnL of dopamine directly i n t o  the  r igh t  IJ central l i n e .  The 

ng t h e  code had .set  up 3 drips for me. We had administered 
300 mg early on in the code and had started t h a t  trip. We had a l so  

started an epinephrine d r i p  at 50 mcg per minute, and now we had a dopamine 
d r i p  going and L was also bolusing by s-vringe. 



RUB DATE: 09/24/12 DEACONESS ORDER 
RUM TIME: 1045 REPORT'S AUDIT TRAIL 

Transvenous pacing equipment was requested from the Cath Lab since 
transeutaneous pacing was not effective* 
I also had the Cath Lab called and put on alert that we may need to b r i n g  the 
patient over to the Cath Lab for evaluation. Also, the cardiologist on call 
was contacted, Dr. R u b e s ,  and asked to come to the OR to help evaluate this 
patient. A 12.- lead EKG was ordered and TEE technician was called t o  come to 

On 2 separate. aocasions swelling when we stopped chest compressions to check 
far return of heart rate and. blood pressure, we saw 2 episodes 6f V- tach  and V 
f i b  They were v e r y  short.  We defibrillated them on each occaeion with 200  
joirlas x Z  with return to the bradycardic rhythm tha t  we had seen 
the rest of the resuscitation. We a l ~ ; o  attempted transcutaneous pacing ance 
again at higher levels since the transvenous pacing equipment had not arrived 
yet .  I also had cal led f o r  isoproterenol as a pharmacologic rou te  t o  pacing 
this patient out of the bradycardia. Dopamine arrived prior to isoproterenol 
arrival. I began drawing up dopamine i n t o  2 0  mZ, syringe and then 
administering .2-3 mL of dopamine directly i n t o  tlhe right I3 central line. The 
nurses during the cede had .set up 3 drips for me. We had administered 
amiodarone 300 mg early on in the code and had s tar ted  that t r i p .  We had a l s o  
s tar ted an epinephrine d r i p  at 5 0  mcg per minute, and now we had a dapamine 
drip going and Z was also bolus ing  by syringe. 

ORIGINAL : 
pressures increased to 110-112/36-40 then to 135&/48 for several minutes. 
$ats=97% with ETC02=58-78. ETCOZ decreased i n to  t he  40s, S a t s = 9 7 %  and CPR was 
suspender3 to check f o r  rate, rythm and pu l se .  HRc32 arterial  blood pressure 
42/12. V-tach then V-fib was seen and requi red  defibrilation .?c 2 at ZOOJ for 



A,."... --. -. - - -- 

EDITED : 
pressures increased to 110-112/38-40 for  several minutes then to t h e  135/45 
range for 10 minutes. Blood pressures rose as high as 170/100 f o r  about 45  
seconds. S a t 6  remained 94-97% w h i l e  pressures above 90 were being generated and 
F P C 0 2  slowly decreased from an eventual high of 7 8  down into the 42-44 range. 
CPR was suspended to check for rate, rythm and pulse. HR=32 and arterial blood 
pressure fel l  from CPR levels of 135/45 t o  42/12. Transcutaneous pacing failed 
and V-tach then V - f i b  w a s  seen requir ing def ibr i la t ion  x 2 at 2003 for 
rf3kUrn of a brady rythm of 24bpm and no BP. Transvenous pacing equipment was 
requested from the Cath Lab since transcutaneous pacing was not effective. I 
also had the Cath Lab called and put on aler t  that we may need to bring the 
pat ient  over to the Cath Lab for evaluation. Also, the cardiologist on call 

contacEed, Dr.. Huber, and a ~ k e d  to come to the OR to help evaluate this 
~ a t i e n t .  A 12- Lead EKG was ordered and TEE technician was called to come to 

I USER: KDC2 
- .  

ugh PREVIm / EVENT: section 3 of report edi ted tnro 
O R I G I N U  : 
Transvenous pacing equipment w a s  requested from the Cath Lab since 
transcutaneous pacing was not effective. 
I also had the Cath Lab called and put on aler t  that we may need -to bring the 
patient over to the Cath Lab f o r  evaluation. Also, the cardiologist on call 
was contacted, Dr. N u b e r ,  and asked to come to the OR to help evaluate this 
pa t ien t .  A 12- lead EKG was ordered and TEE technician was called to come to 



DEACONESS ORDER BITIXY ** * LIVE: * ** 
REPORT' S AUDIT TSZIAIL 

USER: ZCDC2 
EVENT.: section 3 of report edited through PRFVIEW (PC11 
O R I G I N m  : 
requested from the C a t h  Lab since transcutaneous pacing was not effective. I 
also had the Cath Lab cal led and p u t  on a ler t  that we may need to br ing  the 

DATE: .12/06/10 
TIME: ,2141 
USER: mc2 
EVENT: section 3 of report  edited through PREVIEW (PC*.) 

I --,- 
O R L G I N X  : 
Chloride 1 g and 2 Amps of Bicarb were administered. W i t h  on-going CPR, 

, Chloride lg and 2 Amps of Bicarb were administerea. w1r.n o n - g u ~  

DATE:: 12/'01;/10 
TIME: 2141 
USER: KDC2 
EVENT: ~ection 3 of report edited through PREVIEW (PC11 
ORIGIN& : 
r e t u rn  of a brady rythrn of 24bpm and no BP. Transvenous pacing eCWipment was 
requested from the C a t h  Lab- 
he Cath Lab called and put on alert t ha t  we may need to 
patient over to the Cath Lab far evaluation. . Aleo , the 
was cclntacted, Dr. Huber , and asked to come 'to the OR 
patient. A 12- lead EKG was ordered and TEE technician 

bring the  
cardiologist on call 
to help evaluate this 
.was called to come 'to 

EDITED : 
r e tu rn  of a brady rythm of 24bprn and no BP. CPR resumed, l idocaine lOOrng was 
given and blood pressures increased into the 9 4 - 9 7 / 2 8 - 4 0  range. Sats soon 
increased to 94-97% and ETC02=60 initially and then declining to 28-32. - - I Asystale was never seen during t h e  conduct af CPR. 

USER: XDC2 



I RW I3A.m: 09/24/12 DEACONESS ORDER ENZI;?Y ***  L x m  * ** 
, RUN TIME : 1045 REPOR'S" S AUDIT TRAIL 

f ib .  They were very shor t .  We defibrillated them on each occasion w i t h  Z O O  
Joules X 2  with re turn  to the bradycardic rhythm that we had seen throughout 
the  rest of the resuscitation, We also attempted transcutaneous pacing once 
again at higher levels since the transvenous pacing equipment had not arrived 
Y e t .  I a l s o  had called for isoproterenol as a phamacologic route to pacing 
t h i s  patient out of the bradycardia. Dopamine arrived prior to isoproterenol 
arrival. I began drawing up dopamine i n t o  20 mL syringe and then 
administering 2-3 m- of dopamine direct ly i n t o  the right IJ central line. The 
mrses during the code had set up 3 drips  far me. We had administered 
mdodaronc 3 0 0  mg early an in the code and had started that t r i p .  W e  had a l so  
s ta r t ed  an epinephine d r ip  at 50 mcg per minute, and now we had a dopamine 
d r i p  going a d  1 was alsa bolu~ing by ~yzinge .  

ED5TED t 
~ransvenous pacing equipment was requested from t he  Catb L a b .  Isuprel and 
dopamine drips were ordered, The Cath Lab was called and alerted that we may 
need t o  b r i n g  the patient over for evaluation. nlso, the cardiologist on call ,  
D r .  Huber was asked to come to the OR to help evaluate this patient.  A 12-lead 
EKE was ardered and Z'EE t e c b i c i a  was called to come to the OR, 

DATE: 12/ 0 6 / 1 0  
TIME: 2141 
USER: KDC2 
EVENT: section 3 of report  edited through PREVIEW (PCI) 
ORLGSNAL : 

EDITED: 
Dopamine arrived prior to isoproterenol arr ival .  Dopamine was drawn up into a 
20 mL syringe and then administered 2-3 mL at a time directly into the r i g h t  
IJ central  line. Three medication dr ips  were now m i n g .  Amiodarone at 
Img/min, epinephrine 50mcg/min and dopamine 20mcg/rnin. 



REPORT'S AUDIT !JXAXL 

DATE: 12/56/LO 
T3ME: 2200 
USER: KDC2 
EVENT: ~ection 3 of report edited through PREVIEW (PCI)  
ORlrJZNAL : 
anesthetic record is a record that is extremely densely packed w i t h  
inf omat ion in a small area and it is of ten difficult to describe everything 
chat you wish to describe accurately in such a tiny space, so this is why I am 
adding the addendum t o  t h e  anesthetic record. 

EDITED : 
anesthetic record is a record that  is extremely densely packed w i t h  in£ ama t ion  
in a small area and it is often difficult to describe everything that you wish 
to describe accurately i n  such a t i t ry  space, so this is why I am adding the 

DATE: 12/06/10 
T m :  2260 
USER: KDC2 
EVBNT: section 3 of report  edited through PREVIEW (PCJ) 
OR1 G m s ?  : 
Approximately 7 3  minutes into CPR, the patient  developed a heart ra te  and 
blood pressure that  was independent of chest campressions. prior to this 
t i m e ,  we were succes,sful in maintaining episodically pressures as mentioned 
earlier from mid 70s all the way up i n t o  the 90s, and even up i n t o  the 131-140 
range systolically with chest compressions and-, of course, large doses of 
epinephrine, 

Finally, a t  approximately 30 : 5 o in the morning, t h e  pa t ien t  developed a 
sustainable heart rate and blood pressure t ha t  continued to steadily improved 

EDImD-: 
Approximately 73 minutes i n t o  CPR a t  approximately 10-50, the patient developed 
a susta inable  heart rate and blood pressure t h a t  continued to steadily improved 

DAm: 12/06/10 
TIME: 2200 
USER: KDCZ 
EVEW: section 3 of report edited through PREVIEW (PC11 
ORIGINAL : 

drips continued, inc lud ing  amiodauone at one 



RUN DATE: 09 /24 /12  DE,ACON?ESS ORDER ENTRY *** L 
REPORTi E2 AWLT T m L  

T-wave changes. 

EDI2SED : 
50s systolically, wi th  heart rates 48-54. ~ 0 t h  progressively increased over . 

the f ollawing 20 minutes with KR=60.-65 and ~~=140-150/42-44. 

The drips continued, including amiodarone at one rncg per minute and epinephrine 
at 50 mcg per minute and dopamine at 2 0  mcg per kilo per minute. D r .  Hubex 
acd.ved just following the arrival of the ~ c h o  Tech, the echo 
probe was placed a ~ d  the  exam was perf onned.  he findings can be found in 
the medical record in further deta i l ,  .but there were no focal ~egmental 
defects, bath a t r i a  were equally enlarged with no significant valvular 

DATE: .12/06/10 
TIME: 2214 
USER: KDC2 
EVENT: section 3 of report edited through PREVIEW (PC11 
L l a I G X N U  : 
1J central line. Three medication drips were now running. ~miodarone at 
l m g / m ' i n ,  epinephrine 5 0mcg/min and dopamine 2 fImcg/min . 

EDITED : 
IS central l ine .  Bicarb 2 amps IV w e r e  given over 5 minutes. Three medication 
drips w e r e  now running. Amiodarone at img/min, epinephrine 50mcg/min and 
dopamine 2 ~rncg/rnin. 

BATE: 12/06/10 
TIME: 2214 
USER: X13C2 
EVENT': section 3 of xeport edited through PREVIEW (PCI)  
0RIQIMAZ;I : 
The doparnine d r i p  had bean set at 2 0  rncg per kilo per minute and other meds as 
wel l  throughout this resuscitation had continued to be administered, 
epeeif i c a l l y  epinephrine in 1-3 mg increments. At one point we gave 6 mg of 
epinephrine as a bolus. T o t a l  bicarb amps not re f lec ted  on the anesthetic 
rwmrd were 6; the reoord only s h ~ w s  4 .  There is another inconsistency in the 



addendum to the anesthetic record. 

EDITZD : 
Total bicarb amps not reflected on t h e  anesthetic record were 6 ;  the record. 
only shows 4. There is another  inconsistency in the w r i t t e n  record in my 
anesthesia CPR events note. I wxote a page and a half note and the 
inconsistency is in the arrival sequence of Dr. King. My note actually t a l k s  
about him arr iving and s tar t ing the A-line and femoral central line, when in 
fact  he arrived and did place the 8 - 0  endotracheal tube and then placed the ART 
l i n e  and central line. Also, it should be noted that the anesthetic record is 
a record that is extremely densely packed with infomation in a small area and 
it is o f t e n  difficult to describe everything that you wish to describe 
accurately in such a tiny space, SO this i a  why I am adding the addendum to the 1 anesthetic record. 

DATE: 12/06/10 
T 2214 
USER: KDC2 
FIT.mNT: section 3 of report edi ted through P 
ORIGINAZ : 
The drips continued, including amiodarone at one rncg per minute and epinephrine 
at 5 0 mcg per minute and dopamine at 2 0 mcg per kilo per minute .  Dr. Huber 
arrived just following the arrival of the Echo Tech, the echo 
probe was placed and t xam was performed. The f indings  can be found in 
the medical record in h e r  detail, b u t  there were no focal segmental 
defects ,  both a t r i a  were equally .enlarged with no significant valvular 
abnormalities. The heart was globally depressed, however, but by the time 
we were ready to leave the operating room, the ejection fraction had improved 
from roughly 15-20% to 4 0 % .   he EKG showed no acute changes and no evidence of 
injury. There was obviously a bradycardic rhythm and there was a junctional 
rhnhm with nonspecific ST and T-wave clhanges. 

EDITED : 



DEACONESS ORDER ENTRY *** LIVE * 
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DATE : 12/06/10 
TIME: 2214 
USER: 3332.2 
EVENT: sect ion 3 of report edi ted  through PREVIEW IPCI) 
OJRXG5N,9L: 
Latex in the day I met w i t h  the family, specirieally the wife, 1 02 the 
daughters mLt18 signl2icant other of the daughter and discussed in detail  the 
events of the day and answered any questions. I alao  lef t  them with my 
contact informatian and let them h o w  that they could contact me at any time 
day or night should they have any weations that they would l ike  answered. 

EDI'JXD : 
Later in the day I met with t h e  family, specifically the patients wife, one of 
the daughters and her significant other and discussed in detail  the events of 
&I.. 
LLJE? day and answered any questions. I left them w i t h  my contact infomation 
and let them know that  they could contact me at any time day o r  night shDuld 
they have any questions they would l i ke  answered. I also let them know I would 
be available ir! the ICU for any questions every morning and evening. 

I D A m :  12/06/10 
TIME: 2214 
USER: N C 2  
EVENT: section 3 of r epor t  edited through PREVIEW (PC11 
OR1 GTNAL.: 

I 

EVENT: sectian 3 of repor t  edited through PREVIEW (PC11 
Q R I G X N U  : 
line and central line, Also, it should be noted that the anesthetic record is 
a record t h a t  is extremely densely packed with information in a small area and 
it i s  often difficult t o  describe everything tha t  you wish to describe 
accurately in such a tiny space, so this is why I am adding the addenilum to the 
anesthetic record. 



DEPmWEW: D 
REPORT t 12 D4 - 0.0 12 ;FIROG NOT73 

DATE: 12/06/10 
TTm: 2220 
USER: KDC2 
EVENT : report printed on D-MRLJ1 

M T E :  92/07/10 
TLME: 0715 
USER: KLC17 

DATB: L2/Q7/20 
TIMEI:: 1414 
USER: KbC2 
FVEN%: section 4 of report edi ted through PREVIEW (PC11 

informed tha t  cardiac arhest  and death are rare events but. do rarely ,oCcus. 
we also discussed the unlikely potential for post operative ventilation on a 

DATE: 12/07/10 
TIME: 1414 
USER: KDCZ 
EVENT: section 3 of report edi ted through PliEVIEW (PC11 
ORJGINA3;: 
at increasing heart rate  f o r  the proceedure using atropine was abandoned. Near 

DATE: 12/07/10 
TIME: 1414 
USER: mca 
EVENT: aection 3 of report edited through PREVIEW (PC91 
DRZGXNAL : 



DELhCbNESS ORDER E 
REPORT' S AUDIT 

PAGE 5'1 

BP=97/53. About 75 m l s  of clear yellow f l u i d  was suctioned f rorn the patients 
stomach and the oral cavity suctioned a d  cleared of any secretions af ter  which 
.the patient was extubated. 

S a t e  at thar time femained at 98%. Respiratory rate wag assisted at 8-lzbpm, 
spontaneous ticial volumes remained inadequate at about 275m16 to 4 0 0 unassisted 

suctioned f ram, the p 
of any secretions a£ was extubat ed . 

D A m :  12/07 f 1 0  
TIME: 1414 
USER: XDC2 
EVENT: section 3 of repor t  ed i t ed  through PREVIEW (PC11 
ORZGINJXL : 
92% i n t o  the 7 0 s  and 60s. 1 prepared to emexgently reintubate the patient  after 

92% .into the 7 0 s  and 6D 

DATE: 52/07/10 
TImt 1414 
USER: KDC2 
EVENT: sectian 3 of report edited through PRFVIEW {PC11 
ORZGXNrn : 
lumens and run wide open. 

was added to the peri 

DATE: 2 2 / 0 7 / 2 0  
TIME: 1414 



S ORDER EWTRY * 
REPORT'S AUDIT TRAIL 

2 '22;0'4 - .Q fj'S2 ,j$Jm 

ough REVIEW (PCI) 
ORIGINAL : 
Vasopressin 40U, atropine .4mg IV and 1 lvnp of bicarb. All susequent 
medications were also given through the r i g h t  IJ c a t r a l  l i ne .  More CPR s t a f f  
were added and assisted with CPR by trading off e v e q  3-2 minutes. 

EDITED : 
vasoplessin 400, atropine .4mg IV, 1 Amp of bicarb, and ( 2  ) Img epinephrine 
syringes were g i v e .  All subsequent medications were also given through the 
riaht XJ central line. More CPR staff were added and assisted w i t h  CPR by 

DATE:: 22/07./10 
TLME: 1414 

I USER: KDC2 
EVENT': section 3 of report edited through PREVrsW ( P C I )  

of 99%. Hemoglobin 15 and hematocrit 45. Potassium was 4.5., sodium 143, 
I 

3ATE: 12/09/10 
1 TIME: 1414 

USER: KDC2 
section 3 of report ehited t luough PREVIEW (PCI)  

ORTGINF4 : 
return af a brady rythm of 24bpm and no BP. CPR resumed, lidocaine lDOmg w a s  
given md blood press-ares increased in to  .the 94-97/28-40 range, Sats soon 
increased to '94-97% and ETC02=60 initially and then declining to 28-.32. 
Asystole was never seen Buring the conduct of CPR. 

esumed, lidocahne ZOBrng! 
ven and blood pressures 

a t s  soon increased 

DATE: 12/07/3-0 
TIME: 1414 
USER: ICDC2 
EVENT: sectian 3 of report edited through PREVIEW ( P C I )  

I ORIGINAL: 

DATE: 12/07/10 



DmCDNESS ORDER ENTRY ***  LIVE: *** 
REPORT'S AUDIT TRAIL 

ORIEINfiLi : 
Dopamine arrived psiox to isoprotesenol arrival. Dapamine was drawn up int~ a 
2 0  tnL syringe and then administered 2 -3 mL at a time directly into the right 
IJ central Line. Bicarb 2 amps ~v w e r e  given over 5 minutes. Three medication 
drips were now running. Amiodarone at img/min, epinephrine 5omeg/min and 

TIMZ: 1414 
USER: KDC2 
EVENT: section 3 of report edited through PREVIEW { P C I )  

T o t a l  bicarb amps not reflected on the anesthetic record were 6; the record 

10 z.23 Arterial blood gas values are p H  6 . 7  0 7 ,  pCO2 130.6, p02 110.4, bicarb 16, 
base excess - 2 2 . 5  with a sa t  of 9 0 . 8 %  Hemoglobin 13.9 and hematocrit 41. 
R = 4 . . 7 3 ,  sodium 147 8, calcium 1.5 and glucose 374 - 
Dopamine arrived p r i o r  to isoproteren~l arrival. Dopamine was drawn up into a 
20 mL syringe a 5ml bolus given and then administered 2 - 3  mL at a time directly 
i n t o  the right IJ central line. Bicarb 2 amps IV were given over 5 minutes. 
Additional epinephrine by i m g  syringe was given three more times as a response 
to dopamine had not been seen. ~n additional 2 amps of bicarb was given- 

Transvenous pacing equipment was now in the OR and been prepared for placement. 
Three medication drips were now running. miodarone at lmg/min, epinephrine 1 5 0mcg/rnin and dopamine 2 0rncg/min. 

anesthetic record were 9 - 1 0 ;  &he recor 



RUN 'DATE: 09/.24/12 
REPORT'S AUDZT T U L  

.EWNT,: section 3 ,of report edited .thxottgh PREVIEW (PCZ) 
ORIGINAL : 
 proximately 72 minutes into CPR at approximately 10 : 50, the patient developed 
a sustainable heart rate and blood pressure that continued to steadily improved 
from that time forward. Those i n i t i a l  pressures were in the high 80s and low 
90s systolically, w i t h  heart rates 48-54.  130th progressively increased over 
the following 20 minutes with XI(=60-65 and ~~=140-150/42-44- 

33XTZ: 12/07/2-b 
TIME; 3.414 
USER: KDC2 
~r,ahm: se~c.j.on 3 of r e p ~ r t  edited through PREVSEW (Pcx)  
3RIGIMaL : 
from t ha t  time fonvard. f hose i n i t i a l  pressures w e r e  in the high 80s and low 
90s s y ~ t o l i c a l l y ,  with heart rates 48 -54. 130th progressively increased over 
the following 20 minutes with HR=60-65 and BP=I~O-150/42-44. 

The drips continued, including amiodarone at one rncg per minute, epinephrine 
at 50 m c g  per minute and doparnine at 20 mcg per kilo per minute. Dr. .Hubex- 
arrived just following the arrival of the ~cho Tech, the echo probe was placed 
and the evam was performed. The findings can be found in the medical record in 
further detai l ,  but there were no focal  segmental defects, both atria were 

lly enlarged with no significant valvular abnoma~i t i es .  The heart was 
globally depressed, however, but by the time we were ready to leave the 
operating room, the ejection fraction had improved from roughly 15-20% to 40%. 
The EICG showed no acute changes and no evidence of injury.  There was obviously 
a bradycardic rhythm and there was a junctional rhythm-with nonspecific ST and 
T-wave changes. 

EDITED : 
from that time forward. The pa t ien t  at t h i s  time s t i l l  require 2 - 3  ml boluses 
of dopane to main t a in  acceptable blood pressures. Those initial prefisures were 
in the high 80s and low 90s systolically, w i t h  heart rates 48-54. Both 
progressively increased over the following 20 minutes with HR=60-65 and 
BP=140-550/42-44, Sats had 



DEACONESS ORDER ENTRY * * * LIVE * * *  
REPORT'S A,IfDIT TRAIL 

USER: XBC2 
EVENT: section 3 of report  edited through PI(EV~EW ( P C ~ )  
ORXGXNAL : 
The EXG showed ne acute changes and no evidence of injury. Tkt?re was obviously 
a bsadycaL-dic rhythm and there was a junctional rhythm with nonspecific ST and 

EDITED: 
The I2 lead EKG showed no acute changes and no evidence of injury. There was 
obviously a bradycardic rhythm and there was a junctional rhythm with 
nonspecific ST and T-wave changes. 

I 

TIM1E: 1430 
USER: KDC2 

I USER: K5C2 
EVENT: section 3 of report edited through PREVIFW (PCI) 
ORIGINAL : 
at increaeing heart rate f o r  the proceedure was abandoned. N e a r  
the end of Lithotrypsy the patients t r a in  of four was verified as 4 / 4 .  
Neostigmine 2mg with .4mg of glycopyrolate was administered as a precautionary 
measure to minimize the chance of any residual paralytic effect.  The procedure 
continued unintermpted with the heart rate remaining in the 5 8 - 6 4  range for 
the duration of Lithitrypsy . 

EDITED : 
at increasing hear t  rate f o r  the proceedure was abandoned. Near the end of 
Lithotrypsy the  patients train of four was verified as 4 / 4 .  Neostigmine 2mg 
with .4mg of glycopyrolate was administered as a precautionary measure to 
minimize the chance of any residual paralytic e f f e c t .  The procedure continued 
uninterrupted w i t h  the heart rate remaining in the 58-64  range for the duration 



USEX: mcz 
EVENT: ~ e c t i o n  3 of report edited through PREVIEW (PC1 1 

I ORIGLNAIi t 
92% into the 30s and 60s. I emexgently reintubate the patient after  
t h e  adrninistrarlon of 2 0 0  mg, of succinylch~line, 1 0 0  mg of prapofol, 
epinephrine 5OOmcg and atropine doomcg. A pulse was searched fo r  and not 
f 0md. Pulseless electrical activity was obvious , EKG showed bradycardia at 
3 2  bpm then 24bpm. The remaining 500mcg of epinephrine was then administered 
and flushed through the I V  tubing immediately followed by another img of 
epinephrine- CPR was immediately started and the Code cart brought to the 
room. IV f l u i d s  were running wide open, positive pressure bag mask 
~en t i l a t i 0L l  was done without dif  f i m l t y  w i t h  o r a l  air way in place. Dr. Xing 
by th i s  moment in time was standing next t o  *me with the Glide  Scope i n  his 
hand. S a t s  had risen with CPR .and bag/m& Tentilatian to 97%. CPR was-  
suspended for 2 0  seconds to accomplish i n tuba t i on  Rescue medications had no 
a f f e c t  on HR as it remained in 20s and no pulse was palpable. Blood  pressure 
cuf E continued to search f o r  a pressure. 

E D I r n D  : 
92% into t h e  7 0 s  and 60s. 3 emexgently r e in tuba te  the patient after t h e  
a d d n i s t r a t i a n  of 2 0 0  rng of succinylcholine, 100 mg of propofal,  epinephrine 
5OOmcg and atropine 4Oorncg. A p l s e  W ~ B  ~earched for and not found, P u l s e l e s s  
electrical act ivi ty  was obvious. EKO showed bradycardia at 32 bpm then 24bpm. 
The remaining 500mcg of. epinephrine was then administered and flushed through 
the I V  tubing immediately followed by another i m g  of epinephrine. CPR was 
.i-mmediately started aria the Code c a r t  brought to the  room. I V  fluids were 
w i n g  wide open. ~ositive pressure bag mask ventilation was done without 
d i f f i cu l ty  with oral ai r  way in place. Dr. King by this moment in t i m e  was 
standing next t o  me with the Glide  Scope i n  his hand. Sats had risen with CPR 
and bag/mask ventilation to 97%. CPR was suspended for 2 0  seconds to 
~ccomplish intubation. Rescue medications had no a£ f e c t  on HR as it remained 
in 20s and no pulse was palpable. Blood pressure cuff continued to search for 

DATE: 12/07/10 
TIME: 2450 

I USER: ICDC2 
pVENT: sec t ion  3 of report edited through PREVXEW (PC11 

EDITED : - -  - 7 %in I i t - - r c \ r ~  O£ 
Dx. King was successful in placing a Lert remosaL CELLLLCLA &..- ------ - -  

IV fliud were hung and ~ u r l  wide open, 



I 
RUN DATE: 0 9 / 2 4 / ~ 2  

1 RT%N TIME: 1045 
RUN USER: DLC7 

DXPmWNVk; D 

Additional epinephrine by lmg syringe was given three more  times as a response 
to dopamine had not been seen. m additional 2 amps of bicarb was given. 

epinephxine bag. A t m p i n  

. I DATE: 12/07/10 
TIME: 145.0 
USER: XDC2 
XVENT: sect ion 3 of report edited through PREVIEW (PC11 
ORIGINAL : 
Transvenous pacing equipment was now in the OR and been prepared for placement. 

DATE: 12/07/10 
TXME.: 1450 
USER: KDC2 
EVENT: sect ion 3 of report edited through PREVIEW ( P C I )  
O R I G l N A f i  : 
Approximately 73 minutes in to  CPR at  approximately 10:5O, the patient developed 
a sustainable heart rate and blood pressure t ha t  continued to steadily improved 
from tha t  t i m e  forward. The patient at this  time s t i l l  require 2 - 3  ml boluses 
of dopane t o  maintain acceptable blood pressures. Those in i t ia l  pressures w e r e  
in the high 8 0 s  and l o w  90s sy s t a l i c a l l y ,  w i t h  heart rate6 48-54.  Both 

progxes~ively increased over the following 20 minutes with HR=60-65 and 
B~=140-150/42-44. Sats  had 

I : :::Lon 3 of report  ed i t ed  through PRFVIEW (PCI) 
OkIGjCXrn: 

of dopane to main . Those i n i t i a l  pressuves were 



, RUN TIME: 1045 REPORTJ S AUDIT T W L  

~~=ld0-150[42 -44. Sats .had 

uwlb .Law . 
from that time forward. The patient at this time st i l l  require 2- 
of domarnine to maintain acceptable blood pressures. Those initial 
were h the high 00s and l o w 9 o s  systalically, with heart rates 40 
progressively increased over the following 20 minutes with HR=60-6 
BP=140-150/42-44. Sats had remained 92-97% will waE; CPR in progre 
t idal  C02 leveled off into the 4 0 s  with occasiona3 50s to high 60s 

3 ml boluses 
pressures 

-54 .  '~0th 
5 and 
. s s .  End 

seen. 

DATE: 12/07./20 
TIME; .I450 
USER: KDC2 
EVENT: section 3 of report edited through l?REVIEW (PCX) 

EDITED : 



CONESS O R D m  
~ P O R T i  S AAUBT TRAIL 

TIME : 1512 

DATE: 12/07/10 
TIME; 1515 
USER: M1X=2 
EVENT: section 3 of report edited through PREVIEW ( P C I )  
ORIGINAL : 
66 -veax-old male here for cystascopy, ureteroscbpy and G t e ~ ~ c  p----II.---- ----- - - 

by extxacoqoreal shock wave l i thotrlrpsy. 

I DATE: 12/07/10 
1 TIME 1 1535 

USER: KDC2 
EVENT: geetian 3 of r e p o n  edited through PREVIEW (PCI) 

Obese 66 year old male in no acute distress. Hieght:  5'9" Wieght: 104 KG ( 2 3 0  

Morbidly obese 66 year old male in no acute distress. Hieght: 5 ' 9 "  Wieght: 104 
KG (230 LBS) 



RUN DATE: 09/24/12 DEACONESS ORDER 
RUN TXPIE: 1045 REPORT'S AUDIT TRAIL 

TIME: 1519 

TSME: 1519 
USER: XDCZ 

DAm: 1 2 f 0 7 / ~ 0  
T&m: 153-9 
USER: I';DC2 

, DATE: 12/07/10 
TIME: 1823 
USER: KDC2 

: section 3 of report  edited through P 
NTAL : 

---Li d -L c, 

I 
,t,VLUiuLY 56-jj-e~2--31d here f sr cystssc~py, niet&-sstzpy and stzY2.t pl~~Sii'Ei2t 
foalbwed by extracouposeal shock wave l i t  

morbidly obese 06-7rear-aLd male here f o r  cystascopy,  ureteroscopy and stent 

DATE: 12/07/~0 
TIME: 1823 
USER: XDC2 
EVENT: sect ion 3 of report  ed i t ed  through PREVIEW (PCI)  
ORZGINEUI : 
Morbidly obese 66 year old male in no acuee distress, Hieght: 5 '  P N  Wieght: 1 0 4  

ORIGIN= : 
I to 11 airway. 



DATE: '12/07/10 
TIME: 1.823 
USER: KDC2 
EVENT: section 3 of report edited through PREVIEW ( P C I )  
ORIGINNJ : 
parts of the proceedure that would each negatively impact his &ility to 
ventilate adequatly on his own. And finally the potential fo r  a lengthy 
proceedme f o r  which success depended on the patients ability to hold still. 
'e discussed t h a t  while oftea times patients can just have sedation anesthesia 

EDETED : 
parts of the procedure t h a t  would each negatively impact his ability to 
ventilate adequately on his own; Fin&lly the  potential f o r  a lengthy . 

rocedure,  for which success depended on the patie 

USER: KErC2 
EVENT: section 3 of r e p o r t  edited through PREVIEW (PCI) 
O R I G I W  : 
that Would place further pressure on his enlarged abdomen, that would then 

This would then 

.DATE: 12/07/30 
TIME.: 1823 
USER: RDC2 
EVENT: section 3 of report  e d i t e d  through PREVTEW ( .PCI)  
ORIGINAL : 
efforts would l i k e l y  become weaker and he would have difficulty taking adequate 
breaths to stay properly oxygenated, 

weaker and he w o u l d  have difficulty taking 



DEACONESS ORDER y * u *  ~ g v ~  ***  

I u9m: mcz 
EVENT: section 3 of report edited through 'PREVIEW (PC11 
ORIGINAL: 
informed that caxdiac arrest and death are fwe events but, do rarely occur. 
We a l ~ a  discuesed the unlikely potential  for post operative ventilation on a 
ventilatar.It was also  discussed that during the procedure he would be given 
madicationa t o  make him camfortable for w h e n  he awakens from surgery and a l s o  
medication to prevent postoperative nausea and vomiting. I also made him awa 
tha t  someone would be wi th  him at all times postopemtively so that if he 
should experience any discomfort or nausea he could simply let us h o w  and we 
would take the necessary measures to make him comfort&le- The patient  

DICTED : 
informed that  cardiac arrest death are rare events b u t  can occur. We 
also discussed the unlikely potential for requiring post -operative ventilation 
on a ventilator. It was also discussed that during the procedure he would be 
given medications to make him comfortable for when he awakens from surgery and 
also medication to prevent postoperative nausea and vomiting. 1 also  made him 
aware tha t  medical staff would be with him at all times postoperatively so that 
if he should experience any discomfort or m u  

NT: section 3 of report edited through PREVIEW (PC11 
ORIGINAL : 
After r h e  patient was asleep, with cir icoid pressure, an oral airway was placed 
m d  the patienc was bag masked ventilated without difficulty., after  which a MAC 
3 blade was used to -attempt to visualize the vocal cords. The . T i r s t  2 attempts- 
weze br ief  and only revealed the  t i p  of the epiglo t t i s .  Sats remained at 99% 
and the pa t ien t  was bag mask ventilated without difficulty for another 3 0  
SeCond~. The Glide Scope was requested. A ~ougie was placed through an B . 0  
endotracheal tube and the MAC 3 blade was used ofice again. The patient was 
~ ~ ~ D e s B f u l l y  intubated with the 8 . 0  endotracheal tube.  The endotracheal tube  
cuff was inflatad and ET tube attached to the anesthesia circuit followed by 
verification of positive end tidal CO2=34 and positive bilateral breath sounds 
being equal. Sats remained at 99% with a end t i d a l  C02=34 and a HR=68. The 
endotracheal tube wag secured at 2 1  cm at the t e e t h  and oral  airway placed back 
in the patients mouth. The Glide Scope arrived and remained in the room. 

EDITED : 
After the patient was asleep, w i t h  cricoid pressure applied, an oral airway w a s  
placed and t he  patient w a s  bag masked ventilated without difficulty, a£ ter 
which a MAC 3 blade was used to attempt to visualize the vocal cords. The 
first 2 attempts were brief and only revealed the t i p  of the epiglottis. Sat6 
remained at 99% and the patient was bag mask ventilated without difficulty for 
another  3 0 seconds. The Glide Scope was requested, A Bougie was placed 
t e MAC 3 blade was used once again. The 



NESS O D E R  ENTRY *** 3-1 

O endotracheal tube. 

ed back in the patients mouth. The ~ l i d e  Scope arrived and 

TZM33: 5.823 
USER: 3U3C2 

This part of the proceedure progreeaed uneventfully with v i t a l  signs remaining 

EIJ52%D : 
This par t  of the procedure progressed u 

DATE: .12/07/10 
I TIME: 1.823 

USER: KDC2 
EVENT: s e c t i o n  3 of report edited through PREVIEW (.PCI) 

RIGIN6iZI : 
r'ollowing cystoscopy, the patient was returned to the head of the bed. 
A prone pillow placed on the patients face, the anesthia circuite b r e i f l y  
disconected and the pat ient  then turned to the prone position w i t h  a l l  monitors 
remaining i n  place. The ane~thesia circuit wag reconnected and b i l a t e r a l  
breath sounds were once again verified, as was positive end tidal C02.  Vital 
signs were stable through this process of turning the patient to the  prone 
position. The patients face was checked regulazly ta verify proper pillow 
positioning, eye clearance and neck alignment- 
Lithotripsy proceeded uneventfully. The patient's heart rate remained in the 
58-64 range. There were 3 attempts to raise the patients heart rate slightly 
t o  reduce the time of lithotripsy and t h i s  was done by administering 100 mcg of 
atropine. However, no heart rate change was ever abserved and fur ther  attempts 
at increasing heart rate for the proceedlire was abandoned. Near the end of 
Lithotrypay the patients t r a i n  of four was verified as 4/4. Naostigmine 2mg 
with .&mg of glycopyralate was administered as a precautionary measure to 
minimize the chance of any res idua l  paralytic e f fec t .  m e  procedure continued 
uninterrupted with the heart rate remaining in the 58-64 range for the duration 

EDITED : 
Following cystoscopy, the patient was returned to the head of the bed. A prone 
pillow placed on the  patients face, the anesthia circuit briefly disconnected 
and the patient then turned t o  the prone position with a l l  monitors remaining 
in place. The anesthesia circuit was reconnected and bilateral breath sounds 



SalSe the patLents neasr I ; & L ~  bAIYIILAy ---- 
this was done by administering 100 mcg of atropine. However, no h e a r t  rate 
change was ever observed and further attempts at increasing heart rate f o r  the 
proceedure was abandoned. N e a r  the end of hithotrypsy the patients t r a in  of 
iour was verified as 4 / 4 ,  Neostigmine 2mg w i t h  ,4mg of glycopyrolate was 
administered as a precautionary measure to minimize the chance of any residual  
paralytic e f f ec t  . The procedure continued uninterrupted wirh che heart  rate 
remaining in the 58 -64  range for the duration of lithotripsy 

f TIME: 1823 

1 USER: KDC2 
EVELNT: section 3 of report edited through PREVIEW (PCI )  
ORZGIN& : 
began to lasyngospasm once again. Dr. King was called to assist. positive 
Pressure bagjmask ventilation was instituted however, this time the 
laryngospasm was not successfully releived in approximately 15 to 2 0  seconds. 
Noting the pat ien t s  heart rate dropping to 34 and a rapid desaturation from 
92% into the 70s  and 6 0 s .  I emexgently reintubate the patient .after the 
administration of 200 mg of succinylcholine, 100 mg of propofal, epinephrine 
5Oomcg and atropine 400mcg. A pulse was searched for and not found. Pulseless 
lectrical activity was obvious. EKE showed bradycardia at 32 bpm then 24bpm. 
fie remaining SODmcg of epinephrine was then administered and flushed through 
t h e  I V  tubing immediately followed by another img of epinephrine CPR was 
immediately s t a r t e d  and the Code cart brought to the room. IV fluids were 
running wide open. Positive pressure bag mask ventilation was done without 
difficulty w i t h  o r a l  a ir  way i n  place. Dr. Ring by this moment in time was 
standing next to me with the Glide Scope in his hand. Sats  had risen w i t h  CPR 
and bag/mask ventilation to 97%.  CPR was suspended for 20 seconds to 
accomplish intubation. Rescue medications had no affect on Wc as it remained 
in 20s and no pulse was-palpable. ~lood pressure cuff continued to  search f o r  

EDLrnD : 
began to laryngospasm once again. Positive pressure bagjmask ventilation was 
instituted however, this t i m e  the laryngospasm was not successfully releived in 
a~pxoximately 15 to 2 0  seconds. ~oting the patients heart rate dropping to 34 
and a rapid desaturation from 92% into the 10s and 60s .  I administered 200 mg 
of succinylcholine, LOO mg of propofol, epinephrine 5OOmcg and atrapine 40Dmcg. 
Rescue medications had no effect  on HR as it remined i n  the 2 0 s  a d  no pulse 
was palpable. Blood pressure cuff continued to search for a pressure. 
Pulse l e s s  electrical activity was obvious. EKG showed bradycardia at 32 bpm 
then 24bpm. The remaining SOOmcg of epinephrine was then administered and 
flushed through the IV tubing immediately fallowed by another lmg of 



ORLGINAZ : 
Dr. King handed me the Glide Scope an8 upon instrumenting the airway I k n e w  a 
lUger  blade was need. Dr. King had the larger blade in his hand and 
instrumented the airway and eas i ly  inruhated the pa t i en t  with a $ . O m  
endotracheal tube. The  ET tube mf f was inf lated,  posi t ive mC02 verif ied,  no 
pulse found, HR=24 and CPR resumed. Epinephrine 3mg and atropine . 4  mg were 
given IV and flushed through. positive ETC02=24 then rising to 4%-50 and back 
down into the  high 20s with contimed CPR. Bila tera l  breath somas w e r e  
verified. Initial Sat=53% with the resumption of CpR.  The ET tube was secur 
at 21cm at the teeth,  Ventilator was set at 20bpm with TV1850-900. Sats 
quickly rose back i n t o  t h e  90s and leveled of a t  92-94% with ongoing CPR. 

E D I m D  : 
CPR Wag immediately star ted and the  Code cart brought to the room. After 
arrival of t he  Coae cart, clefribillator pads were placed as was the paces pad, 
Dr. King wa6 called to the room. Sv fluids were running wide open. Positive 
pressme bag mask ventilation was dane without difficulty with o r e l  air way in 
place, Sats had risen with CPR and Saglmask ventilgtian to 97%. I inserted 
the Glide Scope size 3 blade, gained a Grade III view (epiglottis only) an8 - 
moved to intubate, but found a poor view which w o u l d  not facilitate in tuba t ion .  
I removed the  Glidescope Blade to resume bag mask ventilation with oral airway 
i n  p lace .  Ventilations were successful. A f t e r  three breaths,  D r .  King was at 
my s ide with a ready Gl ide  Scope Size 4 blade and rigid J-stylet B.Omm ETT. 
Dr. King instrumented the airway and easily intubated the patient w i t h  an 8.Omm - 

endotracheal tube. The ET tube cuff was inflated;  ETT was secured at 23cm at 
the teeth; positive ETC02 verified; b i la tera l  breath sounds were verified; 
vent i la tor  was s e t  at 2Obpm with TV=85O-900; pulse found; HR=24 and CPF? 
resumed. Epinephrine 3mg and atropine 0.4 mg were given IV and flushed. 
through. Positive ETC02=24 then rising to 48-50  and back down into the high 20s 
with continued CPR. S a t s  quickly rose back into the 90s and leveled of at 

USER: 3U3C2 I EVENT: section 3 of report edi ted through PREVIEW (PC11 

r tech was called ta the room to sssist Dr. 



I prepped- 

EDLTED : 
The Cardiovascular tech. was called to the room t o  getup an ar ter ia l  line 
transducer and perform arterial  blood gas Ult rasound was brought 
to the room to assist  in arterial line placement. Left wrist was prepped in a 
steri le fashion.  Arterial line was placed under ultrar;ound guidance by 
Dr. King during CPR with RN holding the patient s left arm steady. Arterial 
l i n e  placement was verified by positive blood draw back a d  a sample was 
collected far analysis. There was no arterial  line tracing; No p u l s a t i l e  wave 

USER: KDC2 I EVENT: s e c t i o n  3 of repart edited through PREVIm (PC11 
" 1 X G I N U  : 
CPB was suspended and no pulse was found HR=25. CPR was resumed and 4mg 
epi~ephrine and atropine .4mg was flushed through the IV. No mff pressure was 
obtainable and Gats rose back i n t o  the 92-9551 range and ETC02=48-55. I placed 
.a r i g h t  internal jugular  double lumen central venDus catheter without 
di f f  iculky u t i l i z i n g  sterile techneque. IV fluids were attached to both 
lumens .and run wid€? open. -other liter was added to the perif era1 I V .  

USER: RDC:! 

I I EVENT: section 3 of report eax-eea 

syringes were gi 



LNE: 1045 REPORT'S AUTIIT T32AIL 

ed and assisted w r t  

EDITED : 
CPR was suspended following arterial line placement and no pulse W a 6  found 
but HR was observed at 28bpm. CPR was resumed and 4mg epinephrine and atropine 
.4mg was flushed through the IV. Arterial l ine  tracing w a s  consistent w i t k  
chest compressions; Now with an arterial line in place, CPR could be 
optimized and blood pressures were then i n i t i a l l y  seen 68/22 and soon rose to 
90-93/28-34; S a t 6  rose back into the 92-95% range and ETC02=48-55 Right neck 
was prepped in a sterile fashion for right internal jugu la r  double lumen 
central venous catheter. I placed a right internal jugu la r  double lumen 
central venous catheter without d i f f i cu2 ty  utilizing sterile techneque. SV 
f l u i d s  were attached to both lumens and wide open. mother l i t e r  w a s  added 
t o  the periferal IV. Coincident with my placment of t h e  r i g h t  in te rna l  jugular 
central venous catheter, Dr. King had prepped the left groin in a s t e r i l e  
fashion and placed a left femoral double lumen central venous catheter under 
ultrasound guidance. I V  f luias were attached t o  a s ing l e  lumen of the c e n t r a l  

catheter, 

DAm: 12/07/10 
TZME: 1823 
USER: KDC2 
EVENT: sect ion 3 of report  edited through PREVIEW ( P C I )  

EDITED : 
Heart rate was 24 with p-waves &scent then V-tach followed by V-fib was seen 
and d e f i r i l a t e d  at 200J x 2 w i t h  resumption of a hradycardic rythm at 17bpm. 
NO pulse  was found and CPR was resumed. Lidocaine lOOmg w a s  given through t h e  
r i g h t  W central line followed by Vasopressin 40U, atropine .4mg IV, 1 Amp of 
bicarb, and ( 2 )  lmg epinephrine syringes were g ive .  All subsequent medication 
were also given through the r i g h t  IJ central l i n e .  More CPR staff were added 
and assisted w i t h  CPR b y  trading off every 1-2 minutes. 

DATE: 12/07/Y0 
ZILME: La23 



I RUN DATE,: 09/24/12 DEACONESS ORDER ENTRY **" L L V L  

UN TIME: 1045 REPORT'S AUDIT TRAIL 

ORLGINAL : 1 Dr. *as successful in placing a left femoral central line. TWO l i ters  of 1 I v  fliud were hung and run wide open. 

I 
~edications were rapidly being consumed so another drug tray was ordered to the 
room. Now with an arterial l i n e  in place and CPR resumed following the run of 
V-tach/V-fib def ibsi la t ian sequence, CPR c ~ u l d  be optimized and blood pressures 
now were initially seen 68/22 and soon rose to 90-93/28-34. High concentration 
epinephrine from pharmacy was ordered. ETC02=20 -3 0,  Sate increased f r o m  
in i t i a l  post defibrilation values of 62% into the 92-96% range over about 2 
minutes. Pressures drifted, dimn i n t o  the 70s. Epinephrine 2mg x 3 r  Calcium 
Chloride i g  and 2 Amps of sicarb were administered. With on-going CPR, 
pressures increased to 110-112/38-40 for several minutes then to the 135/45 
range fo r  10 minutes. Blood pressures rose as high as 170/100 for  about 45 
seconds. Sats remained 94 - 97% while pressures above 90 were being generated and 
ETCOZ slowly decreased from an eventual high of 78 down into the 42 -44  range. 
CPR was suspended to check f o r  rate, rythm and pulse. HR=32 and arterial blood 
pre8aure f e l l  from CPR levels of 135/45 to 42/12. Transcutaneous pacing failed 
and V-tach then V-fib was seen requiring defibrilation x 2 at 2005 f o r  
return of a brady y t h m  of 24bpm and no BP. CPR resumed, lidocaine loomg, 
afxupine .&rig, Zmg epinephrine and 2 Amps Bicarb was given and blood pressures 
increased over several minutes in to  the 94-97/28-80 range, Sats soon increased 
to 9 4 - 9 7 %  and ETCO2s60 initially an2 the= decl i n ing  to 28-32. 

f 
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0RIGLle;lAE : 
roam. Now with an arterial line in place and CPR resumed following the run of 
V- tach/v- fib def ibrilation sequence, CPR could be optimized and blood pressures 
now were lnitially seen 68/22 and soon rose to 90-93/28-34. High concentration 
epinephrine from pharmacy waB ordered.  ETC02=2 0-  3 0, Sats increased from 
initial pos t  defibrilation values of 62% i n t o  the 92-96% range over about 2 
minutes. Pressures drifted down i n t o  the 7 0 6 .  Epinephrine 2mg x 3 ,  Calcium 
Chloride lg and 2 Amps of sicarb were administered. W i t h  on-going CPR, 
pressures increased to 110-112/38-40 for several minutes then to the  135/85 
range f o r  10 minutes. Blood presmres rose as h igh  as 170/100 for about 4 5  
S B C Q ~ ~ ~ .  S a t 6  remained 94-979- while pressures above 9 0  were being generated and 
ETCCl2 slowly decreased from an eventual high of 7 8  down i n to  the 42-44 range. 
CPR was su~lpended to check for rate, rythm and pulse. HR=32 and arterial blood 
presgure f e l l  from CPR levels of 135/45 t o  42/12, Transcutaneous pacing failed 
and V-tach then V-fib was seen requiring def ihrilation x 2 at 20OJ for 
r e t u r n  of a brady xythrn of 24bpm and no BP. CpR resumed, lidocaine lOCmg, 
a'tr~pine Amg, 2mg epinephrine and 2 Amps Bicarb was given and blood pressures 
increased over several minutes i n t o  t h e  94-97/20 - 4  0 range, G a t s  scmn. increased 
to 94-97% and ETC02~60 i n i t i a l l y  and then declining to 28-32, 

 systole was never seen during the conduct of CPR. 

EDITED; 
room. High concentration epinephrine from pha 

CY ordered - ETC02=i0- 3 0  S a t s  increased from initial post def ibyilation values of 62% into the 92-96% 
range over about 2 minutes. Pressures drifted down into the 706. Epinephrine 
2mg x 3 ,  Calcium Chloride lg and .2 Amps of Bicarb were administered During 

'CPR, the arterial l i n e  pressures were observed to be 110-.112/38-40. CPR was 
ha l t ed  and pa t i en t  obeerved t o  have a junctional rhythm 30bpm which with in  
seconds deteriorated to ventricular tachycardia and f ibrillati 011. patient  w a s  
defibrillated with 2 0 0 5  which resulted ,in a sinus -rhythm around 5Obpm w i t h  
several minutes of blood pressures in the 135/45 range for 1 minute then rose 
as high as 170/100 far about 45 seconds. sats remained 94-97% while pressures 
above 90 were being generated and. ETCOZ slowly decreased from an eventug1 hhigh 
of 78 down into the 42-44 range. Due to sinus rhythm and adequate pre~isures at 
t h e  time, Dr. Xing left the room to resume his clinical respons ib i l i t i e s  



RUN DATE: 09 /24 /12  DEACONESS O D E  
RUN TIME: 1045 REPORT' S AULlJT TRAIL 

EDXTED: 
The patient'. heart rate then dropped into the 30's bpm, pressures also fell, 
and CPR was then zesumed, The following medications were given: lidocaine 
100mg, atropine O.4mg, 2mg epinephrine and 2 Amps Bicarb was given and blood 
pressures increased over several minutes into the 94 -97120-4 0 range, Sats soon 
increased t o  94-97% and ETCO~E(;O initially 2nd then declining to 25-32. With 
these vitals, we began transcutaneous pacing which failed to pace. Then V-tach 
was observed which was followed by V- f ib requiring defibrillation x2 at ZDOZ 
f OX n 3 t U . n  of a bradycardic rhythm of 24bpm witbout BP. 

1 : section 3 of report edited throuc 

ORIGIN= : 
nopamine arrived prior to isoproterenol arrival.  Dopamine was drawn up i n to  a 
2 0  mL syringe a 5ml bolus given and then administered 2 - 3  mL at a time .directly 
into the r i g h t  IJ central line. Bicarb 2 amps I V  were given over 5 minutes. 
CPR was stopped several times to check for rate, r y t h m  and pulse. Interspersed 
between checks additional epinephrine by 1mg syringe was given three more times 
as w e l l  as epinephrine drawn up into syringe from the high concentration 
epinephrine bag. Atropine .4mg and an additional .2 amps of bicarb was given. 

EDITED : 

TIME: 1823 



~ U L U  U-AIII. u _I./ 4T / - -- -- - - . - - . 

RUN TIME: 1045 WPORT' S AUDIT TRAIL 

USER t XDC2 
EVENT: ecction 3 of report edited through PREVIBW ( P C I )  
O I I & G I N a  : 
TXansWnous pacing equipment was now in the OR and was prepared for placement. 
T h r e e  medication drips were now =ing, hio&xane at lmg/min, epinephrine 
5Omcg/rnin and dopamine 20mcgjmin. 

I DATE: 12/07/10 
TIME: 1823 

I USER: KDG2 
EVENT: section 3 of report edited through PREVIEW (PCT) 
ORIGINAL : 
as well as epinephrine drawn up into syringe from the high concentration 
epinephrine bag. Atropine .4mg and an additional 2 amps of bicarb was given. 

Transvenous pacing equipment was now in the OR and was prepared f o r  placement. 
Three medication drips were now running. miodarone at img/min, epinephrine 
50mcg/mir? and doparnine 2 ~rncg/min. 

Total bicarb amps not reflected on the anesthetic record were 9-10; t h e  record 
Only shows 4 .  There is another inconsistency i n  the written record in my 
anesthesia CPR events note, I wrote a page and a half note and t he  
inconsistency is in the arrival sequence of Dr. King. ~y note  actually talks 
&Out him a r r iv ing  an8 s t a t i n g  the A-line and f e m ~ r a l  centrdl  line, when in 
fact he arrived and did place the 8 - 0  endotracheal t u b e  and then placed the ART 
line and central line. 

EDITED : 
a s  well as epinephrine 6ram up in to  syringe from the high concentration 
epinephrine bag. Atropine 0.4mg and an additional 2 amps of bicarb w a s  given. 



REPORT'S AUDfT 

I SOmcg/min and dopamine 20mcg/min. 

DATE: 12/07/.10 
TIME: L823 
USER: KDC2 
EVENT; section 3 of report edited through PREVIEW (PCfj 
OBIGfNAt : 
a sustainable heart rate and bLaod pressure that continued to steadily improved 
from that time forward. The patient at th i s  t i m e  still require 2-3 ml boluses 

E D I r n D  : 
a sustainable heart ra te  
fram C h a t  time fomrd.  

IIA?'E: 12[07/10 
TIME: 1823 
USER: XDC2 
ENENT: section 3 of report edited thraugh P W I E W  (PC11 
DRIGrnAL : 
8P=140-150/42-44. Sats had remained 92-57% will was CPR in progress. End 

EBI'TZD: - - -  

BP=140-150/42-44. Sats had remained 92-97% a s  CPR was i n  progress. End 

EVENT; section 3 of report edited through PRFVIEW (PC11 
ORIGINAL : 
The drips continued, including amiodarone a t  one mcg per minute ,  epinephrine 
at 50 rncg per  minute and dopamine at 20 mcg per kilo per minute.  D r .  Hubex 
arrived j u s t  fol lowing the arrival of t h e  Echo Tech, the echo probe w a s  placed 
and the exam w a s  performed. The f indings  can be found in the medical record in 
further detail, b u t  there were nD focal segmental deiects, both atria w e r e  
equal2.y enlarged with no significant valvular abnormalities. The heart was 
globally depressed, however, bu t  by the time we were ready to leave the 
operating room, the ejection fraction had improved from roughly 15-208 to 40%. 
The 12 lead EKG showed no acute changes and no evidence of i n ju ry .  There w a s  
0bV'iously.a bradycardic rhythm and there was a junctional rhythm w i t h  
nonspecific ST m d  T-wave changes. 



EDITED : 
The drips continued, including amiodarone at lmcg per minute, epinephrine 
at 5Omcg per minute and dopamine at 20mcg per kilo per minute. D r .  Huber 
arrived just following t h e  arrival of the Echo Tech, the echo probe was placed 
and t h e  exam was performed. The findings can be found in the medical record in 
f u r t he r  detail, but there  were no f o c a l  segmental defects ,  both atria were 
equally enlarged with no significant valvular abnormalities. The heart was 
globally depressed, but  by the time w e  were ready to leave the operating room, 
the e j e c t i o n  fraction had improved from roughly 15-20% to 40%. The 12 lead EKG 
showed no acute changes and no evidence of injury. There was a bqadycardic 
rhythm and it was a junctional rhythm with nonspecific ST and T-wave 

TIME: 1823 
USER: KDC2 
EVENT: section 3 of report edited through PREVIEW (PC11 
ORSGINU : 
Later in the day I met with the family, specifically the patients wife, one of 
the daughters and her significant other and discussed in detail the events of 



RUN DATE: 09/24/12 DEACONESS ORDER * " r i  L I ~  *** 
RUX TIME: 2045  RESORT'S AUDXT Z'RAIL 

;REPDRT: 3 2 0 4 - D 0 L 2  FRQE NOTE 
: DX976B90B ChONmGm,GL;EN A 

L a t e r  in t h e  day I met w i t h  the family, specific t t  s w i f e ,  one of 
the daughters and her significant other and disc 

DATE: 22/07/10 

DATE: 12/07/10 
Tim: 1843 
USER: ECDC2 

A :  12/07 /23  
TTME: 1935 
USER: KDC2 
y.rmrvpr, . v u , ~ .  sectim? 3 of report edited through PREVLEW (PC11 
J R S G I X U  : 
perioperative period. I meet the patient an the morning of 12/01/2010 in t h e  

DATE: 12/07/10 
Tim: 1935 
USER: mc2 - 

E : sec t ion  '3 of report edited through ~PRFVIEN (PC11 
ORIGINAL: 
history of Obstructive sleep apnea. We did  admit to some occasional acid 

I EDITED.: 
history of obst ruct ive  sleep apnea. H e  did admit to some occasional acid 

DATE: 12/07/10 
TIME: 1935 
USER: KDC2 
E : section 3 of report  edited through 'PREVIEW (PC11 
O R X G I U a  : 
Morbidly obese 6 6  year old male in no acute distress. Height: 5' 9" Weight: 104 
KC 1230 LBS) 
HEENT: The pa t i en t  had the Sollowing dental ,work: 
Crowns, caps and bridges. Airway exam revealed normal extension with a class 
J airway. 



E *.** 
RUN TLMIE;: 1045 

PAGE 75 

Height: 104 Ke (230 LBS) 
HEGNT : The patient had the following dental work: Crowns, caps and bridges - 
Airway exam revealed normal extension with a class I airway. 

U6ER t KDC2 
EVENT: section 3 of report  edited through PflEVIEW (PC11 
ORXEXRAZ: 
endotracheal anesthetic be done in order for the proceedure to safely proceed; 
Other factors also discussed were patient positioning for the t w o  d i s t i n c t  

I EDITED: 
. - 7 _ -- r-- ~ L A  nvmr~edure to ~;afely proceed; 

DATE : 12 / 0 7./10 
Tim: 1935 
VSER: mc2 I EVENT: sect ion 3 of report  edited through PREVIEW (PCI) I O R I G I N U :  
Y e a r t  rate rose breif ly f ollowix~g intubat ion from the high 6 0 s  i n to  the m i d  to 
ligh 70s, and b r i e f l y  after a few minutes of anesthesia touche6 90 t h e n  

USER: KbC2 
XVENT: section 3 of report edited through PREVIEW (PCI) 
O R I G r n U :  
proceedure was abandoned. Near the end of Lithotrypsy the patients train of 
four Was .verified as 4 /$ . Neostigmine 2mg wi th  .4mg of g l y c a p p ~ l & t e  was  

ED2 TED : 
procedure was abandoned. Near the end of ~ithotryp 

. . -  ,, .- - L > - - - h  ,,,."PI TLl.i+,., Q ,$ I fou r  was verified as 4 /4 .  ~ e o s r ; ~ y u ~ ~ ~ ~ c :  - Al r ry  ..-. ..-- - - - - - -  

DATE: 2 2 / 0 7 / 1 0  
TIME: 1935 
USER: KDC2 
EVENT: section 3 of report edited through PREVIEW ( P C I )  

1 ORIGINAL: 
the proceedure . 
Ventilator respiratory rate was decreased from 10 to 8 ,  and t i d a l  volumes 
remained at 700-750mls. End tidal C02 levels rose into t he  low 40s over t w o  
min~tes and the anesthesia machine placed on bag a d  the pa t ien ts  ventilations 
. . 

1 As emergence proceeded, the patient became graaualiy L ~ I U  

I assisted f o r  another 3 minutes. 
->.-- I I *, --re and me 



 sat^ at that time remained at 98%. ~espiratory rate was assisted at 8-12bpm, 
spontaneous t i d a l  volumes remained inadequate at about 275mls to 4 0 0  unassisted 
(TV=750-850 assisted), and heart rate continued below 60 at roughly 56-58, 
blood pressure by cuff was 97/53. The nurses a d  I verbally continued to 
seassure t he  pat ient ,  that everything was going well, that he was just waking 
up from surgery and to l a y  s t i l l  so tha t  he would not hur t  himself ox p u l l  his 
endotracheal tube out  prematurely. This w e n t  on f o r  approximately 2 more 
 minute^, at which point the  patient started demonstrating a stable pa t te rn  of 
respiratioas and t ida l  volumes with good sats and acceptable C 0 2 .  The patients 
tidal V C ~ ~ U ~ ~ S  were now 750  to 1 1 5 ~  with a rate af 18-24, Satsz98%, end t i d a l  
C02=38-42, HR=48 and ~ ~ = 9 7 / 5 3 .  U o u t  75 mls af clear yellow fluid was 
suctioned from the patients stomach and the ora l  cavity suctioned and cleared 
of any secretions after which the patient was extuhated. 

EDLTED : 
the procedure. ventilator respiratory rate was decreased f r o m  10 to 8, and 
tidal volumes remained a t  7Do-750mls. End tidal Ca2 levels rose i n t o  t h e  low 
405 over t w o  minutes and the anesthesia machine placed on bag and the patients 
ventilations assisted f o r  another 3 minutes. As emergence proceeded, the 
patient became gradually more and more restless, requiring 3 nursing s taff  to 
restrain h i m .  This was done so that  the endotracheal tube would not be 
prematurely dielodged from the trachea and a l s o  to prevent the patient from 
injuring himself. The pat ient  was verbally reassured t ha t  surgery was over and 
he needed to remain s t i l l  and take deep breaths. Gats at that  time remained at 
90%.  Respiratory rate was assisted at 8 - 12bpm, spontaneous tidal volumes 
remained inadequate at  about 275mls to 400  unassisted (TV=950-850 assisted), 
and heart rate continued below 60 at roughly 56-5 '8,  blood pressure by cuff was 
9 7 / 5 3 .  The nurses and I verbally continued to reassure the patient, that 
everything was goi~lg well, that he was just waking up from surgery and to lay 
still so that he would not hurt  himself or p u l l  his endotracheal -tube out 
prematurely. This went an f o r  approximately 2 more minutes, at which point the 
patient started demonstrating a stable pattern of respirations and tidal 
volumes with good Eats and acceptable ~ 0 2 .  The patients t idal  volumes were now 
750 to 32-50 with a r a t e  of 18-34, Sats=98%,  end t i d a l  C02=38-42, m=48 and 
BP-97/53. Uaut  75 mls of clear yellow fluid was suctioned from the p a t i e n t s  
~tottX%C!h and the oal cavity suctioned. and cleared of any secretions after which 
the patient  was extubated, 

I 
DATE: 12/07/10 
TIME: 1935 
USER: KDC2 
EVENT: ~ection 3 of report edited through PREVIEW (PCI) 
OR1 GIN& : 
instituted however, this time the laryngospasm was not successfully releived in 
approximately 15 to -20 seconds. Noting the pat ien ts  heart rate dropping to 34  
2nd a rapid desaturation from 92% into the 70s  and 60s. I administered-200 mg 



RUN TIME: 1045  

DATE: 12/07/10 
TWE: 1935 
USER: ,mC2 
E : section 3 of report  edited through PRFVXEW (PcI) 
ORZOINAL ; 
i n  place. Ventilations were successful. After three breaths, Dr. Xing w8s at 
my side with a ready Glide Scope size 4 blade and rigid J-stylet 8 .  Omm ETT. 
Dr. King instrumented t he  airway a d  easily intubated the patient w i t h  an 8.Omm 
endotracheal tube. The ET tube cuff was inflated; ETT was secured at 23cm at 
the teeth; posi t ive  ETCO2 ver i f i ed ;  bilateral breath sounds were verified; 
ventilator was set at 2Obpm with TV=85C1-900; nD pulse found; HR=24 and CPR 
resumed. Epinephrine 3mg and atropine u . 4  mg were given IV and flushed 
through. Positive ETC02=24 then rising to 48-50  and back down i n t o  the high 20s 
w i t h  continued C P R .  Sats quickly rose back i n t o  t h e  90s and leveled af at 
92 -94% with ongoing CPR. 

1 EDITED: 
in place. Ventilations were successful. Sats remained 94- 96%. A f t e r  
~ h r e e  breaths, Dr. King was at my side with a ready G l ~ d e  Scope S i z e  4 blade 
and an El. O m  ETT w i t h  a rigid J-style . t P R  held. D r .  King instrumented the 
aiXWay and easily intubated the patient w i th  an 8 .Om endotracheal Lube. The 
ET tube cuff was in f l a t ed ;  positive ETC02 verified; bilateral breath sounds 

ugh. Positive ETCQ2=24 then 

DATE s a / o 4 / l o  
TIME: 1935 
USER: KDGZ 
EVENT: sec t ion  3 of report edi ted through PREVIEW ( P C T )  
ORIGINAL: 
.4mg was flushed through t h e  IV. Arterial l i n e  tracing was consistent w i t h  
chest compressione; Now with an arterial  l i n e  in place, CPR could be 
optimized and b l o o d  pressures were then initially seen 68/22 and soon rose to 

ng was consistent with 

I DATE: 12/07/10 I 
I TIME: 1935 

T:  section 3 of report  edited through EREVTEW (PC11 



DATE: 0 9 / 2 4 / 1 2  DEACONESS O 
RUN TIME: 1045 

1 venous catheter. 

EDITED : 
to the peripheral ZV. Coincident with my placment of the right internal 
jugular central venous catheter, Dr. King had prepped the left  groin in a 
sterile fashion and placed a left femoral double lumen central venous ca the te r  
under ultrasound guidance. IV f l u i d s  were attached to a single lumen of the 

'DATE: 32/0,7/J.O 
TIME: 1935 

I USER: KDC2 
EVENT: section 3 of report edited through PRFVTEW IPCI) 
ORIGINAL : 
and defirilated at 2 0 0 5  x 2 with resumption of a bradycardic rythm at 17bpm. 
NO pulse was folmd and CPR was resumed. ~ i d o c a i n e  1OOmg was given thro 
r ight  IJ central line followed by Vasopressin 40U, atropine .4mg IV, 1 

DATE: 12/0'7/10 
T119E: 19'35 
USER: KDCZ 
EmNT: sect ion 3 of report edited ~ h r o u g h  
.DRLGLNAL : - - 

seconds detexiorated go ventricular tachycardia and fibrillation. Patient was 
defibrillated with 2 0 0 3  which resulted in a sinus rhythm around 70bpm with 
several minutes of blood pressures in the 135/45 range for 1 minute then rose 

ATE: 12/07/10 
TIME: 1935 
USER: KDC2 
EVENT: sect ion 3 of report  edited through PREVIEW ( P C I )  
ORIGINAL r 
The patientf s heart rate then dropped into the 30 ' s bpm, pressures a180 fell ,  
and CPR was then resumed, The following medications were given: lidocaine 

Bicarb was given an8 blood 



I ORIGINAL.: 
7! -- ..-+ .. r s y a o l e  was never seen during the conduct of CPR. 

TIME: 1935 
USER: - D C 2  
EVENT: ~ ~ e c t i o n  3 of report edited through P R M E W  (PC11 
OREGXNA3; : 
Transven~us pacing equipment was no in the OR aria was prepared for placement. 
Three medication dr ip s  were now running. wiodarone at lmg/min, epinephrine 
50mcg/min and dopamine 20mcg/min. 

EDITED: 
Transvenous pacing eguipment was in the OR and was prepared for placement. 
Three medication drips were  now running : Amiodarone at lmg/min, epinephrine 
50mcg/min and do 

TIW:  1936 

DATE: 22/07/10 
TIME: 1936 



RUN DATE: 09/24/12 DEACONESS ORDER ENTRY ** * LIVE 

DATE: 12/07/10 
T :  1936 
USER: KDC2 
EVENT: report printed on D-MRLJ1 

DATE: 12/08/10 
TIME: l O D 9  

ER: m 3 3  

USER: SJA8 

DATE: 12/08/10 _ - 

TZME: 1217 
USER: TX.873. 
EVE;INZI: Draft report viewed in PC1 

TIME: 0 7 3 4  
USER: CLJ 

DATE: 12/09/10 
TIME: 1012 
USER: me2 

DATE: 12/09/10 
T :  1055  
USER: KDC2 
EYERI': section 3 of' report edited through PREVIEW (PC11 

the procedure. ventilator respiratory rate was decreased from 10 to 8 ,  and 



DEACONESS ORDER ENTRY 
RUN TIME: 1045 REPORT'S AUDIT W E  

prematurely dislodged from the trachea and also 2a prevent the patient f rom 
injuring himself. The patient was  verbally reassured that surgery warj wer and 
he neede0. to remain still and take deep breaths. Sats  at that time remained at 
9 8 % .  Respiratory rate was assisted at 8-12bpm, spontaneous tidal volume5 
remained inadequate at &out 275mls to 400 unassisted (TV=75 0 -850  assisted) , 
and heart rate continued below 60 at roughly 56 -58 ,  blood pressure by cuff was 
9 7 / 5 3 .  The nurses and 5 verbally continued to reassure the patient, that 
everything was going well, t h a t  he was just waking up from surgery and to lay 
s t i l l  so that he would not hurt himself or pull  his endotracheal tube out 
prematurely. This went on for approximately 2 more minutes, at which point  t h e  
pat ient  started demonstrating a stable pattern of respirations and t ida l  
 volume^^ with good sate and acceptable Co2. The pa t ien ts  t i d a l  volumes were now 
750 to 1150 w k t h  a rate of 18-24, Sats~St jk ,  end tidal C02=38-42, HR=48 and 
BPa97/53. About 75 mls af clear yellow f l u i d  waa suctioned Crom the pat ients  
stomach and the oral cavity suction& and cleared of any secretions after which 
the patcent was extubated. 

$L)I'IZD : 
the procedure. Following 4-5 minutes of mechanical ventilation with 
anesthetic agents off the ventilator respiratorj rate was decreased -from 10 to 
8 ,  and tidal v~lumes remained at 700-750mls. End tidaL C02  level^ rose i n t o  
the  low 40s over two minutes and the anesthe~ia machine placed on bag and the 
patients ventilations assisted for anather 3-4 minutes. AS emergence 
proceeded, the patient bscame gradually more and more restless, requiring 3 
nursing staff to restrain him. This was done so tbat the endotracheal tube 
would-not be prematurely dislodged from the trachea end also tq prevent the 
patient  from in ju r ing  himself. The patient was verbally reassured that surgery 
was over and he needed to remain still and take deep breaths. Sats at that 
time remained at 98%. Respiratory rate was assisted at 8-12bpm, spontaneous 
t i d a l  volumes remained inadequate at about 275rnXls to 400 unassisted (.TV=750-850 
assisted) , and heart rate continued below 60 at roughly 56-58, blood pressure 
by cuff was 9 7 / 5 3 .  The nurses and I verbally continued to reassure the 
patient, that everything was going w e l l ,  that he was j u s t  waking up from 
surgery and to lay still so that he would not hurt himself or pul l  his 
endotracheal tube out prematurely. This went on for approximately 2 -.3 more 
minutes, at which point the patient  started demonstrating a stable pattern of 
respiratione and t idal  volumes with good sats and acceptable CD2. The patients 
t idal  volumes were now 750 to 5150 with a rate of 18-24, Sats=9$%, end t i d a l  
M2=38-42, XR=58 and ~ ~ = 9 7 / 5 3 ,  Ahout 75 mls of clear yellow f l u i d  was 
suctioned from the patients stomach and the ora l  cavity suctioned. and cleared 

i e n t  was extubated. 

DATE: 12/09/10 
TIME2: 1051 



to breath adeguallely tmougnrr. cne m s ~  LUZ auuui- A u  L.'uu----- 

t i d a l  volumes of 550mls to g o o a s ,  Sats=97%, ~TC02=42-44, HR=48 - The pat ient  

to breath adequately t b u u g h t  
tidal volumes of 550rnls t o  900  

1 USER: KDC2 
EVENT: section 3 of report edited through PmVIEW (PcI) 

I was placed and jaw thrust applied with continued 100% oxygen. 

war; relieved and the 

USER: ' D C 2  
: section 3 of report edited through PRWIEW (PCI) 

f a r  approximately 1 minute with Sats=92% and t i d a l  volumes of 7 5 0 - 8 5 0 .  He then 
began to laryng~spasm once again. positive pressure bag/mask ventilation was 
instituted however, this time the larpgospasm was not successfully relieved in 
approximately 15 to 20 seconds. Noting the patients heart rate dropping t o  34 
a d  a rapid desaturation from 92% i n to  the 70s and 6 5 s .  I administered 200 mg 

- - - 

of succinylcholine, 10 0 mg of propof 01, epinephrine 5 0  Omcg and atropine -4 0 0mcg. 
Reecue medications had no effect on as it remained in the 20s and no pulse 
W a s  palpable. Blood pressure cuff continued to sear& for  a pressure. 
Pulseless electrical acuivity was obvious. EKG showed bradycardia at 32 bpm 
then 24bpm. The remaining 500mcg of epinephrine was then administered and 

EDITED: 
f o r  approximately 1 minute with Sats=92-94% and tidal volumes of 750-850, He 
then began to La goEPasm Qnce again . Pclsitive Pressure baghask  -U-entilation 
W a s  instituted bowever, this time t h e  laryngospasm was not successfully 
relieved in approximately 15 to 20 seconds. Noting the patients heart rate 
dropping to 34 and a .rapid desaturation from 92% into the 70s and 60s. I 

DATE; 12/09/10 
'TIME: 1051 



USER: D C 2  
EVENT: section 3 of report  edi ted through PRFVXEW (PCT) 
ORLGxNffi : 
to the room to assist  in a r t e r i a l  line placement-  eft wrist was pxepped in a 
sterile fashion. Arterial line was placed under ultrasound guidance by 
Dr. King during CPR w i t h  RN holding the ,patientJ s left a m  steady. .Arterial 
line placement was verifiecl by positive blood draw back and a sample was 
collected for analysis. There was no arterial line tracing; No p ~ l ~ a t i l e  wave 

I ,form was observed. 

EDITED : 
to the room to assist in arterial line placement. The l e t t  w r i s t  waa prepped 
in a steri le fashion. An arterial line was placed mder ultrasound guidance by 
Dr. King during CPR with the RN holding the patient's left arm steady. 
Arterial line placement was verified by positive blood draw back and a sample 
was collected f o r  analysis. There was no arterial l i n e  t rac ing ;  No pulsa t i l e  

USER: KDC2 1 El-: section 3 of report edi;ed through FPREVXEW ~ P C T ~  
' '?RftGxNFiL: 
10-93/28-34; gats rose back in to  the 92-95% range and FTC02s48-55. R i g h t  neck 

- I was prepped in s sterile f n a h i m  for right internal jugular  jouble lumen 

I T I M E :  1051 - - - . . - .  - 

USER: KDC2 
EVENT: secticn 3 of report edited through PREVIEW ( P C I )  
ORZQIMAL : 
2mg x 3, Calcium Chloride lg and 2 ~ m p s  of Bicarb were  administered. During 
CPR, the arterial  line pressures were observed to be 110-112/30-40, CPR ws8 
halted and patient observed to have a junctional rhythm 30bpm which within 
seconds deteriorated to ventricular f i b r i l l a t i o n .  Patient was 
defibrillated with.  2 0 0  J which resulted in a sinus shythm around 70bpm w i t h  
several minutes of blood pressures in the 135/45 range for 1 minute then rose 
as high as 170/100 for about 45 seconds. Sa ts  remained 94-97% while pressures 

EDITED .: 
2 m g  x 3, Atropine .4mg, C a l c i u m  Chloride lg and 2 Amps of Bicarb were 
administered. During CPR, the ar te r ia l  line pressures w e r e  observed to be 
110-112/38-40, CPR was halted and patient observed t o  have a j u n c t i o n a l  rhythm 
34bprn which within seconds deteriorated t o  ventricular f i b r i l l a t i o n .  The 
patient was defibrillated with 200J which sesuLted in a sinus rhythm around 

f blood pressures i n  the 335/45 range rising as 
Baks xemained 94 - 97% while pressurea 



*** 
RUN TLMB: 2045 

DATE: 2 2 / 0 9 / ~ 0  
TIME: '2055 
'USER: KDC2 
EVENT: sec t ion  3 of report  edited through PREKLEW (PCI)  

1 The pati~nt'~ heart rate then dropped into the  3 0 1 6  bpm w i t h  drop in pn3Beuras. 
With these v i t a l s ,  we attemptea trmscutaneous pacing which failed to pace. 
Then V-tach was observed which was followed by V- fa requiring defibrillation 
X 2  at 2DoJ for return of a bradyycardic rhythm of 24bpm without blood pressure. 
CPR was  resumed. The following medications w e r e  given: lidocaine 100mg. 
a t rop ine  0.4mg, 2m9 epinephrine and 2 Amps Bicarb was given and blood pressures 
increased over several minutes into t h e  94 - 97 /2 8 -40 r a g e ,  G a t s  soon increased 
to 94-97% a d  mC02=60 initially and then decl in ing to 28-32. CPR continued 
w i t h  checks for rate, rhythm and pulse several times. A s y ~ t o l e  was never seen 

I during t h e  .canduct of CPR. 

- - - 
USER: IKDCZ 

ection 3 of report ed i t ed  through PREVIEW (PCT) 

ich was followed 



b m  DATE: 09/24/12 DEACONESS ORDER ENTRY * * *  L m  *** 
RDN TIME: 1045 REPORT'S AIUDXT TRAIL 

/ RUP;I USER: DLC7 

'PAGE 8 5  

V-fib r e q u i r i n g  defibrillation x2 a t  2 0 0 5  with the return of a bradycaedic 
rhythm of 24bpm without bLood pressure. CPR was resumed. The following 
medication6 were given: l idocaine 100mg, atropine 0.4mg, 2 m g  epinephrine x2 
and 2 Amps Bica rb  was given and blood pressures increased over several minutes 
into the 94-97 /28-40  range, Sats  soon increased to 94-97% and .ETC02=6D 
ini t ia1l .y and then declining to ETC0.2=28-32. CPR continued w i t h  checks f o r  
rate, rhythm and pulse  several times. Asystole was never seen during the 
conduct of CPR. I 
DAm : 12/09/10 
TIME: 1051 

I USER: KDC.2 
EVENT: sec t ion  3 of report edited through PREVIEW (PCII 
OR9G19\5AL : 
between checks additional epinephrine by img syringe was given three more times 
as well as epinephrine drawn up i n t o  syringe from t h e  high concentration 
epinephrine bag. Atropine O.4mg and an additional 2 amps of bicarb was given. 

between checks additional epinephrine by img syringe was given three more 
administered was epinephrine drawn up i n to  a syringe from the high 

inephrine bag. Atropine 0 -4mg and an addit ional  2 ampB of 

TIME: 1051 
sm: mc2 

: sec t ion  3 df report ed i t ed  through PREVIEW ( P C I )  
ORIGrnSiL : 
BP=140~-150/42 - 4 4 .  Sa ts  had remained 92 --97% as CPR was i n  progress. End 
- - 

P=14O-150./4'2-44. 'Sats had s 

I 

1 DATE: 12/09/10 
TIME: 2057  
USER: KDCZ 
EVENT: ~ e c t i o a  3 5f report ed i ted  through PR 
QRL(3LNAL : 
t i m e  remained at 98%.  Respiratory rate was assi~ted at 8-12bpm, spontaneous 

DATE: Z2/09/10 
TIm: 1057 
USER.: KDC2 
EVENT: section 3 of report edited through PREVIEW ( P C I )  



RUN DATE: 09/24/12 DEACONESS O 
RUM TZPD3: 1045 REPORT' S AUDIT THAI 

ecsnds with RR=lB-24, 

DATE: 12/09/50 
T I M E :  1057 

1 USER: KDC2 
EVENT : section 3 of report edited through PREVIEW ( 'PCI)  

I ORIGrnAL: arrival of the Code cart, def ribillator pads w e r e  placed as was the pacer pad. 

DATE: 12/09/10 
TZMX: 1109 
USER: KDC2 
EVENT: report printed on b-MRLJI 

USER: MDC2 
EVENT-: s e c t i ~ n  3 of report  edi ted  through PREVIEW ( P C I )  
ORIGINAL : 
patients ventilations assisted f o r  another 3 - 4  minutes. As emergence 
proceeded, the patient became gradually more an8 more restless, r e p i r i n g  3 
nursing staff t o  res t ra in  him. This was done so t h a t t h e  endotracheal tube 
would not be prematurely dislodged from the trachea and also to prevent the 
patient f r o m  injuring himself. The patient was verbally reassured t h a t  surgery 
was over and he needed to remain still and take deep breaths. Sats at t h a t  
time remained at 90%. Respiratory rate was assisted at 12-14bpm, spontaneaus 
tidal volumes remained inadequate at about 275mls to 400 unassisted (TV=750- 850 
assisted) , and heart rate continued below 60  at roughly 5 6  - 5 8 ,  blood pressure 
by cuff was 9 7 / 5 3 .  The nurses and I verbally continued to reassure the 
patient, t h a t  everything was going well, that he was just  waking up from 
surgery and to lay still so that he would not hurt  himself or p u l l  h i s  
endotracheal tube out prematurely. This went on for approximately 2-3 more 
minutes, at which point the patient started demonstrating a ~tadble pattern of 
reepirations and t i d a l  volumes with good sats and acceptable C02. The patients 
t i d a l  volumes were now 750 to 1150 w i t h  a ra te  of 18-24, Sats=98%, end t i d a l  
CO2=38-42, KR=58 and ~ ~ = 9 7 / 5 3 .  About 75  mls of clear yellow f l u i d  was 
suctioned from the pat ients  stomach and the oral cavity suctioned and cleared 
of any secretionsi after which the patient wa8 extubated. 



DEACONESS ORDER E 
REPORT'S AU13XT 

USER: KI3C2 
EVENT: section 3 of report eclited through '9REVIEW (PCI) 
i I i L G I i u ' a  : 
~ i m e  frame. A t  that time, his E a t s  had dipped to 78-82%.  region, buc rhen 

TIME: 1142 
I USER: KDC2 

edited through PREVIEW PCI )  
ORIGINAL : 
for approximately 1 minute with Sats=92-94% and tidal volumes of 7 5 0 - 8 5 0 .  He 
then began to laryngospasm once again. Positive pressure bag/mask ventilation 
was instituted however, this t i m e  the laryngospasm w a s  not successfully 
relieved in approximately 15 to 20 seconds. poking the pat ients  heart rate 
dropping to 34 and a rapid desatuxation from 92% into the 706 and 60s. I 
administered 200 mg of s~ccinylch~line, 100 mg of propofol, epinephrine 50Clmcg 
and atropine 400mcg. Rescue medications had no effect on HR as it remained in 
the  30s and no pulse was p a l p a l e .  s lood pressure cuff continued to search f o r  
a pressure. Pulseless electrical activity was obvious. EKG showed bradycardia 
at 34 bpm. The remaining 500mcg of epinephrine was then administered and 
flushed through the IV tubing immediately followed by a~lother img of 

1 epinephrine, 



RUN DATE: O R m m  ***  LIVE; *** 
RUN TZME: 1045 

DATE: J2/.09/10 
TIME: 1.201 

I USER: KDC2 
EVENT: s e c t i o n  3 of report edited through PREVTEW (PCI) 
ORIGIN= : 
Satsr92-96% w i t h  the anesthesia machine bag visibly c o l l a p s i n g  and filling. , EIIITgD: 
Sat6=92-96% with the anesthesia machine bag visibly callzipsing and filling and 

DATE: 1'2/0.9/1'0 
T r n :  1201 
USER: KDC2 

\ ZVENT: s e c t i o n  3 of report edited through :PRFVI&w iriA) 
ORIGINAL.: 
time frame. At t h a t  t i m e ,  h i s  sats had dipped to 8 Z % ,  but then 
guickly returned to 0 8 %  and then 9 4 % .  His heart rate at that time was 4'8.  
Positive pressure was -then reduced and the patient w a s  ventilating adequately 
f o r  approximately -1 minute with gats-92 -94 b,  ETC02=45 and t i d a l  volumes of 
750-850. He then began to laryngospasm once again. positive pressure bag/mask 

I 

DATE: 22/09/10 
TIME: 1201 
USER: KDC2 
EVENT: section 3 of report edited thxough PREVlEW (PC11 
ORIGINA?;  : 
chest compressions; Now with an arterial line in place, CPR could be 
optimized and  blood pressures w e r e  then initially -seen 68/22 and soon rose to 

EDITED : 
chest compressions; Now with an a r t e r i a l  l i n e  !" a 

and blood pressures were then initially seen ~D,.L-& - ,,-ce, CPR could be optimized 
0 1 3 7  and 500n rose. to 

DATE: 12/09/l.O 
TIME: 1201 



RUN DATE: 09/24/12 
RUN TIKB: 1045 

USER: KDC2 / E m :  srckion 3 of repark edikei through P ~ V I E ' ~  (PC.) 
ORIGIN= : 

the time. Ds. King left the room to resume his c l in ica l  responsibilities - 

EDITED : 
the time, Dr. King le f t  t h e  room to resume his clinical responsibilities. Two 

DATE: l t 2 / 0 9 / ~ 0  
TIME: 1201 
USER: mc2 
EUENT: section 3 of report edited through PRFVIEW LPCI) 
0RZUINP;ZI : 
camcornitant drop in pressures. With these vitals, we attempted transcutaneous 

USER: -KDCZ 

, FATENT: ~ection 3 of report edited through P 
ORZGINAL : 

...- bicarb was given. 

DATE: 12/09/10 
TIME: -1201 

I USER: KDC2 
m W :  section 3 of report ed i t ed  through PREVIEW (PC11 
ORIGIN& : 
of dopamine t o  maintain acceptable blood pressures. Those i n i t i a l  pressures 
were in t h e  high 80s and low 90s systolically, with heart rates 48 -54 .  Both 
~rogvessivel y increased over the f oliowing 2 0 minutes with HR=6 0 - 6 5 and 
BJ?=140-15(3/42-44. Sats had remained 92-97% while CPR was in progress. End 
t i d a l  C 0 2  leveled off i n t o  t he  40s with occasional 50s to high 60s  seen. 

EDITED : 
of dopamine to maintain acceptable heart rate and blood pressures. Those 
initial pressures were in the h igh  8 0 s  and low 9 0 s  systolically, with  heart 
rates 4 8 - 5 4 .  Both progressively increased over the following 20 minutes with 
HR=60-65 and BP=140-150/42-44. Sats had remainea 92-97% w h i l e  CPR was in 
progress.  End  t i d a l  C02 leveled off  i n t o  the 40s with occasional 5 0 s  to high 



REPORT'S AUDIT TRAIL 

' DEPMrnNT: D 
REPDRT: 3204 - 0 0L2 PRDG NO= 
PfiLTXEW : DX3 7 6990'8 Cf_lONmGEIEL, G W  A 

USER: KDC2 
EVENT: section 3 of r epo r t  edited through PREVIEW (PCL) 
ORIGINAL : 
the 60s, end tidal C02 was 2 8 ,  satx were 96-97% with a respi ra taq  rate on t h e  
anesthesia ventilator of $20. Tida l  volumes were maintained in the 050-9013 

DATE: 12/09/10 
TIME: 1202 
USER: XDC2 

DATE: 12/09/10 
TIME: 1202 
USEE: .RnC2 
EVENT: repost printed an D - W S 1  

T W :  1206 -- - 
- -  - - - - -  ( USER: KDC2 

DATE: 12/09/10 
Tim: 1209 
USER: KDC2 
EVENT: section 3 of report edited through PREVIEW {PCT) 
ORTGrnAt : 
Preop EKG showed normal sinus rbflhm with  a rate of 6 B  beats per 
minute. No injury pattern.  No acute changes and only nonspecific T-wave 

, DATE: 12/09/10 
TLME: 1209 
USER: KtfC2 
BWW: section 3 af report editad through PREVIEW ( P C ~ )  
ORIQZNAI; : 



DEACONESS ORDER ENTRY * * *  LIVE: * * *  
REPORT' S AUDIT T W L  

procedure. It was explained to him that his feet would be Up in stirrups and 
that would place further pressure on his enlarged abdomen; This would then 
place fu r the r  presrmre on his diaphragm and increase the work of breathing for 
him. I let him k n o w  that as levels of sedation increased t ha t  h i s  respiratoq 
e f fo r t s  would l ikely  become weaker, and he would have d~fficulty taking 

I adequate breaths to stay properly oxygenated. 

EDITED : 
ventilate adequately on his own; Finally the potential for a lengthy procedure, 
for which success depended on the pa t ien ts  ability to hold still. We discussed 
that while oftentimes patients can just have sedation anesthesia for 
l i t h o t r i p s y  or cystoscopy, t h a t  in his case this would not  be a prudent course 
of action and the reason for this was discussed as r e l a t i n g  to his obesity and 
the  potential for him experiencing airway obstruction as h i s  sedation levels 
w e r e  increased to keep him comfortable and still for the procedure. It was 
explained t o  Pim t ha t  his feet would be up in stirrups and that would place 
further pressure on his enlarged abdomen; This would then place further 
pressure on his diaphragm and increase the work of breathing far him. I let 
h i m  know that as levels of sedation increased that  his respiratory efforts 
would likely become weaker, and he would have difficulty taking adequate 

A T E  32/09/10 
T I :  1209 
USER:- KDC2 - - - 

EVENT: section 3 of report edited through P W I E W  (PCI) 
ORIGXNAL : 
informed that cardiac arrest and death are rare events but can occur. We 
ale0 discussed the unlikely potential for requiring post-operative ventilation 
on a ventilator. It was also discussed t h a t  during the procedure' he w o u l d  be 
given medications to make him comfortable for when he awakens from surgery and 
a l s o  medication t o  prevent postoperative nausea and vomiting. 5 also made him 
aware tha t  medical staff would be w i t h  h i m  a t  all times postoperatively so tha t  
if he should experience any discomfort or nausea, he could simply l e t  us know 
and we would take the necessary measures to make him comfortable. The patient  

EDTrnD : 
informed that cardiac ayresr and death are rare event6 but can occur. We also 
discussed the unlikely potent ial  for requiring post-operative ventilation on a 
ventilator. It was also discussed that during the procedure he w o u l d  be given 
medications to make him comfoxt&le for when he awal~ens f r o m  surgery and also 
medication toprevent  postoperative nauseaandvomiting. I alsomade himaware . 
that medical s t a f f  would be with him at all times postoperatively so that  if he 
should experience any discomfort or nausea, he could simply l e t  us know and we 

to make him cornfartable. The pa t i en t  



* a *  . 

RUN TIME: 1045 
PAGE 92 

DATE: 12/09/10 
TIME: 1209 
USER: KDC2 
EVENT: sect ion 3 of report edited through PREVIEW (PC11 
ORIGZ3?U : 
in place.  Ventilations were succeeaful . Sats remained 94-96%. After 
three breaths, Dr. King was at my s ide  w i t h  a ready Glide Scope Size 4 blade 
and an 8 .  Omm ETT with a rigid J-style. CPR held. D r .  King instrumented the 
airway and easily intubated the patient with an 8 .  Om endotracheal tube. The 
ET tube cuf f  was inflated; positive mC02 verified; bilateral breath sounds 
w e r e  verified; ETT was secured at 23cm @ teeth; ventilator was set at 2Obpm 
w i t h  TV=850 - 9 0 0 ;  no pulse found; ~ ~ ~ 2 4  and CPR resumed. ~pinephr ine  3mg and 

DATB: 12/09/10 
' 1  TIME.: 1209 

- I USER: KDC2 
EVENT-. sect ion  3 of report  edited through pREV3:PsW (PCI) 
ORIGLNAL : 
The 09 : 58 ABG values which w e r e  drawn upon aner ia l  line placement axe 
aE follows: pH 7 -3, pC02  2 2 . 8 ,  p02 360, bicarb 11, base excess -13 with a sat 
of 99.6%.  Hemoglobin 15 and hemat0cri.t 45. potassium was 4 . 5 ,  sodium 143,j  

DATE: 12/09/3.0 
TIME: 1210 
USER: RDC2 

ATE: 12/09/10 
1230 

DATE: 22/09/10 
TIME: 1210 
USER: mc2 



RUN TIME: 1045 

DATE: 12/09/10 
TINE: 1215 
USER: D C 2  
EVENT: Draft report view 

USER: KDC2 
EVENT: section 3 of r e p o r t  edi ted  through PREVIEW (PCT) 
C)RIGIE4AL : 
cPR was stopped several times to check for rate, rythm and pulse. Interspersed 
between checks additional epinephrine by lmg syringe was given three more 
tinles. administered wap epinephdne drawn up i n t o  a syringe f ram the h i g h  

CPR was stopped several times to check for rate, rythm and pulse. H e a r t  rate 

adminis tere 

L)ATE: 12/09/LO 
TIHE: 1221 
USER: -ICDC2 

rinted on D-MRW1 

EVENT : _report pr in ted  .- - - 

DATE: 12/09/10 
TIME: 1231 
USER: WIB146 I 
DATB: 12/09/20 

TIME: 1231 
USER: KDC2 



DATE : 12/09/10 
TIME : 1318 
USER: RKT2 

DATE: 12/1.0/10 
TIME: 1219 
'USER: ZU3C2 

A 22/10/10 
TIME: 1253 
USER,: XDC2 
EVE%T: section 3 of report edited through PRFVIEW (PC11 
OR5QLNAf; : 
following initial ramp up of anesthetic levels equaled 140/80 with a HR=BO . 
Heart rate rose brief ly fol lowing intuhation from the high 60s into the mid to 
h i g h  ?Os, and b r i e f l y  after a few minutes af anesthesia touched 90 and then 
over the next f e w  minutes (10-15 minutes) dropped back down to roughly h i s  
baseline in t h e  mid G o @ ,  2nd emained  in the 58-64 range for the remainder of 

baseline in the law ~ O S ,  a 

A T :  ;12/10/10 
TIME: 1253 

XDCZ - - 

: sec t ion  3 df report edited -through PREVIEW ( P C I )  
BRIGTNAh : 
end tidal C02=38-42, 88=58  and ~ ~ = 9 7 / 5 3 .  About 75 mls of clear yellow fluid 
was suctioned from the patients stomach and the oral  cavity suctioned and 
cleared of any secretions after which the parient was extubated. 

DATE:: 12/10/10 
TIME: 1253 
USER: IBDC2 

NT: section 3 of report  edited through PREVIEW ( P C I )  
bRTamag, : 
the Glide Scope size 3 eB a C3rad.e I25 view (epiglottis only) and 
moved ko intubate, but i ch  would noc facilitate intubation. 



RT : 22 0 4 - 0 0.32 PEOG NOTE3 

, After three 

quickly rose back i n t o  the 90s and leveled of at 92-94% w i t h  ongoing CPR. 

the Glide Scope size 3 blade and saw a Grade ZII view (epiglottis on ly )  . I 
removed the Glidescope Blade  ta resume bag mask ventilation with oral airway in 
pkfics. Ventilatione were successful. Sats remained 94-96%. A f t e r  three 
breaths, Dr. King waa at my side with a Elide Scope Gize 4 blade and an 8 .  Omm 
ETT with a r i g i d  J-style. CPR held. Dr. King insrrumenEed the aiway and 
ea~ily incubated the patient w i t h  an 8.0mm endotracheal tube. The ET tube cuff 
was inflated: positive ETCD2 verified; bi la tera l  breath sounds were verified; 
ETT was secured at 23cm @J teeth; ventilator was ser, at 2Obpm with TV=850-90D; 
no pulse f ~ u n d  j HR=24 and CPR resumed. Epinephrine 3mg and atropine 0 .4 mg 
were given N and flushed through. Positive ETC02=24 then rising to 48-50 and 

,,, ,u,, back i n t o  the back down mto the high 20s w i t h  conrinued CPR. Sats quicb7- 
9Ds and leveled of at 92-94% with angoing CPR, 

TIME: 1253 
USER: KDC2 

: section 3 of repor t  edi ted through PREVIEW (PC11 
ORIGLNAL : 
H e a r t  -rate w a s  24 with -P-waves abscent then 7 - t ach  followed by V - f i b  was seen 
and defibrilated at 2005 x 2 wi th  resumption of a bradycaxdic rythm at 17bprn. 
NO pulse was found and CPR was resumed. Lidocaine 100mg was given through the 
r i g h t  IJ central line followed by Vasopressin 40U, atropine . 4 m g  IV, 1 Amp of 
bicarb, and (2) l m g  epinephrine syringes were give. AZ1 subsequent medications 
w e r e  also given through the right IJ central  line. More CPR staff were added 
and assisted w i t h  CPR by trading off every 1-2 minutes. 

EDLTED : 
CPR was suspended breif ly to check f o r  r a t e ,  rythm and pulse. Heart rate was 
24 with P-waves abscent then V-tach followed by V - f i b  was seen and defibrilated 



PAGE 96 
RUN TIME: 1045 

UN USER: DLC7 

TIME: 1253 
USER: 'XDC2 
EVENT: sect ion 3 of report edited through PREVSEW 
ORf u LNAL : 
and 2 ARps Bioarb was given and blaod pressuree increased over several minutes 
in to  the 94-97 /28-40  range, Sata soon increased to 94-97% and 
i n i t i a l l y  m d  then declining to ETCO2=Zd-32. CPR continued wi 
EYte, rhythm and pulse several times. Asystole was never seen  during the 

I conduct of CPR. 

EDITED: 
syringes plus 2 amps img epinephrine and 2 Amps Bicarb was given axid blood 
pressures increased over several minutes i n t o  the 94 - 97 /2 8-4 0 range, S a t s  soon 
increased to 94 - 97% and ETC02=60 initially a d  then declining to ETC02=2 8 - 32 . 
CPR continued with checks for  rate, rhythm and pulse several t i m e s .  Asygtole 

DAm: ~2/10/10 
TIME: 1253 
USER: ZICDCZ 
EVENT: section 3 of s~port e d i t e d  through PmVIEW ( P C I )  
ORIGINAL : I base excess -22.5 w i t h  a sat of 90.8% Bemoglobin 13.9 an2 hematocrit 41. 

DATE: L2/20/10 
1 ;  La53 
USER: KflCZ 

I E W :  section 3 of report edited through PREVIEW (PCI) 

I concentration epinephrine bag, Atropzne u 

EDITED : 
C ~ ~ c e n t r a t i o n  epinephrine bag; This was done several times. Atropine 0.4mg 
2nd an additional 2 amps oi bicarb was given.. Another medication tray was 

DATE: 12/10/10 



1 RUN DATE: 09/24/12 
RUN TIP/IE: 1045 
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REPORT'S AUDIT L 

PAGE 9 7  

USER: KDC2 

1 DATE: 1 2 / 1 0 / ~ 0  
TIME: 1258 
USER: KDC2 
EVENT: section 3 of report edited through PREVIEW ( P C I )  
ORIGrnaL.: 
following inititial titration of anesthetic levels, equaled 140/80 with a 

BATE: 3.2610118 
TZME.: 2,309 
USER: RDG2 
EVENT: section 3 of report edited through PmVIEW (PCI) 
SRIGINEiL : 
returned to €385 and then  94%. His heart rate at that time was 4 8 .  positive 
pressure was then reduced and Che patient was ventilating adequately for 
approximately 1 minute with Sats-92-94%, ETCO2=45 and t i da l  V O ~ U I ~ ~ S  of 750-850. 
He then began to 1aryngospar;m once again. Positive pressure bag/mask 
ventilation was instituted however, this time the laryngospasm was not 
successfully relieved in approximately 15 to 20 seconds. Noting the pa t i en t s  
heart rate dropping to 34 and a rapid desaturation from 9 2 %  into the 7 0  snd 
60s.  I administered 200 mg of succinylcholine, 100 mg of propofol , epinephrine 
5OOmcg and  a t ropine 4oOmcg. Rescue medications had no e f fec t  on KR as it- 
remained in the 30s and no pulse was palpable. s lood pressure cuff continued 
to search for a pressure, Pulseless electrical activity was obvious. EXG 
showec3 bradycardia at 34 bpm.  he remaining 50Omcg of epinephrine was then 
administered and flushed through the  I\i tubing immediately followed by another 

I l m g  of epinephrine . 

EDITED: 
returned to 88% and then 94% over about 30 seconds. H i s  heart rate at t h a t  
time was 48. Positive pressure was then reduced and the patient was 
v e n t i k t i n g  adequately for approximately 1 minute w i t h  Sats=92-94%. ETC02=45 
and tidal volumes af 750-850 .  He then began to laryngospasm once again. 
Positive pressure bag/mask ventilation w a s  instituted however, t h i s  time the 
laryngoepasm was not successfully relieved in approximately 15 to 20  seconds. 
Noting the patients heart rate dropping to 34 and a rapid desaturation from 92 
into the 70s and 60s. I administered 2 0 0  mg of succinylcholine, 100 mg of 



I DATE: 12/10/1O 
TEME.: 1314 

1 : a n  3 of report edited through PREVIEW (PC11 
O R L G I N U :  
ventiLating adequately for approximately I minute w i t h  Satss92-94%. ETC02545 
and tidal volumes of 750-$50.  He then began to issyngospasm once again. 
Positive pressure bag/mask ventilarion was instituted however, this time the 
lary~lgospaem was not euccessfully relieved in approximately 15 to 20 seconds 
Noting the  patients heart rate dropping to 34 and a rapid desaturation f ram 
inti3 the 70s and 60s. 1 administered 200 mg of succinyleholine., 100 rng of 
propof 01, epinephrine 5Oomcg and atropine 4 Obmcg Rescue medicatione had no 
effect  on HR as it remained in the 3 0 s  a d  no pulse was palpable, Blood 
pressure cuff continued to search for a pressure. w16eless electrical 
activity was obvious. EKG showed bradycardia at 34 bpm. The remaining 500m 
of epinephrine was then administered and flushed through the IV tubing 
immediately followed by another img of epinephrine + 

EDITED : 
ventilating adequately for more than 1 minute with Sats=92 -94%, ETC02=45, 
RR=1B-24 and tidal volumes of 750-850. He then began to laryngospa~m once 
again. P c S i t i ~ e  pressure bag/rnask ventilation was i n s t i tu t ed  however, this 
time the laryngoepaem was not successfully relieved in approximately 15 to 2 0 
seconds. Nating the patient8 heart rate dropping to 34 and, a rapid 
de~aturatian from 92% i n t o  the 70s and 6 0 5 .  I ah in i s t a red  2 0 0  mg of 
~uccinylcholine, LOO mg of prop0 f 01, epinephrine 5 0 Dmcg and -atropine 4 0 Omcg . 
Rescue medicatinns had no ef fee t  on 88 remained in the 3 0s and no pulse 
was palpable. Blood pressure curf continuad +o eearob. Lor a pmssure. 
PulBe&es~ e3.ectrioal activity was obvious. ElCC showed bradyc~d ia  at 34 bpm. 
The remaining 5 0 om* of epinephrihe was then adrniriis tered and f lusherd through 

- 

DATE: 12/3-0/10 
TIME: 1315 
USER: KDC2 
EVENT: report p r  

DATE: 12/10/10 
TIME:  1332 
USER: KDC2 
EVENT: Draft repost 

DATE: 12/10/10 
TIME: 1335 
USER: KDC2 
EVENT: section 3 of report edited through PREVIEW (PCI) 
ORIGINAL: 

~ 1 1  subsequent medications were 
staff were added and 



DATE: 12/10/10 
TTm : 13'36 

DATE: 1 2 / 1 0 / 1 ~ 0  
TIME: 1340 
USER: 'XDC2' 

USER: XDC2 
FVENT; section 3 ef report edited through PRrQLEW (PCI) 
ORSGINAL : 
ETT with a rigid J-style. CPR held. Dr. King instrumented the airnay 8nd 

i EDITED: - , ,  , 

I ET";r with a rigid J-stylet. CPR hela, uu. l i ~ z  

DATE: 12/10/10 
TIME: 1345 
USER: KDC2 
EVENT: section 3 of report ed i ted  through PREVIEW (PCI)  
ORIGINAL : 
Was inflated; posit ive .ETC02 vexif i ed ;  bilateral breath sounds were verified; -. 

ETI. was secuxed at 23rm-t @ t e e t h ;  ventilator was set at 2Obpm with TV=850-900; 
no pulse found; ER=24 and CPR resumed. Epinephrine 3mg and a t rop ine  0 " 4  mg 
were given IV and ilushed through. Positive ETC02=24 then rising to 48-50 and 
back down i n t o  the high 206 with continued CPR. Sats quickly rose back in to  the 
90s and leveled of at 92-94% w i t h  angoing CPR. 

EDITED: 
was inflated; positive ETCOZ vexif ied (with CPR resumed) ; bilateral breath 

DATE: 12/10/10 



RUN DATE: 09/24/12 DElACONESS ORDER 
RUN TIME : LO45 REPORT' S AUDIT . T W L  

DkTE : 12/.~4{LO 
TLME.: 0933 
USER: C%;T 

s tatus edited 



DATE: 09 /24 /12  DmCONESS ORDER ENTRY *** LIVE *** 
RUN TIME: 1 0 4 5  REPORT ' S AUDIT TRAIL 

BATE: 12/27/10 
TIME: 0829  
USER CXB56 

DATE: 01/12./11 
TIME!: 1434 
USER: .DLC? 

DATE: 04/15/.11 
TIME: 0012 
USER: System 
EVENT : Signed repor t  compressed 

>ATE: 02/28/12 
m L343 

TIME: 1010 
USER: BDB15 

EVENT: Signed repor t  printed in PC1 
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