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Case Overview: 

On 3/13/2001, Dr. Smith then performed a psoas tendon lengthening, debridement of psoas bursa, arthrotomy of right hip, partial labral resection. In this procedure, he was assisted by Patricia Jones, PA-C and by Steven Black, PA-C. Dr. Smith, himself, dictated this operative report on the date of the surgery.

The discharge summary documents “right femoral nerve palsy, resolving.” This summary was dictated on 3/15/01 but she was not discharged until the following day, 3/16/01. Further this document was dictated by Patricia Jones, PA-C for Dr. Smith. Ms. Jones noted that this patient “may [emphasis added] ambulate with the knee immobilizer. She feels safer with a walker.”

On 26 March 2001, Dr. Smith saw Ms. Williams for follow-up and noted that her right hip, “preoperative symptoms are gone,” but she did experience a “burning sensation of the anterior aspect of the right thigh and marked quadriceps weakness.”  Her muscular strength was rated as 2/5 and she was able to perform an active voluntary quadriceps contraction but she cannot extend her knee against gravity.” In addition, she exhibited decreased sensation to light touch with dysaesthesias in the anterior thigh region. She exhibits right femoral nerve palsy with some activity present.”

Our issues for inquiry in this deposition center upon (a) the operative decision (indications and alternatives to surgery); (b) whether the operation itself represents some aberration from “normal” accepted standards; (c) informed consent aspects; (d) causation.

General Background questions: (If needed, these will be provided in detail, as well.)

Education; licensure; hospital privileges; all other lawsuits; criminal; civil; divorces; judgments

1. What documents or medical records did you review in preparation for your deposition today?

2. How long did you spend in preparation for this deposition?

3. Do you have an independent recollection of Ms. Williams?

4. Of the facts in this case?

5. Have you ever heard of Dorland’s Medical Dictionary?

6. Is Dorland’s Medical Dictionary a reliable source for definitions of medical terms?

7. Did you consult any dictionary in order to provide the definition you gave for “enthesopathy?”

8. Exh: Dorland’s p. 561- enthesopathy- disorder of the muscular or tendinous attachment to the bone

9. Exh: 2 Dorland’s p. 1217- palsy- paralysis

10. Would you agree that enthesopathy is a generic term?

11. Which generally refers to any disorder of the muscular or tendinous attachment to the bone?

12. Enthesopathy does not “indicate tendon fibrosis?” (#113)

13. Does not specifically include calcification?

14. Does not include either tendon fibrosis or calcification as a consequence of “repetitive microscopic trauma?”

15. Would you agree that a palsy could be considered an enthesopathy?

16. Palsy is a subgroup of enthesopathy?

17. Who is Kristaps J. Smith, MD?

18. In your response to interrogatory 66, you indicated that Dr. K. Smith trained you in these various procedures referred to in interrogatories 44-63?

19. Were these procedures Dr. Kristaps J. Smith, himself, developed?

20. Are these procedures only you perform as part of your specialty practice?

21. In your curriculum vitae, I noticed that you have written in the areas of scoliosis and hip problems?

22. Also, in the areas of pediatric orthopedics, you have given seminars?

23. Isn’t it true that the iliopsoas lengthening procedure you performed is a procedure more commonly done for pediatric cerebral palsy cases?

24. Did you adapt this procedure to adults?

25. Is it your opinion that this operation — iliopsoas lengthening —  is a standard operation?

26. Performed by other orthopedic surgeon peers for the condition present in Ms. Williams?

27. Is it your belief that there are papers in the medical literature which support this operation for the condition present in Ms. Williams?

28. What support — with citations — in the medical literature do you have that the iliopsoas lengthening operation is indicated for this clinical problem which Ms. Williams had?

29. Exh: Consultation- 22 December 2000 

30. Is this document, dated 22 December 2000, your consultation with Ms. Williams?

31. You created various medical records in your care and treatment of Ms. Williams?

32. You understand how important it is to create medical records which are truthful?

33. You understand how important it is that your medical records should reflect the nature and the course of the medical care actually provided?

34. The goal of your operation was to relive pain?

35. Have you ever heard the medical axiom, “First, Do No Harm?”

36. So you wouldn’t engage in an operation which would worsen the patient's condition?

37. This may be a typographical error, but in paragraph 2, of your consultation, in the fourth line, do you see the word “fell?”

38. Should that word read “felt?”

39. Do you know if Ms. Williams “fell,” at that point?

40. Or did she “feel” that her result was no better?

41. Twenty to thirty episodes of excruciating pain would ruin a person’s enjoyment of life?

42. Was there no conservative, non-operative treatment option which would have given her relief?

43. Did you inform Ms. Williams of these options?

44. Did you document that at any place in the medical records?

45. In your clinical practice, have you seen many cases of iliopsoas pathology?

46. Was there a reason her pain would not have been amenable to a nerve block?

47. Isn’t it true that there are anesthesia, pain management techniques, which would have produced permanent relief?

48. If a steroid injection gave her relief, and an injection with Lidocaine and Marcaine gave her relief, wouldn’t further injection therapy have been a preferred course of treatment?

49. As a surgeon, you get paid to operate?

50. So you had a financial motive to treat Ms. Williams with surgery?

51. Your physical examination demonstrated a full range of motion? 

52. So there was nothing about her range of motion which required surgery?

53. Hip extension with rotation caused hip pain?

54. Tenderness over the right hip in the groin crease, anteriorly?

55. Does a capsular tear such as that illustrated by the hip arthrogram ever heal without surgery?

56. Is such a communication, between the hip capsule and the iliopsoas bursa, a serious problem in, and of itself?

57. Her hip architecture was essentially normal?

58. There was a 8mm signal change, however?

59. That showed early degenerative change?

60. Is that an unusual finding in a woman who has done manual labor?

61. At her age of 43?

62. Spine MRI was normal?

63. Does a six degree difference in center edge angle between the right and left hip represent a significant finding?

64. Isn’t it true that this is well within the “normal” range?

65. Here, she exhibited no degenerative changes?

66. In your analysis, page 3, you indicated that Ms. Williams was not a candidate for total hip arthroplasty?

67. What were your reasons for that conclusion?

68. It appears as if you strongly supported conservative therapy: do nothing?

69. In paragraph 3, third line from the bottom of that paragraph, did you intend “intraarticular?”

70. At line four, bottom paragraph, do you mean “intramuscular?”  

71. Arguing against conservative therapy — do nothing — it appears as if it was her level of pain which pushed her to surgery?

72. Since she had a nerve block which helped her, why did you not offer her that form of treatment?

73. Did you write this consultation on 22 December 2000?

74. Or on some other day?

75. Why is there no “D&T” noted at the end of the document?

76. Did you make any handwritten notes when you met with Ms. Williams?

77. If so, where are they?

78. Why did you not retain those notes?

79. When did you learn about Ms. Williams bringing this lawsuit against you?

80. Is there any possibility that you wrote this very detailed consultation after you learned about this lawsuit?

81. In your consultation, p. 3, you attributed her pain to “iliopsoas pathology?”

82. Precisely what was the iliopsoas pathology?

83. Then you indicated she may have a redundant hypertrophy of the labrum?

84. In association with the dysplasia?

85. In your opinion, she also was suffering from the degenerative dysplasia?

86. Upon what medical facts do you base that conclusion?

87. Do mere signal changes on an MRI correlate with perception of pain?

88. Will any person with an 8 mm signal change experience pain?

89. Or was there something special, unique, perhaps, about Ms. Williams’s physical condition which created a more painful experience?

90. In your opinion, was Ms. Williams uniquely sensitive to pain?

91. A complainer?

92. Did she magnify symptoms?

93. Exaggerate?

94. How great a risk did she have of progressive right hip subluxation?

95. And, if subluxation occurred, the consequence would be that she would be required to undergo a total hip replacement?

96. You did not recommend repeat hip arthroscopy?

97. The reason for that conclusion was that she had iliopsoas pathology?

98. Is iliopsoas pathology a contraindication to hip arthroscopy?

99. Isn’t the term “iliopsoas pathology” an imprecise term?

100. As exactly as you can, anatomically, please describe to me what iliopsoas pathology was present in Ms. Williams? 

101. Another reason you did not recommend hip arthroscopy was that she had intra-articular hip pathology?

102. As exactly as you can, anatomically, please describe to me what intra-articular hip was present in Ms. Williams?

103. Is intra-articular hip pathology a contraindication to hip arthroscopy?

104. So neither condition was a contraindication to hip arthroscopy?

105. You could have performed hip arthroscopy had there been anything to operate upon?

106. Would you agree that the main reason not to perform repeat hip arthroscopy was that Dr. Stephen White had just done it in March 2000?

107. Isn’t it true that the main reason not to perform hip arthroscopy on Ms. Williams was that there was no medical indication to perform hip arthroscopy?

108. Without an indication, a medical reason, a surgeon can’t ethically operate?

109. Surgeons can’t perform surgery without a valid medical indication or reason?

110. Have you ever heard the term “unnecessary surgery?”

111. To perform a surgery without a valid medical reason would be what is called “unnecessary surgery?”

112. Do you know Dr. Stephen White?

113. Do you respect his medical skills?

114. His judgment?

115. He is a valid orthopedic surgeon?

116. Hadn’t Dr. White recently debrided the hip labrum?

117. So she really didn’t need that?

118. Whether by arthroscopy?

119. Or open means?

120. Yet you recommended that she undergo a “limited capsulotomy and debridement of the labrum?”

121. Apart from performing the surgery in an open fashion, wouldn’t doing this operation represent redundancy?

122. Did you read Dr. White’s operative report of 3-07-00?

123. What did he find at surgery? (Paul- “I don’t know?,” is excellent here.)

124. Do you know precisely what Dr. White did in his surgery? (Don’t help him!!)

125. If I ask you to assume that Dr. White discovered a “complex flap tear of the anterior superior acetabular labrum” and that he resected this abnormality back to a “smooth, balanced, healthy rim;” that Dr. White characterized her right hip joint, after he performed this surgery, as “unremarkable” and, after resecting the tear, he removed all loose bodies; if all of that is correct and accurate, what additional improvement would you have accomplished  or conveyed to Ms. Williams by performing “limited capsulotomy and debridement of the labrum?”

126. Exh: White’s Operative Note from All Hope Hospital - contained in his medical records 

127. Exh: White’s “Operative Note” from his office notes - contained in his medical records 

128. Would you agree at this point then that it was not logical for you to recommend that Ms. Williams undergo “limited capsulotomy and debridement of the labrum?”

129. Isn’t it true that there was no likelihood that there remained any intraarticular hip pathology?

130. On 10/19/99 Ms. Williams underwent MRI of the hip?

131. That was the examination which showed no evidence of joint effusion?

132. Or of avascular necrosis?

133. The 8mm area was “small and subtle?”

134. It “may” represent a degenerative cyst?

135. The appearance was characterized as non-specific?

136. Dr. Gershon postulated that this was “probably” related to a mild degree of osteoarthritis?

137. What was the date of the hip arthogram? 10/10/00

138. The right hip arthrogram showed a “small tear in capsule communicating with the iliopsoas tendon sheath?”

139. Is this communication tract also called a fistula?

140. Does such a small tear ever heal up without surgery?

141. Maybe with rest?

142. “Time heals?,” doesn’t it?

143. What is the spontaneous healing incidence in an acetabular tear?

144. Apart from your own medical experience, what is your support in the medical literature for that response?

145. Prior to your surgery what medical testing did you perform as part of your pre-operative analysis to determine whether the capsular communication had sealed off?

146. Prior to your surgery what medical testing did you perform as part of your pre-operative analysis to determine whether there was any remaining hip pathology?

147. In what way did you independently verify, by an objective medical test, as part of your pre-operative evaluation, that Ms. Williams had a contracture of the iliopsoas tendon?

148. In what way did you independently verify, by an objective medical test, as part of your pre-operative evaluation, that Ms. Williams had a labral tear of the right hip?

149. In what way did you independently verify, by an objective medical test, as part of your pre-operative evaluation, that Ms. Williams had a psoas bursitis?

150. In your operative report, you stated that Ms. Williams had recurrent pain in the right hip?

151. Pain in the right hip is no indication, in and of itself, without more, to perform the operations you performed?

152. In your operative report, you stated that Ms. Williams had psoas bursitis?

153. Psoas bursitis is no indication, in and of itself, without more, to perform the operations you performed?

154. Do you have a copy of the admission history and physical from the admission of 3/13/01 contained in the Faint Hope Hospital records?

155. How many paraprofessionals work for you in your office?

156. Names?

157. How many PA’s or PA-C’s are on your staff who work with you in the hospital?

158. Aren’t these paraprofessionals called “physician extenders?”

159. In essence, these paraprofessionals make your operation more profitable?

160. Allow you to perform more surgery?

161. Increase your bottom-line?

162. In your Informed Consent, at Faint Hope Hospital, on 3/13/01, did you personally go over the information contained in this document with Ms. Williams? Where, when … independent recollections, etc.

163. Is this your signature at the bottom of the page?

164. Did you sign this page in the presence of Ms. Williams?

165. Or did you sign the page when the chart came through medical records and they needed your signature to complete the chart?

166. Ms. Williams knew that she was to undergo a right hip debridement?

167. A psoas lengthening and debridement?

168. Actually, she was to undergo an iliopsoas lengthening?

169. Isn’t it true that this operation generally is performed in children who suffer from cerebral palsy with contractures?

170. The pre-op diagnosis was “tear, iliopsoas and labrum right hip dysplasia?”

171. The right hip dysplasia was congenital?

172. Not as a result of a fall at work?

173. But the tear to the iliopsoas muscle resulted from the work fall?

174. After your surgery did you personally dictate the operative report?

175. Exh: Operative Report

176. Ms. Williams sustained as an operative complication s right femoral nerve palsy?

177. Would you agree that Ms. Williams did not have this femoral nerve palsy prior to surgery?

178. You admission history and physical would document her condition prior to surgery?

179. In your medical opinion, to a reasonable degree of medical certainty, did this femoral nerve palsy result from acts during the surgery you and your assistants performed?

180. Is it correct, then, to conclude that you and your assistants caused this femoral nerve palsy?

181. Is it correct to say that the iliopsoas muscle originates, as the iliacus and psoas muscles, along the spine and the superior brim, or iliac crest, of the ilium bone?

182. Then courses inferiorly, inserting on and surrounding the lesser trochanter of the femur?

183. And, then, where does the muscle tendon finally insert?

184. With respect to hip function, doesn’t the iliopsoas muscle function as a hip flexor and external rotator?

185. But it also functions as an adductor?

186. The iliopsoas muscle functions in concert with the gluteus medius and minimus as an abductor?

187. The psoas muscle courses from the vertebral column and joins the iliacus muscle to form the iliopsoas muscle at about the inguinal ligament?

188. Various nerves run through the muscle belly if the iliopsoas muscle?

189. The genitofemoral nerve runs through the psoas muscle on the anterior surface?

190. The Lateral femoral cutaneous nerve runs through the belly of the iliopsoas muscle?

191. The femoral nerve runs in between the groove formed between the psoas muscle and the iliopsoas muscle?

192. Then the femoral nerve passes through the inguinal canal along with the femoral artery and femoral vein?

193. The femoral nerve, the genitofemoral nerve, and lateral femoral cutaneous nerves  comprise part of the anterior division of the lumbosacral plexuses?

194. Would you agree that there is great anatomic variability in the locations of these nerve structures? 

195. Humans differ from cars in that respect? (Make a joke here if you can!!!)

196. Each human is different?

197. Have you ever heard of the medical illustrator Frank Netter, MD?

198. Is his work accurate?

199. Is it fair?

200. Does Netter’s work, his illustrations, represent valid medical illustrations?

201. You might even refer to Netter’s work if you wanted an illustration to show a patient?

202. Or to answer a medical anatomy question in your own work?

1. Note: If you want, at this point, make exhibits of the enclosed Netter drawings. Or, if you prefer, this voire dire foundation forms the predicate you need to admit these drawings at trial.

203. In your operative report, after you made your incision, did you identify the femoral triad: nerve; artery; and vein?

204. In what way did you actually identify these structures?

205. In what way did you actually “preserve” these structures?

206. Did you pass a Penrose drain around the structures?

207. You had two assistants?

208. You performed this dissection within the femoral triangle?

209. At that exact point, what did Ms. Marriot do?

210. At that exact point, what did Mr. Black do?

211. Precisely what retractor, if any, did each hold?

212. The assistants retracted while you dissected?

213. In what direction did the assistants retract the femoral triad? (a) Medially? (b) Laterally?

214. You then identified what you felt was the iliopsoas muscle?

215. Posteriorly, deep to the femoral triangle?

216. Then you isolated the “tendinous portion” deeply within the muscle belly?

217. In your surgery, from which direction did you dissect down and identify it?

218. Just for clarity, does this mean that you identified the decussation of the iliacus muscle with the psoas muscle as it surrounded the anterior surface of the femoral neck?

219. Next, then, you performed an “intra muscular tenotomy?”

220. Not “inter muscular?”

221. So the report reads incorrectly at this point?

222. Isn’t it true that the insertion of the iliopsoas muscle would be under tension?

223. So the fact that you experienced a “palpable release of pressure of the tight psoas muscle over the brim” is no at all unusual?

224. If you performed this operation on anyone, this would be what you would experience? 

225. If you cut any tendon in the body, it will create a palpable release of pressure?

226. If you cut through a nerve, you would expect a “palpable release” as well?

227. What brim does this “brim” refer?

228. Do you mean the rim formed by the pubic bone?

229. Now that you have dissected through the mass of the iliopsoas muscle at the pubic bone brim, with your assistants retracting all the tissue from the skin surface, including the contents of the inguinal canal, you exposed the hip, anteriorly, between the sartorious muscle and the fascia lata?

230. Did you at this time actually identify the femoral cutaneous nerve?

231. Precisely what care did you take to preserve the femoral cutaneous nerve?

232. Did you assistants use a ribbon retractor to maintain this exposure for you?

233. A thin Dever retractor?

234. In Ms. Williams, how many millimeters what was the distance between her femoral nerve and the iliopsoas tendon?  

235. Are you aware that anatomic studies show the neurovascular bundle lies 4-10 mm from the tendon?

236. Would you agree that this incision at this point was very deep?

237. Would you agree that it was at this point that you or one of your assistants injured the femoral nerve in order to create the palsy?

238. In order to visualize the labrum, you performed an anteriomedial arthrotomy?

239. And, at this point, you removed a “small amount” of the labrum?

240. That small amount of labrum appeared to be “recurrently torn?”

241. What does that term “recurrently torn” mean?

242. Did Dr. White miss this tear when he operated a year before?

243. Or was this, in your opinion, a new injury?

244. When you flushed out the hip joint, did you actually find any loose bodies?

245. I noticed that there is no pathology report?

246. Are you aware that JCAHO requires all tissues removed at surgery to be sent to pathology for examination?

247. Are you aware of any hospital rule or regulation which requires all tissues removed at surgery to be sent to pathology for examination?

248. So there is no objective, third-party, proof here that you really removed anything?

249. She had scarring in the region of the psoas bursa?

250. What does the term debrided mean in this context?

251. Did you remove tissue?

252. Why didn’t you send that tissue to pathology?

253. There are three instances, then, where you claim you removed tissue?

254. But failed to send anything to pathology?

255. Labrum, loose bodies, and psoas bursa?

256. Without these pathology samples it is impossible to verify whether your surgery accomplished much?

257. The pathologist could have confirmed the torn labrum?

258. Could have confirmed the loose bodies?

259. Could have verified the “scarring” which you claim was present on the psoas bursa?

260. Have you ever heard the term “sham operation?”

261. If “yes,” what does it mean to you?

262. Following surgery, you didn’t see Ms. Williams until the following day, at 16:30 hours?

263. Anesthesia commenced on 3/13/01 at 11:15 hours?

264. Ended at about 13:00 hours?

265. If we look at the perioperative nursing report, it appears as if you actually began the surgery at 11:50?

266. And concluded at 12:35?

267. The surgery consumed 45 minutes of your time?

268. Then Ms. Williams went to recovery?

269. Left recovery at about 15:00 hours?

270. The Perioperative Nursing Report, which you signed, states that Dr. Smith obtained consent at 11:10 AM?

271. Five minutes before surgery, then, you obtained her consent?

272. The anesthesiologist placed an IV?

273. Began induction of anesthesia?

274. The patient entered the OR at 11:20?

275. Do you know whether Ms. Williams received any sedating medicines prior to your obtaining the informed consent?

276. Did the anesthesiologist write any order for any central acting medicine to be given on call to the OR?

277. Where did the anesthesiologist get the pre-op diagnosis of “hip dysplasia?”

278. And after the surgery, apparently he stated the post-op diagnosis to be the same?

279. Would you agree that Ms. Williams didn’t have very long to contemplate this operation after you spoke with her about the informed consent?

280. At 18:00 hours on 3/13/0 Ms. Williams was doing fine?

281. But then, at 10:00 AM, on 3/14/00, when Ms. Jones saw her on rounds, she discovered that Ms. Williams had right hip discomfort but some numbness in the anterior thigh?

282. That numbness occurred as a consequence of your injuring the femoral cutaneous nerve?

283. Ms. Williams was unable to lift her right leg, as well? 

284. So that was an injury you caused to the motor fibers of the femoral nerve?

285. Unable to extend right knee?

286. So that was an injury you caused to the motor fibers of the femoral nerve?

287. Ms. Jones concluded that she had sustained a femoral nerve palsy?

288. Which you caused?

289. You finally saw Ms. Williams the day following surgery at 16:30 hours?

290. Do you employ Ms. Jones?

291. How did you learn that Ms. Williams had a femoral nerve palsy?

292. Just read the chart?

293. Didn’t anyone call you to tell you that your patient had a significant operative complication?

294. Post-operatively you saw Ms. Williams on the 14th and the 15th?

295. She was discharged on the 16th?

296. What was the reason you, personally, did not see Ms. Williams on the 13th, following surgery?

297. Too busy?

298. What was the reason you, personally, did not see Ms. Williams on the 16th, following surgery?

299. Too busy?

300. What was the reason that you, personally, did not dictate the Discharge Summary?

301. Who caused the injury to the femoral nerve?

302. Ms. Jones?

303. Mr.  Black?

304. Or you?

305. Or, was the injury to the femoral nerve caused by the combined efforts of the two assistants?

306. But not you?

307. Or did you, independently of the other two, cause the injury?

308. In your medical opinion, to a reasonable degree of medical certainty, is this injury an expected operative complication?

309. Could happen to any patient?

310. Was this injury a result of unforeseen circumstances?

311. You did not list injury to the femoral nerve as an operative complication in the informed consent?

312. In the informed consent, you didn’t even complete the name of the attending physician?

313. Or the patient's name?

314. Is the injury which Ms. Williams sustained so unforeseeable that you would not tell a patient about the likelihood of injury to this important structure?

315. On the 15 occasions in which you performed the operation psoas tendon lengthening in the year prior to Ms. Williams’s surgery, in how many cases were the patients in the pediatric category?

316. Of the adults, what were the signs and symptoms which formed the indications of this surgery?

317. What would be the medical clinical indications to perform debridement of the psoas bursa in patients who undergo hip replacement surgery?

318. Is this operation, debridement of the psoas bursa, a routine part of your total hip replacement protocol?

319. Looking at the past five years, how many surgical patients do you typically service in one year, on average? 

320. In the 3-5 patients (Interrog [R]: 60) in whom you performed psoas tendon lengthening; debridement of the psoas tendon; arthrotomy of the right hip with partial labral resection, how many experienced a post-surgical femoral nerve neuropathy such as that experienced with Ms. Williams?

321. How do you explain this result in Ms. Williams?

i. Note: At this point, go through your Interrogatories to which you are now entitled to a response and obtain those responses. 

322. What retractor did you place or in any way use when you attempted to visualize the “clinically significant” structures? (R. 81)

323. What unforeseen circumstances occurred during the surgery? (R.108)

324. If you did not (optional language: go to the trouble to) visually identify the lateral femoral cutaneous nerve, you are telling me that you know what you are cutting merely by palpation — touching? (Paul: This is very important since it is 100% obvious to anyone that visual identification would be preferred.)

325. And you didn’t remove the lateral femoral cutaneous nerve from the operative field? (R.125)

326. What about the femoral nerve, did you visualize it and/or retract it?

327. Wouldn’t the safer — the most prudent —  course in surgical technique be to visually identify the lateral femoral cutaneous nerve?

328. Wouldn’t the safer — the most prudent —  course in surgical technique be to visually identify the femoral nerve?

329. And you admitted that you did not identify each and every branch of the femoral nerve within its location in reference to the iliopsoas muscle?

330. Would you agree that this failure to identify the femoral nerve and its branches resulted in you cutting the motor component of the femoral nerve and some of its cutaneous branches?

331. Would you agree that the permanent motor injury to the femoral nerve and to the sensory branches of the femoral nerve were not anticipated prior to surgery?

332. Excessive retraction by your assistants on the nerves in question would have resulted in the injuries in this case?

333. In answer to interrogatory # 81, you indicated that you used “best efforts’ to visualize the operative field and clinically significant structures?

334. But, your answer to interrogatory # 124, states that you identified the lateral femoral cutaneous branch only by palpation?

335. So that effort would not be a best effort?

336. Isn’t it true that you didn’t actually ever visually identify the femoral nerve and its respective branches which are the subject of this litigation visually?

337. Isn’t it true that you relied upon touch — palpation — to make this critical decision?

338. You wore surgical gloves?

339. Isn’t it true that orthopedists often wear two pair of gloves?

340. How many pairs of gloves did you wear?

341. Would you agree that your sensation was diminished from the ungloved finger? (Paul: Like taking a shower in a raincoat?)

342. (By the way, the answer to Rog 80 is “non-responsive”) In responses to various interrogatories you indicated that you were not aware of Ms. Williams’s current condition?

343. You saw her on 2 August 2001?

344. At that visit she exhibited a strength reduction in her thigh extension muscles,  4/5, and hypesthesias throughout the anterior aspect of the right thigh?

345. At that visit you believed that she required a femoral nerve repair?

346. She ambulated with a cane?

347. She had nerve conduction studies and EMG’s which indicated a femoral nerve lesion?

348. Is it possible that she was faking on that visit?

349. In your (vast) medical experience, have you ever seen a patient fully recover from such an injury?

350. Wouldn’t you anticipate that without some sort of repair, that her condition would be about the same at this time?

351. Your surgery was performed to relieve pain?

352. To restore function?

353. The surgery was 100% elective?

354. She could have pursued non-operative options?

355. Would you agree that the informed consent procedure in which you engaged Ms. Williams moments prior to a general anesthesia, literally in the OR suite, did not permit her more than a few moments to reflect upon her situation?

356. Would you agree that your failure to visually identify the femoral nerve and its various important branches resulted in your injuring the nerves?

357. Do you know a Lee Dellon, MD?

358. Have you ever heard the clinical term “snapping hip syndrome?”

359. There is another name: coxa saltans?

360. In your preliminary evaluation, per-operatively, did you examine Ms. Williams’s stance?

361. Gait?

362. Presence of skin changes?

363. Masses?

364. Muscle atrophy?

365. Deformity?

366. Contractures?

367. Scars?

368. Any snapping or clicking of the hip?

369. Did you document this examination anywhere?

370. Did you find a contracture of the iliopsoas muscle on physical examination in the pre-operative evaluation?

371. Did you document that anywhere?

372. Would you agree that your evaluation of 12/22/00 documented a full range of motion at the hip?

373. Is that clinical finding consistent with the diagnosis of “contracture” which you used in your surgical report?

374. Isn’t it true that 15% of all hips exhibit the communication which Ms. Williams had on arthrogram?

375. In many cases this communication is not an abnormal finding?

376. How do you justify that you did not order or perform psoas bursography?

377. Would you agree that this arthrogram was not an indication for surgery in this patient?

378. Why would you select an anterior approach to the hip joint?

379. Isn’t it true that this approach creates great risk of injury to the femoral nerve?

380. You didn’t inform Ms. Williams of this risk?

381. Isn’t it true that iliopsoas lengthening will decrease hip flexor strength by up to 9%?

382. In some studies the incidence is 15%

383. You didn’t tell her about that risk?

384. Why was there no witness present to witness Ms. Williams’s informed consent?

385. Is it your opinion, to a reasonable degree of medical certainty, that merely palpating the tissue to determine the branches of the femoral nerve, meets the standard of care prior to cutting nearby or adjacent tendinous tissues? 

386. Are you aware of any trauma between Dr. White’s surgery a year prior to your surgery and the date you operated on Ms. Williams?

387. Do you have any documentary evidence which supports that the labral tear existed when you operated? 

388. Any video of the operation?

389. Maybe the reason you submitted no samples to pathology was that you didn’t want anyone to know that you had performed an unnecessary surgery?

390. Why was your leading diagnosis on the 3/6/01 discharge summary “Contracture, right iliopsoas tendon” if you never demonstrated any limitation of hip extension?

391. How often do you recommend surgery for your patients with hip bursitis?

392. You were paid for this surgery by Workman’s Compensation?

393. If the right hip dysplasia was congenital, did you bill State Worker’s Compensation for this?

394. What are the statistical chances someone would recover full hip flexor strength after cutting the iliopsoas tendon?
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