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  Prologue

  In 1999, a report from the Institute of Medicine, entitled “To Err Is Human”, concluded that as many 98,000 people die annually in the United States as a consequence of medical mistakes. That is equivalent to the death toll that would occur if three jumbo jets crashed every two days. Malpractice claims are filed by only 1.5% of patients harmed by medical errors. This observation suggests either that Americans are not as “sue happy” as many presume, or that the public remains ignorant about the frequency and severity of medical mistakes. Doctors recognize that there can be a fine line between medical mistakes and expected complications. It is when complications are unexpected that doctors argue with lawyers most vigorously about who is to blame.

  Who is to blame when a medical catastrophe happens unexpectedly?


  PART I


  Chapter One

  A Kidney Transplant

  May 10, 2008

  Mark Hubbard stretched his back and craned his neck to check the digital clock on the wall behind the anesthesiologist. 1:35 AM. Over eight hours in the OR. And I told Mary Ellen I’d be home for dinner. This has been the kidney transplant from hell.

  Hubbard turned to the chief resident and the intern who were assisting on the case. “Gentlemen, I trust that you can close the fascia and skin? I’m going out to talk to the parents. Make sure to keep his central venous pressure above ten. The last thing this kidney needs is an episode of hypotension.”

  “Got it, Dr. Hubbard. Maintain CVP of ten to fifteen and no blood pressure drops,” the chief resident reiterated – mostly for the sake of the yawning intern who would be caring for this patient through the remainder of the night. Turning back to Hubbard before closing the fascia, the chief resident asked, “Do you want staples or sutures for the skin?”

  “Staples, and be sure that the skin edges are properly aligned. Let’s at least make the skin closure a successful part of this operation,” Mark said sarcastically. It’s the only part of the operation that the patient sees. “Listen, I know you guys only rotate on the Transplant Service a couple months a year, but you gotta understand that a kidney transplant is truly an elective operation, even when we do it in the middle of the night to minimize the organ’s preservation time. People with kidney failure can always be kept alive on dialysis without having a kidney transplant. We do the transplants to improve quality of life and hopefully to prolong the patient’s survival. But these operations are still elective procedures and patients and families expect good outcomes.”

  The chief resident peered over the top of his mask into the eyes of the intern across the table, rolling his eyes. It’s way too late and I’m way too tired to assimilate these subtle teaching points! Let’s just sew and staple and get the hell out of here! No words were spoken. It was getting near the end of the internship year. The intern completely understood his chief resident’s body and eye language, agreeing with a nod and a long sigh that caused his own surgical mask to bellow.

  Mark snapped off his bloody gloves, slipped off his gown, and headed for the waiting area outside of the operating room. Like most surgeons, he dreaded talking to family members about bad outcomes. He was especially upset because he went into the operating room thinking that this kidney transplant would be an easy “chip shot.” The recipient, Scott Anderson, was eighteen years old and in perfect health, save for kidney failure. He was thin and had an athletic build. The donor was ideal too – a 23- year-old man, also thin and muscular, dying from a massive cocaine overdose complicated by a stroke. He had no significant past medical history and his kidney function was perfect when brain death was declared. An ideal recipient and an ideal donor. This operation should have been a chip shot.

  Mark mentally prepared his thoughts as he strolled toward the waiting area. Nothing beyond the standard of care. Just an unusual but expected complication. That all sounded like language doctors used when dealing with malpractice lawyers. But Mark realized that surgical complications, expected or unexpected, were difficult for troubled family members to digest. Use lay terminology with these parents and be honest. This wasn’t the first time he had to do this, and it wouldn’t be the last.

  Earlier in the day – before the transplant operation – Mark met with Scott’s mother, Sarah Anderson, to get a quick update on her son’s recent health status and to discuss details about the surgery and the anticipated postoperative care. Sarah seemed almost too calm. Mark got an immediate feeling that she had been through more strenuous medical ordeals in her lifetime.

  To test his hunch, he asked “Do you have a medical background?”

  “Oh not really, except for dealing with our sick kids. You see, when Ken and I got married twenty-three years ago, we agreed that we wanted only two children. Scott was our second son. I had a tubal ligation shortly after his birth. Scott’s older brother, Sam, developed a brain tumor at the age of sixteen – it was a medulloblastoma in the base of his brain.” She glanced up to Hubbard to be sure he understood. He nodded to indicate that he was at least a little familiar with brain tumors.

  “Sam died nine months later after lots of radiation therapy and multiple surgical procedures,” Sarah went on. “We live west of Lima in a small town called St. Marys. It’s between the Ohio- Indiana border and Wapakoneta – you know, home of Neil Armstrong, first man on the moon? So, during Sam’s ordeal, Ken and I spent the larger part of a year traveling back and forth here to the Ohio Medical Center for his medical care. Ninety-six point five miles each way to be exact. I hate to admit it, Doctor, but we know this place pretty well…too well.”

  Mark immediately felt sorry for the Anderson family and wanted to be upbeat. “Listen, Mrs. Anderson, Scott’s donor was in ideal shape, and this new kidney should work even better and longer than most kidney transplants from deceased donors,” he offered. Sarah was very thankful and appreciative.

  Now, as he approached the OR waiting area almost half a day later, Mark spotted Sarah with a tall heavy-set man, presumably her husband. He was pacing the floor and appeared worried. Jesus, I should have tempered my pre-transplant enthusiasm. The husband was wearing a crumpled white shirt with rolled up sleeves, an open collar, and an unassembled blue necktie flying at half-mast. Sarah was wearing the same yellow sun dress she wore earlier in the day. She appeared concerned but less flustered than her husband.

  “Hi. I’m Mark Hubbard. You must be Mr. Anderson,” said Mark, extending his weary right arm to shake hands with Scott’s father.

  “Hi, yes, Ken Anderson here.” Ken was trying to be strong but couldn’t keep his voice from shaking. He had been pacing the floor for hours, imagining that he would be bold and harsh with a long list of demanding questions for Scott’s surgeon. However, when the confrontation materialized, he melted as he always did when dealing with someone whose professional stature was greater than his own.

  He tried to calm down. “I think you met my wife, Sarah, earlier today,” he said, almost whispering. “What’s going on, Doctor? A nurse came out of the operating room at around 10 PM and said you were having trouble with the blood vessels. Sarah said the operation would take three hours. Is Scott OK? Its way beyond three hours – it’s been more like eight. We’re worried sick.”

  “Scott’s going to be fine,” Hubbard replied. “But yes, we had problems with the arterial anastamosis – the connection between the donor artery and Scott’s iliac artery. As part of the routine in preparing a kidney for transplantation, we work with the organ on a back table in the operating room, literally cleaning off the kidney, dissecting fatty tissue from its surface. The surgeon who removed this kidney reported that there was a single artery feeding the organ – that’s the usual anatomy in eighty per cent of cases. When we took the organ to the back table, we discovered that there was a small second renal artery that went unnoticed by the procuring surgeon. It was hidden in the fatty tissue. Again, this is not unusual.” Am I being defensive?

  “The procuring surgeons work very methodically to extract the organs from the donor. In this case, the donor ’s family agreed to allow all organs to be harvested – not just the two kidneys, but also the liver, the pancreas, two lungs, and the heart. When there are several teams of surgeons removing organs in sequence, it’s easy for the kidney surgeon to miss an extra renal artery, especially if it’s small.” Yes, I AM being defensive!

  Mark looked at the Andersons and realized they were only following his story loosely, waiting for a punch line.

  “Anyhow, the first arterial connection with the main artery went smoothly. But the second artery was too short for me to create an anastamosis directly to Scott’s iliac artery. So we needed to remove a vein from his left groin to use as a jump graft between Scott’s internal iliac artery and the shortened artery from the allograft. You’ll notice that he has two incisions – one on his lower right abdomen, and another on his left upper thigh where we obtained the vein graft.”

  Seeing complete confusion on the faces of the anxious parents, Mark found some paper and a pencil at a nearby receptionist desk and proceeded to draw pictures to explain the complicated anastamosis.

  “What does all of this mean?” asked Sarah.

  “The extra time spent doing the second arterial anastamosis means that at least part of the kidney was subjected to some warm ischemia – a lack of blood flow. That’s different than the cold ischemia that occurs when the organ is preserved in iced solutions.”

  “So, is the kidney working or not?” asked Ken Anderson, getting a bit agitated once again, and still not fully compre- hending Hubbard’s technical explanation about the arterial problem.

  “The last step of the kidney transplant surgery consists of sewing the ureter of the new kidney into the recipient’s bladder after the blood vessels have been hooked up. When the kidney works right away, urine flows freely through the new ureter, literally pissing like a racehorse over the whole operative field before we get the end of the ureter sewn into the bladder,” Mark said with a smile, but finding no return smiles from Ken or Sarah. I guess neither of them has ever seen a racehorse pissing.

  He stifled his smile and went on. “Scott’s new kidney wasn’t making any urine at the end of the case, so it’s not working right now. But you have to keep in mind that about twenty-five percent of kidney transplants from deceased donors don’t function immediately. We call it ‘delayed graft function’ – basically the kidney goes into a state of shock. The organ will recover in over ninety-five percent of cases, but the recovery process can take anywhere from days to weeks. This is probably not a good time to tell them that it can actually take up to three months. During that period of ‘shock’, patients usually need to continue on dialysis treatments. We’ll consult our Nephrology Service and they’ll follow Scott closely to decide whether he will need dialysis on a day-to-day basis.”

  “So, sounds like it’s just ‘wait and see’ for now?” offered Sarah.

  “In all honesty, I am very concerned about the small second renal artery. It’s possible that the portion of the kidney supplied by that artery may be infarcted or dead. As we were finishing the case, the upper pole of the kidney pinked up some, but the lower pole looked dusky and blue. We’ll do a Doppler ultrasound scan first thing in the morning and that should give us the answer. If there’s an infarction, my hope is that it involves only a small portion of the kidney. If so, it is likely that the remaining normal part of the kidney will provide enough function to get Scott off of dialysis eventually.”

  “Sounds like a lot of hoping, but I guess we’ll hope along with you,” said Ken. “Hey, Doc, Scott is scheduled to graduate from high school in a couple of weeks – do you think he’ll make it? We’d love to see him walk up that aisle and get his diploma.”

  “We’ll see. I hope so,” Mark responded, intentionally overusing the word ‘hope.’ He could tell that the Andersons were tired and disappointed. So was he. The warm ischemia time mandated by the arterial reconstruction was almost thirty-five minutes, and he was worried about the viability of the entire transplanted kidney. But he was being totally honest with Sarah and Ken. He always tried to be completely honest with patients and families. And there was room to be optimistic in this case because both the recipient and donor were young. There was room for hope.

  “Scott will be transferred to the Recovery Room shortly but he probably won’t wake up from the anesthesia for another few hours,” said Mark. “I’m heading home to catch a few hours of sleep and will be back at 7:30 for morning rounds. I suggest you do the same.”

  “Dr. Hubbard, as I mentioned earlier, we live more than an hour and a half away, west of here – so we’d actually prefer to stay until the morning,” said Sarah. “Maybe we can catch a few winks on the couches here.”

  “That’s fine. The ICU staff can give you some pillows and blankets. Unless you have any other questions, I’ll see you in the morning.”

  Ken and Sarah could not sleep. They were each terrified by the possibility that Scott’s kidney transplant would not work and that he would require dialysis treatments forever. They also were concerned that this simple kidney transplant could turn into a prolonged hospitalization. After tossing and turning for an hour, Sarah broke the silence. “Ken, I’m beginning to see those ninety- six point five miles all over again.”

  The couple was fitfully dozing off on the waiting room couches when an ICU nurse interrupted their broken sleep at 5 AM. She spoke quietly, trying not to disturb another group of visitors that were soundly sleeping in the opposite corner of the room. “Hi, I’m Jane Pollack. Your son Scott has been moved from Recovery to the ICU next door. I’ll be his nurse today. His post- op blood work showed a potassium of 7.2. A dialysis nurse is on her way to perform an urgent dialysis treatment. We called Dr. Hubbard and he agrees with doing the dialysis. Scott is waking up, and you are welcome to join him if you’d like.”

  “Okay, Jane, thanks. I thought the potassium level was normally around 4. Did you say it was 7.2?” asked Sarah, now very familiar with language of kidney failure, dialysis, and related blood test results.

  “Yeah, 7.2 is pretty elevated and it can cause cardiac arrhythmias. The good news is that his EKG is normal, but he’ll still need dialysis urgently to get the potassium down. Sorry for waking you folks up, but I thought you’d want to know what’s going on. Honestly, this is all pretty routine after a new kidney transplant,” said Jane, pausing as she recognized that the Andersons seemed a little anxious. She smiled and tried to reassure them that the high potassium level was nothing to worry about, now sitting down to help Sarah and Ken feel more comfortable. “So tell me about Scott’s kidney problems.”

  Sarah looked at Jane and realized they were each about the same age. I’m sure this nice woman has family stories of her own. Somehow, Sarah always felt a sense of relief when she was able to divulge her life story to a sympathetic ear. She proceeded to tell Jane about her first son, Sam, and his fatal brain tumor.

  “About a year after Sam died, Scott developed the nephrotic syndrome.” The look on Jane’s face indicated that she was only vaguely familiar with the terminology.

  Sarah went on. “It’s a kidney disorder resulting from loss of protein in the urine. It leads to massive swelling of the extrem- ities and the face. After all those trips with Sam, Ken and I once again had to travel frequently here to the OMC for treatment of Scott’s kidney problem. The clinics and hospitals in Lima said his condition was too rare for them to handle. Scott had a kidney biopsy and it showed a disease called focal and segmental glomerulosclerosis – FSGS for short. For six months, he was treated with prednisone – pretty high doses – but it didn’t help. Funny thing is, when Scott initially discovered that prednisone was a ‘steroid’ he was expecting to beef up his biceps and quads…you know, Schwarzenegger style. But we all quickly learned that prednisone is a catabolic steroid, not one of those anabolic steroids that some athletes use to build muscle mass.”

  “I’ve seen lots of patients who are taking high doses of prednisone,” Jane interjected. “The side effects can be really nasty.”

  “Exactly,” Sarah responded. “Scott developed a fat swollen face. He had mood swings – sometimes he seemed irritable and depressed, at other times almost overly energetic. He got terrible acne on his face, and on his back and chest. He had bouts of raging indigestion and needed to take all sorts of antacids and other stomach remedies. You know, Scott was looking like a first- rate running back on the varsity football team, but he had to quit sports during his sophomore year because the kidney disease caused such bad swelling of his legs. He could hardly walk, let alone run.”

  Sarah was getting teary-eyed and Jane quickly disappeared and reappeared with a box of tissues before encouraging Sarah to continue her story.

  “Anyhow, after six months of prednisone, Scott’s pediatric nephrologist met with me and Ken to inform us that Scott was developing irreversible kidney failure. He would need either dialysis or a kidney transplant. He wasn’t responding to prednisone, despite all of the side effects. And there was no other treatment. She told us that a kidney transplant was the best option, but quickly tempered her optimism by pointing out that there was a chance – somewhere between thirty and fifty percent – that the FSGS would recur in a newly transplanted kidney, possibly destroying it.” It seemed in medicine that good news was always accompanied by some bad news.

  Jane remained attentive, and Sarah continued. “Ken was ruled out as a kidney donor to Scott because he had diabetes. He’s been taking diabetic pills and following a diabetic diet for more than eight years now. I couldn’t donate to Scott because I have an incompatible blood type. I’m type A and he is type B. And of course there are no other siblings to serve as living family donors.”

  Sarah went on, after pausing to grab another tissue. “Scott was placed on the waiting list for a kidney transplant from a deceased donor. We were told that it would take between three and five years before he would be called in for a transplant – owing to the large number of patients on the waiting list ahead of him. We’ve been living through a nightmare of teenage illnesses for over five years.”

  “So this kidney transplant is really good news for you two!” Jane offered, now becoming conscious of the time and her need to back to the ICU.

  Sarah peered into Jane’s eyes and said, “You know, Scott is our only remaining child. When we received the call about the kidney that had become available for Scott several hours ago, it seemed like a nightmare had finally come to an end. But then…this bit of bad news from Dr. Hubbard about a problem with the kidney’s arterial connection.”

  Ken had been following Sarah’s review of the Anderson family story and finally chimed in. “To think I was worried that the original disease might recur in the transplanted kidney,” Ken said to Sarah and Jane. “That was my big concern – waiting to see if his FSSG, or whatever it’s called, would recur in his new kidney. Now it sounds like the kidney might not work at all.”

  “Ken, that’s not what Dr. Hubbard said,’ Sarah retorted. “I thought he said there was a ninety-five percent chance it would work. And it’s called ‘FSGS’.”

  “He was talking about statistics, not this individual case with the faulty artery. That artery problem changes everything. Just our luck. Just Scott’s luck. Oh, what the hell, let’s just keep our fingers crossed and hope that the scan is okay this morning.”

  “Good idea,” said Jane, offering to escort the couple into the

  ICU. “Man oh man, you guys have really been through a lot. I’m sure everything will go fine with this new kidney transplant.” Scott had been receiving hemodialysis treatments for over two years at a dialysis unit in Lima – hooked up to a dialysis machine for four hours at a time, three times a week. So he and his parents were accustomed to the routine, including insertion of the two large dialysis needles into the arteriovenous fistula that had been surgically created in his left forearm several years ago. Scott was a little lethargic from the general anesthesia, but he was able to converse with his parents who recounted Dr. Hubbard’s concerns, including their own rendition of the arterial problems. They had saved Hubbard’s drawings and shared them with Scott. “Hey, Mom, Dr. Hubbard told us beforehand there was a chance that the kidney wouldn’t work right away,” Scott recalled. “Right, and a ninety-five percent chance that it will kick in eventually,” Sarah responded optimistically. Ken offered a reluctant nod of agreement, realizing that Scott was looking for one.

  At 7 AM, an ultrasound technician arrived at Scott’s bedside and announced that she would be performing the Doppler ultra- sound on Scott’s kidney, first explaining the procedure. “Don’t worry, no needles – just some cold jelly down here over your new kidney and a little gentle pressure from the ultrasound transducer.”

  “Wow, you’re here earlier than we expected,” commented Sarah.

  “Yeah, this place has been hopping recently. There was a second transplant last night – and he also needs a Doppler study,” said the technician, tilting her head in the direction of another bed at the other end of the ICU. “So, I thought I’d get an early start. They asked me to do your son first.”

  Sarah looked towards the other end of the intensive care unit and noticed an elderly black woman sitting next to an elderly black man, presumably her husband, resting comfortably in his ICU bed. Like Scott, the man was attached to several IV lines and beeping monitors. A plastic bag at his bedside was filled with urine draining from a catheter. Sarah saw a similar catheter and bag at Scott’s bedside, but the bag was empty. She returned her attention to the ultrasound technician who seemed to be applying more than “gentle” pressure over Scott’s brand new incision, causing him to wince with pain periodically.

  “How does it look?” asked Ken, wondering why the previ- ously talkative technician suddenly clammed up after starting the procedure.

  “I’m really not allowed to comment on my findings until a radiologist makes an official reading,” she answered in a serious tone and without taking her eyes off the monitor.

  Before Ken was able to object, Mark Hubbard arrived with his team of residents and nurses – about seven people in all, entering the ICU looking like a human train. Hubbard was the locomotive, tall and thin with shortly cropped brown hair and a perfectly trimmed moustache. He was wearing a white shirt and red necktie with a clean and starched white lab coat. A scruffy short male intern wearing horn-rimmed glasses was the caboose – the same intern who had wearily stapled together Scott’s skin incision six hours earlier. He was dressed in a green scrub suit and a white lab coat with three or four prominent coffee stains and a large ink stain under the coat’s upper pocket.

  “Good morning, Scott, how are you feeling?” asked Mark, also acknowledging Ken and Sarah’s presence with a polite nod. “Not bad. A little nauseated. And my lower belly feels like it’s been hit by a truck.”

  Mark smiled and pretended to pay attention but was quickly scanning the flowsheets at the bedside and querying his team.

  “Any urine output in the past three hours?”

  “Only bladder sweat. I tried IV Lasix twice – no response,” offered the scruffy intern. “But his CVP is 12,” he added, proud that he kept the patient hemodynamically stable over night.

  “And no blood pressure drops. One-forty over eighty most of the night,” he said, stifling another yawn.

  “Good work…Doctor,” said Hubbard, embarrassed that he couldn’t remember the intern’s name. “Did you irrigate the Foley catheter?” he asked further, challenging the intern, in part to test his competency.

  “Three times, Dr. Hubbard, and still nothing but bladder sweat. The Foley catheter is not obstructed, sir,” said the intern, emphatically.

  “Okay, good job,” Mark said softly, perhaps not appreciating how even a short, but positive comment of that kind could bolster the confidence of a young doctor in training.

  Mark turned his attention to the ultrasound images being displayed on the Doppler monitor next to Scott’s bed. “Go back to the lower pole,” he instructed the technician. “Okay, now scan back up. Okay, now back down.”

  He shuffled over to the other side of the bed to address Scott and his parents.

  “I’ll need the official interpretation from radiology, but I don’t see any blood flow to the lower pole of the kidney and I think it’s infarcted. The good news is that the infarction appears to affect less than a third of the whole kidney. There is good blood flow to the upper pole, but there’s no urine output – so we’re dealing with delayed graft function as we discussed yesterday…or earlier this morning. There is no reason to re-operate – I’m sure that the lower pole can’t be salvaged. We’ll have to wait for the upper pole to recover. We’ll just have to wait and see.”

  Waiting. Waiting rooms. Waiting lists. During the past five years, the Andersons had become accustomed to waiting. They would just have to wait a bit longer for Scott’s new kidney to start working.

  The urgent dialysis was successful in correcting Scott’s high potassium level. He was otherwise stable and plans were made for his transfer to a regular floor. Ken and Sarah told Scott that they needed to return home for a few hours. They would come back to visit him later that evening. Ken was a tax accountant and needed to check in at his office in Lima to reschedule some meetings with clients. He was also dying for a cigarette, having been trapped in the smoke-free confines of the OMC for more than half a day. Sarah needed a shower, a change of clothes, and some time to update family and friends about the exciting events of the past twenty-four hours. As they were exiting the ICU, Sarah spotted the elderly black woman, presumably the wife of the man who received the other kidney transplant, in the adjacent waiting area. She was wearing a pink suit and a matching pillbox hat – suitable for a Sunday morning at church. Sarah asked Ken to stop for a minute to say hello.

  “Hi there, I hope I’m not being too nosey, but is that a relative of yours who got a kidney transplant last night?” Sarah asked.

  “Why yes and it’s a miracle!” the woman answered. “My husband, Warren, waited for six years for a kidney and has been on dialysis for eight years. He was so excited when we got the call. It’s a miracle, and the doctors say the kidney is working beautifully. Warren hasn’t made any urine for several years. To see it pouring out now – well it’s simply a miracle! They tell me the donor was a young man – a perfect donor. But I feel so badly about that young man’s family. They must be in an awful way.”

  “We know exactly how you feel. And we know all about dialysis. Our son also received a kidney transplant late last night. This is my husband, Ken. I’m Sarah Anderson. Nice to meet you.”

  “I’m Cora Mitchell, and nice to meet both of you both as well. I’m sure you are as thrilled as I am.”

  “Yes, we are,” said Sarah, half-lying and not keen on divulging the details of Scott’s case. “But we’ve been here all night and are heading home for a rest. Best of luck to you and Warren.”

  As they were driving home, Sarah said to Ken, “It must have been the same donor. Dr. Hubbard said the donor was a young man in his early twenties.”

  “Well, honey, most human beings have two kidneys, so you are probably right. And Hubbard did say that there were two kidneys and several other organs taken from the same donor in this case.”

  “You’re missing the point. Cora said her husband’s kidney was working beautifully – lots of urine flowing. Heck, I could see the urine in his catheter bag from a hundred feet away in the ICU.”

  Ken paused to think and then responded, “Okay, okay…and Scott’s kidney is not working…but you’re forgetting the whole story about the arterial stamatosis, or whatever Hubbard called it.”

  “It’s called an anastamosis,” she retorted. Sarah loved learning medical terminology and was always astounded by her husband’s opposite unwillingness to expand his vocabulary. “Sure…yeah, just our luck,” she went on. “Great kidney, but a faulty anastamosis. Seems like good news is always accompanied by some bad news. God, Kenneth Anderson, are we going to live under a black cloud forever?”

  Ken didn’t answer. They were silent for much of the remainder of the trip back to Lima, each internally recounting the events of the day and the events of the past five years. Sarah’s thoughts once again drifted to a common one that had plagued her for eighteen years. I should never have agreed to that tubal ligation. Ken talked me into it. We should have had more children.

  As they were pulling into their driveway, Sarah broke the silence with another thought, speaking mostly to herself, “Cora and Warren must be in their upper sixties or early seventies. Why do you think they would transplant a kidney from a twenty- something-year-old person into a man close to seventy?”


  Chapter Two

  Elroy Kirk’s Overdose

  May 7, 2008

  Jason Heeger flicked on the siren and grabbed the two-way radio, preparing to call the Emergency Room physician at Wright State County Hospital. Sitting to his left was Jeff, his partner and driver, in the midst of an adrenaline surge, busily maneuvering the ambulance through intersections and red traffic lights.

  “Finally a little excitement!” Jeff exclaimed to Jason, summa- rizing the sentiments of the entire four-man crew of emergency medical technicians who had grown accustomed to a relatively humdrum life in the Emergency Medical Service of Dayton, Ohio. Hours of boredom and minutes of excitement. Jason swiveled around to assess the scene in the rear cabin of the ambulance. There was none of the usual flailing and screaming that was typical of patients having heart attacks or of those with bone fractures or other traumatic injuries. Jason’s two partners in the rear of the ambulance were busy securing the “client’s” intra- venous line and checking vital signs, but the client himself was motionless. A faint fecal odor permeated the rear cabin and was slowly making its way to the front of the vehicle.

  Jason swiveled back to the street view and clicked on the radio. “Man found down at the site of a police drug raid. Young black male – early-twenties, mid-twenties maybe,” he yelled over the screeching sounds of the siren overhead. “Witnesses described what sounds like seizure activity – including urinary incontinence. Patient is currently unresponsive. Blood pressure 220 over 130. Repeat, 220 over 130. Heart rate 110. No sponta- neous movements. There’s evidence of both urinary and fecal incontinence. We’ve got IV normal saline running at one hundred an hour. Maintaining airway and ventilating with an Ambu bag. ETA four to five minutes. Do you read me?”

  “Yes, sir, we read you loud and clear. Any ongoing seizure activity?” asked Ken Sanchez, the Emergency Room physician, on the other end of the two-way radio. He was finishing the last morsels of a gigantic slice of meat-lover ’s pizza delivered to the ER by a mom-and-pop shop down the street.

  “None. There’s no motor activity at all, sir. In fact, he seems…paralyzed.” He looked to Jeff, who shrugged his shoulders and frowned in a sign that basically agreed with Jason’s assessment.

  Jason looked toward the rear cabin once again, feeling uneasy. I’d rather have flailing and screaming. I hope this isn’t just another expensive taxi ride to the morgue.

  “Okay. Maintain the IV fluids and keep bagging him,” said Sanchez, wiping his mouth clean of any remnants of tomato sauce. “We’ll have anesthesiology ready here to intubate the patient on arrival.”

  When the ambulance arrived, the Wright State Emergency Room team jumped into action as the EMS squad whisked the patient’s cart into the “Code Room.” After a day filled with sore throats, sprained ankles, and a urethral drip or two, the ER staff also craved this kind of action.

  Sanchez systematically barked out orders, questions, and commands. “No spontaneous respirations. Please go ahead and intubate,” nodding to the anesthesiologist. “I need an arterial blood gas please – STAT. One amp of bicarbonate now – IV push. I need a twelve-lead EKG. STAT portable chest x-ray. Vital signs please?”

  “BP 230 over 135…pulse 120 and regular,” responded a nurse. “Thank you. Update in two minutes please. ”

  Sanchez proceeded to do a quick neurologic examination.

  “I get some response to deep pain on the left side. Flaccid paralysis and no response to deep pain, entire right side.” He

  grabbed an ophthalmoscope and pried open the patient’s eyes to view each retina for any signs of hemorrhage or swelling. “Papilledema…bilaterally. Sounds like malignant hypertension with cerebral edema and papilledema. Labetalol 10 mg IV now and let’s get a nitroprusside drip going. Any family?” Sanchez asked looking toward the EMS team.

  “Girlfriend should be here shortly,” Jason Heeger responded. “She was at the scene and was being escorted behind us by the Dayton PD.”

  Sanchez leaned toward Jim Augustine, a senior resident rotating in the ER. “Get out there and get some history from the girlfriend. I’ll call the Medical ICU for a bed.” Augustine, who was preparing to start a second IV line in the patient’s left arm, reluctantly dropped his instruments to follow Sanchez’s orders. I’m a frickin’ senior resident! Any medical student can get a history from a girlfriend.

  Augustine was unsure what to make of this girlfriend. She came stumbling into the ER waiting room, sobbing and barely able to keep up with the two brutish Dayton PD officers who were flanking her, each holding one of her arms. Is she a friend of the patient or a criminal? She was a young, attractive, dark-skinned, black woman who appeared to be in her mid-twenties. Her long glistening black hair was combed back into a tight pony tail. But she was wearing a red mini-skirt, a low-cut white blouse, a yellow silk scarf, and a shaggy gray sweater – a misfit of apparel that broadcast an aura of “criminal” more than “family friend.” Augustine approached the girlfriend and introduced himself, feeling more like a law enforcement officer than a doctor. “Hello, Ma’am. I’m Dr. Augustine. I need to ask you a few questions about Mr. Kirk,” he said, suddenly realizing that he had not prepared any specific questions. He finally offered, somewhat clumsily, “Can you tell me your name? Can you tell me what happened? ”

  The girlfriend interrupted her sobs and returned a look of suspicion toward the young doctor. Is this guy a doctor or some kind of student?

  “My name is Tanya Stenfield,” she managed. “Is Elroy gonna be okay? When the cops arrived, he fell to the floor and I thought he was faking something. But then his body started shaking and twitching and he started foaming at the mouth – you know like my brother used to do when he had fits.”

  “Hold on. Back up a little. Where did this happen, and why were the cops there?” Augustine asked, trying to regain his investigative composure.

  “We was all at a house in north Dayton. Elroy’s been dealing for more than a year. I told him to stop. God knows I aksed him to stop. It was supposed to be a meeting of friends, you know…buyers. Somebody called the cops. We all heard sirens, first of all far away. When the sirens got closer, everyone scattered – mostly out the back door. Elroy didn’t run, but he swallowed a bag of dope.”

  “What kind of dope?” “Cocaine.”

  “Was it powder? Crack? How much?”

  “I have no idea, man. I don’t use that shit. Honest.”

  Tanya turned away from Augustine momentarily, continuing to sob off and on. As she surveyed the ER waiting room with its assortment of accident victims and sick people, she thought about Elroy and the promise of a better life – now all going downhill fast. She was in trouble most of her life before Elroy. She never knew her father. When she was four years old, her mother suddenly moved to Florida and left Tanya to be raised by her Auntie Esther, who lived on welfare checks. Tanya never made it through high school. By the age of eighteen she already had three abortions and six boyfriends – all dope dealers, two in prison for life. She earned some money as a stripper and rented a small
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