
-------

,,'-· • 
IN THE COURT OF CLAIMS OF OHIO 

YONG HUI SHEFFIELD, ET AL., 

Plaintiffs 

v. 

THE OHIO STATE UNIVERSITY 
MEDICAL CENTER, 

Defendant 

Case No. 2013-00013 

Judge Dale A. Crawford 

DEFENDANT'S EXPERT DISCLOSURE 

FILED 
COURT OF CLAH1S. 

OF OHIO 

201~ JUL 22 PM 3! 08. 

In accordance with the Court's scheduling order, defendant hereby identifies the 

following witnesses as experts: 

1. Peter J. Papadakos, M.D., critical care medicine, report attached. 

2. John Askins, R.N., B.S.N., report attached. 

3. David W. Woodruff, M.S.N., R.N.-B.C., report attached. 

4. Jenny Beerman, R.N., M.N., report attached. 

5. · Miguel-Angel Perales, M.D., hematology, report attached. 

6. Bruce Farber, M.D, infectious disease, report attached. 

------- ---
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Respectfully submitted, 

MIKE DEWINE 

Ohio Attorney General 

kcwLuQ~ 
KARL W. SCHEDLER (0024224) 

DANIEL R. FORSYTHE (0081391) 

Assistant Attorneys General 

Court of Claims Defense 
150 E. Gay Street, 18th Floor 

Columbus, Ohio 43215 
(614) 466-7447 

COUNSEL FOR DEFENDANT 

CERTIFICATE OF SERVICE 

I hereby certify that a copy of Expert Witness Disclosure was sent by regular U.S. Mail, 

sr 
and by electronic mait on this2.L-day of July, 2014 to: 

Michael J. Rourke 
Robert P. Miller 

495 S. High St., Suite 450 

Columbus, Ohio 43215 
Counsel for Plaintiff 

~;(g~ 
KARLW.SCHEDLER(0024224) 
Assistant Attorney General 
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June 30, 2014 

Daniel R. Forsythe, J.D. 
Senior Assistant Attorney General 
Court of Claims Defense Section 
150 East Gay Street, Floor 18 

· Columbus, Ohio 43215 

June 28, 2014 

• 

Re: Yong Him Sheffield et al, v The Ohio State University Medical Center, Court of Claims 
Case No. 2013~00013 

At the request of your office, I have reviewed the medical records and images of Mr. Daniel 
Sheffield during his hospitalization at Ohio State University Medical Center. I also reviewed the 
Deposition-ofPaul Gallett, R.N. 

In brief: 

Daniel Sheffield was a 69 y/o male with a history of follicular lymphoma s/p allogeneic stem cell 
transplant, admitted with neutropenic fever, acute respiratory failure, hypotension, and sepsis on 
6/13/2012 to Wexner Medical Center of Ohio State. During that admission, he was treated for 
Norcardia pneumonia, atrial fibrillation, and CMV viremia. 

His past medical history is remarkable for prostate cancer, hypotension, depression, and the 
above lymphoma. 

On 7/5/2012, a left internal jugular center venous catheter was removed by Mr. Paul Galett, R.N. 
in the supine position ~nd pressure was applied for 15 minutes and a dressing placed. 
Approximately 40 minutes later, Mr. Sheffield went into a coma while having a meal. CT 
imaging showed air in the brain and read as either from Norcardia or air embolism by several 
consultants. Treatment was done with hyperbaric oxygen along with supportive therapy. No 
recovery occurred and the family withdrew care, and the patient expired at 9/25/2012. 

Assessment: 

Based on my review of the available data, I do not believe Mr. Sheffield suffered from an air 
embolism, due to the line being extracted by Mr. Gillett. Mr. Gillett extracted the line in the 
supine position and placed direct pressure for 15 minutes. No hematoma was noted on the neck, 
which supports th!lt pressure was applied. A dressing was placed. The event occurred 
approximately 40 minutes after the line was removed outside the window of time an embolism is 
expected due to clot formation, return of fascial planes and muscular approximation. 
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No evidence of air in the lungs was ever noted, a classic finding of air embolist. Also, no 
intercardiac shunts were ever documented either by murmur or echocardiogram. 

In summary, I believe Mr. Sheffield's death was not a consequence of the line being removed .. 
All standards of care were met. 

/ 

S inc.erel , ~ . . 

; ~ 

,• ·~ ~~// 

Pe~d~Jt~id~~~s._\ M.D., F.C.C.P., F.C.C.M., F.A.A.R.C. 
P{?fe§sor of'An:esH'l'esiology, Surgery, Neurosurgery, and Neurology 
Di~tor, Division of Critical Care Medicine 
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John Askins 
7604 Catskill Avenue 
Amarillo, Texas 79121 

Daniel Forsythe, Esq. 
Assistant Attorney General 
Court of Claims Defense Section 
150 East Gay Street, 18th Floor 
Columbus, Ohio 43215 

July 10, 2014 

• 

Re: Yong Hui Sheffield, ET AL.-v- The Ohio State University Medial Center 
Case No 2013-00013 

Dear Mr. Forsythe, 

As requested I have reviewed the records sent to me of Mr. Sheffield. He was admitted to Wexner 
Medical Center of Ohio State University on 6/13/2012. Mr. Sheffield presented to the ER with 
complaint of elevated temperature, 103 degrees, became hypotensive with sepsis and hypoxic with 
respiratory failure. He was found to be neutropenic. In addition he sufferedfrom CMV viremia, 
Norcardia pneumonia, renal insufficiency and atrial fibrillation. 

Past medical history includes Non-Hodgkin's lymphoma, pneumonia, acute renal failure, anemia, DVT in lower extremity, carcinoma of prostate, depressive disorder, and epileptic seizure. 

Mr. Sheffield had a central venous catheter placed in order to provide medication, fluids and care. On 7/5/2012 this catheter was removed. Mr. Sheffield experienced what is described as a seizure some 
40 to 50 minutes after the removal of this catheter. Imaging studies, laboratory studies and 
hyperbaric treatment were done. Mr. Sheffield expired on 9/24/2012 from sepsis. 

Allergies include chlorhexidine, penicillins, vancomycin and sulfa drugs. 

As requested I have focused my review on the standards of care involving the left internal jugular 
catheter removal. This catheter was removed on 7/5/2012. Mr. Sheffield was instructed on the 
procedure for the removal of the catheter, placed flat and requested to hum. Pressure was held on 
the removal site for approximately 15 minutes and gauze dressing was applied to the site. He 
remained in bed for at least 30 minutes per the time line of the records. He tolerated the removal of 
the catheter well and was talking with his family and eating with the assistance of his wife following the removal. 

The procedure followed was within the standards of care for- removal of a central line. Mr. Sheffield 
understood the procedure due to prior education by his nurse. He was placed in a flat position as 
tolerated by him and according to standards. There is a question about a pillow being under his head during the catheter removal. The position of the catheter site would not have been altered 
significantly and still leave access for removal of the catheter, if in fact there were a pillow there. He was requested to hum which required him to exhale, which results in a valsalva response. Studies 
have shown this to be effective in reducing the possibility of an air embolism. This procedure is 
accepted and has been shown to be as effective as a valsalva maneuver. Pressure was held on the site 
for approximately 15 minutes With gauze. This is acceptable as well and practiced in facilities. A 
gauze dressing was applied with tape, which is also an acceptable practice. 

1 
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It is my opinion that nurse Gullett followed acceptable standards of practice in the removal of a 
central line. Nurse Gullett's actions were that of a prudent nurse and his care was within acceptable 
standards. This opinion is stated with a reasonable degree of nursing certainty and is based on 
review of the records sent to me as well as my education, training and experience over the past 36 
years as a registered nurse. 

s·, ceJiy, /? l ·~ 
~ ~flrv' 
hnAskins RN 
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RECORDS REVIEWED 

1. Medical Records Wexner Medical Center of Ohio State University, 6/13/2012 to 8/16/2012. 
2. Discharge Summary by Dareth N. Gilmore,CNP and and Sumithira Vasu M.D., MBBS. 
3. Expert Report, DanGzesh M.D.m 9/15/2013 and 6/12/2013. 
4. Expert Report, Carolynn Cassutt RN, CRNI, (:LNC, VA-BC, 6/15/2013. 
5. Deposition, Paul Gullett RN,Volume 2, 6/10/2014 
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David W. Woodruft MSN, RN-BC, CNS, CNE 

571 Ledge Road 
Macedonia, OH 44056 

July 15, 2014 

Mr. Daniel Forsythe 
Court of Claims Defense Section 
150 East Gay Street, Floor 18 
Columbus, OH 43215 

(330) 888-9446 

Re: Sheffield, et al. vs. The Ohio State University Medical Center 

Dear Mr. Forsythe, 
The following is a report of my opinions in regard to the appropriateness of 

the nursing care that Daniel Sheffield received by the staff from Ohio State 
University Medical Center on July 5, 2012. The items that I reviewed in order to 
reach my opinions were: the medical records of the Ohio State University Medical 
Center from June 13, 2012 to September 25, 2012, the plaintiffs complaint, and 
deposition transcript of Paul Gullet, RN, and the OSUMC Patient Standards of 
Practice. · 

As a result of my review, I found that the nursing care that Daniel Sheffield 
received met the standard of care required of a reasonable and prudent nurse. The 
nurses caring for Mr. Sheffield assessed him, planned appropriate interventions for 
him, implemented those interventions, and evaluated the effectiveness of the 
interventions. 

Mr. Sheffield was admitted to The Ohio State University Medical Center on 
June 13, 2012 with sepsis. On July 5, 2012, Paul Gullet, RN removed a central venous 
catheter from Mr. Sheffield's internal jugular vein using accepted and standard 
nursing practice. Thereafter, Mr. Sheffield developed respiratory distress, and later, 
altered mental status. There is no evidence from my review that the removal of the 
catheter resulted in Mr. Sheffield'~ subsequent symptoms or caused injury to Mr. 
Sheffield. The central catheter was removed following the accepted standard of care. 

Therefore, it is my opinion, to a reasonable degree of nursing certainty, that 
the nurses at The Ohio State University Medical Center followed the appropriate 
standard of care in their treatment of Mr. Sheffield. I reserve the right to amend my 
opinions if additional information becomes available. 

Respectfully, 

David W. Woodruff, MSN, RN-BC, CNS, CNE 
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Daniel Forsythe 
Karl W. Schedler 

• 

Court of Claims Defense Section 
Office of the Ohio Attorney General 
150 East Gay Street, Suite 1800 
Columbus, OH 43215 

RE: Daniel Sheffield 

Dear Mr. Forsythe and Mr. Schedler: 

• 

Per your request, I have reviewed excerpts of the medical records from The Ohio State University 
Medical Center regarding Mr. Sheffield's final hospitalization, which included the Admission, History 
and Physical and Transfer Notes, the Progress and Discharge Notes, Orders, and Nursing Flow Sheets. 
Also reviewed were the Plaintiffs Amended Complaint with Affidavits of Merit, Plaintiffs 
Identification of Expert Witnesses and Expert Reports (Dan Gzesh, M.D. and Carolynn Cassutt, R.N.), 
Deposition of Paul Gullett, R.N., with exhibits, taken June 10, 2014, and the following policies: 
OSUMC Patient Oire Standards of Practice: Intravascular Access Devices and Mosby's: Central 
Venous Catheter; Removal. 

My opinions are based on my education that includes a master's degree in nursing, teaching at several 
colleges of nursing, 43 years of full and part time staff nursing in medical-surgical and critical care 
settings, teaching and caring for patients in the geriatric and nursing home settings, and lectures and 
publication on documentation, chain of command, and critical care issues. I devote approximately 90 
percent of my professional time to the active clinical practice of nursing, being at the bedside of 
patients and the students that I teach. My curriculum vitae is attached at the end of my report . 

. Since 1971, my nursing duties and responsibilities have included and continue to include, in addition to 
the clinical and academic training of professional nursing students, weekly clinical nursing care of 
patients like and similar to Daniel Sheffield. As a practicing nurse since 1971, 1 have ~pecial . 
knowledge, training and experience in medical and surgical nursing, with a clinical nursing emphasis in 
the nursing care of adult patients, involving direct nursing diagnosis, assessment, care and treatment to 
patients experiencing lymphoma, stem cell transplantation, sepsis, and the use and removal of central 
venous catheters. 

Daniel Sheffield w_as a 69 year old male who had a history of Non-Hodgkin's lymphoma and was status 
post Allogenic Stem Cell Transplant. Mr. Sheffield presented to the Ohio State University Medical 
Center on June 13, 2012 with a diagnosis of septic shock. He was admitted to the Medical Intensive 
Care Unit (MICU) and started on IV antibiotics. 

Following Mr. Sheffiel's admission to the MICU, he required intubation, vasopressors, and 
hemodialysis. His condition slowly improved and he was weaned from the vasopressors and was 
extubated. Mr. Sheffield was transferred to the BMT (Bone Marrow Transplant) Unit. Mr. Sheffield 
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was receiving physical therapy and occupational therapy with plans for discharge to an acute 
rehabilitation center. 

On July 5, 2012, an order was written to discontinue a left IJ (internal jugular) temporary central 
venous access device (CVAD) catheter. Mr. Sheffield's nurse, Paul Gullett, R.N., prepared to removed 
the CVAD that evening at approximately 1800. Nurse Gullet documented that the CVC was removed 
per sterile procedure while Mr. Sheffield's bed was placed in the flat position. The sutures were 
removed, and Nurse Gullet instructed Mr. Sheffield to hum a song while he removed the catheter. 
Nurse Gullet stayed with Mr. Sheffield as he applied pressure to the exit site for 15 minutes. 

At approximately 1840, Nlitse Gullett was called to Mr. Sheffield's room by his family who stated that 
Mr. Sheffield was short of breath. Upon Nurse Gullett's arrival to the room, Mr. Sheffieid was sitting 
up in a chair complaining of shortness of breath. His room air oxygen saturation was 89%. Nurse 
Gullett stopped his antibiotic infusion. Mr. Sheffield was on oxygen and IV fluids. He called for help, 
and when no one came, he ran to get his charge nurse. When Nurse Gullett returned to the room, Mr. 
Sheffield was unresponsive and he was quickly moved from the chair to the bed. 

Mr. Sheffield was breathing on his own and was placed on oxygen at 4 liters. The physician arrived at 
the bedside. Mr. Sheffield continued to be unresponsive and was taken for an emergent CT scan of the 
brain at 1900. The CT scan revealed evidence of a stroke. Upon Mr. Sheffield's return to the floor, the 
neurology service was consulted and evaluated him at 1915. Mr. Sheffield remained unresponsive and 
was intubated. Further CT scans of the brain were completed and revealed a cerebral air emboli. The 
neurology service noted that it was unclear how the air emboli were introduced. 
Over the next couple of weeks, Mr. Sheffield remained unresponsive. Follow-up brain scans continued 
to show acute areas of infarcts. On September 24, 2012, Mr. Sheffield's condition deteriorated. He 
expired that afternoon at 1600 due to severe sepsis and immobility from a stroke. 

Opinions of Nursing Care 

I am familiar with the national standard of nursing care and know it to be that level of reasonable care, 
skill and diligence that nurses would ordinarily have and exercise in the same or similar cases. 

In my opinion, the nursing care Mr. Sheffield received while at Ohio State University Medical Center 
met the standard of care. It is my opinion Nurse Gullett safely positioned Mr. Sheffield in a flat 
position when he removed the CVAD catheter. Though a Trendelenburg position is common, many 
patients are unable to tolerate this position for periods of times. Having a patient supine allows the 
heart, positioned in the anterior portion of a man's body, to be slightly above the catheter site, which is 
in the internal jugular vein in the neck. Mr. Gullett does not recall ifhe removed Mr. Sheffield's pillow. 
However, if a pillow was in place, it would elevate the head and not the lower portion of the neck, 
where the internal jugular vein is located. 

There are several techniques that are safe when removing a CVAD catheter. It is my opinion Mr. 
Gullett met the standard of nursing care by removing the CVAD catheter by having Mr. Sheffield 
exhale during the procedure. Nurse Gullett, per his deposition, recalls that he asked Mr. Sheffield to 
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hum during the removal. I have been a nurse for 43 years, and have witnessed physicians and nurses 
removing CVAD catheters safely by having patients hum. Understanding the mechanism of humming 
provides insight into exhaling, which is the goal during CVAD catheter removal. During humming, the 
glottis opens and closes intermittently, to increase intra-thoracic pressure and force expiration. A 
patient is required to exhale during humming. The mechanism of humming resembles those of a 
Valsalva maneuver. What is ultimately achieved during humming is a patient must take a deep breath 
to sustain humming, and prevent inhalation, which is the goal of safe CVAD catheter removal. 

It is my opinion Nurse Gullett safely sealed the site of the CVAD catheter by applying pressure with. 
sterile gauze at the sight for 15 minutes. Petroleum-based ointment is no longer used in many 
institutions and no longer stocked on many supply carts. It is my opinion that firmly applying direct 
pressure over the insertion site with sterile gauze meets the standard of nursing care. In the past several 
years, holding pressure with a sterile gauze until homeostasis is achieved, and then placing tegaderm or 
tight tape over the sight, is accepted procedure and what a reasonable and prudent nurse would do. 
Nurse Gullett testified that at no time was the wound open to air. 

There is dispute in the records and deposition of Nurse Gullett as to how long Mr. Sheffield remained 
in his bed before he was in a chair to eat his dinner. Nurse Gullett testified that he stayed with Mr. 
Sheffield for 15- 30 minutes for the CVAD catheter removal and then left the room to retrieve an 
antibiotic. Nurse Gullett estimated in his deposition that locating the antibiotic and signing out for it 
would have taken about 5-10 minutes, in addition to the time he spent removing the CVAD. When 
Nurse Gullett returned to the room, he noted that Mrs. Sheffield was assisting her husband to eat. Mr. 
Sheffield was in a chair. Nurse Gullett testified that Mr. Sheffield was doing "okay'' at that time. 
Nurse Gullett, according to his testimony, spent another 5-10 minutes in Mr. Sheffield's room, setting 
up the tubing for the antibiotic to be hung tin:ough his PICC. It remains unclear how long Mr. Sheffield 
remained in bed after the removal ofhis CVAD, but more likely than not, it was greater than 30 
minutes. Allowing Mr. Sheffield out ofbed outside of30 minutes of the CVAD removal, meets the 
standard of nursing care. 

It is clear, from the above paragraph and the deposition ofNurse Gullett, that greater than 30 minutes 
elapsed before Mr. Sheffield experienced some difficulty breathing. When Mrs. Sheffield requested 
Nurse Gullett to check on her husband, Nurse Gullett appropriately assessed him by checking his 
oxygen saturation and found it to be 89% on room air. He did a quick neurological assessment and 
found Mr. Sheffield to be oriented. Mr. Sheffield knew his name and where he was. Nurses Gullett 
immediately stopped the antibiotic and start~d normal saline through his IV. He auscultated his lungs 
and noted that Mr. Sheffield had some rhonchi on the left side. He called out for help, then left quickly 
to locate help. Mr. Sheffield was breathing and oriented to person and place when he left the room · 
with his family. Nurse Gullett quickly got help. When Nurse Gullett arid two nurses returned to the 
room, Mr. Sheffield had quickly changed. ·They found him unresponsive. They got Mr. Sheffield back 
to bed and laid him flat. As Mr. Gullett testified, he did not suspect an air embolism, based on the time 
that had lapsed. In his nursing judgment, Nurse Gullett knew he needed help, and obtained it from his . 
charge nurse. When they found Mr. Sheffield unresponsive, they placed Mr. Sheffield flat in bed and 
called for additional assistance. They also obtained the floor's crash cart. Dr. Bittenbender, an on call 
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physician, also came into the room to assist with Mr. Sheffield. 

• 
Mr. Sheffield's change of condition was unusual following the removal of his CVAD catheter. Nurse 
Gullett reacted with care and quickly obtained help for Mr. Sheffield when his condition acutely 
changed. It is my opinion that the nursing care given to Mr. Sheffield met the standard of nursing care. 

Thank you for asking me to review information on Mr. Sheffield's nursing care. Should knew 
information, such as additional depositions, statements, or other discoveries become available to me; I 
reserve the right to amend or change my opinions. -

Respectfully submitted, 

Jenny Beerman, RN, M.M. 
Kansas City, Missouri 
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Mlchaell)eWine 
Ohio Attorney General 

Dc:mlel R. Fqrsythe 
Senior Assistailt Attorney General 

.CourtAf ~lairn~ oefen.st; Sect!on 
-150 East Gray Street, Floor 18 
Columbus, Ohio 432:15 

MiguelrAngel. Pt;!rales M£> 
l27SYorkAvenue1 Box29li 

N.cwYork, NY 100Gs: 

• 

1u1y1s, 2014: 

Re: Yang flviSheffield et: a/. v. ThMJhio.State University MediCal Center 
court of Claims Case N6; 2013·00013 

Dear Mr. be wine an(l Mr, Fgrsythe, 

At your t:eqpest I have t~v\ewed the ri1edical records of Mr. sheffti:il9 (1'\tJper:Wi?C 1) an¢ prqvld~d <m 
expert opinion regarding his fife expectancy. 

Expertise 
1 am .a medical oncolo~ist licen~ed ih the State of New York. 1 se'rve as Deputy Chief pf the Aqult Bone 
Marrow Transpl<!ht Service at Memoria·! Sloan Kettering Cancer CenWr .in NevvYork; where I have he en 
on faaulty form/ern: years and also direct the Adt:tlt Stem C~ll Tr;:~risplant FeiiQYitship. J am a'Spedal 
ContributingFa.cuJtY:M~r'np~r at th~ Gerstn~r Slq\:JO Ketterh1g Graduate School at MSK anq an Associate. 
Professor ofMedicihe at Weill Cornell Medic<Jl College. l_arn a meii1ber of a number of· scientific 
associations and serve on the Alliance for Clini.cal Trials in Oridoldgy,. (former CALGB) Han~plant 
<:orllfJlihee! the American society for Blood ~nd M!lttow Transplanlatiorr (ASBMT) Ed.uc_atiot1al 
(:ommittee and Comroittee on .practice Guideline~, apd t!1e N(ltionaf Marrow 'Donor 'Progtain (NMDP.) 
System Capacity Initiative Working Group and Curriculurn Sub~Gi'olip, I als.o. servE!. <:~s' Cd-.Ch<!i( of the 
center (or lhternational BIQod a.nd MarroW Tr<!'ri~PI<1nt R~sli!~fch (CI!lMTR), ·Graft Sources and 
Marripulation Wgrking Cor:nmittee and chalr the Digital Education Working• Group of the Amedcai1 
soCiety of Hematology (ASH). My clinical pr<~ctic.e foc:us·e·s .. on alto·geneic ~nd <ltJtologous stem cell 
tr<Jnsplf)ntation for hEHnilt9l9git<~ll'll91igoandes. 1 h<Jve serVed a~ ? reviewer for severai study sections 
andjournals, have !)~eo Invited to give pr~sent<rtions at natior1al and international meetlngs and have 
authored over 10 peer-reviewed miu'iusciipts, editorialsi reviews:ahd bookchaptel's. 

Review ofthe inecjicalcase 
Mr: .Shelfield was <! 69 year-old man with follicular non-Hodgl<it:i. Lymphoni? (NI-ll), originally diagnosec! 
in 2006; who. underwent a reduced intensity allogeileic hematppoletic~tem cell ti-ansplant {HCT) from a 
'10/10 matched unrelated male donor in October 2011. He wasdiaglld,sed With follicular NHL, Stage IVA, 
;grade 2 .in 2006. Between 2006 and 2011, he required six c~mtse} of chernotherapy, includin·g two 
courses of fludarabine/ritu~ir11ab (2007 and 2008}, rituximab/cyclopllosphamide/vh1cris"tine/predriisone .·. 

07/18/2:014 Page 1 
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(RCVP) with rittlxirnab maintenance (2009:)~ cycl6phosphamid(:!/~9riamycit1/Vincristirie/prednisotie 

JC,HO.P1 ?OJOt :experitn(mtai therapy with CAL;l01 (2010) a_nd bendamustine/ritlixirriab (~oii). H_i~ 

treatment course was com)Jii!:aH!'d by 1W9 epi,sodes of pneui11ohia,_ .irkluding pileumonia due to ' 

respiratory syht;:ytiai vlrtis '(:2.016), a<;l!t,e renal faih.lre due tO. .vanCoriW~tn;, 9nd 'persistent nelltropenia 

(iow White blood cell count) l'n 2011 that requke~;t a delay :and reduction in the close df f)is 

~l)emotherapy'as well as iii1ii1t!iYe suppresSiQfl with,cyc!ospor'ine. 

His pdOJ medical history was notable f9r prostate qancer qiagnosed )ri, 2006: ar1d tn~a'ted with 

brachytherapy {implanted seeds), dep~ession1 'glaucor11a, 9i1d tql1slile~toiny. His pre~transplant: 

evaluatjoriw<ts notahlefbr cardiac fundibnjtist heJow tlormar (left ventricql.~r ejection fractiofi:oJ 54%), 

'slightly decreased pulmonary function (adj~sfe'd ditfu~ion capacity -- n~co - of 79%), and imaging 

st,udies that showed that he was in complete rernission after his n1ost •recent therapy. His Karnofsky 

perfon11an~e stat!.ls {KPS) was 9tl and ca.lculated hematdpoie~k cefl tratJsplantaticfn-comorbidiW hide)( 

· (HCT-GI, see Appendix 2 for bibliography) w;:~s 6 based on prior n':laftgn<!ncy; abnbrmaf pulthonary; 

function, C)nd depre·ssion. 

He was·'admitted for transplimt fi·orn 10/31/11 taJ.l/30/il. He p,rtderwent asranc,iard teduted intensity 

,allogeriek HCT ~Jter .conditioJ1ii1g with busulfan/fl(ldar~lbine/antithyinocy:te globulin and receivecJ 

tatroli)llusftnethotrexate for preventi~in ofgr£!ft+V~rsus-host disease (GVHD). He ,had .(l c011)P,licate·ct' 

transplant'course with neutropenic fever,; mucositis (mouth ancj thrdat sores) that required holding the' 

last plat\ned dose of methotrexate, high b.lood pil~'Ssl!re attributed to tacroH:rti(lsi and reactiv<,ltion of 

qitomegalovirys (CIVJV) in the blood. hi ifdditiqii, or1 11/1 J:/2011, he was noted to have men((} I shit us 

changes with expressi'(e aphasia and evidence ofs.eizure activity on ail electro~nc;eph,alqgr<,lm(EEG). He 

was treated Witb atiyan arid dilanfih (anti~seizul'e drug), <,lnd .tacrolimys :w.a·s discontiriued' as it WCIS' 

asstJmed to he the offending agent ~md is kilQWn to cause neurological complicatiops in <1 rhiimrity of 

patients. Tacr,Oiimus .W?s: repl<Jced by mycpphenolate 'tnofetil. (MMF), anqth~r drug commonly tised to 

prevent GVHD, 01) J1/i1/1:1, h~ was noted to have ·t! :s!Sin rash (lnd diannea consistent With a clinic<J! 

dJ<~grios~s of aq;te GVHD atid was starfed qrt it}:travenbus steroids (methylprednisolone). A colo!loscopy 

performed on 11/28 suf?IJQrted the c!i(lgnosis ofacute GVHO. 

shortly after dischar:ge1 he develbped increasing levels of CMV in the bloop and, WC!$ started on 

valgancyclovir (a _drug. to 'tre51t ~MV}. About twb weeks: aftei' his, discharge,. he w.as readmitted With 

worsening skiti ra~h, w.hich n9w covered 45% of his skin~ cql)sistent withstage 2 skin atUte GVHD'ah'd 

vv'fls a,g(l!rr treated with hi~h ilose lntravehbus st~roids, Another.iinrriuhqsl)ppres,sive drug, sirolimus, 

was added for GVHO treatn:tc;!nt. 

He then remained out~patie·nt from 12/2.0/11 ~ul\til 9/12/12, His course duril]g thattirhe wa~ notable for 

presence of HK Virus ih the lll'ine, which is associated with L!l"inary symptorn,s and cart also lead to 

hem()rrl)agii:: cys,titis apg in some cases tiephtdpatiW, a seiz;ure on ~2/7 /12, and recurret1t CMV in ~he; 

blood, wbich reqlii'i~ed a,secOno rotfnd of treatment v.tith valgancydovii {March 2012). Throughout this 

time1 he continued to be Trf:!ated far skin GVHD with involveineht of up t~ 10% of the skin surface a.nd 

W<l.S maint(lined qh 3 immunosuppressive agentS; MMF, sirollrnus and prednisone. 

He was readmitted or'l 6/1?/12 in the setting of neutropenic fever and 'septlc·$hock. He was transferred 

to the ICU, where IJ(:! r~qulred intubation, Tnechanic<JI .. veritil(ltion and the ,use ofcd(ligs 'to: suppbiJ his 

blooo pressure .. He had adrte reiial f<Hlwe (lnd reql,llred contil1ttous veno-vehot,t.s hemofllira,tion {tVVH), 

a type of dialysis oft~!) tJs~d in ICU.patients who.arenot stable:enqtJgh lpr,dl_alysis~ In addition, his bioug 

tes_ts also revealed Uver damage likely relat~d to the ~eptlc shock and he ;experienced <Jll epi$ode 'qf 
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atrial fibrillation with rppi"cl v.~ntrk:ular rate. He was treated with broad speetruin antibiotics as w_ell as 

foscarnet for his CMV. The :diagnostic work~up was r16table for the Rrese11ce ofCMV in tht=l bl()od and 

possible CMV pneumonitis,, ·ai1d pneumonia due tq. npcatdia, :~m ihfection WPi.cally se~n in patients. 

whose Jmmune systeTn is comprQmisedr such as patients with HIV/AJDs; cancer oraffer transplarit. He 

also bad evidence of inflammation of the colon on a ;CT scan. With a,ggte-ssive stlpp'c>rtive-, c_are~ he 

improve(! Clinically .a_J)d, i:>,n ,6/19/'2.012,he was. able to be !:!Xt!;ibated and discontih(Jeq CVVH. While.he 

remained very debi(Jtated frorn the septic shock episode and his tibder'lying' cql)pjtion, he was making 

progress with physical therapy and the ·plan was tq.transfe'r him to a reha:bflitalion facility, when the 

critical eVe.nts.of7/S/12 occurrecj. After a prolonged course, the patient expired on 9/24/12, 

E;spert QpiniorJ 
O~spit'e significant advances over 'the past decades.1 with better patiebt selectioh,tm.vel c0r1tiltioning 

regimens··and irnproVed ,.SIJppoHive c;are, allcjgeh_ek ,HCT teinain~ a high risf( procedure with significant 

morbidity ax1d rnortallty r~se:rved for patn~nts w.Jttraqvanced disease,for whom no Other tura'tive option 

is available, Mr. Sheffield was. diagnosed with advanced lyrriphoma (stage IV) and tia_d r~c;eived sev~ral 

courses of chemotherapy; int:Jildiii'g i1Westigati6nal therapy; <\ll)d hi$ :disease was proving increasingly 

re:Sistailt. Jri ~ddition, he also had significant COITl)llications.during histreatnientprio( to transplant. 

There are 'several tools that ca'ri be us~d to predicttne e)Sp,ecte,d survival in a patientwho undergoes a 
stern· tell transplant for lymJ?h<Jrna, anc] the likelihood of survival varies during the treatmelit cours~ 

based on response to therapy and developn'ient ofcotnplicatibris. 

At .tbe time of his diagnosis in.:2Q061 based on his age greater than 60 arrd stage IV disease, he was 

considered intermediate risk;and his estimated lO;yetwo):teral!.survivatWas only SO%, using<;~· prognostic 

tool called the Follicular Lymphoma lhternatior1al Prognostic lnd~x:(FLIPl) (1). If he had addition'al risk 

factors .()t thattitne, such :as 4 or mqre sites of lyr11Ph nodes invo'lvedl a high lDH or ·a low hernoglobiri, · 

h~ would then have had been classified as high risk. with an e.stir.nated iO-year overall survival of only 
35%. 

Atthe·timeof'trai1splant, survival c<lll benr~c!ict~d by res.Uits ofst.udies reporting outcomes for specific 

dis.~ases· as well as the trse: of the hematopoietic cell tra.rtsplantation-comorhidlty index (HCT-CI}1 which 

predicts the risk of complications and likelihood of,survival dlle to. the pati!'!M's .underlying: conc!i~ions 

and known risk factors. An a·nalysis of the O;f1ter for lrW!rlia,~idnal Blbocf a.nd Marrow Transplant 

Research ((JBMTR) i.hcllr~le~ iong,:tE~rn; outcomes, of 283. patients with lymph~ma IJilhO received an 
llilreWtep donor allogeneic HCT .. In the 62 patients with f611icill1ir lYmphoma~ overall st~.rvival W(lsAO% at 

s years ·after transplant {2). ·Single;.teht¢Y serie.s h<!Ve r¢port~,d better result? but are subject to, biases 

including pati(=?rit s:election thCIS is not typically fout1d in regfstrtdata where all transplants ate ihduded. 

The.CI.J3JVJ:(Rstuqy also reported treatment~related mortality,(TRM} of 44%at1 year; and 52% at 5 years 

for the whole cohort. TRM was also significaritlY 'inci'eased in pE)tierits over4CL freatment•related or 

non-relapse nioitaiity is predie,ted in part by patients'' underlying medicp.l conditions; -which is c;:aptur¥d 

in t!Je H(:T-CI and predicts outcomes after transplant' {3). Tf)e patient had a HCT~¢r scqre ofG and KPS 
(performance status) of90, and thereJOte falls iiJto risk group Ill (out offour potential risk groups): The 
HCT:-CI predicts a 2-year non-relapse mortality of3d% and 2~year survival of 41% for patiet:its 'in this 

g'ro,up. 

As not.ed above, the· patient had a comp-licated transplant. course that included GVHD. GVHD is one of 

the main complications of' an allogeneiC HCT and i:S,(l$sodated with significant n1orbidity and accol!nts 
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for 10 to 20%of"a!l deaths aft~r c;~h allogeilek HcT(4). The .severity of acute-GVHD predicts treatment~ 

r·elated rnortality ·and $1Jrvlval (S·). Based on skin lnvolvement.of 70% in the p()tient's• case, he wo.t,lld l:ie 

qlassified <l.S grade:.3.GVHD,which'is associated.with a S!JrVJvalat2 yeat$df!t:!s$ than so%. 

Finally, patients undergoing allogeneic HCTwho require ICU level care haVe·extrerilely po()tqptcomes. 

In a large retrospective multicente(study of2d9 patients~who were' admitted to an ICU afte;· HCTi 1 ~year 

surviv~:~l for all Patiet1ts wa£ only 21% and dropped 'furtherto '10,6% in patients requiring mechanital 

vetitilation (6). In this study, the .authors ideiltified several f<.~ctbrs !JS:Sodated wit!! poor prognosis: 

patlentsteqoiring mechanical ventilation patients in the setHr1g oflate complicationsof HCT, especially 

ii1 th'e presen¢e of othe·r.orgah f*ill.li"e~ suoh -as 'shock or liver qysfun~tiorl .. The use of corticosteroids, 

typically giveh for GVHD was a I so a poor pro~nosticfador. ·All ofthese pqor risk fgctorswere present in 

the case.ofMr. Sheffield. 

In summary, Mr. Sheffield was·an older in an with adVitiited iyrnphornaj. who required sev.eral lines of 

treatntehhHid h~d significatit rnedical'.issu.es p~ripr to tral)splanL ;~as~d m) t!)ese;Jadors, his dsk of dying 

as a resUlt of cornplica(ions wa.s estimated at 30% <it ·2 yearsfromthe trm·e-of transplant,, However, this 

risk li1creased significantly due to several ·complications dur-ing hi& ei:vW tra[lsplant course,. inCluding 

neurological toxitity'•attributecJ to tatrolimus1 cMv: re~ctivati(Jr~, and GVHD; Most patients•with GVHD 

do not die of GVHD itself .but of complications of GVHb or the drugs used to treat GVHQ. In rnany 

patients, infectious complications ofter1 lead to Cl patieries death, Tliis is tenaihly the ~:ase for Mr . 

. Sheffield!wherg his finaiadnii~sic;in W'cfs precipitated by neqtrqpenic fever and septic shock intbe settilig 

a·r CMV Thfectio·n and nqcardi(l: pneun1onia, not '.an uncomn1oii scenario .in GYHD. Fihally1 givE!n t.h~ 

resultant multiorgan failure, with acute renal failure. atid liver C:bi'nprontis¢, a.!iWell as. requirement for 

rnechan'ical·ven'tilatiorii his lon'g:term ·prqgMsis )Npuld .have been exterrnely guarded. Based oii the 

dinitalcoyrse and liter(}ture t·evJewed, Mr. Sheffield's probability afooe year surviVaJ priorto events of 

7/5/llwould,therefore have been estimated to he Very low, in the orMr:ofld%'-20%. . 

MY opihions are stated with a reas<>naQie degree 6f medical .cer:ttlinty and are b.ased on the materials I 

have reviewe_d to date and rnay change based on review olhew.or additipnal materialw data. 

l 
;ll . Jf---J_ •. ·. . -~' ... 

/• v~~ 
MiGuel-Angel PeralesMD 
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Appendix 1 ---Materials reviewed 

<'' Pre-Tran?plant R!'!tord~ JOSUJ\IlC QM22-00437, OSUMC OOi235"001239~ OSUMC 002061· 
'Q02b6J] 

o TfansplantAdmission{10/31/1l.-,U/3'o/11) [OSUMto()28iJ.8;0()3104,002335-0023!?0,QSUMC 
00233~c..002466] ' ·' ' 

.o Post-Transplant Admission (12/12/11- 12'/20/11) [OSUMC0035&5-Q03594] 
o Post• Transplant Offfce.Records· [0Sl)MC'OQ2J9:i-0022QQ~.OSUf\llC002i31·002).41, QSUMC: 

004811-4830] 

" Final Aqmission (6/i3/12-f$/20/12,6/20/12-9/25/l2) 
o Adl)lissiQn ,Not~i H$lF\ and Transfer Note [OSl)MC ()04?3()~004852, OSUMC00/.1950-

004954] . . 

g Oisd1arge N<He. [O$Ul\llCOQ5.7Q0-005703] 
o ConstJii$[0Sl.(MC oo57b4"005712] ... 
a Progress Notes [OSUMC 005759"005867] 
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Bruce F. Farber, MD, FACP, ADSA 
Chief 

Infectious Diseases 
Department of Medicine 

Jane and Dayton Brown Professor of Medicine 
Hofstra North Share-LIJ 

School of Medicine 

July 20, 2014 

Mr. Karl Schedler 
Ohio Attorney General 
150 East Gay Street Floor 18 
Columbus, Ohio 43215 

RE: Yong Hui Sheffield v. Ohio State University Medical Center 
Claim No 2013-D0013 

Dear_Mr. Schedler: 

HOFSTRA NORTH SHOh'!l•LIJ 

SCHOOL of MEDICINE 
AT HOFSTRA UfiiVcnSITY 

At your request I had the pleasure of reviewing the relevant documents regarding this case. These 
have included medical records from the hospitalization of Daniel Sheffield included admission notes 
transfer notes history and physical discharge note consults radiology and cardiology reports nursing flow 
sheets orders and progress notes. In addition I was given the multiple imaging studies including 
echoc1;1rdiography chest x~rny MRI CT scans and vascular duplex studies. 

The patient in this case was a 69~year-old male with a history of non~Hodgkin's lymphoma status post 
left allergenic stem cell transplant in 11/11. The procedure was complicated by graft~versus-host disease 
and he has been on chronic immunosuppressive therapy since then including prednisone. His post 
transplant course was also complicated by CMV viremia requiring valcyte therapy. The patient had a 
past history of seizures, cancer the prostate, h_ypertension, acute renal failure, and DVT. 

The patient was admitted to Ohio State University Medical Center on June 13, 2012. with neutropenic 
fever. His ANC at that time was less than 100. He was placed on empiric antibiotics including Zyvoxx, 
ciprofloxacln, and aitreonam because of penicillin and vancomycin allergies. At the time of admission he 
became severely hypotensive and was treated with fluid resuscitation requiring over 3 L He had a 
central line to manage his lipids. The patient had a BAL done shortly after admission and ultimately grew 
Nocardia. The major focus of this case revolves around the period of time shortly after his CVP line was 
removed on 75 2.012. The CVP line was removed because he had had a PICC line placed and it was low 
longer needed. He became hypoxic following this procedure and subsequent studies revealed evidence 
of air in the venous sulci and intravascular. Follow-up studies revealed a right frontal infarct right 
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· temporal infarct right basal ganglia infarct as well as left-sided infarcts. An echocardiogram was done 
which failed to reveal pulmonary hypertension or a patent ductus. 

The major allegation in this case is that there was a deviation during the removal of the central 
venous line that resulted in an air embolus. In my opinion to a reasonable degree of medical certainty 
the following can be stated in 

• This patient had no evidence of a patent ductus orVSD that would allow for a paradoxical 
embolus to develop. There. was also no evidence of significant pulmonary hypertension that 
would have allowed a right-to:left shunt. Therefore, there is no reasonable physiologic 
explanation for how an air embolus from a CVP line would cause multiple bilateral strokes. 

• This patient was severely immunosuppressed. He had previously received an allogeneic bone 
marrow transplant and was on chronic prednisone therapy. In addition the patient came in with 
neutropenia, which also placed him at dramatically increased risk of getting multiple 
opportunistic and bacterial infections. He was being treated for a pulmonary Nocardia infection 
which would require at least 6 months of therapy. Nocardia is an opportunistic bacterial 
infection that infects immunosuppressed host. Although Nocardia usually enters through the 
lung and causes pulmonary disease, the 2 other sites of metastatic spread that are commonly 
reported include the brain and subcutaneous tissues. The patient had significant bil.ateral 
cerebral disease not limited to one focal area. Due to his penicillin allergy, he was being treated 
with a variety of antibiotics that did not normally cross the blood-brain barrier. 

• Nocardia can be an explanation for the air in the brain, and this certainly seems more 
re.asonable that to postulate thatremoval of a cvp line was responsible for the latter in the 
absence of pulmonary hypertension and a right to left cardiac shunt. · 

I reserve the right to add to the ·r'e'port~s additional information becomes available. I hold all my 
opinions to a reasonable degree of medical certainty. 

Sincerely, 

Bruc~?h 

3/3 


