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time of the trial when said deposition is offered into

evidence.

S T I P U L A T I O N S

00:01:45' 10

00:01:51

00:01:55

0n:02:02

00:02:04 14

00:0208

00:0210

00:0212

except as to the form of the question, may be made at the

It is stipulated that all objections to questions,

CONIGLIONE, M.D. may be taken pursuant to agreement on

September 28, 1998, before Jody McAnally, CSR, RPR, RMR.

3

It is stipulated that the deposition of THOMAS C.

TXOMAS C. CONIGLIONE, M.D. * 09/29/99

* * * * *

COY: Today is September 28th, 1998. This

begins t position of Thomas Coniglione. The time is

00:01:56F The court reporter is Jody McAnally with

Reporters of Oklahoma City. Videographer is

Orpa C th Proof Positive of Oklahoma City. If counsel

will, p1 e state their appearances for the record.

WALLACE: Tom Wallace for the plaintiffs.

COX: James Cox for Lorillard.

THOMAS C. CONIGLIONE, M.D,

being first duly sworn, was examined and testified as

follows, to wit:

A Thomas Coniglione.

Q would you state your name for the record, please.

BY MR. WALLACE:

What's your age?
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00:02:33 1

02:36 2

00:02:39 3

00:02:40 4

00:02:42 5

00:02:46

00:02:47

00:02:49

00:02:50

00:02:53' 10 W

00:02:5

A

A

Q

Q

A

Fifty-seven.

Where do you live?

[DELETED]

And what's your home residence?

[DELETED]

The Zip on it?

[DELETED]

Q And your home phone?

^11^

A 0 [DELETED]

Q do you have an office location?

re is that?

5 North Santa Fe.

what's the telephone number there?

-6776.

4

00:02:56 Q

0^:02:58

00:03:01 14

00:0306

00:0309

00:03:11

00:03:3

QF-Affd your Social Security number?

A O[DELETED]

COX: I take it this is my copy to write on as

00:03:39 I wish.

00:03:40

00:03:42

00:03:44 22

00:03:46 23 a --

00:03:47 24

.03:48 25

MR. WALLACE: Any way you want.

MR. COX: Are you marking that?

MR. WALLACE: Plaintiff's Exhibit 1. Do you want

MR. COX: No. That's fine.

(BY MR. WALLACE) I hand you what has been marked
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00:03:52 1 I Plaintiff's Exhibit Number 1 and ask you to state what that

03:55 2 is, sir.

0003:56 3

0003:56 4

00:04:03 5

00:04:0

00:04:1

00:04:10 8

Ob:04:1

00:04:17 10^ through

00:04:29 14

I
00:04:30

00:04:38

00:04:38

00:04:4

00:04:46

00:04:46

00:04:56

00:04:58 22

00:05:00 23

00:05:04 24

. :05:08 25

oma

practice profession of medicine in the State of

ton Indian Hospital, hospital appointment '71

raduated from high school in Staten Island, New

k City.

Q when?

A 196 -- '58. 1958.

Q Where did you go to college?

A Columbia University.

Q Which undergraduate school?

A Columbia College and Columbia Pharmacy School.

Q Did you get -- you got a BS from Columbia College?

PROFESSIONAL REPORTERS * 428 DEAN A. MaGEE, OKC, OR
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Were you in the military service?

I was in the Indian Health Service, not --

In the Indian Health Service?

Correct.

And is that mentioned in your CV?
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A Yes.

Q And what did you get from the pharmacology school?

A It was a BS degree, combined BS degree from the

university.

Q 3: see. In your science courses there, what

courses did you take?

A The courses at Columbia were very heavy into

chemistries, biology, took physics, botany, pharmacology, a

number o anities courses which were required courses.

Q pharmacology course, how long did that last?

A 1, there were several pharmacology courses. I

don't re specifically.

Q Me those given in Columbia College itself or --

Q other parts of the university?

AP-TM1, all parts of the university.

Q ch school was that given in, the pharmacology?

A en in the pharmacy college.

Q Where is that located?

A it was located -- some of it was on the 116th

Street campus and some of it was on West 68th Street.

Q Did you live on campus?

A No, sir.

Q Where did you live?

A At home.
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Q Staten Island?

A Yes, sir.

Q The following -- when did you graduate from

Columbia College?

A 1962.

Q And what did you do then?

A ]: worked. Worked for a year.

Doing what?

A kVRFI^ked mostly in a pharmacy,.did some tutoring.

A mistry. It was organic chemistry in which I

did you tutor?

on't recall the names of the students, but --

Q 7-Wn1, I'm not --

A lege students.

they were college students?

A Yes.

Q That's what I was driving at, what classification

persons it was.

A Okay.

Q After your one-year working, what did you do?

A Entered medical school.

Q Whereabouts?
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00:08:49

00:08:55

00:09:00

00:09:0

00:09:06

00:09011

00:09:15

00:09:21 22

00:09:24 23

00:09:28 24

09:29 25

A Medical College of Virginia.

Q And you attended there, what, September to June

each year for four years?

A School started in September, concluded in May.

That's correct.

Q What did you do during the summers?

A Between the first and second years of medical

school, I was a research assistant. Between the second and

third ye f medical school I was a respiratory technician

in the h al. And I had another job, but I can't recall

exactly it was. But it was all hospital-related.

n you worked in research, what kind of resea'rch

unology.

Q when you were doing the respiratory, what were

what ;Fsour -- were your duties and the scope of your

duties?

A Zr ncipally the maintenance of various forms of

breathing equipment, establishing breathing equipment

treatments for patients and then maintaining the equipment

while the patients were using it. I responded to emergency

situations in the hospital because I was responsible for the

breathing component of the emergency situation at least from

a technical perspective.

Q Did you care for anybody with lung cancer?
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THOMAS C..CONIGLIONE, M.D. * O9/2s/9e 9

A I don't recall specifically.

Q With COPD?

A I am certain, but I don't recall a specific

instance.

Q And during your -- between your third and fourth

years, what did you do?

A Classes were -- actually, I took classes between

the third and fourth years of medical school.

Q what subjects?

A was an internal medicine assignment.

Ordinari udents were not permitted to take classes in

take elective courses. And I wanted an

ive se, and to do so I had to complete a compulsory

did that in the summer while I was also

so I could do some extra work during school.

QF^^t was the compulsory course?

A was an internal medicine experience.

Q y. Let me skip ahead a little bit. What is

the specia].ty of internal medicine?

A A specialty of internal medicine concerns itself

primarily with the diagnosis, treatment of conditions as

they affect adults.

Q Okay. And upon your graduation from medical

school, you were granted a degree; is that correct?

A Correct.
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Q And an M.D.?

A Yes.

Q And what did you do then in pursuit of your

profession?

A I went to Yale University to continue training.

Q At the -- was that at Yale Medical School?

A Yes.

Q And what was the training that you were taking

there?

A 6 ernal medicine.

Q y. Did you -- were you doing what we call an

A

The first year was an internship.

it was in internal medicine?

rect.

how long was that?

year.

lowing your internship, what did you do?

A' Stayed at Yale for a second year to continue

training.

Q In internal medicine?

A Yes.

Q How long were you in training in internal medicine

in your residency?

A Total of four years.
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And what year does that take us to?

A 1971.

Q Okay. How did you happen to go into the Indian

service?

A Choice.

Q okay. How were you recruited?

A I wasn't recruited to the Indian Health Service.

I -- I a plied for a deferment from the military draft in

order to m lete my training; and when my training was010

complete was then subject to a two-year tour of duty

with so

70
itary or military-related organization. My

applicat' as given to the Indian Health Service. So I'

hade o-year obligation to the Indian Health Service.

Q

Oklahoma

A Yeb .

Q t did you do in this particular service?

A Ze 1, Lawton, Oklahoma, that particular hospital

was responsible for the health care of Indians in

southwestern Oklahoma. The boundaries extended from

Oklahoma City to the Texas border, and that would be Wichita

Falls. The area we served actually ran south along 1-35 to

the Texas border, west to Wichita Falls and then north to

probably near Clinton, Oklahoma. So we served an enormous

geographic area.

PROFESSIONAL REPORTERS * 428 DEAN A. MaOEE, OKC, OX
(405) 272-1006 * (800) 376-1006 * FAX (405) 272-0559

http://legacy.library.ucsf.edu/tid/sno11b00/pdfSource: https://www.industrydocuments.ucsf.edu/docs/kmgf0028



THOMAS C. CONIGLIONE, M.D. 09/28/98 in

0013:48

13:49

00:13:53

00:13:56

0D:14:00

00:14:0

00:14:0

00:14:11

00:14:14

Q Did it include Clinton?

A Clinton had a very small hospital, an Indian

hospital. If the doctors at Clinton needed help with the

care of their patients, I was the referral source for them

to bring their -- to send their patients when they needed

help. So 1 was essentially the only internal medicine

physician for a population at that time estimated to be

close to 100,000 Indians.

00:14:17 10 A was significant, yes.

00:14:1 Q you do any particular studies of the -- in the

00:14:24 nature o- diseases that affected the Indians

00:14:29 p cul

Uu:14:29 14 0 POWA 1, the -- the challenges at this hospital

00:14:36 were --

00:14:37 r-IMI COX: Excuse me a minute while I interject an

00:14:40 objectio the form of the question as to the vagueness of

00:14:4 the term studies". I don't think that's well defined,

00:14:47 but you may answer.

00:14:48 THE WITNESS: Try to give you as short an answer

00:14:52 as I can. The Indians here suffered from diseases which

00:14:59 22 those of us physicians were not familiar having seen those

00:15:04 23 before. For example, the pediatricians saw huge numbers of

00:15:09 24 Indian children with diarrhea. And the pediatrician and I

.15:11 25 set about to try to figure out why so many children had
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diarrhea. And actually we did-figure that out.

I was overwhelmed with the number of patients who

have diabetes and the complexities of the diabetes. So much

so -- and, mind you, now, none of what I was seeing in the

Native American population was in the medical textbooks. I

was so impressed with the magnitude and severity of the

diabetes that I enlisted the aid of a number of diabetes

researchers and diabetes scientists, diabetes

ts.

while I was there, I initiated a series of

ies in diabetes that lasted a decade and a

t was actually the reason I stayed in Oklah'oma

ing back to the east coast, because it took me

to start this process of studying Native

etes; and by the time I had completed my tour

rojects were just about getting started. So I

culty at the university -- the University

1 in Oklahoma City mainly so I could keep close

to my projects and see them completed.

And actually the projects were picked up by a

Dr. Kelly West who at that time was an

internationally-recognized diabetologist, specialist in the

treatment of diabetes. And he then obtained research grants

and organized and conducted all of the studies which I had

started while I was there.
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I
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00171

So I've done, I think, a fair amount of work in

studying Native American diabetes. And while we did that,

we studied Native Americans with diabetes and eye disease

and diabetics with kidney disease and diabetics with heart

disease, and the studies just continued to grow.

Q (BY MR. WALLACE) What -- other than Kelly West, do

you recall the names of any other researchers?

A gentleman named Keen from London. Jarrett --00:17:21 8 I A

00:17:2 +I one's nada, and one's from England. There was

00:17:3^ 10 Jarrett,40 R-R-E-T-T, Keen, K-E-E-N. A number of the

00:17:4 doctors AgAlly Smith -- William Smith came down and helped

nn:18:03 t ey e for the origins or the beginning years of

00:17:52 me do a f that. A nurse named Maxwell. And those were

00:18:09 u sequently Dr. West died and Dr. Lee at the

00:18:18 College_ blic Health in Oklahoma City continued -- I

00:18:22 think m what he did was continued to publish the

00:18:07 14

FRM

00:18:2 results ^3

00:18:29 *qk Q

00:18:40

00:18:41

00:18:44 22

00:18:45 23

00:18:50 24

.19:00 25

veral of those studies.

Now, were there any publications resulting from

this research?

A There were several publications that resulted from

this research.

Q Now, are those contained in your CV?

A Some are; some are not. For example, bottom of

page 3, that West Bailey report, that was 1985. There was
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another report in 1980 that was published by West, Jarrett

and Keen where they acknowledged the role that I played in

My name was not one of the authors.-- in that.

There was another publication in 1985. I think

00:19:41 5 I Dr. -- I think Dr. Lee was one of the lead authors on that

00:19:5

00:20:0

00:20:0

00:20:09

00:20:1 10, place a

00:20:2

00:20:26 A

20:34

00:2037 14

P
00:20:42

00:20:46

00:20:48

you know if any special measures were put in

for the treatment of Indian diabetes as a

se studies?

studies, I think, have had an enormous impabt

the whole issue of diabetes for Native

or example, based on many of those observations

observations pointed out the magnitude and

he problem with diabetes.

based on those observations, the Indian Health

00:20:5 Service ecured significant funding from the federal

00:20:56 government to institute diabetes treatment programs

00:21:02 throughout Indian nations. There are 19 Indian Health

00:21:06 Service sponsored -- I think they would be called diabetes

00:21:11 22 treatment programs. As a matter of fact, I am currently in

00:21:14 23 the process of developing a comprehensive diabetes program

00:21:16 24 for another group of Indians who prior to this time have not

.21:23 25 had a comprehensive, expansive, inclusive diabetes program.

paper, and that's not in there. It was either '85 or later

It was a summary article of many of thosethan that.

studies that we had done over the past 12 to 15 years.
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The initial programs that were developed were all

designed to treat diabetes. It's very clear now that

treatment is inadequate, and the -- the issue of prevention

must be addressed. So that comprehensive diabetes program

that I am currently developing is a program designed for

Native American education, disease prevention, early disease

diagnosis and intervention, hopefully to prevent some of the

complica."ons that develop in Native Americans with

diabeteso

pend two days a week at that hospital, have

done so 1he past -- probably the past two years.

-- what group are you doing this work for?

Chickasaw Nation.

do you -- do you do this work out of your

Ee o at 6201 North Santa Fe?

Q wh ire is that located?

A , Oklahoma. A-D-A, Oklahoma. And I haven't

been the e e ery week, but I have been there most every

week. And my function there has been to analyze their needs

and then to design programs to satisfy those health needs

and then bring in the right people to implement the

programs.

Q Okay.

A And we've just spent about a year, a little more

than a year studying the whole question of how this
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00:23:52

00:23:531

00:23:57 10

00:23:58

00:24:03

particular group deals with diabetes, my perception of how

they should be dealing with it; and the program has been

designed based on my observations and my perception of

needs.

Q I note that one of the authorities that you cite

in your expert witness disclosure statement is a study of

Indians in Arizona, southeastern Oklahoma and, I believe,

the Dakotas; is that correct?

A kORTBrect, That's a Strong Heart study.

00:24:08 1JMW th

UU:24:13 14 0

00:24:18 but I th

00:24:21 northeas

B a what?

ong, S-T-R-O-N-G, the Strong Heart study.

what -- what tribes of Indians in Oklahoma did

if you know?

-- I'll have to look at it to be certain,

hat the Indians in the southwest and the

heavily represented in that study. So that

Cherokees in the northeast and the Lawton

00:24:27 Indians e southwest. There were some other groups, and

00:24:31 I don't recall the specific numbers of those Indians that

00:24:35 were included in that study.

00:24:38

00:24:49 22

00:24:56 23

Q Now, the diabetes -- strike that.

Is it true that diabetes is one of the big four

risk factors for cardiovascular disease?

00:24:59 24 I A I'm not sure what you mean by four major risk

.25:07 25 factors. Some authorities talk about four major risk
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00:25:10 1

25:13 2
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00:25:20 4

00:25:20 5

00:25:2

00:25:2

00:25:3

00:25:3

factors; some talk about five. I like to talk about six

major risk factors when I talk with people, but certainly

diabetes is clearly on everyone's list as a major risk

factor.

WITNESS: Risk factors combined, we think, are

situation with a diabetic?

MR. COX: Objection. Vague as to what aggravate

means in the situation.

00:25:4$ 1001 associa ith the development of a disease or development

00:25:4

00:25:51

nn:25:57

00:26:00 14

P
00:26:05

00:26:08

00:26:12 at the same time, we clinically deal with

00:26:1 individ a atients. So we would have to look at what we're

00:26:20 talking about in terms of compounding or augmenting and in

00:26:25 terms of populations or individuals.

00:26:27

00:26:30 22

00:26:34 23

00:26:35 24

.26:37 25

And those are all generalizations. I can't

tell yoL t something aggravates or compounds or

but certainly the more risk factors one has for

ev ent of an illness as far as populations are

And does smoking of cigarettes aggravate the

concerneo e think that it is more likely that the people

in th Lpatp lation will develop those diseases.

Q (BY MR. WALLACE) Well, when you're studying those

-- the groups of Indians, we're talking about public health,

aren't we?

A We're talking about public health issues, yes.

0 And it's appropriate in that context to speak of
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causes, is it not?

A Well, when I think of public health, I think of

populations of people.

Q True.

A When I think of populations of people, I think of

associations that a specific risk factor or specific risk

factors are associated with the development of disease in

that population. As a clinician, when I think of causation,

I have d i ulty being specific because to deal with issues

of causa first thing I would have to know is that

patient individual, his medical history, his

environm his upbringing, his occupation, his physical'

x at nd then all there is to know about him. And

e* t frequently if I attempt to come up with

causatio his disease, I'm frequently guessing.

Q now, you're speaking in terms of science

itself; at right?

0

not sure --

When you say that you're frequently guessing.

A Well, if I'm looking at a -- a disease, a disease

of -- a multi-factorial disease or a disease, a degenerative

disease, those are the diseases I'm talking about. In

individuals to try to understand causation, I first have to

understand who the patient is, take his history, do a

physical exam and look at all the medical information that's

PROFESSIONAL REPORTERS * 428 DEAN A. McGEE, OKC, OK

(405) 272-1006 * (800) 376-1006 * FAX (405) 272-0559

http://legacy.library.ucsf.edu/tid/sno11b00/pdfSource: https://www.industrydocuments.ucsf.edu/docs/kmgf0028



00:26:23 1

2828 2

002832 3

002835 4

002841 5

00:28:4

00:28:5

00:28:5 8

00:28:5

00:29:0 10,

00:29:0

00:29:12

P^:29:16

P
v0:29:21 14

F
00:29:25

00:29:26

00:29:31

00:29:3

00:29:40

00:29:44 0

00:29:47

00:29:50 22

00:29:54 23

00:29:58 24

:30:02 25

THOMAS C. CONIGLIONE, M.D. * 09/29/98 20

known about him. And then I could attempt to define a

cause, but frequently that attempt at defining causation in

that group of diseases is quite difficult.

Now, I'm excluding traumatic conditions. Buses

hit people when they're going fast and people are injured,

their causation is rather easy. In some infections I think

causation can be identified. But when I'm looking at an

individual with a degenerative disease, heart disease,

whateve that individual has multiple risk factors for

develop e f that condition, frequently all I could do at

a clini ve1 is try to associate those risk factors with

that di'ease^. Sometimes if there are very few risk factors,

to even use the causation term; but still

y accurate from our perspective as clinicians

dealing individuals.

Q, 1, can't you say in those instances, though,

that th a reasonable medical probability that such and

such a factor is the cause of the disease?

All right. More likely than not.

04
Probabilities to me are mathematical terms.

A Probabilities to me are mathematical ratios.

There's a probability that a disease will occur. When an

individual has a disease, it's 100 percent probability.

It's either zero or 100 percent. So when I think of

probabilities, I'm thinking more in terms of populations.
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So to me probabilities being mathematical ratios would apply

to groups, populations rather than to individuals.

Q when you joined the faculty of the University of

Oklahoma College of Medicine, what year was that?

A 1973.

What were your duties?

A My duties were teaching medical students in the

outpatient department, teaching medical students and

resident' training on the inpatient services of the

hospital was also the internist who was responsible for

teaching200 family practice department. I had a dual

appoint ' ithin the College of Medicine to both the

A

ce department and the internal medicine

The generic description of my job could be

one word, and that would be teaching.

you conduct classes?

y classes, yes.

what subjects did you teach?

Well, most of what I taught was directly related

to the patients we were treating at that particular time.

The organized classes I delivered had to do with disease

conditions, and risk factors were a very popular topic even

back then.

Q Why was that?

A Well, actually, at that time, to me, risk factors
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were quite important. There were a number of publications

that were available at that time which I think identified

risk factors for disease. And we're talking principally

cardiovascular disease at this time.

It was my feeling that it was important for the

students to know that risk factors applied to populations

and that they should take risk factors into consideration.

When dealing with patients and when dealing with patient

educatio patient counsel, risk factors were important.

, mind you, this is the mid '70s to late '70s.

It was n til the -- I think early to mid '80s that risk

factor e p 5aion of the public was widespread. Actually,'in

lasses I taught back then, we talked about

d diets as risk factors. And this is before

any of t issues were -- were addressed on a large scale.

talked about inactivity as a risk factor. I

thought hbW there was enough information in the literature

addressed. Even in the mid '80s, 1984, 1985 when I was at

St. Anthony Hospital I started a risk assessment, lifestyle

modification program, which I was told by my colleagues at

that time that that was not a worthwhile endeavor.

Q What wasn't?

A It was not a worthwhile endeavor to deal with risk

factors and modifying the lifestyle to minimize risk
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factors. But it was a program we instituted. I think we

finally got that started in 1985.

Q Did that include smoking cessation?

A It included whatever we could identify as a risk

factor for disease, including smoking cessation.

Q Well, I take it, then, that smoking cessation was

considered a risk factor for disease --

A Yes.

Q - at that time.

smokers, I think, were considered to be at

virtue of the fact that they smoked.

that was a risk factor, and we identified as

ris tors as we could, and then we would try to

e risk factors we could.

how many risk factors -- strike that,

was this group that was trying to do the

identifi n of the risk factors?

A Me and the nurses and technicians who were part of

my program.

Q How many people were there?

When the program started in 1985, it was myself,

half -- half of a dietitian's time, half of an exercise

physiologist's time. My -- I was not full-time committed to

this program. It started off as a very small program.
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Over the years it became very, very popular. As a

matter of fact, a number of very prominent Oklahomans

participated in the program and spoke about the program,

publicly. And the program then grew to a very large size,

At one point, as I recall, I think there were a

dozen people employed full-time in the discharge of this

program. It was so large that I had to have other

physicians come and help me with the medical component of

Q were those other physicians?

A Peter Guzman, G-U-Z-M-A-N, Dr. David Bailey.

Currentl re's a full-time physician who operates this'

name is Dr. Randy Morgan.

he associated with the University of Oklahoma?

A This is a program through St. Anthony

Hospital

Q t-- what risk factors did you identify or

incorpor nto the program?

A Well, at -- at that time and at the present time

there are a number of established risk factors; and as time

goes on, the number of risk factors continues to grow.

There are things that we did not know ten years ago that

were risk factors that we now identify as being risk

factors. So over the years the number of risk factors we've

identified has increased substantially.
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00:37:30 1 what were the risk factors we identified

37:33 2 throughout the program? Gender is a risk factor. Males are

00:37:40 3 at greater risk than females.

00:37:42 4 Q Okay. Now, this was known in the medical

00:37:45 5 community, though, and -- for quite some time before your

00:37:5Z' 6 program started, wasn't it?

00:37:5

00:37:5 8

00:37:5

A Correct. There were several risk factors that

were well identified. There were several others that were

not rela genetics. But genetics and gender were two

00:38:03 10 issues t a think were quite well established early on,

00:38:0 particul from the Framingham studies that genetics and

00:38:15 Pow"a gender w ignificant risk factors. The other risk

0^ : 3 8 : 1 9 f rs we identified were -- in no particular order,

00:38:23 14

00:38:33

00:38:45

00:38:51

00:38:5

00:39:02

as come to me -- hypertension, smoking, diet,

obesity,olesterol, inactivity. And more recently there

have bee

that hav

er risk factors identified that we've added --

n added to the list.

I'm sorry. Nutrition -- when I say diet, let

me make certain that we were very interested in the

00:39:06 interrelationships between diets and disease. There was

00:39:11 120 considerable data, and there is even more data now,

00:39:14 22 implicating diet and disease.

00:39:21 23 Q I'm not understanding that. Could you explain

00:39:23 24 that a little more.

39:25 25 A Explain more about diet and disease?
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Well, the distinction there that you make in your

explication of nutrition as being more than diet.

A Well, by that I mean that the typical high-fat

diet of western civilizations has been associated with the

development of disease.

okay.

A But it is not only the high-fat diet, it is the

lack of antioxidants, it is the homocystine -- and I --

-T-I-N-E. it is the homocystine which has

00:40:11 10 become v

00:40:1 elements

00:40:19 1-2 far more

On:40:22

00:40:30 14 1

d
00:40:34

00:40:37

00:40:39

ma

A

00:40:4 c'_early

mportant as of late. Those are all the other

iet. So it's not just the high-fat diet. It's

that.

're not claiming that your group originated the

discovery of these risk factors, are you?

on't think I said anything like that.

, that's what I want to clarify.

t I think my -- what I think our group did very

at we were ahead of the national interest in

00:40:48 modification of risk factors. We were doing this at a time

00:40:52 21 when medical care was principally interventional. That is,

00:40:58 dealing with the disease after it was established.

00:41:01 22 It was clear to me at this time and even when I

00:41:04 23 was at the university that there were clearly risk factors

00:41:06 24 associated with the development of disease and that we

.41:11 25 should be addressing those risk factors before disease
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developed, and that was the whole issue. Treating disease

after it developed was fine and that's what we're all

trained to do, but we need to be teaching other physicians

and professionals and training people to identify and modify

risk factors in order for disease to not develop.

00:41:3 _. 8'

And I think that we currently feel -- at least, I

recently heard an editorial by a physician that the

development of a disease nowadays should be considered as a

eventive health measures. That's very

00:41:4 10 differen^^`^h^n where we were ten years ago.

00:41:4

00:41:53

nn:41:59

00:42:00 14

00:42:01RZ

00:42:04

00:42:05

00:42:0

00:42:17

was this group called at St. Anthony's?

was the SCORE, S-C-O-R-E, SCORE program.

that program continue?

you still affiliated with it?

Affiliated with it to the extent that if

Randy Morgan', Dr. Morgan has questions or may require

00:42:25 0 direction for some of the patients, we -- we communicate

00:42:29 regularly. And it's not at all atypical for him to ask me

00:42:34 22

00:42:37 23

00:42:38 24

.42:42 25

my opinion regarding some of the patients or problems he

encounters.

Q When you joined the faculty at the University of

Oklahoma School of Medicine, what was your academic rank?
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Q
,

ldren's Hospital?

2B

A I was initially -- let's see. I was initially an

assistant professor.

Q Okay. Now, did you do clinical work while you

were in that particular rank?

A I did clinical work for my entire tenure at the

university, which was ten years.

Q You attended at University Hospital?

A Yes.

A [-IMliewhat, yes.

THOMAS C. CONIGLIONE, M.D. * 09/28/99

you were -- you held that rank, according to

your CV,Ll971 to 1973; is that correct? '

you became an assistant professor?

I!V hink I went from an assistant to an associate.

Q 1, clinic -- you have here clinical instructor.

At's when I was in Lawton at the Indian.

hospitalE

Q

A And then I was an assistant professor and then

promoted to an associate professor. And I was made a full

professor in 198B. This may be slightly out of -- slightly

out of sequence. My recollection is that I was made a

professor before '88, but that's -- that's immaterial, I

think.
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00:44:21 1 Q How long were you a professor?

44:23 2 A I'm still a professor.

00:44:25 3 Q Well, I mean a full professor.

00:44:27 4 A Since -- at least since 1988.

00:44:30 5 Q Okay. Now, a full professor means you have

00:44:35T6 tenure?

00:44:35 7 A Had tenure. When I left the university in 1982, I

00:44:40 8 was a tenured associate professor.

00:44:43 Q y. And you resigned that position?

00:44:46` 10
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00:45:05

00:45:06

00:45:07

00:45:12

00:45:15

00:45:19 22

00:45:23 23

00:45:26 24

.45:30 25

Q

A

Q is that affiliation?

A' Well, I'm a -- a clinical professor and have

participated in many of the teaching programs of the

university, various departments of the university, when I

was at St. Anthony much more so than at the present time.

At the present time most of what I do has to do

with the admissions process to medical school. I'm a member

of the admissions board of the College of Medicine; and at

rect.

went to St. Anthony's?

rect.

educational director?

rect.

, you still have some kind of affiliation with

y; is that --
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00:46:22 ophthalm
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00:46:35 14 11

00:46:39 at the u

00:46:40

. 00:46:45 activity

00:46:4

, I take it, with cardiology?

ve talked with the cardiology department, and

00:46:51 we haven't done anything. There are still some plans on

00:46:55 40 paper. I didn't mention them because I don't see an end

00:47:01 point to that set of discussions. With these other groups I
14

00:47:05 22 see end points and things have actually started to happen

00:47:07 23 already.

00:47:07 24 Q What is an end point?

^.47:08 25 A An end point to me would be some joint

certain times of the year when the admissions process is

underway, I spend a significant amount of time with that

particular board.

I'm also working with a number of the current

faculty at the university to integrate their activities more

closely into the health care of Native Americans. And to

that extent, I'm very closely involved with several

00:46:02rm`8 departments of the university.

ocrinology, which is the diabetes group;

hich is the kidney disease group;

which is the eye group; and we're about to'do

ith -- I hope -- we're discussing and perhaps

ing some things with the gastroenterology group

sity.

have no association in this particular
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00:4713 1

4717 2

00:47:23 3

00:47:27 4

00:47:31 5

00:47:34^6

00:47:39

00:47:43

00:47:47

00:47:51' 10

00:47:56

00:47:57

On:48:03

00:48:09 14

00:48:14

00:48:17

00:48:21

00:48:25

00:48:28

00:46:29

00:48:36

31

collaborative effort to enhance patient care. For example,

with the diabetes group at the university, I have involved

them as unofficial consultants to me to help design the

comprehensive diabetes program in Ada.

I have introduced them to a diabetes specialist

that I have helped to recruit to Ada. If that diabetes

specialist comes to Ada, which she will, I want her to have

a close relationship with the diabetes department at the

universi ause I think that the Ada Indians could

benefit p-to-the-minute, contemporary knowledge of

what's h ing in diabetes.

the diabetes group we have initiated a -- a•

specifically looking at the effects of a new

WjAg. We want to see if that drug is effective in

Native A2 ans. so that's what I would call end points.

We have programs on paper underway. And in cardiology

we've ta and we don't have a final end point as yet.

Q have you talked with in the department of

cardiology?

A Aaron Kuggelmass, K-U-G-G-E-L-M-A-S-S.

Q M-E-S-S?

A K-U-G-G-E-L-M-A-S-S, I believe it is.

Q First name again?

A Aaron, A-A-R-O-N.

Q Is he a doctor?
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00:49:22'10

00:49:26

00:49:31

0n:49:34

Ou:49:36 14

00:49:49

00:49:50

00:49:55

00:50:00

00:50:02

00:50:06

00:50:13
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00:50:26 24

50:27 25
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A Yes.

Anybody else in that department?

A No.

Q You haven't talked to Dr. Lazzara?

A No.

Q Dr. Whitsett?

A No. Talked with Alex -- Dr. Alex J. Cox who does

a lot of work with Dr. Whitsett, and he is much like

It diabetes and cardiovascular disease closely

related?

A diabetes and cardiovascular disease closely

related?' specifically, yes, they're closely related.

I'm not hat you mean by closely.

Q Okay. well, don't diabetics that have the risk

factor of diabetes develop cardiovascular disease, say,

greater than the general population?

A Cardiovascular and blood vessel diseases are more

common in diabetics than in non-diabetics.

Q That's what I mean.

A Yes. Okay.

here have been discussions, but nothing has

I think I just mentioned this to show that

empting to interface multiple levels of the

with the Chickasaw Nation because I think

ou p each other.
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00:51:09 1
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00:51:25
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Q Do you teach any students now?

A Yes.

Q okay. What students do you teach?

A Mostly students from the university who are

working with the family practice residency program at St.

Anthony Hospital.

Q Okay. How do you work with them?

A .I am at St. Anthony twice a month teaching classes

to the re ts and the students.

Now, who pays for that?

A ne does. I do that on my own time. It's my

contribut' o their education.

ma?

are you a paid professor at the University of

A sir. My tie with the admissions board is

purely d a e time.

Q ou have students come out to your place of

business .o rth Santa Fe?

A Students do come out to that office on North Santa

Q And what do they do when they come out there?

A They observe some of the physicians and see some

of the patients that some of the physicians see, mostly to

learn a specific skill.

Q Okay. When was the last time you had students out

PROFESSIONAL REPORTERS * 428 DEAN A. MaGEE, OKC, OK

(405) 272-1006 * (800) 376-1006 * FAX (405) 272-0559

http://legacy.library.ucsf.edu/tid/sno11b00/pdfSource: https://www.industrydocuments.ucsf.edu/docs/kmgf0028



00:52:00 1

52:00 2

00:52:03 3

00:52:05 4

00:52:10 5

00:52:13

00:52:17

00:52:20

00:52:22

00:52:25 10

00:52:31

00:52:36

n^•52:41
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there?

A There's a student out there right now.

Q Okay. And how long does he or she stay?

A A month. One month. And it's intermittently

through the month because they have other assignments. And

when they are there, I see them, work with them some; and

they work with other physicians, as well. They're not

exclusively assigned to me.

Q many hours a day?

in number of half days.

, are you associated with anyone in the. •

ce dicine at your location on North Santa Fe?

nhvsiciarM`:

in a group of ten physicians. My office is

in an office suite occupied by ten

Q what -- does this have a name in particular?

A Z.s the name of the,group is Oklahoma Sports

Science and Orthopedics.

Q You've done a lot of work in sports medicine.

A Your definition of a lot of work. Yes, far more

so than most physicians, but probably less so than the other

physicians in my group. So I'm not sure I follow you

with --

Q Okay. Well, when you were at St. Anthony, didn't
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00:53:49 1 you see runners, for example?

53:50 2 A Yes. And still do.

00:53:52 3 Q And you've written articles for the runners' local

00:53:57 4 publication, haven't you?

00:53:58 5 A Many.

71
00:53:59 Q Okay. The -- if a physician has a patient with

00:54:12 7 what he or she might consider running-related disease, do

00:54:18 B they refer them to you?

00:54:19 A ve patients referred to me by other

00:54:22 10 D physicia

00:54:23 Q

00:54:28

O^:54:40

00:54:42 14

00:54:45 Q

Now, what do you do specifically in your

is time with this group of Oklahoma Sports

thopedics?

do I do specifically with that group?

A are office space with those physicians. So

. 00:54:49 that whe see those patients who come to me for care, I

00:54:54 see them at environment, in that set of offices with

00:54:59 those other physicians.

00:55:00 Q What kind of patients do you treat?

00:55:04 A I basically treat two populations. Personally

00:55:09 22 treat in this office now. Well, actually, I treat several

00:55:12 23 populations. When I go to Ada, I see Native American

00:55:16 24' patients there, quite a few. So that's one population of

L 35:20 25 patients that I see that's not reflected in my current
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00:55:24 1

55:25 2

00:55:28 3

00:55:33 4

00:55:36 5

00:55:4

00:56:0

00:56:04

00:56:0

A Yes, it is.

Q other than the fact you office together, do

other professional activities?00:56:12 10 you shar

00:56:1

00:56:26 group I helped the group to look at what I would

0n:56:31 co er mportant aspects of their practices. For

Ou:56:35 14 dk e, alk about outcomes analysis. Outcomes analysis

00:56:40 is a ve11oo button word in the medical community these

00:56:44 days. wing a little bit about outcomes analysis, I

is group of physicians to understand the term,

00:56:53 understa at it means and to institute some processes

00:56:58 internally to try to study outcomes.

00:57:00 So I have done that with this group. We have

00:57:05 regular meetings. Their meetings are both scientific and

00:57:10 22 group oriented, and I participate in those meetings. There

00:57:16 23 are a number of organizational needs that this group has,

00:57:23 24 some of which I can help implement and do so if it's within

,0:29 25 my area of expertise or knowledge.

of f ice environment.

In my current office environment I see two other

populations of patients. One is a population of runners,

and the second is a population of patients for whom I have

been a primary physician for a considerable period of time.

Q This group that you're officing with, is it a

PLLC?

A l, yes, to this extent. Working with this
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00:57:31 1 Q What would those be encompassed within the

57:35 2 organizational?

00:57:37 3 A Oh, for example, just as an example, one of our

00:57:42 4 physicians is very knowledgeable regarding cheerleaders and

00:57:46 5 the injuries of cheerleaders. This is a highly specialized,

00:57:53 6 focused niche in sports medicine. The question has been

00:57:59 7^ with all of his experience and his knowledge, is there a way

00:58:03 that he can interact with cheerleading coaches to help

00:58:08'® prevent c eading injuries. So I have determined a

00:58:14 10 method ii i h he could accomplish that goal.

00:58:16 Q ou share fees with other members of your

00:58:25 group?

00 - 58:25 e fees? No.

00:58:26 14 ^ . Do they share fees with you?

00:58:28 1

00:58:29 1 Q F^T^ you start this SCORE program while you were

00:58:48 still at niversity of Oklahoma?

00:58:49 A

00:58:50 Q That was put underway when you went to St.

00:58:55 R Anthony's?

00:58:55 A It was started in 1985. I arrived at St. Anthony

00:59:00 22 in 1983.

00:59:02 23 Q When did that relationship terminate, then?

00:59:08 24 A With St. Anthony?

.59:09 25 Q No. The SCORE.
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A I left St. Anthony in July of 1996, probably-

1996. So I terminated my -- I didn't officially terminate

my relationship with the program. I think everyone

recognizes -- everyone in the program recognizes that it was

my idea -- everyone calls it my baby. And to this date --

not today, but until very recently, I continued to have

close contact with Dr. Morgan and his entire staff in that

program.

A :15

WALLACE: Let's take a break here.

COX: Fine with me.

COY: We're off the record at 01:00:06.

recess was taken.)

COY: Okay. We're back on the record at

Q MR. WALLACE) Doctor, any time you want a break

for any ,eas n at all, would you let us know and we'11 take

it?

A e, sir. We just talked about that. Thank you.

Q Okay. I noticed from your disclosure statement

that you had testified, that you recalled, in two cases

since 1985, I believe.

A Yes, sir.

Q One of them appears to be a medical malpractice

case that was filed in 1991.

A Correct.
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01:12:52 1

12:54 2

Q

A

What was the nature of that case?

Am I at liberty to discuss the components of that

01:13:00 3 case?

01:13:00 4 Q Just what kind of case was it?

01:13:02 5 MR. COX: I think one of the problems here is that

01:13:05 6 it's an ongoing case.

01:13:07 MR. WALLACE: Oh, I see.

01:13:08 MR. COX: And so there may be some confidentiality

01:13:11 issues th hat may be involved. So I think, Doctor, for

01:13:15 10 your own, W know, security and potential liability or

01:13:19 whatever, #KAink you can answer general questions about it.

01:13:22 1 After tha u'll have to use your own discretion as to

0'-13:25 1 wh ou like you can and cannot discuss about that

MR. WALLACE) Are you a defendant in the case?

01:13:34

01:13:40

01:13:41

01:13:48 22

01:13:53 23

01:13:57 24

%, .13:58 25

A -- expert. I was not involved in the care of the

patient. It was a patient death. I was asked to review the

record to render an opinion as to whether I thought the care

was appropriate or not.

Q That's fine. I don't -- I don't need any more.
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01:14:02 1

1405 2

01:1406 3

01:1409 4

01:1410 5

01:14:13t 6

The other one appears to be a divorce case.

A Yes.

Q Isaacs versus Isaacs?

A Yes.

Q And were you an expert in that case?

A No.

01:14:14 Q You're just a fact witness in it? That's

40

01:14:21 A have two choice, fact and expert? Those are

01:14:25 10 my only oices?
I iz^

01:14:26 Q can characterize it any way you want to,

01:14:29 Doctor.

("•14:30 a social acquaintance of one of the parties,

01:14:33 14

01:14:39 party.

01:14:39

01:14:46

ion was taken regarding my knowledge of that

Q r"Yb'IY; didn't give any expert opinions, did you?

A 't believe so, no, sir.

01:14:48 Q o, gave your deposition in it?

01:14:50

01:14:51

A

Q

Yes.

Have you given any other depositions other than in

01:14:57 those two cases you mentioned?

01:14:59 22 A Not in a proceeding such as this, no.

01:15:02 23 Q ] notice you're on some kind of firemen's review

01:15:06 24 board.

^_..15:06 25 A I have been on a firemen's review board, yes.

01:14:21 contrasted with an expert witness.
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01:15:10 1 Q Have you testified in connection with that

15:15 2 function?

01:15:16 3 A No.

01:15:16 4 Q And those are the only two cases since '85 you've

01:15:21 5 testified in, either in court or by deposition?

01:15:26 Yes. I appeared in court in Chickasha probably in

01:15:34 7 the '70s, and then there was another case involving the City

01:15:38 ^ of Oklahoma City which I hadn't thought about and I was in

01:15:42 court, an t was probably in the early '80s, late '70s,

01:15:47 10 early '80
ONOO

01:15:49 Q did that involve?

01:15:52 1 A A ntleman who wanted to be a police officer,

01:16:03 1 fi gh r wanted to have some role with the city who

01:16:08 14 h pr40* ing medical condition that could have rendered

01:16:13 1 that job dous to him or those around him.

01:16:18 1 Q . I hope that's not ongoing.

01:16:21 A 's '60, '82, perhaps '83 at the latest. But

01:16:28 that's v ery old.

01:16:29 Q Are you acquainted with the nature of this case

01:16:37 that you're appearing as a witness for the defendants in

01:16:42 today?

01:16:42 22

01:16:46 23

01:16:50 24

16:52 25

A I think I'm somewhat familiar with the case.

Q You read The New York Times?

A On occasion.

Q Sundays?
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01:17:14

01:17:16

01:17:22

01:17:29' 10

01:17:32

01:17:36

n' i 17:46

01:17:49 14

01:17:55

01:17:57

01:18:01

01:18:0

C1:18:05

01:18:08

01:18:17

01:18:18 22

42

And you are aware that a series of cases have been

filed by attorney generals across the United States against

the cigarette, tobacco companies are you not?

A I am aware of that.

Q Okay. And you're aware that Mississippi filed and

Florida filed, Texas filed, Oklahoma filed, are you not?

A The only one I can specifically mention is

Minnesot use that one was being tried, I think is the

right teWring the time that I became involved in this

case. P o that, it was just distant news to me.

that that case had been filed?

h or April, perhaps April of this year.

or April of this year.

, you hadn't heard about it when it was

original led?

A certain I had heard about it. it did not make

an impressi.on on me.

Q So you first really became fully aware of it in

April of this year; is that correct?

A I believe it was April. March or April.

Q March or April. Do you know any of the attorneys
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Q Well, what I mean is in the local community, not,

for example, counsel that sits here at the table.

A Well, first of all, I only know of two or three

attorneys involved in the case. There is one local attorney

who I knew socially many years ago and have remet him one

time since this case was filed, and I think he's involved

with the case.

A OfMge Dahnke.

Q do you know how they happened to retain your

services

A

e case?

a phone call from a physician, Dr. Darrell,

arrell Fisher is a physician, cardiovascular

ney and author who called me one day -- it was

on a Fri afternoon, I recall -- and mentioned -- and said

that he iven my name to someone. And I don't recall

who it w' d wanted to know that he had given my name.

the context of that conversation was that the

person to whom he gave my name was an attorney, and that

attorney was asking Dr. Fisher about someone who knew about

risk factors in this community. Well, Dr. Fisher was at St.

Anthony Hospital when I developed the SCORE program, and he

was a -- a very strong supporter of the program. As a

matter of fact, the acronym SCORE was his. So that he was

very familiar with my work in risk factors going back into
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01:20:18 1 the mid '80s, and, therefore, he gave my name to whoever it

20:23 2 was who was asking him about this.

0120:25 3

0120:29 4

Okay. And that was George Dahnke?

It may have been George Dahnke. I don't recall,A

01:20:32 5 t but some -- he was talking with someone who had asked him

01:20:35? 6 for a recommendation.

01:20:36

01:20:40 8 A

01:20:42 Q

01:20:51 10 case fro

01:20:52

01:20:59 asked if

0'•21:06 we

01:21:15 14 P0404

01:21:18 this pro

was the next thing that you heard about the

g this line?

next I heard about the case was that I was

ld go to breakfast with three attorneys who

in the case to obtain more detail about the

I would be interested in participating in

01:21:20 Q you say process, what do you mean?

01:21:24 A need for a local expert who could address risk

01:21:32 factors, physician who had had experience in dealing

01:21:36 with risk factors, someone who could review medical records.

01:21:45 Q Okay. Who were the three attorneys you -- or did

01:21:50 you accept the invitation for breakfast?

01:21:52 22 A Oh, I did go to breakfast.

01:21:55 23 Q And where did you go?

01:21:56 24 A We were at the Waterford.

. .21:58 25 Q When?

Yes.

And this was in March or April of '98?Q
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01 :21:sa

22:04

01:22:10

01:22:26 4

01:22:29

01:22:31

01:22:37

01:22:44

01:22:57

01:23:01

01:23:08

01:23:12

n' :23:20

01:23:21 24

01:23:23

01:23:25

01:23:30

01:23:39

01:23:42

01:23:49

01:23:54

01:23:58 22

01:24:01 23

01:24:07 24

^ .24:08 25

A March or April. Same time frame. Who were the

attorneys? Cornfield, Cassetta -- there were four

attorneys. Cornfield, Cassetta, Dahnke and Callcott. I

think that's the correct pronunciation.

Q And what did they tell you?

A Essentially, most everything that Dr. Fisher had

told me. And that was the process of -- by which the 35

patients' records were selected. And I think a fair amount

of it wa loring my interest in reviewing those medical

records 4rnqlxploring my interest in discussing risk factors

further.

4

they tell you how these 35 patients were

- yes, they did.

what did they tell you?

A P41-II remember correctly, they said that the judge

in the c elected the letter H at random and that any

individu ose last name began with H who was a Medicaid

recipient was eligible to participate in this process and

that they then went through the Hs and selected a group of

35 Medicaid recipients whose last name began with H who were

smokers.

Q And they -- they had to be patients; is that

correct?

A They had to be patients?

PROFESSIONAL REPORTERS * 428 DEAN A. MaGEE, OKC, OK

(405) 272-1006 * (800) 376-2006 * FAX (405) 272-0559

http://legacy.library.ucsf.edu/tid/sno11b00/pdfSource: https://www.industrydocuments.ucsf.edu/docs/kmgf0028



7'AOMAS C. CONIGLIONE, Bl.D. * D912&/98 46

01:24:09

24:10 2

01:24:19 3

01:24:26 4

01:24:26 5

01:24:317'

01:24:42

01:24:42

01:24:48

01:24:49

01:24:52

0124:53

0'25:11

01:25:21 14

01:25:28

01:25:31 1

01:25:32

01:25:36

01:25:37

01:25:40

01:25:42

01:25:44 22

01:25:45 23

01:25:47 24

..25:49 25

Q Patients, yes.

A They were Medicaid recipients.

Q Okay. How long did this conference last, the

breakfast conference?

A Hour, hour and 15 minutes, roughly.

Q Were you told that you would have to testify in

this case?

A I don't specifically recall that statement being

you -- was compensation discussed?

this meeting all they told you, then, was •

h he ed you -- that you were knowledgeable about

r* ac nd they wanted you to review the 35 records of

the Medi ecipients?

COX: Let me object to the form of the

characterizes the witness's prior testimony.

THE WITNESS: They asked if I would review a

portion of those 35 records.

Q (BY MR. WALLACE) A portion of them. How many of

them did you review?

A Eighteen.

Q Why did you stop at 18?

A I was given 18 records to review.
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01:25:53

26:05

01:26:13

01:26:19

01:26:21

01:26:26

01:26:29

01:26:29

01:26:33

01:26:36'10

0126:45

0126:49

07:26:51

Ot:26:58 14

01:26:58

01:27:03 1

01:27:10

01:27:15

01:27:17

01:27:21

01:27:24

01:27:33 22

01:27:39 23

'01:27:40 24

28:00 25
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Q Did they tell you what the case of the State of

Oklahoma versus RJR and Phillip Morris and Brown &

Williamson and so forth, Lowes, Lorillard was about?

MR. COX: Objection. Vague as to time.

Q (BY MR. WALLACE) At the meeting. At the breakfast

meeting at the Waterford with the four attorneys or five

attorneys.

A At that time my recollection of that meeting is

that we d" t go into great detail about the specifics of

the suit ' e f. More so about the 35 medical records and

my knowle nd experience in counseling patients and

addressinP._risk factors.

you since learned anything more about the

A RtZffle read the -- read -- I've reviewed the

complain . believe that's the appropriate term.

Q whole hundred pages?

reviewed it. I have not read it.

Q Okay. When you say reviewed, what does that --

what is a review in your terminology?

A I have the document and scanned pages, pretty much

looked at titles of sections, but did not read it in -- in

great detail.

Q At this breakfast meeting, did you agree to

undertake the review.•of the records of the Medicaid
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01:28:06

28:07

01:28:16

01:28:22

01:28:25

01:28:31

01:28:31

01:28:33

01:28:35

01:28:36"10

01:28:41

01:28:47

0'•28:52

01:29:13 14

01:29:21

• 01:29:23

01:29:24

01:29:29

01:29:29

01:29:32

01:29:37

01:29:40 22

01:29:51 23

01:29:52 24

.29:53 25

Q

49

A I'm not certain if at that meeting I agreed

entirely. I think the meeting was more get acquainted and

to determine my level of interest. And I don't recall

specifically if I said at that time that I was anxious to do

this.

Q Well, what was your level of interest?

A What was my level of interest?

A , initially I was struck by the fact that I

had an o nity to participate in history, history of the

State of ' oma. And I thought this was an intriguing

you felt, then, that -- is it fair to say that

you felt qFIZM was a historical case?

A

Q 6AMO that you wanted to participate in a historical

A

THOMAS C. CONIGLIONE, M.D. + 09/29199

participate in it. It was intriguing to think about

participating in something that had historical significance.

Q Did you read any of the answers of the defendants

in this case?

A No.

Q See what their position was?
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01:29:56 1

30:01 2

01:30:05 3

01:30:12 4

01:30:16 5

01:30:19

01:30:22

A No. The aspect of this case that I was asked to

address had to do with patient records and risk factors.

Q And when did you agree to undertake the work that

was proposed to you at this breakfast meeting with the

various attorneys at the Waterford?

Either at that time or at some later date.

when you say at that time, do you mean at the

A

Q

01:30:29..." 8,1 breakfast meeting?

01:30:30

01:30:35 10

01:30:39

01:30:44 12 would b

PIP
0i:30:46

01:30:48 14 0 P=qk

01:30:56 specific

01:31:01

01:31:07 meeting

01:31:1 defendan

01:31:14 A

this or

meeting

I don't recall specifically agreeing to do

ning the opportunity. It was either at that

some subsequent meeting where I indicated I

rested in pursuing this further.

right. What was the next meeting you had?

on't recall the specific meeting -- the next

ing.

y. What was the next time that you had a

you had agreed to serve on behalf of the

this case?

I don't recall the specific point in time that I

made that statement of agreement.

Okay. Did they -- at any point in time did they

01:31:25 22 I talk to you in terms of compensation for undertaking this

01:31:28 23 work?

01:31:28 24

31:35 25

Not specifically.A

Are you being paid for your testimony in this
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01:31:3'7 1 case?

31:37 2

01:31:39 3 that it assumes that he's -- his testimony is being paid

01:31:43 4 for.

01:31:43 5 THE WITNESS: I'm being paid for -- I think I'm

01:31:46 6 being compensated -- the agreement was that I be compensated

01:31:49r 74 for my time spent in reviewing records and documents.

01:31:53

01:31:56Pm9mT your com' ion?

01:31:56' 10

01:32:00 and we'v

"

r reached any agreement, and I have not been

01:32:04 7,2 compensa r the time that I have applied to this

01:32:08 pr s.

01:32:09 14
C Y

01:32:12 A aven't asked for anything, no.

01:32:15 ^A"9Y'^ you haven't billed them for any of your time?

01:32:18 A sir.

01:32:1 Q r you keeping time records?

01:32:20

01:32:21

01:32:26 A

Q (BY MR. WALLACE) Okay. And what was the amount of

A LW;,',ye never agreed to that. We've discussed it,

MR. COX: Objection to the form of the question in

they've never paid you a quarter in this case?

Yes.

How much time have you put into your work?

I can only give you a guess as to the number of

01:32:33 22 hours I've put in on this process.

01:32:35 23 Q What's your best estimate of the time that you've

01:32:39 24 put in on the process?

. 32:39 25 A One hundred twenty hours, perhaps.
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01:32:44

33:03

01:33:05

01:33:09

01:33:12

01:33:13

01:33:19

01:33:31

01:33:43

01:33:44 10

01:33:47

01:33:54

01 :34:00

Ot:34:04 14

M
01:34:06 1

01:34:13

01:34:17

01:34:18

01:34:32

01:34:35

01:34:42

01:34:47 22

01:3453 23

01:3453 24

3458 25
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Q Do you have a figure in mind that you're going to

charge them for this service?

A No.

Q At what point in time do you expect to bill them

for your services?

A I had not thought about that in any great depth.

Q Okay. when was the next time that you recall that

you had a conference with the attorneys to discuss your

testimon

A jiaps we need to make a distinction between

testimon my knowledge of the clinical records and risk

factors individuals because I'm not certain that

we OW, ev a meeting to discuss my testimony, what I

Q

the risk P?WU&rs of the individuals whose medical records

you revi

A Pw#Mably -- I don't recall specifically when I

received the records, but after I received the records I

reviewed them and then summarized my thoughts on several of

the patients at subsequent meetings. And I'm going to say

that the majority of them took place in August -- July and

August.

Q How many meetings did you have with them?

A Again, I don't know specifically. And I can only
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0135:04 1

35:08 2

0135:10 3

0135:11 4

0135:15

0135:23^

01:35:24

01:35:29

01:35:30;

01:35:31 1

0135:36

0135:36

0'•35:45

01:35:59 14

01:36:08

01:36:10

01:36:12

01:36:1

01:36:19

01:36:20

01:36:23

01:36:31 22

01:36:35 23

01:36:36 24

.36:38 25
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be conjectural, if that's acceptable.

Q Yes. Just your best estimate.

A Ten.

Q How long do these meetings last?

A Anywhere from hour and a half to two and a half

hours.

Q Are all these meetings attended by the same

e con -- I've conferred with Mr. Cox, Adam

ust blanking on Adam's last name. Met with

*. rn once and Carl Rowley.

Q long did you meet with -- how many times have

you met it Mr. Rowley?

A ce.

A

. Cornfield?

Once.

Q And Adam?

A Adam Smith, Adam -- I'm sorry. I'm embarrassed

that I forgot his last name already. Adam. Three times,

perhaps.

Q And Mr. Cox?

A Half a dozen times, and at times there were more
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01:36:43 1 -- it was more than one attorney there. So some of the

36:46 2 numbers would overlap, and the total would come to more than

01:36:50 3 the ten or dozen times we met.

01:37:01 4 MR. COX: If you need to answer that, Doctor, you

01:37:03 5 may.

01:37:04

01:37:08

THE WITNESS: No. That's fine. We'll get it at

the next break.

01 :37 : 09- 8 Q (BY MR. WALLACE) Now, Doctor, I've handed you

01:37:48 marked P' ff's Exhibit 2 a document that says at the

01:37:55 10 top, "Ex e isclosure." Is this a part of the document on

01:38:05 expert d' ure which was produced to the plaintiffs in

01:38:09 this cas

Oi:3B:11

01:38:12 14

01:38:14

01:38:17 1

to wheth

but you

01:38:20

01:38:22 statemen

COX: Let me object to lack of foundation as

would know that it had been produced to you,

swer.

WITNESS: My understanding is that this

part of the discovery process, I think, was

01:38:33 to be tur`ned'over to the plaintiffs a week or so before

01:38:39 today.

01:38:40 Q (BY MR. WALLACE) So there's no great confusion,

01:38:48 22 there is another seven-day disclosure, Doctor. I'll tell

01:38:57 23 you that. This is the -- this is not the seven-day

01:39:06 24 disclosure.

39:06 25 Okay. Then I have been confused. I'm sorry.
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01:39:09 1

39:11 2

01:39:15 3

01:39:16 4

01:39:20 5

01:39:22

01:39:24

This is not my area of knowledge.

Q Okay. Are you familiar with this document?

A Yes.

Q Have you seen it before?

A Not this specific document, no.

Q Do you know who prepared it?

A I believe Mr. Cox prepared this. No, I don't know

f

01:39:34 who prepared this. The seven-day document I think Mr. Cox

01:39:37 prepared. o not know the author of this document.

01:39:41`10

01:40:21

01:40:22

0':40:26

01:40:30 14

01:40:33 lj

Q ' he second paragraph, first sentence says,

"Dr. Coni e will testify regarding the multitude of risk

factors aL__ end to occur in individuals that are '

01:40:37 1b^l of the

• 01:40:42 that ter

01:40:47 poverty

isadvantaged." Do you know what the meaning

economically disadvantaged" is?

I think we can each have our own definition

conomically disadvantaged". I have looked at

ean patients whose income is below the federal

or in some cases in Oklahoma income less than

01:40:53 185 percent of the federal poverty level.

01:40:56 2 Q Do you know when this was prepared?

01:41:07

01:41:09 22

01:42:11 23

01:42:14 24

^ .42:18 25

A No, sir.

Q Doctor, I show you Plaintiff's Exhibit 3 and ask

you to state for the record what that is.

A This is entitled Dr. Thomas C. Coniglione's

seven-day disclosure.
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01:42:27

01:4254

01:4301

01:4306

01:43:11

01:43:16

01:43:20

01:43:20` 10

01:43:23

01:43:27

0':43:54

01:43:59 14

01:44:04

01:44:09

• 01:44:13

01:44:22

01:44:28

01:44:36

01:44:37

01:44:45 22

01:44:49 23

• 01:44:49 24

k 44:53 25
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Q Do you know who wrote this?

A I believe Mr. Cox wrote this.

Q Okay. Over on page 2 in the second paragraph on

the page, the first unnumbered paragraph on the page,

states, "Dr. Coniglione's opinions will be based on,"

skipping down to number 3, "his review of information,

medical records, questionnaires, documents and deposition

testimony concerning his case" -- that should be this case,

should

A^ ^ uld agree that the word "this" would be more

appropri an "his".

Q U at the first paragraph labeled "7" on page 2 of

h ve^ ^ disclosure, you state that, "Dr. Coniglione

VUE480 nt on the opinions offered by the plaintiffs'

experts 1 as on the evidence on which they may rely,

to the e_ that their opinions relate to his area of

expertis ave you gained any knowledge of any of the

opinions ed by the plaintiffs' experts in this case?

A That's a broad-ranging question, and my answer

would be yes.

Q Okay. What experts' opinions have you reviewed --

plaintiffs' experts' opinions have you reviewed in this

case?

A I have reviewed Dr. Nida's deposition.

Q Okay.
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01:46:14

01:46:16

01 •46:17
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01:46:21 1

01:46:23

01:46:25
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01:46:36
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01:46:46 22

01:46:51 23

01:46:59 24

.47:03 25
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A I've reviewed Dr. Crutcher's deposition.

Q And any others?

A Those are the only depositions I've reviewed.

Q Okay. What comments do you have on the deposition

of Dr. Nida that you reviewed?

A Well, Dr. Nida's deposition was long, There were

several points that he made in his deposition that I think

were very pertinent points. He addressed issues of, in

general, h care in Oklahoma pertinent to its

populati w ecifically teenage pregnancy, prenatal care,

immuniza ates. I think those are the major -- although

his -- h" ments were broad and far reaching, those are'

h t I specifically recall reading.

-- did he say anything about teenage

pregnancy'q^jjiklahoma that you happen to disagree with?

A

Q kdMW about health care in Oklahoma?

COX: Let me object to the overbreadth of that

question and the vagueness of that question.

THE WITNESS: The general terms of his discussion

of the health care in Oklahoma are similar issues that have

been addressed in the newspaper, in the press conferences,

in the state medical journal. So the general principles

that he addressed, the general issues and topics have been

publicized elsewhere. None of that was new information.
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01:47:07 1

47:14 2

01:47:19 3

01:47:23 4

01:47:24 5

01:47:25

01:47:29

Q (SY MR. WALLACE) Did you agree with -- disagree

with any of the opinions which Dr. Nida expressed in

connection with health care -- the topics of health care in

Oklahoma?

MR. COX: Let me object to the form of the

question in that it assumes that he has read all of the

opinions and the entire deposition.

01:47:32'°"8

01:47:35 with whi

.
01:47:41'10

01:47:46

01:47:47.

01 :47:53

01:47:55 14

01:47:58 T

d
01:48:01 1

i

01:48:03 lob*

01:48:07

are the three issues with which I agree.

And what are the three -- strike that.

are the issues that you disagree with that he

opinions about?

d not read his deposition in that detail. The

hat I recall reading are the three we just

01:48:11 discussed, and those are the three with which I agree.

01:48:14 Q What are the issues that you reviewed that you

01:48:27

01:48:29 22

oncur, as I recall, had to deal with childhood

immunizat1w ates, teenage pregnancies and the low level of

prenatal in Oklahoma.

Q ,BY, MR. WALLACE) Okay.

recall concerning Dr. Crutcher's deposition?

A

THE WITNESS: The three aspects of the deposition

The issues of Dr. Crutcher's deposition that I

01:48:33 23 I recall reviewing had to do with populations and risks of

01:48:41 24 JI disease in populations.

48:43 25 What knowledge did you hope to gain by reviewing
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0149:49

0149:56

01 :49:58

01:50:08 14
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01:50:09

01:50:16

01:50:21

01:50:2

01:50:29

01:50:32
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01:50:50 22

01:50:55 23

01:50:58 24
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Dr. Crutcher's deposition?

A Just a -- I didn't hope to gain any knowledge in

particular from reading either of these depositions. I just

hoped to gain a general flavor, a general sense of what was

being asked and what some of the issues were.

Q Do you currently treat Medicaid patients?

A Yes.

Q And in what context do you treat them?

A teat Medicaid patients when I see patients at

the Indi Wspital in Ada.

Q ^go how often are you there, did you say?

A there two days a week.

who pays for that -- for your services on

A in es?

A Chickasaw Nation health system is responsible

for the leh care of Chickasaw Indians. Let me correct

that. T ickasaw health system is responsible for the

medical Ze of Indians who reside within their geographic

territory in Oklahoma. I am a consultant to the Chickashaw

Nation. I am paid by the Chickashaw Nation.

Q Okay. Back to your employment as an expert in

this case. Do you know which one of the tobacco companies

will be paying you or who will be paying you?

A Well, the use of the term "employment" is

different to me. I don't believe that I am employed by
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anyone.

Q Okay. Well, your services are engaged. Are you

more comfortable with that terminology?

A I think that would be better. Even more

acceptable, I think, would be compensated for time spent on

reviewing records.

Q Have you ever viewed any videotape presentations

on giving a deposition?

A

Q

deposi.ti

you done any mock presentations on a

;t do you mean by mock presentations?

, for example, Mr. Cox might have asked you a

qe on ou responded as if you were in a deposition

setting.

A uld call that play-acting.

Q

A id some, how would I respond to this question

or that question and I would give my responses. We did some

of that.

Q Were you asked to give any opinions that you

didn't feel that you could give in this case or in any case?

A Early on we explored my areas of expertise, and I

was asked if I could address certain areas of expertise, and

I declined. And what specific areas of expertise did I
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decline? I felt that I was not knowledgeable enough in some

epidemiology and statistical questions to address those.

There were other areas where I volunteered to address.

Q what -- what areas of epidemiology and statistics

did you decline?

A Just general -- that was early on. I was asked

01:53:40r"_7____h what I knew about epidemiology or statistics or in the

01:53:4460"8 course of conversation it was clear that that would be an

01:53:48 area bet dressed by someone else.

01:53:55°10 V Q LA!^A what did you volunteer to address?

01:54:01

01:54:08 $2e, 1 differen

n'•54:12

01:54:16 14 c6

01:54:21 and part

01:54:26 felt com

01:54:29 question

01:54:29

le that I could address some of those

you were putting together, founding SCORE and

01:54:53 working out the risk factors, did you include in such a

01:55:08 8 program or in that program smoking cessation?

01:55:17 A

, the question came up about how Oklahoma is

the rest of the country in terms of its

ation and in terms of the specific health

Oklahoma. And I have been working and reading

i ing in that area now for quite a few years and

As a risk factor, we addressed as many risk

01:55:21 22 factors as were possible.

01:55:23 23 Q Did you then go on to decide how to eliminate risk

01:55:31 24 factors?

L .55:32 25 A Well, I think it's probably important to clarify
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here what we did in the SCORE program. In the SCORE program

we identified individuals' risk factors. Then in working

with the individual and looking at the individual as a

person, his environment, his genetics, his family, looking

at him, ]ooking at those things in which he had an interest,

we attempted to modify risk factors.

Certainly we attempted to educate about as many

01:56:14 risk factors as possible, so the educational process was

01:56:18 9 broad. T s ecific interventions were really designed to

address t issues which that individual was prepared to

01:56:32 1 Q

0i•56:35 1

01:56:39 14

P0

01:56:42 1

individuax ' nterests and responses, we would attempt to

thought to be addressed; and then, depending on the

would you wait until an individual was

dress the issue of cigarette smoking before

ent a specific intervention?

A he consultation portion of the program, we

would out ine for the individual the risk factors that we

01:57:04 address a single risk factor.

01:57:05 It was very clear that we could not address more

01:57:08

01:57:11 22

01:57:14 23

01:57:20 24

37:25 25

than one risk factor at a time. We and everyone else who

had ever tried to do this knows that you cannot change one's

lifestyle dramatically. That is, to change all the risk

factors means a dramatic change in one's lifestyle. Even

one's very being, one's character would have to change
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01:57:28 1

57:32 2

01:57:34 3

01:57:37 4

01:57:41 5

01:57:44

01:57:48

01:57:52

01:57:53

01:58:00

01:58:11

dramatically. When people reach middle age, that's rather

-- it's impossible to accomplish.

Our goal was to then find an opportunity to

address a single risk factor, usually one where we felt we

would have a success, and then building on the success of

dealing with that risk factor we would then attempt to deal

with another risk factor. And certain ones were more

appropriate to address in certain individuals.

Q right. You have an individual presenting with

a sedent r ifestyle, poor nutritional habits and smoking.

You iden d those as the outstanding three risk factors

01:58:16 for that^' "vidual. Then what do you do at that point?

D':58:22 working with that individual, I would come to a

oi:58:28 14

01:58:33 fft^

01:58:37

01:58:41

01:58:4

01:58:47

01:58:56

01:58:56

01:59:01 22

01:59:06 23

01:59:10 24

.59:14 25

t one of those three was the appropriate risk

factor t ress. The individual would help me to

understa ich risk factor he was ready to address and to

address SJ. So working with the person we would identify

the risk or to be addressed.

Q

that.

Okay. Suppose that smoking cessation -- strike

Suppose that smoking was a risk factor that the

patient was readiest to address. What would you do then?

A What we did would depend on the point in time that

we addressed this question. Recall, now, we're going back

10 to 15 years of history in this program. And during that
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0159:18

59:24

0159:29

0159:33

01:59:40

01:59:45

01:59:50

01:59:55

01:59:57!

i
02:00:021

02:00:07

02:00:11

0'^ :00:15

0L:00:19 14

02:00:34

02:00:40

02:00:43

02:00:50

02:00:53

02:00:54

02:00:58

02:01:01 22

02:01:06 23

02:01:08 24

.01:11 25

period of time there have been different efforts or

different techniques useful to stop smoking.

Q In 1985, what would you do?

A In 1985, we probably worked on several. We looked

at hypnosis, we looked at cold turkey and we looked at

weaning, cutting back on smoking. However, it was -- you

couldn't address smoking by itself. You had to do something

else for the behavior.

ried to understand why people smoked and to

was being satisfied by smoking because to just

g away doesn't really change the person. And

I needed.' `t an understanding of what satisfaction that

atisfaction in some other manner.

a part of the -- do you believe that smoking

h nicotine is addicting?

A term "addiction", I think we would have to

define w a meant by the term "addiction".

Q Okay. How would you define it?

A Well, I could define it the way it was defined

when I was in medical school many years ago, and there have

been multiple definitions that have been developed in the

intervening 30 years now.

Q All right. How would you define it?

A Addiction?
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02:01:13 1

01:13 2

0201:21 3

0201:27 4

02:01:31 5

02:01:35

02:01:39

Q Yes.

A There are probably two definitions of the term.

One is a behavior which is -- in which one participates

within 90 minutes of awakening. That's one definition of

addiction. I think there are strengths and weaknesses of

that definition. Another definition of addicting --

addiction would be that the agent induces tolerance,

02:01:49^ 8 interferes with judgment. As a third component of that

02:02:03 definiti" dgment, tolerance and -- and is intoxicating.

02:02:15;1; I think. &KA the third component of that definition.

02:02:22 Q , there are many people that define it

02:02:25 differen d that would leave out intoxication, aren't

0^•02:30 th

02:02:30 14 0 e are many definitions of the term

02:02:31 "addicti nd I don't know which one is most appropriate.

02:02:34 , do you believe that ingestion of nicotine by

02:02:45 means of 00909arette is addicting?

02:02:47 A an tell you that I have reviewed 18 medical

02:02:54 records and 18 depositions and based on the comments made

02:02:59 from those 18 people, I cannot say that I see addiction as

the reason for cigarette use in that population of patients.

02:03:12 22 Having never been a smoker I cannot address that

02:03:14 23 personally. Having worked with patients, I can be

02:03:18 24 reasonably confident to say that cigarette smoking is a
N
IJ

.03:22 25 habituating behavior. By the same token, I have seen large w
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numbers of patients who have discontinued smoking and have

no adverse effects from discontinuation of smoking and on

that basis cannot say it's an addicting substance.

Q Well, have you run across many patients who have

great difficulty in stopping smoking?

A Well, the patients frequently say they have

difficulty in stopping smoking, and I naturally want to get

into that. wi.th them. what do you mean, you have difficulty

stopping? t have you done?

I frequently hear stories like this: "Well, I

quit smo or six months, but then I started again."

Well, if. uit smoking for six months, obviously, you

e t ed to it. And when I get into that andFT
ith the patient, it's actually a form of

the patient enjoyed. So he returned to the

long absence from it. And I hear that from

tients.

I ask them what happened to you when you

was in the hospital," or, "My mother was

sick," or they have some reason. And, "Well, I don't recall

anything in particular happening to me," but then they

returned to it because it was a pleasant experience. Well,

that's not -- to me, that can't -- I can't interpret that as

addictive behavior.

In reading those depositions and reviewing those
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02:04:55 1 medical records, I clearly get the sense that it's a habit

05:00 2 that is enjoyed by people.

02:05:07 3 Q On your expert witness, seven-day disclosure, did

02:05:28 4 you make any changes in the disclosure, in the text of it?

02:05:34 5 1 A i-- I personally did not write this and did not

02:05:39L 6V write on it. I discussed it with Mr. Cox who took notes on

02:05:43r' what I said and then came back with this document.

02:05:49 Q Okay. And do you agree with the -- with the

02:05:54 document self?

02:05:55 10

02:06:01 document

02:06:04

0^•06:06

02:06:10 14

02:11:38

02:12:50

02:13:07

02:13:1

02:13:28

02:13:36

02:13:37

02:13:38 22

02:13:43 23

02:13:49 24

. .13:53 25

WALLACE: Let's take a break.

COY: We're off the record at 02:06:07. This

tape one.

recess was taken.)

N^S COY: Back on the record. This begins tape

number t 02:13:08.

Q MR. WALLACE) You listed one of the authorities

you rely on the Surgeon General's report of 1998. Is that

correct?

A Yes.

Q In what way are you relying on that, Doctor?

A That is a document that I reviewed as a part of

the material I reviewed for this particular case.

Q And to what extent did you review it? I mean, you
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02:14:00 1 ^
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02:14:25

02:14:28

02:14:32

02:14:39

02:14:40

had previously described your reviewing plaintiff's

complaint in this case by skimming portions of it, looking

at it --

A Right. And I skimmed this. This is a report that

is, in all likelihood, 2 to 300 pages. It deals with the

smoking habits of minority groups and African Americans,

Hispanics, Alaska natives, American Indians, I believe also

Asian and Pacific Islanders. And I specifically looked at

those po that were related to the tobacco use among

V American

0!^- And what did you find when you reviewed it?

02:14:47 What con ns did you come to?

0':14:49

02:14:54

02:14:5s

02:15:02

02:15:07

02:15:1

02:15:15

02:15:17

02:15:18

02:15:33 22

02:15:39 23

02:15:47 24

. .15:49 25

, most of what the Surgeon General used for

M ep egarding Native Americans was derived from the

Strong H study; and even with reference to the Strong

Heart st most of the questions that were being addressed

were ans with there being not enough information in the

Native A e i an population to address that specific

question. It actually -- to me it asked more questions than

it answered.

Q So you -- well, let me put it this way. What --

what did you read in the Surgeon General's report, 1998,

that either contributed to your opinions in your seven-day

disclosure or detracted from them? N
IJ
N

A I thought that this disclosure was to indicate
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those reference materials which I have in my possession

which I have reviewed which I have utilized to form

opinions. To that extent, it is a document that I have

reviewed specifically related to questions of tobacco use

among Native Americans.

Q And it states here, "Dr. Coniglione has relied in

part upon the following documents in forming the opinions he

expects to give at trial." Now, what was in that document,

the Surg neral's report of 1998 that you relied on

a^
in formi r opinions that you expect to give at trial?

A 92^ that report I relied upon the comments that

were mad rding the tobacco use pattern by Native

the fact that there is not enough data

Oftbl specific conclusions to be reached regarding

tobacco Native Americans.

Q 1, did it tell you anything about the patterns

of usage obacco among Native Americans?

A t report indicates -- as I recall that report,

it indicated that Native Americans smoke fewer cigarettes

per smoker, but that there appears to be more total smokers

in the Native American population.

Q Did you find out anything relating to the American

Indian population in Oklahoma from the report?

A Some, but in that report it is -- it is impossible

to tell the derivation of the Native Americans they're
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describing because they never tell you in that report which

Native Americans they're referring to.

To get that detail, I think one must go to the

Strong Heart study which was the reference for that material

in the Surgeon General's report. And the Strong Heart study

is a little more specific about the tobacco use patterns

among three diverse groups of Native Americans. But that

specificity does not come from the Surgeon General's report.

What specificity, then, is in the Heart

report t uld apply to Oklahoma Indians?

Strong Heart study utilized Native Americans

in the n. ast and southwestern parts of the state

il d the Strong Heart study indicated that --

1* se trong Heart study said that diabetes,

hyperten n and obesity are more prevalent in Native

American . nd I'm quite certain that one of the Strong

Heart st ;;;;ublications refers to the fact that the number

of smokes ,ong the Native American population is greater

than the numbers in the non-Native American population.

O Have you referred -- or have you found anything in

any data anyplace concerning the rate of smoking and the

amount of smoking among Oklahoma Native Americans?

A There is some information that addresses the

smoking in Oklahoma Native Americans.

Q What is that information?
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A Probably the best source of that information would

be a report from the Oklahoma State Department of Health.

The State Department of Health report was authored by Gordon

Deckert, D-E-C-K-E-R-T. It was published in the Oklahoma

state medical association journal. Some of it has been in

the media.

And that's probably the report -- oh, Dr. -- there

was another report in the state medical journal authored by

either D' Brandt, B-R-A-N-D-T, or authored by or

co-autho Dr. Everett Rhodes, and I can't recall which.

But that' ther publication that addresses tobacco use

among na'ive ersons in Oklahoma.

did Dr. Deckert's article say about the

Native Americans in Oklahoma?

er Dr. Deckert's or those other articles

ers or the percentages of Native Americans who

he number of cigarettes smoked per day.

Dr. Deckert is a psychiatrist, isn't he?

A Correct.

Q what in the world would he be doing writing an

article on smoking among Native Americans?

A He is chairman of the Oklahoma board of health,

state agency, state committee composed of, oh, probably half

a dozen physicians. And they recently issued a report on

the health of the State of Oklahoma.
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02:21:42 1 And the issues they addressed are the teen

21:45 2 pregnancy rates, the level of prenatal care given to

02:21:51 3 Oklahoma women, the difficulty in access in Oklahoma. They

02:21:55 4 emphasized a lot of issues pertinent to Oklahoma which helps

02:21:59 5 us to understand how different Oklahoma is from the rest of

02:22:02r6 the country.

02:22:03

02 : 22 : 06 A^ 8

02:22:09 to provi

Q

lth care.

ome of these issues Oklahoma, say, would be --

ixth in the nation.

epends on the -- the topic being addressed.

WALLACE: Okay. Ten second break here.

COX: Sure.

COY: Off the record at 02:22:49.

ecess was taken.)

COY: we're back on the record at 02:23:31.

MR. WALLACE) You told us about what would be

02:22:18 would ra

02:22:22 A

O'^:22:46

02:22:47 14

02:22:48

02:22056

02:23:17

0223:33

0223:42

0223:47

02:23:56

02:24:05 22

02:24:10 23

02:24:19 24

.24:25 25

done in connection with a risk factor of an individual

presenting himself or herself in -- to SCORE in 1985

regarding -- well, period. Can you tell us what would be

done on such an individual presenting himself or herself in

1990 to SCORE where that person has three risk factors, one

of which is smoking cigarettes, and that individual is ready

-- or you feel is ready to do something about the risk

How different they are?

How different they are in terms of the challenges
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02:24:49

02:24:52

02:24:53

02:25:01 10

02:25:05

02:25:08 lE

0^•25:13

ink it's important that we recognize that all

nsitional. This is constantly in change. And

pick a specific point in time and what we

e at that point in time requires using my

m not certain I'm capable of -- of doing.

ecollection would be that in 199D we were

erge of using drugs to augment the

factor of smoking.

A The -- the question, as I understand it, is the

differences in approach by the SCORE program 1985 versus

1998 --

Q No. 1990.

A 1985 and 1990, the differences in how we would

approach that person who was ready to stop smoking?

stop-smo.ing rocess if people wanted drugs. I think we

02:25:33 were bey e nicotine gum and I think we were at the

02:25:40 transitional, constantly changing. I think we were either

02:25:44 2 at gum or patches at that time, perhaps not yet to the

02:25:48

02:25:49 22

02:25:59 23

02:26:03 24

.26:08 25

drugs.

Q All right. And in 1998 what sort of cessation

program would you have such an individual undertake?

A Well, 1998 I would say that based on my experience

over the years, that I still think one of the most effective
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cessation programs is sudden discontinuation of cigarettes.

Q With any kind of assistance?

A Of all the techniques that I have seen used in my

experience, I think that is about the best. 1 think it goes

to do -- the success of any program has to deal with

motivation and substitute behavior. I think when you have

motivation and substitute behavior, there's potential for

all of these things to work.

alking with a lot of patients, those who

suddenly WIN are extremely motivated; and I think that --

my opini that they're more successful.

're talking now just cold turkey?

0 pwqjz^ successful is that technique with the Medicaid

patients he Chickashaw Nation?

A on't think there's any technique with the

Medicaid" ents in the Chickasaw population that is

universa, uccessful. Of those I have discussed this

topic with, that is as successful, if not more successful,

than other programs.

Q Well, you have -- in the article you cite, there's

an incidence of diabetes in the Native American population

of 33 and a third percent, don't you?

A Which article are we discussing now?

Q The first article in your seven-day disclosure.

PROFESSIONAL REPORTERS * 428 DEAN A. MCOEE, OKC, OK

(405) 272-2006 * (800) 376-1006 * FAX (405) 272-0559

http://legacy.library.ucsf.edu/tid/sno11b00/pdfSource: https://www.industrydocuments.ucsf.edu/docs/kmgf0028



THOMAS C. CONIGLIONE, M.D. 4 09/2&/9E

02:28:12 1

2824 2

02:2828 3
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02:28:38

02:2842

02:2847

02:28:50

02:28:54`1

02:28:58

02:29:00

0'^:29:16

02:29:22 14

02:29:23

79

No. i'm sorry. It's the "Howard B.V., Diabetes and

Coronary Heart Disease in American Indians, the Strong Heart

Study.11

A What that article says is that the prevalence of

diabetes in the Pima Indians is 70 percent greater. The

prevalence of diabetes in Oklahoma Indians is in the range

of 40 to 60 percent, and the prevalence of diabetes in the

South Dakota Indians is slightly less. So the prevalence of

02:29:35 things d

02:29:38 first ad

02:29:42 population.

pulations that I have studied in Oklahoma

to 60 percent, second only to the Pima

ms of frequency.

dn't you agree, Doctor, then, that these

nts among the Chickasaw Nation, of all people,

smoking cigarettes?

dn't I agree that these diabetic patients --

y, these diabetic patients would be doing many

ntly than they currently do them. I would

the issue of obesity in the Native American

here is ample reason to think that the obesity

02:29:47 plays a role in the development of diabetes in this

02:29:50 population. If I had a wish, it would be that I could

02:29:53 22 address obesity and then the content of the Native

02:29:57 23 American's diet.

02:30:02 24 Okay. Now, the -- we're beyond this now with a

.30:19 25 1 patient. They have diabetes, the -- you still going to just
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A No. That's not the question I answered. Perhaps

I misunderstood your question. I thought we were addressing

the principal risk factor to address or that risk factor

which if addressed would have the greatest impact on the

population. And my answer was that diet and the obesity. I

think that's the most significant risk factor for this

population.

Q te would you rank cigarette smoking?

A Whe middle. And, again, I don't know which

risk fac e're addressing. And I think we're going to

have to e specific and -- '

s take the risk factors for cardiovascular

THE WITNESS: I'm sorry.

MR. COX: I'm sure that counsel doesn't want you

to write on his exhibit.

THE WITNESS: Well, my list, smoking, high

cholesterol, diabetes, obesity, hypertension, high-fat diet,
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02:32:20 1

32:27 2

0232:33 3

0232:48 4

02:32:50 5

02:32:57 6

N^wf
02:33:02

02:33:03

02:33:05

02:33:13`10

02:33:20

02:33:26

a diet high in fat and low in antioxidants and then

inactivity.

Q (BY MR. WALLACE) Okay. Now, you said you would

rank smoking in the middle of these?

A Well, now that we have a new group from which to

choose, the question is about the relative rank, order of

importance.

In your -- in your opinion.

A OpMetes, obesity and diet would have to be in the

first ti 14

-

nactivity, smoking and cholesterol in the

second ti .Hypertension in the third tier.

Q ^ Exc^se me. Inactivity, smoking and what in the

0'1:33:31 I&M se

0z:33:31 14 cholesterol. I'm having great difficulty

as more significant or more important than any

02:33:42 I]PT of, the otfterrsl. I think that given the context of an

02:33:46 individu

02:33:49 this is

ient, I might have a different answer; and

tract answer now.

02:33:52 Q Okay. We're talking about populations, though, or

02:33:59 rather I was trying to talk about populations. What would

02:34:05 come in the third tier of your population?

02:34:07 22 A Hypertension.

02:34:17 23 MR. COX: I assume we're talking about American

02:34:'20 24 Indian population still?

34:21 25 MR. WALLACE. Yes.
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P9
02:35:46 1

02:35:49 1

02:35:55

02:35:57

02:36:00

02:36:05

02:36:11

02:36:15 22

02:36:23 23

02:36:27 24

36:31 25

Q (BY MR. WALLACE) Would family history play a part

in this?

A Family history or genetics, I can't change. It's

a risk factor, I think we all recognize it's a risk factor,

but it's not a modifiable risk factor. I made my comments

pertinent to those risk factors which if -- if modifiable,

can or should be modified.

Q Now, in -- in the SCORE program, the population

you're de with there is quite different from the

Medicaid E ation, is it not?

people are very often highly motivated. '

ly motivated is, again, a -- a subjective

more motivated, I think, than the Medicaid

populatioTiZZZ7th some differences in degree of motivation.

talking about towards health practices or

risk factors.

A individuals who participated in the SCORE

program were more highly motivated.

Q And how else would they differ from your Medicaid

population among the Chickasaw Nation?

A Oh, how else were they different? Well,

motivation is probably the first, as you mentioned. Second

is occupation. The vast majority of the SCORE participants

are employed. The vast majority of the Chickasaw Nation
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02:36:36 1 citizens, Medicaid or not, have difficulty obtaining

36:43 2 employment. The -- now, we're talking about Medicaid

02:36:49 3 Chickasaw population? Was that your question?

02:36:51 4

02:36:51 5

02:36:55

02:36:59

02:37:04

A

Yes, sir.

The Medicaid Chickasaw population is probably no

-- not much different from the remainder of the Medicaid

population in terms of other behaviors that we would

identify as high-risk behaviors. High-risk behaviors would

02:37:10PME be exemp

02:37:1 IO disease,

02:37:2 that thi

02:37:34 That is,

021:37:38 t 11

obn
Oa:37:43 14 Ift ' i

02:37:44 Q

02:37:58 expert d

d by teen pregnancy rate, sexually-transmitted

alence rates, risky behavior rates. I think

population that engages in risky behaviors.

wearing seat belts, substance abuse. I think

factors are far more prevalent in the

lation.

-- in your original -- or in the original

sure that we received, the second full

02:38:12 -W paragrap ctor, says -- refers to a multitude of risk

02:38:1 factors.

02:38:25 sentence.

02:38:25 0 A

02:38:26 $no Q

02:38:28 22 A

02:38:32 23 factors?

02:38:32 24 Q

38:33 25 A

ld you read that, please, for the record, that

Number two?

Second paragraph.

The sentence that addresses multitude of risk

Yes, sir.

"Where an individual has multiple risk factors,
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02:39:19

02:39:24

02:39:251

02:40:10

02:40:15

02:40:17

the risk factors tend to interact and may synergistically

impact the individual's health.°

Q okay. Now, would you agree that the risk factors

of obesity and the risk factor of poor nutrition and the

risk factor of smoking are synergistic?

A I don't -- I don't know that factually. I don't

know if they're simply additive or if they're actually

synergistic.

Q o, when you say you don't know that, you mean

you don' it of your own knowledge or you don't know

any peop o maintain that it's synergistic?

A 1, couple things. That particular sentence is

P^:40:20 no

0 2:4n:24 *1

02:40:24

02:40:28 W i

' 02:40:31

02:40:3

en-day disclosure.

A y'seven-day disclosure statement has a different

sentencet a does not address the question of synergism.

ergism, as I understand it, is the presence of

two inde6eVcT4nt concurrent risk factors which when present

02:40:43 together act greater than their potential additive effects,

02:40:59 that being synergism. Risk factors are synergistic. The

02:41:00 degree of synergism is difficult to predict especially in an

02:41:07 22

02:41:10 23

02:41:16 24

. .41:23 25

individual.

Q Well, would you agree that in accordance with your

definition of synergistic that diabetes and cigarette

smoking are synergistic risk factors?

Ln
N

N

Ln
0

^
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MR. COX: Let me object to the form of the

guestion in that it's vague as to whether or not the

question addresses populations or individuals.

0 (BY MR. WALLACE) Okay. Addressing -- I'll accept

his -- one of his suggestions. We're addressing

populations.

A In -- and, again, I have to think of examples.

The Framingham heart study showed that -- if I'm not

seriousl aken, showed that all risk factors were

synergis i. And they added up many risk factors, some of

which we MAO not put on our list. But the tables from the

Framingh

ld you agree with that, then?

A save no reason to disagree that that's a

statisti, ssociation that is pertinent when addressing

populati

is it important to know these characteristics

of populations such as we have been discussing here in the

Framingham study?

A Is it important --

MR. COX: Let me object to the form of the

question in that importance is not defined in this context,

to who, to what, whatever. But you may answer if you can.

THE WITNESS: Well, I have -- the question is --
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te ly synergistic.
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02:44:18
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02:44:26
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02:44:33 22

02:44:39 23

02:44:43 24

44:47 25

the question was: Is it not important to know -- was the

importance of the factors synergism important to know? What

was the question again?

Q (BY MR. WALLACE) Let's back up, then. You say

that the Framingham study talks about risk factors being --

in a population being synergistic.

A Yes. It's a combination.

Q How is that information useful to you as a medical

doctor?

information is useful to me when I'm

consultin h, dealing with an individual patient.

Q

know that information, I know that -- that

risk factors that I should attempt to address

with that vidual. The fact that there is synergism or

the fact there is a relative level of importance

doesn't ate into the individual patient quite so

readily. ink that's all important epidemiologic

information w ich I as a clinician should attempt to apply

from those Framingham studies to the individual patient.

But now I'm limited by the individual patient's

receptivity or the patient's ability to deal with any of

those risk factors. Now, I have to use my knowledge of that

individual in an attempt to modify risk factors. So it's

important for me to know what they are, but then more
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A Yes.

Q Would you agree that --

A I would agree.

01:45:34 14 der

02:45:39 know if

02:45:44

02:45:46

02:45:4

02:45:53

02:45:56

02:46:02

02:46:05 22

02:46:07 23

02:46:09 24

.46:12 25

importantly I have to know how to apply that to the

individual.

Q Okay. You have this information, then, that --

would you agree that diabetes and cigarette smoking are both

risk factors for cardiovascular disease, for example?

y. You have a patient who presents with the

smoking cigarettes. Would you agree that that

, that combination is?

ould agree that the statistics as applied to

ould indicate that that is synergistic in

opulations. To that one individual, I don't

s synergism. I don't even know if that risk

factor i rative in that person.

now that from looking at the population

when it comes down to a single individual, I do

not know -- no one knows which risk factor is more

important, which ones are additive. As a matter of

principal, we address those risk factors that have been

identified for populations when we deal with individuals.

Q ]:'m sorry. You do what now?

A We address the risk factors identified for

populations when we're dealing with individuals.
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Q Wouldn't you tell a -- strike that.

In reaching your prognosis, wouldn't you regard in

an individual, an individual who has diabetes and has smoked

cigarettes, that those are likely -- that that combination

is likely to be synergistic?

A Again, I think here we have an issue with -- with

words. That combination is likely to be synergistic. I

02:46:53 8 would use the term that combination could be. I don't know

02:46:5. that it . I don't know that it won't. But it can be.

02:47:02 10 on't know if it's likely or not. It's the same

02:47:0 as the p Poo ility question we addressed earlier. The

02:47:08 probabil s a ratio that applies to a population. WherT

r^•47:12 I' eal ith a patient, the disease is either there or

02:47:14 14 A
^ -------e

02:47:19= Q e 1, you get down, then, to then the patient

02:47:23 would be a atistic of one, would you not?

02:47:25 A in terms of probability of disease, it's

02:47:2 either zVr 100 percent.

02:47:31 Q Well, you're -- now say that you're engaged in

02:47:36 predicting what's going to happen to this individual. The

02:47:45 individual has diabetes, the individual has smoked

02:47:49 22 cigarettes; okay. What do you do as far as the risk factor

02:47:56 23 of diabetes is concerned?

02:47:58 24 MR. COX: Let me object to the preface of that

..48:00 25 question, that it misstates the witness's testimony and it
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84

is a gratuitous comment, not part of the question and ask

that it be stricken; but you may answer the question as best

you can.

THE WITNESS: Well, I have a problem with the word

"prediction". We in medicine can't predict anything. I

think predictions are hazardous for clinicians or

02:48:20 7, physicians. Perfect example, we see people we think are

02:48:25 8 perfectly healthy and well who suddenly die a week later.

02:48:29 We had n of predicting that person would die.

r N
02:48:32 10 see people who have complex degenerative

02:48:35 diseases e logically we might -- we might predict that

02:48:42 that ind' ' al's anticipated life expectancy would be very

O^:48:46 sh wrong more often than we're right. I-- I

02:48:49 14 d* pr anything.

02:48:51 when I teach my residents and my students, I

02:48:56 stay awa r m predictions. Predictions are of statistical

02:48:59 importan We know that an individual who has a diagnosis

02:49:03 of whate e ondition, a population of those patients would

02:49:07 have a predictable chance of survival or death of a given

02:49:12 percentage. But in an individual patient, prediction of

02:49:17 prognosis, I think, is -- is not clinically appropriate.

02:49:24 22 0 You don't ever put down anything in your prognosis

02:49:29 23 1 to that effect?

02:49:29 24

. 49:32 25

In terms of percentages and probabilities?

No. In terms of likelihoods.

PROFESSIONAL REPORTERS * 428 DEAN A. MaGEE, OKC, OK

(405) 272-2006 «(800) 376-1006 * FAX (405) 272-0559

Ln
tJ

to
^
W
W
4'
to
Ln

http://legacy.library.ucsf.edu/tid/sno11b00/pdfSource: https://www.industrydocuments.ucsf.edu/docs/kmgf0028



02:49:35 1

49:41 2

02:49:44

02:49:47

02:49:51

02:49:53

02:49:57

02:50:0i

02:50:05

02:50:10'10

02:50:16

02:50:16

0^i 50:18

0i:50:22 14

02:50:25

02:50:27 1

02:50:28

02:50:41

02:50:49

02:50:55

02:50:57

02:51:03 22

02:51:12 23

02:51:15 24

L 31:38 25

THOMAS C. CONIGLIONE, M.D. * 09/28199 BS

A I use the terms "risk," you have a low risk of

developing heart disease or based on my assessment, I think

your risk of developing heart disease is high. What does

that mean? I don't know if he's going to develop it today,

tomorrow or if he will ever develop it.

I can say that based on population statistics, I

think your risk is high, but I think your risk is high. if

I take your history and do a physical exam and study your

body the I can, all I can do is say, "I think your risk

is high."-L7jEujt I don't know that. No one knows that. This

is --

Q '. You have a patient then presenting with '

es igarette smoking. Would you say to that

p t, ink your risk is high that you will get

coronary y disease"?

A n say that.

Q d you say that his risk of -- or her risk of

developi onary artery disease is greater if that

individual smokes and has diabetes than in an individual who

only has the diabetes?

A I can say that the statistics would show that you

are at greater risk by virtue of the smoking or by virtue of

any other of the risk factors being present.

Q Doctor, second full paragraph here starting out,

"Dr. Coniglione will testify," would you read that, please.
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02:51:42 1 A This is now in the expert disclosure and not the

51:46 2 seven-day disclosure?

02;51:47 3 Q Yes, sir.

02:51:48 4 A Okay. Paragraph two, "Smoking is only one of many

02:51:52 5 risk factors and lifestyle choices that can impact an

02:51:55?r 6 individual's health status."

Q

A

No. The one that starts Dr. Co --

Oh, I'm sorry. That one, the non-numbered

02:52:05 paragrap r. Coniglione will testify regarding the

02:52:12

02:52:17

0*):52:22

02:52:25 14

02:52:29

02:52:33

02:52:34

02:52:41

02:52:46

02:52:47

02:52:54

02:52:58 22

02:53:02 23

02:53:06 24

.53:14 25

risk factors that tend to occur in individuals

mically disadvantaged and will review the

ds, questionnaires and deposition testimony of

caid recipients chosen for disclosure as a part

Dr. Coniglione will comment on the presence

arious risk factors for the diseases occurring

viduals." -

. The question I have is regarding the term

risk factors". What does that term mean to

A There are risk factors, and I think that there are

large numbers of risk factors that have been identified.

And the longer we go in the history of medicine, the more

risk factors are identified. That statement to me would

indicate that I am prepared to make comments regarding many,

most of the risk factors that have been identified that
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53:21

02:53:24

02:53:28

02:53:29

02c53:37

02:53:42

02:53:44

02:53:55

02:53:55" 10

02:54:00

02:54:03

0? :54 :07

01:54:12 14

02 :54 :16

02:54:26

02:54:33

02:54:3

02:54:41

02:54:42

02:54:45

02:54:58 22

02:55:12 23

02:55:18 24

.55:29 25
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occur in this particular population in question.

Q The -- which population?

A The individuals who are, quote, economically

disadvantaged.

Q Okay. Okay. What are the multitude of risk

factors, then, for coronary heart disease that occurs in

this particular population?

Let's go from the ten. From ten on, what --

multitude of risk factors that you're prepared

in this Medicaid population? I

ther or not they pertain to the 18 records I've

ertinent to the 18 records?

limited to the 18 records. To the multitude

rs that tend to occur in individuals who are

disadvantaged.

I refer to one of the other documents on my

Paul N. Hopkins, "A Survey of 246 Suggested

Coronary Risk Factors." Have you read all those risk

factors that are in that?
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02:55:30 1 A I've reviewed that article.

55:32 2 Q You've reviewed it?

02:55:34 3 A Yes.

02:55:34 4 Q Have you considered the risk factors that he

02:55:37 5 suggests in them, all 264 (sic) of them?

02:55:41 6 A Have I thought about or reviewed those risk

02:55:46rk-7 ; factors?

02:55:46 Q, Yeah. Thought about them would be more what

02:55:49 I'm --

1
02:55:50'1

02:55:53

02:55:54

0'>:55:57

A

Q

reviewed his list of 264 (sic).

CoX: If it would assist, I do have a copy of

particular article.

MR. WALLACE) Would that assist you, Doctor?

ive you a comprehensive list. I think that he

02:56:06 has in h3t-"ticle a reasonably comprehensive list. He

02:56:10 leaves o couple of others that I think are pertinent.

02:56:13 Q 4t does he leave off?

02:56:14 A I think he leaves off homocystine. When I look

02:56:18 through this, I'm -- I don't recall his mentioning

02:56:21 homocystine which is a definite risk factor.

02:56:25 22 Q What is homocystine?

02:56:26 23 A Homocystine is an amino acid which occurs in the

02:56:35 24 body. It is not naturally-occurring in the body, but it's

56:41 25 produced from other substances within the body. Homocystine
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02:56:46

56:56

02:57:04

02:57:08

02:57:12

02:57:1

02:57:17

02:57:22

02:57:2

02:57:3

02:57:3

02:57:38

n^:57:42

0[:57:48 14

i
0257:52

0257:56

0258:03

02:58:0

02:58:12

02:58:16

02:58:26

02:58:41 22

02:58:4823

THOMAS C. CONIGLIONE, M.D. * 09/29/98 89

degenerative process known as arteriosclerosis. Therefore,

in individuals who have high levels of homocystine, they

have more cardiovascular disease than individuals with

normal levels of homocystine.

And there are things we know that can reduce the

level of homocystine, thereby theoretically reducing the

risk. So homocystine, I don't think, was addressed in this

particul ticle.

er issues are carbon monoxide exposure or

carbon mqm-vAde intoxication.

addition to the article?

looking to see if he addressed carbon monoxide

ica ' I thought he did, but now I have to remember.

Certainl on't recall seeing the homocystine. I think he

addresse he doesn't address carbon monoxide exposure or

poisonin e addresses the blood test for that. So

indirect think he addresses it.

Other issues that we have not addressed that

affect cardiovascular disease development are personality,

stress. There is a -- a psychologist in Minnesota who uses

the term "life change", and he actually has a scoring system

for life change units. And he says that if one attains

enough life change units, he is at risk for developing

cardiovascular disease. And he addresses life change units
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02:59:03

59:07

02:59:15

02:59:23 4

02:59:28

02:59:34

02:59:38

02:59:40

02:59:41

02:59:46

02:59:50

02:59:54

0^:59:59

OS:00:04 1

03:00:08

03:00:12 1

03:00:13

03:00:19

03:00:26

03:00:33

03:00:43

03:00:47 22

03:00:48 23

03:01:14 24

. 01:14 25

as.things such as divorce, death of a close member of the

family, children being ill, jailed and otherwise. So that's

an attempt to address stress as one of the risk factors.

Q Did you review his article?

A Not for this today, no; but I recall reading it at

some point in time and referring to it in some of the

classes I've taught.

Q This is a psychologist?

hologist. I believe he's from Minnesota and

change units" was a term he coined.

're not a psychologist, are you, Doctor?

not a psychologist, but there are some basi•c

human behavior which are applied to clinical

d I think I'm reasonably knowledgeable in

chological aspects of behavior as they apply

courses in psychology have you taken?

A legiate courses.in psychology. In medical

school we ha a two-year course in understanding people and

their environment. Subsequently I have read many reports of

principles of psychology and how they are applied to

medicine.

Q Have you written any articles in psychology?

A No.

Q Have you reviewed any, done any peer review of
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03:01:16 1

01:16 2

03:01:18 3

03:01:19 4

03:01:23 5

03:01:28^

03:01:37

articles on psychology?

A Well, I-- let's go back just one -- one question.

Have I written any articles in psychology? Some of the

articles I have written imply to psychological aspects of

disease and in illness. Those are mostly the articles that

are not on my CV that have to do with human dynamics as they

relate to injuries.

Cigarette smoking is one of the risk factors that

ed and can be done away with, isn't it, as

contrast4 y, to AIDS or sex or family history?

03:02:14 what I

03:02:17

Us:02:18 14

03:02:22 geneticsl

act of cigarette smoking, I think, is one of

all the modifiable risk factors.

fiable risk factors.

e risk factors that are choice rather than

03:02:24 Q that's one of the most important risk factors

03:02:35 in the -JMWW disease process, is it not?

03:02:40 COX: Objection. Vague.

03:02:41

03:02:44

03:02:45

03:02:48 22

03:02:53 23

THE WITNESS: I'm not sure I know what you mean by

the term "one of the most important."

Q (BY MR. WALLACE) Okay. well, are you familiar

with what the Surgeon General has to say about smoking as a

risk factor?

A There have been several Surgeon General reports.

If you want to be specific or refer to a specific one or
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03:06 2

03:03:15 3

03:03:22 4

03:03:27 5

03:03:33

03:03:37

03:03:40

03:03:46

03:03:48

03:03:53

03:03:57 1

V t04:02

Oo:04:07 14

03:04:10'1

' 03:04:13 1

03a04:19

0304:20

0304:24

03:04:31

03:04:34

03:04:38 22

03:04:39 23

03:04:42 24

.04:45 25
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show me something from the Surgeon General's report.

92

Q Well, on page 6, chapter 1 of the Surgeon

General's report of 1998, he states, "Cigarette smoking is a

major cause of disease.and death in each of the poor

population groups studied in this report." You saw that

statement when you were reading the Surgeon General's report

of 1998, didn't you, Doctor?

A I -- I assume I did as I -- as I reviewed

componen that report.

Q ^ Well, do you agree or disagree with his

statement he says that -- when the Surgeon General says

in his r t of 1998 that cigarette smoking is a major

ca of se and death in each of the poor population

in this report?

A rette smoking is a major cause of disease and

death in Tnb-& four populations studied.

Q , sir.

A e_I, there are -- there are several things we

need to talk about here. A major cause, that assumes that

there are major and minor causes. I don't know what he's

talking about in terms of major and minor or other

categories of causes first.

Second, the whole word of "causation" is a

difficult word. I think he's using the term "causation" as

it applies to populations.
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03:04:48 1

04:5,1 2

03:04:54 3

03:05:00 4

03:05:04 5

03:05:07

03:05:10

0305:12

0305:16

0305:23

0305:27

We've already discussed the fact that causation is

an issue that we attempt to address when we deal with

individuals. And my earlier comment or the earlier, I

guess, testimony I gave was that even if I know all of the

medical details of an individual, I still have difficulty

determining cause of disease.

I think it would be more correct to state -- and

I'm just going to paraphrase and I may change this -- that

cigarett ing is associated with disease and death in

the four ations studied and, therefore, I would put it

in the c y of other risk factors for disease.

03:05:30 Q how do you handle the word "major"?

01•05:34 , that's my problem. I don't understand -- I

Os:05:37 14 dBAMA ha efinition, I don't have the context in which

03:05:4011 he's usin at word. If you can give me the context of the

03:05:45 word "ma or as opposed to other categories of words, I

03:05:50 think I have some other thoughts on the question.

03:05:54P4AW Q

03:05:58

03:06:04

03:06:08

03:06:13 22

03:06:19 23

03:06:22 24

.06:26 25

I only have the context of the statement of

the Surgeon General's report, 1998. Is it fair to say,

then, Doctor, that you do not understand what the Surgeon

General's report of 1998, this quotation is talking about?

A 3: think the Surgeon General's use of the word is

vague and, if not defined, I think it would be difficult for

anyone to gather a relative appreciation of the intent of

that statement.
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03:06:27 1 Q Wouldn't you say that he regards cigarette smoking

06:35 2 as an important health risk in each of the four population

03:06:40 3 groups studied?

03:06:41 4 A Important --

03:06:44 5 MR. COX: Let me object to the scope of the

03:06:46C 6 J question or the form of the question in that it asks the --

03:06:50

03:06:55 B

the witness to speculate as to what is in the Surgeon

General's mind.

03:06:57 ON" WITNESS: I think that that's stated better

03:06:58 10 than I c state it. I'm not sure I know what he's

03:07:02 talking ln^ - when he uses relative terms. A major cause,

03:07:07 1-2 an impor cause. Well, I think there are many important

0 ^:07:11 ca o ease.

03:07:13 14 0 as I've already stated, I think a poor diet

03:07:16 and inac y, high cholesterol are -- I think are very

03:07:21 importan .ca ses of disease. I think cigarette smoking is

03:07:24 an impor cause of disease. When asked to put these

03:07:2 things i_e ative proportion, I think we know -- need to

03:07:32 know what he's thinking when he makes that statement or how

03:07:36 you want to interpret that in the context in which you

03:07:40 prefer I answer it.

03:08:07 22 Q In the seven-day disclosure, Doctor, on numerical

03:08:12 23 paragraph 4, would you read that first sentence, please.

03:08:24 24. MR. WALLACE: I'm sorry. Let's take a break for

.08:27 25 lunch.
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03:08:27 1

0 829 2

03:0832 3

04:22:37 4

04:24:27

04:24:31

04:24:35

04:24:37

04:24:38

04:24:45 10

04:24:50

04:24:54 1

0^•25:01 1

THE WITNESS: You want to break for lunch.

MS. COY: We're off the record at 03:08:29.

(A lunch recess was taken.)

MS. COY: We're back on the record at 04:24:25.

THE WITNESS: Before we start, can I make an

amendment or a modification of a statement or some

statements made just before the break?

Q (BY MR. WALLACE) Surely.

A ere discussing the Surgeon General's statement

of major s of death in four populations; and then when

I spoke a risk factors, I spoke about risk factors

I misspoke. I should have said risk

fa s a ated with disease. I think that was the

Surgeon General's statement and that's

h all the other comments I had made this

morning r ing risk factors.

Q , do you think that, Doctor, in connection

with your a e dment, that cigarette smoking has a -- is a

04:25:30 1 major causal connection with -- has a major causal

04:25:33 2

04:25:39 2

04:25:41 22

04:25:44 23

04:25:51 24

. 25:54 25

connection with disease and death in each of the four

population groups studied in the report?

A I think cigarette smoking is one of the risk

factors that is associated with those things in that report

and that the association is pertinent to population

discussions. The term "causation" -- I think before the
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04263
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0A :26:45
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7004:26:54
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break we alluded to the Surgeon General's use of the word

"cause", and I know that in other -- in all the Surgeon

General reports they use the word "cause" and then they

elsewhere in the report say that statistics can't prove

cause. So my position is that these risk factors are

associated with the development of various diseases.

Q So if the association is large enough, can't you

infer causation?

A to an individual.

Q a population, can you infer it?

A you can infer association with a

populati

ghink

ut I can only talk in terms of causation

ndividuals. And I can only do that after I

t patient's entire medical history, his

examinat , his testing; and then it -- even after all that

is done, bility to determine cause for an individual is

limited peculative.

Q flL're here not only to offer opinions on

individuals, but also on populations, aren't you, Doctor?

A I'm here to offer opinions regarding those

individual Medicaid recipients whose files I reviewed.

Q well, can you generalize for me your findings on

reviewing those files -- Medicaid recipient files to the

Medicaid population in Oklahoma?

A No, no. I've reviewed 18 files. The Medicaid
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04:28:11 4

04:28:13 5

04:28:17

04:28:21

97

population in Oklahoma is -- it's, what, 3, 400,000

recipients, I believe.

Q So you can't generalize from your review to the

Medicaid population in Oklahoma; correct?

A I think you can generalize to the Medicaid

population after you have studied in detail a significant

number of that population; and that significant number would

04:28:28K

10

be what I mean, a statistically significant number. And the

04:28:33 number o 'ents studied would represent an entire

04:28:36 cross-sec^t^h^ of that whole population of several hundred

04:28:40

04:28:41

04:28:45

0s:28:50 14

04:28:57

04:29:03

04:29:06

04:29:09 understa

04:29:13 population

04:29:15 Q

04:29:23

04:29:27 22

04:29:34 23

04:29:39 24

29:42 25

. But my question of you, Doctor, is that

r examination of the records, depositions --

s of the 18 Medicaid patients, you're not able

as to the population of -- the Medicaid

Oklahoma; correct?

you get more specific and ask -- or help me

at specific characteristics of the Medicaid

should be thinking about.

Well, really, I'm trying to get your -- your view

of the -- this. What would be a statistically-significant

number of Medicaid recipients that one would have to study

in the sense of reviewing their medical records,

interviewing them, doing a medical examination before you

could generalize to the Medicaid population as a whole in
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04:29:48 1 1 Oklahoma?

29:51

04:30:01 3 1 range of 20 to 25 percent of all of that population.

04:30:07

04:30:13

04:30:17

04:30:21

04:30:25

04:30:27

04:30:43'10

04:30:58

04:31:03

0a:31:09

04:31:16 14

04:31:22

98

population. To get the accurate answers to the question I

04:31:28 131 19) --

04:31:35

Now, also in the Surgeon General's report,

chapter 1, first sentence, first column he

ort of the Surgeon General also responds to

oroughly analyze the smoking-related health

ial/ethnic groups and to determine if there's a

isk for tobacco addiction."

then he puts in there in parentheses (CHEN,

A e are we? Oh, I see. On the back, page 6,

04:31:40 top para

04:31:40

04:31:59

04:32:03

04:32:07 22

04:32:09 23

04:32:11 24

. .32:14 25

after you've read that. What do you think the Surgeon

General is referring to when he uses the term "tobacco

addiction"?

MR. COX: Let me object as it calls for

speculation. You may answer if you can.

THE WITNESS: Well, that -- that's my problem. I
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04:32:58 1
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04:33:03
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04:33:06 1

04:33:11 1
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04:33:16 1
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04:33:20 2

04:33:22 22
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04:33:30 24
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don't think that I've reviewed -- oh, I've run among --

okay. I know which one this is. My speculation would be

that this report attempted to address minority groups in an

effort to answer the question if there was risk of the

minority group to tobacco use.

Q (BY MR. WALLACE) Okay. You've read out

completely, then, the word "addiction" in answering the

question?

sir.

hen he uses that term?

is -- that is nowhere in the document which I

he means OUaahe's talking about -- or when he uses the term

reading this document, I do not know that

information.

Q Okay. Well, other than the document, do you know

what he means by tobacco addiction?

A I could only speculate on the Surgeon General's

intent for the use of that word.

Other than speculation, though, you have no

knowledge of what he means by tobacco addiction?

A . hat's the Surgeon General's choice of words.

Q ha"ou know what the Surgeon General means --
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A Not in this report. I think earlier in the day we

stated that the term °addiction" has been defined

differently in different years. In the last 25 or 30 years

there have been several definitions for the term

"addiction," and I don't know what definition he's using

here.

Q Okay. Before you recommended this report, then,

you didn' look for an answer to that question?

R. COX: Let me object to the question to the

extent it tates the witness's prior testimony about

having re o^nded anything. But you may answer it.

WITNESS: I think my disclosure statement says

haEa re .rr d to this document to obtain information or

indigRt i he questions being addressed. I do not verify

or substant e any statements made in these reports.

Q MR. WALLACE) Well, your disclosure statement

says "Dr. iglione has relied in part upon the following

document orming the opinions he expects to give at

trial.°

A That doesn't say that I concur with the content of

the document. I used the document to look up factual

information, if there was factual information on a given

point.

Q when a patient comes into your office who smokes

at your office on North Santa Fe and indicates that she
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wants to quit smoking, do you prescribe -- ever prescribe

medicine for her, any kind of drugs?

A If requested, I can prescribe drugs. Have not

prescribed any in recent memory. But when I get a question

like that or a statement like that, I usually need to get a

better understanding of what the patient's goal is and

motivation for reaching that goal and how I can help the

patient apt to being a non-smoker.

Q. Are you familiar with the drug Zyban?

A

A

you ever prescribed it for a patient?

have prescribed it?

recently, but I have, yes.

Q y. Now, that drug is not available to the

Medicaid lation under their Medicaid guidelines, is it?OA m-- I do not know that.ak
Q

that.

y. Doctor, do you think that in the -- strike

I believe you stated that you had never smoked

cigarettes.

A I didn't make that statement.

Q You did make it?

A Did not make such a statement.

Q Oh, have you ever smoked cigarettes?
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A No, sir.

Q Okay. Have any immediate members of your family,

wife, parents, siblings ever smoked?

A One brother smoked for a number of years, and a

former wife smoked.

0

A Approximately a pack a day.

Q ay. Did you try to intervene to convince her

yot-`mEan dn't go along with it, no. I did not approve.

Q ld you like to see the time when no one is

smoking ' rica?

A o one smoked in America, I would like to know

how we convert the smokers to be non-smokers. Because there

are other things about the smokers that I think we have to

consider.

Q Okay. So based on your present knowledge, would

you -- would that be a wish of yours, to have smoking

stopped in the United States? I mean, nobody smoke,

regardless of how it was accomplished.
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A I -- I think that there are lots of things I would

wish for. I think that that's highly speculative. It would

-- it's creating an environment that's artificial; and I

think we can create artificial environments all we wish

here, but that's a highly artificial environment because I

think there are issues of choice over which I believe I

should have no control when it comes to other people.

Q Ph,,Ilm not asking you, Doctor, how you would

control i I'm just saying would you like to see a
^

smoke-fre rica?

A 24 he context of a hypothetical question, I would

I woul in favor of seeing a smoke-free society.

Q

you a member of the coalition in Oklahoma?

you a member of the American Heart

Associati , r rather are you on a board or subscribe or

contribut. ,the American Heart Association?

A

04:39:56 1 Q Do you have any relationship to the American Heart

04:39:59 2. Association?

04:40:00 2

04:40:00 22

04:40:03 23

04:40:08 24

. 40:30 25

A No.

Q Any relationship to the American Lung Association?

A No. Only as a donor.

Q Have you read the July, 1995, issue of the Journal

of the American Medical Association?
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A Can you help me with the content of that issue of

the journal.

Q It had -- it was an issue which had an article on

the Brown & Williamson tobacco papers that were reputedly

taken from Brown & Williamson dealing with certain

disclosures.

A I don't recall specifically that issue of the AMA

journal.

Q rAre_you a member of the American Medical

Associati

or, concerning this particular lawsuit, do you

A I believe the outcome should be one which is

moral, appropriate, based on data and evidence.

0 Okay. And based on what you know about the data

and evidence, do you have -- do you want to see the

plaintiffs win or the defendants win?

A I don't think either should win, in my opinion.
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Q Okay. The -- do you understand that the State of

Oklahoma's position is that cigarette smoking causes

disease, disease costs money and the State of Oklahoma has

had to pay for the treatment of these diseases and they're

seeking restitution or recovery from the cigarette, tobacco

companies for a portion of the cost of the treatment of

these diseases?

A J^j understand that that's the general theme of the

04:43:22 allegati or the complaint.

04:43:27 use.

04:43:27 Q

04:43:29 petition.

I think that's the term you

, technically in Oklahoma it's called a

(`^ 43:30 'm sorry.

04:43:31 he fed

04:43:35 complaints ut we understand.

04:43:49 1, looking at that, as far as populations are

04:43:53 concerne i;o you believe that cigarette smoking causes

04:43:57'

0443:57

0444:01

04:44:02

04:44:08 22

04:44:15 23

04:44:17 24

L 44:24 25

disease?

A As far as populations are concerned?

Q Yes.

A I believe that cigarette smoking or smokers are at

risk for developing disease and that smoking is a risk

factor in smokers for disease.

Q But you wouldn't go so far as.to say that in

populations, that cigarette smoking causes disease in that

eral court, other states it's called a
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0a•45:25 tt lear that statistics cannot prove causation.
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population?

A From my perspective, the determination of

causation is one which was made after an analysis of the

patient's entire clinical history and his examination, his

occupation and his various exposures and after a detailed

consideration of the individual patient on -- in some cases

I can hope to be close or I can hope to be -- to render an

educated es regarding causation, but causation in

populatio s-- I don't think anyone would go so far as to

make a st nt that a specific agent causes disease in a

populatio recognize the Surgeon General's statements,

but also.. e Surgeon General reports there -- they're

in the sense that the Surgeon General uses

ation", can you agree with that?

I think the Surgeon General should be using

the termF'aseociation" and not causation when he refers to

populati

Q So you disagree, then, with the Surgeon General's

use of the term "causation"?

A I think it's grammatically incorrect.

Q Do you agree with the American Heart Association

that.people should not smoke?

A Yes.

Q Do you agree with the American Lung Association
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that people should not smoke?

A I think all professional societies have made that

statement as the professional societies have made statements

regarding exercise, diet and all the other recognized risk

factors. So in context I agree with all those position

statements by all those organizations, any position

statement that addresses the reduction of a risk factor.

Q d if people -- if a -- if a population stopped

smoking, . at would reduce the risk factor, according to

your test

A s , I need to know what you're going to do with

those curowo' smokers when you say you reduce smoking to '

Do'we`ju se them from the equation and -- and pretend

4
To answe question I need to know how you would address

the smok d what you would do with them.

Q ' merely talking about a reduction of the risk

factor would lead to a reduction in disease, wouldn't it,

Doctor?

A I don't -- well -

Q In a population.

A I think that that's difficult to say for this

reason. Smokers are different than non-smokers. They

engage in different behaviors, and those other behaviors are
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high-risk behaviors. So just to take a smoker and magically

make him a non-smoker does not remove from him those other

behaviors that are high-risk behaviors. Specifically diet

and inactivity, just two for example.

So to say if we reduced the number of smokers, we

would reduce the amount of disease to me means we must

understand what we are doing with that person who was a

smoker. qd if we just erase that person from the equation

magicall .--,and that would be an artificial manipulation of
r"<

numbers. that would be fine,.but I think if we

converte smokers to be non-smokers, we're not at all

addressi ir other high-risk behaviors.

o think that that's artificial, and I don't

think yo, do that. You can take the smoke out of the

smoker, u can't change that personality.

Q you've had patients who quit cold turkey --

A S.

Q h ave you not?

A Yes.

Q And by removing that risk factor, statistically

they are less at risk for, say, lung disease or heart

disease, are they not?

A Ordinarily in those patients in whom there has

been a cessation of smoking, there has been effort directed

at the other risk factors to attempt to change the other
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risk factors because just changing the smoking and

eliminating one risk factor to me indicates that I still

have work to do because there are still other unaddressed

risk factors.

Q Yeah. But to the extent -- isn't it reduced by

the extent that the smoking is a risk factor?

A It's not easy to keep all other factors equal.

That smo b virtue of his smoking, ordinarily is going to

have oth r r sk factors, specifically inactivity, high-fat
^

diet, h /low-nutrient diet. And to just stop the

smoking -I still have other risk factors. So to just

stop the

pe

Q

risk fact

A

that nee

ing is not really addressing the needs of that

that stopping smoking doesn't help reduce the

smoking in that person's lifestyle.

ucing the smoking is one of many risk factors

be addressed and reduced.

Q y. But what happens, though, when a person

stops smoking? Isn't that risk factor eliminated from the

person's risk for disease?

A Person's risk for disease would -- would decline

some period of time removed from the stopping of the

smoking. My concern is that just addressing the smoking and

reducing the number of smokers does not adequately deal with

the problem because we -- we have some inherent basic
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differences between smokers and non-smokers and that smokers

in general have higher risk behaviors. And to really change

long term the health effects, I think we have to address all

of the other behaviors.

Besides, if you had said if we just reduce

smokers, reduce the number of smokers, we would reduce

disease. I think that was the original question you asked

04:51:21 me. Any, aller number of human beings leads to decrease in

04:51:26 0+ disease A'we're looking at just numbers.

^^i
04:51:29 hether we take them out of the equation or we

04:51:34 11 erase th some artificial means, we will have reduced

04:51:39 20-4 disease,., pective of whether we're reducing the smoker's

0"•51:43 or pe le with the bad diet or people who are inactive.

04:51:47 So I thi t reducing any number of people in the

04:51:53 populatio

1

uces the amount of disease.

04:51:56 Q s cigarette smoking cause Burger's disease?

04:52:02 A ga,in, Burger's disease is a generic disease

04:52:09 applied opulation of individuals. When I see a

04:52:14 patient who has a diagnosis of Burger's disease, I -- I

04:52:20 associate smoking with a -- as a risk factor for that

04:52:24 disease.

04:52:25 22 Now, Burger's disease is an interesting one you

04:52:28 23 should mention. There's a number of people we've diagnosed

04:52:31 24 as having Burger's disease over the years, and that is only

L .52:35 25 because we did not identify other risk factors for disease.
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Now that we understand homocystine, the compound I addressed

this morning, we recognize that there are people who we

thought had Burger's disease but really had homocystine

disease, but at the time we made the diagnosis of Burger's,

we didn't know homocystine was a problem. Therein lies the

problem of the nomenclature of some of the diseases we

address.

Q ^kay. Well, somebody who is diagnosed correctly

as havin _BZger's disease, you would look for cigarette

causative agent there, would you not?

id look at cigarette smoking as a risk factor

pment of Burger's disease in that person.

d you would recommend that person not smoke

ld you not?04:53:31 cigarett

04:53:32 A

04:53:34 behavior

04:53:38

04:53:42

04:53:45

04:53:53

04:53:57

04:54:03 22

04:54:15 23
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54:20 25

ould recommend that person discontinue any

t I thought could be contributing to the

f that disease including smoking, including

including his dietary habits.

Q Isn't it true that a person would -- that's

correctly diagnosed as having Burger's disease, that that

person always has cigarette smoking as a risk factor?

A I'm troubled by your terms. Always has smoking as

a risk factor, I don't know that. I don't know that that's

accurate.

Q You don't know that?
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A I don't know whether that's --

Q You don't know whether that's true or not?

A No, sir. I have seen patients who were thought to

have Burger's disease who years later did not have Burger's

disease and it was clear at the time that that really was

Burger's disease. I think Burger's disease may be more of a

mixture of diseases rather than a pure disease. And we use

the term,' ur er's disease" because doctors usually know

what tha means. But as far as etiology is concerned, I'm

well, you, of course, are not a peripheral

va ar^gReclalist, are you?

a causation or causative factors for

se than I was at one time.

n't -- Tom whitsett is the only peripheral

vascular s ialist in Oklahoma City. I don't hold myself

out as b' a peripheral vasbular specialist, but that body

of knowl, is rather important to what I do in clinical

medicine OA" I think I'm reasonably familiar with some of

the principles of peripheral vascular medicine.

Q well, if an authority such as -- well, strike

If an expert board certified in peripheral

vascular disease says that Burger's disease is always

associated with cigarette smoking, would you yield to that

opinion?
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Q How many Burger's disease patients have you seen?

A e the years, nine or ten, ten or twelve.

113

A I would like to see the data on which that opinion

is based.

Q Okay. So you're saying you wouldn't agree with

A I would like to see the data. I'm not saying I

would agree or disagree. I would like to see the data.

lung cancer. I have had the opportunity to

make that nosis and to participate in the care of those

patientsA

L̂Do vou have any idea how many of those you've hadQ

THOMAS C. CONIGLIONE, M.D. * 09/28/98

Wer,f the ten or twelve smokers?

A n't recall.

A In the 12 years I was at St. Anthony, I would

estimate that I either made the diagnosis or treated a

patient with lung cancer two to three times a month. And

during the time I was at the university for ten years, I

don't recall numbers. And even to this day I'm still

involved with the care of patients with lung cancers.

Q Do you agree that in populations that cigarette
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ou treat patients -- or do you have patients

cancer?

uer the years I have treated a modest number of
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smoking is a cause of lung cancer?

A I don't agree with anything -- any agent causing

any disease in a population. I think that there are agents

that are associated with the development of disease in

populations.

Q Are you saying, then, that there's no causal

connection between cigarette smoking and lung cancer?

A really want to make a distinction between terms

because u' e using the term "causation." In my teaching,

in my re , it's clear to me that there is -- there are

associati hich are different than causations.

edicine I would speculate my opinion that

ag ca in§ disease are very few and limited to

^
in ectio s. elre prettl clear on infections being caused

by specifi ents.

we get into diseases that have multiple

causes o co d have multiple causes, then it's a question

of assoc ;Z^ s, which of the various risk factors, if you

will, are associated with the disease.

Q Okay. Do you believe that the association between

cigarette smoking and lung cancer is sufficiently high to

say that cigarette smoking is a cause of lung cancer?

A I -- that's a compound question. It has two

parts. The first part was that the association is

sufficiently high to state there is an association. I think
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that's true. The risk assigned to smoking in the various

studies have all been positive numbers, so there is an

association. Causation, I can only speculate on causation

of disease in populations.

Q Okay. Well, we hear the term, for example, or

read the term in the newspapers or hear it on TV, radio,

that 85, 90 or 95 percent of lung cancer is caused by

cigarette moking. Is that a meaningful statement?

A n the true scientific sense, the answer is that's

not a mea

an associ

would be •

1 statement. If one would say that there is

between smoking and lung cancers, then that

meaningful.

that's -- this whole area is a difficult area.

If you st d think about it, the number of lung cancers

in our cou is rising whereas the number of smokers is

declinin . I think the next challenge we're going to

have is t. entify why there's more lung cancer while

there's moking.

This is -- this is a very tough question because

smoking is not the only risk factor for lung cancer,

especially in Oklahoma. We have some very unusual

industries and occupations in Oklahoma that put our people

at a different risk for lung cancer unrelated to smoking.

Smoking is associated, as are other risk factors

and occupations.
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0 So you would not subscribe to a public statement

that says that 85 to 95 percent of lung cancers are caused

by cigarette smoking?

A I would contend that it would be more accurate to

use the term "associated".

Q Okay. would 85 to 95 percent --

A That number of patients who have lung cancers also

smoke. S e of those patients have multiple other risk

factors a well; and, therefore, as a clinician, I cannot

Q

0°•02:26 Do ?

05:02:26
61

05:02:28 1 numbers ma.

05:02:29 1 Q

A

States with an increasing rate of lung cancer.05:02:32°1C--B in the U

05:02:36 1

05:02:40 2

05:02:41 2PY

05:02:43 22

05:02:47 23

05:02:50 24

. .02:54 25

Q Well, my question is: Do you know what the

percentage is at this time?

A As I've read that information, it seems like the

percentages varied, depending on the origin of the study.

For example, I think the 85 percent numbers were derived

from veterans, hospitals whereas if you look at public

hospital records, the numbers are lower than 85 percent.
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hat 80 or 85 percent is accurate. I think the

smaller today than they were a few years ago.

PV ou know what the numbers are today?

seen a declining -- declining rate of smoking
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Q Why would you think they would be higher in a

veterans' hospitals than in public hospitals -- other public

hospitals?

A Well, I think because -- I'm merely speculating.

I don't know the answer. I think one of the answers could

be that the population that avails itself of care at the

veterans' hospital has a higher number of smokers; and if

you have :hi her number of smokers and a number of people

with lung cancer, then larger patients are going to be

non-Veterans' Administration hospital

ere there are lower populations of smokers, Z

percentages are quite that high.

they would still be high, wouldn't they?

A -- I'm not sure I know what you mean by the

word "hig

0 say it's declined. What's it declined to? 75

percent?

A Well, were talking about two different sets of

numbers. One is the association of smoking and lung cancer,

and you quote 85 percent. And I think those numbers, higher

numbers are generated from Veterans' Administration

hospitals. The association or the percentages of smokers

with lung cancer in non-Veterans' Administration hospitals

is lower than the 85 percent.
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Q How much lower?

A I don't know. I haven't reviewed that data, but I

do recall seeing those numbers being lower.

Q If the number is 85 percent, isn't that sufficient

to say that smoking cigarettes causes lung cancer?

A I need to know what else is happening to those

people who have lung cancer, what else has happened in their

lives, wh; o9cupations they have, what kind of underlying

lung dise ses they have.

d to know their occupations. I need to know

if -- if LWCX homes are heated with wood-burning stoves. I

need to f they lived next to rock-processing plants.'

d`some of the patient records I've reviewed, I

have one n who lived next to the cement plant in Ada;

and she sa' hat when she went out in the morning to move

her car, ad a layer of soot on her car from the cement

plant. ,^4 that person winds up with lung cancer and

also smo_ have two significant -- or two associated

factors. And it would be purely speculative to try to make

a determination that one and not the other caused that lung

cancer.

Q Okay. Now, do you know of any studies that

ascribe the ventilation of cement as a risk factor for lung

cancer?

A There are studies that address the issue of
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industrial and environmental pollution as a risk factor for

lung cancer, and that's welders when they inhale those arc

fumes, it is -- I'm not certain it is cement processing, but

it's clearly related to petrochemical industries and

individuals living near petrochemical industries. Those

people --

Q Cement's not a -- I'm sorry. Go ahead..

A ement is a particulate inhalant that can cause

scarring the lungs. Scarring in the lungs can be a risk

05:06:33 factor f

05:06:38 4;
kind of

05:06:43 1

0^- 06:45

05:06:48

05:06:51 1

05:06:59 1

05:07:03 1

one man w ancer of the lung which is interesting because

the type ca ^r he had is not one we ordinarily associate as

being rel to cigarette smoking, but he lived in Ponca

City adja, to a refinery. And he was in the -- the

05:07:11 downstrea d from the refinery, and there were -- there

05:07:16 1 were chemical odors in the air.

05:07:18 2 Well, if I'm looking at that individual, the only

05:07:21 2 Lone of the 18 I had with lung cancer, and he smoked and

05:07:25 22 lived next to this petrochemical processing plant, whatever

05:07:29 23 it was, I'm hard pressed to try to assert cause for -- as

05:07:37 24 being related to one or the other. He's one of these 85

k. 07:40 25 percent who has lung cancer, smokes; but in him there's an
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enormous other risk factor for the development of lung

cancer.

0 How many petrochemical people come down with lung

cancer? I mean, that inhale petrochemicals.

A Well, again, I didn't review this data for this

presentation. But from my knowledge I know that in areas

adjacent to petrochemical industries, the incidence of lung

cancer is; onsiderably higher than in areas that are not

related t petrochemical industries.

I think this has been studied in Louisiana, it

in England, studying -- I remember reading

back. And what they did is they looked at,

th diu r m the petrochemical refinery -- and they

looke at, rrow radius, an intermediate radius and a

wider radi - and found the incidence of lung cancer was

highest i; narrow radius, lowest in the wide radius.

And that }n England.

as been studied in -- where I grew up on

Staten Island, New York, which is adjacent to the enormous

petrochemical industry in New Jersey. And the -- the

downstream wind from the petrochemical industry is directly

over a portion of Staten Island.

Now, that portion of Staten Island which is the

north shore is separated from the south shore by a range of

mountains. We call them mountains. They're hills. But the
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hills keep the wind on the north side of the island, not the

south side of the island. And just before I left Columbia I

recall seeing a study of the rate of lung cancer in the

north side of Staten Island as opposed to the south side of

the Staten Island, and there were enormous differences.

On what magnitude?

A I -- I don't recall. This is many years ago. But

it was vel^y c ear that there was a difference in the number

of people wi lung cancer on one side of the mountains

versus t er side of the mountains, and the logical

conclusi that the lung cancer could be associated with

the petr cal industry and the -- the downstream wind

fr he ^tr chemical industry.

ink that there were probably some who would

like to sa at there's a cause-and-effect relationship.

Again, I think there's an association that deserves

our atte tion,and further investigation.

you made a -- any historical type of study of

the relationship of cigarette smoking to lung cancer?

A That body of literature encompasses tens of

thousands of articles. I can say that I have -- I have read

that body of knowledge -- that body of information

sufficiently to the point where I can use that information

and apply it to the doctors I teach, the students I teach,

the patients I treat. I think I'm familiar with that body
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Q When was the -- when did there seem to be

occurring in England and in America an epidemic of lung

cancer? When did this come to the attention of the medical

professionals?

MR. COX: Let me object to the form of the

question in that it assumes that there was an epidemic.

Subject t; that, you may answer.

at there have been studies done of the rates

related to industry.

Q. MR. WALLACE) When did that -- the study of '

tte^mo ing in relation to lung cancer begin?

n't specifically know the date.

ou know the era that this occurred in?

A 96Os and '70s. I think there were a fair number

of studi s o e at -- in those decades.

Q jiou know of any studies that were done in the

late '40s, early 'SOs?

A No. The only studies I'm aware of in that period

f time related to lung cancer were studies out of Bellview

Hospital that linked lung cancer to tuberculosis. Those are

-- for those of us who read medical history, that was an

interesting series of observations. And I think they were

in.the 'SOs or '40s.

PROFE83IONAL REPORTERS * 428 DEAN A. MCOEE, OKC, OS

(405) 272-1006 * (800) 376-1006 * FAX (405) 272-0559

THE WITNESS: I don't think I said that. My

http://legacy.library.ucsf.edu/tid/sno11b00/pdfSource: https://www.industrydocuments.ucsf.edu/docs/kmgf0028



THOMAS C. CONIGLIONE, M.D. * 09/28/98 123

05:13:02 1

13:07 2

05:13:13 3

05:13:14 4

05 : 13 : 18 7,,.

05:13:19

05:13:22

05:13:42

05:13:48

05:13:53

05:13:53°11

05:14:01

0'•14:06

Q You're not acquainted, then, with any English

studies that studied the rate of lung cancers in English

physicians?

A No. I don't believe I'm familiar with that study.

Q English nurses?

A Don't believe I know that study.

Q Doctor, would you tell us what procedure you used

in revie he medical records and the depositions of the

18 Medic .a^„d Wtients that you reviewed. What was the

process?

A

similar size of the cases of documents you brought.'

An th' the cases were notebooks, loose-leaf notebooks;

ts' medical records were divided within theseOS:14:12 and the

05:14:16

05:14:22

05:1427

05:1433

05:1433

05:1436

05:1441

05:14:47 22

05:14:50 23

05:14:54 24

L .14:58 25

volumes. medical records spanned a single volume; some

spanned there was one person whose records spanned

seven ortei t or nine volumes. Rather significant sized

volumes.

And I went through them page by page, took notes

on what I thought was pertinent medical information and then

had an individual take my notes and put them into a time

sequence because in those medical records, the documents

that appear are not in a time sequence. And I needed a time

sequence so that I could get a full appreciation of the

nature of the problems faced by the patient and the care

P4 ceived cases, and the cases were probably
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rendered. So I had all that put into a time sequence, and I

think those -- those summaries have been submitted.

MS. COY: Off the record at 05:15:30.

(A recess was taken.)

MS. COY: Okay. We're back on the record at

05:35:23. This begins tape two -- excuse me. This begins

tape number three.

Q BY MR. WALLACE) Doctor, I'm going to hand you a

medical r^coqd that has been represented to me to be that of

ient. This is not one you examined, but I

hout burdening the record, I'm not going to

exhibit, but only as an illustration. I'll

as u akWt; is this the type of record that you

dical record that you examined?

A This is the -- this is a -- similar to the

material t-received on the other files that I reviewed.

Each rub er nd full of material represented the medical

records single provider location, either a

physician's office or a hospital or a pharmacy. And the

records were similar to this.

There was a -- the top page was usually an index

of the -- the separators for all of the subsequent sections.

And frequently there was a patient questionnaire. I don't

see the patient questionnaire here, but it's that standard

questionnaire that everyone completed before being selected

PROFESSIONAL REPORTERS * 428 DEAN A. MCOEE, ORC, OK
(405) 272-1006 * (800) 376-1006 * FAX (405) 272-0559

http://legacy.library.ucsf.edu/tid/sno11b00/pdfSource: https://www.industrydocuments.ucsf.edu/docs/kmgf0028



05:37:17

37:22

05:37:27

05:37:31

05:37:42

05:37:47

05:37:51

05:37:55

05:3800

05:3804

05:3808

05:38:13

0" •38:13

05:38:16

05:38:21

05:38:25

05:3830

05:3833

05:38:35

05:38:40

0538:44

05:38:48 22

05:38:49 23

05:38:56 24

t 39:00 25

THOMAS C. CONIaLIONE, M.D. * 09/28/98 125

as a participant. So those are the only two differences.

Q How does that -- the size of that record compare

with the other records or with the records you did examine?

A Of the.18, I probably had three or four that were

this size. Most of which -- I would say this is about one

volume, perhaps that would be one volume. So this is

slightly more than one volume. And most of the files I

reviewed ad two or three volumes. I have one that had

seven or ine or eleven volumes of paper.

depends on quality of the documentation. On occasion.Joe

there we, tients admitted to the hospital where large

sections e not really germane to any clinical

informat And most of the clinical information was

contained in half a dozen pages out of 100 pages.

So it's both quality and quantity of pages. And I

didn't look through this in any detail to determine quality

or content.

Q Okay. What -- what would you regard as not being

significant for your examination in, say, a hospital record?

A Well, this is a hospital'record. If this is a

d it be fair to say that this is a smaller

or a smaller record than most of them you

e hib would be the lower one-third of the records I

rms of quantity of paper. And then it also
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lengthy hospitalization, there would be some nursing

notations, vital signs. Here there are clinic notations.

And there could be many, many pages of clinic notations

which would not be pertinent. There were some pages of

laboratory data which were not pertinent. Here is a page

which is called a pediatric day sheet. The patient was in

the hospital as an inpatient, and this is a record of his

medicati, his pulse and his activity. And some of that

informati o uld not be extremely germane to what I was

emperatures. There were a lot of notations

germane.

here's a notation which is the physical

in 24 hotd

!That would be highly important. And some

legible than others. Here is a -- a sheet

d the amount of fluid the individual consumed

And there could be a dozen of these in a

hospital , and most of that was not particularly

germane. looking for, principally, information

regarding risk factors.

05:40:22 Frequently I would pay attention to the quality of

05:40:25 care delivered, although that wasn't an issue at stake here;

05:40:29 22

05:40:33 23

05:40:34 24

, .40:47 25

but you can't help but address quality of care delivered on

some occasions.

Q When it was noteworthy, was it a below standard of

care?
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05:40:47

40:51

05:40:57

05:41:00 4

05:41:03

05:41:06

05:41:11

05:41:15

05:4i:21

05:41:25

05:41:30

05:41:31

OS•41:34

05:41:35

05:41:38

05:41:42

05:41:46

05:41:46

05:41:53

05:41:55

05:42:04

05:42:06 22

05:42:10 23

A I think that there were some examples of care that

I would consider as not standard of care.

Q Okay.

A Especially in individuals who frequented the

emergency room. There were several who appeared to use the

emergency room as their principal source of obtaining

medical care, and emergency rooms are probably not the place

for pati ts to obtain routine medical care. Probably

useful f emergencies, but I contend that most of those

not illnesses that required emergency care.'

I think that the intensity of services

hose patients was excessive relative to the

findings of the patient, but that's pretty

hat happens in emergency rooms.

Q her it would be a Medicaid person or

non-Medicaid person?

A I think that the overtreatment of symptoms and

diseases by emergency rooms has been addressed in

publications that refer to not just the Medicaid population,

but to a broad spectrum of patients who obtain care from

emergency rooms.

Q I'm finished asking you.questions, but this is
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05:43:42

05:43:48^

05:43:48

05:43:49

05:43:53

05:43:58 22

05:44:03 23

05:4411 24
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available if you want to refer back to it.

A Okay.

MR. COX: Just for the record, Tom, could you

advise us as to whose medical records those were.

MR. WALLACE: Yes.

MR. COX: That you've shown to the doctor.

MR. WALLACE: This is the medical record of

the rest of the information, I think.

WALLACE: Okay.

COX: I'm assuming that he was one of the 35.

WALLACE: I think so.

MR. WALLACE) For the record, I would like to

show Dr.. glione Plaintiff's Exhibit 4 which has been

furnishe me, but I would like to refer to his file, if I

MR. COX: Certainly.

MR. WALLACE: But I don't want to make -- get his

record into the --

Q (BY MR. WALLACE) Well, Doctor, would you take a

patient that you considered to be illustrative of the

patients records that you examined and find that particular

patient's case note, please.

COX: I think that significantly identifies it
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05:44:18 1 A Illustrative of any particular point or any

129

44:23 2 particular issue to be addressed or --

05:44:26 3

05:44:46 4

05:44:51

05:44:55

05:44:59

Well, let's go to your seven-day notice. How

about number 3, the, "Risk factors are encountered at higher

rates in certain populations such as low socioeconomic

groups and American Indians. Risk factors tend to cluster

in these populations due to financial, social, cultural and

05:45:03 4 other f

05:45:09 A

05:45:12 ^A"Q would th

05:45:13

05:45:15 1

0^•45:55P

05:46:00 010

05:46:01

05:46:03

05:46:08

05:46:13

n't recall if this lady was American Indian.'

expedience, we can just pick any one. I

It matter to me.

about Marsha Harris?

d Cynthia Hubenak. You want Marsha Harris?

att. What about Rosetta Hyatt. She should be

top, if these are in sequence. She's the

05:46:17 one who lived next to the cement plant.

05:46:24 4 The second section has to do with residence. She

[DELETED] [DELETED]
05:46:30 lived in and moved to at eight years of age. And

[DELETED]
05:46:35 22 in she lived adjacent to the cement plant. And she

05:46:40 23 described her home environment as dusty. Now she lives in

[DELETED]
05:46:44 24 adjacent to or in some proximity to a sand-processing

1. .46:52 25 plant and says that she breathes air which has a chemical
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05:47:38

0°•47:42

05:47:46

05:47:49

05:47:53

05:47:56

05:48:22

05:48:24

05:48:25

05:48:27

05:48:27 22

05:48:29 23

05:48:31 24

L..48:32 25
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Under lifestyle, we indicate that she does --

well, she indicated at one point in her deposition that she

does not use seat belts. She indicated that on page 55 of

her deposition. And then on page 123 of her deposition

indicated she did use seat belts. And this is probably

illustrative of a problem physicians and I have had for

decades i de4ling with this particular population of

patients.eGttting candid, truthful information is not

always p

in the medical records -- and there are others

cal records, the patients repeatedly tell tht

aon't smoke. As a matter of fact, I thought I

records of the wrong patients when I first got

oned that to the -- to counsel. And I was

was to review the record because the record

at of a smoking person. And, indeed, when I

t the deposition, I learned that even though

this person told his doctors he never smoked, he was indeed

a smoker. So getting accurate, candid information is

sometimes a challenge.

And I think the -- the original question that led

to these summaries was that of high-risk behavior in this

population of patients; is that correct?

Q Yes.
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0^•49:40
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A Okay. If you could look at personal information,

it talks about her being divorced and her second house and

that she was arrested for a break-in. And on the fifth line

she admitted that she knew the risks of a high-fat diet, but

she eats it anyway. And then her dietary history is defined

there in some detail. And all of this is derived from the

deposition where she seems to eat beef and pork, bacon,

french f'es, fried foods, ice cream. Obtains no regular

exercise. And this would be an example of that statement

that ris ors tend to cluster in individuals. So here's

an indivi u in whom we have already identified several

signific sk factors.

a

bottom under smoking history or statements --
= PIN .

and-t^ '̀ies all directly from the depositions. So none of

this is my torial of what she said. In the depositions

she said cigarettes were relaxing. She also said that

she had smoking when the children were young and she

had quit 'turkey.

You note she says, "Husband refers to cancer

sticks." What does that mean to you7

A Well, that -- that occurred in many of the

depositions, and apparently it's -- cancer stick is a slang

term that is sometimes used to define or refer to

cigarettes. That's my interpretation based on reading the

depositions. The top line, that should be Winston.
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05:50:48

50:50

05:50:54

05:50:57

05:51:00

05:51:01

05:51:03

05:51:05

05:51:07

05:51:10

05:51:14

05:51:17

0s:51:21

05:51:24

05:51:29

05:51:33

05:51:40

05:51:42

05:51:43

05:51:46

05:51:50

05:51:54 22

05:51:57 23

05:51:58 24

51:58 25

MR. COX: Before we go further, I think I should

make a clarification for the record. Or, Doctor, you may do

it, too. There is some printing on the back of these pages

in your exhibit, the exhibit that has been marked.

THE WITNESS: Yes.

MR. COX: I think you ought to explain what that

is, since there is no confusion.

computer. I ran out of computer paper so Iprinted rwf

used any, of scrap paper that had a blank side, which is

why if y k at some of these, it has my name up at the

patient information, questionnaires that I

ha atF ts` complete when I'm examining runners with

some of these other back sides are just

t I had been given that I was supposed to read,

d I was desperate for paper and time so I just

could find. I'm.surprised we copied both

MR. COX: I asked them not to do that, but just to

make sure, the back pages of anything in Plaintiff's Exhibit

Number 4 or anything that appears on the back side of a

sheet of paper has nothing to do with this case; is that

right?

THE WITNESS: Correct.

HE WITNESS: You have the original set that I

Q (BY MR. WALLACE) Doctor, the reason -- let me
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05:52:02 1

' 52:08 2

05:52:19

05:52:23 4

05:52:30

05:52:34

05:52:39

05:52:40

05:52:43

05:52:49

05:52:59 `11

05:53:03 1

OF:53:04

05:53:05

05:53:06 1A

state the reason in question and answer form for this, but

in your seven-day notice or the notice provided by Mr. Cox's

office, there are your notes attached to it. And it's my

understanding that there have been certain additions and

interlineations made by -- I mean, certain additions made by

interlineation or otherwise in the case notes. Is that

correct?

A 'm not sure I understand your question.

Q Le me start again, then. In the seven-day notice

furnished he plaintiffs by Mr. Cox, there are the case

notes tha elieve are made in this case.

A these are the case notes?

Q Mr. Cox informs me that since those were

05:53:11 1 furnishedl-^^ou, that you have been furnished additional

05:53:15 1 data thata been incorporated into the case notes; is that

05:53:18

V

1 correct?

05:53:18 1 A That's correct.

! 05:53:19 2 And that's the reason I'm going through these

05:53:21 2- particular notes rather than the ones that were originally

05:53:25 22 provided.

05:53:26 23 A Correct. There are minor differences, and I still

05:53:29 24 have more patient information files that I have not yet

53:33 25 opened that I have been receiving up until -- last Friday I
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05:53:37 1 received another packet. So I've not looked at that. So,

53:40 2 yes, that's correct.

05:53:41 3 Q Now, would you say that the diet that Ms. Hyatt

05:54:02 4 has is typical of the Medicaid population you examined?

05:54:07 A Yes. I -- yes. I think it's, in general,

05:54:16 typical. Actually, she says she eats a high-fat diet and

05:54:25 many of these foods are high fat. Some of the descriptions

05:54:30 of the ot rANedicaid recipients I reviewed were far more

05:54:33' explicit n he fat component of their diet. For example,

05:54:41 she does kried potatoes and pork chops and ice cream

all day every day. And the fact that theYe

fis nd from what I can see no green vegetables is,

05:55:04 again, ra, er characteristic.

05:55:06 1 Q s got okra and fruit often, bran type cereals

05:55:11 1 every day^ose would be healthy diet foods, wouldn't

05:55:15 1 they?

05:55:15 1 A 09* e would be a step in the right direction, I

05:55:17 1 would agree.

05:55:19 ANo Q And she only eats two eggs a week. That would be

05:55:22 acceptable, wouldn't it?

05:55:23 22 A Eggs are not the problem. It's the saturated fat

05:55:28 23 in all the other foods which cause the body to make

05:55:31 24 cholesterol. Those are the real culprits.

..55:35 25 Q In the medical summary, then, in the lower --
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lower left-hand corner of the second page, there's a column

headed "YR." What is that?

A That's the date and year in which services were

provided. The middle panel under "INFO," information is

usually the site of service. And you'll see there emergency

room and sometimes you'll see office and sometimes you'll

see an admission to the hospital. So the bottom of page 2,

those are mostly emergency room visits. And off to the

right, R annumerals I, II and III --

efer to the volume of medical record where

on is contained; and the numbers refer to th2

I believe you call them. Those are the

lower right-hand corner of the page. So that

ted to find the specific page that addressed

this que we could do that. I think that -- that the

key issu, address are the frequency of emergency room

A I think that addresses the question of this

individual's perception of the mechanism by which to obtain

medical care or health information. There are also -- and

you had asked earlier about quality, and we can address that

if you wish to. There are examples scattered throughout
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this where that is appropriate to address.

Q On the last page of Ms. Hyatt's notes over in the

left-hand column you have a quarter of the way down the page

"DX." What does that stand for?

A Diagnoses. Those are the major diagnoses that

appeared in the record.

Q Are there any -- in this particular record are

there an; iseases that are associated with the risk factor

of cigar te"N smoking?

A there any diseases in this grouping for which

r anxiety. The abdominal pain, the

d the inflammation in her stomach, I'm not

cigarette smoking -- I'm quite certain

ing is not a risk factor for any of those.

upper respiratory infection. Alcoholism,

cigarette smoking is not a risk factor for alcohol abuse or

alcohol excess. PID refers to pelvic inflammatory disease.

That's an infection of the female ovaries and tubes, and

that's a pure infection. I see no potential alcohol -- I'm

sorry. No potential smoking-associated illness in this

list.
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A Let's see, one, two, three, four, fifth staple.

We need to turn these over. You have the back side.

Q Roger Hurley?

A Sure. Up at the top are his date of birth and his

he have any smoking-related diseases?

diseases which he has for which smoking is'

id fie as4a risk factor possibly could be his coronary

^
artery di . His other risk factors for coronary artery

alcoholi There is one assertion in the record that he

has diab if that were true, that would be another risk

factor; cjpAmWiat is only mentioned once in the record, and

Okay. Were you able to confirm he had diabetes?

A There is one -- I recall there was one recording

in the record where a physician history indicated that he

had diabetes.

The other problem with this one is that he was

non-compliant with his doctor's recommendations. He
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06:02:50 1

)2:54 2

06:03:00 3

06:03:13 4

06:03:20

A ^r,I think by definition all these individuals were

^06:03:57 smokers t e extent.

0C •04:14 Oh,

Q

06:04:18 dImM a time.

06:04:21 1 ' to visit h

06:04:24 1

repeatedly had medical illnesses because he stopped or

discontinued his medication, and he was asked repeatedly to

adhere to his medication regimen.

Q Would you refer to the medical -- your medical

notes on Clifford Headley.

A (Witness complies.) He's the third, fourth from

the bottom. Let's see. Oh, okay. I remember this.

Q 4j_e is a smoker, is he not?

there.

06:04:30 1 adequate

06:04:34 1 periods

To what extent was he a smoker?

is a smoking history, started at age 10.

a man who had stopped for two or three months at

other was in a nursing home; and when he went

other in the nursing home, he couldn't smoke

cause he was disabled, unemployed, he had

to spend with his mother, spent considerable

with her; and during the time she was in the

06:04:38 1 nursing home he did not smoke.

06:04:40 2 And then during the deposition he was asked why he

06:04:43 went back to smoking and said that it was a nerve-calming

06:04:49 22 exercise or a nerve-calming experience, which is why he

06:04:54 23 returned to smoking.

06:04:57 24 Q Now, he has what chronic diseases?

. 05:07 25 A If I'm not mistaken, he has heart disease, he has
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coronary artery disease. He's disabled because of a back

injury and surgery to his back. He does have heart disease

and, if I'm not mistaken, had been treated for myocardial

infarctions or had -- yeah, angiograms. He has had

angiograms which have indicated that he does have heart

disease, and he eventually had an angioplasty.

Now, his risk factors were that heart disease runs

in his f'ly Both his mother and father died at ages less

than 65 ca se of heart disease. He has a high

choleste ad a bad diet until very recently when after

repeated itions from his physicians, he finally changed

his diet„ prior to that time had a diet that was rich in

fr an Aat y foods.

elevated.

his cholesterols were rather significantly

Q. s the record reflect that he has chronic

obstruct ve ulmonary disease?

A one point I think that his history was that he

said he had chronic obstructive pulmonary disease because he

had trouble sleeping laying flat in bed. I don't think he

ever had a test that showed chronic obstructive pulmonary

disease.

The other problem with this man is that he is 250

pounds, and it was stated in the record on a number of

occasions that he was quite large.
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A That was an entry that was made in his record.

0 And what does the A-COPD mean?

A The assessment at that time was that he had COPD.

That's chronic obstructive pulmonary disease?

A That was the assessment that was made by the

physician ho examined him. We just looked at another one,

I think R setta Hyatt's. Hers and his both, there were

diagnoses appeared without substantiation from the

physical 'nation. For example, in her case she was said

to have a

his one, his chest X-ray, as I recall, was

always nor and there were -- I don't believe he ever had

a lung fu: •n test. Besides, with his size, it's probably

better he: n't have a lung function test because that

would be Z difficult to interpret because the size alone

is enough to make his lung function test not normal.

That's another example of what I had mentioned

earlier, that frequently diagnoses appeared in the records

without substantiation. The other interesting thing to look

at in his record as you flip through those pages are all the

visits to the doctors in order to obtain narcotics.

Q On 6-27-95 I see the note, "Continues to smoke
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A Warnings by physicians to stop. And it looks like

in that same hospital admission he had an angiogram that

showed occlusion of one coronary artery, and the next entry

for that date was the discharge plan, and there's a lot of

my abbreviations here. The discharge plan was weight

reduction, diet, stop smoking, low-fat diet.

seemed -- my -- again, I can't speak for the

doctor. Pax^ only give you my interpretation of what the

doctor w nking, and that's purely conjectural. And my

response, be that the doctor was attempting to address

sk factors in this individual.

smoking would be one of the various risk

factors in -_U&is individual?

Q ^,Why would the doctor admonish him not to smoke?

A king would be a risk factor in a population

that wou associated with disease. You would try to

extrapol om the population data to individuals, and

your conclusion is that you should change all those things

that could potentially contribute to your disease.

Q And smoking would be one of -- in this particular

case?

A As you can see, smoking was one of the several

mentioned, yes.

Q Okay. Here is one that I have not seen, Doctor.
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06:12:19 1 It's on Joe "Beau" Harrison, III.

12:23 2 A Yes.

06:12:24 3 Q What is that?

06:12:25 4 A This is an individual who we have seven volumes of

06:12:28 5 his medical record here. Here is a person who was born with

06:12:34 spina bifida -- no, I'm sorry. His wife had spina bifida.

06:12:38 He is a gentleman who at a young age had a motor vehicle

06:12:45

06:12:50

accident. He was 16 years of age, I believe, when he had

nt ^his accid And from his accident he was then

06:12:54 quadriple

06:12:54 Q now age 42?

06:12:59 1 A lieve that -- no. He was born in 1942. So

09:13:01 hi e w d be 55, 56.

06:13:03 Q

06:13:06 1 A wife had spina bifida. No, I'm sorry. He had

06:13:13 1 spina bif*d,&^nd then had the auto accident and he was

06:13:17 12,^ quadripl

06:13:21

06:13:25 1

06:13:28

06:13:32

06:13:37 22

06:13:43 23

06:13:46 24

. 13:47 25

him for

rom the auto accident. His wife took care of

time, and that renal failure up above was not

correct. This is not in the final form.

in any event, he had multiple ulcers of his skin

from his quadriplegic, and all of his medical care was

related to treatment of his skin ulcers. And all of these

volumes are the records of the home health nursing company

that visited him.

Interesting thing about him, he's very unusual.
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He was the one who smoked for five years, and then a friend

of his prayed with him, and it was a religious experience,

and he stopped cold turkey after smoking for five years.

And he stopped smoking, as I recall, 20 plus years ago.

MR. WALLACE: Let's take a break here.

MS. COY: We're off the record at 06:14:39.

(A recess was taken.)

. COY: We're back on the record at 06:27:39.

Q V(BY MR. WALLACE) The -- putting aside

Mr. Harri would you refer to the record of Carolyn Rae,

R-A-E, Ha of Tulsa.

heart fai, and severe COPD from smoking?

A ne point in her more recent medical history a

diagnosi ongestive heart failure was made. That's a

diagnosi a was made on one occasion, and that looked

like it jigust of 1996. On your summary, it's the third

page, the top item of the third page. The diagnosis of

congestive heart failure, to the best of my recollection,

was made during that one-month period of time or about a

year or so in that time frame and subsequently there have

been no further diagnoses of congestive heart failure.

Q There were no diagnoses of acute congestive heart

failure and severe COPD from smoking in 3-21-95?
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A During that one-year time frame I think there were

several instances when she was diagnosed as having

congestive heart failure. I think the last notation is

1996. Now, the COPD has been carried as a diagnosis in the

majority of the records that I reviewed.

Q And in August of '96 she had severe COPD secondary

to heavy smoking?

A n August of '96, the diagnosis of severe -- and

that's th^ -^ the physician or the patient's terminology.

That diag.0064 was made in August of '96.

Q t 15th?

B-15-96 is my notation. I did not see any

no on -!at^ere of anyone's interpretation of a causation

0 RE*
of her C

Q much does she smoke?

A discontinued smoking in 1985 and between 1949

and 1985; ed to a variable degree. And at somewhere in

the reco in her deposition she stated that her average

was approximately one and a half packs per day.

Q Okay. You show in your record here 30 cigarettes

day.

A That's from the deposition, it appears, yes.

Q Okay. Doctor, is smoking as a risk factor, is

that related to dose?

MR. COX: Objection. Vague as to dose as to --
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related to what disease? I think the question is vague.

Q (BY MR. WALLACE) To coronary artery disease, lung

cancer. In other words, if you smoke more cigarettes per

day, are you more likely to have lung cancer?

MR. COX: Objection to the form of the question.

THE WITNESS: The question was about dose-disease

relation; ip between smoking and heart disease and smoking

and lung. ancer?

Q MR. WALLACE) Yes, sir.

A , the question implies that there is a

causativ tionship of one to the other. And as we've

di se hink there is an associative relationship, but

no a ca e relationship that has been established. So,

first of a I think that our terminology needs to be in

terms of'a^saciation rather than causation.

ond, the dose-disease relationship, I don't

know tha - if that has been done in the literature. I do

know that from my experience and from reviewing these --

these medical records, there are some individuals who smoke

very heavily -- and that's a relative term -- who have

neither COPD nor heart disease nor anything else. Then

there are other individuals with a more meager smoking

history that seem to have those diseases.

I don't think that we can say there's a
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dose-disease relationship, certainly not from a causation

standpoint.

Q What risk factors does Ms. Harvey have among the

multitude of risk factors that you -- or that your statement

says exist?

A Risk factors for which condition?

For disease.

A er risk factors for disease? Alcoholism, bipolar

depressio , allergies, smoking, esophageal reflux,

hepa'titis ^onic hepatitis. I believe she had

hypertens

does that appear, Doctor?

f the drugs she is taking is a drug used to
^---^ ^ .

a
e'at `hyp sion.tr

Q h drug is that?

A nsin.

Q Vwhere does that appear in the record?

A he second page -- well, it's on the first

page, as well. Down at the bottom of the first page next to

the last line.

Q Says Lotensin?

A Yes. And then that appears again on the top of

the second page for eight or so lines down. You asked

earlier about her.congestive heart failure. I wonder if I

could clarify that to some extent.
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Q Surely.

A Again, on the second page, look at the notation on

3-21-95. There are half a dozen notations on 3-21-95.

Q Yes.

A Third from the bottom, "Echo," E-C-H-O.

Q Yes.

fraction. That's the doctor's way of saying

heart beats, it pumps out a certain

the blood that it contains. Normally it

t about 65 percent of the blood that's in

eone has congestive heart failure, invariably

hat percent of blood pumped each time is down

s and 20s.

ejects 62 percent of the blood that's in her

heart. orm6L,1 is 65, plus or minus 10 percent. So she's

ejecting Od"rmal amount of blood each time her heart beats.

It's very hard to say there's a diagnosis of congestive

heart failure with that number.

Now, that's part of the problem of this particular

case because she has a lot of swelling of her feet which she

probably has for any one of several different reasons. As I

reviewed this, it seems to me that someone looked at the

swelling of her feet and said that this is due to congestive

The end of that line, "EF 62 percent." That's a

mber. Now, here's what that means. EF stands
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heart failure. They then did that test. The test was

normal and yet they persisted in diagnosing her as having

congestive heart failure up until the summer of the

following year, 1996.

Subsequent to that, there are no other notations

regarding congestive heart failure that I could recall.

Which to me means that that was not a diagnosis that was

continue in her record. And we have another risk factor I

just ide ified that's left off my summary. It appears that

she's di , as well.

And the diagnosis of hypertension is made on

of the second page. So it's not just the '

ti here appears °HTN° at the bottom of the second

line.` T , hypertension. Oh, my, her cholesterol's

high, as w

Q there a finding there at the bottom of your

first pa a notes in the left-hand column, says "PMH"?

What is

A Past medical history.

Q Okay.

A And, there again, is hypertension.

Q Fourth line down?

A Yes.

"CXR '76, emphysema." What is that, Doctor?

A Chest X-ray done in 1976 was interpreted as
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showing emphysema.

Q Okay. And what does that mean?

A It means to me that a radiologist looked at an

X-ray and said the X-ray shows emphysema without any

correlation with the patient.

Q Okay. Do you have some doubts that a radiologist

could make that assessment?

A erhaps in 1976 the radiologist may have been

confident to make that assessment, but today .1 know of very

few radio tts who would venture into a physiologic

diagnosis d on a chest X-ray,

matter of fact, it's quite clear that over •

th ars'^'= radiologists have refrained from making that

0
diagnosis as d on a chest X-ray because their inaccuracy

high. And, essentially, that diagnosis

from an X-ray.

Q ^-- there's no question that she had diagnoses

made of is.there?

A No, sir. There is no doubt she has COPD.

Q That's chronic obstructive pulmonary disease?

A Yes.

Q And so that she has that, that would tend to

reinforce the diagnosis of emphysema, would it not?

A I think most of us use those terms

interchangeably. Emphysema is COPD.
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Q What does COPD, the diagnosis, add to the

diagnosis of emphysema?

A I think it adds nothing. I think they're

different generations of physician who learned one term and

another generation of physicians that learned another term.

We use them interchangeably.

o Okay. So that if you see a discharge summary

today, id,.,would say COPD, possible COPD, possible emphysema,

or would P have a multi-generation doctor?

diagnosis made by a pathologist who looks at

ung under a microscope. So emphysema is the'

pa ogi,"l tliagnosis.

on't make pathological diagnoses by examining

patients. to be technical, it's a semantic issue."ap

Emphysem; ' a term that I would expect only a pathologist

to use. is a term we use which is more descriptive of

the biol f the lung disease. It's chronic; it's

characterized by obstruction of the lungs and, thereby, the

obstructive pulmonary disease component.

Q There are specialists in the area of lungs, are

there not?

A Correct, yes.

Q They're pulmonologists?

A Correct.

A 11 likelihood. To be technical about it,
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06:43:40 1 Q And they are a specialty in their area just as you

43:47 2 are in yours; is that correct?

06:43:48 3 A They are specialists who deal with treatment of

06:43:51 4 lung diseases, yes.

06:43:52 5 Q Okay. Are you acquainted with Dr. Robert

06:44:01 McCaffree?

06:44:03 A I know who he is.

06:44:05 Q o you know his reputation in the community for --

06:44:10 ' as a medi 1 octor?

r-
06:44:11 A sir, I don't.

06:44:13 AO Q Mou know that he is the chief of staff at the

06:44:18 1 Veterans! nistration in Oklahoma City?

0r:44:20 es. I'm aware of that.

06:44:23 do you know he's on the faculty of the

06:44:31 1 University Oklahoma Medical School?

06:44:33 1 A

06:44:34 1 Q e you had any patients referred to you by

06:44:41 Dr. McCaf

06:44:43 1 A No, I haven't.

06:44:44 2 Q Has he referred any patients to you?

06:44:47 2 A Not that I can recall.

06:44:49 22 Q Did we go into the risk factors completely on

06:45:24 23 Carolyn Ray Harvey?

06:45:26 24' A Your question, I believe, was if I could identify

45:30 25 the risk factors that existed in her that would predispose
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to disease. And I gave a list, and I've subsequently added

to that list.

Q Okay. Can we limit that, now, to chronic diseases

such as COPD, coronary artery disease, chronic sinusitis?

Now, this lady's on oxygen, is she not?

A I believe that is correct.

Q Twenty-four hours a day?

A I believe that's correct. Yes.

Q How old is this lady?

A 0060 was born in 1934, therefore she is 65,

approxim

Q And apparently she's totally disabled, did

o y, nc she's at home on oxygen?

was -- she has been disabled because of a0

motor vehi accident from which she sustained an ankle

injury i 1.

Q you discover why she's on the oxygen 24 hours

a day?

A Did I discover why --

Q Yes.

A -- she's on the oxygen?

Q in the reading of the records.

A She's on the oxygen because of the diagnosis of

COPD and the fact that she has inadequate oxygen in her

blood and, therefore, the oxygen content of her blood is

PROFBSSIONAL REPORTERS * 428 DEAN A. MeGEE, OKC, OK

(405) 272-1006 * (800) 376-1006 * FAX (405) 272-0559
http://legacy.library.ucsf.edu/tid/sno11b00/pdfSource: https://www.industrydocuments.ucsf.edu/docs/kmgf0028



TXOMAS C. CONIGLIONE, M.D. * 09/28/98 153
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nd line. The second line in particular, that

06:49:44

06:49:46

06:49:47

06:49:48

06:50:49 22

06:50:55 23

06:51:01 24

. .51:06 25

0 And what are the risk factors that you see in her

medical record for the COPD?

The risk factors for COPD in her would be, one,A

smoking; two, asthma; three, allergies; four, what we've

spillage bf cid from the stomach into the esophagus which

predispo an asthma-like illness which can develop into

would su to me that she has had that, GERD, for a

considerable period of time.

0 Any other risk factors?

A Those are three or four, however many they are.

Q Now, in the -- your seven-day disclosure under

number number 4, "Risk factors tend to cluster in

individuals because of genetic, psychosocial and

environmental factors." Are you with me on those so far?

the record reflect when the onset of that

ever was commenced?
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A Yes, sir.

Q Then it says, "For example, smokers tend to be

different than non-smokers in the sense that they tend to

also exhibit many other risk factors for chronic

multifactorial diseases." What -- in connection with that

second sentence, what are the risk factors that smokers have

06:51:40 that non-smokers don't have?

06:51:42

06:51:48

06:51:52

06:51:53 11

06:51:58

0^:52:04

06:52:13

A Zhqre are some general differences between smokers

and non- a 4rs in terms of risk factors.

y

A 0% general differences are related to diet in

that smo tend to have diets that reflect higher fat,

a

e' able content of food. Smokers tend to engage in

behavior we would identify as being riskier to health,

as not using seat belts, risky sexual06:52:17 behaviors0

06:52:24

06:52:29

9
06:52:41

06:52:42

06:52:45

06:52:51

06:52:59 22

06:53:02 23

06:53:08 24

. :53:14 25

behavior, can be associated with the development of

sexually^tra^smitted diseases. Those would probably be the

major on

We should probably add to that while we're at it

the inactivity issue in that smokers tend to be less active.

So the differences would be in lifestyle, diet, risky

behaviors. And I think there's even some data out there to

suggest that smokers tend to more frequently experiment with

illicit drugs. I think there's some information out there

that would suggest that smokers are more likely to be

PROFESSIONAL REPORTERS * 428 DEAN A. MaDEE, ORC, OR

(405) 272-1006 * (800) 376-1006 * FAX (405) 272-0559
http://legacy.library.ucsf.edu/tid/sno11b00/pdfSource: https://www.industrydocuments.ucsf.edu/docs/kmgf0028



THOMAS C. CONIGLIONE, M.D. * 09/28/98 155

06:53:17 1

53:24 2

06:53:39 3

06:53:44 4

06:53:45

06:53:54

06:54:01

06:54:07

06:54:13

06:54:20

06:54 :26 '11

06:54:29 1

V^ •54:31

engaged in riskier occupations.

4 Okay. And in your authority for the first risk

factor, what authority do you cite for smokers having a

higher fat diet?

A Well, there are several. We can start with the

depositions of the patients under discussion. I think that

the general dietary theme in that 18 individuals would be

that the et was a high-fat diet. High fat, low vegetable

diet. Se ;Ond-, we can look at our -- my experience as a
K.

clinician

experieric

depositio

ealing with patients for 25 years; and my

exactly identical to what I learned from the

d the medical records.

eh, finally, there have been studies performed

06:54:39 to -- stu ies performed that specifically look at these

06:54:43 1 issues.

06:54:49 1

06:55:00 1

06:55:071

06:55:13 1

06:55:14

06:55:20

06:55:25 22

06:55:27 23

06:55:33 24

L .55:39 2S

hose studies are cited in my references. That

would be ence number 10. That would be the Lantz,

L-A-N-T-Z tar icle. And actually the editorial that

followed article would also be a useful piece of

reading.

It was written by Dr. Redford Williams who I know.

And he takes the data from this article and puts it in a--

in a different light and makes it a little more

understandable to the everyday reader.

Q You found in your review of these records that

these people -- the 18 medical records, that they had a
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A Than -- a higher fat diet than my typical SCORE

participant, a higher fat diet than the runners that I've

questioned. I've taken questionnaires of runners and

studied their diets. I've interviewed Africans and reviewed

their diets. I think that over the years I've taken several

dietary surveys of different groups.

When and where?

he 1980s with a medical student we did a

ionnaire survey of runners. I think we had ,

so 00° unners that we surveyed. And I subsequently

0
wrote th some running magazine. I didn't include it in

my CV beca it was not in a peer reviewed, refereed

journal.""-.,was in a -- more of a lay publication.

umber of years ago I had the opportunity to

serve Af^' s -- actually African athletes, andI've spoken

and -- not true. I have written, but I certainly have

spoken of my interviews of African athletes on a number of

occasions. A number of years ago I had an opportunity to

interview a number of ex-collegiate athletes, ex-collegiate

athletes by two decades or so. And I looked at their

dietary habits.

I have reviewed dietary habits of Native

o You have taken those surveys yourself?

A . Yes, yeah.

PROFESSIONAL REPORTERS * 428 DEAN A. MoGEE, OKC, OK

(405) 272-1006 * (800) 376-1006 * FAX (405) 272-0559
http://legacy.library.ucsf.edu/tid/sno11b00/pdfSource: https://www.industrydocuments.ucsf.edu/docs/kmgf0028



06:57:44

57:50

06:57:55

06;57:55

06:57:59

06:58:04

06:58:04

06:58:08

06:58:13

0658:16

0658:24

0658:28

OF:58:33

06:58:38

06:58:38

06:58:41

06:58:43

06:58:46

06:58:47

06:58:51

06:58:52

06:58:57 22

06:58:59 23

06:59:01 24

.59:08 25

THOMAS C. CONIGLIONE, M.D. * 09/28/98 157

Americans. In the '70s when I was involved in all those

studies at the Lawton Indian hospital, we took extensive

dietary histories.

Q Okay. Well, among the non-smokers, among the

Native Americans did you find that they had a higher fat

diet?

A In general, Native Americans have a higher fat

diet tha non-Native Americans. And then smokers in general

have a h' er fat diet than non-smokers.

all of these groups that you talked about are

are they not? Highly selected?

cted, yes, I would agree. All these groups•

the Native Americans and the diabetic,-as

your gen American population, would they?

A The SCORE population probably were more

reflecti

Q Okay. And African American athletes wouldn't be

typically, would they?

A No. The purpose was to answer a specific question

which is why those populations were selected.

Q What was the specific question?

A The dietary habits of athletes, the dietary habits

of former athletes, hopefully, to make some correlation

PROFESSIONAL REPORTERS * 428 DEAN A. MaGEE, OKC, OK

(405) 272-1006 * (800) 376-1006 * FAX (405) 272-0559
http://legacy.library.ucsf.edu/tid/sno11b00/pdfSource: https://www.industrydocuments.ucsf.edu/docs/kmgf0028



THOMAS C. CONIGLIONE, M.D. * 09/28/98 158

06:59:12 1

59:17 2

06:59:20 3

06:59:23 4

06:59:28

06:59:34

06:59:38

06:59:45

06:59:51

06:59:56

06:59:57

07:00:02
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between diets and athletic performance. That was the

original intent.

Q Well, it wouldn't be surprising to find that a

smoker had a higher fat diet than a runner, would it?

A A smoker had a higher fat -- I think smokers have

higher fat diets than anyone I've ever talked to.

Q All right. Take another person in the Medicaid

populati: ave you done a study or survey of the Medicaid

populati or persons in it to ascertain the level of fat in

their di

A

18 recor

I'm referring to personal experience and the

eviewed.

ou really don't know what the non-smokers in

the Medi^STITIpopulation had by way of diet that would be

less fatt

I
COX: Objection to the form of the question.

Misstate e, prior testimony. You may answer.

WITNESS: I've treated Medicaid recipients for

more than 25 years. I've taken dietary histories on most,

if not all those patients. And I think I can base my answer

on 25 years of treating Medicaid recipient patients.

And my opinion is that the fat content of the diet

is, I think, in general, higher in the Medicaid population

and, I think, higher in the smoking Medicaid population; and

that is just not only my interpretation, but this article,
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the June 3rd, 1996, JAMA article, I believe, says the same

thing.

Q (BY MR. WALLACE) Did they go into the study of the

Medicaid population --

A I don't --

Q -- in the Lantz article?

A I don't believe they studied the Medicaid

populati I think they talked about socioeconomic factors

and how ey related to diet and indicated that those who
r:.

Q Flq"s it distinguish in there between smokers and

articles tb-Ar& do address those differences, however.

COX: I think you may be looking for the one

right ab ve t,he Lantz article.

WITNESS: I know there's one -- oh, there it

is. That's the title of it. Sure. Thornton's article. I

was looking for that and couldn't find it. I'm sorry.

Yeah, the differences between smokers and non-smokers. And

then they have different categories in between. That's the

one.

Q (BY MR. WALLACE) Going back a moment to -- my eye

is caught by this article by Hopkins, Paul N. And that's
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07:03:28 4
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07:0343

07:0351

07:03:55

07:03:59

07:04:06
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number 8. A survey of suggested -- "A Survey of 246

Suggested Coronary Risk Factors." Now, that's for

atherosclerosis; is that correct?

A Yes. These would be risk factors for the

development of coronary heart disease, atherosclerosis.

Q Did you -- in reviewing those 246, did you find

any that you disagreed with as being a risk factor from

based on ur 25-year experience as a medical doctor?

A o.sir. Not that I disagreed with, no.

' 07:04:08 1 A P@Me were a few in there that are instances that

0'•04:18 ar the n ommon in medicine, and either I wasn't aware

0
07:04:22 or had fo go en. But what he did was that he took much of

07:04:27 1 what I alr know. For example, take high cholesterols,

07:04:30 1 and he br own the high cholesterols into multiple

07:04:34 1 subsectio s o subdivisions of high cholesterol and

07:04:39 1 enumerate h one as a separate risk factor for the

07:04:43 1 development of coronary atherosclerosis.

07:04:47 2 And ordinarily when I would think about that, I

07:04:49 2 would think about two or three of those subdivisions of

07:04:52 22 cholesterol. And, as I recall, he must have had eight or

07:04:54 23 ten subdivisions of cholesterol. So it was not something I

07:04:57 24 didn't know, but hadn't looked at it in exactly that outline

L, J5:00 25 form in the past.
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non-attendance in church is a risk factor for coronary

artery disease?

A I'm not sure if he did or if the Welty article

did. Should we review that list?

Q Well, no. I'm just asking you if that had ever

occurred to you to ask a patient if you have a risk factor,

not goin o church.

A 1^,_*, 1, there are two issues at stake here. One is

the soci ion issue, and the other is the spiritual

issue.

risk fac t"TrPr a variety of diseases; and socialization i's

r3 factor for the development of coronary disease.

Specific y„ lack of socialization is a risk factor for

coronary

literatu

se. That has been well recognized in the

4 r-S-o that going to church would be a -- one of the

things a oing to church would be the social risk

factor?

A No. I said that there are two issues at stake

here. One is a socialization issue. Going to church is a

form of socialization for some people. The second issue is

a spiritual issue. For example, we know that nuns and

priests have a much lower incidence of hypertension and

heart disease, and they're associated. And people have
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tried to speculate as to the causation or the specific

interaction between spirituality and a decreased incidence

of heart and blood vessel diseases. So they are associated,

but the specific causal relationship has not been

identified.

Q So that that is speculative?

A There seems to be a statistical association. And,

again, a'.we discussed earlier, a statistical association

would ap y,^to populations of priests or clergy or nuns, and

that's A ant in understanding the potential mechanisms

of disea

. But I understood you to say that there had

ion about this.

-- the inverse correlation that has been made

is that h' r spirituality equals lower disease. That's

the asso ' on. And people have speculated as to -- as to

the pote ia7 mechanism by which one could lead to the

linkage and that explanation has never been clearly

identified.

Q There would be no way to measure spirituality of

an individual, would there?

A Well, it's a little more difficult to measure than

a blood pressure or a blood cholesterol level. It's a

little more difficult to measure. I think you can look at.
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were to design that study today?

A t would I use as a measure?

QS .

07:09:0 A

07:09:15
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it in terms of numbers of hours engaged in individual

prayer. And I think that has been specifically addressed in

some study that addressed nuns and prayer and high blood

pressure. I think that has been addressed; and I,

obviously, haven't reviewed that, but I know that that has

been a topic of research.

Q And would you measure their spirituality by the

hours th individual spends in prayer?

A I believe that was the measure that was used in

^
that stu lthough I have not read that study in a number

of years

what other measure would -- would you use to

jre I-M.1pegson's spirituality?

Q

ould measure hours in prayer, hours in church,

hours in prayer alone, hours in prayer in a group prayer. I

would probably try to measure as many variables as possible.

4 And you would do that both in -- in the population

generally?

A if I were to speculate on how I would design a

study and the objective was to determine the

interrelationship of prayer to an end point, hypertension, I
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07:11:03 1
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that population. I would probably look at nuns with and

without hypertension and measure all those variables and

then see , t ere were differences in the populations.

ould attempt to identify a population as pure

as possib, That is a hypertension with only two

variables yer and hypertension, and no other potential

k factors for hypertension. Wouldn't be

eas It`"uTd be very interesting.

make the statement in -- or the statement is

assume it's with your approval in the

seven-day^losure under number two, "Even if the

07:11:15 1 individua

would probably do several things. I would probably look at

a population of hypertensive people and measure all those

variables in them.

I would probably look at a population of people

N with normal blood pressures and measure those variables in

only one acknowledged risk factor for the

disease, Mao currently impossible to determine if that

^ 07:11:26 1 risk factor actually caused the disease because it is

07:11:29 2 readily apparent that there are unknown risk factors for

07:11:34 2

07:11:38 22

07:11:45 23

07:11:49 24

% 42:20 25

these diseases." Is that your opinion?

A Yes. I think that opinion is based on medical

history.

Q So if you have an individual with COPD and the

only risk factor is smoking, you would be unwilling, then,
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to make a judgment that the smoking caused the COPD because

there are unknown risk factors for these diseases? Would

that be your position?

A I would like to use the example you gave earlier.

You said that 80 or 85 percent of people with COPD smoke.

No. Lung cancer.

A I'm sorry. That was lung cancer. We can use the

same ana gy. A certain percentage of people with COPD

smoke or i.ve next to smokestacks or whatever. There's a

07:13:08 populati at has COPD and a second risk factor, but then

on the p r ery of that population there are other people

07:13:17 JP4 with thepi" disease with no known risk factors.

(^ 13:21 question is: What caused their disease? I

07:13:24 t^ n th wer is: We don't know because there are other

07:13:28 risk facto that we have not yet identified.

07:13:32 when faced with an individual with a disease, I

07:13:36 never kn that disease was associated with what I know

07:13:40

07:13:44

07:13:49

07:13:51

07:13:55 22

07:1358 23

07:1400 24

%. 1404 25

in terms 00 isk factors or if that disease is a disease

that could have occurred without known risk factors. And

probably the best example is heart disease.

For a number of years from Framingham we knew that

there were several risk factors for heart disease. And then

all of a sudden someone finds-this substance called

cholesterol and asks, well, I wonder if this is related to

heart disease. And then they go back and analyze thousands
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of blood specimens that they have been accumulating over the

years and, oh my gosh, cholesterol's associated with the

development of heart disease.

So there were people who had heart disease with no

known risk factors. And the question is: What caused their

heart disease? And the answer is: No one knows. But over

the years we've developed more and more associated factors

so that ' was cholesterol and it was hypertension, diet, et

cetera, think were pretty well known. And now it's

the longer we go, the more risk factors we

identify help us to understand the association of a

s Iieone who has -- has an absence of what we

wbuld id as known risk factors. There were always

things tha e need to know and don't know.

Are you s.TMg that -- that before you can say that a risk

factor c a disease, that you have to know that 100

percent, that everyone that has this disease has this

particular risk factor?

A I think we addressed this earlier when we talked

about causation of disease. And I said that we can

confidently or reasonably confidently talk about causation

in terms of infections with specific agents that cause

infection, and beyond infections we can only speculate on
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causation.

And we can only do that with individuals after

gaining a full understanding of the potential risk

factors -- environmental and genetic factors involved. And

my comment was that still after understanding all of that,

attempting to assign causation is more speculation than

science.

,Q ;A100K , an d, of course, in the practice of inedicine

you have of speculation, do you not?

A sir.

other words, it's not only scientific, but

there's #RIWt to it, is there not?

07 :16:18 e , there is.

Or:16:19 in your practice of medicine, don't you

07:16:22 regularly e statements that are part scientific and part

^j peot,
07:16:29 art in a#s4-9^qing a diagnosis?

07:16:30 A Wassigning a diagnosis? Yes.

07:16:34 Q So if a doctor says that this person has

07:16:40 COPD because of smoking, that doctor is making that --

07:16:49 rendering that opinion based upon both the art of medicine

07:16:52 and the science of medicine, is he not?

07:16:56 22 A I think he's rendering that diagnosis based on his

07:16:59 23 ^ opinion. But what he's doing here is two things. He's

07:17:01 24 making a --

17:02 25 0 Can you answer the question.
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MR. COX: Would you, please, let the witness

finish his answer.

MR. WALLACE: Well, go ahead. Answer your --

THE WITNESS: I think what the doctor is doing,

this scenario you've created is that the doctor is doing two

things. He's making a diagnosis, and he's attributing

causation -- he's assigning causation.

diagnosi -.will attempt to identify risk factors.s and
r.

think that the prudent clinician will make a

Oo "

don't kn. many physicians who are that bold as to be

able to with confidence the specific causation of any

disease than an infectious disease. Because I think•

th mo^e, s eculation than we should be exercising.

amount of speculation?

k sometimes doctors do exercise or utilize a

speculation. I think it all depends on the

patient, the circumstances. No, we don't go

around speculating because we have nothing better to do.

Our job is diagnosis and treatment.

Q That's not -- excuse me. Go ahead.

A Our job is simply to evaluate the patient, assess

the nature of the problem, prescribe some intervention or

some therapy that we hope would alter the disease.

Q And if you have a COPD patient and that COPD
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patient smokes, part of the intervention would be to

recommend they not smoke, would it not?

A Part of the intervention would be to recommend not

smoking or to eliminate any other risk that I think could be

associated with that disease or could interfere with

treatment of that disease.

Q Okay.

in the case we cited, we have asthma and dust

and this `GE

if we could.

WALLACE: Okay. Let's do.

: COY: Off the record at 07:19:37.

recess was taken.)

COY: We're back on the record at 07:33:59.

Q MR. WALLACE) Doctor, in opinion number 6 on

page 1 0ou^r seven-day disclosure, would you read that,

please.

A "The Oklahoma Medicaid population differs from the

national Medicaid population in part because of the high

percentage of American Indians in the Oklahoma Medicaid

population. (Approximately 9 percent in Oklahoma as opposed

to .9 percent in the national Medicaid population.)"

Q Now, you say in there in part it differs. Other

than the high percentage of American Indians in the Oklahoma

wm^ COX: When it gets convenient, I would like to
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Medicaid population, do you have an opinion as to how the

Oklahoma Medicaid population differs from the national

Medicaid population?

A Some of this that I'm -- some of my opinion's

based on extrapolation because the specifics of the Oklahoma

Medicaid population have really not been well defined,

they've not been well studied. The Oklahoma population in

general b en reasonably well studied, and there are some

specific about the Oklahoma Medicaid -- Oklahoma population
F

which I, we can carry over to the Medicaid population.

A

he

07:36:00 That is,

07:36:05 Oklahoma

example, Oklahoma has some challenges in its'

virtue of the fact that we're a rural state.

ercentage of people who live in rural areasin

reater than the national average. I think the

07:36:09 numbers , show that we have 20 -- I'm sorry. 32 percent

07:36:14 of Oklah mans are rural, and national average for rural.is

07;36:18 down in 6 percent range or 25 percent range. So we

07:36:22

07:36:28

07:36:33 income is below the federal poverty level. Not the highest

07:36:38 22 in the country, but certainly much higher than other states:

07:36:50 23 The Native Americans are different and the Native Americans

07:36:54 24 bring a whole separate set of risk factors.

^ 36:59 25 Additionally, Oklahoma has one of the highest teen

have a higher number of our people who live in rural areas.

Oklahoma has a higher percentage of people whose
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pregnancy rates in the United states, although it varies.

think we're eighth or tenth highest in the United States.

And conversely we have one of the lowest rates of prenatal

care in the United States. I think we're fourth.

So these are rather unique situations to the

Oklahoma population.

Q Do you think that an epidemiologist could adjust

the Okla; ma Medicaid population numbers from the national

Medicaid_population numbers to take into account the larger

numbers , tive Americans in Oklahoma as contrasted with

the nati population?

A 1, that -- that requires a fair amount of

sp at an my part, and I would be pleased to speculate

a pmg
to attem answer that question. The question is whether

or not I k an epidemiologist can correct for the Native

American lation in Oklahoma. I think that would be

extremel i ficult without studying the Oklahoma Medicaid

populati I don't know if any of those adjustments can be

made.

And here's why I say that. The magnitude of the

problem of diabetes in the Native American was unknown until

we actually started studying it back in the early '70s. The

differences in risk factors in diabetics I think was not

fully appreciated until 1996 when the Strong Heart study was

produced.
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And, mind you, now, the Strong Heart study is not

at all representative of the medication population. Because

of these enormous surprises that have come upon us over the

years, my answer would be that we really shouldn't be

speculating, but we should be looking at the population in

great detail to answer those questions.

Q All right. Well, Doctor, it wasn't a surprise to

you in t^-- that there was a high percentage of diabetes

in the s hwestern Oklahoma Indians studied in the Strong
'IV

Heart ar ^ , was it?

A Because I had already completed those studies

when I w re, and I knew that fact. But to look at the

nu .__ o 've Americans in Oklahoma with diabetes; that

w1d la new back in the early '70s. The Strong Heart

07:40:16 1 study a1soTy^}owed us that Native Americans in Oklahoma have

07:40:19 more hyp` sion than non-Native Americans elsewhere. Now,

07:40:25 that was rprise, and that confers more risk to that

07:40:29 particul' ulation. So the more we look at this

07:40:34

07:40:38

population, the more differences we recognize.

Q You had not recognized the higher hypertension

07:40:44 rate in the Native American population in your treatment of

07:40:52 22 these people in the '70s and 'BOs?

07:40:55 23 I knew that we were treating a fair number of

07:40:58 24 I patients with hypertension, but what I didn't know is

41:01 25 whether I was treating or I was examining a select group of
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people or if I was treating a -- a number of people who

represented a cross -- cross section or a spectrum of the

population. I did not know that at the time.

If I were treating a -- a select population of

patients, then it's more likely that I would be treating the

more severely diseased patients, therefore more of my

patients would be hypertensive, So I couldn't tell if this

was sele tion bias or if this was a cross section and there

was no b s involved.

hink the Strong Heart study more so than the

studies e d in diabetics showed that Oklahoma Native

American e more hypertension than non-Native Americans.

So ttne was a surprise. The diabetes I already knew.

Strong Heart article also goes into lipids and

fibrinogen Is there anything about fibrinogens in the

Oklahoma lation that -- says here, the last sentence,

"Mean fi ogen levels were over 30 MG/DL, higher in

Arizona , cipants than those in the other two sites."

What significance, if any, does that have?

A Well, that's very interesting. Again, we keep

talking about risk factors; and the longer we go, the more

risk factors we have. Well, fibrinogen has been recently

identified as a risk factor. And I think the point here was

to measure fibrinogens in the Native Americans to see if

they're higher, lower, the same and to try to develop some
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associations from those observations.

I think that the fibrinogen story in Native

Americans has not yet been written. I think the homocystine

story in Native Americans has not yet been written. I think

the whole lipid story in Native Americans, to my reading of

the literature, has not been well identified. We have an

awful lot to learn in those areas.

Q What role does the fibrinogen play in coronary

artery d' ease?. Z

A PM" current state of knowledge is that it appears

that a h' brinogen level is associated with the

developm cardiovascular disease. So it is another

ri

levels.

ror the development of cardiovascular disease.

g6e Native Americans seem to have high fibrinogen

, that's a risk factor. The question is: Why

A
07:43:55 do they the high fibrinogen levels? I think some of

07:43:59 the high inogen levels are understood, and some are not

07:44:03 understo

07:44:08 Q

o I think this is an evolving area of science.

Is there a correlation between the fibrinogen

07:44:13 levels and smoking in the general population?

07:44:17

07:44:19 22

07:44:46 23

07:44:50 24

. 44:54 25

A Not that I'm aware.

Q Now, in paragraph number 5 you say, "The

prevalence, mix and distribution of risk factors for

smoking-associated diseases in Oklahoma's Medicaid

population is significantly different than that found in
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other populations including the national Medicaid

population."

Now, my first question in relation to that

particular paragraph -- well, first of all, do you agree

with that statement?

A Yes.

Q Okay. Now, what study have you made of the

national edicaid population?

A hat would be -- I think that would be reference

A e would be reports from the Department of

Oh, I see what you're --

A rence 5, there are several subsections of 5.

A

And you made a study of those HCFA reports?

A I've reviewed those HCFA reports, yes.

Q Okay. Now, to what extent -- when you say you

reviewed them, what did you do in reviewing?

A The HCFA reports, these HCFA reports relate to

race and ethnicity of Medicaid recipients, and I looked at

the national data relative to percentages of Native

Americans in the database. And that number was .9 percent.
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Then looked at the Medicaid recipients in Oklahoma

who were Native American over the past decade, and I found

that that percentage started at 6 or 7 and went up to 10.4

or 10.6 percent for the last year that data is available.

And it averages out to be about 8.9 percent for the last

decade.

Q Now, is that the significant difference that you

find that the mix and distribution of risk factors for

smoking- sociated disease in the Oklahoma medical --

ation from the national Medicaid population?

would be one.

What else?

, the others would address some of the issues

that we een discussing. And I refer to many of my

former answ where we discussed teen pregnancy rates,

prenatal , diet, inactivity, the diabetes, the

hyperten, and some of the more unique occupations found

07:48:55 in Oklahcodawch as the handling of peanuts, cotton,

07:49:00 1 proximity to the petrochemical industry.

07:49:04 Q Well, isn't it true, Doctor, that in other areas

07:49:10 of the country they have similar industries?

07:49:15 22

07:49:18 23

07:49:22 24

a9:23 25

MR. COX: Object to the form of the question as to

what similar means in this context. It's vague. You may

answer.

THE WITNESS: I think each area of the country has
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its own industrial base. Some areas of the country have

more petrochemical industry than we have; some have less.

Without knowing the specific environment of any other area

of the country, I can't address the little bit I know about

the Oklahoma occupational exposures.

But I think that to understand the prevalence,

distribution and risk factors of the Medicaid population,

one need ;to look at the Oklahoma Medicaid population and

answer t se questions specifically to see if they're a

differen

Q

you had 1

the national data.

MR. WALLACE) Did I understand you to say that

knowledge of -- of something there?

p hhve a little knowledge of the industrial

exp so ure ave in Oklahoma, and my knowledge comes about

from first ding the depositions and seeing where these

people li*-a4.,and the pollutants to which they are exposed

and know little bit about the distribution of industry

07:51:08 in Oklah My point is that I'm not an expert on

07:51:10 industrial development in Oklahoma.

07:51:11 Q Okay. So other than saying that it might be

07:51:12 different from another state, would you be prepared as an

07:51:13 22 expert to say that these -- what these differences are?

07:51:15 23 I'm prepared to talk about the differences in risk

07:51:17 24 factors in smokers, differences in risk factors in the

51:18 25 Oklahoma Medicaid population versus the national Medicaid

PROFESSIONAL REPORTERS * 428 AEAN A. McOSS, OKC, OK
(405) 272-1006 * (800) 376-1006 * FAX (405) 272-0559

http://legacy.library.ucsf.edu/tid/sno11b00/pdfSource: https://www.industrydocuments.ucsf.edu/docs/kmgf0028



07:51:19 1

51:20 2

07:51:25 3

07:51:29 4

07:51:36 5

07:51:42

07:51:43

07:51:45

07:51:48

07:51:52

07:51:56

07:52:01 1

07:52:05

0Y:52:09

07:5212 1

07:5215 1

07:52:19 1

07:52:23

07:52:27

07:52:28

07:52:33

07:52:36 22

07:52:39 23

07:52:45 24

52:50 25

THOMAS C. CONIGLIONS, M.D. * 09/28/98 178

Q Okay. Well, for example, you mentioned peanuts.

Do you know, Georgia, for example, has a lot of peanuts.

Okay? Wouldn't those risk factors connected with peanuts be

the same in the Oklahoma Medicaid population and in the

Georgia Medicaid population?

A I don't think we're comparing the Oklahoma and the

Georgia M icaid populations. I think we're comparing

Oklahoma ith the national numbers. And I think that if

Georgia h

other 48

exposure,

anuts and Oklahoma has peanuts and then the

don't have peanuts, I think that the peanut

peanut dust exposure is then diluted out in '

th ti ata. whereas I think if you would look at one

state s s ic data, it's going to be different than that

in the nat 1 data.

Q d you say that is -- would be true as to every

state in union, that that particular state's Medicaid

populati ld differ significantly from the national

Medicaid data?

A Staying with the peanut analogy, if we can, if

there are two or three states in the country with a high

rate of peanut dust exposure and then there are 47 states

with a lpw rate of peanut dust exposure, the national norms

are going to be much lower than those three states. And yet

the other 47 states, the national norm is going to be
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minimally higher because of the averaging issue.

So I think if you live in one of these three

states with a high level of peanut dust exposure or any

other risk and you wanted to understand that risk in your

population, you have to look at your population and not the

national statistics.

Q How would you use national statistics in the study

of a loca population, then?

R. COX: Object to the form of the question in

that he even would.

WITNESS: I think that's the answer. I would

1 statistics. If I wanted to study blood -

pr re n ns, I would study blood pressure in nuns. If

I^ aPNOnted udy blood pressure in nuns in Oklahoma, I

would stud ood pressure in nuns in Oklahoma. I wouldn't

study b1o essures in office workers in Chicago. I would

make the very specific to the population in question

so that I d answer the questions and address the issues

as specifically as possible.

Q (BY MR. WALLACE) If I have national statistics on

the incidence of smoking and lung cancer, can those national

statistics be applied to the Oklahoma population?

A Now, we're talking about national statistics on

smoking as an associated risk for lung cancer?

Q Right.
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A Well, those risk values cause us to bring up

another topic. When you look at those risk factors, the

relative risk values assigned to smoking and lung cancer,

the values are highly divergent. There is a wide risk of

relative risks addressing smoking and lung cancer.

The reason for the divergent relative risks would

be the heterogeneity of the populations being studied and

the conf nders. Which means to me that if one wanted to

study a en ial association, one would have to use a pure

r ^
populati' eliminate all the confounders to determine the

risk.

ou're saying it can't be done? I

saying it -- it can be done if the studies are

d. If you use national data, the -- the

mixture of"M&ariables, the mixture of other risk factors in

the popu; 'n would be so great that the data will not have

siqnific .

looking for the letter of Charles Brodt here.

A I'm sorry.

Q The letter of Charles Hrodt.

A Is that one of my references?

MR. COX: Yeah. It's

THE WITNESS: Which one is that? The letter of

Charles Brodt; okay.

MS. COY: Counsel, I have about three minutes
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worth of tape left before we need to change.

MR. COX: I think I've got a copy of that letter,

if you would like it.

Q (BY MR. WALLACE) Well, I believe it's -- is this

the cabinet review team?

MR. COX: The doctor has it there. I just handed

- THE WITNESS: The Charles Brodt letter was the

presumpt e e igibility for pregnant women letter.

t that separately. Okay. What is the

the Charles Brodt letter?

significance of the Charles Brodt letter,

prior to 1 Oklahoma did not approve pregnant women for

Medicaid` efits for pregnancy until after the delivery.

4 ^Uftiy.

A 'were one of the last states to address this

question. Now, this is a question that had been addressed

in Oklahoma since the early '80s. And criticism was lodged

at the state repeatedly for not certifying medical benefits

for pregnancy until the termination, completion of the

pregnancy.

The argument was made by multiple state agencies

and reports that if the state paid for prenatal care, that

Q MR. WALLACE) Okay.

A now what it was.
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investment in prenatal care dollars would be more than

offset by a decrease in the need for payment for intensive

care for newborns. That is, that if you provide adequate

prenatal care, you will decrease the prematurity rate and,

therefore, improve the health and decrease health care

costs.

In 1991 Oklahoma -- the Oklahoma Medicaid system

agreed t t they needed to pay for prenatal care. The

process 4NOd%veloped that if a woman were pregnant, she

determined as eligible for Medicaid services;

she's eligible for Medicaid services, her

can be financially sponsored by Medicaid.

process by which pregnant women became'

iecFED" Medicaid was called the PE process. The

presumptiv igibility process. The 1991 Charles Brodt

etter to physicians stating that they,letter i

physicia an perform the presumptive eligibility in their

offices ' ^, effort to hasten the process so that a

pregnant woman gets in to receive prenatal care as soon as

possible. That's the purpose of the Charles Brodt letter.

Q Okay.

A It's presumptive eligibility.

Q What is the purpose of your citing the Charles

Brodt letter?

A well, first of all, the Charles Brodt letter
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08:01:19 1

01:24 2

08:01:27 3

08:0133 4

08:01:39 5

08:01:43

08:01:45

08:01:52

08:01:53

08:01:56

08:01:56

08:01:58 1

08:02:01

Oa:02:07

doesn't work. This is a letter saying, "Doctor, you can do

presumptive eligibility in your office." The fact of the

matter is that this is a highly impractical process that is

exercised by very few hospitals and clinics. I know of no

doctors that attempt to perform presumptive eligibility in

their offices, first of all.

Secondly, --

Q Secondly, what?

A Wecondly. I was waiting until you finished

writing y otes.

Q ,no. That's okay.

A sorry. Secondly, the whole intent of this

pro i enable women to get in to -- get in to obtain

pre a al J@Mces early on in their pregnancies because it

08:02:10 1 was very c that unless Medicaid financially sponsored

08:02:15 1 that care wasn't being delivered.

0 8 : 0 2 : 1 9 1 , in 1991 the decision was made to cover

08:02:22 prenatal And until this day -- at least the last I

08:02:26 1 was involved with it, which was July of 1997, still pregnant

08:02:33 2 women in Oklahoma did not receive prenatal care until the

08:02:37 2 fifth month of their pregnancy which is still not very good

08:02:42 22 prenatal care.

08:02:43 23 MS. COY: Excuse me. Counsel, I'm going to run

08:02:45 24 out of tape. We're off therecord at 08:02:48. This is the

j2:50 25 end of tape three.
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08:02:51 1 MR. WALLACE: 11m ready to stop with that.

2 (The deposition of Thomas C. Coniglione, M.D., was

3 adjourned, to be reconvened the following day, Tuesday,

4 September 29, 1998.)
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1

2

3

J U R A T

I, Thomas C. Coniglione, M.D., do hereby state

4 under oath that I have read the above and foregoing

5 deposition in its entirety and that the same is a full, true

and correct transcription of my testimony so given at said

time and place.

Thomas C. Coniglione, M.D.

14

as C. Coniglione, M.D., on this day of

cribed and sworn to before me, the undersigned

in and for the State of Oklahoma by said

, 1998.

NOTARY PUBLIC, STATE OF OKLAHOMA

MY COMMISSION EXPIRES:

(JLM)
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before me Thomas C. Coniglione, M.D., who was duly sworn to

C E R T I F I C A T E
STATE OF OKLAHOMA

) SS:

COUNTY OF OKLAHOMA
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I, Jody McAnally, CSR, RPR, RMR, do hereby certify

that on September 28, 1998, at 9:00 a.m. at the offices of

Professional Reporters, Oklahoma City, Oklahoma, there came

truth; a t at the foregoing 185 pages constitute a full,

testify he truth, the whole truth, and nothing but the

true, an rect transcript of Volumee I of the deposition

of said i ss on the date as indicated.

e st the event of this suit.

o further certify that I am not counsel,

at ey relative of either party, or otherwise '

WITNESS WHEREOF, I have hereunto set my hand

and affi" my seal at my office in Oklahoma City Oklahoma

County, oma, this 7th day of September, 1998.

aham dAria

203 +
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1 ERRATA SHEET

2 DEPOSITION OF THOMAS C. CONIGLIONE, M.D.

3 REPORTER: Jody McAnally, CSR, RPR, RMR

4 TAKEN ON: September 28, 1998

LINE IS SHOULD BE

-_--•n^ --- -
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