ASA Member Sanctioned For Exper t Witness Testimony
Consistent with the ASA Bylaws and Administrative Procedures governing the Expert
Witness Testimony Review Program, the ASA Board of Directors censured Ronald L.
Katz, M.D. in November 2011 for violations of the ASA Guidelines for Expert Witness
Qualifications and Testimony. Pursuant to such procedures, a summary of the reasons
for a sanction imposed by the Board shall be published in the Newsletter.
The case involved a patient who presented to the emergency room with abdominal pain, a
medical history of colitis, hypertension, coronary artery disease, hyperlipidemia, GERD
and diabetes mellitus type II. The provisional diagnosis was partial small bowel
obstruction. The patient was made NPO and medications (including Prevacid) were
continued. The ER team, the primary care team and the consulting surgeon elected not to
place a nasogastric tube. The patient reported no difficulty with previous anesthetics, and
based on physical examination, no difficulty with intubation was anticipated.
The anesthesiologist elected to perform a rapid sequence induction with cricoid pressure.
Two CRNAs, each with over 14 years of experience, intubated the esophagus. Both
attempts were immediately recognized. The anesthesiologist then tried to intubate using a
light wand but again intubated the esophagus, which was immediately recognized. The
patient was eventually intubated via an LMA in conjunction with a fiberoptic
bronchoscope by another anesthesiologist.
Dr. Katz testified that intubating the esophagus was negligent because the patient did not
appear from photographs to have an unusual anatomy and because the patient did not
have intubation problems in other surgeries. He acknowledged that many patients who
appear to have normal airways turn out to be difficult or impossible to intubate.
Nevertheless, Dr. Katz testified: “Doing an esophageal intubation, per se, is not below the
standard of care. I have, in attempting to do an endotracheal intubation, attempted to do
an esophagus, recognized it, pulled it out, and put it in the trachea. That can happen to
anyone. But in this case, given the circumstances of a patient with a full stomach, to put
the tube in the esophagus is to fail to properly do a rapid sequence induction and is below
the standard of care.” This testimony was found to violate ASA Guidelines B1, B2, and
B3.
Further, Dr. Katz testified that the standard of care mandated the placement of a
nasogastric tube because the patient had a full stomach. He told the jury that placing a
nasogastric tube in this case was elementary: “Absolutely. That's Anesthesia 1-A. That's
Medicine 1-A… If the surgeon fails to do it, then it then becomes the responsibility of the
anesthesiologist to pass it.” At the ASA hearing, Dr. Katz confirmed his opinion that the
standard of care requires the placement of a nasogastric tube in all patients with a
presumed full stomach; it is not a judgment call by an anesthesiologist. This testimony
was found to violate ASA Guideline B2.

