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ORDER
Held: Thetrial court properly allowed testimony of the pathol ogi st regarding the decedent’ s
cause of death and testimony of treating physicians regarding the decedent’s prior
condition and opinionsasto hislife expectancy and cause of death. Therefore, anew
trial was not warranted, and the judgment of the circuit court was affirmed.
11 Plaintiff, Marilyn Alevras, special administrator of the Estate of Anthony P. Alevras, filed
amedical negligence claim against defendant, Dr. Rafa Adi, alleging that Dr. Adi failed to place

Anthony on acardiac monitor upon admission to the hospital whichwould have prevented hisdeath
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from sudden cardiac arrhythmia. A jury found in favor of defendant, and plaintiff appeals, arguing
that thetrial court erred in allowing: (1) the pathologist to testify about his conclusion that Anthony
died from sudden and unexpected cardiac arrhythmia; and (2) Anthony’ streating physiciansto testify
regarding hisprior health condition and to give opinionsasto hislife expectancy and cause of death.
Plaintiff further argues that even if the individual errors do not warrant anew trial, the cumulative
effect of these evidentiary errors was so prejudicial anew trial isrequired. We affirm.

12 |. BACKGROUND

13 Plaintiff’scomplaint alleged thefollowing against Dr. Adi. Onand prior to July 3, 2003, Dr.
Adi was Anthony’s interna medicine physician. On July 3, 2003, Dr. Adi treated Anthony,
diagnosing him with a pulled muscle in hisleft buttock. She advised him to follow-up with her in
two or threedays. On July 5, 2003, Anthony went to the Condell Medical Center emergency room
complaining of shortness of breath and pain in theleft buttock. Thetriage examination showed that
his skinwas pale, cool and moist. Healso had cellulitisin hisleft buttock and an abscess on his|eft
upper arm. Dr. Anthony Bekkerman treated Anthony in the emergency room, and he ordered blood
tests, blood cultures, an EKG, and administered antibiotics. Dr. Bekkerman spoke to Dr. Adi
regarding Anthony’s condition and reported that he presented with cellulitis, an abscess, a normal
EKG, and that antibiotics and pain medications were being administered. Dr. Bekkerman
recommended admission to the hospital and a surgical consultation for a possible incision and
drainageof theabscess. Dr. Adi agreed and approved Anthony’ sadmission to thehospital. Anthony
was admitted to Condell and sent to a general medicine room. Anthony was never connected to a

cardiac monitor.
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14  According to the complaint, Dr. Adi breached the standard of care of an internist by failing
to admit Anthony to either atelemetry unit or acardiac intensive care unit, given Anthony’ s health
condition. Anthony had ahistory of diabetes, ablood sugar of 451, aBUN of 47, asodium level of
122, an anion gap of 22.5, and awhite blood cell count of 23,900. All of those numberswere very
abnormal, indicating uncontrolled diabetes and an overwhelming infection.

15  Thecomplaint alleged that Dr. Adi was negligent in the following ways: (1) failing to ask
Dr. Bekkerman for areport of Anthony’ slab work, EKG findings, and complaintsin the emergency
room; (2) failing to order that Anthony be admitted to atelemetry unit, cardiac intensive care, or an
intensive careunit; and (3) failing to admit or transfer Anthony to atelemetry, cardiacintensivecare,
or intensive care unit upon receipt of hislab results. Asadirect and proximate result of Dr. Adi’s
negligence, plaintiff alleged that Anthony’ s cardiac rhythm was not continuously monitored, and he
lost the opportunity of any chance to survive his ultimate cardiac arrhythmia event. As such,
Anthony died on July 5, 2003, as aresult of a cardiac arrhythmia.

16  Among the many pretrial motions, plaintiff moved to bar Dr. Adi’s witness, Dr. Michael
Kaufman, from testifying regarding his autopsy report, arguing that the cause of death was not at
issue and his opinions as to the cause of Anthony’s death would be cumulative to Dr. Adi’ s expert
witness. Plaintiff alsomovedto bar thetestimony of Anthony’ streating physicians, Dr. Robert Koch
and Dr. Fahd Jgjeh, regarding their testimony as to Anthony’s prior health conditions and
noncompliance with medical recommendations made to him. Thetrial court denied the motion to
bar Dr. Kaufman's testimony. Numerous motions in limine were filed by both parties.

17  The trial commenced on August 23, 2010. Dr. Bekkerman testified that Anthony was

admitted around 2:30 am. on July 5, complaining of pain in his left buttock and left leg area.
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Anthony also complained of shortness of breath. Dr. Bekkerman examined Anthony and testified
that he was obese, his oxygen level was normal, his breath sounds were normal, his heart rate was
normal, his abdomen was not tender, and that the left buttock area was tender. Dr. Bekkerman
learned Anthony’ s medical history included cardiac disease and diabetes. Dr. Bekkerman testified
that diabetic patients with infections tended to not respond as well to antibiotics and had more
complications. He ordered blood tests and blood cultures and administered antibiotics and pain
medications. He also ordered an EKG. Anthony’ sEKG showed that he did not have an arrhythmia
while in the emergency room. In the emergency room, Anthony’s blood pressure, temperature,
pulse, and pulse oximetry were all normal. The pulse oximetry measures one’'s concentration of
oxygenin hisblood; so despite Anthony’ scomplaint of shortnessof breath, he was getting sufficient
oxygen through his system. Dr. Bekkerman spokewith Dr. Adi at 5:20 a.m. on July 5 to request that
Anthony be admitted so that he could be further treated with antibioticsfor theleft buttock cellulitis
and aleft arm abscess. Dr. Bekkerman was still waiting for the blood culture results and reported
theblood count resultsto Dr. Adi. Anthony’ swhiteblood cell count was extremely high, indicating
an infection was present, which Dr. Bekkerman believed was evidenced by the cellulitis and abscess
he observed. Although the blood culture results were not back yet, those results would identify the
type of bacteria and only assist the physician in deciding which antibiotic to administer. Dr.
Bekkerman testified that the plan to admit Anthony wasto treat him with intravenous antibioticsand
obtain a surgical consult on the abscess. Because of Anthony’s uncontrolled diabetes, Dr.
Bekkerman believed it was necessary to aggressively treat the infections. Regarding whether to
place Anthony on a cardiac monitor, Dr. Bekkerman did not believe that was necessary since his

EK G was normal and was unchanged since hislast EKG, which wasin hisfile. Once Anthony left
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the emergency room, Dr. Bekkerman had no role in his care. Dr. Bekkerman signed off on the
medi cations he prescribed, and Anthony was sent to ageneral medicinebed. Dr. Bekkerman did not
decide which bed to admit Anthony at the hospital.

18 RitaHale, plaintiff’s sister, testified that she knew Anthony had a heart condition, was an
insulin-dependent diabetic, and suffered a heart attack in the past. On July 5, 2003, plaintiff wasin
Greece. Ritareceived a call from plaintiff on the evening of July 4, aerting her to the fact that
Anthony wasill. Plaintiff asked Ritato check on him. Ritadid so and found that Anthony was short
of breath and had tremendous pain in his left buttock. She took Anthony to the hospital, bringing
with her alist of hisphysiciansand medications. Ritaprovided thelist to the emergency room nurse
and provided some information to Dr. Bekkerman. Once it was decided that Anthony would be
admitted, Ritaleft the hospital. She attempted to call him the next day but Anthony did not answer.
Rita called the nurse's station and asked if someone could check on him because he was not
answering the phone. After being unableto speak to him by phone, Ritareturned to the hospital and
learned Anthony had died.

19 Plaintiff testified that her husband, Anthony, was diagnosed with type 2 diabetesin 1992 and
suffered a heart attack in 1994. He was 39 years old at the time of his heart attack. 1n 2001,
Anthony had asecond heart attack. Dr. Adi was Anthony’ sattending physician at that time because
his regular internist, Dr. Mira Kupisek was out of the country. He was also seen by two
cardiologists, Dr. Koch and Dr. Jgjeh. InJuly 2003, plaintiff wasin Greece. She spoketo Anthony,
who complained of painin hisleg. Hefirst went to the emergency room on July 1. Becausehedid
not seem any better after that visit, plaintiff told him to see Dr. Adi. Anthony saw Dr. Adi in the

officeon July 3. After that, plaintiff asked Ritato check on him. Upon learning of her husband’s
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death, plaintiff returned home and went to the hospital. She asked Dr. Adi why Anthony was not
being monitored. Dr. Adi explained that the nature of his symptoms did not warrant monitoring.
110 Maria Alevras-Chen, Anthony’s daughter, testified that she saw Anthony in the hospital
hoursbeforehedied. Hesaid hewastired and asked shereturnlater. Mariaspoketo hisnurses, and
they advised that he had a pinched nerve and had undergone all of the tests that he needed. Maria
returned later and found out her father had died.

111  Dr. Sheldon Schwartz, plaintiff’ sexpert internist witness, testified that it washisopinion that
Dr. Adi deviated from the standard of medical care in her handling of Anthony’s admission. Dr.
Schwartz believed that Dr. Adi should have advised Dr. Bekkerman to keep Anthony inthe ER until
he had his comprehensive metabolic profile lab work back. According to Dr. Schwartz, because
Anthony complained of shortness of breath and his cardiac history, he should have been admitted
to the ICU and immediately evaluated to see if he had suffered a heart attack. Even though Dr.
Bekkerman determined that Anthony’s shortness of breath was due to the intense pain of the
infections, Dr. Schwartz nevertheless believed that Dr. Adi should have had Anthony admitted to
the ICU. If not the ICU, Dr. Schwartz believed that Anthony should have been placed on a cardiac
monitor or atelemetry unit, where he would be monitored. He believed Anthony’ s potassium level
caused his cardiac arrest, and a cardiac monitor would have picked up on electrical wave changes
in his heart earlier, which would have prompted doctorsto get his potassium level down faster. Dr.
Schwartz opined that had Anthony been placed on a cardiac monitor or in atelemetry or ICU unit,
his chances of being alive would have been much better.

12  On cross-examination, Dr. Schwartz admitted that Dr. Bekkerman did order an EKG and

comparedit to Anthony’ sprior EK G, noting that no changeshad occurred and no abnormalitieswere
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noted. He agreed with Dr. Bekkerman that Anthony’ s EKG showed no change from his June 2003
EKG. Headmitted that Dr. Bekkerman ruled out a cardiac-related cause for Anthony’ s shortness
of breath and determined that it was due to the extreme pain he was in, which was ameliorated by
pain medication. Dr. Schwartz also admitted that the EKG would likely not show an abnormality
given Anthony’s potassium level.

113 Dr. DennisCaralis, acardiologist, testified as an expert witness for plaintiff asfollows. In
Dr. Caralis sopinion, Anthony should have been connected to a cardiac monitor and admitted to an
ICU room where a nurse would be attending to the critically ill patient. Because Anthony was not
monitored, his chance of survival or recovery was decreased. Dr. Caralis admitted that Anthony’s
EK G upon admission was normal but accelerated, called sinus tachycardia. He believed that had
Anthony been monitored before he flatlined, an appropriate intervention could have saved hislife.
Specificaly, Dr. Caralis believed that Anthony would have had a coronary angiogram until he
stabilized and then bypass surgery. He admitted that a“ crash cart,” which respondsto a“ code blue”
in an ICU floor is the same as a crash cart on a general medicine floor and that an ER physician
reports to a code blue event no matter where it occurs in the hospital. He further admitted that a
cardiac monitor cannot prevent a sudden asystole but it will show an evolution of a steady, normal
rhythm to the asystole. Dr. Caralis admitted that a heart can go from a normal rhythm to asystole
but that was not the case of Anthony.

114 Dr. Adi testified that she saw Anthony on July 3, 2003, and that he was morbidly obese,
complaining of pain in the left buttock. She told him to follow-up with Dr. Kupisek, his regular
internist, intwo to threedays. Shedid not observe any signs of infection at the time of thevisit, and

his heart rate and blood pressure were normal. Dr. Adi knew that Anthony had an elevated blood
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sugar but did not know the exact number. She did not know the EK G findings from the emergency
room, and admitted she did not order cardiac monitoring. Dr. Adi testified Anthony’ s presentation
upon admission to the hospital did not indicate the need for cardiac monitoring. According to Dr.
Adi, Anthony’ sEK G wasnormal and his potassium was not high enough. Based on the bloodwork,
Dr. Adi opined that Anthony was possibly dehydrated. She testified that the results were not so
terriblethat cardiac monitoring was necessary. She admitted that it was always possible Anthony’s
heart rate could be disturbed, but that was true of anyone. She testified anyone at any time could
have a heart attack. But based on his symptoms, his EKG, and his lab work, Dr. Adi did not deem
it necessary to place Anthony on acardiac monitor. Based on her conversation with Dr. Bekkerman,
Dr. Adi understood Anthony to have cellulitis of the left buttock and an abscess on his arm, and
treatment focused on theinfection. The blood culture came back negative, which Dr. Adi testified
meant his infection was localized. Regarding cardiac monitoring, a sudden cardiac arrhythmiais
unpredictable and may or may not be picked up by a monitor in time for any intervention.

115 Dr. Joseph Messer testified as an expert witness for defendant. Dr. Messer, a cardiologist,
testified that Dr. Adi’s conduct did not cause the outcome in this case. He testified that Anthony
would not have had agreater chance of survival had Dr. Adi admitted him to an intensive care unit
roominstead of ageneral medicineroom. Dr. Messer explained that the cause of death wasasudden
cardiac standstill and the environment in which such an event occurs does not affect the outcome.
Cardiac standstill is the condition in which the heart ssmply stops; it isalso called asystole. Unlike
cardiac arrestsdueto ventricular fibrillation or ventricular tachycardiawhere thereisawarning that
theheart isirritated or beatingirregularly, asystole occurs suddenly within abeat or two. Dr. Messer

testified that it is very difficult to resuscitate a patient with asystole. A cardiac monitor would not
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provide any lead time to forewarn medical personnd that the asystole was coming. Asystole is
depicted on amonitor with a“straight line,” indicating cardiac activity has ceased. Withinaminute
or seconds, the heart stops, and the patient becomes lethargic and quickly loses consciousness.
When a patient is on amonitor, nurses are typically not watching the monitor at all times. Rather,
an abnormality usually sounds an alarm to alert medical professionals. Dr. Messer testified that
asystole was consistent with the nurse’ s deposition that Anthony became pale and passed out while
she was starting hisnew V.

116 Dr. Messer knew Anthony died from asystole by reviewing the records. According to the
records, the nurse went into Anthony’s room and noticed his IV was dislodged. She got another
nurse to assist her in starting a new intravenous line. While they were working on Anthony, he
suddenly became pal e, stopped breathing, and arrested. They called acode blue, and the appropriate
personnel responded. The first EKG was done very quickly because Anthony’s room was right
outside the nursing station, and it showed asystole. Dr. Messer testified that a code blue situation
is not run any differently in an intensive care unit than it is on a general medicine floor. The
presence of a cardiac monitor would also not change the way a code blue is run.

117  Further, Dr. Messer testified that he did not believethat Anthony’ sasystole wastriggered by
a complete metabolic abnormality. Even if his metabolic abnormalities contributed, Dr. Messer
opined that he was being treated in the same way as he would have been treated in an intensive care
unit, with insulin and fluids. He also opined that Anthony’s potassium was not at a level that is
deleterious to the heart. Anthony’s EKG would have shown evidence of hyperkalemia (high
potassium) if his potassium level was affecting hisheart. Similarly, Dr. Messer noted that Anthony

had mildly high liver enzyme levels and liver function tests, which may have been caused by the
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infection or his dehydration, and he was receiving the same treatment (antibiotics and fluids)
regardless of the type of hospital unit he wasin.

118 In reviewing the medical records, Dr. Messer noted that Anthony’s medical challenges
included obesity, high blood pressure, uncontrolled diabetes, a history of deep venous thrombosis
that wastreated with Coumadin but not well-monitored, a1994 heart attack, and a2001 heart attack.
After the 2001 heart attack, it was recommended that Anthony have bypass surgery but he opted to
haveastent put in. Dr. Messer opined that Anthony’ shistory of coronary artery disease contributed
to the asystole. Dr. Messer testified that Anthony’s heart had scars and aneurysms from his past
heart attacks, which interfere with the normal electrical conduct of the heart and can cause the heart
to stop suddenly. Finally, Dr. Messer testified that based on Anthony’ s history as of July 2003, he
believed that Anthony had alife expectancy of less than five years.

119 IrenePochtarev, Anthony’ sattending nurse, testified that on July 5, 2003, around 1:00 p.m.,
she went to Anthony’ sroom to take hisvitals and hisblood sugar. Anthony was sleeping when she
went into hisroom. Irenenoticed his|V had dislodged, and she woke him and asked him to turn on
hisback so she could restart an 1V line. She could not find avein, and went out in the hall and asked
another nurse, Toni, to assist. They returned to Anthony and began trying to start the new IV line.
Irene saw Anthony turn pale, and they immediately called the code blue.

120 Dr. Avery Hart testified for defendant regarding the standard of care for internal medicine
physicians. Hetestified that in hisopinion, Dr. Adi complied with the standard of care required of
an internist faced with Anthony’ s presentation at the emergency room. Dr. Hart based this opinion
on areview of therecords, which indicated that Dr. Bekkerman saw no changesin Anthony’ SEKG,

determined the shortness of breath was resol ved with treatment for pai n associated with his buttock,

-10-
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and diagnosed Anthony with theabscessand cellulitis. Dr. Hart testified that Anthony’ sblood sugar
of 451 did not require intensive care treatment. Thefact that Dr. Adi did not remember at the time
of Dr. Bekkerman’ scall that she saw Anthony in June 2001 when he was admitted for aheart attack,
again covering for Anthony’ sregular physician, did not violate the standard of carefor an internist.
Regardless, the prior cardiac history did not require admission to an intensive care unit because the
treatment Anthony needed-insulin, antibiotics, and fluids-did not need to be administered in such
aunit. Dr. Hart testified that none of Anthony’s lab results rose to alevel that required ICU care.
121 Dr. Hart testified that the treatment provided to Anthony was appropriate and did not need
to be provided in an ICU setting. Anthony was given pain medications because cellulitis, a soft
tissue infection, isvery painful. He was also given antibiotics, which would be given whether the
infection waslocalized or generalized. Hewasalso given fluidsand insulin to bring his blood sugar
down, his potassium down, and his sodium level up. Dr. Hart testified that based on the lab work,
it did not appear that Anthony’ sinfection had escalated into sepsis, amore generalized infection of
the blood.

122 Thefollowing videotaped evidence depositions were also admitted, which we summarize
using the transcripts of those depositions. Dr. Fahd Jgjeh, Anthony’ s cardiologist, testified that he
first treated Anthony in 1994, when he performed an angioplasty procedure on him after he had a
heart attack. He then saw Anthony again in 2001 after he had another heart attack, at which time he
discussed options with Anthony because he had so many more blocked arteries. Dr. Jgjeh
recommended bypass surgery but al so offered another angiopl asty procedure. Anthony opted for the
angioplasty. Dr. Jajeh also observed ankle edema in 2001, indicating heart failure. Anthony

returned in 2002, complaining of shortness of breath. Dr. Jgjeh believed he was developing

-11-
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congestive heart failure. Because of the diminished heart function and progressive heart failure, Dr.
Jajeh opined that Anthony wasat high risk for sudden, potentially fatal cardiac arrhythmia. Dr. Jgjeh
noted in Anthony’s chart that he did not take his medications regularly and was still overweight.

123  Dr. Michad Kaufman, the supervising pathol ogist who handled Anthony’ sautopsy, testified
that he did not perform the gross examination of the organs but worked with his attending
pathologist on the final report. Dr. Kouzov, the attending pathol ogist, performed the incisions and
gross examination of theorgans. Dr. Kaufman reviewed the microscopic tissue slides with him and
worked on the final conclusions. The final autopsy report listed the immediate cause of death as
sudden and unexpected cardiac death secondary to a presumed cardiac arrhythmia. Dr. Kaufman
testified that Anthony’s main disease was severe hypertensive and arteriosclerotic cardiovascul ar
disease. Dr. Kaufman explained that in pathology terms, “sudden and unexpected” events occur
whereanindividual diesnot dueto alongstandingillnessand their deathisnot necessarily expected.
In this case, it was due to an abnormal fatal heart rhythm. He explained that it was not a situation
where Anthony showed signs over the course of days that an arrhythmia was impending. Dr.
Kaufman explained that Anthony had obvious risk factors that made asystole more likely than in
another person. However, based on what had occurred, where Anthony presented with a skin
infection and uncontrolled diabetes and then suddenly became unresponsive in the presence of the
nurse, his cardiac arrest was “sudden and unexpected.” Dr. Kaufman acknowledged that the
preliminary autopsy report indicated that the cause of death was subacute myocardial infarction of
the lateral wall of the left ventricle of the heart. Dr. Kaufman explained that preliminary reports
recorded one’ sfirst impressions after gross examination of the organs. Preliminary reports did not

factor in tissue slides or toxicology or other microbiological tests. Hetestified that the final report
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did not indicate subacute myocardia infarction because there was no evidence of any subacute or
acute myocardial infarction in that location after he reviewed the tissue slides. Evidence of acute
or subacute myocardial infarction would show in the slides as dead muscle tissue but Anthony’s
slides showed only scar tissue, which indicated evidence of older heart attacks, not recent ones.

124 Dr. Robert Koch, another cardiologist who treated Anthony, testified that he saw Anthony
on June 24, 2003, after he had an emergency room visit for angina-like symptoms. Dr. Koch was
not Anthony’s primary cardiologist but noted that he had previously declined open heart bypass
surgery. Hetestified that this meant to him that the patient had already decided to live life with the
possibility of future heart attacks and angina because he had chosen to open one artery instead of
having all the arteries benefit from abypass. Hisstresstest exam in June 2003 showed that Anthony
was not suffering from an acute heart attack and the only ischemia, or reduced blood flow, wasfrom
that of the dead muscle areafrom the prior heart attacks. Dr. Koch noted that Anthony’ s June 2003
EK G wasunchanged from his prior one, and that his heart muscle wasweakened but not much more
than after hislast heart attack. He recommended that Anthony take ablood pressure medication and
follow up with Dr. Jgjeh after he have afollow-up stresstest. Dr. Koch believed that Anthony was
at risk for some cardiac event in the future when he last saw him in June 2003. Dr. Koch believed
he was at risk of afatal cardiac arrhythmia. Dr. Koch testified that had he been consulted upon
Anthony’ s admission, he would not have had him in a monitored bed because he was not having
cardiac symptoms. He would not have had the stress test done in-patient because Anthony was not
having cardiac symptoms. The shortness of breath that Anthony reported would not have prompted

Dr. Koch to give any cardiac orders or to place Anthony in atelemetry unit.
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125 Finaly, Dr. MiraKupisek, Anthony’ s regular internist, testified that Anthony had insulin-
dependent diabetes, high cholesterol, obesity, high blood pressure, coronary artery disease, history
of two heart attacks, and deep vein thrombosis. He also had a history of recurrent abscesses. Dr.
Kupisek testified that Anthony’ s diabetes was usually uncontrolled because of his poor compliance
with diet, medi cations, blood glucose monitoring, and exercise. All of thesefactorsalso contributed
tohiscoronary artery disease. Dr. Kupisek testified that she believed Anthony’ slife expectancy was
not morethan fiveyearsas of June 2003, and believed it was actually successful that helived solong
after the last heart attack with a heart that was so poor.

126 Thejury foundinfavor of defendant on August 30, 2010. Plaintiff filed amotion for a new
trial, which was denied on January 18, 2011. Plaintiff timely appeaed.

127 1. ANALYSIS

128 Plaintiff arguesthat sheisentitled to anew trial because of the cumulative errors caused by
the trial court in allowing: (1) Dr. Kaufman to characterize the “official” cause of death as being
“unexpected” cardiac arrhythmia; and (2) Dr. Jgjeh, Dr. Koch, and Dr. Kupisek to testify regarding
Anthony’ slife expectancy. We disagree.

129 Plaintiff arguesfirst that Dr. Kaufman should not havebeen all owed to testify about the cause
of death in thefinal autopsy report because the cause of death was not disputed and the terminol ogy
“sudden and unexpected” were terms of art, not based on his expertise as a pathologist. Further,
plaintiff argues that she requested a physician outside of Condell to perform the autopsy so results
were not “fudged.” Dr. Kaufman testified that no such conversation took place; plaintiff testified

to the opposite.
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130 Thetrial courtisinthe best position to make decisions regarding the admission of evidence.
Gauger v. Hendle, 2011 IL App. (2d) 100316,1198. Wereview evidentiary decisionsunder an abuse
of discretion standard. Id. A trial court abusesitsdiscretion where no reasonable person would take
the view adopted by the trial court. 1d. Here, Dr. Kaufman testified regarding the contents of his
autopsy report. Plaintiff’ scomplaintsabout Dr. Kaufman’ stestimony do not affect theadmissibility
of histestimony, but rather the weight to be assigned to hisopinions. Moller v. Lipov, 368 III. App.
3d 333, 344 (2006). Plaintiff arguesthat Dr. Kaufman should not have been allowed to testify asto
the cause of death because Dr. Messer and Dr. Caralis agreed that Anthony died of a cardiac
arrhythmia. Dr. Kaufman, however, testified further that the tissue slides did not show evidence of
arecent heart attack and therefore, the death was due to a sudden and unexpected asystole event.
Further, plaintiff complains that Dr. Kaufman did not have proper authorization to perform the
autopsy. However, this information was brought in inadvertently by the defense, and the court
allowed plaintiff to testify in rebuttal on that point to correct the error. Finally, plaintiff argues that
Dr. Kaufman’'s terminology was aterm of art and differed from the preliminary autopsy report’s
results. Again, Dr. Kaufman was cross-examined on these points, and he explained what he meant
by “sudden and unexpected” and the differences between preliminary and final autopsy reports. The
arguments that plaintiff raises go to the weight the jury should place on Dr. Kaufman’ s testimony,

not its admissibility. Contrary to plaintiff’s argument, the fact that Dr. Kaufman was allowed to

! Plaintiff makes a conclusory allegation in her brief that Dr. Kaufman was not qualified to
characterize Anthony’ s arrhythmia as sudden or unexpected. The record demonstrates otherwise;
Dr. Kaufman testified as the pathol ogist who reviewed the microscopic tissue slides and explained
his conclusionsin terms of his experience and knowledge as a pathologist. Regardless, plaintiff’s
argument isundevel oped and unsupported by legal authority and forfeited onthat basis. Ill. Sup. Ct.
R. 341(h) (eff. July 1, 2008). Similarly forfeited is plaintiff’s undeveloped and unsupported
statement that Dr. Kaufman'’ stestimony was exacerbated by defense counsel’ sstatementsin opening
and closing arguments that the cause of death was sudden and unexpected.
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testify regarding the difference between apreliminary and final autopsy report did not remove from
the jury’s province the credibility or the weight to be afforded in his cause-of-death opinion.
Therefore, we reject plaintiff’s argument that the trial court abused its discretion in letting Dr.
Kaufman testify as to his autopsy report.

131 Next, plaintiff argues that the testimony of Dr. Koch, Dr. Jgjeh, and Dr. Kupisek further
prejudiced her case. Plaintiff arguesthat these non-treating physicians should not have been allowed
to provide expert testimony when they did not treat Anthony during hislast admission to Condell.
First, these physicians were allowed to testify as independent experts pursuant to Illinois Supreme
Court Rule 213(f)(2) (eff. Sept 1, 2008). Thetrial court allowed these witnessesto testify regarding
their treatment of Anthony’ sailments prior to hisfinal admission to Condell. Thetrial court barred
thesewitnessesfromtestifying that Anthony’ sfailureto comply with their recommendations caused
his own death, but the court allowed them to opine asto hislife expectancy and their opinion asto
what may have caused his death.

132 In Geersv. Brichta, 248 11l. App. 3d 398, 407 (1993), the defendants argued that the trial
court improperly admitted the deposition testimony of treating physi cians because both testified that
it wasonly possiblethat the plaintiff’ sneck problemswere caused by the collision. The court stated
that a physician may testify to what might or could have caused an injury despite any objection that
the testimony isinconclusive. 1d. “Such testimony is but the opinion of the witness given on facts
assumed to betrue.” Id. Thetrier of fact still hasthe duty to determine the facts and the inferences
to be drawn from those facts. Id. In that case, the doctors had testified that based upon their
examinations and treatment of the plaintiff’s neck injury, they believed it was possible the injury

stemmed from the automobile collision. 1d. at 408.
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133 Likewise, Anthony’ sdoctorstestified regarding thetreatment they provided to Anthony prior
to hisfinal admission to Condell. They also provided their opinion asto hislife expectancy given
the state of Anthony’s health during their last encounters. Contrary to plaintiff’s argument, these
witnesses did not testify as to the standard of care that applied to Dr. Adi. Dr. Jajeh was asked
whether he had hospitalized Anthony on certain occasions, and he answered that he did not. Dr.
Kochwasasked whether hewould have ordered any testsor ordered acardiac monitor if hehad been
consulted upon Anthony’ sfinal hospital admission; hedid not opinethat Dr. Adi breached her duties
to Anthony. Both Dr. Jgeh and Dr. Koch provided information regarding the condition of
Anthony’ sheart as of hislast visitswith them. Dr. Kupisek testified that in her opinion, Anthony’s
failure to monitor his diabetes and other conditions contributed to his ultimate heart attack. All of
the doctors believed Anthony was at high risk for a sudden heart attack because of his damaged
heart, uncontrolled diabetes, high blood pressure, obesity, and other ailments. Their opinions did
not address whether Dr. Adi violated the standard of care applicable to an internal medicine
physician in failing to admit Anthony to a cardiac intensive care unit or otherwise having him on a
cardiac monitor based on the symptoms he presented with in the emergency room. While defendant
sought to admit this evidence to support her argument that Anthony came to the hospital with a
higher risk of suffering a heart attack seeking treatment for his muscle pain and infection, this
testimony could have been construed by the jury in plaintiff’s favor as they argued because of his
prior health conditions, he should have been on a cardiac monitor. We do not know how the jury
construed the information. Regardless of how the jury weighed the evidence, we reject plaintiff’s
argument that the trial court abused its discretion in admitting this testimony because it was not

cumulative of the standard-of-care issue.
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134 [1l. CONCLUSION
135 For the reasons stated, we affirm the judgment of the circuit court of Lake County.

136 Affirmed.
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