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BY MR. KNIGHT: 

Q. Would you please state your name for us? 

A. My name is Denise Gehrling. 

Q. And what is your occupation or profession? 

A. I'm a clinical psychologist. 

Q. And you have a PhD; is that correct? 

A. Yes. 

Q. So I'll refer to you as Dr. Gehrling. Is that satisfactory? 

A. Yes. 

Q. Dr. Gehrling, you have just been sworn as a witness in this case to give true testimony 

regarding certain facts and circumstances, and you understand that; correct? 

A. Yes. 

Q. Good morning to you. 

A. Good morning. 

Q. Are you -- as a neuropsychologist, are you licensed within the State of Illinois? 

A. I am licensed as a clinical psychologist through the Illinois Department of Professional 

Regulation and have been since February of 1991. 

Q. Is neuropsychology a specialty within the field of -- the general field of psychology? 

A. Yes. Neuropsychology is a subspecialty. It concerns brain behavior relationships. 

I generally evaluate and treat people with suspected brain dysfunction. 

Q. Can you tell us -- we'll get into more detail a little bit later with respect to this particular 

case, but can you tell us what brain dysfunction is as a phenomenon that you address your 

expertise and profession to? 

A. Certainly. The brain is the most important organ in the body in that it controls thinking, 

feeling, emotions, motion, basically all of the functions of the human body. 

When the brain is injured or for some other reason not functioning well, then patients tend to 

have a wide range of symptoms in a variety of areas. 

It is my task to specify what problems they may be having and help them to cope with those 

more effectively. 

Q. Are you engaged in what, for lack of a better term, I'll refer to as a private practice? 

A. Yes. I am not an employee. I work as a private contractor to a number of agencies. 

One of those is the Paulson Center where we are currently located. 

I also work in several different pediatric nursing homes, as well as doing evaluations for the 

State of Illinois. 

Q. For how long have you been in private practice evaluating patients within the specialty 

area of neuropsychology? 

A. Since approximately May of 1991. 

Q. So that would be about 12-and-a-half years or so? 

A. Approximately. 

Q. So in the course of that evaluation, I -- tell me if I'm wrong, but I assume you see patients 

with suspected brain dysfunction problems? 
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A. Yes. They are generally referred to me by a medical doctor of some sort, and because of 

concern that they may be having difficulty with this, and I then do an evaluation to see if they 

are having problems, and if so, what I can do to be helpful for them. 

Q. Let me direct your attention to October 1 of 1998, and I would like to ask you if on that 

date you received a patient by the name of Jerry Wattron for whom you were requested to 

provide some care or attention? 

A. Yes. Mr. Wattron was referred by his physiatrist Dr. Eilers for evaluation to me, and our 

first date of evaluation was October 1 of 1998. 

Q. And that Jerry Wattron would be the plaintiff in this case, is that correct, to your 

knowledge? 

A. Yes. 

Q. Where did you first see the plaintiff? 

A. He was seen here at the Paulson Center for three sessions of evaluation and then a 

feedback on the results of the evaluation. 

Q. And did you say that you received him as a patient on a referral from Dr. Eilers? 

A. Yes. 

Q. Can you tell me what the scope of that referral was, as you recall it, what you were asked 

to do for Dr. Eilers with respect to the plaintiff? 

A. Dr. Eilers was concerned that Jerry may be exhibiting symptoms consistent with a 

traumatic brain injury, and he asked me to do a more in-depth evaluation regarding that. 

Q. Is traumatic brain injury one of the entities or categories of brain dysfunction? 

A. Traumatic brain injury is one mechanism that can cause brain dysfunction. 

Q. So when you were to conduct a more in-depth evaluation, were you going to try to 

determine whether there was a brain dysfunction and then whether it was traumatic brain 

injury as Dr. Eilers suspected or some other entity which was causing it? 

A. Yes. And then to make recommendations in terms of reducing the impact of those 

symptoms. 

Q. Okay. Was it also part of your problem to evaluate the nature and extent of that brain 

dysfunction that Dr. Eilers suspected the patient was having? 

A. Yes. That's part of the purpose of the evaluation. 

Q. Now, based on what you've told me, you are not a medical doctor; correct? 

A. No. I'm a clinical psychologist. 

Q. How is it that doctors like -- well, let me -- let me withdraw that, and, first, is Dr. Eilers the 

only doctor that refers patients to you for this type of neuropsychological evaluation? 

A. No. I get referrals from many doctors in the community, either physiatrists or several 

neurologists. 

Q. How is it that -- or what is it about your expertise or profession that doctors would refer 

their patients to you for more in-depth evaluation of their suspected brain dysfunction? 

A. The usefulness of a neuropsychological evaluation is that it specifically addresses thinking 

and emotional problems that are associated with brain dysfunction. 
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That's a good compliment to the services of a neurologist who usually looks at the sensory 

and motor components of brain dysfunction. 

Q. I presume doctors study psychology when they're in medical school; is that your 

understanding? 

A. I'm not sure. 

Q. Okay. 

A. I know that they have at least some training in psychiatry as part of their broad overall 

medical education, which is similar but more medically based than psychology. 

Q. So how does your training in the field of psychology, and, in particularly, neuropsychology 

differ as far as its intensity or its focus than that which a physiatrist or a primary care doctor 

might have? 

A. As noted, I'm not a physician, and so, therefore, it's not medical training. 

As a clinical psychologist, I learn things such as testing and evaluation, different technical 

information regarding certain conditions of the brain, how those are expressed, and, in 

particular, with a focus on remediation therapy, ways to assist the patient in a practical sense 

to live more effectively with their symptoms. 

Q. Is it fair to say that the nature of your -- and scope of your education is such that you have 

a much more extensive focus on brain function in your education and training than a primary 

care doctor would have, generally speaking? 

A. Most likely, although I think the area that I'm probably more intensely trained in than 

medical doctors are the emotional and behavioral implications and symptoms of both 

psychological disorders and brain trauma. 

Q. Okay. Let's talk a little bit about your formal education and background, if we may. 

You're a college graduate, I presume? 

A. Yes, UCLA. 

Q. And do you remember when you graduated from UCLA? 

A. I believe it was '76. 

Q. Okay. 

A. '80 -- 

Q. In 80? 

A. I'm sorry. I started in '80. 

Q. All right. 

A. I graduated in -- I started in '76. I graduated in '80. 

Q. And did you graduate with any honors? 

A. Yes. I graduated with highest honors. 

Q. Is that what people sometimes call a summa cum laude? 

A. Yes. 

Q. And after your undergraduate degree, did you proceed to graduate school? 

A. Yes. I went to Arizona State University and received both my master's and later my PhD 

in clinical psychology. 

Q. Do you remember when you received your PhD in clinical psychology? 
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A. It was August of 1989. 

Q. Okay. In that course of study through college, graduate school, and for your PhD, did you 

spend a substantial amount of your study time focusing on brain dysfunction, its evaluation, 

testing for it, such things as that? 

A. Yes. I did the neuropsychology courses which were available within the broad clinical 

psychology program. 

I also chose internships, which are part-time supervised jobs that are part of the program, 

which were focused on neuropsychology. I worked in the neuropsychology unit of the VA 

Medical Center. 

I also worked in an outpatient head injury treatment program, and as part of my graduate 

education, there is a one-year, full-time internship which I did at the Rusk Institute of 

Rehabilitation Medicine, which is the rehabilitation portion of NYU Medical Center in New 

York City. 

Q. And during those -- I take it, it sounds like those training experiences took place while you 

were still engaged in your graduate level education, is that correct, to this point? 

A. Yes. 

Q. And can you tell me a little bit to what extent you were involved with evaluating brain 

dysfunction cases during those work experiences? 

A. During the internship, it was exclusively focused on neuropsychology, half adult and half 

child, and at that point that was a fairly intensive experience in that way. 

Since I have been in private practice, I have been both evaluating adults outpatient and I 

also work with children, as I mentioned, in pediatric nursing homes who have brain 

dysfunction, as well. 

Q. Okay. I did want to move a little bit into after you finished your education in 1989, and I 

think you've told me earlier you have been in private practice since about 1991? 

A. Yes. 

Q. Can you tell -- elaborate a little bit further on the extent of your ongoing development of 

your expertise and any additional training you may have had in evaluating of brain 

dysfunction cases during that work. 

A. As I mentioned, my internship was very intensely focused on neuropsychology. 

Following that I was the director of services for Saint Colettis of Illinois, which was a facility 

for mentally handicapped children and adults. 

Following that I went into private practice, and since that time I have been evaluating adults 

on an outpatient basis, both at the Paulson Center and for the Illinois Department of 

Rehabilitation, as well as evaluating children in the pediatric nursing homes. 

In terms of continuing education, I always attend both the national and the state conference 

on a yearly basis in order to keep current in terms of developments in neuropsychology. 

Q. Okay. Incidentally, during the course of your education, either during the college and 

graduate years or continuing education, have you learned anatomy of the brain and the skull 

as part of your work? 

A. Yes. 
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Q. Is that a standard part of the education for neuropsychology? 

A. Yes. 

Q. Are there any professional organizations or societies that help you keep abreast of the 

developments in the field of neuropsychology and the things that you're colleagues are 

doing? 

A. I'm a member of both the Illinois Psychological Association and the American 

Psychological Association, as well as Division 40, which is the neuropsychology division of 

the American Psychological Association. 

Through those I go to conferences, receive journals, things of that nature. 

Q. During the course of your work, have you received any awards or honors because of 

performance that you've engaged in? 

A. Yes. Both undergraduate and graduate I received a number of scholarships, as well as 

Phi Beta Kappa, and a child clinical training grant for my internship. 

Q. What I think I would like to do now is to move along, but do you have a written summary 

of your education and work experience that would contain some of the details that we 

haven't been able to address here of your background? 

A. Yes. It's called a vitae. It's marked as Plaintiff's Exhibit 16. The one update is that the 

licensure is expiring in 2004, not 2002. Everything else is current. 

(Plaintiff's Exhibit No. 16 marked.) 

BY MR. KNIGHT: 

Q. Okay. So, whereas, on that written document it says, “Expires September 30, 2002,” the 

expiration date is actually 2004 now? 

Is that the change -- 

A. Yes, because -- 

Q. -- that you made? 

A. -- I have renewed it since that time. 

Q. It's been renewed. Okay. 

Other than that, did you say that this is a true and accurate summary of the things that we've 

talked about and your background and education in general? 

A. Yes. 

MR. KNIGHT: Then I would at this time like to offer that exhibit into evidence, if there is no 

objection at this point. 

MR. DOMBROWSKI: That's fine. 

BY MR. KNIGHT: 

Q. Okay. Let's get back to the patient, Jerry Wattron, the plaintiff in this case whom you first 

saw, as I understand it from your prior testimony, on about October 1 of 1998; is that 

correct? 

A. Yes. 

Q. At that time were there certain steps that you took as a matter of custom and practice in 

order to evaluate a patient who was referred to you by a doctor such as Dr. Eilers requesting 
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that you conduct an in-depth neuropsychological evaluation to determine whether there was 

a brain dysfunction, and to what extent there was, and what caused it? 

A. Yes. At that point I began the process of neuropsychological evaluation. That consists of 

clinical interviews with the patient, including their medical, social, and vocational history, as 

well as their perceptions of any current problems, and their description of any incidents. 

In addition to that, I interview significant others, get the patient's permission to seek medical 

records. Then I begin the process of testing. 

At the conclusion of that, I gather all of that information, look at it as a whole and make a 

diagnostic conclusion. 

Q. And, in general, did you follow that system with respect to your care and treatment of the 

plaintiff, Jerry Wattron? 

A. Yes. 

Q. I take it you didn't do all that on October 1 of 1998; is that correct? 

A. No. That was a three-day process, October 1, October 7, and November 5 of 1998, 

followed by a feedback session to go with the results and recommendation. 

Q. Why do you -- why did you do a clinical interview in this case, and in general, of the 

patient? What are you attempting to learn that helps you do your evaluation? 

A. In the clinical interview, as I mentioned, I look at things such as medical history, vocational 

history, academic history. 

Part of the reason for that is because I need a context to interpret the information that I'll be 

receiving, and I want to rule out that a person has had something like a severe learning 

disability or a prior head trauma that might be accounting for some of the symptoms that I 

could see in the evaluation. 

Q. Okay. 

A. I'm also interested in their perception of their symptoms, what problems they've been 

having. 

Q. At the same time as you're taking this history from the patient, do you also observe them 

as a neuropsychologist to see whether there are any signs or symptoms of a brain 

dysfunction? 

A. Yes. I think behavioral observation is a very important part of the evaluation. That's one of 

the reasons that I do all of my own testing as opposed to delegating it to a psych technician, 

for example, because I want prolonged one-to-one interaction with the patient. 

And at that point I'll observe things such as their mood, their memory, their ability to 

concentrate in the process by which they do the testing. 

Q. Is it your custom and practice to make a written record of the examinations that you've 

performed, the history you've taken, the tests and so forth so that you can recall them later 

and provide them for use for other doctors or for your own use as you continue to treat the 

patient? 

A. Yes. I always do a written evaluation after the evaluation process, both for the reason you 

mentioned, and also because I want to be able to give the patient a written document to refer 

back to later, especially in terms of implementing the recommendations. 
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Q. And did you do that in this case? 

A. Yes. 

Q. Is that what would be referred to as a chart for the patient or do you have a chart for the 

plaintiff, Jerry Wattron, that you created? 

A. Certainly, and a large part of that chart is the written and typed neuropsychological 

evaluation, treatment notes, and neuropsychological reevaluation. 

Q. Well, I'm going to ask you some detailed questions, so if you have a copy of your 

evaluation from that time period that we've talked about in October of 1998 with respect to 

the plaintiff, Jerry Wattron, can you -- do you have that in front of you now so you can resort 

to it, if necessary, to refresh your recollection or -- 

A. Yes. 

Q. -- provide us with information that you've recorded? 

A. Yes, I do. 

Q. In part of your clinical interview -- and you mentioned that you were attempting to take a 

history -- can you tell me what you learned from Jerry Wattron concerning his statement as 

to the history of what lead to his problems? 

A. In terms of a social history, he noted that he was the third of six siblings raised at home by 

his married, biological parents, with his parents and sibling being alive and well and him 

maintaining contact with them, that he graduated high school, described himself as an 

average student, said that he had never needed special education services or been 

diagnosed with any learning problems. 

He also completed a year of training in mechanics in auto body, worked in car dealerships, 

and later opened his own auto body repair shop in July of 1980, and at the time that I saw 

him, he was continuing to own and operate that and reported that he was doing well. 

He was single, didn't have children, was -- reported a positive romantic relationship at that 

time with a girlfriend and lived alone. 

His medical history was unremarkable. He was not reporting surgeries, illnesses, injuries, 

hospitalizations, psychiatric history, prior brain trauma. 

Q. Now, let me stop you for a moment and just ask, why is that something that you would be 

concerned about in doing your evaluation as to whether he had a brain dysfunction and what 

may have caused it? 

A. Because it's important to see the current information in the context of previous functioning, 

and so because of that, as I said, if he had a severe learning disability, if he had a major prior 

head trauma, if he had a long psychiatric history, those would be things that could 

conceivably result in testing -- in an impact on the testing, and it's important to know those, 

and, if possible, to rule them out in order to rule out competing explanations for any changes 

or problems I was seeing. 

Q. Okay. Well, I interrupted you and you were telling me the history. 

So you got to the point where you told me about the fact that there was no significant prior 

medical history. 
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Would you continue to tell me what you learned in particular with respect to his recollection 

of what he thought may have caused the problems he came to you for. 

A. He described a motor vehicle accident on May 11 of 1998. He mentioned that he was 

alone driving and that he was hit on the front driver's side by another driver who he reported 

failed to yield the right-of-way while he was making a left turn. 

At that point he said his recollection is a little sketchy. He mentioned that he thinks he 

remembers the impact, that he wasn't sure if he was unconscious, maybe for a small while, 

that he doesn't know if he hit his head, and that he doesn't really think he remembers all of 

what happened immediately. 

Q. Now, you made some detailed notations of that description that he gave concerning what 

he remembered at the time of the accident in your evaluation; is that correct? 

A. Yes. 

Q. Well, why is it that you emphasized that in detail as you were recording your evaluation? 

A. The reason for that is that generally, in order for a head trauma to have occurred, there 

needs to be some change in consciousness, and a -- and not necessarily a loss of 

consciousness, but a change in consciousness. 

His description was typical of what I generally hear from people who have had a mild head 

trauma, that they -- it's a little sketchy, they're not sure they remember all of it; they 

remember parts of it, and that they're not really clear whether or not they were unconscious, 

because it's hard to know that if you are, you know, maybe just for a little bit, but that he got 

out of the car. 

And so his description to me told me that he wasn't comatose and he wasn't having a 

prolonged period of unconsciousness, but that he was describing changes in consciousness 

which could be consistent with a mild head trauma. 

Q. Okay. If a patient that you were seeing had had no altered consciousness, typically what 

type of a description do you get of a patient as to the event that they're describing? 

A. If they have no altered consciousness, generally they have a clear and continuous recall 

of the event, meaning they remember the impact, they remember exactly what happened 

afterwards. 

They do know whether or not they hit their head. They do know whether or not they were 

unconscious. You know, they -- they are more clear and continuous in their recall. 

Q. Okay. Once again, I interrupted you, which I'm going to do from time to time -- forgive me 

-- but as I think of things, I'll stop and ask them, but you were telling me about the history. 

Was there any other significant history that would help the Ladies and Gentlemen of the Jury 

understand the basis for any conclusions you reached concerning this patient? 

A. He noted that he declined an ambulance at the scene, went on to work, but became 

increasingly concerned about pain and other symptoms, and went to an emergency around 

two weeks later, an emergency room, because, as he described it, his head didn't feel right, 

that he thought he -- it would go away but it didn't, that there was a tingly feeling centered on 

the top of his head. 

http://www.rosenfeldinjurylawyers.com/
http://www.rosenfeldinjurylawyers.com/nursing-home-injuries.html


 

Courtesy of RosenfeldInjuryLawyers.com | (888) 424-5757 9 

He described it almost as like your foot being asleep, and he was also noting that he was 

having some trouble staying focused, that he would forget names, that he would look at 

something and have trouble pulling up the word for what it was, and that that was of concern 

to him, that he had never experienced that before. 

Q. Okay. 

A. At that point he was followed up in the emergency room and had some tests, an MRI and 

a CT, which were negative at that point, and he was discharged from there. 

Q. Did you later have occasion to examine the records of that emergency room visit yourself 

to help you fill in your information for evaluation -- 

A. Yes. 

Q. -- at a later time? 

I would like to direct your attention to an exhibit which we've had marked and placed on a 

screen. 

A. Do I need to move? 

Q. And you'll want to stand up because the screen -- the projector is going to face directly 

toward where you are now. 

So if you can stand where you can see the screen that's behind you, and I think the camera 

from the evidence deposition here will focus on the exhibit itself, so you may not be actually 

in the field of view at this point in time, and you can see that a document is coming up on the 

screen, which we've had marked as Plaintiff's Exhibit No. 14. 

I would like you to look at that and tell me whether that was one of the documents from the 

emergency room that you later obtained to help you complete your understanding of the 

facts and circumstances in this case. 

A. Yes. That was from Alexian Brothers Medical Center dated the 26th of 1998, May, and, in 

fact, I summarized that in my review of the medical records in the reevaluation. 

Q. All right. And it's -- it has a date of May 26 of '98. 

Is it your understanding that is the date that you were just referring to in your testimony as to 

him going to the emergency room a week or so following the accident? 

A. Yes. 

Q. Okay. I want to -- I take it you've read these type of records a great deal in the course of 

your work as a neuropsychologist, that is, medical records, handwritten medical records; 

correct? 

A. Yes. 

Q. So for those of us who may not understand those types of details, up at the top where it 

says “Complaint,” can you tell us what that “MVA” stands for? 

A. “MVA” stands for motor vehicle accident. “HA” stands for headache, and the last word is 

“dizzy.” 

Q. Okay. So those were the complaints that they were summarizing brief -- briefly in the 

emergency room triage evaluation; correct? 

A. Yes. 

Q. All right. And then down below there's a section that's called “Triage assessment.” 
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Do you see that? 

A. Yes. 

Q. It's also handwritten; correct? 

A. Yes. More legible than most. 

Q. All right. But it does contain some abbreviations that you may be more familiar with than 

some of us -- 

A. Sure. Let me read -- 

Q. -- and you're also closer than our Jury may be at this point to look at it. 

Can you tell us what that triage assessment said? 

A. Yes. It first says “22:10,” which I believe is military time for what time he did that, most 

likely. 

It says, “Driver with seat belt. Hit head on two weeks ago. Since that time, headache on top 

of head, occasional dizziness, and feels like, quote, numbness top of head, end quote, and, 

quote, hard to stay focused. No headache now. Alert and oriented times 3,” meaning that he 

was oriented to person, place, and time. 

Q. And then there is a signature, which presumably would be the person who was taking that 

triage -- making that triage assessment; correct? 

A. I imagine that's the doctor's signature. 

Q. Okay. And I'm going to ask you to stay standing because I think we're going to show you 

another document in just a moment, but when that triage assessment states that the patient 

was having a hard time staying focused, how does that relate to the issue that you were 

addressing as to whether he had experienced a brain dysfunction, and, in particular, whether 

he had experienced it as a result of that motor vehicle accident? 

A. That was consistent with what he was telling me, were the symptoms that were of 

increasing concern for him in the two weeks following the accident, that he was having 

trouble staying focused on his work, as well as having difficulty finding words. 

Q. Okay. I think we'll talk about that phenomenon a little bit more later, but since you're 

standing there, what I would like to do at this time is to put the other document up which 

we've had marked as Plaintiff's Exhibit 15. 

This is a typewritten document. Can you look at that a moment and orient yourself. 

(Plaintiff's Exhibit No. 15 marked.) 

BY THE WITNESS: 

A. Yes. This is the other document that I received and reviewed. 

BY MR. KNIGHT: 

Q. Okay. And it also indicates at the -- under the “History” -- would this be a document made 

by the emergency room doctor? 

A. Yes, I would assume, “Emergency Room Physician Assessment.” 

Q. Okay. And, again, since I'm not sure how well our Jury will be able to see what you're 

looking at rather closely here, can you tell us what that history contained that was significant 

to you in attempting to evaluate the patient, the plaintiff, Jerry Wattron? 
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A. He stated that he was having intermittent dizziness since a motor vehicle accident two 

weeks ago, that he wasn't having any symptoms at the moment, but that he was concerned 

regarding the persistence of that, and that the rest of the history was noted in the triage 

evaluation, which is the document you just saw. 

Q. Okay. And then, of course, there are other things which that emergency room doctor did, 

some of the same kind of things you were telling us that you do, taking a medical history, 

social history, family history and so forth; right? 

A. Yes. 

Q. But then at the bottom there's what's called a “Discharge diagnoses.” 

Can you tell us what the discharge diagnoses was, especially as it relates to what you were 

attempting to do? 

A. The first discharge diagnosis was “Motor vehicle accident,” the second was “Head 

contusion,” and the third was “Persistent dizziness.” 

Q. Okay. Thank you. If you can have your seat again -- let me just ask one more question 

with regard to both of these documents. As you've looked at them, except for the Plaintiff's 

Exhibit number, do these two documents appear to be in substantially the same condition as 

the ones which you reviewed in the course of your effort to evaluate the patient, Jerry 

Wattron? 

A. Yes. 

Q. Okay. Thanks. If you'll have a seat and we'll turn -- actually, why don't you wait for a 

minute. We'll turn the projector off first so it won't shine in your face. 

A. Thank you. 

Q. And then if you'll have a seat, we'll continue. 

When we asked you to stand up, you told us that you had obtained and considered some 

records from the emergency room, and those are the ones -- among those, at least, were the 

ones that we've just shown you; correct? 

A. Yes. 

Q. Were there other -- was there other medical history relating to the immediate history, that 

is, since the motor vehicle accident, which you were informed about at that time? 

A. I also received his permission to get a copy of Dr. Eilers' evaluation of him, and I reviewed 

and summarized that. 

Q. Okay. And in Dr. -- in Dr. Eilers' evaluation of him, did you see anything which dealt with 

those symptoms of dizziness that you've just read to us from the triage assessment and the 

emergency room doctor's report in the hospital? Did Dr. Eilers deal with that at all with 

respect to a possible cause of that dizziness? 

A. I believe so. His diagnostic impression was “Probable traumatic brain injury with multiple 

cognitive deficits.” 

Q. Okay. And did you learn about any testing that was done of the plaintiff, Jerry Wattron? 

A. Yes. There were several CT scans, as well as an MRI, all of which were found to be 

unremarkable. 
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Q. Now, in general, are MRI's and CT scans devices which are used to attempt to evaluate 

or diagnose the existence of some kinds -- some kinds of brain dysfunction? 

A. Yes. The reason that those are often given after someone comes in from a motor vehicle 

accident and is complaining of thinking-related symptoms, is that those particular tests are 

used to rule out acute changes in the brain that may need treatment, things such as bleeding 

in the brain, for example, and so they are very helpful in regard to that because that would be 

considered a medical emergency that would need intervention. 

Q. Okay. So those types of things can help you rule out certain serious trauma to the brain; 

correct? 

A. Yes. 

Q. Including things like tumors, maybe, and things like that? 

A. Tumors, strokes, bleeding in the brain. 

Q. Okay. But when they are -- as in this case, it was reported to you that they were 

unremarkable, which I presume means that they didn't show any signs of a particular injury. 

Of what significance is that to you when you're engaged in the ongoing process of evaluating 

whether there is a brain dysfunction? 

A. That does rule out a severe brain injury, in that a severe brain injury would have findings 

on a CT or an MRI. 

A mild brain injury is less likely to have findings on a CT or MRI, the reason for that being 

that the CAT scan and the MRI look at structure and not function. 

And so microscopic damage to the neurons, for example, because of the force of the brain 

being battered within the skull because of the forces of the motor vehicle accident, are 

unlikely to show up on those type of tests. 

And so they are better at ruling in severe brain injury than they are ruling out mild brain 

injury. 

Q. So this information concerning the negative results of MRI and CT scan were helpful to 

you in narrowing your focus for evaluation? 

A. Yes, and in ruling out the more severe brain injury. 

Q. All right. In addition to the things you've told us about already, did you also take a history 

from the plaintiff as to what types of things he was experiencing or to try to ascertain his 

input as to what the problems were from his perspective that he was having? 

A. Yes. He was complaining of physical symptoms, a numb area on the top of his head, 

some problems with headaches and dizziness. 

In terms of his thinking, he mentioned that it was slower and harder, that he would have to 

read things four or five times, even if he was reading slowly, in order to get what they were 

meaning. 

He also mentioned his problems with concentration, that it's harder to remain focused, that 

he really had to work at staying on something, and problems with his memory, that he would 

have trouble with names of people and objects, that he was trying to write things down more 

and consistently work off a list because he was having difficulty with follow-through because 

of his memory problems. 
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Also, trouble with word finding, that he would be able to think it but have trouble saying it, 

that he would pause more, and that sometimes he would still pull up the wrong word or not 

be able to pull up the word he was looking for. 

Emotionally he mentioned that he was more irritable and shorter tempered and that he got 

angrier more quickly. 

Q. Okay. Based on the history that you took, to your knowledge, had the plaintiff ever had a 

neuropsychological evaluation before he came to see you on October 1 of 1998? 

A. No, he hadn't. I specifically inquire about that because clearly if one exists, it would be 

helpful to be able to compare the two. 

Most of my patients have not had one previously because this type of extensive evaluation 

would only be requested if there was a strong suspicion of brain dysfunction, and that had 

not been true for him up to the point of this trauma. 

Q. Now, you mentioned earlier that while you do this clinical interview with the patient, you 

also observe the patient yourself as a professional to see whether there are signs or 

symptoms of any brain dysfunction; correct? 

A. Yes. 

Q. Can you tell us what you observed about the plaintiff when you interviewed him and 

tested him, as you've alluded to? 

A. I noted that he was neatly groomed and dressed, generally unremarkable in appearance, 

that he could walk without assistance, that he could use his hands appropriately, that his 

hearing and vision appeared functional, that he was very pleasant and cooperative and 

seemed to be putting forth his best effort, although he had a somewhat limited tolerance for 

stress and frustration, that his emotional state was generally positive and appropriate. 

He did have some anxiety in response to challenge and failure, that his social venues and 

social skills were good, that his thinking was generally logical and coherent. 

I did see some problems with slowed thinking, that he would often have -- need a prolonged 

pause before being able to answer a question. 

His memory, he would need me to repeat instructions. He would forget the question while he 

was trying to figure out the answer. It was hard for him to pull something out of his memory. 

Some word finding problems, that he would pause trying to find a word or would have to talk 

around a word because he couldn't find it, and as well as some confusion. For example, he 

would miss -- he missed part of an appointment because he thought the appointment was 

the next day even though he had it written correctly in his calendar. 

He initially gave me the wrong phone number for his girlfriend, and I noted that I thought that 

was somewhat unusual. 

Q. Would it be fair to say that you've conducted these type of clinical interviews on hundreds, 

if not thousands of patients who have come to you for one reason or another? 

A. Yes. Basically a clinical interview is done in a standard way in any evaluation. 

Q. Okay. Would it be fair to say that you're aware that -- that patients can, I mean, 

sometimes try to fake their behavior and try to snow you in some way? 
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A. Certainly, and one of the issues that I always address is called “Differential diagnosis,” 

meaning are there other possible reasons for these symptoms other than something like a 

head trauma. 

One of the differential diagnoses I always address is called malingering, which is the 

exaggerating or faking of symptoms, and I think that's an important thing to rule out in terms 

of having faith in the results of the evaluation. 

I do that in a number of ways. One way I do that is by looking at the consistency of the 

patient's behavior with me, with his report of symptoms, with the results of the testing, and, 

also, with the information provided to me by significant others. 

I also have specific instruments that I include in the testing process to measure motivation 

and to ensure that someone is putting forth their best effort. 

I never had any doubt regarding Jerry. In fact, he seemed to be more minimizing his 

symptoms as opposed to exaggerating them. 

Q. Okay. So you use your experience and skill to judge the person as you're talking to them 

as a doctor, not as, you know, a juror or a judge or anything, but to assess them as to 

whether they're being forthright, accurate, and honest when they're giving you their history? 

A. Yes, and I think that's important because you need to rely on that to some extent, and, 

therefore, I think that the credibility of the patient is an issue that needs to be addressed. 

Q. Well, you mentioned that you also talked to significant others, and you did that in this 

case; is that correct? 

A. Yes. 

BY MR. KNIGHT: 

Q. I'll ask you whether the interviewing of significant others as part of the neuropsychological 

evaluation is a standard -- or a part of the standard professional approach that good 

professionals in the field of neuropsychology engage in, in order to conduct a complete and 

thorough evaluation. 

A. I do think that's done somewhat routinely, particularly in regard to traumatic brain injury, 

and the reason for that being that you're looking at changes in things such as emotions, 

behavior, and thinking, and it's helpful to talk to someone who knows the patient well, sees 

them on a regular basis, both before and afterwards, particularly because I've only had the 

benefit of seeing the patient after the trauma and not before. 

In addition to that, the significant others are in a position to be helpful to my patient if they 

can understand the problems and work with them on implementing some of the 

recommendations, and so it's also part of my therapeutic approach to involve significant 

others. 

Q. Okay. With patients who have brain dysfunction, are they sometimes, to some extent, 

handicapped in their ability to perceive the precise nature of their deficits? 

A. Sometimes because it's a somewhat complex thinking process to be able to step back 

and look at yourself realistically and be able to notice changes in yourself, for example. 

Generally, the more severe the brain injury, the less insight a patient has and the more of a 

problem that is. 
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Q. All right. And with that standing objection continuing, let me ask you who you spoke to as 

significant others in order to perform your neuropsychological evaluation of Jerry Wattron. 

A. For both the evaluation and the reevaluation I spoke with his girlfriend, Ms. Schorle, and 

his employee, Mr. Vondewalker. 

Q. Okay. Do you have a spelling for Schorle and Vondewalker that you can give to us? 

A. Schorle, S-C-H-O-R-L-E. Vondewalker, V-O-N-D-E-W-A-L-K-E-R. 

Q. All right. And do you recall when it was that you spoke to -- let's take Ms. Schorle first? 

A. It was in the course of the evaluation. 

Do you need an exact date? 

Q. To the best of your ability -- when you said “in the course of the evaluation,” you said 

earlier that you conducted that evaluation on 10/1, 10/7, and 11/5 of '98? 

A. Yes. 

Q. Is that the best you can tell us at this point from your memory as to when you spoke to 

her, that it was during the course of that evaluation? 

A. Well, I spoke to Ms. Schorle on 10/27/98, and I spoke to Mr. Vondewalker on 11/3/98. 

Q. Thank you. And was there anyone else who participated in the conversations that you had 

with those individuals other than you and each of them on the occasion that you spoke to 

them? 

A. No. 

Q. What, if anything, did Ms. Schorle tell you that was significant to your efforts to evaluate 

Jerry Wattron? 

A. She noted that she had known him since 1993 and saw him regularly, and that's important 

because I want to get a sense of how well the patient is known by the person I'm talking to. 

She was describing physical thinking and emotional symptoms in Mr. Wattron that were quite 

consistent with his own report, and, also, with the classic symptoms of head trauma. 

That included things like discomfort in his head, slowed thinking, difficulty with staying 

focused, memory not as good. 

She talked about they were supposed to meet, that he told her one time, thought he had told 

her another one, that she saw some difficulty with confusion. He would call her his 

secretary's name. 

He would -- he would get the names of her sons wrong, that it was hard for him to put his 

thoughts into words, that he'll think one thing, say another, that he meant to say something 

totally different. 

Emotionally she mentioned that he was shorter on patience, seemed less tolerant, more 

easily agitated, seemed more moody, moods going more from high to low, and a little 

depressed. 

She also noted that he -- she thought he was experiencing symptoms but not admitting them, 

that he doesn't really complain, and he wanted her to believe that everything was fine, but 

that she was seeing some things that were of concern to her. 
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She mentioned that the changes were noted after the trauma, that he hasn't really felt like 

himself since the accident, that they seemed very different for him, and that he seemed to be 

becoming more aware of those and more realizing of them over time. 

Q. Again, you made some detailed notes concerning those things that you've just related to 

us that you learned from Ms. Schorle; correct? 

A. Yes. 

Q. Did you have to ask questions of her to get some of these examples that you've given us 

or was it the type of thing where she just rattled them all off to you? 

A. A little of both. I start with a very broad question, “What, if any, changes have you seen,” 

so that the person I'm talking to has the ability to say, “He's fine,” or “I haven't seen any 

changes at all,” and then at that point they'll generally talk about some things spontaneously. 

If I need further information, I'll question more specifically. 

Q. Okay. So is it a common thing for you to have to say, well, can you give me an example of 

what you mean when you say he, whatever? Is that the way it works? 

A. Sometimes, or I'll say, “You know, tell me what you mean,” if it's somewhat vague. 

Q. Okay. In the things that you've just told us about, you told us about things that were like 

memory and difficulty finding words and so forth, and then you said on the -- from an 

emotional standpoint or something like that. 

Can you tell us why you were looking for information on an emotional side, as well as mental 

activities side, as part of your effort to evaluate the patient? 

A. Certainly. In terms of the symptoms of head trauma, there certainly are a constellation of 

emotional symptoms that are characteristic of head trauma. 

Your head doesn't just control what you think. It also controls what you feel and your 

behavior related to that, and so because of that, things such as irritability, moodiness, quick, 

intense, inchangeable emotions, reduced tolerance for frustration, things of that nature, are 

very consistent with head trauma and very common symptoms of that, and so, therefore, that 

is an area that I'm interested in finding out about. 

Q. Can you tell me what you learned from Mr. Vondewalker in that -- in your conversation 

you mentioned that you had in -- on a certain date that I've now lost but it's on the record. 

Can you tell us about that conversation, and the objection still stands to it. 

A. He mentioned that he was Jerry's employee, that he had seen him regularly, knows him 

well. 

He had also noted some changes in Jerry at the time of the trauma. He talked about some 

pain in his head and his wrist, that he seemed more irritable, that there's been a couple of 

instances where he had gotten very angry, high strung, that he seemed more emotional, that 

his emotions were more quick. 

He hadn't noted very significant cognitive changes, but did talk about forgetting -- Jerry 

forgetting to give him messages, that he mentioned that he thought the changes occurred 

after the trauma, and that he had been noticing them more over time. 

Q. Okay. Now, you mentioned earlier that as part of your evaluation you perform 

neuropsychological testing; correct? 
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A. Yes. 

Q. Are there a large number of available instruments or tests -- types of tests that you can 

choose from to conduct an evaluation as a neuropsychologist? 

A. Yes. 

Q. Does the earlier part of your evaluative effort, the clinical interview, looking at the medical 

records, prior history, and interviews with significant others -- do those things help you 

decide what tests you should include in the battery that you're going to use? 

A. Yes, to some extent. 

I have a somewhat standard battery in terms of that the same type of areas need to be 

evaluated in each patient, things like intellectual functioning, memory, learning, academic 

achievement, emotional functioning. 

And, so, therefore, I have a fairly standard battery that evolves over time, and the battery I 

did on the reevaluation has somewhat different tests than the initial evaluation. 

Q. Okay. Can you tell us, in general, what these tests that you give measure? 

A. Certainly. Because the brain is so comprehensive in its function, it's important to measure 

a number of different functions of the brain, and so they measure things such as 

neuropsychological functioning, which is tasks related to brain functioning; intellectual 

assessment, which is I.Q.; learning and memory; academic achievement, which is reading, 

spelling, arithmetic, things like that; emotional functioning in terms of looking for things like 

depression, anxiety, psychiatric symptoms, things of that nature. 

Q. Okay. So you're having the patient perform different tests, and I know you're going to 

wince when I say this, but sort of like they do when they're in school. They're doing some 

math things and some verbal things; is that correct? 

A. Yes. It's a little bit more intensive in one on one than most school experiences, but it does 

look more like school than medical testing. 

Q. Okay. And the reason I said you'll probably wince is you're -- you're attempting to learn a 

lot more than just how well he can add things up and what his vocabulary is, I take it; is that 

correct? 

A. Yes. These are more intensive because more specific information is needed than would 

be needed in an academic setting. 

Q. Well, how do you know when you give these tests that you're going to be able to learn 

things about the patient compared to other people? 

A. The tests are what they call normed, and that's an important part of the testing process. 

What that means is that I will be comparing the patient's performance to a large group of 

people who are similar to him in some way, generally who are similar in terms of age, and 

that's especially important in testing memory, for example, that you would want to compare 

an 80-year-old to other 80-year-olds and a 30-year-old to other 30-year-olds in order to take 

into account normal changes in memory over time. 

Q. So in this case you noted very early in your report Jerry Wattron's age at the time that you 

were treating him; correct? 

A. Yes. 
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Q. And so were the parts of the tests or the tests that you used comparing him to other 

people in his age group? 

A. Yes. 

Q. Okay. 

A. And that way you can get a better sense of what he can do versus what he should be able 

to do by looking at his performance compared to the average of that large group of people 

his age. 

Q. Would it be fair to say that it would be complicated and probably take us a considerable 

amount of time to go through each of those tests and how they are implemented? 

A. Most likely, although I would be happy to answer any questions that would clarify that. 

Q. Okay. Well, what I'm going to try to do is to -- is to in some way be a little more general 

about it. 

Let's -- let me take an example. I'm looking at a copy of what looks like the “Instruments 

Used” section of your evaluation report from the first evaluation -- 

A. Yes. 

Q. -- and there's one there called “California Verbal Learning Test.” 

A. Yes. 

Q. Can you tell me what that test -- we'll use this for illustration purposes -- what the test 

consists of and what you're trying to learn with that test? 

A. The test consists of -- it's a verbal learning test, meaning that there is a list of 16 items 

which is repeatedly presented to the patient verbally and they're asked to give back as many 

of those items as they can. 

After that's done a number of times, there is then what they call an interference list, meaning 

that they are given a different list and asked to recall items from just that list. Then without 

hearing the original list again, they're asked to recall the items, and then they're asked to 

recall the items with cues as to categories that the items were in such as fruits or tools. 

Then after about 20 minutes, there is a free recall, meaning that they're asked to recall that 

original list that was done over and over again one more time, and then recall it again with 

those same categorical cues, and then the last part is that a list of items is presented and the 

patient is asked, “Was this one of the items that was seen on the first list,” and -- and that's 

to look at their ability to recognize or discriminate those words. 

Q. And is this one of those tests that is given to like huge numbers of people and their scores 

are collated and collected for professionals like you to be able to see what the norms are? 

A. Yes. This is a test that's also normed and standardized in the way that I described. 

Q. Okay. What types of things are you trying to find out about the patient's functioning when 

you administer this California Verbal Learning Test? 

A. This particular test looks at new learning. I find it especially helpful for patients with head 

trauma because it relates to a problem that they often relate to me, which is difficulty 

remembering what they've heard, and this is a test that is basically asking you to remember 

things that you've heard without benefit of being able to write them down or asking for 

repeats when you need it. 
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Q. So you introduce some new things to them, and then see how well they do at recalling 

them right away, and then a little bit later and things like that? 

A. Yes, and with or without cues, the idea being that this is a new learning type of task that 

would most effectively tap into a skill which is often impacted by head trauma, as opposed to 

something like a test of vocabulary, which is looking at old learning things that a patient has 

known for a long time before the trauma. 

Q. When you -- when you evaluate the results of the tests, do you consider the whole battery 

of tests that you've given or do you just stop after one test and say, well, this guy is good or 

not good or something like that? 

A. No. As I mentioned, the way that I come to a diagnostic impression is to evaluate all of my 

information simultaneously at the conclusion of the evaluation. That includes not just the 

testing results, but the patient's behavior, the clinical interview, the interviews of significant 

others, things of that nature. 

Q. Okay. Well, while we are on this one example, though, can you tell me relative to the 

norms how the plaintiff, Jerry Wattron, scored with respect to this test trying to learn about 

his ability to remember newly learned information? 

A. Overall his results were significantly impaired, meaning that he did poorly in comparison to 

a group of people his age. 

His short delay free recall was within normal limits, meaning the first time I said tell me how 

this is, but the -- but the cued recall was mildly impaired, meaning that he didn't benefit from 

the cues, and his long delay free recall and cued recall were impaired, meaning that he 

forgot a lot over the period of time. 

Q. Which you said was something like 20 or so minutes later? 

A. About 20 minutes, approximately, and so his initial recall was within normal limits, 

however his memory faded rather quickly over time. 

Q. All right. Are there parts of this battery of tests that are designed to determine whether a 

patient is giving it good effort or whether the patient is trying to fake responses? Is there 

anything about this battery of tests that tries to focus in on that? 

A. Yes. 

BY THE WITNESS: 

A. Yes. There are several things. One is in the first battery, for example, the 15-item memory 

task is a screening for -- to see if someone is putting forth their full efforts. 

Also, the MMPI-II, which is the psychiatric screening inventory, has a number of validity 

scales. 

In the reevaluation, there was also the 15-item memory test and MMPI-II validity scales. In 

addition to that, I also added the test of memory malingering, which is one way that the 

battery has evolved over time. 

BY MR. KNIGHT: 

Q. Okay. And when I refer to it -- and I think you understood it that way from your answer, 

but to make sure we're on the same page, I'm talking now about the battery you actually 

administered to Jerry Wattron, correct -- 
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A. Yes. 

Q. -- not just your custom and practice. 

Okay. What were the results of these parts of the tests that are designed to determine 

whether the patient is giving a good effort and whether the patient is being honest and 

forthright as opposed to malingering? 

A. In both evaluations I saw no indication of malingering. His performance on the test 

specifically designed for malingering was quite good. 

The consistency of his complaints, his behavior, the reports of his significant others, they 

were all quite consistent, and so at that point I felt comfortable that he was giving me a 

credible presentation. 

Q. Okay. You know, you may have included it in that last answer, and if so I apologize, but I 

didn't pick up on how it is that these measurements -- 

A. Work. 

Q. -- give you information that the person is being forthright and trying hard. 

A. Well, for example, with the test of memory malingering, the way that this works is that it's 

a task that is actually much easier than it looks. 

During this task, the patient is shown 50 pictures one at a time, which is a lot, and they are 

then shown pictures two at a time and asked to pick out the one that they saw in those 

original 50 pictures. 

It seems like a very difficult task, but in actuality it's a rather simple one, and because of that, 

patients that are trying to do poorly will do so in a way that is obvious. 

So the idea being that if someone comes into the testing, especially for something like a 

head trauma, they'll be -- and is trying to be somehow malingering or deceptive, that they will 

think this is a test of memory, I should be getting some of these wrong, and so, therefore, will 

answer in a wrong way even when they know the right answer, but by the second try of this, 

almost everyone gets 100 percent, and if you get more than five errors in the second try of 

this, then it is suspicious for malingering, and so, therefore, someone who is trying to look 

like they're having memory problems would be likely to deliberately make more than five 

mistakes out of 50 items. 

Q. Do you have a note or memory as to how the plaintiff performed on that particular 

example you've just given us of the test? 

A. Yes. He made three errors out of 50 items for the first trial and he had no errors at all for 

the second trial, and that would be -- indicate excellent motivation for testing. 

Q. All right. Can you summarize for us the conclusions that you reached based upon the 

neuropsychological testing that you performed with the plaintiff, Jerry Wattron, during that 

period that you've described for us? 

A. In the initial evaluation I noted that he was having difficulty with things such as his sensory 

motor integration speed, maintaining attention and concentration, the speed of his hands, his 

cognitive flexibility. 

In addition to that, I noted that he was having some significant weaknesses in his attention, 

concentration, and working memory during the I.Q. testing, as well as somewhat lower 
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performance than I would expect given his intelligence on the learning and memory testing 

with the weakness in new learning that we described previously. 

Academic achievement was generally consistent with what I would expect from his 

education, with a relative weakness in spelling. 

I noted that he was not showing or reporting significant signs of depression or anxiety, and 

that his psychiatric screening inventory was entirely within normal limits, that he and his 

girlfriend were reporting problems with things like concentration, memory, irritability, and 

quick, intense, inchangeable emotions. 

His employee was reporting the irritability and inchangeable emotions, that the data was 

consistent with what I called a partially resolved mild traumatic brain injury as a result of the 

motor vehicle accident, and I noted that it wasn't clear at that point which of any of the 

symptoms would linger since we were within the first six months following the trauma, and 

that there's a usual 18-month to two-year post-trauma recovery period for head trauma. 

I did note that his youth, health, motivation, and social support were going to be important 

aspects in his recovery. 

Q. Okay. Some of the terms you used I have some difficulty understanding. 

When you, for instance, talked about integration speed of something, can you give us an 

explanation in layman's terms as to what that finding meant? 

A. Yes. That particular finding came from a task in which a patient does a form board 

blindfolded, and the sensory motor integration speed was how long it took him to do that, first 

with one hand, then with the other, then with both hands, as compared to other peers. 

Q. Okay. You mentioned, at least with respect to some of these items, the comparison to 

things you had been told by Mr. Vondewalker -- 

A. Uh-huh. 

Q. -- but overall, how did the results of the neurological testing -- neuropsychological testing 

compare with the history of the problems that Jerry was experiencing as given to you both by 

him and by the significant others that you interviewed? 

A. The results of the testing were consistent with their reports and with the diagnosis of mild 

and partially resolved traumatic brain injury. 

I was calling it partially resolved because I was seeing him six months after the trauma, 

which meant that he had had six months of healing and lessening of the symptoms before 

the time that I tested him. 

Q. Okay. As far as your evaluation goes, does that conclude the steps that you told me about 

that you performed in order to reach that evaluation; the clinical interview, the interviews with 

significant others, reviewing the medical records, and performing the psychological testing? 

A. Yes, and the last part of that is to sit down with the patient in a feedback session, and to 

give them a copy of the report, and to go over the results and recommendations. 

Q. Okay. Before we get to that part, were you able to reach an opinion to a reasonable 

degree of neuropsychological certainty as to whether Jerry Wattron was, in fact, suffering 

from a brain dysfunction? 
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A. Yes. I believe that he was suffering from the classic symptoms of a mild head trauma, and 

that I came to that conclusion as a result of integrating all of the information that we've 

discussed so far. 

Q. And as part of your evaluation, do you attempt to decide diagnostically what caused that 

brain dysfunction? 

A. Yes. In part by ruling out other potential causes, such as severe depression, prior brain 

trauma, malingering, and, also, by looking at his symptoms in relation to the known 

symptoms of head trauma, and by also looking at both the onset and course of symptoms, 

which is an abrupt onset of symptoms which were uncharacteristic for him at the time of the 

trauma, following -- followed by persistence and, over time, some improvement of those 

symptoms. 

Q. Based on all of those things -- excuse me -- with respect to the plaintiff, Jerry Wattron, do 

you have an opinion to a reasonable degree of neuropsychological certainty as a 

neuropsychologist as to what caused his mild traumatic brain injury that you've diagnosed? 

A. I believe it was a direct result of the motor vehicle accident on May 11 of '98. 

Q. Okay. And although you've given us the results of the neuropsychological testing, based 

on your entire evaluation, can you for the Ladies and Gentlemen of the Jury try to identify in 

layman's terms what the deficits were that he was experiencing when you saw him in 1998 

as a result of the mild traumatic brain injury that was caused by the accident, and, of course, 

I'm asking that that be an opinion that you have to a reasonable degree of certainty as a 

neuropsychologist? 

A. Certainly. In a practical day-to-day sense, he was having difficulty with his thinking being 

slower and harder, which meant that the same amount of effort was not resulting in the same 

amount of productivity. 

He was having trouble staying focused, more difficulty with remembering details of things 

that he needed to remember in terms of following through on his work. 

Emotionally he was more irritable, more easily upset. His emotions were more up and down, 

more quick and intense. 

Physically at that point he was describing things such as dizziness, headaches, things of that 

nature. 

That constellation of symptoms is characteristic and classic for a traumatic brain injury. 

Q. Okay. You know, you mentioned earlier that in the neuropsych testing that you did, there 

was something to do with his either speed or fine motor coordination using his -- it sounded 

like hands or fingers or something -- 

A. Yes. 

Q. -- like that. 

How does that relate to the findings that you're telling us that are find -- or things that he was 

suffering from as a result of the brain dysfunction? 

A. His hands were somewhat slower and clumsier, not an unusual finding after a mild head 

trauma, and, in fact, in my reevaluation, I looked more specifically at fine motor coordination 

and found that same difficulty, that his hands were not as well coordinated as I would expect. 
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Q. Okay. I want to cover one more thing before we take a break. We've been going kind of 

hard here, but logically if we can finish with these recommendations that you had for his next 

step in his effort to rehabilitate, can you tell us what you determined that he should do and 

why? 

A. I recommended some brief follow-up psychotherapy to assist him in implementing some of 

the strategies I was proposing, as well as to reduce his irritability and intense emotions, and 

to increase insight into the difficulties he was having. 

And so I recommended a brief course of psychotherapy, which we proceeded with after the 

completion of the evaluation. 

I also noted a number of suggestions in terms of reducing the impact of his problems with 

things like concentration and memory; things about minimizing distractions; planning more 

demanding tasks earlier before his mental and physical fatigue became more problematic; 

allowing for a prolonged response time because of his difficulty with verbal elaboration; 

avoiding time pressure because that seemed to negatively impact his performance; focusing 

on one task at a time; using normal memory aids; schedules, calendars, list of things to do, 

writing down what he has been promising; spotting and correcting his own errors; writing 

down arithmetic problems, things of that nature; keeping important items in one place so he 

doesn't spend a lot of time looking for them; using visual cues; demonstration, written notes, 

things of that nature to learn. 

I also made some general lifestyle recommendations in terms of things such as that 

minimizing physical and emotional stress, fatigue, pain, hunger, and time pressure would 

also minimize his symptoms, and that he needed things, especially now in his life, such as 

exercise, rest, good nutrition in terms of the healing process, as well as reduced exposure to 

glare and harsh noise which might help to reduce the headaches. 

I also noted that it was important for him to be less self-critical and to focus on prevention of 

recurrence of error rather than criticism of himself when he was making mistakes, that I was 

going to give him information about head trauma, and that I recommended a reevaluation in 

about a year to see the course of his symptoms. 

Q. Are these recommendations that you made things that you have learned during the 

course of your professional career that are helpful to a patient who suffers from the traumatic 

brain injury, mild traumatic brain injury, that you concluded that Jerry Wattron had? 

A. Yes. The reason I mentioned those specifically is because I found them to be helpful with 

my patients in regard to reducing the impact of the symptoms as they are hopefully healing 

over time. 

Q. Okay. You know, we deal with medicine a lot in our lives, all of us. 

Is this the type of injury that you can cure with, you know, medicine or operations or things 

like that? 

A. No. Generally there is very little medical treatment, per se, for a mild head trauma. 

Certainly, unless there is a pressing need, no one wants to enter the brain because that 

causes damage in and of itself. 
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There are certain medications that can help if, for example, emotional symptoms are 

extreme, but, generally, the medical treatment has to do more with trying to reduce impact of 

symptoms as opposed to actually curing the problem. 

Q. So you're recommending things that enables the patient to cope with the deficits that you 

have learned that they have; is that the idea? 

A. Yes, to help them understand and cope with them more effectively so that they aren't as 

inconvenient and frustrating in their day-to-day life. 

Q. Well, how does a healthier lifestyle, like you talked about -- how does that relate to coping 

with this mild traumatic brain injury? 

A. The major reason it relates to that, or two, one is because generally the patients I've seen 

have been in a whole body trauma and are in the process of healing and as a result of that, 

those type of lifestyle changes tend to facilitate healing. 

Another reason that I recommend things like rest, exercise, nutrition, is that when patients 

are in extreme conditions, things such as fatigue, hunger, extreme emotional distress, their 

symptoms tend to become much worse and so one way of coping with the symptoms is to 

control those conditions and avoid those extremes in order to keep from aggravating their 

symptoms. 

Q. How many sessions did you have with Jerry Wattron and over what period of time in order 

to perform this psychotherapy designed to facilitate his adjustment to these 

recommendations? 

A. I saw him a total of four times, starting 11/24/98 and ending 2/11/99. 

Q. Okay. And, in general, can you tell us what his progress was, that is, how well he seemed 

to do during those -- that time period and what he experienced in the way of any difficulties? 

A. He did very well, and that was one of the reasons we were able to conclude treatment in 

just several months. 

We went over the results and recommendations at the evaluation, talked about better ways 

to implement those. 

He talked about stress and fatigue worsening his symptoms, and we discussed the 

implications of that, and ways to lesson stress and fatigue in order to lesson the expression 

of his symptoms. 

We also deal -- dealt with some other miscellaneous topics. For example, he mentioned that 

he noted that he had been tending to speed and get angrier at other drivers since the 

trauma, and we talked quite a bit about the unsafe nature of that, particularly in regard to 

increasing his risk for further head trauma, and the importance of both monitoring his speed 

and keeping a tighter reign on his emotions when he was driving. 

He was implementing the strategies that we talked about, and those seemed to be helping, 

and so we refined those a little bit. 

He would do things such as start to leave himself more time between commitments so that 

he wasn't rushing and stressed everywhere that he was going, and that seemed to be helpful 

for him. 
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He mentioned that he was often too busy to eat, not just regular meals, but just to eat in 

general, and I discussed, again, the importance of regular nutrition, not only for healing, but 

in order to keep low blood sugar from worsening his symptoms. 

Q. Okay. Was any part of your psychotherapy sessions that you encouraged him to have 

due to a concern about the impact that your diagnosis might have upon him after he learned 

that this is what he was suffering from? 

A. Yes. In fact, in our first follow-up session we discussed specifically the emotional reaction 

to the diagnosis of head trauma. 

My patients generally have mixed emotional reactions depending upon how worried they've 

been and what they thought could be causing it. 

Many of my patients are secretly afraid that they're going crazy, and they're afraid to tell 

anybody that because they're afraid they're going crazy, and because suddenly they're 

memory and their concentration and their emotions are unfamiliar to them, and that's very 

disconcerting and at times almost panic inducing. 

And so some of my patients are almost a little relieved to hear a diagnosis of head trauma 

simply because it gives them an explanation for what's going on with them, and it's a 

diagnosis that does have a somewhat positive prognosis, meaning that it's not degenerative, 

it's not like Alzheimer's, it's not going to go downhill until someone can no longer take care of 

themselves. 

It's an injury and tends to have a healing course, and I do emphasize that as optimistically as 

I can, because I want patients to work positively towards that and to be expecting some 

resolution of their symptoms over time. 

Q. But are there other times when that news of the diagnosis can be an emotionally 

traumatizing thing for a patient? 

A. Certainly. It's scary to hear that there's something wrong with your brain. People depend 

on their brains a lot more than they think until they're injured, and to suddenly be unfamiliar 

to yourself in terms of your thinking and emotions and behavior can be a very frightening and 

distressing experience. 

MR. KNIGHT: Well, to lessen fatigue on all of us who have been sitting here, especially you 

who have been doing most of the talking, let's take a break. 

(Recess taken.) 

BY MR. KNIGHT: 

Q. Okay. We've had a little break, and there are a couple of things I thought of that I wanted 

to cover based on things we've already talked about and then we'll move on to the next area. 

When you did the neuropsychological testing that we talked about, can you tell me how long 

that took? 

A. Just a moment. I saw him for two hours on 10/1/98, three hours on 10/7/98, and three 

hours on 11/5/98, and there was an hour feedback session on 11/10/98. 

Q. And when you say you saw him, that meant you were with him observing him during all of 

that time? 

A. Yes. 
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Q. Okay. We used that one illustrative example of the California Learning -- Verbal Learning 

test, and you said that he had a result that indicated he was significantly impaired. 

Have you seen worse results than that on that test in the course of your work? 

A. Yes. 

Q. Okay. And better ones, of course? 

A. Yes. 

Q. Is there any, to your understanding and belief as a neuropsychologist -- is there any 

threshold below which you would have to reject that test as being invalid when given as part 

of a battery of the tests as you've given it here? 

A. Not generally. Now, usually if you're using the threshold, it's because below that you're 

assuming that the patient was not putting in full effort or somehow exaggerating his 

problems, but I didn't see any indication of that, and, therefore, I didn't think that that was the 

reason for the result on this. 

In addition, during the process of the testing, it was clear to me that he was trying, that he 

was after a long pause coming up with more correct answers, and so that, while his 

performance was impaired, he obviously understood the demands of the task and appeared 

to be putting forth his full -- full effort on that, and, therefore, I would be unlikely to reject the 

results but rather interpret his poor performance as a valid performance. 

Q. So if I understand correctly what you're telling us, is that the only reason you would reject 

a result is if there was reason to believe that the patient either was not putting forth a full 

effort or was faking a response or something like that; is that the idea? 

A. Yes, or that there was some problem with the administration of that particular test that 

would cause me to feel that the administration was invalid and, therefore, to discard it. 

Q. But based on your own observations of the test taker, Mr. Wattron, and the other aspects 

of the battery of tests which give you evidence of the effort that the person is putting in and 

their forthrightness, you would not reject it because you had that other evidence to indicate 

he was -- indicate he was doing his best effort? 

A. Yes, and that he clearly understood the demand of the task. 

His answers were not wrong. They were simply limited in terms of his memory, but he was 

clearly repeating back the words. He understood that that's what he was supposed to do, 

and, in fact, often he would say “Let me think,” and then have a long pause and then come 

up with a couple of more correct answers, which lead me to believe that he was having some 

trouble pulling up the words that he wanted, but that he was, indeed, trying. 

Q. Okay. And then earlier I asked you about the dizziness and whether your review of Dr. 

Eilers' records had given you any indication of -- as to his diagnosis with respect to that 

aspect of the problem that Jerry Wattron was experiencing. 

Let me show you what was previously marked as Plaintiff's Exhibit No. 10 -- oh, we don't 

need to put it up -- just No. 10, and ask you if that was one of the documents that you would 

have reviewed from Dr. Eilers' records. 

A. Not at the time of the evaluation because this was done following that. This was a follow-

up on Dr. Eilers' original evaluation. 
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Q. Okay. You have told us -- and we haven't gotten to it yet, but you've told us several times 

that there was a later evaluation that you did of Jerry Wattron; correct? 

A. Yes. 

Q. Okay. Do you know whether at some point in time you've seen this or -- Exhibit 10 or not? 

A. I don't believe so. 

Q. Okay. Looking at it, though, about midway down where Dr. Eilers is reporting about the 

dizziness, if he determined that that dizziness was due to labyrinthitis, would that be in any 

way inconsistent with your own observations? 

A. No. Dizziness due to labyrinthitis is a common related symptom that my patients 

experience because their whole head is in the trauma, not just their brain, but also the 

balance mechanisms of their inner ear, and the same motion which can damage and disrupt 

brain functioning can do the same to the balance system of the inner ear, which is called the 

labyrinthine system. 

Q. So if the dizziness was due to labyrinthitis of the ear, what would that tell you with regard 

to the consistency of the force involved in the impact that caused the brain injury that 

accompanied this labyrinthitis? 

BY THE WITNESS: 

A. As I said, it's a common associated symptom because the brain as a whole and the head 

as a whole is involved in this type of a trauma, and, therefore, it's not unusual to have 

patients complain of things such as dizziness because the same force which can damage 

the brain can also damage the inner ear. 

BY MR. KNIGHT: 

Q. Okay. Now, the sessions of psychotherapy that you told us about that were designed to 

help Jerry Wattron cope with his brain injury that you had diagnosed ended in about early 

1999; correct? 

A. Yes. February 11, 1999 was the discharge session. 

Q. Did you have occasion to conduct a later evaluation or reevaluation of Jerry Wattron to 

focus on the status of his deficits from that brain injury? 

A. Yes. I saw him again beginning on October 9 of 2001. 

Q. So that would be roughly three years after the first evaluation that you did; correct? 

A. Yes. 

Q. Can you tell us whether you conducted essentially the same type of evaluative steps that 

you have told us about that you performed in 1998 when you saw him? 

A. Yes. There were a few refinements to the battery, so a couple of the tests were different. 

I also sought a few more medical records. I spoke to the same significant others, and the rest 

of the process of the battery was similar. 

Q. Okay. What I would like to do is have you focus for us on the differences or changes that 

you saw when you conducted each of these steps when compared to the time that you saw 

Jerry Wattron in October of 1998. 

So let's look at first, when you talked to him, what did he tell you? 
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A. Overall, I was seeing indications of improvement in his symptoms over time, as is typical 

and would be expected for a head trauma. 

For example, he was mentioning that he was no longer having trouble with dizziness, that his 

concentration seemed better, that his headaches had largely resolved. 

He did note that he was continuing to have some problems. He mentioned that he still had 

that tingly sensation on the top of his head, almost a pressure feeling, that he was still having 

some trouble with his thinking being slow and hard, some problems with forgetfulness, 

memory, things of that nature, some difficulty with word findings. 

He talked about an example where he said to someone, “I don't usually drink toast in the 

morning.” 

Some -- still a little problem with reading it and having to reread things to understand it. 

Emotionally he mentioned that he still is having some difficulty with irritability, but that overall, 

he had seen an improvement in his symptoms over time. 

Q. Okay. Now, you mentioned that this is consistent with the traumatic brain injury. 

Can you tell us whether that helps you when you see that type of progress -- helps you 

distinguish a deficit or deficits due to traumatic brain injury from deficits that are due to some 

other causes of brain dysfunction? 

A. Yes. One of the advantages of a reevaluation is that you get an opportunity to look at 

changes in symptoms. 

One of the things that's characteristic of a change in symptoms for a head trauma is an 

improvement over time, and then a plateauing or an evening out of mild symptoms. 

He clearly showed improvement both in his report, as well as the reports of significant others, 

and in his testing results, along with some lessened but lingering symptoms, particularly in 

regard to his thinking and emotions. 

Q. So if you have somebody who is having a brain dysfunction because of something like -- I 

may be using wrong terms, and feel free to correct me, but senility or a premature senility or 

Alzheimer's disease, those type of things -- does the fact that the patient improved from 1998 

to 2001 have any bearing on determining whether it's more consistent with the type of thing 

that you diagnosed as opposed to one of those kinds of things? 

A. Well, certainly, as I mentioned, the course of head trauma is a healing, an improving, and 

then a stabilization, sometimes, of lingering symptoms. 

This is opposite of the course of something like a dementia such as Alzheimer's where you 

would expect to see slow but steady decline, and over the course of three years you would 

clearly see a decline in things such as memory and cognitive performance. 

In general, I found his test scores to be either stable or improving over time, and the reports 

of himself and his significant others and his behavior with me during testing also suggested a 

lessening of his symptoms. 

Q. Okay. What about when you talked to the same two significant others, what differences 

and similarities did they give you with respect to his progress of his situation? 

BY THE WITNESS: 
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A. His girlfriend noted that she had seen some improvement, that his concentration seemed 

to be okay, that he was no longer confusing names, that he didn't seem moody or 

depressed. 

She did note some ongoing symptoms, including the discomfort pressure in his head, that it 

is still a little slower and harder for him to think, that he was still having problems with 

memory, that she would tell him something and later he would say that they hadn't talked 

about it, and that he did tend to become agitated more easily. 

He would get up, walk around, act out his agitation and that that was unusual for him, that 

wasn't something that he had done before the trauma. 

She mentioned that the changes she saw were not like him, but that as I described, she was 

noting improvement in him. 

I also spoke to his employee again, Mr. Vondewalker. He mentioned at that point he had 

known Jerry for 10 years and saw him every day. 

He continued to note some difficulty in terms of being forgetful, that he is somewhat irritable, 

that his emotions seem more quick and he is easily upset, that he did see specific 

improvements in his physical symptoms in terms of that he wasn't describing anything like 

fatigue or dizziness, and generally some stability in the other symptoms over time. 

BY MR. KNIGHT: 

Q. You mentioned that you conducted the neuropsychological testing, and that overall it 

showed improvement. 

Let me ask you whether there were some test results that varied from the earlier tests when 

you used the same tests, some showing better results and some showing worse? Is that true 

or not? 

A. Yes. In terms of the neuropsychological testing portion of this, I mentioned that he was 

currently showing mild problems with his fine motor coordination and with his visual scanning 

speed, but that overall, he had shown improvement in his neuropsychological functioning, 

particularly for the tests that were consistent evaluation to evaluation, such as the subtests of 

the Halsted-Reitan. 

Q. In your experience, is some variation perfectly natural when someone takes the same 

tests three years apart, and let's just assume a person who doesn't even have any kind of 

improving or worsening brain dysfunction, but if you take them, are you going to have some 

variation from over three years in those tests? 

A. Yes. You don't expect someone to have exactly the same performance. 

What you look for is a general trend in terms of improving or declining over time. 

Q. Okay. So if, in fact, some specific test scores were lower in '01 than they were in '98, is 

that in any way inconsistent with your evaluation that the patient had improved overall? 

A. No, because you would expect to see some variability in the test scores. 

You would look more for an overall trend of the test as a whole in terms of improvement or 

stability versus decline. 

Q. Okay. Now, you mentioned that there was still some lingering deficits, and you've 

explained what some of those were; correct? 
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A. Yes. 

Q. Can you tell us to a reasonable degree of medical -- or excuse me, a reasonable degree 

of neuropsychological certainty as to whether those deficits which existed in '01 as a result of 

the motor vehicle accident in May of '98 were -- are permanent or will continue to resolve 

and go away? 

A. At this point I expect the deficits to be permanent for a couple of reasons. One is because 

it's been over three years since the time of the trauma, and from what we know of the natural 

course of healing of a brain trauma, that is above and beyond the natural course of healing. 

The other is that he already had a course of psychotherapy and was, at the time I was 

seeing him at the reevaluation, consistently implementing strategies which were helping him 

to minimize the impact of his deficits, and, so, therefore, I felt that he was functioning and 

coping very well and that as a result of that, I expected -- and his healing had concluded, and 

so as a result of that, I expected any mild deficits to linger over time. 

Q. Can you give us to a reasonable degree of neuropsychological certainty a prognosis for 

Jerry Wattron's future? 

What's in store for him with respect to these deficits which remained at the conclusion of 

your '01 inter -- your '01 evaluation? 

A. I felt that he would likely continue to experience mild problems with things such as his 

memory, his emotional control, things of that nature, that he was more aware of those and 

compensating more effectively for them, but that those would be -- likely to be problematic 

for him and would also be likely to be worse under the conditions we described earlier; 

stress, fatigue, hunger, pain, things of that nature. 

Q. Okay. When you evaluated Jerry Wattron, did you see any signs of a person who was 

predisposed or prone to depression or anxiety? 

A. No. In fact, I found no indication of significant depression, anxiety in either evaluation, 

either on the self-report inventory, such as the Beck Inventories, or on the MMPI-II. He had a 

very normal and psychologically healthy looking profile for all of those measures on both 

occasions. 

Q. Is it true that any person can end up suffering from depression or anxiety given enough 

stress? As a neuropsychologist, can you tell me whether that's an accurate statement or 

not? 

A. Certainly, anyone can be prone to depression and anxiety. 

People with head traumas are somewhat more predisposed towards that, which is one of the 

reasons that that's evaluated as part of the process of evaluation. 

The reason for that is that head traumas tend to lessen tolerance for stress and increase 

frustration, and, as a result of that, some people have a little more difficulty coping with the 

regular ups and downs of life following a head trauma. 

Q. Okay. You had recommendations after that second evaluation for him to engage in certain 

behaviors long term; is that correct? 
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A. Yes. I was basically stating that I felt that the compensatory strategies he was using were 

effective, but that he would need to continue to consistently implement them in order for 

them to continue to reduce the impact of his lingering symptoms. 

Q. Do you have an opinion, to a reasonable degree of neuropsychological certainty, as to 

whether Jerry Wattron might or could incur future medical expense as a result of the 

permanent deficits from his traumatic brain injury? 

BY THE WITNESS: 

A. In regard to medical expenses, his physicians would probably be a better source of 

information in terms of that. 

In terms of psychological expenses, he -- he is at somewhat greater risk for needing 

professional assistance in dealing with things such as life traumas, however, I felt at the time 

that I completed this evaluation that he was coping well. 

BY MR. KNIGHT: 

Q. Okay. And when talk you about -- I'm sorry, I said medical by mistake instead of 

psychological, but when you talk about psychological expenses, would we be talking about 

such things as the psychotherapy sessions that you worked with him in to help him develop 

those coping strategies in the first place? 

A. I felt that I needed to keep that door open because it is my experience that persons who 

have had this problem often do need future treatment, but at the time that I concluded the 

evaluation, I felt comfortable that he was not in unusual emotional distress and was 

compensating effectively for his symptoms. 

So I didn't feel a need for future treatment at this point. 

BY MR. KNIGHT: 

Q. You have told us that this traumatic brain injury resulted in certain deficits which are 

consistent -- several times you said consistent with traumatic brain injury. 

A. Yes. 

Q. Are you familiar, based on your education and training and experience as a 

neuropsychologist, with the mechanism by which traumatic brain injury occurs and the 

dynamics of that injury, and its natural course? 

A. Yes. 

Q. Can you tell us whether with respect to this traumatic brain injury there is a mechanism 

that's referred to as acceleration-deceleration injury? Are you familiar with that? 

A. Yes. 

Q. And can you tell the Ladies and Gentlemen of the Jury what that is insofar as it relates to 

the kind of injury that you found that Jerry Wattron had? 

A. Certainly. The brain itself is not very hard. It's about the consistency of firm Jell-O. 

Generally within the skull it's fairly well protected because it's surrounded by several different 

layers and then by the skull, which is very hard, however, in the course of something such as 

a motor vehicle accident, what happens is what they call an acceleration-deceleration type of 

injury, meaning that if you're driving along at 30 or 40 miles an hour, your head is also going 

30 or 40 miles an hour, and if you stop very abruptly, as can happen when two things hit 
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each other and suddenly stop, your brain keeps traveling forth at that same speed, and it 

bounces, first off the front of your head and then off the back of your head, as a result of 

those physical forces. 

There's also a rotational type of thing that can happen because of other laws of physical 

force. 

As a result of that, the brain itself is pulled and torn. The axons, which are the -- kind of the 

long string part of the nerve fibers, can be pulled apart and damaged, as well as the brain 

striking the inside of the skull, which isn't always smooth because your facial bones are 

there, and so the parts of the brain are basically rubbed and scraped against the bony inside 

of the skull, and the brain itself is shaken violently within the skull. 

As a result of that, the nerve cells can be damaged, the brain can swell. In more extreme 

cases, the brain can bleed and lead to something like coma, for example. 

Q. Okay. You talked about rotational -- 

A. Yes. 

Q. -- movement, as well as the acceleration and deceleration. 

Is that because of the fact that the head -- it sounds like an old song, the head is connected 

to the neck, which is connected to the rest of your body? 

A. Yes, and the head can pivot around, as well as back and forth, and in the course of 

something such as a motor vehicle accident, that frequently occurs. 

Q. Now, you mentioned that -- it sounded like you were talking about two different ways -- at 

least two or three different ways that the brain can be injured during this acceleration-

deceleration; is -- 

A. Yes. 

Q. -- that correct? 

A. That is true. In addition, there is also the additional injury if the head is struck in some 

way. 

You don't need to strike your head in an acceleration-deceleration injury to sustain a mild 

brain injury, but many times people also do, and at that point there's one more mechanism of 

injury, which is the point of impact on the brain and on the opposite side of the brain when 

someone strikes their head. 

Q. Okay. Incidentally, is this traumatic brain injury that you diagnosed, is that a recognized 

diagnosis within the fields of medicine and neuropsychology? 

A. Yes. Certainly all fields acknowledge that there is such a thing as hurting the brain and 

that hurting the brain has a recognized constellation of symptoms. 

Q. And is there a generally accepted catalog of mental disorders and brain dysfunctions that 

doctors and neuropsychologists and psychologists use in their work as professionals? 

A. There are several different volumes. The psychiatrists and psychologists are generally 

using the Diagnostic and Statistical Manual of the American Psychiatric Association. 

The medical profession is generally using a different sort of text. 

Q. Okay. Is that Diagnostical and Statistical Manual, edition number -- or Roman Numeral IV, 

is that the one that's up-to-date or not? 
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A. Yes. 

Q. And does that DSM-IV contain the traumatic brain injury as a recognized diagnosis or 

mental disorder of brain dysfunction? 

A. Yes, in that it has a diagnosis of cognitive disorder, meaning difficulties with thinking which 

can be due to traumatic brain injury. 

They're in the process of standardizing a psychological definition of postconcussion 

syndrome, which contains the physical, cognitive, and emotional symptoms that I've 

discussed so far. 

Q. Now, one of the things that I think I heard you tell us is that the -- when the head moves 

forward rapidly or backward, and when the vehicle suddenly stops, that the -- part of the 

brain may actually come in contact with some bony structures that can injure it. Is that what 

you said? 

A. Yes. 

BY THE WITNESS: 

A. Yes. The inside of the skull is not smooth. It contains many of the facial bones, for 

example, and as a result of that, when the brain is thrown violently back and forth, it is 

scraped along these bony ridges, and that is one mechanism of injury. 

BY MR. KNIGHT: 

Q. Okay. Would it help to illustrate your testimony as to this -- these bony structures that 

you're referring to, to -- to use a model representation of the -- of the human skull that would 

show the inside of the skull that contains those bony structures you're talking about? 

A. That may be helpful for the Jury to see what the inside of the skull looks like and why the 

brain rubbing against it could potentially damage it. 

BY MR. KNIGHT: 

Q. Okay. Then I would like you to take a look at what has been marked as Plaintiff's Exhibit 

No. 18, and this is just for demonstrative purposes, as you've just indicated, which is a 

represent -- appears to be to any of us, a representation of a human skull, and I'll ask you to 

look at it, and we've opened the connection so that you can lift the top of that skull off to look 

at the inside at the bony structures and perhaps turn it around there. 

(Plaintiff's Exhibit No. 18 marked.) 

BY THE WITNESS: 

A. Okay. 

BY MR. KNIGHT: 

Q. And -- 

A. This is the inside of the skull. You'll notice that there is a bony ridge here which cradles 

the bottom of the brain. 

The temporal lobes -- 

Q. Can you do this -- 

A. -- go in there. 

Q. -- can you stand up and tilt the lower part of that skull toward the camera a little better and 

then tell us what -- you can use my pen here if it will help to point to what you're referring to 
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as those bony structures that part of the brain may come in contact with in a traumatic brain 

injury due to acceleration-deceleration. 

A. This is the bottom inside of the skull. The top inside of the skull is pretty smooth, as you'll 

notice, but the bottom inside of skull has ridges here, here, here, which -- in which the brain 

sits. (Indicating.) 

When the brain is pushed forward rapidly and bounces back rapidly, it scrapes along those 

bony ridges, and that's the reason that you often find, for example, damage to the temporal 

lobes which have to do with memory because those lobes are contained there and they're 

being scraped along those bony ridges. 

Q. Okay. In the course of your study of anatomy as a neuropsychologist and in the work that 

you've done as an intern, have you become familiar with that anatomy of the skull, in the 

human skull? 

A. Yes. 

Q. And is this a fair representation for illustrative purposes of those bony prominences? 

A. Yes. That seems very accurate, and in looking at it you can see why, if the brain is resting 

in there and it suddenly is pushed forward, that bottom pieces will be scraped by those 

ridges. 

Q. Okay. Now, there are certain parts of the brain in all of us that are resting in that particular 

part of the skull; is that correct? 

A. Yes. 

Q. And is it true that the functions of the brain -- you can be seated if you're more 

comfortable or you can stand, but I think for now we might be through with that, and I'll push 

it over here. 

A. (Indicating.) 

Q. We'll reassemble the poor fellow. 

Are there certain functions of the brain that are associated with certain parts of the brain? 

A. Yes, in general. The brain has both focal and diffuse functions, so, for example, the 

function of memory is focally, meaning locally, in the temporal brain, but it is also distributed 

throughout the brain as a whole. 

On the other hand, the functioning of the right hand, for example, is in one very specific part 

of the brain, and if that part of the brain isn't damaged, there will be no change in the 

functioning of the right hand. 

Q. So earlier when you told us that there were certain deficits that you saw in Jerry Wattron 

which were consistent with traumatic brain injury, was that, in part, based upon your 

knowledge of the fact that certain brain functions are associated with certain parts of the 

brain that are more often involved in this acceleration-deceleration injury? 

A. Yes, and as I mentioned, part of the brain is very focal, meaning that there are certain 

functions that are localized in a very small piece of the brain, and if that small piece of the 

brain isn't hurt, they'll be fine. 

There are other functions such as concentration, for example, that are distributed through the 

brain as a whole, and so a diffuse injury, such as the injury that would come from a motor 
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vehicle accident in which the brain as a whole is involved, will often have problems with 

things like concentration and memory. 

Focal injury would be something like a stroke, for example. So you might notice that 

someone who has a stroke on the right side of their brain will have problems with the motor 

part of the left side of their body, but the right side of their body would be much better or 

would not be affected. 

And so, as I said, some parts of the brain are very specific and there are some functions 

which are more generally distributed throughout the brain. 

Q. Now, when you talk about this diffuse type of injury, the first thing we've just talked about 

here where the certain part of the brain hits these bony structures, that's more of a focal 

injury; right? 

A. Yes. 

Q. Why wouldn't something like that be seen on an MRI or a CT scan? 

A. Again, for the same reason, that the damage is microscopic, and the CT and the MRI are 

looking at the structure of things, not function, and changes that are microscopic generally 

are not seen on a CT or an MRI. 

One of the mechanisms of injury is what is called axonal shearing, axons being the long part 

of the nerve fibers that because the parts of the brain move at somewhat different rates, the 

two parts of the brain can move like this, for example, and when that happens, the dangling 

axons can be pulled and torn, and as a result of that, the patient can receive what's called a 

diffuse injury, and that's a common mechanism of injury in a trauma in which the brain as a 

whole is affected, such as a motor vehicle accident, as opposed to something in which only a 

part of the brain is affected, such as a stroke, for example. 

BY MR. KNIGHT: 

Q. When you talk about this diffuse axonal shearing, these axons, how -- how big is an axon 

and the neuron it's connected to, if you know? 

A. They're microscopic -- 

Q. Okay. 

A. -- itty bitty. There's millions of them. 

Q. I mean, when we studied cells in high school and things like that, is a neuron basically a 

cell? 

A. A neuron is a nerve cell. It consists of a cell body, then a long fiber thing called the axon, 

and then an end part that helps to connect to the next nerve cell. 

It's that long fiber part called the axon that is vulnerable to that type of a shearing injury. 

Q. And would it -- what I want to ask you is, when you talk about the shearing injury, does 

that shearing injury occur because of different rates of movement of different parts of the 

brain? 

A. Yes. The reason a shearing injury occurs is because different parts of the brain move at 

somewhat different rates, meaning that one part will slide over the other, and it's that sliding 

that can pull apart and damage the axons of the nerve fibers. 

Q. Well, which direction do these axons generally run in? I mean, do they -- do you know? 
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A. They generally run downward because they're helping to bring messages from the brain 

to the rest of the body, and so they run up and down. 

Q. So if you have neurons in an upper part of the brain, then these axons kind of dangle 

downward and through the lower part of the brain towards the brainstem? 

A. Yes. 

Q. Would it help to illustrate this for the Ladies and Gentlemen of the Jury to have a little 

representation of the brain that you can refer to? 

A. If they would find that helpful. 

Q. And let me show you what has been marked as Plaintiff's Exhibit No. 17, a model here, 

and I'll let you take the top off of the skull of that model to see if there is, in fact, a model of 

the brain inside. 

(Plaintiff's Exhibit No. 17 marked.) 

BY THE WITNESS: 

A. All right. 

BY MR. KNIGHT: 

Q. And it does; is that correct? 

A. The two hemispheres, the right and the left hemisphere. 

(Recess taken.) 

Q. Okay. Would you take that one hemisphere that has the entire half of the brain in one 

piece -- I know the other one is in a couple of pieces -- and hold that up in a way that 

perhaps the jurors can see the inside of it, and can you tell us -- and feel free to use that pen 

that I have there -- when you talked about different parts of the brain that may move at 

different rates, can you illustrate for the Ladies and Gentlemen of the Jury which parts of the 

brain you're referring to there? 

A. For example, the top of the brain can move at a different rate, while the bottom of the 

brain can stay a little more still. As a result of that, the nerve fibers can be pulled and torn. 

Q. So would the nerve fibers -- if I can use the pen and you hold that toward the Jury. 

These nerve fibers that you talked about, if they exist -- they exist throughout the brain; 

correct? 

A. Yes. 

Q. But those that are up above in this upper part of the brain, would tend to descend down 

toward the brainstem area? 

A. Yes. 

Q. So if this upper part of the brain shifts and those dangling axons are there, they can 

actually tear apart? 

A. Yes. They've done studies where they took a Jell-O made into the consistency of the 

human brain and bashed it really hard, and what they found is basically small tears, almost 

looking like stretch marks than tears, in the brain itself because of that axonal shearing. 

Q. How many of these neurons with axons are there in the brain? 

A. There are millions of them. 

Q. Okay. And go ahead, you can try to put our fellow back together there, if you will. 
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A. (Indicating.) 

Q. And when we talk about, as you have, a head trauma or brain injury, is it -- is the function 

of the brain made up of the effective millions of neurons that carry messages? 

A. Yes. The brain basically works by conducting messages back and forth through the brain 

and the rest of the body. 

The neurons are the mechanism by which that is accomplished, and so when they are 

damaged, that is the reason for changes and things such as thinking and emotion and 

behavior after a head trauma. 

Q. Okay. And how good are those neurons at healing and repairing themselves, if you know? 

A. Generally it's thought that the neurons don't have the ability to replace themselves, and 

so, therefore, that's one of the reasons that you sometimes have lingering symptoms of head 

trauma. 

The brain does have the ability to make new connections between existing neurons, bring 

dormant or not used brain cells into function, and so, therefore, the brain does have some 

ability to heal itself after a trauma. 

BY MR. KNIGHT: 

Q. Okay. So the brain can develop new connections, but the old connections once broken, 

are broken? 

A. Are broken. 

Q. Okay. And then even though the brain has the ability to develop new connections, from a 

functional standpoint it can't -- does that take a considerable amount of time? 

A. It can take some time, and, also, things like bruising and swelling of the brain can also 

resolve with time, and that's one of the reasons that you see improvement after a head 

trauma despite the fact that the brain is not replacing the cells that were damaged. 

Q. Okay. But in addition to the fact that taking considerable amount of time, there are some 

deficits that linger because the brain simply doesn't -- isn't able to replace that function? 

A. Yes. 

(Recess taken.) 

BY MR. KNIGHT: 

Q. I want to ask just a couple of things to complete the -- complete the direct examination 

here. 

Back at the time we were talking about the neuropsychological testings, was one of them 

called a Picture Completeness Test or something like that? Did I get that right? 

A. That's one of the subtests of the Wechsler Adult Intelligence Scale. 

Q. Oh, I see. And did his scores -- Jerry Wattron's scores change from the evaluation to the 

revaluation on that part of the intellectual assessment test? 

A. Yes. That was, I believe, the one score that had a significant decline. 

Q. Can you explain that decline and why that is not inconsistent with your evaluation that he 

had a brain dysfunction due to traumatic brain injury which had improved between the two 

evaluations but still had some lingering deficits? 
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A. Well, his initial score on that was quite high, and it's not unusual when a score is retested 

that's quite high for it to come closer to the norm. 

They call that regression to the mean, and it's a statistical concept. 

In addition, this had to do with basically discriminating fine visual detail. It's also possible that 

he was having some mild trouble with that over time. 

Q. Earlier when you told us that you made a determination as part of your evaluation that 

Jerry Wattron did have a brief period of altered consciousness at the time of the motor 

vehicle accident, is that also an opinion that you hold to a reasonable degree of certainty as 

a neuropsychologist? 

A. Yes. 

MR. KNIGHT: Thank you. That concludes the direct examination. 

MR. DOMBROWSKI: Hi, Doctor, my name is Jerry Dombrowski. I represent Erik Crompton 

in this case. I would like to ask you some questions. 

THE WITNESS: Yes. 

CROSS-EXAMINATION 

BY MR. DOMBROWSKI: 

Q. Are you Board-certified in any area? 

A. No. 

BY MR. DOMBROWSKI: 

Q. Doctor, have you published any articles or written any book chapters on head trauma? 

A. No. 

Q. And, Doctor, you work at the Paulson Center now? 

A. That's one of my current contracts. 

Q. And Dr. Eilers was back in '98, and still is, the director at the Paulson Center? 

A. I'm not sure if he's still the director. He hasn't had an office here for a couple of years now. 

I'm not sure of his current status. 

Q. Okay. Prior to this referral in 1998, it's fair to say that Dr. Eilers referred at least 100 cases 

to you? 

A. I would say that would be accurate, at least 100. 

Q. And after 1998, is it fair to say that Dr. Eilers referred numerous cases to you? 

A. Yes, 

BY MR. DOMBROWSKI: 

Q. And when we say referrals from Dr. Eilers, we're talking about the same type of workup 

you did with the plaintiff here; right? 

A. Generally. I've gotten other types of referrals from Dr. Eilers, for example, patients with 

chronic pain, but not suspected brain dysfunction. 

Q. Okay. When you started at Paulson or started working at Paulson, you treated exclusively 

children? 

A. Yes. 

Q. And then over a period of time you started treating adults, and today you treat adults and 

children? 
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A. Yes. 

Q. And you first saw the plaintiff here in 1998? 

A. Yes. 

Q. Before your treatment of the plaintiff or during your treatment back in 1998, did you ever 

actually review the MRI report or CT report? 

A. No. At that point I had the information that those were unremarkable. I didn't see that any 

other information from them would be helpful. 

Q. Okay. Back in 1998, before you saw Mr. Wattron or during your treatment, did you ever 

actually review the emergency room records? 

A. No, not at that time. That was one of the refinements to the battery, that I did that more 

extensively over time and I reviewed those in his reevaluation. 

Q. Did you ever at any point review any of Mr. Wattron's school records? 

A. He had stated that he graduated, was an average student, did not have any history of 

learning disability or need for special services. 

At that point that was adequate information for me and I didn't need the original records. 

BY MR. DOMBROWSKI: 

Q. Is your answer no to that question? 

A. Yes. 

BY MR. DOMBROWSKI: 

Q. Doctor, you talked about the emergency room records themselves, and the first time you 

looked at those, actually, was 2001? 

A. Yes. 

Q. Okay. Now, it's fair to say that emergency room physicians have training and experience 

with treating patients who actually have a head trauma or traumatic brain injury? 

A. As a general rule, depending on the doctor. 

Q. But normally in a busy emergency room, you would expect an emergency room doctor to 

come across many patients who do complain of headaches or indeed do have traumatic 

brain injury; correct? 

A. I imagine so, although I am sure there is variability in that. 

Q. As far as the emergency room records that we previously talked about on May 26, 1998, 

when Mr. Wattron came into the emergency room, he actually was not experiencing any 

symptoms of dizziness when he came in; correct? 

A. That was his report, that he was in because he was concerned about those persistent 

symptoms, but not at the moment. 

Q. Okay. And when the emergency room physician stated, “Orientated times 3,” what did 

that mean? 

A. That meant that he was oriented to person, place, and time. He knew who he was, where 

he was, the general time. 

Q. Okay. And “HEENT,” H-E-E-N-T, what does that mean? 

A. That's a medical abbreviation. My best thought on that is head, eye, ears, nose, and 

throat -- 
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Q. Okay. 

A. -- I believe. 

Q. And after the emergency room doctor put HEENT, he put “Normocephalic and 

atraumatic.” 

Do you know what that means? 

A. Normocephalic meaning that his head was not an unusual size, that it was not too big or 

too small, as opposed to microcephalic or macrocephalic. 

Q. How about atraumatic, what does that mean? 

A. Atraumatic generally means without trauma. I'm not sure how the doctor was applying it in 

that way. 

Q. All right. And down a ways on that emergency room record, the doctor noted “No battles, 

no raccoons, no lesions, no facial tenderness”; correct? 

A. Uh-huh, yes. 

Q. Okay. Now, what does it mean, no battles and no raccoons? 

A. I don't know what that means. I haven't heard those expressions before. 

Q. Okay. Below that, the doctor indicated, “There is no nystagmus noted on the ocular 

examination.” 

What does that mean? 

A. Nystagmus is generally an abnormal eye movement that is tested for by the doctor, for 

example, having the patient follow his finger. 

Q. And this doctor found no evidence of that? 

A. That's what he wrote. 

Q. Okay. And then it goes on to say “The tympanic membranes are normal.” 

Do you know what that means? 

A. Tympanic membranes are the membranes of the eardrum. 

Q. And then he went on to say that “The neck was supple and a full range of motion of the 

neck”; is that right? 

A. I'm sorry, I'm not looking at that. If that's what you say it says. 

MR. KNIGHT: I have a copy if you want. 

MR. DOMBROWSKI: Thank you. 

MR. KNIGHT: The other one, remember, was on the screens, so I'll just give you a copy. 

(Indicating.) 

BY MR. DOMBROWSKI: 

Q. Okay, Doctor, it's toward the middle. It says, “Neck supple, full range of motion.” 

Do you see that? 

A. Yes. 

Q. And that means, apparently, that he -- the doctor had Mr. Wattron have his neck go all the 

way around and there was no limitation on that range in that particular motion; right? 

A. That's generally what full range of motion means. 

Q. Now, under “Neurologic,” the doctor stated “Reflexes are symmetrical. The patient is 

ambulatory without ataxia.” 
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Do you know what that means? 

A. Reflexes symmetrical meaning that the reflexes were similar on both the right and left side 

of the body. 

Ambulatory meaning he could walk without ataxia, meaning that he wasn't having significant 

problems with severe balance problems, for example. 

Q. Okay. And, Doctor, up a ways it says “Review of systems,” and then it's got a colon, and it 

says, “No other symptoms and/or complaints at this time.” 

Do you see that? 

A. Yes. 

Q. So that would mean apparently the only complaints Mr. Wattron had 15 days after the 

accident was intermittent dizziness, that he wasn't even experiencing at the time, and 

apparently on the next page, pain on the top of his head; right? 

A. Well, they also referred back to the initial triage evaluation. At that point he was also 

complaining of hard to stay focused, numbness on the top of his head, and headache. 

Q. But he was not experiencing headache at that time; correct? 

A. No. He was saying that that's one of the symptoms that he had had since the trauma but 

not at the time. 

Q. Right. Now, this phenomenon of pain on the top of the head, that's not an indication of 

traumatic brain injury, is it? 

A. It depends on more specifically what the patient means by that. 

He could be describing a sensory change, which would be more medical. 

He could be describing a pressure headache problem, which could be related to head 

trauma. 

Q. Well, I'm just talking -- when he says he had pain on the top of his head, that is not an 

indication of traumatic brain injury; rather it's an indication that he might have stiffness or a 

problem in the neck; correct? 

A. Again, I think that there can be a number of reasons for that. 

I don't think he was talking about pain on the top of his head as much as he was numbness 

on the top of his head. That's more likely to be nerve and sensory related. 

Q. Okay. Have you seen records where Mr. Wattron actually did complain about pain on the 

top of his head? 

A. Not pain. He talked of headaches and he talked of a pressure -- it felt like a band around 

his head -- and of numbness on the top of his head. 

I don't know if he ever talked specifically of pain on the top of his head. I don't recall that 

specifically. 

Q. Now, on that triage page, counsel did not go through this with you, but there's a “Revised 

trauma score.” 

Do you see that? 

A. Yes. 

Q. What is a revised trauma score, do you know? 

A. I don't know. It might be idiosyncratic to that particular triage. 
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Q. Okay. So you don't know -- when he circles 12, you don't know what that means? 

A. I don't know if he's talking about a Glasgow Coma Scale. That sometimes uses those 

same numbers. 

I don't know what -- how -- what their basis for the revised trauma score is. 

Q. Okay. Now, to the right of that there's a pain scale; correct? 

A. Yes. 

Q. And I'm assuming that pain scales go from one, minimal pain, to 10, a lot of pain; correct? 

A. Yes, that's generally how those mean. 

Q. And it appears that either the doctor or whoever was doing the initial triage evaluation put 

a zero with a line through it; correct? 

A. Yes, and it -- which is consistent with Jerry's report that he was not having pain at the time 

that he went to the emergency room. 

Q. Right. So there was no pain at that time? 

A. No. 

Q. Now, with the diagnoses, there's no diagnosis there of traumatic brain injury; correct? 

A. No. “Head contusion and persistent dizziness.” 

Q. Okay. Now, as far as the head contusion itself is concerned, there was actually no head 

contusion found; correct? 

A. That was the discharge diagnosis from the doctor in the emergency room. 

Q. Right. But there was no cuts or bruises or anything on Mr. Wattron's head; correct? 

A. You would have to ask the doctor what he meant by head contusion. He is obviously 

using it as a discharge diagnoses, and so -- 

Q. Okay. 

A. -- he must have some basis for it. 

BY MR. DOMBROWSKI: 

Q. I'm asking you, do you see any indication that there is any contusion to Mr. Wattron's 

head from review of the emergency room records? 

A. Other than the doctor using it as a discharge diagnosis, it's difficult for me to say what his 

basis for that was, but they generally won't give that without some basis. 

BY MR. DOMBROWSKI: 

Q. Doctor, do you see anywhere in the emergency room record, other than the discharge 

diagnosis of contusion, that there was any evidence of any type of contusion on Jerry 

Wattron's head 15 days after the accident? 

A. Not from what I can tell, but I don't know what the doctor was thinking in making that 

discharge diagnosis. 

BY MR. DOMBROWSKI: 

Q. Doctor, did Mr. Wattron ever complain or is there any indication that he ever complained 

to anyone at the emergency room that he was having any memory problems? 

A. No. 

Q. Moving on, Doctor, you had sent a letter to Dr. Jerry Sweet, another psychologist, on 

December 17, 2002; right? 
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A. Yes, I believe that was the cover letter for the release of the raw data. 

Q. Okay. What were you pointing out to Dr. Sweet in that cover letter? I can hand it to you. 

A. Thank you. That would help. I have a copy of it in here somewhere. 

I was noting some minor corrections in the data because I had gone through it thoroughly in 

my transmitting of it to him. None of them impacted my interpretation of the results and they 

were all minor. 

Q. Okay. So you noted some errors; correct? How many errors did you note? 

A. I wouldn't say errors. I would say that there were a few corrections that I wanted to clarify. 

Some of them were, for example, that I had reported one score to be in a slightly higher 

range than it actually was. 

Another was that, for example, one subtest was in the average, not the high average 

range. One was that his verbal memory span ranged from the second to the 50th percentile. 

Just a minute. And so, as I said, those -- I do that for the record because I want everything to 

be as completely accurate as possible. 

There are hundreds of scores in these, and it's not unusual for me to find a few that I want to 

clarify when I go over the raw data. 

Q. Do you have any clarifications or corrections today -- 

A. No. 

Q. -- further? 

A. No, and I noted for Dr. Sweet that those were corrected in the text that I was transmitting 

to him along with the raw data. 

BY MR. DOMBROWSKI: 

Q. Now, Doctor, with suspected brain injuries that don't have swelling of the brain or bleeding 

into the brain or that apparently are without complications such as here, isn't the resulting 

condition of the brain considered stable or unchanging after a few months? 

A. Not necessarily. I think there's a great deal of variability in that, and certainly not everyone 

who has had a mild head trauma has lingering symptoms. A certain proportion do. 

Q. Well, Doctor, in fact, once a person is three months away from an actual mild brain injury, 

if there are persistent effects present, isn't it true that the brains of these individuals do not 

deteriorate? 

A. As I mentioned before, brains don't deteriorate after a head trauma, assuming that you 

don't have any subsequent injuries. 

A head trauma is an injury not an illness, and, therefore, the course is uphill, not downhill. 

Q. Now, Doctor, as far as some of the complaints that the plaintiff had initially when you saw 

him or when Dr. Eilers saw him in September, October, November of 1998, some of the 

things that he's talking about, “Difficulty finding words or searching for words or sleep 

deprivation” -- 

A. I don't believe I said sleep deprivation. 

Q. I'm talking about difficulty sleeping that he noted with Dr. Eilers. 

Did you see that? 

A. That wasn't something he mentioned to me. 
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Q. Okay. But you did review Dr. Eilers' notes? 

A. Yes. 

BY MR. DOMBROWSKI: 

Things like memory change or altered concentration or difficulty finding words or difficulty 

sleeping can be experienced by someone who has not had trauma or any type of brain 

injury; correct? 

A. That is possible, although improbable as a constellation of symptoms. 

BY MR. DOMBROWSKI: 

Q. Now, these type of things that I just mentioned, you've had patients attribute these type of 

things to trauma and it turns out that trauma was not the cause at all; correct? 

A. Generally when patients come in, they aren't always attributing their symptoms to 

anything, and so I'm not sure how to answer that question. 

People don't come in and say, “I think I have a head trauma.” They come in and say, “I've 

had these problems since then.” 

Q. Well, it's true in your practice that sometimes people attribute certain things or pains or 

problems to a traumatic event and it turns out later that that is not the case. You've had that 

happen; correct? 

A. In rare experience. 

Q. Now, doesn't that happen more so when there's, in fact, litigation involved? 

A. Not necessarily, and I've seen studies that have gone both ways in terms of that question. 

Q. Now, Doctor, isn't there substantial literature in your community, neuropsychological 

community, that demonstrates that a vast majority of symptoms caused by head injury begin 

very close to the time of the trauma? 

A. Yes, although there's often a difference between when a symptom is experienced and 

when it is first either acknowledged or reported. 

Q. Well, here the first medical evidence of any complaints from Mr. Wattron was 15 days 

after the accident; correct? 

A. That's the first time that he sought medical treatment following the trauma. 

Q. Now, isn't it also true that symptoms complained of much later are probably not caused by 

any type of brain injury, and when I say “much later,” I'm talking much later from the 

traumatic event itself? 

BY THE WITNESS: 

A. That's not -- actually not unusual in my experience that patients become more aware of, 

and, in particular, more concerned of symptoms over time that they've been experiencing 

since the time of the trauma, but they do not always acknowledge or report those then, and 

that they become more aware of those over time. 

BY MR. DOMBROWSKI: 

Q. Now, Doctor, in this case, wouldn't you agree that it is likely the plaintiff did not suffer a 

loss of consciousness? 

A. I'm unsure about that question. At this point the only information we have regarding that is 

the patient himself and he's not sure. 
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Q. He did tell you that he thought he remembered the impact; correct? 

A. Yes, but that, also, he didn't remember all of what was going on at the time, and that he 

clearly stated to me that he didn't know whether or not, for example, he had hit his head. 

BY MR. DOMBROWSKI: 

Q. And didn't Mr. Wattron actually describe specific details of the accident to you and to Dr. 

Eilers? 

A. Specific details in terms of he told me how he was hit, but he also told me that he felt 

sketchy in his recall and that he doesn't think he remembered everything that happened at 

the time. 

Q. Okay. Did you see in Dr. Eilers' records where he actually described miles per hour and 

how the actual hit of the vehicles happened? 

A. To some extent, although it was difficult for me to say if that was information he received 

afterwards from police reports, for example. 

Q. Okay. But you -- 

A. That's common for me. 

Q. But you did see that noted by Dr. Eilers; correct? 

A. I believe so. 

Q. Do you know how Mr. Wattron behaved at all after the accident? 

A. He stated that he had gotten out of the car, that he, as I said, felt somewhat dazed, I 

guess, is a good word for it, didn't remember everything that was happening. 

The police came, I believe because the neighbors had summoned them because of the 

noise of the crash, and I don't know if it was -- yeah, the police, and at that point he declined 

an ambulance and went on. 

Q. Did he ever relate to you his conversations or his demeanor towards the other driver in 

any fashion? 

A. I don't recall that. 

Q. Now, Doctor, after your first evaluation back in 1998, your diagnostic impression, your 

diagnosis then was actually “Dementia due to head trauma, mild, resolving”; is that right? 

A. Yes. 

Q. Now, as you sit here today, was that the correct diagnosis? 

A. Yes. I felt comfortable with that at the time. I had a different diagnosis on the second 

evaluation because I felt that I had seen significant improvement in his symptoms. 

Q. So you felt looking at the DSM that we've talked about, that Diagnostic Statistical Manual, 

that given what you knew at the point in 1998, that a diagnosis of dementia due to head 

trauma was appropriate? 

A. Yes, with the qualifiers of “mild” and “resolving.” 

Q. Okay. So at that point even in 1998, you thought that Mr. Wattron's problems were 

resolving; correct? 

A. Yes, I did. 

Q. And when you say “mild,” is mild the lowest range within head trauma or traumatic brain 

injuries? 
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A. Yes. The generally recognized classification system used in terms of communicating 

results clearly is mild, moderate, and severe, and within that system I felt that mild was most 

appropriate for Mr. Wattron. 

Q. Are there ranges or categories within that mild range? 

A. Not that I generally use. I generally use those three categories because my purpose is to 

communicate information to patients and their significant others, and those seem the most 

effective for me. 

Q. Doctor, you testified earlier that in order to actually have a traumatic brain injury, you 

either have to have a loss of consciousness or a change of consciousness; right? 

A. Yes, an alteration of consciousness. 

Q. Okay. So if it's determined that Mr. Wattron did not have a change in consciousness or 

loss of consciousness, it's, therefore, unlikely he suffered a traumatic brain injury; correct? 

A. Yes, that would be true. 

Q. Doctor, what is a post-traumatic amnesia? 

A. Post-traumatic amnesia is a loss of memory for a period of time following a trauma. 

Q. It's fair to say that we don't really know if that occurred with Mr. Wattron; correct? 

A. No. One of the disadvantages of his not seeking medical care earlier is that we have no 

medical documentation of his state of mind and symptoms at the time of the trauma. 

Q. But even if he did suffer some type of post-traumatic amnesia, it would be, it appears, just 

for a few seconds; correct? 

A. I don't have that information to be able to tell you that. 

Q. Didn't Mr. Wattron tell you back in 1998 that “I don't know if I was unconscious. Maybe for 

just a few seconds.” 

A. Yes, but post-traumatic amnesia and unconsciousness are two different concepts. 

Q. Okay. Well, with the post-traumatic amnesia, can you gauge whether he did have for 

seconds or minutes -- can you put any type of analysis on that? 

A. No. I don't have that information. 

Q. Now, Doctor, in your 1998 evaluation, apparently I think under “Recommendations,” I 

think No. 3, you stated “All symptoms will be reduced when physical and emotional stress, 

fatigue, pain, hunger, and time pressure are minimized”; correct? 

A. Yes. 

Q. You also stated that “Adequate rest, good nutrition, regular exercise, and a healthy 

lifestyle will be important in the healing process”; correct? 

A. Yes. 

Q. Now, you've talked before about Mr. Wattron's eating habits and emotional stress and 

things like that. 

Things like that can actually have a negative effect on the symptoms that you diagnosed him 

with; correct? 

A. Meaning that they can maximize as opposed to minimize those symptoms. That's one of 

the reasons that we focused on those in the follow-up. 
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Q. Now, Doctor, in your 2001 evaluation, your diagnosis was “Cognitive disorder, not 

otherwise specified, largely resolved”; correct? 

A. Yes. “Mild and largely resolved.” 

Q. Okay. So we're still in the mild range, and so you've seen him go from in 1998 to resolved 

to largely resolved; correct? 

A. Yes. I think in the first -- in '98 I called it resolving, and in '011 called it largely resolved. 

Q. You also stated in 2001 that he does not need further services from you; correct? 

A. Yes. I mentioned that at the time I felt that he was coping effectively, implementing 

compensatory strategies appropriately, and not in significant emotional distress, and as a 

result of that, I did not feel a need for further psychotherapy at this point. 

Q. Okay. As we sit here today in 2003, it's obviously possible that Mr. Wattron could be 

suffering from no mild traumatic brain injury given his improvement; correct? 

BY THE WITNESS: 

A. I wouldn't say that he would not be suffering from a brain injury. 

I would say that his symptoms are largely resolved and he is compensating for them 

effectively. 

BY MR. DOMBROWSKI: 

Q. Well, today is it possible that his symptoms can be completely resolved? 

A. Unlikely since at the time that I saw him he was already three years post-trauma and he 

was already implementing the type of strategies that would help to resolve those symptoms, 

but I have no further information regarding his functioning after the conclusion of the 2001 

evaluation. 

Q. Now, Doctor, your recommendations, both in 1998 and 2001, can actually be helpful to 

people who do not have a mild brain injury of any type; correct? 

A. Certainly. It's not that these recommendations are exclusively for people who have had 

traumatic brain injury, they're just more important for that group because of the problems that 

they're having. 

Q. Okay. Doctor, given the large number of findings that you had that were in the average 

range during your evaluations -- 

A. Yes. 

Q. -- isn't it probable that the plaintiff's problem is not, in fact, brain injury but rather 

perception? 

A. No, I don't believe that's true. I believe that, again, you don't look at the testing in isolation. 

You look at it in combination with everything else that you know of the patient, and the -- that 

entire picture was extremely consistent with a mild traumatic brain injury. 

Q. Is there a phenomenon known as “Attribution error,” in neuropsychological literature? 

A. Yes. That refers to people who mistakenly attribute symptoms to one cause as opposed to 

another. 

In neuropsychological literature, it means people who mistakenly attribute symptoms to 

things such as a stroke or a head trauma when in actuality that is not true. 
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Q. Okay. Now, Doctor, I would like to go over some of your reports briefly with you to talk 

about them. 

Your first report in '98, the pages aren't numbered but I numbered a Page 4. It looks like the 

first full paragraph. 

You state, “Jerry showed performance within the perfectly normal range for perceiving 

speech sounds, perceiving bilateral tactile, auditory, and visual stimulation, and simple 

sensory perceptual functions”; correct? 

A. Yes. 

Q. What did you mean by that? 

A. That meant that for this particular test, performance is divided into perfectly normal, 

normal, mildly impaired, and seriously impaired. 

There are two categories of normal to acknowledge that there is a certain variability in 

normal that is not uncharacteristic. 

He showed performance for those particular tasks in the perfectly normal range. 

Q. You also go on to state that “Performance was in the normal range for complex problem 

solving and complex sensory perceptual functions”; correct? 

A. Yes. 

Q. And you also go down to state that “Screening of visual fields indicated no restrictions”; 

correct? 

A. Yes. 

Q. And also, “A simple hearing screening was passed bilaterally”? 

A. Yes. 

Q. That means both ears? 

A. Yes. 

Q. Okay. And then, Doctor, moving on to Page 7 of that first report, second full paragraph 

under “Clinical/Projective,” it states, “The results of the Beck Hopelessness Scale were in the 

normal/age symptomatic range with no significant feelings of hopelessness, pessimism or 

expectation of failure/disappointment noted.” 

A. Yes. 

Q. Now, why is that significant? 

A. The Hopelessness scale is related to depression. It can also be related to things such as 

suicidal ideation, and so it was a positive thing that at that point he was not feeling negatively 

about the future. 

He also wasn't assuming that, for example, the head injury was going to get worse or was 

going to be an awful thing in his life. 

Q. Just below that, the next paragraph, it states “The Beck Anxiety Inventory was also 

administered to assess symptoms of anxiety. The results were in the normal asymptomatic 

range”; correct? 

A. Yes. 

Q. Now, below that there's something called “The Minnesota Multiphasic Personality 

Inventory II.” I think we may have touched on that. 
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You go on to state, the next page from that, Page 8, that “The analysis of the validity scales 

indicated a valid profile -- 

A. Yes. 

Q. -- with typical test taking responding, independence and self-confidence, and sufficient 

resources for intervention.” 

A. Yes. 

Q. What did you mean by that? 

A. What I meant by that is there are validity scales in the MMPI-II in order to see if somebody 

is trying to present either better or worse than they actually are, and my analysis of those 

scales for Mr. Wattron showed that he was presenting in a forthright way, and was neither 

minimizing, nor exaggerating his psychological issues. 

Q. Now, Doctor, in the scores in 1998 and the scores in 2001, as far as I.Q. is concerned, 

both Mr. Wattron's scores were in the normal range on both tests; correct? 

A. Yes. Average is what we use -- 

Q. Right. 

A. -- as oppose to normal. 

Q. Okay. And they were -- that was consistent with his educational background? 

A. In general in an average intelligence, completion of high school, are consistent. 

Q. Doctor, looking at the scores in 1998 and also 2001, you've actually -- or have you had 

patients with these scores who suffered no head injury at all? 

A. Yes. An average score is not one that you would want to overly interpret. 

BY MR. DOMBROWSKI: 

I'm referring to the 1998 and the 2000 tests, the whole tests. You've obviously had patients 

with these scores who suffered no head injury at all; correct? 

A. By “these scores,” do you mean on the Wechsler Adult Intelligence Scale or do you mean 

the entire evaluation as a whole? 

Q. I'm talking about the entire evaluation itself. 

A. No, generally I'm not seeing some of the problems I saw in the 2001 evaluation unless 

someone has had a head trauma. 

Q. Well, you have seen patients who have had no head trauma and have had similar scores; 

correct? 

A. Not on everything. Certainly if we're talking about the intelligence scale, I've seen people 

of average intelligence that have not had a head trauma, but I haven't seen people without a 

head trauma who had some of the problems I was seeing on the second evaluation. 

Q. Now, Doctor, in the neuropsychological literature, there's some addressing of reporting of 

patients of post-concussion symptoms among pain patients who have, in fact, suffered no 

brain injury; is that right? 

A. Depending upon what you talk of as post-concussion syndrome, sometimes people who 

have had an injury but not a brain injury can report things like fatigue, for example. 

Q. Okay. Now, in this case, have you ever seen a diagnosis at all at any point of Mr. Wattron 

that he, indeed, did suffer a concussion? 
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A. I don't believe from the limited medical follow-up that he had, that that term was used. 

Dr. Eilers talked about traumatic brain injury, which is the equivalent of a concussion. 

Q. But you never saw any diagnosis of post-concussion syndrome or a concussion, did you? 

A. No. As I said, Dr. Eilers diagnosed traumatic brain injury, which is another word for 

concussion. 

BY MR. DOMBROWSKI: 

Q. Okay. Now, Doctor, you talked with plaintiff's counsel regarding the movement of the 

brain, and neurons, and microscopic fibers; correct? 

A. Yes. 

Q. Now, you do not know how Mr. Wattron's body moved the day of the accident, do you? 

A. Yes. There are laws of physics that are assumed to be in force at all times, and so the fact 

that he was in an acceleration-deceleration incident means that we do know how his head 

moved. 

Q. Well, our heads don't move exactly the same way during automobile accidents, do they? 

Your body can move in different directions at different times; correct? 

A. Certainly there is variability. 

Q. Okay. Now, when you were handling the skull and the brain, you were actually making 

assumptions about what you believe Mr. Wattron experienced during the accident; correct? 

A. Well-based assumptions as opposed to assumptions without a basis. 

Q. Okay. Assumptions nonetheless; correct? 

A. I guess I'm a little uncomfortable with that word because it implies that there is no basis 

for that, and clearly there is a substantial knowledge base regarding what happens to 

someone's head during a motor vehicle accident such as the one Mr. Wattron experienced. 

Q. Well, there's no medical records, that you know of in this case, that talk about fibers or 

neurons or microscopic things within the brain, are there? 

A. No, but that doesn't mean that that isn't what occurred. 

Q. Well, there's no testing done in this case that would indicate any tearing of any fibers or 

anything like that; correct? 

A. The medical testing that we have at this point was not specifically indicative of that, 

although could not rule it out. 

Q. Doctor, the prognosis, in general, of healthy individuals like the plaintiff with possible mild 

head injury is normally good; correct? 

A. Yes, and, in fact, I think that Jerry has had a very good recovery. 

Q. Doctor, during your course of treatment, did you ever recommend to the plaintiff at any 

point that he stop driving? 

A. No. If I had concerns about that, I would refer him back to his physician. That's not 

generally a recommendation that I would make. 

Q. Did you ever recommend he stop lifting weights or going to a health club? 

A. Again, those would be more medical recommendations that his physician would make as 

opposed to myself. 

Q. Did you ever recommend that he take a break from work or take some time off? 
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A. Now, that is an area that I would normally address if I felt it necessary. 

At that point the patient was describing adequate functioning with compensation in his work, 

and so I would have no reason to tell him not to work. 

I'm a great believer in work. I think it's good for my patients and I always encourage them to 

work in any way possible. 

Q. Doctor, did you ever take a look at Dr. Sweet's report or evaluation of Mr. Wattron? 

A. No. 

BY MR. DOMBROWSKI: 

Q. You have no plans to see Mr. Wattron; correct? 

A. Not at this point. 

Q. Now, the second neuropsychological evaluation, Mr. Wattron actually contacted you; 

correct? 

A. Yes. 

Q. Now, in your opinion, were both of these neuropsychological evaluations actually 

medically necessary or necessary for his treatment? 

A. I'm not sure how you would be defining “medically necessary.” 

As I said, I'm a psychologist. I do feel that they were necessary in regard to initially the 

diagnosis and treatment, and over time, determining the course and existence of continuing 

symptoms. 

Q. Now, Doctor, counsel talked about labyrinthitis that apparently Dr. Eilers mentioned once 

in a record in October of '98. 

So this is actually a condition of the ear. It does not implicate the brain at all; correct? 

A. Yes, that's true. It's a condition of the balance system within the inner ear. 

Q. And, actually, in your experience, if a doctor actually diagnosed labyrinthitis, there is 

actually a test that can find out whether that phenomenon is actually happening; correct? 

A. Yes, and I've seen that ordered occasionally for patients, especially those with severe 

dizziness. 

I believe it's called an ENG. 

Q. Okay. No one in this case ordered that test; correct? 

A. Not that I am aware of. You would want to ask Dr. Eilers specifically about that. 

Q. Doctor, how much do you charge for a neuropsychological evaluation? 

A. It varies depending upon the number of hours needed for it. 

Q. Okay. What did you charge in this case? 

A. Just a minute. I have the billing. 

The 2001 evaluation was a total of 13 hours and was billed by the Paulson Center at 

$1,800.50. 

BY MR. DOMBROWSKI: 

Q. Now, Doctor, the first test, how much did that cost? 

A. Just a minute. $1,939 for 14 hours. 

Q. And then you also charge for the follow-up visits? 
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A. Yes. Again, these are charges by the Paulson Center as opposed to me since I'm a 

contractor here. 

The follow-up visits, I believe, were charged at $117.50 an hour. I think that was the going 

rate at that time. 

Q. Doctor, you're being compensated for your time today? 

A. Yes. 

Q. And at what rate? 

A. At the rate of $250 an hour, which includes preparation and review. 

Q. And did you meet with the plaintiff's attorneys before your testimony? 

A. Yes, yesterday. 

MR. DOMBROWSKI: Thank you, Doctor. I don't have anything further. 

MR. KNIGHT: Doctor, I have a few questions on redirect. 

REDIRECT EXAMINATION 

BY MR. KNIGHT: 

Q. You were asked early in your cross-examination whether you are Board-certified. 

Is there any Board-certification that is recognized by the State of Illinois in your field of 

neuropsychology? 

A. No. You need to be licensed as a clinical psychologist to practice neuropsychology, but 

the Illinois Board of Professional Regulation doesn't have anything like a Board-certification 

such as is common for medical doctors, for example. 

Q. Okay. Are there some either societies or independent groups within -- among 

psychologists who created their own board or group or something like that that certifies 

people? 

A. Yes. Two different groups of psychologists appointed themselves as a board and purport 

to board-certify, however, that is not, as I said, endorsed by my licensing agency. 

Q. You were asked early in your cross-examination whether you had received a number of 

different referrals from Dr. Eilers over a period of years. 

Can you explain whether the -- how many referrals there have been within the last two or 

three years from Dr. Eilers? 

A. Within the last two or three years, there have been very few. About, I guess, a year-and-a-

half to two years ago, Dr. Eilers moved his practice out of the Paulson Center building. 

I believe he is now in Sugar Grove, and I also think that the scope of his practice has 

changed, and so since then I've had, I think, two or three new referrals and a few referrals for 

reevaluations from him, but significantly less than prior to that. 

Q. Okay. And you have a full-time practice in neuropsychology yourself; correct? 

A. Yes, both neuropsychology and developmental disability. Those overlap somewhat 

because the patients that I see at the pediatric nursing homes pretty much all have 

significant brain damage. 

Q. And so you receive referrals of patients from many different sources, many different 

doctors, and many different entities; is that correct? 
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A. Yes. As I said, I work for pediatric nursing homes, as well as receiving referrals from 

neurologists in the community, as well as the State of Illinois, Department of Rehab. 

Q. You were asked on cross-examination whether you had reviewed any school records for 

Jerry Wattron. 

Was there any necessity, as you saw it, for purposes of your evaluation to obtain and review 

school records? 

A. No. I always ask the patients if they had any problems with school, any diagnosis of 

learning difficulties, any need for special services, and whether or not they had graduated 

high school. 

If they tell me that they graduated high school, describe themselves as an average or above 

student, and deny any problems with learning or any special services received, at that point 

that's adequate information for me to establish a baseline to interpret their testing results. 

Q. Okay. You were asked some questions about whether Jerry Wattron was experiencing 

certain problems when he went to the ER, according to the records that you examined as 

part of your evaluation. 

Was he experiencing certain problems at the time of his visit to the ER which were related to 

your evaluation, and if so, what? 

A. At the time he went to the ER, he was stating that he was concerned about persistent 

dizziness. 

He also mentioned specifically that he was having numbness on the top of his head, and that 

he was having trouble staying focused. The quote is that it's hard to stay focused. 

That was consistent to his report of me that over the first couple of weeks following the 

trauma, that he was becoming increasingly concerned about difficulties with his thinking and 

with dizziness, and that's the reason that he eventually went for medical follow-up in the ER. 

Q. Among the patients that you have seen who have had mild traumatic brain trauma, is it 

unusual for them not to seek medical attention immediately or within the first week or so 

following their trauma? 

A. Not in my experience. 

Certainly, I always advise people after the fact that if they have -- they had any experience 

with a motor vehicle collision, that they should get themselves checked out at a hospital. 

It certainly is possible, for example, to have something like bleeding in the brain where 

someone doesn't feel well, goes home, goes to sleep and never wakes up. 

I find that for my patients, especially with mild head injury, it's not unusual for them to 

become increasingly concerned about physical thinking and emotional problems over time, 

particularly as these persist because they think that they may be due to the stress of the 

trauma, but as time goes on, it becomes obvious that they are still existing and at that point 

they are more concerned and then seek help later. 

BY MR. KNIGHT: 

Q. So did the fact that the plaintiff, Jerry Wattron, did not immediately seek care for his brain 

dysfunction in any way indicate to you that he was not actually suffering the injury that you 

diagnosed him with later after your evaluation? 
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A. No, I don't believe so. In fact, I think it's further indication that he was minimizing rather 

than exaggerating or maximizing the symptoms. 

Q. You were asked on cross-examination about certain individual symptoms and as to 

whether those symptoms can exist in a person who doesn't have a mild traumatic brain 

injury. 

Can you tell me whether your evaluation in this case or in general is ever based on a single 

symptom as opposed to the full constellation of signs and symptoms, history, and physical 

examination presented by a patient? 

A. As I mentioned, because traumatic brain injury has a number of symptoms and can in 

many ways be subtle, I think it's extremely important to do a comprehensive evaluation 

process and not to jump to conclusions prematurely. 

Certainly some of the symptoms of head trauma taken individually can be caused by other 

things, things such as people can get headaches for a lot of different reasons. People can be 

fatigued for a lot of different reasons. People can have trouble with concentration for a lot of 

different reasons, but when you put together that particular constellation of physical thinking 

and emotional symptoms that I've described so far, that particular set of symptoms existing 

simultaneously, and, in particular, the coming on abruptly in a person without a history of it 

and then resolving slowly over time, is very characteristic of a head trauma. 

Q. You were asked on cross-examination whether the plaintiff, Jerry Wattron, had 

experienced any of these symptoms prior to the time when he went to the emergency room. 

Is there a difference between when a patient experiences or may be suffering from a sign or 

symptom and the time when a patient recognizes that they are suffering from such a sign or 

symptom? 

A. Yes, and, in fact, it's not unusual in my experience to have a patient notice things like 

dizziness or that their head doesn't feel right or that they're having trouble concentrating and 

either to assume that this will clear up shortly or to make an attribution error, as using a term 

we had used before, that this is not due to head trauma, but instead due to the stress of the 

accident, for example. 

Q. On cross-examination you were asked whether you were unsure -- or I believe you 

testified that you were unsure of whether there was an actual loss of consciousness as 

opposed to altered consciousness. 

Can you tell us what you relied on in the way of information from the plaintiff to reach your 

opinion to a reasonable degree of neuropsychological certainty that he, indeed, did have a 

period of altered consciousness? 

A. At that point the only information available was the patient's report because there was not 

medical information available at the time of the trauma. 

His description was quite typical of what I would expect of someone who had had a mild 

head trauma. 

He was not saying, “I remember everything clearly and continuously and everything is clear 

in my mind.” 
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He was saying, “I'm not exactly sure about this. I don't know if I was unconscious. Maybe I 

don't remember hitting my head but I'm not sure. I don't really remember everything that 

happened at the time.” 

That's very typical of the alteration of consciousness that would be consistent with a mild 

head trauma. 

Clearly he did not have the type of prolonged unconsciousness which is associated with a 

more severe head trauma. 

Q. On cross-examination you were asked about your diagnosis in 1998 that included the 

term “dementia.” 

Can you tell us what you meant by the term dementia in the context of that diagnosis? 

A. At that point I was describing difficulties with things such as his concentration, as well as 

personality changes related to an injury to the brain, and I was noting that those were mild 

and that they appeared to be resolving, meaning decreasing over time. 

Q. And why is it that you believe that the term dementia is appropriate to describe that 

degree of deficit? 

A. Because that's the diagnostic term used for that particular issue, for changes in thinking 

and behavior and emotions which come as a direct result of a physical change to the brain 

such as occurs in a head trauma. 

Q. You were asked whether there was any evidence of -- or medical evidence of an 

indication that there were damage to the neurons. 

Can you tell us whether the neuropsychological testing that you performed in 1998 and in 

2001 on the plaintiff, Jerry Wattron, was or was not an indication that there were damage -- 

that there was damage to neurons in his brain? 

A. Yes, I believe it was. 

The question I was asked is medical testing, and at that point I assumed we were talking 

about a CT or an MRI. 

Those were unremarkable, however, I did find some specific deficits and problems in my two 

neuropsychological evaluations. 

Q. All right. You were asked on cross-examination whether you had reviewed a report of a 

Dr. Sweet, another doctor who was not a treating physician in this case. 

What is your role with respect to this patient and this case as opposed to someone who 

would review someone else's -- other doctor's report who is not a treating physician? 

BY THE WITNESS: 

A. I'm a treating psychologist, which means that my practice is clinical and therapeutic. 

People come to me referred generally by their physician because they are experiencing 

problems and symptoms, and my purpose is to clarify those and to try to help them to work 

around those more effectively. 

I'm not an expert witness. I have been asked by both sides. I dislike being involved in 

litigation intensely and would never do this voluntarily. 

The only time I'm ever brought into this is after the fact when my -- I've treated a patient and 

my records and testimony are subpoenaed. 
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BY MR. KNIGHT: 

Q. Is it fair to state that as a treating physician -- 

A. Psychologist, please. 

Q. I'm sorry, my apologies. 

As a treating -- I wrote it in my notes wrong. In fact, I just wrote something that I just read 

wrong. 

As a treating neuropsychologist, do you see your role as one of reviewing any party's expert 

witness's reports about the case? 

A. Not generally. I've occasionally been requested to do that, again, after the fact by patients' 

attorneys, but in general, that's not information that I would seek out. 

At this point my treatment of this patient is completed, so I would have no reason to seek out 

further information regarding him. 

Q. And you were not requested by us to step outside that role as a treating -- 

A. No, I was not. 

Q. -- neuropsychologist in this case; correct? 

MR. KNIGHT: Thank you. That's all I have on redirect. 

MR. DOMBROWSKI: Doctor, just a follow-up. 

RECROSS-EXAMINATION 

BY MR. DOMBROWSKI: 

Q. When the plaintiff went to the emergency room on May 26, 1998, he did not present with 

what you call a constellation of symptoms, did he? 

A. Yes, he did. He was reporting physical and cognitive symptoms. 

Q. Well, let's back up a little. 

He said he had some intermittent dizziness, but he told the doctor he did not have dizziness 

when he was at the emergency room; correct? 

A. Yes. 

Q. And he did complain of numbness at the top of the head but he said he did not -- was not 

experiencing headaches at that time; correct? 

A. Yes. 

Q. And that his pain scale was zero, meaning no pain; correct? 

A. Yes. 

Q. And the physician who examined him at the time did not diagnose him with any type of 

brain injury whatsoever; correct? 

A. The terms he used was “Head contusion and persistent dizziness.” 

He did not use the term “brain injury.” 

MR. DOMBROWSKI: Thank you. I have nothing further. 
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