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Page | Description of Pritchard’s Interview
#

3-4 e Claimant John Pritchard (Pritchard) is interviewed by Commission Staff Attorney Julie
Bridenstine (JB) at Pender Correctional Institution on August 5, 2021. Commission
Staff Attorney Brian Ziegler (BTZ) is also present, in addition to Pritchard’s attorney,
Emily Thornton (Thornton). JB explains the Commission process to Pritchard and tells
him that the Commission does not represent him.

4-5 e In March 2011, Pritchard was living on Turtle Trot Road in Burnsville, NC with Aaron
Collins (Aaron), who was the son of his girlfriend, Robbie Brown (Robbie).
5-6 e At that time, Pritchard and Robbie had an incident where Pritchard had to go to court

and move out of her house; however, they were still kind of boyfriend and girlfriend
and he would stay with her sometimes. Pritchard states it was not a domestic violence
incident, but that it was actually his probation that required him to move out of her
house.

6-7 e Pritchard met Jonathan Whitson (Victim) through Robbie in September 2010.
Pritchard described the Victim and Robbie as acquaintances and said the Victim would
take care of Robbie’s lawn.

7-8 e Pritchard and the Victim did not hang out together. The Victim and Robbie had a
previous relationship back around 2008, and Pritchard thinks they did drugs together.
He doesn’t know how long they were together and denies that this caused any

problems.

8-9 e Pritchard also knew the Victim’s stepfather, Nathan Angel (Nathan). Nathan would
also do work for Robbie, and believes Nathan sold cocaine to her.

9 e Pritchard moved to Burnsville, NC in 2009.

9 e Pritchard never saw the Victim outside of the times he saw him with Robbie. Before

the Victim died, Nathan would come over to Pritchard’s trailer because he wanted
work, but Pritchard never had any work for him to do.

10 e JB turns Pritchard’s attention to March 5, 2011 which was the day before the Victim
died. Pritchard recalls speaking to Nathan who told him the Victim was out of jail.
Pritchard then told him that Robbie wanted the Victim to do some yardwork for her,
and Nathan said he would have the Victim call Pritchard when he got back to the
trailer.

10-12 e Sometime between 2:00 p.m. and 2:35 p.m., the Victim called Pritchard and told him
he was at Nathan’s home. Pritchard then went over to Nathan’s to ask the Victim to do
the yardwork for Robbie. While there, the Victim asked Pritchard if he would take him
to the store. Pritchard agreed to take him and drove the Victim to Riddle’s Grocery
Store (Riddle’s) where Pritchard dropped him off. After he did this, Pritchard left to
dump his garbage and then returned to pick the Victim up. Pritchard didn’t want to go
into Riddle’s because it was supposed to have been a “bad place” where people would
pick up drugs.

12-13 e After leaving Riddle’s, Pritchard and the Victim drove to Fred’s where the Victim
went inside to get tobacco for Pritchard. Later, Pritchard asked the Victim if he would
go take care of Robbie’s lawn. The Victim said he needed time because the abscess on
his arm was still hurting and had gotten worse. He said he was going to get it checked
out but didn’t want to do yard work because of the pain. Pritchard then dropped the
Victim off at Nathan’s trailer, and this was the last time Pritchard saw him.
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13

Pritchard thinks he went to the trailer on one other occasion to drop off the Victim and
the Victim’s girlfriend at the time, Stephanie Whitson (Stephanie).

13-14

Pritchard met Stephanie twice: once when he gave her a ride to work, and the other
time was at Robbie’s. The latter happened after Stephanie and the Victim came over to
Robbie’s after they sought treatment for the Victim’s arm at the ER. Pritchard gave
them a ride back to Nathan’s trailer. He thinks this happened around the end of
November or beginning of December.

15-16

Pritchard says the ER gave the Victim antibiotics and told him not to shoot drugs into
his arm again. Pritchard says the abscess was on the left arm in the crook and that it
was swollen, puffy, and black and blue.

16-17

On March 5, 2011, the Victim went to Riddle’s to meet up with friends. When
Pritchard came back to get the Victim, the Victim was standing by the road and didn’t
have anything with him. Pritchard didn’t know what the Victim was doing, but
Pritchard said Riddle’s was a “... bad place for drugs and stuff like that.” While there,
Pritchard wasn’t paying attention to anyone else.

17-18

At Fred’s, Pritchard gave the Victim $1.50 or $1.56 to get the tobacco. The Victim
bought it because Pritchard didn’t know much about tobacco chewing. He’s not sure if
the Victim bought anything else.

18-19

Pritchard didn’t see anyone else at Nathan’s trailer when he picked the Victim up, but
Stephanie was there when Pritchard dropped him off. He didn’t speak to her. While
dropping the Victim off, Nathan offered to do some work for Robbie.

19

Pritchard picked the Victim up around 2:35 p.m. and dropped him off at 3:20 p.m. He
didn’t see the Victim after dropping him off. The Victim’s mother came over later that
night.

19-21

Nathan’s trailer is 25-30 feet behind the home of Christine Angel (Christine) (Mother
of Nathan). He didn’t have to pass Christine’s house to get to Nathan’s trailer. You
would park right on the side of the road.

21-22

If Pritchard needed to get in touch with the Victim, he would go through Nathan and
then the Victim would call Pritchard’s cell phone.

22

The Victim did not ask Pritchard for drugs on March 5, 2011.

22

The Victim appeared sick because he was sweating. Pritchard assumed his arm was
causing him difficulty and that’s why he told the Victim he should have taken care of
it. The Victim was a wearing a tan jacket you get from a tractor-trailer place, jeans, and
a flannel shirt.

22-23

The Victim pulled out his arm to show it to Pritchard. It looked really bad. It was black
and blue, reddish-purplish, swollen, and filled with pus. It was about as big as
Pritchard’s leg.

23-24

JB asks what the arm looked like in comparison to track marks. Pritchard said you
could see the track marks in the Victim’s arm.

24-26

In November, the Victim’s arm was black and blue, and it looked like someone had hit
him. There was pus in the center of the black and blue mark. By March 5, 2011, it
looked really bad. You could see red going up his arm and it was worse than it was in
November. The black and blue mark was about the same, but the pus was 0ozing out.

26-27

Pritchard knew the Victim to be a drug user. Robbie would give the Victim
oxymorphone tablets instead of money when he did yardwork for her. Robbie had 40
mg yellow pills and 5 mg blue oxymorphone pills. He doesn’t know of Robbie giving
the Victim any different pills. When Pritchard was gone prior to March 2011, Robbie
had access to his medication because he had it in the safe.
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28

Pritchard moved out of Robbie’s house at the end of January because Robbie was a
convicted felon, and it was a condition of his probation that he could not reside with a
convicted felon. Pritchard went to court on January 26"

28-29

Robbie had a safe that Pritchard kept his medication in, so she knew the combination.
The safe also had money and rings. He kept his medication in the safe because
Robbie’s son had stolen all of her medication before. He reported it to the police, but
they didn’t do anything.

29

Pritchard had 30 mg of morphine and 5 mg of oxycodone. He got the medication
through the PTSD program at the VA.

29-30

Robbie kept her oxymorphone in her pocketbook because her kids would steal her
medication from time to time, and she kept the pocketbook close to her. Robbie also
did other drugs, like crack cocaine.

30

He knew Robbie to be a drug user because he met her at an Alcoholics Anonymous
(AA) meeting.

30

Pritchard knew Robbie to have morphine because she would run out of her pills and
use some of Pritchard’s to last her until she got her prescription refilled.

SiEs2

Ann Whitson Greene (Greene) (Victim’s mother) came over the night of March 5,
2011 around 6:00 p.m. She would come over to spend the night and take a shower.
They were friends that had consensual sex, but they were not dating. Greene stayed
until 5:00 a.m. — 6:00 a.m. the next morning. She would sleep on his couch. No one
else was there that night. Aaron didn’t come home until the next day around 10:00 a.m.

32-33

On March 5, 2011, Pritchard saw Nathan, the Victim, Stephanie, and Greene.
Pritchard said Aaron was also at the trailer that day, and that he and Pritchard cleaned
up the home and then put the garbage in Pritchard’s trunk. Aaron left that night around
6:00 p.m. - 7:00 p.m.

34

On March 6, 2011, Pritchard got a call from Greene around 12:00 p.m. She was upset
and crying and said that she had been at Nathan’s home and the Victim had died.
Nathan, Nikki Angel (Nikki) (Victim’s step-sister), and Greene then came over to
Pritchard’s trailer where they sat and talked.

34-35

Pritchard isn’t sure why Greene left at 6:00 a.m. Pritchard was at the trailer from the
time she left until the time she called about the Victim’s death.

35

Pritchard was sorry the Victim had died.

35

Greene was yelling about Nathan and thought Nathan *... had done it to him... .” She
did not say how the Victim died.

35-37

Pritchard’s understanding of what happened is that the Victim had slept over at
Nathan’s trailer and drank too much. Greene told him the Victim died while at
Nathan’s trailer in a call later that night. During the 12:00 p.m. phone call, she only
said that he had died and didn’t provide any other information about the circumstances.

37-38

Greene was at Nathan’s trailer when the Victim was discovered. Greene and Nathan
used to be married. Nikki stayed with Nathan. Greene was homeless most of the time.

38-40

Greene is the Victim’s biological mother. Pritchard doesn’t know what kind of
relationship they had. Nikki introduced Pritchard to Greene in January or December.
Nikki is Greene and Nathan’s daughter, and Nikki dated Aaron at one point. Pritchard
and Nikki weren’t friends, but he met her before he went into the PTSD program. He
saw her again at the end of September 2010.
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41

Pritchard thinks Nathan, Nikki, Greene, and a cousin of theirs named Robby Silvers
(Silvers) came over to his trailer around 1:30 pm. — 2:00 p.m. Silvers said he thought
the Victim had died due to drugs.

41

Pritchard had not learned anything else about the death between 12:00 p.m. — 1:30 p.m.

42

Pritchard didn’t learn anything else from the family while they were at his home.
Greene called him later on that night to see if he would be a pallbearer at the funeral
and Pritchard agreed to do it.

42

The family stayed at Pritchard’s for 10 — 15 minutes. He doesn’t think they discussed
how they had found him dead. They were all heartbroken and crying. Pritchard was
telling them he was sorry to hear it.

43

Pritchard did not know what kind of drugs Silvers was talking about.

43

The following Monday, Nathan told Pritchard that Stephanie had told the police that
Pritchard had been the one to give the Victim the pills. He told Nathan he didn’t mess
around with that stuff, and Nathan said he knew that and told him if he thought
Pritchard had been the one to give him the pills, he “... would have put a cap in
[Pritchard].”

44-46

In the phone call on the night of March 6, 2011, Greene said she thought Nathan and
William Angel (William) (Nathan’s brother) had moved the Victim. She said Christine
did not like her kids doing drugs and alcohol in her home. The Victim and Christine
had a difficult relationship because the Victim was Nathan’s stepson. Greene thought
the Victim had been moved from Nathan’s trailer to Christine’s couch. JB asks why
the body would have been moved and Pritchard says when he was in jail, Danny
Edwards (Danny) told him that when he took Nikki and his sister to Nathan’s trailer,
they asked him to come in and they were selling drugs and drinking.

46-47

Danny is Nikki’s ex-husband. Pritchard met him in the Yadkin County Jail. Danny said
he knew that the Victim was at the trailer after midnight that night because he walked
in on them drinking and doing drugs. Pritchard was locked up on December 1, 2011
and thinks he spoke to Danny around December 22, 2011.

47

When Pritchard and Danny met in jail, Danny said he had been told that Pritchard gave
the Victim the drugs with which he overdosed. Pritchard denied doing this.

48

Pritchard had never met Danny before and did not recognize him.

48-49

Danny said Stephanie was telling the police that he (Pritchard) had given the Victim
the drugs. Pritchard doesn’t know why Stephanie was telling the police this, but thinks
it is because Stephanie was also shooting drugs with the Victim and Pritchard is from
out of town.

49

Pritchard does not know who gave the Victim drugs before he died, but he knows the
Victim got them at Riddle’s. At that time, Pritchard didn’t think he should question the
Victim about it.

49

The Victim didn’t have money on him when they went to the store. He doesn’t know
how he got the drugs, but Burnsville is close knit.

49-51

There is a lot of drug use in Burnsville. Nathan, the Victim, Stephanie, Aaron, and
Robbie were using drugs. Robbie smoked crack cocaine but took her medication by
mouth. Robbie and Nathan were drug dealers, and sometimes Nathan would get his
drugs from Robbie. Robbie used to date a guy named Robin Honeycutt (Honeycutt)
who would sell drugs to Aaron, who would then sell the drugs.

51

Pritchard did not talk to the Victim about using drugs on March 5, 2011. Nathan had
told Pritchard the Victim had just gotten out of jail that night and was staying at
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Nathan’s trailer. In one of his statements, Nathan said that the Victim gave him a pill
and that he had left so the Victim and Stephanie could have some alone time.

51-54

Between November 2010 and March 5, 2011, Pritchard saw the Victim around
Christmas but before he left for Charleston. The Victim would mostly come around to
buy the 5 mg of oxymorphone from Robbie. When he saw the Victim in December,
Pritchard was with Robbie. Stephanie may have also been there. Pritchard did not talk
to the Victim about drugs and did not see the Victim’s arm or talk to him about his arm
on that occasion.

54

When the Victim would come over, he would go in the back room with Robbie. He
assumed they were doing drugs.

54-55

Before Pritchard moved out of Robbie’s in December, the Victim asked Pritchard to
sell him morphine. Pritchard told him no because Stephanie’s dad was a bondsman and
Pritchard thought the police would come to him first if the Victim got caught. The
Victim knew Pritchard had morphine because Robbie had given him some when he
came to do yardwork. JB asks if Pritchard knew Robbie was doing that, and Pritchard
says, “No, not really. | didn’t know.”

55

Pritchard doesn’t know how many times Robbie gave the Victim his morphine.
Pritchard left it in the safe when he was in the PTSD program from July until the
middle part of September.

56

The Victim told Pritchard that Robbie gave him the morphine.

56-57

Pritchard assumes Greene saw the Victim’s arm since she was his mother. Nikki knew
about the arm because she was there when the Victim got out of the hospital. Pritchard
never discussed the arm with Nikki.

57-58

JB asks about the significance of moving the Victim’s body from Nathan’s trailer to
Christine’s house. Pritchard believes they are lying about the fact that the Victim shot
drugs at Christine’s house and died there when she didn’t allow people to use drugs or
drink.

58-59

The only medical issue of the Victim’s Pritchard knows about is the abscess. JB asks
about other medical treatment the Victim received, and Pritchard only knows about the
ER visit.

S

Pritchard did not speak to the Victim while he was in jail, which he thought was in late
December or early January.

59

Pritchard and the Victim both talked about their legal issues while in the truck on
March 5, 2011. The Victim said he wasn’t even getting aspirin while in jail.

59

No one else talked to Pritchard about the Victim’s arm.

59-60

Pritchard first learned he was a suspect on March 6, 2011 when Nathan told him
Stephanie was saying Pritchard gave the Victim the drugs.

60

Pritchard did not tell anyone he was worried about getting blamed for the Victim’s
death. He denies telling anyone he gave the Victim morphine pills in the days before
the death.

61

Pritchard called Robbie after he got the call from Greene about the Victim’s death and
the Victim’s family came to his house. He told Robbie that Greene said the Victim
came to Robbie’s house to get drugs and then came back to Nathan’s trailer.

61-62

Pritchard clarifies that he first heard from Greene that Stephanie was saying he gave
the Victim drugs. He told Robbie about this when he called her after Greene and the
others left.
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62-64

JB tries to clarify what Pritchard is saying. Pritchard states he received a call at noon
from Greene telling him the Victim died. At 1:30 p.m., Nikki, Greene, Nathan, and
Silvers came to Pritchard’s trailer. They did not talk about the death that much, but
Greene did say that Stephanie was saying Pritchard provided the morphine to the
Victim. Pritchard called Robbie around 3:00 p.m. He also learned on Monday that
Stephanie was implicating him.

64-66

On March 5, 2011, Pritchard had morphine sulfate and oxycodone. Both were
prescribed by the VA and the only drugs he was taking in 2010-2011. He thinks he was
first prescribed morphine and oxycodone in May 2009. He was directed to take one
morphine pill every 8 hours. He was directed to take oxycodone if he had pain before
his next morphine dose. He was consistent about his pills because his back hurt. He
had an operation before he got locked up in December.

66-67

JB asks if he was given oxycodone through any other source. Pritchard says he went to
a clinic and a physical therapist in Asheville once in May of 2009, and that a doctor
prescribed him 30 pills then.

67-68

Pritchard had 10 morphine pills on March 5, 2011, and he was sent another 90 pills
through the mail on March 6, 2011. He would wait until he ran out to get a refill. He
had about 5 oxycodone pills left.

68

The purpose of the oxycodone was to manage pain in between morphine doses. He
called to refill his morphine prescription on March 10, 2011.

69-71

Pritchard had substance abuse issues with heroin in 1984. He received inpatient
treatment at the VA in Atlanta, GA. He worked as a drug counselor in 1993 and was
licensed as one from 1995-2005. He was in Narcotics Anonymous (NA) right after he
got out of treatment. He was still going to NA meetings 2-3 times a week in March
2011. He was also a sponsor, and although he talked to Aaron about his drug use, he
was never Aaron’s sponsor.

71-73

Pritchard has a previous conviction for selling morphine. The confidential informant in
that case was Alice Waldrop (Waldrop). Jennifer Black (Black) was a person to whom
Robbie was selling drugs. Black got pills from Robbie and took them to the police.
Det. Barber arrested Pritchard and Robbie. Pritchard said he was in the bathroom and
didn’t know anything about it. He was looking out the back window because Black’s
boyfriend had stolen stuff out of Robbie’s yard before. This happened in May or June
of 2010.

73-74

Pritchard was on probation in 2011 related to the charge involving Waldrop. Pritchard
gave her drugs after Robbie told him it was okay to give the drugs to her. Pritchard
denies being a drug dealer and said he just did this the one time.

74-75

Pritchard denies providing drugs to the Victim. He denies providing morphine to the
Victim when either Stephanie or Robbie were present. The Victim did ask him for
morphine once ,and Pritchard told him no because Stephanie was a bondsman’s
daughter. Stephanie was present and talking to Robbie when the Victim asked for the
morphine. This happened in October 2010.

75

Pritchard denies giving the Victim morphine around Christmas 2010.

75-76

Pritchard and Robbie were “more or less” broken up on March 5, 2011. Pritchard then
started to see Greene. He was also in a sexual relationship with Nikki.

76-77

After he was arrested and put in jail, Robbie would come see him on the weekends.
They would also talk on the phone and write letters and would talk about Pritchard’s
case. Pritchard said the police had a statement from Robbie saying Pritchard sold the
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Victim eight tablets of morphine. Robbie denied this and said that’s why she didn’t
sign the statement. Robbie also said the same thing in court.

77

Pritchard talked to a lot of people in jail. Everyone knew each other.

78-79

JB asks who else visited Pritchard in jail. Pritchard says his daughters, Tracey and
Lacey, visited in addition to Nikki. Nikki told Pritchard she knew he hadn’t done
anything to harm the Victim. By saying she “knew”, Nikki meant she had a feeling. He
doesn’t think anyone else visited him in jail.

79

Pritchard hasn’t really talked to anyone else since he’s been in prison. Some people
assume he’s a pedophile because he’s older. When Pritchard tells the other inmates
what he’s in for, they respond by saying you can’t do drugs at 9:30 p.m. and die at
10:30 a.m. of an overdose.

79-80

Right before trial, Pritchard was offered a plea that involved three years of probation.
He doesn’t remember what the charge offered in the plea was, but he thinks the
original charge may have been dropped to manslaughter. He didn’t take the plea
because he didn’t do it. JB explains what an Alford plea is, and Pritchard says he was
not offered one.

80-81

The only statement Pritchard gave was to his attorney, Daniel Hockaday (Hockaday),
who then gave the statement to Sheriff Banks on December 21, 2011. When Pritchard
asked Hockaday about this, Hockaday denied giving the statement to the Sheriff.

81-82

Pritchard tried to get Hockaday to use Nikki and Greene as witnesses, but Hockaday
told him they wouldn’t be able to help. Pritchard isn’t sure if Hockaday talked to them.

82-83

JB asks about other witnesses, and Pritchard names Danny. Hockaday didn’t talk to
Danny, as far as Pritchard knows. Danny was subpoenaed but Pritchard didn’t see him
at court.

83

JB asks if Hockaday consulted with any experts. Pritchard said Hockaday told him he
needed $1,600 to pay the medical examiner to explain the autopsy to him. Pritchard
paid him but doesn’t know if Hockaday talked to a medical examiner or not.

83-84

A sheriff’s deputy in jail told Pritchard to get another lawyer.

84

During the trial, Pritchard saw Sheriff Banks, ADA Michael Holmes, and Hockaday
texting each other.

84

Tammy Mclntyre, the Clerk, saw Pritchard looking over Hockaday’s shoulder and said
Hockaday’s wife had been trying to get in touch with him because their son got into an
accident.

84-85

Pritchard assumes they were communicating about him but didn’t get to read the
messages. The judge would always look at the jury rather than the courtroom.

85

JB asks what the significance of the communication is to Pritchard, and Pritchard says
it’s because of the interrogation of Stephanie and other witnesses. Pritchard would give
Hockaday questions to ask and he wouldn’t ask them.

85-86

Pritchard does not know what they were communicating about but believes it was
about him.

86

Hockaday told him that if he took the plea, he and Pritchard could go get a beer.
Pritchard told him he wasn’t going to take it. He didn’t understand that he could get up
to 20 years and thought the most he could receive was 10 years.

86-87

Hockaday wouldn’t let Pritchard testify at the trial despite Pritchard wanting to, and
the judge wouldn’t let Pritchard talk during sentencing.

87

Pritchard thought it was his decision whether to testify or not.
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87-88 Pritchard didn’t talk to police until after he got out of the PTSD program in October
2011. An SBI agent and a deputy came over to his trailer, but Pritchard said he was on
medication and didn’t want to be questioned.

88-89 JB asks about the letter marked Exhibit 1 during Robbie’s testimony at trial. Robbie
told Pritchard she didn’t say those things about him and that’s why she wouldn’t sign
the paper. Pritchard thinks he gave the letter to Hockaday.

89-90 Pritchard saw Hockaday three times prior to the trial. The first time was when
Pritchard hired him. The next time was when Pritchard gave him information. The last
time was for Hockaday to tell Pritchard what he thought.

90 The letter from Robbie is the only thing Pritchard gave to Hockaday.

90 Pritchard spoke to Hockaday over the phone before trial.

90 When he first met Hockaday, Hockaday said he could get Pritchard off and had just
done so for a person in this situation.

90-91 Robert Sirianni (Sirianni) did the appeal and missed the date for it. David Belser
(Belser) came along after Pritchard lost the appeal to do an MAR.

91-92 Pritchard never saw Sirianni but did speak to him over the phone.

92-93 Christine Vance (Vance) worked for Sirianni. Other attorneys worked for Sirianni but
didn’t stay. Brandi Bullock Jones (Jones) tried to get him out on bond.

93 Sophia Hernandez (Hernandez) was the other attorney listed on the appeal, but
Pritchard never spoke to her or Vance.

93-94 Pritchard didn’t know about appeal deadlines.

94-95 JB confirms with Pritchard that the attorneys he actually spoke to were Sirianni, Jones,
and Belser.

95-96 He talked to Hockaday and Sirianni about the facts of his case. Pritchard wanted an
explanation as to how someone could die of a drug overdose 13 and % hours later.

96-97 Pritchard is claiming innocence on all the charges in this case. He has told all of his
attorneys he is innocent and has never admitted guilt to anyone.

97 Dr. Christina Roberts (Dr. Roberts) got involved with this case through Belser.
Pritchard says there was an issue with Belser over fees.

97-98 Pritchard sent a letter to Dr. Roberts but doesn’t think he spoke to her on the phone.
Dr. Roberts never visited him in prison.

98 Pritchard has heard that Dr. Roberts believes the Victim died from other causes.

99 JB asks Pritchard who he thinks the Commission should speak to, and Pritchard names
Greene and Nikki. Nathan and Robbie are both dead. Pritchard also mentions Danny as
the one who told Pritchard there was no way the Victim died at Christine’s house.

99- Pritchard says his daughter, Lacey, knows everything and was around at the trial.

100 Lacey’s knowledge comes from talking to Robbie. Lacey believes Robbie is the one
who is responsible. Nikki also spoke to Robbie.

100 Robbie wrote Pritchard a letter saying he needed to get Nikki and Greene to be
subpoenaed for court because they would testify on his behalf.

100 Nathan never told Pritchard anything else about what happened the night the Victim
died, and he didn’t say anything about a spoon.

100- Tammy Ayers (Tammy) got Robbie busted for selling drugs to her. Pritchard thinks

101 Tammy is a confidential informant. Pritchard didn’t know until later that Greene and

Nathan might be her parents. Pritchard never met Tammy and denies seeing her on
March 5, 2011 or talking to her about this case. He did hear in jail that Hockaday broke
up with his wife and dated Tammy.

8
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101 Pritchard last spoke to Greene the week of the burial.

101- Pritchard has heard that Nikki has mental health issues but doesn’t know a diagnosis.

102 He knows she went to treatment for drugs after the Victim died. He isn’t sure if mental
health issues were involved and isn’t sure if she had intellectual disabilities. She had
told him previously that Nathan was abusive when she was growing up.

102- Pritchard last spoke to Nikki right before the trial when she came to visit him in jail.

103 She told him that Greene was having cold feet about coming to the courtroom and
didn’t want to see Russell (father of Victim).

103 Pritchard may have told Nathan he was afraid of being blamed in this case after Nathan
told him Stephanie had told police that Pritchard was the person who gave the drugs to
the Victim.

103- Pritchard continued to live with Aaron but told him he needed to leave around April or

104 May because he couldn’t be around drugs while on probation. Pritchard had to call the
police and his probation officer to tell Aaron he had to leave.

104 Pritchard denies sharing pills with Aaron but says Aaron may have stolen them.

104 Aaron told Pritchard that Pritchard should say that Aaron was with him and the Victim
when they went to get tobacco. Pritchard did not want to lie; Aaron was home at their
trailer at the time.

104- Aaron knew later on that Pritchard was with the Victim on March 5, 2011. He doesn’t

105 know what Aaron knew on that date, however.

105 Aaron and the Victim grew up together and used drugs together at an early age.

105 Pritchard does not know if Aaron ever shot the Victim up with drugs prior to his death.

105- Pritchard might have told Aaron he was concerned they were going to get him for

106 murder on March 6, 2011 because Nathan had told him what Stephanie was saying.
Pritchard denies telling Aaron that he gave the Victim 10 morphine pills.

107 Pritchard last spoke to Danny in the Yancey County Jail. He told Danny he wanted to
subpoena him to testify about what he saw at Nathan’s trailer that night. Danny told
Pritchard he saw the Victim, William, and Nathan doing drugs, and that they asked
Danny if he wanted some.

107 No one else has told Pritchard what the Victim was doing that night.

107- Pritchard doesn’t know about a Riverside Gas Station. He only knows about Riddle’s.

108 Riddle’s is located across from the dump on Jack’s Creek. He didn’t see Danny at
Riddle’s on March 5, 2011 and only really met him in jail.

108- Pritchard thinks Roxicet or “Roxies” is Percocet. He’s never given them to anyone. He

109 only got Percocet after he had the accident and was taken to an emergency room.

110 Pritchard states that although he had Percocet prescribed before, he didn’t give them to
anyone.

110 Pritchard denies telling anyone what to say in this case but says he did question Robbie
about her unsigned statement.

111 Pritchard denies giving the Victim any drugs after the Victim got out of jail on March
4,2011.

111 Pritchard asked Danny to testify for him but denies asking him to lie.

111- JB asks if there is anything else the Commission should know. Pritchard says that

112 Belser got his case in 2017 but that he didn’t see Belser until 2019. In that time, Sheriff

Banks retired. Pritchard thinks Sheriff Banks asked Belser to delay Pritchard’s MAR
until he retired because it would be brought up that the Victim didn’t die from an
overdose.




August 5, 2021

Interview of John Pritchard by Julie Bridenstine

112 Pritchard has told the Commission everything he knows about this case. He has told
the truth.

113 William is Nathan’s brother. William used to get the original “good” morphine from
Tennessee. Pritchard was getting generic. It was purple with a number on it.

113- JB asks who else the Victim would have gotten drugs from and Pritchard says William.

114 Pritchard also said there was a husband and wife in Riddle’s Park who had a morphine
prescription. The Victim would also get oxymorphone from Robbie.

114 Aaron used to talk about doing drugs with the Victim, but Pritchard never saw them
together. Pritchard knew Aaron was upset that the Victim was having sex with Robbie.

115 Pritchard doesn’t think there is a William Angel, Jr. or a William Angel, Sr., but
knows that Wade was the father’s name.

115- Pritchard thinks it is odd that Christine said Wade was in the house when the Victim

116 was there and told them he loved them. Danny said that didn’t happen because the
Victim and his grandparents didn’t have that kind of relationship.

116- Pritchard is going to mail the Commission letters from Robbie and Nikki that they sent

117 to him while he was in jail.

118- Pritchard explains why he thought the correctional officer took parts of his discovery

119 from his daughter.
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INTERVIEW

JOHN PRITCHARD

MR. ZIEGLER: Hi, Mr. Pritchard. I'm Brian.

MR. PRITCHARD: Hi, Brian. How you doing?

MS. BRIDENSTINE: Hi, Mr. Pritchard. My
name is Julie Bridenstine. I've sent you some
correspondence.

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: Yeah. Brian and I work at
the North Carolina Innocence Inquiry Commission.

MR. PRITCHARD: Okay.

MS. BRIDENSTINE: We're investigating your
post-conviction claim of innocence, as you know.

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: Just so you're aware, we
don't represent you, Ms. Thornton does.

MR. PRITCHARD: I understand.

MS. BRIDENSTINE: We are not prosecutors, we
are not law enforcement, and we are not defense
attorneys. We're just a neutral state agency, and we're
looking for the truth in this case.

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: And so we are here
because, as part of our investigation, we would like to

interview you about your claim.
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MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: Your case is
inquiry, which means that we anticipate tha
to a Commission hearing. Of course, that's
guarantee, but that's the posture that your
today.

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: All right.
to start with some background. Where were
March 20117

MR. PRITCHARD: So in March 20
living on Rabbit -- no, Turtle Trot Road, i
off of Jacks Creek Road.

MS. BRIDENSTINE: Is that in B

MR. PRITCHARD: Yes, ma'am. U

MS. BRIDENSTINE: And who were

with?

MR. PRITCHARD: I was living b
no. No, I wasn't. I was living with my gi
son.

MS. BRIDENSTINE: Who was your

MR. PRITCHARD: She was Robbie

MS. BRIDENSTINE: And what was
name?

MR. PRITCHARD: Her son's name

in formal
t it will go
not a

case is in

First I wanted

you living in

11, I was

n a trailer,

urnsville?
h-huh.

you living

y myself. No,

rlfriend's

girlfriend?

Brown.

her son's

was Aaron.
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MS. BRIDENSTINE: Is that Aaron Collins?

MR. PRITCHARD: Yeah. Aaron Collins. Yes.

MS. BRIDENSTINE: Were you living with just
Aaron Collins, or was anyone else staying?

MR. PRITCHARD: Every now and then he would
bring over his female friends. But just me and him was
supposed to be the only ones staying in there.

MS. BRIDENSTINE: What was the status of
your relationship with Robbie Brown in March 201172

MR. PRITCHARD: Well, we had had an incident
where I had to go to court. And they went and mandated
that I move out of Robbie Brown's house. But at times,
we was —-- we was kind of boyfriend and girlfriend. You
know, I was staying over there with her and everything.
And I guess she was a little bit, you know, back taken in
the fact that they made me move out of her house and
everything.

MS. BRIDENSTINE: Are you talking about a
domestic violence incident?

MR. PRITCHARD: No, ma'am. Huh-uh. No.

MS. BRIDENSTINE: Was there a restraining
order?

MR. PRITCHARD: No, ma'am. It was the
probation -- probation office had said that.

MS. BRIDENSTINE: Okay. Were you on
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probation at that time?

MR. PRITCHARD: Yes, ma'am, I was.

MS. BRIDENSTINE: Was Robbie Brown on
probation at that time?

MR. PRITCHARD: ©No, she wasn't.

MS. BRIDENSTINE: How did you know Jonathan
Whitson?

MR. PRITCHARD: How? It was through Robbie
Brown.

MS. BRIDENSTINE: When did you meet
Mr. Whitson?

MR. PRITCHARD: It was in -- I want to say,
September.

MS. BRIDENSTINE: Of what year?

MR. PRITCHARD: Of 2010.

MS. BRIDENSTINE: What was your relationship
to Jonathan Whitson?

MR. PRITCHARD: I just knew him as -- Robbie
actually -- it was Robbie's friend. And she just more or
less introduced us.

MS. BRIDENSTINE: So you met him in
September of 20107

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: Were you friends with him,

acquaintance with him?
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MR. PRITCHARD: Just acquaintance, you know.

MS. BRIDENSTINE: How would you describe
your interactions with Jonathan Whitson?

MR. PRITCHARD: Well, the -- the thing is,
with Jonathan and everything, he came over there to
Robbie's place to cut her grass and, you know, keep her
lawn and stuff. At the time, I was in the process of
being in the PTSD program in Salisbury. Okay. And I
came home for a weekend, get my truck, which -- you know,
I got my truck and then went back to the program. And
that's when I met him is, they were doing yardwork
outside and everything. So -- but that's when I met him
and everything.

MS. BRIDENSTINE: Would you hang out with
him?

MR. PRITCHARD: No. Huh-uh. No, I didn't.

MS. BRIDENSTINE: Would you consider him a
friend of yours?

MR. PRITCHARD: No, not really. I mean, he
also had history with the girl I was dating. You know,
Ms. Robbie Brown.

MS. BRIDENSTINE: What was his history with
Robbie Brown?

MR. PRITCHARD: He was one of her lovers at

one time.
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MS. BRIDENSTINE: When was he her lover?

MR. PRITCHARD: Before -- I think it was
back in 2000 -- I want to say '08, 2008. I think that
they were doing drugs together and everything. And she
ended up, you know, ending her -- you know, pairing off
each other.

MS. BRIDENSTINE: How long did their
relationship last?

MR. PRITCHARD: I'm not sure. She never
would tell me, you know, exactly. She just said that he
was over the age, and this here and that there. And
that, you know. So I didn't really -- I didn't, you
know, ask her too much about it.

MS. BRIDENSTINE: Did that cause any
problems for you?

MR. PRITCHARD: No. Huh-uh. No.

MS. BRIDENSTINE: Did you care?

MR. PRITCHARD: No, not really. Because,
you know, that was before I even met her and everything.

MS. BRIDENSTINE: Did you know anyone else
in Jonathan Whitson's family?

MR. PRITCHARD: The only person that I knew
of was his stepfather, which was Nathan Angel.

MS. BRIDENSTINE: What was your relationship

to Nathan Angel?
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MR. PRITCHARD: Nathan Angel, he came over
and did some work for Robbie, also. And I think at one
time that he had -- he had dealt some drugs to Robbie,
some cocaine.

MS. BRIDENSTINE: Was he a friend of yours,
an acquaintance?

MR. PRITCHARD: Huh-uh. No. I just knew --
I just, you know -- I was -- I was just moving into that
town, and I didn't know anybody there.

MS. BRIDENSTINE: When did you move there?

MR. PRITCHARD: I moved there in 2009.

MS. BRIDENSTINE: Did you see Jonathan
Whitson outside of the times you saw him with Robbie
Brown?

MR. PRITCHARD: No.

MS. BRIDENSTINE: Did you see Nathan Angel
outside of the times Nathan Angel was with Robbie Brown?

MR. PRITCHARD: Yes. He came over to my
trailer. He wanted to do some work over at my trailer
and everything. And I told him that I didn't have
anything for him.

MS. BRIDENSTINE: Was that before or after
Jonathan Whitson died?

MR. PRITCHARD: That was before.

MS. BRIDENSTINE: All right. I want to now
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focus on March 5th, 2011.

MR. PRITCHARD: Okay.

MS. BRIDENSTINE: And that is the day before
Jonathan Whitson died.

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: So if you could -- well
first, do you know when Jonathan Whitson got out of jail
in March of 201172

MR. PRITCHARD: Well, that's the thing.
See, Saturday, which was, I think, March the 5th was
Saturday. And I had run across Nathan coming back from
the mailbox. He was driving the four-wheeler. And he
stopped and we talked. And he was asking me if I had
some work over there at the trailer to do. And I said
no, I still -- you know, I still don't have anything.

And then he said that Jonathan was out of
jail. And I said really. And he said yeah. I said,
well, Robbie, which was the girl that I was dating, she
wants him to come over and do some yardwork. And he
said, well, he'll tell Jonathan when he gets back to the
trailer to call me.

So I went to the trailer, and Nathan went
home. And about, I'd say around 2:00, 2:30, 2:35,
somewhere around there, Jonathan went and gave me a call.

And I was sitting -- at the time, I was Jjust coming out
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of Rabbit [sic] Trot Road, and onto English Branch Road.
And they live right there, you know, within 100 feet of
there. And Jonathan said that he was at Nate's trailer.
So I told him, I said I'll be there in a second, because

I wanted to ask him if he was going to do the work for

Robbie.

And when I got there, he was standing
outside. And he got into the truck, and he says, can I
get you to take me to the store. And said, sure, I've

got to go to the store anyway. I'm going to drop off
this garbage and everything.

So we went down Jacks Creek Road. And we
got to the end of Jacks Creek Road, and I was going to
take a left and go to Fred's downtown near Burnsville.
And Jonathan said that, you know, I could get the same
thing from -- which was tobacco for Aaron -- from the
Riddle's store, which is right to the right there, the
little Amoco station. And I said, well, no, Aaron gave
me enough money just to, you know, more or less pick it
up from Fred's. And I don't know if, you know, Riddle's
would be the same price or whatever, you know.

And so he said, well, I need to go to
Riddle's. And I said, okay, I'll drop you off and I'll
go up and dump my garbage. And they've got a public dump

there. So I went and took my garbage and dumped it, and
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came back and picked him up. Because I didn't want to go
into that store, because it's supposed to have been a bad
place is what it was, in Burnsville.

MS. BRIDENSTINE: What do you mean by a bad
place?

MR. PRITCHARD: They -- that people would,
you know, pick up drugs and things like that. And so,
anyway, I picked him up. And he was outside at the road
there, and I picked him up, and we went to Fred's. And
he went in Fred's for me, and got the tobacco. And then
on the way back to English Branch, I asked Jonathan if he
would go over to Robbie's and, you know, cut her grass
and everything.

And he said, sure, he wouldn't, you know,
mind doing that. And he said, but I need some time,
because my arm is still hurting. I said, your arm is
hurting. I said, what's the matter with your arm. He
says, you know, when I showed you that thing that it
would have an abscess. I said, Jonathan, you hadn't took
care of that thing yet. He says, it's gotten, you know,
worse and everything, he said, but I'm going to go get it
checked out. He said, but I don't want to do any work
right now because it hurts. And I said okay.

So he was supposed to call me whenever, you

know, it stopped hurting him and everything, and you
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know, could do it, do the work and all. And then I let
him out at the trailer. And that was the last time I
seen him.

MS. BRIDENSTINE: Had you been to Nathan's
trailer before March 5th, 20117?

MR. PRITCHARD: Yes, I have. I have. 1I've
been there one time before. I think it was drop off
Jonathan and Stephanie. Drop them off at Nate's trailer.

MS. BRIDENSTINE: Who is Stephanie?

MR. PRITCHARD: Stephanie was a girl that he
was dating before he got locked up in Madison County.

MS. BRIDENSTINE: How did you know
Stephanie?

MR. PRITCHARD: She was with him whenever I
was introduced.

MS. BRIDENSTINE: You met Stephanie through
Jonathan Whitson?

MR. PRITCHARD: No. At the same time that
Robbie introduced me, you know, she was there, and he
introduced her.

MS. BRIDENSTINE: Okay. How many times did
you see Stephanie Whitson?

MR. PRITCHARD: I would just say about
twice. Two times I seen her. Because of the fact that

she needed a ride to work one day, and they was over at
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Robbie's house. And I said, I'll give you a ride out
there. And I gave them a ride. And then the other time
is when they came back from the Mission Memorial
Hospital, from the emergency room, seeing about his arm.
Anyway, he was at Robbie's house. And he came to
Robbie's house. And it was kind of snowing and stuff.
And so he asked me if I'd give him a ride back home, him
and Stephanie. I said sure, and I give them a ride back
to Nate's trailer.

MS. BRIDENSTINE: Who was with you when you
gave him a ride?

MR. PRITCHARD: Stephanie and Jonathan. I
just had a little pickup truck.

MS. BRIDENSTINE: What time of year was
that?

MR. PRITCHARD: It was around about, I'd say
November, end of November, first of December. Somewhere
around there.

MS. BRIDENSTINE: And you said he had just
gotten out of the hospital?

MR. PRITCHARD: No. He had just gotten back
from the emergency room.

MS. BRIDENSTINE: Emergency room. Okay.

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: Okay.
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MR. PRITCHARD: Yes. He went there to get
his -- the abscess checked out. And they, you know, told
him --

MS. BRIDENSTINE: What -- go ahead.

MR. PRITCHARD: They told him to go ahead
and, you know, get this here antibiotics. And whatever
you do, don't shoot no drugs in your -- in your arm again
or anything like that. So —--

MS. BRIDENSTINE: Did he tell you anything
else about it?

MR. PRITCHARD: He told me that this is --
was the first time of him having an abscess in his arm
like that. And I told him it's not nothing -- you know,
to mess around with. I said, you need to go and get that
thing taken care of.

MS. BRIDENSTINE: When you saw it in
November, what did it look -- did you see it in November?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: What did it look like?

MR. PRITCHARD: It looked like it was
swollen up. It was real puffy, and black and blue in
that area, and everything.

MS. BRIDENSTINE: And you're motioning to
your arm. Where on his arm did you see it?

MR. PRITCHARD: It was on his left arm.
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MS.
arm?
MR.
area. Right her
MS.
what I would cal
MR.
MS.
MR.
MS.
MR.
MS.
MR.
MS.
5th, 2011, I --
dropped him off
MR.
MS.
MR.
MS.
store was?
MR.
MS.
MR.

meeting some fri

BRIDENSTINE: Okay. What part of his

PRITCHARD: Right around to the elbow
e where the joint is.
BRIDENSTINE: Yeah. You're motioning to

1 maybe, like, the crook of the arm.

PRITCHARD: Yes.

BRIDENSTINE: Not the elbow.

PRITCHARD: Yes. Crook.

BRIDENSTINE: The inside.

PRITCHARD: Yes, ma'am.

BRIDENSTINE: Is that right?

PRITCHARD: Yes, ma'am. Uh-huh.
BRIDENSTINE: When you saw him on March
correct me if I'm wrong. You said you

at a different store he wanted to go to.
PRITCHARD: Yes, ma'am.
BRIDENSTINE: And you went to the dump?
PRITCHARD: Yes, ma'am. Uh-huh.

BRIDENSTINE: Okay. The name of that

PRITCHARD: Riddle's Grocery Store.
BRIDENSTINE: What was he doing there?
PRITCHARD: He was supposed to be

ends or something. I don't know. I
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didn't really ask him a lot. All I knew is he just asked
me to drop him off there.

MS. BRIDENSTINE: Did he come out of the
store with anything?

MR. PRITCHARD: No. Like I said, he was
standing by the road by the time I got back around.
Because I told him I didn't even want to pull into that
place. So he was standing outside up at the road.

MS. BRIDENSTINE: Do you know what he did
there?

MR. PRITCHARD: I don't know what he -- what
he would -- you know, what he was doing. I don't -- I
didn't know that much. All I knew was that that place
was a bad place for drugs and stuff like that. And he
was right there, close to the road, so —--

MS. BRIDENSTINE: Did you see him with
anyone else there?

MR. PRITCHARD: I didn't really pay
attention. No, ma'am.

MS. BRIDENSTINE: And the next stop was
Fred's store. 1Is that right?

MR. PRITCHARD: Yes, ma'am. Uh-huh. And he
went in Fred's store for me.

MS. BRIDENSTINE: How did he pay for that

tobacco?
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MR. PRITCHARD: I give him -- I think it was
a dollar fifty. I think a dollar fifty, or fifty-six, I
think. And he purchased the tobacco.

MS. BRIDENSTINE: Why did he purchase
instead of you?

MR. PRITCHARD: Well, I just didn't -- you
know, I didn't really know that much about tobacco
chewing and stuff like that, and he did. And so he went
in and got it.

MS. BRIDENSTINE: Did he get anything else?

MR. PRITCHARD: I'm not sure if he did or
not. He just came back with the tobacco and give that to
me.

MS. BRIDENSTINE: When you dropped —-- or
when you picked him up at Nathan's, you're talking about
Nathan Angel's trailer. Correct?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Did you see anyone else
other than Jonathan Whitson when you picked him up?

MR. PRITCHARD: No.

MS. BRIDENSTINE: When you dropped him off,
did you see anyone else?

MR. PRITCHARD: Yes. I seen Stephanie. She
was sitting on the porch.

MS. BRIDENSTINE: Did you talk to her?
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MR. PRITCHARD: No.

MS. BRIDENSTINE: Did you talk to anyone
there?

MR. PRITCHARD: Huh-uh. Oh, Nathan came
back out, and he was asking me -- he said to tell Robbie
that he can do some work, you know, for her, if he wanted
-- you know, she wanted him to.

MS. BRIDENSTINE: Meaning Nathan could do
some work for Robbie Brown?

MR. PRITCHARD: Uh-huh. Yeah.

MS. BRIDENSTINE: How long were you gone
with Jonathan Whitson on March 5th, 20112

MR. PRITCHARD: Okay. I picked him up
about, I'd say 2:35. And I dropped him off at 20 after
3:00.

MS. BRIDENSTINE: How do you know what time
it was?

MR. PRITCHARD: Because of my clock right
there on the dashboard there.

MS. BRIDENSTINE: Did you see Jonathan
Whitson after you dropped him off at Nathan Angel's
trailer?

MR. PRITCHARD: No. Huh-uh. His mother --
now, his mother came over later that night.

MS. BRIDENSTINE: Okay. So you talked to
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Nathan Angel that day.

MR. PRITCHARD: Uh-huh. Yes, ma'am.

MS. BRIDENSTINE: And you saw Stephanie
Whitson that day?

MR. PRITCHARD: Uh-huh.

MS. BRIDENSTINE: But you did not talk to
Stephanie?

MR. PRITCHARD: ©Not at all. Huh-uh.

MS. BRIDENSTINE: So the only people you
spoke to are Jonathan Whitson and Nathan Angel?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: How far away was Nathan
Angel's trailer when you compare it to Christine Angel's?

MR. PRITCHARD: I want to say approximately
about 25 to 30 feet behind her house.

MS. BRIDENSTINE: Did you have to drive to a
separate entrance to get to Nathan Angel's trailer?

MR. PRITCHARD: ©No. It's —-- there was a
trail that went back there for all the other trailers,
you know. There was his trailer, it was double-wide,
which was on the left. And then if you went on around a
little bit, you can go back there to the other trailers
that they have to rent.

MS. BRIDENSTINE: I guess what I'm trying to

get at is, did you have to pull up to Christine Angel's
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residence in order to get to Nathan Angel's trailer, or
could you pass her residence?

MR. PRITCHARD: No. I didn't have to pass
her -- her residence is over here. His trailer is right
here.

MS. BRIDENSTINE: Okay. Where would you
park your car?

MR. PRITCHARD: Right in front of -- right
on the side of the road right there. 1It's a dirt road
that goes, like, to the thing, and then cuts off for his
-- a little bit of a dirt road cuts off to his.

MS. BRIDENSTINE: Okay. So you were next to
Nathan Angel's trailer?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: What car were you driving?

MR. PRITCHARD: I was driving my Ford
pickup.

MS. BRIDENSTINE: What color is that?

MR. PRITCHARD: It's silver.

MS. BRIDENSTINE: How would you get in touch
with Jonathan Whitson?

MR. PRITCHARD: It was -- it was through
Nate. Nate went and told him that I needed him to call
me.

MS. BRIDENSTINE: And then Jonathan called
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you on your cell phone?

MR. PRITCHARD: Uh-huh. Yes, ma'am.
Uh-huh. And he'd have that -- have that cell phone
number.

MS. BRIDENSTINE: Did Jonathan Whitson ask
you about drugs on March 5th, 201172

MR. PRITCHARD: ©No, he did not.

MS. BRIDENSTINE: How did he appear to you
on March 5th, 201172

MR. PRITCHARD: Well, he appeared sick,
because he was sweating. And I figured that that arm was
giving him a hard time, you know. And like I said, when
I seen him, I told him, I said, you should have gotten
that thing taken care of a long time ago, you know.

And -- but he just seemed sick, you know. You know, like
sweating and stuff like that.

MS. BRIDENSTINE: What was he wearing?

MR. PRITCHARD: He was wearing a —-- one of
those jackets that you get from a tractor-trailer place.
Tan kind of jacket, you know. And he was wearing blue
jeans and a flannel shirt.

MS. BRIDENSTINE: Are you talking about,
like, a long-sleeve jacket?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Did you see his arm on
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March 5th, 201172

MR. PRITCHARD: Yes. When he went and
pulled it out. He went and showed it to me.

MS. BRIDENSTINE: How did it look?

MR. PRITCHARD: It looked -- it looked bad.
I mean, it really looked bad. It was, like, black, and
bluish, reddish, kind of purplish type. And then it was,
you know, swollen and everything. It was about as big as
my leg.

MS. BRIDENSTINE: And how did his arm appear
in comparison to his other arm?

MR. PRITCHARD: You could tell that it was
swollen up.

MS. BRIDENSTINE: And which arm was it
again?

MR. PRITCHARD: In the left arm.

MS. BRIDENSTINE: Have you seen track marks
on someone before? Like needle track marks?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: How did it look in
comparison to track marks?

MR. PRITCHARD: You could see the track
marks, you know, from where he kept in that one
particular place shooting the drugs and everything.

MS. BRIDENSTINE: Uh-huh.
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MR. PRITCHARD: And you could see them
there.

MS. BRIDENSTINE: Could you see -- you said
that when you saw him in November, I think you said it
was black and blue?

MR. PRITCHARD: Uh-huh. Yes, ma'am.

MS. BRIDENSTINE: Are you talking about,
like, it looked bruised?

MR. PRITCHARD: Yes, ma'am. It Jjust looked
like -- you know, like it -- like somebody hit it or
something like that, you know. It looked like that type
of bruise.

MS. BRIDENSTINE: And correct me if I'm
wrong. I think you also said something about -- did you
say pussy or something?

MR. PRITCHARD: Yes. Uh-huh.

MS. BRIDENSTINE: Where was the pus?

MR. PRITCHARD: Right there in the center.

MS. BRIDENSTINE: Was it in the center of
the black and blue -- black-and-blue mark?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: And again, you motioned to
the crook of your arm, like the inside of an elbow?

MR. PRITCHARD: Yes, ma'am. The crook.

Right here. Uh-huh.
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MS. BRIDENSTINE: What did that area look
like on March 5th, 20117

MR. PRITCHARD: It looked like it was really
bad. I mean, it was -- like I said, it was black and
blue, and had like a reddish, purplish type thing, and it
was pussy, and it was swollen.

MS. BRIDENSTINE: Did it look the --

MR. PRITCHARD: And red. You could see some
red and everything going up his arm.

MS. BRIDENSTINE: What do you mean red?

MR. PRITCHARD: It was just like a -- you
know, light color red on your skin --

MS. BRIDENSTINE: Uh-huh.

MR. PRITCHARD: -- going up his arm.

MS. BRIDENSTINE: How did that compare to
when you saw it in November?

MR. PRITCHARD: It was worse.

MS. BRIDENSTINE: Was the black-and-blue
mark bigger, the same?

MR. PRITCHARD: It was about the same.

MS. BRIDENSTINE: And the pus, was that the
same?

MR. PRITCHARD: Yes, ma'am. It was oozing
out.

MS. BRIDENSTINE: What looked worse?
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MR. PRITCHARD: It looked worse in March
than it did in November.

MS. BRIDENSTINE: What about it looked
worse? What made you think that it looks worse?

MR. PRITCHARD: It was, you know, more
swollen. Like I said, the black and blue, it's not just
black and blue, it was like the reddish, purplish kind of
color.

MS. BRIDENSTINE: Uh-huh.

MR. PRITCHARD: And it was swollen and real
pussy-like. You could see the pus and stuff.

MS. BRIDENSTINE: Did you know Jonathan
Whitson to be a drug user?

MR. PRITCHARD: Yes. Uh-huh. I sure did.

MS. BRIDENSTINE: When did you know he was a
drug user?

MR. PRITCHARD: He -- he came to Robbie's
place, and Robbie would -- instead of paying him in money
for the work that he had done, she's give him some
oxymorphone tablets for the work he did.

MS. BRIDENSTINE: And does oxymorphone have
a different name?

MR. PRITCHARD: I can't remember if it does
or not. I never -- never did ask her about that.

MS. BRIDENSTINE: What kind of pills did
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Robbie Brown have?

MR. PRITCHARD: She had the 40 milligram and
the 5 milligram.

MS. BRIDENSTINE: Of oxymorphone?

MR. PRITCHARD: Oxymorphone. The 5
milligram was blue. And the morphone, oxymorphone, I
believe it was 40 milligram, it was yellow.

MS. BRIDENSTINE: So you knew Robbie Brown
to give oxymorphone to Jonathan Whitson?

MR. PRITCHARD: Yeah. It was more or less,
you know, paying him for what he did to work. He didn't
want the money, he wanted the drugs.

MS. BRIDENSTINE: All right. So it was an
exchange for work that he did. She would pay him with
pills?

MR. PRITCHARD: Uh-huh. Yes, ma'am.

MS. BRIDENSTINE: Did she ever give him any
different pills than oxymorphone?

MR. PRITCHARD: ©Not that I know of, no.
When I was gone, she had access to my medication, because
I had it in the safe.

MS. BRIDENSTINE: This was prior to March
2011, though. Correct?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: When did you move out of
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Robbie Brown's place?

MR. PRITCHARD: It was in -- I want to say,
the end of January. Because I went to court, like on the
26th, and they told me that I had to move out.

MS. BRIDENSTINE: Why did you have to move
out?

MR. PRITCHARD: Because she was a convicted
felon. And they said that I couldn't be in the same
house as a convicted felon.

MS. BRIDENSTINE: That was a condition of
your probation?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: How did Robbie Brown have
access to your medication when you lived with her?

MR. PRITCHARD: Well, I had a safe that I
put it in. It was actually her safe. And she knew the
combination to it and everything.

MS. BRIDENSTINE: What else was in the safe?

MR. PRITCHARD: She had some money in there,
and I think some -- her rings and stuff like that. She
had some of them in there.

MS. BRIDENSTINE: Why did you keep your
medication in her safe?

MR. PRITCHARD: Because of the fact, when I

was gone, her son had stole from me before. Not Aaron,
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but David. He stole all my medication one time before.
I went to the police and reported it. Police didn't do
nothing. And so I figured I'd lock it in her safe. That
way I can -- you know, wouldn't have to worry about it.

MS. BRIDENSTINE: What medication did you
have?

MR. PRITCHARD: I had the morphine, 30
milligram. And see, when you go to the PTSD program,
they give you the medication there at the VA program.

And I had oxycodone, 5 milligram.

MS. BRIDENSTINE: And those were —-- those
two medications, that's what you stored in Robbie Brown's
safe?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Where did Robbie Brown
keep her oxymorphone?

MR. PRITCHARD: I think she kept it right in
her pocketbook, you know. And she always had her
pocketbook right there close to her. Because her kids
would steal her medication from time to time.

MS. BRIDENSTINE: You mentioned she might
have had access to other drugs. Is that right?

MR. PRITCHARD: She did other drugs. She
was, like, on crack cocaine.

MS. BRIDENSTINE: Uh-huh.
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MR. PRITCHARD: Yeah. She would buy crack

cocaine.

MS. BRIDENSTINE: She was a drug user?

MR. PRITCHARD: Yes, ma'am. Uh-huh. At
first, I didn't know she was a drug user. I mean, I knew
she had used drugs, because we was at -- we met at an AA

meeting. But I didn't know she was still using.

MS. BRIDENSTINE: Did you ever know her to
have morphine?

MR. PRITCHARD: I believe so. Yes, ma'am.
Uh-huh.

MS. BRIDENSTINE: What makes you believe so0?

MR. PRITCHARD: Okay. Because she would run
out of her pills and everything. And then she would take
a couple of my pills to last her till she got to the
doctor to get another prescription filled.

MS. BRIDENSTINE: All right. Going back to
March 5th, 2011. Correct me if I'm wrong. I think you
brought up that you saw Ann?

MR. PRITCHARD: Yeah. Stephanie.

MS. BRIDENSTINE: No. Ann.

MR. PRITCHARD: Ann?

MS. BRIDENSTINE: Whitson Green.

MR. PRITCHARD: Yeah. Ann Whitson Green.

Yes, ma'am. Uh-huh. Uh-huh.
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MS. BRIDENSTINE: Okay. Tell me about that.

MR. PRITCHARD: Well, Ann, she -- more or
less, she came over that night after I had -- you know,
had dropped Jonathan off, a little later on, about around
six o'clock or so. But she would come over there to
spend the night, take a shower and stuff.

MS. BRIDENSTINE: What was your relationship
to Ann Whitson Green?

MR. PRITCHARD: Well, there wasn't -- you
know, just more or less like friends and everything, you
know. But we -- we had consensual sex.

MS. BRIDENSTINE: Okay. You had a sexual
relationship with her?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Were you dating her?

MR. PRITCHARD: ©No, I wasn't dating her.

MS. BRIDENSTINE: What -- you said she came
over that night?

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: And how long did she stay?

MR. PRITCHARD: She stayed until next
morning at about, I'd say around six o'clock, five
o'clock, somewhere around there, 5:30.

MS. BRIDENSTINE: Did she stay with you?

MR. PRITCHARD: Yes, ma'am. Uh-huh. I had
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that big old green couch in there,

sleep on when she wanted to.

MS.

MR.

Aaron,
another.

day --

MS.

MR.

MS.

that you saw on

MR.

MS.

MR.

MS.

MR.

MS.

MR.

MS.

MR.

MS.

MR.

MS.

see Aaron?

MR.

BRIDENSTINE:

PRITCHARD:

But he didn't come in until,

BRIDENSTINE: Okay.
PRITCHARD:
BRIDENSTINE:

March 5th, 2011.
PRITCHARD: Uh-huh.
BRIDENSTINE:

PRITCHARD: Yes, ma'am.
BRIDENSTINE:

PRITCHARD: Yes, ma'am.
BRIDENSTINE:

PRITCHARD: Uh-huh.
BRIDENSTINE: You saw Ann
PRITCHARD: Yes, ma'am.
BRIDENSTINE: Did you see
PRITCHARD: Aaron. Aaron
BRIDENSTINE: All right.
PRITCHARD:

too,

that she could

Was anyone else there?

Not that night.

No, ma'am.

I think he was off somewhere or something or

I think the next

So if we —-

-— around 10 o'clock or so.

If we recount the people

You saw Nathan Angel?

You saw Jonathan Whitson?

You saw Stephanie Whitson?

Whitson Green?

anyone else?
Brown [sic].

When did you

Aaron was at the trailer, 10
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o'clock. And when I went back from talking to Nate, he
was in there, and we cleaned up the trailer a little bit.
And that's where I got the garbage and all, and put it in
the back of the truck to take it to the dumpster thing.

MS. BRIDENSTINE: When did Aaron leave?

MR. PRITCHARD: When did he leave?

MS. BRIDENSTINE: Did you just earlier say
he had left. You weren't sure if he was around.

MR. PRITCHARD: You talking about at --

MS. BRIDENSTINE: On March 5th, 2011.

MR. PRITCHARD: March 5th. ©No, he was at
the trailer.

MS. BRIDENSTINE: Okay. So was he there
that night, as well?

MR. PRITCHARD: Yes -- no. Then he left.
He left right -- I'd say around 6:00, 6:30, 7:00
probably.

MS. BRIDENSTINE: In the evening?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: All right. So you were
there at the trailer with Ann overnight?

MR. PRITCHARD: Uh-huh. Yes, ma'am.

MS. BRIDENSTINE: I think you mentioned she
left early the next morning.

MR. PRITCHARD: Yes, ma'am. Uh-huh.
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MS. BRIDENSTINE: And what's the next thing
you remember happening on March 6th, 20117

MR. PRITCHARD: March 6th is -- I got a call
from Ann. And she said that she had been over at Nate's
house, and that Jonathan had died. And she was upset,
and crying and everything. And then, I guess Nate and
Nikki and Ann came back over to the trailer. You know,
they were upset and everything. We just sat there and
talked a little bit.

MS. BRIDENSTINE: They came over to your
trailer?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: What time did Ann call
you?

MR. PRITCHARD: In the morning?

MS. BRIDENSTINE: Uh-huh.

MR. PRITCHARD: It was around -- it was
actually a little bit after twelve that she called me.

MS. BRIDENSTINE: Why did she leave at five
or six in the morning?

MR. PRITCHARD: Why? Because I'm going to
guess she had some things to do or something like that.
I'm not sure.

MS. BRIDENSTINE: Where were you from five

or six in the morning until you heard the news from Ann-?
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MR. PRITCHARD: I was there at the trailer.

MS. BRIDENSTINE: What was your reaction
when you heard about Jonathan Whitson dying?

MR. PRITCHARD: I was, you know -- I was
sorry for, you know, him passing away like that. But
that was it.

MS. BRIDENSTINE: What did she tell you?

MR. PRITCHARD: She just told me that --
that he had died. And she was -- actually, she was
screaming about Nathan. She thought Nathan had done it
to him, you know. And so that was --

MS. BRIDENSTINE: Did she tell you how he
died?

MR. PRITCHARD: She didn't say anything
about it.

MS. BRIDENSTINE: What was your
understanding of what had happened?

MR. PRITCHARD: That he had slept over at
Jonathan's house, and that they were drinking and
something like that. And, you know, they might have
drank too much alcohol or something like that.

MS. BRIDENSTINE: Who told you that?

MR. PRITCHARD: What? That he was drinking?

MS. BRIDENSTINE: That -- let me just

clarify.
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MR. PRITCHARD: Okay.

MS. BRIDENSTINE: You said he was over at
Jonathan's house.

MR. PRITCHARD: Uh-huh.

MS. BRIDENSTINE: Where was Jonathan's
house?

MR. PRITCHARD: No. I mean Nate's trailer.

MS. BRIDENSTINE: Nate's trailer. Okay.

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: Who told you that Jonathan

Whitson was at Nate's trailer?

MR.

MS.
that?

MR.
me.

MS.
on March 6th?

MR.

MS.

PRITCHARD: Ann did.

BRIDENSTINE: When did she tell you

PRITCHARD: She told me when she called

BRIDENSTINE: So that was at 12 o'clock

PRITCHARD: Yes, ma'am. Uh-huh.

BRIDENSTINE: She told you that Jonathan

Whitson was at Nate's trailer?

MR.

PRITCHARD: No. She said that he had

died at Nate's trailer.

MS.

trailer?

BRIDENSTINE: He had died at Nate's
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MR. PRITCHARD: Yes, ma'am. And then she
said that she was -- like I said, she was hollering about
Nathan. I couldn't figure out what she was hollering
about. But anyway, she's the one that said that they
moved him from the trailer over to Christine's house.

MS. BRIDENSTINE: Ann told you that?

MR. PRITCHARD: Uh-huh.

MS. BRIDENSTINE: When did Ann tell you
that?

MR. PRITCHARD: She told me that when she
called me later on that night.

MS. BRIDENSTINE: What information did you
have in that 12 o'clock phone call?

MR. PRITCHARD: That he just died.

MS. BRIDENSTINE: Did you know where?

MR. PRITCHARD: No. No.

MS. BRIDENSTINE: Did you know it was -- he
died -- how he had died, what the circumstances were?

MR. PRITCHARD: No, ma'am, I didn't. I
didn't even ask her why.

MS. BRIDENSTINE: Did Ann tell you where she
was going when she left?

MR. PRITCHARD: No.

MS. BRIDENSTINE: Do you know if Ann was

there when it was discovered that Jonathan Whitson had
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died?

MR. PRITCHARD: She was at Nate's trailer.

MS. BRIDENSTINE: Do you know why she was at
Nate's trailer?

MR. PRITCHARD: They use —-- they used to be
married or something. I don't know. It was some crazy
stuff that they -- and Nikki is one of her children, you
know. And they -- she stays at Nathan's house. But Ann
was —-- she was, like, living out of her wvehicle, you
know, most of the time.

MS. BRIDENSTINE: She was homeless?

MR. PRITCHARD: Yeah, she was homeless.
Uh-huh.

MS. BRIDENSTINE: And how is Ann Whitson
Green related to Jonathan Whitson?

MR. PRITCHARD: She's his mother.

MS. BRIDENSTINE: Biological mother?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: What was their
relationship like?

MR. PRITCHARD: I don't really know. I just
know that, you know, she's Jonathan Whitson's mother, and
that's it.

MS. BRIDENSTINE: How did you meet Ann

Whitson Green?
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MR. PRITCHARD: It was up at the store, I
met her. Nikki was there. 1In fact, Nikki was getting
into a car or something like that, and we said hello and
everything. And Nikki went and introduced us.

MS. BRIDENSTINE: When did you meet Ann?

MR. PRITCHARD: I want to say in January.
December or January, one or the other.

MS. BRIDENSTINE: Is that just a few months
before Jonathan Whitson passed?

MR. PRITCHARD: Yes, ma'am. Uh-huh. Yes,
ma'am.

MS. BRIDENSTINE: Who is Nikki?

MR. PRITCHARD: Ma'am?

MS. BRIDENSTINE: Who is Nikki?

MR. PRITCHARD: Nikki is Ann's daughter.
Nathan's daughter, too. They're parents to Nikki.

MS. BRIDENSTINE: What was your relationship
with Nikki?

MR. PRITCHARD: She was a —-- at one time,
she dated Aaron and everything. So I knew her from that.

MS. BRIDENSTINE: Okay. So she was Aaron's
previous girlfriend?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Was she a friend of yours?

MR. PRITCHARD: No, not really. I mean --
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you know, I mean, I just knew of her, you know. But I
mean, I didn't --

MS. BRIDENSTINE: When did you meet Nikki?

MR. PRITCHARD: It was -- like I said, it
was in -- I think it was September or something like that
when I met her. And -- no, no, no. Wait a minute. No.

I met her before I went to the PTSD program. Because she
was with Aaron. And they had moved out of Robbie's place
and went somewhere. And then I seen her again in
September, in the end of September.

MS. BRIDENSTINE: Okay. So you saw her the
second time in September --

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: -- 20107

MR. PRITCHARD: No -- yes, ma'am. 2010.
Uh-huh.

MS. BRIDENSTINE: All right. So just to
recap. The information you learned on the 12 o'clock
phone call was, again, from Ann, that Jonathan had died
at Nate's trailer?

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: Okay. Did you learn
anything else during that phone call?

MR. PRITCHARD: ©No. That was it.

MS. BRIDENSTINE: After that phone call --
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MR. PRITCHARD: 1I'd say around 1:30, two
o'clock, they came over to the house -- to my trailer.

MS. BRIDENSTINE: Who came over?

MR. PRITCHARD: Nathan, Nikki, and Ann.

MS. BRIDENSTINE: Okay.

MR. PRITCHARD: And the cousin. And a
cousin of theirs.

MS. BRIDENSTINE: What was the cousin's
name”?

MR. PRITCHARD: It's the last name is
Silvers. So I think it was Robby Silvers.

MS. BRIDENSTINE: Robby Silvers came over?

MR. PRITCHARD: Uh-huh. With Nate, and
Nikki, and Ann.

MS. BRIDENSTINE: From 12 o'clock to 1:30,
did you learn anything else about Jonathan Whitson?

MR. PRITCHARD: About -- Robby Silvers said
something about the fact that he think -- he thought he
had died from drugs.

MS. BRIDENSTINE: Was that at 1:30 when he
came over?

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: Did you learn any other
information about Jonathan's passing from 12:00 to 1:307?

MR. PRITCHARD: ©No, ma'am. Huh-uh.
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MS. BRIDENSTINE: Okay. So when they came
over, Robby Silvers told you --

MR. PRITCHARD: Uh-huh.

MS. BRIDENSTINE: -- that he thought
Jonathan Whitson had passed from drug use?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Did you learn anything
else?

MR. PRITCHARD: No.

MS. BRIDENSTINE: Did Ann tell you anything?

MR. PRITCHARD: No. She called me, like I
said, later on that night, and asked me if I would be the
pallbearer for -- you know, at the funeral. And I said
yes, I would, you know. And that was about it.

MS. BRIDENSTINE: At that 1:30 meeting, how
long were those three people there at your house?

MR. PRITCHARD: I'd say about 10 -- 10
minutes, 10, 15 minutes.

MS. BRIDENSTINE: Did you talk about the
fact that Jonathan had just been discovered dead?

MR. PRITCHARD: ©No. I don't think we did.
I think they were just all heartbroken and crying, and
stuff like that. And I was just more or less saying, you
know, sorry to hear it, and all like that.

MS. BRIDENSTINE: All right. But Robby
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Silvers might have talked to you about he thought it was
a drug --

MR. PRITCHARD: He said, yeah, he thought it
was a drug overdose.

MS. BRIDENSTINE: Overdose. All right.

MR. PRITCHARD: Uh-huh.

MS. BRIDENSTINE: Did you know what type of
drugs they were talking about?

MR. PRITCHARD: ©No, ma'am. Huh-uh.

MS. BRIDENSTINE: When is the next time that
day that you learned any information about Jonathan
Whitson?

MR. PRITCHARD: I think it was Monday. Nate
came up to me and said that Stephanie had told the police
that I was the one that give him the pills.

MS. BRIDENSTINE: Did he say anything else

to you?

MR. PRITCHARD: No. Huh-uh.

MS. BRIDENSTINE: And what did you say to
Nathan?

MR. PRITCHARD: I said, you know, Nate, I
said, I don't mess around with stuff like that. I said,

I don't, you know, do that. He said, I know. He says, I
know. He said, if I thought that you had, I would have

put a cap in you.




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

State vs. Pritchard 11 CRS 304, 11 CRS 305 44

MS. BRIDENSTINE: Correct me if I'm wrong.

MR. PRITCHARD: Uh-huh.

MS. BRIDENSTINE: But earlier, I think you
said that on March 6th, that later that night, Ann came
over to your trailer, or you talked to her again?

MR. PRITCHARD: Talked to her again on the
telephone. Yes, ma'am.

MS. BRIDENSTINE: All right. And what did
you guys say during that phone call?

MR. PRITCHARD: Well, she was just talking
about, you know, Jonathan dying and everything. And how
she had thought that Jonathan was moved by William and
Nathan.

MS. BRIDENSTINE: Who is William?

MR. PRITCHARD: William is Nathan's brother.

MS. BRIDENSTINE: Okay. William Angel?

MR. PRITCHARD: Yeah. William -- William
Angel. Uh-huh.

MS. BRIDENSTINE: Approximately how old was
William Angel at the time?

MR. PRITCHARD: I couldn't tell you.
Because I knew he was not too much younger than -- than
Nathan. And Nathan, I think, was around about 45 or
something like that, 46.

MS. BRIDENSTINE: So Ann told you that she
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thought William and Nathan moved Jonathan Whitson's body?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Did she tell you why she
thought that?

MR. PRITCHARD: Well, she said that
Christine did not like the fact of her kids doing drugs
and alcohol and in her home. And what I picked up from
her is that they didn't have too good of a relationship,
Christine and Nathan -- I mean, Christine and Jonathan
didn't have too good of a relationship. Because he
wasn't a real actual son to Nathan. He was the stepson.

MS. BRIDENSTINE: Where was Jonathan
Whitson's body moved from?

MR. PRITCHARD: From the trailer.

MS. BRIDENSTINE: From whose trailer?

MR. PRITCHARD: From Nathan's trailer.

MS. BRIDENSTINE: And where was it moved to?

MR. PRITCHARD: Moved to Christine's couch.

MS. BRIDENSTINE: But why?

MR. PRITCHARD: Why?

MS. BRIDENSTINE: Uh-huh.

MR. PRITCHARD: Only thing I could figure
out is because, later on, I found out, when I was in jail
and everything, Danny Edwards told me, he said that when

he took Nikki and his sister home to Nate's trailer, they
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asked him to come in. And they were selling drugs and
drinking and all like that, and wanted him to buy some
drugs.

MS. BRIDENSTINE: And when did -- when was
he taken home? Or sorry. You said he took Nikki and
Nikki's sister home?

MR. PRITCHARD: Uh-huh. Yeah.

MS. BRIDENSTINE: When did he do that?

MR. PRITCHARD: It was the March the 5th.

MS. BRIDENSTINE: All right. Who is Danny
Edwards?

MR. PRITCHARD: Danny Edwards is the guy
that I met in jail. He -- he's Nikki's ex-husband. All
right. And let's see. I'm trying to think of the -- how
else. But anyway, he said that -- you know, that he knew
that Jonathan was over at the trailer after 12, after
midnight that night. Because he walked in, and they were
in there drinking and -- and doing drugs and stuff.

MS. BRIDENSTINE: Are you talking about the
night before Jonathan Whitson died?

MR. PRITCHARD: Uh-huh. Yes, ma'am.

MS. BRIDENSTINE: When did you meet Danny
Edwards?

MR. PRITCHARD: It was December —-- around

December 22nd, somewhere around there.
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MS. BRIDENSTINE: Of what year?

MR. PRITCHARD: Of 2011.

MS. BRIDENSTINE: All right. What jail?

MR. PRITCHARD: It was in Yadkin County
Jail.

MS. BRIDENSTINE: What was -—--

MR. PRITCHARD: They locked me up December
the 1st.

MS. BRIDENSTINE: Were you his cellmate,
around the same block?

MR. PRITCHARD: It was in the same -- in
the, you know, where they've got a -- a place in there.
They've got beds, you know, up against the wall and
everything. And we were all locked up in the same block
and everything.

MS. BRIDENSTINE: How did you get talking
about this case?

MR. PRITCHARD: Well, you know, because we
all introduced ourselves, you know, to each other kind of
time, you know. And when I said my name and everything,
he said -- you know, he said, they told me that -- that
you had given Jonathan drugs, you know, that he OD'd on.
And I didn't ask him who told him that. But I told him,
I said, no, I didn't. He said, well, that Jonathan had

passed away from doing the drugs.
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MS. BRIDENSTINE: Had you ever seen Danny
Edwards before December 20117

MR. PRITCHARD: No, ma'am. Huh-uh.

MS. BRIDENSTINE: Did you recognize him when
you saw him in jail?

MR. PRITCHARD: No, ma'am. I didn't even
know who he was, really, to tell you the truth, till, you
know, we was in the cell block and everything.

MS. BRIDENSTINE: Going back to this
conversation you had with Nathan Angel on Monday.

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: After Jonathan Whitson
died. Right?

MR. PRITCHARD: Uh-huh. Yes, ma'am.

MS. BRIDENSTINE: Did he tell you where he
got this information that you were the one who provided
drugs to Jonathan Whitson?

MR. PRITCHARD: He said Stephanie. He
said -- he was the one that told me that Stephanie was
going and telling the police that I gave Jonathan the
drugs.

MS. BRIDENSTINE: Why do you think Stephanie
was telling the police that?

MR. PRITCHARD: I'm not sure. I guess

because she was shooting drugs with him, or whatever.
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And I'm an out-of-towner, you know.

MS. BRIDENSTINE: Do you know who gave
Jonathan Whitson drugs before he died?

MR. PRITCHARD: I couldn't tell you exactly.
No, ma'am. But I know about where he got them from.

MS. BRIDENSTINE: Okay. Where is that?

MR. PRITCHARD: At that store, Riddle's.
But I didn't want to ask him. I didn't want to -- you
know. That's his own personal stuff, you know. I just
didn't think I should question him about it.

MS. BRIDENSTINE: Did Jonathan Whitson have
money with him on March 5th, 2011, when you took him to
that store?

MR. PRITCHARD: No, ma'am. Huh-uh.

MS. BRIDENSTINE: Do you know how -- if he
got drugs there, do you know how he would have been able
to do that?

MR. PRITCHARD: No, ma'am. Burnsville is a
pretty close-knit place, you know. I mean people, they
know each other.

MS. BRIDENSTINE: How prevalent was drug use
in that area of Burnsville where you were living back in
March of 20117

MR. PRITCHARD: A lot.

MS. BRIDENSTINE: Out of all the people that
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you've mentioned, for instance, who was using drugs?

MR. PRITCHARD: Who was using drugs?

MS. BRIDENSTINE: Uh-huh. At that time.

MR. PRITCHARD: ©Nate, Jonathan, Stephanie.
I want to say Aaron. Yeah, Aaron. And then her son,
David, and Robbie. Robbie was —-- she more or less did
the crack cocaine, smoking that stuff. And she took her
medications by mouth and everything.

MS. BRIDENSTINE: Was she a drug dealer?

MR. PRITCHARD: Yes, ma'am. She was.

MS. BRIDENSTINE: Who else was a drug dealer
in that area at that time?

MR. PRITCHARD: Nathan.

MS. BRIDENSTINE: Do you know where he would
get his drugs from?

MR. PRITCHARD: Sometimes from Robbie.

MS. BRIDENSTINE: Anyone else?

MR. PRITCHARD: Oh, there was a guy in --
what's the name of that -- Marion. And he used to date
Robbie. His name was Honeycutt, something -- Robin
Honeycutt. And he had drugs that he was selling. And
Aaron would sell them for him, actually.

MS. BRIDENSTINE: Aaron Collins would sell
drugs --

MR. PRITCHARD: Uh-huh.
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MS. BRIDENSTINE: -- for this Honeycutt
person?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Did you have any
conversation with Jonathan Whitson on March 5th, 2011,
about whether or not he was using drugs?

MR. PRITCHARD: No, ma'am.

MS. BRIDENSTINE: Do you know when he got
out of jail?

MR. PRITCHARD: Nate told me, when we talked
in the road, Nate told me that he had just gotten out
that night. And I think it was late that night or so,
around 1:30 or something like that. And that he was
staying at his trailer. 1In fact, one of the statements
that they had said that Nate said that he -- Jonathan
gave him a pill. And he left Jonathan and Stephanie in
the trailer so they can have some alone time.

MS. BRIDENSTINE: Did you see Jonathan
Whitson from the time you saw him in November of 2010
until you saw him on March 5th, 201172

MR. PRITCHARD: Uh-huh.

MS. BRIDENSTINE: You saw him?

MR. PRITCHARD: Yeah. We saw -- right
before we went down to Charleston at the end of December,

couple of weeks before, about one week before Christmas.
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Because I was taking my brother a Christmas tree down
there. And I seen Jonathan then. And like I said, they
were coming mostly when she -- he would buy drugs. He
would by them from Robbie.

MS. BRIDENSTINE: Jonathan Whitson would?

MR. PRITCHARD: Uh-huh. Yes.

MS. BRIDENSTINE: And what drugs would he
buy from Robbie?

MR. PRITCHARD: The 5 milligram oxymorphone.

MS. BRIDENSTINE: All right. When you saw
him in December, you said we. Who were you with?

MR. PRITCHARD: Robbie. Robbie Brown.

MS. BRIDENSTINE: Was Jonathan by himself?

MR. PRITCHARD: No. I think -- I think he
had Stephanie with him. I believe he did have Stephanie
with him.

MS. BRIDENSTINE: Did you talk to him about
drugs in December 20107

MR. PRITCHARD: No, ma'am.

MS. BRIDENSTINE: How long were you with
him?

MR. PRITCHARD: Not long. Just like, you
know, a few minutes here. And then they left. And I
took Stephanie and Jonathan to the -- where she worked at

one night, dropped them off.
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MS. BRIDENSTINE: Did you see his arm on
that occasion?

MR. PRITCHARD: No. Huh-uh.

MS. BRIDENSTINE: Did you talk about his arm
at all?

MR. PRITCHARD: ©No, ma'am. It was before
when I seen his arm. And I just -- you know, I mean,
that was his problem. I didn't --

MS. BRIDENSTINE: How did he seem in

December?

MR. PRITCHARD: It was in the latter part,
and he had just got back from the emergency room. You
know, they came over to Robbie's. And they were trying

to get Robbie to give them some drugs.
MS. BRIDENSTINE: And I want to clarify.
I'm talking about December 2011 [sic], not November.

MR. PRITCHARD: Oh, December of 2011. Okay.

No, not —--
MR. ZIEGLER: Are you talking about 20107
MS. BRIDENSTINE: I'm sorry. 2010. Yes.
MR. PRITCHARD: Yeah. 2010 is when I seen
him.

MS. BRIDENSTINE: Okay. So at the December
time, did you have any conversation about drugs with him?

MR. PRITCHARD: No, ma'am.
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MS. BRIDENSTINE: But you Jjust mentioned you
did in November?

MR. PRITCHARD: No. I just knew that he
had -- because he had that abscess and everything. I
kind of assumed that he, you know, was doing drugs. I
mean, he -- when him and Robbie would get together and
everything, she wouldn't do any -- she would go back into
her room and everything, and he would go with her.

MS. BRIDENSTINE: Okay. So you assumed he
was getting drugs from Robbie?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Did he get drugs from
Robbie in December of 20107

MR. PRITCHARD: Yes, ma'am. Uh-huh. See,

he asked me one time when I was staying with Robbie,

right before I had to move out in December -- I think it
was 1in December -- he asked me if I would sell him
some -- some of that morphine.

MS. BRIDENSTINE: Uh-huh.

MR. PRITCHARD: And I told him no. I said,
your girlfriend, she's the bondsman's daughter in this
town. And if he was to get caught, first thing they'd do
is check me for the stuff.

MS. BRIDENSTINE: So Stephanie was the

daughter of a bondsman?
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MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: And Jonathan Whitson asked
you to sell him morphine in December of 20107

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: And you said no?

MR. PRITCHARD: I said no.

MS. BRIDENSTINE: How did he know you had
morphine?

MR. PRITCHARD: Because Robbie give him some
whenever he would come over cutting grass and stuff.

MS. BRIDENSTINE: Robbie would give him your
morphine?

MR. PRITCHARD: Uh-huh.

MS. BRIDENSTINE: Okay. Did you know she
was doing that?

MR. PRITCHARD: No, not really. I didn't
know.

MS. BRIDENSTINE: How many times did Robbie
give Jonathan Whitson your morphine?

MR. PRITCHARD: I don't -- I can't —-- I
couldn't tell you exactly. Because, like I said, I left
it in the safe and everything when I was in the PTSD
program. And that was from July until the last part of
September -- well, middle part of September.

MS. BRIDENSTINE: Okay.
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MR. ZIEGLER: How did you learn that she
gave him your morphine?

MR. PRITCHARD: How? Because he had come up
and ask me, you know, if I would sell him some. And --

MR. ZIEGLER: It sounds like -- it sounds
like you're saying Jonathan told you that she gave it to
you. Is that what happened?

MR. PRITCHARD: Yes, ma'am -- yes, sir.
Uh-huh.

MR. ZIEGLER: Okay.

MS. BRIDENSTINE: Did anyone else see
Jonathan Whitson's arm prior to his death that you're
aware of?

MR. PRITCHARD: I would say Ann said she
seen it, may have seen it.

MS. BRIDENSTINE: How do you know Ann saw
it?

MR. PRITCHARD: She was his mother. And --

MS. BRIDENSTINE: So you're assuming. Is
that right?

MR. PRITCHARD: Yes, ma'am. That's
assuming. Yes, ma'am.

MS. BRIDENSTINE: Okay.

MR. PRITCHARD: And Nikki knew it. And --

MS. BRIDENSTINE: How do you know Nikki knew
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it?

MR. PRITCHARD: How do I know?

MS. BRIDENSTINE: Uh-huh.

MR. PRITCHARD: Because she was there when I
brought him home that night from the -- you know, when he

went to the emergency room and came over to Robbie's, and
I took him home. And she was there.

MS. BRIDENSTINE: Did you ever talk about
his arm with Nikki?

MR. PRITCHARD: No. Huh-uh.

MS. BRIDENSTINE: You've mentioned that you
heard that his body was moved --

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: -- from Nathan Angel's
trailer down to Christine's house.

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: What significance does
that have to you? Why do you think that that's something
we should know?

MR. PRITCHARD: Because of the fact that
they're -- they're lying about the fact that he shot
drugs in Christine's house. And they're lying the fact
about that he died in there. You know, she
wouldn't -- see, before that, when I took him -- when I

said that I took him home. All right. It was -- it was
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cold, you know, when I took him home one time. It was
cold. And they were going in that trailer. And he
didn't have -- Nathan didn't have any electricity. But
he was staying -- they were staying in that trailer.

And what I come to find out is that Nathan
had a drop cord running to his mother's house, and then
they had this kerosene burner that they burnt for, you
know, heat and stuff. And that's why it just kind of --
it kind of puzzled me that they wanted to say that he was
in Christine's house, when she don't -- she don't allow
people using drugs or drinking. She don't even let her
husband in there drinking. He has to go down to the
trailer down the road and stay there until he sobers up
and don't smell of alcohol.

MS. BRIDENSTINE: What medical conditions
did Jonathan Whitson have other than the abscess that
you've described?

MR. PRITCHARD: That's it. That's all I
knew of.

MS. BRIDENSTINE: Is that the only one
you're aware of?

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: Did Jonathan Whitson
receive medical treatment prior to his death? You

mentioned the emergency room visit in November.
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MR. PRITCHARD:

MS. BRIDENSTINE:
that?

MR. PRITCHARD:
was locked up right there in
last part of December, first

MS. BRIDENSTINE:
he was in jail?

MR. PRITCHARD:

MS. BRIDENSTINE:

Yes, ma'am.

But anything other than
No, ma'am. And I think he
the first part of -- the
part of January.

Did you speak to him when
ma'am.

No,

Did you hear how he was

doing?

MR. PRITCHARD: ©No, ma'am. I found out how
he was doing when we was together in the truck, and he
was talking about -- he was asking about my outcome with

the Yancey County police department.

his,

and how he got locked up in Madison County.

And he talked about

And

that he said they wasn't even giving him any aspirin.

And I said, man,
MS. BRIDENSTINE:
you about Jonathan Whitson's
MR. PRITCHARD:

MS. BRIDENSTINE:

that's crazy.

Did anyone ever talk to
arm?
No.

When did you first become

aware that police were looking at you as a suspect in

this case?

MR. PRITCHARD:

Well, December 6th -- 1T
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mean, March 6th is when Nathan came over there and told
me that, you know, Stephanie told them that I gave him
the drugs.

MS. BRIDENSTINE: So the day that Jonathan
Whitson died, you spoke to Nathan Angel?

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: And that's when he told
you Stephanie was telling the police that the pills came
from you?

MR. PRITCHARD: Yes, ma'am. It was later.
It was, like, around the afternoon, 6:30 or so.

MS. BRIDENSTINE: Did you tell anyone that
you were worried about getting blamed for Jonathan
Whitson's death?

MR. PRITCHARD: No.

MS. BRIDENSTINE: Did you tell anyone that
you gave morphine pills to Jonathan Whitson before he
died?

MR. PRITCHARD: No. Huh-uh.

MS. BRIDENSTINE: And I just want to
clarify. When I say before he died, I'm talking about in
the two-day period before Jonathan Whitson died, did you
tell anyone that you gave Jonathan Whitson morphine
pills?

MR. PRITCHARD: No.
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MS. BRIDENSTINE: Those two days before he
died?

MR. PRITCHARD: Huh-uh. No. I called
Robbie up when I got the phone call from Ann and
everything. And I called Robbie up and told her that,
you know, that Ann said that, you know, that he came to
her house to get the drugs, and then came back to -- and
let him off at Nate's trailer.

MS. BRIDENSTINE: You told Ann that you
thought he got -- picked up drugs when he was with you?

MR. PRITCHARD: No. She told me that that's

what Stephanie said the first time when she talked to

her.

MS. BRIDENSTINE: When did Ann tell you
that?

MR. PRITCHARD: It was right after when she
called about the -- you know, the incident of Jonathan

dying and everything. And then when they came over and
everything, that's when she went and told me.

MS. BRIDENSTINE: What did she tell you
again?

MR. PRITCHARD: She told me, she said that
Stephanie said that I had given Jonathan drugs.

MS. BRIDENSTINE: Did you hear that first

from Ann or Nathan?
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MR. PRITCHARD: I heard it from Ann. Yeah.
Ann.

MS. BRIDENSTINE: Did you have a
conversation with Robbie Brown about this?

MR. PRITCHARD: Yes. That's when I went --

MS. BRIDENSTINE: When was that?

MR. PRITCHARD: Yeah. That's when I went
and called Robbie, after they left and everything. And I
told her, I said, listen, Stephanie is going and telling
the police that I came over there and got some morphine
pills from you and give them to Jonathan.

MS. BRIDENSTINE: You told that to Robbie

Brown?
MR. PRITCHARD: Uh-huh. Yeah.
MS. BRIDENSTINE: That was on March 6th?
MR. PRITCHARD: Yes. No. That was on
March -- yeah, March 6th. Yeah.

MS. BRIDENSTINE: Okay. So I just want to
make sure I'm understanding what you're saying.

MR. PRITCHARD: Uh-huh.

MS. BRIDENSTINE: You received a phone call
at noon from Ann Whitson, informing you that Jonathan
Whitson had died.

MR. PRITCHARD: Uh-huh. Yes, ma'am.

MS. BRIDENSTINE: And then at 1:30, Nikki
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Angel, Ann Whitson Green --

MR. PRITCHARD: Ann Green --

MS. BRIDENSTINE: -- and Nathan Angel came
over to your trailer.

MR. PRITCHARD: Uh-huh. Yes, ma'am.

MS. BRIDENSTINE: And I think you said Robby
Silvers, too.

MR. PRITCHARD: Yes, ma'am. He was with
them.

MS. BRIDENSTINE: Farlier you said you
didn't really talk about the death that much.

MR. PRITCHARD: No, ma'am. I didn't.

MS. BRIDENSTINE: When did you learn from
Nathan Angel that Stephanie Whitson was implicating you
as a person who provided drugs to Jonathan Whitson?

MR. PRITCHARD: That was -- that was Monday.

MS. BRIDENSTINE: Monday. So the next day?

MR. PRITCHARD: Yes, ma'am. Yes, ma'am.
The next day.

MS. BRIDENSTINE: All right. When did you
learn from Ann Whitson Green that Stephanie Whitson was
implicating you as a person who provided morphine to
Jonathan Whitson?

MR. PRITCHARD: That was that phone call.

After the phone call, when they came over to the house.
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MS. BRIDENSTINE: So she told you that when
they came over at 1:307

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: When did you talk to
Robbie Brown?

MR. PRITCHARD: It was around, I'd say three
o'clock, somewhere around there.

MS. BRIDENSTINE: Did you have any other
conversations about Jonathan Whitson's death with anyone
else?

MR. PRITCHARD: No. Huh-uh.

MS. BRIDENSTINE: And what drug
prescriptions did you have on March 5th, 20112

MR. PRITCHARD: I had morphine sulfate and
oxycodone.

MS. BRIDENSTINE: Who prescribed those drugs
to you?

MR. PRITCHARD: The VA.

MS. BRIDENSTINE: Did you have any other
doctors other than the doctors associated with the VA
prescribe drugs to you?

MR. PRITCHARD: When I had a accident and
everything in Madison County. They took me to the
Mission Memorial, and they gave me a pill there to calm

me down.
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MS. BRIDENSTINE: When was that?

MR. PRITCHARD: I'd say it was in 2009,
sometime around -- I'm going to say September.

MS. BRIDENSTINE: So in 2010 and 2011, were
any other doctors prescribing you drugs?

MR. PRITCHARD: No, ma'am.

MS. BRIDENSTINE: All right. It was always
through the VA?

MR. PRITCHARD: Yes, ma'am. Through the VA
is what I would, you know, get my medication from.

MS. BRIDENSTINE: And is that the VA
hospital in Asheville?

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: When were you first
prescribed morphine?

MR. PRITCHARD: I want to say -- I want to
say 1in probably May, I think. May of 2009.

MS. BRIDENSTINE: When were you first
prescribed oxycodone?

MR. PRITCHARD: Same time.

MS. BRIDENSTINE: How often did you take
morphine?

MR. PRITCHARD: It was one tablet every four
hour -- or every eight hours.

MS. BRIDENSTINE: Would you consistently
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take three pills a day?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: How often did you take
oxycodone?

MR. PRITCHARD: Every now and then. It was
just sort of to -- you know, if the pain came up before I
was supposed to take my next dose, I would take a little
bit.

MS. BRIDENSTINE: How consistent were you
with taking morphine three times a day?

MR. PRITCHARD: Real consistent. Because my
back would really hurt, you know. And they operated on
it right before I got locked up in December.

MS. BRIDENSTINE: Why were you prescribed
morphine?

MR. PRITCHARD: Because of my back injury.

MS. BRIDENSTINE: Why were you prescribed
oxycodone?

MR. PRITCHARD: For my back injury.

MS. BRIDENSTINE: Did you ever get morphine
from any other source than through your prescription at
the VA?

MR. PRITCHARD: No, ma'am.

MS. BRIDENSTINE: Did you ever get oxycodone

through any other source than your prescription at the
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VA?

MR. PRITCHARD: I want to say that that
doctor that I went and seen -- darn. What was his name?
He was there at the clinic where they would, you know,
check you out and everything. And then the insurance
lady that was with me, she would take me to the physical
therapy afterwards. But that doctor, he prescribed me, I
think, 30 -- 30 pills one time.

MS. BRIDENSTINE: Where was that?

MR. PRITCHARD: That was in Asheville.

MS. BRIDENSTINE: When?

MR. PRITCHARD: I want to say in May. Right
around the time of the accident.

MS. BRIDENSTINE: May of 20097

MR. PRITCHARD: 2009. Yes, ma'am.

MS. BRIDENSTINE: Did you ever visit any
doctors out of state and get prescriptions?

MR. PRITCHARD: No, ma'am.

MS. BRIDENSTINE: How many morphine pills
did you have on March 5th, 201172

MR. PRITCHARD: I didn't -- believe I had
maybe about, I'd say 10. Because I think Monday, which
was March the 6th, they went and send me another 90 in a
bottle through the mail.

MS. BRIDENSTINE: Was it your practice to
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get your refill when you ran out?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: So you would wait until
you ran out, then you would get more?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: How many oxycodone pills
did you have on March 5th, 20112

MR. PRITCHARD: 1I'd say about maybe five,
five or 10, somewhere around there. I was about run out
of both of them is what I --

MS. BRIDENSTINE: Were they treating the
same type of pain, or were they for different purposes?

MR. PRITCHARD: No. Same type of pain.

MS. BRIDENSTINE: Why would you need
oxycodone on top of morphine?

MR. PRITCHARD: The oxycodone was to kind
of -—- like if I started having severe pain again, attacks
before my next does, then I would take it, take the
oxycodone to make -- hold over until I took --

MS. BRIDENSTINE: You called to refill your
morphine prescription on March 10th, 2011. Is that
right?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Did you ever have any

substance abuse issues?




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

State vs. Pritchard 11 CRS 304, 11 CRS 305 69

MR. PRITCHARD: Who, me?

MS. BRIDENSTINE: Uh-huh.

MR. PRITCHARD: Back in 1984. Yes, ma'am.

MS. BRIDENSTINE: What was that?

MR. PRITCHARD: It was heroin.

MS. BRIDENSTINE: Did you get treatment for
that?

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: What kind of treatment?

MR. PRITCHARD: VA in Atlanta, Georgia.

MS. BRIDENSTINE: Was this inpatient,
outpatient?

MR. PRITCHARD: Inpatient.

MS. BRIDENSTINE: Did you ever work as a
drug counselor?

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: Where did you do that?

MR. PRITCHARD: I finally became a counselor
in, I want to say in '93.

MS. BRIDENSTINE: 19937

MR. PRITCHARD: Yes, ma'am. I worked at
the -—- I wasn't -- I didn't have the title of counselor.

But I mean,

substitute,

MS.

I worked as a,

whatever,

BRIDENSTINE:

you know,

counselor

healthcare technician.

Okay. How long did you
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work as a drug counselor?
MR. PRITCHARD: I worked for the state when

I finally got my license and everything. And from '95

until 2005.

MS. BRIDENSTINE: Were you ever in NA,
Narcot --

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Okay. When were you in
NA?

MR. PRITCHARD: Right after I got out of
treatment in 1984.

MS. BRIDENSTINE: How long were you —-- how
long did you attend NA for?

MR. PRITCHARD: I was still attending NA
when I was, you know, at Robbie's place. 1In fact, I
would go to meetings.

MS. BRIDENSTINE: Okay. So were you still
attending NA in March of 20117

MR. PRITCHARD: Uh-huh. Yes, ma'am.

MS. BRIDENSTINE: How often would you attend
NA?

MR. PRITCHARD: I'd say anywhere from twice
to three times a week.

MS. BRIDENSTINE: Were you a sponsor?

MR. PRITCHARD: Yes, ma'am.
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MS. BRIDENSTINE: Who did you sponsor?
Well, I -- I understand that that's supposed to be --

MR. PRITCHARD: I know. I can't say —--

MS. BRIDENSTINE: You acted as a sponsor for
other people. 1Is that right?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Did you ever act as a
sponsor for Aaron Collins?

MR. PRITCHARD: ©No. No. I mean, I'd talk
to him about it and stuff like that, but I -- you know.
He told me he could get his life together. 1In fact, one
night when he got kicked out of everywhere, and -- even
my place, he got kicked out. We had talked about his
drug use and how it was Jjust alienating him from other
friends and stuff like that.

MS. BRIDENSTINE: You have a previous
conviction on your record related to selling morphine.
Is that right?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Who was the confidential
informant that was used in that case?

MR. PRITCHARD: Her name was Waldrop.

MS. BRIDENSTINE: What was it?

MR. PRITCHARD: Waldrop. Her last name was

Waldrop. I think her first name was Alice. Alice
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Waldrop.

MS. BRIDENSTINE: Does the name Jennifer
Black mean anything to you?

MR. PRITCHARD: Huh-uh.

MS. BRIDENSTINE: No? Okay. What were the
circumstances of that case?

MR. PRITCHARD: Oh, no. Jennifer Black.
Okay. Now I know who you're talking about. That was
Robbie's person that she was selling drugs to. Okay.
And she came up there one morning, and I seen her, you
know, coming up to the door and everything. So I opened
the door and let her in since she'd usually wait and talk
to Robbie while Robbie was in the bedroom, and I went to
the bathroom.

Well, come to find out, she got some pills
from Robbie, and went to the police station and turned
them in. And then what's his name? Sheriff Barber --
no. Detective Barber, he came over to the house, and he
arrested both of us. And I told him, I said, I didn't
have anything to do with it, you know. I mean, that was
Robbie's friend. And I was in the bathroom taking a
crap. And actually, I went and looked at the back
window, because the boy that Jennifer Black was dating
and everything stole some stuff out of Robbie's yard when

he came up before.
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MS. BRIDENSTINE: Were you arrested for
this?

MR. PRITCHARD: Yeah. They arrested me.
Uh-huh.

MS. BRIDENSTINE: TIs this the -- when was
this? When is the offense date for what you're talking
about at Robbie's house?

MR. PRITCHARD: At Robbie's house, it was --
I want to say 2010, around May or June.

MS. BRIDENSTINE: Okay. Is that what you
were on probation for in March 20117

MR. PRITCHARD: ©No. ©No. 2011 was when I
finally went to court for my first charge, one where I
sold to that Alice Waldrop.

MS. BRIDENSTINE: Was that a -- where she
was a confidential informant?

MR. PRITCHARD: An informant. Yes, ma'am.

Uh-huh.
MS. BRIDENSTINE: Did you sell her drugs?
MR. PRITCHARD: I gave her drugs. Yes,
ma'am. Yes, ma'am. She was a friend of Robbie's. And
she was dating Robbie's cousin. So, you know, Robbie

said, yeah, go ahead, you know, she'd be all right.
MS. BRIDENSTINE: So you admit that you were

a drug dealer back in 201072
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MR. PRITCHARD: I wasn't a drug dealer. I
just -- just that one time I did that.

MS. BRIDENSTINE: All right. So it was Jjust
one time?

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: Had you ever provided
drugs before to Jonathan Whitson?

MR. PRITCHARD: No.

MS. BRIDENSTINE: Did you ever give Jonathan
Whitson morphine when Stephanie Whitson was present?

MR. PRITCHARD: No. Huh-uh.

MS. BRIDENSTINE: Did you ever give Jonathan
Whitson when Robbie Brown was present?

MR. PRITCHARD: No.

MS. BRIDENSTINE: Did Jonathan Whitson ever
ask you for morphine?

MR. PRITCHARD: Yes. That's when I went and
told him, I said, no, your girlfriend is a bondsman's
daughter.

MS. BRIDENSTINE: Was Stephanie Whitson
there when that happened?

MR. PRITCHARD: She was in there talking to
Robbie. Yes, ma'am.

MS. BRIDENSTINE: She was what?

MR. PRITCHARD: She was in there talking to
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Robbie. And Jonathan and I was in the other part of the
house. That was in the kitchen.

MS. BRIDENSTINE: Approximately when was
that?

MR. PRITCHARD: That was in, I'd say
October. Around in October.

MS. BRIDENSTINE: Okay. Of 201072

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: Did you ever give morphine
to Jonathan Whitson around Christmas of 20107

MR. PRITCHARD: No, ma'am. Huh-uh.

MS. BRIDENSTINE: Okay. So we've gone over
this a little bit before. But it sounds like on March
5th, 2011, you were dating Robbie Brown. Is that right?

MR. PRITCHARD: Uh-huh.

MS. BRIDENSTINE: You also had a sexual
relationship --

MR. PRITCHARD: Well, I wasn't really dating
Robbie Brown. Because when I got kicked out and
everything, she kind of got upset. And so we were more
or less, like, broke up, you know.

MS. BRIDENSTINE: Okay.

MR. PRITCHARD: Then Ann started -- 1
started seeing Ann.

MS. BRIDENSTINE: All right. Were you
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seeing anyone other than Ann Whitson Green?
MR. PRITCHARD: Nikki.
MS. BRIDENSTINE: Nikki Angel?
MR. PRITCHARD: Uh-huh. Yeah.
MS. BRIDENSTINE: Anyone else?
MR. PRITCHARD: That was it.

MR. ZIEGLER: Mr. Pritchard, just to

clarify.

MR. PRITCHARD: Uh-huh.

MR. ZIEGLER: When you say seeing Nikki
Angel --

MR. PRITCHARD: I was having consensual sex
with her.

MR. ZIEGLER: Okay.

MS. BRIDENSTINE: After you were arrested
and you were in jail, did you correspond with Robbie
Brown?

MR. PRITCHARD: She would -- yeah. She
would come up on the weekends to see me. And when she
could, she would -- you know, I'd call her and talk to
her on the telephone, you know. And it was both --
mostly about my stuff. I had given her -- you know, I
asked her to put them into a warehouse and everything.
But she took them over to her house. And I was asking

about my stuff, you know, how was -- was there any
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problem there and all like that. And if it was, let me
know. But --

MS. BRIDENSTINE: Did you talk to her on the
phone?

MR. PRITCHARD: Yes.

MS. BRIDENSTINE: Did you write letters with
her?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Did you ever talk about
your case”?

MR. PRITCHARD: Yes, ma'am. Uh-huh. We
sure did.

MS. BRIDENSTINE: What did you guys talk
about?

MR. PRITCHARD: Well, she was trying to tell
me -- I told her, I said, listen, they've got a statement
saying that you said that I went and sold Jonathan eight
tablets of morphine. And she swore up and down that she
did not. She said that's why she did not sign that
statement, because she did not say that. And when she
got up into the courtroom, she said the same thing.

MS. BRIDENSTINE: Did you see or talk to
anyone else when you were in Jjail waiting for your trial?

MR. PRITCHARD: Yeah. I was talking to a

lot of people in there. They all knew each other. Like
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I said, it was almost like a -- you know, they were
having a family reunion when they coming to jail.

MS. BRIDENSTINE: Did you have -- did you
receive visits from anyone other than Robbie Brown?

MR. PRITCHARD: Yes.

MS. BRIDENSTINE: Who?

MR. PRITCHARD: My daughters.

MS. BRIDENSTINE: Okay.

MR. PRITCHARD: Tracy and Lacey.

MS. BRIDENSTINE: Anyone else?

MR. PRITCHARD: Nikki came up there one time
and visited with me.

MS. BRIDENSTINE: What did you talk about
with Nikki?

MR. PRITCHARD: Nothing. Just -- she just
said that she knew that I didn't do anything, you know,
to harm Jonathan. She knew that.

MS. BRIDENSTINE: How did she know that?

MR. PRITCHARD: She just knew. She said
that, you know, she just had this feeling that, you know,
nothing ever transpired between me and Jonathan.

MS. BRIDENSTINE: So other than Nikki,
Robbie, and family --

MR. PRITCHARD: Uh-huh.

MS. BRIDENSTINE: -- anyone else?
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MR. PRITCHARD: I don't think so.

MS. BRIDENSTINE: What about since you've
been in prison?

MR. PRITCHARD: Since I've been in prison?

MS. BRIDENSTINE: Have you talked to anyone
about your case?

MR. PRITCHARD: ©No. Not really. I mean,
the guys would ask me in the rooms, in the dorms and
stuff like that, what are you in for, you know, because
they -- automatically, they assume that you're a
pedophile, you know, being an older person and
everything. So I tell them no, I ain't no -- I'm charged
with something different. And when I tell them what they
charged me for, they said, there's no way. They said no
way you can do drugs at 9:30 at night and die at 10:30
the next morning from an overdose.

MS. BRIDENSTINE: All right. I want to move
on to talk about your relationship with your attorney,
your trial attorney, Daniel Hockaday.

MR. PRITCHARD: Okey-doke. Uh-huh.

MS. BRIDENSTINE: Were you ever offered any
plea agreements in this case?

MR. PRITCHARD: Yes, ma'am. Right before we
went out -- you know, we went and had a plea agreement.

MS. BRIDENSTINE: What was your plea?
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MR. PRITCHARD: It was if I admit that I had
done it, and I would walk out of -- walk out of the
courtroom that day, and do three years probation.

MS. BRIDENSTINE: This was offered to you
right before trial?

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: What was the charge that
they offered you to plea to?

MR. PRITCHARD: I don't know about a charge.
I think they would drop the -- I mean, I'm just thinking
now. I'm not sure. But I think they would have dropped
it to, like, manslaughter.

MS. BRIDENSTINE: Why didn't you take that
offer?

MR. PRITCHARD: Why? Because I didn't do
it.

MS. BRIDENSTINE: Did they ever discuss that
you could do something called, like, an Alford plea?

MR. PRITCHARD: No. What is that?

MS. BRIDENSTINE: That's where you plead
guilty, but you specifically do not admit that you are
guilty. You maintain innocence.

MR. PRITCHARD: I didn't. In fact, when
I -- the only statement that I gave was to Daniel

Hockaday. And Daniel Hockaday took that statement. And
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after he sent me back to the dorm, there's a glass
mirror -- a glass window between the room where I was at
and going back to the dorm. And Daniel Hockaday handed
my letter that I had just give him over to Sheriff Banks.

MS. BRIDENSTINE: When did that happen?

MR. PRITCHARD: That was -- let's see. I
want to say December the 21st.

MS. BRIDENSTINE: Of what year?

MR. PRITCHARD: 2011.

MS. BRIDENSTINE: You saw your attorney
takes notes about what you told him and hand it to the
sheriff?

MR. PRITCHARD: Yes, ma'am. After he sent
me back to the -- to my block.

MS. BRIDENSTINE: Did you ever talk to him
about that?

MR. PRITCHARD: Yes, ma'am. I asked him,
and he said no, he didn't do that.

MS. BRIDENSTINE: Did Daniel Hockaday talk
to any witnesses in your case?

MR. PRITCHARD: No. I tried to get him to
put Nikki on -- on witness. And I tried to get him to
put Ann on witness.

MS. BRIDENSTINE: Who? Nikki --

MR. PRITCHARD: Ann Whitson and Nikki.
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MS. BRIDENSTINE: Did he talk to either
Nikki Angel or Ann Whitson Green?

MR. PRITCHARD: He just said to me, he said
that they wouldn't be able to help.

MS. BRIDENSTINE: Do you know if he ever
talked to them?

MR. PRITCHARD: I don't know if he did or
not.

MS. BRIDENSTINE: Did you talk to him about
anyone else who could be a witness for you?

MR. PRITCHARD: Yeah. Danny Edwards.

MS. BRIDENSTINE: Did he talk to Danny
Edwards?

MR. PRITCHARD: Did he?

MS. BRIDENSTINE: Did Daniel Hockaday talk
to Danny Edwards?

MR. PRITCHARD: Not that I know of. You
see, they've got -- they've got this little thing into my
trial transcripts and stuff.

MS. BRIDENSTINE: Uh-huh.

MR. PRITCHARD: They've got a thing saying
that he was subpoenaed to court. And I didn't see him
nowhere. I mean, the whole time that I was sitting in
court, he never showed up.

MS. BRIDENSTINE: Did you ask your attorney
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to subpoena Danny Edwards?

MR. PRITCHARD: I did. Uh-huh.

MS. BRIDENSTINE: Did Daniel Hockaday
consult with any experts in your case?

MR. PRITCHARD: No. He said that we
need -- he needed $1600 so that he could pay the medical
examiner for the information on the autopsy or something.

MS. BRIDENSTINE: Uh-huh.

MR. PRITCHARD: And he needed that payment.
So I paid him in full. And so he just -- and then I --

MS. BRIDENSTINE: Did he talk to a medical

examiner?

MR. PRITCHARD: I don't know if he did or
not. I would always -- they would -- they didn't let me
out. They kept me in there the whole time, in jail.

MS. BRIDENSTINE: Pending trial. So you
believed you gave him money to hire an expert to take a
look at the autopsy, but you don't know if he did so?

MR. PRITCHARD: I don't know if he did or
not. He said to explain it to him. ©Not hire him. But
he said he needed them to explain it to him. What he
needed the $1660 for. And see, and the thing about it is
that Randolph, which was a sheriff deputy there, and he
would -- you know, doing shifts in the jail and all. He

told me, he said, John, you better get you another
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lawyer. And I said why is that? And he says, you just
need to get you another lawyer.

MS. BRIDENSTINE: You've written some
letters to us where you've indicated you thought that
people were communicating with each other during your
trial, like your attorney with the prosecutor.

MR. PRITCHARD: Oh. They weren't -- I
didn't think about it, I seen it. They had their cell
phones, okay. And they were texting to each other. The
sheriff to my attorney, to the DA, Michael Holmes. All
right. And they was going back and forth the whole time
during the trial and everything, back -- I got up one
time, and I stood over, and was looking at Daniel
Hockaday's text message thing that came from Sheriff
Banks.

Anyway, the -- Tammy McIntyre, which is the
Clerk of Courts, she seen me do it, stand up and look
over his shoulder. And she said, Mr. Hockaday, did you
just get a call that your wife has been trying to get in
touch with you, your son got in an accident up at Fun
World.

MS. BRIDENSTINE: Did you ever seen what
they were communicating about?

MR. PRITCHARD: I -- I assume it was about

me, you know. But I don't know for sure. I mean, I




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

State vs. Pritchard 11 CRS 304, 11 CRS 305 85

didn't get to read the messages. They would keep them
from me and all. But every time, when the judge would
start the court trial, he would turn to the left and look
straight at the jury, so he wouldn't look at the
courtroom. And I always thought that was kind of odd,
you know. I mean, not for the whole entire time, you
know, not look back, except when he was getting ready to
close trial up. Then he'd turn back around.

MS. BRIDENSTINE: So what significance does
it have to you, the fact that you believe your attorney
was communicating with the District Attorney and with the
Sheriff?

MR. PRITCHARD: Because of the way he did
the interrogation with Stephanie and the other witnesses.
MS. BRIDENSTINE: Who did what

interrogation?

MR. PRITCHARD: Daniel Hockaday. When he
was, you know, when they were on the stand, on the
witness stand, and he was questioning them. You know, I
would give him questions to ask them, and he wouldn't ask
them.

MS. BRIDENSTINE: Okay. But you don't know,
if they were communicating, what they were communicating
about?

MR. PRITCHARD: I don't know what they were
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communicating about. No, ma'am. Not for sure. I just
know it -- I believed it was because of me.

MS. BRIDENSTINE: What did Mr. Hockaday tell
you about the plea agreement?

MR. PRITCHARD: He just said that, you know,
if you take this plea agreement, we can go and have us a
beer. You know, I said no, I'm not going to take it

MS. BRIDENSTINE: Did you understand how
much time you were risking?

MR. PRITCHARD: Huh-uh. I didn't know they
were going to go up to 20 years.

MS. BRIDENSTINE: How much time did you
think you could have at the max?

MR. PRITCHARD: I thought it was about maybe
10 years, you know.

MS. BRIDENSTINE: Why didn't you testify at
trial?

MR. PRITCHARD: Why didn't I?

MS. BRIDENSTINE: Uh-huh.

MR. PRITCHARD: They wouldn't let me.

MS. BRIDENSTINE: Who wouldn't let you?

MR. PRITCHARD: Daniel Hockaday. Every time
I asked him, I said, put me on the stand. Put me on the
stand, I want to talk to these people and tell them, you

know. And he wouldn't do it. And then, when the trial
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ended and everything, and they were starting to give me
the sentence, and I was starting to ask the judge some
questions, he told me, no, don't be doing -- sit down,
just be quiet. Sit down. Sit down.

MS. BRIDENSTINE: Whose decision is it to
testify at trial or not?

MR. PRITCHARD: I thought it was mine. I
mean, I didn't know. But I thought it would be mine. I
mean, other guys down there told me that you get a chance
to testify. And so I just believed it was -- you know,
that I would get to do it, also.

MS. BRIDENSTINE: So going back before you
were arrested.

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: This case happened in
March 2011. But it took some months for you to be
arrested. 1Is that right?

MR. PRITCHARD: Yes, ma'am, it did.

MS. BRIDENSTINE: Did you ever have any
interaction with any law enforcement officers --

MR. PRITCHARD: No, ma'am.

MS. BRIDENSTINE: -- about this case?

MR. PRITCHARD: No, ma'am. Not until I had
just gotten out of the PTSD program. Right.

MS. BRIDENSTINE: Uh-huh.
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MR. PRITCHARD: And I think it was the SBI
agent -- what's his name? Him and the deputy came over
to my trailer. They were wanting to take me and talk to
them. I told them, I said, listen, I just got out of the
PTSD program. I'm on medication, and I'm -- you know,
wouldn't like to be questioned right now.

MS. BRIDENSTINE: When was that?

MR. PRITCHARD: It was around in, I'd say
October.

MS. BRIDENSTINE: October of 20117

MR. PRITCHARD: 2011. Yes, ma'am.

MS. BRIDENSTINE: They came to your house?

MR. PRITCHARD: They came to the trailer.
Yes, ma'am.

MS. BRIDENSTINE: There was a letter that
was marked at trial as defense exhibit 1. It wasn't
entered. It was during Robbie Brown's testimony.

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: What is your understanding
of what was in that letter?

MR. PRITCHARD: Robbie was telling me that
she did not say those things to them about me. That she
did not write that. Didn't say it, and she didn't write
it. She said that they did. And she said, but that's

the reason why I didn't sign the paper, sign the
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statement.

MS. BRIDENSTINE: She was telling you that
they, meaning the police officers?

MR. PRITCHARD: Yes. Uh-huh. SBI Agent
Vines is his name.

MS. BRIDENSTINE: How did the -- how did
your attorney get that letter?

MR. PRITCHARD: I think I gave it to him.

MS. BRIDENSTINE: Did you give him anything
else?

MR. PRITCHARD: ©No. Because he would never
hardly ever see me. I mean, took me like an act of
congress to get him to even come over.

MS. BRIDENSTINE: How often would you see
him?

MR. PRITCHARD: And I only seen him three
times since the whole -- the beginning, from when I got
locked up. He took the case, and then I think a couple
times right after that. But I mean, that was -- you
know, in between 2014's trial.

MS. BRIDENSTINE: So you saw him three times
before trial, and a couple times after trial?

MR. PRITCHARD: ©No. I seen him before trial
three times. One was to hire him. And then one time to

give him some information. And then the third time, we
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just talked about what was going on, you know, what
he -- what he thought.

MS. BRIDENSTINE: Is the letter the only
thing you ever gave him?

MR. PRITCHARD: Yes, ma'am. And he slid it
back to me. He didn't really slide -- he didn't -- he
had his book out there like this. Right. And he acted
like it fell out of his book and slid over to me.

MS. BRIDENSTINE: Did you talk to him on the
phone before trial?

MR. PRITCHARD: Yes, ma'am. I think one
time I did.

MS. BRIDENSTINE: Did you correspond with
him?

MR. PRITCHARD: He -- he -- like I said, he
told me when I first met him, he says, I can get you off
of this. No problem. I just did it for another person
that was in this situation. And that, you know, he had
it, and I was going to be pled not guilty and leave.

MS. BRIDENSTINE: How did David Belser get
involved in your case?

MR. PRITCHARD: He's the one that I finally,
after the Robert Sirianni, who did the appeal and did it
late, I -- see, I'm not too hipped on all of this stuff,

legal stuff. You know what I'm saying. And anyhow,
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Robert Sirianni took over a year to finally get me a plea
-- plea trial thing, or to request it. And he missed the
date altogether.

MS. BRIDENSTINE: For the appeal?

MR. PRITCHARD: Yeah, for the appeal. And
then he -- about a year later, around in, I'd say May,

April, somewhere around there, they did it with no

contest. I mean, nobody was going to argue back and
forth. So we waited for the judge's decision that came
back no, they wouldn't give me a plea trial -- I mean, an
appeal.

MS. BRIDENSTINE: So you had actually
several different appellate attorneys.

MR. PRITCHARD: Uh-huh. No. I just had
that one, Robert Sirianni. And then David Belser came
along, because when Sirianni said that, you know, we
didn't win the case and everything. So the guys told me,
said what you need to do now, John, is get you somebody
and do a motion for appropriate relief.

MS. BRIDENSTINE: Did you speak to Robert
Sirianni?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Did you see him in person,
or speak to him on the phone?

MR. PRITCHARD: ©Never have seen him. No.
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It's always been on the telephone.

MS. BRIDENSTINE: So there were some other
attorneys who were entered as your counsel. And give me
a second, and I will find all their names. But you had
someone named Christine Vance who --

MR. PRITCHARD: Oh, yeah. Okay. Because
they worked for Robert Sirianni. He couldn't keep help
for some reason.

MS. BRIDENSTINE: All right. So you
understanding was Christine worked for Robert Sirianni?

MR. PRITCHARD: Yes, ma'am. Uh-huh. Those
other attorneys, the same thing. And the only people
that actually I knew about was Hockaday, Robert Sirianni,
and David Belser.

MS. BRIDENSTINE: Do you remember Brandi
Bullock Jones?

MR. PRITCHARD: Yes. She's the one that
went up to -- before we didn't -- did the appeal. She
went up there to see about getting me out on bond. And
they turned around, said no, we're not going to let him
go out on bond and everything. But that was the first
time and only time I've seen --

MS. BRIDENSTINE: Did you talk to her?

MR. PRITCHARD: We just more or less, you

know, like I said, you're here from Robert Sirianni. She
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said yes. And that was it. We went up to trial. And
they didn't give me any time to talk to her afterwards,
or before.

MS. BRIDENSTINE: Did you talk to Sophia
Hernandez?

MR. PRITCHARD: I don't think so.

MS. BRIDENSTINE: She and Christine Vance
were listed as attorneys for you for appeal. But they
both withdrew. So I'm just trying to figure out how much
you spoke to either Christine Vance --

MR. PRITCHARD: I spoke to each one of --

MS. BRIDENSTINE: -- or Sophia Hernandez.

MR. PRITCHARD: No. I didn't speak to them
at all. I mean, the way I found out is that when I get a
letter from Robert Sirianni, it would have their name on
it. See, I didn't even know about the deadline, you
know, that you had so long to get the appeal in right
after you've gone to trial and everything. I didn't know
that.

And so when Robert Sirianni called me up and
says, oh, what's her name quit, she's going to have --
she's getting ready to have a baby, and she's not going
to come back. And he said, do you still want me to do
your case. And I said sure. I said, you know more about

it than, you know, anybody. I said, yeah, go ahead. I
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didn't know he was asking me for permission, because he
had messed up and had to turn in the -- what do you call
that? Certiorial -- writ certi --

MS. BRIDENSTINE: Right.

MR. PRITCHARD: Yeah. Whatever that is.

MS. BRIDENSTINE: Petition for certiorari.

MR. PRITCHARD: Writ certiorial or
something.

MS. BRIDENSTINE: Okay. So they were
already getting you --

MR. PRITCHARD: Get permission to do --

MS. BRIDENSTINE: -- to file the appeal
late?

MR. PRITCHARD: Uh-huh. Yes.

MS. BRIDENSTINE: Okay. Out of all of the
attorneys that you had, how many did you actually speak
to? You spoke to Daniel Hockaday?

MR. PRITCHARD: Yes.

MS. BRIDENSTINE: You spoke to Robert
Sirianni?

MR. PRITCHARD: Uh-huh.

MS. BRIDENSTINE: You spoke to Brandi
Bullock Jones, because you saw her one time in court?

MR. PRITCHARD: Yes. Uh-huh.

MS. BRIDENSTINE: You did not speak to
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Christie Vance?

MR. PRITCHARD: I don't think I did. No.
Huh-uh.

MS. BRIDENSTINE: You did not speak to —--

MR. PRITCHARD: ©Not unless when I called the
place on the telephone, she picked it up, and, you know,
said that Robert wasn't there or something like that, you
know.

MS. BRIDENSTINE: You did not speak to
Sophia Hernandez?

MR. PRITCHARD: No, ma'am. Huh-uh.

MS. BRIDENSTINE: You spoke to David Belser?

MR. PRITCHARD: Yes. On the phone. On the
phone only. And it took me two and a half -- no. Took
me a year and a half to get him to finally come up. He
said he would do a face contact with me. I'd pay him an
extra -- I think it was an extra $100 or $1,000. Might
have been an extra $1,000 to come see me in person, and
we can talk. And he didn't get here until February
219 -- 2019.

MS. BRIDENSTINE: How many attorneys did you
talk to about the facts of your case?

MR. PRITCHARD: Daniel Hockaday. I thought
I explained myself clearly to Robert Sirianni. But

evidently, I didn't, because he still didn't do what I
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asked him to do. And that was to get them to explain how
can they have an overdose for that amount of time. And
he didn't do any drugs in between then. How can a person
overdose. Because I know for a fact that, you know, you
shoot some drugs, within a couple minutes, you're going
to overdose. Not no 13 and a half hours later. Y'all
are lucky you got here today. Because we're getting
ready to do away with all visitation.

MS. BRIDENSTINE: Oh, really?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Okay.

MR. PRITCHARD: I'm so glad you made it.

MS. BRIDENSTINE: All right. So,
Mr. Pritchard, you are claiming innocence for all the
charges in this case. Is that right?

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: Which attorneys did you
tell you were innocent?

MR. PRITCHARD: All of them.

MS. BRIDENSTINE: Have you ever admitted to
guilt at any point?

MR. PRITCHARD: Never. No.

MS. BRIDENSTINE: And I'm not just talking
about your attorneys. I mean to anyone.

MR. PRITCHARD: To anybody? No. Huh-uh.
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Because it -- I mean, I didn't.

MS. BRIDENSTINE: How did Dr. Christina
Roberts get involved in your case?

MR. PRITCHARD: David Belser. It was when I
went, and he told me that day, John, your daughters only
paid me $4,000. And I said, well, that's -- I said, T
gave them 6,000. I said that's what the price was, was
6,000. He said no, no. He said no, it's more than that,
it's 10,000. I said, so are you telling me now, a year
and a half later that it's $10,000, and before it was
$6,000. He said, I don't know where they got that from,
but they only gave me $4,000. So I wrote him another
check for the $1,000.

MS. BRIDENSTINE: Did you ever speak to
Dr. Roberts?

MR. PRITCHARD: I never have. No.

MS. BRIDENSTINE: Did you ever send her a

letter?

MR. PRITCHARD: I did send her a letter. I
believe I did. Yes, ma'am. And explained the situation.
But no --

MS. BRIDENSTINE: You never spoke to her on
the phone?

MR. PRITCHARD: ©No. I don't think I did.

MS. BRIDENSTINE: She never visited you?
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MR. PRITCHARD: ©No, ma'am. No, ma'am.

MS. BRIDENSTINE: Are you aware of what her
opinion is in this case?

MR. PRITCHARD: I heard from -- I think it
was —-- I'd say from one of the inquiry places, the
innocent places, that she believed that he died from
something else.

MS. BRIDENSTINE: Something other than
morphine toxicity?

MR. PRITCHARD: Yes, ma'am. Uh-huh.

MS. BRIDENSTINE: Do you know anything other
than that?

MR. PRITCHARD: That's about it.

MS. BRIDENSTINE: Who do you think has
information about your case that we should talk to?

MR. PRITCHARD: I want to say Ann, Nikki,
William -- I mean, Nate Angel, he's dead. And Robbie,
she's dead. David [sic] Edwards. Because he's the one
that told me, he says -- when I told him, I said, yeah,
he died at Christine's house. He said no way. No way
did he die there. Because he knew, he understood that --
you know, they didn't have that kind of relationship with
each other.

MS. BRIDENSTINE: Anyone else?

MR. PRITCHARD: My daughter, Lacey.
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MS. BRIDENSTINE: What information does she
have?

MR. PRITCHARD: She knows all of it. She
was at the trial and everything. She seen everything.

MS. BRIDENSTINE: Was she around when the
case happened?

MR. PRITCHARD: No. No.

MS. BRIDENSTINE: Does she have any direct
knowledge or personal knowledge of what happened in this
case?

MR. PRITCHARD: She only picked it up what
she, you know, perceived when she talked to Robbie and
stuff like that. That she really believed that Robbie
did all this, and, you know, testified that I did it.

MR. ZIEGLER: Mr. Pritchard, you said David
Edwards a minute ago. Is that --

MR. PRITCHARD: 1It's Danny Edwards. Not
David.

MR. ZIEGLER: Okay.

MR. PRITCHARD: I'm sorry. I'm getting
David Belser and Danny Edwards mixed up.

MS. BRIDENSTINE: So Lacey Pritchard spoke
to Robbie Brown about your case before Robbie died?

MR. PRITCHARD: Uh-huh. Yes. Uh-huh.

Nikki did, too.
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MS. BRIDENSTINE: Nikki spoke to --

MR. PRITCHARD: To Robbie.

MS. BRIDENSTINE: -- Robbie Brown. Okay.

MR. PRITCHARD: Uh-huh. In fact, Robbie
wrote me a letter saying that you need to get Nikki and
Ann to the sheriff to subpoena them to court. Because
they're going to go for your behalf, but, you know,
claiming your innocence.

MS. BRIDENSTINE: Did Nathan Angel ever tell
you anything else about what was going on the night
before Jonathan Whitson died, and the day that he died?

MR. PRITCHARD: No.

MS. BRIDENSTINE: Did he ever tell you
anything about a spoon?

MR. PRITCHARD: Huh-uh.

MS. BRIDENSTINE: Who is Tammy Ayers?

MR. PRITCHARD: Tammy Ayers is —-- she was a
girl that busted Robbie for selling drugs to her. And I
think she was a confidential informant. But I didn't
know until afterwards that I think Ann is her mother,
too, 1f I'm not mistaken. Ann or Nathan. Because, you
know --

MS. BRIDENSTINE: Oh, okay.

MR. PRITCHARD: -- their parents or

something.
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MS. BRIDENSTINE: Did you know Tammy Ayers?

MR. PRITCHARD: No. Never met her, never
seen her.

MS. BRIDENSTINE: Did you ever see her on
March 5th, 2011? Tammy Ayers.

MR. PRITCHARD: No.

MS. BRIDENSTINE: Did you ever talk to her
about this case?

MR. PRITCHARD: Nope. I know that there was
some -- down there in the block, where I was at in the
jail, that there was some talk about Daniel Hockaday, and
when he had probably in the past broke up with his wife
or whatever, that he was seeing this girl. That he
bought her a Volkswagen. And then he was seeing Tammy
Ayers, too.

MS. BRIDENSTINE: When is the last time you
spoke to Ann Whitson Green?

MR. PRITCHARD: It was the -- I want to say

the week of the burial and everything. Because she
called me up and asked me if I would be a pallbearer.
And I said yes. And then she called me up one time, told
me that -- that Stephanie was accusing me of selling
Jonathan drugs. And -- but that's the only --

MS. BRIDENSTINE: Does Nikki Angel have any

mental health issues?
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MR. PRITCHARD: They say she does. But I
don't know. I never did, you know, diagnose her or
anything. But they said that she pulled off all her
clothes one time, and was walking down the road. Sheriff
picked her up. But I -- I don't know, you know. And I
know she went in for treatment right about the time that
Jonathan's death.

MS. BRIDENSTINE: Treatment for what?

MR. PRITCHARD: For drugs.

MS. BRIDENSTINE: Was it just for drugs, or
were there mental health issues involwved?

MR. PRITCHARD: I'm not sure.

MS. BRIDENSTINE: Does Nikki Angel have any
intellectual disabilities?

MR. PRITCHARD: I'm not sure about that
either. I just know that she was -- she told me before
that her -- that Nathan was abusive when she was growing
up, and that he used to say things, you know, a father
shouldn't say around his daughter. That was it.

MS. BRIDENSTINE: When is the last time you
spoke to Nikki Angel?

MR. PRITCHARD: I think that was right --
right before trial. And she called me on the telephone
when I was locked up. No, she didn't call me on the

telephone. She came to visit. And in the visit, you
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know, I seen her on the screen.
MS. BRIDENSTINE: What did you talk with her
about at that visit?

MR. PRITCHARD: Just that I asked her if she

would come to the trial and get her mother, too. Because
Ann was having -- she said Ann was having cold feet and
didn't want to -- didn't want to come into the courtroom.

She couldn't stand to see Russell, which was, I guess,
married to her at one time or another. I'm not sure.
But --

MS. BRIDENSTINE: Did you ever tell Nathan
Angel that you were afraid of being blamed in this case?

MR. PRITCHARD: Only time I think I might
have said something like that when he went and told me
that Stephanie had told the police that I was the one
that gave him drugs and everything.

MS. BRIDENSTINE: When is the last time you
spoke to Aaron Collins?

MR. PRITCHARD: It was —-- he came back and
stayed at my place and everything. So he -- we've seen
each other more or less, off and on, you know, throughout
the -- I think the next couple of weeks or something.
Because I believe it was around in April or May that I
told him that I needed him to leave, because -- you know,

and told him that I was on probation, and I couldn't have
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all that stuff around me. You know, couldn't be around.
And he got upset about it. So I had to call the police.
Well actually, I called my probation officer. And he

come around and told him he was going to have to get out.

MS. BRIDENSTINE: Did you ever share your
pills with Aaron Collins?

MR. PRITCHARD: No. Huh-uh. He might have
stolen them. But he -- I didn't ever share them.

MS. BRIDENSTINE: Did you speak to Aaron
Collins about this case?

MR. PRITCHARD: Not that I really -- no. He
just said that -- something about the fact that when I
went to get the tobacco for him, he said, why don't you
tell them that I was with you. I said, you know, that I
don't want to, you know, start lying about something. I
said no, huh-uh.

MS. BRIDENSTINE: Was he with you?

MR. PRITCHARD: No, he wasn't. He was here,
he was at the trailer. But he wasn't with me. And see,
Robbie said something about that, too. She said, what
did you have to go and get Aaron brought into all this.
And I said, I ain't had Aaron brought into nothing.

MS. BRIDENSTINE: Did Aaron know that you
were with Jonathan Whitson on March 5th, 20117

MR. PRITCHARD: Afterwards he did.
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MS. BRIDENSTINE: Okay. But on March 5th,
2011, was he aware that you had picked up Jonathan
Whitson?

MR. PRITCHARD: I'm not sure if he did. No.
I don't think so. Because he give me the money. He
didn't say give the money to Jonathan. He just said for
me to pick up the chewing tobacco. So no, he didn't say
nothing about it.

MS. BRIDENSTINE: Did he ever provide drugs
to Jonathan Whitson, Aaron Collins?

MR. PRITCHARD: They grew up together is
what I know. You know, Robbie told me that. She said
that they were junkies at an early age. They used drugs
intravenously at a real early age.

MS. BRIDENSTINE: Did Aaron Collins shoot up
Jonathan Whitson with drugs before he died?

MR. PRITCHARD: I don't know if he did or
not. I couldn't say.

MS. BRIDENSTINE: Did you tell Aaron Collins
that you were nervous that they were going to get you for
murder after Jonathan Whitson died?

MR. PRITCHARD: I might have said something
to him. Yeah. I mean, I was scared.

MS. BRIDENSTINE: When did you say that?

MR. PRITCHARD: I can't remember if it was
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that night when he came back, or -- I'm pretty sure it
was.

MS. BRIDENSTINE: What night?

MR. PRITCHARD: He left for a little bit,
but then he came back that night on the 6th.

MS. BRIDENSTINE: Why did you tell him that?

MR. PRITCHARD: Why?

MS. BRIDENSTINE: Uh-huh.

MR. PRITCHARD: Because Nathan had told me,
you know, what he told me about Stephanie.

MS. BRIDENSTINE: Did you tell Aaron Collins
that you gave Jonathan Whitson morphine pills before he
died?

MR. PRITCHARD: No.

MS. BRIDENSTINE: Did you tell Aaron Collins
that you gave Jonathan Whitson 10 morphine pills?

MR. PRITCHARD: No.

MS. BRIDENSTINE: When is the last time you
spoke --

MR. PRITCHARD: I might have -- no. Wait a
minute. I might have said something about the fact what
Nathan had told me that I had given eight to Jonathan. I
said that he had said that I had given him eight pills.
So I think I might have said something about that, and

that's why --
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MS. BRIDENSTINE: Since there are people
there, I'm going to speak a little louder. We're getting
close to the end.

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: When is the last time you
spoke to Danny Edwards?

MR. PRITCHARD: In jail. When I was in
Yancey County jail. Before he was -- I think he was sent
up to go to prison in Marion. Him and his cousin, they
were in there at the same time. And that's when I asked
him, I said, listen, I'm going to have you subpoenaed,
you know, to come testify at my trial about you seeing
them that night at Nate's trailer.

MS. BRIDENSTINE: What did he say he saw at
Nate's trailer?

MR. PRITCHARD: He said he seen Jonathan,
William, and Nathan drinking and doing drugs. And they
asked him if he wanted to buy some drugs.

MS. BRIDENSTINE: Did anyone else tell you
what Jonathan Whitson was doing the night before he died?

MR. PRITCHARD: No.

MS. BRIDENSTINE: Did you go to the
Riverside gas station on March 5th, 20117

MR. PRITCHARD: Riverside. Where's that at?

Is that Riddle's?
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MS. BRIDENSTINE: I don't know.

MR. PRITCHARD: Okay. That's the only one
station I dropped of Jonathan at.

MS. BRIDENSTINE: Did you know of a
Riverside gas station?

MR. PRITCHARD: No. I don't know -- it's
called Riddle's is what, you know. It was right down --

MS. BRIDENSTINE: Is that a gas station?

MR. PRITCHARD: 1It's a gas station and a
little grocery store. A little convenience store.

MS. BRIDENSTINE: Where is it located?

MR. PRITCHARD: 1It's right there across from
the dump, up at the dump. Right across from Jacks Creek.
Jacks Creek is right here. And then straight down this
way, going towards Asheville.

MS. BRIDENSTINE: On March 5th, 2011, did
you see Danny Edwards there?

MR. PRITCHARD: No. Huh-uh.

MS. BRIDENSTINE: Did you see Danny Edwards
at all on March 5th, 201172

MR. PRITCHARD: I didn't see -- the only
time I seen Danny Edwards, and really didn't know who he
was until we was in Jjail.

MS. BRIDENSTINE: What is Roxicet?

MR. PRITCHARD: I'm not sure. I think it's
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Percocet. Is that what they call Roxies?

MS. BRIDENSTINE: Yes.

MR. PRITCHARD: I think so. I think that's
Percocet.

MS. BRIDENSTINE: Did you ever give anyone
Roxicet or Roxies?

MR. PRITCHARD: No. I've never had any.
No. I take that back. Yeah, I did. When I had that
accident, they took me to the emergency room in the
Mission Memorial, they give me a Percocet.

MS. BRIDENSTINE: Was it a Roxicet?

MR. PRITCHARD: I don't know. It's just
Percocet. That's what I know it as.

MS. BRIDENSTINE: I'm not sure if my
understanding of Roxicet is completely accurate. But I
believe it's Percocet mixed with acetaminophen.

MR. PRITCHARD: Oh, really?

MS. BRIDENSTINE: But it could be it's mixed
with something else. But I think it's -- you know,
Percocet along with something else.

MR. PRITCHARD: I'm not sure.

MR. ZIEGLER: Mr. Pritchard, I just want to
clarify your answer.

MR. PRITCHARD: Yes, sir.

MR. ZIEGLER: Julie had asked you if you had
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given anyone any Roxicet, Percocet. And you said no.

And then you said no, you never had any. But then you
wanted to back up and say that you did have it after your
accident.

MR. PRITCHARD: Yes, sir.

MR. ZIEGLER: But regarding that first part
of the question, did you ever give any to anyone.

MR. PRITCHARD: No, sir. No, sir. No.

MS. BRIDENSTINE: So you're saying you might
have been given that for your accident?

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: To deal with the pain?

MR. PRITCHARD: Yes, ma'am. The nurse give
it to me.

MS. BRIDENSTINE: Have you ever told anyone
what to say in this case?

MR. PRITCHARD: No. The only thing I did
was, I questioned Robbie about her statement that they
had. That it wasn't signed. And for some reason or
another, that statement and a few other documents that I
had, that I wanted to give to my daughter, Lacey, I put
it in the box that Randolph, C.0. Randolph gave them to
Lacey. But I don't think she got them. Because when I
asked her for them later on, she said, dad, I can't find

them, they're not here.




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

State vs. Pritchard 11 CRS 304, 11 CRS 305 111

MS. BRIDENSTINE: Did you give Jonathan
Whitson any drugs after he got out of jail on March 4th,
20112

MR. PRITCHARD: ©No, ma'am.

MR. ZIEGLER: That was a no?

MR. PRITCHARD: No.

MR. ZIEGLER: I just wanted to make sure the
recorder picks it up with --

MS. BRIDENSTINE: Did you ask Danny Edwards
to testify in your behalf?

MR. PRITCHARD: Yes, ma'am. I did. Or the
part he told me about. That's the only thing I asked him
to testify about.

MS. BRIDENSTINE: Did you ask Danny Edwards
to lie for you?

MR. PRITCHARD: No.

MS. BRIDENSTINE: Is there anything
significant that you think we should know that we haven't
gone over yet?

MR. PRITCHARD: David Belser, he got my case
in 2017. But yet, I didn't see him until 2019, and he
still hadn't did anything on my case. And what I come to
find out is that during that time, Sheriff Banks had
retired.

MS. BRIDENSTINE: What does that mean to
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you?

MR. PRITCHARD: What that means to me 1is
that Sheriff Banks asked him to delay my MAR until he
retired.

MS. BRIDENSTINE: Why would you think
Sheriff Banks would want to delay your MAR until after he
retired?

MR. PRITCHARD: Because it would be brought
up the fact that it wasn't -- that Jonathan didn't die
from an overdose.

MS. BRIDENSTINE: And why would Sheriff
Banks care about that?

MR. PRITCHARD: Because he's the one that
said that, you know, that's what happened.

MS. BRIDENSTINE: Have you told us
everything you know about this case today?

MR. PRITCHARD: I believe I have. Yes,
ma'am.

MS. BRIDENSTINE: Did you tell us the truth
today?

MR. PRITCHARD: Yes, ma'am, I did.

MR. ZIEGLER: I just have a couple of really
brief questions.

MR. PRITCHARD: Okay. Yes, sir.

MR. ZIEGLER: I just want to make sure we're
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loud enough for the recorder.

MR. PRITCHARD: Yes, sir.

MR. ZIEGLER: You had mentioned the name
William Angel a couple times.

MR. PRITCHARD: Uh-huh. Yes, sir.

MR. ZIEGLER: And I believe you said that
was Nathan Angel's brother?

MR. PRITCHARD: Yes, sir. And I'm glad you
brought that up. Because of the fact that Nathan --
William Angel used to get morphine from Tennessee, where
he lived at. And it would be the -- the real good
morphine, with a square box M, the original morphine

sulfate. And I was getting generic. And that's why

they --

MS. BRIDENSTINE: What did your morphine
look like?

MR. PRITCHARD: It was purple, and it had a
generic name to it. I can't think of the name now.

MS. BRIDENSTINE: Was it stamped with
anything?

MR. PRITCHARD: Yes, ma'am. That's what I'm
saying. It had a, like, a number on it.

MS. BRIDENSTINE: Who are you aware of who
had morphine prescriptions that Jonathan Whitson might

have gotten it from?
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MR. PRITCHARD: William Angel.

MS. BRIDENSTINE: Is there anyone else?

MR. PRITCHARD: Oh, yeah. There's a guy
in -- there's a guy in Riddle's Park, a man and his wife,
they have prescription morphine, same kind as I do.

MS. BRIDENSTINE: What kind of drugs are you
aware of that Jonathan Whitson would take?

MR. PRITCHARD: I knew he would take
the -- I knew he would take the oxymorphone from Robbie.

MS. BRIDENSTINE: Oxymorphone from Robbie.

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: Anything else?

MR. PRITCHARD: You know, Aaron used to
take -- say stories about they did this and that,
something like that. And he would talk about they did
the drugs and stuff like that. But that's all I ever
heard.

MR. ZIEGLER: That actually brings up my
second question.

MR. PRITCHARD: Okay.

MR. ZIEGLER: Did you ever see Aaron Collins
and Jonathan Whitson together?

MR. PRITCHARD: Let me see. No, not really.
Not together, together. No. Because Aaron was upset

with Jonathan about having sex with his mom. So I think
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they were on speaking terms, but not, you know, hanging
out with each other.

MR. ZIEGLER: Okay. And going back to
William Angel. I believe you said that he was
approximately the same age as Nathan Angel.

MR. PRITCHARD: He's around -- he's close to
him. He's his younger brother. He's Nathan Angel's
younger brother.

MR. ZIEGLER: Okay. Are you aware of any
other William Angels, perhaps a junior and a senior type
situation?

MR. PRITCHARD: I'm not -- I think their
father is called Wade. 1It's not -- I believe that their
father's name is Wade.

MS. BRIDENSTINE: Okay. So —-—

MR. ZIEGLER: And Wade is Nathan's father,
as well. Right?

MR. PRITCHARD: Yes.

MR. ZIEGLER: Okay.

MR. PRITCHARD: Uh-huh. Yes, sir. See, I
find that pretty odd, because Christine -- Christine
Angel said that Wade was in the house when Jonathan was
there, that they were, you know in the bedroom, and
Jonathan came by and said, I love you, grandma, I love

you, grandma. That didn't happen. Danny Edwards said,
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no, they didn't

MS.

MR.

MS.

Mr. Pritchard.

there's anything

got some of them

MR.

MS.

MR.

have that kind of a relationship.

BRIDENSTINE: All right.
ZIEGLER: Those are my only questions.

BRIDENSTINE: I think that is it,

PRITCHARD: Okay. Thank you.
BRIDENSTINE: Unless you think that
else that we should know.

PRITCHARD: That's what I said. I've

letters from Robbie and from Nikki, and

I was going to mail them to you.

Robbie and Nikki?

letters?

time?

time?

like those.

MS.

MR.

MS.

MR.

MS.

MR.

MS.

MR.

MS.

BRIDENSTINE: You have letters from

PRITCHARD: Yes, ma'am. Uh-huh.

BRIDENSTINE: When did they send you the

PRITCHARD: It was in jail.

BRIDENSTINE: You've had them this whole

PRITCHARD: Ma'am?

BRIDENSTINE: You've had them this whole

PRITCHARD: Yes, ma'am. Uh-huh.

BRIDENSTINE: Okay. Yeah. We would
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MR. PRITCHARD: Okay. All right. 1I'll get
them and mail them to y'all.
MS. BRIDENSTINE: Okay. How many letters do

you have?

MR. PRITCHARD:

MS. BRIDENSTINE:

Nikki and one from —-

MR. PRITCHARD:

Robbie.
MS. BRIDENSTINE:
MR. PRITCHARD:
Robbie. I'm not sure.

MS. BRIDENSTINE:

MR. PRITCHARD:

and everything.

MS. BRIDENSTINE:

letter that was talked about

introduced?

MR. PRITCHARD:

wrote.

MS. BRIDENSTINE:

came from Robbie to you.

MR. PRITCHARD:

MS. BRIDENSTINE:

MR. PRITCHARD:

I know about two.
Two from -- so one from

One from Nikki, and two from
Did you ever get --

There may be more from

Okay.

I've got to check my mail

What happened to the
at trial, but not

That was my statement that I

No. No. The letter that

Okay. Yeah. Okay.
Where is that letter?

I think I have it.
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MS. BRIDENSTINE: You still have it?

MR. PRITCHARD: Yes, ma'am. That's the one
I think I have.

MS. BRIDENSTINE: Okay. Yes. We would like
those.

MR. PRITCHARD: Yes, ma'am.

MS. BRIDENSTINE: Do you have anything else?

MR. PRITCHARD: ©Not pertaining to this case.
No.

MR. ZIEGLER: I think you would know this,
but the sooner, the better that we get those.

MR. PRITCHARD: Yeah. Get them mailed to
you.

MR. ZIEGLER: Correct.

MS. BRIDENSTINE: Yes.

MR. PRITCHARD: Yeah. I sure will. As soon

as I leave and go back to my dorm,

I will start pulling

it out.

MS. BRIDENSTINE: Yeah. I think that's it.
All right. Thank you, Mr. Pritchard.

MR. ZIEGLER: Thank you, Mr. Pritchard.

MR. PRITCHARD: Oh. And also, I told you

about Randall,

away for my daughter,

MR.

C.0. Randall taking parts of the discovery

taking them out of the box.

ZIEGLER: I'm sorry. Just explain that
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really quickly.

MR. PRITCHARD: Yeah. C.0O. Randall --

MR. ZIEGLER: This is somebody in the jail?

MR. PRITCHARD: Yes.

MR. ZIEGLER: Okay.

MR. PRITCHARD: Right before they shipped me
out to Raleigh, Randall took the box of stuff that I had,
which was my discovery and documents that I had gotten
from Daniel Hockaday. And anyway, Randolph took them to
my daughter. And my daughter said that the documents
that I was asking for were not in that box. And I know
that they were in that box.

MR. ZIEGLER: Okay.

MS. BRIDENSTINE: All right. Thank you.

MR. PRITCHARD: Okay. Thank you both for
coming out.

[CONCLUSION OF INTERVIEW. ]
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APPEARANCES :

JULIE BRIDENSTINE, STAFF ATTORNEY

Julie Bridenstine, Staff Attorney

North Carolina innocence Inquiry Commission

Post Office Box 2248

Raleigh, North Carolina 27602

Also Present:

Beth Tanner, Associate Director
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BRIDENSTINE: Hello. This is Julie.

TANNER: Julie. I think I have her on hold. Let me see

if I can merge y’'all.

BRIDENSTINE: Okay.

TANNER: Julie and Dr. MclLemore, can you guys hear me?

BRIDENSTINE: Yes.

MCLEMORE: Yes.

TANNER: Awesome. Okay. I’m gonna let Julie get
started.

BRIDENSTINE: Hi. Dr. McLemore, how are you doing?

MCLEMORE: Hello.

BRIDENSTINE: Hi. I had quite a few questions to go through

with you, but I first want to let you know that we are recording the call

just we know what everybody says, and we are as accurate as we can be. Some

of these terms are very confusing for me in particular.

MCLEMORE : Okay.

BRIDENSTINE: Okay. First, can you just briefly describe

what it means to be a forensic pathologist? You hear that term a lot, but

does that mean you have to be board certified in something?

MCLEMORE: So, to be a forensic pathologist preferably you’re

going to graduate from an accredited ACGME medical school and residency and

finish or complete a fellowship in the field of forensic pathology. And

then, preferably, you will pass a standardized test by the American Board of

Pathology that is specifically for forensic pathology.

BRIDENSTINE : Okay.
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MCLEMORE: So, there’s your certification. Now, can you

do forensic pathology work without being -- without doing a fellowship in

forensic pathology and without being board certified? Unfortunately, in a

lot of states you can.

BRIDENSTINE: Is that something you can do in North Carolina?

MCLEMORE: Actually, yes. We have general pathologists

who are not forensic pathologists, and we have forensic pathologists who are

not board certified performing some of these autopsies in the state.

BRIDENSTINE: Okay. Do you know what Dr. Hall is or was at

the time of this case?

MCLEMORE: He was -- he had completed a fellowship, I
believe in forensic pathology, but I do not -- but he is not board certified.
BRIDENSTINE: Okay. All right. We provide a lot of material

to you through email and obviously I dropped off the slides to you. Did you

review everything that we provided?

MCLEMORE : Yes, I did.

BRIDENSTINE: And, first, what are you findings in this case?

MCLEMORE : I can tell you for the microscopic -- looking
at the microscopic slides the pneumonia that is -- that this person has 1is

consistent with an aspiration pneumonia meaning that he swallowed and --
vomit and basically bacteria from the mouth that went into his lungs. So,
the bronchopneumonia is actually more specific. It’s -- it’s -- it’s a --
it’s a type of pneumonia that I would deem -- it has all the features of
aspiration pneumonia. So, that is not sepsis from like say an ulcer that he

might have had somewhere else on his body. This is -- this is backwash from
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the mouth going into the lungs.

BRIDENSTINE: Okay. What -- is that the cause of death?
MCLEMORE : So, the cause of death is actually -- yeah.
He’s got a -- he’s got a pretty florid aspiration pneumonia going on there.

Now, the causes of aspiration pneumonia can be a number of things like mental

alteration from any etiology.

BRIDENSTINE: Wait. Sorry. What is that?

MCLEMORE: Mental alt -- mental alteration. You know, you
can -- you can have an altered mental status for a large number of reasons.
Unfortunately, one of -- one of the reasons is drug intoxication. Drug
intoxication and hasp -- and aspiration pneumonia actually go, very

frequently, hand in hand.

BRIDENSTINE: Okay. What other types of mental alterations
can lead to aspiration pneumonia?

MCLEMORE: So dementias of -- so, chronic -- chronic
diseases like chronic nervous systems diseases of the -- or chronic diseases
of the brain. So, things like dementia can cause aspiration pneumonias.
People in coma, they have to protect the airways because you can get
aspiration pneumonia if you’re not careful. So, those kind of things where
you’ re not protecting your airway, right?

TANNER: So, Dr. McLemore, I'm sorry. I'm gonna touch
in really quick. So, when you say this is aspiration pneumonia, I just want
to be clear. That is your opinion as to his actual cause of death?

MCLEMORE : No. I would cert -- I would have certified his

cause of death as one of -- a variety of ways, actually. I would have -- I
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could have said aspiration pneumonia due to obtundation due to morphine or

heroine toxicity or morphine toxicity or whatever narcotic toxicity. It
could be -- I -- it could be one line, complications of a drug toxicity.

TANNER: So --

BRIDENSTINE: Well, what would you have said then in this
case?

MCLEMORE : What’s that?

BRIDENSTINE: So, what would you have written in this case?

MCLEMORE : I probably would have said aspiration pneumonia
due to morphine tox -- morphine intoxication.

TANNER: So, I just want to make sure I'm understanding.

What gets you to the opinion that the aspiration pneumonia was due to
morphine toxicity?

MCLEMORE: Because it doesn’t look like there’s any other
reasons for him to aspirate.

TANNER: Okay.

MCLEMORE : He didn’t -- he did have dementia as far as we
know. He had nothing mechanical wrong with his esophagus or anything like
that that would preclude that. Now, the fact of the circumstances that he
was, by witness accounts, using narco -- using a narcotic or an opioid or an
opiate, you know, also plays into this. And the fact that, yes, even though
it’s only a trace amount, it’s there.

TANNER: Okay. And then I have another question and I -
- I'm sorry, Julie, you may have these as well. 1In a case where there is

aspiration pneumonia like you have identified here, at what point would the
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vomiting have to have occurred in order for the aspiration pneumonia to be

the reason he actually died?

MCLEMORE : At what point?

TANNER: Yeah. Like, did he need to vomit 20 minutes

before he died? Did he need to vomit that afternoon? Did he need to vomit

two minutes before he died?

MCLEMORE: So, at some point when he -- when he was

unresponsive, whether he’s sleeping or whether he took another dose, and he

basically could not protect his airway and vomited or aspirated, that’s the

point. Can I tell you when that happened during that interval? No, but it

was long enough that -- and when you’re doing this, you know, you’re

developing the pneumonia, you’re still metabolizing what’s in your

bloodstream.
TANNER: Got 1it.
BRIDENSTINE: So --
TANNER: So, I'm just unclear. So, he would -- how long

could he have had the aspiration pneumonia before he actually died? It

sounds like what you’re saying to me is like you vomit, you aspirate the

pneumonia, and boom you die. Like all within a few minutes. Or is it --
MCLEMORE: No. I mean it takes a while to -- it takes a
while to develop that mu -- I mean he had pretty de -- it was florid. It was

well established. Now, how long does that take? Well, good question, but
rip-roaring pneumonia like that can occur -- start occurring pretty quickly,
but it still takes some time, you know. A couple of hours. That’s probably

as good as I can get.
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TANNER: Does it ever take more than a couple of hours

to develop aspiration pneumonia that would kill you?

MCLEMORE : It depends on the person’s immune system. It

depends on whether they’re getting treatment, medical treatment, you know,

getting thrown antibiotics. Left unchecked, I mean, it -- it can develop in

just a few hours.

TANNER : Okay. Yeah. So, I mean, my question would

then be, could he have vomited the day before and --

MCLEMORE : No.

TANNER: -- developed this -- okay.

MCLEMORE : That’s a little too long.

TANNER: Okay. That’s too long. Okay. So, it would
have had to have been within the -- the day -- I mean I guess he died --

theoretically, he was found dead the next day, but it would have had to have

happened --

MCLEMORE : Same day.

TANNER: Uh-huh. So, it would have had to have happened
sometime -- would you say that evening while -- that evening? So, he was
found -- and I’'m sorry, Julie, I don’t have the dates in front of me. I

think he was found like 10:30 in the morning.

MCLEMORE: Yeah. I would say -- I would say during the
time he was asleep.

TANNER: In the evening? Like overnight?

MCLEMORE: Or overnight. It could -- it could have

happened in the early morning.
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BRIDENSTINE: So, Dr. McLemore, a question I have is that

would you have seen evidence he is vomiting and, you know, suffering like

that in places other than the slides? Like, for instance, would he have

vomit on his mouth or would you see it in his, I don’t know, in his throat?

Like during the autopsy, would you see evidence that someone was swallowing

their own vomit and aspirating into the lungs?

MCLEMORE : You could. It depends on -- it depends on what

was in his stomach. If it is just -- if he -- if he’s basically processed

the food stuffs in his stomach and it’s Jjust gastric juice, I mean, it may

just be, you know, fluid that can easily be wiped off or inadvertently when

the bo -- when moving the body into the body bag and you might not see that.
Oftentimes we do see vomit. I mean it’s all over the face or it’s down the -
- the -- the esophagus and windpipe, but sometimes we don’t and then there’s

aspiration pneumonia.

BRIDENSTINE: Okay. So, what specifically did you see that

made you determine that it was aspiration?

MCLEMORE : So, in the lungs there are huge colonies of

bacteria, and the bacteria are basically they look -- they’re round. We call

them cocci, and they’re also in kind of fourchettes if you look at them

really closely. So, this is typical for species of bacteria in the mouth.

Now, there’s no culture that was done, you know, and typically we don’t do

cultures. So, you know, it would be probably a mixed, you know, oral flora
if it -- if -- if they -- if cultures were done. But there are huge colonies
sprinkled, you know, around the bron -- the airways, the bronchioles, and the

bronchi where the major inflammation is. And that -- like I said, that is
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typical -- a typical appearance for aspiration pneumonia.

BRIDENSTINE: Could it be indicative of something other than

aspiration pneumonia?

MCLEMORE : I don’t know what. Even a sepsis, if you have

that much overgrowth of your bacteria, you should be seeing it in vessels in

other organs like the liver and the kidney if it is that overwhelming as far

as if it is from sepsis.

BRIDENSTINE: And did --

MCLEMORE : I didn’t. There’s --

BRIDENSTINE: Did you -- did --

MCLEMORE : -- the other organs are clean.

BRIDENSTINE: Okay. So, out of the slides that you looked at

-- well, first of all, which slides did you look at? Can --

MCLEMORE: All of them.

BRIDENSTINE: And what parts of the body were those taken
from?

MCLEMORE : So, they were from the lungs. There was --
there was quite a few slides of the heart muscle. There were -- let me pull
this up. There was a section of brain tissue from the hippocampus. There is
a section of liver, section of kidney, section of spleen. There were one,
two, three -- it looks like three sections from lungs, which had -- some had

multiple sections on them. And then there were six sections of heart muscle.

BRIDENSTINE: Okay. So, you said heart, brain, liver,

kidney, spleen, and lungs?

MCLEMORE : Yeah. Mm-hmm.
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BRIDENSTINE: Okay. Wh -- did you notice any issues in

anything other than the lungs?

MCLEMORE: Actually, no, I didn’t. Let me look real
quickly but the brain was fine. The -- the section of liver had some very
small, scattered fat -- fat droplets within some of the liver cells. There

was also some sparsely scattered chronic inflammation within some of the

portal triads, which is pretty nonspecific. Kidney, there was early

autolysis or postmortem breakdown of some of the -- of the tubules, but there

was nothing else going on with any of the other structures within the kidney.

The spleen basically looked fine. Oh, and the other thing about the spleen,

if this guy is -- is fighting a rip-roaring sep -- 1is septic, you might see,

if his immune system is intact, you might see his white pulp or the

lymphocytes the -- the cells that help fight off infection kind of kick into

high gear and there might be formation of reactive germinal centers, which

none were present in the spleen section. The lung stuff -- the lung had the

sec -- had the stuff that I -- I mentioned and then the heart muscle itself,

or all the sections that were taken actually, there wasn’t anything of

significance in the -- in the muscle -- in the heart muscle sections.

BRIDENSTINE: Now, if somebody was septic, would you expect

to see similar to what you saw in the lung sections that made you think that

it was aspiration bronchial pneumonia?

MCLEMORE: If someone were -- if -- if someone had
pneumonia because of sepsis from another site, I actually see -- expect to
see just inflammation. I wouldn’t expect to see the huge colonies of

bacteria unless the person was so immunosuppressed, they couldn’t fight it
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off and the bacteria were left to proliferate unchecked. 1If that were the

case, I would expect to see bacterial colonies then in the vessels of the

liver, the vessels of the spleen.

BRIDENSTINE: Okay.

TANNER: Doctor -- Dr. Mclemore, I’'m sorry, I just have

a couple of questions I want to follow up on. How many cases where

aspiration pneumonia is the cause of the death is there no evidence of vomit

seen?

MCLEMORE : How many cases?

TANNER: Yeah.

MCLEMORE: I have no -——- I -- I don’t think I could answer
that question. I’'m not sure.

TANNER: In your experience, how many times has a
patient died or, I'm sorry, anyone, I guess. I -- I don’t know that I’d call

them patients for you, but you can correct me. How many times have you

examined a case where someone died, the cause of death was aspiration

pneumonia, and there was no evidence of vomit?

MCLEMORE : That -- that or residual vomit.

TANNER: Sure.

MCLEMORE: And I would probably say 50/50.

TANNER: Okay. Because I want to make sure because I

think before what I understood you to stay is that usually you would see that
evidence, not always.
MCLEMORE: I mean -- not always, yeah. I mean it’s about

50/50 because sometimes if there’s nothing in the stomach, it’s Jjust gastric
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juice.
TANNER: So -- okay. So, you would say, in your

experience, 50% of the time someone expires from aspiration pneumonia,

there’s no evidence of residual vomit?

MCLEMORE : Yeah. I -- yeah. And that -- that’s just a
ballpark guess because getting -- first of all, getting to this degree of
florid aspiration, I mean this is -- this -- this cooked for a while.

Getting to this degree there could be continual clearance as best as

possible. So, it’s not the vomit just sits there.
TANNER: Okay. And when you say --
MCLEMORE: So, 1f you vomit and die -- if you vomit and

die pretty quickly, it sits there.

TANNER: I get it. So, when you say it cooked for a

while, do you have any idea how long that is?

MCLEMORE: That’s why -- that’s what I said, it -- it’s -

it’s at least a couple of hours and that’s probably as best as I can get it.

TANNER : Got it. Now, how would alcohol impact someone
who’s -- who’s -- I mean could that cause someone to vomit --

MCLEMORE: If the -—- if --

TANNER: -- like that?

MCLEMORE : -— if the alcohol is a true, indicative value

of ingestion of exogenous alcohol, then, you know, any amount of alcohol is

not gonna help the -- because that’s a depressant too.

TANNER: Okay. Explain what you mean by that. So this

victim had alcohol present in his system. It looked like --
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MCLEMORE: Yes. No. No.
TANNER : -- what was about (inaudible) --
MCLEMORE : I wouldn’t say that. I wouldn’t even go that

far. Alcohol was detected in the sample.

TANNER: Okay.

MCLEMORE: Now —--—

TANNER: So, what would be the difference in that?

MCLEMORE: -- 1s that a true indicative result from
alcohol -- from him ingesting alcohol? I’'m not sure. I don’t know. I -- T
will tell you what I told -- so what Dr. Hudson doesn’t know, since he was
not here during that time -- when I first came here the regional offices and
anyone -- some of the offices that were doing cases for the state were
mailing their tox specimens through USPS. There was no —-- there was no

control over the conditions that those samples were being transporting in.
This is why we actually now send ours through FedEx and with tracking and --
and trying -- trying to minimize samples being stored in harsh environments.

TANNER: So, it could have created alcohol in the
mailing is what you’re saying?

MCLEMORE: Blood is -- blood that -- that starts to
decompose and -- and ever liver tissue that starts to decompose, yes, it --
it will start producing alcohol and -- and you cannot tell the difference
between alcohol and that you drink and alcohol that you make.

BRIDENSTINE: So --

TANNER: So, i1t is possible that he -- that the mailing

created alcohol in the blood, but it is also possible that he ingested
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alcohol in the blood?

MCLEMORE : Right.

BRIDENSTINE: Is that point --

TANNER: If he had --

MCLEMORE: There’s no way —-- there’s no way to tell
because this level is low and that’s the level that we typically see -- that
range that we typically see when it’s fermenting -- when the tissue is
fermenting.

TANNER: Okay. And I'm sorry, I just want to ask if he
had ingested alcohol and he was suffering from this -- or at some point
vomited or -- and had nothing in his stomach and had these hours of

aspiration pneumonia, could alcohol be a contributor to why you don’t get rid

of your vomit the normal way so that you don’t --

MCLEMORE :

TANNER:

MCLEMORE :

TANNER:

Yes.

-—- could it be a reason -- it could?

Yes.

And if alcohol was the reason for that, if he

then took several hours to develop this aspiration pneumonia, 1is it possible

his body would have continued to get rid of the alcohol so that the readings

would be different?

MCLEMORE :

TANNER:

the drug, right?

MCLEMORE :

TANNER:

Yes.

Okay. So, it basically works the same way as

Yes.

So, that could be the cause of him not vomiting
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appropriately --

MCLEMORE : Well --

TANNER: -- he aspirates into his lungs --

MCLEMORE : -- not clearing his vomit appropriately. Let’s
just say --

TANNER: Not -- right. ©Not clearing his vomit
appropriately. He aspirates that in his lungs and that -- that grows for a
little while and that’s ultimately his cause of death. 1Is that -- am I

understanding it correctly? Because I'm not a scientist for sure.

MCLEMORE : No, I mean -- yeah. If -- if that -- if that
alcohol is -- is from ingested alcohol, vyes.
TANNER: Do you have any way of knowing whether it was

the alcohol or the drugs that caused him to not be able to get rid of his

vomit such that he would aspirate?

MCLEMORE: Again, this is based on what witnesses say. No
one saw him drink anything. They say him do -- they saw him take the -- the
opiates. So, you know, in that case that raises the concern that that

alcohol result is artificial.

TANNER: So, like --
MCLEMORE: Do we have a way of knowing that absolutely?
No I don’t.
TANNER: Okay. And -- and I'm sorry. Also witnesses --

help me understand a little bit because I think there was some discussion of

him snoring. How can that -- or does it matter in your opinion and how?

MCLEMORE: Oh, yeah. That’s a bad sign.
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TANNER: Okay.

MCLEMORE : If you take drugs or you drink a lot of

alcohol, if you’re snoring that’s a bad sign. You’re not protecting your

airway.

TANNER: So, the snoring just means you’re not

protecting your airway. Does it have anything to do with whether you’re

aspirating at that moment or not, or does it just mean --

MCLEMORE : No.

TANNER: -—- you’re not protecting your airway?

MCLEMORE : I mean you could be or not. You could be or
not. I mean that -- the snoring is just -- is -- 1is basically a sign you're

just not protecting your airway.

TANNER: Okay. 1If he’s snoring, he’s alive presumably.

MCLEMORE: If he’s snoring, he’s alive. Yep.

TANNER: Okay. Okay. And Julie, I'm sorry. I don’t
know the time, and maybe you can help me with this. The last time someone
saw him doing drugs. Do you know what that time might be?

BRIDENSTINE: Probably between 9:00 and 10:00 p.m.

TANNER: Okay. Does that make a difference for you, Dr.

McLemore, in your opinion? I know you reviewed some of these witness

statements.
MCLEMORE : Yeah. No, not really.
BRIDENSTINE: What do you mean by not really?
MCLEMORE : Well, I mean, yeah, he took -- if someone saw

him take drugs at that time, he could have taken some more when no one was
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around. I mean it -- it -- that’s hard to -- that’s hard to -- that’s hard

to -- yeah, that’s -- that’s, you know, a possibility. He could have fallen

asleep right after that and it was enough to, you know, to get him obtunded

where he couldn’t protect his airway and then this all started developing

overnight. So, yeah, I mean -- yeah.

BRIDENSTINE: So, are you saying that the -- the morphine

causes somebody to basically vomit and then that gets into the lungs and you

call that aspiration? 1Is that right?

MCLEMORE : So, the morphine is a depressant. It’s a
respiratory depressant. It’s a CNS depressant and, yeah, one of the problems
is you -- you -- 1if you -- especially -- and let’s say you have reflux, you

know, usually you protect your airway because your body is not suppressed.

If you’re drinking a lot or you -- you take drugs and are obtunded, that
mechanism gets shut down. It -- it no longer works.
BRIDENSTINE: So how long after someone takes morphine would

you expect them to start basically aspirating? How much time passes?

MCLEMORE: And it depends. There is no specific time. I

mean somebody could fall asleep immediately after taking morphine and then --

uh -- uh -- you know they’re -- they’re -- they can’t protect their airway

and at any point they can aspirate.

BRIDENSTINE : So you -- you’re saying you can take -- you can

take some about of morphine, fall asleep and then even like 10 year -- 10

hours later start aspirating?

MCLEMORE : Probably not. I mean probably it -- it’s gonna

be, again, within a couple of hours where you have this, and then you have a
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BRIDENSTINE: And when you talk --

MCLEMORE : Like I said this is --

BRIDENSTINE: Oh, go ahead.

MCLEMORE : -- none of this is -- this isn’t immediate and

so if you’re asking me did it happen at 2 or 3 o’clock, there’s

gonna be able to tell you that.

BRIDENSTINE: Okay. Looking at Dr. Hall’s cause

how he listed it, are you in agreement with Dr. Hall?

MCLEMORE : Well, unfortunately, I -- I -- am
that the opiate use, you know, had a -- had a hand in his death
aspiration going on. I would not have -- I would not have worde

of death like he did.

BRIDENSTINE: And why 1is that?

MCLEMORE : Because it’s not acute. It really
I -- I read Dr. Robert’s affidavit and -- and I -- I do -- I don
her -- with her saying that this is sepsis leading to pneumonia.
do agree that this would be, again, not an a -- not a death from
toxicity, but it’s a complication of taking the drug. So, there
bit of chronicity to this. You know, it -- it’s not immediate.

BRIDENSTINE: Okay. So, on -- when he lists cau

as morphine toxicity, you would list it as you know what you sta

which —--

MCLEMORE: I -- yeah. I would -- I would 1i

no way I'm

of death and

in agreement

with the

d the cause

isn’t. And

"t agree with

I —- but I

an acute

s a little

se of death

ted before,

-- it would

be a longer worded. I would -- I would basically say aspir -- the cause of
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death is the aspiration pneumonia due to, I -- and I would -- I’d probably

throw in obtundation due to -- and that Jjust means, you know, mental altern -

- alteration, you know. So, obtundation due to the morphine intoxication.

BRIDENSTINE: So, his final anatomic diagnosis, he lists some

things. I’'m just gonna go one by one and ask you about those. Where he says

pulmonary edema and congestion, severe, do you agree with that finding?

MCLEMORE : So, I don’t agree with the way he does his
diagnosis list. Pulmonary edema, to me, in my -- in my opinion is not a
diagnosis. It’s a sign, but it’s not a diagnosis.

BRIDENSTINE: And what’s it a sign of?

MCLEMORE : It’s a sign of fluid backup for -- for whatever

reason in the lungs and there’s a ton of reasons that can happen.

BRIDENSTINE: Now, would -- would that -- could it be
something other than the aspiration bronchial pneumonia that was going on?

MCLEMORE: Well, histologically, he had aspiration
pneumonia and that causes edema.

BRIDENSTINE: And, so, you just talked about this, but where
he says acute bronchial pneumonia, moderate, do you agree with that?

MCLEMORE: So, I probably would have classified it an
aspiration pneumonia.

BRIDENSTINE : And where he says pulmonary emphysema, mild, do
you agree with that?

MCLEMORE : So, that’s interesting, I -- I’'m not sure where
he got the diagnosis of emphysema. Histologically, I didn’t see any signs

that would lead me to emphysema.
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BRIDENSTINE: Now one thing I noticed is that you’re

basically reviewing, you know, the paper documents and the slide, but Dr.

Hall was also doing an internal examination. Is -- is that right?
MCLEMORE : Mm-hmm. Yep.
BRIDENSTINE: And, so, what are the limitations for you, the

fact that you weren’t present during the autopsy when it was performed?

MCLEMORE : Well, there could have been something that he

saw that of course I don’t see, right? There could have been something he

missed that, you know, I don’t know whether he did or not. So, let’s -- so -

- yeah. I mean, he could have seen vomit in the airways and just didn’t note

it. I don’t know. So, yeah, there’s some -- there’s somethings, of -- of

course, that the -- that he might have seen that I don’t -- I w —-- I don’t

have privy to.

BRIDENSTINE: Okay. So is that pulmonary emphysema, mild, is

that an example of something he might have seen during the internal

examination that you can’t see now because you were not there?

MCLEMORE : Well, possibly, if he didn’t take his sections

in the areas he thought he saw emphysema, but still histologically, I’'m not

seeing any evidence of emphysema.

BRIDENSTINE: All right. And then the last thing he noted
was cardio -- and I'm not gonna say this right. Cardiomegaly?

MCLEMORE: Cardiomegaly?

BRIDENSTINE: Yes. Mild with left ventricular hypertrophy.

What is that?

MCLEMORE: Okay. $So, I'm gonna -- and -- and that
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probably explains why he took six sections, but I am going to -- I'm going to

bring up his report and see that because I need to look at this guy’s size.

So his -- this is a -- this is a tall guy. Tall, thin guy, right?
BRIDENSTINE: Mm-hmm.
MCLEMORE : He’s 71 inches and he’s 150 pounds. So he’s

tall and thin, and his heart weight is 420 grams. That is not that heavy for
his height. That’s, you know, when we -- we look around 400, you know, going
over 400 grams, okay maybe, but it depends on your height and weight. Even
though he’s thin, he -- he’s 71 inches. So, that 420 grams, I -- that’s --
that’s -- that’s -- I would say that’s still within the normal range. Now,
he says mild concentric left hyper -- ventricular hypertrophy, but he doesn’t
give any measurements of the walls. So, I can’t assess that, but I have a
feeling there is, you know, for men, especially young men, they can have
physiologic left ventricular. It looks enlarged. It’s looks thickened, but
it’s normal. It’s normal physiologic state. So, with the heart weight that
I'm not overtly or -- or not extremely impressed about and would argue that
it’s still within the normal range for his height. There’s not much I can
say about it.

BRIDENSTINE: Is there anything there that he noted with the
heart, and that you saw on the slides, that would lead you think anything was
wrong with Mr. Whitson’s heart that led to his death?

MCLEMORE: No.

BRIDENSTINE: And if you look also on the internal
examination on the respiratory tract, lungs, he wrote that sectioning

demonstrates marked edema and congestion, mild emphysematous change is --
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MCLEMORE : Em -- emphysematous.

BRIDENSTINE: Emphy -- okay.

MCLEMORE : That’s where he’s getting the emphysema.

BRIDENSTINE: Okay. So, is that --

MCLEMORE: And who knows. He could have seen little blebs
on the pleura or something like that. I don’t know.

BRIDENSTINE: He also notes that the lower trachea and major
bronchi are unremarkable. Is that something that you would expect to see in
aspiration/bronchopneumonia? That those things are -- are —-- nothing special

is noted about them?

MCLEMORE: Yeah, you could. Again, there’s so much fluid
coming up from the lungs who knows what’s been flushed up or down.

BRIDENSTINE: In aspiration/bronchopneumonia, does it usually
affect the lower trachea and major bronchi of the lungs?

MCLEMORE : Like I said, if there’s a lot of fluid in the

lungs, and it sounds like there was, and by the weights of the lungs, they

were heavy. You can have a lot of -- you can have fluid kind of pouring
backwash into the -- into the airways.
BRIDENSTINE: Okay. So, do you make anything of the fact

that Dr. Hall said that those two things were unremarkable?

MCLEMORE : Not really.

BRIDENSTINE: Do you think morphine proximately caused death

in this case?

MCLEMORE: So, what do you mean by proximately? I --

BRIDENSTINE: So ——
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MCLEMORE : -— think that’s the crux here.

BRIDENSTINE: -- in North Carolina, morphine does not have to

be the immediate cause of death. You just only need to show that the drug

ingested caused or directly contributed to the death.

MCLEMORE: So, that -- okay. I’'m not sure how I can

answer that. Did I -- did I -- do I think that the drug use contributed to

death? Yes, I do.

BRIDENSTINE: Now, do you think that if you had taken the

morphine out completely, if he had never ingested it, that he would have not

died?

MCLEMORE : Let’s see. I would have no other reason for

him to be dead.

BRIDENSTINE: So, Dr. Hall testified that, but for the

morphine in Mr. Whitson’s system, there is no other explanation for why he

would have died. That’s basically what he testified to. Do you agree with

that?

MCLEMORE : I -- I would prob -- I would agr -- I would

agree with that. Yeah. I mean I don’t have any other thing in any of the or

-- other organs --

BRIDENSTINE: So --

MCLEMORE : -- that would explain why this guy all of a

sudden developed the florid aspiration pneumonia.

BRIDENSTINE: Um —--

TANNER: And I'm sorry, Dr. MclLemore, I'm gonna let

Julie tell you again because I -- I understand the difference. There’s like
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a legal definition of the, you know, cause of death, and then there’s, of

course, the scientific definition of the cause of death. And I think -- I

think we probably understand though we may have some follow-up questions

about this scientific piece, but I am curious and want to really understand

if you would have been comfortable opining based on the legal definition, as

to whether the morphine would have caused the death? So, Julie, do you mind

reading that back and then my question would be, would you be comfortable or

would you testify, would your opinion be, that the morphine was the cause of

death as to the legal piece?

BRIDENSTINE: So proximate cause means it does not have to be

the immediate cause of death. You only need to show that the drug caused or

directly contributed to the victim’s death.

MCLEMORE : Yeah. And -- and that would be a yes. I mean

that’s why it’s in my cause of death statement.

TANNER: Okay.
BRIDENSTINE: The medical records that we provided for Mr.
Whitson where he was at the hospital, you know, a couple m -- basically a

couple months before he died. Did you take a look at that?

MCLEMORE : Yes.

BRIDENSTINE: All right. And I just noted that from his

medical records, he had a diagnosis of left arm cellulitis with superficial

vein thrombosis following a street injection into the left antecubital fossa.

MCLEMORE : Uh-huh.

BRIDENSTINE: What does that mean?

MCLEMORE : Probably used dirty needles to inject and it
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got infected.

BRIDENSTINE: So, 1is that an abscess?
MCLEMORE : It could be. It -- it’s -- the -- it sounds
like -- like I said, they used the word cellulitis than abscess, but

cellulitis can evolve into an abscess.

BRIDENSTINE: All right. So, that just basically means

infection. 1Is that right?

MCLEMORE: Uh-huh. Uh-huh. Yep.

BRIDENSTINE: Okay. And the discharge notes also said that a

CT performed suggested a probable small, subcutaneous abscess in antecubital

region with an associated cellulitis and venous thrombosis. That’s basically

the same thing, right? That --

MCLEMORE: Yeah. Yep.

BRIDENSTINE: -- that’s what they’re talking about?
MCLEMORE : Yep.

BRIDENSTINE: So, a question that I had is that, you know,

Dr. Hall noted that he had needle marks on that left arm. Is that right?

MCLEMORE : Yep.

BRIDENSTINE: Is it possible that he had some sort of an

abscess there that you just couldn’t see?

MCLEMORE: It’s possible. I mean it probably would have

had to be a deep-seated abscess, but still abscesses, if they’re gonna make

problems, and they’re -- they’re there they -- he should be ab -- I mean,

you’re -- you’re likely going to be able to see them.

BRIDENSTINE: Okay.
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TANNER: I have a quick question about this. My
daughter had cellulitis one time. It was like a random thing on her chin.
And honestly the only thing -- the only way we noticed it was because I

looked at her one morning and her whole neck looked swollen. And I'm not a

scientist, but they were very concerned about how that could impact her

internal system, her lungs, and all that. We had some pretty aggressive

treatment. So, I mean an abscess -- I do think of an abscess as like some

huge thing you’d see on somebody. You know what I mean? Like -- I mean that

-- if it is a problem.

MCLEMORE : I mean us -- usually. If it’s gonna be a
problem, you’re gonna be able to see it. I mean --

TANNER: Is cellulitis the same thing then?

MCLEMORE: -- you should unless it’s -- cellulitis, you
still -- well, you saw it on your daughter. Her -- she started swelling up.

TANNER: Yeah.

MCLEMORE: It’s like right at the neck. So, I mean that’s

-- and yeah, of course that’s concerning. Cellulitis usually, you know, you

should see some redness. You should -- you -- you —-- there might be some

swelling that you can actually see. I mean the forearm might be bigger than
the other forearm. It could look -- start getting red because of all of that
inflammation and -- and the vessels dilating so that all the cells that fight

off the infection can get to that area.
TANNER: Okay. And with what you’re seeing in the
lungs, is there any relationship between -- let’s say there was cellulitis or

an abscess, even if it wasn’t big, does that contribute to his condition at
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all?

MCLEMORE : I -- you know, anything’s possible, but I think

it’s highly unlikely.

TANNER: Okay .
BRIDENSTINE: Why do you think it’s highly unlikely?
MCLEMORE : Again, the bacterial colonies I saw in the lung

are classic for aspiration, not from sepsis from another site.

BRIDENSTINE: But if he -- if he did have an abscess in that

arm, you wouldn’t know unless Dr. Hall had done a culture of it or even taken

a photo of his arm?

MCLEMORE : As far as -- as far as whether there was an

abscess there or not?

BRIDENSTINE: Correct.

MCLEMORE: So, yeah. Since I'm not at the autopsy, I

don’t know whether there was an abscess there or not, but the findings I'm

seeing on the lungs are not consistent with sepsis leading to pneumonia from

a site like the arm.

TANNER: Got it. So --

MCLEMORE: Not only that -- not only that, there’s -- the,

you know, the blood travels through the heart first. Okay? Heart was

normal. Valves were normal. No other -- no other organ system looked like
it was sick if you -- at least histologically.

TANNER: And can you help me understand. I just want to
make sure I’m understanding. I think I get it, but I want to make sure I'm

understanding it. What would -- if an abscess or cellulitis was related to
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the cause of death, you would expect to be seeing internally, one, other

damaged organs. Is that right?

MCLEMORE : Mm-hmm. Right.

TANNER: And -- and two, what that would cause to cause

your death would be sepsis --

MCLEMORE : That --
TANNER: -- that then caused pneumonia?
MCLEMORE : -- because that is. It’s -- it’'s -- it’s

traveling to other organs and it could be the lungs too, but it’s traveling

through the blood. That’s what sepsis means.

TANNER: Okay. But in order to make these skin

conditions cause death, they have to have sepsis first and then you have

pneumonia second?

MCLEMORE : Uh-huh. Uh-huh.
TANNER: Okay.
MCLEMORE: Because it’s -- because it’s -- that’s how it -

- that’s how it travels to other organs, through the blood. That, by

definition, 1is sepsis.

TANNER: Got 1it.
BRIDENSTINE: Now -—-
TANNER: And those things without sepsis, could they

just cause pneumonia? I mean, could an abscess just cause pneumonia without
the sepsis activity?
MCLEMORE: Yeah. It could, but again usually you don’t

see these huge colonies of bacteria unless you’re immunosuppressed, but then
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I should see it -- I should see bacterial in the vessels in -- in the other

organs.

TANNER: And I have the same question about cellulitis.

Could cellulitis Jjust cause a pneumonia without seeing anything else?

MCLEMORE : So, cellulitis, that’s a little different. I
mean that -- that’s in the tissues. It’s -- it’s not sp -- you know, it’s
not making a big, you know, dollop of -- of -- of pus in -- in the organs and

stuff like that. ©Now, it depends on where you get cellulitis. Like your

daughter, you know, that was -- you know, that is -- that is an emergency,
right?

TANNER: Right.

MCLEMORE : In the arm, it’s a little more protected. So,
it’s not as likely to, you know, get sepsis or pneumonia from cellulitis. It
usually goes into also -- if it’s untreated, I mean, it usually goes into
forming an abscess and then -- but, you know, it’s possible. It’s just not
as -- it’s not as likely.

TANNER: Okay. I’'m sorry, Julie.

BRIDENSTINE: Oh, no. That’s -- that’s fine. Just moving

quickly onto Dr. Roberts, and you said you reviewed her affidavit.

MCLEMORE : Mm-hmm.

BRIDENSTINE: What did you think of her opinion?

MCLEMORE : I think -- I think she -- I mean, her
affidavit, she was, of course cautious because she because -- she states in

her affidavit, she has not reviewed the histology slides. And I think that’s

a huge part of this, is being able to see the histology slides. So, I would
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have to disagree with her about what she -- her point 16 about what she would

call the cause and manner of death.

BRIDENSTINE: Okay. And point 16, I'm Jjust gonna read it.

It’s based on the information available to me at this time, with the

limitations of the autopsy performed, the cause of death would be better

listed as acute bronchial pneumonia with pulmonary emphysema as a

contributing factor. The manner of death would, therefore, be listed as
natural. That’s what you’re talking about?

MCLEMORE: Yes.

BRIDENSTINE: She also ta -- discussed in her affidavit that

for the cause of death to be called a death by acute toxicity of morphine,
there must be an appreciable level of morphine in the blood, which is not
the case here. Do you agree with her assessment there?

MCLEMORE : So we’re getting into semantics, but again I
would not have called this an acute morphine toxicity per se. There’s --
there’s some time that has elapsed. So -- and yes, there -- he -- you know,
there’s some metabolism that has gone on. So, again, I probably would not
have listed it as acute. I do agree kind of with her on that, but again, the
way I -- my cause of death would still point a finger at the morphine
intoxication.

BRIDENSTINE: So, how often is it that a person can take a
drug, get aspiration pneumonia, die, and then the blood levels show either no
drug or a trace amount like it is in this case?

MCLEMORE: Well, it’s, you know, granted we -- what we

see, especially with fentanyl now it’s -- you know, it -- it -- it happens
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rapidly.

BRIDENSTINE: What do you --

MCLEMORE : So, you know, yeah. I mean death happens
rapidly. Y -- you’re -- you’re dying of the acute effects of the drug, you
know, like fentanyl. So, granted, we don’t -- I -- I have not seen maybe but

a handful of cases this last 10 years where they were, you know, took just
enough to be obtunded to start snoring, not protect their airway, and then to
develop bronchopneumonia aspiration pneumonia prior to death. So, at some
point, it’s not the morphine anymore that’s acting on the body, it’s the
complications of taking the morphine, which is the aspiration pneumonia.

BRIDENSTINE: Looking at the toxicology test, you kind of
have addressed the alcohol portion of it, but can you just briefly explain
the difference between the -- the blood samples of the test. What’s the
difference between the aorta blood test on this toxicology screen and the
femoral blood?

MCLEMORE : I would -- I would probably defer to Dr. Hudson
on that, but it -- it’s a matter of the procedures that the toxicology lab
have. Because there is postmortem distribution of drugs that occurs -- well,
unlike living patients where you draw blood and you -- or you catch urine and
you -- you know, you look at the levels and, you know, all that kind of stuff
and, you know, you got the person right there telling you how they feel, you
know, we’re only -- or —-- or you can follow your patient and -- and keep tabs
of their levels when you draw it from time to time, we can’t do that, right?
They’re dead. And, so, drug levels -- certain drugs in the system can

actually redistribute after death. They can leak out of the tissue. They
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can settle. So, you know, looking at drug lev -- looking at levels in the

postmortem period is not the same as looking at levels in a living person.

So, to try to combat some of those problems, the toxicology lab -- forensic

toxicology labs will often want different types of specimens from different

areas. They also have to confirm their -- anything they see on the screen.
So, typically for the a -- right now for the aortic blood, they’1ll do a
screen. If anything is positive, they’ll do a confirmation, which means

having to look at the blood levels at a different site, so the femoral blood.

And then, you know, urine, if you got it, or -- well, frankly for situations

like this where it’s kind of like, gee, this person has -- you know, they’re

getting information from investigation that this person may have used

narcotics or opiates, and he’s got as -- florid aspiration pneumonia and

you’ re not seeing anything in the blood, what’s in the urine?

BRIDENSTINE: Okay.
MCLEMORE: Because you’re -- yeah. It’s -- it’s -- it’s -
- so, urine is more the chronicity. If worst comes to worst, they can use it

as a screen. And then we have liver tissue. We typically send liver tissue.
So, those are our kind of -- and the fluid out of the eye. So, those are
kind of our five standard specimens that we usually take on all of our cases
and send to the tox lab. And -- and Dr. Hudson can expound on this.

BRIDENSTINE: Okay. Okay. But is it pretty typical that the
aorta 1s used as a screening test?

MCLEMORE : If -—- if we’ve got all of our samples. Now, if
-- if for some reason we can’t get all of our samples, then there has -- you

know, there has to be some changes in the procedure. So, again, Dr. Hudson




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

can tell you more on that.

BRIDENSTINE:

- so morphine and cocaine are

MCLEMORE:

BRIDENSTINE:

MCLEMORE :

BRIDENSTINE:

34

Okay. So, I'm just curious. Why is the test -

opiates, is that right?

So, morphine is an opiate.

Okay.

Cocaine is a stimulant.

Stimulant. All right. So, why is morphine

separated out from the other opiates and opioids?

MCLEMORE :

It may be because they saw that peak. Again,

that would be a question for Dr. Hudson.

BRIDENSTINE:

All right. So, do you know what the lowest

level is reported in the femoral vessel for morphine?

MCLEMORE :

toxicology procedures.

BRIDENSTINE:

As far as the -- so, all of those would be

Okay. So -- but what does the trace tell you

in the femoral blood of morphine?

MCLEMORE :

but it is there.

BRIDENSTINE:

MCLEMORE :

Yeah.

BRIDENSTINE:

morphine that was found in Mr.

in agreement with that?

MCLEMORE:

That it was there. That it’s there. 1It’s low,

But trace suggests that it is a low amount?

I w —— that -- that would be my interpretation.

So, Dr. Hall testified that the 15 mg/L of

Whitson’s urine was a toxic amount. Are you

So, if it -- so, this is -- first of all this
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is in the -- the urine, and urine levels and blood levels may not be that
interchangeable.

BRIDENSTINE: What do you mean by that?

MCLEMORE : So, as far as -- if 15 mg/dl is high -- is a

high morphine level in the blood, that means it’s gonna be a high level in

the urine and it -- you treat it like apples and apples. It’s not quite like
that. You gotta kind of -- they’re different -- they’re different
substrates. What’s -- I mean one’s blood, one’s urine. So, 15 mg/dl in the

urine may not be the same as 15 mg/dl in the blood.
BRIDENSTINE: Is there an amount in the urine in which you

can rule in a case that it’s an automatically toxic amount?

MCLEMORE: I would be very hesitant to do that.

BRIDENSTINE: He --

MCLEMORE: And again -- and again, when you’re talking
about urine morphine levels and interchangeable -- you know, what does it

mean for the blood and everything, Dr. Hudson would probably be able to
explain that more easily. 15 mg, you know, 15 mg/dl -- if that were in the
blood that’s incredibly high and that would be, you know, depending -- that’s

-—- that’s incredibly high.

BRIDENSTINE: Okay.

MCLEMORE : -- if -- yeah.

BRIDENSTINE : Well, what does it mean if it’s --
MCLEMORE : What does it mean in the urine?
BRIDENSTINE: -— urine? Yeah.

MCLEMORE : Yeah. It means that the guy had morphine at
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one point in his sys -- in his blood, and he’s --
BRIDENSTINE: So when Dr. --
MCLEMORE : -- met -- he’s metabolized it.
BRIDENSTINE: So, Dr. Hall, he actually testified that the

cutoff point for toxicity resulting in death is 14 mg/L. That’s from the

trial testimony. Do you agree with that?

MCLEMORE: So, 14 ml and you’re gonna make me —-- make me
do conversions. Okay. So, he -- he’s at 14 mg/L, right?

BRIDENSTINE: Yeah.

MCLEMORE : In the blood -- in blood, morphine -- morphine

that is toxic, the range would be the upper range would be 5 mg/L. Okay?

BRIDENSTINE: Mm-hmm.

MCLEMORE : So, you know, that’s -- but that’s blood.
Lethal, of course, is gonna be higher than that. And these, you know,
they’re taking these -- making these charts from, you know, what they see.
You know, there’s gonna be overlap with the -- the lethal levels. So, the
upper level of five could also not only be toxic it could be lethal. Okay?
So -- but that’s blood, right?

BRIDENSTINE: Mm—-hmm .

MCLEMORE : What is 15 mg/L in the urine mean? Well, there
was a heavy burden of morphine at one point that accumulated in the urine.

BRIDENSTINE: Okay. So, do you agree that the -- there’s a
cutoff point for toxicity resulting in death in the urine and that is 14
mg/L?

MCLEMORE : I don’t know where’s he’s getting that
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information.

BRIDENSTINE: That was my next question. Do you have any

idea where he got that information?

MCLEMORE : No. I mean he may have grabbed a -- a --

results, but again -- but again, it’s really hard to make absolute statements

based on a drug level.

BRIDENSTINE: And he also testified that the levels of
morphine found in Mr. Whitson’s system were fatal. Do you agree with that
statement?

MCLEMORE: The what?

BRIDENSTINE: He testified that the --

MCLEMORE : The levels in the urine?

BRIDENSTINE: No. I think he just says levels of morphine

found in his system were fatal.

MCLEMORE : Well -- so, if he’s referring to the trace, it
depends. If you’re just looking at the -- at the morphine -- trace morphine
in a vacuum --

BRIDENSTINE: Mm-hmm.

MCLEMORE : -- disregarding everything else about the
autopsy and investigation, no, trace -- a trace amount of morphine shouldn’t
kill you.

BRIDENSTINE: Earlier --

MCLEMORE: As you --

BRIDENSTINE: Go ahead. Sorry.

MCLEMORE : Yeah. But if you’re looking at the entire --
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you know, the -- the -- the entire findings, then, you know, we’re not

talking about the levels and whether or not they can kill you, we’re talking

about the effects.

BRIDENSTINE: FEarlier when you talked about how you had --

you’ve seen a handful of cases in your career in which somebody took a drug

and I guess went to sleep and then eventually got aspiration --

MCLEMORE: In the la -- in the last 10 years.

BRIDENSTINE: In the last 10 --

MCLEMORE : The last 10 years --

BRIDENSTINE: Okay.

MCLEMORE: -- I’'ve seen a handful of cases because
fentanyl is so much pot -- more potent that what we’re seeing is acute
toxicities with that. They don’t get a chance to develop aspiration

pneumonia. Now, back in the 1990s when it was heroin, and we didn’t have

fentanyl or all these designer analogs, you know, yeah, I actually did see

quite a bit of aspiration pneumonia in my cases.

BRIDENSTINE: And was that with -- with morphine ever or was

it other drugs?

MCLEMORE: So, heroin metabolizes into morphine.

BRIDENSTINE: Okay. So it was with --

MCLEMORE: And --

BRIDENSTINE: -- heroin cases?

MCLEMORE: Yeah. Yeah. I mean the -- it -- it -- at that
point it’s almost the same thing except mor -- heroin isn’t QC’d on the

street. So, you really don’t know how much you’re getting.
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TANNER: Okay. And I'm -- I just want to make sure I'm

understanding. So, what you are saying is that what you’re seeing with

fentanyl is because that’s just so much more potent. We Jjust don’t see this

anymore.

MCLEMORE : Yeah.

TANNER: But this obviously isn’t fentanyl. This is

morphine instead.

MCLEMORE : Yeah, this is morphine.

TANNER: It appears to be some version of a prescription

drug, though we don’t know that for sure.

MCLEMORE : Yes. Yeah.
TANNER: So how does that factor into your opinion?
MCLEMORE : I would -- I would say it is. It’s -- it’s

probably from crushed pills.

TANNER: Okay.
MCLEMORE: And the reason why is there was another finding
I saw that wasn’t mentioned in Dr. Hall’s report, but in the heart -- in the

lung also there are basically clusters of foreign body, nonpolarizable
material, that’s surrounded by the inflammation. That is probably from
components of crushed up tablets or pills.

TANNER: You’ve seen that, is what you’re saying? You
are seeing that?

MCLEMORE : I -—— I am seeing that.

TANNER: Okay. And -- I -- I don’t -- I don’t know very

much, again, about this, but what happens when a pill is crushed up? Does
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that change it’s timeline from potency or for metabolization?

MCLEMORE : It could especially because you’re not taking

it in the pre -- how it was formulated. You know, they -- they make pills,

you’ re supposed to -- you’re supposed to take them by mouth, right? Crushing

up a pill, first of all, may -- may remove the protective barrier, you know,

as far as a timed release in your stomach or in your intestines so that you

have a controlled release. When you crush cert -- certain pills up, well,

there goes -- there goes that, right? So, a lot of these extended-release

type of -- not this one, but a lot of extended release that’s what they rely

on. You know, you crush that -- you -- you -- all bets are off. Not only

that, but if you’re injecting it, you’re injecting that right into the blood

stream.

TANNER: Now, I have a question about seeing those in

the lungs though. 1In order to see that in the lungs, would he have had to

had swallowed the crushed pills --

MCLEMORE: No. No.
TANNER: -- as opposed to injecting them? Okay.
MCLEMORE : If you see it -- 1if you see it in the lungs,

it’s injection.

TANNER: Oh, okay.

MCLEMORE: It could be inh -- it could be inhalation like
snorting, but usually I'm not see -- this -- these -- these things look large
and they look like they came out of -- I mean these look large. So, I
typically see that with -- with -- because no matter how -- how much you

crush a tablet up and how much you try to strain it, you know, there’s gonna
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be some of those bigger chunks getting through.

TANNER: And there -- and when you say bigger, I just

want to put this in perspective. I mean they went through a needle and into

his blood stream.

MCLEMORE: Yeah. I -- I'm sorry. I mean when I'm looking
at histology, I -- it -- it -- I can see it under the microscope and -- and
actually it -- it’s a big field in my microscope, so to me that’s big.

TANNER: Okay. I got it.

MCLEMORE : (Inaudible) .

TANNER: Okay. Yeah. I’'m like I’'m not really sure how

you got big pieces of lung (sic) in his --

MCLEMORE: Sorry.

TANNER: But since you’re seeing that, though, it wasn’t
that he was aspirating those pills, it was that what you’re seeing is foreign
bodies that you believe came in through the blood stream from injection?

MCLEMORE: Yeah. Yep.

TANNER: Got it. Did that relate at all to his
pneumonia development?

MCLEMORE : No because this was -- this was actually being
walled off by a different kind of inflammation cell elsewhere again around
the bronchioles, around the airways. That was -- that’s where most of the
inflammation and the worst inflammation was with all of those bacterial
colonies.

TANNER: Okay. Got it.

BRIDENSTINE: Going quickly back to the aspiration bronchial
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pneumonia, what kind of symptoms does a person usually experience when they

have that?

MCLEMORE : Well, if you’re awake, you’re basically -- and

you aspirate and you’re starting to develop an aspiration pneumonia from it,

then all of the symptoms are similar to symptoms from any other pneumonia.

You’re gonna start running a fever. You’re gonna probably not feel too well.

You could develop a cough. You know, same -- same things with -- with your

typical pneumonia.

BRIDENSTINE: So, in this case, we don’t have any evidence

that Mr. Whitson was doing those things. There was evidence that he was

snoring. And I think you said earlier that snoring is a symptom of

aspiration bronchial pneumonia?

MCLEMORE : Yeah. We -- or it’s a symptom of you’re not

protecting your airway.

BRIDENSTINE: Okay.
MCLEMORE : Okay.
BRIDENSTINE: So, the -- would you have expected to see, you

know, someone in Mr. Whitson’s position if he is developing aspiration

bronchial pneumonia to get up, to not feel well, to -- to start coughing on

the couch, to run a fever? Things like that?

MCLEMORE: Yeah. If -- if you’re not -- if you’re not

basically being obtunded.

BRIDENSTINE: Now what do you --

MCLEMORE : Okay.

BRIDENSTINE: -—- what does obtunded mean?
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MCLEMORE : If you're -- if you’re mec -- if you’re not
being suppressed. This is what -- this is what people who are intoxicated
for whatever reason develop aspiration pneumonia and can die from it. Their

mechanisms are suppressed.

BRIDENSTINE: So they can’t wake up. Is that what that
means?

MCLEMORE: Yep.

BRIDENSTINE: Is there any way to --

MCLEMORE: Because usually if I -- if I start choking in
the middle of the night, I hope -- I hope my body jerks awake, right?

BRIDENSTINE: But would a person who is experiencing
aspiration bronchial pneumonia, would -- would they still be doing those

things just not be awake? Like, for instance, would someone else in the

house maybe hear Mr. Whitson coughing or, you know, experiencing some sort of

MCLEMORE: If -- if he --
BRIDENSTINE: -- distress on the couch?
MCLEMORE: —-— if he -- if he’s not obtunded enough maybe

he’11 cough, but if you’re obtunded, you’re obtunded, you may not be
coughing.

BRIDENSTINE : And when you do an autopsy, 1s there a way to
tell if someone had a fever right before they died?

MCLEMORE: Not really. I -- I think -- probably the only
way to do that is if someone found someone dead and took their temperature.

And then if it were -- you know, it’d be elevated, but by the time, you know,




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

44

people get called out or -- or if EMS arrives, if they took a temperature and

usually they don’t. If they’re there and he’s dead, they pronounce them.

So, you know, that would be the only time. There’s nothing I can do at

autopsy. Now, if there were a high fever, you might see some accelerated

decomposition of the organs.

BRIDENSTINE: Okay. And did you see anything like that?
MCLEMORE: No. All the organs looked o -- I mean pretty
well. I mean the -- the -- the only -- uh -- the kidney section had some

early postmortem breakdown but that’s typical no matter what.

BRIDENSTINE: And how confident do you need to be until you
issue a cause of d -- cause of death after you do an autopsy?

MCLEMORE : Depends on the situation, but for this one, I
mean it -- it’s more likely.

BRIDENSTINE: So, in your opinion, this is a more likely than
not?

MCLEMORE : Yep.

BRIDENSTINE: So, you’re not 100% sure?

MCLEMORE : You can never be 100% sure about most anything,

especially when you’re having to rely on piecemeal information and

investigations and witness statements and those kind of things. But with

everything put together, yes, this is -- this is -- uh -- I would be very

comfortable with this --

BRIDENSTINE: All right. But it’s a more like --

MCLEMORE : -— cause of death.

BRIDENSTINE: -- your -- by your standards, it’s a more
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likely than not conclusion?

MCLEMORE: Yep.

BRIDENSTINE: Would you have done anything different in this

case from Dr. Hall?

MCLEMORE : I would -- well, we already talked about I -- I

would disagree with how he worded his cause of death.

BRIDENSTINE: Would you have obtained any additional samples?

MCLEMORE : Probably not. ©Not for histology. I mean he

did sample the lungs pretty well and he’s got the major organ systems. In

all -- in all practical purposes, no, probably not. It seems like I -- I --

I'm not sure what I'm trying to see if he’s got a list of the -- I'm trying

to find the tox report here so I can see what list of toxicology he sent,

what specimens. Let’s see. Where is it? It looks like he did vitreous

testing too.

BRIDENSTINE: And what’s that? What’s vitreous testing?

MCLEMORE: So, under chemistry where he did additional
procedure, he has chemistry. That’s glucose, chloride -- that’s typically
done -- in the postmortem period that’s done from the fluid in the eyes.

BRIDENSTINE: What’s that testing?

MCLEMORE: So, he’s looking -- he’s just looking at the --
the glucose in the -- in the eye after death and different electrolytes. So,
the saltwater -- potassium and sodium, urea and nitrogen, which would just be

-- would actually be vitreous nitrogen, Jjust to see if there is any

postmortem irregularities.

BRIDENSTINE: Okay.
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MCLEMORE : And from the looks of it, the sodium is a
little on the high side, but that -- who knows where that’s coming from, but
really there doesn’t look to be -- well, that’s weird. They don’t do

creatine, but there doesn’t really look to be any, you know, outstanding

abnormalities for a postmortem metabolic screen.

BRIDENSTINE: You know, Dr. Roberts suggested in her

affidavit that Dr. Hall could have taken blood, lung, or viral cultures.

MCLEMORE : Yeah. He could have, but I can tell you we
don’t take cultures of our drug ov —-- or suspected drug overdoses.

BRIDENSTINE: And why not?

MCLEMORE : Well, because we can -- 1f it’s aspiration

pneumonia, we can see it histologically.

BRIDENSTINE: Um -- going back real quickly to that idea that
he was -- you keep using this word. I’m not super familiar with it,
obtunded.

MCLEMORE : Obtunded.

BRIDENSTINE: Okay. So, when you say that, that just means

that you are not able to wake up. Is that right?

MCLEMORE: Obtunded. You’re mentally and respiratorally

(phonetic) suppressed. You’re -- you’re -- yeah. You may not be able to

wake up very easily. You’re not easily arousable. Yeah.

BRIDENSTINE: Is that something -- or I guess let me ask it

this way. How much morphine would you -- um -- expect someone to take where

they would get into that stage where they’re obtunded?

MCLEMORE: It depends on the person.
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BRIDENSTINE: Is there any way to know how much that amount
is?

MCLEMORE: Not for -- not for a -- not for if we are
talking about a person, no. I can’t -- it depends on tolerance. It depends
on loss of tolerance. It depends on potency of the morphine. It depends on

route of intake.

BRIDENSTINE: And now there this idea or there was this
notation in the autopsy that there was an ulcer on -- on Mr. Whitson’s heel.

MCLEMORE: Mm-hmm.

BRIDENSTINE: Would you have taken a culture of that?

MCLEMORE: No.

BRIDENSTINE: And why would not -- why wouldn’t you have?

MCLEMORE: Typically we don’t t -- it costs money. To be
honest.

BRIDENSTINE: Okay.

MCLEMORE : And it -- you know, the ulcer is there. You

know, we will look at the organs, you know, histologically if we need to, but

if it looks bad enough, the -- and I won’t -- and I won’t say we don’t ever
do it. If it looks bad enough that it looks like it might -- it might be
able to cause problems, yeah, we might take a -- even a section and look at
it under the microscope and we might culture. If I open up the -- uh -- uh -
- the body and the liver looks like it -- you know -- there -- there’s septic
emboli all over, yes, I’m gonna take a culture. So, it depends on what we’re
seeing.

BRIDENSTINE: And is there anything that was noted by Dr.
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Hall on -- anywhere else on Mr. Whitson’s body that indicated to you that he

could have had say an infection somewhere else on the body?

MCLEMORE : So, you know, from what -- from what was --

what he saw and from what he documented, no, I’'m not seeing anything else

that is standing out to me. Now, I will say his external exam is awfully

sparse.
BRIDENSTINE: And what about it is sparse? What do you mean?
MCLEMORE : Well, I mean as -- as far as what he’s
describing when he’s looking on the outside of the body that -- there’s not a

lot of information there.

BRIDENSTINE: And why do you think that is?
MCLEMORE: I have no idea.
BRIDENSTINE: Would you have given -- provided more

information if you had done this autopsy?

MCLEMORE : So, we have a standard template, and yes, we
have a flushed out external exam.

BRIDENSTINE: And wh -- what do you mean by flushed out?
What does this standard template ask you to do that was not present in Dr.
Hall’s autopsy?

MCLEMORE : So, we go from top to bottom. We look and we -
- we document the eye color. We document the condition of the teeth if we
remember to look at it. We document, you know, the color of the scalp hair.
So we -- we provide also, you know, pertinent physical characteristics
documentation. You know, so color of the hair. We may look at the condition

of the fingernails. We look at the arms and -- the extremities. You know,
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are they symmetrical? Are they, you know, are there any of -- abnormalities?

Are there any identifying marks or scars? We look at are there any

significant lesions or, you know, identifying marks otherwise. So, we gotta
-- we look -- is there -- what is the condition of the genitalia even? So,
yeah, we -- we go from top to bottom.

TANNER: When you say we have a standard form, who is
we?

MCLEMORE : Oh, the -- my office. Now, is my standard form

the be all and end all? No. There is no standard autopsy template.

TANNER: Got 1is. So, Dr. Hall’s standard form may have

looked different?

MCLEMORE : Standard for him.

TANNER: The standard for him --

MCLEMORE: Yes.

TANNER: -— or that form. We don’t know, but that form
could have been standard for him but it looked different than yours. I guess

my question is OCME is not sending you a form and saying when you do an

autopsy for us, this is what you gotta do?

MCLEMORE : Right. And there is no standard template

across the United States.

TANNER: Got it. Okay. Thank you.

BRIDENSTINE: Was there anything that was sparse about his

internal exam?

MCLEMORE: Let’s see. Um -- it’s -- you know, it’s okay.

Overall, Dr. Hall’s template is much more -- is -- what’s the word I want to
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use? It’s -- he does not waste a lot of words. He’s -- it -- it’s short.

It’s brief. Overall, I would say that his description and documentation is

brief.

BRIDENSTINE: Now, there were only three photographs that

came with the autopsy and they were all of Mr. Whitson’s head. Did you see

those photographs?

MCLEMORE : Uh-huh.

BRIDENSTINE: Would you have taken additional photos of Mr.

Whitson’s body?

MCLEMORE : Not necessarily.
BRIDENSTINE: And what --
MCLEMORE : He did -- he did the standard -- he did -- he

did what is standard or as close to standards as we nationally have, and he

did an ID -- identification photo.
BRIDENSTINE: Is that what those three photos are?
MCLEMORE: Yes.
BRIDENSTINE: Okay. Well, who decides what photographs are

taken during an autopsy?

MCLEMORE : The pathologist doing the case.

BRIDENSTINE: And what makes you take more photos than just

those ID photos during an autopsy?

MCLEMORE: If I see something of particular that I want to

note. So, usually in trauma cases, we take it of major injuries. Do I take

every single injury, every single scratch and bruise? No, I may not.

BRIDENSTINE: But it is not standard to do a full-length body
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photo during an autopsy?

MCLEMORE : Nope. Nope. There are no -- let me make --

let me make this very clear. There are no national standards.

BRIDENSTINE: Okay. And in this case, would you have gone to

the death scene?

MCLEMORE: Not necessarily.

BRIDENSTINE: And w -- why would you go to the scene or why

do you go to the scene in some cases and not in others?

MCLEMORE : So, I will go to the scene when I -- if I am

requested by law enforcement.

BRIDENSTINE: Okay.

MCLEMORE : Or sometimes EMS, then I will go to the scene.

I will go to the scene on homicides if there is something about the scene

that may make interpretation of what I see at autopsy more clear. Do we go

on every scene? No, we do not have the resources.

BRIDENSTINE: All right. Have you talked to anyone else

about this case?

MCLEMORE : No, I haven’t.

BRIDENSTINE: Did you ever --

MCLEMORE: No, except you guys.

BRIDENSTINE: Okay. And so you never talked to Dr. Hudson?
MCLEMORE: No. Uh-uh. No.

BRIDENSTINE: All right. I want to turn -- just kind of the

last thing to talk to you about is something that you brought up when I met

with you when I dropped off the autopsy samples. You were talking about your
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employment contract.

MCLEMORE : Oh yeah.

BRIDENSTINE: All right. Can you explain to me again what
your ow -- what your contract says?

MCLEMORE : So I can -- I can actually read to you verbatim
what the contract says. And -- this was -- this was a decision made by the

state. I can tell you there’s a lot of people at the different regional

offices who are not happy with it, but there it is in our contract. Let me

find it for you. Where’s my contract. Here we okay. Okay. Yearly contract

this last year. Here is -- okay. I'm sorry. I’'m just going through all

this stuff on my computer. Okay. So, under the scope of work in our

contract that is issued every —-- the full contract is issued every other
year. It’s every two years. But it -- one of the -- one of the scope of the
works items -- if I can find scope of work here through all of this. Let me

see. What page am I on? Okay. I’1ll get there.

TANNER: While you’re looking, Dr. McLemore --

MCLEMORE: Oh I got 1it.

TANNER: Oh, you got it. Okay. Go ahead.

MCLEMORE: I knew as soon as you started talking, I’'d find
it.

TANNER: See, it’s just magic.

MCLEMORE : Yeah. Okay. So, it’s point 16, and I will

read that to you. Ensure that any pathologist employed by vendor, and that
would be -- does not -- that vendor would be us, the Wake Forest, does not

enter into any contract or accept any additional employment to act as an
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expert witness in opposition to the OCME. This includes publishing a report
for litigation and/or offering testimony that conflicts with the report or
testimony of, one, a professional staff member of the OCME, another
pathologist under contract with OCME, or another local medical examiner in

the North Carolina Medical System. Now --

TANNER: So do you --

MCLEMORE : -- yeah.

TANNER: Oh, I'm sorry.

MCLEMORE : Now, this -- this is a very grey area right

here. First of all, I’'m not entirely disagreeing with Dr. Hall, and Dr. Hall

is no longer employed as a medical examiner in the North Carolina Medical Sys

-- Examiner System, but this work that we are discussing was performed when

he was an employee. So, I think the problem is, is this retroactive? And I
haven’t a -- I haven’t gotten a response on that.

TANNER: Okay. So, I have a couple quick follow-up
questions for you. Is your vendor contract -- it’s with the state, correct?

MCLEMORE: Yeah. Correct.

TANNER : So, that’s --

MCLEMORE : The Department of Health -- yeah, the

Department of Health and Human Services really.

TANNER: It’s with the Department of Health and Human
Services. So, that’s -- that’s of public record?

MCLEMORE: Yes.

TANNER: Okay.

MCLEMORE : It should be.
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TANNER: Yeah. So, I'd like to see a copy of that scope

of work and if you -- and listen, I don’t care what they’re paying you, so if

you want to like block out, you know, what they’re paying you or whatever, it

doesn’t much matter to me.

MCLEMORE : They don’t pay -- they don’t pay us. They

don’t pay us.

TANNER : Okay.

MCLEMORE: What we -- what we get is we get paid for the

performance of the work.

TANNER: Yeah. 1If you don’t mind shooting us an email

on that, that’d be great just that attaches that so we know. And --

MCLEMORE : Could I -- could I -- could I request that you

actually ask for it through the Department of Health and Human Services?

TANNER: I certainly am happy to do that.

MCLEMORE: Yeah. I just -- yeah, I don’t want to kind of
get in the way of -- or bring misery down on my head if I --

TANNER: Of course.

MCLEMORE : -- ov —-- overstep somebody.

TANNER: So when did this provision start appearing in

your contract?

MCLEMORE: Yeah. When did it -- when did it start? It

actually -- I think it started -- let me find it. I think it act -- this was

this past year that it showed up. I want to say it was before the current

chief medical examiner -- it was before she took the position as chief. I --

I want to say it was during Dr. Radish’s tenure.
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TANNER: Okay. So like this past -- so, you’ve had this

contract that you’re under right now, are you in your first year of it or

your second year?

MCLEMORE : So, this current con -- contact is a -- this is
the first it was -- the new one was done just this year.
TANNER: Okay. And has this provision only ever been in

this contract or was it in the contract prior to this?

MCLEMORE : No. No. 1It’s been -- it’s been prior.

TANNER: Okay.

MCLEMORE : Because we did raise the issue and, you know,
warn people that this was -- these contracts have these now. Let me see what
it actually was. I’'m gonna look up -- she came in -- let me try 2016 and see

if it’s there.

TANNER: So, what are you supposed to do if you review a
case and the -- and the medical examiner got it wrong?
MCLEMORE: Well, I can do just exact -- that’s why --

that’s why when I was talking to Julie, I was going, you know what, yeah, I

need to check on this, or early on when I was talking to you, I said I need

to check on this. I did bring it up with the current chief and her legal,

and I did -- I did not hear -- I have not heard an answer back from them. If
I had - if T -- if I had completely disagreed with what Dr. Hall had said --
um -- I still don’t know whether or not this covers this particular type of

activity. Again, I don’t know if it’s retroactive or not because the way
it’s read, to me, it’s if they’re currently employed.

TANNER: Okay. And --
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MCLEMORE: But that’s my interpretation. I’'m not a
lawyer.

TANNER: Sure. And, well, you worked with us on the
Williams’ case and there was a question there. I don’t know if you remember
the gentleman was either knocked down or fell down. I don’t know if anybody
could have ever answered that question and hit his head on -- hit his head.
Well -- and who knows. I'm not --

MCLEMORE : Yeah.

TANNER : -- (inaudible) sidewalk. Nobody seems to
really know.

MCLEMORE: Oh I -- I still -- I still say that one that

caught my eye was the clothesline one. I mean the guy probably had a

vertebral artery dissection.

TANNER : So, in that case, I just don’t remember this
being an issue at all. So, what would you say the difference is?

MCLEMORE : Because -- because was from the 70s. That guy
was never a —-- that was even before the system was established.

TANNER: Okay. So, in your mind because that case was

so far back this didn’t matter.

MCLEMORE : It was so far back. Yeah.
TANNER: Okay.
MCLEMORE : Let’s see. This was -- this was not -- this

was not here in 2016.

TANNER: Okay. So, sometime after 2016 the provision

shows up.
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MCLEMORE : Right. Right.
TANNER: At this point, with your current opinion, do
you believe -- I know you’re not an attorney, but for yourself, do you

believe that you are violating your contract based on your current opinion in

comparison to Dr. Hall’s?

MCLEMORE : I don’t believe I am.

TANNER: Okay. Would you feel comfortable issuing a

report in this case of your findings?

MCLEMORE: I —-- yeah, I feel com -- I feel comfortable
issuing a report. Like I said, I -- I -- isn’t really -- it’s not really --
yeah. It’s interpretation but I -- I would feel comfortable. I would say.

TANNER: Okay. And I want to be really clear because I

do have this concern a little bit sort of after understanding the situation
with your contract. And I -- I don’t know anything about your contract. I
haven’t read it and obviously I don’t represent you. But do you feel any
pressure to provide any kind of opinion to the Commission at all?

MCLEMORE: Do I feel any concern you mean?

TANNER: Well, yeah, I mean -- and I do mean pressure.
I mean, did you ever feel pressured by us to provide any kind of an opinion?

MCLEMORE : No.

TANNER: Okay. So I -- I would -- we will be happy to
contact DHHS. I do think it’s a public record. 1It’s the state’s contract.
You know, our records no matter who we hire, they are of public record. Our
contract with you is a public record. It’s just a public record, but I’'d be

happy to sort of go through to DHHS for that. And Julie, I'm sorry. I
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didn’t mean to interrupt. I'm sure you may have other questions.

BRIDENSTINE: I guess when did you realize that there was

potentially this conflict due to your contract?

MCLEMORE : Oh, I'm not sure. It was short -- I mean it
was shortly after we started and -- and materials were sent to me and it just
popped up as like, oh yeah, I forgot about that. Because I don’t -- I don’t

really do a lot of consults period. So, it was kind of out of sight, out of

mind, but something -- something jarred me. Speaking to one of you, either
you or —-- or -- or Beth, that oh, yeah, we do have this clause in our
contract.

BRIDENSTINE: So, I’'m just curious, why didn’t give us a call

and tell us about, you know, this potential conflict that you had due to your

employment contract?

MCLEMORE : I did. I did.

BRIDENSTINE : And then when you --

MCLEMORE: I mentioned it to -- I mentioned it to you as
soon as I £ -- or remembered it.

BRIDENSTINE: When I dropped of the autopsy samples?

MCLEMORE: Yep.

BRIDENSTINE: Okay.

MCLEMORE: That’s exactly when I remembered it.

BRIDENSTINE: So is that when you realized there was a
conflict?

MCLEMORE : No, that’s when I realized there might be a
conflict.
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BRIDENSTINE: Okay.

TANNER : The fact that -- and I know that you haven’t

received an answer from legal, and we’ve discussed this.

MCLEMORE: Yeah.

TANNER: Do you believe realizing the existence of this

provision in your contract impacted your opinion here?

MCLEMORE: No. I’'d al -- I'd already -- I -- I -- in

fact, I was actually verbalizing my opinion to Julie when I remembered about

this.

TANNER: Okay.

MCLEMORE : I can -=—— oh, I -- I found it. So, 2018 was the

first time it showed up in the contract.

TANNER: Okay. 2018 is the first time you see it. Got
it. And I'm sorry, I'm just gonna follow up on it one more time. So, I know
you said you voiced a concern, and I'm not trying to -- I -- I really am not

trying to get you in the middle of anything for sure, but you voiced a

concern. Did you voice that concern within your agen -- or within your group

over at Wake Forest?

MCLEMORE : No, they don’t know that -- I -- this case has
nothing to do with casework or anything like that and -- and Wake Forest
doesn’t care. This is -- I did voice it and asked about their interpretation

to the state, meaning the chief medical examiner and her legal.

TANNER: Got it. And this particular provision, you had

mentioned that other people had concerns about it. Do you mean other like

folks like you that are in private practice that work on contact for OCME?
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MCLEMORE : So, yeah. I mean like for instance, Tom Owens,

over at Charlotte-Mecklenburg, the Mecklenburg Regional Office. He was not

very happy about this because he does a lot of consulting work.

TANNER: Of course. And have you been made aware that

anyone has been able to communicate with DHHS about this concern and maybe

removing this portion out of the contract?

MCLEMORE : I do remember back in 2018 there was concern.

For instance, Dr. Lance here was concerned about it. He did reach out to

someone to let them know, hey, this now in our contract, and I don’t know

what -- obviously nothing came out -- out of that.

TANNER: Okay. And I -- I think -- and I think I

understand in this case you contacted somebody about it. Has it come up for

you before that you have had a disagreement with a medical examiner where you

think that that might implicate this portion of the contract besides

potentially this current case? I know what we’re not sure that this is even

a disagreement, but you know what I’'m saying? So, besides right now.

MCLEMORE: Yeah. This hasn’t come up because I -- like I
said, I just -- I don’t really do a lot of consult work at all.

TANNER: Got it. Okay.

BRIDENSTINE : D -- Doctor, do you have any idea why they put

this in the contract?

MCLEMORE: Well, like I said a lot of us do not agree with
this being in there. I mean one of things about -- to me, having somebody
like another consultant take a look at their work, you know, I’'m not perfect.

I may —-- my interpretation may not be right. They may have a -- you know,
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they may have something else. You know to me, I think it -- it’s helpful.

And I -- I can tell you, the -- the state wasn’t the -- the state system

wasn’t the only one that tried this. When I was from Iowa under that cha --

chief, she also tried to ins -- institute something like this, and it -- I,
you know, it -- it kind of goes back to appearances.

BRIDENSTINE: What do you mean?

MCLEMORE : Or in -- you know, like in-fighting. That

never looks good.

BRIDENSTINE: All right. 1Is there anything else --

MCLEMORE : And that -- that’s my own opinion, you know,
like I said I -- I'm not in their heads. So, I don’t know, you know, why --
why this -- this comes up, but that -- that would be my -- that would be my

opinion as to why this was put in there.

BRIDENSTINE: And I understand why that might affect your

consulting work if you are consulting in cases but is it ever the case where

you are reviewing someone else’s work as a pathologist like an autopsy

situation just in general, I’'m just trying to think of circumstances where,

you know, maybe in a criminal case, one local ME makes some sort of finding

and then someone else from the state takes a look at it. Does that ever
happen?
MCLEMORE: Yes. That’s happens all the time.
BRIDENSTINE: So, 1in that scenario, the second medical

examiner or pathologist who is looking at the first person’s findings, is

precluded from testifying against that person?

MCLEMORE: Because we’re a system. And -- and here’s the
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big switch. We’re not -- you know, for 30 years before, you know, this last
decade, or 20 -- 25 years before this last decade, we were kind of four
separate fiefdoms. So, yeah, that might have happened more, but, you know,
technically we are supposed to be a -- somewhat of a state system. So, what
usually happens is our reports are reviewed by pathologists at the state
office. If there is a disagreement, then it’s -- we don’t take it to court,
it -- it’s basically consultation on the phone saying, oh, how -- you know,
how did you come to these conclusions. And it’s basically a discussion. So,
it’s kind of a QA -- you know, QA/QC type of situation. ©Not a litigation
one.

BRIDENSTINE: Okay. So, if I'm understanding you correctly,
somebody reviewed Dr. Hall’s autopsy report at the state level?

MCLEMORE : I would -- I would assume so, but don’t --

don’t quote me on that because I don’t know if they had the same system of --

of -- back then. O0Oh, yeah, they did. This is 20 -- they had to of. So,
somebody probably did review his -- his report.

BRIDENSTINE: So is that a forensic pathologist employed by
the state?

MCLEMORE : I think so. ©Now, again, I don’t know all the
ins and outs of it back in 2020 -- when was that?

BRIDENSTINE: 2011.

MCLEMORE : 2011, and frankly I just got here. You know, I

came here in 2010.

BRIDENSTINE: Okay.

TANNER: And I'm sorry. Just to make sure I'm clear.
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When they’re doing a review, they’re doing a paper review of what’s been

written in the paper autopsy?

BRIDENSTINE: It’s -—- it’s a paper review.

TANNER: Yeah. Nobody’s going like what you just d

for us, which is pulling tissue slides, cutting off the samples, looking

under the microscope and seeing if they see the same thing? It’s litera

like I read the paper.

MCLEMORE : It -- it -- the way it is right now, yes,

they’ re just reading the paper.

TANNER: Okay. Got it.

BRIDENSTINE: And do you know is -- is the intent in tha

scenario just to make sure that whatever someone is saying makes logical

sense?

MCLEMORE : It’'s -- yeah. I -- I -- yeah, I would say
overall that is -- I mean it’s part of the QA, you know. They’re catchi
you know -- they can even, you know, catch misspellings that may alter t
whole mood, if you will, or the meaning, you know. So they -- they are
reading over it, yes. Does this make sense or the -- are the conclusion
logical?

BRIDENSTINE: And do you know, is this something that ha

soon after the report is finalized? Does it happen before it’s finalize
MCLEMORE : So, the way we -- yeah. The -- the report
cannot be made public until it’s gone through a review.
BRIDENSTINE: Okay. And do you -- are you aware of Dr.

Like were you familiar with him before you looked at this case?

id
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MCLEMORE : Yes, I was.

BRIDENSTINE: Did you have any concerns about Dr. Hall as a

medical examiner? Hello?

MCLEMORE : I -- yeah.

BRIDENSTINE: Oh, sorry.

MCLEMORE: I don't -- I don’t know him personally enough.
Um -- all I know is what I have read in the papers and the fallouts for --

because the Boone, you know, the Boone carbon monoxide thing that was in the

papers that was nat -- that was international. That was, you know, in
national papers. So, you know, I -- I have never met him personally.
BRIDENSTINE: Okay. And that Boone case, did that raise any

concerns for you?

MCLEMORE : So, it’s unfortunate. I can see how it

happened, but it’s unfortunate that it happened. It -- that case, in my

opinion, was not so much a marker of he’s a bad forensic pathologist because

he or -- you know, he ordered the appropriate tests, so it’s not -- it wasn’t

a question of whether or not he was capable of forming a hypothesis and doing

the appropriate tests.

BRIDENSTINE: Okay. And is there anything else that you

think we should know that we haven’t gone over yet during this call?

MCLEMORE : No, I think -- I think we covered most
everything.

BRIDENSTINE: All right. I don’t have anything more, but
Beth do you have any -- sorry, you were going to say something Doctor?

MCLEMORE: Yeah. Yeah. I was gonna say, we do have a
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Regional Autopsy Center meeting this Friday, and I will ask -- I will ask the
chief medical examiner again and her legal will be there. So, I will ask
them again if they’ve made any determination about this. I would be highly

surprised if they said oh, no, you can’t by the contract. Because to me it

just doesn’t fit in that -- in that wording. But I -- I will ask them Friday

about this again.

TANNER: Yeah. I think that’d be great. And Dr.

McLemore I think you have my contact and Julie’s contact information, so

certainly if they have any questions. And I’ve called you today, I'm

thinking you saw it. That’s my cellphone number. My personal cellphone

number. We can certainly explain kind of who we are as an agency and that

kind of thing, but I think that would be great. And I don’t have any other

questions and I think what we would like to do is sort of talk amongst

ourselves based on what we found and then kind of touch back with you.

MCLEMORE: Okay. I’11 let you know what they say on -- right
after the meeting. I -- like I said, I would be shocked if they interpreted
that to mean, oh this fits in this and you can’t do it. To me it just

doesn’t fit, but --

TANNER: Okay.
BRIDENSTINE: I'm sorry. I did have one quick question and
it’s just about Dr. Hudson because we’re gonna talk with him too. Do you

have any questions for him that you think should be answered?

MCLEMORE : Oh, you know, Dr. Hudson is a relatively new

chief.

BRIDENSTINE : Mm-hmm.
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MCLEMORE: And relatively new in this position. I’ve

talked to him on the phone. He’s -- he’s taken our fellows the last two y --

you know, the last two years anyway. He’s taken our fellows for a tour of

the lab and talked to them about toxicology, but that’s about the extent that

I know of him.

BRIDENSTINE: Mm-hmm.
MCLEMORE : Like I said, the one thing that I -- you know -
- the one thing that I -- crossed my mind that he may not know because he

wasn’t here, is, you know, oh, well I’'m not sure this alcohol is real or not

and here’s why because at the time this is what we were doing.

BRIDENSTINE: Okay.

MCLEMORE: And it wasn’t uncommon for us to get low level

alcohols back because they sat in a hot carrier getting transported or

whatever or it literally -- it wasn’t also uncommon for us to get notes back

from toxicology basically saying there’s leakage or seepage because the liver

build up enough gas it popped the 1id off. So -- and that -- those problems

actually became almost nonexistent when we went to overnight -- using FedEx.

So, he may not know that that was the situation back in 2011.

BRIDENSTINE: Okay. All right. That’s it. That’s all I
have.

MCLEMORE : Okay.

BRIDENSTINE: All right.

TANNER: Thank you so much. Thank you for your time.

MCLEMORE: Sure. I -- and I'm sorry about as far as any

confusion with the contract and literally as I was talking to Julie that
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popped into my head and I will -- I will try to get that clarified as soon as

possible.

TANNER: Awesome. Thank you so much. We really

appreciate it.

BRIDENSTINE: All right. Thanks, Dr. McLemore.
MCLEMORE : Sure.

TANNER: All right. Bye-bye.

MCLEMORE : Okay. Bye.

BRIDENSTINE: Bye.

*** OFF THE RECORD ***
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and Human Services shall affix his/her signature hereto and this document and all provisions of this Request for Quote along with
the Vendor response and the written results of any negofiations shall then constitute the written agreement bebween the parties. A
copy of this e will be to .

Dy &cceptanc forwarded to the successful Vendor(s) 07/08/21 | 8:50 PM EDT

{Authorized Representativ of?he% e mﬂmnmmnmnmmmmmmmmy
WM 7. B«vfm{%p
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PURPOSE AND BACKGROUND

The purpose of this Request for Quote (RFQ) is to establish an Agency Specific Term Confract with a Vendor to provide
Medical Examiner Services in North Carolina through professional staff, technical staff and suitable facilities for death
investigations and autopsies. The quantity of services is undetermined, and no quantities are guaranteed. An estimated
quantily based on past history or other means may be used as a guide but shall not be a representation by the State of
any anticipated work volume under any confract made pursuant to this RFQ.

Pursuant to N.C_.G.S. 130A-383, any death resulting from sudden, unnatural, viclent, or suspicious causes; occurring in
a jail, a prison or a state operated facility; or unattended by a physician must be reported {0 a county Medical Examiner
{ME). County Medical Examiners, appointed by the Chief Medical Examiner, investigate the circumstances surrounding
the death and certify the cause and manner of death. If the Medical Examiner decides that an autopsy is needed, the
Chief Medical Examiner or a pathologist designated by the Chief Medical Examiner conducts the autopsy examination.

North Carolina General Statute 130A-377 authorizes establishing district or regional offices to provide appropriate
personnel and facilities for postmortem medical-legal examinations. Appropriate personnel would include board-certified
forensic pathologists who conduct inspections and autopsy examinations, file death certificates, confer with and advise
county medical examiners and law enforcement officers in medical-legal death investigation matters, and communicate
with the decedents’ families. Appropriate facilities would be staffed with the necessary technical, investigative and
adminisirative support staff capable of providing 24 hours/day, seven daysiweek support of the death investigation
system, including storage of bodies awaiting examination.

Quotes shall be submitied in accordance with the terms and conditions of this RFQ and any addenda issued hereto.

1.0 GENERAL INFORMATION

2.1 REQUEST FOR QUOTE DOCUMENT

The RFQ is comprised of the base RFQ document, any attachments, and any addenda released before Contract award.
All attachments and addenda released for this RFQ in advance of any Contract award are incorporated herein by
reference. Vendor may attach its quote fo this RFQ for submission; however, any and all additional, modified or
confiicting terms and conditions submitted on or with Vendor's quote shall be disregarded and shall not be considered a
part of any contract arising from this RFQ. Any attempt to delete or avoid the force of the previous sentence shall render
Vendor's quote invalid, and it shall not be considered.

2.2 E-PROCUREMENT SOLICITATION

ATTENTION: This is NOT an E-Procurement solicitation. Paragraph #17 of Attachment D: North Carclina General
Contract Terms and Conditions, paragraphs (b) and (c), do not apply to this solicitation.

2.3 MAILING INSTRUCTIONS

Instructions: Quotes, subject to the conditions made a part hereof and the receipt requirements described below, shall
be received at the address indicated in the tabie below for furnishing and delivering those items as described herein.

Offer must be submitted on the forms provided herem and Vendor must return all the pages of this solicitation with sts
offer as provided in Section 2.4. below. The subject line of the e-mail should read RFQ #30-21439 - Medical Examiner
Services.

if confidential and proprietary information is included in the quote, also submit one {1} signed, REDACTED copy of the
offer to Marsha K. Harrington at Marsha.Harrington@dhhs.nc.gov. Such information may include trade secrets defined
by N.C. Gen. Stat. §66-152 and other information exempted from the Public Records Act pursuant fo N.C. Gen. Stat.
§132-1.2. Vendor may designate information, Products, Services or appropriate portions of its response as confidential,
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consistent with and fo the exient permitied under the Statutes and Rules set forth above. By so redacting any page, or
portion of a page, the Vendor warrants that it has formed a good faith opinion, having received such necessary or proper
review by counsel and other knowiedgeable advisors, that the portions determined to be confidential and proprietary and
redacted as such, meet the requirements of the Rules and Statutes set forth above. However, under no circumstances
shall price information be designated as confidential.

It is the responsibility of the Vendor to defiver the offer in this office by the specified time and date of opening.
Prices and any other entry made hereon by the Vendor shall be considered firm and not subject to change.

The maximum size limit for e-mails, including the header, content, and attachments may not exceed 25MB. [f the
quote is expected to exceed this size limit, submit separate e-mails and label “1 of X", “2 of X", etc. or as otherwise
appropriate.

2.4 QUOTE CONTENTS

Vendor shall populate all attachments of this RFQ that require the Vendor fo provide information and include an
authorized signature where reguested, as outlined below. Vendor Responses shall include the following items and they
should be arranged in the following order:

a) Completed and signed version of EXECUTION PAGE, along with the body of the RFQ, and signed receipt pages of
any addenda released in conjunction with this RFQ.

b) Compileted version of ATTACHMENT A: PRICING FORM

¢} Completed version of ATTACHMENT B: LOCATION OF WORKERS UTILIZED BY VENDOR
d) Completed version of ATTACHMENT C: INSTRUCTIONS TO VENDORS

e} ATTACHMENT D: NORTH CAROLINA GENERAL CONTRACT TERMS AND CONDITIONS
f) ATTACHMENT E: ADDITIONAL CONTRACT TERMS AND CONDITIONS

g) ATTACHMENT F: SUPPLEMENTAL VENDOR INFORMATION

h) ATTACHMENT G: DATA PROTECTION

iy ATTACHMENT H: CERTIFICATION OF FINANCIAL CONDITION

2.5 DEFINITIONS, ACRONYMS, AND ABBREVIATIONS
a) BUYER: The employee of the State or Other Eligible Entity that places an order with the Vendor.

b) CONTRACT ADMINISTRATOR: Representative of the Department of Health and Human Services who
corresponds with potential Vendors in order to identify and contract with that Vendor providing the greatest benefit
to the State and who will administer the contract for the State.

¢} DHHS: Neorth Carolina Depariment of Health and Human Services
d) DPH/DIVISION: Division of Public Health

e) E-PROCUREMENT SERVICES: The program, system, and associated services through which the State conducts
elecironic procurement.

f) HIPAA: Health Insurance Portability and Accountability Act
g) MEIS: Medical Examiner Information System

h) OCME: Office of the Chief Medical Examiner

i) RFQ: Request for Quote.

j) SERVICES: The tasks and duties undertaken by the Vendor to fulfill the requirements and specifications of this
solicitation.
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k) STATE AGENCY: Any of the more than 400 sub-units within the executive branch of the State, inciuding its
depariments, boards, commissions, institutions of higher education and other institutions.

1) THE CONTRACT: A contract resulting form or arising out of Vendor(s) responses to this solicitation.

m) VENDOR: Supplier, bidder, proposer, company, firm, corporation, partnership, individual or other entity submitting
a response to a Request for Quote.

2.6 NOTICE TO VENDORS REGARDING TERMS AND CONDITIONS

It shall be the Vendor's responsibility to read the Instructions, the State’s terms and conditions, all relevant exhibits and
attachments, and any other components made a part of this RFQ, and comply with all requirements and specifications
herein. Vendors also are responsible for obtaining and complying with all Addenda and other changes that may be issued
in connection with this RFQ.

If Vendors have questions, issues, or exceptions regarding any term, condition, instruction or other component within
this RFQ, those shalf be submitted as questions to the Agency prior to submission of a Quote. If the State determines
that any changes will be made as a result of the points raised, then such decisions will be communicated in the form of
an addendum. Other than through this process, and subject to the provisions of section 2.1, the State rejects and shall
not be required to evaluate or consider any additional or modified terms and conditions or Instructions to Vendor
submitted with Vendor's response. This applies to any language appearing in or attached to the document as part of the
Vendor’s response that purports fo vary any terms and conditions or Vendors’ instructions herein or to render the quote
non-binding or subject to further negotiation. Vendor's response to this RFQ shall constitute a firm offer. By execution
and delivery of a response to this RFQ, Vendor agrees that any additional or modified terms and conditions,
including Instructions to Vendors, whether submitied purposely or inadvertently, or any purported condition to
the offer shail have no force or effect, and will be disregarded. Noncompliance with, or any attempt to alter or
delete, this paragraph shall constitute sufficient grounds to reject Vendor's Quote.

2.0 METHOD OF AWARD AND QUOTE EVALUATION PROCESS

3.1 METHOD OF AWARD

Contracts will be awarded in accordance with G.S. 143-52 and the evaluation criteria set out in this solicitation.
Prospective Vendors shall not be discriminated against on the basis of any prohibited grounds as defined by Federal
and State law.

The State may obtain quotes from one or more potential Vendors. All quotes will be evaluated and award will be
based on lowest responsive quote meeting specifications.

3.2 PERFORMANCE QUTSIDE THE UNITED STATES

Vendor shall complete ATTACHMENT B: LOCATION OF WORKERS UTILIZED BY VENDOR. In addition to any other
evaiuation criteria identified in this RFQ, the State may, for purposes of evaluating proposed or aciual confract
performance outside of the United States, also consider how that performance may affect the following factors to ensure
that any award will be in the best interest of the State:

a) Total cost io the State

b} Level of quality provided by the Vendor

¢} Process and performance capability across multiple jurisdictions

d) Protection of the State’s information and intellectual property

e) Availability of pertinent skills

f) Ability to understand the State’s business requirements and internal operational culture
g) Particular risk factors such as the security of the State’s information technology

h) Relations with citizens and employees

i) Contract enforcement jurisdictional issues
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3.3 QUOTE EVALUATION PROCESS

a) Quotes are requested for the ilems as specified, or item(s) equivalent in design, function and performance. The
State reserves the right to reject any quote on the basis of fit, form and function as well as cost.

b) The State shall review the responses to this RFQ to confirm that they meet the specifications and requirements. The
State reserves the right to waive any minor informality or technicality.

c) For all responses that pass the iniiial review process, the State will review and assess the Vendors™ pricing. The
State may request additional formal responses or submissions from any or all Vendors for the purpose of clarification
or to amplify the materials presented in any part of the quote. Vendors are cautioned, however, that the State is not
required fo request clarification, and often does not. Therefore, all quoies should be complete and reflect the most
favorable terms available from the Vendor. Prices quoted cannot be altered or modified as part of a clarification.

d) Quotes will be evaluated, based on the award criteria identified in Section 3.1 METHOD OF AWARD.

Award of a Contract io one Vendor does not mean that the other quotes lacked merit, but that, all factors considered, ‘
the selected quote was deemed most advantageous and represented the best value to the State.

Vendors are cautioned that this is a request for quote, not a request or an offer to contract, and the State reserves the
unqualified right to reject any and all offers at any time if such rejection is deemed to be in the best interest of the State.

CONFIDENTIALITY DURING PROCESS: During the evaluation period and prior to award, all information conceming
the quote and evaluation is confidential, and possession of the quotes and accompanying information is limited to
personnel of the issuing agency and any third parties involved in this procurement process, and to the committee
responsible for participating in the evaluation. Any attempt on behalf of a Vendor to gain such confidential information,
or to influence the evaluation process (e.g., contact anyone involved in the evaluation, criticize another Vendor, offer any
benefit or information not contained in the quote) in any way is a violation of North Carolina purchasing law and
regulations and shall constitute sufficient grounds for disqualification of Vendor's offer from further evaluation or
consideration in the discretion of the State.

3.4 INTERPRETATION OF TERMS AND PHRASES

This Request for Quote serves two functions: (1) to advise potential VVendors of the parameters of the solution being
sought by the Department; and (2) to provide (fogether with other specified documents) the terms of the Coniract
resulting from this procurement. As such, all terms in the Request for Quote shall be enforceable as confract terms in
accordance with the General Contract Terms and Conditions. The use of phrases such as “shall,” “must,” and
“requirements” are intended to create enforceable coniract conditions. In determining whether quotes shouid be
evaluated or rejected, the Department will take into consideration the degree to which Vendors have proposed or failed
to propose solutions that will satisfy the Depariment's needs as described in the Request for Quote. Except as
specifically stated herein, no one requirement shall automatically disqualify a Vendor from consideration. However,
failure to comply with any single requirement may resuk in the Department exercising its discretion to reject a quote in
its entirety.

4.0 REQUIREMENTS

This Section lists the requirements related to this RFQ. By submitfing a quote, the Vendor agrees to meet all stated
requirements in this Section as well as any other specifications, requirements and terms and conditions stated in this
RFQ. If Vendor is unclear or has any question about the specifications, requirements and terms and conditions herein,
it is urged and cautioned to confact the issuing agency Confract Lead as specified in this RFQ.

4.1 CONTRACT TERM

The Contract shall have an initial term of one (1) year, beginning June 1, 2021 {the “Effective Date”) and
terminating on May 31, 2022.
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At the end of the Contract’s current term, the State shall have the option, in its sole discretion, to renew the Confract on
the same terms and conditions for up to a fotal of two {2) additional one (1) year terms. The State will give the Vendor
written nofice of its intent whether to exercise each option no later than thirty (60) days before the end of the Confract’s
then-current term. In addition, the State reserves the right to extend a contract term for a period of up to 180 days in 90-
day-or-less increments.

4.2 PRICING

Quote price shall constitute the total cost to the State for providing the services described herein. Vendor shall not invoice
for any amounts not specifically allowed for in this Quote.

4.3 INVOICES

Vendor shall invoice the Agency monthly. The Vendor shall submit to the Division Contract Administrator, Nikki Marshall,
a monthly inveice, for services rendered the previous month, by the 10" of the following month. Invoices shall be
submitted via email to Nikii.Marshali@dhhs.ne.goy and include detailed line-item information to allow Division
Contract Administrator to verify services rendered and pricing match Division records. At a minimum, the
fellowing fields shall be included on all invoices:

Vendor's Billing Address, NC Confract Number, Date of Invoice, Unit Price and Extended Price.

The final invoice must be submitted no later than June 10" of the current state fiscal year which runs July 1% through
June 30

4.4 FINANCIAL STABILITY

Each Vendor shall certify it is financially stable by completing the ATTACHMENT H: CERTIFICATION OF FINANCIAL
CONDITION. The State is requiring this certification to minimize potential performance issues from Confracting with 2
Vendor that is financially unstable. This Cerlification shall be deemed continuing, and from the date of the Ceriification
to the expiration of the Contract, the Vendor shall notify the State within thirty (30) days of any occurrence or condition
that materially aiters the fruth of any statement made in this Certification.

4.5 PAYMENTS

Prior fo payment of funds, Vendor shall submit a monthly autopsy log detailing autopsies performed as outlined in Section
6.2 '

The Division will issue payment to the Vendor the statutory fixed cost rates of either $1,050 as the State's portion when
the subject of the autopsy becomes deceased in their county of residence or $2,800 as payment in full when the subject
of the autopsy becomes deceased within the state outside their county of residence, in accordance with N.C.G.S. 130A-
389(a}. For instances of shared compensation responsibilities between the County of Residence and the State, the
Division will issue payment to the Vendor the State’s portion {$1,050) of the fixed cost autopsy fee upon receipt of the
CER. For the remaining fees, the portion attributed to the county of residence the Division will attempt to ensure Vendor
is paid an amount equal to the statutory fixed cost rates for each autopsy by either billing the appropriate county and
directing it to pay the Vendor or inifiating payment by the state pursuant to N.C.G.S. 130A-389(a) upon accepting a
completed autopsy report.

4.6 PERSONNEL

Vendor shall not substitute key personnel assigned to the performance of this Contract without prior written approval by
the Conftract Lead. Vendor shall notify the Contract Lead of any desired substitution, including the name(s) and
references of Vendor's recommended substitute personnel. The State will approve or disapprove the requested
substitution in a timely manner. The State may, in its sole discretion, terminate the Services of any person providing
Services under this Contract. Upon such termination, the State may request acceptable substitute personnel or
terminate the contract Services provided by such personnel.
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4.7 SUBCONTRACTING

The Vendor shall not subcontract any of the work contemplated under this contract without prior written approval from
the Division. Any approved subconiract shaill be subject to all terms and conditions of The Contract. Only the
subcontractors specified in the contract documents are o be considered approved upon award of the contract. The
State shall not be obligated to pay for any work performed by any unapproved subcontractor. The Vendor shall be
responsible for the performance of all of its subcontractors.

5.0 SCOPE OF WORK

5.1 PERFORMANCE REQUIREMENTS
The Vendor shall:

1.

Serve as the Regional Medical Examiner Center for up to 33 designated counties in westermn North Carolina, advising
local medical examiners who conduct medical-legal death invesfigations;

On an annual basis, perform up to 1,399 medico-legal autopsies {recognizing such number is not inclusive of mass
casualty, disaster or other emergencies as discussed in the prior Section) that are advisable and in the public interest
for the designated counties. Payment for these aulopsies shall be in the amount and method as set forth and
statutorily defined in N.C.G.S. 130A-389(a);

Maintain a professional staff of at least (3) three full-time, board-certified Forensic Pathologists;

Maintain sufficient investigative and technical staff for 24 hours/day, seven days/week support and backup coverage
for advising local medical examiners in all 33 counties in the region;

Assure that autopsy examinations and inspections are scheduled and completed in a timely and efficient manner,
generally within two to three calendar days;

Submit toxicology samples to the Office of Chief Medical Examiner (OCME) with a complete history and appropriate
orders for analysis;

Complete/submit autopsy reporis in entirety, to include a statement of the cause of death;

8. Certify and file the supplemental death certificate for ail pending death certificates for all drug-related fatalities from

10.

1.
12.

13.

14.

13.

16.

Buncombe and Henderson Counties performed at the facility;
Submit a copy of the supplemental death cerfificate along with the autopsy report;
Submit monthly autopsy data report(s). Data elements will be defined in advance by the Chief Medical Examiner;

Submit a monthly log of the number of autopsies performed, the decedent’s name and the date of service;

Confer with local medical examiners and the OCME to assess opportunities to contribute to the Mass Fatality incident

plans in the event of a natural or man-made disaster in the designated counties to effectively integrate the functions
of the Vendor and OCME;

Secure at Vendor's cost a suitable facility in the designated catchment area capable of storing and examining
decomposed remains and managing multiple Tatality incidents;

Deploy professional and technical staff as surge capacity at another regional medical examiner center as needed in
the event of a muitiple fatality incident, as directed by the Chief Medical Examiner, with expenses for such
deployment to be submitted to OCME for consideration as socn as practicable thereafter;

Upon request, provide information and communication to family members of the deceased, law enforcement officials
and cther branches of the judicial system;

Ensure that any pathologist employed by Vendor does not enter into any contract, or accept any additional
employment, to act as an expert witness in opposition to the OCME. This includes publishing a report for litigation
and/or offering testimony that conflicts with the report or testimony of (i) a professional staff member of the OCME,
(ii} another pathologist under contract with OCME, or (iii} another local medical examiner in the North Carolina
Medical Examiner System;
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17. Testify in court and depositions conceming cause of death findings for autopsies performed by Vendor's pathologists
at this location;

18. Work collaboratively with the OCME to fully utilize the new medical examiner information system (MEIS) and manage
integration of the system into daily operation in compliance with OCME guidance and direction; and

19. Designate iwo (2) “super users” (one primary, one secondary) to serve as liaisons with the OCME regarding
operation and support of the new MEIS. Liaisons shall oversee and manage access rights of Vendor's staff with the
MEIS in coordination with the OCME Operations Manager. Liaisons shall also serve as key points of contact for ali
sysiems related training and will service in a train-the-frainer capacity, as necessary.

5.2 PERFORMANCE AREA

The Vendor will provide services to the following North Carolina Counfies under this contract: Alexander, Alleghany,
Ashe, Avery, Buncombe, Burke, Caldwell, Catawba, Cherokee, Clay, Davidson, Davie, Forsyth, Graham, Haywood,
Henderson, Iredell, Jackson, Lincoln, Macon, Madison, McDowell, Mitchell, Polk, Rutherford, Stokes, Sumry, Swain,
Transylvania, Watauga, Wilkes, Yancy, Yadkin.

The Vendor may on occasion be asked by Division or Regional Medical Examiners to provide services to other counties.
Such requests are hereby anticipated and authorized for Vendor's performance under this Scope of Work.

5.3 PERFORMANCE STANDARDS
The Vendor shail:

1. Maintain regional presence in Western North Carolina so bodies can be examined locally;
Conduct medico-legal autopsies in accordance with established OCME guidelines;
Complete autopsy reports within 180 calendar days per 10A N.C.AC. 44. 0202;

Submit monthly data reports to the OCME Epidemioclogist via electronic mail; and

Submit a hard copy of the monthly autopsy log with the comresponding monthly invoice to the Office of the Chief
Medical Examiner.

o b owb

5.4 PERFORMANCE MONITORING/QUALITY ASSURANCE PLAN
This contract will be monitored according to the following plan:

1. The Chief Medical Examiner and OCME staff will menitor the Vendor's performance by conducting peer reviews
of medical examiner autopsy and investigation reports fo assure that the content and conclusions meet OCME
requirements and forensic pathology best practice standards;

2. The Chief Medical Examiner and OCME staff will monitor the Vendor's performance by reviewing concems raised
by family members of the deceased, local medical examiners, funeral homes, transportation service providers,
law enforcement officials and atiorneys; and

3. The Chief Medical Examiner will consult directly with Vendor's pathologists when the peer reviews reveal
instances where report content and conclusions do not meet program and professional standards.

5.5 ACCEPTANCE OF WORK

Iin the event acceptance criteria for any Services, work or other deliverables is not described herein or in confract
documents or work orders hereunder, the State shall have the obligation to notify Vendor, in writing ten (10) calendar
days foliowing completion of such Services, work or other deliverable described in the Contract that it is not acceptable.
The notice shall specify in reasonable detail the reason(s) it is unacceptable. Acceptance by the State shall not be
unreasonably withheld; but may be conditioned or delaysd as required for reasonable review, evaluation, installation or
testing, as applicable of the Services, work or other deliverable. Final acceptance is expressly conditioned upon
completion of all applicable assessment procedures. Should the worlk or deliverables fail to meet any requirements,
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acceptance criteria or otherwise fail to conform to the contract, the State may exercise any and all rights hereunder,
including, for deliverables, such rights provided by the Uniform Commercial Code as adopted in North Carolina.

5.6 TRANSITION ASSISTANCE

If this Contract is not renewed at the end of this term, or is canceled prior to its expiration, for any reason, Vendor shall
provide, at the option of the State, up to three (3) months afier such end date all such reasonable transition assistance
requested by the State, to allow for the expired or canceled portion of the Services to continue without interruption or
adverse effect, and to facilitate the orderly transfer of such Services to the State or its designees. If the State exercises
this option, the Parties agree that such transition assistance shall be deemed to be governed by the terms and conditions
of this Contract (notwithstanding this expiration or canceliation), except for those Contract terms or conditions that do
not reasonably apply to such transition assistance. The State shall pay Vendor for any resources utilized in performing
such transition assistance at the most current rates provided by the Contract for performance of the Services or other
resources utilized.

5.7 VENDOR'S REPRESENTATION

a) Vendor warranis that qualified personnel shall provide all services that may be required under The Contract in a
professional manner. “Professional manner” means that the personnel performing the services shall possess the
skill and competence consistent with at least the prevailing business standards in the industry. Vendor agrees that
it shall not enter any agreement with a third party that may abridge any rights of the State under The Contract.
Vendor shall serve as the prime confractor under The Contract and shall be responsible for the performance and
payment of all subcontractor(s) that may be approved by the State. Names of any third-party Vendors or
subcontractors of Vendor may appear for purposes of convenience in Contract documents; and shall not limit
Vendor's obligations hereunder.

b) If any goods, services, functions, or responsibiliies not specifically described in The Contract are required for
Vendor's proper performance, provision and delivery of the goods and services under The Contract, or are an
inherent part of or necessary sub-requirement included within such goods and services, they will be deemed to be
implied by and included within the scope of the confract to the same extent and in the same manner as if specifically
described in the contract. Unless otherwise expressly provided herein, Vendor will furnish all of its own necessary
management, supervision, labor, facilities, fumniture, computer and telecommunications equipment, sofiware,
supplies and materials necessary for the Vendor to provide and deliver the goods and services.

¢) Vendor warrants that it has the financial capacity to perform and to continue perform its obligations under the
confract; that Vendor has no constructive or actual knowledge of an actual or potential legal proceeding being
brought against Vendor that could materially adversely affect performance of The Contract; and that entering into
The Contract is not prohibited by any contract, or an order by any court of competent jurisdiction.

6.0 CONTRACT ADMINISTRATION

6.1 PROJECT MANAGER AND CUSTOMER SERVICE

The Vendor shall designate and make available to the State a single point of contact for contract related issues and
issues concerning performance, progress review, scheduling and any service required.

6.2 MONTHLY STATUS REPORTS

The Vendor shall provide the following Performance Management Reports to the designated Division Confract
Administrator on a monthly basis. These reports shall include, at a minimum, information concerning the work
accomplished during the reporting period (e.g., number of autopsies performed); work to be accomplished during the
subsequent reporting period; problems, real or anticipated, and notification of any significant deviation from previously
agreed upon work plans and schedules. These reports shall be well organized and easy to read. The Vendor shall
submit these reports electronically using Microsoft Excel and, as needed, either Microsoft PowerPoint or Microsoft Word.
The Vendor shall submit the reports in a timely manner and on a regular schedule as agreed by the parties.
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Within fifieen (15) business days of the award of the Confract the Vendor shall submit a final work plan and a sample
report, both to the designated Division Contract Administrator for approval.

6.2 DISPUTE RESOLUTION

The parties agree that it is in their mutual interest to resolve disputes informally. A claim by the Vendor shzll be submitted
in writing to the State’s Contract Lead for resolution. A claim by the State shall be submitted in writing o the Vendor's
Project Manager for resolution. The Parlies shall negofiate in good faith and use all reasonable efforts to resolve such
dispute(s). During the time the Parties are attempting to resolve any dispute, each shall proceed diligentiy to perform
their respective duties and responsibilities under The Contract. If a dispute cannot be resolved between the Parties
within thirty (30) days after delivery of nofice, either Party may elect to exercise any other remedies available under The
Contract, or at law. This term shall not constitute an agreement by either party to mediate or arbitrate any dispute.

6.4 CONTRACT CHANGES

Contract changes, if any, over the life of the coniract shall be implemented by contract amendments agreed to in Writing
by the State and the Vendor.

Attachments to this RFQ begin on the next page.
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Bload Concentrations, A single oral dose of a 30 mg immediate-release morphine tablet given to
healthy adults resulted in peak plasma concentrations averaging 24 pg/L for morphine at 0.8 hours, 94
ug/L for morphine-6-glucuronide (an active metabolite) at 1.6 hours and 481 pg/L. for morphine-3-
glucuronide at 1.4 hours. The same volunteers given a single oral 60 mg dose of a modified-release
capsule exhibited peak plasma levels for these 3 species averaging 16, 81 and 456 ug/L, respectively,
at 7.9, 9.3 and 9.7 hours (Bochner et al.,, 1999), The apparent morphine elimination half-life for the
modified-release preparation used in the above study (Kapanol) was estimated at 15-16 hours
(Broomhead et al,, 1997), but other sustained-release oral preparations such as Oramorph were found
to exhibit half-lives as short as 3.2 hours (Drake et al., 1996). The oral bioavailability of morphine
ranges from 15-64% and averages 38%; a 2030 mg oral dose in adult terminal cancer patients was
sufficient to maintain serum morphine levels above 20 ug/L (considered to be analgesic) for 4-6 hours
in most patients (Sawe et al., 1981). In adult cancer patients receiving 15 mg immediate-release oral
doses every 6 hours (60 mg/day) for 5 days, steady-state plasma concentrations averaged 14 pg/L
morphine, 77 pg/L” morphine-6-glucuronide and 515 pg/L morphine-3-glucuronide (Hasselstrom et al.,
1991). Adult cancer patients titrated to achieve pain relief with 60180 mg daily of sustained-release
mcrphin‘é"ﬁﬁﬂ"mﬁ?um concentrations averaging 19,.118 and 896 pg/lL. for morphine, morphine-6-
glucuronide and moephine-3-glucuronide, respectively (Klepstad et al., 2000). Adult cancer patients
receiving an average daily oral sustained-release morphine dose of 170 mg (range, 10-1400) had
average plasma levels at 1-2 hours post-dose of 36 pg/L. (range, 2.9-320) for morphine, 349 pg/l.
{range, 14-3644) for morphine-6-glicuronide and 1712 ug/L. {range 86-15,360) for morphine-3-glucu-
ronide (Holthe et al., 2002).

Intramuscular injection of 10 mg/70 kg in 11 adult surgical patients resulted in an average peak
serum level of 70 ug/L, at 10-20 minutes after administration, with a decline to 20 pg/L by 4 hours; in
this study it was noted that morphine-3-glucuronide, a metabolite devoid of pharmacologic activity,
appeared in serum within 20 minutes afier administration and exceeded the free morphine concentra-
tion after 2 hours {Berkowitz et al., 1975). The epidural administration of 0.1 mg/kg (7 mg/70 kg) of the
drug to 9 adult surgical patients produced an average maximal serum concentration of 79 pg/L at
10 minutes, declining to less than 10 pg/L by 4 hours; the morphine-3-glucuronide level reached an
average peak of 99 pg/L at 2 hours (Drost et al,, 1986).

Using an assay specific for unconjugated morphine, it was found that a single 0.125 mg/kg (8.75
mg/70 kg) intravenous dose of morphine in 11 heaithy adults produced an average serum morphine
concentration of 437 pg/L at 0.5 minutes, with a rapid early decline to 23 pg/L by 2 hours (Aitkenhead
et al., 1984). Plasma morphine concentrations of 46-83 ug/L. (average, 65) were found necessary to
produce surgical analgesia in pediatric patients (Dahlistrom et al,, 1979). Large doses (55-65 mg) of
morphine given by intravenous infusion to adult surgical patients produced peak plasma concentra-
tions of 8002600 ug/L. with concentrations of 300-500 pg/L still detected after 1.5 hours; this amount
of drug produced profound respiratory depression in all patients and assisted ventilation was re-
quired {Stanski et al., 1976).

The plasma half-life of morphine in adult surgical patients averages 1.8 hours for women and 2.9
hours for men (Rigg et al,, 1978). The half-life is not significantly increased in renal failure patients
(Aitkenhead et al., 1984), but is approximately doubled in cirrhotic subjects (Mazoit et al., 1987). In
neonafes, it averages 6.8 hours (Lynn and Slattery, 1987). The elimination half-life of morphine-6-

glucuronide is similar to that of morphine in patients with normal renal function, but may be prolonged
in renal disease (Peterson et al., 1990).

Metabolism and Excretion. Approximately 5% of a morphine dose is N-demethylated to normorphine,
which is less active than morphine as an analgesic and which probably does not contribute signifi-
cantly to overall pharmacologic effects; normorphine is found as a urinary metabolite in both the free
(1%) and conjugated (4%) forms. The majority of administered morphine is inactivated by conversion
to morphine-3-glucuronide, most of which is excreted in the bile with a portion eventually eliminated
in the feces. However, there is substantial enterchepatic circulation of conjugated and intestinally-
deconjugated morphine, with the result that up to 87% of a morphine dose is eliminated in the 72 hour
urine, with 75% present as morphine-3-glucuronide. Enterohepatic circulation, as well as hepatocyte
secretion into blood, of the glucuronide may account for its presence in plasma, Free morphine in the
wrine accounts for about 10% of the dose, while very small amounts of morphine-6-glucuronide,

Morphine

morphine-3-ethere
Yeh, 1975; Hahn
active metabolite
morphine treatmer
Certain investig
others have showt
and that this is the
1973; Boerner ¢t
chronic pain patie
The following 1
tions of intraveno
causes (Cravey ar

As expected fr
al., 1972), the b
above body distri
metabolite accou
important in the
that unconjugate
forensic cases.

Eating of popj
0.100 and 0.007 1
1982; Fritschiet ¢
Thevis et al., 20(
morphine produc
men (Van Thuyn
pharmaceutieal ¢
sources from int:

Toxigity. Adver
urinary retentio:
tory depression
cognition and r
tions equal to o1
100 mg orally z
more, Three ad
istration, at a ti
glucuronide lev
morphine infus:



Morphine

ine tablet given to
ne at 0.8 hours, 94
‘L. for morphine-3-
a modified-release
ug/L, respectively,
on half-life for the
:d at 1516 hours
unorph were found
bility of morphine
:ancer patients was
esic) for 4-6 hours
1ediate-release oral
averaged 14 pg/L
(Hasselstrom et al.,
f sustained-release
phine, morphine-6-
ult cancer patients
ige, 10-1400) had
orphine, 349 pg/l.
morphine-3-glucu-

n an average peak
1g/L by 4 hours; in
macologic activity,
orphine concentra-
7 mg/70 kg) of the
tion of 79 pg/L at
le tevel reached an

0.125 mp/kg (8.75
1e serum morphine
hours (Aitkenhead
found necessary to
ses (55-65 mg) of
plasma concentra-
hours; this amount
‘entilation was re-

or women and 2.9
nal failure patients
it et al, 1987). In
fe of morphing-6-
: may be prolonged

ed to normorphine,
contribute signifi-
ite in both the free
ated by conversion
antually eliminated
d and intestinally-
ated in the 72 hour

~ well as hepatocyte
2e morphine in the
ine-6-glucuronide,

Aprphine 1059

o -

“ma.3-cthereal sulfate and morphine-3,6-diglucuronide are also present (Boerner et al., 1975;
5035 Hahn et al., 1977; Yeh et al., 1977). There is evidence that morphine-6-glucuronide is an
s metabolite and speculation that it is a significant contributor to analgesia during chronic
e reatment (Hanks et al., 1987; Osborne et al., 1990; van Dorp et al., 2006).

~grasin investigators have suggested that codeine is a minor metabolite of morphine in mian, but
< heve shown that codeine arises as an impurity in commercial morphine to the extent of 0.04%,
a2 this is the source of urinary codeine following morphine administration (Boerner and Abboit,
. Boemer et al,, 1974; Yeh, 1974). Hydromorphone has been identified as a minor metabolite in
“wie pain patients receiving large doses of morphine (Cone et al., 2006),

“z following morphine concentrations were found in a subject who received muitiple administra-
of intravenous morphine during a 48 hour period of hospitalization and who died of traumatic
sepses {Cravey and Reed, 1977):

Morphine Concentrations in a Trauma Patient (mgil. or mg/kag)

Bicod Brain Lung Liver Bile
0.67 0.04 0.21 0.1 0.44

As expected from animal studies on the blood-brain barrier penetration by morphine (Oldendorf et
#h.. 1972), the brain concentration is very low. Since the radioimmunoassay procedure used in the
e body distribution study is 80% cross-reactive with morphine-3-glucuronide, it is likely that this
mekabolite accounts for a portion of the above concentrations. This contribution may be especially
fmporiant in the case of the blood concentration, since the data of Spiehler and Brown (1987) show
%t unconjugated morphine averages just 42% (range, 0-100%) of the total blood morphine level in
forensic cases.

Eating of poppy seed foods has resulted in total morphine and codeine concentrations as high as
%,140 and 0.007 mg/L, respectively, in serum and 4.5 and 0.2 mg/L, respectively, in urine (Bjerver et al,,
982; Fritschi etal., 1985; Hayes et al., 1987; Pettitt et al., 1987; Streumpler, 1987; Zebelman et al., 1987;
Thevis et al., 2003). The drinking of 240 mL of Papaveris fructus herbal teas containing 10-32 mg/L
morphine produced peak urinary total morphine concentrations of 1-7 mg/L at 2-6 hours in 5 healthy
men (Van Thuyne et al., 2003). The analysis of urine for thebaine, present in poppy seeds but not in
sharmaceutical or illicit opiate dosage forms, has been suggested as 2 means of differentiating dietary
sources from intentional drug use (Cassella et al., 1997).

NCH3 NH

HO [¢] OH HO 0 OH
morphine normorphine

hS /

glucuronide and sulfate conjugates

Toxicity. Adverse or toxic effects of morphine usage include pupillary- constriction, constipation,
urinary retention, nausea, vomiting, hypothermia, drowsiness, dizziness, apathy, confusion, respira-
tory depression, hypotension, cold and clammy skin, coma and pulmonary edema. Impairment of
cognition and motor control is demonstrable in heaithy volunteers at plasma morphine concentra-
tions equal to or greater than 0,040 mg/L (Kerr et al,, 1991). Doses greater than 30 mg parenteraily and
100 mg orally are toxic to the nonfolerant adult, and death may occur following doses of 120 mg or
more, Three adult renal failure patients exhibited prolonged respiratory failure after morphine admin-
istration, at a time when plasma morphine concentrations were less than 0.004 mg/L but morphine-6-
glucuronide levels were 0.130-1.171 mg/L (Osborne et al., 1986). Two neonates receiving intravenous
morphine infusions experienced seizures at serum morphine concentrations of 0.061 and 0.090 mg/L
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(Koren et al., 1985). A 46 year old woman developed coma after ingesting at least 5 g of prolonged-
release morphine tablets, but survived with treatment; her plasma concentrations, first measured 60
hours post-ingestion, were 0.62, 6.2 and 11 mg/L for morphine, morphine-3-glucuronide and mor-
phine-6-glucuronide, respectively (Westerling ¢t al., 1998).

Morphine per se is rarely used by addicts in the United States and there is little information on
tissue concentrations to be expected following fatal overdosage. However, the drug is apparently
used more commonly in Europe, and one report of 10 adult fatalities involving the intravenous admin-
istration of morphine, with no other drugs found, presented the following information (Felby et al.,
1974):

Total Mofphine Concentrations in Fatalities (mg/L or mg/kg)

Blood Muscle Liver Urine

Average 07 08 30 52
(Range) (0.2-2.3) (0.1-2.0) (04-18) (14-81)

* By gas chromatography after acid hydrolysis and silylation

Chan et al. (1986) reported the deaths of two men involving oral or inteavenous morphine adminis-
tration, with findings of 0.07-0.35 mg/L. unconjugated morphine in blood and 2.9-7.0 mg/kg total drag
in liver, A man who had been receiving a continuous intrathecal morphine infusion was found dead
after apparently having removed morphine from his infusion pump and injecting himself intrave-
nously; his postmortem unconjugated morphine levels were 0.46 mg/L in peripheral blood and
0.10 mg/L in spinal fluid (Gock et al., 1999).

Morphine may exhibit postmortem redistribution; heart/femoral blood concentration ratios aver-
aged 2.2 (range, 1.0-5.8) in a series of 10 cases (Dalpe-Scott et al., 1995) and 1.2 (range 0.05-2.8) in

another series of 24 deaths (Hepler et al., 2004).
Analysis. The assay of morphine is discussed in the section on heroin.
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Foreword

riminal Poisoning: Clinical and Forensic Perspectives, ed-

ited by Dr. Holstege, Agent Neer, Dr. Saathoff, and Dr. Fur-

bee, is to our knowledge the most comprehensive book

written to date specifically addressing the subject of criminal poison-
ing. This text will provide a valuable resource for any medical or law
enforcement personnel evaluating a potential criminal poisoning.
Historically, criminal poisoning cases have often proved difficult

to diagnose,-investigate, and prosecute. The delivery methods em-
ployed can be markedly sophisticated and subtle. The deviousness
associated with criminal poisonings is manifest in such notorious
cases as the 1982 Chicago Tylenol Cyanide Murders and the 2006
Alexander Litvinenko Polonium-210 Poisoning. The criminals be-
hind such acts may be able to avoid detection for decades and until
caught may even be viewed as model citizens, as exemplified by the
medical serial killer Dr. Harold Shipman, who is estimated to have
murdered some 250 of his patients in the 1980s and 1990s in Brit-
ain. This book is timely not only because of the increased range of
poisons now available for the more “common criminal” contexts and
in family and domestic crimes, but also because the use of poisons
has even extended in recent times to attempts to change high-level
political leadership, exemplified by the 2004 dioxin poisoning of the

current Ukrainian president Viktor Yushchenko.
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This book combines the expertise found
within the fields of law enforcement, toxicology,
and psychiatry to give a unique perspective on
criminal poisoning. All of the four editors have
not only recognized expertise in their respec-
tive fields, but also extensive personal experi-
ence investigating criminal poisoning cases,
and each has worked closely with both medical
and law enforcement systems to bring criminal
poisoners to justice.

The time and resources necessary to medi-
cally detect, formally investigate, and legally
prosecute a criminal poisoning can be substan-
tial. We commend the editors, authors, and
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publisher on the extensive work needeéd to pro-
duce this important book. There is no doubt
that Criminal Poisoning: Clinical and Forensic
Perspectives is a major step forward in assist-
ing our medical and law enforcement personnel
with criminal poisoning cases.

The Lord Alderdice, FRCPsych
Consultant Psychiatrist
House of Lords, London, UK

Honorable Edwin Meese, 111

Former United States Attorney General
' 1985-1988
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Preface

roughout history, poisons and their effects have been well

described. Paracelsus (1493—1541) correctly noted that “All

substances are poisons; there is none which is not a poison.

The right dose differentiates a poison...” As life in the modern era

has become more complex, so has the use of numer(;us poisons by
criminals.

A criminal poisoning occurs when an individual or group of indi-
viduals deliberately attempts to inflict harm on others through the use
of a toxin. Such acts can be performed by an individual woﬂ(ing alone
(e.g., medical murderer Michael J. Swango), by a specific group (e.g.,
Aum Shinrikyo attacks on the Tokyo subway system), or through gov-
ernment sponsorship (e.g., the Soviet-Bulgarian poisoning of Georgi
Markov). Innumerable potential toxins can inflict harm on humans.
Such toxins can include pharmaceuticals, herbals, household prod-
ucts, environmental agents, occupational chemicals, drugs of abuse,
and chemical warfare agents.

The detection and prosecution of criminal poisoning cases has be-
come more challenging. The emergence of the Internet has allowed a
wealth of information on poisoning to become more accessible. That
free flow of information, coupled with the emergence of a host of new
chemicals, has made the job of detecting and prosecuting criminal

poisonings more difficult.
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This book, Criminal Poisoning: Clinical and
Forensic Perspectives, is intended for use by law
enforcement, attorneys, and medical provid-
ers when investigating a criminal poisoning. It
is divided into three sections: 1) Introduction
to Poisoning; 2) Agents Used by Past Poison-
ers; and 3) Specific Classes of Poisoners. The
agents chosen for inclusion were chosen either
because they have been frequently encountered
in past criminal poisonings (e.g., cyanide) or
have been infrequently encountered but have
been recently present in actual prominent cases
{e.g., dioxin} or highlighted in the media due
to the potential concern of use (e.g., sodium
monofluoroacetate).

Each chapter that is dedicated to a specific
toxin is divided into 6 sections: Case, History,
Potential Delivery Methods, Toxicologic Mech-
anisms, Analytical Detection, and the Conclu-
sion. The intention of providing a case at the
beginning of each toxin's chapter is to reinforce
the difficulty in medically diagnosing and legal-
ly evaluating a criminal poisoning. Much can be
learned from past criminal poisonings to both
help detect future poisonings and prevent per-
petuation of errors that can occur during the
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investigation. Many different delivery methods
have been devised by past poisoners, some quite
unique to avoid detection by both the victim
and the investigative team. When considering a
criminal poisoning, the investigative team must
realize that some poisoners have devised sophis-
ticated and unique methods in which to admin-
ister toxins. Because the intention of this book is
not to fully educate the general law enforcement
community and basic medical providers into the
biochemical mechanisms and analytical detec-
tion techniques, these sections were written with
the intent to give a basic overview. This book is
not intended to be a comprehensive resource for
laboratory analysis of criminal poisoning.

This book is written by skilled clinicians en-
gaged in the diagnosis and treatment of poi- .
soned patients and by law enforcement officials
experienced in investigating criminal poison-
ings. This diverse group of professionals brings
unique clinical expertise to each area, many
with past research and publications within their
respective areas. It is the intent of the editors to
provide the reader with unique insight into the
realm of criminal poisoning.
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10 | Drugs of Abuse

Rachel Haroz and Susan Ney

CASE STUDY

n November 28,1953, Frank Olson fell 170 feet to his death

from a 10th floor room in the Statler Hotel in Manhattan,

New York. He was a biochemist, an expert in aerobiology
with the United States Army, and an employee of the Central Intel-
ligence Agency (CIA). At the time, the death was deemed a suicide.!
Twenty-two years later the Rockefeller commission and congressio-
nal hearings revealed that Olson’s death had been preceded 9 days
prior by the surreptitious administration of 70 ug of lysergic acid
diethylamide (LSD) in a glass of Cointreau during a military retreat
at Deep Creek Lodge in Maryland.? Olson developed hallucinations
shortly after ingesting the LSD. Those hallucinations were followed
by depression, paranoia, and ultimately his death.?

Despite congressional hearings, a repeat autopsy 40 years lat-
er, and a subsequent intriguing homicide investigation, the actual
course of Frank Olson’s death is still controversial."* This administra-
tion of LSD was part of an extensive program, Project MK ULTRA,
that was launched on April 13, 1953, by the CIA and was headed

by Dr. Sidney Gottlieb.! The aim was “research and development
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of chemical, biological, and radiological ma-
terials capable of employment in clandestine
operations to control human behavior> Al-
though the project focused largely on LSD, oth-
er drugs such as barbiturates, amphetamines
(including 3,4-methylenedioxymethampheam-
ine), sodium pentothal, alcohol, scopolamine,
marijuana, psilocybin, heroin, and mescaline
were included. These drugs were administered
to civilian and military personnel as well as
thousands of other unwitting participants, gen-
erally without any informed consent or medical
prescreening. For instance, in Operation Mid-
night Climax, prostitutes would lure subjects,
generally businessmen, to safe houses disguised
as bordellos. The men were then administered
LSD and observed behind two-way mirrors.>*

HISTORY
The term “drugs of abuse” is broad and encom-
passes numerous categories of pharmacologic
agents. Several drugs of abuse are discussed in
other chapters within this book. This chapter will
focus on four drugs: benzoylmethylecgonine (co-
caine), methamphetamine, LSD, and 3,4-methyl-
enedioxymethamphetamine (MDMA or ecstasy).
Cocaine, derived from leaves of the Eryth-
roxylum coca plant, has been used by humans
as a stimulant for over 5000 years.” Until the late
19th century, cocaine was generally consumed in
small amounts by chewing leaves and drinking
cocaine-laced wines such as Vin Mariani; thus
harmful side effects were rare. In 1884, Sigmund
Freud declared that cocaine was a miracle drug.
At the same time, Merck increased produc-
tion from less than a pound in 1883 to 158,352
pounds in 1886. Concurrently, chemical advanc-
es allowed for more purified cocaine to be avail-
able, and abuse increased exponentially.® Despite
government efforts, cocaine use continued to
increase and peaked dramatically in the United
States in the 1980s with the spread of crack, a
freebase and cheaper form than the powder.’
Currently, cocaine is a Schedule II drug under
the Controlled Substances Act (CSA) of 1970.
Although cocaine is often associated with
violent crime, intentional criminal poisoning
is not frequently reported. There are, however,
cases of prenatal, infant, and child deaths de-
termined to be homicides. In State v. McKnight,
the South Carolina Supreme Court upheld a rul-
ing that intrauterine fetal demise was caused by

the known ingestion of cocaine by the pregnant
McKnight. Cocaine metabolites were found in
the fetus’s system. The verdict was homicide by
child abuse, with a subsequent 20-year prison
term.® In September of 2000, rescue personnel
found a 10-month-old female infant experienc-
ing ventricular fibrillation and apnea. Despite
initial resuscitation, the infant died. The parents
initially claimed the child had eaten rat poison,
but later admitted that 2 hours before calling for
assistance, the infant’s 2-year-old brother was
found eating crack cocaine and also feeding it
to the infant. Investigators found crack cocaine
throughout the house and in the infant’s crib.
At autopsy, the infant was found to have two
“crack rocks,” 0.3 cm in diameter, in her duo-
denum. The cause of death was determined to
be cocaine poisoning by homicide.” In another
case in West Branch, Michigan, a woman pled
guilty to attempted manslaughter after her in-
fant died from cocaine intoxication caused by
ingestion of the mother’s breast milk." In a dif-
ferent case, syringes with cocaine were found in
a supermarket. One syringe was found piercing
a pear. The pear flesh tested positive for co-
caine, indicating injection. Product tampering
was suspected, but it did not appear that there
were any casualties."

Methamphetamine (MA) is a derivative of
amphetamine. First synthesized by the Ger-
mans and Japanese in the late 19th century, it
became popular during World War II. At that
time, Japan, Germany, and the United States
supplied their military personnel with MA to
increase performance and reduce flight fatigue.
Postwar spread of MA from surplus army sup-
plies led to the “first epidemic” in Japan, and
subsequently MA popularity grew in the west-
ern United States in the 1960s. Production and
distribution at that time were largely controlled
by San Francisco Bay-area motorcycle gangs
but were eventually taken over by Mexican traf-
fickers and spread east.”> MA abuse today is
rampant both in the United States and globally.
With 25 million users, amphetamine ranks sec-
ond after cannabis in prevalence of abuse. Cur-
rently, MA is a Schedule II drug under the CSA.
Deaths related to MA intoxication and violence
are common, but like cocaine, criminal poison-
ing is rare and intentional poisonings have not
been reported. The Supreme Court of Hawaii
recently overturned a manslaughter conviction
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for a woman who smoked MA during the late
stages of pregnancy, causing the death of her
newborn child."?

LSD was first synthesized in 1938 by the
Swiss biochemist Albert Hofmann. He acciden-
tally exposed himself to the drug in 1943, leading
to the first LSD “trip”* A potent hallucinogen
and psychedelic, LSD quickly became popular.
Within medical communities, LSD was believed
to induce a model for psychosis and was used to
further investigate schizophrenia and potential
medications for its treatment.* Other research
focused on LSD as a possible adjunct in psy-
chotherapy. At the same time, Timothy Leary, a
Harvard psychology professor, advocated LSD
use and encouraged people to “Tune in. Turn on.
Drop out’” Despite being outlawed in 1965 and
a subsequent decrease in use, LSD is still widely
available. Naturally occurring lysergic acid can
be found in the fungus Claviceps purpurea, and
in the morning glory plants Rivea corymbosa and
Ipomoea violacea."> LSD is currently a Schedule I
drug under the CSA.

MDMA was first synthesized in 1912 by
Anton Kollisch for Merck as an intermediate
precursor for another chemical. It remained rel-
atively obscure for several decades. In the 1970s,
it gained popularity in psychotherapy, and its use
among youth continued to grow into the 1980s
and 1990s with the rise of the rave culture.'"”
MDMA is currently a Schedule I drug under
the CSA. Criminal poisoning with MDMA is
rare. Recently two teenagers were charged with
homicide after providing a 16-year-old girl with
MDMA and then failing to call emergency ser-
vices when she had an adverse reaction.'®

POTENTIAL DELIVERY METHODS

Cocaine comes in several forms. Coca leaves
are generally chewed but can be steeped into
teas and beverages. Cocaine hydrochloride is a
water-soluble powder and can be injected intra-
venously (Figure 10.1), injected subcutaneously
(“skin popping”; Figure 10.2), as well as absorbed
through mucous membranes by nasal insuffla-
tion and vaginal or rectal administration.”” Two
alkaloid forms, crack and freebase, have lower
melting points and can therefore be smoked
and thus inhaled. In addition, coca paste, or “ba-
zooka, a form of coca leaves, water, sulfuric acid,
and kerosene, is smoked in South America.? Co-
caine hydrochloride is available medically in the

form of a powder and topical solution in various
concentrations as an anesthetic for medical pro-
cedures. It is also mixed into a topical anesthetic
solution with tetracaine and adrenaline (TAC).
Toxicity from mucosal exposure to the solution
has been reported, and toxicity from dermal ex-
posure is certainly possible.?!

FIGURE 10-1 Track marks in an intravenous

drug abuser (See Color Plate 7.)

-

FIGURE 10-2

Skin popping on a hand of a
subcutaneous injecting drug
abuser (See Color Plate 8.)

Methamphetamine hydrochloride is usually
a powder that can be injected intravenously,
smoked, nasally insufflated, or ingested. It may
also come in capsule or tablet form. The crystal
form, or “ice,” is generally smoked. Other, more
novel methods of administration include tran-
srectal administration and “parachuting”” Para-
chuting involves placing the MA in a wrapper
prior to ingestion, thus allowing it to unravel in
the gastrointestinal tract in an attempt to pro-
long the duration of action.”**
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LSD can be found in liquid, powder, gelatin
sheet, or tablet form. It is usually ingested, al-
though reports exist of nasal insufflation, sub-
cutaneous and intravenous injection, smoking,
and conjunctival instillation. The liquid form is
often ingested on sugar cubes or blotter paper
that has been soaked in LSD."

MDMA is generally found in tablet form
(Figure 10.3), but it may appear as a powder or
in capsules. It is usually ingested, but it can be
injected, smoked, or nasally insufflated.*

FIGURE 10-3 MDMA tablets (See Color Plate 9.)

TOXICOLOGIC MECHANISMS
Cocaine exhibits its effects through several
different mechanisms. Peripherally, it blocks
reuptake of catecholamines such as norepineph-
rine, causing stimulation of o and  adrenergic
and dopamine receptors, which then leads to an
increase in sympathomimetic symptoms. In the
central nervous system (CNS), cocaine mainly
acts by blocking dopamine reuptake, leading to
euphoria and CNS stimulation. Cocaine also
blocks sodium channels. In low doses, it acts as
an anesthetic at sensory neurons, and at higher
doses, it may block cardiac conduction, leading
to dysrhythmias.'?*2

Methamphetamine exhibits similar action
to cocaine centrally and peripherally, albeit by
a slightly different mechanism. Methamphet-
amine increases production and release of do-
pamine, blocks reuptake of catecholamines,
inhibits catecholamine breakdown by mono-
amine oxidase, and leads to depletion of dop-
amine and serotonin.?”*

The exact mechanism of action of LSD has
not been elucidated. It appears that LSD may
act as a partial agonist and antagonist of sero-
tonin (5-hydroxytryptamine, or 5-HT).* LSD
may also act as an agonist and antagonist on
postsynaptic dopamine receptors.'®

MDMA is structurally and pharmacologically
similar to methamphetamine. In addition, it acts
as a hallucinogen. It increases release of dop-
amine and serotonin, blocks serotonin reuptake,
and inhibits monoamine oxidase. It also has ac-
tivity at az—adrenergic, M, -muscarinic, and H,
receptors and may exhibit less activity at M,-,
a,-, and B-adrenergic receptors.'%!

CLINICAL EFFECTS

Cocaine and methamphetamine are potent stimu-
lants, and exposure to them leads to a wide variety
of mostly sympathomimetic symptoms. Patients
may present complaining of agitation, confu-
sion, chest pain, dyspnea, palpitations, headache,
abdominal pain, weakness, hallucinations, and
seizures.®® Clinical findings may reveal hyper-
thermia, tachycardia, tachypnea, hypertension,
change in behavior, focal neurologic findings, sei-
zures, mydriasis, diaphoresis, hyperthermia, and
hyperactive bowel sounds.®® Patients may also
present with choreiform movements and, after
methamphetamine use, bruxism.*

Chest pain and dyspnea are common com-
plaints after cocaine exposure but may also be
seen with methamphetamine use.*”** These
symptoms may be due to cardiac ischemia or
infarction, aortic dissection, pneumothorax,
asthma exacerbation, “crack lung and pul-
monary edema (cardiac and noncardiac).?**
Dysrhythmias are more common with cocaine
use due to cocaine’s sodium-channel-blocking
properties; dysrhythmias may manifest as atrial
fibrillation, ventricular fibrillation, ventricular
tachycardia, and torsade de pointes.®

While the cardiovascular effects of cocaine
and methamphetamine are similar, the duration
is different. Symptoms from cocaine use subside
more rapidly, with heart rate and blood pressure
returning to baseline within 30 minutes. Symp-
toms from methamphetamine use may continue
for several hours.?® Abdominal pain secondary
to gastrointestinal ischemia may result in ulcer-
ation, bowel perforation, or ischemic colitis.?*?¢
Other findings may include rhabdomyolysis, re-
nal failure, and multi-organ failure.®
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Neurologically, patients may have intracrani-
al hemorrhages, strokes, and seizures as well as
psychosis.”*3? These conditions are largely due
to significant hypertension and vasospasm,*3*
but in both methamphetamine and cocaine
use, some cases may be the result of a vascu-
litis.*” With methamphetamine, the vasculitis
has a typical beaded pattern on angiography.*”
In addition, patients with repeated cocaine
and methamphetamine use over several days
may present with hypotension, bradycardia,
and a depressed mental status secondary to
catecholamine depletion.®® Cocaethylene is an
active metabolite of coingestion of alcohol and
cocaine, and while less potent than cocaine, it
has a longer duration of action, which may ac-
count for some cocaine-related symptoms (e.g.,
coronary vasospasm, hepatotoxicity) seen long
after the last use of cocaine.

A unique presentation of methamphetamine
is “meth mouth” (Figure 10.4). Vasoconstriction
decreases saliva production and flow. In combina-
tion with the overall poor hygiene and bruxism,
the teeth become decayed on the buccal and ante-
rior surfaces, and periodontal disease ensues.*

FIGURE 10-4 Meth mouth of a chronic

methamphetamine abuser
(See Color Plate 10.)

Used with permission from Dr. John
A. Svirksy

Laboratory values may vary based on the
presentation. Basic chemistry panels may dem-
onstrate acidosis, hyperglycemia, hypokalemia
(early in toxicity) or hyperkalemia (late in tox-
icity), and elevation of renal function tests
(i.e., creatinine). Creatine phosphokinase and
cardiac enzymes may be elevated, indicating
rhabdomyolysis and myocardial infarction.?
Electrocardiograms may show a dysrhythmia,

prolonged intervals, or ST-elevation myocardi-
al infarctions.* Chest x-rays may demonstrate
widening of the mediastinum in aortic dissec-
tion, pneumothorax, vasocongestion, or free air
below the diaphragm. Abdominal x-rays may
show body-stuffed packets (of drugs). Cere-
bral CT scans may demonstrate a stroke, either
ischemic or hemorrhagic.*® Lumbar puncture
may show red blood cells or xanthochromia
consistent with intracranial bleeding.”® Cardiac
catheterization may result in normal coronaries
or may show diseased vessels.

Signs and symptoms of LSD exposure are ini-
tially sympathomimetic: nausea, flushing, chills,
tachycardia, hypertension, tremors, mydriasis,
hyperthermia, hyperreflexia, and piloerection.®
Some will also experience dizziness, weakness,
sleepiness, paresthesias, and blurry vision. The
hallmark hallucinations usually start within 20
to 60 minutes and last 6 to 12 hours.* These hal-
lucinations are described as largely visual but
can be auditory. Rarely synesthesia, the mixing
of senses, occurs. Time may become distorted
and mood labile. People on LSD may discuss
“oneness with the universe,” but they may also
experience feelings of extreme anxiety, paranoia,
or fear. Trauma may be self-inflicted or uninten-
tional.”” “Flashbacks” may occur and are gener-
ally similar to prior LSD experiences but usually
less intense. Rarely, people will have prolonged
or permanent pyschosis; this is more common in
patients with underlying mental illness."

Although largely seen as a benign exposure,
LSD use has led to significant morbidity and
mortality. In 1972, eight individuals mistakenly
snorted LSD. They presented to the emergency
department with varying degrees of respiratory
failure, tachycardia, hyperthermia, hyperten-
sion, and a universal coagulopathy. With sup-
portive care, including mechanical ventilation,
all eight survived.” In another case, an 18-year-
old man presented with confusion, agitation,
hypertension, and hyperthermia with an axil-
lary temperature of 106.4°F (41.3°C). He recov-
ered within 18 hours with supportive care that
included aggressive cooling.”> LSD exposure,
however, can also prove fatal. In 1975, a 34-
year-old man died of unknown causes; autopsy
revealed unusually high tissue levels of LSD.
Death was determined to be secondary to LSD
toxicity.” In another case in 1985, a 25-year-
old man died after hospital admission; based
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on medical and toxicologic analysis, the cause
of death was determined to be LSD toxicity.
An antemortem serum LSD level of 14.4 ng/
mL was significantly higher than the previously
highest recorded level of 9.5 ng/mL in patients
who survived.*

The clinical presentation of LSD is such that
routine tests are not necessary and generally
normal if performed. However, as in the previous
example, lab abnormalities may exist in extreme
cases including leukocytosis, neutrophilia, el-
evations in LDH, liver transaminases, uric acid,
and blood glucose as well as a coagulopathy.”

MDMA users may present with both sym-
pathomimetic and hallucinogenic symptoms.
They may initially experience palpitations, blur-
ry vision, dry mouth, sweating, and bruxism.
They may feel extra energy, euphoria, extrover-
sion, increased empathy, increased sociability,
mild perceptual disturbances, and changed per-
ception of colors and sounds.”” Some patients
also experience ataxia and confusion.* Initial
exam findings may reveal a change in mental
status, agitation, tachycardia, hypertension, hy-
perthermia, and mydriasis. The hyperthermia,
in combination with sweating and increased
physical activity, may lead to dehydration, com-
pensated by consumption of water.*® Cases of
subsequent rhabdomyolysis, liver failure, and
multi-organ failure have been reported.* Pro-
found hyponatremia has been reported with
sodium levels ranging from 107 to 128 mmol/
L.*” The cause may be multifactorial. MDMA
appears to cause an inappropriate secretion of
the antidiuretic hormone (SIADH).* In addi-
tion to the dehydration and water consumption,
SIADH leads to hyponatremia, which subse-
quently contributes to a change in mental sta-
tus, seizures, cerebral edema, brain herniation,
and death.* Case reports have also illustrated
that fatalities may occur with ingestion of only
one tablet, usually in young females.*®

Routine laboratory testing in cases of MDMA
abuse may reveal hyponatremia. In the setting of
liver failure, raised serum transaminases, hypo-
glycemia, and elevated prothrombin time may
be observed. Creatinine phosphokinase and
creatinine may be elevated, indicative of rhab-
domyolysis and renal failure. Head CT scans
may show cerebral edema or brain herniation.

In addition, MDMA tablets may contain
various other substances such as 3,4-meth-

ylenedioxyethylamphetamine ~(MDEA), 34-
methylenedioxyamphetamine (MDA), as well as
nonamphetamines, including but not limited to
caffeine, dextromethorphan, paramethoxyam-
phetamine (PMA), ketamine, ephedrine, or
acetaminophen.”

ANALYTIC DETECTION

The initial screening for cocaine is usually an im-
munoassay of the urine, which usually detects a
metabolite of cocaine, benzoylecgonine. It may
remain positive for up to 72 hours after cocaine
use.”® Gas chromatography-mass spectrometry
(GC-MS) can detect cocaine in the urine up to
14 days.”* Postmortem redistribution may not
be significant for cocaine, evidenced by a strong
correlation between femoral and heart blood
concentrations. Cocaine and its metabolites
(benzoylecgonine, ecgonine methyl ester, and
ecgonine) can also be found in vitreous humor
and correlate with heart and peripheral blood
concentrations.” Actual cocaine and metabolite
levels, however, have a wide distribution and do
not correlate with the clinical picture or sever-
ity of findings.** There is no known toxic level of
cocaethylene. GC-MS is the most specific test
for cocaethylene.”

Although methamphetamine has been re-
ported to have a “toxic level” of 5 pg/mL, a ret-
rospective review of deaths in Japan revealed
that half of the methamphetamine poisoning
cases had a serum less than this level.** Testing
specifically for methamphetamine and its me-
tabolites, including amphetamine, can be done
on blood, urine, saliva, or hair. Urine and saliva
can be tested using GC-MS, with urine resulting
in positive tests 3 days after drug use and saliva
for only 24 hours.® Hair can be tested using cat-
ion-selective exhaustive injection and sweeping
micellar electrokinetic chromatography; these
methods have been reported to give positive re-
sults months after exposure.*® Elevated magne-
sium, calcium, and creatinine postmortem may
point to methamphetamine overdose.

LSD use can be detected by immunoassay of
the urine but has many false positives. There-
fore, confirmation testing by high-performance
liquid chromatography or gas chromatogra-
phy is often necessary and can be done on the
blood or urine.”” At autopsy, edema throughout
the abdominal organs, brain, and lungs may be
found.” The postmortem levels of LSD in the
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blood may be lower than the antemortem lev-
els, likely due to redistribution.*

MDMA is often not detected on routine
drug-of-abuse tests. While GC-MS has the
widest application, there are many alternative
methods (e.g., immunoassay, electrophoresis,
and high-performance liquid chromatography)
for determining if MDMA is present in blood
or urine.’®* However, MDMA has nonlinear
kinetics, which make blood concentrations dif-
ficult to interpret and correlation of concentra-
tions with clinical effects even more difficult.®
Extremely divergent MDMA levels have pro-
duced fatalities.®

It should be noted that urine drug tests are an
indication of exposure but cannot be used to de-
termine impairment. Any test that is to be used
for legal purposes should be obtained and pro-
cesses observing a strict chain of custody. Re-
sults of positive tests should be confirmed by a
second, more specific method, such as GC-MS.

CONCLUSION

Although actual cases of criminal poisoning by
cocaine, methamphetamine, LSD, and MDMA
are rare, some have been reported. Positive tests
for cocaine and methamphetamine on routine
drug testing are usually deemed secondary
to recreational use, not intentional poison-
ing. Meanwhile, LSD and MDMA are usually
not detected on any routine tests. In addition,
no specific “toxic levels” exist for any of these
drugs. Therefore a suspicious history and clini-
cal symptoms in the right setting should lead
investigators to further testing.
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14 1 Opioids

Ziad N. Kazzi and Kevin S. Barlotta

CASE STUDY

n October 23, 2002, over 40 Chechen terrorists took 914

people hostage in the Dubrovka Theater Center in Mos-

cow, Russia, during the musical Nord-Ost. The terrorists
repeatedly threatened to detonate explosive and destroy the theater
if their political demands were not met by the Russians. After several
days of captivity, Russian special forces, known as spetsnaz, stormed
the theater 15 minutes after introducing a mysterious aerosolized
gas into its ventilation system. This gas, believed to be a mixture
of carfentanyl (a fentanyl derivative) and halothane (an anesthetic),
resulted in a massive inhalation exposure, leaving 127 hostages and
the Chechen terrorists dead. Victims initially treated by the health-
care teams were reported to exhibit classic signs of opioid toxicity
consisting of miosis and depressed consciousness and respiratory
function. This incident captured the world’s attention and generated

controversy over the use of aerosolized opiates.'?
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HISTORY

Opiates are the naturally derived narcotics,
such as morphine and codeine, found in opium.
Opium is isolated from the poppy plant Papaver
somniferum. Opioids include opiates and other
substances that bind to opioid receptors. Opi-
oids include semisynthetic compounds such as
hydrocodone, hydromorphone, oxycodone, and
fentanyl. Heroin is the only opioid currently
listed as a Schedule I drug by the U.S. Drug En-
forcement Administration, primarily due to its
rapid onset, clinical effects (euphoria and seda-
tion), and high abuse potential. These drugs all
have potent analgesic and sedative properties
but different pharmacokinetic properties.

Long before its categorization by Linnaeus
as Papaver somniferum, opium was recognized
for its medicinal uses as a remedy to a variety
of ailments. As early as the third century BCE,
Egyptian and Sumerian civilizations began ex-
tracting the sap from the immature seeds of
the opium poppy for use as an analgesic. Mor-
phine, named after the Greek god of dreams
Morpheus, was isolated from opium in 1804
by German chemist Friedrich Sertiirner. The
isolation of codeine followed in 1832. With the
invention of the hypodermic needle in 1853,
morphine’s use became widespread. Decades
later, heroin was synthesized by Dresser by di-
acetylating morphine. Opioids are frequently
associated with addiction. Their abuse remains
a worldwide threat to public health and a con-
tinued, potentially lethal, vehicle for misuse and
criminal poisoning.*

Opioids are often utilized in palliative care
and can be administered in excess, thereby
leading to an accusation of euthanasia.> Even
for medical experts, it is difficult to distinguish
between relieving suffering and intentionally
hastening death.® Because of this, it is often dif-
ficult to prosecute such cases for murder. For
example, in one small study, five U.S. physicians
were indicted for murder related to opioid over-
dose deaths, with none found guilty.” In 2003, a
53-year-old German physician was investigated
for possible murder after her use of morphine
to treat multiple hospital patients led to several
deaths at the private Paracelsus Hospital Sil-
bersee in Langenhagen, Germany. Suspicions
were raised when health insurance companies
monitoring patients’ files for the preceding 2
years found extremely high costs and dosages

of morphine without evidence of severe pain
and suffering among the patients.® Controversy
even encompassed the death of Sigmund Freud,
which is thought by some to have been hastened
by the administration of morphine.’

There are notorious cases in which opioids
were utilized in criminal poisoning. One of the
most notable involved Dr. Harold Frederick
Shipman of Great Britain who was convicted
of murdering 15 of his patients. He is actually
thought to have killed hundreds of his patients
using morphine and diamorphine (heroin) in a
murderous career that spanned more than two
decades, earning him the notoriety of the most
prolific British serial killer (see Chapter 26).!101!

POTENTIAL DELIVERY METHODS

Opioids can be administered through a variety
of routes including oral consumption, intrave-
nous injection, topical application, rectal de-
position, and intranasal as well as pulmonary
inhalation (smoking). Historically, opioids have
been abused through intravenous administra-
tion, but subcutaneous administration (“skin
popping”) has become another common av-
enue of abuse (Figure 14.1). Currently, oral ad-
ministration has regained popularity due to the
availability of oral opioid preparations and the
risks associated with intravenous abuse, includ-
ing viral hepatitis and HIV infections.'>!

FIGURE 14-1  Subcutaneous injection
of opioids (skin popping)
resulting in multiple ulcers

of the legs. (See Color Plate 11.)
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Transdermal delivery is a route used by pa-
tients who are chronically dependent on opioid
analgesia. These patches usually contain a large
amount of the drug and can lead to significant
central nervous system (CNS) depression or death
if they are ingested, licked, chewed, or smoked,
or if they are inadvertently or intentionally placed
on the skin in a manner inconsistent with the in-
structions given with the prescription.'

Occasionally, “body packers” (i.e., individu-
als who ingest opioid-laden packets to smuggle
them through border inspections) are poisoned
when the packet contents spill into their gastro-
intestinal tract, leading to significant morbidity
and mortality (Figure 14.2).

FIGURE 14-2 Body packer carrying multiple

condoms filled heroin.
Reprinted with permission from
Dr. CV Wetli.

As noted previously, a novel method of de-
livery was used in Moscow when Chechen ter-
rorists were subdued with a potent aerosolized
fentanyl derivative (carfentanyl).!

TOXICOLOGIC MECHANISMS

Opioids exert their clinical effects by binding to
specific CNS receptors. These receptors consist
of three major classes (mu, kappa, and delta; or

OP3, OP2, and OP1). Various opioids have dif-
ferent affinity profiles with respect to the opioid
receptors; hence the differences in the clinical
effects. For example, mu receptors are primarily
responsible for the sensation of euphoria, and
specific opioids are preferred for abuse due to
their potent mu receptor agonism.'®

CLINICAL EFFECTS

Opioid poisoning can have widespread clinical
manifestations depending on the agent used,
dose, method of delivery, and the presence of
a coingestant(s). The classic toxidrome consists
of miosis (pupillary constriction) and respira-
tory and CNS depression. Although pinpoint
pupils are often associated with opioid poison-
ing, one should not rely on them exclusively in
making the diagnosis. Gastrointestinal motility
is decreased. CNS and respiratory depression
can lead to a number of potentially serious sec-
ondary effects including anoxic brain injury,
aspiration pneumonia, and muscle breakdown
(rhabdomyolysis). The onset of clinical effects
for oral ingestion of opioids varies, but most are
within 30 to 60 minutes; the effects of inhala-
tion or injection are more rapid (within 5 min-
utes). Duration of clinical effects depends upon
the specific opioid drug and a person’s preexist-
ing health and physical status.

Acute lung injury has been associated with
opioid poisoning. It manifests as bilateral,
noncardiogenic pulmonary edema leading to
shortness of breath and cough after toxic pa-
tients resume breathing. Such individuals often
produce pink-frothy sputum and develop hy-
poxemia. Rales are often heard on clinical ex-
amination.'” The cause and mechanism of this
injury is not well understood.'

Several opioids cause additional nonclassic
signs and symptoms that confound clinical di-
agnosis. For example, tramadol, propoxyphene,
and meperidine may causeseizures.'** Propoxy-
phene and methadone can directly cause cardiac
conduction abnormalities (prolonged QRS and
QTcintervals) and dysrhythmias.?*** Movement
disorders may also be seen with drugs such as
fentanyl, including life-threatening chest wall
rigidity.**

Certain opioids, like meperidine, fentanyl,
propoxyphene, dextromethorphan, and trama-
dol, have serotonergic properties and may lead

printed on 12/15/2021 3:27 PM via NORTH CARCLI NA STATE UNI VERSI TY LI BRARI ES. All use subject to https://ww.ebsco. conlterns-of-use



EBSCChost -

106 |

CRIMINAL POISONING: CLINICAL AND FORENSIC PERSPECTIVES

to a serotonin syndrome when combined with
other serotonin agonists.”>* Serotonin syn-
drome manifests as a triad of neuro-excitatory
features including neuromuscular hyperactivity
(tremor, clonus, myoclonus), autonomic hyper-
activity (diaphoresis, fever, tachycardia), and
altered mental status.””

Adulterants or contaminants may confound
the clinical presentation of a patient presenting
with opioid toxicity. For example, clenbuterol-
contaminated heroin produced an outbreak of
an atypical clinical illness consisting of tachy-
cardia, palpitations, hypokalemia, and hyperg-
lycemia.”® Heroin adulterated with quinine has
been reported to produce cardiotoxicity due to
the quinine-induced sodium channel blockade
and QRS interval prolongation.?**

The opioid toxidrome may be mimicked by
nonopioid agents such as clonidine, barbitu-
rates, valproic acid, oxymetazoline, and antip-
sychotics. Pontine strokes may occasionally
manifest with miosis and CNS and respiratory
depression.?"*

Diagnostic chest radiographs may reveal
findings of noncardiogenic pulmonary edema
while arterial blood gases may reveal low arteri-
al oxygen pressure. Other laboratory abnormal-
ities such as leukocytosis are neither consistent
nor clinically useful.”

In summary, patients who are poisoned with
opioids typically present with a triad of miosis
along with CNS and respiratory depression. Al-
though these signs should lead healthcare and
law enforcement personnel to suspect expo-
sure to opioids, other substances and diseases
can mimic opioid toxicity (e.g., clonidine tox-
icity and tetrahydrozoline toxicity). The possi-
bility of atypical presentations stemming from
coingestants, drug-to-drug interactions, and
drug-specific effects must also be considered.

ANALYTIC DETECTION

Commercial immunoassays (e.g., EMIT, by
Dade-Behring; TDx, by Abbott) are designed
to detect naturally occurring opiates (morphine
and codeine). Specific gas chromatography-
mass spectrometry (GC-MS) analysis protocols
are available for confirming natural, synthetic,
and semisynthetic opioid compounds from
urine specimens. In addition, specific immuno-
assays and GC-MS protocols are available for
detection of methadone and propoxyphene.

Poppy seeds that are used in culinary set-
tings, such as in poppy seed bagels, contain co-
deine and morphine and can produce a positive
result in morphine and codeine assays. These
levels rise in urine rapidly and may be detect-
able up to 3 days in urine and 1 day in serum.*
Detection of 6-monoacetylmorphine in urine
differentiates poppy seed ingestion from heroin
(diacetylmorphine) abuse.**

CONCLUSION

Criminal opioid poisoning poses several di-
agnostic and forensic challenges. Criminal
investigators and medical personnel need to
pay special attention to the clinical findings,
keeping in mind the specific characteristics of
each opioid. Diagnostic testing is available for
all substances, but immunoassays have specific
limitations. The habits, lifestyle, and associa-
tions of opioid victims may reveal information
that may guide the police in their investigation
of suspicious deaths.
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206 | Medical Serial Killers

Thomas M. Neer, James McCarthy, Bernard Postles,
and R. Brent Furbee

INTRODUCTION

he true incidence of homicides committed by medical

professionals is impossible to determine. There are, how-

ever, numerous examples of healthcare providers preying
on helpless patients, such as the notorious cases of Donald Harvey,
Kristen Gilbert, Genene Jones, Efren Saldivar, and Charles Cullen.
For several reasons, the healthcare system is historically slow to in-
vestigate such allegations. Ironically, the failure of healthcare work-
ers to consider a coworker as a murderer has caused delays in the
recognition of those deaths as homicides and subsequently delayed
the prevention of further murders. When patient homicide is dis-
covered, individuals and institutions are reticent to document it for
fear of damage to their reputations and increased exposure to litiga-
tion. This chapter will focus on three cases in which the authors were
directly involved with the criminal investigation: Michael Swango
(Neer and McCarthy), Harold Shipman (Postles), and Orville Lynn
Majors (Furbee).
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MICHAEL SWANGO, MD

When Michael Swango graduated valedictorian
of his Quincy, Illinois, high school class in 1972,
no one suspected he would become a notorious
doctor and murderer. Although he pled guilty to
the poisoning deaths of four hospital patients in
New York and Ohio, authorities believe he was
responsible for many more, especially when he
worked in hospitals in Africa. What makes Dr.
Swango’s activities particularly disturbing is that
despite his history of aberrant behavior, warn-
ings from coworkers, and dismissals from hospi-
tals, he was able to get hired repeatedly by other
medical facilities and to continue poisoning. In
many cases, the substances he used left no obvi-
ous signs of poisoning. In most cases, physical
evidence was lacking, due in part to the passage
of time from the deaths to the subsequent police
investigation and because of the refusal of some
families to have autopsies performed.

The first signs of trouble appeared after
Swango entered the Southern Illinois Univer-
sity School of Medicine in 1979. Despite the
school’s rigorous curriculum and demanding
schedule, Swango continued to drive great dis-
tances to work as a part-time emergency medi-
cal technician (EMT). Classmates could not
understand why Swango would work while at-
tending medical school, considering that time
was precious and he was not exceptionally
talented. Because he crammed for examina-
tions, classmates coined the word “swangoing”
to describe his study habits. During a class in
radiology, Swango asked the professor what a
particular mass was on an x-ray. The professor
replied, “That’s the heart, Mike” In an anatomy
lab, Swango drew the attention of his class-
mates by mangling the section he was required
to dissect.

On clinical rotations, several of Swango’s
patients died mysteriously. Although none was
considered homicide, classmates jokingly re-
ferred to him as Double-O-Swango, a reference
to the James Bond (agent 007) character and his
“license to kill” While working on his OB/GYN
rotation, faculty caught him falsifying records.
To avoid expulsion from school, Swango hired a
lawyer and was able to negotiate a compromise,
agreeing to repeat his clinical rotation. Still, two
classmates felt so strongly about Swango’s in-
competence that they sent a formal letter to the
dean outlining their misgivings about him.

Swango graduated from medical school in
1983. In July, he began a general surgery intern-
ship and neurosurgery residency at Ohio State
University (OSU). Within months, the staft no-
ticed oddities such as a fascination with Nazis
and the Holocaust. Supervisors noted that his
medical histories were cursory at best and that
he had difficulty performing basic surgical pro-
cedures. When criticized, he immediately did
push-ups.

In January 1984, supervisors placed him on
probation and warned him that his residency
in neurosurgery was in jeopardy. Within weeks,
several suspicious deaths occurred on the floor
where he worked; some were under his care,
but others were not. Almost all deaths were
preceded by respiratory arrests, and Swango
had visited many patients immediately prior to
their codes. On several occasions, Swango had
been seen next to the patient’s intravenous (IV)
line. One patient reported that Swango injected
an unknown substance into her IV line, which
caused intense burning and paralysis. Swango
told her that when the substance reached her
elbow, she would be dead.

Wary hospital administrators elected to con-
duct an internal inquiry rather than contact the
police. Despite inconsistencies in Swango’s ac-
counts to other doctors about the suspicious
deaths, he was never formally interviewed
about them. When the OSU Police Department
was finally called to investigate these deaths 9
months later, Swango had been dismissed from
the hospital, and physical evidence was no
longer available. Nevertheless, the police con-
ducted a comprehensive investigation for 13
months and interviewed more than 400 people,
including 45 doctors and more than 100 nurses.
A subsequent review of their investigation by
the Franklin County Prosecutor’s Office deter-
mined that due to a lack of physical evidence,
Swango would not be charged.

After Swango left OSU, coworkers recalled
an incident during his rotation at the Children’s
Hospital from April to June of 1984. Swango
brought in a box of chicken for doctors. One by
one, those eating became violently ill with se-
vere stomach cramps, headaches, and vomiting.
At the time, no one suspected Swango might
have been poisoning them.

After leaving OSU, Swango worked as a para-
medic for the EMS company that had employed
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him during medical school. Coworkers, appar-
ently unaware of his recent dismissal from OSU,
observed a change in his behavior. In addition
to volunteering for extra shifts, he seemed ob-
sessed with death, pasting into a scrapbook a
number of news articles on traffic accidents and
plane crashes. The more gruesome a tragedy, the
more excited Swango became. When a gunman
entered a McDonald’s in San Ysidro, California,
and killed several people, Swango complained
that someone else always stole his ideas.

In October 1984, concerns intensified when
several of Swango’s coworkers became ill after
consuming doughnuts that he brought them.
Their symptoms included severe headaches,
gastrointestinal distress, and vomiting. Sus-
pecting that Swango may have poisoned the
doughnuts, coworkers searched his locker and
found a box of arsenic-laden ant poison. A week
later, before leaving to answer a call, a coworker
brewed unsweetened tea. Swango was seen in
the area. When the coworker and his colleagues
returned and found overly sweet tea, they took
samples of it. The lab results confirmed suspi-
cions: the tea contained arsenic consistent with
Swango’s ant poison. A coworker recalled that
Swango’s ambition was to be a doctor who in-
vented an untraceable poison.

A criminal investigation ensued, and Swango
was arrested. A search of his apartment revealed
mouse poison, bottles of ant poison, leaf and
garden spray, numerous sacks of castor beans,
roach powder, needles and syringes, a jug of sul-
furic acid, numerous jars of assorted chemicals,
a book on satanism, a book on how to extract
ricin, and several index cards containing reci-
pes for ricin, cyanide, and botulism.' Although
Swango maintained his innocence, in August
1985 he was convicted of assault and sentenced
to 5 years in prison but was released after serv-
ing only half this time.

When news about Swango’s interest in ricin
was made public, a doctor at OSU recalled the
unexpected death of one of his patients. The pa-
tient had died of respiratory arrest. What puz-
zled him was that the autopsy revealed clots in
the arteries of the patient’s heart and in the ves-
sels of her kidneys, liver, intestines, and lungs.
When the doctor learned that Swango had been
on duty at the time, he suspected that Swango
may have killed his patient with ricin because he
believed that blood clots were a telltale sign.!

In 1988, after Swango was released from
prison, he concealed his conviction and medi-
cal degree and moved to Virginia, working at a
placement center counseling students applying
to medical school. Shortly after his arrival, two
workers became ill after they drank coffee; staff
contacted the Board of Health to check if the
coffee had spoiled but no problems were found.
Before suspicion could fall on Swango, he quit
and began working as a lab technician at a coal
company, marrying a nurse he had dated in
Ohio.

Coworkers considered Swango odd because
he often talked of serial murder. When sever-
al of his coworkers fell ill with headaches and
severe abdominal distress, Swango expressed
interest in their symptoms, calling some at
home to question them. Eventually, coworkers
discovered Swango’s identity after opening his
briefcase and finding news articles about suspi-
cious deaths at OSU Medical School. This led
them to suspect Swango of poisoning, and they
notified the police. Unfortunately, important
physical evidence had disappeared. A search of
Swango’s residence revealed a variety of books
on poisons but no evidence linking him directly
to any criminal activity.

Before quitting his job and leaving Virginia,
Swango divorced his wife and began dating
a local nurse, Kristen Kinney. He applied to
work as a physician at a residency program in
Sioux Falls, South Dakota, one of the few states
that allowed felons to work in hospitals. Us-
ing what was described as unusual charm and
persuasion, Swango disarmed his interviewers
by disclosing his previous criminal conviction,
minimizing culpability and concealing incrimi-
nating details. His perceived honesty impressed
the administrator, allowing Swango to begin
work before a thorough background check was
performed.

In 1992 problems started. A Sioux Falls hos-
pital across town from where Swango worked
complained that he was sexually harassing a
nurse. When Swango’s employer confronted
him about these accusations, Swango apolo-
gized, and the matter was dropped.

Coincidently, 2 months later, an ABC news
documentary by John Stossel on the previous
suspicious deaths at OSU Medical School aired
nationally. Officials at the South Dakota hos-
pital promptly contacted OSU for additional
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details, then fired Swango, who contested his
dismissal. Although his fiancée, Kinney, out-
wardly defended him, privately she had doubts
about his innocence after discovering incrimi-
nating information in their apartment, in-
cluding a hidden poison recipe card. Because
Kinney complained about stomach problems
and migraines, officials later wondered whether
Swango may have been poisoning her. The stress
of her association with Swango reached a peak
when she was found at night wandering naked
and confused on the freezing streets of Sioux
Falls. Her worried parents eventually persuaded
her to return to Virginia.

As Kinney regained control of her life, Swan-
go returned to Virginia and started leaning on
her financially and emotionally. In 1993, he
was accepted into a psychiatric residency at the
State University of New York (SUNY) Hospital
at Stony Brook. Although he readily disclosed
his assault conviction during his interview, he
claimed it was due to a bar room brawl. His
new assignment began with a required surgical
internship at the nearby Veterans Affairs (VA)
hospital in Northport, New York.

VA hospitals often have a large number of
elderly and terminally ill patients. It is not un-
common for such patients to request do not
resuscitate (DNR) orders. As a rule, after staff
members discuss DNR with patients, they sel-
dom raise the issue again unless the patient
asks. Swango, however, aggressively tried to
persuade patients who had not requested DNR
orders to change their minds. He was no doubt
aware that hospital personnel who know a pa-
tient has requested a DNR are less inclined to
question a patient’s death.

In at least one instance, Swango entered a
DNR order on behalf of a patient without con-
sent. Swango had been pressuring the patient
to request a DNR, but the patient refused. In-
vestigation determined that Swango, listed as a
first-year resident (R-1), told his supervisor (an
R-2) that he had contacted the chief resident
via telephone after the patient became uncon-
scious and that they had discussed the need for
a DNR order. Swango convinced the R-2 that
this conversation with the family constituted
a DNR order. During a subsequent interview,
the chief resident asserted that he had received
no such phone call and would have recalled
it. R-1’s do not commonly telephone the chief

resident about a routine DNR order. During a
subsequent interview, the R-2 conceded that he
had probably been tricked by Swango. Inciden-
tally, the R-2 recalled a previous occasion when
he dined with Swango at a restaurant and be-
came violently nauseated on the drive home. In
several other suspicious deaths at Northport,
Swango was observed in patients’ rooms imme-
diately prior to their demise.

During Swango’s time at Northport, Kin-
ney committed suicide. In her suicide note, she
sounded exhausted and depressed but claimed
she still loved Swango. Kinney’s parents believe
their daughter’s suicide was caused by the stress
of her relationship with him and the chronic
headaches and stomach problems she had been
experiencing. Before Kinney was buried, her
mother clipped off a section of her hair for sen-
timental reasons. Later, the Federal Bureau of
Investigation (FBI) Laboratory determined the
hair contained large amounts of arsenic. Swan-
go’s longstanding interest in arsenic, coupled
with Kinney’s chronic headaches and abdominal
distress, strongly suggest he was poisoning her,
but this suspicion cannot be confirmed. As will
be discussed later in this chapter, there is strong
evidence that Swango poisoned other acquain-
tances, although not necessarily to kill them.

When hospital officials in South Dakota
learned that Swango was working as a doctor,
they contacted VA officials who promptly sus-
pended Swango and initiated an inquiry into
suspicious deaths. Without notifying the FBI,
the Suffolk County Police Department, or the
Suffolk County Medical Examiner’s Office, the
VA’s Office of Inspector General (VA-OIG)
conducted a cursory investigation and advised
the U.S. Attorney’s Office that they could find
no evidence of wrongdoing.

During their investigation, the VA rejected
requests by Suffolk County homicide detec-
tives to interview Swango, claiming the county
had no jurisdiction on federal property.>* The
detectives promptly contacted the FBI. When
the two agencies arrived, they were shocked to
learn that Swango had already been fired and
allowed to return to remove his belongings.
It seemed that the VA-OIG lacked an under-
standing of the value of immediate physical
evidence. Years later, an FBI agent was shown
photographs the VA-OIG had taken of Swan-
go’s quarters and was shocked to see bottles, pill
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containers, notebooks, and binders that might
have contained possible evidence of a murder.

Swango relocated to Georgia, legally changed
his name to Jackson Kirk, moved in with one of
Kinney’s friends, and secured a job at a water
treatment facility. At that time, neither the FBI
nor any other law enforcement agency had suf-
ficient evidence to arrest him for murder. With-
out eyewitnesses or specific knowledge of the
type of substance he used to kill people in hos-
pitals, the FBI continued their investigation.

The FBI obtained an arrest warrant for Swan-
go for falsifying his application for employment
at the Northport VA hospital. They exhumed
the bodies of five patients who had died un-
der suspicious circumstances. However, before
process could be served, he disappeared. Think-
ing he may have fled the country, the FBI placed
a border stop on him. Almost 2 years later, as
Swango was returning from overseas, U.S. im-
migration officials detained him based on the
outstanding warrant.

A subsequent investigation revealed that
while Swango was living in Georgia, he had qui-
etly applied through the Evangelical Lutheran
Church to work as a physician in Africa. To
avoid having to explain the suspension of his
medical license, he submitted forged docu-
ments indicating that he was properly licensed
and in good standing.

When Swango subsequently arrived at
Mneme Hospital in rural Zimbabwe, he was
greeted warmly because qualified doctors were
in high demand. Nonetheless, it soon became
apparent that Swango’s medical skills were lack-
ing, particularly in the area of obstetrics and
general surgery. Hospital officials reassigned
Swango to Mpilo Hospital in Bulawayo for sev-
eral months for remedial education and closer
supervision.

Swango returned to Mneme Hospital, but
nurses and patients complained about his sus-
picious behavior and abruptness with patients.
A pregnant patient awaiting dispatch to the
delivery room recalled seeing Swango surrepti-
tiously remove a syringe from his jacket pocket
and inject her IV with an unknown substance,
practically in front of nurses. She instantly felt
an intense burning sensation and paralysis but
was able to attract the attention of a nurse who
confronted Swango. He adamantly denied in-
jecting anything. A patient, who had undergone

a successful leg amputation and was soon to be
discharged, reported that Swango entered the
ward late at night and injected him in the but-
tocks with a substance that immediately caused
intense burning and paralysis. After adminis-
tering the injection, Swango waved “bye-bye” to
the patient and left the room. It was noted that
Swango was not assigned to this ward, and the
patient was not under his direct care.

The symptoms described by these survivors
suggest Swango may have injected them with
succinylcholine, a muscle relaxant. However,
this could not be proven because blood samples
were never drawn from these patients.

Thereafter, nurses began noticing an inor-
dinate number of deaths when Swango was
around. Hospital officials notified the police
who initiated a criminal investigation and
found five suspicious deaths and two attempted
murders. Their investigation determined that
Swango neglected to record treatment or drugs
given and failed to swab areas before giving in-
jections. They noted that patients died within
minutes of injection and that with the excep-
tion of one, Swango certified the deaths himself,
avoiding postmortem. All of the patients who
died had fully recovered or had undergone suc-
cessful surgeries. A search of Swango’s quarters
revealed syringes, medication, and other sub-
stances, but before they could be forensically
tested, the police lost them. Nevertheless, the
hospital suspended Swango, and he promptly
hired a lawyer to contest this action. Amazingly,
in the interim, he was allowed to work as a vol-
unteer at Mpilo Hospital.*

As the criminal probe expanded, Swango fled
to Zambia and quietly obtained a position at the
University Teaching Hospital (UTH) in Lusaka.
It was not long before nurses noticed his indif-
ference to patients. As an adjunct to his regular
duties, he earned extra money certifying the
deaths of patients brought in dead. When Swan-
go pronounced a man dead without entering
the examination room, the family complained
to administrators who ordered Swango to show
greater sensitivity. Swango then propped up the
corpse in full view of the bereaved family, in-
serted a tongue depressor in his mouth, tapped
the deceased’s knee for reflexes, and laid him
back down, saying, “He’s dead”

UTH doctors found Swango’s surgical skills
lacking. Besides Swango’s marginal medical

printed on 12/15/2021 3:58 PM via NORTH CARCLI NA STATE UNI VERSI TY LI BRARI ES. All use subject to https://ww. ebsco. conlterns-of-use



EBSCChost -

194

CRIMINAL POISONING: CLINICAL AND FORENSIC PERSPECTIVES

skills, the nursing staff found his hygiene to be
so poor that they refused to eat food he brought
them. Informed that Swango was suspected of
killing patients in Zimbabwe, UTH suspended
him. Swango promptly contested the suspen-
sion. Although UTH officials were ultimately
unable to attribute specific deaths to him, they
were wary. In early 1994, when Zambian im-
migration officials arrived at UTH to question
him, Swango climbed out a window and fled
to Namibia. In the capital, Windhoek, Swango
tried unsuccessfully to obtain a job at a foren-
sic laboratory. Zimbabwean authorities had al-
ready disseminated a warning about him.

The police and Interpol turned over to the
FBI dozens of Swango’s books (many on se-
rial murders), a partial diary, and an address
book that, because of weight restrictions, he
was forced to leave behind. Contact with the
individuals listed in this address book enabled
the FBI to piece together Swango’s activities in
Namibia.

Unable to find employment in Africa, Swan-
go made arrangements to work at a hospital in
Saudi Arabia. This required him to return to
the United States and obtain a visa. When he
reentered the United States, the FBI arrested
him based on the sealed fraud indictment. In
Swango’s possession was a notebook with a re-
minder to himself to research all available in-
formation on serial killers by examining public
documents and going to libraries and book-
stores. Organized into dozens of short, num-
bered paragraphs with repeated references to
death, murder, and emptiness in life, the writ-
ings resembled the beginning of a screenplay
whose overall tone was, not surprisingly, som-
ber. The following are some selected excerpts:

He could look at himself in a mirror and tell
himself that he was one of the most power-
ful and dangerous men in the world. . . . He
could feel he was God in disguise.”

There is, of course, one major disadvantage
that dawns on every master criminal sooner
or later. He can never achieve public recog-
nition, or at least only at the cost of being
caught. He must be content with the admi-
ration of a very small circle. This explains
why so many “master criminals” seem to
take a certain pleasure in being caught.
They are at last losing their anonymity. This

is the irony of the career of the master crimi-
nal; unless he is caught, he feels at the end
the same frustration, the same intolerable
sense of non-recognition that drove him to
crime in the first place.®

Spin bacteria out of blood samples and mix
it with anything, ie cyclosponne [sic] at hos-
pital pharmacy. . . . You think pharmacies
don’t know anything beyond counting pills
... but we're scientists; we're chemists. Any
fool can use a centrifuge. Pharmacies create
compounds; we create things. Pharmacies
intent on Kkilling their patients gave them
placebos instead of anti-ejection drugs. How
simple. Look for a drug that wasn’t there...”

Swango pled guilty to the single fraud charge
(Title 18, USC 1001) and was sentenced to 5
years in a federal prison. This conviction afford-
ed the FBI time to further investigate in Africa
and the United States. As part of the investiga-
tion, three bodies were exhumed in New York
and four in Zimbabwe in hopes of discovering
what killed these individuals.

While Swango was serving his sentence in a
federal prison, the FBI went to interview him.
They learned that he was enjoying high status
among inmates, teaching Graduate Educational
Development (GED) classes, working in the
prison library where he had access to reading
materials, living in a dorm with access to cook-
ing facilities, cooking for the other inmates, and
receiving regular visits from his half-brother.
When the staff discovered him serving re-
freshments during an awards ceremony, they
stopped him because this was a violation of the
judge’s sentencing order prohibiting Swango
from accepting work in prison food service, the
infirmary, or pharmacy. FBI agents explained
the history of Swango’s obsession with poison-
ing people and the continuing danger he posed.
Coincidentally, there was a rebroadcast of an
ABC documentary about suspicious deaths at-
tributed to Swango. Prison officials promptly
transferred him to a more secure facility. Less
than a month after his arrival, an inmate at-
tempted to cut his throat. Swango ducked, and
the near fatal wound missed his carotid artery,
leaving a scar across his face.

FBI agents visited Swango and outlined their
investigative work in New York and Africa.
They told him he would stand trial in New York
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on five capital murder charges and that he if he
were acquitted, he would be sent to Africa to
stand trial for murders there. The agents made
clear they would accompany him to ensure that
Zimbabwean investigators and prosecutors
had all the information they needed. Swango
countered that this was impossible in the ab-
sence of an extradition treaty. When the agents
produced a recently ratified treaty between the
United States and Zimbabwe, Swango indicated
he was willing to make a deal. He was flown to
New York and in a matter of weeks agreed to
plead guilty to three federal murder charges in
New York and one state charge in Columbus,
Ohio. Swango would be sentenced to life with-
out parole, and charges in Zimbabwe would be
dropped.

Considering Swango’s lifelong interest in
poisons and access to a variety of medicines,
it is difficult to determine all the substances he
may have used. In New York, Swango used epi-
nephrine and succinylcholine to kill patients.
In Ohio, on at least one occasion, he used po-
tassium. Proving potassium poisoning can be
difficult because as the body dies, cells release
potassium, producing high levels in the dece-
dent. In this case, the patient Swango injected
was being monitored with an electrocardio-
gram (ECGQG). Physicians were able to review
the ECG and identify when the victim’s heart
reacted to the injection and when she died; the
times coincided with Swango’s visit.

There appear to be no common characteris-
tics in the poisons Swango is suspected of using
except their availability. He has denied singling
out victims and described his selection as ran-
dom. He has claimed that he killed with no emo-
tion. Because he was a doctor, gaining access to
patients in hospitals, particularly in Africa, was
easy, and he was supremely confident he could
talk his way out of any suspicions.

His victims were diverse in race, age, gender,
religion, education, and health. Risks that might
have dissuaded others from committing a mur-
der, such as the presence of medical personnel,
did little to deter Swango, as he often injected
poisons with other staff nearby. In fact, those who
survived his poisonous injections reported that
he would carry a legitimate syringe in one hand
while concealing another in his jacket pocket.

FBI agents who investigated Swango for sev-
eral years believe he enjoyed killing people at

whim. He seemed to derive particular pleasure
witnessing the surprised reactions of victims as
well as the shock and grief expressed by families
and hospital staff. Many victims were not pa-
tients under Swango’s care. For a doctor whose
own competence was often called into question
and who must have felt increasingly self-con-
scious because of his inadequacies, he may have
been particularly gratified to see the patients of
other physicians die, especially if their deaths
were unexpected.

Apart from patients and coworkers, there
is evidence that Swango routinely poisoned
acquaintances, including his girlfriends and
landlords. Remarkably, almost no one suspect-
ed Swango of poisoning them until they were
questioned by FBI agents. Then many recalled
experiencing periods of severe and unexplained
headaches, abdominal cramps, and vomiting in
his company—symptoms that disappeared after
Swango left.

Anger appears to be Swango’s motivation
for poisoning a number of acquaintances, al-
though revenge was sometimes a clear motive.
In New York, after arguing with his landlord, he
sought to reconcile by giving her a large drink
from a local convenience store. Immediately
after drinking it, she became violently ill with
severe stomach distress, headaches, and double
vision—symptoms consistent with arsenic poi-
soning. He had a landlord in Africa who experi-
enced identical symptoms shortly after Swango
rented a room; later, a sample of her hair con-
tained traces of arsenic. At least two girlfriends
reported similar illness when they were with
Swango. According to many sources in the
United States and Africa, Swango frequently
carried with him a bag that he guarded care-
fully. When one girlfriend inquired what it con-
tained, Swango answered “vitamins” and would
not allow her to look inside.

In addition to anger and revenge, it seems
clear there was a strong sadistic element to
Swango’s actions. This sadistic quality was evi-
dent in a Toastmaster’s speech that Swango
helped a female acquaintance write in Africa.
Describing her own negative experiences with
doctors, she asked Swango for help in editing
the speech. She was shocked when he wrote an
eerie piece about how words can cause miscom-
munication. In his example, Swango described
how a child’s accidental death was made all the
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more tragic because his parents did not under-
stand the medical procedures performed on
him. What struck the woman was that Swango’s
example was not only unrelated to her topic,
but that Swango presented it with remarkable
coldness. Swango’s reference to a child involved
in an accident resonated with FBI agents who
had met a Zimbabwean doctor who suspected
Swango of murdering a child who was recover-
ing from surgery following an accident.

In choosing a career as a doctor, Swango
guaranteed himself easy access to the most
trusting and unsuspecting of victims and un-
limited opportunities to kill them. This access,
coupled with his obsession with violence, made
him a dangerous individual. The healthcare sys-
tem in which Swango operated could not have
been more conducive to fulfilling his murderous
fantasies. It was a system characterized by poor
information sharing, incomplete background
investigations, reluctance to acknowledge mis-
takes, fear of lawsuits, aversion to negative
publicity, and a need to fill positions.® Within
this system, Swango found that he could take
advantage of people’s trust and use his skills of
persuasion to overcome people’s doubts. His
confidence in talking his way out of trouble
served him well. Far from feeling worried about
allegations against him, he often appeared to
relish the attention and the challenge of talking
his way out of trouble.

By working long hours in hospitals (and
sometimes living in them), Swango was able to
monitor the presence of staff and take calculated
risks to enter rooms of patients (often ones not
under his supervision) and quickly kill them. His
nefarious activities were so completely unex-
pected that it is understandable that staff failed
to recognize the demonic swath he was silently
cutting through wards to which he was not even
assigned. Securing evidence for possible pros-
ecution was not only a matter far from their
job description, it was something far from their
imaginations. Although exhumations ultimately
proved helpful in identifying causes of death,
they alone could not prove Swango’s guilt. Exhu-
mations require the permission of victims’ fami-
lies, and they are not always willing to provide
it. In such cases, or in the case of cremations,
potential toxicologic evidence is lost.

Swango was one of those rare individuals
whose capacity for evil was nearly unimaginable.

Operating on a higher intellectual plane than
most serial murderers, he was smart enough,
at least for a while, to avoid detection. He used
his intellect, medical training, and charm to con
nearly all he knew. With a sense of entitlement
and complete indifference to the feelings of oth-
ers, he exploited people and organizations to
satisfy his obsessions and perverse desires. He
knew the difference between right and wrong,
as evidenced by his efforts to avoid detection,
but he chose to pursue a path of violence.

The FBI's persistence paid off by pulling
together the work of state, local, and foreign
police, medical examiners, toxicologists, pa-
thologists, emergency medicine personnel,
laboratory and forensic examiners, behavioral
specialists, journalists, television producers,
diplomats, prosecutors, and hundreds of wit-
nesses. Swango pled guilty to three murders in
New York and one in Ohio. He was sentenced
to four consecutive life sentences without the
possibility of parole.

HAROLD FREDERICK SHIPMAN

On January 31, 2000, at Preston Crown Court
in Northern England, Dr. Harold Frederick
Shipman was convicted of the murder of 15
of his patients and of forging the will of one of
them. The number of murder counts in the in-
dictment earned Shipman the notoriety of the
most prolific British serial killer. But, as inves-
tigators knew before his trial, and as a subse-
quent official inquiry would establish, the 15
murders with which he was convicted were only
the tip of the iceberg; it became apparent that
Shipman had killed hundreds of his patients
in a murderous career that spanned more than
two decades.

Shipman was a general practitioner (GP).
General practice in the United Kingdom in-
volves a doctor contracting his skills to the
National Health Service, maintaining a list of
patients in the area, and catering to their medi-
cal needs—usually when patients come to his
office or clinic with an ailment. Home visits are
undertaken but are less popular with doctors
given the amount of time they consume. The of-
fices do not have facilities for admitting patients
overnight, and appointments typically last for
only 10 or 15 minutes.

Unlike other medical personnel who have
murdered patients in the enclosed medical
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setting of a hospital, Shipman primarily mur-
dered his patients in their homes, although
there were a few occasions when he murdered
them during an appointment. This meant that
only rarely did he run the risk of other medical
professionals either interrupting him in the act
of killing or raising concerns about the number
of deaths among patients. A combination of de-
ceit and arrogance were usually sufficient to al-
lay suspicion.

Shipman trained as a doctor at Pontefract
General Hospital in the North of England from
1970 until he qualified in 1973. He remained at
the hospital practicing as a “junior doctor” until
he left in 1974, having obtained employment as
a GP at the Abraham Ormerod Medical Prac-
tice in Todmorden in the North of England.

While he was at this practice, his fellow doc-
tors discovered that Shipman had forged docu-
mentation to obtain the drug pethidine (known
as meperidine in the United States) from a
nearby community pharmacy for his own illicit
use. He admitted to an addiction to pethidine,
which he was taking intravenously. Shipman
was prosecuted for the offences and heavily
fined; his employment was terminated, and he
obtained treatment for his addiction. In inter-
views with detectives, Shipman claimed to have
started abusing drugs to escape from the pres-
sure of his work, which he claimed had left him
with depression.

In 1975, he moved to Hyde in Greater Man-
chester and joined the Donneybrook medical
practice. He told his fellow doctors of his pre-
vious addiction and his criminal convictions.
They obviously decided that his addiction and
his previous dishonesty were not in conflict
with his medical ethics, as they employed him
at the practice.

In 1992, following a dispute over funding and
the computerization of the practice, Shipman
left Donneybrook and set up a solo practice. He
took most of his patient list with him. He first
came to the notice of the police in March 1998
after another GP expressed concerns to the lo-
cal coroner.

U.K. doctors are authorized to issue a Medi-
cal Certificate of Cause of Death (MCCD) fol-
lowing the death of a patient when there are
no suspicious circumstances, when they have
treated the individual during the course of
the final illness (within 14 days of death), and

when the doctor is confident they know what
has caused the death. Once an MCCD has been
issued, the death is registered and burial is au-
thorized. When a body is to be cremated, a sec-
ond doctor from a different medical practice is
needed to countersign documentation. Provid-
ing the second doctor is content that there are
no suspicious circumstances, there is no need
to report the matter to the coroner and no need
for a postmortem examination or any further
investigation of the death.

This procedure allowed Shipman to issue an
MCCD for patients whom he had murdered
and, if they were to be cremated, the opportu-
nity to persuade a fellow doctor to countersign
cremation documentation. In most cases, Ship-
man went to the Brooke practice that oper-
ated from a building opposite his own. At the
Brooke practice, there were several doctors,
and they took it in rotation to countersign cre-
mation certificates referred to them by Ship-
man. One of these doctors became concerned
by the number of certificates that she and her
fellow doctors were asked to countersign. She
compared the number of deaths being referred
by Shipman with the number generated within
the larger community of Brooke, and she found
Shipman’s numbers alarmingly high. She sus-
pected that Shipman might be killing his pa-
tients and contacted the coroner.

The coroner took the doctor’s concerns to
the police who began an investigation based on
an examination of cremation certificates com-
pleted by Shipman over the preceding 6 months.
Nineteen deaths became the focus of the inves-
tigation. The investigation was not thorough,
probably because there was a fear that the doc-
tor, the coroner, and the investigators would be
proved wrong, and the good name of Dr. Ship-
man would be besmirched. But perhaps more
significantly was the inability of investigators to
identify a credible motive for Shipman. The re-
luctance to believe that a doctor could murder
his patients became known as the “credibility
gap”” The investigation was closed and Shipman
continued to practice. No interview of Shipman
took place. Nor were postmortem examinations
conducted on the bodies of two of Shipman’s
patients who died during the investigation.

Shipman was eventually stopped in July 1998
when the police were contacted by the daughter
of one of his patients. She alleged that Shipman
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might have been involved in the forgery of a will
purportedly made by her mother. The 81-year-
old female patient had died suddenly on June
24, 1998, within a few hours of a home visit
by Shipman, who was supposedly obtaining a
blood sample. She was discovered in the late
morning by two friends after she had failed to
keep an appointment with them. The door to
her house was unlocked, and she was lying fully
clothed on a sofa in the living room.

Shipman attended at the house, issuing an
MCCD and certifying the cause of death as old
age. Although this is an acceptable cause of death
in individuals over 70 years, there should be doc-
umentation of a prolonged general deterioration
in health affecting the major organs. This was not
the situation, but the patient’s daughter accepted
Shipman’s explanation of death and believed in
his concern for her general well-being.

During the subsequent investigation, it was
apparent that Shipman had lied. The patient
had been living an active life. She did volunteer
work, drove a car, and enjoyed an active social
life, having been walking in the nearby country-
side earlier in the week and visiting friends the
evening before her death. She was not suffering
from any life-threatening conditions and was
being treated for only minor ailments.

Following burial, a poorly typed will leaving
the patient’s property to Shipman came to the
attention of her daughter. The will had arrived
by post at a local solicitor’s office on the day of
her mother’s death and was dated some 3 weeks
before the death. The solicitors did not know
the patient and had never acted for her. The
daughter, after making some initial enquiries,
contacted the police.

Realizing that this was the same doctor in-
vestigated earlier in the year, the police opened
investigations, exhuming the body to perform
a postmortem exam. The pathologist did not
agree with Shipman’s cause of death on the
MCCD; thus, muscle tissue was obtained and
sent for analysis. Forensic toxicologists soon de-
tected opiates in the tissue that were consistent
with the administration of a significant quantity
of morphine or diamorphine. The patient had
not been suffering from any condition that war-
ranted prescribing or administering morphine
prior to her death.

Press interest in the investigation resulted in
the reexamination of the deaths of the earlier

investigation. This in turn created media interest
and resulted in the public expressing concerns
that they had harbored for many years about the
circumstances surrounding the deaths of family
members and friends who had been patients of
Shipman. All these reported concerns and the
circumstances surrounding the deaths were in-
vestigated, resulting in a thorough examination
of the 136 deaths of Shipman’s patients.

What the investigation found was extraor-
dinary. Many of the deaths shared similarities.
Shipman used the same lies and stories to ex-
plain deaths to multiple families. It became
apparent that Shipman was a consummate liar
who forged legal documentation and falsified
medical records.

In the course of the investigation, the bod-
ies of 12 of Shipman’s patients were exhumed
and postmortem examinations carried out by a
pathologist. Each of them had had an MCCD
issued by Shipman giving a cause of death. In
none of them could the pathologist agree with
the cause of death as stated by Shipman in the
MCCD.

Deep muscle tissue was submitted for ex-
amination by forensic toxicologists. In nine
cases, substantial quantities of morphine were
found in the tissue, consistent with morphine
levels in deaths caused by that drug. None of
the patients had been suffering from any con-
dition that required the administration of mor-
phine. In fact, investigators deliberately avoided
exhuming bodies where evidence existed that
morphine had been used therapeutically. The
significant issue was that morphine was present
at all. In each case, the pathologist concluded
that the patient had died as a result of morphine
toxicity.

The toxicology and pathology in the other
three exhumation cases was inconclusive. Be-
cause the bodies had been buried nearly 5 years,
body tissue degradation was more advanced,
making interpretation difficult for pathologists.

Investigators used the many similarities in
the circumstances surrounding different deaths
to show that Shipman was responsible for kill-
ing patients whose bodies had been cremated
and were therefore unavailable for pathologic
examination. The lack of a cause of death was
seen as a difficulty, but prosecutors were con-
vinced that the similarities among the cases
were sufficiently compelling. Shipman was thus
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charged with six deaths wherein the body had
been cremated.

Not all of the murders included in the indict-
ment were exactly alike. In fact, investigators
charged Shipman with cases in which some of
the similarities were present but new similari-
ties with other cases were identified that could
be mapped to other cases. Many of these simi-
larities were present not only in the 15 counts in
the indictment but also in the other deaths that
were investigated.

These similarities were formed into criteria
used to determine whether Shipman was likely
to have murdered in any particular case. One sa-
lient feature was that the death occurred within
a short time of Shipman having visited the pa-
tients in their home or administered to them in
his office. Usually, death occurred within just a
few hours of his consult, but, on occasions, he
was discovered in his ministrations by members
of the family or friends who had arrived home
unexpectedly—after he had administered mor-
phine but before he had had a chance to leave.
In such cases, he often told the same lies to fam-
ily or friends.

In one case, a 77-year-old female patient
living alone was in the process of doing her
laundry and cooking her lunch when Shipman
called at her home to deliver antibiotic tablets.
The woman, a ballroom dancer who was fit and
active, was suffering from a chest infection, and
Shipman had prescribed the antibiotics. While
there, he injected her with a massive dose of
morphine or diamorphine, causing her to col-
lapse. Before he could leave, the patient’s dance
partner arrived. Shipman claimed that he had
found the patient in a collapsed state and had
summoned an ambulance. When the patient
failed to respond, Shipman pronounced her
dead and went through a charade of canceling
the ambulance. Subsequent inquiries with the
ambulance service and telephone records failed
to validate Shipman’s story. Shipman performed
this charade on many occasions when he was
interrupted while murdering his patients.

Many of Shipman’s victims were elderly and
living alone, almost always in good health but
suffering from minor ailments. These circum-
stances obviously made it safer for him to carry
out murder—he was less likely to be interrupted
and had a ready excuse to be in attendance. On
occasion, however, he mistakenly believed that

patients were alone in their home.

On one such occasion, he attended at the
home of an 81-year-old patient who was in dis-
comfort with a hip prosthesis. He murdered
her with a lethal injection of diamorphine. The
woman’s friend was at her home but had gone
upstairs just before Shipman arrived. As she was
returning through the kitchen, she heard voices
in the living room; knowing her friend was ex-
pecting the doctor, she waited in the kitchen in
silence to afford her friend some privacy. After
a few moments, the voices stopped, and a few
minutes later, Shipman entered the kitchen.
He was somewhat surprised by the friend, but
without any difficulty said that the patient had
collapsed and died.

Shipman’s capacity to lie manifested itself in
other ways. He falsified the causes of death on
the MCCD, and he lied on cremation documen-
tation in which he said that his victims’ relatives
had been present at the time of death when they
had not been. This deception was obviously to al-
lay the suspicions of the counter-signing doctor.

Shipman forged other documentation to
cover his tracks. He kept his patients’ medical
notes on a computerized system to do so. These
were supplemented by paper records contain-
ing correspondence and reports from medical
experts and specialists to whom patients had
been referred as well as written records relat-
ing to visits conducted at a patient’s home and
where Shipman would not have had access to
his computer. In many cases, shortly after mur-
dering a patient, he altered the medical record
to create a false history of a medical condition
that he then used on the MCCD as the cause
of death. Most commonly, Shipman falsified
symptoms of heart disease or of high blood
pressure before then listing the cause of death
as a heart attack or stroke.

None of these practices were known to his
patients, and many of them regarded him high-
ly. His patient list was extensive, and there was
a waitlist to get on it. He was regarded as a good
doctor who was plain speaking and had a caring
manner. He could be relied upon to spend time
with his patients and was willing to attend to
the elderly ones in their homes.

He was also prepared to confront those who
regulated his practice, especially in relation to
curbs on his drugs budget. He regarded them as
petty bureaucrats who deprived his patients of
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the best drugs and most appropriate care, and he
seized every opportunity to let it be known. This
made him popular with his patients but brought
him into conflict with health authorities. He saw
those who opposed him as feeble minded and
inferior, and he often adopted an aggressive and
demeaning attitude toward them.

At a meeting, he took great delight in ridi-
culing a drug company’s representative who
perhaps did not know her product, eventu-
ally reducing her to tears. He aggressively chal-
lenged speakers at medical conferences, almost
shouting them down. He was arrogant and ag-
gressive whenever his authority was challenged,
and this manifested itself when relatives and
friends asked why their perfectly healthy rela-
tives had died suddenly.

His caring manner seemed to disappear on
such occasions, and he seemed unable to em-
pathize with the relatives who had suffered a
sudden and devastating loss. On many occa-
sions, he would bring the relatives together and
“pontificate” about what had been wrong with
the patient. He would chastise relatives because
they had failed to appreciate how ill the patient
had been, implying they had failed to provide
the necessary support and care. But he stopped
short of suggesting they were to blame for their
relative’s death.

He implied that he was the only one who
recognized the seriousness of the patient’s con-
dition and that he had been doing his utmost
to treat the patient. This charade was partly to
satisfy his desire to appear omnipotent, to revel
in the attention he was given, and to enjoy the
esteem of others. However, he also needed to
provide as full an explanation as possible to en-
sure that the family would not press for a post-
mortem examination that might have led to his
crimes being discovered.

There is no doubt that Shipman had a con-
ceited view of himself, and there is no better
illustration than in the wording of the will he
forged thatled to his arrest. In it, Shipman wrote
(assuming the part of the deceased patient) that
he should be rewarded for all the care he had
given her and the people of Hyde and that he
was sensible enough to deal with any difficulties
that the bequest would present him.

When arrested and interviewed, he took
exception to the questioning of detectives and
attempted to dominate the interview with a

combination of tactics, including accusing the
interviewer of asking two questions at once,
adopting a sneering attitude toward them be-
cause of their lack of general medical practice
knowledge, and implying that they were intel-
lectually inferior. His arrogance, however, failed
to provide him with plausible answers to the
questions, and he was consequently charged
with the offenses.

Investigators sought to identify how Shipman
had obtained the murder weapon—morphine.
Early in the investigation, detectives discovered
Shipman’s previous convictions for obtaining
pethidine. Since then, Shipman reported that he
had decided not to carry any controlled drugs—
including morphine—unless it was an absolute
emergency. This decision meant that Shipman
was not required to maintain a drug register.

Diamorphine (diacetylmorphine, heroin) is
a stronger version of morphine, having about
twice its potency. However, after entering the
body, diamorphine metabolizes almost imme-
diately into morphine. Consequently, forensic
toxicology findings indicated the presence of
morphine, although detectives established that
Shipman had been illicitly obtaining diamor-
phine and then administering it to his patients
to kill them. The presence of an intermedi-
ate metabolite, 6-monoacetyl morphine, may
sometimes help identify diamorphine as the
original drug if exposure has been recent.

Shipman had been writing out prescriptions
for diamorphine for patients who did not need
it and, on some occasions, had been writing
prescriptions for fictitious patients. He would
go to the pharmacy, collect the drug, and keep
it himself. On some occasions, he would write
prescriptions for patients who had died several
days before. On other occasions, he would write
a prescription for a patient who needed the
drug, collect it, and then deliver only part of the
prescription to the patient, retaining the rest.
He also obtained the murder weapon by taking
the residue of diamorphine from a patient who
had died of natural causes (usually cancer) on
the pretext of disposing of it in a safe manner.

Although there was no evidence that Ship-
man had returned to abusing drugs, his meth-
ods of obtaining diamorphine to murder his
patients were almost identical to those he used
to obtain pethidine for self-administration 20
years earlier.
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Shipman’s home was searched on two occa-
sions. Despite his role as a health authority, the
interior of his home was dirty with unwashed
clothes and dishes. The officers conducting
searches were both surprised and disgusted by
their findings, especially when they discovered a
quantity of permitted medicines and ointments
in the house. Hidden in one of the innocuous
medicine boxes were four 10 mg ampoules of
diamorphine together with 50 morphine sul-
phate tablets, which he had taken from the
homes of two separate patients some years ear-
lier, supposedly so he could properly dispose of
the drugs. This provided evidence of Shipman’s
practice of hoarding diamorphine.

The condition of Shipman’s home was sur-
prising especially because he was married and
had four children, three of whom were young
adults living in the house. Shipman’s wife and
children supported him during his medical
career and continued to support him after his
conviction, refusing to believe that he was re-
sponsible for the murders. There is speculation
that Shipman was an autocratic individual who
did not allow meals to commence until he was
present. Shipman must have used deceit to keep
his murderous activities from his family. There
is no indication that any of them knew he was
murdering his patients. However, for that to be
the case, he must have lied to them about his
whereabouts at times when he was carrying out
a murder. It is likely, given the town’s size, that
his family members knew many of his victims.

It is difficult to identify what motivated Ship-
man to kill his patients. Except for his last vic-
tim, there is no evidence that he attempted to
profit financially from his murders. Likewise,
there was no evidence to suggest that any of
his victims had been the victims of any form of
sexual abuse by Shipman before or after death.
The victim’s clothing was often still buttoned,
in many cases with high necklines as one might
expect given the age of the victims. This lack of
disturbance was surprising because Shipman
usually described how he fought to save their
lives. There was no evidence of “arranging of
the body” except on a few occasions when he
placed a magazine or pair of glasses on the vic-
tim’s knee to suggest death had occurred sud-
denly during some mundane activity.

To identify Shipman’s motivation, it is per-
haps necessary to turn to some of the findings

of the Public Inquiry, convened after his con-
viction. At Shipman’s conviction, investigators
had already provided evidence of a further 23
patient deaths, demonstrating that Shipman
murdered them. However, prosecutors wanted
to wait until after the trial before dealing with
these additional charges. As evidence unfolded
in the trial, the British government—particu-
larly the Secretary of State for Health and the
Secretary of State for Home Affairs—realized
that a GP murdering his patient posed a threat
to public safety. Consequently, they announced
that a Public Inquiry would be held.

A Public Inquiry requires the appointment
of a senior judge of the English High Court
who utilizes a team of government lawyers to
hear evidence from witnesses and experts to
make recommendations for the future safety of
the public. In the case of Shipman, the terms
of reference required the Inquiry to establish
the extent of Shipman’s unlawful activities.
The Inquiry investigated every death in which
Shipman had been involved back to the start of
his general practice; in each case, the Inquiry
published a finding as to whether Shipman had
murdered the patient.*'* This was a much wider
remit than that of the criminal investigation and
involved an examination of more deaths.

The Inquiry concluded that, together with
the 15 convicted murders, sufficient evidence
existed to establish that Shipman had killed 215
of his patients and that there was a “real pos-
sibility” that he had killed another 45. Destruc-
tion of documentation and witnesses’ fading
memories prohibited the Inquiry from making
a decision in a further 38 cases, mainly from
when he was in Todmorden. The Inquiry exam-
ined 888 deaths.

Although not covered by the terms of refer-
ence, toward the end of the Public Inquiry, con-
cern was expressed about Shipman’s time as a
junior doctor at Pontefract General Hospital.
The Inquiry decided—as well as it was able, giv-
en the passage of time—to examine the deaths
Shipman was involved with at the hospital in the
early 1970s. The Inquiry was hampered by the
passage of time but concluded that there was
suspicion about Shipman’s involvement in 24
cases of death during his tenure at the hospital.

The Inquiry also examined Shipman’s pos-
sible motivation and method of selecting his
victims. This was a difficult task. Shipman never
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admitted responsibility for his crimes and re-
fused to cooperate with police, prison authori-
ties, or the Inquiry after his conviction. In fact,
a forensic psychiatrist advising the police, who
still hoped to gain a full account from Shipman,
advised that Shipman was unlikely to remember
details of everyone he had murdered and that
consequently, he might never be able to provide
a full account. There is no indication that Ship-
man kept written records of his murders. In
January 2004, during the Inquiry process, Ship-
man hung himself in his prison cell.

Of those Shipman murdered, 171 were wom-
en and 44 were men. The majority of his victims
were murdered in their homes and were elderly.
Although most were women, if the opportunity
arose, he murdered men. The imbalance in fe-
male victims over male victims is perhaps ex-
plained by the fact that, in general, women live
longer than men and were thus more likely to
be living alone in the community where Ship-
man worked.

Although he tended to choose elderly vic-
tims, he occasionally killed younger victims if he
felt safe in doing so. His youngest victim was a
41-year-old man who was in the advanced stag-
es of terminal cancer and whose death Shipman
hastened with an overdose of diamorphine. His
oldest victim was a 93-year-old woman.

The earliest death for which Shipman was re-
sponsible occurred in March 1975 and the last,
which resulted in his arrest, was in June 1998.
The majority of the killings (143) were in a 6-year
period while he was operating as a solo practitio-
ner. Over an 18-year period, he killed 72 people
while practicing as a GP in partnership. The in-
creasing murder rate as the years passed suggests
that there was an addictive element to his mur-
ders. This may explain why the close proximity of
fellow professionals did not deter him.

However, despite his addictive nature and
his extreme self-confidence, he seemed to be
aware that he could be caught. There are gaps
between murders, sometimes of many months;
these long gaps seem to have occurred after he
had just escaped detection. On one occasion, as
Shipman explained to the daughter of a victim
why a postmortem examination was unneces-
sary, the victim groaned. The woman lived an-
other 24 hours. Shipman may have worried that
she would recover and disclose what he had
done, but she did not survive. Two months later,

Shipman killed another patient. In that case, a
relative complained about the hospital’s failings.
Shipman may have been concerned that an in-
vestigation of that matter would result in his dis-
covery. It did not, but after these two close calls,
Shipman did not kill for more than a year.

On another occasion, in February 1994, Ship-
man gave a patient, suffering an asthma attack,
a large dose of diamorphine—an inappropriate
treatment that caused her to collapse. The pa-
tient’s daughter arrived, intervened, and sum-
moned an ambulance. The patient was taken to
hospital where she survived in a vegetative state
for more than a year before dying from pneu-
monia brought on by inactivity. Shipman was
forced to admit his administration of morphine
to ambulance staff and doctors at the hospital.
Shipman must have worried that he would be
investigated at least for negligence, and he was
careful to curtail his murders for some time.
The Public Inquiry later criticized the senior
medical personnel for failing to report Shipman
at that time because they had been made aware
of Shipman’s actions that, at best, indicated in-
competence. The coroner and pathologist were
also criticized for their failure to thoroughly ex-
amine the true circumstances of this death. If
Shipman had been caught at this time, his mur-
derous career would have ended 6 years earlier,
and over 100 lives would have been saved.

Early on, Shipman appeared to have selected
victims suffering from terminal illness or those
who were extremely ill. He may have thought
these murders were less likely to attract atten-
tion and lead to his discovery. It may also have
been that he was able to rationalize the killing
of a terminally ill individual as an act of mercy.
However, as time passed, he became bolder, se-
lecting patients who had some ailment but were
not at imminent risk of death.

Although he still killed terminally ill people,
he often singled out those who had been or were
likely to become a burden on his practice and a
demand on his time—individuals with chronic
conditions or those with mild mental health
problems who were otherwise physically well.
Shipman may have believed he was saving all of
them from an unhappy and pointless existence.
Possibly supporting this is the fact that when
he was called to care for individuals who had
suffered a heart attack, rather than treat them,
he would give them a lethal injection, perhaps
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out of concern for their future quality of life. He
had even been heard to comment that he did
not believe in “keeping them going”

There are also examples of Shipman murder-
ing patients who would not take his advice—
particularly in relation to going into elderly
residential care. He seems to have taken delight
in killing the fitter member of a married couple,
thereby ensuring that the less mobile surviving
member would be taken into residential care.

Despite outlining Shipman’s victimology, it
was not possible for the Public Inquiry or any-
one else to state what Shipman’s motivations
may have been. At an impressionable age, he
witnessed his mother’s decline and eventual
death from cancer. In the process, he no doubt
witnessed the relief from pain she gained from
the administration of morphine. It is impossible
to say whether this had any influence on his de-
sire to kill.

Insight into Shipman’s motivation can per-
haps be gained from the circumstances sur-
rounding his capture. His attempt at forging his
patient’s will was at best amateurish. The docu-
ment was ill-prepared and was sent to a lawyer
who had no dealings with the patient. Shipman
knew the patient well and knew her daughter
was a solicitor. He must have realized that the
validity of the will would be challenged and the
circumstances of its creation investigated. There
was little likelihood of him getting away with
the proceeds of his patient’s estate, estimated
at 360,000 pounds. Yet, he pressed on with his
scheme, which, given the date of the creation of
the will, had taken him some time to plan.

Whatever the motivation for his deeds, Ship-
man managed to evade detection for over 20
years because the safeguards designed to pre-
vent such events were inadequate. For instance,
there was no system for monitoring death rates
at a particular practice. Had there been such a
system, Shipman’s high death rate would have
been identified. Also, there was no close exami-
nation of the MCCDs, and family members did
not have the opportunity to challenge that infor-
mation. Had they had such an opportunity, they
would very likely have discovered that Shipman
had lied extensively on the documentation.

Furthermore, there were failings in the con-
trol of dangerous drugs such as diamorphine.
While controls were in place until a doctor pre-
scribed the drugs, no one effectively monitored

the amounts being prescribed by an individual
doctor. Nor were there any controls once they
had been collected or delivered to the patient in
respect to disposing excess drugs. Shipman ex-
ploited this flaw to access the murder weapon.
Shipman managed for two separate lengthy pe-
riods to obtain dangerous drugs in huge quanti-
ties without detection.

The Public Inquiry made a number of rec-
ommendations in order to close the loopholes
that Shipman exploited. However, 3 years after
the Inquiry, many of these had still not been
implemented.

ORVILLE LYNN MAJORS
A licensed practical nurse (LPN), Lynn Majors
joined the Vermillion County Hospital (VCH)
staff in the fall of 1993. VCH was a small ru-
ral but modern hospital with a dedicated staff.
As with most small towns, the members of the
hospital staff knew each other well. When the
four-bed critical care unit had patients, Majors
would be assigned there with a registered nurse
(RN) as his supervisor. When the unit was
empty, he usually was assigned to pass medica-
tions on the medical floor. The annual admis-
sion rate in that intensive care unit (ICU) had
been consistently close to 350 patients, with
about 27 deaths. In 1993 the rate increased al-
most imperceptibly, but by the spring of 1994,
a climb in those numbers began to draw atten-
tion. Rumors began to circulate that Majors
was associated with that increase. By summer
of 1994, the increase in ICU cardiac arrests was
clearly noted, and in July, the death rate in the
ICU accelerated. There are conflicting stories
as to when the hospital administration became
aware and what steps were taken. In early 1995,
the nursing director of the ICU completed a
survey comparing the deaths in the ICU for
1993-1994 with employee time cards. What
she found was of grave concern. Of the 147
deaths in VCH’s ICU between May of 1993 and
December of 1994, 130 occurred when Majors
was working. In March, VCH officials notified
the Indiana State Police of their concerns. Ma-
jors was placed on leave and eventually fired.
Thus began the largest criminal investigation
in Indiana’s history. It lasted four years and cost
over two million dollars.

The Indiana State Police assembled an inde-
pendent medical investigative team consisting
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of an emergency physician, a registered nurse,
two intensivists, two pathologists, a medical
toxicologist, a cardiac electrophysiologist, a car-
diac pathologist, and an epidemiologist. Over
two years, charts were reviewed on all patients
who had died during the period in question.
The thrust of the investigation was to answer
two questions for each case:

1. Was the death consistent with the patient’s
clinical course?

2. If not, was there a person or persons who
appeared to be associated with the death?

Within weeks, their review showed that deaths
in the ICU followed one of three patterns:

1. Sudden onset of hypertension followed by
circulatory collapse and cardiac arrest

2. Sudden loss of consciousness followed by
oxygen desaturation, then dysrhythmia

3. Unbheralded terminal dysrhythmia with
wide-complex tachycardia, then asystole

The investigative team members generally
believed that over 100 of the cases appeared
suspicious. Majors was in close proximity when
death occurred in nearly all of the cases. Seven
cases were selected for trial. While many more
cases were suspected murders, the prosecution
decided that presenting a large number of cases
would tend to be confusing to both witnesses
and the jury. They chose cases that demonstrat-
ed ECG findings consistent with hyperkalemia
and that in many cases involved witnesses who
saw Majors inject the patient just prior to death.

The investigators determined that Majors
had killed the majority of victims with potas-
sium chloride. ECG findings of QRS widening,
P-wave changes, and sine-wave patterns were
frequently documented. A search of Majors’s
van revealed eight vials of potassium chloride,
two syringes of epinephrine, and three vials of
injectable nitroglycerin.

Majors was usually assigned to the ICU, but
if the unit was empty, he was assigned to pass
medicines on the wards. Investigators believe
that when Majors worked on the medicine floor,
he injected patients with epinephrine intrave-
nously, causing a hypertensive crisis and even-
tually ventricular tachycardia. He would then
initiate a code, and almost invariably, lidocaine
would be ordered as part of the resuscitation ef-
fort. It is speculated that Majors would then add

potassium to the lidocaine infusion or inject
potassium directly into the intravenous line.
The patient would be moved from the floor to
the ICU, and Majors moved with them to staff
the area with a supervising RN. In the ICU, he
would inject the patient with more intravenous
potassium. On one occasion, there were three
simultaneous cardiac resuscitations in progress
in the four-bed ICU. Majors had discovered all
three. When Majors took a vacation, the deaths
stopped. According to police investigators, of
the 33 patients moved from the wards to the
ICU, Majors moved 23. None of those 23 sur-
vived to discharge.

Some of the victims’ family members de-
scribed unusual behavior in Majors. In one case,
he was working with the IV fluid bags when a
family member entered. Majors ran from the
room, almost knocking down the patient’s wife.
He sat at the nurses’ station staring into the
room. Moments later, the patient gasped and
fell back on the bed, unconscious and cyanotic.
Though the patient survived the initial resusci-
tation, the supervising RN’s notes state that he
died hours later after suffering a “respiratory ar-
rest” while on the ventilator.

Despite all of the resuscitations, only one
set of electrolytes was ever documented. The
potassium was 6.8 mEq/L. In that case, the pa-
tient had suffered an arrest on the ward and
was moved to the ICU. The records of that
“code blue” are bizarre. The initial blood pres-
sure entry was 229/158 mm Hg. Pressure then
dropped to 94/57 mm Hg only 16 minutes later.
It increased to 209/159 mm Hg 46 minutes later
before dropping again to 105/100 mm Hg. Two
more peaks hit 224/158 mm Hg and 173/105
mm Hg before the patient became asystolic.
These events led the medical investigators to
speculate that the patient was receiving intra-
venous infusion that had been laced with po-
tassium chloride. It also appears that during the
code, he received doses of epinephrine causing
the marked increases in his blood pressure. Epi-
nephrine shifts serum potassium back into the
cells, thus decreasing its effects on the heart.
Eventually, if epinephrine is not given, potassi-
um shifts back into the serum resulting in asys-
tole. ECG monitor strips show markedly peaked
T waves consistent with hyperkalemia (Figure
26.1). In a different case, tracings demonstrat-
ed the sine-wave pattern considered virtually
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pathognomonic of hyperkalemia (Figure 26.2).
Likely because the patients were older and no
one suspected anything but natural causes, rou-
tine lab work, drug screens, and autopsies were
almost never done.

In the state of Indiana, the accused has a right
to request that trial proceedings begin within
75 days of arrest. Knowing that this would be
a complicated and difficult case to present to a
jury, prosecutors delayed Majors’s arrest until
the case could be presented. As a result of the
work of the Indiana State Police investigative
team, Majors was arrested on December 29,
1997. Trial began 19 months later.

Because of publicity, the venue was changed
to nearby Brazil, Indiana, in Clay County. Jurors
were selected from Miami County in north-
central Indiana. The prosecution argued that
the deaths of the seven patients were not con-
sistent with their clinical course. Furthermore,
cardiac rhythms, consistent among the patients,
were indicative of either:

—

Massive myocardial infarction

2. Catastrophic saddle embolus (a large blood
clot in the root of the pulmonary artery)

3. Injection of potassium chloride

Cardiac pathologist Bruce Waller ruled
out a myocardial infarction. Pathologists John
Heidingsfelder and Mark LeVaughn showed that
saddle emboli were not present in the exhumed
bodies. Ruling out the first two, cardiac electro-
physiologist Eric Prystowski testified that the
only plausible explanation that remained was
poisoning with potassium.

In October of 1999, Orville Lynn Majors was
sentenced to 180 years in prison for six of the
seven murders for which he was tried. Like oth-
er serial killers, he had several supporters who
saw him as a scapegoat. The prosecution was
disallowed the presentation of certain compelling
statistics. During the investigation, an intense
epidemiologic study of VCH was performed.
Time cards, vacation dates, and time and date
of deaths were reviewed in a blinded fashion.

QISTTRPR W L8 B MR 113

FIGURE 26.1
hyperkalemia.

This monitor strip shows tall peaked T waves often indicative of marked
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FIGURE 26.2 Concomitant widening of the QRS and T waves leads to the usually terminal

pattern known as “sine wave.”
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Stephen Lamm, MD, found that the mortality
was of “epidemic proportions” from July to De-
cember 1994. He concluded the following:

“Increased mortality occurred in the Intensive
Care Unit. . . . One intensive care nurse was
uniquely and very strongly associated with
that mortality. . . . No other service or service
provider shows any association that even
approximates in magnitude that of the ICU
nurse. . . . The likelihood of someone dying in
the Intensive Care Unit was 42.96 times great-
er than it would be if he were not working”

The statistics also showed that when Majors
took a vacation, the deaths essentially stopped®
(Figure 26.3). Graphs relating time worked to
deaths were also ruled inadmissible. One mem-
ber of the prosecution team remarked that if
the jury had been allowed to see those charts,
the trial would have been over in half a day. Af-
ter the trial, they were allowed to review those
charts' (Figures 26.4 and 26.5). What they saw
was chilling. The death rate tripled during Ma-
jors’s employment. In terms of hours per pa-
tient deaths, he had approximately one death
per 10 hours worked, while workers who were
not part of his team had rates of one death per
hundreds of hours. Those graphs were based
upon the statistics compiled by Dawn Stirek,
the nursing director of the Vermillion County
Hospital ICU."” In the end, it was her courage
in performing the study that sparked the inves-
tigation and trial.

Hours Worked Per Death
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FIGURE 26.3 The graph above compares
the hours worked per patient
death when Majors was work-
ing compared to when he was
absent.
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FIGURE 26.4 The graph above represents
the number of deaths per year
in the Vermillion County Hos-
pital Intensive care unit. Ma-
jors was hired in late 1993 and
dismissed in spring of 1995.
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FIGURE 26.5 The graph above represents
the hours worked per patient
death for each nurse work-
ing in the Vermillion County
Hospital intensive care unit.
Majors is represented at the
far left. The three nurses rep-
resented to the right of him
frequently worked as part of
his team.

THE COMMON THREADS IN MEDICAL
SERIAL KILLERS

The Poisoners

In most reported cases of medical serial kill-
ers, the perpetrator is narcissistic. While they
occasionally claim to be euthanizing patients,
close scrutiny indicates that there is secondary
gain in the form of excitement or superiority.
Investigators in the Majors case speculated that
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he appeared to try to pass himself as a physi-
cian, commonly wearing surgical scrubs and
no nametag indicating he was an LPN. Donald
Harvey characterized his motivation as follows,
“I controlled other people’s lives, whether they
lived or died. I had that power to control. After I
didn’t get caught for the first 15, I thought it was
my right. I appointed myself judge, prosecutor
and jury. So I played God*¢

Another striking characteristic is that the
poisoners frequently polarized their coworkers,
having a few staunch supporters and an equal
number of detractors. Often, they appear to be
more knowledgeable than others at their train-
ing level and in most cases assume tasks above
their capability. They curry favor with their su-
pervisors, providing a shield for their activity
and leading to deflection of criticism as jealousy
by coworkers. A surprising number are suspect-
ed by coworkers. In general, it is the nursing
staff that recognizes the problem first. Physi-
cians, nurses, and hospital administrators are
often so difficult to convince that more deaths
occur after the killer has been identified.

The majority of serial killers in the health-
care system are male. Making up only 7% of all
nurses, they account for 33% of the murderers."”
Surreptitious behavior is often noted by co-
workers or family members. Remarkably, kill-
ers’ bizarre behavior is only noted in retrospect.
Equally impressive is how often lethal injections
are made with families present yet no one con-
necting the injection and death.

M. William Phelps, in his account of Kristen
Gilbert, Perfect Poison, attempts to answer the
difficult question of why these people murder:
“Adults don’t wake up and decide to become se-
rial killers; they are wired at some point—usu-
ally during childhood—so that they might later
cultivate a malevolence and perpetrate crimes

”18

based on what they have been taught!

The Victims

For serial killers to operate in a healthcare set-
ting, selection of victims is important. The very
old or very young are often targeted because
they are unable to communicate. In some cases,
the victims may recognize the perpetrator but
are unable to verbalize their fears. Even when

they can, their complaints are disregarded as
delusions. In the Majors case, a patient told his
family that a nurse was trying to kill him and
that if the family did not take him from the hos-
pital that evening, he would not survive until
morning. The family disregarded his concerns,
and the patient was killed during the night.

When deaths are both sudden and unexpect-
ed, they should raise concern. This is especially
true when multiple deaths have occurred. Sev-
eral things shelter the serial killer in this setting,
but the greatest is the near refusal on the part
of healtcare providers to accept that something
as heinous as murder could occur. Thus, these
deaths are often accepted as natural, particularly
in regard to elderly victims. A common defense
for healthcare serial killers is that the patients
were old and sick so their death was anticipated.
Furthermore, the likelihood of an autopsy being
ordered on an 80-year-old is low. When faced
with an unexpected death, healthcare workers
should bear in mind that even elderly patients
almost always have a clinical course that de-
clines prior to death. They might consider how
many times they have lost patients when death
actually was a complete surprise.

The Methods
Potassium chloride has been a relatively popu-
lar drug among serial killers because it is readily
available and quick acting. Because of postmor-
tem redistribution, the serum concentration rises
rapidly after death. Thus, an elevated postmor-
tem potassium concentration is common and of
no predictive value in the determination of the
premortem level. In recent years, hospitals have
made efforts to avoid accidental administration
of potassium chloride. Though very seldom re-
ported in medical literature, potassium overdose
and death have been a concern in the healthcare
setting.” When given surreptitiously, it is un-
likely to be treated successfully in resuscitation
attempts unless electrolytes are measured. Often
overlooked is neuromuscular paralysis that oc-
curs as a result of potassium administration.
Neuromuscular paralytic agents are available
in the hospital setting and are not controlled
substances. They have rapid onset and appear to
induce coma. Patients exposed to these agents
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can frequently identify their assailants, but they
are not always believed. Laboratory detection is
possible but not rapidly available in most hospi-
tals. Kerskes et al. described the use of high-per-
formance liquid chromatography-electrospray
ionization-mass spectrometry (LC-ESI-MS) for
the detection of quaternary nitrogen muscle re-
laxants such as pancuronium and rocuronium.*

Because of its use in homicidal poisoning, the
detection of succinylcholine has been the sub-
ject of much study. Gao et al. were able to detect
succinylcholine to a concentration of 0.25 pg/
mL in human plasma, but concentrations may
be well below that in postmortem specimens.
They applied their method in a patient receiving
1 mg/kg as an IV bolus. The initial plasma con-
centration of 25.33 pug/mL declined to 0.11 pg/
mL in 3 minutes. By 4 minutes, it was undetect-
able.” In postmortem specimens, such attempts
at obtaining levels would be of little use.

In 2001, William Sybers, a Florida physician
and medical examiner, was found guilty of the
first-degree murder of his wife.”? The conviction
was heavily based upon laboratory determina-
tion that she had been injected with succinyl-
choline. A method was described to identify the
metabolite, succinylmonocholine, as a marker
for the neuromuscular paralytic agent. The
metabolite is present for a much longer period
and was felt to occur only after exposure to suc-
cinylcholine and not as an endogenous com-
pound. In February of 2003, Sybers appealed on
the basis that the test for succinylmonocholine
was new and not accepted as standard medical
practice. His appeal was successful, and a new
trial was ordered. He subsequently agreed to a
plea bargain and was sentenced to 10 years and
a $500,000 fine, though he continued to main-
tain his innocence. He was released on time
served for the original conviction. In November
0f 2003, LeBeau and Quenzer of the FBI Labora-
tory in Quantico, Virginia, released results of a
small study of succinylmonocholine in patients
who had not been injected with succinylcholine
prior to death. They were able to identify small
concentrations of the compound in autopsy
tissue from the six patients they studied. They
concluded that, “succinylmonocholine is not
an exclusive indicator of exposure to the parent
drug, succinylcholine”

While timely supportive care is life saving fol-
lowing lower doses of paralytic agents, little is

known about the effects of massive doses. Pro-
longed paralysis has been reported,* but there
appears to be other potentially life-threatening
effects from paralytic agents such as hyper-
kalemia, hyperthermia, or cholinergic activity.”

Opioids have been widely used to murder.
These agents are found throughout hospitals,
but they are controlled. Parenteral administra-
tion may occur if the drug can be removed and
replaced with water or other liquid. Many un-
documented reports exist concerning health-
care workers who are discovered diverting
opioids when patients complain of pain in the
face of repeated or high-dose analgesic ad-
ministration. Naloxone, if given in adequate
doses, will reverse opioid-induced coma. Many
healthcare providers are unaware that opiate
screens typically only demonstrate the presence
of morphine, codeine, or heroin, with 6-acetyl
morphine used to distinguish the latter.”**
Oxycodone or hydrocodone will occasionally
cause positive opiate screens if present in high
doses, but synthetic agents such as meperidine,
propoxyphene, or fentanyl derivatives will not.

Sedative—hypnotics such as benzodiazepines
may be used but seem to be less dependable as
lethal agents. Benzodiazepines cause less pro-
found respiratory compromise than opioids or
paralytic agents. Veterinary pharmaceuticals
may also be used.

Arsenic has long been used in malicious poi-
sonings. Donald Harvey used it to kill patients,
and Michael Swango employed it in an attack
on coworkers. For serial killers it has the advan-
tage of lacking a recognizable toxidrome. The
initial symptoms are similar to gastroenteritis,
and the poison can be administered in small
doses that have a cumulative and eventually fa-
tal effect. It has the disadvantage of being very
detectable, even in exhumations. In living pa-
tients, 24-hour urine specimens are the most
useful to demonstrate arsenic. Elevated arsenic
concentrations may be found in people who
have consumed seafood, but speciation of the
type of arsenic can help exclude it.*

Cyanide was also allegedly used by Donald
Harvey and Michael Swango. Many other serial
killers have employed it in the past. Humans are
capable of metabolizing small amounts of cya-
nide, but increasing doses cause symptoms such
as altered consciousness, tachypnea, tachycar-
dia, and acidosis. Lethal doses rapidly produce
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respiratory arrest.”” There are disadvantages to
its use as a lethal agent. It is relatively difficult
to obtain. Incorrect usage can injure the perpe-
trator, and it is thought that some people can
detect its odor.*® Laboratory detection is usually
available at reference labs but not in hospitals.
A concern about cyanide analysis is that whole
blood concentrations, while widely employed,
may not be as reliable as red cell or plasma cya-
nide concentrations. Vesey and Wilson reported
significant artifactual cyanide formation because
acidification during the test caused cyanide pro-
duction from thiocyanate.?! Plasma or red blood
cell cyanide analysis is therefore recommended
when cyanide poisoning is suspected.”

Laboratory Studies

Laboratory studies have a limited but critical
role in the detection of healthcare serial killers.
They also play an important role in their pros-
ecution. A major deficiency is the inaccuracy of
postmortem urine or serum concentrations in
predicting premortem concentrations. A num-
ber of reports of postmortem redistribution of
drugs show that many drugs shift from internal
organs into central circulation after death. Post-
mortem blood collected from large thoracic
vessels or the heart may be several times higher
in concentration than blood collected from the
femoral or other peripheral vessels.?*

Blood chemistries also vary. While some
electrolytes such as sodium or chloride decline
postmortem, potassium begins to climb within
an hour after death.*>* This information was
derived from comparing postmortem electro-
lyte concentrations with premortem concentra-
tions obtained a short time before death.

Unfortunately, many of the specimens exam-
ined in investigations of suspected serial killings
are obtained following exhumation. These mate-
rials are generally much less revealing of toxins
but have some utility. In a review of their expe-
rience and of the previous medical literature,
Grellner and Glenewinkel cite 40 pharmacologic
agents that have been recovered by postmortem
sampling in the interval between death and test-
ing. Neuromuscular paralytic agents are among
compounds successfully recovered.®®

A chillingly consistent finding in hospitals
where serial killers have operated is the slow
response of administrators and physicians to
involve the police. This reluctance appears to

be due to both a fear of litigation and potential
adverse media coverage; sadly, it costs more
lives. Healthcare providers and administrators
are neither trained nor appropriate to conduct
investigations of suspected homicides. Whistle-
blowers have been ignored, or worse, punished
for raising the question of criminal activity.
Anonymous reporting has been a fairly com-
mon way of contacting police in these cases.

Hospital mortality committees are required
to provide surveillance of deaths that occur.
Variations in mortality rates must be explored,
not simply excused. The following list describes
some of the factors that can indicate a potential
problem:

+ Deaths occur around meal times: As
Donald Harvey noted, during meals, half
the nursing staff is off the unit. The re-
maining staff members are busy in other
rooms, leaving many patients unattended.

+ Deaths occur in 24-hour cycles (same
shift): This was noted with Kristen Gil-
bert and Orville Lynn Majors. In addition,
vacation times often correspond with
a cessation of codes and deaths, as seen
with Genene Jones and Majors.'¢

+ Deaths do not follow “glide slope”: Pri-
or to typical natural death, a progressive
decline in clinical course often predicts
the outcome. This decline can be subtle
in the elderly or the critically ill. Patients
usually show a clinical decline before ter-
minal events, whereas murdered patients
have abrupt arrests.

+ Success rates during codes is poor: The
immediate survival rate of in-hospital
codes is 44%, with 17% finally living to
leave the hospital. Success rates appear to
be lower when a serial killer is at work. In
a review of 14,720 cardiac arrests in 207
hospitals, Peberdy et al. found the most
common causes were cardiac arrhyth-
mias, acute respiratory insufficiency, and
hypotension.?* Resuscitation teams must
assume they are working with the most
common causes of cardiac arrest. They
seldom have the time to determine and
correct the cause of the arrest if an un-
known toxin is at work.

+ Evidence exists of uncharted injec-
tions: While this factor is very difficult to
find during a routine chart review, it still
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deserves notation. In-hospital poison-
ings are generally administered orally or,
more often, intravenously. Because the
perpetrator is usually the person charting,
injections of unordered medicines are un-
documented. Discovery of needle marks,
witness reports of injections, or question-
able discarded medications should be
checked against physicians’ orders and
nursing notes.

+ Medications frequently come from the
hospital: In several cases, the hospital
pharmacy or medications on the wards
serve as the source for the serial killer’s
poison. These medications are chosen be-
cause they are easily procured and because
many of them will not show up on routine
drug screens. For example, serum potas-
sium concentration increases shortly af-
ter death, making it an unreliable indictor
of premortem potassium concentration.
Neuromuscular paralytic drugs, another
frequent choice of poison, will not be
found by a drug screen and require specific
testing that is generally beyond the ability
of most hospital laboratories.

While state laws prescribe certain circum-
stances that mandate a coroner’s case, an au-
topsy is not necessarily performed even in
those instances. Particularly, deaths of elderly
patients are considered “natural” simply be-
cause of their age. As in the Majors case, out of
140 deaths, none had a postmortem examina-
tion unless they were exhumed as part of the
investigation. As Harvey put it, “I could have
been apprehended with the first one if they had
done the autopsy”*

If a patient death is not consistent with the
clinical course, an autopsy is imperative. If the
autopsy is not consistent with the reported
medical condition(s), homicide should be in
the differential diagnosis. Physicians have an
obligation to report concerns to the coroner or
medical examiner.

+ Patient complaints are ignored: Unfor-
tunately, this is almost always found in ret-
rospect. Remarkably, even the victims are
often unaware that they are being abused.

+ Employee suspicions are ignored: Al-
most without exception, it is the killer’s
coworkers who discover the criminal ac-

tivity. In case after case, physicians and
administrators discount reports and deni-
grate whistle-blowers. More than half of
nurses in one study feared there would be
repercussions if they reported a medica-
tion error.*!

+ Communication among hospitals is
poor: Probably the most effective ap-
proach to this problem is better commu-
nication between hospitals and preem-
ployment screening to look for potential
problems.

CONCLUSION

Numerous healthcare professionals have been
found guilty of murdering their patients. These
perpetrators used a variety of poisons to kill
their victims. Even though these murderers were
unique in how they killed, a number of common
characteristics have been noted regarding these
cases that should heighten healthcare workers’
and administration’s concern of potential foul
play (Table 26.1).

TABLE 26.1 Common
Factors in Medical Serial Killings

* Deaths occur around meal times.

* Deaths occur in 24-hour cycles (same shift).

* Deaths do not follow “glide slope.”

* Resuscitation rate is low.

 Evidence exists of uncharted injections.

* Medications used in the murder frequently
come from the hospital.

* Few autopsies are performed.

* Patient complaints are ignored.

* Employee suspicions are ignored.

* Communication among hospitals is poor.
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