
 

IN THE SUPERIOR COURT OF MUSCOGEE COUNTY 
STATE OF GEORGIA 

 
TAMMY CARNLEY and 
MICHAEL CARNLEY, 
 
          Plaintiffs, 
 
v. 
 
ST. FRANCIS HEALTH, LLC, 
ST. FRANCIS AFFILIATED SERVICES, LLC, 
ST. FRANCIS PHYSICIAN PRACTICES, LLC, 
ST. FRANCIS EMORY HEALTHCARE 
HOSPITAL PHYSICIANS, LLC, 
EMORY HEALTHCARE, INC., 
JAMES E. RAGAN, II, M.D., 
DENNIS M. BURTON, M.D., 
DIRECT RADIOLOGY, LLC, 
VESTA TELEMEDICINE SOLUTIONS, LLC, 
and 
JOHN/JANE DOES 1–10, 
 
          Defendants. 

CIVIL ACTION 
 
FILE NO. ______________ 
 
 
 
JURY TRIAL DEMANDED 

 

PLAINTIFFS’ COMPLAINT FOR DAMAGES 

COME NOW Plaintiffs TAMMY CARNLEY and MICHAEL CARNLEY and 

file this Complaint against St. Francis Health, LLC, St. Francis Affiliated Services, 

LLC, St. Francis Physician Practices, LLC, St. Francis Emory Healthcare Hospital 

Physicians, LLC, Emory Healthcare, Inc., James E. Ragan, II, M.D., Dennis M. 

Burton, M.D., Direct Radiology, LLC, Vesta Telemedicine Solutions, LLC, and 

John/Jane Does 1–10 (collectively, “Defendants”), showing the Court as follows: 

CLERK OF SUPERIOR COURT
MUSCOGEE COUNTY, GEORGIA
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Nature of This Action 

1. 

This action arises out of medical care negligently provided to 47-year-old 

Tammy Carnley (“Tammy”) in connection with an acute ischemic stroke Tammy 

suffered on or about October 7, 2024, at St. Francis–Emory Healthcare Hospital 

(the “Hospital”) in Columbus, Georgia. 

2. 

Pursuant to O.C.G.A. § 9-11-9.1, the affidavits of qualified experts competent 

to testify as to the standard of care required of Defendants are attached hereto as 

Exhibit 1 (Guy A. Rordorf, M.D.), Exhibit 2 (Anthony Mancuso, M.D.), and Exhibit 3 

(Leslie Boyd, RN, BSN, CEN). This Complaint incorporates the opinions and 

allegations found in those affidavits. 

3. 

As used here, the phrase “standard of care” means the degree of care and 

skill ordinarily employed by the medical profession generally under similar 

conditions and like circumstances as pertained to Defendants’ conduct here. 

Parties, Jurisdiction, and Venue 

4. 

Plaintiff TAMMY CARNLEY is a citizen and resident of the State of 

Georgia. Plaintiff submits to the personal jurisdiction and venue of this Court. 
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5. 

Plaintiff MICHAEL CARNLEY is the husband of Tammy Carnley, is a 

citizen and resident of the State of Georgia, and brings claims for loss of consortium. 

Plaintiff submits to the personal jurisdiction and venue of this Court. 

6. 

Defendant St. Francis Health, LLC (“St. Francis Health”) is a Delaware 

limited liability company registered to transact business in the State of Georgia 

that owns and operates the Hospital, located at 2122 Manchester Expressway, 

Columbus, Georgia 31904, in Muscogee County. Its principal office is located at 680 

South Fourth Street, Louisville, Kentucky 40202, and it maintains its registered 

office in Forsyth County, Georgia. It may be served with process through its 

registered agent, The Corporation Company, at 410 Peachtree Parkway, Suite 4245, 

Cumming, Georgia 30041. 

7. 

St. Francis Health is subject to the personal jurisdiction of this Court. 

8. 

St. Francis Health is subject to the subject-matter jurisdiction of this Court in 

this case. 

9. 

St. Francis Health is directly subject to venue in this Court on each of the 

following independent grounds: St. Francis Health has an office and transacts 
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business in Muscogee County; and the cause of action originated in Muscogee 

County. 

10. 

Pursuant to Article VI, Section II, Paragraph VI of the Georgia Constitution 

and O.C.G.A. § 9-10-31, St. Francis Health is also subject to venue in this Court 

because it is a joint tortfeasor with at least one co-defendant who is directly subject 

to venue here. 

11. 

St. Francis Health may be served as provided by law. 

12. 

At relevant times, St. Francis Health was the employer or other principal of 

one or more of the providers whose care is at issue here. 

13. 

Defendant St. Francis Affiliated Services, LLC (“Affiliated Services”) is 

a Delaware limited liability company registered to transact business in the State of 

Georgia. Its principal office is located at 680 South Fourth Street, Louisville, 

Kentucky 40202, and it maintains its registered office in Forsyth County, Georgia. 

It may be served with process through its registered agent, The Corporation 

Company, at 410 Peachtree Parkway, Suite 4245, Cumming, Georgia 30041. 

14. 

Affiliated Services is subject to the personal jurisdiction of this Court. 
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15. 

Affiliated Services is subject to the subject-matter jurisdiction of this Court in 

this case. 

16. 

Affiliated Services is directly subject to venue in this Court on each of the 

following independent grounds: on information and belief, Affiliated Services 

transacts business in Muscogee County in connection with the ownership, 

operation, staffing, or management of the Hospital; and the cause of action 

originated in Muscogee County. 

17. 

Pursuant to Article VI, Section II, Paragraph VI of the Georgia Constitution 

and O.C.G.A. § 9-10-31, Affiliated Services is also subject to venue in this Court 

because it is a joint tortfeasor with at least one co-defendant who is directly subject 

to venue here. 

18. 

Affiliated Services may be served as provided by law. 

19. 

At relevant times, Affiliated Services was the employer or other principal of 

one or more of the providers whose care is at issue here. 

20. 

Defendant St. Francis Physician Practices, LLC (“Physician Practices”) 

is a Delaware limited liability company registered to transact business in the State 
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of Georgia. Its principal office is located at 680 South Fourth Street, Louisville, 

Kentucky 40202, and it maintains its registered office in Forsyth County, Georgia. 

It may be served with process through its registered agent, The Corporation 

Company, at 410 Peachtree Parkway, Suite 4245, Cumming, Georgia 30041. 

21. 

Physician Practices is subject to the personal jurisdiction of this Court. 

22. 

Physician Practices is subject to the subject-matter jurisdiction of this Court 

in this case. 

23. 

Physician Practices is directly subject to venue in this Court on each of the 

following independent grounds: on information and belief, Physician Practices 

transacts business in Muscogee County in connection with the employment, 

engagement, or supervision of physicians who provide care at the Hospital; and the 

cause of action originated in Muscogee County. 

24. 

Pursuant to Article VI, Section II, Paragraph VI of the Georgia Constitution 

and O.C.G.A. § 9-10-31, Physician Practices is also subject to venue in this Court 

because it is a joint tortfeasor with at least one co-defendant who is directly subject 

to venue here. 

25. 

Physician Practices may be served as provided by law. 
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26. 

At relevant times, Physician Practices was the employer or other principal of 

one or more of the providers whose care is at issue here. 

27. 

Defendant St. Francis Emory Healthcare Hospital Physicians, LLC 

(“Hospital Physicians”) is a Delaware limited liability company registered to 

transact business in the State of Georgia. Its principal office is located at 680 South 

Fourth Street, Louisville, Kentucky 40202, and it maintains its registered office in 

Gwinnett County, Georgia. It may be served with process through its registered 

agent, C T Corporation System, at 289 S. Culver Street, Lawrenceville, Georgia 

30046-4805. 

28. 

Hospital Physicians is subject to the personal jurisdiction of this Court. 

29. 

Hospital Physicians is subject to the subject-matter jurisdiction of this Court 

in this case. 

30. 

Hospital Physicians is directly subject to venue in this Court on each of the 

following independent grounds: on information and belief, Hospital Physicians 

transacts business in Muscogee County in connection with the employment, 

engagement, or supervision of physicians who provide care at the Hospital; and the 

cause of action originated in Muscogee County. 
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31. 

Pursuant to Article VI, Section II, Paragraph VI of the Georgia Constitution 

and O.C.G.A. § 9-10-31, Hospital Physicians is also subject to venue in this Court 

because it is a joint tortfeasor with at least one co-defendant who is directly subject 

to venue here. 

32. 

Hospital Physicians may be served as provided by law. 

33. 

At relevant times, Hospital Physicians was the employer or other principal of 

one or more of the providers whose care is at issue here. 

34. 

Defendant Emory Healthcare, Inc. (“Emory Healthcare”) is a Georgia 

nonprofit corporation. Its principal office is located at 201 Dowman Drive N.E., 101 

Administration Building, Atlanta, Georgia 30322, and it maintains its registered 

office in Fulton County, Georgia. It may be served with process through its 

registered agent, Cogency Global Inc., at 233 Peachtree Street N.E., Suite 2307, 

Atlanta, Georgia 30303. 

35. 

At relevant times, Emory Healthcare participated in the ownership, 

operation, management, branding, and clinical oversight of the Hospital, and did so 

jointly with one or more of the other Corporate Defendants and their parent or 

affiliated entities. 
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36. 

Emory Healthcare is subject to the personal jurisdiction of this Court. 

37. 

Emory Healthcare is subject to the subject-matter jurisdiction of this Court in 

this case. 

38. 

Emory Healthcare is directly subject to venue in this Court because the cause 

of action originated in Muscogee County. 

39. 

Pursuant to Article VI, Section II, Paragraph VI of the Georgia Constitution 

and O.C.G.A. § 9-10-31, Emory Healthcare is also subject to venue in this Court 

because it is a joint tortfeasor with at least one co-defendant who is directly subject 

to venue here, including Defendant James E. Ragan, II, M.D., who resides in 

Muscogee County. 

40. 

Emory Healthcare may be served as provided by law. 

41. 

At relevant times, Emory Healthcare was the employer or other principal of 

one or more of the providers whose care is at issue here, including members of the 

Nursing Staff as defined below. 
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42. 

The Defendants identified in the preceding paragraphs of this section are 

referred to collectively as the “Corporate Defendants.” 

Joint Venture and Common Enterprise 

43. 

At all relevant times, the Hospital was owned, operated, managed, and held 

out to the public under the combined name “St. Francis–Emory Healthcare,” a name 

that joins the St. Francis and Emory brands. 

44. 

That combined name was not incidental. It reflected an agreement among 

Emory Healthcare and one or more of the other Corporate Defendants and their 

parent or affiliated entities to combine their property, capital, skill, knowledge, 

personnel, clinical protocols, and reputation in a common enterprise for the 

provision of hospital services in Columbus, Georgia, for their mutual benefit and 

profit. 

45. 

In that common enterprise, the participating entities shared a mutual right 

of control over the conduct of the enterprise, including over the clinical standards, 

protocols, staffing, credentialing, and quality oversight applicable to the care 

provided at the Hospital. 
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46. 

The Corporate Defendants were accordingly joint venturers in the ownership 

and operation of the Hospital, and each is liable for the negligent acts and omissions 

of the others, and of the enterprise’s employees and agents, committed within the 

scope of the venture. 

47. 

In the alternative, and in addition, each Corporate Defendant acted as the 

agent of each of the other Corporate Defendants with respect to the ownership, 

operation, staffing, and management of the Hospital, and each is liable for the acts 

and omissions of the others undertaken within the scope of that agency. 

Holding Out and Apparent Agency 

48. 

The Corporate Defendants held the Hospital out to the public, and to Tammy 

and Michael Carnley, as a single integrated healthcare provider operating under 

the name “St. Francis–Emory Healthcare.” 

49. 

That holding out was accomplished through, among other things, exterior 

and interior signage, the Hospital’s website and marketing materials, advertising in 

the Columbus market, staff identification badges, patient registration and consent 

documents, patient education materials, discharge paperwork, and billing 
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statements, all of which bore the combined St. Francis–Emory Healthcare name 

and marks. 

50. 

The Corporate Defendants did not disclose to Tammy or to Michael Carnley, 

at any time before or during Tammy’s Emergency Department stay on October 7, 

2024, that any physician, nurse, or other provider rendering care to Tammy was 

anything other than an employee or agent of the Hospital. 

51. 

Tammy arrived at the Hospital by ambulance, unresponsive and globally 

aphasic. She was incapable of selecting, evaluating, inquiring about, or contracting 

with any individual provider. She and her family looked to the Hospital, and not to 

any individual physician or staffing entity, for her care. 

52. 

Plaintiffs justifiably relied upon the Corporate Defendants’ holding out in 

accepting the care rendered at the Hospital. 

53. 

Each physician, nurse, and other provider who rendered care to Tammy at 

the Hospital on October 7, 2024, including Dr. Ragan, Dr. Burton, and each member 

of the Nursing Staff, was therefore an actual agent or, in the alternative, an 

apparent or ostensible agent of the Corporate Defendants, and the Corporate 

Defendants are liable for their negligent acts and omissions. 
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Individual Defendants 

54. 

Defendant James E. Ragan, II, M.D. (“Dr. Ragan”) is a physician and a 

citizen and resident of the State of Georgia who resides in Muscogee County, 

Georgia. He was the emergency physician responsible for Tammy’s care in the 

Hospital’s Emergency Department on October 7, 2024. He may be served with 

process at his residence in Muscogee County, Georgia, at the address set forth in 

the summons issued with this Complaint. 

55. 

Dr. Ragan is subject to the personal jurisdiction of this Court. 

56. 

Dr. Ragan is subject to the subject-matter jurisdiction of this Court in this 

case. 

57. 

Dr. Ragan is directly subject to venue in this Court on each of the following 

independent grounds: Dr. Ragan resides in Muscogee County; and the cause of 

action originated in Muscogee County. 

58. 

Dr. Ragan may be served as provided by law. 

59. 

At relevant times, Dr. Ragan acted as an employee or other agent of one or 

more of the Corporate Defendants, or of an emergency medicine staffing or 
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professional entity presently unidentified to Plaintiffs and named here as a 

John/Jane Doe defendant, and was acting within the course and scope of that 

employment or other agency in providing care to Tammy. 

60. 

As Dr. Ragan’s employer or other principal at the time of his negligence, the 

Corporate Defendant or other entity that employed or otherwise engaged him is 

vicariously liable for his negligence, because he was acting within the scope of his 

employment or other agency at that time. 

61. 

If another entity was the employer or other principal of Dr. Ragan at the 

time, that entity is hereby on notice that, but for a mistake concerning the identity 

of the proper party, this action would have been brought against that entity. 

62. 

Defendant Dennis M. Burton, M.D. (“Dr. Burton”) is a physician and a 

citizen and resident of the State of Florida. He interpreted and reported the non-

contrast CT scan of Tammy’s head obtained at the Hospital on October 7, 2024. He 

may be served with process pursuant to O.C.G.A. § 9-10-94 at his residence in Palm 

City, Florida, at the address set forth in the summons issued with this Complaint. 

63. 

At all relevant times, Dr. Burton held, and he continues to hold, an active 

license to practice medicine in the State of Georgia, License No. 63302, issued by 

the Georgia Composite Medical Board. He applied for, obtained, and has 
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maintained that Georgia license for the purpose of practicing medicine upon 

patients located in the State of Georgia, and he thereby purposefully availed himself 

of the privilege of conducting activities within this State and of the protections of its 

laws. 

64. 

On information and belief, at all relevant times Dr. Burton held clinical 

privileges at the Hospital, or was otherwise credentialed to interpret diagnostic 

imaging studies for patients at the Hospital, pursuant to a contract or other 

arrangement between himself, or one or more teleradiology entities by which he was 

employed or engaged, and one or more of the Corporate Defendants. 

65. 

When he interpreted Tammy’s CT scan on October 7, 2024, Dr. Burton was 

engaged in the practice of medicine in the State of Georgia. Under O.C.G.A. § 43-34-

31, a physician who is physically located outside Georgia but who, through the use 

of electronic, radiographic, or other means of telecommunication, performs an act 

that is part of a patient care service located in Georgia and that affects the 

diagnosis or treatment of the patient is engaged in the practice of medicine in this 

state. Georgia law likewise provides that the practice of medicine occurs where the 

patient is located at the time of the physician-patient encounter. O.C.G.A. § 43-34-

301. 
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66. 

Dr. Burton, a nonresident of Georgia, is subject to the personal jurisdiction of 

this Court pursuant to Georgia’s Long Arm Statute, O.C.G.A. § 9-10-91, on each of 

the following independent grounds: 

a. Under O.C.G.A. § 9-10-91(1), Dr. Burton transacted business within 

the State of Georgia. He obtained and maintained a Georgia medical 

license, accepted credentials or privileges to read for a Georgia 

hospital, and purposefully directed his professional services to Georgia 

by undertaking to interpret diagnostic imaging studies for patients 

located at the Hospital in Muscogee County, Georgia, including 

Tammy, and by transmitting his interpretations and reports to 

providers in Georgia for use in the treatment of Georgia patients. 

Plaintiffs’ causes of action arise from and are connected with those 

acts. 

b. Under O.C.G.A. § 9-10-91(3), Dr. Burton committed a tortious injury in 

Georgia caused by an act or omission outside Georgia, and he regularly 

does or solicits business in Georgia, engages in a persistent course of 

conduct in Georgia, and derives substantial revenue from services 

rendered in Georgia. His maintenance of an active Georgia medical 

license, his credentialing to read for a Georgia hospital, and his regular 

interpretation of imaging studies for patients located at Georgia 

facilities establish that persistent course of conduct and that revenue. 



17 

c. Under O.C.G.A. § 9-10-91(2), and by operation of O.C.G.A. §§ 43-34-31 

and 43-34-301, Dr. Burton committed a tortious act or omission within 

the State of Georgia, where Tammy was located when he interpreted 

and reported her CT scan, and that act or omission caused injury in 

Georgia. 

67. 

The exercise of personal jurisdiction over Dr. Burton comports with 

traditional notions of fair play and substantial justice. He deliberately undertook to 

render medical care to patients in Georgia, held a Georgia license permitting him to 

do so, and could reasonably anticipate being haled into a Georgia court to answer 

for the manner in which he rendered that care. 

68. 

Dr. Burton is subject to the subject-matter jurisdiction of this Court in this 

case. 

69. 

Dr. Burton is directly subject to venue in this Court on each of the following 

independent grounds: the cause of action originated in Muscogee County; and, 

pursuant to O.C.G.A. § 9-10-93, venue as to a nonresident subject to jurisdiction 

under the Long Arm Statute lies in the county where the transaction took place, 

where the act or omission occurred, or where the injury occurred, which is Muscogee 

County. 
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70. 

Dr. Burton may be served as provided by law, including pursuant to O.C.G.A. 

§ 9-10-94. 

71. 

At relevant times, Dr. Burton acted as an employee or other agent of 

Defendant Direct Radiology, PLLC, Defendant Vesta Telemedicine Solutions, LLC, 

or both, and of one or more of the Corporate Defendants, and was acting within the 

course and scope of that employment or other agency in interpreting and reporting 

Tammy’s CT scan. 

72. 

As Dr. Burton’s employer or other principal at the time of his negligence, 

Direct Radiology, PLLC, Vesta Telemedicine Solutions, LLC, and the Corporate 

Defendant or other entity that employed or otherwise engaged him are vicariously 

liable for his negligence, because he was acting within the scope of his employment 

or other agency at that time. 

73. 

If another entity was the employer or other principal of Dr. Burton at the 

time, that entity is hereby on notice that, but for a mistake concerning the identity 

of the proper party, this action would have been brought against that entity. 
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Radiology Defendants 

74. 

Defendant Direct Radiology, LLC (“Direct Radiology”) is, on information 

and belief, a professional limited liability company organized under the laws of the 

State of Florida and engaged in the business of furnishing remote diagnostic 

radiology interpretation services, commonly called teleradiology, to hospitals and 

other healthcare facilities, including facilities located in the State of Georgia. It may 

be served with process pursuant to O.C.G.A. § 9-10-94 through its registered agent, 

Corporation Service Company, at 1201 Hays Street Tallahassee, FL 32301. 

75. 

On information and belief, at all relevant times Direct Radiology, alone or 

together with Vesta Telemedicine Solutions, LLC, employed or otherwise engaged 

Dr. Burton, assigned to him the diagnostic imaging studies he was to interpret, and 

furnished his interpretations to its client facilities, including the Hospital. 

76. 

On information and belief, at all relevant times Direct Radiology was party to 

a contract or other arrangement with one or more of the Corporate Defendants 

under which Direct Radiology undertook to provide, and did provide, diagnostic 

radiology interpretation services for patients presenting to the Hospital in 

Muscogee County, Georgia, including emergent neuroimaging studies obtained in 

the Hospital’s Emergency Department. 
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77. 

Direct Radiology is subject to the personal jurisdiction of this Court. 

78. 

Direct Radiology, a nonresident of Georgia, is subject to the personal 

jurisdiction of this Court pursuant to Georgia’s Long Arm Statute, O.C.G.A. § 9-10-

91, on each of the following independent grounds: 

a. Under O.C.G.A. § 9-10-91(1), Direct Radiology transacted business 

within the State of Georgia. It solicited and entered into a contract or 

other arrangement with a Georgia hospital to furnish diagnostic 

interpretation services to patients located in Georgia, it employed or 

engaged physicians licensed in Georgia for the purpose of rendering 

those services to Georgia patients, it caused its physicians to be 

credentialed to read for a Georgia facility, and it transmitted its 

physicians’ interpretations into Georgia for use in the treatment of 

Georgia patients. Plaintiffs’ causes of action arise from and are 

connected with those acts. 

b. Under O.C.G.A. § 9-10-91(3), Direct Radiology committed a tortious 

injury in Georgia caused by an act or omission outside Georgia, and it 

regularly does and solicits business in Georgia, engages in a persistent 

course of conduct in Georgia, and derives substantial revenue from 

services rendered in Georgia, including through its ongoing provision 



21 

of teleradiology services to Georgia hospitals and other Georgia 

facilities. 

c. Under O.C.G.A. § 9-10-91(2), and by operation of O.C.G.A. §§ 43-34-31 

and 43-34-301, Direct Radiology, through its employee or agent Dr. 

Burton, committed a tortious act or omission within the State of 

Georgia, where Tammy was located when her CT scan was interpreted 

and reported, and that act or omission caused injury in Georgia. 

79. 

The exercise of personal jurisdiction over Direct Radiology comports with 

traditional notions of fair play and substantial justice. It built a business on 

furnishing medical interpretations to patients in states including Georgia, 

contracted to serve a Georgia hospital, and could reasonably anticipate being haled 

into a Georgia court to answer for the manner in which those interpretations were 

rendered. 

80. 

Direct Radiology is subject to the subject-matter jurisdiction of this Court in 

this case. 

81. 

Direct Radiology is directly subject to venue in this Court on each of the 

following independent grounds: the cause of action originated in Muscogee County; 

and, pursuant to O.C.G.A. § 9-10-93, venue as to a nonresident subject to 

jurisdiction under the Long Arm Statute lies in the county where the transaction 
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took place, where the act or omission occurred, or where the injury occurred, which 

is Muscogee County. 

82. 

Pursuant to Article VI, Section II, Paragraph VI of the Georgia Constitution 

and O.C.G.A. § 9-10-31, Direct Radiology is also subject to venue in this Court 

because it is a joint tortfeasor with at least one co-defendant who is directly subject 

to venue here. 

83. 

Direct Radiology may be served as provided by law, including pursuant to 

O.C.G.A. § 9-10-94. 

84. 

As Dr. Burton’s employer or principal, Direct Radiology is vicariously liable 

for his negligent acts and omissions in interpreting and reporting Tammy’s CT scan, 

which were committed within the course and scope of that employment or agency. 

85. 

If a parent, subsidiary, affiliate, successor, or predecessor of Direct Radiology 

was the entity that employed or engaged Dr. Burton or that contracted with the 

Corporate Defendants, that entity is hereby on notice that, but for a mistake 

concerning the identity of the proper party, this action would have been brought 

against that entity. 
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86. 

Defendant Vesta Telemedicine Solutions, LLC (“Vesta”) is a foreign 

limited liability company registered with the Georgia Secretary of State to transact 

business in the State of Georgia as a foreign limited liability company. Its principal 

office is located at 1071 S. Sun Drive, Suite 2001, Lake Mary, Florida 32746, and it 

maintains its registered office in Fulton County, Georgia. It may be served with 

process through its registered agent, Registered Agent Solutions, Inc., at 233 

Peachtree Street N.E., Suite 2307, Atlanta, Georgia 30303. 

87. 

On information and belief, Vesta is engaged in the business of furnishing 

remote diagnostic radiology interpretation services, commonly called teleradiology, 

to hospitals and other healthcare facilities, including facilities located in the State 

of Georgia. 

88. 

On information and belief, at all relevant times Vesta, alone or together with 

Direct Radiology, employed or otherwise engaged Dr. Burton, assigned to him the 

diagnostic imaging studies he was to interpret, and furnished his interpretations to 

its client facilities, including the Hospital. 

89. 

On information and belief, at all relevant times Vesta was party to a contract 

or other arrangement with one or more of the Corporate Defendants, with Direct 

Radiology, or with both, under which Vesta undertook to provide, and did provide, 
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diagnostic radiology interpretation services for patients presenting to the Hospital 

in Muscogee County, Georgia, including emergent neuroimaging studies obtained in 

the Hospital’s Emergency Department. 

90. 

Vesta is subject to the personal jurisdiction of this Court. At all relevant 

times, including on October 7, 2024, Vesta was registered to transact business in 

the State of Georgia and maintained a registered office and registered agent in this 

State, and it is therefore subject to general personal jurisdiction in Georgia. 

91. 

Vesta is subject to the subject-matter jurisdiction of this Court in this case. 

92. 

Pursuant to Article VI, Section II, Paragraph VI of the Georgia Constitution 

and O.C.G.A. § 9-10-31, Vesta is subject to venue in this Court because it is a joint 

tortfeasor with at least one co-defendant who is directly subject to venue here, 

including Defendant James E. Ragan, II, M.D., who resides in Muscogee County. 

93. 

Vesta may be served as provided by law. 

94. 

As Dr. Burton’s employer or principal, Vesta is vicariously liable for his 

negligent acts and omissions in interpreting and reporting Tammy’s CT scan, which 

were committed within the course and scope of that employment or agency. 
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95. 

If a parent, subsidiary, affiliate, successor, or predecessor of Vesta was the 

entity that employed or engaged Dr. Burton or that contracted with the Corporate 

Defendants or with Direct Radiology, that entity is hereby on notice that, but for a 

mistake concerning the identity of the proper party, this action would have been 

brought against that entity. 

96. 

The contracts, employment agreements, staffing arrangements, teleradiology 

agreements, and credentialing records that establish which entity employed or 

contracted with each physician are within Defendants’ exclusive possession and 

were not available to Plaintiffs before filing. Plaintiffs will identify the correct 

employing or contracting entities through discovery and will amend as appropriate. 

The Nursing Staff and Unidentified Defendants 

97. 

As used in this Complaint, the term “Nursing Staff” means the 

registered nurses and other nursing personnel who, on October 7, 2024, received, 

triaged, assessed, monitored, or otherwise participated in the care of Tammy 

Carnley in the Emergency Department of St. Francis–Emory Healthcare Hospital, 

including but not limited to Presley Adams, R.N., Kelly Cook, R.N., and the 

presently unidentified triage nurse and primary nurses assigned to Tammy 

Carnley’s care. 
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98. 

At all relevant times, each member of the Nursing Staff was an employee or 

an actual or apparent agent of one or more of the Corporate Defendants, acting 

within the course and scope of that employment or agency. 

99. 

The Corporate Defendants are vicariously liable for the negligence of the 

Nursing Staff. The claims of nursing negligence asserted in this Complaint are 

asserted against the Corporate Defendants and, to the extent they are later 

identified, against John/Jane Does 1–10. 

100. 

The identities of the individual members of the Nursing Staff are presently 

known to Defendants and not to Plaintiffs, and will be ascertained through 

discovery. Plaintiffs will seek leave to substitute those individuals for John/Jane 

Does 1–10 as appropriate. 

101. 

John/Jane Does 1–10 are yet-unidentified natural and legal persons who 

may be wholly or partly liable for the negligence and damages alleged here, 

including without limitation the presently unidentified members of the Nursing 

Staff as defined above, and the professional entities, emergency medicine staffing 

groups, and teleradiology entities other than Direct Radiology and Vesta that 

employed or contracted with Dr. Ragan or Dr. Burton. Once served with process, 

John/Jane Does 1–10 are subject to the jurisdiction and venue of this Court. 
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102. 

Each John/Jane Doe defendant is hereby on notice that this action arises out 

of the care rendered to Tammy Carnley at the Hospital on October 7, 2024, and 

that, but for a mistake concerning the identity of the proper party, this action would 

have been brought against that person or entity by name. 

Factual Background 

103. 

At all relevant times, Tammy Carnley was a 47-year-old woman residing in 

Midland, Georgia, with her husband, Michael Carnley. Before October 7, 2024, 

Tammy was fully independent, employed by the Muscogee County School District, 

with a baseline modified Rankin Scale (mRS) of 0, that is, no neurological symptoms 

or functional impairment. 

104. 

On or about October 6, 2024, at approximately 11:15 p.m., Tammy was last 

known to be at her neurological baseline. 

105. 

In the early morning hours of October 7, 2024, Tammy was found by her 

husband unresponsive on the floor of their home, with right-sided weakness and 

asymmetric motor findings, the hallmark signs of an acute stroke. 
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106. 

Emergency Medical Services was called and Harris County EMS responded. 

EMS paramedics documented a Glasgow Coma Scale of 8, asymmetric motor 

findings (more movement on the left than the right), and identified “CNS-Stroke” as 

a secondary impression. 

107. 

Despite Tammy’s obvious stroke presentation, EMS did not activate a pre-

arrival stroke alert to the receiving hospital. 

108. 

Tammy was transported to the Hospital in Columbus, Georgia, arriving at 

the Emergency Department at approximately 6:36 a.m. on October 7, 2024. 

Transfer of care to the Emergency Department occurred at approximately 6:39 a.m. 

109. 

Upon arrival, Tammy presented with right-sided hemiplegia, right facial 

droop, global aphasia, and a gaze preference, a classic and unmistakable 

presentation of a large-vessel acute ischemic stroke. 

110. 

The Nursing Staff received Tammy from the responding paramedics at 

approximately 6:39 a.m. and obtained and documented her first set of vital signs at 

approximately 6:43 a.m.: temperature 36.9°C, heart rate 88, respiratory rate 21, 

blood pressure 142/83, oxygen saturation 93 percent, and point-of-care glucose 112. 

The normal glucose value excluded hypoglycemia, the most common stroke mimic. 
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111. 

No member of the Nursing Staff activated a stroke alert, a code stroke, or a 

stroke team response at any time during Tammy’s stay at the Hospital. The 

Hospital’s Emergency Department record contains no documentation of any such 

activation. 

112. 

No member of the Nursing Staff performed or documented a validated stroke 

screening assessment, a nursing neurological assessment, a nursing determination 

of Tammy’s last known well time, or a nursing National Institutes of Health Stroke 

Scale assessment. The only stroke scale assessments in the Hospital’s record were 

performed by physicians. 

113. 

Dr. James E. Ragan, II, was the emergency physician responsible for 

Tammy’s care in the Hospital’s Emergency Department. 

114. 

Dr. Ragan first evaluated Tammy at approximately 6:44 a.m. His own 

physical exam documented findings classic for acute stroke, including that Tammy 

was unresponsive, with motor strength decreased on the right, sensation decreased 

on the right, and aphasic speech. Dr. Ragan documented a National Institutes of 

Health Stroke Scale (NIHSS) score of 22 out of 42, indicating a severe stroke, and a 

baseline mRS of 0. 
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115. 

Despite Tammy’s severe stroke presentation, high NIHSS score, and his own 

examination findings, Dr. Ragan did not promptly recognize and manage Tammy’s 

presentation as an acute stroke, did not emergently consult neurology, did not 

emergently order CT angiography (CTA), and did not emergently initiate transfer to 

a comprehensive stroke center. 

116. 

The Nursing Staff monitored Tammy at approximately thirty-minute 

intervals throughout the morning of October 7, 2024, documenting vital signs at 

approximately 6:43, 7:00, 7:30, 8:00, 8:30, 9:10, 9:30, 10:00, 10:30, 11:00, 11:30, and 

12:00. Members of the Nursing Staff were accordingly assessing Tammy at her 

bedside continuously for more than five hours. 

117. 

During that entire interval, no member of the Nursing Staff documented any 

communication to Dr. Ragan or to any other physician expressing concern about 

Tammy’s neurological presentation, about the absence of vascular imaging or 

neurological consultation, or about the passage of time. No member of the Nursing 

Staff notified a charge nurse, an emergency department nurse manager, a house 

supervisor, a stroke program coordinator, or an emergency department medical 

director. 
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118. 

A non-contrast CT scan of Tammy’s head was obtained at approximately 7:50 

a.m. and read at 8:14 a.m. by Dr. Dennis M. Burton, a radiologist, as showing 

“Normal CT of the head.” 

119. 

In fact, the 8:14 a.m. CT demonstrated early ischemic changes of a large left 

middle cerebral artery (MCA) territory infarct. On November 21, 2024, Dr. Phillip 

McDonald issued an addendum re-read of the identical CT images, identifying a 

large ill-marginated hypodensity in the cortical-subcortical aspects of the left fronto-

parietotemporal lobes with blurring of gray-white matter differentiation and 

effacement of overlying sulcal spaces, consistent with a left MCA territory large 

acute infarct. 

120. 

A normal or reportedly normal non-contrast head CT does not exclude an 

acute ischemic stroke. The duties of the Nursing Staff to recognize Tammy’s stroke 

presentation, to activate a stroke alert, and to escalate her care did not abate upon 

Dr. Burton’s report of a normal head CT. 

121. 

Dr. Burton’s misread of the 8:14 a.m. CT delayed the recognition and 

treatment of Tammy’s stroke and contributed to the catastrophic delay in 

transferring Tammy for mechanical thrombectomy. 
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122. 

Neurology was not consulted until approximately 12:26 p.m., approximately 

five hours and forty-two minutes after Dr. Ragan first evaluated Tammy. Dr. 

Ragan’s own documentation at 12:26 p.m. states: “Patient re-evaluated and now 

with the flaccidity of the right side. Stroke is now apparent as likely etiology.” 

123. 

CT angiography of the head and neck was not ordered until approximately 

12:26 p.m. and not performed until approximately 1:08 to 1:11 p.m., over six hours 

after Tammy’s arrival in the Emergency Department. The CTA confirmed a 

complete left M1 occlusion, that is, a large vessel occlusion. 

124. 

At approximately 12:25 p.m., Dr. Mohammed Hussein, a neurologist, 

evaluated Tammy at bedside, documented an NIHSS of 23, an mRS of 0, and an 

Alberta Stroke Program Early CT Score (ASPECTS) of 6 to 7 out of 10. Dr. Hussein 

recommended transfer to a comprehensive stroke center for mechanical 

thrombectomy. 

125. 

An ASPECTS of 6 to 7 indicated that a significant portion of Tammy’s brain 

tissue was still salvageable at that time, and that emergent mechanical 

thrombectomy could have preserved brain function and averted the catastrophic 

outcome that followed. 
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126. 

At approximately 1:30 p.m., Dr. Smith of Piedmont Columbus Regional 

Midtown Hospital accepted Tammy for emergency-department-to-emergency-

department transfer. At approximately 1:43 p.m., Dr. Stephen Colvin 

communicated the preliminary critical CTA findings, a large acute left MCA stroke 

with a thrombosed left M1 segment, to Kelly Cook, R.N. At approximately 1:45 p.m., 

Presley Adams, R.N., called report to the receiving nurse at Piedmont. 

127. 

Notwithstanding the acceptance of the transfer at approximately 1:30 p.m. 

and the calling of report at approximately 1:45 p.m., Tammy did not depart the 

Hospital until approximately 2:15 p.m. Defendants have offered no explanation for 

the approximately forty-five minute interval between acceptance of the transfer and 

Tammy’s departure, during which her brain tissue continued to infarct. 

128. 

Tammy was not transferred from the Hospital to Piedmont Columbus 

Regional Midtown Hospital (a comprehensive stroke center) until approximately 

2:15 p.m. on October 7, 2024, arriving at Piedmont at approximately 2:22 p.m., 

nearly eight hours after her arrival at the Hospital. During those hours, Tammy’s 

brain tissue was dying. 
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129. 

Upon arrival at Piedmont, repeat imaging revealed that Tammy’s ASPECTS 

had declined catastrophically from 6 to 7 down to 1 out of 10, indicating near-

complete infarction of the left MCA territory. 

130. 

Because of the delay, Tammy was no longer a candidate for mechanical 

thrombectomy. The treating Piedmont neurologist documented: “No thrombectomy 

done due to already developed near complete infarct.” 

131. 

Tammy’s NIHSS at Piedmont had risen to 33 out of 42, reflecting devastating 

neurological decline. 

132. 

Tammy subsequently developed malignant cerebral edema requiring 

emergency decompressive left hemicraniectomy on October 8, 2024, to save her life. 

She underwent tracheostomy on October 17, 2024, and placement of a percutaneous 

gastrostomy (PEG) tube on October 18, 2024. 

133. 

Tammy was hospitalized at Piedmont from October 7 through October 25, 

2024, and was discharged to inpatient rehabilitation with dense right hemiplegia, 

global aphasia, tracheostomy and PEG-tube dependence, and maximum-assist 

needs for all transfers and activities of daily living. 
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134. 

As a direct result of the delayed diagnosis and treatment, Tammy has 

suffered, and continues to suffer, severe and permanent neurological deficits, 

including but not limited to dense right hemiplegia, global aphasia, inability to 

communicate, inability to perform activities of daily living, and the need for a 

lifetime of around-the-clock care. 

Notice of Claims 

135. 

Plaintiffs here incorporate by reference all other paragraphs of this 

Complaint. 

136. 

Plaintiffs here incorporate by reference the expert affidavits attached hereto. 

137. 

Plaintiffs hereby provide sufficient notice of their claims against the 

Defendants. 

138. 

For each claim of professional negligence alleged in this action, the alleged 

acts and omissions also constituted ordinary or simple negligence. 
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139. 

Pursuant to O.C.G.A. § 9-11-9.1, the affidavits of qualified experts competent 

to testify as to the standard of care required of the Defendants are attached hereto 

as Exhibits 1, 2, and 3. 

140. 

This Complaint incorporates the opinions and allegations found in those 

affidavits. 

Professional Negligence: Dr. Ragan and the Corporate Defendants 

141. 

Plaintiffs here incorporate by reference all other paragraphs of this 

Complaint. 

142. 

At relevant times, Dr. James E. Ragan, II, was a physician engaged in the 

practice of medicine in the State of Georgia. 

143. 

On October 7, 2024, Dr. Ragan entered into a physician-patient relationship 

with Tammy Carnley. 

144. 

Dr. Ragan thus had a duty to provide care to Tammy within the applicable 

standard of care. 
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145. 

Dr. Ragan failed to comply with the applicable standard of care in the care he 

provided Tammy. 

146. 

On October 7, 2024, Dr. Ragan violated the standard of care by, among other 

things: failing to recognize and treat Tammy’s presentation as an acute stroke 

despite his own examination findings and a documented NIHSS of 22; failing to 

emergently order CT angiography concurrently with or immediately after the initial 

CT head; failing to emergently consult neurology for nearly six hours after his 

initial evaluation; failing to emergently arrange transfer to a comprehensive stroke 

center capable of performing mechanical thrombectomy; and failing to recognize the 

urgency of Tammy’s condition and act accordingly. 

147. 

Each of the foregoing acts and omissions of Dr. Ragan also constituted 

ordinary or simple negligence. 

148. 

To the extent that O.C.G.A. § 51-1-29.5 is held to apply to any of the care at 

issue in this Count, which Plaintiffs deny, the acts and omissions of Dr. Ragan 

described above also constituted gross negligence, in that they reflect a failure to 

exercise even slight care. 
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149. 

The negligence of Dr. Ragan proximately caused and contributed to the delay 

in the recognition, imaging, diagnosis, consultation, and transfer of Tammy 

Carnley, and thereby to the loss of her opportunity to undergo mechanical 

thrombectomy while a significant portion of her brain tissue remained salvageable. 

150. 

At relevant times, Dr. Ragan was an employee or an actual or apparent agent 

of one or more of the Corporate Defendants, and was acting within the course and 

scope of his employment or other agency. 

151. 

The Corporate Defendants are therefore liable for Dr. Ragan’s failures to 

comply with the applicable standard of care. 

Professional Negligence: Dr. Burton, Direct Radiology, Vesta, and the 

Corporate Defendants 

152. 

Plaintiffs here incorporate by reference all other paragraphs of this 

Complaint. 

153. 

At relevant times, Dr. Dennis M. Burton was a physician licensed in and 

engaged in the practice of radiology in the State of Georgia. 
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154. 

On October 7, 2024, Dr. Burton entered into a physician-patient relationship 

with Tammy Carnley when he undertook to read and interpret her CT scan. 

155. 

Dr. Burton thus had a duty to provide care to Tammy within the applicable 

standard of care. 

156. 

Dr. Burton failed to comply with the applicable standard of care in the care 

he provided Tammy. 

157. 

On October 7, 2024, Dr. Burton violated the standard of care by misreading 

Tammy’s 8:14 a.m. CT scan as showing no acute intracranial abnormality, when in 

fact the CT demonstrated early ischemic changes of a large left middle cerebral 

artery territory infarct that should have been identified and reported. 

158. 

Each of the foregoing acts and omissions of Dr. Burton also constituted 

ordinary or simple negligence. 

159. 

To the extent that O.C.G.A. § 51-1-29.5 is held to apply to any of the care at 

issue in this Count, which Plaintiffs deny, the acts and omissions of Dr. Burton 

described above also constituted gross negligence, in that they reflect a failure to 

exercise even slight care. 
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160. 

Dr. Burton’s misread delayed the recognition and treatment of Tammy’s 

stroke and proximately caused and contributed to the catastrophic delay in 

transferring Tammy for mechanical thrombectomy, and thereby to the loss of her 

opportunity to undergo that procedure while a significant portion of her brain tissue 

remained salvageable. 

161. 

At relevant times, Dr. Burton was an employee or an actual or apparent 

agent of Direct Radiology, Vesta, or both, and of one or more of the Corporate 

Defendants, and was acting within the course and scope of his employment or other 

agency. 

162. 

Direct Radiology is therefore liable for Dr. Burton’s failures to comply with 

the applicable standard of care. 

163. 

Vesta is therefore liable for Dr. Burton’s failures to comply with the 

applicable standard of care. 

164. 

The Corporate Defendants are therefore liable for Dr. Burton’s failures to 

comply with the applicable standard of care. 
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Negligence: Direct Radiology, LLC 

165. 

Plaintiffs here incorporate by reference all other paragraphs of this 

Complaint. 

166. 

Direct Radiology undertook to furnish diagnostic radiology interpretation 

services to the Hospital, including the emergent interpretation of neuroimaging 

studies obtained on patients presenting to the Hospital’s Emergency Department. 

167. 

Having undertaken that service, Direct Radiology owed Tammy Carnley a 

duty of ordinary care in the conduct of its business, independent of the professional 

duty owed her by Dr. Burton. 

168. 

Direct Radiology breached that duty. Its acts and omissions include, among 

other things: failing to adopt and enforce adequate systems for identifying, 

prioritizing, and expediting emergent stroke imaging studies; failing to adopt and 

enforce adequate protocols for the communication of critical or time-sensitive 

imaging findings to the ordering facility; failing to ensure that the radiologists to 

whom it assigned emergent neuroimaging studies possessed the training, 

experience, and competence to identify early ischemic changes on a non-contrast 

head CT; failing to adopt and enforce adequate quality assurance, peer review, over-
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read, and error-detection processes; and failing to adequately supervise the 

radiologists it employed or engaged. 

169. 

Each of the foregoing acts and omissions constituted ordinary or simple 

negligence. 

170. 

The administrators, managers, and other personnel responsible for the 

foregoing acts and omissions were employees, servants, or actual or apparent agents 

of Direct Radiology, acting within the course and scope of that employment or 

agency, and Direct Radiology is vicariously liable for their negligence. 

171. 

The negligence of Direct Radiology created an unnecessary and unreasonable 

potential for error in the interpretation of Tammy’s emergent neuroimaging, 

facilitated rather than prevented that error, and proximately caused and 

contributed to the delay in the recognition, diagnosis, and treatment of her stroke, 

and thereby to the loss of her opportunity to undergo mechanical thrombectomy 

while a significant portion of her brain tissue remained salvageable. 

Negligence: Vesta Telemedicine Solutions, LLC 

172. 

Plaintiffs here incorporate by reference all other paragraphs of this 

Complaint. 
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173. 

Vesta undertook to furnish diagnostic radiology interpretation services to the 

Hospital, directly or through Direct Radiology, including the emergent 

interpretation of neuroimaging studies obtained on patients presenting to the 

Hospital’s Emergency Department. 

174. 

Having undertaken that service, Vesta owed Tammy Carnley a duty of 

ordinary care in the conduct of its business, independent of the professional duty 

owed her by Dr. Burton. 

175. 

Vesta breached that duty. Its acts and omissions include, among other things: 

failing to adopt and enforce adequate systems for identifying, prioritizing, and 

expediting emergent stroke imaging studies; failing to adopt and enforce adequate 

protocols for the communication of critical or time-sensitive imaging findings to the 

ordering facility; failing to ensure that the radiologists to whom it assigned 

emergent neuroimaging studies possessed the training, experience, and competence 

to identify early ischemic changes on a non-contrast head CT; failing to adopt and 

enforce adequate quality assurance, peer review, over-read, and error-detection 

processes; and failing to adequately supervise the radiologists it employed or 

engaged. 



44 

176. 

Each of the foregoing acts and omissions constituted ordinary or simple 

negligence. 

177. 

The administrators, managers, and other personnel responsible for the 

foregoing acts and omissions were employees, servants, or actual or apparent agents 

of Vesta, acting within the course and scope of that employment or agency, and 

Vesta is vicariously liable for their negligence. 

178. 

The negligence of Vesta created an unnecessary and unreasonable potential 

for error in the interpretation of Tammy’s emergent neuroimaging, facilitated 

rather than prevented that error, and proximately caused and contributed to the 

delay in the recognition, diagnosis, and treatment of her stroke, and thereby to the 

loss of her opportunity to undergo mechanical thrombectomy while a significant 

portion of her brain tissue remained salvageable. 

Professional Negligence: Nursing Staff and the Corporate Defendants 

179. 

Plaintiffs here incorporate by reference all other paragraphs of this 

Complaint. 
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180. 

At relevant times, the members of the Nursing Staff were registered nurses 

and other nursing personnel engaged in the practice of nursing in the State of 

Georgia. 

181. 

On October 7, 2024, the Nursing Staff undertook to provide nursing care to 

Tammy Carnley and thereby assumed a duty to provide that care within the 

applicable standard of care. 

182. 

As used in this Count, the phrase “standard of care” means the degree of care 

and skill ordinarily employed by the nursing profession generally under similar 

conditions and like surrounding circumstances. 

183. 

The nursing standard of care imposes duties that are independent of 

physician orders and of physician judgment. The recognition of a patient’s stroke 

presentation, the performance and documentation of stroke screening and serial 

neurological assessment, the activation of a hospital stroke alert, structured 

communication with the treating physician, escalation of unaddressed patient care 

concerns through the nursing chain of command, and patient advocacy are nursing 

functions that a registered nurse must perform on the nurse’s own professional 

judgment. 
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184. 

The Nursing Staff failed to comply with the applicable standard of care in the 

nursing care they provided Tammy. 

185. 

On October 7, 2024, the Nursing Staff violated the standard of care by, 

among other things: 

a. failing to recognize Tammy’s presentation, a patient found 

unresponsive at home, with unilateral motor and sensory deficits, 

aphasia, gaze preference, and a depressed level of consciousness, as an 

acute stroke until proven otherwise; 

b. failing to perform and document a validated stroke screening 

assessment and to obtain and document Tammy’s last known well 

time; 

c. failing to activate the Hospital’s stroke alert or code stroke response, 

independently and without waiting for a physician order; 

d. failing to assign Tammy the highest acuity designation and to treat 

her as a time-critical emergency, with the assessment, documentation, 

and reassessment intervals that designation requires; 

e. failing to perform and document serial neurological assessments of a 

patient with a profound and unexplained neurological deficit; 
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f. failing to recognize that hours were elapsing without vascular imaging, 

without neurological consultation, and without transfer, for a patient 

whose presentation was that of a large vessel occlusion; 

g. failing to communicate to Dr. Ragan and to any other treating 

physician, clearly, directly, and in a structured manner, Tammy’s 

stroke presentation and the passage of time without a stroke workup; 

h. failing to escalate Tammy’s care through the nursing chain of 

command, to the charge nurse, the emergency department nurse 

manager or house supervisor, and the stroke program coordinator or 

emergency department medical director, when her condition continued 

to go unaddressed, and failing to act as the patient advocate for a 

woman who was aphasic, unresponsive, and wholly unable to advocate 

for herself; and 

i. failing, after the transfer had been accepted at approximately 1:30 p.m. 

and report had been called at approximately 1:45 p.m., to effect that 

time-critical emergency transfer without avoidable delay. 

186. 

Each of the foregoing acts and omissions of the Nursing Staff also constituted 

ordinary or simple negligence. 

187. 

To the extent that O.C.G.A. § 51-1-29.5 is held to apply to any of the nursing 

care at issue in this Count, which Plaintiffs deny, the acts and omissions of the 
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Nursing Staff described above also constituted gross negligence, in that they reflect 

a failure to exercise even slight care. 

188. 

The negligence of the Nursing Staff proximately caused and contributed to 

the delay in the recognition, imaging, diagnosis, consultation, and transfer of 

Tammy Carnley, and thereby to the loss of her opportunity to undergo mechanical 

thrombectomy while a significant portion of her brain tissue remained salvageable. 

189. 

At relevant times, each member of the Nursing Staff was an employee or an 

actual or apparent agent of one or more of the Corporate Defendants, and was 

acting within the course and scope of that employment or agency. 

190. 

The Corporate Defendants are therefore liable for the Nursing Staff’s failures 

to comply with the applicable standard of care. 

Administrative Negligence: Corporate Defendants 

191. 

Plaintiffs here incorporate by reference all other paragraphs of this 

Complaint. 
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192. 

Georgia law recognizes that ordinary negligence in the form of negligent 

administration can contribute to a chain of events that includes harmful medical 

malpractice. 

193. 

The Corporate Defendants owed Tammy Carnley and her family ordinary 

duties of care. 

194. 

The Corporate Defendants breached those duties. 

195. 

The Corporate Defendants are directly liable for the breach of those duties. 

196. 

The Corporate Defendants breached those duties through the acts and 

omissions of administrators not licensed for the professions listed in O.C.G.A. § 9-

11-9.1(g). 

197. 

The Corporate Defendants breached those duties through the acts and 

omissions of professional staff performing purely administrative tasks. 

198. 

Administrators of the Corporate Defendants failed, for example, to adopt 

adequate stroke protocols designed to ensure that patients presenting with signs of 
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acute stroke receive timely evaluation, treatment, and transfer to an appropriate 

facility. 

199. 

Administrators of the Corporate Defendants also failed, for example, to 

provide adequate training to staff on whatever stroke protocols existed, and to audit 

compliance with those protocols. 

200. 

Administrators of the Corporate Defendants also failed to develop and 

implement appropriate administrative systems for stroke alert activation, emergent 

neurological consultation, and timely inter-facility transfer for stroke patients 

requiring advanced intervention. 

201. 

Administrators of the Corporate Defendants also failed to adopt, implement, 

train upon, and audit compliance with an adequate nursing chain of command 

policy, so that nursing personnel who identified an unaddressed time-critical 

patient condition would have a clear and enforced pathway to escalate that concern. 

202. 

Administrators of the Corporate Defendants also failed to adopt and enforce 

adequate systems for the credentialing, supervision, and quality review of the 

physicians, including teleradiologists, to whom the interpretation of emergent 

neuroimaging studies was entrusted. 
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203. 

Negligent administration by the Corporate Defendants created unnecessary 

and unreasonable potential for error by providers involved in Tammy’s care. 

204. 

Negligently administered systems and organizational practices facilitated, 

rather than prevented, individual error. 

205. 

By violating duties of ordinary care, the Corporate Defendants harmed 

Tammy. 

206. 

The administrators directly responsible for the negligent administration were 

employees or servants, or actual or ostensible agents, of one or more of the 

Corporate Defendants. 

207. 

The Corporate Defendants are thus vicariously liable for the ordinary 

negligence of those administrators. 

Loss of Consortium: Michael Carnley 

208. 

Plaintiffs here incorporate by reference all other paragraphs of this 

Complaint. 
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209. 

At all relevant times, Michael Carnley was, and continues to be, the lawful 

husband of Tammy Carnley. 

210. 

As a direct and proximate result of the negligence of the Defendants alleged 

in this Complaint, Michael Carnley has been deprived of, and will continue to be 

deprived of, the services, society, companionship, affection, comfort, consortium, and 

support of his wife, Tammy Carnley. 

211. 

Michael Carnley is entitled to recover from Defendants damages for his loss 

of consortium in an amount to be determined by a fair and impartial jury. 

Causation and Damages 

212. 

Plaintiffs here incorporate by reference all other paragraphs of this 

Complaint. 

213. 

Had Defendants complied with the applicable standard of care, Tammy 

would have been promptly identified as a candidate for mechanical thrombectomy, 

timely transferred to a comprehensive stroke center, and would have undergone 

thrombectomy while a significant portion of her brain tissue remained salvageable, 
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as reflected by the ASPECTS of 6 to 7 documented at the Hospital, compared to the 

ASPECTS of 1 documented after the delay in transfer. 

214. 

As the direct and proximate result of the wrongdoing alleged in this 

Complaint, Tammy Carnley has suffered, and will continue to suffer for the 

remainder of her life, pain, suffering, and permanent injury, including dense right-

sided paralysis, global aphasia, inability to communicate, inability to care for 

herself, and other devastating neurological deficits. 

215. 

As the direct and proximate result of the wrongdoing alleged in this 

Complaint, Tammy Carnley experienced distress, anguish, humiliation, discomfort, 

pain, suffering, and other harms during her hospitalization in October 2024 and 

continues to experience these harms. 

216. 

As the direct and proximate result of the wrongdoing alleged in this 

Complaint, Tammy Carnley has incurred substantial past medical expenses, and 

will incur substantial future medical expenses, including the costs of acute hospital 

care, decompressive hemicraniectomy, tracheostomy, PEG-tube placement, 

rehabilitation, and ongoing medical treatment. 
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217. 

As the direct and proximate result of the wrongdoing alleged in this 

Complaint, Tammy Carnley will require lifetime attendant care and life-care 

services, the reasonable value of which Plaintiffs are entitled to recover. 

218. 

As the direct and proximate result of the wrongdoing alleged in this 

Complaint, Tammy Carnley has suffered, and will continue to suffer, lost wages and 

lost earning capacity, having been gainfully employed by the Muscogee County 

School District prior to October 7, 2024, and having been rendered unable to work 

as a result of her catastrophic neurological injuries. 

219. 

As the direct and proximate result of the wrongdoing alleged in this 

Complaint, Tammy Carnley has suffered a permanent loss of her capacity to labor 

and earn money. 

220. 

As the direct and proximate result of the wrongdoing alleged in this 

Complaint, Plaintiff Michael Carnley has suffered loss of consortium and other 

compensable damages as set forth above. 
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Prayer for Relief 

221. 

As a direct and proximate result of the Defendants’ conduct, Plaintiffs are 

entitled to recover from Defendants reasonable compensatory damages in an 

amount exceeding $10,000.00, to be determined by a fair and impartial jury, for all 

damages Plaintiffs have suffered, including past and future physical, emotional, 

and economic injuries. 

222. 

WHEREFORE, Plaintiffs demand a trial by jury, and judgment against the 

Defendants as follows: 

a. compensatory damages in an amount exceeding $10,000.00 to be 

determined by a fair and impartial jury, including damages for past 

and future pain and suffering, past and future medical expenses, past 

and future lost wages and lost earning capacity, loss of capacity to 

labor and earn money, future life-care and attendant-care costs, and 

loss of consortium; 

b. all costs of this action; and 

c. such other and further relief as the Court deems just and proper. 
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This 28th day of September 2026.  Respectfully submitted, 

 
BELL LAW FIRM 

 
/s/ Lloyd N. Bell  
Lloyd N. Bell 
Georgia Bar No. 048800 
1201 Peachtree St. N.E., Suite 2000 
Atlanta, Georgia 30361 
(404) 249-6767 (tel) 
bell@BellLawFirm.com 

 
DERRELL DOWDELL & 
ASSOCIATES LLC 

 
/s/ Derrell Dowdell  
Derrell Dowdell 
Georgia Bar No. 227705 
922 Second Avenue 
Columbus, Georgia 31901 
(706) 321-1130 (tel) 
(706) 321-1132 (fax) 
sherrelld4law@gmail.com 

 
Attorneys for Plaintiffs 
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AFFIDAVIT OF GUY A. RORDORF, M.D., REGARDING 
TAMMY CARNLEY 

PERSONALLY APPEARS before the undersigned authority, duly authorized to 

administer oaths, comes Guy A. Rordorf, M.D., who after first being duly sworn, 

states as follows. 

Introduction 

1. 
This affidavit addresses medical negligence that occurred during Tammy 

Carnley’s presentation to St. Francis–Emory Healthcare Hospital (“St. Francis”) in 

Columbus, Georgia, on October 7, 2024. 

2. 
I have been asked to provide this affidavit for the limited purpose of Georgia 

statute OCGA § 9-11-9.1. 

3. 
This affidavit addresses matters that Plaintiffs’ counsel have asked me to 

address. I have not attempted to identify all standard-of-care violations. I have not 

attempted to state every causation opinion I have. I have not attempted to 

anticipate or address issues the Defense might raise or that otherwise might arise 

as the case unfolds. 

4. 
I use the term “standard of care” to refer to that degree of care and skill 

ordinarily exercised by members of the medical profession generally under the same 
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or similar circumstances and like surrounding conditions as pertained to the 

medical providers I discuss here. 

Qualifications 

5. 
I am a physician licensed to practice medicine and am board certified in 

Neurology and in the subspecialty of Vascular Neurology. My professional 

qualifications include, among other things, the following: 

a. I received my Doctor of Medicine degree from the University of 

Geneva, Switzerland, and completed residency training in Neurology 

at the Massachusetts General Hospital. 

b. I am certified by the American Board of Psychiatry and Neurology in 

Neurology and, in the subspecialty of Vascular Neurology, and I hold 

subspecialty certification in Neurocritical Care from the United 

Council for Neurologic Subspecialties. 

c. I am an Associate Professor of Neurology at Harvard Medical School. 

d. I am an attending neurologist at the Massachusetts General Hospital 

and at Newton-Wellesley Hospital. I have previously served as 

Director of the Neuroscience Intensive Care Unit at the Massachusetts 

General Hospital and as Neurology Director of the Neurovascular 

Service at Newton-Wellesley Hospital. 
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e. For more than twenty-five years, continuing through the present and 

within the last five years, I have been engaged in the active clinical 

practice of vascular neurology and neurocritical care. That practice 

regularly includes the evaluation and treatment of patients with acute 

ischemic stroke, including patients who present through the 

emergency department. It encompasses the recognition of acute stroke, 

the interpretation of head CT, CT angiography, and CT perfusion 

imaging in the acute setting, decisions regarding intravenous 

thrombolysis and mechanical thrombectomy, and the timely transfer of 

patients with large vessel occlusion to centers capable of performing 

thrombectomy. 

f. I regularly teach residents and fellows, including emergency-

department and medicine residents, on the recognition and acute 

management of stroke, and I have lectured on emergency-room 

management of acute stroke. 

g. I have authored or co-authored numerous peer-reviewed publications 

concerning acute ischemic stroke, neuroimaging in acute stroke 

(including CT perfusion, diffusion- and perfusion-weighted imaging, 

and CT angiography), and endovascular therapies. I am a member of 

the Stroke Council of the American Heart Association, the American 

Society of Neuroimaging, the Neurocritical Care Society, and the 

American Academy of Neurology. 
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6. 
By virtue of my active practice and teaching, within the last five years, in the 

diagnosis and treatment of acute ischemic stroke—the very condition at issue in 

this case—I am familiar with the standard of care that applied to the physicians 

who evaluated, imaged, and managed Tammy Carnley on October 7, 2024, including 

the standard governing the timely recognition and treatment of acute stroke in the 

emergency-department setting and the interpretation of neuroimaging obtained in 

that setting. 

7. 
In forming the opinions stated below, I have reviewed the medical records 

pertaining to Tammy Carnley’s care, including the Harris County EMS prehospital 

care report of October 7, 2024; the St. Francis Hospital emergency-department 

records of October 7, 2024, together with the associated imaging and radiology 

reports; and the Piedmont Columbus Regional Midtown Hospital records of the 

October 7 through October 25, 2024 admission. My curriculum vitae is attached to 

this affidavit. 

Standard of Care 

8. 
Acute ischemic stroke is a time-critical emergency. Brain tissue deprived of 

blood flow is progressively and irreversibly lost with the passage of time. When a 

patient presents with signs of acute stroke—such as sudden unilateral weakness, 

aphasia, and altered level of consciousness—the standard of care requires the 

treating physicians to recognize the likelihood of stroke promptly, to activate the 
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institution’s stroke protocol, to obtain the appropriate neuroimaging on an 

emergent basis, to obtain neurologic consultation without delay, and, where a large 

vessel occlusion is present, to arrange timely transfer to a facility capable of 

performing mechanical thrombectomy. 

9. 
For a patient with a large vessel occlusion of the middle cerebral artery, 

mechanical thrombectomy can restore blood flow to threatened but not-yet-infarcted 

brain tissue (the ischemic penumbra). The benefit of thrombectomy depends on 

treating while salvageable tissue remains; as time passes, the penumbra is lost to 

completed infarction. In appropriately selected patients, timely thrombectomy 

substantially improves the likelihood of a good functional outcome, and a 

substantial proportion of such patients recover with little or no lasting neurological 

deficit. Radiographic surrogates such as the ASPECTS score are used to estimate 

the extent of established infarction; a declining ASPECTS score reflects ongoing, 

progressive tissue loss. 

Principal Opinions 

10. 
Standard of care. Tammy Carnley presented to St. Francis on October 7, 

2024 with findings classic for an acute stroke. The standard of care required the 

physicians evaluating and imaging her to recognize the acute stroke, to activate the 

stroke protocol, to obtain CT angiography emergently, to obtain neurologic 
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consultation without delay, and to arrange prompt transfer for thrombectomy given 

the large vessel occlusion. 

11. 
Violation — James E. Ragan, M.D. Dr. Ragan, the emergency physician, first 

evaluated Mrs. Carnley at approximately 6:44 a.m. His own examination 

documented findings classic for acute stroke—unresponsiveness, right-sided motor 

and sensory deficits, and aphasic speech—and he assigned an NIH Stroke Scale 

score of 22, indicating a severe stroke. Despite these findings, no stroke alert or 

stroke protocol was activated, CT angiography was not ordered, and neurology was 

not consulted until approximately 12:26 p.m.—nearly six hours after his initial 

evaluation. In my opinion, to a reasonable degree of medical certainty, Dr. Ragan’s 

failure to timely recognize the acute stroke and to timely activate the stroke 

protocol, obtain CT angiography, obtain neurologic consultation, and initiate 

transfer was a deviation from the standard of care. 

12. 
Violation — Dennis M. Burton, M.D. Dr. Burton, the radiologist, interpreted 

the non-contrast head CT read at approximately 8:14 a.m. as “Normal CT of the 

head.” That study in fact demonstrated early ischemic changes of a left middle 

cerebral artery territory infarct—findings that were identified on the identical 

images in a later addendum by Dr. Phillip McDonald and that are consistent with 

the left M1 occlusion subsequently confirmed on CT angiography. In my opinion, to 

a reasonable degree of medical certainty, Dr. Burton’s failure to identify and report 
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these findings was a deviation from the standard of care, and, in my opinion, a gross 

deviation. An accurate reading at 8:14 a.m. should have prompted immediate CT 

angiography, neurologic consultation, and transfer. 

13. 
Causation. The failures described above caused a critical delay in Mrs. 

Carnley’s treatment. At approximately 12:25 p.m. at St. Francis, her ASPECTS 

score was recorded as 6–7, confirming that salvageable brain tissue remained at 

that time; by approximately 3:23 p.m. at Piedmont, her ASPECTS score had fallen 

to 1, reflecting near-complete infarction. She did not arrive at Piedmont until 

approximately 2:22 p.m., and thrombectomy was not performed because the infarct 

had by then progressed to near-complete. Had the acute stroke been recognized at 

approximately 8:14 a.m. and CT angiography, neurologic consultation, and transfer 

been initiated promptly thereafter, Mrs. Carnley would, to a reasonable degree of 

medical certainty, have reached the thrombectomy-capable center several hours 

earlier, while she remained a candidate for thrombectomy. In my opinion, to a 

reasonable degree of medical certainty, she more likely than not would have 

undergone mechanical thrombectomy and would have had a substantially better 

neurological outcome, with a reasonable probability of little or no lasting deficit. 

The delay deprived her of that opportunity. 

14. 
Damages. Mrs. Carnley, who was 47 years old and fully independent at 

baseline (modified Rankin Scale 0), sustained a completed left middle cerebral 
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artery territory infarct with cerebral edema requiring emergency decompressive 

hemicraniectomy, and she required tracheostomy and gastrostomy tube placement. 

She was left with dense right hemiplegia and global aphasia, dependent for all 

activities of daily living. In my opinion, to a reasonable degree of medical certainty, 

these injuries were proximately caused by the delay in recognition and treatment 

described above. 

Gross Negligence 

15. 
I understand that Georgia law, at OCGA § 51-1-29.5, may apply a heightened 

standard to certain medical care provided in a hospital emergency department, 

under which liability requires proof by clear and convincing evidence of gross 

negligence, meaning the absence of even slight care or diligence. Whether that 

standard applies to the care at issue here is a legal question that I do not decide. 

16. 
To the extent that standard applies, it is my opinion, to a reasonable degree 

of medical certainty, that the conduct described above satisfies it. In particular, the 

interpretation of a head CT bearing early ischemic changes of a large acute infarct 

as a “Normal CT of the head,” and the failure over the course of nearly six hours to 

recognize and act upon a severe stroke that was documented on examination with 

an NIH Stroke Scale score of 22, each reflect the absence of even slight care under 

the circumstances. 

20. 
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Curriculum Vitae 

 

Date Prepared: February 11, 2022 

Name:   Guy Rordorf MD 

Office Address: Department of Neurology      

   Suite 300 

   175 Cambridge Street 

   Boston, MA 02114 

Home Address: 49 Bowdoin St 

   Newton, MA 02461 

Work Phone:  1-617-726-8459 

Work E-Mail:  grordorf@partners.org 

Work FAX:  1-617-726-5054 

Place of Birth:            Mendrisio - Switzerland  

Education  
        

  1981 B.S., LICEO CANTONALE MENDRISIO, SWITZERLAND 
  1988 M.D., UNIVERSITY OF GENEVA, MEDICAL SCHOOL, SWITZERLAND 

                
Postdoctoral Training  
        
10/88-09/89 Resident in Neurology, Neurology, University Hospital  
10/89-12/89 Resident in Medicine, Medicine, University Hospital 
01/90-06/91 Jacob Javits Research Fellow in Medicine, Medicine, Massachusetts General Hospital 
07/91-06/92 Resident in Neurology, Neurology, Massachusetts General Hospital 
07/92-06/93 Intern in Medicine, Medicine, Massachusetts General Hospital 
07/93-06/95 Resident in Neurology, Neurology, Massachusetts General Hospital 
07/95-06/96 Clinical Assistant in Neurology, Neurology, Massachusetts General Hospital 
 
Faculty Academic Appointments  

         
  1990-1991 Research Fellow in Medicine, Harvard Medical School 
  1991-1992 Clinical Fellow in Neurology, Harvard Medical School 
  1992-1993 Clinical Fellow in Medicine, Medicine-Harvard Medical School 
  1996-1998 Instructor in Neurology, Harvard Medical School 

  
1998- 2012 Assistant Professor of Neurology, Harvard Medical School 
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 6/1/2012-
present 

Associate Professor of Neurology, Harvard Medical School 

 
 
Appointments at Hospitals/Affiliated Institutions   
         

  07/1995 - 
06/1996 

Clinical Assistant in Neurology, Massachusetts General Hospital, Boston,MA 

  06/1996 – 
01/2012 

Assistant in Neurology, Massachusetts General Hospital, Boston,MA 

 2007- 
current 

Neurologist – Newton Wellesley Hospital, Newton MA 

  02/2012- 
current 

Neurologist – Massachusetts General Hospital, Boston, MA 

 
Other Professional Positions 

 
01/08 Neurohospitalist, Newton Wellesley Hospital, Newton, MA 

 
 
Major Administrative Leadership Positions  
 
Local 
 
1996-1998 Assistant Director Neuroscience Intensive Care Unit, Massachusetts General Hospital 
1996-2002 Director Neurocritical Care - Stroke Fellowship Program, Massachusetts General Hospital. 
1998-2005 Associate Director Neuroscience Intensive Care Unit, Massachusetts General Hospital 
2005-2007 Director Neuroscience Intensive Care Unit, Massachusetts General Hospital 
2007-  Director Neurovascular Service, Newton Wellesley Hospital, Newton, MA 
2007- Chair Q/A Committee Vascular Center, Massachusetts General Hospital 
2007- 

2018- 

Neurology Director Vascular Center, Waltham MA, Massachusetts General Hospital 

Department of Medicine Newton Wellesley Hospital Quality Improvement/Peer Review 
Committee 

    
National  
 
2005-2008 Neurocritical Care Society, Board of Directors 
  
 
Committee Service 
 
Local 
 
1996-2007 Critical Care Committee, Massachusetts General Hospital 
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2004-2008 Drug Formulary Approval Committee, Massachusetts General Hospital 
2007-  Q/A Committee Vascular Center, Massachusetts General Hospital 
2007- Executive Committee Vascular Center, Massachusetts General Hospital 
2008- Stroke Task Force, Newton Wellesley Hospital, Newton, MA 
 
National 
 
2005-2008 Long Range Committee, Neurocritical Care Society 
Professional Societies  
 
1998- Stroke Council of the American Heart Association , Member 
1998- American Society of Neuroimaging, Member 
2004- Neurocritical Care Society, Member 
2005- American Academy of Neurology 

 
Editorial Activities  
 
2001- Ad Hoc Reviewer, Stroke 
2001- Ad Hoc Reviewer, New England Journal of Medicine 
2004- Ad Hoc Reviewer, Journal of Neurocritical Care 
2005- Ad Hoc Reviewer, Expert Review of Cardiovascular Therapy 
2005- Ad Hoc Reviewer, Cerebrovascular Disease 
2013- Ad Hoc Reviewer, Circulation 
 
Honors and Prizes  
 
2005 Partners in Excellence Award, Partners Health Care 
2006 Partners in Excellence Award, Partners Health Care 
2007 Fondazione per lo studio delle malattie neurodegenerative, Swiss Fundation 
2010 Partners in Excellence Award, Partners Health Care 
2011 The Locke Award for Excellence in Inpatient Education In Medicine 
2012            Nominated for the McGovern Award for Clinical Excellence 
2014            Nominated for the McGovern Award for Clinical Excellence 
2016            Nominated for the McGovern Award for Clinical Excellence 
2019            Nominated for the McGovern Award for Clinical Excellence 

       
Report of Funded and Unfunded Projects 
Funding Information 
 
Past 
 
1995-1996 Site Investigator, Company, Safety/Efficay study of 15 mg/kg/day Tirilizad Mesylate in 

North American Women with Subarachnoid Hemorrhage 
1995-1996 Site Investigator, Company, A phase I/II safety study of FIBLAST trofermin (basic 

fibroblastic growth factor) in the treatment of patients with acute thromboembolic 
cerebrovascular occlusion. 

1996-1997 Site Investigator, Company, A double blind, placebo controlled parallel group, 3 day 
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treatment and 3 month follow up multicenter study to evaluate the safety and efficacy of 
intravenous fofphenytoin (CEREBYX) in patients with acute ischemic stroke 

1999-2002 Co-P.I., American Heart Association, AHA 9950065N, Pelvic vein thrombosis as a source 
of paradoxical emboli in cryptogenic stroke 

2001-2002 Site Investigator, Company, Cooling for acute ischemic brain damage (COOL AID): a 
randomized pilot clinical trial of endovascular cooling for acute ischemic stroke 

2002-2003 Site Investigator, Company, A prospective, non randomized evaluation of the concentric 
retreiver system for the treatment of neurovascular thrombotic occlusions 

2003-2005 Co-P.I., N.I.H., 1 RO1 NS42607-01A2, Use of Induced Hypertension for the Treatment of 
Acute Ischemic Stroke 

2004-2005 Site Investigator, Company, Phase II randomized pharmaokinetic, dose finding, and dose 
frequency determination using rt-PA in Intraventricular Hemorrhage 

Current 
 
2009- Site Investigator. Mechanical Retrieval and Recanalization of Stroke clots Using 

embolectomy (MR-Rescue), NIH-NINDS/P50 NS44378  
 
This trial investigate new methods to recanalize an acutely occluded cerebral blood vessel 

2010- Site Investigator. Efficacy and safety study of desmoteplase to treat acute ischemic stroke 
(DIAS-4), H. Lundback A/S 
 
This trial investigates the possibility of extending the window of time during which stroke 
victims presenting with an acute ischemic stroke can be treated. This trial extend the time 
from last known well from 4:30 hours to 8 hours 

2011- Site Investigator. A phase IIa safety study of intravenous thrombolysis with alteplase in 
MRI-selected patients (MR WITNESS), NIH-NINDS/2 P50 NS051343-06 
 
This trial investigate the potential of successfully treat patient that wake up with acute 
ischemic stroke symptoms after last seen well before going to sleep.  

 

2013-   IRIS trial PI for Massachusetts General Hospital. 
This trial is a randomized multicenter placebo controlled trial to assess the efficacy of 
pioglitazone in preventing recurrent strokes 
 

2015-  Randomized double-blind Evaluation in secondary stroke prevention comparing the 
Efficacy and safety of the oral Thrombin inhibitor dabigatran etexilate versus aspirin in 
patients with embolic stroke of undetermined source (RESPECT ESUS) 

 PI at the Newton Wellesley Hospital 

2015- POINT trial: Platelet-Oriented Inhibition in New TIA and minor ischemic stroke 
 PI at the Newton Wellesley Hospital 

 
Event Adjudication Committee: 

2009- 2013 Evaluation of the Safety and Effectiveness of the DuraHeart Left Ventricular Assist 
System in Patients Awaiting Transplantation 
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Data Monitoring Committee 

2015-  aMAZE TRIAL: LEFT ATRIAL APPENDAGE LIGATION WITH THE LARIAT® SUTURE 
DELIVERY SYSTEM AS ADJUNCTIVE THERAPY TO PULMONARY VEIN ISOLATION FOR 

PERSISTENT OR LONGSTANDING PERSISTENT ATRIAL FIBRILLATION  
 

 
Report of Local Teaching and Training 
 
 
Formal Teaching of Residents, Clinical Fellows and Research Fellows (post-docs) 
 
2000-  Yearly teaching conference for neurology ICU fellows: Subarachnoid Hemorrhage, ICU 

management. Massachusetts General Hospital, Boston MA 
2002-2007 Associate Director and Director Neuroscience ICU, Massachusetts General Hospital 

Responsibility: Continuous teaching of clinical neurology, stroke care and neuro and 
general critical care to medical students rotating through neurology, neurology residents 
and Neurocritical Care fellows. 

2004- Yearly teaching conference for SICU fellows and residents on Neurology management of 
critically ill patients 

2007-  Yearly teaching conference for medicine residents: Stroke pathophysiology and 
management. Newton Wellesley Hospital, Newton MA 

Clinical Supervisory and Training Responsibilities  

          
1999- 8 Fellows for 840 hrs/year, supervising stroke and intensive care training, Harvard 

University - Massachusetts General Hospital 
2001- 18 Neurology Residents for 840 hrs/year, supervising stroke and critical care training, 

Harvard University - Massachusetts General Hospital 
  
2008- 16 Medicine Residents for 560hrs/year, supervising general neurology training, Harvard 

University – Newton Wellesley Hospital, Newton, MA 
 
 
Formally Supervised Trainees 

           
Training Duration 

     

Name Current Position 

1997-1999 Mustapha Ezzeddine  MD *Assistant Professor – UMDNJ   

 Published three manuscripts  
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1997-1999 Colin McDonald 
MD*  

Director Acute Stroke Service - South Shore Hospital , MA 

Published two manuscripts and 2 chapters in Up To Date 
 

1998-1999 

 

Alan Segal MD* 

 

Assistant Professor - Director Stroke Service - Cornell University 

Published four manuscripts 
 

1999-2000 

 

Jon Rosand MD* 

 

Professor in Neurology - Massachusetts General Hospital, HMS 

Obtained a K award grant  
 

1999-2000 

 

Jamary Oliveira - 
Filho MD* 

 

Director Neurology Intensive Care Unit - Salvator De Bahia – 
Brasil 

Published one manuscript 
 

1999-2001 

 

Igor Ougorets MD* 

 

Assistant Professor - Director Neurointensive Care Unit -Cornell 
University 

 
1999-2001 David Greer MD* Professor in Neurology – Yale University 

Developed and started study on indicator of prognosis in coma, 
published this year 

 

 

 

2000-2001 

 

 

 

Kim-En Lee MD* 

 

 

 

Associate Consultant in Neurology - Director Stroke Service - 
Singapore National Neuroscience Inst. 

Wrote thesis required by Hospital in Singapore 
 

2001-2003 

 

Neeraj Badjatia MD* 

 

Assistant Professor - Columbia Universtiy Medical Center NY 

Published 3 manuscripts 
 

2002-2003 

 

Eric Smith MD* 

 

Instructor in Neurology - Massachusetts General Hospital, HMS 
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Published 2 mansucripts 
 

2002-2003 

 

Cenk Ayata MD 
PhD* 

 

Associate Professor of Neurology - Massachusetts General 
Hospital, HMS 

Published one manuscript, double blinded randomized trial on 
efficacy of statin in subarachnoid hemorrhage 

 

2002-2003 

 

Raul Nogueira MD* 

 

Associate Professor of Neurology and Radiology, Emory 
University 

Published 2 manuscripts 
 

2003-2004 

 

Leigh Hochberg MD 
PhD 

 

ICU Staff Massachusetts General Hospital 

Obtained K award grant 
 

2003-2005 

 

Joshua Levine 

 

Assistant Professor - University of Pennsylvania 

Applied for K award grant 
 

2003-2005 

 

Kiwon Lee 

 

Assistant Professor - Jefferson Medical Center Philadelphia 

Published one manuscript 
 

 

2004-2005 

 

 

Than Nguyen 

 

 

Associate Professor of Neurology - Boston Univeristy 

Published one manuscript 
 

 

2005-2007 

 

 

Sherry Chou 

 

 

Instructor in Neurolgy - Brigham and Women's Hospital, HMS 

Published one manuscript 
 

2005-2007 

 

Julius Gene Latorre 

 

Associate Professor - Syracuse University Medical Center 

Published one manuscript 
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*formal supervision and mentoring as the Fellowship Director 

 
  
Formal Teaching of Peers (e.g., CME and other continuing education courses) 
 
 
1995- 

 

Stroke and Subarachnoid Hemorrhage for Clinician 

CME, Course title: Hemorrhagic and Ischemic Stroke Updates 
 

1996- Multiple presentations at the Massachuestts General Hospital weekly Stroke Conference, 
CME accredited 

 
1996- 

 
Multiple presentations at the Massachusetts General Hospital weekly Neurocritical Care 
Conference, CME accredited 

 
1999- 

 
Update on New Techniques and Review of Established Principles of Management of 
Cerebrovascular Emergencies 
CME, Course title: Hemorrhagic and Ischemic Stroke Updates 
 

2003- Neurovascular update: Present Practices and Future Directions 
CME, Course title: Hemorrhagic and Ischemic Stroke Updates 
 

2005- Carotid and Vertebral Dissection: Why does it happen? When should we look for it? How 
do we diagnose and treat it? Massachusetts General Hospital 

 
2006- Ischemic and Hemorrhagic Update: Acute treatment for patients not eligible for intra-arterial 

therapy  
CME, Course title: Hemorrhagic and Ischemic Stroke Updates 
 

2008- Ischemic and Hemorrhagic Update: Office management of the stroke prone patients: who 
should be screened, what tests should be used 

CME, Course title: Hemorrhagic and Ischemic Stroke Updates 

 
2012- Ischemic and Hemorrhagic update: Targeting specific causes of stroke 

CME, Course title: Hemorrhagic and Ischemic Stroke Updates 
Moderator 

 
 
Local Invited Presentations 
 
  
1996- Update on New Techniques and Review of Established Principle of Management of 

Cerebrovascular Emergencies  
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Newton Wellesley Hospital 
 

1998- Stroke Update and Comprehensive Review 
Newton Wellesley Hospital 

 
1998 

 
Emergency Room Management of Acute Stroke 
Medical Grand Rounds – Massachusetts General Hospital 

  
2002- Current Management of Stroke and Intracranial Hemorrhage from Emergency Room 

through Hospitalization 
Newton Wellesley Hospital 

  
2005- Ischemic and Hemorrhagice Update: Nonthrombolytic acute therapy 

 
2012- 
 
 
 
2012- 

Current concepts and controversies in vascular and endovascular surgery: Timing of CEA 
after TIA or stroke 
Massachusetts General Hospital 
 
Safety and Efficacy of CEA and CAS 
Massachusetts General Hospital 
 
 

2014-          Dissecting the Etiologies of Stroke in the Young. Massachusetts General Hospital,      
Neurology Grand Rounds 

 
2016  Newton Wellesley Hospital Gd Rounds: Advances in Stroke 
 
Report of Regional, National and International Invited Teaching and 
Presentations 
 
Regional, National and International Invited Presentations and Courses 
 
Regional 
No presentations below were sponsored by outside entities 
 
1997- Acute Stroke Treatment, Newton-Wellesley Hospital  Medical Grand Rounds 

 
10/2012 Stroke: Hemorrhagic and Ischemic Updates, Newton- Wellesley Hospital, Medical Grand 

Rounds 
 
1/2014  Dissection and collage disorders. Boston Medical Center. Neurology Grand Round 
 
National  
No presentations below were sponsored by outside entities 
 
1998- Emergent Evaluation of the Acute Stroke Patient , Florida Hospital - Orlando[Invited 
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Lecture] 
1998- Management of the Patient with Subarachnoid Hemorrhage, Florida Hospital - 

Orlando[Invited Lecture] 
2001-  Acute Stroke Management: Intensive Care of Stroke, American Academy of 

Neurology[Invited Lecture] 
2002- Critical Care of Stroke: Intensive Care of Stroke, American Academy of Neurology[Invited 

Lecture] 
2008- Psychiatric Complications in the ICU: diagnosis and managment, Neurocritical Care 

Meeting[Invited Lecture] 
2009- Induced Hypertension and Hypervolemia in the Treatment of Acute Ischemic Stroke, 

Stroke Meeting, San Diego[Invited Lecture] 
2017  Subarachnoid hemorrhage: pathophysiology and management: Integris Baptist Hospital,  
  Oklahoma City, OK 
 
International  
No presentations below were sponsored by outside entities 
 
1998- Diagnosis and Classification of Strokes in the Emergency Room, European Society of 

Emergency Medicine, San Marino Italy[Invited Lecture] 
2005- Blood Pressure Management after Acute Ischemic Stroke, Swiss Neurological Society, 

Bienne, Switzerland[Invited Lecture] 
2006- Ischemic and hemorrhagic stroke: a diagnostic and therapeutic update, Ospedale Locarno - 

Switzerland[Invited Lecture] 
2007- Acute Care Neurology, Ospedale Beata Vergine, Mendrisio Switzerland [Invited Lecture] 
2012- Management of Acute Stroke, Bermuda [Invited Lecture] 
 
 
Report of Clinical Activities and Innovations 
Current Licensure and Certification 
 
1998 FMGEMS part II 
1991 FMGEMS part I 
1993 FLEX part I and II 
1995 Massachusetts Medical License - #80689 
1996 American Society of Neuroimaging - Neurosonology Certificate 
1996 American Board of Psychiatry and Neurology - #42912 
2006 American Board of Neurology and Psychiatry Recertification 
2007 New Hampshire Medical License - # 13757 
2008 Maine Medical License - # 017751 
2008 American Board of Neurology and Psychiatry: Vascular Neurology Board - #605 
2008 United Council for Neurological Subspecialites - Neurocritical Care Certification - 

#NCC00391-08 
 

2016 American Board of Psychiatry and Neurology Recertification #42912 
2016 American Board of Psychiatry and Neurology: Vascular Neurology Board Recertification 

#605 
 
Practice Activities 
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1996- Inpatient Neurology, NeuroCritical Care and Stroke Massachusetts General Hospital 

Clinical Activity Description: Acute stroke patients seen in the emergency room and 
throughout the hospital. Critically ill patients with stroke, subarachnoid hemorrhage, 
intracranial hemorrhage, head trauma, status epilepticus, neuromuscular diseases seen, 
managed and treated in the Neuroscience Intensive Care Unit. Patients with common and 
rare neurological diseases seen as inpatient in the general neurology clinic. 
Time spent: 20 weeks a year 

1996- Outpatient Neurology 
Clinical Activity Description: Patients with common and rare neurological disorders seen 
in a clinic setting. I evaluate and treat outpatients two half sessions a week  
Time spent: 2 half days a week 

2007- Outpatient Neurology 
Clinical Activity Description: Neurology Director Vascular Center , Waltham MA, half a 
day a week during which I see patients with common and rare neurological disorders 
Time spent: 1 half day a week 

2008- Inpatient Neurology, Newton Wellesley Hospital, Newton, MA 
Clinical Activity Description: consult, evaluate, care and treat patients with common a rare 
neurological disorders admitted in a general medical and surgical unit 
Time spent: 20 weeks a year 

 
Clinical Innovations 
 
1997- Pioneered the use of induced hypertension for the treatment of acute ischemic stroke 
1999- Pioneered the use of diffusion/perfusion MRI to detect symptomatic vasospasm after 

subarachnoid hemorrhage 
2008- Conduct the trial to look at the effect of statin use on the prevention of vasospasm 
2008- Chair of Vascular Center Q/A Committee. Developed, implemented and supervised a first in 

the country program of independent NIH Stroke Scale trained practitioners to assess any 
patient undergoing carotid procedure pre, post and 30 days post procedure for neurological 
complications 

2008- Created and started first in the North East and second in the country multispecialty 
Fibromuscular Dysplasia clinic 

2008- Defined, developed and worked as Neuro-hospitalist in an acute care medical center at 
Newton Wellesley Hospital, first in the Northeast and at the time one of the first neuro-
hospitalists in the country 
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Report of Scholarship 

Original Articles 

Research Investigations 

1. Rordorf G, Uemura Y, Bonventre J. Characterization of Phospholipase A2 (PLA2) Activity in 
Gerbil Brain: Enhanced Activities of Cytosolic, Mitochondrial and Microsomal Forms after Ischemia 
and Reperfusion. The Journal of Neuroscience. 1991;11(6):1829-1836.  

2. Rordorf G, Koroshetz W.J, Bonventre J.V.. Heat Shock Protects Cultured Neurons from Glutamate 
Toxicity. Neuron. 1991;7:1043-1051.  

3. Kim D.K., Rordorf G, Nemenoff R.A., Koroshetz W.J, Bonventre J.V. Glutamate Stably Enhances 
the Activity of Two Cytosolic Forms of Phospholipase A2 in Brain Cortical Cultures. Biochemistry 
Journal. 1995;310:83-90.  

4. Polidori C, Frei B, Rordorf G, Ogilvy C, Koroshetz W, Beal m.F. Increased Levels of Plasma 
Cholesterol Ester Hydroperoxides in Patients with Subarachnoid Hemorrhage. Free Radical Biology 
and Medicin. 1997;23(5):762-767.  

5. Rordorf G, Ogilvy C.S, Gress D.R, Crowell R.M, Choi I.S. Patients in Poor Neurological Condition 
after Subarachnoid Hemorrhage: Early Management and Long Term Outcome. Acta Neurchirurgica. 
1997;139(12):1143-1151.  

6. Rordorf G, Cramer S.C, Efird J.T, Schwamm L.H, Buonanno F, Koroshetz W.J. Pharmacological 
Elevation of Blood Pressure in Acute Stroke: Clinical Effects and Safety. Stroke. 1997;28(11):2133-
2138.  

7. Cramer S, Rordorf G, Kaufman J, Buonanno F, Koroshetz W, Schwamm L. Clinically Occult 
Pelvic-Vein Thrombosis in Cryptogenic Stroke. The Lancet. 1998;351:1927-1928.  

8. Polidori M.C, Frei B, Cherubini A, Nelles G, Rordorf G, Keaney J, Schwamm L, Mecocci P, 
Koroshetz W.J, Beal M.F. Increased Plasma Levels fo Lipid Hydroperoxides in Patients with 
Ischemic Stroke. Free Radical Biology and Medicine. 1998;25:561-567.  
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