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Dr. William Fitzhugh, Direct 229
(Tuesday, March 30th, 2004, at 9:00 a.m.)

THE COURT: Good morning. All right, Doctor, if
you will retake the witness stand, wherever you are. There
you are.

(Dr. Fitzhugh resumed the witness stand)

THE COURT: Ms. Crepps, you may inquire.

MS. CREPPS: Thank you, Your Honor.
BY MS. CREPPS:
Q. Dr. Fitzhugh, I'm going to remind you to speak up a
little bit so everyone can hear you.
A. Sorry.
Q. We finished yesterday -- we were talking about the
dilation processes that you used for second trimester
abortions. And I'm going to ask you some more questions
about that. Can you insert the same number of laminaria for
every woman at the same gestational age for your second
trimester procedures?
A. It depends on several things. Number one is the
gestational age. Natural opening of the cervix occurs as
the gestational age goes up. So whereas a -- ten weeks, you
could get a minimum amount of laminaria in. And 24 weeks,
you probably could get six to eight comfortably, given all
circumstances. Now, the difference, as I said yesterday,
may be, but the size of laminaria vary so -- and the size of

the cervix varies with each individual woman. So —-- and the
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comfort level of a woman varies. So I may be able with the
same size cervix put two laminarias comfortably in a lady,
and in another one, I may be able to put three or four. So
that will vary on her comfort level and the -- her ability
to tolerate the discomfort associated with the procedure.

It also determines on the condition of the cervix.

Sometimes you'll have a speculum -- you'll have a cervical
incompetence or a relative cervical incompetence. That
means it's already open. You won't have to put any
laminaria in, and you just wait for the next day. Sometimes
she's had surgery on the cervix which allow more laminaria
to be inserted, and sometimes she's had some cryo surgery
where the cervix is tougher so you do not get as many in.

Q. In your opinion, Doctor, is it possible to force
laminaria into the cervix?

A. Well, you know, always the answer is you can probably do
anything, but you put it to the level of my comfort, which
is that the number will go in fairly easily that you don't
have to apply -- apply a lot of pressure. You don't want to
apply enough pressure so that you would go through the
uterus on the side and cause major bleeding or infection.
And as I said earlier, as you start getting more laminaria
in, the lady starts getting more uncomfortable. So you have
to -- you have your limit there on her comfortability level.

Q. Do you use some kind of a pain killer when you insert
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the laminaria?

A. No, ma'am. I suppose you could use xylocaine, but my
experience in using xylocaine around -- which is a numbing
agent, around the cervix is that you have just as much
discomfort with the injections as you do putting the
laminaria in. So I would rather put the laminaria that
she's comfortable with me inserting into her cervix.

Q. So is -- are you getting some feedback from her about
her comfort level, as you're inserting the laminaria?

A. Yes, ma'am. She's in an awake position and so -- so
she's giving me immediate feedback and, you know, I tell
them that this is going to be uncomfortable. The exam is
uncomfortable. Many times you put laminaria into the uterus
or the cervical cavity without really a significant amount
of discomfort. Sometimes you have to put one in and you
have to wait a little while and calm it down, then put one
or two more in. Sometimes you have to place a tenaculum on
the cervix to straighten the cervix out, which is a grasping
instrument. It's got some sharp points on the center so you
can stabilize the cervix to put some in, and that's
relatively uncomfortable too.

Q. Have you ever had a situation where the laminaria did
not provide enough dilation for you to remove the fetus?

A. I have had one, maybe two cases, that I can remember

where on the next day, there was not enough dilation. And
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we had to stop the procedure and we insert laminaria at that
point and bring them back the following day. But that has
only been once. I mean in 24 years.

Q. Do you ever use mechanical dilators after you remove
laminaria?

A. I will if I cannot get the cervix open to a -- insert
the number 14 Pratt dilator. So, yes, ma'am, I did do that
occasionally.

Q. Have you ever had to use smaller instruments than you
would prefer, because of the amount of dilation that you
have gotten?

A. Yes, ma'am. I have done that too.

Q. And do you have an opinion about whether that's
advantageous or disadvantageous to use smaller instruments?
A. It's more disadvantageous because it's a -- it's a
longer, more complicated procedure to use smaller
instruments.

Q. And, Dr. Fitzhugh, are you aware that some physicians
routinely use serial laminaria, that is over two or three
days with multiple insertions?

A. Yes, ma'am, I am aware.

Q. Are you also aware some physicians are using cytotech,
either alone or in conjunction with their dilations?

A. Yes, ma'am. I am.

Q. Why have you chosen to stay with the procedure that you
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have described, the one-day laminaria?

A. In my medical career, I have found out that the least
that you do safely is the best. If we start adding things
into the equation, you may have more complications. The
serial laminaria would involve having the patient spend an
extra day in the area, if she's not from the Richmond area,
which many of my patients are not. And I don't use cytotech
because I have occasional patients that will go in labor and
deliver prior to the procedure the next day. And this is
always an awkward position to be placed in for both patient
and me.

Q. Okay. Let's talk now, after you remove the laminaria,
what's typically your next step in the procedure?

A. Okay. Well, I place the laminaria in the day before, or
my assistants place the laminaria in the day before. Then
at the hospital, we go over routine things. And I only do
my procedures in the hospital, as I might have mentioned
yesterday. And that's the Virginia Commonwealth University
and primary also Henrico Doctor's Hospital. We use not a
general anesthesia for the most part. Occasionally we do,
but I find that if I use general anesthesia, I have a little
bit more blood loss than if I do what we call a standby or a
conscience sedation. And that's given IV medications to
relax and narcotics with that. So you're not all the way

asleep, but if I say, Mrs. Jones, take a deep breath, she'll
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take a deep breath. And if I cause some situation where she
has more pain, severe, a lot of pain, she will respond to
that by movement or -- so for me, that's a more comfortable
position having her awake. She doesn't have the after
effects of having a tube in her mouth or more anesthesia.

If I were to do some perforation or grab a bowel or
something like that, she would be awake enough to tell me I
was doing something unusual.

Q. Okay. And then after she's received whatever anesthesia
or pain management she's going to have, then what do you do
next?

A. At that point, we place her up in a dorsal lithotomy
position which is the old fashioned stirrups where the legs
go up in the air, and then we -- what's called prep her, put
some drapes on the patient and wash her off with Betadine,
which is an antiseptic agent. I place a speculum in the
vagina. We have sponges at the laminar, so it's laminaria
and sponges. Then I wash the cervix off again. I then
place local anesthetic around the cervix and grasp --
originally I grasp with a ring tenaculum, which is a sharp
instrument. Now I use a ring forceps to stabilize the
cervix which has less trauma to it. I might mention, at
this point, that I tend to use a small speculum. Speculums
come in different sizes. Most obstetricians are comfortable

using larger speculums. Smaller speculums allow me less
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distance from the operating site to where I am, so I'm more
comfortable using smaller type speculums than larger.

Q. Let me ask you about the ring forceps that you just
described. What do you actually do with the ring forceps
and the cervix?

A. Initially, just grasp —-- the cervix presents as a round
sort of like putting my fingers together. So you just grasp
the top part of the cervix and that stabilizes it and holds
it for you. You have a tendency to pull down on the cervix
as you stabilize it.

Q. And does the use of the speculum or the ring forceps
ever change the distance between the cervix and the vaginal
introitus?

A. It can, but as you look at the cervix, we think about
the vagina being the same depth or something, but the cervix
and depth of vagina varies with each individual person. I
can have a large lady and her cervix be as much as eight
inches from the outside of the vagina. And I could have a
young -- and I find it more common in a young
African-American and I open the cervix -- open the speculum
and the cervix is right there at the introitus without
pulling. So it varies from individual to individual. And I
actually wouldn't say there is any average distance, length
from the opening of the outside of the vagina to where the

cervix is, after I have removed the sponges and the
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laminaria.

Q. So you testified that the cervix could be right at the
plane of the vaginal introitus or opening of the wvagina.
Does the cervix ever come past that?

A. Yes, ma'am. Occasionally what you do is prolapse. The
actual where it comes outside of the vagina tends to be on a
lady that's had more children. But certainly, as I said,
pulled on it, I mean pulled on the cervix, because that
sounds like I really tug on it, but it's just to stabilize
it with your hand to hold things so you can work.

Q. Just to be clear, so when you attach the ring forceps,
you're not actually pulling on the cervix but the effect can
be to bring the cervix down?

A. Right.

Q. How frequently would you estimate that the distance
between the cervix and the introitus is fewer than two
centimeters, when you begin to remove the fetus during the
second trimester abortion?

A. Well, I estimate on my first trimester, it happens one
in seven. And I didn't do a study. I just -- over a period
of days, sort of counted and how many there was. And then
the second trimester, as much as one in three.

Q. Do you have an opinion as to why you think there is a
difference in that -- you see the cervix closer to the

introitus more frequently in second trimester abortions than
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in first?

A. Well, as the uterus gross, the ligaments have to relax
to accommodate the uterus to grow, and upward motion to
accommodate the growth of the pregnancy, and growth of the
infant. And so if it's going to be that loose to go up,
it's that loose to come down. So it's a play in the
ligaments as the pregnancy advances, and it's also maybe a
little bit function of the anesthesia relaxing the ligaments
also that you give the patient.

Q. Do you think that having little or no distance between
the cervical os and the introitus changes the risks of the
procedure at all?

A. No, ma'am. Although the cervix being closer to you
allows the procedure to be carried out at a plane closer to
you so that you are not -- I have -- at the hospital, I have
what's called large instruments and small. So my standard
tray contains a standard small ring forceps. And if I have
a cervix that's far away from me and a lady that's a little
bit heavy, I have to get out what's called the large
instruments, which standard instrument is about 12 inches
long. Large instrument is up to 18 to 19 inches long. So,
yes, 1t's more safer working at a lower distance.

Q. Do you ever remove the ring forceps from the cervix
either prior to or during the removal of the fetus?

A. Yes, ma'am. I frequently do, because I tend to place my
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hands on the abdomen. So I'll remove the ring forceps and
frequently use that ring forceps as the instrument I remove
the pregnancy with. So the cervix will stay where it's
positioned.

Q. So the distance between the ring forceps and the cervix
doesn't move when you remove the ring forceps?

A. No, ma'am. It does not.

Q. During the gestational ages -- well, during second
trimester abortions, can you tell the Court what the range
is of the length of the fetus?

A. Range of length of the fetus? Well, I imagine it's
approximate -- I have to stretch things out in my mind over
the years, but as we do a 13-week pregnancy is probably
about two inches or under. As I do a 20-week pregnancy
you're talking about a length of, I would say, eight inches.
Q. All right. I would like to move now and have you
describe for the Court your process for actually removing
the fetus. And I would like to have you start by describing
the different positions within the uterus that you might
find the fetus, at the point that you're ready to begin
removal.

A. I have to start out by answering that this is all a
blind procedure, and I do not use ultrasound technique to
determine the position of the fetus. And at this early

gestation, I'm unable to feel abdominally the position of
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the fetus. So I have no idea where the fetus is at the
start of the procedure. But it can either be in a vertex
position with the head down. It can be in a breech position
with the buttocks down, or it can be a transverse with
either head to the left or the right and the feet on the
opposite direction.

Q. When you're in the process of removing the fetus, what
is your first step?

A. The first step, after placing the xylocaine, 1s using
the suction to remove the amniotic fluid which ruptures the
amniotic sack; integrity of the amniotic sack. If I'm
fortunate, two things will happen at this point. One of two
things, if I'm fortunate. It's my own mind. I have done
this long enough to do it almost any way or how, but I
prefer that either a foot will come down into that suction,
or the umbilical cord will come down into that suction.

Q. Before I have you talk about those circumstances, can
you tell the Court why the first thing you do is to use the
suction to remove the amniotic fluid?

A. Well, the fetus is in a sack, so you have to get that

sack out to move the fluid and it comes as two things. One,
it removes the fluid and the uterus gets smaller. So it's
less of a -- the uterus will contract down as you remove the

fluid. So you accomplish that, and also, you could just

break the amniotic sack with a ring forceps too, but I like
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the fluid. I get a lot of fluid out and fast, and there is
something in the back of my mind that you'll get less fluid,
you have the less risk that you have of an amniotic fluid
emboli, which is fluid in the maternal circulation which
causes sudden shock. And I guess that's the most dread that
we all have of doing these procedures is having a severe
reaction like that.

Q. All right. Going back now, I think you said in some
instances when you use a suction cannula, that part of the
fetus or the umbilical cord will come out through the
cervix. Then what do you do at that point?

A. Well, if the umbilical cord comes down, I unattach that
from its integrity. I just break it and pull on it. If a
foot comes down, I grab the foot and pull down on that.

Q. If no part comes down, as a result of the suction, what
do you do?

A. Then I have to place the ring forceps up into the uterus
and find a part.

Q. And is there a particular part that you're trying to
grasp, at that point?

A. I take whatever I can get, because I have really -- I
have a feel of when you feel the cranium of the head, but
that's about the only thing I have a feel of when you grasp
until you pull it down.

Q. And when you grasp the part, can you describe to the
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Court the motion that you use with the forceps?

A. I just pull down with the forceps and, you know, see
what part you have, and see if you can get more of that part
out. If you get more of the part out, you twist to try to
get more tissue out. If that doesn't happen, then you pull
hard enough that it will disarticulate at that point or
break off at that point.

Q. Does the part that you have grasped pass through the
cervix while still connected to the part of the fetus that's
inside the uterus-?

A. The majority of the time it does. Yes, ma'am.

Q. And does the grasped part ever pass the vaginal
introitus while still connected to the part of the fetus
that's inside of the uterus?

A. Yes, ma'am, because of those times where it's situated
right there, it's going to be out where the cervix is right
at the introitus.

Q. Does it ever occur that the part that you have grasped
in the forceps breaks off from the rest of the fetus before
entering the cervix at all? In other words, entirely inside
the uterus?

A. Yes, it can. Remember, it's got to break off with
pressure and you have to have -- it just won't break off
because it's in the uterus. You have to pull it against

something so it's going to be against the interior portion
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of the uterus. So you have to have something pulling it.
So if you have a limb that's on the interior of the -- on
both sides of the uterus, and you pull on it, it will break
off at that point.

Q. If you wanted to ensure that the dismemberment occurred
entirely inside the uterus not through the cervix at all,
how could you do that?

A. The only way I can imagine you do that is use two
instruments. I can't use two instruments on the dilation
which I have, for the most part.

Q. You would have to insert two instruments into the
uterus?

A. Yeah, you would have to use one to stabilize and one to
pull with.

Q. Do you think that would be a safe procedure?

A. I can't get two instruments in, for the most part.

Q. Is there an average number of passes that you have to
make to fully remove the fetus or a range of number of
passes?

A. No. If you are real lucky, everything comes out with
one pass, which is infrequently. If you have a difficult
situation where you have like a heavy person and everything
is way high, you can make passes for 45 minutes, whereas the
average procedure takes five to 10 minutes.

Q. In addition to removing the fetus, do you also remove
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the placenta?

A. Yes, ma'am.

Q. Are there other steps that you take to complete the
procedure?

A. Yes, ma'am. On a typical case, the procedure will occur
that the placenta will come out, and then the cranium or the
head will be the last thing that will come out. And at that
point, the uterus is contracted down pretty good. So you're
applying your suction, and you turn around and you feel that
it's clean. The suction will grasp the uterus and it will,
at that point, you realize it's clean. I know a lot of my
colleagues will use a an instrument called a curette, but I
do not because I'm a little worried about taking off too
much of the myometrium where you get an Asherman's Syndrome,
although I haven't really seen any. So I aspirate very
little. I use my suction, and I realize the uterus is
probably empty. The last thing I'll do after I remove the
speculum, I will take my little finger, put it in and feel
all inside the uterus that it feels intact.

Q. At that point, if you don't feel anything, do you
consider the procedure complete?

A. Yes, ma'am. If she's not bleeding.

Q. You mention that you don't use ultrasound during your

D & E procedures. Do you think that, in your practice,

using ultrasound would reduce your rate of complications?
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A. I think I have a very limited amount of complications.
And the few times I have had to use ultrasound, it has been
hard to get -- at the Medical College of Virginia
Commonwealth University has to come from another building.
Henrico Doctor's Hospital, it has to come from two floors
up. So it has been relatively hard to get the use of
ultrasound, and requires a person, another person, to be
using the ultrasound. So in the instances where I have
found ultrasound beneficial has been few and far between.
One time six years ago, I think it was.

Q. Dr. Fitzhugh, you do -- I'm sorry. I didn't mean to
interrupt you.

A. That's all right.

Q. No, go ahead.

A. I'm thinking.

Q. You're done. Sorry. You testified yesterday that you
do D & E procedures to approximately 22 weeks. Do you have
an opinion as to whether it's safer, it's safe to do D & E
procedures past that time?

A. I like to stop at 20 weeks. My problem is I always get
people that will have a story, a problem that want my help,
and it's kind of hard. So sometimes you'll see 22 weeks.
Sometimes -- I don't think -- I would say 23 weeks at times.
Can I safely do it? Yes, I can safely do it.

Q. So your decision not to do procedures past that is not
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based on safety concerns?

A. No.

Q. DNow, I would like to go back and ask you some questions
about something that you mentioned briefly a minute ago,
which is that it sometimes occurs during a D & E procedure
that the fetus comes through the cervix entirely or largely
intact. Can you tell the Court how often the fetus comes
through entirely intact, without you having to do anything
more to remove it?

A. It happens about two to five times a year. And in those
situations, it will occur one of two ways. One is that the
ladies has had some labor up to that point. And when I
remove the speculum, the laminaria and sponges from the
vagina, she'll already have a foot in the vagina or two feet
in the vagina. That's one of the times it happens. And the
other time it happens is when I reach up and deliberately
grasp for something. I will get a foot, bring it down, and
the whole body will come down. And it happens about two to
five times a year.

Q. And in that situation, is the entire fetus coming out or
is it any part of it remaining in the uterus? 1Is the

head --

A. It can happen either way. I would say one time out of
those that I will pull and everything will come out. I'll

pull and twist and everything will come out. And probably
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two or three times, I'll have to pull and the head will get
stuck against the cervix. So I'll have to use my ring
forceps and crush the skull.

Q. And do you know, prior to beginning a procedure, whether
or not the fetus is likely to come out?

A. I have no idea, unless I open -- open the speculum in
there; there is the fetus in the speculum, in the wvagina, or
hanging outside the wvagina.

Q. In those situations where it does come out intact, as
you have described it, does it ever occur that the fetus
passes the cervical os intact, past the navel with the head
still in the uterus?

A. Yes, ma'am.

Q. Does it ever occur that the fetus can actually pass the
vaginal introitus-?

A. Yes, ma'am.

Q. You indicated that you use forceps to compress the
skull; is that correct? 1In that situation?

A. Yes, ma'am.

Q. When you do that, why are you doing that?

A. I do that to reduce the size of the head.

Q. Do you have other concerns, when you find yourself in
that situation, to cause you to use the forceps to compress
the skull?

A. As I mentioned earlier, my preference is that when I use
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a suction, my preference is that I obtain the umbilical cord
and separate the umbilical cord. The one thing that I want
-- and I don't want the staff to have to deal with is to
have a fetus that you remove and have some viability to it,
some movement of limbs, because it's always a difficult
situation.

Q. So one of the reasons that you use the forceps to
compress the skull is to ensure that the fetus is dead when
you remove it?

A. That's one of the reasons.

Q. Now, are there other things that you could do at that
point, when the head has been entrapped by the cervix, in
order to remove the fetus?

A. I have heard of some use of drugs. I have never used
drugs. I don't have any knowledge that they work. However,
when we are in the operating room with constraints of
anesthesia, and I guess you could, you could do damage to
the cervix by cutting it. And as I have certainly done it
trying to deliver a live fetus that has its head entrapped,
and I have done that several times in my life. But I do
that with the realization I'm going to damage the woman and
I have to repair that, but I wouldn't do that in this
situation.

Q. So other than drugs or making incisions in the cervix,

could you simply detach the head at that point?
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A. I guess you could, but then you would have to find it.
And it's difficult because the head is a round object and as
I said, sometimes I have used ultrasound, and that's about
the only time you use ultrasound or have to use it is when
you are totally unable to find the cranium in the uterus.
You know the uterus contracts and sometimes it's contracts
against or around the head and you have difficulty finding
it sometimes. And that's when I have had, in the past, to
get the ultrasound. I have just worked trying to get it and
I couldn't get it. So, no, you don't like to lose it. You
don't like to do that.

Q. Does it every happen that you would disarticulate a
piece of the fetus, and then on the next pass, bring out the
remainder of the fetus, except for the head?

A. Its happened that way, disarticulated up to a knee
joint. You grab the next grasp and you brought most
everything out.

Q. Okay. I'm going to ask you so speak up just a little.
A. I'm sorry.

Q. That's all right. Between removing the fetus in pieces
and removing the fetus largely intact, do you have a
preference?

A. The preference is to grab everything and remove it and
be finished.

Q. And why is that?
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A. It's time, it's relatively safer, you know. I do take
all steps to remove everything, but certainly I have been
called back about, I think three times now, where there is a
piece of -- usually it's a piece of bone found in the uterus
by either passing or ultrasound, and that's requires another
-- so you don't want to do that. So even if you do all the
steps to prevent, it's going to happen if you disarticulate
enough.

Q. One of the issues you mentioned was the time. Why do
you prefer a shorter operating time?

A. It's three things. One, it's just the time it takes to,
you know, if you have been operating -- but there is always
somebody scheduled behind. There is always somebody having
another case to do. And they allot you a certain amount of
time. That's a practical issue. That the patient issue is
more anesthesia -- the more anesthesia she has, the more
chance of aspirating or some other anesthetic risk, and more
time it takes, the more bleeding you have.

Q. Doctor, why isn't there more of a risk of cervical,
rupture, cervical laceration, if you are bringing out the
fetus intact, presumably it's larger than if the fetus was
brought out in pieces?

A. I might have mentioned yesterday, the cervix is an
elastic organ. It's like a small band early on. It's a

bigger band, rubberband-type thing as you go along. Always
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assume a type of rubber band. For the procedure to be --
for me to be able to remove all of the fetus in one pass,
there has to be more dilatation than normal from this
bell-shaped curve, on the right side of the bell-shaped
curve, so that the elasticity of the cervix, the biochemical
changes of the cervix is greater. So it accommodates this
without rupture of the cervix.

Q. Now, going back just for a moment to the testimony you
just gave about operating time. When you say that you feel
that removal of the fetus intact or largely intact results
in a shorter operating time, is that based on your personal
experience?

A. I base everything just on my personal experience. And
I'm not one to go to meetings. I don't have much time for
reading either so articles I like to read.

Q. So your testimony here is based on what you've seen in
your experience?

A. Yes, ma'am.

Q. Now, we have discussed some various ways that the fetus
can be removed during a D & E. Are there other factors
besides the amount of dilation that can affect how the fetus
is removed or how you're able to remove the fetus?

A. I'm sorry. My mind was back in Virginia.

Q. Let me ask the question again. In addition to the

dilation that we have discussed, are there other factors
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that can influence how removal of the fetus proceeds?

A. Certainly, the response of the mother to anesthesia is
one. I firmly believe that anesthesia pitocin, which we use
to contract the uterus, and how much response to that makes
a difference. The size of the woman makes a difference; a
tremendous amount of difference. Unfortunately the amount
of sleep I have makes a difference.

Q. You have been performing D & Es, I think you said, since
19757

A. Yes, ma'am, before that. Well, essentially we started
in about 1975, learning how to perform.

Q. And for how much of that time has it been your
preference to remove the fetus as intact as possible?

A. Well, ever since I started. I appreciated that the
quicker I got done, the easier it was and the safer it was.
Q. And if you prefer to remove the fetus largely intact,
why don't you increase the amount of dilation that you do in
order to increase the likelihood of that occurring?

A. I don't do more because of -- I place a laminaria
according to how the cervix's condition is at the time that
I start the procedure, and the comfort level of the patient.
And I don't think that for me, the safety issue of going in
another day is not there.

Q. And before you begin to remove the fetus during a D & E

procedure, is the fetus usually alive?
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A. Well, in this condition we talk about what a life is. I
do procedures, and I do a certain amount of fetal demise.
Not a large amount, but probably one a week of fetal demises
where the baby has died. And there is some that surprise me
that I thought they were alive but they were dead at the
time of the procedure.

Q. But some of them are alive at the time you do the
procedure?

A. The majority of them are alive at the time.

Q. Now, 1is there any possibility for the weeks of pregnancy
that you do abortions up to, I think you said, approximately
20 weeks, that the fetus could survive for a sustained
period of time outside the womb?

A. Well, we take steps to try and ensure that by the
ultrasound. The unfortunate part is that medicine is not an
exact science. So the -- as I do largely on a referral
basis, and largely use ultrasound technique. So ill get
calls like I have this patient in Fredericksburg. Could you
take care of her tomorrow, put the laminarias in? And I
said well, she's 5-0, and I say fine. I come down and it's
not. It maybe larger, it may be smaller. And the question
of viability has us all -- because I practice in the major
medical institution. Both of them have very good
perinatologists. And when I bring one of these down that

could survive, they probably would survive at the
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institution that I have, if it was possible, because they
have very active perinatal services.

Q. Is it ever your intent to do an abortion on a fetus that
you think has reached viability?

A. No, that's against me personally. But because of this,
I have been in situations where I did not like to be.

Q. And going back now to the actual performance of the D &
E procedure what actions do you take during a D & E that
would be fatal to the fetus?

A. Well, number one, I like to interrupt the umbilical
cord. Number two, we are working on a young gestation, but
that's not to do it. And we break up parts in the uterus
and we crush skulls.

Q. Dr. Fitzhugh, what would be the earliest, if you can
recall, when you have had a situation in which the fetus
came down through the cervix intact, except for the head.
What wou