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What Happened?



WHAT HAPPENED?
•  Joan Rivers was 81 years old

•  History of chronic reflux disease 
and hoarseness

•  Scheduled for upper endoscopy

•  Presented to Yorkville Endoscopy 
on August 14, 2014



Yorkville Endoscopy
 Dr. Lawrence Cohen, gastroenterologist

– Yorkville’s Endoscopy’s medical director

 Dr. Gwen Korovin, otolaryngologist
–  ENT physician to the stars
– Not credentialed at Yorkville Endoscopy

 Dr. Renuka Bankulla, anesthesiologist





The Planned Procedure

•  Consented for "an upper endoscopy 
(EGD), with possible biopsy/possible 
polypectomy, possible dilatation of 
the esophagus”





Allegations by Melissa 
Rivers
•  Dr. Cohen asked Dr. Korovin to 

examine vocal cords after Ms. 
Rivers was sedated

•  Dr. Korovin announced “I’ll go 
first”

•  Anesthesiologist “raised 
questions” but was ignored



CMS FINDINGS
•  Procedure started at 0900. Dr. Bankulla met Dr. Korovin 

for the first time just before the procedure
•  No consent for nasal laryngoscopy
•  A Time Out was performed at 0904, but was incomplete. 

Not all of the planned procedures were verified. 
•  Dr. Korovin was noted as a referring physician, not as a 

member of the procedural team in the procedure note
•  The nasal laryngoscopy was documented only in the 

anesthesia record



The Procedures

•  Nasal laryngoscopy 
attempted, but aborted 
because of poor visualization

• Upper endoscopy performed 
and completed at 0928

• Nasal endoscopy repeated and 
completed at 0930



What About the 
Anesthesia?



Anesthetic Management



Monitored Anesthesia Care 

with Propofol by an 

Anesthesiologist



The Anesthesiologist (Allegedly) 
Speaks Up

•  Ms. Rivers required a chin lift and increasing oxygen to 
maintain adequate saturation (CMS)

•  Dr. Bankulla was concerned about airway edema, and 
wanted Dr. Cohen to examine the airway with the 
gastroscope prior to the repeat nasolarnygoscopy (MR)

•  Dr. Cohen called her "a curious cat” and said “You always 
want to know what's going on” (MR)

•  Dr. Cohen used his cell phone to take a picture of Dr. 
Korovin and the anesthetized Joan Rivers (CMS)



Vital Signs

TIME BP Pulse RR SpO2 ETCO2

9:12.49 AM 117/60 71 ? 92% ?

9:16.13 AM 92/54  56 16 94% 26

9:21:42 AM 89/44  54 17 97% 19

9:26.36 AM 84/40 47 ? 92% ?

9:30:04 85/49 ? ? 92% ?



The Code: Conflicting Accounts
•  Cardiac Arrest Record 

–  Cardiac arrest at 0928
–  CPR started at 0930
–  Epinephrine and Atropine administered at 0938

•  Endoscopy Code Blue Record
–  Ventricular Tachycardia with a pulse at 0928
–  CPR and assisted ventilation at 0928
–  Epinephrine and Atropine administered at 0928



Why Did Joan Rivers Arrest?

–  Declining blood pressure and pulse 
during procedure

–  Alleged that she developed 
laryngospasm after the second nasal 
laryngoscopy

–  Succinylcholine was not administered

–  Bankulla stated in court documents “The 
laryngospasm had already broken, and 
Joan Rivers was being adequately 
oxygenated with mask ventilation.”





The Code: Allegations
•  Cohen performed chest compressions

•  Bankulla attempted intubation and failed

•  Anesthesiologists Robert Koniuta and Suzanne 
Scarola assisted

•  Scarola attempted intubation but failed

•  Approximately 17 minutes later, Bankulla requested 
that Dr. Korovin perform a cricothyroidotomy

•  Dr. Korovin left the scene during the code

•  911 is not called until 0940



•  Joan Rivers taken by ambulance 
to Mount Sinai Hospital

•  She died 7 days later

•  Autopsy report stated that the 
cause of death was anoxic 
encephalopathy due to hypoxic 
cardiac arrest



Dr. Lawrence Cohen



Dr. Renuka Bankulla



Dr. Gwen Korovin



Accreditation

•  Accreditation by the 
American Association 
for Accreditation of 
Ambulatory Surgery 
Facilities (AAAASF) 
revoked

•  Withdrawal of federal 
accreditation by CMS 
threatened



Accreditation Association for 
Ambulatory Health Care (AAAHC)



NYC Medical Examiner’s Office

“The manner of death is therapeutic complication….The 
classification of a death as a therapeutic complication 
means that the death resulted from a predictable 
complication of medical therapy.”



What Killed
Joan Rivers?

Culture



440,000 
Americans die 

every year 
because of 
preventable 

medical mistakes

How Safe is Healthcare?



Why Can’t Healthcare 
be as Safe as 
Commercial 

Aviation?







Psychological Safety
•  Psychological safety is a 

shared belief that the 
team is safe for 
interpersonal risk taking

•   In psychologically safe 
teams, team members 
feel accepted and 
respected 





Over half of nurses 

don’t speak up for 

patient safety…

because it’s not safe





Crucial Conversation 
• Stakes are high

• Opinions vary

• Emotions run 
strong



Crucial Conversation Tool  
ARCC

 Starts with a question and progressively increases 
in assertiveness until the condition prompting the 
question is resolved to the satisfaction of all.  

 
•  A – Ask a question 
•  R – Make a Request  
•  C – Express a Concern 
•  C – Follow your Chain of Command  



Team Training Solution

TeamSTEPPS
Strategies and Tools to 
Enhance Performance 
and Patient Safety 



Checklists



Culture and Leadership

2009 

Death rate:   DECREASED
Complications: DECREASED

2014

NO IMPACT













“The single greatest impediment to 
error prevention in healthcare is that 
we punish people for making 
mistakes.”

 
--Dr. Lucian Leape  
Professor, Harvard School of Public Health 
Testimony before Congress on Health Care Quality 
Improvement 

Human Error



Demanding Perfection 
vs.  

No Harm No Foul



Just Culture
Balancing “no blame” 

with individual accountability
         

    



“At-Risk Behavior” Defined
• “Behavioral choice that increases risk 

where risk is not recognized or is 
mistakenly believed to be justified” 

• Conscious choice to do something other 
what is defined in policy, protocol, law, or 
accepted safety norms



At Risk Behavior

• Normalized deviance
• Workaround
• Drift



“Reckless Behavior”  Defined

• Conscious behavioral choice to disregard a 
substantial and unjustifiable risk 

• No intention to cause harm





Doctor’s Aren’t Perfect
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Two Dimensions of Ethical Behavior



The Third Dimension

• Likelihood of being caught
• Integrity





Leaders vs. Managers
“Managers do things right,

 but leaders do the right things”

» Warren Bennis

The Role of Physician Leaders



Competition
Hierarchy
Autonomy





LATTE

•  L • Listen
• Acknowledge
• Take action
• Thank 
• Encourage to visit 

again



Emotional Intelligence
• The ability to identify, assess, and 

control the emotions of oneself, of 
others, and of groups

• A balance of personal and social 
awareness and competence



Teamwork Defined

A joint action by a group of people, in 
which each person subordinates his or 
her individual interests and opinions to 
the unity and efficiency of the group

» Webster’s New World Dictionary



A Team of Experts

An Expert Team





Improving 
Safety
Culture



Executive Leadership Support
•  Culture is the foundation for vision and strategy. A culture 

characterized by fear and self-protection will not lend itself to 
openness, learning, and improvement.

•  Transparency is the key to change the culture. An unwillingness 
to face and share the hard facts is an indicator of denial, and denial 
is not compatible with a safe environment. 

•  Safety must be the overarching strategy. 

•  Leaders must take ownership for setting the climate and 
focusing the work. 











What Killed
Joan Rivers?





We Can Do Better



Takeaways

•  Assess and confront your culture
•  Ensure psychological safety
•  Enable frontline staff to speak up
•  Implement Just Culture with intention
•  Embrace checklists
•  Get your Board on board



Ken Rothfield, MD, MBA

Ext. 904-308-7420
Mobile 301-481-7939


