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3. Therapy dates {if unknown, give duraticn)
tromite (or best setimatel

12795

2. Dose, fraquency & route used
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4. Diagnosis for use (indication)
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5. Describe event or problem

Notification via Summons & Complaint of DEATH allegedly as-
sociated w/the use of an acetaminophen product & hydrocodone
APAP in adult male. According to Summons & Comolaint, pt
began experiencing cold/flu-like symptoms on 12/23/95. On
12/24/95, symptoms persisted & pt began experiencing back
pain, That same day, pt had nothing to eat & declined alco-
holic beverages. On 12/25/95, pt awoke & started VOMITING & -
c/o of upper ABDOMINAL PAIN. Pt taken to ER. Reported hx of
taking over-the-counter acetaminophen. Pt sent home the same
day w/hydrocodane APAP & instructions to return to hosp the
next day for more tests. Returned to ER on 12726795 w/red
appearance all over & yellow spots on skin & ¢/o vomiting &
diarrhea. MD diagnosed toxic HEPATITIS likely caused by
TYLENOL®. Pt had LIVER FAILURE complicated by KIDNEY FAILURE
& was transferred to 2nd hosp for dialysis/possible liver
transplant. Pt went into COMA, suffered complete kidney fail
ure & required respirator (APNEA). On 12/28/95, transferred
to 3rd hosp for liver transplant. Died several hrs later.
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Sect B6 con‘t: results interpreted by physician as probable
viral hepatitis; 12/26/95 CT scan reportedly showed liver
was very damaged, and that kidneys were not functioning

properly
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