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Parties involved

Mr A Consumer (deceased)

Ms A Complainant/Consumer’s partner
Mrs B Complainant/Consumer’s mother
Mr B Complainant/Consumer’s father
DrC Provider/General Practitioner
DrD Provider/ED second-year house officer
DrE ED consultant

Ms F ED registered nurse

Ms H ED registered nurse

Ms G ED registered nurse

Mr | Physiotherapist

Ms J Physiotherapist

Mr K Physiotherapist

Dr L ED registrar

Complaint

On 17 August 2007 the Health and Disability Cominissr (HDC) received a
complaint from Mrs B about the services providedh&ry son, Mr A, by Dr C and
Christchurch Hospital Emergency Department. (OrA@§ust a complaint about the
same events was received from [Mr A’s] father, Mj Bhe following issues were
identified for investigation:

The appropriateness of the care provided to Mr Dby from 11 to 13 April 2007.
The appropriateness of the care provided to Mr by on 13 April 2007.

The appropriateness of the care provided to Mr AGanterbury District Health
Board on 13 April 2007, and the adequacy of thermamication with him and his
family.

An investigation was commenced on 26 October 2007.
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Information reviewed

Information was received from:

e MsA

e DrC

e Mrl

e MrsB

e MrA

e DrD

 DrE

» Clinical Director, Christchurch Hospital ED
* RNMsF

Mr A’s clinical records were obtained from Dr C, Mand Canterbury District Health
Board (CDHB). CDHB also provided a copy of the J20Q7 report of the
independent review conducted into the circumstantése death of Mr A, and copies
of relevant CDHB policies and procedures. The Nexaland Police and ACC also
provided documentation relating to this case. Afbrmation gathered was provided
to the independent experts and reviewed duringadliese of this investigation.

Independent expert advice was obtained from gempeaatitioner Dr Tony Birch and
emergency medicine specialist Dr Garry Clearwater.

Overview

Mr A, aged 25 years, presented to a physiotheréipic ©n the afternoon of 5 April

2007 with back pain following an injury sustainedlgpm that day while he was
working with sheep on a farm. Over the next eighysdMr A’s back pain increased
despite treatment provided by the physiotherapyicland his general practitioner,
Dr C.

On 13 April, Mr A returned to the physiotherapynatiin severe pain. Mr | telephoned
Dr C because he was concerned about Mr A’s comditbr C saw Mr A and
prescribed him alternative pain relief and an aatisea drug, and advised that if he
did not respond he would have to go to the hosfotabetter pain relief. Shortly after
this Mr A, his partner, and his mother went to Gtofiurch Hospital Emergency
Department (ED) as he remained in severe pain.

Mr A arrived at 3.50pm. He was assessed by a s&fonurse, Ms F, who gave him
medication for pain and nausea at 4.30pm. At 5.2Bpwas reviewed by second-year
house officer Dr D. Dr D discussed pain relief ops with emergency medicine
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consultant Dr E. She then prescribed Mr A 10mgndfamuscular morphine, which
was administered at 6pm. At 6.30pm a junior nuesgewed Mr A and was asked to
assess his level of mobilisation. Dr D then adviSgdA about regular pain relief and
told him to return to ED if there were any furtr@mcerns. Mr A left the ED after
three hours. Sadly, his condition deteriorated gt and he died at home less than
12 hours later.

What happened in this case is well summarised byemgrgency medicine advisor,
Dr Garry Clearwater:

“[Mr A] presented with a rare condition (epidurdbsgess), in an atypical
manner (no risk factors for infection, no recordeeer). He was managed by a
relatively inexperienced junior doctor in a chadicsy department. In a setting
of reasonable workload and on-site active supemijsi expect that the
atypical features of [Mr A’s] case would have besore readily detected.”

This report identifies a number of gaps and deficies in the ED care provided to
Mr A, and attributes responsibility for the failsmgo CDHB. CDHB accepts that it

failed to fulfil the duty of care it owed to Mr And is making the necessary and
appropriate changes following these events. | condm€anterbury DHB for the

considerable efforts made to implement the recondgagons from the July 2007

independent review.

This case highlights the threat that overcrowdirasgs to patient safetyThe
shortcomings in this case are not confined to Gantg DHB, and should be viewed
in the context of the national and internationallgpem of overcrowding in emergency
department$.It will take a concerted national effort to tackiese problems. Even in
well resourced emergency departments patientsrarthinfectious disorders may not
have their condition detected, but it may be sowmfort to families to know that
every reasonable precaution was taken.

! Hospital crowding: a threat to patient safétylA editorial 184 (5) 6 March 2006.

2 Sprivulis, P. et al. The association between habmivercrowding and mortality among patients
admitted via Western Australian emergency departsndhJA editorial 184 (5) 6 March 2006.
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Information gathered during investigation
Physiotherapy and general practitioner care

5 and 10 April — physiotherapy
Mr A had consulted physiotherapist Mr | at the pbgserapy clinic periodically for
six years for rugby injuries, but was generallgxcellent health.

At 5.40pm on Thursday 5 April 2007, Mr A was seeitha clinic by physiotherapist
Ms J. He told her that at 1pm that day he had béedn the back by a sheep while he
was holding a heavy container of sheep-dip overhked. Mr A filled out an ACC
claim form. Ms J noted that Mr A did not have ayioes history of lower back pain.
She performed a physical examination and recordadirhpression that he was
suffering an acute facet and disc sprain at thel lef/his 2" lumbar vertebra and was
a “3” for severity and irritability, which is theighest rating. Ms J did not test Mr A’s
neurological and neural tension. She recordedrbeatrhent plan, which included heat
and relative rest. (Ms J finished work at the dlitiiat day. She was not interviewed as
she left New Zealand shortly after these events.)

At 6.40pm on Tuesday 10 April, Mr A returned to fhieysiotherapy clinic, where he
was seen by physiotherapist Mr K. Mr K noted, “[Mr has been worse over the
weekend hasn’t been able to do extensions too”ddreK assessed Mr A after he
performed the exercise regime prescribed by MsrJKMoted that Mr A could only
bend to touch his knees before pain stopped him fyending further. When asked to
do straight leg raising while lying on his backs Hability to lift his left leg was
reduced and painful. Mr K agreed with Ms J's assest of the cause of Mr A’s pain
and taught him another exercise to do at home.

11 April—Dr C

At 6pm on 11 April, Mr A, accompanied by his partn®ls A, consulted medical
practitioner Dr C about his ongoing back pain. Dh&i known Mr A since he was a
boy, but had not been required to see him ofterC Decorded the history of Mr A’s
back pain, and that he had received physiotherapy was taking the anti-
inflammatory Voltaren 75mg twice daily. (Mr A haédn prescribed the Voltaren by
Dr C for an earlier neck injury.) Dr C noted that M was sweating and breathing
quickly but was able to get onto the examinationctounaided. His temperature and
pulse rate were relatively normal, at 36°C and &4t® per minute (bpm) respectively.
Mr A’s blood pressure was slightly elevated at 8@&mHg. (A normal blood
pressure for a young adult is 120/70mmHg.)

Dr C recalls that he asked Mr A if he had had auoent illness. Mr A replied that he
had had influenza a month earlier, but had had augtt or viral symptoms at that
time. Dr C found that Mr A’s chest was clear and hbdomen soft, but he had
difficulty flexing his left hip beyond 30 degred3r C considered that Mr A was in
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severe pain. Dr C recorded his assessment of Mcéiglition, and he prescribed him
painkillers (Tramadol and Codalgin (paracetamohwibdeine)) and more Voltaren.

13 April — physiotherapy

Mr A returned to the physiotherapy clinic at 11.d40@&n Friday 13 April. Mr A
advised Mr K that he had been to see Dr C on 11l Apcause his pain was severe.
The medication Dr C prescribed was not helping. pag had increased over the
previous two days and was radiating down into kives and was worse in his left
leg. Mr K noted that Mr A had no problems with biewel or bladder. However, she
was concerned and asked Mr | to see Mr A.

Mr | recalls that when he saw Mr A he was lying tble examination couch on his
stomach and had a bucket in front of him becauselhée wanted to be sick. Ms A
was also in the room. Mr | noted that Mr A reporthdt his legs were starting to go
numb. He was in severe pain and unable to findnafartable position. He was too
sore to be touched in the lower back area.

Mr | said, “In our profession we have the phrasedRFlags’. [Mr A] was exhibiting
red flag symptoms, ie. unrelenting pain, not resjiog to treatment, his condition
worsening. | said to [Ms A] that [Mr A] needed to tp hospital for further testing,
scans or assessment.”

Mr | recalls discussing with Ms A options for traosting Mr A to hospital and

suggested that she call for an ambulance. Mr Ipkeieed Dr C to discuss his
concerns. He told Dr C that his staff had beentitrgaMr A for a disc injury. He

advised Dr C, when he enquired, that Mr A was ndtildting any signs of fever.
Dr C advised Mr | to send Mr A to the medical centr

Mr | watched Mr A get off the couch. He was in &dd pain and walked with his legs
straddled and slightly bent. His breathing was \@rgllow. Mr | said, “He appeared
to be breathing only with the top half of his lungsffered him crutches and he said
he was fine.” Mr A and Ms A left the clinic at aldouidday.

13 April— Dr C

When Mr A and Ms A walked into the medical centr@timg room on 13 April, Dr C
took him into the consulting room without delay. Mrwas walking with great
difficulty and breathing heavily with each step. Was sweating and pale and told
Dr C that he felt he might be sick at any minute XDasked Mr A to lie down on the
examination couch and asked him again about sigfever, cough and any bowel
and bladder problems. Mr A told Dr C that the pases getting worse because it was
radiating into his buttocks at times. He denied pimg and needles or weakness in his
legs.

Dr C checked Mr A’s upper abdominal area and tmeply glands in his groin and
neck. Dr C also checked Mr A’s reflexes, which wallepresent, and asked him if he
had any numbness in his crotch, which Mr A denMdA’s temperature was 36.8°C
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and his blood pressure was 130/90mmHg. Dr C coresidinat Mr A’s nausea might
have been caused by too much analgesia and datinimiatory medication. He gave
him an intramuscular injection of Maxolon to settie nausea and asked the nurse to
lie him down in an adjoining room.

Dr C checked Mr A 15 minutes later, and Mr A repdrtthat he felt better after
vomiting. Ms A questioned Dr C about intramuscutain relief for Mr A. Dr C
replied that although Mr A was feeling better ndw, was still concerned about his
nausea. Dr C advised that if Mr A did not respoodhe oral pain relief he would
have to go to hospital for better pain relief abdarvation.

Dr C checked Mr A again ten minutes later. He astVihim to stop taking the

Tramadol and Voltaren because he believed thiscaasing the nausea. Dr C told Ms
A that if Mr A showed any sign of infection or nelogical signs over the next few
hours, they should call him and he would make krtarrangements. Dr C advised
Mr A to return to see him again on Monday. Dr Corgled the details of the

consultation.

Ms A called Mrs B to update her about her son’sdition. They decided to take him
to Christchurch Hospital by car.

Retrospective records

Between 17 and 24 April 2007, Dr C reviewed hiordoof Mr A’s consultations on
four separate occasions, adding further informatiabout his neurological
assessments. Dr C clearly identified the additienf@irmation he added and that the
additional notes were retrospective. These retaisge notes clarified the
circumstances of the accident that caused theyinjoe medication Mr A was taking,
additional information about Dr C’'s neurological sassment and MrA’s
physiotherapy treatment.

Emergency Department care

Background

The total capacity of Christchurch Hospital's Eneergy Department (ED) at the time
was 39 patient spaces. The ED is divided into threas: the ambulatory or front area
of the department; the work-up area for patientso wbkquire more intensive
investigation, assessment and treatment; and sluscigation and monitoring area.

Canterbury DHB advised that each area in ED shbale doctors of different levels
of experience working every shift. Ideally, the noadi staffing level is six per shift to
allow for two doctors in each of the three areaser€ is usually one emergency
medicine specialist working, but sometimes two &pists work in ED. When there
are two specialists on duty, they divide the depart with one specialist taking
responsibility for the patients in the monitored aasuscitation areas. However, if the
resuscitation area becomes busy the second camswitbbe called to help there.
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The specialists take an overview and should bdablaito review cases with junior
medical staff. However, due to the volume of pdteand the high level of
intervention required for some of these patiertig, ¢consultant is often required to
assume a primary patient workload.

Christchurch Hospital tries to have a registragach area to take on a primary patient
workload and provide back-up for any house offieerking in the department.
Frequently, when the workload goes up in one d@headoctors move to the area of
higher need until the workload eases.

New medical staff are orientated to the ED withtigr information and an orientation
programme, which takes place over two morningsiadddes computer training and
presentations from the Clinical Director and otleensultant staff, senior nursing
staff, and allied health staff. The written infotoa given to new medical staff
includes:

e anintroductory letter (emphasising team work asidray for advice on patients)
» the Emergency Department Core Ideology

* Emergency Department Analgesic Guidelines

» Canterbury DHB Guidelines for Common Medical Coiudlis

« copy of the Department of Emergency Medicine Gl (the “Black Book®).

When Mr A arrived in ED at 3.50pm on Friday 13 Apthere were 32 patients
present in ED (total capacity being 39 patientsjusther 19 patients arrived over the
next hour and a haffThe ED was extremely busy and there was a higityaofi
patients.

There were three registrars and two senior houSeerd on duty for the 2pm to
midnight shift, and four more junior doctors workedtil 6pm. There were two
emergency medicine consultants working that eveniitp the consultant handover
taking place between 4pm and 4.15pfwo nurses had been replaced by “casual
pool nurses®

% The ED “Black Book” includes a section on “Acutadk Problems”. The section states that although
back pain is often not serious or life-threateniteytain “red flag” symptoms signal potentiallyises
conditions. The red flags outlined include: feasuf cauda equina syndrome (especially urinary
retention, bilateral neurological symptoms and sjgaddle anaesthesia); intravenous drug use;esever
unremitting night-time pain; and pain that gets seowhen the patient is lying down.

* The capacity of ED was exceeded 18% of the tintevd=n 28 April and 31 May 2007 (and nearly
50% of the time over the peak hours of 1pm to 8pm).

®> Medical handover is a process whereby the capaténts is handed over from the doctors going off
duty at the end of their shift to the doctors cagrom duty.

® “Casual pool” refers to nurses who are availablavork casual shifts to cover a shortage of DHB
nurses.
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The staff involved in Mr A’s care were assigneda®ws:

Triage Ambulatory Resus/Monitoring
Receptionist RN Ms H Dr E, ED consultant
RN Ms G RN

RN Ms F Dr L, ED registrar

Dr D, ED house officer
ED consultant

There were other staff on duty but they were nigatlly involved in the care of Mr A.

Triage — RN Ms G

The role of the triage nurse is to facilitate thwnfof patients through the ED system.
The triage nurse assesses the patients on aravaétermine the urgency of their
problem and arrange appropriate health care imelyi organised manner.

When Mr A arrived at ED at 3.50pm, registered nibs& was behind the triage desk
with registered nurse Ms F. (RN Ms G had been wayln ED for 42 years; RN Ms
F had been working in ED for eight years.)

Ms A stated that, when they arrived, Mr A was sgting to walk and groaning with
every step. His breathing was laboured. There warember of people already in the
waiting room when Mrs B, Ms A and Mr A approachkd admitting/triage desk.

While Mrs B was answering the admitting clerk’s sfi@ns, Ms A asked RN Ms G if
Mr A could go through the doors into the ED todiewn. Ms A told RN Ms G that

Mr A had a slipped disk and needed a bed to lieStree explained that Mr A was in a
lot of pain from the car journey to ChristchurciN R1s G told her that they would

have to wait.

Ms A recalls that RN Ms G’s attitude was “very girand uncaring”. Mrs B stated
that they were informed “in a very short mannet {iMr A] would have to either sit
or stand”.

RN Ms G recalls that she explained to Mr A that RSl F would find somewhere for
him to lie down and that he would be seen as segoasible. RN Ms G said that Ms
A was “angry because she was distressed”. RN MasBucted Mr A to try to get
comfortable, to slow his breathing and to calm davirile he was waiting to be seen.
She noted, however, that he was unable to do shiavas “too agitated”. RN Ms G
stated that most people who walk into the ED wilckopain are assigned a code of
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“4” which means they wait up to 60 minutes to sedoctor. However, Mr A was
assigned a code of “3” (30-minute wait time) beeds was obviously in severe pain.

Mrs B stated that Ms G’s description of Ms A’s dret behaviour was an indicator of
how they viewed the seriousness of her son’s “iacey and distress”. Mrs B feels
that RN Ms G overlooked Mr A, who was clearly irstate of pain that was beyond
being endured.

Nursing care: RN Ms F

While Mr A was being booked in, RN Ms F went to kofor a trolley for him. She
thought that because of Mr A’s obvious stress amd, he would be better off in the
work-up area of ED where the atmosphere is moraxeel. As RN Ms F passed
through the work-up area to get a trolley from ag@r, she saw that the work-up area
was full.

Within five minutes, RN Ms F returned with a trglleRN Ms F said, “I watched him
get up on the trolley and my only thought at thainpwas that he got onto the trolley
relatively well.” She anticipated that he would kogp and struggle to get on to the
trolley. She took Mr A into the ED ambulatory area.

Mr A remained distressed after lying down. He watermittently groaning and
swearing. RN Ms F tried to get him to slow down bigathing by taking deep
breaths. She explained that she wanted to assesthevhhis condition was a
straightforward mechanical back pain or was more@ss. RN Ms F stated that she
considered such conditions as renal colic and cagdia® but she was restricted in
performing an adequate examination because theg iweat public space. She asked
Mr A about the medications he had taken and doctedehis response because she
wanted him to have some analgesia.

RN Ms F took Mr A’s blood pressure and said she ldidalk to the doctor about
getting some stronger pain relief. Ms A recalls tRAl Ms F did not appear alarmed
about Mr A and was “just treating it as back pdie was quite casual about the
whole thing.”

RN Ms F recorded (at 4pm) that Mr A’s temperatuigs\v@6.2°C, his pulse 110bpm
and his blood pressure 139/85mmHg. His respiratada was high, 40 breaths per
minute. (Normal adult respirations are between 4@ &8 per minute.) RN Ms F
spoke to the ambulatory area registrar, Dr L, aiMruf. Dr L wrote a prescription for
oral analgesia including some diazepam to relieusabe spasm, an antiemetic, and

" Christchurch ED uses the Australasian Collegeméfgency Medicine Triage Scale, with a numerical
system (1-5) to indicate the relative waiting tireeommended before the patient is seen by a doctor.

8 Cauda equina syndrome refers to compression ofutiar, sacral and coccygeal spinal nerves,
characterised by impairment of perineal sensatiral tone and sensation, bladder distention and
urinary retention.
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Losec to control gastric discomfort and nausea.NRINF gave Mr A this medication
at 4.30pm before returning to her triage dutiethatfront desk. Mrs B got a glass of
water and administered the medication to Mr A.

RN Ms F stated that she stayed with Mr A for twas@ns. She said:

“One was the stress of the situation and the fanhilyanted to be able to
diffuse that which is difficult to do. ... | was alsoncerned about the level of
stress given that the actual presentation of hinchvappeared at that time to
be mechanical back pain was at odds with the paamné mother — it was at
odds with the presentation.”

About 10-15 minutes later, RN Ms F was again indhmbulatory area and saw Mr A
walking, assisted by Ms A. She asked him if he feating better. He said that he was
no better but wanted to go to the toilet. RN Msskeal him to provide a urine sample
and told him that the sample pots were kept irtdiiet. This was the last time RN Ms
F saw Mr A.

Ms A recalls that when she accompanied Mr A to tthiket, he tried for about ten
minutes to pass urine but was unable to do so. \ilienleft the toilet she passed the
sample pot to a nurse and said that Mr A had beabla to provide a sample. The
unidentified nurse told Ms A not to worry. CDHB askd that this person might have
been a ward assistant or a volunteer.

Nursing care — RN Ms H

Newly graduated nurse Ms H had been assigned th iwdhe ambulatory area of the
ED for the evening shift on 13 April (12.30pm-11pr8Bhe was supervised by her
preceptor, a senior nurse. The first time RN Msaw $1r A he was walking to the
toilet with Ms A. RN Ms H recalls that his movementere guarded, stiff and slow.
She saw him return and get back onto the trollens Birecalls that by the time Mr A
returned a room was available for him.

At 4.45pm RN Ms H took Mr A’'s recordings, notingathhis respiration rate,
temperature and blood pressure remained esserliallsame as recorded at 4pm, but
his pulse rate had increased to 116bpm. She nbéédis pain score at that time was
9 out of 10.

RN Ms H recorded on the “Emergency Nursing Documigom” page of Mr A’s
records, “1645 Pt walked to toilet + A[assessmemnb JAB [ambulatory]. Family
present. Still reports max pain but await PO [paf]@nalgesia effect.”

Ms A stated that while they were waiting for thectbw, Mr A was groaning in pain.
He had pain down both legs, but the pain was wior$es left leg. He described it as
like having played a hard game of rugby. His muselere sore. He also had pain in
his buttock and was complaining about feeling cold.
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Medical assessment — Dr D

Dr D was a second-year house officer working atisE¢ttinurch Hospital Emergency
Department (ED) on 13 April 2007. Dr D saw Mr Ama25pm when his name came
up on the computer screen as next to be seen.aftithe, he had been waiting one
hour and 35 minutes.

Dr D recalls that Mr A gave a clear history. HedtdDr D that the analgesic
combination that he had been given by Dr C the quieg week had not been
effective in controlling his pain and had been gehthat day. She took a thorough
history of the pain relief Mr A had been taking &ese she knew he had been very
sore and she wanted to make sure that he had mbtdaagerous amounts of
paracetamol.

Dr D recalls that Mr A reported good general healtld his only concern was his sore
back, and left buttock and posterior thigh painisltommon for acute back pain to
radiate down the buttocks and thighs, so this didcause her to be concerned and
appeared to support a diagnosis of musculoskddat pain. Mrs B recalls that Mr A
clearly stated that his legs were sore and he éelthfs of numbness.

Dr D recalls that, on examination, Mr A did not kophysically unwell. She said that
Mr A “was not pale, cyanosed or sweaty. He wasvoatiting, coughing or displaying
any systemic signs.” Mrs B recalls that Mr A was tahite as a sheet and clearly at
the end of his endurance threshold with the pain”.

Dr D found it “a little difficult” to examine Mr Abecause he did not seem to be able
to relax fully. She said that when a person isampand/or anxious, it is sometimes
hard to elicit the reflexes. She understood thatAMrad been lying down for periods
to relieve his pain. This can exacerbate musculetiepain because the patient
stiffens up and then the pain becomes worse wheyndb try to start moving. It is
difficult to break the cycle.

When Dr D examined Mr A, she found he was in geapain, but he was able to
move his knees, ankles and toes normally. Shetbatdhis motor examination was
normal except for a possible absent knee jerk enléft. However, she was not
convinced that the reflex jerk on Mr A’s left kneeas actually absent, as the
examination was complicated by Mr A not being dbleelax.

Dr D said that she “probably” examined Mr A’s abdamand chest, because it is
something that she normally does. She recalls ngavie bed out from the wall of the

cubicle so that she could perform her examinatiomfthe right side as she had been
taught. Dr D recalls that he did not have any temeies over his kidneys to lead her to

° Dr D was assigned to work in the ambulatory aréth en emergency physician and registrar Dr L.
However, Dr L had been called out of the area tdwi another area.
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suspect a urinary tract infection. She did not doent these examinations. She recalls
that she palpated his bladder and clinically rdeturinary retention.

In relation to her assessment of Mr A’s vital sigDs D advised:

“It is my practice to take the pulse of my patiemgself. It is part of my
examination and gives me confidence in my findiagd diagnoses. When |
took [Mr A’s] pulse, it was in the mid 80s and hespirations were less than
20 per minute and he was speaking in full senteriaeen clearly recall these
rates because they were within normal limits améd previously noted the
nurse’s abnormal recordings. It is important fortigges to not remain
persistently tachycardic and | was happy that he mare comfortable since
the analgesia had taken some effect.”

Mrs B clearly recalls that until Mr A had the monpd, his breathing was rapid, and
remained at the same or similar level to that wiherrrived. Ms A recalls that Dr D
told Mr A to roll over, but he was too sore to ¢ie his side for more than one to two
minutes. Ms A stated, “She poked around his badkaased him specifically where it
was that he was sore.” She recalls that when Desied Mr A’s reflexes, she seemed
concerned that he had not had any relief from aisdets and said that the next step
was to give him morphine. Dr D said that if theygdim the morphine intravenously
he would have to be admitted. She said she wolkddder “boss” and went away.

Supervision — Dr E

Dr D decided to discuss Mr A with consultant Do was in the resuscitation area
of ED, because she did not know where the othec&i3ultant (who was responsible
for supervising the ambulatory area) was at tima¢ 1f

Dr E was writing up notes when Dr D asked him fdviae about Mr A. Dr D said

that she briefed Dr E about Mr A’s history and atiod and asked for his advice on
pain relief. Dr D stated that if she had been ht@hcerned about Mr A’s condition
she would have asked Dr E to see him.

Dr E recalls that Dr D’s description of Mr A was €y consistent” with a
musculoskeletal type of back pain. He suggestedstia try something stronger than
the simple pain relief Mr A had been given earirethe evening. There are a variety
of stronger medications that can be used in thiéggations, and on this occasion he
suggested some opiates (to be administered paabiyter as a suppository).
Following discussion with Dr E, Dr D prescribed Mr10mg of intramuscular
morphine.

19 Canterbury DHB advised that the other ED constiltas working in another area for a period when
Dr E took a patient upstairs for scanning.
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Analgesic guidelines

Advice on the administration of opiates in ED isluded in the Emergency
Department Analgesic Guidelines, in nursing manuaigl in Canterbury DHB'’s
Guidelines for Common Medical Conditions.

The Emergency Department Analgesic Guidelines dela section on morphine

stating: “In the treatment of severe pain in the Elravenous aliquots of morphine is
the preferred form of analgesia. ... Intramusculaniadstration has delayed onset and
variable absorption in abnormal physiological stasnd is not recommended.”

Consultant emergency physician Dr Scott Pearsorsedthat the intramuscular route
of administration is unusual and is generally disaged.

Canterbury DHB Guidelines for Common Medical Coimtis include a section on
“Pain Management” with dosage and observation djniee for opioid administration
(page 192). The guidelines for IM morphine stattoae for adults of 0.15mg/kg 3—6
hourly, with observations at least one hour aftachedose. Pulse, respirations,
sedation score and pain score are the recommenid@dum observations.

Morphine administration and mobilisation — RN Ms H

RN Ms H recorded that she gave the morphine at &#r6.30pm RN Ms H recorded,
“IM morphine taking effect| pain in legs — absent in back.” She stated thattsbk
another set of vital recordings at this time, bdtrbt document these on the “MR2B”
because she could not find it. She recalls thatrdspiratory rate had decreased to
between 20-28 per minute and his “O2 sats” weré®S%-but rose to 98-99% when
she asked him to take a few deep breaths, as hieceadying on his back.

A short time later, RN Ms H asked Dr D about hemplor Mr A. Dr D was busy with
another patient and asked RN Ms H to get Mr A upsée how well he was
mobilising.

RN Ms H stated that after she spoke to Dr D shetwank to Mr A and explained
that she was going to get him up to see if he cadtk. She recalls that he sat up
independently and walked with her supervision apipnately 20 to 30 metres. She
said, “His gait was initially stiff, but he walkezhfely with his family and | with him.
He again mentioned the feeling of aching and sageriuscles. By the end of the walk
his gait had improved moderately and he lay dovairagn the trolley.”

Dr D recalls that RN Ms H returned and said thatAviwas feeling much more
comfortable and was mobilising well. The pain is huttocks and back had gone, but
he still had pain in his legs.

Ms A stated that after Mr A had the morphine in@e$ he began to relax and doze
off. She recalls that after a while one of the earsame into the cubicle to check on
him. The nurse took Mr A for a walk, but he was inguvtrouble moving. The nurse
told him to lie down for another half hour and thefre would try him walking again.
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When the nurse came back he was worse. She hagpors him to stand upright. He
was shuffling and could not lift his feet, but shics feet forward.

Ms A said that the doctor must have seen how hewedleéng as the nurse took him

past the nurses’ station where the doctors anceswere standing. When the nurse
and Mr A came back to the cubicle, she said thatdudd have another lie down and
go home when he was ready.

Discharge

Dr D went to see Mr A at this point. Mrs B askedatvkhey should do if her son’s
pain remained uncontrolled. Dr D recalls that stestérated” that he needed to take
regular and adequate analgesia and that if thindjshat settle or if they had any
concerns then he needed to come back to ED. Sh#srédtat Mr A and his family
appeared happy with the plan and that he walkedfadilie department unaided.

Mrs B stated that she was “far from happy” aboavieg the ED with her son “in the
state he was in”. She recalls speaking to Dr D attos and commented that if he did
not improve, it was over an hour’s drive for themreturn to the hospital. Dr D
assured her that Mr A would go home and sleep. B/ssid that that was all her son
wanted to do as he had not been able to sleepvieelt. She also recalls a discussion
about the possibility of inadvertently overdosingpainkillers in trying to manage the
pain.

Dr D was of the opinion that Mr A was “young, finé healthy and that all the
indicators were that he should be able to go hoBké believed that he was suffering
from a mechanical back injury and by giving him somtramuscular morphine, he
would be comfortable enough to start moving abblis. presentation fitted with his
history of injury and irregular (inadequate) pagfief. She had no concerns about her
diagnosis.

She was not concerned about Mr A, as she had eotifieéd any “red flags”. Dr D has
a “mental checklist, which verifies the proceduaesl questions that must be covered
in order to be more satisfied that there is notmmage serious going on”. Her mental
checklist for Mr A’s back pain included “numbnessveeakness of the lower limbs,
saddle parasthesia or numbness or alteration irebowbladder habit (especially
urinary retention)”. Dr D considered that the ofihding that was a cause for concern
was Mr A’s complaint about his bowels slowing, Ibhis could be explained by the
medication he had been taking. She advised Mr Auabite need for regular and
adeqguate analgesia and that he should come btkyihad any concerns.

Ms A said that Mr A wanted to go home. On their vaay of ED, they passed the
nurses’ station and Dr D gave Mr A some pills ilrawn envelope. Dr D has no
recollection of giving Mr A any medication to takeme. Strips of the medications
ibuprofen 200mg and Tramadol 50mg were found aAMrhome by Police after his
death. However, it is possible that this medicatiwas part of the prescription
previously provided by Dr C and documented in lutes. Dr D said that medications
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are often given to ED patients to take home. ltussial to give them enough
medication to get them through the night. She ofjeres patients ibuprofen and
paracetamol to take home, but it is unlikely tha® gave Mr A Tramadol as it is a
controlled drug and would have to be checked aguksi out by two nurses.

CDHB subsequently advised that the only brown esped in ED are internal mail
envelopes, and there is no record of any ibruprofeiiramadol being prescribed at
this time.

The time that Mr A, his mother and Ms A left ED waat recorded on the medical
record, but video footage of the family leaving thepartment recorded the time as
7.10pm.

CDHB advised that, except in cases referred forisglon by a GP (which must be

reviewed by a registrar or consultant before diggda patients discharged from ED

are not required to be discussed with a consulidmre are 25 patient advice sheets
about specific conditions, which staff can givepttients at the time of discharge.

However, there is no advice sheet for back pain.

Documentation

Dr D explained that her notes of her assessmeMr@ were written in retrospect.

She said, “At a guess [l wrote them] up to two Isolater. This is not my common
practice, but as | was the only doctor in the frlowas getting asked to do things from
several of the nursing staff and | had not timevtite my notes sooner.” Dr D recalls
that she eventually had a pile of about five patides that she needed to write up
quickly. Mrs B believes the delay in writing up thaotes has resulted in
misinformation.

Dr D’s notes record Mr A’s presenting complaint“asute lower back pain”, with a

history of twisting his back eight days ago and timwvorse” since Wednesday. She
noted that his pain was not settling but that paief may not have been taken
regularly. Dr D stated that she ruled out urinatention clinically and documented
that in her notes. She noted that he had no blagigaptoms and his bowels were
slow secondary to analgesia.

Dr D recorded that, on examination, Mr A was “olmsty uncomfortable”. His
temperature was recorded as 36.1°C. She notedhthatone and sensation was
normal, but “power” was decreased secondary to. [ recorded that Mr A’s gait
was “markedly abnormal”, probably due to anxieterhmpression was that he had
musculoskeletal back pain with “ongoing, sever@’pand decreased mobilisation.

Dr D recorded her plan for Mr A as regular analgeg&odeine, ibuprofen and
paracetamol) for one to two days.

Dr D’s advice on discharge was for Mr A to retuontthe hospital if his pain did not
settle with regular analgesia. She advised hinetiarn to his GP the following week.
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Deterioration

Mr A dozed most of the way home. Mrs B dropped Mamil Mr A off at their house.
Ms A helped Mr A get into bed. He slept for abontheur, but that was all the sleep
they had that night. He was moaning with pain aid Ms A that he was cold. She
tried to rub his legs to warm him up, but he cotlldtand her touching his legs. He
tried to go to the toilet several times during tinght, but was unable to pass urine. Ms
A had to support him because he couldn’t balandal@ any weight on his legs. Ms
A wanted to take Mr A back to the hospital, butrékised.

At about 6am Mr A told Ms A that he was hot andldait feel his legs. She said that
he had stopped moaning and was very quiet. Ms Aldédo ring for an ambulance.
Not long after she made the call, she realisedNhah had stopped breathing. Ms A
started CPR but said she knew that he was dead.

Post-mortem report

The Coroner-authorised Autopsy Report dated 1 Mag72concluded that Mr A’s
death was due to overwhelming sepsis with bacteseglticaemia Staphylococcus
aureug complicating spinal epidural abscess.

Subsequent events

Independent review

After Mr A’s death, Canterbury District Health Bdacommissioned an independent
review into his death. The reviewers were Countésnukau DHB Acute Care
Service Manager Dot McKeen, Capital & Coast DHB Egeacy Medicine Clinical
Leader Dr Peter Freeman, and Christchurch BaylRgalty Group Chief Executive
Mr Scott McCrea. The family provided input into therms of reference and
composition of the review panel.

On 3 July 2007, Ms McKeen, Dr Freeman and Mr McUssaed their report. The
report identified the following key issues for Canttury DHB to address:

» physical environment in ED waiting room, triage aadeption

» front house skills for triage nurses and recepsisni

* Australasian College of Emergency Medicine triagegét compliance —
particularly with triage 2 and 3

» departmental capacity and design

e patient tracking systems

* junior staff supervision and support

* medical handover

* analgesia policy

clinical documentation

» discharge process, discharge summary and linkineapy care.

The report concluded:
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“Individuals such as [Mr A] should expect to reaeitimely and expert care
when attending an Emergency Department. The repamel is of the view
that [Mr A] would probably have received similarean any major ED in the
country and that on the evidence presented — tihginguand medical staff
did the best they could in offering care to an ptalgle standard. What [Mr A]
deserved was more timely care, more expert careagmetiod of observation
which may have allowed the true nature of his seridiness to become
apparent — this time factor is compromised in marfyour Emergency
Departments due to inadequate numbers of expedenbtmical staff and

overwhelming numbers of patients seeking care.”

ACC

On 17 September 2007, ACC advised the estate oA Mhat the treatment injury
claim had been declined on the basis of advicex@épendent emergency medicine
specialist Dr Andrew Swain. Dr Swain concluded:

“l do not consider that a reasonably competent [geray Department doctor
would have been in a position to diagnose sevedextion or an epidural
abscess on 13 [April] 2007.”

Improvements to ED

On 21 September 2007 Canterbury DHB Chief Medidéic€ (CMO) advised that
the Board believes that the review “comprehensiasbessed the clinical treatment of
[Mr A], together with the wider systems and proessselating to the Emergency
Department at Christchurch Hospital”.

The CMO advised that a number of the recommendatinade in the independent
review had been addressed, including:

» the waiting room has been changed so that theamient is more pleasant;

» there is clear access to the triage nurse;

» there is now room for two triage nurses to worketbgr thus reducing waiting
times;

» visibility has been improved so that the triagesesrcan see the incoming and
waiting patients;

» the business plan for additional emergency mediaineasultants has been
approved which will provide a greater skill mixtime department;

» additional nursing staff have been employed,;

» capital for the expansion of the Emergency Depantrhas been approved,;

» processes have been reviewed to improve assesdimesd for ambulatory
patients; and

* inservice education has been provided for doctorshe assessment of patients
with back pain.
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The CMO advised that the Canterbury DHBproving the Patient Journey
programme will continue to be a major focus of ioy@ment, focusing on patients
and their needs. Project RED (Rejunvenating the rgemey Department) was
launched in May 2007 and concentrates on peopbeepses and plant/space. It is a
clinician-led and management-supported projectdiecentrate efforts and progress
some longstanding ED issues.

Responses to provisional report

In response to my provisional report, CanterburyBDad¢cepted that it had been found
in breach of the Code in relation to inadequateussng, inappropriate supervision, a
lack of guidance for ED staff, and an inadequaseltirge process. Canterbury DHB
noted that the difficulties encountered by Chrigtch Hospital's Emergency
Department are not unique:

“It is important that such difficulties are not wied in isolation from the rest
of the hospital. Where there are problems in pafiemw in the hospital, this
directly impacts on the ED ... Improvements to ED difécult if there is not
a concurrent improvement in the way patients aesfierred to other parts of
the hospital.”

Canterbury DHB also stated:

“CDHB wishes to acknowledge that we are responddyléhe care we provide
to patients and we are sincerely sorry that ouccgsses did not result in
[Mr A’s] condition being diagnosed. CDHB again exde its apologies to
[Mr A’s] family for this.”

Dr D stated in response to my provisional report:

“I will remember [Mr A] for the rest of my life, ahthis tragedy has and will
continue to impact on my care and documentatiamould like the family to
know | gave their son and partner the best of nifssknd knowledge. As they
do, I find it difficult to explain or understand withis should happen to him. |
extend my sympathies to his family and loved onés ...

Report on state of ED services in New Zealand
In November 2008 the Working Grodpfor Achieving Quality in Emergency
Departments published a draft report to the MimisteHealth on the state of ED

" The Working Group was established following a vetidp on ED quality held in May 2008, attended
by about 70 sector representatives, mainly ED aiinis and managers, and co-sponsored by Counties
Manukau DHB and the Ministry of Health.
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services in New Zealand and made a number of re@dations for actiof? The
main focus of the report relates to:

» overcrowded EDs

* patients who have to be treated or housed in irdbapaces
* long patient stays in ED

* long patient waits for treatment or analgesia.

It is clear that the solutions to ED problems reguwvhole-of-system and whole-of-
hospital responses. | commend the steps being tikésckle these problems at a
national level, with the active engagement of Eiclans and sector leaders in
DHBs, supported by the Ministry of Health. Implertegion of the Working Group’s
sensible, evidence-based recommendations willkey atep to improve the quality of
care in New Zealand emergency departments.

Independent advice to Commissioner

The independent expert advice provided by genewdtiioner Dr Tony Birch, and
emergency medicine specialist Dr Garry Clearwageatached as Appendices 1 and 2
respectively.

Emergency medicine specialist Dr Clearwater wase@sto review the parties’
responses to my provisional report in relation e emergency department care.
Dr Clearwater’'s comments are attached as Appendix 3

2 Recommendations to Improve Quality and the Measidir@uality in New Zealand Emergency
Departments, November 2008.
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Code of Health and Disability Services Consumers’ights

The following right in the Code of Health and Didey Services Consumers’ Rights
is applicable to this complaint:

RIGHT 4
Right to Services of an Appropriate Standard

(1) Every consumer has the right to have services geavivith reasonable care and
skill.

Other relevant standards

Cole’s Medical Practice in New Zealand 20QVedical Council of NewZealand,
October 2006}?

“An important part of a good doctor—patient relasbip is the keeping of a
proper medical record. It is a tool for managemémt,communicating with

other doctors and health professionals, and hasnfe¢he primary tool for
continuity of care in many practices, as well ashospitals. To fulfil these
tasks, the record must be comprehensive and aecurat

Commissioner’s Opinion
Opinion: Breach — Canterbury District Health Board

Several systemic problems at Christchurch Hosjifalon the evening of 13 April
2007 affected the care Mr A received. The heavykisad ED staff faced that
evening impacted adversely on their standard oéssssent, communication and
documentation. A district health board has a dofgrovide an emergency department
that has sufficient staff and adequate systems itostand fluctuating demands. |
consider that Canterbury DHB did not provide Mr Ahwan appropriate standard of
care as a result of the deficiencies in its systelastified below.

3 page 95.
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Resourcing

When Mr A arrived at the Emergency Department stiaffing levels were considered
to be normal. However, the department was overceowdith a high acuity of

patients. This delayed Mr A being seen and resulieBr D working alone in the

ambulatory area.

Overcrowding in ED is not a recent issue for Clhstch Hospital. It was highlighted
as a problem in Commissioner Robyn SteRé&port on Canterbury Health Limited
(1998), and in th&xternal Review of Emergency Department Christdidittospital
carried out by Dr Peter Brennan and Associate BsofeMarcus Kennedy in 2004. In
response to these reports, staffing levels weneased and initiatives undertaken to
improve the ED models of care and patient flow tigto ED. However, it is clear that
in April 2007 Christchurch Hospital still did notave sufficient bed space to
accommodate the number of patients presenting t@iEah adequate level of senior
supervision to ensure that patients received arogppte standard of care.

| am concerned that, despite various reports dvepast decade highlighting areas for
improving the ED, insufficient remedial action appe to have been taken until

recently. Recent improvements include the capaaitg design of the ED, more

efficient processes for moving patients through By staffing increases.

This case highlights the threat overcrowding poses patient safety. When
departments are crowded, patients wait longer tecle@ and treated by medical staff.
The nursing resource is spread more thinly andimyirebservations occur less
frequently than desired. Medical staff are rushald decisions, assessments and
medical interventions may be rushed or truncatesl rasult:*

Where there is a shortage of resources (whethaafiinumbers, bed space, or access
to further tests or services), it is inevitablettb&ff will be forced to make difficult
decisions about which patients should be able tesscresources. Inadequate access
to observation beds inevitably leads to pressurdidoharge patients earlier than is
optimal. An observation area is a valuable optmrdnfirm that a patient’s condition
has stabilised or is improving and that treatmemidequate for discharge.

While | am pleased to note that action is now be@kgn to address these resourcing
issues (via Project RED), in my view the lack ofddeand highly skilled staff in
Christchurch Hospital ED on 13 April 2007 contriedtto the deficiencies in the care
Mr A received.

Supervision
Canterbury DHB was responsible for providing prog@pervision to junior staff, and
ensuring that staff had adequate back-up and suppdwey issue in this case is the

1 Ardagh, M., & Richardson, S. (2004). Emergencyat&pent overcrowding — can we fix it? NZMJ,
117 (1189).
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amount of supervision that was required. | ackndggethat Dr D was a highly
regarded house officer and that there was a relgthvigh number of senior medical
staff on duty. Dr D discussed Mr A with a speciahgho would have reviewed him if
that was required. Nonetheless, there is a questiark in my mind about the
adequacy of the supervision and support, partiusamce significant clinical findings
were misinterpreted and Mr A was not reviewed aftaorphine had been
administered.

As noted by my emergency medicine specialist, @a@bater, “It is remarkable that
the system allowed a junior doctor to make thesdirigs without activating more

intensive review.” Junior medical staff are relativinexperienced in clinical work

and must base their management on what they haws k&t medical school. There is
a gradual increase in clinical autonomy, but a seegear house officer, such as Dr D
in April 2007, is still very inexperienced.

The ED is one of the few areas of a hospital wiesibstantial proportion of the
patients may be assessed and discharged by a gloutor without senior review. The
role of the house surgeon in the ED is high rislemwlthere is a lack of proactive
supervision. Regrettably, there are many instan€@snior doctors having to explain
why they did not recognise the early signs of aiitant illness™

As noted by Dr Clearwater, resource constraintsyamy EDs require supervisors to

use a limited passive/reactive form of supervisioere only selected cases are
reviewed. This relies on the junior doctor recommgsthat there is an issue that
requires advice. If the supervisor is too busyuityfreview the case, then he or she
must focus on a key issue and trust that the judaotor has made an adequate
assessment and conveyed all the relevant informafithen the supervisors are busy
managing their own work load, there is a naturhlatance on the part of the junior

doctor to interrupt with a request to review anotbetient.

| accept that it would be impracticable for an egeecy medicine specialist to
personally review every patient in ED. However, tHestrict health board is
responsible for ensuring there is the capacityh@ ED for senior doctors to provide
effective supervision to junior staff — a systenattloptimises the senior doctors’
expertise. The ED should have sufficient senioff sia duty to enable them “to
‘roam’ their areas of responsibility to facilitagarly detection of problems and

concerns™®

The issue of supervision is being addressed by Ahstralasian College for
Emergency Medicine. The 2008 ACEM draft policy o€omponents of an

!> Ardagh, M. (2006). The skills of our New Zealandipr doctors — what are these skills and how do
they get them. NZMJ, 119 (1229).

16 Canterbury DHB’s response to the provisional repor
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Emergency Medicine Consultation” advises that doctwith less than four years’

relevant experience should consult with a doctorfaefr or more years’ relevant

experience prior to initiation of a diagnostic andnagement plan for all patients. The
policy also refers to a screening process to agsassnts’ suitability and safety for

discharge. A mandatory component of the screenimgess is authorisation of

discharge by a doctor of four or more years’ retg\experience. | note that patients
referred to Christchurch Hospital for admission @yGP must be reviewed by a
registrar or consultant before discharge.

Developing guidance that all patients must be k&t by a registrar or consultant
before discharge would enhance supervision of justaff, and provide a further
safety check in the system.

The system at CDHB in 2007 allowed patients to Isehdrged by junior doctors
without senior review (except for GP referrals). junior doctor working in the
ambulatory area was supposed to be supervised bgmeergency specialist and
registrar in the area. The specialist was expeictédve an overview of the area, and
both would be available to review cases with th@gudoctor and provide advice.
However, in reality, due to the volume of patieatsl the high level of intervention
required for some patients, the consultant wasirrelyt required to assume a high
primary patient workload. This created a barrieeffective supervision.

This case highlights the risks of “reactive” supgion. Dr D was left to run the
ambulatory section of the ED for some of the evgrand had to decide for herself
when to seek a supervisor’'s advice. She did natgrEse the significance of her
findings and therefore did not fully convey them ttee senior doctor. | share
Dr Clearwater’s view that this placed Dr D and patients at risk, especially since
the designated consultant for that area was urablaibnd the second consultant was
very busy. In my opinion, the supervision in plateChristchurch Hospital ED on 13
April 2007 was inadequate and placed patientssitaf junior medical staff making
errors due to inexperience.

Guidance for ED staff

There is a growing body of knowledge about the siom of effective guidelines.
Guidelines need to be relevant and consistent gothd practice, readily accessible,
systematically taught and reinforced, and consisteiollowed, with senior staff
leading by example.

| am left in some doubt whether staff involved im Ms care were familiar with and
supported to follow departmental guidelines on amstering morphine. From the
records, it appears that no observations were taken morphine was provided, in
contravention of the departmental guidelines. If Mhad been exhibiting signs of
infection or shock, it may well not have been diec This clearly contravenes
hospital guidelines and good practice.
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I note Dr Clearwater’s criticism of the decisiondischarge Mr A under the influence
of a narcotic. This practice carries the risk ttegt patient will be at home when the
analgesic effect wears off, leaving the patientsti@e as they were or even worse off.
Ideally, the patient should be kept in the depantnte assess progress after the drug
has worn off.

Discharge policy

Discharge advice is a vital aspect of ED care. €anty DHB advised that doctors
discharging patients are encouraged to liaise Wiehpatient's GP about follow-up
care, and provide patient advice sheets aboutfgpeconditions. However, there is no
advice sheet for back pain.

Dr Clearwater advised that, ideally, discharge eel\should include verbal advice
reinforced with written instructions. Dischargetmstions should list the significant
symptoms that warrant urgent review. Written advgeery useful for patients and
their associates, who must assimilate a lot ofrmédion at the time of discharge.

As previously discussed, before Mr A left the EBe &nd his family were not
adequately informed about the significant symptotinat would warrant urgent
medical review. Providing patients and familieshwmtritten advice is very useful
because when people are under stress, as the familyubtedly were, they are
unlikely to assimilate a lot of verbal informatiofn advice sheet could have provided
Ms A with information about symptoms that would tjfys seeking further urgent
medical attention. Dr Clearwater also advised tihatspace on the discharge summary
form used at Christchurch Hospital ED to documehtice is very small, and may
have contributed to the lack of comprehensive advic

Specific discharge advice is an important aspeceérsuring appropriate care, and
Canterbury DHB had an obligation to ensure that diseharge process from ED
included such advice. | accept Dr Clearwater's eslvihat the lack of systemic
discharge instructions was a departure from anogpiate standard of care.

Summary

In my opinion, Canterbury DHB failed to provide Mr with services of an
appropriate standard on 13 April 2007 by failingattequately resource the ED, and
failing to ensure appropriate supervision and éffecguidance for staff, and an
adequate documentation and discharge processese ttircumstances, Canterbury
DHB breached Right 4(1) of the Code.

Other comment

Ms A and Mrs B were both upset by what they conside¢o be an uncaring attitude
of the triage nurse, RN Ms G. RN Ms G explainedthe Canterbury DHB
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commissioned reviewers that she had attemptedro /a A, who she could see was
in severe pain, by asking him to slow his breathing

RN Ms F was also concerned about the reaction oANlfamily to his distress and
went outside her assigned role to find a bed for &ind arrange medication to control
his nausea and pain. She admitted that she founthathily’s stress difficult to deal
with.

The family was naturally frightened and looked Ie thospital staff for help. They
found RN Ms G’s manner “short” and unhelpful. ljpaars that Ms A and Mrs B were
angry and that RN Ms G and RN Ms F had difficuttyresponding appropriately to
their manner.

Emergency departments are busy, stressful envirotsmand, as Dr D commented,
there is frequently “a big drive” to process patseiRN Ms G and RN Ms F were both
experienced ED staff, who must have encounterefitwlif situations before. The
triage desk at the entrance to ED is the front dddhe hospital. It is disappointing
that the family’s lasting impression is that thesas were uncaring and unhelpful,
when in fact RN Ms F went out of her way to findralley and pain relief for Mr A,
and the ED staff were trying to alleviate Mr A’sipand suffering in an efficient
manner.

| note that the independent review commissionedChgterbury DHB in July 2007
stated that, although they had no criticism ofttiege nursing and reception staff, all
staff would benefit from “front of house skills”dining to prepare them for the
sometimes difficult interactions that can occur whpatients seek help from
emergency departments. The DHB has advised thatncmication skills training for
all staff has been undertaken as part of Proje@.RE

Opinion: No breach — Dr D

Dr D, a second-year house officer, was working ifficdiit conditions on 13 April
2007. She was assigned to work in the ambulat@y aith a specialist and registrar,
but ended up working by herself for some of thenawg During this time, she
assessed Mr A and concluded he was suffering fraohanical back injury. She
consulted a specialist in another area in relatmimis management, and provided
treatment in accordance with the advice.

Back pain is one of the most common presentatior@tED. Dr Clearwater advised
that the challenge for clinicians is to detect éineall number of serious underlying
diseases in the many cases of back pain they seégel®des help filter out risk factors
(“red flags”) and thereby identify the small propon of cases that warrant special
investigation.
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Junior doctors have a high level of responsibilitghe ED. They should ensure they
are familiar with any relevant guidelines, not ket to seek senior review, and delay
the patient’s discharge until appropriate invesioges have been undertaken. The key
question in this case is whether Dr D should hagegnised any “red flag” symptoms
or abnormal findings that indicated Mr A might hasemore serious underlying
condition.

Epidural abscess is a rare condition that is nousty difficult to diagnosé’ Dr D
and Canterbury DHB maintain that there were no faskors or red flags to signal the
possibility of an epidural abscess. Dr D says i&sva very difficult diagnosis to make.
It probably would not have been made under the mdestl circumstances, even with
senior staff. This is supported by Drs Freeman, iSwand the GP advisor — all
senior clinicians.” Dr D states that it is extregnehlikely that an uncomplicated back
pain patient with a clear history of mechanical sm@and with increasing ease of
mobility would have been accepted by the orthopag¢dam, nor further testing
undertaken until the following day or after the wesed.

Nonetheless, Dr Clearwater advised that Dr D’s ssseent of Mr A was suboptimal
in some respects. He comments that Dr D “stateesgimng ideas about back pain
that reflected her inexperience and incomplete kedge, resulting in a tendency to
minimise significant symptoms”. This is evidentrirdner notes, where each abnormal
finding is explained away. For example, Mr A’s deased power was noted to be
secondary to pain, and his abnormal gait seconttargnxiety. Given that Dr D
attributed the abnormal neurological results of é&eamination of Mr A to his pain
and anxiety, it was particularly important that seeéiew Mr A once the morphine had
taken effect. Dr D also omitted some important sssent facts from her notes (pulse
and respiratory rate) and her neurological exantnatas limited in detail.

Dr Clearwater considers that these deficiencidsaetinderlying service issues rather
than individual shortcomings. He comments that theé consultant had time to
personally assess the patient and review the ragical exam, it is quite possible that
the severity of the patient’'s condition would hadveen appreciated and different
management advised”. Dr Clearwater concludes thatas reasonable for a junior
doctor to send a patient like Mr A home, havingcdssed the case with a specialist
and having made a joint plan.

Conclusion

| accept Dr Clearwater’s advice that Dr D undensated some potentially significant
findings and then omitted to review those findiaffer the morphine had taken effect.
Regrettably Dr D was too quick to dismiss the yitbeit subtle, clues that Mr A
might have been harbouring a more serious underlgisease. In a busy ED with

71t occurs in approximately one in 10,000 hospiidissions.
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multiple sick patients and a heavy information Idemin multiple sources, a junior
doctor may fail to appreciate the significancelofical findings.

It was far from ideal that Dr D’s medical notes wevritten up retrospectively. No
doubt the delay reflects the pressure on the Efheaatime. Nonetheless, it has left
some question about the accuracy of the notesBuwras no doubt “that the delay in
writing the notes on [Mr A] by [Dr D] has resultedmisinformation”.

Overall, | accept that the care Dr D provided weaspnable for a doctor of her
relatively limited experience, working under presswith suboptimal support. It
follows that she did not breach the Code.

Opinion: No breach — Dr C

11 April consultation

When Dr C saw Mr A for the first time in relation his back injury on 11 April 2007,
he had been receiving physiotherapy treatmentlfouiaa week: Dr C excluded recent
illness such as a respiratory infection, performadcomprehensive physical
examination, and documented his impressions aathtient plan for Mr A.

My general practitioner advisor, Dr Birch, consetkrthat Dr C's assessment on
11 April that Mr A was suffering a musculoskeletajury, and his subsequent
management plan, were “entirely adequate”.

13 April consultation

When Mr A returned to see Dr C on 13 April, on #tvice of senior physiotherapist
Mr I, Dr C responded appropriately, and prompthexamined Mr A. Although there
is some discrepancy between the recollection adehevents by Mr A’s family and
Dr C, it appears that Dr C performed another dedagxamination of Mr A. His
records show that he did not find anything newelation to Mr A’'s symptoms. He
was concerned that Mr A was still in severe paid aauseated. Dr C considered that
Mr A’s nausea, in the absence of any other apparanse, was the result of over-
medication. He gave Mr A an intramuscular injectitn control the nausea and
advised him to stop taking Tramadol and Voltareth enseek further advice over the
weekend if he developed fever or any neurologicpiss

Dr Birch stated that he could not “take any issugéhwDr C's] assessment or
examination”. Guided by this advice, | am satisfiedt the service Dr C provided to
Mr A on 11 and 13 April 2007 was reasonable indineumstances and that he did not
breach the Code.
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Retrospective records

Dr C reviewed and amended his initial record of¢besultations after he learnt Mr A
had died. Not documenting the full assessment attithe of a consultation is an
extremely common failing in general medical praetibr Birch commented that use
of computerised clinical record systems do not arege explicit assessment
recording, and noted that Dr C followed up hisiatitecord of his consultations with
Mr A by clearly marking that they were retrospeetiv

The additions were made after Mr A’s death. Althoug is legitimate to amend
clinical records as long as the amendment is glerhotated as retrospective, and
dated and signed, doing so in circumstances suchn dkis case — where the
circumstances of Mr A’s death were highly publidise- leaves a practitioner open to
criticism that the changes were made for reasonexptdiency. | accept that the
subsequently recorded information was accuratel blot not share Dr Birch’'s view
that computerised recording can be blamed for ths® adequate recording of
assessments. | remind Dr C of the importance abtigh, contemporaneous clinical
recording.

Recommendations

Canterbury District Health Board
I recommend that Canterbury District Health Board:

* Apologise in writing to Ms A, Mr B and Mrs B forgtbreaches of the Code. The
apology is to be sent to HDC and will be forwartedis A, Mr B and Mrs B.

» Further review Christchurch Hospital's ED systemslight of Dr Clearwater’s
comments and advise HDC B March 20090f the actions taken in response.

Australasian College for Emergency Medicine
| recommend that the New Zealand Faculty of ACEM:

* Review the current guidelines for managing back pailight of the issues raised
by this report.

» Consider developing guidelines on ordering testSClRP and ESR as part of the
work-up on any patient with moderate—severe paspeeially if they are on
medication that could be suppressing signs of titfec
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» Consider its policy on the supervision of juniorctiys in ED beyond the first
house officer year in light of this report.

Follow-up actions

* A copy of this report will be sent to the Medicab@cil of New Zealand, ACC,
the Christchurch Coroner, the Royal New Zealand leQel of General
Practitioners, and the Australasian College of Eymecy Medicine.

* A copy of this report with details identifying thearties removed, except the
names of Canterbury District Health Board and Gtinigrch Hospital, will be sent
to the Minister of Health, the Director-General ofealth, the Quality
Improvement Committee, all district health boarttsg New Zealand Nurses
Organisation, the New Zealand Medical Associatiangd the Association of
Salaried Medical Specialists, and will be placedtba Health and Disability
Commissioner website, www.hdc.org, fiar educational purposes.
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Appendix 1
General practitioner Dr Tony Birch provided thdd®aling independent advice:

“Thank you for your letter of ¥8March requesting that | provide an opinion to
the Commissioner about the services provided bydpPwo [Mr A], as detailed in
the documents you supplied. | can confirm thatiehao personal or professional
conflict in this case. | have read and agree tdo¥olthe Commissioner’'s
Guidelines for Independent Advisors. | understalso ghat my report is subject
to the Official Information Act and that my adviceay be requested and
disclosed under that Act and that the Commissisngdlicy is to name his
advisors where any advice is relied upon in makimigcision.

| qualified MB, ChB in 1968 from Victoria Universiiof Manchester, UK. | also
hold a Diploma in Obstetrics from the Royal CollegeDbstetricians (1970) and
a Diploma in Health Administration from Massey Uerisity (1985). | have been
a Member — now Distinguished Fellow — of the Rojaw Zealand College of
General Practitioners since 1980. Prior to workiniylew Zealand | worked in an
isolated area of Fiji for three years. For 34 yedawgorked as a rural general
practitioner and GP Obstetrician in Rawene, Holkaardnis practice involved on-
call work and the care of patients in a small rtaapital.

| have recently (February 2006) retired from th@stpand am now providing
locum services and working as a medical educatothi® Northland area of the
RNZCGP General Practice Education Programme.

| have read the supporting information suppliedigyCommissioner, viz:
* Letter of complaint to the Commissioner from [Mrs], Beceived

17 August 2007, marked with an ‘A’. (Pages 1-19)

* Letter of complaint to the Commissioner from [Mr ,Bteceived
29 August 2007, marked with a ‘B’. (Page 20)

* Notes taken during a telephone conversation withs [M] on
12 October 2007, marked with a ‘C’. (Pages 21-22)

* Response to the Commissioner from [Dr C], datecsédtember 2007,
marked with a ‘D’. (Pages 23-27)

* Further response from [Dr C] on 2 & 12 October 20@arked with an
‘E’. (Pages 28-34)

* Response to the Commissioner from physiotherapit I[, dated 11
January 2008, marked with an ‘F’. (Pages 35-38)

* Response to the Commissioner from Canterbury DHBtedl
22 November 2007, marked with a ‘G’. (Pages 39-150)
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» Transcript of an interview conducted with [the @ad Director] on
13 December 2007, marked with an ‘H’. (Pages 154}15

» Transcript of an interview conducted with [Dr E] @8 December 2007,
marked with an ‘I'. (Pages 155-157)

» Transcript of an interview conducted with [Ms F] &8 December 2007,
marked with a ‘J’. (Pages 158-163)

» Transcript of an interview conducted with [Dr D] @8 December 2007,
marked with a ‘K’. (Pages 164-173)

* Notes taken during an interview with [Ms A] on 1é&d@mber 2007,
marked with an ‘L’. (Pages 175-184)

Report

1. Please comment generally on the standard of camviged to [Mr A] by
[Dr C] on 11 and 13 April 2007.

Low back pain with sciatica-like symptoms followiren accident like that
suffered by [Mr A] is ‘bread & butter’ to generatgetice. Hardly a week would
go by without someone presenting with these symgtdviost improve in 3-4
days and current practice is to assume that this he@ippen and provide
supportive care with advice and pain relief. Theeras to have happened in this
case.

The comments attributed to [Dr C] or his nurse rdigagy childbirth and the sense
that [Mr A’s] distress was being minimised are coomty part of the practice
these days of expecting the problem to get befer.optimistic attitude is
warranted in over 90% of cases.

From the notes and from the comments by [Dr C] esgbently, | can find nothing
that would deviate from the standard of care predidoy most general
practitioners.

With no ‘red flags’ in evidence, [Dr C’s] optimistexpectancy of resolution may
have been perceived as a lack of sympathy.

2. Was [Dr C’s] examination/assessment and managepiantfor [Mr A] on 11
April adequate?

As [Mr A] was already attending a physiotherapigind nothing to comment on
with respect to the consultation on 11 April. Ieses to be an entirely adequate
assessment and management, given a presumed dsagharusculo-skeletal
injury.
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3. Was [Dr C’s] examination/assessment and managepiantfor [Mr A] on 13
April adequate in light of the telephone converwatihe had with
physiotherapist [Mr 1]?

There seems to be some discrepancy between whizntlilg believed [Mr I] had
said to [Dr C] and [Dr C’s] recollection. [Mr I'sjotes are not particularly helpful
here either. It does appear from his notes, howdvat it was [Mr 1] who advised
the family to take [Mr A] to hospital if he had niobhproved within an hour after
seeing [Dr C].

What is not clear is how well [Dr C] knew [Mr A] drhow he would normally

react to pain. It appears that he — like many 2& y¢ds — hardly attended the
doctor and was a relative stranger to [Dr C]. leslappear that [Dr C] took [Mr
I's] message seriously and re-examined [Mr A]. Hegre finding nothing new —

apart from non-resolution or, perhaps, worseninghef symptoms — he made
adjustments to the pain management. | believe ttiiatwould have been the
actions of most GPs.

Had [Dr C] been aware of [Mr A’s] normal reactiangain, and had he sufficient
confidence in [Mr I's] clinical judgement, he mayellvhave tried to expedite
admission to hospital. Given most hospitals’ pelsci however, the probable
response from the admitting doctor would have bensame as what, in fact,
happened: ‘Send the patient to A & E and we’ll asdem there.’

4. Should [Dr C] have considered any other assessnmrggaminations?

As is mentioned in the documentation, [Mr A] died an extremely rare
condition. In 40 years of practice, | have nevemsa case; though | have heard of
one in an elderly diabetic man in our area. It appe¢hat, by the time symptoms
and signs have developed such that a diagnosisecarade, mortality is still very
high. | cannot take any issue with [Dr C’s] assemshor examination. | just wish
that he had actually documented an assessmeng {Flan extremely common
failing in GPs and is not helped by computer systevhich do not encourage
making an assessment explicit!)

5. Please comment on [Dr C’s] documentation.

[Dr C’s] documentation is good. That he made ertrtes after the fact is clearly
marked and these notes were made soon after tim, eviele his memory was
still clear.

Further comments

| wonder what the complaints policy is in [Dr C’gtactice. In a situation like
this, in a small town, much of the anger — whichdisected at the medical
system — may have been defused in a meeting girédotice between the doctor
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and the family. With good facilitation, the hurtdapain experienced by both
parties may have been expressed and, thus, lessenslvhat. We have done
this in our practice. It is not an easy thing topaet of but it allows a sharing of
our humanity in a situation where an ‘unkind fdtas intervened. ...”
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Appendix 2
Emergency medicine specialist Dr Garry Clearwatevided the following advice:
“Thank you for asking me to review this case.

| have read and agreed to follow the Guidelines Ifafependent Advisors
provided by the Office of the Health and Disabil@gmmissioner.

| am an Emergency Medicine Specialist, qualified GHB in 1982 and a Fellow
of the Australasian College for Emergency Medic(RACEM) since 1999. |
currently work as a full-time staff specialist iwa Emergency Departments
(EDs) at Waitemata District Health Board and | wa@lsical Director of the
Emergency Medicine service between 2000 and e&06.21 have previously
worked as a GP in a semi-rural practice and as @iddeOfficer of Special Scale
at Middlemore Hospital ED. Our service employs siests, Senior Medical
Officers and registrars in training as well as losu We employed Senior House
Officers up until 2005.

| have been asked to provide independent expert@adbout whether [Dr D] and
Canterbury District Health Board provided an appiaip standard of care to
[Mr A] during an attendance at the Emergency Depant on 13 April 2007.

| have read the following documents:

* Letter of complaint to the Commissioner from [Mrs], Beceived
17 August 2007, marked with an ‘A’. (Pages 1 to 19)

» Letter of complaint to the Commissioner from [Mr, B¢ceived 29 August
2007, marked with a ‘B’. (Page 20)

* Notes taken during a telephone conversation withs [M] on
12 October 2007, marked with a ‘C’. (Pages 21 & 22)

* Response to the Commissioner from [Dr C], datedSg&ptember 2007,
marked with a ‘D’. (Pages 23 to 26)

* Further response from [Dr C] on 2 & 12 October 20@arked with an
‘E’. (Pages 28 to 33)

* Response to the Commissioner from physiotheragidt [], dated
11 January 2008, marked with an ‘F’. (Pages 34)o 4

* Response to the Commissioner from Canterbury DHBEtedl
21 September 2007, marked with a ‘G’. (Pages 4bi)

* Response to the Commissioner from Canterbury DHBtedl
22 November 2007, marked with an ‘H’. (Pages 15284)

» Transcript of an interview conducted with [the @ad Director] on
13 December 2007, marked with an ‘I'. (Pages 18B9(8)

» Transcript of an interview conducted with [Dr E] @8 December 2007,
marked with a ‘J’. (Pages 194 to 199)
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» Transcript of an interview conducted with [Ms F] &8 December 2007,
marked with a ‘K’. (Pages 200 to 211)

» Transcript of an interview conducted with [Dr D] @8 December 2007,
marked with an ‘L’. (Pages 212 to 230)

* Notes taken during an interview with [Ms A] on 1é&d@mber 2007,
marked with an ‘M’. (Pages 231 and 232)

» Further information provided by [Dr D] (re attachgdestions) received
2 April 2008, marked with an ‘N’. (Pages 233 to 236

| was asked to comment generally on the standaodu@f provided to [Mr A] by
[Dr D] and Canterbury DHB on 13 April 2007.

Specific issues were raised:
Re: [Dr D]
| was asked to comment on whether:

[Dr D’s] assessment of [Mr A] was adequate.

Her management plan for [Mr A] was reasonable.

[Dr D] should have considered any other assessnoemsaminations.
She should have discussed [Mr A’s] condition furtl@th one of the
senior Emergency Department medical staff.

It was reasonable to discharge [Mr A] from ED oe #@vening of 13 April
2007.

6. [Dr D’s] standard of documentation was adequate.

PobPE

o

Re: Canterbury DHB

1. Were there any deficiencies in the management oistchurch Hospital
ED that may have contributed to the death of [MP A]

2. If so, what other systems could have been in plaiceChristchurch
Hospital ED to ensure appropriate treatment anel chpatients?

3. If, in answering any of the above questions, it wgsopinion that [Dr D]
and Canterbury DHB did not provide an appropridendard of care, |
was asked to indicate the severity of the depaftore that standard.

4. |1 was also asked whether there were any aspedtseafare provided by
[Dr D] and Canterbury District Health Board that rveented additional
comment.

OUTLINE OF EVENTS

[Mr A] was a fit and active contractor and recrea#il rugby player aged
25 years. He presented to [a] Physiotherapy Conid@hursday 5 April 2007 with
back pain which he attributed to forcibly twistihgs lower back while dipping
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sheep that day. He had felt ‘severe pain’ and leatimed uncomfortable since
that time.

He was assessed by a physiotherapist who recondédhé had spasm of his left
lower back muscles consistent with a back musckEnstpossibly a left-sided
facet joint sprain at the L5 {(SLumbar vertebra) level and raising the possibility
of ‘disc involvement’ (prolapse of the flexible dise between the vertebral
bodies) and recommended treatment with local hest, and a mobilisation
regimen.

[Mr A] returned to the physiotherapy clinic on Tdag 10 April and was
reassessed by another physiotherapist who noteédh¢hevas worse, too sore to
undertake extension (back arching) exercises, inaitetl spine mobility and she
raised the possibility of an intervertebral disttation with facet joint irritation
between the@and %' vertebrae. She recommended further exercises.

[Mr A’s] back did not improve and on Wednesday 1{riR2007 he attended his
medical practitioner, [Dr C], for pain relief forshback pain.

His GP noted that [MrA] had already started takiagti-inflammatory
medication (Voltaren — diclofenac 75mg twice daily: full dose) from a
previous prescription for an old neck injury. [Df @bted that his patient was in
‘severe pain’, sweating and mobilising with diffigu His temperature was
recorded at 36 degrees (normal). His GP reportshihasked detailed questions
about [Mr A’s] background health without any redg$ being elicited. He
recorded that the back pain was radiating intoléffieleg, had no symptoms of
cauda equina (central spinal cord) impairment &iadl [Mr A] was very tender at
the lower left part of his back (the 'SI' — sact@¢ area), had painful left hip
flexion to 30 degrees (the normal is 80—-90 degraes) a normal neurological
exam of the feet. He prescribed pain-killers: Trdoland Codalgin (paracetamol
with codeine) as well as more Voltaren.

On Friday 13 April, [Mr A] returned to the physi@tapy clinic, reporting that his
pain-killers were ‘not helping much’ and that th@rpwas getting worse in the
last few days, now radiating down both legs. He wasble to find any

comfortable position, was pale and sweaty and was distressed to be
adequately examined. He was seen by a senior phgsapist, [Mr 1], who was

concerned about the possibility of a ‘disc derangigetmand the severity of pain
— he telephoned the GP for an appointment.

His partner took [Mr A] to the GP surgery. He tgldr C] he had severe back
pain, epigastric pain and nausea. He was notedettsweaty and pale’. His
temperature was recorded as 36.8 degrees. He wa® @n intramuscular
injection of Maxalon (metoclopramide) to contro$ mausea which was attributed
to a combination of anti-inflammatories and analgegDr C] prescribed codeine
phosphate 30mg four times a day and advised stgppiamadol and Voltaren.
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He also prescribed Omeprazole, a drug to reduceastio acidity and irritation.
He discharged [Mr A] after half an hour with advite be seen again in three
days.

However, a short time after arriving home, [Mr Alsvin so much pain that his
partner and mother drove him to Christchurch Haspérriving at the hospital’s
Emergency Department (ED) at 3.15pm on 13 April.

[Mr A] was assessed by a triage nurse at 1550hnuated that he had back pain,
was sweating, hyperventilating and in severe paid eoded him as Triage
category 3 (to be seen by a doctor within 30 misluta higher category than
usual in view of his severe pain.

A senior registered nurse found a bed for [Mr AheShoted his vital signs at
1600h (including pulse of 110 per minute and terapee 36.2 degrees). She
recorded that he had lower back pain, not relidwecegular pain-killers from his
GP and was nauseated after Tramadol. He was ‘vesyreslsed’ and
hyperventilating and had been ‘lying flat for lopgriods each day’.

[Mr A’s] ‘current medications’ were listed as Codgol (a combination of
paracetamol and Codeine) which he had taken fairday, Codeine, Tramadol
(both taken that day) and Voltaren SR (slow releislefenac).

She discussed the case with a registrar, Dr L (didonot actually assess the
patient), and dispensed the doctor’s prescribedcagdn at 1630h: paracetamol
1gm, codeine 60mg (for pain), Ibuprofen 400mg (atriaflammatory similar to
Voltaren), Omeprazole 40mg (to reduce stomach @ggidnd diazepam 5mg (a
sedative and muscle relaxant).

At 1645h, a newly graduated nurse took over the cdur[Mr A], recording his
fast pulse rate (116 per minute), high respiratate (40 per minute) and a
normal temperature. She recorded that he still‘imac pain’. [Mr A] walked to
the ED toilet assisted by his partner at arouns tinhe. He was asked to pass a
urine specimen but was unable to do so.

At 1725h [Mr A] was seen by a second year houseeaff[Dr D], who reviewed
the nursing notes and examined [Mr A]. She noted ke had twisted his back
eight days previously but the pain had become ‘muatse’ in the last two days.
She recorded that his bladder function was nornkéé. was ‘obviously
uncomfortable’, had a normal temperature, and aigalogical examination was
unequal: he had reduced leg power (attributed to)@and an absent left knee
reflex but normal sensation. She recorded a ‘mdykethnormal’ gait. She
recorded her diagnosis as musculoskeletal back ye#im‘ongoing severe pain
and reduced mobilisation’.
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In her report, [Dr D] states that she had seenAMwalk unaided before she saw
him. She recalled that his pulse was ‘in the mid’ &hd she noted that this was
memorable because the nurse had recorded a fast @ik. However, this was
not recorded in the notes that she wrote up appravaly two hours later along
with several other charts.

[Dr D] discussed [Mr A] with an Emergency Medicioensultant who suggested
giving 10mg of intramuscular morphine ‘to get [Mt Ap and moving.’ [Dr D]
discussed her plan with [Mr A] and his family art tnurse administered the
morphine at 1800h.

At 1830h the nurse recalls that [Mr A] reported ascular ache in his legs; his
respiration rate had decreased and his back pairedsed. She did not record
these observations in [Mr A’s] notes. [Dr D] advsthe nurse to try [Mr A]

walking. [Mr A] was able to walk approximately 20 30 metres with assistance.

His partner recalls that [Mr A] had some difficuliyalking at this time; he was
unable to lift his feet and required consideraldsisiance. [Dr D] reviewed
[Mr A] and talked to him and his family and reitexd the need for regular pain
relief (paracetamol, codeine and Ibuprofen) andsadlvthem to return to ED if
the pain was not settling with regular analgesMr A], his partner and his
mother left the ED at an unspecified time.

[Mr A] returned home where his condition deteriecht His partner described

him (#00232) being unable to sleep, moaning witim,phaving hypersensitive

skin (in his legs) and unable to pass urine desmteeral attempts. His partner
stated that she ‘wanted (him) to go back to theitalsbut he refused’. At 0600h

he told her that he was hot and ‘couldn’t feel lbgs’ then became quiet and he
died at about 0700h on Saturday 14 April 2007.

A post-mortem conducted on 16 April found that hieddas a result of
overwhelming bacterial sepsis caused by Staphytusoaureus originating from
an untreated spinal epidural abscess.

The findings included:

» Healing abrasions on his knees and forearm.

» Thick extra-dural exudate, mainly posterior to thea, extending from
T10 (14" thoracic vertebral bone, out of 12 vertebrae i lével of the
chest) to L3 (the"$lumbar vertebra, out of 5 vertebrae in the lowak),
maximal at L2 without localised abscess or boneatibn.

* Macroscopically normal thoracic and lumbar cord aadda equina (the
thin filaments of nerve that extend beyond the efhdhe tapered-off
spinal cord and provide nerve supply to the bladaer bowel sphincters).

* No evidence of disc prolapse.
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BACKGROUND

EPIDURAL ABSCESS

References are given on pages 0012-0014 (the IndepeReview) so | will
simply summarise some key points:

Epidural abscess refers to an infection of the afé¢he spine between the
outer layer of the spinal cord (dura) and the basfethe spinal column
(vertebrae), usually the posterior aspect.

In most cases the infection enters the space fréonah source such as an
infection of the back itself or from surgery or @edle or catheter that has
been injected into the space.

In approximately 1/3 to 1/2 cases, the infecticaches the epidural space
via the blood stream from a distant source — befoecbody’'s immune
system can clear the infection from the blood. Tikithe likely scenario
for [Mr A].

The organism that most commonly causes this irdfeas Staphylococcus
aureus ('S aureus’) — it was identified in [Mr A'sgse. Once established
in a part of the body, it is a difficult infectido clear because it produces
abscesses that secrete fluid and pus that impedaction of the immune
system. Antibiotics are often insufficient by thesives to clear the
infection unless a surgical procedure has beempeéed to clear away the
pus.

Epidural abscess is relatively rare: approximabelg case in every 10,000
hospital admissions. A typical metropolitan hodpitaould admit
approximately 4-5 cases per year.

Most patients who develop epidural abscess haveon®re identifiable
factors that put them at increased risk, eg an ilepammune system, an
obvious infection or a spinal abnormality. It isrg@ularly rare for
infection to develop in a fit healthy young aduterall, perhaps one or
less cases per year in a metropolitan hospital.

There is a ‘classic’ set of symptoms and signs d@mattypically considered
to be features of epidural abscess: pain in th&,bBver and nerve
impairment. But in reality, it is unusual for dfiree features to be present
(one study found that only 13% of cases had adlelieatures).

Not surprisingly, it is more common to miss thegthasis initially. In one
study, the average duration of symptoms beforeeptex) to ED was five
days and it took a median of two visits to ED beftine patient was
admitted (the range was 1-8 ED visits before thgrisis was made).
Symptoms occur because of compression and irnitatidhe spinal cord,
inflammation and occlusion of the blood vesselsuadbthe spinal cord
and local inflammation reacting to the infectiomeTspinal cord function
is impaired, producing severe pain, loss of powepaired sensation and
bladder or bowel dysfunction — these can be paitatymplete changes.
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* The most sensitive screening test is a blood mstkigns of an active
immune reaction to infection: an elevated ESR (Hodyte
Sedimentation Rate) or CRP (C-Reactive Proteings€hests are elevated
in virtually all cases of epidural abscess whertbay would usually be
normal in typical back strain — although they maydievated for many
other reasons as well. The tests are readily dfailaithin an hour or two
at hospital laboratories.

 The diagnostic test that confirms epidural abscessa Magnetic
Resonance Imaging study (MRI): this is a diffictdst to arrange, with
limited availability because it requires expensagguipment and a lot of
expertise to perform and interpret it.

» The mortality of epidural abscess is moderatelynhabout 20% of cases.
4-22% of patients have irreversible paraplegia aitngérs have residual
motor weakness.

To quote from one of the research papers describiagries of these infections
(Tang H. Spinal Epidural Abscess — Experience wihPatients and Evaluation
of Prognostic Factors. Journal of Infection; 45(ZB—81): ‘Spinal epidural
abscess is a rare infectious disorder, often witldetayed diagnosis, and
associated with significant morbidity and mortaliayes.’

EFFECT OF PARACETAMOL AND ANTI-INFLAMMATORY DRUGS
These are common, standard treatments for muskaletal pain.

They are also both used to reduce fever: thispgretic effect’ is used commonly
in children with fever. If these drugs are usedgdam, it is possible for them to
mask some signs of infection.

The Non-Steroidal Anti-inflammatory Drugs (NSAIDsped in this case were
diclofenac (Voltaren) and Ibuprofen. There is satebate (which | will not detail

here) about whether these drugs may actually inmpaibody’s immune response
and thereby give extra advantage to some infectiergg Barnham M. Non-

steroidal anti-inflammatory drugs: concurrent ormusative drugs in serious
infection?Clin Infect Dis.1997; 25: 1272-1273).

One research report is particularly interestingespect to this case, related to
severe Staphylococcus aureus infection in younglpesho had no predisposing
factors:

Gonzalez BE, Martinez-Aguilar G, Hulten KG et alev8re Staphylococcal
Sepsis in Adolescents in the Era of Community-AcegiiMethicillin-Resistant
Staphylococcus aureuBediatrics 2005; 115(3): 642—648.

‘Severe staphylococcal infections in previoudhgalthy adolescents without
predisposing risk factors have presentetbre frequentlyat Texas Children’s
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Hospital since Septemb&002. Fourteen adolescents with severe S aureus
infectionswere identified between August 2002 and January 200

Of the 14 children, 13 (93%) had bone and joinéations.
A particular clone of Staph aureus was identifiedriost of these infections.

Eight children (57%) had experienced some sort it traumac(i.e., fall from
bed, stumbled on a carpet), which in some instanicesalded the initial site of
presentation. The average tinietween the trauma and the presentation was 7
days The averag@uration of symptoms before admission was 3.5 (aysye:
2—7days).

Because thislone is also the predominant cause of skin antdtssiuenfections

in our community, other factors such as host imtyyhormonal factors, and
protein expression may be playing a ratethe pathogenesis of these severe
infections in adolescents.’

In response to this paper, a correspondent wonderedmany patients had used
Non-steroidal Anti-inflammatory Drugs (NSAIDs) prito diagnosis. The authors
responded:

Gonzalez BE, Martinez-Aguilar G, Hulten KG et al.ométeroidal Anti-
inflammatory Drugs and Invasive Staphylococcal dtitns: The Cart or the
Horse? In Reply. Pediatrics 2005; 115(6): 1791

‘Revisiting thecharts of the 14 patients described, informatiogargling theuse

of NSAIDs was available in 11 of the 14 patieBtsf these 11 patients received
NSAIDs before admissionlbuprofenwas used most commonly (6 of 8). Other
NSAIDs were ketorolaand naproxen. No major differences were identified
between thoseho took NSAIDs and those who did not except ferRédiatric
Risk of Mortality score, which was much higherhie NSAIDgroup (mean: 25.1
vs 9.3) All 3 children who died took NSAIDs.’

These papers are not widely known. They highligktfact that there seems to be
an increase in Staphylococcus aureus severe iofscin otherwise healthy young
people, possibly related to a particular clonehatt tbbacterium. Many cases were
associated with otherwise-innocuous injuries, taolweek to become apparent
and had a high mortality rate despite expert canmajority of patients had used
NSAIDs before they were diagnosed — although thigda simply reflect the fact
that they were so sore that all types of painislisere being used.
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ASSESSMENT OF BACK PAIN

Back pain is one of the most common presentatiorisniergency Departments.
Two Emergency Medicine textbooks are commonly usdeDs and both address
the topic:

An Australasian textbook has a chapter that dedts the problem:_Safih, S.
Chapter 13.1 Rheumatological emergencies. Sectidmaok pain pages 523—4 in
Cameron P, Jelinek G et al(eds). Textbook of aglukergency medicine 12ed.),
2004. Churchill Livingstone.

‘Back pain is one of the most common presentatiensountered in the
emergency department. It is often complex to sdr{for reasons that include):

— An exact anatomical diagnosis is elusive

— Pain control is difficult

— Patient mobilisation, and hence discharge froméimergency department
is difficult ...’

‘Vital signs must be taken carefully. An accuratmperature reading is
important.’

‘Sensation should be carefully tested, especiallthe perianal region including
anal tone. Saddle anaesthesia and loss of anal wethral sphincter control

occur in cauda equina compression and constitusagical emergency. Deep
tendon and plantar reflexes, power and gait shdagéxamined.’

‘For acute back pain of probable musculo-ligamest@ause no investigation is
indicated.’

A standard American textbook has a chapter as Wella-Giustina D, Coppola
M. Thoracic and lumbar pain syndromes. Chapter A&fes 1773-79) in
Tintinalli JE, Kelen GD, Stapczynski JS (eds). Epesicy medicine: a
comprehensive study quide{&d). 2004, McGraw-Hill.

‘The majority of patients that present to the E@hwiack pain have a nonspecific
etiology that has no life-threatening or neurolaglg impairing concerns.
However, due to the high volumes of ED patient$ wack pain, one can ...
potentially overlook serious causes for the symptom

‘The history should focus on the risk factors ferigus disease ...’

This chapter outlines 20 risk factors, one of whagiplied unequivocally in the
case of [Mr A] (‘positive straight leg raise’ — sag the straightened leg which
stretches the spinal nerves and their lining, tkeainges) and two which probably
applied: unremitting pain, even when supine (lying flaghd hight pairi (the
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author adding thathese are worrisome symptoms that are commonlycmnkexd
in the evaluation of patients with back pain

It raises concerns about the presence of any ragical symptoms:reurological
complaints such as paresthesias, numbness, weakneéggit disturbances must
be further addressed ...’

It emphasises assessment for possible epidural ressipn by evaluating for
urinary retention or incontinence.

Regarding assessment of vital signs, it statesfortunately the sensitivity of
fever is low ... (including) 83% for spinal epiduediscess.’

Examination should include the abdomen and a digétdal examination as well
as a detailed neurological exam.

Blood and radiological tests are only warrantedsiespected infection, tumour,
fracture or rheumatological causes and are not dmurteely.

There is a section about Spinal Infectiongry serious but uncommon causes of
back pain It lists risk factors which relate to immune aéncy and it states that
about 50% of cases have pain for greater than tme®hs. Fever is present in
only 50% of cases. A blood test for ESR is neallyags elevated. X-rays are
expected to be normal for the first few weeks.

There is a widely-disseminated guideline produced the New Zealand
Guidelines Group in 2004 and circulated by ACC,ilat¢e on-line;_ New Zealand
Acute Low Back Pain Guideww.nzgg.org.nz/guidelines/0072/acc1038_col.pdf

Its key messages (Page 5):

« Acute low back pain is common. Episodes are neaviyays short-lived
and reassurance is very helpful.

 Investigations in the first 4—6 weeks do not prewtinical benefit unless
there are Red Flags present. There are risks aatstiwith unnecessary
radiology (X-rays and CT scans).

e The evidence for the benefits of activity has gfteened. This means
staying or becoming physically active and resumusypal activities,
including work, as soon as possible.

« Analgesia and manipulation may provide short-teymgtom control.

« Some clinical interventions may be harmful, espcextended bed rest
and use of opiates or diazepam.

« Advice on early return to work is helpful.

‘Acute low back pain is common and episodes bynitiefn last less than 3
months. In a few cases there is a serious caudegdmerally the pain is non-
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specific and precise diagnosis is not possible ecessary. If the pain radiates
down the leg, below the knee, there is a greatanch that symptoms are caused
by a herniated disc.’

‘After an acute episode there may be persistenflumtuating pain for a few
weeks or months. Even severe pain that signifigdimtits activity at first, tends
to improve, although there can be recurring episodad occasional pain
afterwards. Acute low back pain does not causeomged loss of function —
unlike chronic back pain.’

Thus there is a strong message that most casebevidenign and should settle
even if pain is initially severe.

Red Flags help identify potentially serious cormmis. They include (page 10):

« Features of Cauda Equina Syndrome include somelloofa urinary
retention, faecal incontinence, widespread neuriglalgsymptoms and
signs in the lower limb, including gait abnormajigaddle area numbness
and a lax anal sphincter. Cauda Equina Syndroneensedical emergency
and requires urgent hospital referral.

 Significant trauma

« Weight loss

 History of cancer

+ Fever

 Intravenous drug use

« Steroid use

« Patient over 50 years

« Severe, unremitting night-time pain

« Pain that gets worse when lying down.

As to investigations and referrals (page 11):

 Investigations in the first 6 weeks of an acute ek pain episode do
not provide clinical benefit, unless there are Réays.

« A full blood count and ESR should usually be pentt only if there are
Red Flags. Other tests may be indicated dependimgthe clinical
situation.

« Radiological investigations (X-rays and CT scangjrg the risk of
potential harm from radiation related effects arbsld be avoided if not
required for diagnosis or management.

Recommended management options include (page 13):

« Advice to stay active (including work)
« Analgesia using paracetamol and non-steroidal amtammatory drugs
« Manipulation — in the first 4—-6 weeks only
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« Advise patients to ‘stay active’ and continue theual activities

« Provide them with an explanation and reassurancather than a
diagnosis

« Control their pain with simple analgesics, or mauigtion if necessary.

SUMMARY

This fit and healthy 25-year-old man had the ransfortune to develop an
infection in an area at the edge of his spinal d¢ordis lower back. It is possible
that the area was injured when strained eight gagsiously — a common
occurrence. What was unlucky is that a bacteri@redt his blood stream —
possibly via a mildly infected abrasion on his sfdescribed in the post mortem)
— and managed to settle in this area before hisunasystem could clear it.

Subsequently this infection developed and irritated lower back, causing
intense discomfort and spasm. This developmentpafueal abscess is a rare
condition. It is even more rare for it to developoitherwise fit and healthy young
adults.

Being fit and healthy, his immune system probaldidtithe infection in partial

check to the extent that he did not show exterigissof infection (such as
fever). However, this particular infection may haveen a virulent form that
produced less inflammation than usual. Furthernioi® likely that some of the

signs of fever were inadvertently suppressed byubkés of paracetamol and anti-
inflammatory drugs (both of which have an effectreflucing fever as well as
pain).

Unfortunately, his main symptoms were pain and ispasthe lower back: a very
common symptom of a common condition (simple batkirg that is seen
frequently by doctors and physiotherapists and dsally ‘benign’ in that it
typically settles in a few days or weeks. Thera s&rong emphasis in guidelines
to limit the use of unnecessary investigations andarranted therapies for so
many people who will usually recover by themselves.

The challenge for clinicians is to detect the smailmber of serious underlying
diseases in all the many cases of back pain tegtsbe. Guidelines help filter out
risk factors (‘red flags’) and thereby identify tkenall proportion of cases that
warrant special investigation. Unfortunately, [Mfy &id not display any of these
red flags apart from having ‘severe pain’.

In particular, [Mr A] had no fever or signs of estial infection to raise concerns
about a rare spinal infection.

It is reasonably common to see young and middlelaapults in emergency
departments presenting with moderate—severe baick pametimes so severe
that they cannot mobilise by themselves. Typicalhgse patients are assessed
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and most receive standard treatment in ED, sufficte enable them to start
mobilising, and are then discharged home (oftesdame pain) with advice to
continue pain-killers and to try to keep mobilisingith a view to their

improvement over the next few days or weeks. [Ms]Aresentation to ED was
not evidently different from so many other patientso present like this.

There were a few suboptimal aspects to his assessand care in ED but it is
unlikely that they would have greatly affected tbkances of him being
discharged home.

— There was no formal assessment of his nerve fumdtichis bladder or
bowel that is part of the recommended assessmeaigtaxt a rare cauda
eguina compression syndrome. However, the postemoréport indicates
that his cauda equina was not compressed so, eaeiorimal assessment
had been made, it would have probably been witbimal limits.

— His inability to pass urine in ED was probably iatitable to pain,
dehydration and his drugs but could have been dy warning of cauda
equina syndrome and should have warranted moreafaassessment —
but, as mentioned above, it would probably haven lodeared.

— He had abnormal neurological findings on initiadessment by the junior
doctor who did not appreciate their significancgsuaming that they were
secondary to his pain and spasm — but she didonatally recheck these
later when his pain had eased.

The junior doctor who assessed [Mr A] was workingdgolation in one part of
the ED on a very busy shift. She sought the advice consultant and it appears
that the full neurological findings and severityrevenot conveyed clearly. Her
concept of acute back pain was that it was ustoghign and the emphasis was
on finding adequate pain relief to enable the pate go home.

A debatable decision was made to give an intramasayjection of morphine to
ease his spasm and pain and then discharge him tbiteethe morphine was
still in his system. The logic is that a good dosanalgesia can break the vicious
cycle of pain causing spasm which in turn causeenmain and spasm. The
problem with this approach is that morphine carel@dnore serious problem and
the patient may be stuck at home as the morphiresnadf hours later, in just as
much pain.

Having improved with the morphine, he was not fdiynee-examined by the
junior doctor to confirm her assumption that [theifial abnormalities simply
reflected pain rather than neurological impairmiemt she was told that his pain
had eased and that he could walk unassisted lifdfiher understanding of the
desirable outcome.
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Ideally, [Mr A] would have been re-examined andimeld in ED after the
morphine was injected, long enough to be sure tmat maintained his
improvement as the dose wore off. There were iseti&D overload and space
restrictions which may have tipped the decisiodiszharge him early.

But it must be remembered that [Mr A] did not diechuse of his back pain or
directly from his epidural abscess. He died becdhseanfection spread via his
blood stream around his body, causing generalisdgdction that quickly
overwhelmed him. Once established, Staphylococcmeua sepsis has a high
morbidity and mortality.

The critical issue would have been to identify thathad an infection and start
antibiotics as soon as possible, with or withounalpsurgery to drain the epidural
infection.

Even if his infection had been diagnosed duringHidlsadmission and treatment
started at that stage, there is a moderate chaatée would have been critically
ill, may still have died and could have been lefithwsignificant residual
impairment.

There were two other alternatives to simple disgbar

« admit him for observation and pain relief. The neeegence of his pain,
the neurological deterioration and the serious cid@ would have
declared itself eventually (as he developed seghibck) by which time he
would have been seriously unwell, possibly too late intervene
effectively, even if treatment was started in ED;

 or to run a routine blood test for signs of inflaatran.

In retrospect, if blood tests had been undertakeER and/or CRP it is highly
likely that they would have been abnormal and wddde alerted his physicians
to the possibility of infection.

However, such a test is not part of the recommemdetine assessment of back
pain, especially in an otherwise fit and healthyryg man.

A case can be made for ordering tests for CRP &Rl & part of the work-up of
any patient with moderate—severe back pain, edpeiithey are on paracetamol
or NSAID medication that could be suppressing sighsfection. Perhaps this
should be part of the standard guidelines.
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SPECIFIC QUESTIONS RAISED BY THE COMMISSIONER

Re: [Dr D]

| was asked to comment on:

1. Whether [Dr D’s] assessment of [Mr A] was adequate.

It is important context that she was a relativelyipr doctor working very
hard, mostly on her own, in a busy part of the depent — so busy that
she could not write her medical notes at the tinat she saw each patient
(she had five sets of notes to write up later élening).

I could find no evidence of the teaching she hagiveed about back pain
or whether a guideline or resource was availablé&h (although the
Clinical Director, in her statement [#00088] allsd® ‘ACC publishes
guidelines ...") but if these were readily availalfiler assessment fell
below the optimum standards in that:

She did not formally assess signs of cauda equyindreme (perineal
sensation, anal tone and sensation, bladder distensirinary
retention) in a patient with moderate—severe wangeback pain.

She did not appreciate the possible significandeirafbeing unable to
pass urine (as possible cauda equina impairment).

She did not document or describe an examinatiorhisf central
abdomen, including whether there was a distendaddelr that could
have indicated urinary retention (this is a rekayvlimited test for
possible cauda equina syndrome, compared to uditaglder scanner).

She states some strong ideas about back paindfettrher limited
experience and incomplete knowledge, resulting inemdency to
minimise significant symptoms. Examples include 0@8 —
discussing his pain in his left buttock), ‘it isremon for acute back
pain to radiate down into the buttocks and thighshés did not cause
concern’, and later ‘he could straight leg raisalb@ut 30 degrees on
the right and slightly less than this on the |&fjain, this is not unusual
with acute lower back pain’ (in fact, bilateral lted straight leg raise
is potentially very significant) and she effectiv&nored or minimised
the potential neurological sign of an absent keele (reflex) of the left
knee. She assumed that leg weakness was due tolpdact, these
findings are also potential indicators of signifitaneurological
impairment. It seems that she thought so littléheke findings that she
did not convey them to her consultant. | suspeet i she had
described the patient in terms of having severe,padiating down
one thigh, associated with an absent knee jerkhandide along with
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bilateral limited straight leg raise, leg weaknesgl unable to pass
urine it would have alerted the consultant to nsmeous possibilities.

— [Dr D’s] failure to fully outline her abnormal nealogical findings to
the consultant was a crucial omission but it serasshe had picked
up some misleading ideas about the assessmentkfgaén and the
significance of abnormal findings during her tinmeED and failed to
appreciate their significance.

— Overall, this represents a mild departure fromdtamdard of care for
acute back pain. However, this probably reflectsted supervision or
training or guidelines rather than an individualue — for example,
there is no evidence that her supervising doctar ¢feecked any of
these points with her or advised her on this.

2. Whether [Dr D’s] management plan for [Mr A] was seaable.

In the context of her being a junior doctor workiafpne, her heavy
workload and the fact that she had discussed gewdh a consultant, her
management plan was of a reasonable standardstamtsivith practice in

other EDs.

3. Whether [Dr D] should have considered any otheress®ents or
examinations.

Ideally she would have repeated the neurologicahemation on [Mr A]
after he was more relaxed after morphine. She hdtlly detected a
number of abnormalities that could have indicatéghiBcant nerve
impingement but she was clearly too busy to rech#tdk, having
minimised the abnormalities when she did elicintht@e first time.

Ideally she would have assessed [Mr A] more systieaily for possible
cauda equina syndrome, as described in Question 1.

Overall, this reflects a mild departure from thanstard of care but is
consistent with heavy workload, suboptimal supémvisand inadequate
guidelines or teaching.

It seems likely that a blood test for ESR and/oiPGiould have alerted the
clinicians to a serious underlying infection buttlhe absence of ‘red flags’
being identified by the junior doctor, it was catent with standard
guidelines to omit a blood test and X-rays.

4. Whether [Dr D] should have discussed [Mr A’s] cdiah further with one
of the senior Emergency Department medical staff.
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In light of the fact that she had already discussieel case with a
consultant, had implemented his suggestion (to gwEamuscular

morphine) and had the desired outcome (reduced, paseems reasonable
that she did not discuss the case further.

This is in the context that the consultant accefpteddescription of the
case, was too busy to review the patient himself tat no ‘red flags’
were described to indicate more active investigatio

5. Whether it was reasonable to discharge [Mr A] filéB on the evening of
13 April 2007.

This was a borderline decision.

Overall, it was reasonable for a junior doctor émda a patient like this
home, having discussed the case with a consultahbaving made a joint
plan and followed it.

However, there were some issues that ideally nfighe made the wider
Emergency Medicine service hesitate to send theergahome. These
reflect underlying issues of heavy workload, subogat supervision and
perhaps inadequate teaching and guidelines:

6. Assessment for possible cauda equina syndrome.

There seems to have been an inadequate assesgrtteatsyndrome, one
of the few emergencies associated with back paims Insufficient to
simply ask whether the patient has any problem& wieir bladder and
bowels. Indeed, the patient could not pass uritteilfated at the time to
his pain and analgesia). A systematic assessmetitifowas required and
a consultant ideally would have checked that thid lleen done. In light of
the post-mortem report regarding the unaffectedd@aeguina, this may
have been normal but is a ‘systems issue’ for agsest of other patients
with back pain.

7. Overlooking or minimising significant examinationdings:

A number of clinicians recorded the signs thatretrospect, reflected
irritation of the spinal cord or its lining, pararly the limited straight leg
raise sign (noted by the physiotherapist, the GP[Bn D]).

As described in question 3, it appears that [Drdid] not appreciate the
potentially serious findings of severe pain radigtdown one leg with
markedly limited bilateral straight leg raise, dmsent knee reflex in that
leg, leg weakness and a ‘markedly abnormal’ gaits hot clear whether
the supervising consultant checked on these signghether they were
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described to him in the request for advice. Shendidgo back to check the
findings when the patient was more relaxed (under influence of
morphine). It is remarkable that the system allowgaior doctor to make
these findings without activating more intensiveieay.

8. Overlooking the presence of a potential ‘Red Flag’

In the case of [Mr A], a single ACC Guideline ‘Rédag’ may have
applied: ‘severe unremitting night-time pain’, altlgh the crucial
definition of ‘severe’ is subjective. A high levef pain was noted in the
retrospective reports from a number of staff thateninvolved in [Mr A’s]
care:

— Triage nurse (#00056): ‘his behaviour was consisigth it to suggest
he had severe low back pain.’

— Assessment nurse (#00060): ‘[Mr A] remained disteesafter lying
down,” and (#00062): ‘we often treat severe backn paith this
combination (of drugs).’

— The ambulatory unit nurse (#00066): ‘(he) compldié pain 9/10 in
his back.’

— The doctor described the pain in her notes as ‘iogggevere pain ...’

The use of morphine for back pain is discouragethast guidelines
and was another marker of severity.

To be fair, many patients who present to ED witlekbpain would
describe their pain as ‘severe’ so it is not a ipaldrly useful
discriminator. [Dr D] noted that in this ED, (#0®)7 ‘it is not
uncommon to have to give IV morphine to get on tdpthe pain
initially...’

9. Discharging a patient under the influence of a otizc

Sending a patient home while still under the inflcee of a moderate dose
of intramuscular narcotic carries the risk thatpagent would be at home
when the analgesia wore off thus leaving the pa@snbad as before, if
not worse. Ideally, the patient would be held teeas his progress after
the drug wore off. This decision contrasts with skegement that he would
have been kept for observation if an intravenousedeas given — which

would have worn off faster.
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10.Incomplete recordings

There were no recordings of pulse or temperatuer a645h: despite the
patient being given morphine and other pain-killgiter 1800h. | suspect
that this contravenes the hospital policy for adstiation of narcotics. If
[Mr A] was developing a fever or shock, there weoerecordings to detect
this.

11.Incomplete discharge advice

There is no indication that specific discharge eewvas given about the
symptoms that would warrant urgent review. The doented discharge
advice was to ‘return if pain not settling ...” Idgathese would have been
clear advice to return if the patient had new sgnsgmptoms in his legs,
any change in sensation or control of his bladddxosvels, any fever. This
should be routine for all patients discharged ilck pain.

This last point is relevant because the patientigtner describes him
developing worsening symptoms overnight, includoogtinuing inability

to pass urine despite several attempts, hypersenskin then loss of
sensation in his legs and ongoing pain. Specifigicad might have

emboldened his partner to insist that he retutmopital in the face of his
reported reluctance to do so. Indeed, he was plpbathe throes of septic
shock and may not have been able to make any ahtitatisions himself
at that late stage.

— Overall, the combined decision to send the patiwmhe at that time
and in that manner was a mild—-moderate departare fhe standard of
care, in the context of a busy understaffed depantnhis is an issue
for the service generally rather than a reflectoonthe junior doctor
who was left to manage his care.

— The lack of specific discharge advice representmild—moderate
departure from the standard of care.

12.Whether [Dr D’s] standard of documentation was adée)

Overall this was an adequate standard, allowingtlier fact that some
important assessment facts were omitted (as disduabove) and the
neurological exam was limited in detail. It is esid that workload seems
to have adversely affected the doctor’s abilityviite comprehensive and
timely notes.

It is suboptimal to write up several charts houtsrahe patients have been
discharged, as occurred in this case. The doctomanted that this was
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not her usual practice and that this reflected lmeasvy workload and
multiple demands on her time.

Re: Canterbury DHB

1. Were there any deficiencies in the management oistthurch Hospital
ED that may have contributed to the death of [MP A]

There were a number of deficiencies at Christchidiospital ED that may
have contributed to the untimely discharge frompitas

1) A lot of evidence has been presented about defi@enn resources
understaffing, a crowded department with inadegspéee, inability of
consultants to be consistently available to reveases and provide
optimal supervision of several junior doctors. Tehésctors inevitably
lead to suboptimal care and increase the risk of patcomes despite
the best efforts of staff on the floor.

— Resource limitation seems to underlie most of theuboptimal
aspects of care in this cas@ his represents a moderate departure from
the optimal standard of care, carrying a significaek of adverse
outcomes especially for ‘borderline’ cases.

2) The apparent lack of good systematic dischargeuicisbns(addressed
in question 5).

— The lack of a systematic discharge advice formatl{ding a hard
copy of comprehensive discharge instructions) s a mild—
moderate departure from the standard of care.

3) A possible lack of teaching or readily accessihieglinesregarding
(in this instance) the common problem of back phlio.evidence was
presented on this issue but it is notable that nanthe nursing or
medical staff mentioned the existence of any gindelabnormal
neurological findings were overlooked and the useawcotics in this
ED was described as ‘not uncommon’ even thoughishiscouraged
by standard guidelines.

— If this was the case, this represents a mild demaftom the standard
of care.

4) If so, what other systems could have been in phtc€hristchurch
Hospital ED to ensure appropriate treatment ane chpatients?

Adequate supervision is a systems and resource.issu
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In most parts of the inpatient hospital systemu@esvising consultant
systematically reviews all the cases of the jumadical staff via a
combination of telephone access and routine wandd®s. Emergency
Medicine has traditionally been an exception, degpie fact that it is a
chaotic work environment, includes a large numbearnalifferentiated

patients presenting across a wide range of comditiand has a
significant error rate. It is one of the few arefishe hospital where a
substantial proportion of patients can be asseasdddischarged by
junior medical staff without specialist review.

There is risk involved. Junior medical staff ariatigely inexperienced
in clinical work and must base their managemenivbat they have
learned at medical school — a condensed versitstaridard’ / classic
features of disease across the full range of dése@pecialists have
spent another 5-7 years gaining a greater experiefcthe wide

variations from these ‘classic’ presentations aedrriing the many
subtleties and pitfalls in their delineated areaxgertise.

Effective supervision requires a supervisor to hleeasible and
approachable in a timely manner. The supervisodshegequate time
to review the history, clinical notes, test resutisd the doctor’s
examination findings, then to discuss the issues way that teaches
the junior doctor as well as refines the care ef phatient. This is the
basis of the ‘ward round’ system used by non-Eiignt services.

The most effective supervision is systematic anw-guctive’: every
patient is reviewed jointly (by the junior doctondasupervisor). In
some EDs in the USA, it is mandatory for the sugenvto personally
review all patients prior to leaving the department

The Australasian College for Emergency Medicine pablished a
statement about the standard of supervision fombst junior doctors,
those in their first year after graduation (int@rméo work in EDs:
Guidelines on Role of Interns in the Emergency Dapant (updated
2004) — available on-line (excerpts below — emphasi bold is
mine):

www.acem.org.au/media/policies and quidelines/G e Pof
Interns in the ED August 2004.pdf

‘2.2.1 The current structure of medical undergrautraining means
that, in the vast majority of cases, new graduadtese not had
sufficient practical exposure and experience tocfiam safely and
effectively in an ED unless supervised.
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3.2 Where interns are included among the ED medical kfarce,
the roster profile will be structured so as to aladirect supervision,
case by case, by a medical officer in at least thied post-graduate
year, at all hours of the dayThere will be capacity for case-by-case
supervision of technical skills, interpretationteéts (including X-rays)
and decision-making (in relation to both therapylahsposition).’

There is a gradual increase in clinical autonomyohd the first House
Surgeon year and the degree of supervision bectesessystematic.
However, a second year House Surgeon is still veryperienced and
needs significant guidance. [Dr D], in her secondtfgraduate year,
was left to run a separate section of the ED (thbuatory area) by
herself for some of the evening and had to deadéérself when to
seek a supervisor's advice. This placed her andphgents at some
risk. When this advice was sought, the designatedwdtant could not
be located and she had to seek out a second camsulho, in his
statement says (#00081), ‘| was too busy to reviepatient myself.’

Resource constraints in many EDs require supesvigouse a limited
passive/reactive form of supervision that devidresn the ACEM
standard in a number of steps:

« Only selected cases are reviewed — the junior dootost
recognise that there is an issue that requiresadvhis carries the
risk that a problem that seems to be straightfaiveard common
(such as back pain) is actually a manifestatioaroincommon but
serious disease that is not appreciated by thegéareenced doctor.
That is to say, the system relies on a junior dooognising any
‘red flags’, some of which are part of an experyof knowledge.

e Supervisors must be actively located then inteediph their own
work. This is a psychological barrier when supergsare busy
managing their own patient load, overseeing thetfaning of the
department, fielding enquiries from multiple sowa@nd applying
their specialist skills to selected cases. Thethesadded stress if
junior doctors have to leave their own patients aodkload to do
this.

e The supervisor is too busy to fully review the casd must focus
on a key issue, trusting that the junior doctor imasle an adequate
assessment and has conveyed all the relevant points

This case is perhaps an illustration of the risksoaiated with
‘reactive’ selective supervision. The House Surgesought

consultant advice on only one issue — pain reliefinthe context
that ‘I was not concerned that there might be sbhingtelse going
on’. This conviction that there was no other conagas apparently
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conveyed to the consultant who describes being(#08081) that
‘(IMr A]) was observed to get up and go to the dbilithout

apparent distress. The nursing staff were not pveoincerned.
There were no ‘red flags’ ... and this appeared to @e
straightforward case of mechanical back pain.’

In retrospect, the consultant was not given a cetepicture. It did
not accurately reflect the finding of a ‘markediynarmal gait’ nor
that the nurses described his pain as ‘9/10’ orese. He is likely
to have had more concern had he been informedthieapatient
was developing increasingly severe pain over eiglys, radiating
down one leg with markedly limited bilateral stisiideg raise, an
absent knee reflex on that side, leg weakness aabllel to pass
urine. Because the significance of these findingas wnot
appreciated (or was minimised) by the House Surgiesgems that
they were not conveyed clearly (if at all) to tlwmsultant.

If the consultant had time to personally assesspigent and
review the neurological exam, it is quite possitblat the severity
of the patient's condition would have been apptediaand
different management advised.

This system adds risk to patient care and alsbaacbnfidence of
junior medical staff who inevitably make some esrsecondary to
inexperience. In at least two metropolitan EDs iewNZealand,
House Surgeons no longer have a service role ibé&fause of this
clinical risk and insufficient availability of supgsing consultants
in the face of high workloads.

e This case suggests that Christchurch Hospital E&nseto have
insufficient resource for adequate supervisiont®funior medical
officers. This relates to workload and the highgamion of junior
doctors compared to supervisors. This constitutesoderate risk
to its standard of care.

2. Adequate guidelines and training

There is a growing body of knowledge about effextiguidelines,
including that they need to be:

« relevant and consistent with local practice

« systematically taught

« readily accessible

« reinforced and audited

- consistently followed and mentored by senior staff.
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There was no evidence presented about any formaélgues about back
pain in this ED even though it is a condition conmiyoseen in ED, is
associated with uncommon but serious diseases lfdgnanal aortic
aneurysm, cauda equina syndrome) and national lgwedehave already
been developed (ACC-sponsored NZ Guidelines Group).

e The apparent lack of access to a departmental lquedeonstitutes
a mild—-moderate risk to its standard of care.

3. Adequate access to observation beds for patientsamh in distress and
not yet stable

There is more pressure to discharge patients eatlfthe expense of
prolonged observation, when there is inadequatesacto observation
beds. An observation area is a valuable optiorotdien that a patient’s
condition is stabilised or improving and that treant is adequate for
discharge.

e The limited access to beds for prolonged obsemafet least
overnight) constitutes a mild—-moderate risk testendard of care.

4. Developing a system of discharge advice

The apparent lack of comprehensive advice seerhg @ systems issue:
for example, there is a very small space (3 x 6om)the discharge
summary to document advice.

Discharge advice is an important safety and comoations issue. It
should ideally be verbal advice reinforced withttemn instructions.

Discharge instructions should list the significaymptoms that warrant
urgent review. Written advice is very useful fortipats and their
associates who must assimilate a lot of informatainthe time of
discharge. Printed pre-formatted advice sheetsh(ssc those typically
given for head injury) are one option.

1) Extra points
Emergency Department staff in all EDs could contieepa policy to

perform screening tests of ESR and/or CRP for pttiewith
moderate—severe back pain that is not settling wlh standard
therapy. These tests are very sensitive to thel saiber of cases of
infection and are simple to perform.

The threshold for ordering these tests should eidaof the patient is
using paracetamol or non-steroidal inflammatorygdrthat could be
masking the signs of infection.
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There is a risk associated with discharging a pat®me while still
significantly under the influence of narcotics tltatuld be masking
deterioration in the underlying problem.

Dr Garry Clearwater”
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Appendix 3

Further expert advice was obtained from Dr GargaBhater in light of the responses
to my provisional report:

“... As outlined in my original advice, | think thtlhere were issues in [Dr D’s]
care, of underestimating some significant findimgel then omitting to review
those findings to check whether they had resoléekrall, 1 would categorise
these as ‘misguided’ but understandable actionsafatoctor in their second
House Officer year in the context of high worklcaad suboptimal supervision.
My concerns in that respect are detailed in mynepoioted on pages [46-50].

The standard expected of a doctor at this levéianiing is lower than one would
expect from a registrar or a consultant with experdwledge of Emergency
Medicine.

[Mr A] presented with a rare condition (epidurakabss), in an atypical manner
(no risk factors for infection, no recorded fevete was managed by a relatively
inexperienced junior doctor in a chaotic busy dgpant. In a setting of
reasonable workload and on-site active supervisiogxpect that the atypical
features of [Mr A’s] case would have been more itgatktected.

Regarding her discussions with the consultant wtheer part of the department,
this seems to have been a classic case of a jdoabor not recognising the limits

of her knowledge. [Dr D] did not recognise thatréhevere potentially serious

‘red flags’ in the limited neurological exam thdtesundertook. She interpreted
these findings as being part of a typical caseewvére back pain and did not think
that they warranted detailing to the consultanstdad, she asked a simple
guestion regarding the next appropriate level oin palief to use and no

discussion took place regarding differential diagiaoor, specifically, about the

neurological findings. She did not recognise thgiaal aspects of his case, did
not convey concerns about the diagnosis (becaweseidhnot have any) and the
supervisor was not presented with diagnostic corscer

[Dr D’s] management of this case can be viewednlight of a significant body
of research regarding errors in medical care amndthey occur.

Doctors in ED work in a chaotic and distracting wok environment

An observational study of doctors in three USA E@snd that they were briefly
interrupted on average every six minutes (31 iofgrons in three hours). They
had more intrusive interruptions (events that reggia change of attention lasting
more than ten seconds and subsequently requirtitaage in task) on average
over nine minutes (Chisholm 2000). The number térmuptions was strongly
correlated to each doctor's patient load. This wtaded other research that
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indicated interruptions and distractions are comiaators in pilot error, nuclear
power plant shutdowns and drug dispensing errors.

* In this case, it was generally acknowledged that)Pwas working alone
in a busy chaotic clinical area with high workloader ability to make
considered thoughtful decisions was compromised.

ED doctors use short-cut cognitive strategies toraplify their decisions and
make them more efficient

Heuristics are ‘abbreviation’ decision strategieattjump quickly to an answer:
they may be in the form of ‘rules of thumb’ that through the need to undertake
an exhaustive work-up of all possibilities. Theyymake the form of ‘pattern
recognition’: a set of features that suggest araiag when they occur together.

‘The special milieu of the ED is dominated by hstici thinking, a cognitive
process that simplifies ... decision-making operatioh flourishes under the
uncertainty arising from the requirements to aspasients with whom the patient
is usually unfamiliar, within narrow time frames daroften with limited
resources.’ (Crosskerry 2000)

A limited number of diagnostic hypotheses are genated very rapidly

Doctors start evaluating information before they sach new patient (if they read
a report from ambulance crew, the assessment raurse referring doctor).
‘Within minutes of beginning a patient encountdrygicians use both verbal and
nonverbal cues from the patient to generate diagnbgpotheses ... They may
be generated as rapidly as 28 seconds after bagirthe encounter, with the
correct diagnosis occurring around 1-7 minutes inéoencounter’ (Kuhn 2002).
Within that time, a doctor will have formed 2—6 pional hypotheses. Much of
the subsequent time is spent confirming or revigvtitese hypotheses.

Early, rapidly-framed diagnostic hypotheses are ofn correct

‘The more rapid a diagnostic hypothesis is selected more apt it is to be
correct.” (Kuhn 2002) ‘(Heuristic) shortcuts coreidbly reduce the “costs of
search” and, in the vast majority of cases ... wallright.” (Crosskerry 2000)

There is a trade-off between rapid decision-makingnd the risk of error

While these strategies are essential efficiendesdping in the chaotic pressured
environment of ED, they inevitably carry a riskesfor, especially in cases that
are atypical. ‘If the initial hypotheses or seleciéness scripts do not contain the
correct diagnosis, there is a large chance thandgtic error will occur.” (Kuhn
2002) This is sometimes referred to as the ‘SAT@npmenon’ (Crosskerry
2000). Speed (S) and Accuracy (A) are inverselgteel: the faster one has to
make decisions, the higher the risk of inaccurétogre is often a Trade Off (TO)
between the two.
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Inductive errors

‘The logic of experience ... based on small numbd@iosskerry 2000).
Diagnoses are often made on the basis of clasafarés: if most experience is
gained initially by making diagnoses like this, asidce most cases fit within the
classic picture, there is a tendency for inexpeegendoctors to be reinforced into
making these simple associations. With more expeeiea doctor appreciates the
wide variety that actually occurs.

* In this case, based on her limited experience s#sssng back pain in ED,
[Dr D] expected that a young man with severe bahk pras likely to
have a benign painful back strain: this was thauleinterim diagnosis
which coloured her subsequent management.

Anchoring

Making a premature diagnosis on the basis of initi@rmation elicited early in

the consultation and subsequent information isinocbrporated appropriately.
Typically the patient reports a major symptom tbathers them most. Staff
determine too early that this is the problem arwi$oon this one aspect.

* In this case, [Dr D] identified the main problemessalating benign back
pain secondary to suboptimal pain relief and mapailon. In this light,
she felt that her primary concern was to addreesnéted for ‘adequate
pain relief and early mobilization’.

Confirmation bias

Disproportionate attention is directed to data thppear to support an early
diagnostic hypothesis and inadequate attentioraid { information that might
disprove the diagnosi§sThe combination of anchoring with confirmation bias
can dangerously compound the error’ (Crosskerry 2000). ‘When doctors
believe that the history or visual inspection hesto a particular illness script ...
they quit asking questions and move on to the phaysxamination (which) may
be used largely to confirm or refute the hypothegksihn 2002)

Search satisficing

Also known as ‘bounded rationality’ or ‘prematurdsure’. The doctor stops

looking for further abnormalities, having determdnghat a satisfactory level of

evidence has been gained in the early phase ofsassat. Premature closure is
very common in analysis of diagnostic errors.

* In this case, [Dr D] interpreted the neurologigatiings (limited power in
the legs, abnormal gait) as being attributablehto underlying pain. The
high pulse rate was also attributed to pain. Skeadinted the significance
of an absent knee reflex by attributing it to pamd limited relaxation.
The absence of fever seemed to rule out infect®raraissue. [Dr D]
became more certain that the issue was simplytbddequate pain relief.
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Ambient conditions

Also known as RACQITO phenomena: Resource Availgb{RA) constrains
Continuous Quality Improvement (CQI), requiring mde Off (TO) (Crosskerry
2000). Work conditions significantly affect the l#lgito make good decisions: eg
excessive workload, low staffing levels, stressadequate support systems.
Distractions are common.

» These are the features of the work environment VifilerA] presented to
[Dr D’s] care.

Thus, | feel that the tragic outcome in this caseuared in conditions that were
ripe for error and could have happened to any nurobgunior doctors in the
same circumstances. With that in mind, | applauel téport's emphasis on
addressing the underlying systems and resourcedssuED, as they offer the
best opportunity to prevent a similar error in tineire:

— staffing and facility resource;

— workload;

— promoting appropriate departmental guidelines;

— adequate systematic supervision of junior doctarsissue that is being
separately addressed by the Australasian Collegeérfeergency medicine
in an updated policy document that will strengtliea supervision of
doctors beyond the first House Officer year).
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