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Overview

This case relates to the care Mr A (then aged @&gived when he presented to
Wanganui Hospital Emergency Department on Wednesftaynoon 12 September
2007 following a snowboarding accident. Over thiraoon and evening, two ED
doctors had input into Mr A’'s care — Dr D, a locuwmho first reviewed Mr A and
ordered chest and spinal X-rays to investigate drehe had sustained a spinal
fracture, and ED consultant Dr C, who took overNB care at the conclusion of Dr
D’s shift.

There was a very high demand for ED and radiolagyises at Wanganui Hospital

that evening. Being the only ED doctor on duty, ©®mworked under considerable

pressure, and did not review Mr A personally. ladtehe issued instructions through
nursing staff about mobilising Mr A and dischargihgn. However, because of

differing understanding of clinical staff and Mr @&bout mobilising and returning

home, Mr A left Wanganui Hospital before he wasrfally discharged. Overnight, he

experienced increased pain and numbness in his kbd{3 September 2007, he was
transferred to a large public hospital where it i@as:d that he had sustained a T3
fracture. Mr A underwent orthopaedic surgery, aras Wwansferred to a spinal unit for
rehabilitation in late September 2007. He was disgéd from the spinal unit in mid-

December 2007.

This report considers the appropriateness of the peovided by Dr D, Dr C, and
Whanganui District Health Board to a patient witlkamplete spinal injuries. It also
discusses the importance of recognising and respgmo symptoms, the handover of
a patient’s care from one clinician to another, #me need for clear communication
amongst clinical staff.

Parties involved

Mr A Consumer

Dr B Complainant/Locum doctor at a medical
centre

DrD Provider/ED locum medical officer

DrC Provider/ED consultant

Dr E ED Clinical Director

Ms F Duty nurse/Registered nurse

Whanganui District Health Board Provider/Employer
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Complaint and investigation

On 5 October 2007, the Health and Disability Consmiser (HDC) received a
complaint from Dr B about the services providedAlganganui District Health Board
to Mr A. The following issue was identified for iestigation:

» The appropriateness of the care provided by Whamnigrstrict Health Board to
Mr A at Wanganui Hospital on 12 September 2007

An investigation was commenced on 2 November 20@dependent expert advice
was provided by Dr Garry Clearwater, an emergen@diane specialist, and
Dr Mark Coates, a musculoskeletal radiologist. &wihg review of the expert advice,
the investigation was extended on 14 April 2008 tdude the following issues:

» The appropriateness of the care provided by Dr IMtoA at Wanganui Hospital
on 12 September 2007.

* The appropriateness of the care provided by Dr GItoA at Wanganui Hospital
on 12 September 2007.

Further expert advice was obtained from Dr Cleagwat

Information gathered during investigation
Chronology of events

Accident on ski field
In mid-2007, Mr A (then aged 19) came to New Zedlan a working holiday. He
worked at a café on the Turoa Ski Field.

While snowboarding in Mt Ruapehu on the afternobri2 September 2007, Mr A
fell approximately five metres and landed on higkbaHe experienced a loss of
sensation in his legs, along with intense pain ig dhest and centre of his back
(thoracic region). Ski patrol members attendedab&dent and immobilised Mr A’s
neck with a cervical collar. He was taken to a roaldcentre (the Centre) on a back-
board and seen at approximately 2.45pm by Dr Bn(thiocum doctor at the Centre).
Dr B recorded that Mr A had “pins & needles bothsldrom waist down” and made
provisional diagnoses of “back injury?fracture” dithest injury”. Mr A was given
morphine and transferred by helicopter to Wang&tuspital.

Initial review at Wanganui Hospital ED
An hour later, Mr A arrived at Wanganui Hospital &gency Department (ED). He
was triaged at 3.40pm, and assessed as categosin@ the Australasian Triage
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Scale! Shortly afterwards, he was seen at 3.50pm by Dori®, of the ED doctors on
duty.

Dr D gained his medical degree in America, in 208d.had a particular interest and
experience in neurophysiology and neurosurgeryudio being awarded “Clinical
Rotation Honours” in a neurosurgery clerkship durrlris medical training. At the
time of the events in question, he was employed @wur-month contract as a locum
ED medical officer, and was working under a prawmisil general scopesupervised
by ED Clinical Director Dr E.Dr D had approximately three years’ post-qualfima
experience at that point, and was not regarded pmiar doctor by Whanganui
District Health Board.

Dr D was due to finish his shift at 4pm but endedaorking three hours overtime as
the Emergency Department was particularly busy #f&rnoon/evening. Dr D
reviewed Dr B’s referral letter including his comee that Mr A had suffered a
significant spinal injury. Dr D recorded the detaif Mr A’s fall, and noted that Mr A
was alert with a GCSof 15/15. A physical examination for trauma patsemwith
suspected spinal injuries was carried out, and Peddrded his findings as “no neuro
changes, CNs II-XIl intact”. He subsequently claadf

“During my evaluation, [Mr A] did not complain ofagm. He did not exhibit

any posturing or facial grimacing nor did he requasalgesia. He did not
verbally complain of pain and conversed withoutnsigf distress. He did,
however, describe mild tenderness to my palpationisthoracic spine. The
pain that [Mr A] had, was mild. Therefore, | docurted that he was in ‘mild

distress secondary to back pain’ in the generdigroof my examination and
‘mild tenderness to palpation’ in the back portimi the ED assessment
form]. | also visually depicted the site of [Mr A’smild tenderness to

palpation’ with an arrow pointing to a box overlgithe site of the back that
was tender. Additionally, | wrote an order for NERlanalgesia.

! Patients in this category are considered “urgant! should be seen by a doctor within 30 minutes of
presentation.

Z The Medical Council of New Zealand requires atjistrants (regardless of seniority) to work under
supervision for their first 12 months in New Zealao familiarise themselves with the local working
culture. During this period, the doctor’s perforroans assessed by senior colleagues, and the dsctor
required to complete certain requirements to bésterged within a general scope (the next stagbef t

registration process).

Dr E is a Fellow of the New Zealand Accident anddi¢al Practitioners Association (FAMPA) but is
not a Fellow of the Australasian College for EmemeMedicine (FACEM). AMPA requires all ED-
based Accident and Medical Practitioners who ateFA&€CEMs to work under the general oversight of
a FACEM.

* Glasgow Coma Scale. GCS is a numerical system tasestimate a patient’s level of consciousness
after a head injury. Each of the following are nucaly graded: eye opening (4), motor response (6)

and verbal response (5). The higher the scoregtbater the level of consciousness. A score of 7 or
less indicates a coma.

®> Non-steroidal anti-inflammatory drugs.
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After completing my standard neurological examioti.., | documented ...

that [Mr A] had ‘normal range of motion’. When | i this, | am indicating

that the patient has easily moved all four extrasjt exhibiting normal

strength throughout a full range of motion; with tmss of power, no

abnormality of tone, and no changes in a free dmd fange of motion;

without spasticity, rigidity, paratonia, or clonusyithout weakness,
monoplegia, hemiplegia, paraplegia, or quadriplegithout a weak or absent
response. When | write this, therefore, | am impudyithat the patient has
demonstrated normal tone and power. These findingslso supported by my
documentation in the neurological portion of my et ‘no neurological

changes'. ...

[Mr A’s] sensory examination, including light touctemperature, pain, and
deep pressure modalities, as | have detailed alwag,completely normal.
When a patient has completely normal sensatiooclichent these findings as:
‘normal sensation,’ just as | did in ... my notes folr A]. ... [W]ith regards
to the documentation of the sensory examinatiofMif A’s] neck, back,
chest, abdomen, and pelvis, | do not documentaaithal findings due to time
(,e—'normal light touch sensation of abdominal wall’)Standard
documentation does not require every dermatome o specifically
commented upon. If [Mr A] had demonstrated a speaiéurological sensory
change, then | would have documented that abndintihg (.e— ‘[sensory
change] of abdominal wall’). Because [Mr A] had cfieally described a
previous, and resolved, sensory change involving &ktremities, my
documented sensory examination involving that djgearea is expanded to
includethe normal findings of ‘normal sensation’.”

After completing his physical examination of Mr Br D removed Mr A’s hard
cervical collar in accordance with NEX®guidelines as Mr A “denied any midline
cervical spine tenderness to palpation, had nootegical deficits, and only mild
back pain”. (Mr A remained in a supine position leHiis collar was being removed.)
Dr D then discussed Mr A’s case with Dr E but wateirupted in the process by a
house officer who reported that Mr A was experiegaiumbness in his left leg. Dr D
asked the house officer to replace the hard cdremar, and advised him to ensure
that Mr A remained in a supine position. Dr D wasiaerned that Mr A might have
sustained a spinal fracture, and ordered X-rayBi®fcervical and thoracic spine to
rule out this possibility. (The X-rays were takenmapproximately 6pm.) Dr D also
ordered ibuprofen 800mg in response to Mr A’s caimplof mild pain. However, Dr
D stated that he “did not have the opportunity’réwiew Mr A as the “ED was
particularly busy” that afternoon/evening.

® National Emergency X-radiography Utilisation Study
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Handover to second ED doctor

Shortly before finishing his shift at 7pm, Dr D lima over Mr A’s care to ED
consultant Dr C. Dr C qualified as a Fellow of thellege of Emergency Medicine in
the United Kingdom in July 2006, and is vocatiopalegistered in Emergency
Medicine with the New Zealand Medical Courlcibr D stated:

“I verbally informed [Dr C] of [Mr A’s] historicainformation (fall ~5 metres,
back pain, previously identified neurological syomps), his complaint of
thoracic back pain, his current physical examimatimdings (normal, no
dysfunction), his recent development of emergingirolegical symptoms
(unilateral lower extremity sensory changes), mgisien to reapply his
cervical collar, my decision to keep him supine, impression of a possible
spinal fracture, and my plan to obtain cervical &émoracic spine X-rays to
identify this possibility.

| also provided [Dr C] with written documentation the form of [Dr B’s]
transfer note and the ED Assessment Note. Thisrdentation included [Mr
A’s] mechanism, site of pain, previously identifi@@urological symptoms,
spinal immobilization, transport, current physicakamination findings
including a visual depiction of the site of thoaspine tenderness, my orders
to reapply the hard collar, [Dr B’s] & my assessinefia back injury and
possible fracture, my orders to keep him supine,imtgntions to rule out
thoracic and/or cervical spine fracture with radaghic studies, and my
administration of analgesia.”

The Emergency Department was especially busy thetieg. Wanganui Hospital's
ED records show that on 12 September 2007, a ¢b6ta2 patients presented to ED.
Four new patients arrived between Pand 8pm, with a further two arriving between
8pm and 9pm. Dr C was the only doctor working at @t evening (discussed
below) and, owing to a heavy workload, he did rotiew Mr A personally that
evening. Dr C stated:

“... [T]he department was busy and | had to priogitecccordingly. Since the
X-rays had been already ordered | decided to waittliem as they could
provide me with a definitive diagnosis of a fraetur decided that any further
examination of the patient at this stage was ulylike provide me with any
useful information or change my management.”

" The Medical Council considers FCEM equivalenthe specialty qualification of Fellowship of the
Australasian College for Emergency Medicine (FACEMpwever, the New Zealand Faculty of the
Australasian College for Emergency Medicine dodsshare this view.

As at the date of this report, Dr C is seeking &zdme a Fellow of the Australasian College for
Emergency Medicine. One of the requirements to imeca FACEM is to work under supervision for
three months in an accredited multi FACEM Emergdbepartment.

8 After Dr C took over Mr A’s care from Dr D.
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There was also a high demand for radiology senticasevening. Consequently, Mr
A’s X-rays were not available until two and a hiatfurs after they had been ordered
by Dr D. Mr A’s X-ray films were given to Dr C, whexamined them in the nurses’
station “as soon as [he] got the chance”. He re¢biing under considerable pressure
at the time”. Dr C found no evidence of fracturthaligh he noted that Mr A’s top
three vertebrae “were clearly not visible”. His iragsion was that Mr A had suffered
a mid-thoracic, rather than an upper thoracic injis there was “no possibility of an
urgent radiological input” at the time of his asseent, Dr C did not discuss his
findings with a radiologist. (Two days later, on $&ptember 2007, the radiologist
reported that there was “normal appearance of tingatl spine” and “no bony injury
or abnormal pathology could be identified”.) Dr @ted:

“At this point my usual practice would have beendtmble check the point
tenderness, even in patients | had seen mysatiate sure | investigated the
correct region. The main reason | did not was dle& bf time as | was the only
doctor on the floor. On the basis of a normal X4iaging and a history of no

significant neurology | felt that a soft tissue urj was the most likely

diagnosis. As a consequence | assumed that it woelldafe to instruct the
patient to attempt mobilization to help and finallgar him clinically. ...”

Dr C informed the ED duty nurse RN Ms F of his fmgk from the X-ray films. Dr C
instructed RN Ms F to mobilise Mr A and to disctealgm if he was able to mobilise
satisfactorily. Dr C explained that “in patients avdo not have other injuries or
obvious neurological deficit, it is a recognised aommon clinical practice to assess
patient’s injuries by mobilisation”. His follow-uplan included reassessing Mr A
himself and ordering a CT scan of Mr A’s thoracmne if Mr A was unable to
mobilise satisfactorily. A take-home prescripticor pain relief was written. Dr C
explained:

. | had also written a prescription for take horaealgesia, should the
patient mobilise successfully. This is not my uspedctice, but taking into
account my other likely commitments with other pats, | decided to organise
this while | had time available. It was not intedddat [Mr A] receive the
script, as | would have wanted to assess him mpsdtire discharge and after
mobilisation. Unfortunately, he did receive theigigrwhich might have given
him the wrong impression that we considered hirfofitdischarge.”

RN Ms F went to inform Mr A of Dr C’s instructionShe stated:

“I recall at that point my prioritisation and focus care for [Mr A] had
changed from potential spinal injury to soft tissagury and mobilising. |
advised [Mr A] that the plan was to mobilise anerthdischarge him and
advised him of some expectant pain due to possihusion and soft tissue
injury after his fall. | then encouraged [Mr A] start moving. | emphasised
the importance of mobilising as | noticed his addrevas [local] and advised
him that he would be cramped in his car for up to@rs.”
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Around this time, Mr A’s girlfriend and anotherdrid arrived at Wanganui Hospital
to see him. They enquired about Mr A’s conditioa &N Ms F explained that his X-
rays were “clear, no fracture was seen”, and thats important that he receive oral
analgesia before he began mobilising. RN Ms F dtate

“At this point | gave the patient’s script to trenfale [friend] and explained to
her the doctor’s plan, to mobilise and then disgbar

[Mr A] was given oral analgesidefore mobilising and | encouraged him to
start trying to sit up and beg[iln moving. | thetteaded to my other patients in
resus including one who was having a heart attack.

Mr A understood from RN Ms F that he had to “ma@lias much as possible because
[he] was going home”.

At 9pm, RN Ms F returned to see Mr A and to admarisnore analgesia. He
informed her that he was “still stiff” and that had experienced “significant pain in
[his] back”, “electric bolts through [his] body'ight muscles, and spasms throughout
his lower body when attempting to mobilise. RN Msvént to Dr C for a stronger
prescription of analgesia, and Tramadol and Diaxzefpain relief) were prescribed.

On her way back, RN Ms F was approached by a rfuvse the Acute Assessment
Unit (AAU). (A decision was made to open up the At evening to alleviate the
“bed block™ at ED.) RN Ms F agreed to assist her colleagualldsur patients she

was looking after (including Mr A) were in a stabt®ndition. Mr A had not

mobilised at all when RN Ms F was called out of department.

Departure from Wanganui Hospital

During RN Ms F’s absence, Mr A’s girlfriend requesta wheelchair for him. They
were under the impression that he had been disetidrgm hospital because his X-
rays were normal. Mr A stated:

“... An orderly brought a wheelchair over and helped into it. This was not

an easy process and it caused me a significantranedpain. He then pushed
me all the way to the main entrance and helpeq caerinto my friend’s car. |
remember the emergency department being very elmptyhe time we left
which was around 11pft,we also went straight past the doctors and nurses’
station[s] without any hint of stopping us. My ingttions were clear — | had
been discharged from hospital and advised to nsabilli was given a
prescription for painkillers to take home.”

° Recorded as 8pm on the nursing notes.

19 Bed block refers to a situation when there is mydéom the time a decision is made to admit a
patient to when the patient is admitted (ie, phalgideaves ED for an inpatient bed or designatemtts
stay/observation bed). Bed block is a major cadigg>oovercrowding.

1 This differs from Whanganui DHB'’s account of exent
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On her return to ED, RN Ms F was “surprised” that Mwas not there. She asked a
colleague where he was, and was told that Mr Aenft had requested a wheelchair,
and they had left ED together with the orderly. Rbl F stated:

“I had no knowledge [of] what level of mobilisatigir A] had before he was
discharged. | had told [Dr C] that [Mr A] was stideling stiff, but he was not
in severe pain as he was lying still and so raisedconcern. | assumed
therefore that [Mr A] was all right when he leftdathat the analgesia had
worked. | didn’t talk to [Dr C] about it when | tehed as | didn’t think there
was any problem. | was aware that [Mr A] had natinee and so | had no
reason for concern.

| took [Mr A’s] notes out of the basket in the aHiand wrote that the patient
was discharged with his script at the approximate tof 2130hrs because |
didn’t know the exact time of the discharge. [Mr Add not been mobilised

before | left [ED] for AAU. The need to mobilise foee leaving and the fact

that he had three hours to travel in the back efclr was emphasised to him
before | left for the AAU.

... [Mr A] had not mobilised at all when | last sawrh Mobilised is what |
called getting up and walking. What | know is tiilsir A] could move his
hands and feet.”

RN Ms F subsequently clarified:

“I did not record any concerns on my return becdaheaeported normal X-ray
and the doctor’s order to discharge with the sasipén he had mobilised, led
me to the assumption that [Mr A] had mobilisedhe tloctor’s satisfaction in
my absence. | did not look at the doctor’'s noteghmnchart to confirm this
when returned as | was busy transferring other eptti from resus
[resuscitation] to AAU [Acute Assessment Unit].

My vital sign assessments after 1800 hours chatmedual observations for
the reason that after [Mr A] was X-rayed, the ordexs for mobilising then

discharge as there were no fractures. | was opegrat the impression, as is
suggested in ... the report, that medically there hides to be concerned about
regarding the injury. I truly regret that this wast the case for [Mr A].”

The exact time Mr A left Wanganui Hospital is urarleAfter returning home, Mr A
was unable to move his legs and experienced inedepain and numbness in his
body. He stated:

“... Two of my mates had to carry me from the caatoed in the living room,
| was in a huge amount of pain and the feeling ynegs was very scary. | was
trying my best to mobilise because it was the algigen to me by the doctors
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at Wanganui Hospital but after several attemptsyas just not possible
because of pain and discomfort. ...”

13 September 2007

In the morning, Mr A contacted Dr B to complain ttHas legs were paralysed.
However, owing to Dr B’s work commitments, he wable to attend to Mr A until
that evening.

Later that evening, Mr A was seen at his home byBDand a physiotherapist. A
decision was made to transfer Mr A by helicopteatmajor public hospital. Dr B
recorded in his admission letter that Mr A’s comithad deteriorated with reduced
sensation in his left leg and altered sensatiotoups chest. Dr B also noted that Mr
A’s mid-thoracic spine was tender, his bladder dis$ended and he had not passed
urine since his accident.

Subsequent care

Mr A arrived at the public hospital at 1am on 14t®eber 2007. Later that morning,
he had a CT scan of his thoracic spine, which fedea burst fracture of the third
thoracic vertebra (T3) with associated posteri@pldicement (subluxation) on T4.
Later that day, Mr A had orthopaedic surgery toodegress his spinal cord from T1
to T5.

Following surgery, Mr A experienced ongoing lowenlh weakness. An MRI on 18
September 2007 showed a haematoma (blood clotB &Vel. That evening, Mr A

had surgery to evacuate the haematoma, and tcefutidtcompress his spinal cord.
Thereafter, he regained strength in his lower limbs

On 27 September 2007, Mr A was transferred to abitation unit, and received
ongoing input from a multidisciplinary team. He d@ped blisters around the
surgical wound, which was aspirated on 19 and 28lieéc 2007. His condition did
not improve, and he was admitted to another hdspagaween 24 October and 5
November 2007 for further treatment. After retugnio the rehabilitation unit on the
afternoon of 5 November 2007, Mr A continued hikatglitation programme and
returned to his home country on 14 December 2007.

Rehabilitation

A year following his accident, Mr A is walking ingendently (without the aid of a

wheelchair or walking stick) but his co-ordinatigorpperception and balance remain
poor, especially when he is fatigued. He exercetea gymnasium several times a
week to build his muscle strength, power and enmtigaThe sensation from the
nipple line to his feet has not improved, and hariable to recognise the effects of
pain, hot/cold, sharp/blunt and hard/soft objedls. A continues to suffer muscle

spasm while fatigued and lying horizontally, alowgh ongoing moderate—strong

pain in his upper thoracic region.
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Subsequent actions by Whanganui DHB

After learning of the missed T3 fracture, Wangamospital ED conducted an
investigation into its care of Mr A. Several peeview meetings were held to discuss
Mr A’s case and to identify areas for learning amgrovement. Mr A’s X-ray films
were reviewed again by radiology and ED staff.

On 9 November 2007, Mr Memo Musa (the former Chisdecutive Officer of
Whanganui DHB) wrote to Dr B regarding the findingb the investigation. In
relation to the missed T3 fracture, Mr Musa expdin

“When the X-ray was reviewed no fracture was idediin the Emergency
Department and these findings were echoed in atrépm the Radiologist on
14 September 2007. When we were informed of thesedigliagnosis, the
films were reviewed and with the benefit of hindigign extremely difficult to
identify fracture of T3 was visible on the ‘swimriseview’ of the cervical

series. The fracture of T3 was not visible on tiwdcic spine views.

In the peer review process to date, all cliniciaggee that this was an
extremely difficult fracture to identify on the alable films.”

Mr Musa also explained the circumstances surrogndr A’'s departure from
Wanganui Hospital. He stated:

“The circumstances surrounding [Mr A’s] discharge ¢he pivotal issue in
this case. Having analysed the evidence, [Mr A] wasdefinitively cleared
by the medical staff to leave the hospital. Theigoatwas not viewed to
mobilise and no staff member (including receptitg)isbserved him leave the
hospital. It appears that somehow, with or withasgistance, [Mr A] managed
to get out of bed and make his way to a waiting with two female
companions. We remain unaware of his clinical statithe point of discharge
including significant pain indicators or neurolagiaeficit. If staff had been
aware of and had concerns about [Mr A’s] statugdgard to these two
features we would certainly have interrupted tiselarge plan. Unfortunately,
the clinical staff in the Emergency Department weeaied an opportunity to
finally evaluate the case as a result of the pasigmemature departure.

As mentioned previously, the discharging doctooserstates, “....... mobilise,
and home if no problem.” The nurse involved withr[M] shared these
instructions with him but unfortunately was nevéopaed an opportunity to
witness [Mr A’s] attempted mobilisation. ... [K]nowdrthe experience of the
nurse involved ... any difficulty or failure to moisé would have been
reported to the attending doctor. Under these mistances, [Mr A] would not
have been permitted to leave without reassessnyemtlnician.”

Mr Musa also apologised “sincerely” on behalf of &dganui DHB “for the series of
events that occurred whilst Mr A was in [its] care”
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In a subsequent letter to HDC, ED Clinical DiredborE stated:

“This case has been thoroughly investigated and deesn the subject of
numerous peer review activities. ... The care theéeptatreceived was to a
large extent influenced by a set of circumstancegue to this case. This case
also provides everyone involved in the patient'secand the rest of the
department an opportunity to learn and improveginaity of care provided.

Areas of improvement include:

1.

All clinical staff, in particular [Drs D and C] ariRegistered Nurse [Ms F],
have reviewed and improved their knowledge of dpirsmma. Standard
Emergency textbooks such as Tintinalli, Emergenegidine (' edition),
Rosen’s Emergency Medicine"{@dition) and Jelinek Cameron’s textbook
of Adult Emergency Medicine (2000) have been thghiy scrutinised.
The texts and algorithms relating to blunt spimalitna now appear in our
guidelines file.

Communication in the retrieval and handover proees3his applies to
[Dr B] when referring serious or potentially sersounjuries of our

Emergency Department. [Dr D] has learned the ingmme of emphasising
crucial signs and symptoms when handing over cases.

Documentation and its importance has again beehlipiged to all
concerned. This applies particularly to [Dr D’spus abbreviations.

Communication of information and instructions tdig@ats. This relates to
the way the patient understands what was meartteébtetm ‘mobilisation’
in the process of discharging the patient.

Note: The concept of ‘safe mobilisation’ has belraidy described to all
clinical staff. Our Clinical Nurse Educator has dooted a number of
training sessions with nursing staff about the eacibj This topic has
received considerable attention at the doctor'sr preeiew sessions
conducted in the wake of this case.

Mobilisation in the clinical context means indepentdambulation with
reasonable fluency. In ideal circumstances thisulshbe supervised by
both doctor and nurse. A minimum requirement issawsupervision and
report back to the doctor.

Emergency department staffing. We realised thesressociated with a
single doctor and how this affected [Dr C’s] alilib review the case at
the bedside. Solo shifts are now avoided where ilplessvith the
introduction of additional senior and junior staéf the roster. We say
where possible because we are constantly challemgdgd workforce
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shortage issues and work hard to care for stathey are persuaded to
stay.

6. [Dr D’s] neurological assessment. [Dr D] appreaiiee importance of a
thorough neurological examination.”

Dr E concluded:

“... This incident has provided us the opportunitylearn and improve the
quality of care we provide. We are all without egiien very sorry that [Mr A]
left our hospital without the correct early diagisosnd consequent treatment.
His case will live on in our [institutional] memoriylost of all we are pleased
and consoled that [Mr A] has made an impressivevery to date. On behalf
of the department, we would like to extend our bessthes for a complete
recovery ...”

ACC

On 5 October 2007, Dr B completed a treatment ynjlesim on behalf of Mr A. The
injury was stated as “fracture T3 missed by Wangéaiaspital, patient discharged
same day and advised to mobilise. Next day he Reghgive paralysis ?caused by
forced mobilisation with thoracic spine fracture.”

On 17 April 2008, ACC accepted the claim for a @mpgential injury. In reaching its
decision, ACC obtained external clinical advicenfrandependent ED specialist
Dr Andrew Swain and Dr William Taine, orthopaedicgeon'

Dr Swain noted that “a number of issues contributedMr A’s] misdiagnosis and
mismanagement at Wanganui Emergency Departmenttorenented:

“... [Mr A] was allocated triage category 3 indicajithat it would have been
appropriate for him to wait up to 30 minutes todeen by a doctor. In some
centres (eg. Wellington), triage category 1 woylgla to such a patient and a
multidisciplinary trauma team would have been chlie await the patient’s
arrival. The main reason for this is that spinatdcerauma is frequently
associated with serious internal injuries and otb@mplications. ... As a
minimum, | would have expected the patient to hbeen allocated triage
category 2, indicating that he should have beem d®e a doctor within
10 minutes. However, | am pleased that [Dr D] déé ghe patient on arrival
despite the allocated triage category.

12 Dr Swain and Dr Taine provided their advice to AG€&fore HDC extended its investigation on
14 April 2008. (It appears that their reports weog circulated to Dr D, Dr C and Whanganui DHB for
comment.) Dr D and Dr C provided additional infotina to HDC about their care of Mr A, and

further advice was obtained from emergency medigpecialist Dr Garry Clearwater (attached as
Appendix B). Dr Swain and Dr Taine’s comments sHothlerefore be read in conjunction with Dr
Clearwater’s further advice.
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[Dr D's] neurological examination was inadequéteHe documented ‘no
neuro changes, cranial nerves intact’. | see ndeexe of any assessment of
sensation or power in the trunk or limbs, muscleetoor reflexes. Such an
examination is mandatory in a patient with symptarspinal cord injury. ...

A full neurological examination must be completed such cases and all
neurological symptoms, such as tingling or weaknessst be taken seriously
until spinal injury is excluded. The presence oélatone does not exclude
spinal cord injury and is consistent with incomeleord injury**

... [I]t is also accepted that spinal cord injury caecur without an
accompanying x-ray abnormality.... Whilst not all patients who are tender
between the shoulder blades warrant CT scannirggplivious symptoms of
spinal cord injury in [Mr A’s] case fully justifiethe need for CT scanning as
the x-rays were inconclusive. ...

There is no evidence that [Mr A] was referred acdssed with ... specialist
staff (e.g. the orthopaedic registrar). This furtbedorses my impression that
the injury was underestimatéd...”

Dr Taine advised:

“... It would seem that on perusing the informatioraitable to staff in the
Department at the time of presentation, that theas sufficient information
available to maintain a high index of suspiciort thaignificant injury may be
present. This includes the information from the 8kid that the patient
initially was aware of loss of sensation from higist down, that a significant
force had occurred, with the height of the fall iftetres) being in his
Wanganui charts, the ongoing level of pain and ilitglio fully mobilise.
While not fully required to comprehensively diageothe details of the
fracture, | think it is reasonable to conclude ttiere were sufficient clues
available to treat this rather more circumspedathyparticular not relying upon
xrays alone as an indication that mobilisation appropriate. Referral for an
orthopaedic opinion, or precautionary immobilisatiountil further
investigation was undertaken, could be regardedas appropriate. While it
is difficult to judge in retrospect, management [Mr A’s] case in the
Emergency Department does appear to be substandard.

13 See also Dr Clearwater's further advice on Appei®livhere he stated that “there is now evidence
that Dr D did undertake an appropriate neurologisgkessment”.

4 Dr D confirmed (in his response to the provisiomginion) that he is “fully aware” of this.
> Dr D confirmed that he “fully understands” this.

'8 In his response to the provisional opinion, DriBadreed with Dr Swain’s conclusion and reiterated
that he “most definitely did not underestimate Ms Rjury”.
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... [1]t is my opinion that the patient should haveeh managed differently at
that point. However, it is less certain as to whketie would have had a better
outcome. He may well have developed progressionhief neurological
symptoms even if managed ideally. However, paridylwith documentation
of his neurological status in detail, this woul@nhbe able to be attributed to
the natural history of the injury. Given the lackdetail in the notes of the
neurological examination at that time, it is difficto avoid the conclusion
that deterioration may have occurred as the resutanagement.”

Independent advice to Commissioner
Independent expert advice was obtained from:

* Dr Garry Clearwater, an emergency medicine spestidir Clearwater’s initial
advice is attached as Appendix A and his furtheicedas Appendix B’

» Dr Mark Coates, a musculoskeletal radiologist. ates’ advice is attached
as Appendix D.

Responses to provisional decision
Responses to my provisional opinion were receivesh the following parties:

Mr A
Mr A confirmed that the information gathered in tleport is accurate.

Dr D

Dr D acknowledged my criticisms of his care, andftcmed that he has reviewed his
practice as a result of this case. Dr D also apséabto Mr A for the deficiencies in
his care.

In relation to his omission to review Mr A and dasent the numbness that Mr A
developed in his left leg, Dr D commented:

“It is correct that | did not review [Mr A] when ¢hnurse advised me of
numbness. Ideally, | would have done so, and patsorecorded this in the
notes (nursing staff do also record patient’s symsf). However, as you have

7 Appendix C sets out Dr Clearwater's comments om phoviders’ responses to my provisional
decision.
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noted, the ED was particularly busy, and | did imate the opportunity to do
so prior to finishing my shift and handing ove[B C]. In this regard, while |
saw [Mr A] immediately following his 1540 arrivdlnote that my shift ended
at 1600, not 1900 ... You do not suggest that exesnination at this point
would have made a difference to the outcome for A}jrand nor do | believe
that it would have.

Additionally, you mention in your Provisional Opam that documentation of
[Mr A’s] unilateral numbness ‘may have assisted [Cjrwho took over [Mr
A’s] care that evening’. You reasoned that ‘[aj trery least, a written record
of the new symptom would have reminded [Dr C] thof@ up on it with [Mr
A]. In a busy ED, when finding a chart and re-readthrough it can become
time-consuming and occasionally fruitless, ongowegbal reminders such as
the ones conveyed by the nurses to [Dr C] multiptees can be much more
beneficial as cues. There were already a numbehysical symptoms in the
notes that indicated physical examination was rsaecgsand | do not think it
can be said a further note by me ‘would’ have primddDr C] to do this, in
the circumstances.”

Dr D concluded:

“... This case was definitely a reminder about thgoantance of verbally
emphasizing matters of significance at handoveg@asknow, | consider | did
properly hand over care), and of fully documentimy examination and
findings ... [Dr E] comments about my appreciationtled need to perform a
thorough neurological examination. To be clearabwvell aware of this at the
time, as | believe | have demonstrated.”

DrC
In relation to not reviewing Mr A personally on teeening of 12 September 2007, Dr
C stated:

“The Commissioner claims that | should have reveeWdr A] personally—
although it is not clear from the opinion as to wHeshould have reviewed
him and whether it would have made any differefite2 need for review was
based on the information that | had available toah¢he time, which was
prospective. ... The facts that | had available toweee that the patient was
stable, and at no point was any deterioration tedaio me. It was also never
reported to me that he was in any discomfort uhi&l very end. The initial
plan of investigation (plain thoracic spine X-ragas in place and according
to Dr Clearwater, it was a reasonable requestfastaneasure. At that point
my review would have been of little benefit and wadikely to change the
initial management. The X-ray came back as normdlladecided to try and
mobilize the patient to assess the need for furithegstigations or personal
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review and in the words of Dr Taine: ‘... or precantiry mobilisatiotf until
further investigation was undertaken, could be négh as more appropriate’.
This was exactly what | did. | was then furtheommhed that [Mr A] failed the
trial and was unable to mobilize off the bed asamaes in significant pain. |
prescribed further analgesia for him, with a viedhwewamining him as soon as
| was able to. At that point it was almost 7 hopost the incident and no signs
of significant deterioration were noted. By thedifnwas able to attend to him
personally [Mr A] had left the department.”

Dr C explained his documentation of Mr A’s care:

“... | appreciate that the unreasonably heavy wogkl lwas taken into account
as a mitigating factor but | just wanted to fulliress the reality of such
situations especially in Wanganui where we have aatiqularly high
percentage of high acuity major cases. Most ofnomior cases tend to be seen
by the Wanganui Accident and Medical department.agree with
Dr Clearwater’s advice that ‘most Emergency Medicpecialists would have
recognized that this clinical picture warranted hhigriority for attention
especially when patient developed new neurologsyahptoms’. | want to
stress that there were NO NEW neurological symptthras| was aware of at
any stage during my shift and the ‘high priorityadfention’ is only relative to
the other patients | had to deal with, | had sdvaraw patients,
undifferentiated and potentially unstable who coligve rapidly deteriorated
at any point. Had they not been there | would raaréainly attended to [Mr A]
earlier, the plan to mobilize him without my diretipervision was not ideal
but | felt that was the best | could do taking imkount external pressures.
These were caused by resource issues which wemndeayy control that
evening.”

Dr C concluded:

“Since [the events in question,] our staffing sitoila has changed dramatically
and we virtually never have a single doctor onghep floor. As far as | can
remember this was the only occasion | mobilizedhsaigatient without my
direct involvement and | certainly have not doneirsdhe last year. | have
taken the lessons from [Mr A’s] case to heart aridy Ito [make] my note
keeping and plan ... more clear and understandall¢hé patient to avoid
them leaving the department unexpectedly.”

'8 Dr C subsequently explained that he based hisorsspon what he understood to be Dr Taine’'s
advice about precautionanyobilisation and only subsequently discovered that there lead b typing
inaccuracy, and the correct word viasnobilisation
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Whanganui District Health Board
Whanganui DHB accepted my provisional opinion antimed the various remedial
measures the DHB has initiated.

In relation to addressing the specific concernis case, Whanganui DHB stated:

“With regard to steps we have taken specific to fVB] case, | am pleased to
advise that we have been successful in recruitngur full complement of
Junior Medical Officers and now have an Emergenepddtment Consultant
on duty with a minimum of one other Doctor on &lifts, apart from the night
shift when there are two Junior Doctors on duty.We submit that, at the
time, every District Health Board in New Zealand swkacing the same
challenge [staff shortages], and some are continar@o so.

Implementation of your proposed recommendations, leasis, occurring
including management supporting our Emergency Deyeant staff, to widen
the interaction that they have with other Emergebepartments for purposes
of sharing and learning.

Further improvements include Emergency Departmemt heing co-located
with Whanganui Accident and Medical Clinic, in arpose-built facility. This

has improved the communication and working relatgps between the two
units. The co-location and the effect this has ¢radriaging, is contributing to
the patients being treated in the best settingheir acuity, a factor which is
also contributing to improved staffing levels in &mency Department.

The old Emergency Department was a ‘rabbit warwth five uncontrolled
exit points and limited access to all bays and debifrom the observation
station. Thus, it was very easy for a patient tavée the department
unobserved. There is now an Emergency Departmerptienist 24 hours a
day and only one controlled patient entry and epaint for the entire
department. Further, within the department the ggses surrounding patient
discharge have been reviewed and tightened up.

The Acute Assessment Unit was previously on thedtifioor of another
building and is now located within the Emergencyp@@ment. This negates
the need for nursing staff to leave the Emergernggyadtment to relieve staff in
the Acute Assessment Unit. There is now a radiokgening room next to
the Emergency Department, which is dedicated tpaiignt X-rays. This frees
up the main Radiology Department for inpatient exetions and has reduced
waiting times for outpatients.”

Whanganui DHB also commented:

“Accepting and acknowledging mistakes, is fundamktd the environment
that we are trying to create for our patients andstaff. ... Our organisation
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is working to develop a strong patient safety ageltuWe have identified

communication, including clinical documentation atidical handover, as the
first of our two priorities for patient safety ingwement over the next couple
of years.

We are confident that we have taken steps to asldinesbreaches and that all
staff involved have learned from the mistakes madéir A’s] case. It is our
sincere wish that the Whanganui DHB community seslithat we have
responded in this manner and has confidence thaEmergency Department
provides sound assessment and treatment for eewylbao presents there.”

Review of providers’ responses

Emergency medicine specialist Dr Clearwater wasddb review the providers’
responses to my provisional opinion. Dr Clearwatesbmments are attached as
Appendix C.

Code of Health and Disability Services Consumers’ights

The following Rights in the Code of Health and Ditity Services Consumers’
Rights are 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.

(2) Every consumer has the right to have services geavihat comply with legal,
professional, ethical, and other relevant standards

(5) Every consumer has the right to co-operatioroaghproviders to ensure quality
and continuity of services.

Other relevant standards

The Medical Council of New Zealand’s publicati®@ood Medical Practice — A
Guide For DoctorgOctober 2004) states:

“Good clinical care must include:
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. an adequate assessment of the patient’s condi@sed on the history and
clinical signs, and an appropriate examination.

. Taking suitable and prompt action when necessary.

[Doctors] must keep clear, accurate and contempgors patient records that
report the relevant clinical findings, the decisanade, the information given to
patients and any drugs or other treatments prestiib

Opinion: Breach — Dr D

Standard of care

Dr D gained his medical degree in America in 200d developed an interest and
experience in neurophysiology. At the time of theerds in question, he was
employed on a four-month contract at Whanganui D&$Ba locum medical officer
and was supervised by ED Clinical Director Dr E.

Dr D was the first of two ED doctors involved in M‘s care when he presented to
Wanganui Hospital Emergency Department on the radtar of 12 September 2007.
Mr A arrived at ED after he was airlifted from MuBRpehu where he had injured his
back in a snowboarding accident.

| share ACC independent ED advisor Dr Swain’s vibat the triage nurse should
have considered Mr A either a category 1 or 2 cHssvever, despite being triaged
category 3 (which requires a doctor to see a patéhin 30 minutes), Dr D attended
promptly and saw Mr A shortly after his arrival. Drappropriately recognised the
potential spinal injury “red flags” recorded in B's referral and conducted a
comprehensive neurological assessment of Mr A’® Imuscle and sensory function.
However, Dr D only recorded “no neuro changes, @MNdl intact” in his notes. He
says that it did not reflect the extent of his ass®ent (discussed below).

After completing the review, Dr D appropriately cissed Mr A’s case with his
supervisor, Dr E. During the course of his disaussDr D was interrupted by a house
officer who reported that Mr A was beginning to expnce numbness in his left leg.
This was a significant neurological developmentjohtshould have prompted Dr D
to return urgently to review Mr A, and to documémé new symptom in his notes.
However, Dr D stated that he “did not have the opputy to do so prior to finishing
his shift and handing over to Dr C”. Instead, Drir3tructed the house officer to
replace the hard cervical collar and to ensureNhiad remained in a supine position.
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Dr D also referred Mr A for spinal X-rays to aseémtwhether he had sustained any
fractures. Dr Clearwater advised that this was aeaisle “as a first measure as
approximately 75% of fractures will show up on [2ys]”. However, owing to the
high demand for radiological services that evenMgA’s X-rays were not available
before Dr D finished work that evening. It appetivat Dr D provided Dr C with a
clear and detailed handover of Mr A’s case, ingigdihe need to follow up on his X-
rays.

In my view most aspects of Dr D’s care were appaderbut he made a wrong
judgement call in not returning to review Mr A whdre began experiencing
numbness in his left leg. In this respect, evea adatively junior locum ED doctor,
Dr D should have taken more care. The numbnesawamificant new symptom in a
young man who had suffered a back injury, and loellshhave re-assessed Mr A. By
his failure to do so, Dr D breached Right 4(1)ed Code. Dr Clearwater advised that
Dr D’s omission constituted a mild departure froxpected standards.

Documentation

Health professionals are required to document atelyr and fully a patient’s
symptoms and the findings from any examination cotetl. Record-keeping is an
essential part of good quality care.

As discussed above, Dr D’s neurological documematias brief and apparently did
not reflect the extent of his assessment. He atsibtexd to document the numbness
that Mr A developed in his left leg. Dr Clearwatmmmented that this information
may have assisted Dr C, who took over Mr A’s caed evening. At the very least, a
written record of the new symptom could have rerach®r C to follow up on it with
Mr A. | share Dr Clearwater’'s view that given DrDinterest and experience in
neurophysiology, “one could expect a higher thaerage level of understanding of
the standards expected, including a high level @fudchentation of neurological
assessment, particularly for a patient who was @atioube handed over to a
colleague”.

Dr D disagrees that he should have documenteduhdbmness in Mr A’s left leg. In
his view “there were already a number of physigatgtoms in the notes that physical
examination was necessary” and he did not considegra further note ... ‘would’
have prompted [Dr C] to do this, in the circumstsic

Dr Clearwater commented that it is “disappointitigdt Dr D does not appreciate the
importance of documenting significant neurologi®mptoms, signs and new
developments. Dr Clearwater advised that this isbésic standard of care” that
professional bodies such as the Medical Council #edAustralasian College for
Emergency Medicine expect. My advisor also congidet “risky” to rely on nurses
to convey verbal reminders to other medical stafhdorse these comments.

In mitigation, Dr Clearwater noted that there wdseavy demand for ED services that
Wednesday afternoon/evening. There was also a ddck template or form to
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document neurological examinations — something comemend that Whanganui
DHB develop. Nonetheless, patients rely on theictals to record all significant
clinical findings and developments, even on busiftsshindeed, Dr Clearwater
commented that “it is even more important to havedgdocumentation during a busy
shift — even though it is more difficult to taken to document well”.

Taking into account these factors, | conclude thatD’s documentation did not
comply with professional standards and breachedhtRig(2) of the Code.
Dr Clearwater advised that Dr D’s record-keepinguldobe viewed with mild
disapproval by his peers.

Opinion: Breach — Dr C

Standard of care

Dr C, an ED consultant (trained in emergency medic¢n the United Kingdom and
holding a provisional general scope of practicehwihe New Zealand Medical
Council at the time of these evelfjsassumed responsibility for Mr A’s care from
approximately 7pm onwards. Dr Clearwater advised Br C’s care fell moderately
below the standard of care expected of a vocatptrained specialist in emergency
medicine. His comments are consistent with the sieexpressed by ACC'’s
independent emergency medicine advisor (Dr Swant) arthopaedic advisor (Dr
Taine).

Mr A had an unstable fracture of all three colunm&is bony spinal canal (anterior,
middle and posterior column). He was in a “verytahk situation” and was at risk of
developing permanent spinal cord injury. Earlie; &n B and Dr D had recorded
symptoms of pain, weakness and sensory changess (&poid needles” and numbness).
These were warning signs that should have alerte Dhat Mr A was a “high-
priority” case and required close monitoring.

Dr Clearwater commented that “being attentive ted‘rflags’ amongst chaotic
information overload is one of the core skills af Bmergency Medicine specialist”.
However, it appears that Dr C did not recogniseréiteflags in a patient at high risk
of a permanent spinal injury. My advisor noted tthts lack of recognition was at
the core of [Dr C’s] subsequent actions”, whichluwed omitting to review Mr A
personally, giving limited instructions to nursimsgaff regarding mobilisation and
writing out an early discharge script which reimied the message to the nurse (and
indirectly to Mr A) that there was no significamjury. In effect, this created a
“default plan for the patient to depart withoutther (medical) review”, which was a
“risky” way to manage Mr A’s care. Better strategigould have been to request the

9 Dr C now has vocational registration in EmergeM@gdicine.
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orthopaedic team to review Mr A and to take over d¢are at an early stage, and to
request a spinal CT scan or MRI before issuinguietsibns to mobilise.

Dr C questions when he should have reviewed Mr isgeally, and whether it would
have made any difference. | share Dr Clearwateiesvithat Dr C’s response is
disappointing as it suggests that he does not aplgreciate the deficiencies in his
care, nor how it impacted on nursing staff and MMy advisor considered that Dr C
should have reviewed Mr A early in the shift rathlean later, as an early review
would have prompted him to order a spinal CT scas'a request an orthopaedic
review. Dr C would also have seen for himself that A was in a more serious
condition than the impression he had gained dumargdover. It may have led him to
initiate a more effective management plan.

While it was reasonable for Dr C not to detect fxagtures from reviewing the X-ray
films, Dr Clearwater advised that “spinal fractuege difficult to diagnose in X-rays
of the upper thoracic spine and that CT scan wasappropriate follow-up

investigation”. Dr Clearwater’'s views are supporteg musculoskeletal radiology
expert Dr Mark Coates, who commented that the upperacic spine is a
“notoriously difficult area to visualise on plainadiographs” and that many
radiologists “proceed to CT if there is clinicalno@rn”. Furthermore, given that
mobilisation was a major decision in itself, it idinave been good practice for Dr C
to personally review Mr A and supervise his mobhiiign.

I am concerned by Dr C’s plan for mobilisation a$@ne-injured patient. It suggests
that there may be gaps in Dr C’s knowledge and nstaleding of spinal injuries, and
how to manage such patients effectively. Dr Cletewstated that mobilisation was a
“very risky” strategy as it could have exacerbatbd unstable spinal injury, and
resulted in worsening pain and/ or worsening/newrolegical symptoms. Dr C’s
comment that there were “NO NEW neurological symqsdhat [he] was aware of at
any stage during [his] shift” misses the point thatpine-injured patient lying still in
bed is unlikely to develop any new symptoms.

In mitigation, Dr C was the only ED doctor on dtityat Wednesday evening and had
to manage an “unreasonably heavy” workload. Dr @later commented that “in a
busy ED with multiple sick patients to manage arteavy chaotic information load
from multiple sources, it is understandable thaCDOnight have been unable to reflect
on the significance of the ‘red flags’ that weregented to him”.

Although the heavy workload was a significant natigg factor, | consider that Dr C
did not meet the standard expected of an ED canrdulHe did not review Mr A

personally, and did not recognise and respondedadhl flags of a case of high-risk
spinal injury. | accept Dr Clearwater's advice tHatost Emergency Medicine

specialists would have recognised that this clinpeeture warranted high priority for

attention especially when the patient developed newrological symptoms. It was a
high-risk scenario with significant risks.”
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In these circumstances, Dr C did not provide Mr #hvan appropriate standard of
care and breached Right 4(1) of the Code.

Documentation

After reviewing Mr A’s X-rays, Dr C noted that tleewas nothing abnormal detected,
and recorded a brief plan (“mobilise and dischdrgee if no problems”). Apart from
this, Dr C did not document any other informatidnoat Mr A’s care. Dr C explained
that “there were a lot of patients requiring higation” and consequently, he “did not
have the luxury of being able to sit down and weteplicit notes”. | share Dr
Clearwater’s view that Dr C’s documentation wasrfmmal”. Dr C’s record-keeping
did not comply with the professional standards etgu of an ED consultant and he
therefore breached Right 4(2) of the Code. | nioa Dr C accepts that finding.

Opinion: Breach — Whanganui District Health Board

There were a number of gaps and deficiencies inottegall running of Wanganui
Hospital ED on the afternoon/evening of 12 Septen@0©7, which impacted on the
care Mr A received, and for which Whanganui DHBresponsible. | acknowledge
that the heavy workload ED staff faced that evemray have impacted adversely on
their standard of communication and documentat@mClearwater commented that
overloaded emergency departments are at an increiakeof morbidity and mortality,
and Mr A’s case illustrates how overloading camgtate to poor outcomes. | also
accept Whanganui DHB’s point that at the time & évents in question, they were
facing a shortage of junior and senior medicalceffs similar to other district health
boards throughout New Zealand. That, however, dotsexcuse the district health
board from its duty to provide an emergency depantnthat has sufficient staff and
robust systems to withstand fluctuating demandsesrsdire that good communication
occurs between staff and with patients. On 12 Septe 2007, Whanganui DHB
failed to fulfil the duty of care it owed Mr A.

Documentation

In addition to the brevity of Dr D and Dr C’s claal notes, there were deficiencies in
the nursing notes. The nursing records of the driagsessment and medication
administration were of a good standard, and theme\also regular recordings of Mr
A’s vital signs up to 6pm. But no vital signs werecorded after 6pm, nor the

concerns that Mr A had not mobilised sufficienty.“pseudo-accurate” term was

used to describe Mr A’s departure from hospitalofwing the nurse’s return to ED. |

share Dr Clearwater's view that “the nursing pregrenotes were minimal for a

patient with spinal injury”.

I acknowledge that the paucity of nursing recordsy meflect an impression from
medical staff that Mr A was not in any significasenger or injury, as well as the
heavy workload that evening.
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A district health board is responsible for the gyadf documentation by its medical
and nursing staff. Staff need to be trained to kgepd records, and they need
appropriate support and sufficient time to do sod audits of the quality of

documentation should be undertaken on a regulas.békere is no indication that
Whanganui DHB took these steps. In these circumesgiWhanganui DHB breached
Right 4(2) of the Code.

Communication

Dr Clearwater noted that there “was a series otamsnunications” between clinical
staff at Wanganui Hospital. As discussed aboveorild have helped Dr C if Dr D
had documented the numbness that Mr A developetignleft leg, since good
documentation becomes even more important duribgsy shift. After taking over
Mr A’s care from Dr D, Dr C omitted to provide cleadvice to nursing staff on the
symptoms and signs that warranted a medical re\aen,the brief plan he recorded
provided minimal guidance. Although it was pragmafor Dr C to organise a
discharge script ahead of time in light of his wodd, his actions reinforced to the
nurse and Mr A that discharge was “effectively unday”. Consequently, the nurse
handed the discharge script to Mr A’s girlfrienchidaencouraged Mr A to mobilise
with a view to being discharged. When the nursernetd to check Mr A an hour later,
she noted that he experienced stiffness and signifipain in his back (described as
“lightning bolts” through his body). Although theirse informed Dr C that Mr A was
“still stiff”, the details of what she relayed isalear. It is likely that Dr C did not have
an accurate picture of Mr A’s clinical situation ehhe was asked to prescribe more
pain relief.

These are all examples of communication betweemicali staff that fell below
acceptable standards. In these circumstances, \@hanQHB breached Right 4(5) of
the Code.

Discharge advice

My advisor also commented that “the communicatmrhie patient was suboptimal,
especially the absence of discharge advice”. Glirnstaff did not provide Mr A with
clear instructions about mobilising, and did noplexh when it would be safe for him
to be discharged from hospital. Instead, nursiaff encouraged Mr A “to mobilise as
much as possible because [he] was going home” awe dim the take-home
prescription from Dr C. There is no indication tidt A was told that he had to be
reviewed by medical staff before he was allowetb&ve hospital. It is not surprising
that Mr A thought he had been discharged, andVi&thganui Hospital prematurely
with his friends.

Clear advice about discharge is all the more ingparin a risky situation such as Mr
A’s. In addition to sustaining a back injury, Mr Was returning to an area where
access to medical help was limited. It was theeefatal to provide him with detailed

instructions about the ongoing management of hispsyms including when to seek
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further medical assistané®That did not happen. The lack of clear dischadéca
was another factor that compromised Mr A’s care laigtllights a systems failure at
Wanganui Hospital. In this respect also, Whang&tB breached Right 4(5) of the
Code.

Actions taken

In response to my provisional opinion, Whanganui EDldutlined the various
measures it has implemented within the EmergengyaBeent since the events in
question. They include re-designing the layout, pratesses within ED, increasing
staffing levels and reducing outpatient waitingeasifor X-rays by having an adjacent
radiology screening room. In addition, Whanganui BDHas identified clinical
documentation and clinical handover as its firsttwab priorities for patient safety
improvement over the coming years.

I commend Whanganui DHB on these initiatives. Dealater commented that “the
re-design of the ED and the commitment to minimuaffieg levels will be of benefit
to patients”.

Recommendations
DrC
| recommend that Dr C:

« Provide a written apology to Mr A for his breacloédgshe Code. The apology is to
be forwarded to HDC b%2 December 2008or sending to Mr A.

e Undertake additional training and education in ngam@a spinal injuries, and
provide evidence of this to HDC 31 March 2009

Whanganui DHB
| recommend that Whanganui DHB:

* Devise a form/template for clinical staff to recoed patient’'s neurological

% The importance of clear discharge informationls® aliscussed in another case involving a patient
discharged from Wanganui Hospital ED; see case @GHIN41, 28 February 2007 (available from
www.hdc.org.nz).
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findings.

Review its discharge process to ensure that patrective discharge prescriptions
only at the time they receive their discharge sumgma

Liaise with the Australasian College for Emergenkledicine to run an
educational update in spinal injuries for clinistff.

Provide written confirmation b9 December 2008hat it has implemented the
above recommendations.

Follow-up actions

A copy of this report will be sent to the Medicau@cil of New Zealand.

A copy of this report, with details identifying thgarties removed except the
experts who advised on this case, Whanganui Dis#ealth Board and Wanganui
Hospital, will be sent to the Minister of HealthetDirector-General of Health, all
district health boards, the Australasian College Emergency Medicine, the

Royal Australian and NZ College of Radiologistsgd dhe New Zealand Accident
and Medical Practitioners Association, and placaditee Health and Disability

Commissioner website, www.hdc.org, fiar educational purposes.
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Appendix A

Independent advice to Commissioner — Emergency Mecine
Initial advice

The following expert ED advice was provided by Darfy Clearwater, an emergency
medicine specialist:

“I have read and agreed to follow the Guidelines Ifalependent Advisors
provided by the Office of the Health & Disabilityo@missioner.

| am an Emergency Medicine Specialist, qualified GHB in 1982 and a
Fellow of the Australasian College for EmergencydMdme (FACEM) since

1999. | currently work as a full-time staff spetsalin 2 Emergency
Departments (EDs) at Waitemata District Health Boand | have previously
worked as a GP in a semi-rural practice and as diddeOfficer of Special

Scale at Middlemore Hospital ED. Our service emplgpecialists, Senior
Medical Officers and registrars in training as wesl locums. We employed
Senior House Officers up until 2005.

| have been asked to review the appropriatenestheofcare provided by
Whanganui District Health Board to [Mr A] at WangarHospital on 12
September 2007.

| have read the following documents:

* Complaint from [Dr B], marked ‘A’ (Pages 1-3).

e Written account from [Mr A] marked ‘B’ (Pages 4-5).

 Whanganui DHB letter of 9 November 2007 to [Dr Barked ‘C’ (Pages
6—8). [Dr B’s] response of 16 November 2007 markBdPages 9-12).

 HDC notification letter of 2 November 2007 to Whangi DHB, marked
‘E’ (Pages 13-15).

* Whanganui DHB response of 23 November 2007 to HD&ked ‘F’
(Pages 16-17).

 HDC letter of 14 December 2007 requesting clarifazafrom Whanganui
DHB marked ‘G’ (Pages 18-19).

* Response of 18 January 2008 from Wanganui Hospitahergency
Department with enclosed statements from [Dr D] 4RiN Ms F],
marked ‘H’ (Pages 20-26).

* Response of 26 January 2008 from Whanganui DHB edatlk (Pages
27-28). HDC letter of 8 February 2008 requestingher information
from Whanganui DHB marked ‘J’ (Pages 29-30).

* Response of 7 March 2008 from Whanganui DHB witltl@esed
statement from [Dr C] marked ‘K’ (Pages 31-32).
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» [Dr B’s] admission note to Wanganui Hospital dafgtiSeptember 2007
marked ‘L’ (Page 33).

* [Mr A’s] clinical records from Whanganui DHB markell’ (Pages 34—
48).

| do not have:

« Arecord of the helicopter or transport recordhw transfer from Turoa to
Wanganui Hospital.

« Information about the training, status or expergeat[Dr D] who saw [Mr
A] when he arrived at Wanganui Hospital ED.

« Information about the training or experience of [Cjrwho discharged [Mr
A] from Wanganui Hospital ED.

« Information about the training or experience of Beged Nurse [Ms F]
who cared for [Mr A] in Wanganui Hospital ED.

« Details of the ED staffing levels and workload be .2 of December.

e Details of any departmental guidelines, teachingensls or textbooks
regarding spinal injury available in the ED.

« Hospital records from [the Public] Hospital whekdr[A] was referred and
treated and his fracture was confirmed (althouglo have some indirect
information in a summary from the HDC Office).

[At this point, Dr Clearwater lists the questiorsked of him, which he repeats in his
advice. This has been omitted for the purpose @fity.]

OUTLINE OF EVENTS

[Mr A] was a 19 year old man who was usually fidamell. At approximately
1400h on Wednesday 12 September 2007 he fell fronmemht of
approximately 5 metres, landing on his back whilevgboarding on the Turoa
Ski field at Mount Ruapehu.

[Mr A] recalled that as soon as he landed, he caoldmove his legs and that
he had intense back pain between his shoulder slafleski patrol team
splinted him on a back board and applied a nedirct transport him to the
local Medical Centre where [Dr B] assessed himdatsh. [Mr A] recalls that
when he arrived at the medical centre he had a riaeling below the level of
the nipples and had intense pain in his back.

[Dr B] wrote a clinical report that accompanied thatient to hospital and
included the following:
Mechanism: Fall on to back (after a jump). On sdea@ nil sensation
legs. Painful chest and thoracic spine.
On examination: on (a spinal) board, ‘Pins & nesdieth legs from
the waist down.’
Provisional diagnosis:
1. Back injury ?# (i.e. possible fracture)
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2. Chestinjury

The patient was treated with intravenous morphthen at 1505h), a mild—
moderate dose for pain, and was transferred to WfangHospital via
helicopter.

He arrived at the Emergency Department (ED) at h54Bere he received a
triage category of 3 (to be seen by a doctor wigliirminutes).

The triage nurse recorded that initially he hadensation below the waist and
that in ED he had chest and back pain betweenhi@der blades and normal
recordings of his vital signs.

[Dr D] saw him on arrival. It is not clear from tihecords available to me what
role or status he had in the ED. According to thedial Council of New
Zealand electronic database he gained his MD inU8& in 2004 and (in
March 2008) has provisional registration (i.e. mustk under supervision for
at least their first 12 months in New Zealand tedmee familiar with the
culture. During this time performance will be assgsby senior colleagues).

The nursing notes record that [Dr D] removed thieepés neck collar and the
spinal immobilization back board.

[Dr D] hand-wrote his notes over one and a halfgsagnd noted that the
patient was in ‘mild distress secondary to back pai

A general examination of the patient was record#l the following relevant

findings:

— ‘Mild’ tenderness to palpation of the thoracidrsp between the shoulder
blades

— An abrasion of the thoracic level of the back

— Normal examination of the anal area (an assedsfoenerve damage and
internal bleeding)

The neurological examination is otherwise covered lines:

‘Ext (extremities) — NL (normal) range of motion.Nnormal) sensation.’

‘Neuro — no neuro change. CNs Il intact’

— i.e. the face and neck nerves were examined {@rakerves 2 to 12) in
some detail but there is no record of a detailezheration of the nervous
system in the limbs or trunk apart from ‘sensation’

The recorded plan was to order the following X-rays

— chest PA [and lateral views (usually implying tthle patient would he
sitting up for the films)

— neck (cervical spine)

— thoracic spine (the spine at the level of thesthe
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In his outline of events, [Mr A] recalls having aiien’ numbness below the
level of his nipples down to his feet and that red Hslightly regained
movement’ in his legs but they were weak. He damsdescribe how he was
examined by [Dr D].

[Dr D] later says that he checked the neck thorbyglkemoving the cervical
splint and then asked for it to be reapplied besamse of my resident medical
officers informed me that the patient was beginnmgxperience numbness of
his left lower extremity.” The nursing notes rectindt the patient had his neck
collar re-applied at 1630h at the request of [Dr D]

[Dr D] states later ‘a complete and thorough neagmal examination was
performed.” ‘During my sensory examination of thatient, all parts of the
patient’s anatomy were examined and touched: heygal, ears, neck, chest,
back, abdomen and extremities were evaluated My ‘documented
examination is abbreviated in (the notes), whiclplies that the patient was
able to feel my touch, there were no sensory dsfiand he denied any pain to
my palpation. If the patient had a specific neugalal sensory change ... then
the formal finding would have been documented, theo words, not all
normal findings are documented due to time.’

[Dr D] states that he was aware of the accompanskndield medical report
of ‘previously identified loss of sensation (‘Pidsneedles both legs from
waist down’) and the development of numbness ofdfislower extremity ...
after my exam, my suspicion for spinal injury séidisted and ... | then ordered
cervical and thoracic spine X-rays to delineats gussibility.’

[Dr D] handed this case over to [Dr C] for the ewgnshift: ‘I informed [Dr
C] of [Mr A’s] historical information & physical exmination findings, as well
as the recent development of [Mr A’s] neurologeainptoms.’

According to the Medical Council of New Zealand,r[D] graduated as a
doctor in 1992 in the UK and was registered theitd the Fellowship of the
College of Emergency Medicine (FCEM) in 2006. Ths a different
qualification to the Fellowship of the Australasi@ollege for Emergency
Medicine (FACEM); the latter is the standard spikgiagualification
recognised in New Zealand. He is not vocationalyistered as a specialist in
New Zealand?

In his response to the complaint, [Dr C] explaitieat [Dr D] told him at the
handover that ‘there was a vague history of sormelbmess in his legs but he
was fine now and no weakness was found on exaramati

2L Dr C is now a vocationally registered specialistEmergency Medicine, although he does not yet
hold the FACEM qualification.
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The patient was taken to the Radiology Departmel®0®h for X-rays.

The only other documentation in the notes:

e 2000h (nursing notes): given pain relief and adVvigemobilise

e 2030h (drug record): Ibuprofen (an anti-inflammutpain-killer) 800 mg
and Paracetamol (a mild pain killer) 2 g by mouth

e 2100h (nursing notes): Remains ‘stiff’, given fugtlanalgesia

e 2130h (nursing notes): Feels sore still back wantm go (sic). Given
script and dx (discharged?)

In a later statement about the case, Staff NursefMstates that on return to
ED after his X-rays, ‘patient pain-free and normmalvement hands/feet.’

The subsequent medical notes are not timed and 3dkees. There is no
indication in the notes as to who wrote them but (I} presumably wrote
them:

« ‘X-rays were NAD’ (No Abnormality Detected).
e (Plan): mobilise and H (home) if no prob (problenf)algesia.’

The workload in the ED was reportedly heavy: ‘we havery busy department
with a lot of patients waiting to be seen.’ [Dr €htes that he was too busy to
review the patient personally but he reviewed theays and ‘on several
occasions | enquired about his well being ... | wasssured that he remained
stable.’

[Dr C] could not detect a fracture in the spine whne checked the X-rays.
The subsequent formal radiological report (by aialadist) was that no
fracture could be detected.

‘Based on previous assessment of the patient byD[Drassumed that there
was little chance of there being a significant ipjthowever | was obviously
unable to clear the patient at that stage. In \oéthe other patients awaiting
assessment | decided to reassess the patient Wakeunable to mobilise
independently and with ease.’

In her statement, Registered Nurse [Ms F] stated ] ... advised no fracture
seen and advised mobilise then discharge ... Rattkised of some expectant
pain due to possible contusion and soft tissuaynpost his fall. Patient then
encouraged him to start moving.’

A friend of the patient asked the nurse what wappbaing and in her
statement [RN Ms F] says ‘I, at this point, gave thatient’'s script to the
female and explained to her the Doctor’s plan — ifisgband discharge.’

Discharge script written by [Dr C]:
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Ibuprofen 800 mg three times a day for 1 week
Paracetamol 1 g four times a day for 1 week.

[Mr A] describes being told that there was no fuaetin his spine, ‘only
bruising and to mobilise as much as possible bechwss going home.’

He describes having significant pain, ‘what fekielielectric bolts through my
body’ as well as ‘tight muscles and spasms.’ Afedling this to the nurse, he
was given Tramadol (a moderate pain-killer) 100 angd Diazepam (a
sedative relaxant) 2 mg by mouth at 2115h: preedrthy [Dr C].

The patient describes sitting up on the side obg: with some difficulty and
was helped into a wheelchair by an orderly: it ‘wi@$ an easy process and it
caused me a significant amount of pain.” He waselteto a car where he
was assisted into a seat.

Discharge time was recorded and initialled as 212GHRN Ms F] explained
later that she had to leave her station to atterattier matters, handed over to
another staff nurse and, ‘on return to ED | wagpssed to find that [Mr A]
was not in the department. | then wrote patienttdisged with script and a
discharge time of 21:30 but | do not know the exmaé of discharge.’

[Dr C] states that ‘As far as | am aware he wasegbefore the 2200(h)
handover as he was not there when | left the deyeartlater that evening.’

[Mr A] estimated that he left ED at ‘about 11 PN2300h).

There is no record of any discharge advice givebally or in writing to the
patient.

There is no recorded follow-up plan.

Discharge diagnosis recorded on the medical natestusion’ (not signed or
timed/dated).

The hospital clerical discharge coding was:

« Contusion of the lower back and pelvis
« Contusion of the thorax.

The patient travelled to his residence by car (repiby, a three-hour drive).

He was re-assessed by [Dr B] the next day and perteethat [Mr A] had
paralysis of both legs. He was transferred to [bliplhospital where CT
scans on 14 September 2007 (i.e. 2 days after tipgy) reportedly
demonstrated an ‘unstable 3 column injury of T¥d¢tthoracic vertebra) with
a fracture involving anterior and posterior vergglinody.’
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The patient had surgery later that day to relien@sgure on his spinal cord and
had further surgery on 18 September 2007. He waseswently transferred to
[a] Spinal Unit for rehabilitation and eventuallturned to [his home country]
on 14 December 2007. It is not clear what resideakological impairment (if
any) he had at this stage.

SPINAL INJURY

Background

The spine is a series of 24 bone blocks (vertedies) stacked on top of
each other, each interlocking with the block abawe the block below for
flexibility. They surround and protect the spinatd: the main nerve trunk that
leaves the base of the brain and runs down in eesfihe spinal canal) near
the back of each vertebral body.

There are 4 levels in the spine: 7 vertebral boutighe neck (cervical spine),
12 vertebral bodies in the thoracic spine (thellef¢he chest, where the ribs
join the vertebrae), 5 in the lumbar spine (thedoback, behind the abdomen)
and several fused vertebrae in the sacral spimsifig a single unit where the
pelvis joins the back).

As the spinal cord descends in the spine, it passeserve branches at each
level between each vertebral body, feeding layérseove supply to different
levels of muscles (for motor control), skin (serwatof differing types) and
‘visceral’ functions (such as opening and closingod vessels, skin pores,
bladder and bowel sphincters).

The vertebral bodies are supported by strong ligesnand muscles which
protect and move the spine.

Generally, it takes a lot of force to damage thedsoof the spine. It is more
common to damage the supporting muscles or ligasn@ occurs in back
strain). The major concern with a spine injuryhs possibility of damage to
the spinal cord running down its length: once dagdaghe spinal cord is slow
to heal. Severe spinal cord injuries may be permiane

When the spinal cord is injured, nerve signals iarpaired at the level of
injury: the brain cannot send normal nerve sigrmow that level and it
cannot receive full sensory information from nerbegow that level. Spinal
cord injury is easiest to diagnose if it is comgliedll nerve function is lost
below a level of injury: the patient loses all s and all muscle power
below the level of injury. This has a poor progsofir recovery. However,
milder, incomplete ‘bruising’ injuries may occur tiee spinal cord: they may
produce patchy or mild dysfunction (as opposedotopete loss of function)
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depending where and on how deeply the bruisingsavelling extend into the
depth of the spinal cord.

In a partial fracture of a vertebral body, somdgaf that bone may be forced
backwards into the spinal canal, bruising and atiey the cord without
destroying it. These injuries may be harder to aetdne nerve dysfunction
may be subtle — but they are important to iderdifiyl protect because undue
movement may damage the cord further. It is mudtebé& prevent a spinal
cord injury from getting worse compared to havingdeal with a permanent
injury after the event.

In retrospect, we are told that the patient in tlaise had a fracture of the third
thoracic vertebral body. An injury at this levellwgroduce motor and sensory
changes below the nipple line: noticed by the patas impaired sensation
below that level (lower chest, abdomen and legsyelsas impaired function
of muscles in the legs. Incomplete injuries maydpae only subtle weakness
in some or all areas of the spinal nerves belowdkiel of injury. They may
affect some or all of the different sensory nerathways for pain, light touch,
limb position (proprioception), temperature diffetiation — to varying
degrees.

It is likely that this fracture partially damageduketspinal cord at that level at
the time of injury sufficient to irritate and patfly impair the function of the
spinal cord with typical features of severe loadipain, impaired sensory and
motor function below that level. It is probable ttls@me of the spinal cord
injury was limited by the prompt application of gliat at the scene (limiting
movement of the spine that could have further imgethor bruised the spinal
cord). It is possible that the severity of the gpioord symptoms and signs
started to ease by the time the patient reachquithbbecause of the splinting.
It is also likely that mobilising the patient, hagi him sit upright for a three-
hour car trip home and subsequent mobilisation Wdave exacerbated the
partial injury to the spinal cord and is consisteith the finding of more
significant spinal cord impairment when examinegl tiext day.

Emergency Medicine standards regarding Thoracineipijury

Approximately 30% of spinal injuries occur in thHeotacic spine. Textbook
discussions of spinal injury tend to emphasise negkies; thoracic spine
injuries are often discussed generally, without Imdetail.

A standard and accessible textbook of Emergencyidvedis available in

many EDs, published by the American College of Eyaecy Physicians:
Tintinalli JE, Kelen GD et al (eds). Emergency Mmae — a Comprehensive
Study Guide (Ed.) 2004, McGraw-Hill.
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Chapter 256 (by Barob Bi, Scalea TM: ‘Spinal Conjuties’), deals with
general principles on pages 1578 and 1579 (bolchasip is mine):

‘Once patients are stabilised a. detailed neurological examination

should be performed... The presence of neck or back pain, or urioary
fecal incontinenceclearly defines the patient at risk for spinal cord

injury ...’

‘A complete initial neurologic examination must be dcumented for
appropriate comparison should a patient deterideste. Motor function
for muscle groups should be tested and recorded anscale of O to 5.
The level of sensory loss should be determined. G® proprioception
or vibratory function must be investigated to examme posterior
column function. Deep tendon reflexes should be tiesl.’

‘Certainly one of the real dilemmas facing the ician in ED is
identifying which patient requires evaluation forpatential spinal cord
injury. ... Thus it is prudent to completely imaged evaluate all patients
with the possibility of spinal cord pathology.’

It deals with imaging of thoracic spine injuries page 1580 (Thoracolumbar
spine):

‘Plain films of the thoracic and lumbar spine dne tnitial examinations
generally used to image these spinal levels can be difficult to image
the upper thoracic spine adequatelyeven if maximal power of the x-ray
beam is used, .Patients with point tenderness and normal films area
special subset, CT scanning can be useful in thislset although the
yield is low. The thoracic spine has inherent diigbirom the rib cage.
Few fractures in these patients will be unstableerAatively, patients can
be treated with analgesics and investigated seddgtif symptoms persist.

‘More recently, CT has assumed a much more impbntale in the
imaging of spinal injuries. Plain films can be imjeet and may miss a
number of such patients .CT scanning is indicated in almost all
patients with proven bony spinal injury, subluxatiorfey patients with
neurological deficits but no apparent abnormalitieson plain films,
those with severe neck or back pain and normal plaifilms ...’

An Australasian textbook has some guidance viaagtein on spinal injuries:
Wassertheil J. Spinal Trauma, Chapter 2.3 in CamBralelinek G et al (eds).
Textbook of Adult Emergency Medicine"t2d.), Churchill Livingstone 2004.

It has a list of ‘Essential Points’ about spinaluima that includes:
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A lack of neurological symptoms and signs does neliminate spinal
column injury or spinal cord at risk .

A patient can be ambulant and still have a majotetoeal injury, even a
potentially unstable one.

However, it has little detail about thoracic spinguiries except to note that
‘most thoracic spine injuries are stable.” On p&geit states ‘The following
summarises key points in medical imaging of spirmima’:

« ‘Initial examination must include a supine lateral flm. The sensitivity
of this film (for detecting fractures) is reported as varying between
65% and 85%.

« Bony definition is best demonstrated by CT
It emphasises the need for thorough documentafitmeaneurological system:

‘A thorough examination of the peripheral nervous sgtem is
required. It is strongly recommended that both motor andsegy
examinations be undertaken ...’

Thus, these standard textbooks point out that @ik and neurological
symptoms warrant a high index of suspicion for tinee, the importance of a
detailed comprehensive neurological examinatioa, littmitations of plain X-
ray of the spine (that miss approximately 25% attures) and that CT is the
better examination to detect bony injury (detectrirtually all fractures).

ACC has a guideline regarding low back pain (thehbar spine) and there are
Decision Rules guidelines regarding neck injurynfimal spine) but | am not
aware of any ‘standard’, readily available New Zedl guideline relating to
injuries of the thoracic spine.

ISSUES RAISED

1. Comment generally on the standard of care providgdir A] while he
was a patient in the Emergency Department

In general, this was suboptimal and | have detdhedboints below.

2. Please comment on the appropriateness of the aliobservations and the
actions taken as a result of the observations

A. Nursing Staff

Some of the clinical observations by nursing stadfe of a good standard
including triage assessment, regular recordingst@u@800h) and drug
administration. The nurse appropriately requesteaigesia and had this
prescribed.
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There were a number of suboptimal elements to theasimg
documentation:

* There are no recordings of vital signs after 1800h.

* The nurse who hand-wrote the discharge time as0"2(Ead initialled
this) later admitted that this time was an estimasethe patient had left
the ED while she was away. She also wrote that &0 ‘Given script
and dx’ (discharged). This is a ‘pseudo-accurate@rmf of
documentation; it would have been more accurateingply write
‘patient not in ED at ...h".

» The nurse later explained that the patient ‘had sofficiently
mobilised before | left the department’ but thesenb record of any
concerns in her notes; if she was sufficiently @ned after the patient
left ED she could have documented this and notifieddoctor?

* The nursing progress notes were minimal for a patwith spinal
injury. The only documentation of the patient's dition between
1630h and 21 30h was ‘remains stiff’ (2100h) arekl$ sore’ (21 30h
— when the nurse admitted that the patient wasdyrgone). The rest
is a brief outline of the management plan.

Overall, the nursing notes reflect a moderate depanre from the
standard of care. This may have reflected an impression from medical
staff that there was little concern about the mjur

B. [Dr D]

The clinical observations by [Dr D] were substagaven for a relatively
inexperienced doctor 3 years out of medical schi@wl.D] was aware of the
report from the ski field that his patient had #igant sensory symptoms and
that later his patient developed sensory symptonme leg but, crucially, he
did not fully appreciate the significance of these flags.

My specific concerns include:

* Documentation of the neurological examination wagimmal (2 lines),
even though this was the main reason that thematias transported to
hospital.

21n her response to the provisional opinion, RN Msonfirmed that “[Mr A] had not mobilized at all
when [she] was called out of the [Emergency] Deparit”. RN Ms F explained that she did not record
her concerns following her return to ED becausenttrenal X-ray report and Dr C’s order to discharge
along with the take-home script led her to assumaeMr A had mobilised satisfactorily in her absenc
RN Ms F also explained that she did not reviewrtigglical notes following her return as she was “busy
transferring other patients from resuscitation s Acute Assessment Unit]".
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* From his letter, it appears that he tested one titgdigght touch. He says
that he determined whether it was present or hgpertve or absent (i.e.
he did not test for subjective reduced sensatide)did not describe any
test for sensation of pain (pinprick), positiondbration any of which
could have been abnormal if performed carefullyhis explanation, he
does not indicate that he was aware of the ne&sktdifferent modalities.
He seemed to confuse testing sensation vs pain Whestated that the
patient ‘denied any pain to my palpation.’

» He did not appreciate that his tests for musclegsdmotor function) were
incomplete; he states that he asked his patierdilyeanoved all four
extremities. This normal limb movement excludes eakv or absent
response and implies normal tone and power.” Ehisdorrect and reflects
a basic lack of knowledge for a doctor. A patiesm enove a limb and still
have significant weakness; muscle strength is lysgedded from 1 to 5 in
any detailed assessment of neurological impairméntappropriate test
would be full power against resistance (of the examns counter-force),
for all major muscle groups.

« He did not test reflexes in the legs.

« The patient stated that while in hospital he feltaien’ numbness below
the level of his nipples down to his feet and tathad ‘slightly regained
movement’ in his legs but they were weak. This amsistent with his
fracture and with the medical description at thicfigkd.

The neurological assessment by [Dr D] reflects a rderate departure
from the standard of care for a doctor and may reféct some basic
deficiencies in his clinical knowledge.

It is likely that [Dr D] did not detect any abnorlitya because he took
insufficient heed of the patient's symptoms and leisamination was
incomplete.

The patient states that he repeatedly told [DrHa} he had ‘very strong pain’
in his upper back. This is consistent with the tinee that was eventually
diagnosed. In contrast, [Dr D] states, ‘the patermplained only of mild pain
in his mid-thoracic back’. The discrepancy, alongwhe limited neurological
assessment, suggests that [Dr D] ‘under-assesgefatient, especially in the
light of what we know now about the presence ohattire.

Furthermore, [Dr D] did not appreciate the sigrfice of the patient having
any neurological symptoms after such a fall. Fegliof pins and needles,
subjective impaired sensation and weakness witenaasy level along with
significant focal back pain at that level — all $sleeconstitute significant red
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flags that ideally would have activated a prompte® by his consultant or by
an orthopaedic service, regardless of any X-rays.

For a relatively junior doctor in a busy ED, the falure to appreciate the
significance of the symptoms possibly reflects inaduate training,
guidelines or supervision and seems to be a mild prture from the
standard of care.

It was reasonable to request spine X-rays as tanfiemsure as approximately
75% of fractures will show up on this.

Unfortunately, the net effect of these factors et he did not convey an
accurate description of the case in his handovipit&].

C.[Dr C]

As described above, it seems likely that [Dr C] wpagen a misleading
handover, along the lines that ‘there was a vaggtery of some numbness in
his legs but he was fine now and no weakness waglfon examination.” He
was presumably not aware of the limitations of tleeirological examination
performed by [Dr D].

However, his subsequent management of the cassubagptimal in a number
of ways:

* As a consultant with advanced training in Emergeviegicine, he did not
attend to the red flags associated with hearing éhgoung man had
sustained blunt trauma to the back with neuroldgsgaptoms, even if
these were apparently transient. It seems likedy tte did not read the
notes, as it is likely that the significance of tkpinal injury and
neurological impairment would have been evidermn(fthe medical report
at the ski field).

* He did not re-examine the spine-injured patienary stage during the
shift (a period of about 5 hours). During that tilee prescribed extra pain
relief at the request of the nursing staff so waara of the persisting pain
and spasm.

* He placed undue importance on the absence of angrrable fracture
in the upper thoracic spine: one of the most diffi@areas to assess on an
X-ray.

» He did not consider the need for CT to determineena@curately whether
there was a fracture; nor did he raise this pd#silsater in his letter of
response. It is not clear whether he realisedithigations of plain X-rays
and the role of CT in investigating fracture astlavel.
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* His management plan was somewhat risky: withouéxanining the
patient, knowing that there had been some neumdbgymptoms, he
planned to only ‘reassess the patient if he wasblen@#o mobilise
independently and with ease.” This suggests thawde prepared to risk
exacerbating or eliciting spinal cord injury by iy the patient mobilise
without medical supervision.

* He wrote a script for one week’s worth of painkilend had this given to
the patient without any personal explanation. These and patient could
reasonably have interpreted this as a fairly firlanpnot to review the
patient.

* His documentation was minimal.

Overall, as supervising consultant, [Dr C] appearsgo have missed the
significance of the spinal injury and neurologicalsymptoms at handover,
did not review his patient or the notes, did not ralise the limitations of

the X-rays, did not consider ordering a CT, made aisky plan to mobilise

the patient without medical supervision and indicagéd a default plan for

the patient to depart without further review.

This represents a moderate departure from the starard of care expected
of a doctor with advanced training in Emergency Medtine.

A heavy workload could act as a mitigating factor.

Emergency Medicine senior doctors will all empaghigith (and recognise)
the stressful predicament of supervising a busy otahha Emergency
Department: trying to monitor the workload, manabeir own patients,
provide advice and supervision for other doctors mmrses and having to take
risks in how they allocate their attention betweempeting demands. It is an
unfortunate and unpleasant scenario that is alctsmomon. Patient outcomes
are inevitably compromised when an ED is overloaaiedl this case may well
be an illustration of the risk.

However, there are strategies to help containribiaiand they include:
* Documenting concerns about the workload at the tiftbe risk.

* Being attentive to ‘red flags’ amongst the chaadtiformation overload.
This is one of the core skills of an Emergency Mexdi specialist.

In this case, the other two ED staff and hospiéalehnot provided evidence of
the extent of the workload and | note the patieai;mment that ‘I remember
the emergency department being very empty by the tve left . . , we also
went straight past the doctors and nurses statitvout any hint of stopping
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us.” This does not disprove that there was an exeedoad (patients and
family may not see the full extent of the workload)

Thus, while a heavy workload could act as a sigaift mitigating factor, it is
difficult to comment further on the issue of woratbthat day without any
other information to corroborate or quantify it.

3. The appropriateness of the assessments and iratestis) performed. (If
applicable) what other assessments and/or invéstigashould have been
undertaken?

As outlined above, the assessment performed byD|appears to have been
suboptimal. He did not appreciate the significarafe the neurological
symptoms reported by the patient (and the ski fildtor); he did not make an
adequate neurological examination.

This was at the least, a mild departure from the sindard of care for a
relatively inexperienced doctor.

The decision to request plain X-rays was a readeriabt step.

A CT of the spine ideally would have been perfornmedthe basis of the
technical difficulty associated with interpretindaim X-rays of the upper
thoracic spine and the history of significant néagacal symptoms.

[Dr C], the consultant, should have personally eexad the patient. If he had
perused the referral letter from the ski fieldfdne had interviewed the patient
in any detalil or if he had undertaken an expertraiegical examination, he
would almost certainly have elicited the presentsignificant neurological
risk.

This was a moderate departure from the standard ofcare for a
consultant.

If the patient was to be mobilised (a major decisioitself), a doctor should
have personally reviewed the patient first and khbave supervised this.

This was a mild—moderate departure from the standadt of care for a
consultant.

4. Whether appropriateness of the instructions givegarding mobilising
[Mr A] and discharging him from hospital

This has been addressed in the comments above.

The instructions given by [Dr C] to the nurse, tobitise the patient, were
risky. Knowing that the patient had (at least terapty) some neurological
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sequelae of a back injury, he made an unwise @ecisit to review the patient
himself. He appears to have placed undue emphagsisiormal spine X-ray.

From the clinical notes and the report of the nuitsseems that no detailed
instructions were given by [Dr C] as to what wowdrrant concern enough
for him to assess his patient.

Overall, the decision to ask the nurse to mobilis¢he patient, without
reviewing the patient first or supervising the mobiisation himself,
represents a moderate departure from the standard focare, especially
when no detailed advice was given to the nurse.

From the instructions reported by the nurse, thevipion of script for

painkillers and his own report, it appears that {IJronly expected to review
the patient if he was not mobilising easily. Howeuse wrote an order for
moderate pain relief / sedation (Tramadol and Opam® hours later and it
seems that the request for this did not promptthineview the patient.

No discharge advice was given although this mayeheaflected some
misunderstanding about when [Mr A] should leavedbpartment.

[Dr C] indicates that he only intended to assesspitient ‘if he was unable to
mobilise independently and with ease.” Otherwisseems that he had no plan
to assess and advise the patient. In a patienthadoneurological symptoms
of spinal cord injury, even if the doctor was comed that these were
transient symptoms, it would have been importardadeise the patient of the
warning symptoms of delayed sequelae that wouldramarurgent review.
Examples of such warning symptoms would includerrebf any weakness or
change in sensory sensation, possible bladdeneelldysfunction.

He would also ideally advise the patient of thesgmlty of gastric irritation
and bleeding from the Ibuprofen anti-inflammatoryedication that he
prescribed.

In general, the absence of discharge advice regardj the pain-killers and
the possibility of worsening neurological symptomsepresents a moderate
departure from the standard of care. The mitigating factor may be the
miscommunications outlined below.

5. The standard of communication between clinicalff staf

In general, this was a series of miscommunicatifiisD] assessed the patient
first and it appears that he did not adequatelydhbe clear findings (and
concerns) outlined in the letter from the ski fidkltor.

[Dr D] did not clearly communicate the extent otir@ogical symptoms when
he documented his notes and handed over the cfide @.
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[Dr C] did not clearly communicate to the nurse flyenptoms or signs that
would warrant review: he documented a brief planopilise and discharge
home if no problems’).

[Dr C] presumably was not particularly concernedewtasked to prescribe
more pain relief. Writing a discharge script prolgateinforced to the nurse
and the patient that discharge was effectively ungsy.

The nurse may not have clearly communicated themtat symptoms back to
the doctor. The patient reported that ‘Moving causgnificant pain in my

back and shot what felt like lightning bolts thrbumy body, my muscles were
very tight and getting spasm throughout my lowedhybad told the nurse about
this’. These significant debilitating symptoms pably reflected neurological
irritation. The extent of these symptoms was naudeented by the nurse. It is
not clear whether the nurse appreciated their fsoginice (keeping in mind that
she had no written guideline). It is not clear whid any, of these symptoms
were relayed to the doctor. However, this would mte been an issue if [Dr
C] had reviewed the patient himself.

The communication to the patient was suboptimaleeially the absence of
discharge advice.

Overall, the communication between clinical staff \as moderately below
the standard of care....”
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Appendix B

Independent advice to Commissioner — Emergency Mecine

Further advice

Dr Clearwater provided the following additional exgency medicine advice:

“Thank you for asking me to review the responsesmiyp initial report
regardingthe appropriateness of the care provided by Whangaun District
Health Board to [Mr A] at Wanganui Hospital on 12 September 2007.

I have readcopies of the following correspondence from/receilig the HDC
Office since my initial report:

HDC'’s extension of notification letter to [Dr D], arked ‘N’ (Pages 49—
51).

[Dr D’s] response, marked ‘O’ (Pages 52—64).

HDC'’s extension of notification letter to [Dr C],arked ‘P’ (Pages 65—
67).

[Dr C’s] response, marked ‘Q’ (Pages 68-72).

HDC’s extension of notification letter to WhangaridHB, marked ‘R’
(Pages 73-74).

Whanganui DHB’s response with enclosed informatithom the
Emergency Department’s Clinical Director, Cliniddurse Manager and
[RN Ms F], marked ‘'S’ (Pages 75-96).

| have also reviewed copies of clinical notes metato [Mr A’s] subsequent
care following his departure from Whanganui Hodpitecluding:

The referral letter from [Dr B] to [the major pud]li Hospital, dated
13 September 2007 (Pp 97-98).

The ambulance report regarding the transfer of [Mr from his
[accommodation] to [the public] Hospital (p 99).

The operation report regarding spinal surgery peréal on 14 September
2007 at [the public] Hospital (p 100).

The report of the CT scan of [Mr A’s] thoracic spinperformed on
14 September 2007 (Pp 101-3).

The follow-up MRI scan of the spine performed onSEptember 2007 (Pp
104-5).
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* The operation note relating to the second spinajesy performed on
18 September 2007 (Pp 106-7).

» Transfer letters for [Mr A’s] discharge from [theulgic] Hospital to the
[spinal unit] dated 27 September 2007 (Pp 108-112).

» A discharge letter from the Spinal Rehabilitaticenice dated 24 October
2007 (Pp 113-114).

* Follow-up Orthopaedic Department reports from [thédspital dated
between 24 October 2007 and 5 November 2007 (PpllB).

* A final discharge summary from the Spinal Rehadtilin Service dated
12 December 2007 (Pp 119-120).

| was asked to review the above documents andathvesfollowing:

[At this point, Dr Clearwater lists the questiorsked of him, which he repeats in his
advice. This has been omitted for the purpose &fity.]

PREFACE

The responses have provided a lot of useful supgiéany information. |
would like to clarify some points, in light of soroéthe responses received.

Diagnosis and ‘stability’ of spinal injury.

Spinal injury usually elicits a high level of attem in the practice of
Emergency Medicine. Special concern relates to nmdete spinal cord
damage that teeters on the border of permanentyjnith a view to
preserving the remaining neurological function aptimising recovery.

There is a lot at stake: complete spinal cord ynjusis a poor prognosis for
recovery. There is little room for error; the spimard runs down a non-
expansile space behind the vertebral bones. Avelatsmall amount of extra
pressure on, or swelling in, the spinal cord caultein impaired circulation

and critical damage.

Emergency Medicine clinicians are taught to belargi for the signals of
borderline impairment in an alert patient — sympgomf pain, sensory
changes (‘pins and needles’ sensations or impaeedation) and degrees of
weakness. These warning signs indicate possihliieadrinjury but they also
give hope of recovery and represent a better pigriban complete weakness
or sensory loss.

28 November 2008 H)'( 45

Names have been removed (except Whanganui DHB/\Wainddospital) to protect privacy.
Identifying letters are assigned in alphabeticatier and bear no relationship to the person’s actual
name.



Health and Disability Commissioner

Any such symptom, even if transient, constituteaagor ‘red flag’ for spinal
injury and warrants intense attention, includingmabilisation until tests
confirm that the spinal cord is out of danger.

To quote from Chapter 272 of the Emergency Medi¢eeabook, Tintinalli
JE, Kelen GD et al (eds). Emergency Medicine — anfr@hensive Study
Guide (8" Ed.) 2004, McGraw-Hill; Larson JL, ‘Injuries toehspine’, page
1711 (bold emphasis is mine):

‘Acute bony or ligamentous injuries and injuriestiwiactual or
suspected neurologic deficits are best referred to the spinal surgeton
institute proper acute treatment ... which can misanithe
development of delayed instability and pain synd®m

‘Patients should remain in spinal immobilization until definitive
diagnosis and evaluation of CT and MRI are made by the spinal
surgeon.’

Another relevant quote from an Australasian texkbaemphasises the
importance of attending to ‘red flags’ in spinajuiry [Wassertheil J. Spinal
Trauma, Chapter 2.3 in Cameron P, Jelinek G etds)( Textbook of Adult
Emergency Medicine (8 ed.), Churchill Livingstone 2004]; Page 52:

‘Spinal cord injury is one of the most disablingqusing major and
irreversible physical and psychological disability the patient and
permanently affecting their lifestyle. The emotipnaocial and
economic consequences affect the individual, fanfignds and
society in general.’

This chapter lists some ‘essential’ points thatude the following (quoted in
my initial report):

* Physical examination alone does not assist in tlagrbsis of
unstable vertebral injury unless deformity is gross

A lack of neurological symptoms and signs does atintinate
spinal cord injury or spinal cord at risk.

* A patient can be ambulant and still have a majatel&al injury,
even a potentially unstable one.

The records from [the public] Hospital, where [M} Was seen the day after
leaving Whanganui, indicate that he had sustaingidraficant unstable injury
of his thoracic spine that placed his spinal card precarious condition.

The bony spinal canal is sometimes described asd&vcolumns of stability:
the front of the vertebral bony block (‘anteriodwon’), the posterior part of
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the bony block (‘middle column’) and the interlongi posterior bones that
form the boundary behind the spinal cord (‘postedolumn’). An injury to
one column alone can be counterbalanced if theh@ratolumns are intact.
[Mr A] had an unstable fracture of all 3 columnsa-very unstable situation.

The CT scan report for [Mr A], performed on 14 Sepber at [the public]
Hospital, includes:

[0 ‘unstable 3 column injury of T3 (the third thorasiertebra) with a
fracture involving the anterior and posterior vestal body and
horizontal fractures through both facets which pegched...’

[0 The T3 vertebral body had collapsed 60% in thetfaomad 40% in the
posterior aspect.

[0 One vertebra (T3) had slipped 4 mm out of positiorelation to the
one below (‘retrolisthesis’).

0 A fragment of fractured bone measuring 7 mm haadh Ipeshed
backwards into the space of the spinal cditalarrows the spinal
canal at this level.’

This emphasises the point that his spinal cord iwaes precarious state. Any
mobilisation of the spine increased the risk offtsilg unstable bone
fragments, exacerbating swelling and bleeding, iamginging more on the
cord.

[Public] Hospital surgeons operated promptly tdositge the fractures with
metal rods and screws and a bone graft. The operatbte commented (P
100), ‘He understands that the aim of surgery istabilise his spine and to
relieve ongoing pressure on the spinal cord.’

In light of this, [Mr A] was very fortunate that ltkd not sustain more severe,
permanent spinal cord injury when he started to ihsebat Whanganui
Hospital and then sat in a car for a three hopriome. For example, it was
fortunate that he did not have a heavy fall or that the car did not brake or
swerve suddenly. Any of these could have resuitedare severe damage.

ED workload and staffing.

The Chief Executive Officer, Mr Musa, stated th#bere was one senior
Emergency Department doctor and one junior Emesg&spartment doctor
on duty on each of the afternoon and evening $i{t§'6). | presume that he
actually meant the day and evening shifts.

However, [Dr C] mentions that he was the sole dootoduty for this shift,
confirmed by the Clinical Director (P 86): ‘we ris#ld the risks associated
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with a single doctor and how this affected (hig)igtto review the case at the
bedside. Solo shifts are now avoided where possible

Typically, an afternoon/evening shift runs from @B0to 2400h (including
staff overlap at handover). The data provided byngéaui Hospital (P 77)
indicates that 22 patients presented during timag,tiapart from the 7 who
presented between 1500h and 1600h (one of whom[Mmag\]). Thus, the

staff on the afternoon shift were managing hando¥em the day shift (the
number is not given) as well as 22 new patients.

Triage statistics are only available for the fudl Bour period (P 79). There
were 3 cases in Triage Category 2 (to be seendmctor within 10 minutes),
16 (31% of cases) in Triage category 3, 25 caségiage Category 4, 8 in
Triage Category 5 — a total of 52 cases in 24 housf these patients were
triaged away to another primary care facility. 3@Pall patients were admitted
— a moderately high percentage, consistent wittoderate acuity workload.

Emergency Medicine doctors are expected to safalyage an average of 1 to
2 patients per hour — depending on acuity and hgckFhe figure would be
closer to 1 per hour in a high-acuity ED.

Apart from the handover cases, the new presenta#iteh averaged 2.7 per
hour. Thus, a sole doctor on this shift was presentith a workload that was
well above the accepted reasonable level.

SPECIFIC QUESTIONS

1. The standard of care [Dr D] provided to [Mr A] takiinto account the
additional information from [Dr D].

[Dr D] described himself as a ‘junior member of tBmergency Department’
at the time that he saw [Mr A], having graduategears earlier. He was
working under supervision.

[Dr D] clarified a number of points:

[0 He confirmed that he was aware of the referringtaite concerns
about significant spinal injury and that the patidrad impaired
neurological function at the accident scene. In tierds, he
‘recognised the following “red flags”: fall (approwately) 5 metres,
back pain, hard collar & backboard spinal immolilian and a
history of neurological symptoms.’

[0 He describes performing a comprehensive neurolbggsessment of
muscle and sensory function in the arms and ledgssopatient and
that he was unable to elicit any impairment.
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[0 He admitted that his documentation was ‘perhapstad’, which he
attributed to ‘time constraints that | was underilegimanaging the
busy ... Emergency Department’ and that ‘When prefsetime in a
busy emergency department, | do not write out tivenal findings of
‘normal light touch sensation and normal pain & pemature
sensation.’ ‘I believe this is a practical appro&mfemergency Room
documentation.’

[0 He states (page 57) that he sought his supervisaivgce ‘At the
conclusion of my physical examination ... | then dissed the case
with my colleague, [Dr E] ...’

[0 He emphasises that he handed over the pertineettaspf the case to
the consultant, [Dr C], including the red flags memed above as
well as ‘the development of emerging neurologicgmgtoms
(unilateral lower extremity sensory changes), ..dfany impression
of a possible spinal fracture ...” He states tha@als® provided the
referral note from the doctor who assessed [MrtAha scene of his
injury.

However, there are some points of concern.

A. [Dr D] states that he had a particular interest aperience in
neurophysiology and neurosurgery, including beivgarded ‘Clinical
Rotation Honours’ in a neurosurgery clerkship dgitims medical training.
Thus, one could expect a higher than average tduahderstanding of the
standards expected, including a high level of dcntation of
neurological assessment, particularly for a patighb was about to be
handed over to a colleague.

Neurological assessment for spinal injury is tyjlycaepeated over a
period of time to measure change. It is importantaf doctor to record in
some detail what was checked so that a subsequantimation has a
baseline. This does not need to be highly detdilgd? lines is below the
expected standard and would have made it diffimrltanother doctor to
determine what, if any, modalities had changed.

B. [Dr D] emphasises that he only had one contact \Wh A]. He then
describes discussing the case with his superviBorH], ‘During this
discussion, [the house officer] interrupted to mfome that ([Mr A]) was
beginning to experience numbness of his left logdremity. | instructed
[the house officer] to replace the hard cervicdlaccand requested that
([Mr A]) remain supine to maintain spinal precausd

This report (of new sensory changes) represenigndisant neurological
development that would usually warrant urgent nevioit [Dr D] did not
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review his patient and did not document anythingualthis development
in the notes. This may have assisted the doctortatiothe handover — a
doctor who was, by his account, overloaded witleottork.

Thus the last neurological piece of informationnsgdo have been a new
neurological impairment that was not documentefbibowed up.

In summary:

 There is now evidence that [Dr D] did undertake appropriate
neurological examination.

« [Dr D] insists that he gave a clear handover of gasient’s significant
history and ‘red flags’ to his supervisor ([Dr E)d then to the consultant
starting the afternoon shift.

» His neurological documentation in this case ofi@ltneurological injury
was suboptimal, falling mildly below the standasgpected of a relatively
junior doctor with special interest in neurologyitigating factors were
workload and the lack of a template or form to lgadocument the
neurological examination.

» His actions relating to being informed of new néogccal symptoms was
at least mildly below the standard to be expedtézhlly he would have re-
assessed his patient and certainly should haventattied this significant
development in his notes.

2. The standard of care [Dr C] provided to [Mr A] tagiinto account the
additional information from [Dr C].

[Dr C] confirms that he is vocationally registeriedNew Zealand in the field
of Emergency Medicine and that his qualificatiorai®JK Fellowship in the
College of Emergency Medicine which he completed2006. This is a
separate specialist college to the local Austratastollege for Emergency
Medicine (ACEM) and it does not have automatic sfecognition. His

experience included being a Senior House Officer #o months in

Orthopaedics.

He was the only ED doctor on a busy shift and wadeu some pressure
having to manage several patients at once: ‘atithe | felt that | had more
pressing issues to deal with.’

[Dr C] was not convinced by the potential spingliig ‘red flags’ listed on the

referral: ‘the notes were suggestive of possihjeries based on the superficial
examination on the ski field. We were told that #eamination was very
quick ... The overall impression from the ski fieldsvnot of a definite spinal
injury. By the time the patient arrived at our depeent he did not have any
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definite neurology diagnosed by the attending doct@he referral letter

described ‘nil sensation in legs’ at the time glig and ‘pins and needles
both legs from waist down’ at the scene, and a iBiaval Diagnosis of ‘Back

injury ?fracture.’)

This is at odds with the description of the handogeen by [Dr D], as
described earlier.

Somehow, the significant development of new newiokd symptoms in the
patient’s leg was overlooked. [Dr D] had not re@atdhis new neurological
symptom in his notes.

In his follow-up letter, [Dr C] does not seem tkiaowledge that his patient
had the red flags of a significant spinal cord &ode injury. He states that,
‘on the basis of a normal X-ray finding and a higt@f no significant
neurology | felt that soft tissue injury was the shdikely diagnosis. As a
consequence | assumed that it would be safe taugighe patient to attempt
mobilisation to ... finally clear him clinically. Iekel that Dr Clearwater is
rather overstating the possibility of exacerbaspgal injury ... by attempting
to assess ... mobility.” He notes that ‘thoracic spimjuries are rarely
unstable ...’

These comments stand in contrast to the points nraday preface. The

presence of even transient neurological symptorosldrave acted as a ‘red
flag’ of potential spinal cord injury, warrantinggbonged immobilisation until

a CT or MRI cleared the spinal canal. [Mr A’s] injuvas indeed ‘unstable’
and it was inappropriate to start mobilising hinmsupervised, as a clinical
test.

[Dr C] refers to a textbook algorithm for blunt éuraa to justify his use of
symptomatic treatment once plain X-rays are cl@amtipali 6" edition page
1579). But this is not an appropriate use of thgorihm. The decision
pathway is based on there being no ‘Neurologic cisfi whereas the
information from the referring doctor’s letter afrdm [Dr D] both included
significant neurological deficits, including the weonset of unilateral leg
sensory changes. Had this algorithm been followeatrectly, the
recommended investigation would be CT and/or MRI.

| feel that [Dr C’s] standard of care was modesatedlow that expected of a
vocationally trained specialist, based on the feifg points:

* Itis my impression that [Dr C] has an incomplet@kledge of spinal cord
injuries. He did not recognise the significant ‘feays’ that were conveyed
by the two doctors who had personally assessedAMiHe may have
overlooked an evolving neurological symptom.
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* The decision to ask the patient to mobilise withmedical supervision
was risky, especially in light of what we know abthe unstable nature of
the fractures. [Dr C’s] management plan was thengnway around: ‘I did
consider ordering a CT’ (of the spine) but he wdribe patient to mobilise
first.

* In his last letter, he does not acknowledge thesrikat he took, even with
the benefit of hindsight: ‘I do feel that mobiligira patient with normal X-
ray and no definite neurology is a valid and safey wf assessing the
extent of their injuries, especially in thoracidrepinjuries which tend to
be inherently stable.’

[Dr C] understandably points to a heavy workloadaawsitigating factor. He

had to prioritise his time amongst several unwatignts. He notes that, ‘had
there been other doctors available | would havéevesd the patient at the
time. | intended to review him as soon as timevedid.’

* However, most Emergency Medicine specialists wcwgle recognised
that this clinical picture warranted high priorityr attention, especially
when the patient developed new neurological symptdinwas a high-
priority scenario with significant risks.

» It would have been a reasonable strategy to askrthepaedic service to
review the patient and take over his care at ary estage. Most
orthopaedic services would recognise the red feags could reasonably
have been expected to arrange further investigation

* It would have been a reasonable strategy to regu€sdt scan of the spine
first, before considering mobilising the patient.

The key problem seems to be that [Dr C] did nobgadse the red flags of a
case of high-risk spinal injury. This lack of reodtgopn was at the core of his
subsequent actions, including giving limited instions to the nurse to
mobilise the patient and writing out an early deagje script to be given to the
patient, reinforcing the message to the nurse ifadicectly to the patient) that
there was no significant injury.

There are two potential mitigating factors.

The first is that [Dr C] was a relatively new sgist, trained in the UK under
a system that differs from Emergency Medicine pcadn Australasia (via the
Australasian College for Emergency Medicine). Myderstanding of spinal
injuries, my quotes from textbooks and my commemts based on the
Australasian system and standards.
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The second factor is workload. As outlined earligre workload was
unreasonably heavy. Busy pressured workload carersely affect the
judgement of any doctor. In a busy ED with multiplek patients to manage
and a heavy chaotic information load from multipgources, it is
understandable that [Dr C] might have been unablereflect on the
significance of the ‘red flags’ that were presertedim.

If he had reviewed the patient personally, the iEgance of the spinal injury
might have been more apparent. If he had the tonmeview the records and
reflect on the case in a more considered way, heoi® likely to have chosen
a more appropriate strategy.

» | consider this issue of workload to be a signiiitcanitigating factor.

* However, | am concerned at [Dr C’s] insistence newvehindsight, that his
strategy was safe and appropriate. There seem® ta bomponent of
incomplete knowledge of spinal injuries and thé&gisssociated with his
mobilisation strategy.

3. [Dr C’s] review of [Mr A’s] X-ray films.

The radiology report confirms that there was namiicant fracture visible on
the X-rays undertaken at the time and it was reasderthat [Dr C] did not see
a fracture.

As described previously, [Dr C] did not fully appiate that a significant bony
and nerve injury could still have been presenthis scenario, that spinal
fractures are difficult to diagnose in X-rays oé thpper thoracic spine and that
CT scan was an appropriate follow-up investigation.

4. According to [Dr C], ‘the most likely sequelae whsat as time went on the
fracture caused further localised oedema resulting spinal cord
dysfunction which became more obvious the followila&y [13 September
2007]. Please comment on the appropriatenesssofiew.

Ultimately, a spinal surgeon would be best placedjive expert comment.
However, there probably was a component of oedeswalljng) developing
subsequent to the initial injury and that would édaleveloped even if the
patient was fully rested.

However, | quote from the Emergency Medicine tegtbchapter on Spinal
Trauma (Wassertheil J. Spinal Trauma, Chapterr2 3ameron P, Jelinek G
et al (eds). Textbook of Adult Emergency Medicir®?(ed.), Churchill
Livingstone 2004; Page 52:

‘Observations from two studies suggest that pogsipleventable
neurological deterioration may be due to one or enof the following:
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* The injury not being recognised initially...

* The onset of the secondary effects of the spimdliogury involving
oedema and/or ischaemia

» Aggravation of the initial spinal cord lesion byamhequate oxygenation
and/or hypotensioflow blood pressuie

» Aggravation of theinitial spinal cord lesion by inadequate vertebral
immobilisation.’

In this case, all factors were present excepthind.t

Mobilising the patient may have significantly exdmsed the oedema and
contributed to collapse and shift of the fractuwreéhte degree that one fragment
was significantly pressing on the spinal cord attime of surgery. | doubt that
any spinal surgeon would have countenanced maiglighis patient at any
stage prior to surgery because of the risk of eckeatig the damage.

One piece of evidence for the adverse effect ofilisabion is the patient’s
account of events (P 04). Having been asked to Imetand carried into the
car, his symptoms worsened: ‘by the time | got badme] | could not move
any part of my legs at all and the numbness hatiagé¢o intensify along with
the pain between my shoulder blades. Two of my snasel to carry me from
the car to a bed ... | was in a huge amount of paththe feeling in my legs
was very scary.’

5. Based on vyour review of the further responses ffbmD], [Dr C] and
Whanganui DHB, please state whether you wish tonanamy aspect of
your previous advice, giving reasons for your view.

Regarding [Dr D] he provides evidence that he did undertake
comprehensive neurological examination, that he &delquate clinical
knowledge for his stage of training and that heegan appropriate
handover to [Dr C].

| cannot explain the discrepancy between the dasums of the clinical

features noted by [Dr D] and those described bypéigent. The patient
stated that while in hospital he felt an ‘alien’nmoness below the level of
his nipples down to his feet and that he had ‘syjgfegained movement’
in his legs but they were weak, whereas [Dr D] donbt detect any
weakness. The patient stated that he repeatedly[fol D] that he had

‘very strong pain’ in his upper back whereas [Dr $€d4ted, ‘the patient
complained only of mild pain in his mid-thoraciccka The patient’s

description of his symptoms in ED was consisterthwhe spinal cord

injury that was finally diagnosed at [the publicspaal].
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As outlined in question 1, [Dr D’s] documentatiomasvsuboptimal and he
should have personally reviewed [Mr A] when he Hedhat new
neurological symptoms were developing.

Regarding [Dr C] my basic concerns remain, as outlined in que&ion

Heavy workload was more evidently a mitigating éacand probably
adversely affected [Dr C’s] ability to make a calesed judgement on this
case.

There seems to be an issue of limited knowledgpiofal injuries.

Appropriateness of assessments and investigations.

All of these issues involved decisions that werggaied by the heavy workload:
* A CT scan should have been ordered at an earlg.stag

» Consideration could have been made to referring#tient to the Orthopaedic
service.

* The decision to mobilise [Mr A] without medical few or supervision was
suboptimal.

* Documentation and communication are often adveraffigcted by heavy
workload.

* The limited documentation by nursing staff probatd@flected the impression
from the consultant that there was no significapiry or danger.

6. Please comment on the changes that [Dr D], [Dradd Whanganui DHB
have made since the events in guestion. Have theeoss in this case been
adequately addressed?

According to the Clinical Director, ED staff ‘haveviewed and improved their
knowledge of spinal trauma’ which is commendabletba latest responses of the
specialist and Clinical Director (addressed elsewhn this response) indicate
some lack of insight.

Improvements in documentation and handover are andable. However, the
Clinical Director has specified (P 85) that, ‘Thipplies particularly to [Dr D’s]

use of abbreviations.” The issue was more thatltweimentation was too brief in
relation to documenting neurology and failed toomporate significant new
information (the development of sensory changekerpatient’s leg).

A commitment to avoid ‘solo’ medical shifts is pedly the most important
improvement, so long as this is actioned (which kgl a recruitment challenge).
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The improvement in instructions to patients willuzeeful.

7. Please outline any recommendations you may havhifocase.

For reasons outlined in various parts of this reporecommend that the staff
undertake an externally-run educational update pnas injuries: ideally
supervised by a Fellow of the Australasian ColleageEmergency Medicine or a
regional spine specialist. Some emphasis could laeeg on assessing subtle
symptoms and signs of incomplete spinal cord injury

It would be useful to have a template to easilyorémeurological findings. An
example is on pages 60—61 of the textbook by CamBralelinek G et al (eds).
Textbook of Adult Emergency Medicine"(2ed.), Churchill Livingstone 2004.
The regional spinal service may have a suitablepkati®. Advantages include
faster documentation as well as acting as a prdmpthe systematic graded
documentation of abnormalities.

As an aside, the Clinical Director mentioned tha tlepartmental educational
resource included the 2000 edition of the aforeroaet textbook: this could be
updated with the 2004'2edition.

Staffing of the ED needs to be addressed as a pyricmacern, as advised by the
hospital’'s response. However, recruitment shogfalhy be a continuing problem
and there is always the risk of short-notice sisknd@\ fall-back contingency plan
would be useful to manage the risk on any unddestaghifts. Components of
such a plan could (and may already) include:

* Formal notification for the community and patiediging staffing shortages,
to help manage their expectations and as a compohémformed consent to
limited treatment.

* A policy and system to spread the load by recrgitther services to assist
with ED patients: either by assessing selectedalskait patients directly
(without awaiting an ED workup first) or by acceyfireferrals at a lower
thresh-hold. For example, the orthopaedic servizgdctake over the care of a
patient with a history of spinal trauma, back paial sensory symptoms.

» Offering options for selected patients to accetsrative urgent care (e.g. by
providing free vouchers for some patients to attdredlocal A&M clinic) —
this is a strategy with some risks but may be béli@n major delays in seeing
low-acuity patients. Note that recruitment shol$falre usually associated with
a component of un-used budget that is availablenftgating measures.

Regarding the discharge process, it would be usefbhve a policy that patients
should only receive discharge prescriptions whesy treceive their discharge
summary at the same time.
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As far as | can determine, there are no speciahstisis hospital with Fellowship
of the Australasian College for Emergency MedidiRACEM). Ideally there will
eventually be such specialists on staff but recreitt is a challenge. There could
be a case for inviting one or more visiting FACEMsprovide regular periods of
input into systems and training in the departm@&iis system is used in some
Australian provincial hospitals with benefit in lpeg standards consistent around
the country.

Finally, as suggested in my original report, it Wbbe useful for clinical staff to
be advised early of any significant complaints,ludeng advice to consult with
their professional body or indemnity insurers whpreparing their initial
responses. Such a policy would certainly be cossistith the recommendations
of medical indemnity insurers as well as the stesh@anployment contract.

8. Are there are any other aspects of [Dr D], [Dr @ &Vhanganui’'s care that
you consider warrant additional comment?

The follow-up comments by the Clinical Director (Bp-87) in his letter dated 18
June 2008 indicate that he may not have fully apated the seriousness of the
injury sustained by [Mr A] and that he may stilMeasome gaps in his knowledge
of spinal injuries. His report is discordant withetpatient’s own description of
events (Pp 04-5).

My concerns include the following comments:

‘[Dr B] (the referring doctor who initially assesk¢he patient at the scene) was
not convinced by the neurological findings as msvjsional diagnosis is ‘Back
injury ?# ... No mention of a spinal injury.” (P 83)

O The referral letter (P 33) clearly indicates concabout a spinal cord injury:
the patient initially ‘had no sensation legs’, thac back pain, ‘pins and
needles both legs from waist down’ and it queridthature ‘?#'. It could not
state that there was definite fracture without am) It documents that the
patent was placed on a spinal board. These areuivoeql descriptions of
spinal cord injury ‘red flags.’

He suggests that the referring doctor should hakened the Emergency
Department to activate appropriate assessment i(PEE3 & 84).

O The referral letter was unequivocal in its desariptof a significant spinal
injury and had sufficient information to alert ¢tirans at the hospital. It is
helpful for a clinician to phone ahead with impottanformation but it should
not be essential to an adequate assessment.

In hospital, ‘At no stage does (the patient) evention concerns relating to lack
of movement or weakness in the extremities.’
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O It has already been established that documentatias suboptimal, that
workload impeded a thorough assessment or reviemtaan patient was only
medically assessed once in the five and a halfshbarwas in ED. The only
detailed evidence that we have in this respedtas of the patient (P 04): ‘I
still had strong pain between my shoulder bladesrapeated his fact to the
doctor on several occasions. The feeling in my Mgs very alien to me, a
numbness spreading from my nipples down to my tded slightly regained
movement in my legs but was very weak.’

0 When he was told to mobilise, he describes, ‘Idtrireoving as much as
possible and managed to sit up on the side of ¢aebloit in a lot of pain and
still feeling quite weak.’

0 He describes telling the nurse of pain and sensgmyptoms in his back and
legs and being reassured that ‘it was becauseedirthising.’

‘(The patient)’s ability to leave the departmenthwihe assistance of two female
friends is strong evidence of his motor capabditiewould suggest that it would
have been impossible to successfully transfer foaoh to chair and chair to care,
with untrained female assistance in the presencsigfificant paraparesis or
paraplegia.’

0 This statement contrasts with the points made in prgface about the
difficulty excluding spinal cord injury. Relying othe development of full
paraplegia would have been inappropriately latecdofirm a diagnosis of
precarious spinal injury.

O It belies the patient’s account: ‘An orderly broughwheel chair over and
helped me into it. This was not an easy processtagalised me a significant
amount of pain.’

In relation to a normal X-ray: ‘With a fracture éxded, the whole complexion of
the case changed. No longer was it a high riskasmase, it became a low risk
soft tissue injury.’

0 Again, this statement contrasts with the princigespinal injuries outlined in
my preface. The ‘red flags’ of significant spinedima, local tenderness and
neurological features (even if they are transiestif) presents a significant
possibility of precarious spinal cord injury.

On Page 85, he states that, ‘he made a near ¢oleey in a short space of time’
0 The patient was under the care of the Spinal Umiit his discharge 3 months
after the injury.

The Clinical Director also attributed the delayesirological symptoms solely to
the late development of spinal oedema (Pp 82 & 84)nentioned in question 4,
the patient clearly describes deterioration inrfi@arology after he was mobilised:
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the major symptoms were present by the time hgeatihome from the ED, three
hours later.

[Dr D] states (Pg 57) that he discussed this caisewith [Dr E] (presumably as

the supervising consultant on his shift) and that E] was present when they
were informed that the patient had developed newabegical symptoms in his

leg — there is no indication that this informatiaffiected their management of the
case apart from requesting replacement of a calkither doctor reviewed the
case with this important new symptom in mind.

Thus the Clinical Director may have some gaps & understanding of spinal
injuries, even though he acts in a supervisory aolé in the face of assurances (P
85) that, ‘all clinical staff...have reviewed and improved their knowledge of
spinal trauma.’

A mitigating factor is that the Clinical Directos not a specialist in Emergency
Medicine. The standard of knowledge and skills @mmbers of the Accident &

Medical Practitioners Association is not so dethiler focused on hospital

emergency care as it is for specialists in Emengéfedicine.

As mentioned earlier, FACEMs visiting and occasilynaorking in the ED could
be a useful support for the Clinical Director ansl $taff.”
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Appendix C

Independent advice to Commissioner — Emergency Mecine
Expert review of providers’ responses to Commissiar’s provisional opinion

“Thank you for asking me to review the CommissiGmepdated report regarding
the appropriateness of the care provided by Whandaistrict Health Board to
[Mr A] at Wanganui Hospital on 12 September 2007.

| was also interested to see the correspondenoetfie new CEO of Whanganui
DHB, [Ms F], [Dr C] and [Dr D].

... From the report of the CEO, it seems that improvemare already underway,
in the spirit of the Commissioner’s recommendatidrge re-design of the ED and
the commitment to minimum staffing levels will beb@nefit to patients.

You highlighted a couple of passages in the |latsgionses.

[Dr D], in his letter, suggests that he gave ademuaformation about his
assessment of [Mr Al in his verbal handover atghd of his shift. He questions
whether documentation would have added anythinfulise

It is disappointing that [Dr D] has apparently gty appreciated a key issue in
the Commissioner’s opinion regarding the importaotelocumenting clinically
significant points in the notes.

One could argue that it is even more importantaeelgood documentation during
a busy shift — even though it is more difficulttédke time to document well.

Three doctors were apparently aware of [Mr A] depelg new neurological
symptoms in his leg at the time of handover (afiex neck collar had been
removed). None of the evidence adequately clarifiry the patient was not
reviewed at that time nor given a higher priority apoint noted by the
Commissioner. However, | am confident that this rsgwmptom should have been
documented. It is a basic standard of care, emgdddy the Commissioner,
ACEM J[Australasian College of Emergency Medicinea] w&ell as the Medical
Council.

At the risk of stating the obvious, the Medical Goili of New Zealand Guide to
Good Medical Practice states, regarding ‘Keeping conds’
www.mcnz.org.nz/portals/0/ guidance/goodmedpragittf€Page 6, excerpts):
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4. You must keep clear and accurate patient rectivatsreport:
« relevant clinical findings

« decisions made

Make these records at the same time as the eventsng recording or as
soon as possible afterwards.

Thus | can only reiterate that [Dr D] should inddeye documented significant
neurological symptoms, signs and new developmdnits risky to otherwise rely
on nurses to convey verbal reminders.

[Dr C] has questioned when he should have reviejMdA] and whether it
would have made any difference.

This is a disappointing comment as it suggests {Bat C] has not fully
appreciated the points raised in the Commissiormgaitgion (or in my advice).

[Dr C] defends his management of the case on this lizat he was not told of any
serious symptoms or concern and that the X-rays wlegar.

| don’t want to reiterate the full details of thpimion but in response to [Dr C’s]
points, | suggest that he should have prioritispgraonal review of his patient on
the basis that this young man had significant negrcal risk that could have
presaged permanent long-term disability — fromhis¢ory of injury and from the
subsequent symptoms elicited by [Dr D]. That is&y, he should have reviewed
the patient early in the shift, rather than later.

| would like to think that if he had personally rewed the patient and his records,
he would have elicited the significant history ojury (including the unequivocal
concerns detailed in the referral letter), thegudts subjective on-going symptoms
and would have realised that the case was morg tin first realised. Thus, |
believe that an early review would have prompted to consider ordering a CT
and/or asking for an orthopaedic review.

| am also concerned at ... his plan for mobilisatdda spine-injured patient .... |
have already spelled out why | believe that histegly was very risky —
essentially, that he would risk exacerbating artabie spinal injury by asking the
patient to mobilise with a view to precipitating sgening pain or worsening/new
neurological symptoms.

Later in his letter, he stresses ‘that there wer@aew neurological symptoms’ that
he was aware of during the shift. However, thigfidittle significance: a spine-
injured patient who is lying still in bed, not mayg, is quite likely to have no new
symptoms — after all, that is the point of immadiitig a spinal injury: to prevent
further damage. It does not reduce the likelihobdignificant spinal injury being
present.
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However, | concur with [Dr C’s] points that he w@esaling with a heavy workload
and therefore had to make difficult judgement cabisut prioritising all the cases
in the ED, based on limited information.

This last point is crucial. There is plenty of eade that overloaded Emergency
Departments are a setting for increased morbidity mortality. This particular
case illustrates how that overloaded scenarioreasltate to poor outcomes. There
were components of suboptimal documentation, indetefhandovers, inadequate
time to systematically review patients, difficulhchrisky decisions made about
how to prioritise precious time amongst several elhwpatients, poor
communication between busy staff and patient miststdnding. It exposes any
gaps in the knowledge of busy staff: there isdlittme to reflect on cases — and
no free time to read up about them.

Another way of considering this is to ask: wouldstpatient have had the same
outcome if the ED was well-staffed and the consultaad time to personally
review the notes and the patient in a timely maPnehink that it is unlikely —
although this case did expose some limits in tlaé’stunderstanding of spinal
injuries.”
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Appendix D

Independent advice to Commissioner — Radiology

The following expert radiology advice was providéy Dr Mark Coates, a
musculoskeletal radiologist:

“Introduction

I, Dr Mark Coates, have been requested to prowidependent expert advice
about whether Wanganui Hospital's radiology seryicevided [Mr A] with an
appropriate standard of care on 12 September 200dnhderstand that
independent expert emergency medicine advice éstaig obtained.

| have read and agree to follow the Commissione@Gsiidelines for
Independent Advisors’.

Summary of qualifications, training and experienceof expert
MB ChB (Otago 1989), FRANZCR (1999).

Current post: Musculoskeletal Radiologist at Clkhsrch Hospital, Private
Bag 4710, Christchurch, New Zealand.

[At this point, Dr Coates lists the documents pdex to him and a précis of the
background of the case. These have been omitteddqrurpose of brevity.]

Expert Advice Required

1. Please comment on the appropriateness of the émpretation and reporting
of [Mr A’s] radiographical films on 12 September 2®7.

Whilst the T3 fracture is identifiable in retrospen the swimmer’s view from the
cervical spine series, this is not well seen ang iinderstandable that this may
have been overlooked initially.

2. A peer review of [Mr A’s] radiographical films by W anganui Hospital
clinicians on 12 September 2007 noted that the T8aicture was ‘visible on
the ‘swimmer’'s view of the cervical series’ but ‘wa not visible on the
thoracic spine views’. Wanganui Hospital’s cliniciams also agreed that the
T3 fracture was ‘an extremely difficult fracture to identify on the available
films’. Please comment on the appropriateness of ése views.

The views taken for the thoracic spine were appatgrin retrospect there is some
loss of height of the T3 vertebra on the AP vieut, &s is often the case, this is not
well seen on the lateral view. This is a notorigudifficult area to visualise on
plain radiographs and the views taken are standdashy centres, including my
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own, accept the limitations of plain radiographstliod upper thoracic spine and
proceed to CT if there is clinical concern (ie,naal symptoms/findings or an
appropriate mechanism of injury).

3. Are there any aspects of the care provided by Waanui Hospital’'s
radiology service that you consider warrant additimal comment?

No further comment warranted.”
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