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Parties involved

Mr A Consumer

Dr B Provider/Orthopaedic surgeon
DrC Orthopaedic consultant

DrD Orthopaedic consultant

Dr E Orthopaedic surgeon
Complaint

On 18 February 2008 the Health and Disability Cossminer (HDC) received a
complaint from Mr A about the services providedryB. The following issues were
identified for investigation:

Whether Dr B provided adequate information to Maldout hip replacement
surgery and postoperative care in September 2007.

Whether Dr B provided Mr A with appropriate treatmeand care in
September 2007.

Whether a Private Hospital provided Mr A with apprate treatment and
care between 18 and 25 September 2007.

Whether the Private Hospital provided adequate rimftion to Mr A about
the hip replacement surgery and postoperative cdaetéween 18 and 25
September 2007.

Whether a District Health Board provided Mr A widippropriate treatment
and care in September and October 2007.

Whether the District Health Board provided adequiatermation to Mr A in
September and October 2007.

An investigation was commenced on 10 July 2008.
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Information reviewed
Information was received from:

e MrA

 DrB

* Operations Manager, Surgery, the DHB
» Chief Executive, the Private Hospital

Mr A’s clinical records were obtained from Dr BgtRrivate Hospital and the District
Health Board (the DHB). The Private Hospital alsovided a copy of its booklet

‘Total Hip Joint Replacement’ and the document ‘®ations covering practitioners

at the Private Hospital'. All information gathereads provided to the independent
experts and reviewed during the course of thisstigation.

Independent expert advice was obtained from coarsulbrthopaedic surgeon
Dr Garnet Tregonning and is attached at Appendix A.

Information gathered during investigation

Preoperative assessments

On 4 April 2007, Mr A, aged 62 years, consultechopaedic surgeon Dr B at his
rooms to discuss hip joint replacement surgeryAViwho was a fit, athletic man, had
been suffering hip pain for some time.

On examination, Mr A had difficulty walking, anceRion deformity of both hips, the
right being the more severe. X-rays taken of Mr Aigs that day confirmed that he
had severe osteoarthritis of both hips.

Mr A recalls that he asked Dr B about the risk®aisged with the surgery. He clearly
remembers that Dr B told him that there are thihgs can go wrong, such as cutting
through a nerve, but this is rare, because hergttypcareful”. Mr A asked how he
would be affected if a nerve were cut. Dr B replibdt he would be unable to move
his foot properlyl] that he would drag his foot. Mr A asked how lohgttwould last
and was told, “forever”. Mr A said that gave hinbiaof a shock, but he didn’t want
to think too much about it, because he knew he ewdd get his hips done. He
remembers that Dr B told him that he would “cut tbp off the bone”, but did not
give him a long lecture about any problems. He msslthat this was because he
didn’t want to scare him. Mr A does not recall atigcussion about other possible
complications, including the risk of dislocationt any of his preoperative
consultations with Dr B.

2 H)'( 22 December 2008

Names have been removed to protect privacy. Ig@miifetters are assigned in alphabetical order and
bear no relationship to the person’s actual name.



Opinion 08HDC02404

Dr B stated that when he saw Mr A in April 2007 fiocreasing pain in his right hip,
he discussed hip surgery and postoperative managedeB advised that it is his
usual practice to provide general information abitwgt surgery to his patients. He
normally tells his patients that they will be indpital for three to seven days and will
only go home when they can manage stairs on thaicltes, need only oral pain relief
and are confident and comfortable to be at homeB ias a website that provides
more detail about the orthopaedic surgery he pmdprand he advises patients to
access the website if they require further inforomat

Dr B did not document this discussion in his nates his follow-up letter to Mr A’s
medical practitioner.

Mr A stated that Dr B never mentioned his websiiewd hip replacements.

Mr A did not have health insurance. Dr B advisedAvthat it was unlikely that ACC
would fund this hip replacement surgery (Mr A hadlfan accident a few years ago)
and referred him to an orthopaedic surgeon, Dr E.

Dr B advised that he “templatedMr A for total hip joint replacement (THJR)
surgery at this assessment. Mr A does not remebeieg templated by Dr B.

On 26 July, Mr A returned to see Dr B to discussdptions for surgery, because he
was unable to see Dr E until 29 August 2007. Drd®ised him not to make a
decision until he saw Dr E, but if the wait for gery was too long, to return and he
would arrange for him to have the surgery in thegte sector.

Following his consultation with orthopaedic surgéamE, Mr A contacted Dr B again
to discuss his options and finally decided to hehes surgery privately and to have
both hips operated on at the same time. Dr B aedifgr Mr A to have the surgery at
the Private Hospital on 19 September 2007. Mr Aestdhat he was unsure about
having both hips operated on at the same timeDb#& said that it would “get it over
and done with”, that he would be “fine” as he wiashd healthy, and it would mean
that he needed only one anaesthetic.

Dr B advised that he templated Mr A again preopezbt He explained that the
Private Hospital staff order the type of prosthebs wants to use, and the
manufacturer sends a whole kit containing the ceteptange of sizes, as the final
size implanted depends on the final bréacsed during the procedure.

! This involves a plastic model of the prosthesisdpéaid over the patient's X-ray to judge the sife
the prosthesis needed to restore the original emedb arrangement. Each manufacturer of prosthetics
supplies the plastic models for their products.

2 Instrument to prepare the bone for the implant.

22 December 2008 H)’( 3

Names have been removed to protect privacy. Ig@miifetters are assigned in alphabetical order and
bear no relationship to the person’s actual name.



Health and Disability Commissioner

Arrangements for surgery at the Private Hospital

The Private Hospital advised HDC that the surgsams$ponsible for communicating

to the operating theatre any surgical prosthes#s) kets or any specialised equipment
to be used during the procedure. Bookings are maadleek prior to the surgery, or

earlier if the surgeon’s list allows, and the Tihealeam Leader or senior nurse
managing that operating list is responsible foreardy the equipment the surgeon

requested.

Dr B has been credentialfe@t the Private Hospital since 1996 and has had his
credentials reviewed and renewed annually sinae ¢imethe recommendations of the
Private Hospital’'s Credentials Committee.

Clinical audit takes place at multiple levels a ®rivate Hospital. The main criterion
for clinical audit, ‘Reportable Clinical Eventshdludes unplanned returns to theatre,
transfer to Intensive Care, readmission to thea®eiHospital, and death. Reportable
events are reviewed by the chair of the Medicaligaly Committee (MAC) and the
Director of Nursing every two months and actionirigiated with consultants as
required. These actions are discussed further théghMAC at its regular meetings.
Every six months the reportable events are collatethe Quality Co-ordinator and
reported to MAC. Trends are highlighted and anyessaddressed as required.

The Private Hospital — 18-25 September 2007
On 18 September 2007, Mr A was admitted to thed®iHospital for bilateral total
hip joint replacement surgery the following day.

The Private Hospital provides patients admitted Hiqr replacement surgery with a
booklet, ‘Total Hip Joint Replacement’. Pages fared six of the booklet detail the
complications that may occur following hip jointptacement surgery under the
headings infection, blood clots, dislocation anakkening.

Mr A signed a two-page consent form for the surg&he first page had a section for
the request and consent for anaesthesia, and aorsectlated to possible
accompanying documentation, such as resuscitatiolergy enduring power of
attorney and living will. The second page of thenfodetailed the surgery to be
preformed and had a section for consent for bloodyrts.

Surgery
Dr B advised HDC that Mr A’s surgery, which commedat 8.10am and finished at
12.25pm on 19 September 2007, was uncomplicated.

The operation note indicated that the “acetablums debrided of soft tissues and
reamed 56mms and a 56mm RM cup inserted. The ferasibroached to a No. 6 on

® This involves the clinician’s competence to preetbeing examined and approved.
“ Hip socket.
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the right and a No. 7 on the left and the appro@r®5 stem inserted. A 28x3.5mm
Sulox head was applied.”

Dr B stated that there was considerable bleediag fthe right hip because of the
diseased bone, but the hip was stable when retbeaie apart from the bleeding there
were no particular problems with the surgery ohegithip. A drain was inserted, the
skin closed and a Tegaderm dressing applied. DndBred intravenous antibiotics for
Mr A for 24 hours.

Postoperative care

Mr A’s right hip dislocated in Theatre Recovery whge was turned to check the hip
for bleeding. Mr A does not recall being consciaudkecovery or being aware that
his right hip dislocated at that time. He was talibut the dislocation by nursing staff
later that day.

The clinical notes indicate that Mr A’s postoperatcare on the ward in the first 24
hours was routine. He had an epidural for pain mement and, because there was
some postoperative bleeding, was given replacemetravenous fluid. The
appropriate precautions were taken when moving Mewsuring that he was turned
with pillows between his legs to prevent interrahtion.

Dr B saw Mr A at 7am on 20 September, noting tleatMas comfortable and moving
his legs well. Dr B documented his instruction lte hursing staff to remove Mr A’s
surgical drain and to mobilise him when the epitware off.

Mr A recalls that on the morning of 20 Septembés,right hip dislocated when one
of the ward nurses turned him to check the bleedliogn his right hip wound. At
10.30am Mr A was taken for a postoperative X-raypath hips. The X-ray revealed
that Mr A’s right hip had dislocated and the left lvas subluxed.Dr B was notified
and advised that he would return to see Mr A tliggr@oon. Dr B administered a
sedative to Mr A and initially attempted to relasdhe hip in the ward. Mr A’s wife
was present and became distressed. At 3.30pm, Mas\taken to theatre, where Dr
B relocated his hips under epidural anaestheticAMvas returned to the ward in an
abduction splint.

The next day, Mr A was transfused with two unitdlafod. Dr B reviewed him twice
that day and saw him again on the following twosdayr A was mobilised according
to Dr B’s mobilisation protocol. He had no furthdislocations, but on 24 September
he felt a “click” in his left hip. Dr B examined Mk and his hip was X-rayed again,
but no dislocation was seen. Mr A was dischargedenon 25 September.

® Partially dislocated.
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26 September — first dislocation at home

Mr A recalls that the first night he was at homéolwing his discharge from the

Private Hospital, he stretched in bed at 2am asdeffii hip dislocated. He telephoned
the Private Hospital for Dr B’s telephone number BDadvised Mr A to telephone for

an ambulance and go to the Public Hospital. Mr Ked<r B if he would meet him at

hospital. He recalls that Dr B said, “No. They Wbk after you.”

At 6.30am on 26 September, Mr A was taken by ammma@lado the Public Hospital
Emergency Department (ED) where an X-ray confirrtfeat his left hip prosthesis
was dislocated. At 9.15am, an ED registrar relatde A’s left hip prosthesis under
sedation of propofol and fentanyl. A post-procedxiray revealed that the relocation
was not successful and the orthopaedic registrarneéfied. A further attempt was
made under sedation, and was successful. Mr A sl fwith a Scott splint to

prevent flexion of his knee and hip. The ED registdiscussed Mr A with the
orthopaedic team and he was admitted to the Skaytl#it (SSU) overnight.

Attempts were made to contact Dr B but he was wailable. Dr B’s nurse was asked
to let him know about Mr A’s presentation at theblRuHospital. The contact details
of the relevant Public Hospital medical staff wéstt with the nurse for Dr B. Dr B
advised that, “as far as he can recall”, no onmftbe Public Hospital ED contacted
him about Mr A’s dislocation of his left hip.

On 27 September, Mr A was seen by the physioth&rapho supervised his mobility
with crutches and assessed his safety transfeimomg bed to chair, and negotiating
stairs. Mr A was discharged home at 6.36pm.

29 September- second dislocation at home

At 2.49am on 29 September, Mr A was brought inte Bublic Hospital ED by
ambulance with a further dislocation. At 5.19amE&nhregistrar relocated Mr A’s left
hip prosthesis. Mr A was fitted with a Scott bracel then admitted to the SSU for
review by the orthopaedic team. Mr A was seen lgydhthopaedic team at about
10am. He was fitted with an abduction brace andrméd that an orthopaedic
outpatient appointment would be made for him andt 48/ post, and he was
discharged at 12.43pm.

Dr B was contacted by the orthopaedic registrarBDsaid he discussed treatment
options with the registrar and requested that clamation be given to revising Mr A’s
left hip in the Public Hospital to put in a “longdread-neck to the femoral
component”, as Mr A was self-funding.

30 September- third dislocation at home

On 30 September, Mr A was again taken to the Puiispital ED by ambulance,

presenting at 10.39am with a further dislocatiomisfleft hip. The ED registrar noted
that Mr A had felt his hip “pop out” at 3am while kwvas in bed, despite wearing an
immobilising brace. An X-ray confirmed that the s dislocated. The ED registrar
relocated Mr A’s hip and referred him to the orthegic team.
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At 4.48pm, Mr A was told that there were no orthegia beds available. He was
advised that he was not scheduled for theatreddmgtbut would probably be on the
theatre list for the following day, 1 October. ADZpm Mr A was admitted to a ward
under the orthopaedic team.

On the morning of 1 October, Mr A was seen by qudealic consultant Dr D. Mr A’s
hip had remained stable, so he was discharged eviittches and a splint to be
followed up at the orthopaedic clinic on 5 Octo@07.

Neither Mr A nor Dr B recalls conversing after MisAhird admission to the Public
Hospital. However, Dr B recalls that he telephottezl orthopaedic registrar and then
the on-call orthopaedic consultant at this tim&atk about further treatment for Mr A.
He recalls that he repeated his earlier requestMinaA have a revision at the Public
Hospital because he was self-funding and, althdabghcould be done through ACC
as a treatment injury, it would take time for ptev@ector treatment to be processed
and approved. Dr B recalls that a second orthopammtisultant, Dr C, contacted him
to discuss Mr A’s case.

1 October— fourth dislocation at home

At 7.30pm Mr A was sitting at the dining table whiea felt his hip dislocate. The
ambulance was called and transported him to theliPutospital ED. X-rays
confirmed that Mr A’s left hip had dislocated. AnDEhouse officer and an
orthopaedic registrar attempted to relocate Mr &fs under sedation, but found the
relocation difficult. A second attempt at 2.16am2@ctober was successful. Mr A’s
hip was stabilised with skin traction with a 5kgigig and he was admitted under the
orthopaedic team. The ED notes record that Mr A el five hip dislocations since
19 September.

2—19 October 200 the Public Hospital

At 8am on 2 October, Mr A was reviewed on the wlaydhe orthopaedic registrar.
He planned to obtain Mr A’s Private Hospital recrdontinue the skin traction and
keep Mr A on nil per mouth until he was assesse®b. X-rays taken showed that
the initial uncemented femoral prosthesis had sigokiit had sunk down into the
shaft of the femur. Given the degree of subsidemzkthe instability, it was decided
to proceed to revision. Dr D stated:

“IMr A’s] hips were reduced under general anaesthby registrars at [the
Public] Hospital and were found to have a very tadirange of stability. The
X-rays demonstrate that the CLS prosthesis hadideibsn both femora. It
was my opinion that this was the cause for therreat instability, and that
non-operative management would be very unlikelyo¢osuccessful. It was
therefore decided after obtaining a second opifrem [an] orthopaedic
surgeon, that revision of both components was reduilt was felt that the
acetabular components had been implanted in adlextcand stable position
and were not required to be revised.”
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On 3 October, Dr D, the orthopaedic surgeon andtti®paedic registrar performed
bilateral revisions and total hip joint replacementMr A.

On 8 October, Mr A developed an infection in hghti hip wound. He was seen by
the orthopaedic registrar, who discussed the siuatith Dr D. Mr A was taken to
theatre the following day for a wash-out of his wduMaterial from the wound was
sent to the laboratory for culture.

On 10 October, Mr A was seen by the infectiousaliss registrar who recommended
that Mr A start on broad spectrum antibiotic cof@r Enterococcus, Pseudomonas
and Staphylococcus until the culture result waswkmoThe results were expected in
48 hours. The registrar noted the antibiotics obiok, two days of intravenous

vancomycin and imipenem via a PI€lihe, and that he would review Mr A in two

days’ time.

At 11.05am on 11 October, an intern pharmacistruecgtd that Mr A’s vancomycin
blood level be taken immediately before his 9pmedwesas given that day. The target
levels were to be within the range of 10—-20mg/LleVfels were outside this range the
infectious diseases team was to be notified.

Mr A was reviewed later that day by the infectiodseases registrar, who
recommended that Mr A start intravenous amoxygilientamicin and imipenem
because of new information received from the latmoyaabout the organisms cultured
from the wound wash-out.

On 12 October, Mr A was visited by the registeradse Care Co-ordinator to discuss
home antibiotic therapy. The plan was for the aotits to continue, with district
nurse supervision, after Mr A was discharged. HawveWr A had to learn how to
self-administer before discharge as the distriases were able to visit only twice
daily. He was to have blood tests twice weeklyhteak his gentamicin levels.

Discharge and sequelae

Mr A was discharged on 19 October 2007 with forros the twice-weekly blood
tests. The district nurse called every day to adsteén gentamicin to Mr A. He was
seen at the infectious diseases clinic on 31 Octahe had blood tests for gentamicin
levels on 2, 6, 9 and 13 November, and weekly Hftze

On 4 December, Mr A told the district nurse thatwees being troubled with vertigo.
The nurse contacted the infectious diseases teamsaw Mr A later that day. Mr A
was followed up by the infectious diseases andopdbdic teams until January 2008.

Mr A developed problems with his renal function,ieéthwas closely monitored by the
infectious diseases team at the Outpatient Cli@ic.22 January 2008, when Mr A
attended the Outpatient Clinic, he reported expeny vertigo, especially when
turning his head. It was worse in dim light and whealking on uneven ground. The

® peripherally inserted central catheter.
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infectious diseases registrar stopped Mr A’s aotibs, asked him to have his
gentamicin blood levels checked again and refehied to an ear, nose and throat
surgeon.

On 14 March 2008, Mr A was seen by Dr D, who notieat he was still being
troubled by vertigo, “presumably as a result of @@aricin therapy”. Dr D noted that
Mr A had submitted an ACC claim for this conditidvir A continues to be affected
by vertigo.

Code of Health and Disability Services Consumers’ ights

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

RIGHT 6
Right to be Fully Informed

(1) Every consumer has the right to the informationt thaeasonable consumer, in
that consumer’s circumstances, would expect toivecencluding —

(a)An explanation of his or her condition; and

(b)An explanation of the options available, includiag assessment of the
expected risks, side effects, benefits, and costmah option; ...

Opinion: Breach 0 Dr B

Information disclosure
Mr A was assessed by orthopaedic surgeon Dr B iforrdplacement surgery on 4
April and 26 July 2007.

Dr B reviewed Mr A’s X-rays and confirmed that hadhsevere osteoarthritis of both
hips. Mr A decided to have the hip replacement exyrgperformed privately, at the
Private Hospital. Dr B described the surgery anstquerative management: that Mr
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A would be in hospital for three to seven dayswandld go home on crutches after he
could demonstrate that he could manage stairs. Mpécifically asked Dr B what
risks were associated with the surgery. Mr A rectiiat Dr B talked about the rare
risk of damaging a nerve during the surgery, bdtrdit go into great detail. He does
not recall any discussion about other possible datpns, including the risk of
dislocation.

Dr B stated that he provided Mr A with general mf@ation about the surgery and
advised him to access his website if he requirecerdetailed information, but did not
record this in his clinical notes or in his letterMr A’'s GP. Mr A does not recall

being told about the website.

My independent orthopaedic consultant, Dr Garneegd®nning, advised that

dislocation following total hip joint replacemerit{JR) is one of the more common
complications following joint replacement and occur between 1% and 4% of cases
in the early postoperative period. Although thev&e Hospital provides a booklet
that details possible THIJR complications on admigsthis does not fulfil Dr B’s

duty to provide relevant and timely information abexpected risks. It would have
been prudent for Dr B to provide this booklet to Mduring the assessment process.

| am not satisfied that Dr B provided Mr A with faient information about the
expected risks, including possible dislocation, aondclude that he breached Right
6(1)(b) of the Code.

Standard of orthopaedic surgery and postoperatase c

Dr B advised that he templated Mr A again priothte surgery and ordered the type of
implant he intended to use. Dr Tregonning notedtype of implant Dr B used and
obtained specifications of this implant from thetdbutors. He templated the implant
against Mr A’s preoperative X-ray CD and, although was unable to accurately
template in these circumstances, he concludedthBtused an incorrect implant.

Dr B’s operation note gave no indication of any majs during the THJR surgery on
19 September 2007. He described the surgery a®fiyplccated” and noted that the
hips were stable when relocated. However, in thewery room Mr A felt a “clunk”
in his right hip when he was turned so that thewebdressing could be reinforced.

Dr B saw Mr A early on the morning of 20 Septemfagra postoperative check and
gave the nursing staff directions for Mr A’'s postagitive management. However, Mr
A believed that his left hip had dislocated in Remy and advised the nurses of this.
Dr Tregonning noted that no X-rays were taken of s hips at the end of the
surgery. He said that some surgeons will take %-raigile the patient is still under
anaesthetic, while others are happy to wait uhélnext day. When Mr A’s hips were
X-rayed at 10am on 20 September, the right hip feaad to be dislocated and the
left subluxed. Dr B was advised and returned MroAttteatre at 3.30pm to reduce
both hips under epidural anaesthesia. Dr B saw Mwike the following day and

10 H)'( 22 December 2008

Names have been removed to protect privacy. Ig@miifetters are assigned in alphabetical order and
bear no relationship to the person’s actual name.



Opinion 08HDC02404

once a day for the next two days. The only abnatynséen was some swelling to the
right hip wound.

On 24 September, Mr A reported that he felt a diickis left hip. A new X-ray was

taken and checked by Dr B later that day. Howetlegre was no evidence of a
dislocation at this time. Dr Tregonning noted tiat B was obviously concerned
about Mr A, because he saw him three times that day

Dr Tregonning advised that almost all orthopaedigsons experience dislocation as
a complication at least once in their careers. Thases are multifactorial and

determined by either patient or surgeon factoreRafactors include confusion and

dementia, neurological disorders, falls and traulteese factors were not present in
this case. The most important surgeon factor igastion of components of the hip

replacement. Other factors are failure to restoffe tsssue tension by either leaving

the limb short or failing to correct femoral offsand impingement from osteophytes

or cement.

Dr Tregonning opined that the cause of Mr A’s ealislocations was Dr B’s failure
to restore the anatomy when he did not offset éobly angle the prosthetic shaft) the
top end of Mr A’s femur. Dr Tregonning considerbdttthere were two likely reasons
for this occurring: either the offset and femomahdths were restored at surgery but
the implants subsided because of undersizing, ®rutidersized implants were not
identified because of inadequate assessment amtés stability immediately after
implanting. The second scenario is the most likely.

Dr Tregonning advised that the standard of Dr BJR surgery was suboptimal in
three areas:

» the preoperative templating.

» the assessment of the stability of the hips atithe of trialling the implants.

* the assessment of the postoperative X-rays, whiearlg showed the
undersizing of the implants.

Dr Tregonning advised that Dr B’s performance wobkl viewed with moderate
disapproval. | conclude that Dr B breached Righ) 4f the Code.

I note that Dr B has apologised to Mr A for the poatcome of his surgery.

Co-ordination of care — private/public

Mr A was discharged home on 25 September. At 7.1@ar26 September, Mr A was
admitted to the ED with a dislocation of his leip.hAttempts were made to contact
Dr B, but he was unavailable and a message wawigfthis nurse about Mr A’s
condition.

" Small boney growths.
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It appears that it was not until 29 September wkierA was admitted to the Public
Hospital with a further dislocation of his left hipat Dr B was advised that there was
a problem with Mr A’s postoperative recovery. DiMs contacted by the orthopaedic
registrar. They discussed treatment options forAMOn the morning of 1 October,
when Mr A’s hip dislocated for the fifth time and B was again contacted by the
orthopaedic registrar, Dr B recommended that MuBrsit an ACC treatment injury
claim and have hip revision surgery at the Publispital. Dr B also discussed Mr A
with two Public Hospital consultant orthopaedicgaans.

Dr Tregonning commented that this situation is amangple of the difficulties

encountered when an acute complication such a®cdisbn occurs when an
orthopaedic surgeon works only in the private systand does not have an
appointment in the public hospital. It is importdhat there is good communication
between the surgeon and the hospital, which oodurrethis case. Dr Tregonning
advised that Dr B’s follow-up care of Mr A was appriate. | conclude that in
relation to this aspect of Mr A’s care, Dr B didtfweach the Code.

Opinion: No Breach O The Private Hospital

| am satisfied that the Private Hospital providegrapriate services and information
to Mr A in the circumstances. | have noted thatBEDwas credentialled to perform

orthopaedic surgery at the Private Hospital, amdRhvate Hospital has a system to
identify and take appropriate action when any aslvegvents occur. The Private
Hospital also provides patients being admitted Higr replacement surgery with a
booklet detailing the procedure, possible complicet and postoperative

management.

Dr Tregonning advised that the Private Hospitavjated an “excellent” standard of

treatment and care to Mr A. He commented that linecal documentation was “very

satisfactory”. However, Dr Tregonning suggested tha consent form be improved
by including an acknowledgement that specific cooaplons had been discussed
preoperatively with the patient. | note that thev&e Hospital has agreed to review its
consent form in light of Dr Tregonning’s comments.

In my opinion, in relation to the information andre provided to Mr A in September
2007, the Private Hospital did not breach the Code.
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Opinion: No Breach O The District Health Board

Mr A was admitted to the Public Hospital on foucasions with hip dislocations after
his discharge from the Private Hospital on 25 Seaptr 2007, following bilateral
THJIR.

Dr Tregonning advised that on each occasion Mr As \edequately examined,
assessed and treated and appropriately referréidetorthopaedic team. Dr B was
consulted about Mr A’s admissions. When Mr A washatkd for the fourth time on 1
October 2007, after consultation with Dr B, it wagreed that Mr A would have
revision surgery performed at the Public Hospital.

As previously discussed, Dr Tregonning commented tba difficulty in the
New Zealand public health system where a few odbdf surgeons, such as Dr B,
work only in the private system, and the probleha tan occur if an acute situation
develops after the patient has been discharged tlhenprivate hospital. He noted the
importance of good communication between the hakpitd the private surgeon in
these situations, which occurred in Mr A’s case.

Dr Tregonning considered that it was unwise taMetA go home again on 1 October,
with an arrangement for him to be followed up byexperienced surgeon. However,
while this was “unfortunate and very inconveniefa’ Mr A, he believes that it had

no major bearing on the long-term result.

The revision surgery performed on Mr A at the Rublospital on 3 October resulted
in both hips becoming stable and not dislocatinghfr. Mr A’s gentamicin blood
levels were monitored regularly by the infectiousedses team, but he developed
problems with his renal function and balance asesult of this medication. Dr
Tregonning noted that the infection in Mr A’s righip was “very unfortunate” and
resulted in some long-term problems, but considdrati“no blame can be ascribed to
the [Public] Hospital surgeons or orthopaedic dipent”.

I conclude that Mr A received appropriate treatmemd care at the Public Hospital,
and that the District Health Board did not bredeh Code.

Follow-up actions

* A copy of this report will be sent to the Medicab@cil of New Zealand, with a
recommendation that the Council review Dr B’s cotepee, and to the Royal
Australasian College of Surgeons, and the New Aealxthopaedic Association.

* A copy of this report, with details identifying thparties removed, will be sent to
the New Zealand Private Surgical Hospitals Assamiaand placed on the Health
and Disability Commissioner website, www.hdc.orgfiozr educational purposes.
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Appendix A — Expert orthopaedic advice

The following expert advice was obtained from cdtasu orthopaedic surgeon Dr
Garnet Tregonning:

“I confirm that | have read the supporting inforioat as outlined in your
request.

* Three radiology imaging CDs, labelled, [Mr A], takibetween 4 April and
4 October 2007.

e Letter of complaint from [Mr A] to the Commissionerdated
13 February 2008, marked with an ‘A’. (Pages 1)to 3

* Notes taken during a telephone interview with [gisered nurse with
experience in orthopaedics] on 25 June 2008, masktbda ‘B’. (Page 4)

* Response from [Dr B], accompanied with clinical aets, received
10 April 2008, marked with a ‘C’. (Pages 5 to 61)

* Response from [Dr B], accompanied with clinicalamets, received 28 July
2008, marked with a ‘D’. (Pages 62 to 64)

* Response from [the Private Hospital], dated 12 Au@008, marked with
an ‘E’. (Pages 65to 112)

» Letter of response from orthopaedic surgeon [Drwaih accompanying
documents, received 20 February 2008, marked witfi'a (Pages 113 to
123)

* Response from [the] DHB, including clinical recardsarked with an ‘F’.
(Pages 124 to 442)

In addition | have read the response of [Dr B] @sponse to my questions
dated 17 September 2008 and finally | confirm thexamined a CD with X-
rays from [a radiology centre] containing the ARax-of the hips.

Overview of Events

[Mr A] first consulted [Dr B] on 4 April 2007 aftereferral from his general
practitioner. It is clear that he had severe osthats affecting both hips with
some early collapse of the right femoral heads Hlso clear that the degree of
osteoarthritis was such that bilateral total hipjoeplacement was indicated.

[Mr A] was referred by [Dr B] to [Dr E] at [the] Rlic Hospital and was seen
on 29 August 2007. The result of that consultats@s that [Dr E] concurred
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with total hip joint replacement and made arrangasiéo put him on the
waiting list at [the] Public Hospital.

In the meantime [Mr A] investigated the possibilitfiyhaving the surgery done
privately and finally it was agreed that it be daidthe Private Hospital] on
19 September 2007. It was also agreed that bots tipuld be done
sequentially at the same sitting.

The consent form for [the Private Hospital] wassig on 18 September 2007
but | note that there was no specification of thegible complications of total
hip joint replacements. Indeed | note on this dpedorm that there is no
provision of space for this documentation.

According to contact with [Mr A] by [HDC investigatf on
19 September 2008, it was agreed that some cortiphsavere discussed, but
[Mr A] did not recall any specific mention of diglation. He also states ‘that
he was reasonably sure that [Dr B] did not menti@presence of a website
which contained those complications’.

| note in the letter of [Dr B] to the Commissiordgated 28 July 2008 that on
4 April 2007 ‘I went over his surgery and postopeeamanagement’. [Dr B]
also stated that he had not documented this indtiss nor in the letter to the
general practitioner.

With respect to the operation itself, the operatimte gave no indication of
any mishap during the procedure. Indeed it wasritest as ‘uncomplicated’
in the dictation of the operation note. It alsotefiathat ‘the hip was stable
when relocated'.

| feel the relevant issues with respect to thege replacements and the
subsequent complication of dislocation includesftiewing:

1. The procedures were performed through a postepjaoach.
2. 28mm femoral heads were used.

3. With respect to the soft tissue repair ‘the capsamel short external
rotators were repaired with 2 Vicryl'.

4. A Spotorno CLS Zimmer prosthesis was used for émeokal component.
On the right side a No. 6 size was used and ofethside a No. 7.

5. No X-ray was performed on the operating table at dbnclusion of the
procedure but indeed was done the next morning.
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6. There was noted to be considerable bleeding froenright hip wound
postoperatively as noted in the subsequent letter[Dr B] of
23 March 2008.

In the recovery room it is noted that [Mr A] feltcunk in his right hip when
he was turned in recovery to apply extra paddinght ooze through the
wound. This was not recorded in [Dr B’s] letterl& August 2008. It was also
noted that the epidural continued to be used arsdwaaking well.

On 20 September, the day following surgery, theckh¥-ray which had
previously been arranged at surgery showed thatritite hip was fully
dislocated and the left was subluxed. No mentiomasle of any suspicion of
this when [Dr B] had examined the patient earkat imorning.

At 1530 on 20 September [Dr B] reduced both hipdeurepidural. | note that
there was no comment made about the stabilityedethips and it is not clear
whether this was checked at that time. After theseépidural was stopped. [Dr
B] wrote in the notes that ‘a check X-ray of thghti hip was okay’ at 1700
hours. | note that there was no comment about &lok bf offset in the
replacements which was readily apparent on thoseyX- The patient
remained in an abduction splint and then was resili

On 21 September the patient was checked by [DmBjv@ occasions and was
transfused two units of blood. He was also chetkedollowing two days and
the only abnormality noted was that there was semelling of the right
wound but there was no evidence of infection.

On 24 September [Dr B] documented that the patiewt ‘felt a click in the
left hip’. A new X-ray was taken and checked by [Brlater that day and it
was noted that it was satisfactory with no dislmsatl note that the patient
was seen three times that day which would seenmdizdate some concern
about the situation. Finally the patient was seer25 September by [Dr B]
when arrangements for discharge were made. Atithatthe nurses noted that
both wounds were clean.

[The Public] Hospital

1. [Mr A] was first admitted to [the Public] Hospitat 0718 on 26 September by
ambulance. He had apparently woken with his Igftdislocated.

The SHO in the Emergency Department attempted teuander sedation
but this was unsuccessful. Subsequently the OrddpaRegistrar on call
relocated the hip and this was confirmed on X-fldye registrar noted ‘easy
reduction appears stable’.
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Of particular note is that it is recorded thatéatpts were made to contact [Dr
B] who was unavailable’. Details were given to [Bs] nurse and instructions
were made to inform the Orthopaedic Registrarafhip dislocated again.

[Mr A] was kept over night in the short stay unitdaan abduction brace was
provided after he was seen by Physiotherapy. He alss seen by the

Orthopaedic Registrar before he was discharged fibe Emergency

Department presumably to be followed up by [Dr B].

. He was re-admitted by ambulance at 0249 on 29 Bdyete Apparently whilst

lying in bed he stretched and his left hip disledatt was questioned whether
the hip relocated on subsequent movement.

When he was seen in the Emergency Department thevéds dislocated and
the orthopaedic team was requested to review thenpaHe was seen by the
orthopaedic team of the day and confirmed that lees vitted with an
abduction brace. He was then discharged home watinuictions ‘Doctor will
arrange outpatient clinic appointment and senddsy' p

. The third admission was at 1039 on 30 SeptembeainAhe patient had the

hip dislocate at 0300 in bed as a result of minimal’lement, despite wearing
his immobiliser. He was subsequently seen by thieopaedic doctors who

admitted the patient to [the] ward because thereew® orthopaedic beds
available in the hospital at that time. He was kamrnight and was seen by
the Orthopaedic Consultant the next day and wahdiged to be followed up
at clinic on 5 October. [Mr A] was subsequentlyadnitted on the same day
by ambulance at 2225. It was noted in the Emerg&epartment notes that
there had been five dislocations since 19 Septemlig patient was then
admitted to hospital under traction and was seen ahy Orthopaedic

Consultant, [Dr C], who referred the patient onf@w D], who subsequently

took over the patient’s care.

[Dr D] then decided, after discussion with othetHdpaedic Consultants, that
the patient needed bilateral revision surgery whighs performed on the
3 October 2007. The surgery was performed by [Dr &fsisted by [an
orthopaedic surgeon] and [the orthopaedic registthrder anaesthesia, prior
to surgery, both hips were found to be quite urstphrticularly anteriorly. It
was thought that X-ray had demonstrated that thmlimncemented femoral
prosthesis had subsided.

Both hips were revised but only the femoral compdmevere exchanged. It
was felt that the acetabular components were énsedisfactory. According

to the operation notes no complications were enesed and the femoral
components were replaced with a size 5 Summit bifget stem on the left
side and a size 13 stem on the right side. Thewgre checked and found to
be very stable.
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Postoperatively the patient was on intravenousantits for 72 hours.

It was also confirmed that the new prostheses umeblthe use of 28mm
diameter heads. This was because the acetabulgroo@mts which were felt
to be entirely satisfactory required the use of 28head prostheses.

Following the surgery on 3 October, he did well far few days but
unfortunately developed a deep wound infectionha tight hip prosthesis
detected approximately five days following the suygwhen there was
erythema and discharge from the wound. [Mr A] wadeh back to theatre for
a wash out of the hip on 9 October. From the desfués Enterococcus
Faecalis and Pseudomonas Aeruginosa were isoldeedkas commenced on
Imipenem, Gentamicin and Amoxycillin as an inpatiand a PICC line was
inserted. Prior to discharge from hospital his l@otics were changed to
Amoxycillin, Gentamicin and Ciprofloxacin.

Follow up notes from the Orthopaedic and InfectiBiseases clinic which he
attended indicate that he developed some abnoymalitrenal function,

presumably secondary to Gentamicin toxicity. Iniadd he reported that he
had been troubled by vertigo, also probably du¢éhto Gentamicin. The last
clinic notes available to me from the orthopaediitic on 16 November 2007
and from the Infectious Diseases clinic of 4 Decen?007 indicate that the
patient was doing very well with no discomfort iis hips and it appeared that
the infection had come under control. It was alsted that his renal function
had returned to normal although he had some ongwigems with balance.

Dislocations following Total Hip Joint Replacements

This is one of the more common complications follayvjoint replacement
and has a variable frequency recorded in the titezalt is quoted as between
1 and 4% for early dislocations.

Almost all surgeons have experienced dislocatiom @®mplication at least
once in their careers.

The causes of dislocation are multifactorial andegally are considered under
patient factors and surgeon factors.

The most important patient factors include confnsand dementia as well as
neurological disorders and patients being pronalte and trauma. | do not
believe that any of these factors played a pattigicase.

Surgeon Factors

The most important is mal-position of componentshef hip replacement. In
addition a very important factor is failure to k@st soft tissue tension by either
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leaving the limb short or failing to restore cotrémoral offset. In addition
impingement can occur from osteophytes or cement.

Cause of Dislocation in this Patient

In my view it was a failure to restore the anatomgmnely, the surgeon did not
restore the offset of the patient’s proximal femur.

| believe there are two possible scenarios here.

. Offset and femoral lengths were restored at surgetyhe implants may have

subsided due to undersizing within 24 hours.

. The implants used were undersized, particularly watspect to offset. In this

situation it would have been expected that appat@rassessment or testing
for stability immediately after implantation wouldthave revealed the
instability.

In my view the second scenario is the most likely.
In support of this | make the following comments:

The surgeon implanted a size 6 135° CLS Spotommmifal component on the
right and a size 7 135° component on the left.

| have obtained the specifications of this impl&moim the distributors. The
size 6 135° implant has an offset ranging from 88rBto 38.8mm depending
on neck length used. It has an average of 36.3awlze 0 neck length.

The size 7 135° implant has a range of offsets fBmm to 40.1mm and
offset of 37.6mm with the use of a size 0 head.

Whilst | was not able to accurately template theoperative X-rays from the
CD provided, the fact that both femoral necks shbwetendency to varus
disposition, coupled with some significant centvalar has led me to conclude
that the use of an implant with a relatively higfset, probably at least 44mm,
was necessary. As mentioned above the offset usmedwas significantly less
than that.

X-rays were not taken at the end of the operatignaere taken the following
morning at [the Private Hospital]. Some surgeorefgorto X-ray the patient
while he or she is still under anaesthetic on therating table so that if some
unexpected abnormality (such as dislocation) isvshot can be corrected at
that time. | appreciate, however, that other sungexye happy to wait until the
following day and this is not uncommon practicéNiew Zealand.
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The X-rays taken on the morning of 20 Septembei7 20@xpectedly showed
that the right hip was dislocated, probably ant&rioand the left hip was

grossly subluxated. It is noted that at the time ¥iray was taken the patient
still had an epidural block working with resultalgcreased muscle tone.

After reduction of both hip replacements the ddipfeing surgery, the X-rays

taken demonstrate that the femoral componentsigndisantly under-sized

and, most importantly, have not restored the apatgpoffset. In addition |

note that both acetabular components were cemdalisompounding the
problem of offset. Otherwise the appearances ofattetabular components
look entirely satisfactory. The X-ray also indichtat both proximal femora
appeared to be slightly short.

Whilst postoperative subsidence is theoreticallgsiade (as suggested by the
[Public] Hospital surgeons), | think it is unlikelp this particular instance

given that the bone quality in this patient is dbece#, as shown on X-ray, and

the geometry of the CLS femoral stem, with its deulaper, makes it very

unlikely to subside. Also [Dr B] commented that thh@ach was very tight on

the right side at least. In addition at a periodgon after surgery the epidural
block was still working reducing the tone of the soles around the hip and
therefore making it less likely that subsidence Maccur.

Subsequent multiple X-rays taken over the next tweeks showed no
evidence of any further change in position or sidrste of the femoral
implants.

It is important to note that if indeed subsidena# @ccur postoperatively, it
would have been due to under-sizing of the Femorplants.

In summary | believe the cause of the multipleyedislocations was failure by
the surgeon to restore offset of the hips. It woaghear that at the time of
preoperative templating he did not appreciate theumt of offset required in

this case. | cannot explain why this was so.

In addition, even though he describes the stepsnaamtbeuvres he used to
assess the stability intra-operatively (as outlined his letter to the

Commissioner on 17 September 2008), and which lawset used by most
surgeons, he did not mention testing for lengttobgitudinal traction.

It seems to me that [Dr B] did not appreciate th&dbility of the implants
secondary to the failure to restore offset whichudchave been present and
obvious at the time of assessment intra-operativégiain 1 am not able to
explain why this was so.
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Expert Advice Required

1. [Dr B]

| believe [Dr B’s] care was entirely satisfactorytiwrespect to assessment of
[Mr A] at the first consultation and subsequentlyidg [Mr A’s] stay in [the
Private Hospital].

As mentioned previously | do have concerns, howereghree areas.

a)

b)

Preoperative templating. [Dr B] states that he tichplate the X-rays
preoperatively and concluded that a size 7 CLS falmomponent was
indicated. This has an offset of 35-40mm, dependanthe neck length
used.

I believe this was a misinterpretation given thedrmake wear of the
acetabulum as seen on X-ray and the shape of e dred neck of the
proximal femur.

To my eye an offset of the range of 44-46 wouldnme likely to be
indicated although as mentioned previously | wak aldle to accurately
template the X-rays on the CD provided to me.

| have no problem with [Dr B’s] use of 28mm femohaads as this is a
commonly used size of implant by surgeons througtiwiworld.

Assessment of the stability at the time of triaplamtation. It is clear that
[Dr B] did not appreciate the degree of instabiliythe time corrective
measures could have been taken. He concluded hbaintplants were
stable. This is assuming subsidence did not ocahoat time following
implantation.

Assessment of the postoperative X-rays. [Dr B]estathat the post
reduction X-rays were satisfactory on a number @fasions when it is
quite clear that the femoral components were uimbswith particular
reference to their offset.

| note that [Dr B], in reply to my questions, stathat he has had only one
other dislocation using this implant since 2002. dées not state how many
implants he has used however.

If this is true | find it difficult to explain theeason for both femoral implants
being under size in this case.
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2. Follow-up Care

Given the circumstances | believe [Dr B’s] care \appropriate. He had been
informed of the repeated dislocations by [the pjldHospital after [Mr A’s]
discharge from [the Private Hospital]. It appednmatthe did discuss the
subsequent management of [Mr A] with the Orthopadtigistrars and later
with an Orthopaedic Consultant who arranged to talex the care of [Mr A].

| think this was an appropriate response at tlaigest

3. [The Private] Hospital

In my view [the Private Hospital] provided a vergtisfactory standard of
treatment and care to [Mr A]. Documentation in kiwspital records was very
satisfactory and in my view the care provided wharoexcellent standard. It
is suggested that in line with other institutioti.e Consent Form for Surgery
at [the Private Hospital] be modified to includesection for the surgeon to
document the specific complications discussed thighpatient preoperatively.

4. [The Public] Hospital

It is well documented that [Mr A] was taken acutély ambulance to the
Emergency Department at [the Public] Hospital oarfoccasions after his
discharge from [the Private Hospital] — namely @) 29 and 30 September
and finally on 1 October. On each occasion he vdesj@ately examined and
assessed by the Emergency Department staff andidvéeappropriately
referred to the orthopaedic team of the day. Orfiteseoccasion that he was
discharged home on 26 September it is documentddattempts were made
to contact [Dr B] and finally a message was leftwfDr B’s] nurse. [Dr B]
did receive the information. There was no docuntenmain the [Public]
Hospital notes of contacting [Dr B] after the sujsent assessments in the
Emergency Department and the patient’'s discharge pu [Dr B’s] own
admission, he was contacted by the Orthopaedic sRagiwho discussed
further management with him. In addition [Mr A] penally contacted [Dr B]
on each occasion. | am therefore satisfied thatlsie communication with
[Dr B] occurred.

It is to be noted that the patient continued toaenunder the care of [Dr B]
after each discharge, not [the Public] Hospitahalgh it is documented that
an appointment was made to see [Mr A] later asugpatient.

This situation is an example of a difficulty in theew Zealand Public Health
system where a few Orthopaedic Surgeons such a8]Dwork only in the

private system and have no appointment to the puiaspital of the region.

This creates problems for the private surgeon (ed patients) when an
acute complication such as dislocation or infectboours after the patient has
been discharged from [the Private Hospital]. Inhsai instance almost always
patients are taken urgently to the nearest EmeygBepartment where they
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are assessed by the Emergency Department stafthandusually referred to
the Orthopaedic Department at the Public Hospitab \eal with the urgent
problem. In most cases the patient returns to #ine of the original surgeon,
as occurred in this instance. It is obviously vienportant that there is good
communication between the hospital and the prigatgeon in this regard. |
believe the evidence suggests that this did ocacuthis case. It could be
suggested that the Orthopaedic Department was anwitetting [Mr A] go
home yet again on 1 October but it is apparent dn@ngements were made
for the patient to be seen soon after by a surggtmexperience in treating
the situation. Whilst this was unfortunate and viegpnvenient for the patient
| do not believe it had a major bearing on the ltarg result.

At the time of the revision surgery performed o®©8tober both hips were
found to be very unstable when examined under #mesia prior to the
operation. Following the revision of the femorahgmonents both hips became
quite stable and had not dislocated subsequently.

The complication of infection in the right hip thaas revised is certainly very
unfortunate and has resulted in some long terml@mud for [Mr A]. It is
recognised that revision surgery within a few weekshe primary surgery is
certainly at a higher risk of developing a postagige infection. This may
have been influenced in [Mr A’s] case by the faetthe had had considerable
bleeding from the right hip wound soon after thiéiahsurgery. However, no
absolute direct link can be made. The developméttteninfection, | believe,
was unfortunate and | do not believe any blamebsaascribed to the [Public
Hospital] surgeons or Orthopaedic Department. ielbel the treatment of the
infection was entirely appropriate. The antibigtianagement was overseen by
the Department of Infectious Diseases. One of thgbiatics used was
Gentamicin which is known to have complicationsrefal impairment and
damage to the Vestibular Apparatus controlling theda As far as | can see the
Gentamicin levels in the blood were monitored raguland it appears that
there was no mismanagement in this area althou@rtunately [Mr A] did
develop problems with both his renal function armlabce, which is an
ongoing problem. If there is ongoing concern abibig, the Commissioner
could seek advice from an Infectious Disease Spgcia

Summary

[Mr A] underwent sequential bilateral total hip l@&gements performed by [Dr
B] on 18 September 2007 for severe bilateral ostieots of the hips.

Subsequently within 24 hours both hips were foumdchave dislocated and
over the next two weeks there were five dislocaiohthe left hip and one of
the right hip which suggested that both hip replaeets were grossly
unstable. This was subsequently demonstrated wheamieed under
anaesthesia.
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| believe the dislocations occurred as a resulheffailure of [Dr B] to restore
the normal anatomy of the hips at the time of teplacement. As | have
mentioned previously the three areas of concermnl thave are in preoperative
templating, the assessment of the stability othipe at the time of trialling the
implants, and the assessment of the postoperatiags<which clearly showed
the under sizing of the implants.

Quite clearly [Dr B’s] performance of this partiauloperation on both hips
was suboptimal. | view the conduct of this surgeyy[Dr B] with moderate
disapproval.

It is not clear to me whether [Dr B] has had a nambf postoperative
dislocations using this implant. On direct questigrhe states that he has only
had one other dislocation over a period of six yeblowever, | do not know
how many operations he has performed in this time.

If indeed this is an isolated instance, | am unablexplain why it occurred.

Clearly it has had a most unfortunate result for Miwho, as a result of this

complication, has had to undergo further surgerynglwated by deep

infection, and damage to his Kidneys and Vestibjgparatus caused by an
antibiotic.

With respect to both [the Private Hospital] ande[fPublic] Hospital as noted
above, | do not believe that there were any sigaift deficiencies in their care
of [Mr A].”
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