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EXECUTIVE SUMMARY

Introduction

This inquiry examines why laparoscopic sterilisation surgery (tubal ligation) performed
by Dr Roman Hasll at Wanganui Hospital in 2005-06 was unsuccessful for eight of 32
women. Six of those women became pregnant and were confronted by difficult decisions.
As one woman said, “I have been forced to make adecision | wish | never had to make.”
Most decided to have atermination.

In announcing the inquiry in March 2007, | said that “the women concerned deserve to
know what happened and that it won't happen agan”. This report detals what
happened, attributes responsibility for the failings, and makes some recommendations
about a way forward for Whanganui District Health Board, and for other district health
boards in New Zealand.

At one level, what happened is simple. Dr Hasil did not place the clips correctly on the
Fallopian tubes of eight women. But the story of why he made such basic mistakes —
resulting in a sterilisation failure rate of 25%, compared with an accepted failure rate of
0.2% — is far more complicated.

A sorry saga

Dr Hasil was an experienced obstetrician and gynaecologist who had been head of an
obstetrics and gynaecology (O& G) department in Slovakia for six years. But from 1996
to 2005, Dr Hasll had a chequered work and medical registration history in Australia.

In August 2005, Dr Hasll commenced work as a medical officer in the O& G department
of Whanganui DHB (the DHB), which for many years had been understaffed and unable
to recruit specidists. Dr Hasl’s background should have come to light during the
process of his employment and registration in New Zealand. It did not, owing to
inadequate reference checking and credentialling.

Dr Hasil was granted registration by the Medical Council within a provisona generd
scope of practice. Under the terms of his registration, Dr Hasll was required to be
supervised by the head of the Wanganui O&G department, Dr A. Dr Hasll and Dr A
worked in a grossly understaffed department, with a demanding and unsustainable 1 in 2
on-call component.

From the outset concerns were raised about Dr Hasl. They initialy related to his
competence. Then health issues emerged. Dr Hasll was reported to be smelling of
alcohol while on duty on several occasions. The concerns about his competence did not
abate, and further patient and staff complaints were received. During 2006, four of Dr
Hasll's patients returned to the DHB pregnant following sterilisation surgery.

The staff concerns and patient complaints were pointers to problems that the DHB
should have identified earlier and responded to more effectively. The concerns were
addressed in a general way with Dr Hasl, and patient complaints were investigated.
However, none of the four known sterilisation failures were reported in accordance with
the DHB’s incident reporting policy. The DHB hesitated too long in the face of clear
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information that Dr Hasll might pose a risk of harm to patients. No formal or co-
ordinated action was taken to assess or monitor his safety to practise until it was too late.

In October 2006, Dr Hasll was again found using alcohol while on call. At this point, he
was placed on leave and the Medical Council was notified of the health issues. Dr Hasll
agreed to participate in a comprehensive health programme and was expected to return
to work at Wanganui Hospital in early 2007.

During his rehabilitation programme, further concerns about Dr Hasl’s practice came to
light, including concerns about his high rate of failed sterilisations. In February 2007,
Patient A complained to the DHB about her failed sterilisation and advised that she was
aware of another faillure. The DHB commenced an investigation that quickly revealed Dr
Hasll's high failure rate. Dr Hasil resigned during the DHB’ s investigation. He is believed
to beresiding in Australia.

Key messages

Good policies and procedures are to no avail if they are not followed in practice. It is
unacceptable that the sterilisation failures were not exposed by any of the DHB’s systems
for quality assurance, such as incident reporting, audit, peer review and supervision.
Despite the raft of quality assurance policies and procedures at Whanganui DHB, they
were not followed, and chance played a large part in exposing the cluster of falled
sterilisations. It is no wonder that many people in Wanganui felt let down by ther
hospital.

This report highlights the need for hospitals to have effective processes in place to
identify and respond to concerns about a clinician’s practice. Staff need to be aware of
the processes, and adequately trained and supported in their implementation.
Management and clinical leadership is critical. It is tempting to cut corners when faced
with endemic workforce shortages. But a lack of care in appointing staff, and failure to
identify problems and act decisively, results in unnecessary harm to al involved — to
patients, to doctors, and to public confidence in alocal hospital.

It is the Medical Council’s responsibility to ensure that doctors registered in New
Zedland are competent and fit to practise. This includes responsibility for registering new
international medical graduates and for reviewing reports from its regulatory supervisors
during the provisional registration period. However, the Council’ s responsibility does not
detract from a DHB'’s obligation to properly credential and monitor the performance of
an employed doctor.

Given New Zedand's increasing dependence on newly registered international medical
graduates to staff hospitals (especially in smaller centres) it is essential that supervision is
not “watered down”. Effective supervision is critical for safe health care. The Medical
Council has a key role to play in training and supporting regulatory supervisors, and
employing DHBs must appropriately support and resource clinical supervision.

Public hospitals face major pressures related to workforce and training, distribution of
skills and skill mix, and financial resources. They are particularly acute in smaller centres.
Isolation is the “kiss of death” for a clinician, a department and a DHB. Regional and
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national service planning, and increased co-ordination and collaboration across DHBS, is
essential to maintain safe, good quality services in the face of these pressures.

Summary of findings
Below is a summary of the inquiry findings in relation to Dr Hasll, his supervisor Dr A
and Whanganui DHB:

Dr Hasll

Dr Hasil did not provide services of an appropriate standard in a number of respects. In
particular, he did not perform laparoscopic sterilisation surgery on Patients A and B with
reasonable care and skill; his record-keeping was inadequate; and his informed consent
processin relation to Patient C was substandard.

Dr Hasil breached Rights 4(1) and 4(2) of the Code in relation to Patients A and B, and
Rights 6(1) and 7(1) in relation to Patient C.

Dr Hasll’ s supervisor

Dr Hasll's supervisor, Dr A, was aware of concerns about Dr Hasil, but did not consider
that he was unsafe. Dr A was overworked, but he followed up the concerns with Dr
Hasll and remained satisfied that he was performing to an acceptable standard. In
hindsight, that was an error of judgement, but given what he knew at the time, Dr A took
reasonable actions to supervise Dr Hasll.

Dr Hasll knowingly misled the DHB about his work and registration history in Australia,
and his lack of candour affected the way in which the DHB responded to the concerns
raised about him.

Whanganui DHB

Whanganui DHB did not fulfil its duty of care. The DHB breached Right 4(1) of the
Code by its lack of care in employing Dr Hasll, by failing to have a system in place to
monitor Dr Hasl’s practice effectively and by failing to respond to his competence and
health concernsin atimely and effective manner.

Further proceedings

| do not consider that the public interest requires referral of Dr Hasil or Whanganui DHB
to the Director of Proceedings for consideration of further proceedings. As a result of
the breach findings, Patients A, B and C will be entitled to bring their own claims against
Dr Hasll and the DHB before the Human Rights Review Tribunal.

The way forward

Whanganui DHB appears to be making necessary and appropriate changes following
these events, in accordance with the recommendations in two reviews, the Wanganui
Hospital Clinical Review. Report to Whanganui District Health Board and Ministry of
Health (July 2007) and the Joint Review of Whanganui District Health Board (August
2007).

The DHB must train and support its staff to implement its quality assurance policies and
procedures, so that patients are protected from preventable harm. Both clinical staff and
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the services in which they work should be properly credentialed. Clinical supervisors
need to be well supported and resourced.

Whanganui DHB must continue to work closely with neighbouring DHBS, supported by
the Royal Australian and New Zealand College of Obstetricians and Gynaecologists and
the Ministry of Health, to ensure safe and sustainable obstetric and gynaecology services
(potentialy on aregional basis) for the women of Wanganui.
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INTRODUCTION

On 9 March 2007, | initiated an inquiry into the standard of care provided by Dr Roman
Hasil at Wanganui Hospital, the steps taken by the Whanganui District Health Board (the
DHB) to ensure that Dr Hasil was competent to practise, and the measures put in place
to supervise, monitor and audit his work. The inquiry was prompted by a complaint to
my Office, information provided by the DHB, and community concern about failed tubal
ligation procedures undertaken by Dr Hasll. On 24 April 2007, the inquiry was extended
to include the steps taken by Dr A to ensure that Dr Hasil was competent to practise.

This report examines the quality of care provided by Dr Hasl, and in particular to
Patients A and B on whom he performed an unsuccessful laparoscopic sterilisation
procedure, and Patient C, whose ovaries and Fallopian tubes he surgically removed.
However, it is primarily about the adequacy of the steps taken by the DHB to identify
and respond to concerns about his competence and fitness to practise. The terms of
reference for the inquiry are set out in Appendix 1, and the investigation process is
detailed in Appendix 2.

| am hopeful that this report will provide guidance to hospitals and other providers on
how to respond to similar Situations.

INFORMATION GATHERED
WANGANUI HOSPITAL, OBSTETRIC AND GYNAECOLOGY SERVICES

Whanganui DHB is the fourth smallest DHB in New Zealand and serves a population of
about 63,000. Wanganui Hospital is the base hospital and provides secondary services to
the population. The DHB’s management is led by the Chief Executive Officer (the CEO).
The CEO is responsible for three divisions — planning and funding, corporate, and
provider divisions. There is a genera manager, public hospital and health services, and
there are four clinical services, each headed by a service manager, and a clinical director.
Each clinical director carries a clinical and administrative workload.

An organisation chart and a list of the key personnel are attached as Appendix 3 and 4
respectively.

In 2005, Dr A was the Clinical Director of Surgical and Support Services and head of the
department. He aso had a clinical workload as an obstetrician and gynaecologist." The
management of the Department of Obstetrics and Gynaecology was split — the obstetric
service was managed by the Service Manager, Community and Rural Services (Service
Manager B), and the gynaecology service was managed by the Service Manager,
Surgical and Support Services (Service Manager A).

! Dr A resigned from this position with effect from 4 September 2006. Dr D is currently the Clinical
Director, Surgical and Support Services.
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The department had funding for about 3.4 full-time equivalent consultant positions, but
had not been staffed to this level for some time. Immediately prior to the employment of
Dr Hasll, the consultant obstetricians and gynaecologists were Dr A, Dr B and a third
consultant. They comprised a total of approximately 2.3 full-time equivalents.” Dr A and
Dr B aso worked in private practice in Wellington and Palmerston North respectively.

As a general rule, Dr A had outpatient clinics on Tuesday to Friday, and theatre on two
days. He worked in private practice on Mondays. Dr B had colposcopy outpatient clinics
on Monday mornings, theatre on Monday afternoons, and outpatient clinics on Tuesday
mornings. Dr B was on call on Mondays and on every fourth weekend, which included
Friday, Saturday and Sunday. The third consultant shared the rosters until his retirement
in late 2005. There were no registrars in the department because the hospital was not
accredited by the Roya Australian and New Zeadland College of Obstetricians and
Gynaecologists (RANZCOG) as atraining post, owing to its size.

Since 2000, the DHB had been actively looking for consultant obstetricians and
gynaecologists to join the department. Over the years of trying to fill the vacant
consultant post, it did not receive one expression of interest from within New Zeaand.
As the recruitment efforts were fruitless, clinical staffing levels remained a challenge.

The shortage of clinical staff placed considerable pressure on the department. The vacant
position had been filled briefly by various locums, but it became increasingly difficult as
the third consultant moved towards retirement in late 2005. Dr A said that he worked a1
in 2 on-call roster for about four years. He addressed the Board on two separate
occasions about the difficulties in recruiting staff.

The DHB’s Medical Advisor, Dr C, said that recruiting a speciaist in obstetrics and
gynaecology to Wanganui Hospital was an ongoing problem for Dr A because of the on-
cal roster. Dr C stated that the DHB assisted as best it could, but ultimately the
responsibility was Dr A’s. The assistance consisted of support from the Service Manager
who was actively involved in the recruitment process, and, more generaly, from
management, which provided financial resources so that short-term locums could bolster
the system until a doctor could be found on a more permanent basis.

When it became apparent that it would not be able to find a doctor with the appropriate
gudifications to fill the consultant post, the DHB started to look for an dternative — a
medical officer in obstetrics and gynaecology.’

2 This comprised the third consultant as 0.8 full-time equivalent, 1 in 4 on call; Dr B as 0.5 full-time
equivalents, 1in 4 on call; and Dr A as 1.0 full-time equivalent, 1 in 2 on call.

3 A medical officer is a doctor who is not part of a vocational training programme and is not employed
asaspeciaist.
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EMPLOYMENT OF DR HASIL

Recruitment of Dr Hasl|

On 30 May 2005, a New Zealand medical recruitment agency forwarded Dr Hasl's
curriculum vitae (CV) to the Resident Medical Officers (RMO) Co-ordinator at the
DHB. Dr HasilI’s CV indicated that he had more than 20 years' experience in obstetrics
and gynaecology, and was looking for a junior medical position. The RMO Co-
ordinator forwarded the CV to Dr A on 10 June 2005.

The CV states that Dr Hasil obtained his primary medical degree in 1980 from Comenius
University, Czechodovakia and then worked for four years at Bratidava University
Women's Hospital. In 1984, he was awarded a postgraduate degree in obstetrics and
gynaecology, level 1, which allowed him to work as an independent specialist in
Czechodlovakia. From 1984 to 1989 he completed a further five years of specialised
training in obstetrics and gynaecology. In 1989, he sat and passed the level 2
specialisation obstetric and gynaecology qualification. The prerequisite for this was
completion of a thesis and a prescribed number of operations. Between 1989 and 1995,
Dr Hasll was the Head of the Obstetrics and Gynaecology Department at Skalica
Hospital, Slovakia. In 1995, he took 12 months sabbatical leave to study in Australia,
and decided to reside there.

His CV states that from 1996 to 1999, Dr Hasll worked at the Royal Hobart Hospital,
Tasmania. In 2000, he passed the Australia Medical Council Multiple Choice Question
Examination. From 2001 to March 2005, he worked at Lismore Base Hospital, New
South Wales. In 2004, he passed the Australia Medical Council Clinical Examination and
obtained general registration in New South Wales. The referees noted on his CV were
Referee A, obstetrician and gynaecologist, Royal Hobart Hospital, and Referee B,
obstetrician and gynaecologist, Lismore Base Hospital.

The recruitment agency also provided two verbal reference reports to Whanganui DHB
that it had recorded on its standard referee’ s report form on 27 May 2005. The reference
reports were from Referee A, who worked with Dr Hasl in Hobart for one year in 1998,
and Referee C, paediatrician, who worked with Dr Hasll at Lismore Base Hospital for
four years. The reports did not raise concerns or difficulties about Dr Hasil. However,
the recorded answers to the questions asked of Referee A and Referee C were brief.
Referee C aso sent an email to the recruitment agent on 27 May and a letter on 30 May
confirming that Dr Hasil had a strong command of the English language.

On 21 June 2005, Dr A interviewed Dr Hasll by telephone between 1.00pm and 2.00pm.
There are no records of the interview, and Dr A was unable to recall the details of the

* In about April 2005, Dr Hasil approached the recruitment agency in relation to a junior obstetric and
gynaecology position in New Zealand. Dr Hasil’s documentation (CV and application for registration in
New Zealand) was prepared by the recruitment agency in May 2005 and signed off by Dr Hasil. The
recruitment agency forwarded Dr Hasil’'s CV to a number of district health boards in New Zealand,

including Whanganui DHB.
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interview. Dr A said he would have asked Dr Hasll questions about the work he was
doing, particularly over the preceding few weeks, his family, and why he had left
Czechodlovakia, to get afeel for whether or not Dr Hasil would be able to do the job.

Dr Hasil said he told Dr A that he was looking for a quiet hospital so that he could
prepare for the RANZCOG Fellowship examination. He said he understood that
Wanganui Hospital was a unit where he could work as a medical officer supported by a
number of consultants, and where the workload would be such that he would have time
to concentrate on studying for the examination outside working hours.

Dr A recalls that Dr Hasll felt he was being abused in Australia— in that he was doing
al the work, particularly obstetrics, and the consultants were claiming the money. Dr
Hasll told Dr A that he had had an argument with the consultants, and that he was
looking for a place where he would not be abused and could spend more time working
towards gaining vocational registration. Dr Hasll told Dr A that his family would not be
coming to New Zealand immediately but that they intended to once he had settled. Dr A
said that he was satisfied insofar as Dr Hasil sounded like somebody who could do the
job.

Dr A stated that Dr Hasll told him that he had been offered a senior registrar post in
Wellington and planned to sit the RANZCOG Fellowship examination. Dr A said he
advised Dr Hasll that if he was seriously considering sitting the examination, then he
should take the job in Wellington as the hospital there was more geared toward
examination technique than Wanganui Hospital.

Dr A said his usual practice was to ask for written references and for more references
than were given. Then, as part of the due diligence process, the references would be
checked by a telephone call. Dr A said his usual practice would be to telephone the
referees. He explained that the purpose of contacting the referees was to confirm the
written references, and to ask whether there was anything further to add. He said he
would not normally make a note of the conversation.

Dr A said he did not remember the details of how he went about the reference checking
process in relation to Dr Hasil. He could not recall who he did or did not contact. He
accepted that he may not have contacted the referees in this case. Dr A recalls that one
reference had been from a doctor who had worked with Dr Hasil a number of years
previously. However, this reference would not have been particularly useful, so it would
not have been checked. He said that the DHB is quite clear about requiring up-to-date
references and contacting colleagues who have worked with the applicant most recently.

Referee C and Referee B did not recall being contacted by Dr A. However, they did
recall being contacted by a recruitment agent. It appears that Dr A did not follow his
usual practice in relation to the recruitment of Dr Hasil. He did not make any
independent enquiries in relation to Dr Hasil’s credentials or references.

Credentialling of Dr Hasll
Dr A was keen to offer a postion to Dr Hasl, so he arranged for his urgent
credentialling. Dr A explained that Dr Hasil's credentialing was considered under
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urgency because Dr Hasll wanted to start work as soon as possible. The Credentialling
Committee is required to determine whether an applicant is adequately credentialled to
work in the position applied for, and this is a prerequisite to the DHB making an offer of
employment. The terms of reference for the Credentialling Committee are attached in
Appendix 5.

The role of the Credentialling Committee is to review the CV to check that there are no
gaps in employment and that the references are current and from the same specialty. The
committee does not define the scope of practice but is responsible for ensuring the
applicant has the appropriate qudlifications, training, experience and competence. The
process is intended to provide a safety net for the recruitment process as the committee
has significant medical representation and is independent of the department and therefore
of the pressures of trying to fill a post.

On 24 June 2005, Dr Hasil’s CV and two reference reports were sent to Dr C as Chair of
the Credentialling Committee. The credentialing of Dr Hasll was considered under
urgency via teleconference. Dr C and two other members of the committee were
involved. In an email to Dr A on 28 June, the Credentialling Committee confirmed that
they had credentidled Dr Hasll to work as a Medical Officer, Obstetrics and
Gynaecology.

On 1 July 2005, the Credentialling Committee held a meeting, the minutes of which state:
“Dr Roman Hasil — Medical Officer, Obstetrics and Gynaecology

The Credentialling for Dr Hasil had already been confirmed telephonically earlier
in the week. However, the credentialling was formally noted as an Agenda item.
It was reiterated that the relevant head of department and service manager would
be advised that he is only being credentialled to work as medical officer in
obstetrics and gynaecology, pending confirmation of his registration status by the
Medical Council of New Zealand.”

The committee's standard approach is to seek assurance from the relevant head of
department that references are satisfactory. However, during Dr Hasil's credentialling
process, the committee did not seek any further information or clarification in relation to
his credentials. Dr C said that there were no major concerns at the time. Dr Hasil
appeared to be very experienced, and had worked as head of department in his own
country and had experience in Australia as well.

Dr C subsequently acknowledged that it was unusual that Dr Hasil had a reference from
a paediatrician, as it was outside his scope of obstetrics and gynaecology. However,
there is an interface between the two specialties, and the DHB tends to employ doctors
with general <Kills, particularly at the level of a medical officer. A member of the
Credentialing Committee, Dr D, admitted that it was probably an oversight on the part
of the Credentialing Committee that there was no reference from anyone who had been
inacollegia relationship with Dr Hasil after 1998.
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Appointment of Dr Hasl

On 1 July 2005, Dr A wrote to Dr Hasll, via the recruitment agency, offering him the
position of Medical Officer, Department of Obstetrics and Gynaecology, under the terms
and conditions set out in the letter and attached job description. The appointment was
subject to Dr Hasll’s registration with the Medica Council and having a current annual
practising certificate (APC), and was to commence on 2 August 2005.

The position description for Medical Officer, Obstetrics and Gynaecology set out the key
accountabilities, including the expected outcomes. The expected outcomes included
assisting the specialist consultants in:

e the operating theatre and carrying out procedures as directed by them under their
supervision,

e the provison of outpatient care in antenatal, family planning and gynaecology
clinics, and

¢ the management of patients in the Delivery Suite.

It also stated that the medical officer is “to supervise the inpatient management of
patients in the Obstetrics and Gynaecology Department under the direction of the
appropriate Specialist Consultant”.

In relation to quality assurance and peer review, the expected outcome was that Dr Hasll
would attend and participate in regular departmental audit/peer review activities,
including morbidity/mortality meetings, and would participate in an annual performance
review.

The letter of offer explained that Dr Hasil would be responsible to Dr A as Clinica
Director, Surgical and Support Services and noted the frequency of call as 1 in 4, which
would become 1 in 3 when cover was required during periods of leave or sickness.

The offer stated that before the appointment was taken up “a set of performance criteria
must be agreed between us in writing, against which you will be formally reviewed in
writing every six months on the basis of the standard DHB performance review policy”.
On 5 July 2005, Dr Hasil accepted the contract and signed the letter of offer.

Registration of Dr Hasll

On 5 July 2005, the Medical Council received Dr Hasll’ s application for registration. The
application was for registration within a provisonal general scope of practice via the
comparable health system pathway, based on Dr Hasil's relevant and comparable
experience in obstetrics and gynaecology in Australia. Dr Hasil signed aregistration form
on 1 August 2005. The answers he gave to the questions on the form regarding his
conduct, character and professional competence did not give the Medical Council any
cause for concern.

The Medical Council received a certificate of good standing from the New South Wales
Medical Board, dated 1 June 2005. It certified that the Board was not conducting any
proceedings against Dr Hasil under the New South Wales Medical Practice Act 1992.

February 2008 H)’C 13



Health and Disability Commissioner

The Medical Council aso received an “ Employer application for approval of position
and supervisor” which was signed by Dr A and the DHB. It stated that Dr A would be
the supervisor, and that he would work 24 hours per week with Dr Hasl. The
supervision arrangements were stated as.

“Supervision will be provided on an ‘ad hoc’ basis, as when required. Supervision
will be available during work hours by all consultants within the Department.
Supervision after hours will be available in the first instance via telephone through
the Head of Department or other consultants.”

The DHB enclosed a Supervision and Induction Plan with the application (details are
discussed in the next section). The Medical Council’s registration process requires
applicants to provide three comprehensive references from senior medical colleagues that
have been verified by the employer or agent.

On the Employer application for approval of position and supervisor form, the DHB
confirmed that Referees C and A were familiar with Dr Hasll's current work, and had
provided satisfactory reports on his performance. In fact, the DHB had not contacted the
referees personally, and Referee A had not worked with Dr Hasll after 1998.

Referee C and Referee A completed the Medical Council’s standard referee’s report
form, sent to them by the recruitment agent. The reports, which the Council received on
5 July 2005, were more comprehensive than the earlier referee reports. Referee C, a
consultant paediatrician, explained that he had known and worked with Dr Hasil for four
years. He commented that Dr Hasil could occasionally be abrupt and undiplomatic but
had been made aware of this and had accepted the criticism. He said that Dr Hasl's
manner was mostly as a result of working hard, putting in long hours and becoming tired.

Referee A, a staff speciadist in the Department of Obstetrics and Gynaecology at the
Royal Hobart Hospital, explained that he had known Dr Hasil since 1998 and had
worked with him for about one year. He said that he had had limited contact with Dr
Hasll inthe last six years.

References were aso provided from Referee D, Referee E and Referee F. Referee D,
from Tasmania, provided a persona reference, and Referee E was a pharmacist. Referee
F's reference of 1 June 2005 indicated that she had been a general practitioner in
Lismore since 1998 and had conducted an obstetric practice for 11 years. She had known
Dr Hasll, in his capacity as Senior Registrar in Obstetrics and Gynaecology at Lismore
Base Hogpital, for several years. She stated that she believed his skills were sound but
that he needed to adapt to the Australian system.

On 19 July 2005, the Medical Council acknowledged receiving references from Referee
A, Referee C, Referee D, Referee E and Referee F, which had been forwarded by the
recruitment agent, and that two references had been verified by direct contact, but that
one of these related to an appointment that had ended by 1999. The Medical Council
requested that the recruitment agent provide two further references from senior medical
colleagues at Lismore Base Hospital. The recruitment agent was advised that Referee F's
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reference could be counted as one of the two, provided that she confirmed that she had
verified it.

References were then provided from Referee G and Referee H, who had worked with Dr
Hasll at Lismore Base Hospital. On 20 July 2005 Referee G, a consultant paediatrician,
provided a referee’s report, which was satisfactory. Referee H, Consultant, Obstetrics
and Gynaecology, Lismore Base Hospital, provided a reference. His reference, dated 31
May 2005, indicated that he had known and worked with Dr Hasll for three years. He
commented that Dr Hasil's record-keeping was suboptimal, but the remainder of the
reference was satisfactory.

The recruitment agent signed as referee for both the reports from Referee G and Referee
H. In neither of the reports was there an answer to the question, “What would you
describe as the applicant’ s weakness/limitations?’

Dr Hasil met al the requirements for registration under the comparable health system
pathway. On 27 July 2005 the Medical Council advised the recruitment agency that it
had confirmed Dr Hasll’s dligibility for medical registration in New Zealand, and that he
must attend an interview with a Council agent, who needed to sight the necessary
original documentation before registration could be approved.

On 27 September 2005, the Medical Council wrote to Dr Hasil confirming that he had
been granted registration within a provisional general scope of practice to work as a
Medical Officer in Obstetrics and Gynaecology at Wanganui Hospital under the
supervision of Dr A between 8 August 2005 and 28 February 2006.

A letter was aso sent to Whanganui DHB confirming Dr Hasl’s registration with the
Medical Council. The Council explained that the conditions of his registration were
noted on the certificate and that he was not to work outside the conditions. It also stated
that Dr Hasll must practise under supervison, and that Dr A, as his supervisor, was
required to report to the Council on Dr Hasll' s performance at three-monthly intervals.

Undisclosed information

A review of the documentation Dr Hasil provided to the DHB and the Medical Council
revealed some obvious discrepancies and omissions. During this investigation, my Office
made enquiries about Dr Hasl with his referees, the hospitals he had worked in,
registration bodies and RANZCOG.® It appears that Dr Hasil had a chequered work and
medical registration history. A number of matters may well have caused concern about
Dr Hasil's suitability for appointment or registration, or at least warranted closer
scrutiny, had they come to light at the time of his employment by Whanganui DHB.

The first issue of concern relates to Dr Hasl’s registration status with the Medical
Council of Tasmania. Dr Hasil clamed (in his CV) that he had worked at the Royal

® | acknowledge the co-operation of these persons and organisations; in particular, the Medical Council
of Tasmania, the New South Wales Medical Board and the Medical Practitioners Board of Victoria. |
note that despite a request, no information was forthcoming from the Office of Health Practitioners
Registration Boards, Queensland.
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Hobart Hospital from 1996 to 1999. However, Dr Hasll was registered with the Medical
Council of Tasmania only from 15 January to 30 March 1997 and from 3 November
1997 to 13 July 1998.

In 1999, the Medical Council of Tasmania advised Dr Hasll that he was not €ligible to
apply for registration as he had not completed the multiple choice question exam of the
Australian Medical Council (AMC). The Medica Council of Tasmania was aso
considering his false declaration in relation to his criminal record in his application for
registration in January 1997.°

Due to the outstanding matters regarding his false declarations, and his continued denial
of them, despite documentary evidence to the contrary, Dr Hasll is not considered to be
in good standing in Tasmania.

Secondly, it is not known whether Dr Hasll worked as a doctor from July 1998 until
March 2001. During this time, it appears that he prepared for and sat his Fellowship and
AMC examinations. In October 1997, RANZCOG assessed Dr Hasll’'s training and
experience, and considered that it was not equivaent to a Fellow of RANZCOG. Dr
Hasll was required to pass the RANZCOG written and oral examination and undergo a
period of supervised training in order to become a Fellow. In February 1998, Dr Hasil
attempted the written examination but was unsuccessful.

Dr Hasl failed the written Fellowship examination on his second attempt in August
1998, and on his third, in August 1999. He was accordingly unable to proceed with the
programme. Dr Hasl was reassessed by RANZCOG in January 2005, and was given a
further opportunity to obtain a Fellowship. He made his fourth unsuccessful attempt at
the RANZCOG written examination while working at Whanganui DHB in August 2006.”

Thirdly, Dr Hasll had been unable to obtain registration in South Australia. It appears
that in early 2001 he sought work and registration in other jurisdictions in Australia. In
response to enquiries, the Medical Council of Tasmania informed the Medical
Practitioners Board of Victoria, the South Australian Medical Board and the Medical
Board of New South Wales about Dr Hasll's false declaration. It appears that the South
Australian Medical Board was not prepared to register Dr Hasl because of that.
However, he obtained registration in New South Wales, and subsequently in Victoria

® In response to my provisional opinion, Dr Hasil submitted that the application form for registration in
Tasmania only asked for a declaration of convictions that had occurred in Tasmania or other Australian
states. The Medical Council of Tasmania's Application for Registration in Tasmania requests that the
applicant solemnly and sincerely declare that “I have never been charged with a criminal offence, nor
are there any criminal charges pending against me”’. The declaration was fal se because Dr Hasil did not
provide the information about his conviction for an offence for which he had been imprisoned in
Singaporein 1995,

" The RANZCOG written examination is one of a number of assessment requirements for overseas-
trained specialists assessed as partially comparable to an Australian-trained specialist in obstetrics and
gynaecology, which must be completed in order to meet the requirements for RANZCOG Fellowship.
There were 30 attempts by overseas-trained specialists in the examinations held between the second half
of 2005 and the end of 2007, and 17 passed (five passing on their first attempt at the examination and
ten on their second attempt).
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It appears that Dr Hasil held genera registration with the Medical Board of Queensland
until 30 June 2007. The Medical Practitioners Register of the Medica Board of
Queendand indicates that Dr Hasll currently has genera registration (from 19 October
2007 to 30 June 2008). Dr Hasil stated that although he recently obtained registration in
Queendand, he does not have employment there and has very little prospect of obtaining
any.

Fourthly, Dr Hasll made a rather hasty exit from Lismore Base Hospital while he was
under investigation for alegedly “fiddling the books’. Dr Hasil disputes the allegation.
From 2001 to March 2005, Dr Hasll was employed at Lismore Base Hospital in New
South Wales as a Resident Medical Officer/Registrar. He worked largely in obstetrics
and under supervision.

The Executive Officer at Lismore Base Hospital said that early on it became apparent
that Dr Hasll was competent and a good all-rounder. He “won the confidence of the
consultants’, and was well regarded. No concerns were raised about Dr Hasil’s clinical
competence at Lismore Base Hospital; there was no significant instance of inappropriate
care and no pattern of substandard care.

However, at the end of 2004, some irregularities were noted in Dr Hasll's timesheet
clams. Lismore Base Hospital commenced an audit of his cal-back clams and
challenged him. The hospital adjourned for two days to decide on its options, and at that
time Dr Hasll resigned. Dr Hasil stated that he understood the hospital had accepted his
explanation. The hospital concluded that Dr Hasil was “fiddling the books’ as call-backs
that had not been done had been claimed and paid for. This matter does not appear to
have been reported to the New South Wales (NSW) Medical Board. The Register of
Medical Practitioners of the NSW Medical Board® indicates that Dr Hasil has general
registration until 25 February 2008. The NSW Medical Board has advised that it cannot
take any action (for example, a performance assessment) in relation to Dr Hasll as he is
not currently resident or working there.

Fifthly, in May 2005, Dr Hasil was dismissed from his employment at Angliss Hospital in
Victoria for acohol use while on duty. On 12 April 2005, Dr Hasil was registered with
the Medical Practitioners Board of Victoria via mutual recognition from New South
Wales. Dr Hasll disclosed his prior conviction and refusal of registration in Tasmania
when making application with the NSW Medical Board.

On 25 April 2005, Dr Hasll was employed as a Resident Medical Officer at Angliss
Hospital, Eastern Health, Victoria. On 4 May 2005, Dr Hasll was dismissed for alcohol
use while on call. The hospital reported the incident to the Medical Practitioners Board
of Victoria. In October 2005 the Victorian Board referred it to the NSW Medical Board.
Dr Hasll was removed from the Victorian Register of Medical Practitioners on 12
January 2006, following his failure to pay his renewal fee.

8 The Register of Medical Practitioners of the New South Wales Medical Board can be found at
http://mww.nswmb.org.au/index.pl; accessed on 14 January 2008.
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The NSW Medical Board arranged for an assessment of Dr Hasil by a NSW Medica
Board-nominated psychiatrist on 21 December 2005, and found that Dr Hasil was
working in New Zealand.? The Board reported the matter to the Medical Council of New
Zealand. On 9 March 2006, the Medical Council received this information, which was
verified at source and did not indicate that Dr Hasll had any health concerns.

Finaly, there are inconsistencies with the references. It is clear that Dr Hasil and the
recruitment agency had difficulty in providing satisfactory references. In his CV, Dr Hasll
nominated Referee B as a referee along with Referee A. Referee B is a consultant
obstetrician and gynaecologist who worked with Dr Hasil at Lismore Base Hospital.
However, the recruitment agency did not supply a reference report from him but from
Referee C, a paediatrician who worked at Lismore Base Hospital. In my view, this
discrepancy in the documentation was obvious. The recruitment agency submitted that,
in total, seven referees had been contacted. However, it is noteworthy that only one of
these references was from an obstetrician and gynaecologist (Referee H) who had
recently worked with Dr Hasll.

Referee B recalls being contacted by a recruitment agent in New Zealand about Dr Hasll
and giving a reference as requested, which he described as “damning”. He said he was
not impressed with Dr Hasl, particularly his attitude. He said he had observed the
Caesarean sections undertaken by Dr Hasil, which were performed satisfactorily, but was
not aware of his gynaecology practice.

Referee B later clarified this by saying that he provided a damning report to a woman
with a foreign (not New Zealand) accent, that the interview took place on a Friday
morning and that the style of gquestioning was the same as that used in the recruitment
agent’s verbal reference reports obtained from Referee C and Referee A. The interviews
with Referee C and Referee A took place on 27 May 2005 — which was a Friday.

The recruitment agent (for whom English is her second language) initially informed my
staff that she could not recall whether she had contacted Referee B, but later advised that
she did not obtain a reference from him. She said that if the recruitment agency could not
locate a referee, or if a referee provided a “bad” reference (and others provided a good
reference), it is not unusual for her to obtain another reference, as it may be “sour
grapes’. She later clarified that she would only disregard one “bad” reference if they
have three good ones, but will not disregard a single “bad” reference if there are serious
misconduct or behaviour problems. The recruitment agent also explained that if she
received a reference that was adverse to the applicant’s professional conduct, then she

° The psychiatrist reported on his uncertainty about Dr Hasil’s openness about his consumption of
alcohal at the time of theincident. Dr Hasil said he had a*“couple’ of beers on the night of the incident.
The psychiatrist noted that such an amount would be unlikely to result in a breathalyser reading of 0.2.
Dr Hasil corrected himself, saying he may have had a couple of glasses of wine aswell. The psychiatrist
stated that it was likely that Dr Hasil had consumed more than this. He concluded that Dr Hasil had no
ongoing problems and that the Board proposed to take no further action. The NSW Medical Board
noted that Dr Hasil had been under some stress at the time but that things had resolved.
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would advise the Medical Council and withdraw the application. If the adverse
comments related only to personality differences, then the reference would be forwarded
to the Medical Council.

| am satisfied that Referee B provided a “damning” telephone reference to the
recruitment agent, and that the reference was disregarded — it was not documented nor
reported to the DHB or the Medical Council.

| have also noted other inaccuracies in the documentation prepared by the recruitment
agency. For example, Dr Hasll’s referee, Referee C, is incorrectly noted as being from
Royal Hobart Hospital on the Verbal Reference Report. In the reference section of the
application for registration, three referees are listed — Referee C, Referee A and Referee
I. However, Referee | and Referee A are one and the same person (using the first name
and surname of one referee).’® While this section appears to have been completed by the
recruitment agent, Dr Hasll signed the application. Also, the references provided to the
Medical Council were less than impressive.

MONITORING OF DR HASIL

Saffing

On Tuesday 2 August 2005 Dr Hasll commenced work at Whanganui DHB. Dr Hasll
was appointed as a medical officer and placed on the on-call roster. The duty roster
shows that from the week commencing 8 August 2005 Dr Hasl shared the on-call duty
roster with Dr B, Dr A and athird consultant. The first weekend he was on call appears
to be 14-16 October 2005. Although initially weekend duty was 1 in 4, the frequency
increased to 1 in 2 as the number of consultants in the department decreased. The DHB
confirmed that Dr Hasil was operating without direct supervision by 16 September 2005.

The gynaecology timetable from the third week in March 2006 indicates that Dr Hasl
had an antenatal clinic on Tuesday mornings, gynaecology outpatient clinics on
Wednesday afternoons, family planning clinics on Thursday afternoon, and theatre on
Friday. Dr Hasil was usually on call on Wednesdays.

The department staffing levels dropped considerably in 2006. By March 2006 there was
a critical shortage of clinical staff."* This placed increased pressure on the remaining
clinicians working in the department — namely Dr A and Dr Hasll. They did the on-call
duties that Dr B could not cover, so they were on call ona 1l in 2 basis when Dr B was
on leave. Dr Hasll reported that he worked between 90 and 138 hours per week at this
time. Dr A recalls that “Dr Hasil was aways keen to do extra on-call duties because of
the extra remuneration”. He further noted that “the 90-130 hours per week Dr Hasl
clams to have been working relate mostly to on cal hours, most of which are not
actually worked. Dr Hasll was never asked to increase his clinical load in any other

191 response to my provisional opinion, the recruitment agency expressed regret for this error and
stated that the error could not possibly have had a bearing on the outcome of Dr Hasil's application for
employment.

1 The third consultant retired in late 2005, and Dr B took extended leave from March to July 2006 as a
result of an injury.
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respect”. It was clearly difficult for the DHB to continue to provide a safe and
sustainable obstetric and gynaecology service during this period.

Supervision arrangements

Dr Hasl’'s job description indicated that he would assist the speciaists and work under
the supervision of Dr A. The DHB has a supervision and performance review policy.™
The DHB developed a detailed supervision and induction plan for Dr Hasll. This plan,
together with the relevant policies, are attached as Appendices 5 and 6. There was aso a
supervision agreement with the Medical Council. The Council required Dr Hasil to work
under regulatory supervision for at least two years, which included three-monthly
supervision reports to the Council.

Dr Hasll was to be supervised by the consultants in the department on an ad hoc basis, as
and when required. Dr A would provide supervison for 24 hours per week.™
Supervision after hours would be available in the first instance via telephone through the
Head of Department (ie, Dr A) or other consultants.

In short, Dr Hasll was to be directly supervised or supervised on site during normal
working hours. The supervision was largely informal. This meant that assistance was
available on site if required. Such an arrangement was premised on the basis that other
consultants in the department, in particular Dr A, were on site while Dr Hasll was on
duty for 24 hours per week. It did not mean that the consultants directly observed Dr
Hasll's practice. Such an arrangement would have been patently impracticable in this
environment. After hours, Dr Hasil was to be indirectly supervised. This means that a
consultant was available by phone.

It was also anticipated that Dr Hasll would attend relevant departmental and monthly
peer review meetings. Dr A was required to review and report to the Medical Council on
Dr HasilI's performance at three-monthly intervals. This was aso to be reviewed in
writing every six months on the basis of the standard performance review policy.

| have received differing accounts of the nature and scope of the supervision that was in
fact provided to Dr Hasll. | set out below the perspectives of Dr Hasil, Dr A and other
staff as well as a summary of the relevant documentation, in particular, the supervision
reports to the Medical Council and meeting minutes.

Dr Hasil’ s perspective

Dr Hasll did not recall participating in the supervision and induction plan, but said that he
commenced work as a medical officer on Wednesday 3 August. Dr Hasll said that
initially he was working in clinic and that he then did one or two days of theatre, and that
Dr A oversaw him in the performance of a couple of mgor cases in theatre, but that Dr
A did not review his sterilisation procedures. Dr Hasll said that Dr A sat with him one
day for a gynaecological clinic because he did not know about the paperwork.

12 The Performance Review Policy is referred to in Dr Hasil’s offer of employment. However, the
Commissioner’s Office has not been provided with a copy of it.

13| assume that the 24 hours of on-site supervision from Dr A each week reflected the hours he worked
on site at Wanganui Hospital each week.
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Dr Hasil said he was treated by the hospital as an obstetrician and gynaecologist despite
being “supposedly employed at registrar level”. Dr Hasil said that he had tried to work
very hard for Wanganui Hospital, and had taken on the extra responsibility, including
doing more on-call work because otherwise there would have been no care offered to
patients. He said that generally no one knew who was on call, especialy the nursing
staff, and this made things difficult for al staff. To find out if he was on call, he had to
ask. He had no socid life in Wanganui, and very little collegial support. Dr Hasll said that
Dr B was absent for much of 2006 and, when he was there, he showed no interest in him.

Dr Hasll felt that very little supervision had been provided to him and that he had been
asked to do increasingly complicated procedures, as generally only he and Dr A took the
greater workload. He said that as the obstetric department disintegrated, there was very
little consultant support.

Dr Hasl believed that the stress of having to work in such conditions, effectively
unsupervised, had contributed to the deterioration in his health and ability to cope. He
said that the DHB “did nothing to assist ... in coping with the enormous load that it was
expecting from him, until it was too late’. Dr Hasll said that although his role was to
assist the specialists and to work under the direction of the appropriate speciaist, in
reality, this did not occur. Instead he had been required to “perform” tasks and onsite
supervision had been negligible, particularly during parts of 2006 when Dr A was the
only obstetrician and gynaecologist available.

Dr Hasll recalls that the department meetings were held every Monday and that usually
he and the midwives attended. Dr A was there every second week at the start of Dr
Hasll’'s period of employment.

Dr Hasll said that he got on well with Dr A and was able to discuss patients with him
when he was available. Dr Hasll’s lawyer acknowledged that “while Dr A did talk with
him about concerns that had been raised, these were not serious medical or competence
issues but rather advice to Dr Hasil to adjust his practice to be more sengitive to the New
Zealand culture’.

Dr Hasll said that the supervision reports to the Medical Council were done infrequently
and did not follow any concerted supervision plan. He did not receive any feedback to
suggest that there were concerns at the time the supervision reports were completed.
At one time Dr A told him that he was “over-performing” as he tried to decrease the
waiting lists, and advised him that Whanganui DHB did not have sufficient funding to
support this. Dr Hasil was “very shocked to be criticised for over-performing”.

Dr Hasll was not aware of any performance monitoring or auditing of his work by
Whanganui DHB.

% The Medical Council’s booklet Guidance for doctors working in supervised practice and their
supervisors (August 2004) states that supervisors' responsibilities include providing supervision reports
when asked to do so (para 47) and that the doctor working in supervised practice should take
responsibility for setting up an appointment schedule with the supervisor (para 26).
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Dr A’s perspective

Dr A sad that Dr Hasll did not perform any surgical operations without his direct
observation during the first week of his employment. Dr A directly observed and assisted
Dr Hasil doing maor gynaecological surgery, particularly abdomina hysterectomies,
Caesarean sections, and hysteroscopy, laparoscopy, and vaginal repairs, but does not
recall observing him performing a sterilisation procedure. Dr A said that Dr Hasll initially
sat in during outpatient clinics to get the “feel” of things before he started his own
theatre list.

Dr A was satisfied that Dr Hasil was competent to operate independently. Dr A said that
he discussed Dr Hasil's scope of practice with him and agreed that he would do a list of
core obstetric and gynaecology services. It was agreed that he would not undertake
complex surgery, such as level 3 laparoscopic surgery, complex pelvic floor repairs and
colposcopy. Dr B advised that he does not perform level 3 laparoscopic surgery either,
and refers such patients to MidCentral DHB.

According to Dr A, after the initial period of direct observation, he and Dr Hasll met on
a regular basis. They saw each other nearly every day, particularly when they were the
only full-time practitioners in the Department of Obstetrics and Gynaecology. From time
to time, Dr A would review with Dr Hasil the clinic cases that were placed on the
surgical waiting list. They would meet in a more formal way about every three months to
complete the supervisor’'s assessment report for the Medical Council. Dr A would ask
other staff in theatre and the delivery suite about Dr Hasil’s performance.

Dr A did not have concerns about Dr Hasll's competence. He considered that Dr Hasll
“was generaly practising safely to the benefit of the Wanganui community”. However,
Dr A was aware of concerns about Dr Hasl's judgement, manner, and “sometimes
volatile personality”. Dr A was aware that Dr Hasil was having difficulties with his family
being in Australia, which was impacting on his manner and possibly on his judgement at
the time. However, he recalls that no concerns were raised about Dr Hasll’'s technical
abilities.

Whenever concerns were raised, Dr A addressed them in person with Dr Hasl. They
would often sit in the office and discuss concerns, sometimes in a more formal way. Dr A
believed that Dr Hasil was prepared to learn and that his practice was improving until he
became ill.

Dr A stated that Dr Hasil was never criticised for over-performing, but rather for rushing
consultations and for recommending too many women for surgery before other options
had been considered. Dr A recaled an occasion on which he did not agree with Dr
Hasll's assessment of a patient. Dr A asked Dr Hasll about the history of the case, the
reasons for hysterectomy, and other treatment options. The case was reviewed and
necessary changes made to the proposed management plan. On one occasion a concern
was raised about Dr Hasil booking too many patients for surgery. The clinical records for
a number of patients were collected and reviewed. Dr A said that Dr Hasll was always
very conciliatory. Dr A categorically denied that Dr Hasll had been asked to do
increasingly complicated procedures.
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Dr A acknowledged that there had been criticism of Dr Hasil performing “specialist”
procedures unsupervised. Dr A said that there is no definition of what a “specialist”
procedure is, and that Dr Hasil was by any definition a speciaist although he had not
obtained vocationa registration in Australasia.

Per spectives of other staff members

The theatre nurse manager recalls that Dr Hasil was directly supervised during his
operations at least once by each obstetrician and gynaecologist employed at the time. She
recalls Dr A being in theatre for some of Dr Hasil’s first sessions and Dr Hasll attending
and observing Dr A for four or five weeks. Nurse A recalls that when Dr Hasl| started he
worked mostly with the third consultant, including in theatre. She recalls that Dr Hasll
sat in the third consultant’s outpatient clinics a few times.

Dr B recals Dr Hasll attending one of his theatre sessions. He thought that Dr Hasll
would watch him perform some surgical cases, but Dr Hasll stayed for only an hour.

Dr C, the DHB’s Medical Advisor, was aware that Dr Hasil did not have the necessary
qualifications to be appointed to a specialist position. He also knew that in practice Dr
Hasll was treated as a consultant, and that he was on the consultant roster. Dr C
explained that there was no standard policy on performance management that applied to
medical staff.”® He said the process for performance management at Wanganui Hospital
tended to be anecdotal and informal. Some departments had regular weekly meetings and
peer review, and it was al fairly well documented. Therefore, it was reasonably easy to
catch somebody who might be “falling over” in a particular area. However, Dr C stated
that some departments at Wanganui Hospital had been under-resourced, which in turn
affected the performance management process.

Dr C said that athough peer review and performance management overlapped, they
tended to be kept separate. The relevant clinical directors and heads of department were
responsible for overseeing the adequacy of the performance management process. In the
case of obstetrics and gynaecology, Dr A was responsible.

Dr C explained that about four years ago a consultant physician was appointed as
Clinical Audit Co-ordinator. Dr C said that Whanganui DHB followed ministerial
guidelines for credentialling of al senior medical officers, departmental credentialling and
clinical audit. The heads of departments were asked about their three clinical priority
areas and what needed to be done over the next 12-month cycle. The information was
forwarded to the Clinical Audit Co-ordinator who assisted the head of department to
ensure audits took place formally. The information was given to the Clinical Governance
Unit, and the recredentialling cycle and departmental cycle started.

Dr C said that the system “fell down” because the information did not come back from
the heads of department, who said that they were too busy or felt that the process was
too managerial. However, the consultant physician persisted and was able to obtain a
number of anecdotal and informal clinical audit trials, which a number of the heads of

> The DHB has since clarified that the standard policy appliesto all staff, including doctors.
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department took an interest in. The Clinical Audit Co-ordinator reported back to Dr C
on atwo-monthly basis.

The consultant physician said his role as Clinical Audit Co-ordinator was to promote
clinical audit amongst senior medical staff at Wanganui Hospital, although he was not
actually employed to do the audit. Previous attempts at introducing such a role at the
hospital had falled, and he was encouraged to do what he could. He conducted
interviews of all heads of department to find out what clinical audit was occurring and
what could be done to make it easier. He said that Dr A, as head of department of
obstetrics and gynaecology, told him that some compulsory reporting was ongoing, but
that he had a huge workload and was unable to take time to do any extra audit.

Finally, evidence was provided that Dr Hasil was professionally and socially isolated. He
had little contact with his colleagues and apparently did not avail himself of opportunities
to become more integrated into the community. He rarely sought the opinions of the
other consultants or referred patients to them for opinions. Dr Hasll explained that given
his workload, he did not have the time to actively seek supervision.

Documented meetings

The Supervision Plan for Dr Hasl

included:

o weekly formal Department of Obstetrics and Gynaecology team meetings held every
Monday morning;

e peer review held on the third Tuesday of every month;

e Obstetrics Standards Review Committee meeting every month;

e Perinata Review Committee meeting held quarterly.

I"® set out the meetings he was required to attend. This

The minutes have been provided for the weekly departmental meetings. The obstetric
and gynaecology medical staff and other departmental staff members, such as the head of
midwifery and a paediatric representative, attended these meetings. Dr Hasil attended
regularly. He did not attend about seven meetings during his employment. Some of these
coincided with his leave (14 November, 13 March, 21 August, and 28 August 2005). He
attended a local hedlth centre every third Monday morning. Overal, Dr Hasll attended
about half of the weekly departmental meetings.

From the minutes it appears that patients in the delivery suite, the ward (postnatal and
antenatal women, and gynaecology patients) and the neonatal unit were discussed.
Interesting cases and hirth statistics, including the number of normal births, home births,
semi-elective births, emergency Caesarean sections, and cases involving an induction of
labour were also discussed. No other documentation of meetings attended by Dr Hasll
has been sighted.

Peer review meetings were held on every third Tuesday and involved senior medical staff
from all departments. The DHB records indicate that Dr Hasil attended only the meeting
in August 2006.

16 See Appendix 6.
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The minutes of the monthly department management meetings indicate that departmental
management meetings were held on 4 July, 5 September, 3 October, 7 November and 5
December 2005, then suspended until 22 May 2006 as a result of staff shortages. Dr A,
Dr B, the third consultant, the Service Manager of Community and Rural Services
(Service Manager B), and the Head of Midwifery attended these meetings. Dr Hasil was
not expected to attend the departmental management meetings. The matters discussed at
these meetings included funding, service redesign, recruitment in the department and
shortages of midwifery personnel, and clinical issues involving patient safety. At the
meeting on 3 October 2005, Dr A clarified that Dr Hasl would function on the
consultant roster. On 5 December 2005, Dr Hasll's leave from 19 December 2005 until
the new year was discussed.

There are also minutes from Maternal and Perinatal Review Committee meetings held
on 31 August, 12 October and 30 November 2005, and 22 February and 22 May 2006.
These meetings involved discussion on matters such as policies and protocols (eg, for
pregnant diabetic patients), the national immunisation register, the relationship between
the midwives and the neonatal unit, training on neonatal resuscitation, and case reviews
of neonatal and intrauterine deaths. It appears that Dr A was the only consultant
obstetrician and gynaecologist who attended the committee meetings.

Although attendance at the quarterly Perinatal Review Committee meetings was part of
his supervision plan,*” Dr Hasil stated that he was not invited to attend these meetings,
the mgjority of which were held on Wednesday afternoons. | note that the gynaecology
timetable indicates that Dr Hasl was on call al day on Wednesdays and had a
gynaecology outpatient clinic on Wednesday afternoons.

Supervision reports

By March 2006, Dr Hasil had been working at Wanganui Hospital for six months. There
are no records of any supervision meetings or reports (as agreed between Dr A and the
Medical Council) nor of a performance appraisa (which was noted as due on 2
November 2005, according to human resources records). The November 2005 date
coincides with the date the first quarterly supervision report was due.

In addition to the three-monthly supervision reports, the Medical Council also required
Dr Hasll to re-certify through the annua practising certificate process and disclose any
competence, conduct or health issues. Dr Hasil’s practising certificate expired on 28
February 2006. On 17 February 2006, Dr Hasil applied for a renewal of his annua
practising certificate (APC). On 6 March, as part of this process, the Medical Council
asked the DHB for Dr Hasll’s supervision reports (from 8 August to March 2006). Dr A
provided Dr Hasl with a satisfactory report for the period from 8 August 2005 to 7
November 2005, which they both signed on 10 March 2006 and sent to the Medical
Council. Dr A gave a score of “3" (satisfactory) for Dr Hasil’s clinical clerking and
communication, and scores of “4” (above expectation) or “5” (exceptional) for the other
domains of competence, which included a “5” for personal manner. Dr A commented
that Dr Hasil was a valuable member of the team.

1" Refer to Appendix 6, Supervision Plan.
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The Medica Council then requested and was provided with an updated supervision
report. The updated supervision report is virtualy identical to the first report but covers
the period 8 August 2005 to 10 March 2006. It appears that the period covered by the
first supervison report has smply been altered to cover the extended period —
“updated” as part of the APC extension process. Dr Hasll's second annua practising
certificate was subsequently issued in the same terms and covered the period 1 March
2006 to 28 February 2007.

On 9 March 2006, at the same time its registration team was renewing Dr Hasil’s APC,
the Medical Council received a report about Dr Hasll's alcohol use while working in
Victoria. The Medica Council then referred the report to its Heath Committee for
determination of Dr Hasll’s fitness to practise. On 7 April, a representative of the Health
Committee contacted the New South Wales Medical Board to obtain more details about
the events that led to Dr Hasll’s notification to the Board. The Board advised that Dr
Hasll had been under some stress, but that things had resolved. The Board confirmed
that its nominated psychiatrist had concluded that Dr Hasil had no ongoing problems and
that the Board proposed to take no further action. The Health Committee noted this and
took no further action. Neither the Medical Council nor Dr Hasil informed the DHB
about the notification from the NSW Medical Board about Dr Hasil’s alcohol use or the
assessment by a board-nominated psychiatrist.

A supervision report from Dr A and the DHB, covering the supervision period from 10
March 2006 to 9 June 2006, was sent to the Medical Council on 8 August 2006. During
this period, Dr A and the DHB were aware, or ought to have been aware, that there had
been two failed sterilisations (in April). There had aso been the alcohol incidents in
March and May and further complaints about Dr Hasll from patients and staff. Despite
this, the report advised that Dr Hasil was reliable and satisfactory in al respects. The
supervision reports for the periods 10 March to 9 June 2006 and 10 June to 9 September
2006 are included in Appendix 6.

When Dr A resigned, new supervison arrangements needed to be made. There was
considerable correspondence between the DHB and the Medical Council regarding Dr
Hasll's supervison. There appears to have been some confusion and duplication in
relation to the process, and uncertainty as to whether Dr Hasil could remain on duty in
the meantime.

On 18 August, the service managers for Surgical and Support Services (Service Manager
A) and Community and Rural Services (Service Manager B) met with Dr C about
contingency arrangements for obstetric and gynaecology services. They were concerned
that Dr Hasll was not fulfilling his responsibility to ensure that he had a supervisor. It
was noted that Dr B would be away for a ten-day period in October, and it was agreed
that the service would have to close down as there were no locums. There was reference
to Dr A being on leave and returning the following week.

On 4 September 2006, the DHB notified the Medical Council that Dr A was no longer
working at Wanganui Hospital, but that he was willing to continue as Dr Hasil's
supervisor. The Medical Council responded that Dr Hasl could not work until it
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approved the new supervision arrangements. This suggests that Dr Hasll should have
been on leave on 4 September until the new arrangements were approved.

On 5 September 2006, the General Manager of Wanganui Hospital drafted an urgent
facamile to the Medical Council. She forwarded a copy of Dr Hasll's application to
amend his APC, the last supervisor’s report (for the period 10 June to 9 September
2006, signed by Dr A on 29 August 2006 and the RMO Co-ordinator on 4 September
2006) and a document outlining detailled supervision arrangements. The supervision
arrangements for Dr Hasll were:

“1. [Dr A] will be available by telephone [at] all times for Dr Hasll.

2. Set aside time once a week as agreed by Dr Hasll and Dr A for telephone
interview.

3. Monthly person to person meeting and case review.
4. Dr Hasll to keep a written record of all supervision meetings.”

Subsequently, the Service Manager, Community and Rura Services, advised Dr Hasl
that the Medical Council had sighted and agreed to the supervision arrangements and
that Dr Hasil could resume duties on 6 September 2006.

On 21 September 2006, Dr Hasil telephoned, and subsequently sent an email to, the
Medical Council asking what steps he should be taking with regards to his supervision at
Wanganui Hospital. He explained that his supervisor, Dr A, would no longer be working
at Wanganui Hospital from mid-October 2006 but had agreed to continue as his
supervisor. Dr Hasll forwarded the supervision agreement signed by himself and Dr A. In
the event that the arrangement was not adequate, he sought detailed advice about what
was required, given that there would be no other full-time obstetrician and gynaecologist
at Wanganui Hospital.

On 21 September 2006, the Personal Assistant to the Service Manager, Surgical and
Support Services, re-sent the application to amend the APC that had been sent by the
Medical Council on 5 September. It appears that on 26 September the Service Manager
asked Dr B to assist in supervising Dr Hasll.

On 29 September 2006, Dr B advised by letter that he was happy to provide his
unqualified support to Dr Hasil in any emergency situation should Dr Hasil request his
help. He stated: “This is obviously on the understanding that | am available in Wanganui
at the time as my primary residence, as you are aware, isin [another region]”.

On 2 October 2006, the Medical Council confirmed that Dr Hasil could continue to
practise as a medical officer at Wanganui Hospital with offsite supervison by Dr A and
emergency support from Dr B if he was available. On 2 October 2006, a copy of Dr B's
letter was sent to the Medical Council as requested.

Dr A advised that Dr Hasll did not attempt to honour the supervison arrangements.
There were no weekly or monthly contacts. Dr Hasil contacted Dr A only once to advise
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that he was returning to Australia for an indefinite period. In fact, Dr Hasll had been
placed on leave on 5 October 2006, following the alcohol incident. He never returned to
duties at Wanganui Hospital.

During the following months, a closer supervision arrangement was made between the
Medical Council, the DHB, MidCentral DHB and Dr A as part of a plan for Dr Hasl's
rehabilitation and return to work. It was agreed that Dr Hasll would work directly with a
consultant obstetrician and gynaecologist at MidCentral DHB for a period of two weeks
to develop the supervisory relationship and satisfy the Medical Council that Dr Hasil was
competent to practise without direct onsite supervision. Thereafter, Dr A would be Dr
Hasll's primary supervisor and would review all his theatre lists and booking sheets one
week prior to scheduled surgery. Dr Hasil would be required to contact Dr A once a
week and to arrange a face-to-face meeting once a month.

From 12 to 19 February 2007, Dr Hasil worked with the consultant obstetrician and
gynaecologist at MidCentral DHB in accordance with the plan for his return to work.
The obstetrician and gynaecologist found Dr Hasl's decison-making lacking and, in
particular, thought that his practice was not up to date. He also stated that Dr Hasll
appeared nervous in theatre and very rushed, with slight handshaking.

STAFF AND PATIENT COMPLAINTS

During Dr Hasil's employment there were a number of complaints and incidents about
him. These are discussed below, not with a view of assessing whether any complaint was
well founded, but as relevant background in considering whether there were pointers to
problems that the DHB might have identified earlier and responded to more effectively.

The DHB has policies and procedures regarding patient complaints, the code of conduct
and incident reporting. The Patient Complaints Policy, Incident Reporting Policy and
Code of Conduct are attached as Appendix 5. Clinical Quality and Risk Advisor
(Manager C) said that she would see all patient complaints and staff incident reports.
Manager C explained that the normal process for an employee raising a concern is to
complete an IR1 form and fax it through to the Quality and Risk team.

The Service Manager, Surgical and Support Services (Service Manager A) said that he
was totally reliant on the clinical director of the service to raise clinical concerns about a
clinical staff member. Incident reports and letters of concerns about a particular doctor
would go to the clinical director of the service. He said that from a service manager’s
perspective, the ability to take immediate action against a doctor was difficult because of
the environment that doctors worked in, including the agreements with the ASMS (the
Association of Salaried Medical Specidists), which made it difficult to stand down a
doctor.

Nurse A’s concerns

Dr Hasll worked closely with Nurse A in the gynaecology outpatient and family planning
clinics, which were held twice weekly. From the outset, there were a number of aspects
of Dr Hasl's practice that gave her great concern. She wondered whether he was an
“imposter doctor”. Dr Hasll responded that he found Nurse A difficult to work with.
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Nurse A initially made her own personal notes about her concerns, which included Dr
Hasll's cursory history taking and clinical examination, minimal documentation, use of
the lithotomy position — and that he “redly hurt some people” during clinical
examination. She noted that his management plan tended towards a hysterectomy if the
uterus was not useful (ie, women had reached menopause) or was causing any trouble.
Nurse A said that Dr Hasil examined people extremely quickly and would not tell them
what he was about to do. She said that when she was at the top of the examination bed,
she tried to tell patients what to do before he examined them. Nurse A also noted that Dr
Hasil became angry when women questioned him. She was concerned about him filling in
booking sheets for theatre cases and not examining the women. She also said that his
clinical notes were inaccurate, and noted specific examples.

Nurse A’s notes made on 12 August 2005 record her concerns regarding Dr Hasl's
management plan of abdominal hysterectomies only and that he “talked woman out of
LAVH [laparoscopically assisted vagina hysterectomy]”. On 17 August 2005, she was
concerned that Dr Hasil suggested “TVT [tension free vaginal tape] for obv. [obvious]
Cystocole” and on 24 August 2005, that Dr Hasil “used TV S [transvagina sonography]
— mistook uterus for bladder”. On 25 August, it is noted that she reported these
concerns to Dr A. She noted that Dr Hasil “offered woman with lax vagina muscles an
abdo hysty”. There were aso inconsistent handwritten records of a patient who was
discharged by Dr Hasll on 5 April 2006 because she did not attend the outpatient clinic.
Dr Hasll's documentation in the outpatient records suggests that he had seen this patient
on 5 April 2006 as there was reference to “happy, no problems O/E spec wound healing
... discharge”. Nurse A crossed this out and wrote “written in error” and “DNA [did not
attend] discharge pp Dr Hasil” underneath. There was a subsequent note by Dr Hasl
indicating that it was not written in error. Yet Dr Hasl’s dictated clinic letter to the
patient’s general practitioner confirms that she did not attend and was discharged back to
his care.

Nurse A promptly and frequently reported her specific concerns to the Clinical Nurse
Manager (who was her manager) and Dr A. That is not disputed. Dr A recalls that many
of the concerns were about Dr Hasil’s manner and attitude, and the appropriateness of
his decision-making regarding hysterectomy. Dr A said he followed this up in discussions
with Dr Hasil. These included discussions with him about his use of the lithotomy
position, overbooking patients, and the need for thorough examinations and
comprehensive notes. He also addressed the concerns by reviewing about 15 to 20 cases
with Dr Hasil and changing the management plan in some cases. Dr A said that he
ensured that Dr Hasll had training so that he was able to offer an aternative to a
hysterectomy. He stated that Dr Hasll was given formal preceptored training in certain
newer techniques, such as placement of sub-urethra dings (TVT) and baloon
endometrial ablation. Dr A said that in most cases, Dr Hasll's management was
appropriate. He said that not all women found Dr Hasil difficult or abrasive; his manner
was not always the same for everybody.

It appears that Dr Hasil took on board the comments about examining in the lithotomy
position, and Nurse A thought he “mellowed out” alittle. However, her concerns did not
abate over time. Her apprehension was heightened by her awareness that he had been
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found on duty smelling of alcohol and by other “erratic” and “bizarre” behaviour, such as
frequently taking breaks from clinics, purportedly to go to the bank.

Nurse A noted a discussion with Dr A regarding the increasing colposcopy waiting list.
Nurse A recalls that she and Dr A discussed Dr Hasil performing colposcopies. She said
that Dr A commented that “we could take bets on how quickly we would hit the front
page of the Chronicle’®® if he did. It appears that discussion occurred in about April
2006.

In May 2006, Nurse A became frustrated by the lack of response to the concerns she had
raised about Dr Hasl. She felt disappointed and lacked confidence that anyone was
going to do anything about her concerns. Nurse A reiterated her concern about Dr Hasll,
amongst other matters, in an email to her manager dated 1 May 2006. She stated:

“Dr Hadll is «till a worry. | have given up reporting his ridiculous actions and
recording of the same. Nothing is done. He will make a grave mistake.”

No information has been provided to suggest that Nurse A has a history of making
frivolous complaints. Her manager had confidence in her judgement.

The Clinical Nurse Manager said that once she read the email, she immediately went to
talk to Nurse A. The Clinical Nurse Manager met with Dr A about the concerns. At a
later meeting, it was agreed that Dr A would provide guidelines in relation to booking
cases for surgery. If Nurse A had any concerns about Dr Hasll filling in the booking
sheets, she was to follow them up with Dr A. However, the guidelines did not eventuate.

The Service Manager, Surgical and Support Services, said that on occasions the Clinical
Nurse Manager indicated to him that Nurse A was not happy. However, the Service
Manager said that Nurse A did not document her concerns in writing, so he could not
take them further.

Patient D (complaint 951)

On 7 November 2005, the DHB received its first patient complaint about Dr Hasl.
Patient D complained about the way Dr Hasll carried out his clinical examination on 26
October 2005 and his comments about her having a history of complaining. In her
complaint, Patient D asked about Dr Hasll’'s qualifications and queried why, if he had
none, he was in a specialty like gynaecology without supervision by a senior consultant.

Dr A investigated Patient D’s complaint. As part of the investigation, Dr Hasil and Nurse
A were interviewed and Patient D’s clinical record was reviewed. Nurse A was
interviewed by her manager. Nurse A’s statement of 11 November 2005 stated that Dr
Hasll's internal examination of Patient D was “his usual practice”. She was concerned
that her statement was subsequently altered without her consent to present a more
favourable view of Dr Hasil's care. The words “rough and fast” were removed from
Nurse A’s description of Dr Hasll’ s examination.

18 The Wanganui Chronicle, the local newspaper.

30 H)'( February 2008



Opinion 07HDCO03504

On 21 January 2006, a meeting was held and attended by Patient D and her husband, the
Clinical Quality and Risk Advisor, and the Service Manager, Surgical and Support
Services. A number of issues were clarified. In his letter dated 20 February 2006, in
response to the complaint, the CEO advised that it was not the DHB’s usua practice to
record complaints in the patients clinica records, and that this reference had
subsequently been removed. The CEO fully acknowledged the distress Patient D and her
husband experienced and a letter of apology was forwarded from Dr Hasil. Dr A
concluded that cultural differences may have contributed to the circumstances
surrounding the complaint. The CEO confirmed that at the time the DHB had not
received any other complaints about Dr Hasll’ s treatment and attitude towards patients.

In March, Dr Hasil was disciplined for using alcohol while on call. Dr Hasil had been on
leave from 13 March to 23 March 2006. On his first day back on duty, 24 March, Dr
Hasll was reported to be smelling of acohol at 5.15pm. He was again reported to be
smelling of alcohol the next morning, on 25 March, at 10.40am. Two incidents reports
and a patient complaint were received about this. A further patient complaint was
received in May in relation to Dr Hasll's manner and behaviour on the morning of 25
March (complaint 1088 — Patient E). These events are summarised below.

Incident of 24 March 2006 (complaint 8591)

Midwife A is a self-employed midwife working in a Lead Maternity Carer role in the
community. She had interactions with Dr Hasll when women went into the Maternity
Unit for birthing. Midwife A reported that Midwife B called Dr Hasl, who was on call,
to attend the delivery suite to review a client. Midwife A was concerned that when he
arrived in the delivery suite she could smell alcohol on him. She notified her mentor, and
the following day notified Dr A, who encouraged her to put something in writing. An
incident report was completed on 27 March 2006. The incident was referred to the
relevant Service Managers and Dr A. Dr A said that this incident had come to light
during the investigation of the events of 25 March.

Midwife A recalls a number of times when she had thought Dr Hasil smelt of alcohol
when he arrived at the hospital. The first time was in January 2006. Midwife A said that
she had spoken to her mentor about the incident, but did not take the matter any further
because she thought it was a one-off event. However, when she smelled alcohol again in
March 2006, she raised her concern with Dr A, in the absence of the Head of Midwifery.
The Head of Midwifery then spoke to Midwife A and Dr A, and Dr A discussed the
concerns more formally with Midwife A.

Incident of 25 March 2006 (complaint 8660)

On 25 March 2006, at approximately 10.40am, Midwife C called Dr Hasil, the on-call
obstetrician, to view the perineum of her client, Patient K, following a normal vaginal
birth. On arrival at the unit, Patient K's mother noted that Dr Hasil smelt of alcohol.
Midwife C agreed with the observation but she did not think that Dr Hasil was impaired.
Dr Hasll sutured the perineum with the assistance of Midwife C.

Patient K’s mother indicated that she wanted to complain about this event and Midwife
C advised her that she would inform the Head of Department, and also suggested that
Patient K’'s mother write a letter of complaint. Midwife C completed an incident report
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on 27 March, and notified Dr A. The relevant service managers were also notified about
the incident. The DHB received a complaint from Patient K’s mother on 4 April 2006.

The DHB commenced an investigation into the incidents, led by the Service Manager,
Surgical and Support Services. On 31 March 2006, an investigation meeting took place
and was attended by Dr Hasil, his support person, Dr A, the Service Manager and the
General Manager, Human Resources.

When confronted with the allegations, Dr Hasil confirmed that they were true — he had
been consuming alcohol while on call. He cited mitigating circumstances of being under
pressure due to the absence of his family, and said that it was a one-off occurrence. In
response to this inquiry, the DHB submitted that those who attended the meeting
described Dr Hasil as frank, apologetic, believable and suitably embarrassed. The Service
Manager said that the two episodes were accepted as part of the same “binge”. Dr A
acknowledged on reflection that Dr Hasil's explanation that he had had a drink the night
before “really didn't wash because he was on call the night before as well”. Dr Hasll
submitted that, in retrospect, it was sad that no real steps had been taken to address the
possibility of alcohol misuse as a result of that notification. He said that “acohol misuse
can lead to a disease process’ and that “under extreme stress, doctors are liable to
becomeill, like other members of the community”.

Dr Hasll was given a written warning, and was required to write letters of apology to the
complainants, and to give an assurance that he had sought medical help. The Service
Manager advised Dr Hasil that Medical Advisor Dr C would be informed of the outcome
of the meeting as he had statutory obligations and might have to inform the Medical
Council of the matter.

Dr C recalls contacting the Medical Council to seek advice about Dr Hasll in early April
2006. Dr C stated that he discussed the situation with a Council staff member but only in
a hypothetica sense. He did not mention Dr Hasll's name. After further consideration
and perusal of the Medical Council’ s guidelines, he decided not to inform the Council of
the outcome of the meeting. Dr C informed the Service Manager, Surgical and Support
Services, that they needed to remind Dr Hasll that they might need to take a different
approach if there was any recurrence in the future.

Dr C consdered that reporting the matter to the Medical Council might be counter-
productive. He felt they would be reporting a health issue which, as far as he knew, was
unfounded. Dr C recalls telling the Service Manager that they needed to be open-handed
with Dr Hasll — that if he needed any support or assistance, they were more than happy
to provide it. Dr C said that the problem was that they had not identified a specific
alcohol problem so it was difficult to suggest a specific programme of intervention.

The Medical Council has no record of Dr C having contacted it in late March—early April
2006. The Medical Council advised me that its Health Manager would usually be
responsible for taking telephone calls about such concerns. If she were unavailable, the
responsibility would fal to another member of the Heath Team or the Council’s
Registrar. The Health Manager keeps an informal log of telephone calls, and has no note
of atelephone call from Dr C during late March—early April 2006.
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The upshot was that the DHB treated the incident as a “one-off occurrence’”. On 13
April 2006, the Service Manager, Surgical and Support Services, rang Patient K's
mother to discuss the outcome of the investigation. He assured her that there was no
indication from staff that Dr Hasil’s clinical skills were impaired at the time that he was
attending her daughter. He told her that Service Manager A had met formally with Dr
Hasll to discuss her complaint, and that Dr Hasill had admitted that he had consumed
alcohol, and that he was very apologetic and had given his assurance that it would not
happen again. This discussion was followed up by a letter from the CEO dated 5 May
2006, in which he apologised for the events.

At the time, the Medical Council was aready on notice from the NSW Medica Board of
a “one-off occurrence” of alcohol use by Dr Hasll while he was on duty at Angliss
Hospital in Victoria in April 2005. If the information had been shared (either by the
Medical Council informing the DHB of the hedth report or the DHB informing the
Medical Council) it would have been clear that there was a hedlth issue that required
addressing. Dr C acknowledged that if the DHB had been aware of the information from
the New South Wales Medical Board about a previous alcohol issue, that would have
provided a different context altogether. In response to my provisional opinion, the
Medical Council expressed concern that it was not notified about Dr Hasll's possible
health problems in early April 2006; an early referral would have allowed Dr Hasil to be
assessed and rehabilitated and been effective in protecting public health and safety.

Patient E (complaint 1088)

Patient E had a normal delivery at 6.39am on 25 March 2006, but her placenta did not
deliver. Her midwife called in Dr Hasil."® At 7.30am Dr Hasil examined Patient E and
attempted to manually remove the placenta with controlled cord traction. Patient E was
in pain and screamed out. When Patient E’s partner asked what was happening, Dr Hasll
ignored him and continued to pull the placenta.

At 7.30am, Dr Hasll decided that Patient E needed an evacuation of the retained placenta
under anaesthesia, and he immediately booked her for theatre. The midwife asked if a
Syntocinon infusion could be administered as bleeding was ongoing, but this did not
happen. At 8.50am theatre staff arrived to collect Patient E. She stated that she had
waited a long time before surgery took place. On arrival in theatre, she was found to be
in hypovolaemic shock and required blood transfusions and fluid resuscitation. The
anaesthetist commented to her that she should have been there earlier. Dr Hasil explained
that the delay in the availability of the theatre resulted from the time of ordering of the
theatre coinciding with the change between two shifts. Following surgery, the
anaesthetist explained to Patient E what had happened — that she had a tear that had
been repaired, and had lost alot of blood, but was on the road to recovery.

In aletter to the DHB dated 13 April 2006, Patient E and her partner complained about
the services provided by Dr Hasll. In particular, they felt that Dr Hasll’s manner was very
rude and poor. They explained that Patient E’s partner had dozed off in the chair and did

191t is significant to note that this event happened the morning after the first alcohol incident and just
hours before the second alcohol incident.
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not know that Patient E was having problems with the placenta. They said that Dr Hasll
had come in and asked who Patient E’s partner was, and had said that if he was going to
be asleep to “just get him out”. They complained that Dr Hasll was rough when he tried
to manually remove the placenta and did not explain what he was doing. They said that
Dr Hasil was very arrogant and lacked communication skills, and that he had made their
birthing experience very unpleasant.

They aso raised a number of other concerns — including the delay in Patient E going
into surgery, that nothing had been organised when she arrived in theatre, that Dr Hasll
had contributed to the blood loss by pulling at the placenta (not recorded), the paucity of
medical notes, and a perinea tear during surgery (also not recorded). They also
complained that Dr Hasil had provided no explanation after surgery and that Patient E
had not been catheterised.

On 4 May 2006, the DHB received the complaint from Patient E and her partner, and
commenced an investigation. The DHB notified Dr Hasil of the complaint and that it had
been forwarded to the Service Manager and Dr A to investigate.

In aletter dated 17 July 2006, the CEO set out the results of the investigation. He stated
that it revealed that Dr Hasil's communication style had left Patient E and her partner
feeling excluded and uninformed, and that Dr Hasil had expressed his sincere apologies
for the lack of communication. The CEO’s letter said that Dr Hasil did not recall asking
Patient E’s partner to leave the room; however, if he had, he sincerely apologised that his
manner had upset them. Dr Hasll also apologised for any pain experienced from his
examination of Patient E, but noted that it was usual to gently pull the cord in diagnosing
aretained placenta.

The CEO explained in his letter that Dr Hasil had made the decision that Patient E
needed to go to theatre at 7.30am on 25 March 2006 and had immediately booked the
theatre. At 8.15am, Dr Hasll had gone into theatre to find out when Patient E could be
accommodated. The house surgeon had contacted theatre, but they were unable to send
for Patient E at the time. At 8.50am, theatre staff had arrived to collect her. The CEO
also stated that the anaesthetist’s comments that Patient E should have been in theatre
earlier were not helpful, and that if he had been concerned about her condition, he should
have spoken directly to Dr Hasll.

The CEO also stated that the clinical records indicated that Patient E experienced birth
trauma, which was repaired in theatre, and that Dr Hasil had not felt it was necessary to
catheterise her.

On receipt of the DHB’s response, Patient E felt that her complaint was being “swept
under the carpet”, but decided it was not worth pursuing. However, following the media
attention surrounding other complaints against Dr Hasil, she decided to follow up her
complaint with the DHB.

In a letter dated 3 May 2007, the CEO acknowledged Patient E’'s and her partner’s
dissatisfaction with the response to their initial complaint. The DHB commenced a re-
investigation into the complaint. In his letter, the CEO sincerely apologised for the series
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of events that had occurred. He stated that the investigation had revealed that Patient E
felt Dr Hasll’'s communication style and manner were rude and arrogant. Dr Hasil's
controlled cord traction technique to remove the placenta was in accordance with
standard practice, but the CEO acknowledged that it was extremely painful. The
investigation also reveded that theatre staff formally commenced weekend duties at
8.30am and they had been contacted and arrangements had been made for them to set up
for Patient E’s operation on arrival. Although the midwife had telephoned theatre and
requested that the start time of the operation be brought forward, the staff had not been
able to respond to this request. The clinical records indicate that Patient E’s condition
had deteriorated at 7.35am and that she had lost approximately 500ml of blood.
Immediately following surgery, her haemoglobin level had been low, at 69g per litre,
requiring blood transfusion. The DHB had been unable to establish when the perineal
tear had occurred.

Patient E remained dissatisfied with the DHB’s response to her concerns, particularly
regarding Dr Hasll’s controlled cord traction technique, the perineal tear, the delay in
getting to theatre, and the recording of the blood loss. On 25 May 2007, Patient E met
with the staff involved to discuss her outstanding concerns.

Patient E subsequently made a claim to the Accident Compensation Corporation (ACC)
for atreatment injury. In July 2007 ACC accepted the claim for (1) hypovolaemic shock
requiring blood transfusion due to delay in proceeding to theatre which was urgently
required due to blood loss from retained placenta; and (2) perinea tear. ACC sought
clinical advice from Dr Jenny Westgate, obstetrician and gynaecologist, who stated:
“Delay in going to theatre for manual removal of placenta caused a large blood loss and
need for 5 unit blood transfusion. Dr Hasll's refusal to alow a Syntocinon infusion
preoperatively is not acceptable management and contributed to the severity of the post
partum blood loss.”

Incident of 31 May 2006 (incident 7373)

On 31 May 2006 at 1.30pm, Nurse A smelled alcohol on Dr Hasll when he arrived to do
a gynaecology clinic. She advised her manager. She then confronted Dr Hasil, asking if
he had been drinking. After he denied it, Nurse A told him he smelled of alcohol and Dr
Hasll said that he had had “a bit” the night before. She checked whether he had been on
call the previous night and found that he had not been. Nurse A stated that a short while
after she confronted Dr Hasil about the smell of alcohol, she could no longer smell it.
Since he had not been on call the previous night, she did not wish to pursue the matter as
she believed “he was not at fault”. Her manager requested that Nurse A inform Dr A and
write an incident report.

An incident form was completed by Nurse A and reported to Quality and Risk
Management and the Service Manager. She stated: “I could smell alcohol on Dr Hasll
when he arrived to do a clinic. | informed [my manager] — this is the second time.”
Nurse A’s manager said that she did not receive any feedback from the incident report.

The Clinical Quality and Risk Advisor did not recall the incident form being received by
the Quality and Risk team, and concluded that it had been sent when she was on leave or
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that it had not actually been received and logged. However, it was stamped as received
by Quality and Risk on 6 June 2006.

The Service Manager said he was not aware of this incident. He said that the incident
would have been brought to the attention of his fellow service manager or himself. In the
report for June 2006 from Surgical and Support Services to the General Manager of the
hospital, the Service Manager noted this incident. The report stated that “[a]n incident
form was completed and forwarded to Risk Management and Head of Department re
concerns in regards to a Gynae consultant”, and that no complaints had been received
that month.

Nurse A informed her manager that she handed a copy of the incident report to Dr A. Dr
A sad that the incident was brought to his attention. However, the only evidence was
that Nurse A had smelt something. Dr A said that Nurse A partidly retracted her
statement of concern, saying that the smell might have been garlic, and that she was not
absolutely sure it was alcohol she had smelled on his breath. Dr Hasil’ s performance had
not been impaired. Dr Hasil denied that he had been drinking while on duty or so that it
would affect his duty, and there was nothing else to suggest that he had been other than
Nurse A smelling something which she later said she was not sure was alcohol. Dr A said
that when he raised the matter, Dr Hasil was quite angry and vehemently denied it, and
that there was nothing else to suggest that he might have been drinking. Dr A noted that
the incident was discussed with Nurse A, her manager and the Service Manager. Dr A
considered that no further action was required.

Patient F (complaint 1305)
On 31 May 2006 Patient F was admitted to Wanganui Hospital for a planned induction
of labour at 37 weeks' gestation. The induction had been arranged by Dr Hasll.

The induction of labour commenced on the morning of 31 May using prostaglandin gel.
Patient F did not go into active labour that day or overnight. On 1 June, Dr Hasl
reviewed the plan of care and recommended a second dose of prostaglandin. Labour still
did not establish. On 2 June, Dr Hasil attempted an artificial rupture of membranes,
which was unsuccessful. Later that day, following a further assessment, a plan of care
was discussed, and Patient F was advised that the induction of labour had failed and that
an elective Caesarean section would be arranged for 9 June. Patient F was discharged
from hospital with instructions to return if labour commenced or there were any
concerns.

On 3 June Patient F returned as pre-arranged for an assessment. She complained of a
headache, had raised blood pressure, and was advised to remain in hospital. Patient F
was unhappy with her maternity care and requested a Caesarean section. The midwife
advised that there was no indication for an emergency Caesarean section at that time. On
5 June, Patient F felt unwell, her blood pressure worsened and Dr Hasil recommended an
emergency Caesarean section. Patient F delivered a baby girl.

20 |_ater this day Nurse A reported that she found Dr Hasil smelling of alcohol.
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On 22 March 2007, Patient F made a verbal complaint to the DHB. She stated that it had
been extremely traumatic for her over the five to six days during the admission. She
dleged that Dr Hasil was technically wanting and had behaved inappropriately
throughout. Patient F said that when Dr Hasll tried to artificialy rupture the membranes,
he “tore [my] insides’. She said Dr Hasll had risked her life and the baby’s.

Patient F stated that Dr Hasll had screamed in theatre, and in the delivery suite he had
been shaking, sweating and was rough. He had told her about his personal problems. She
said that it was clear that the nursing staff and midwives were uncomfortable with his
behaviour. She wanted to know why the nurses did not report his behaviour. Patient F
also raised concerns that parts of a copy of the clinical record of her hospital admission,
which were forwarded to her, were missing.

On 23 March 2007, the DHB wrote to Patient F, acknowledging receipt of her complaint
and saying that it would be investigated. In a letter dated 26 April 2007, the CEO
informed her of the outcome of the investigation.

The CEO referred to a report from the Head of Midwifery, who on severa occasions
was also present when Dr Hasil assessed Patient F's condition and formulated a plan of
care. The Head of Midwifery’'s opinion was that the induction of labour was in
accordance with standard practice. The Head of Midwifery's view was that Dr Hasil had
tried very hard to maintain the balance between clinical indications for induction and
Patient F' s wish to birth the baby sooner rather than later.

The investigation also involved interviewing theatre staff and the midwife involved. The
CEO dtated that no one recaled the specific behaviour described by Patient F.
Furthermore, as Dr Hasil was no longer working for the DHB, the allegations could not
be addressed with him. However, the CEO apologised for any inappropriate behaviour
by Dr Hasil. A complete copy of the clinical record of her admission was forwarded to
Patient F.

In conclusion, the CEO stated that the investigation revealed that the plan for care was
communicated, discussed and agreed upon with Patient F and her partner, and that the
plan followed usual practice. The CEO explained that inductions can and do fail leading
to emergency Caesarean sections, and that vaginal trauma may occur during
examinations and attempts to rupture membranes. Furthermore, the investigation found
that timely surgical intervention occurred shortly after clinical signs and symptoms
indicated a worsening condition.

Midwife D (incident report 7096)

Midwife D is aregistered midwife working at a nearby rural health centre. If she had any
concerns about a client, she would usually discuss them with the obstetrician on call. On
15 June 2006, Midwife D reported an incident that took place on 11 June 2006 at
4.30pm, in which a client was booked for an induction of labour on 12 June 2006 when
she was 13 days overdue. The client had pre-laboured since 10pm on 10 June and was
exhausted, anxious, vomiting and dehydrated. The client and her family wanted to have
something done about the labour. Midwife D felt a sleeping tablet or pethidine was not
going to provide relief so she requested that the woman be reviewed at Wanganui
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Hospital prior to the induction of labour. She said that if she was not augmented, then at
least they had staff on duty 24 hours to support her, and she would have an induction of
labour first thing in the morning. Midwife D felt unsafe to continue to care for the
woman, as she (the midwife) had aready lost one night’s sleep, and she had no back-up
care for other clients who were aso overdue. Midwife D felt that Dr Hasil would not
listen to her request for admission, saying that she was just trying to “dump her on
Wanganui”. Dr Hasll explained that he considered that there was no obstetric indication
to admit the woman. Midwife D told him that she would send her to Palmerston North
and cancelled the induction of labour for the next day. The patient was augmented and
gave birth at 3.31am the next morning.

Dr A recalls Dr HaslI’s explanation of the matter, which was that he had talked to
Midwife D in a half-joking frivolous manner, and that she had taken it the wrong way
and had put the phone down.

Patient G (complaint 1155)

On 1 June 2006, Patient G signed a consent form for the “marsupialisation of Left
Bartholin’s Cyst?”. Dr Hasil performed surgery on 7 July 2006 at Wanganui Hospital,
and Patient G was discharged. Five days later when the swelling had settled, she
wondered why she was swollen and uncomfortable on both sides of her body. She then
discovered that she had sutures on both the left and right labia. She contacted her general
practitioner, who confirmed that she had had surgery on both sides, but there was no
indication asto why. Her general practitioner suggested they wait for the operation note.

In her complaint letter to the DHB, dated 7 August 2006, Patient G said she had agreed
to the removal of a left-sided cyst and later discovered from her general practitioner that
she had also had surgery on a right-sided cyst. The hospital staff had not informed her
that she had undergone bilateral surgery.

On 15 August 2006, the DHB acknowledged receipt of her complaint about the
additional surgery undertaken without consent and said that it would be investigated. Dr
Hasil was also informed of the complaint and that it had been forwarded to Dr A, who
would handle the investigation.

In a letter to Patient G, dated 19 October 2006, the CEO outlined the outcome of the
investigation into her complaint. The CEO stated that while Patient G was under
anaesthetic, Dr Hasll detected a smilar sized cyst on the right side and decided to
perform a marsupialisation on that cyst also. He felt that it was a related problem and
that treatment was necessary and in Patient G’s best interests. This would prevent
another general anaesthetic with its associated risks. It was aso pointed out that Patient
G had consented to “the treatment of any other necessary and appropriate related
problems’.

2 A cyst in one of the Bartholin’s glands, which are located on each side of the vaginal opening.
Marsupialisation is a procedure where a small, permanent opening is surgically created to help the gland
drain.
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The CEO acknowledged that Patient G was not informed of the additional treatment
prior to her discharge, and apologised for the series of events that had occurred. He
stated that the lack of communication should not have occurred, and that the staff
involved apologised that she was not fully informed prior to discharge. The CEO
requested that the clinical team adhere to normal practices regarding informed consent
for patients, which includes the surgeon, house surgeon or nursing staff advising the
patient of any additional treatment, prior to discharge.

Incident of 5 October 2006 (incidents 7376 and 7377)
On 5 October 2006, a pregnant woman attended the outpatient department at 8.30am, as
arranged with Dr Hasll the previous day. This was not regular practice.

There was some confusion as to who was on call for obstetrics and gynaecology, and
concern about the roster. The Service Manager, Community and Rural Services, said
that Dr A was on call that day but had forgotten. Although Dr A disputed this, hisinitials
“[...]” had been handwritten on the draft roster, indicating that he would be on call on 5
October 2006.

Although Dr Hasll was not on call on 5 October, he was contacted on his cellphone and
found to be incoherent. Dr Hasil was asked to come in and, when he did, it was noted
that he had a strong smell of alcohol.

Nurse A reported the matter and filled out incident report forms. Nurse A then called the
CEOQO's office and explained the situation as she was so concerned about the safety of the
service and had lost confidence that anything would be done. This created some
acrimony between her and the Service Manager, Community and Rural Services.

Dr Hasll was immediately placed on sick leave and advised that he should seek the
counselling services of the Employee Assistance Programme. He was aso provided with
medical assistance. Dr Hasil attended an Accident and Medical Clinic that day. He
obtained a medical certificate stating that he was medically unfit for work for 14 days.
He saw two members of the Mental Health Crisis Team the following day.

On 5 October 2006, Medical Advisor Dr C telephoned the Medical Council’s Hedlth
Manager to report that Dr Hasil had turned up at work intoxicated and that this was the
second time in six months. Dr C agreed to send a formal letter after the meeting of 9
October at Wanganui Hospital. The Medical Council received Dr C's letter on 16
October. The Council arranged for Dr Hasll to be assessed by an independent
psychiatrist, and then arranged a rigorous return to work programme for him. This
involved engagement with a clinical psychologist, drug and alcohol treatment services,
breath testing, blood counts, consideration of Antabuse and approved clinical
supervision, and limited work hours to allow dedicated time off to attend appointments.
The details are set out in Appendix 7.

On 9 October 2006, an investigation meeting was held at the DHB and attended by Dr
Hasll, his support person, the Service Manager, Community and Rura Services, the
General Manager, Human Resources, and Dr C. Dr Hasil admitted that he had been
drinking alcohol while on call on Wednesday 4 October. He explained that he had been
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unable to sleep and had consumed a bottle of wine because of personal issues largely
associated with his domestic situation. Dr Hasil explained that this incident followed a
very unsatisfactory and stressful series of phone cals from his wife in Austraia. In
addition, he had found out that he had falled his Fellowship examination. Dr Hasl
acknowledged that he was on call. He had decided that if he was required to attend to
patients that night, he would request a transfer to Palmerston North Hospital. However,
he had not discussed this decision with medical colleagues or informed management.

Dr Hasll on leave

On 9 October 2006, Dr Hasll was given a final written warning to remain indefinitely on
his persona record. The DHB placed Dr Hasll on leave while he obtained professional
counselling and medical help, including an assessment by an occupationa hedth
physician. The physician considered that, overal, Dr Hasil did not have a serious acohol
problem and could return to work at the end of a two-week leave period provided that
an adequate system of support could be provided. This would include consultation with
his general practitioner and Employee Assistance Programme counselling. The DHB
stated that Dr Hasil should be aware that, if he failed to comply with the conditions
outlined, there would be an investigation and the outcome might be dismissal.

Dr Hasll remained on leave for five months to complete his rehabilitation and return to
work programme. Dr Hasll returned to work on 12 February 2007, initially for a two-
week period under direct supervision at MidCentral DHB. On 23 February 2007, he did
not turn up for work and was suspended that day pending investigation into the failed
sterilisations (discussed below). He eventually resigned from Whanganui DHB on 5
March 2007.

In response to this investigation, Dr Hasil said that instead of Whanganui DHB offering
him assistance, he received a written warning. He said that the DHB did not seem to take
into account that he had been working extraordinary hours, trying to make up for the
level of staffing at the hospital at that time. Dr Hasll stated that looking at that episode,
there were signs that he needed help but the DHB did not offer assistance. He said that in
October 2006 he had failed his Fellowship examination for the fourth time, and the
impact of this, the stress of the workload, and the lack of consultant availability at
Wanganui Hospital were all relevant to the deterioration in his health.,

Dr A’s concerns

Dr A acknowledged that he was aware of concerns regarding Dr Hasil’'s manner and
judgement, and addressed these with him, but had no reason to doubt his technical
competence until after he went on leave in October 2006.

After Dr Hasll was placed on leave, the DHB faced a critical shortage of obstetricians
and gynaecologists, with significant gaps from 15 October onwards. Dr B was the only
obstetrician and gynaecologist who remained at the department and he was part-time.
The DHB took steps to secure the services of locums, and had agreements with
MidCentral, Taranaki and Capita and Coast DHBs, for al high-risk women to be
transferred at an early stage, and for all women requiring semi-urgent Caesarean sections
to be transferred by ambulance or helicopter as appropriate. Dr A agreed to provide
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locum cover during Dr Hasil’'s unexpected absence, and became concerned about a
number of cases he dealt with (over a period of only afew days).

On 26 October 2006, Dr A notified the DHB that he was reluctant to agree to provide
off-site supervision and that he considered that Dr Hasil’ s practice was currently unsafe.
He advised that Dr Hasil “had not made any attempt to fulfil the [supervision]
arrangements put in place. This together with the events of the last week or two make
me feel his practice is currently unsafe and that any supervision would need to be onsite,
if indeed he is deemed well enough to practise.” Dr A noted the events of concern. First,
he cancelled two elective cases which Dr Hasil had inappropriately booked for theatre: a
152cm tall woman who weighed 157kg and had been booked for an elective totd
abdominal hysterectomy, and a woman with a complete vault prolapse who had been
booked for an anterior bladder repair. He also saw as emergencies three women who had
been treated by Dr Hasil. Dr A thought the matters should have been raised with the
Medical Council.

Dr A subsequently stated that around the time of the alcohol incident in early October
2006 he became aware of two further clinical cases of concern other than those that are
the subject of thisinquiry. They both involved complications as a result of surgery for the
evacuation of uterus for miscarriage. One involved the perforation of a uterus during an
evacuation procedure, and the second arose from Dr Hasil having torn the vaginal wall
during an evacuation procedure. Dr A said that the cases indicated to him that something
was “seriously wrong” and that they would have been cause for “grave concern”, but
that they were brought to his attention at the time Dr Hasil was placed on leave.

Dr B’s concerns

Dr B recalls that he had had some disquiet about Dr Hasil’s judgement in terms of case
selection long before the sterilisation failures came to light. On at least one occasion, he
had discussed with Dr A Dr Hasll's management of an older woman with post-
menopausal bleeding. Dr Hasll had planned to undertake a vaginal hysterectomy on this
woman. No diagnosis had been noted in the clinical records, and both Dr A and Dr B felt
the management was inappropriate because the patient should have been investigated
properly in order to establish a cause of the bleeding. Dr B said that if the patient had an
underlying malignancy, a vaginal hysterectomy would have been inappropriate.

When Dr A resigned in September 2006, Dr B was not prepared to supervise Dr Hasll
(other than in an emergency situation when he was available). He was contacted again
about providing supervision as part of Dr Hasll's return to work programme. On 28
November 2006, Dr B telephoned the Medical Council and said that he was not willing
to provide any on-site support for Dr Hasl as he had some reservations about his clinical
competence and judgement. He said that he worked part-time in Wanganui, and would
only be able to provide assistance in emergency Situations. Dr B advised that Dr Hasll
needed to work with close on-site supervision and teaching. Dr B commented:

“I discussed the potential consequences of being a supervisor with MPS [the
Medical Protection Society] and various other colleagues and redlly it is not a job
that attracts a huge amount of kudos and it’s a job that potentially can get one
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into trouble. And my concern was aways to what extent, as a supervisor, is one
responsible for the outcome of the person that you' re supervising.”

The Medical Council sent Dr B an emall regarding his concerns about Dr Hasil. They
asked for the concerns to be put in writing so they could take action. Dr B did not put
his concerns in writing to the Medical Council.

However, a few months later, Dr B notified the DHB of his concerns about Dr Hasl's
competence. On 26 January 2007, Dr B advised the newly appointed Clinical Director of
Surgical and Support Services, Dr D, that he had taken over management of a number of
patients who had been seen at Dr Hasll's gynaecology clinics and recommended for
surgery. Dr B reviewed 20 of Dr Hasl’s patients. As a result of the review, Dr B
expressed concern that in about half of the patients reviewed, his views on management
differed at times quite significantly from that advised by Dr Hasll. Dr B said that there
had been similar incidents in the past when Dr A had intervened. Dr B also discussed the
management with two or three colleagues from other centres.

On 16 February 2007, Dr D responded. Dr B was advised that as part of the stringent
conditions placed on Dr Hasil’s ability to work in Wanganui, he had to discuss his cases
with Dr A. This was part of a system that was put in place for monitoring Dr Hasil's
work and clinical performance. Dr D said he would forward Dr B’s communications on
the cases to Dr A for his perusal and comment. Dr D also advised that as a matter of
natural justice Dr Hasil needed to be informed of the concerns. Furthermore, the
approach to the concerns would be determined after discussions between Dr C, Manager
C, Dr A and himself.

Dr B said Dr D informed him that there were aready concerns when Dr A was Head of
Department. Other events took over and nothing came of Dr B’s concerns. Dr B’s
impression was that Dr A was aware of his concerns but he didn’t give them the same
weight as Dr B had.

Dr A recalls that he was involved in the review of some of Dr Hasil's clinical records and
that Dr B would have dealt with eight cases differently. Dr A said there was one case
where the proposed treatment was not appropriate, but they had already discussed the
woman's care and she had been taken off the operating list; Dr A was to perform a
different procedure at some later stage. Dr A had since left and the case was then
reviewed by Dr B. Dr A said that just because Dr B would have managed the patients
differently, it did not mean that Dr Hasil’s management plan was necessarily wrong.

Dr B later explained that when the Medical Council asked him if he was prepared to put
something in writing in November, he did not because he considered that he did not have
any hard facts on which to base his opinion. However, after looking at 20 or more cases,
he felt he was able to form an opinion. Dr B notified the DHB about his concernsin late
November 2006. He said that he did not consider notifying the Medical Council about
those concerns because it became apparent that Dr Hasil was not going to return to
work.
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Acute workforce shortages

The DHB advised that in late 2006 it made considerable efforts to find a sustainable
solution to the obstetric and gynaecology workforce shortages. A variety of service
models were considered. It stated:

“The Royal Australian and New Zealand College of Obstetrics and Gynaecology
and the Ministry of Health became involved in workforce issues from August 2006.
The College Executive Officer and Mr Alec Ekeroma, New Zedand Branch
Chairperson, were aware of our urgent need to secure locum cover. Mr Ekeroma,
himself, provided some locum Obstetric and Gynaecology cover and thus had first
hand knowledge of our situation. The Ministry of Health became more involved in
November 2006 and arranged a workshop in Wellington in December 2006. The
aim of this workshop was to develop sustainable Paediatric and Obstetric models
of care. Whanganui District Health Board involved the College, the Ministry of
Health and clinicians from [another] District Health board in teleconferences and
meetings.”

Patient A’s complaint

On 14 February 2007, Patient A made a verbal complaint to the DHB, having recently
discovered that she was pregnant after a tubal ligation® by Dr Hasil performed on 8
September 2006. She said she was aware of another woman who this had happened to
(Patient B). She wanted the DHB to trace women who had had tubal ligations by Dr
Hasil and have them checked to make sure the procedure had been successful.

Patient A’s complaint was instrumental to this inquiry. | acknowledge her courage in
bringing her concerns forward during such a distressing time for her and her family. The
findings on my investigation into her care are set out later in this report (see pages 66—
68).

Manager C commenced an investigation into the complaint and quickly discovered that
there had been other failures with Dr Hasil's procedures, yet none with other
obstetricians and gynaecologists. They were all using the same theatre and equipment.
On Tuesday 20 February, Manager C notified Dr Hasil of the complaint and arranged a
meeting to discuss it.”® Manager C was subsequently unable to contact Dr Hasil on his
work cellphone. She visited his resdence, and was informed by his flatmate that he had
not been seen since Tuesday evening. She notified Dr C about the concerns on 21
February.

2 Tubal ligation is a permanent method of birth control for women, and involves an operation to
permanently block both Fallopian tubes, preventing sperm from fertilising an egg. The procedure is
described in Appendix 9. It is associated with a small risk of failure (approximately 2 per 1,000
procedures).

% At thistime Dr Hasil was working under the direct supervision of an obstetrician and gynaegologist at
MidCentral DHB and attending for breathalysers at the Community Alcohol and Drug Services as part
of his return to work programme. He was expected to resume duties at Wanganui Hospital on 26
February 2007.
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On 23 February, Dr C advised the Medical Council and was involved in a teleconference
with the Medical Council (which included Dr C, Dr A, Dr D, and the Medical Council’s
Hedth Manager and Registration Manager). The Medical Council also discussed the
gtuation with the obstetrician and gynaecologist from MidCentral DHB who was
supervising Dr Hasil. The obstetrician and gynaecologist reported that Dr Hasil had not
shown up since Tuesday (the day he was notified of the complaint) and that he had
concerns about his practice.

Over the weekend, Dr B and Dr A audited the laparoscopic sterilisations performed by
Dr Hasil. The internal audit identified that Dr Hasll had performed 32 procedures and
that five women had become pregnant following the procedure, giving a failure rate
which was well outside an acceptable failure rate of 0.2 percent for sterilisations using
Filshie clips.* They also found that documentation was poor and the photographs taken
during surgery were not helpful. The audit report dated 1 March 2007 is attached as
Appendix 8.

The DHB contacted the affected women by telephone and arranged a home visit. Two
senior staff members, including a social worker, hand-delivered a letter informing each
woman of the risk of pregnancy and the necessary steps to take. A formal record was
kept of each visit. Where possible, an appointment was made for an outpatient
assessment by telephone during the visit. A gynaecology help-line using an 0800 number
was established to assist with managing the investigation.

While the home visits were being made to 27 women, a further faillure was discovered,
which made atotal of six sterilisation failures. By 14 January 2008, 15 women had had a
hysterosalpingogram.?® Two of these women were identified as having a patent Fallopian
tube, making a total of eight failures out of 32 procedures. The DHB acknowledges that
the failure rate of 25% is well outside the accepted rate of 0.2%.

On 26 February 2007, Manager C met with Dr Hasil about the complaint and placed him
on leave until the investigation was complete. The next day, Dr Hasll responded to the
complaint in writing. He apologised and said that he had no explanation for the failed
sterilisations. However, he noted some concerns about the equipment and theatre staff.
Dr Hasll recalled that earlier on, during an operation around January 2006, he had had
difficulty with the Filshie clip applicator, which had resulted in a bend in the applicator.
He had advised the theatre staff that they would have to calibrate. The DHB
appropriately investigated Dr Hasil’s concerns about the equipment and theatre nurses. |
am satisfied that the equipment was serviced and maintained as required, and that the
theatre staff were sufficiently experienced.

24 See Royal College of Obstetricians and Gynaecologists, “Failed sterilisation: evidence-based review
and medico-legal ramifications’ BJOG: An International Journal of Obstetrics and Gynaecology,
(2004) 111: 1322-1332.

% A hysterosalpingogram (HSG) is an X-ray test that looks at the inside of the uterus and Fallopian
tubes and the area around them. Dye is put through the vagina and into the uterus through a thin tube.
Pictures are taken using X-ray as the dye passes through the uterus and Fallopian tubes. The pictures can
show problems such as a blockage that would prevent an egg moving through a Fallopian tube to the
uterus.
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On 5 March 2007, an investigation meeting was held, attended by Dr Hasil, Dr Hasll's
support person, Manager C and the General Manager, Human Resources. During the
meeting, Dr Hasll volunteered his resignation with immediate effect, which was accepted.
On 6 March 2007, Dr C notified the Medical Council of Dr Hasl’s resignation in
accordance with section 34(3) of the Health Practitioners Competence Assurance Act
2003 as the resignation related directly to a competence issue.

On 28 February, Dr Hasil's annua practising certificate expired. He applied for an
extension, but on 7 March 2007 withdrew his application.

DHB’ s knowledge of failed sterilisations

| have received differing accounts as to when the DHB or its staff became aware of the
concerning rate of faled sterilisations performed by Dr Hasil. Whanganui DHB states
that Patient A brought the issue to its attention in February 2007. | am satisfied from all
the evidence that the DHB knew, or ought to have known, about the failed sterilisations
well before Patient A complained on 14 February 2007 and the audit was undertaken.

Summarised below is information from the clinical files of Dr Hasl’s patients who
contacted the DHB in relation to their failed sterilisation before Patient A’s complaint in
February. None of these incidents were reported in accordance with the Incident
Reporting Policy.

— Patient H

On 5 April 2006, Patient H’s general practitioner referred her to the DHB for a repeat
sterilisation noting that she had become pregnant in January 2006 following a
sterilisation performed by Dr Hasll on 29 September 2005. The referra letter was
reviewed by Dr A on 10 April and assessed as semi-urgent. On 3 May 2006, Patient H
saw Dr Hasil for a repeat sterilisation. Dr Hasll explained the possible failure rate. She
was booked for surgery but cancelled. Patient H did not proceed with the second
sterilisation.

— Patient |

The day after Dr A reviewed the request for a repeat sterilisation of Patient H, he was
contacted by the emergency department (ED) about another failure. On 11 April 2006,
Patient | attended Wanganui Hospital ED having become pregnant following a
sterilisation performed by Dr Hasll in January 2006. The ED doctor discussed the failed
sterilisation with Dr A. Patient | saw Dr A for arepeat sterilisation in July.

— Patient J

On 31 July 2006, Patient J s genera practitioner wrote to Dr B about her having become
pregnant following sterilisation. Dr B requested the notes for Patient J on 29 August. On
5 September 2006, Dr B wrote to her genera practitioner and copied the letter to Patient
J, Dr Hasll and the Service Manager, Surgical and Support Services. He noted that the
sterilisation had been performed by Dr Hasll on 9 March 2006 and that there was an
accepted failure rate. He said he would be happy to see Patient J and offer her a repeat
sterilisation. Patient J was instead reviewed at MidCentral DHB. On 24 October 2006,
this other DHB wrote to Patient J s general practitioner regarding her review at itsclinic.
Patient J s genera practitioner copied the letter to Dr B.
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— Patient B

Patient B had a sterilisation in January 2006, and in October 2006 she became pregnant.
On 10 November 2006, her general practitioner referred her to Wanganui Hospital for a
repeat sterilisation. Dr B reviewed the referral and assessed it as semi-urgent on 27
November. On 9 February 2007, Patient B was seen by Dr B, who noted a failed
sterilisation following a procedure performed by Dr Hasil on 20 January 2006.

Dr A said that Patient | was the first failure he was aware of. He reviewed her clinica
notes and the photographs taken at the procedure. On careful review, it could be seen
that the clip was not on the right Fallopian tube, but on the fold of the peritoneum,
adjacent to the Fallopian tube. The clip on the left Fallopian tube was in the correct
position.

Dr A took up the matter with Dr Hasl. He showed him the photograph and they
discussed it. Dr Hasil said he could see that the clip was not in the correct position and
that he would be more careful in future. Dr A said he told Dr Hasll to make sure he
looked at what he was photographing, and to ensure that he identified the anatomical
structures, such as the fimbria at the end of the Fallopian tubes, during the procedure.

Dr A considered that, at that time, there were no concerns that this would become a
trend. He stated that he became aware of the trend after he had left the employment of
Whanganui DHB, at the time Dr Hasil was on leave.

Dr B was aware that one of Dr Hasll's earlier sterilisation procedures had failed. He said
that sterilisations carried a recognised failure rate, and one failure had little meaning.

Dr B recalls that he aso knew about a sterilisation failure in 2006, but had not heard
anything more about it. He then received a letter informing him that a patient he had
sterilised was now pregnant. Dr B retrieved the file and realised it was not his patient but
one of Dr Hasll's. However, they never heard from her again. Dr B concluded that this
was the second failed sterilisation that he knew about. Within a week, he received
another letter from a general practitioner about a sterilisation faillure. As he did not know
how many sterilisation procedures Dr Hasll had performed, he rang Manager C to
express his concerns. He advised her to retrieve al the files of patients who had had
sterilisation procedures performed by Dr Hasl and notify them. Dr B said that he and Dr
A reviewed every file and that patients underwent salpingograms to confirm whether
sterilisation had been successful.

Dr B said the sterilisation failures surfaced by accident because all referral letters were
being forwarded to him. He said he understood that the Social Work Department was
aware of the falled sterilisations because the pregnant patients received counselling prior
to termination. Dr A commented that Dr B noticed the trend because he was triaging
referrals to the service.

Additional perspectiveson Dr Hasll
It should not be thought that Dr Hasil's time at Wanganui Hospital attracted only
criticism. There were positive qualities that witnesses attributed to Dr Hasll. It appears
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that he was a hard worker and willing to take on additional duties. Dr Hasll was aso
regarded as a quick operator before his poor surgical outcomes became known.

In relation to his obstetric care, Dr B’s impression was that Dr Hasil was competent.
Staff did not seem to have concerns about the Caesarean sections he performed or his
decisions on obstetric care.

The Manager of Theatre Services noticed that in theatre Dr Hasll’s hands shook and he
sweated a lot. She aso noted he was impatient and swore a lot. However, when he got
to the task, like suturing, “he was fine”.

Dr D was the anaesthetist for a few of Dr Hasll’'s elective gynaecologica lists. Dr D did
not consider Dr Hasil unsafe in theatre. He said he was a “very quick surgeon” and that
he was able to get a baby out fast during an emergency Caesarean section. Dr D did not
observe any higher complication rates following Caesarean sections performed by Dr
Hasil.

Midwife A was a relatively new practitioner when she was working with Dr Hasil. She
said Dr Hasil was generally co-operative and positive. She did not have any concerns
about ringing him for advice. He was always well mannered. He appeared homesick and
tired towards the end of the year. Midwife A attended some of Dr Hasil’s elective
Caesarean sections in theatre, and aso found that Dr Hasil appropriately explained the
procedure to patients.

No concerns were raised with the Service Manager, Community and Rural Services
(Service Manager B) about Dr Hasl’s clinical care. She was not aware that there were
written complaints about Dr Hasil. Any complaints would have been forwarded to Dr A.
However, Service Manager B was aware that there were concerns about Dr Hasil's
“attitude” and complaints or comments about his “manner”. Dr A spoke to her about his
discussion of the concerns with Dr Hasll.

The Service Manager, Surgical and Support Services, was not aware of any concerns
about Dr Hasll’s “surgical performance” while he was working at Wanganui Hospital. He
recalls a meeting with Dr B at which Dr B expressed concerns about Dr Hasll's practice,
but by this stage Dr Hasll was no longer working at Wanganui Hospital. Dr B talked to
the Service Manager about reviewing Dr Hasll’s clinical records and indicated that while
he concurred with some of the treatment plans, in other cases he did not.

Dr C recdlls that there were mumblings and mutterings about Dr Hasil’s conduct.
However, at the time Dr A was under a lot of stress and sometimes was working a one-
on-one roster. He was the Clinical Director of Surgical and Support Services and there
were challenges within the Surgical Department at the time. In addition, Dr A was unable
to carry out al his administrative duties and was working out of normal working hours.
Dr C recals Dr A bringing up concerns about Dr Hasil, including cultural issues, Dr
Hasll's abruptness and style, and his dlightly hurried approach. They were of a non-
specific nature and Dr C felt that there were no major concerns to bring to the attention
of the Medical Council. In Dr C’s view, the concerns were symptomatic of a department
under stress and understaffed, which needed to recruit more steff.
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Dr C sad that as the year went on, particularly around July—August 2006, Dr A
expressed concerns to him about Dr Hasil. Dr A said that he was concerned for the
safety of the department because he was not sure whether Dr Hasll “was up to it”.
However, Dr C said that Dr A was not specific in his concerns — it was more about Dr
Hasll's general attitude towards clinical practice. Dr A showed particular concern at the
time he was leaving Wanganui Hospital. Following his resignation, Dr A continued to
supervise Dr Hasll, but expressed some concerns to Dr C about supervision because of
issues regarding Dr Hasil’s clinical practice. Dr C's response to the concerns was that if
Dr A had specific concerns, he needed to raise them with the Medical Council.

The DHB noted that the nature of the concerns raised about Dr Hasil through the patient
complaints process, with the exception of the alcohol-related complaints, were similar to
those raised about other senior clinicians. However, the DHB cannot recall any other
occasion of a nurse notifying the team leader of safety concerns, as Nurse A did in May
2006.

QUALITY OF CARE

This section encompasses the information gathered in relation to the complaints from
Patient A, Patient B and Patient C about the quality of care provided to them by Dr Hasll
and Whanganui DHB.

Overview of complaints

In March 2006, Patient A consulted Dr Hasll at the DHB’s Family Planning Clinic
regarding sterilisation. In September 2006, Patient A underwent a laparoscopic
sterilisation under general anaesthesia for unwanted fertility. Five months later, she
discovered she was pregnant. As noted above, Patient A made a formal complaint to the
DHB about the failed sterilisation procedure. The complaint was the impetus for the
DHB’ s audit of patients who had undergone a laparoscopic sterilisation performed by Dr
Hasil. On 6 March 2007 she complained to this Office.

On 29 March 2007, my Office received a complaint from Patient B. In September 2005,
Patient B had consulted Dr Hasil a the Gynaecology Outpatient Department regarding
sterilisation. In January 2006, she underwent a laparoscopic sterilisation under general
anaesthesia for unwanted fertility. About nine months later, she discovered she was
pregnant. In February 2007, Dr B performed a repeat laparoscopic sterilisation. He noted
that the Filshie clip was not on the right Fallopian tube.

The third complaint was received from Patient C on 2 July 2007. Patient C had been
referred to Dr Hasil with worsening abdominal pain and findings on CT scan consistent
with left ovarian pathology. A subsequent pelvic ultrasound scan revealed cystic
structures on both ovaries. Patient C understood that Dr Hasl would perform an
exploratory laparoscopy/laparotomy and possibly remove the cysts. However, she signed
a consent form for laparoscopy/laparotomy and possible bilateral oophorectomy. In
September 2005, Dr Hasil peformed a laparotomy and bilateral sapingo-
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oophorectomy®® and adhesiolysis (cutting of abdominal adhesions). In May 2007, during
a consultation with her general practitioner, Patient C was shocked to discover that both
ovaries had been removed during the surgery.

Dr Hasll’ sresponse to the rate of failures

On 26 February 2007, Manager C informed Dr Hasil of Patient A’s complaint and asked
him to provide a response. In his letter to Manager C dated 27 February 2007, Dr Hasll
indicated that there were aspects about the operation theatre that he considered to be
“distractive and can cause some concerns’. He stated:

“Nursing staff assisting to laparoscopic sterilisations, from my experience are
doing this procedure [for the] first time, the instruments are often incomplete and
assembled from different sets ad hoc and what is important — [is that] the
applicator is not checked by appropriate gauge before using it. | do not want [to]
blame anyone else for failure of this procedure, but | wish that such sensitive
operation, from patient’s point of view, has to be performed carefully from ALL
involved in laparoscopic sterilisations.”

Dr Hasll had no explanation for the failure of the sterilisation operations he performed.
He stated that he used the recognised sterilisation procedure as he has done for a number
of years, and that his fallure rate had been comparable to the accepted rate of one per
200 procedures. He explained that he had performed many laparoscopic sterilisations
over 15 years, and that it was a straightforward operative procedure.

Dr Hasll submitted that he had never previoudy had any difficulty with laparoscopic
Filshie clip sterilisation procedures. He stated that during an operation at \Wanganui
Hospital in January 2006 he had had difficulty with the Filshie clip applicator, which had
resulted in a bend in the applicator. He had advised the theatre staff that the applicator
would need calibration. He further submitted that if he “was being supervised adequately
a this time in theatre, the consultant obstetrician and gynaecologist present would have
corrected [his] application of the Filshie clips’.

Dr Hasll stated that the minor procedures, including laparoscopic procedures, generally
attracted nursing staff who were absolutely new or junior, or a multi-skill nurse who did
not practise in gynaecology. Dr Hasil was usually assisted by a junior doctor and the
anaesthetist for laparoscopic operations was usually a medical officer.

DHB investigation of Dr Hasil’ s concerns
Whanganui DHB carried out an investigation into the concerns raised by Dr Hasl. The
Theatre Manager stated:

“l. No nurses are permitted to scrub for any procedure without direct
supervision and assessment of capability.

% Bilateral salpingo-oophorectomy is the surgical excision of Fallopian tubes and ovaries on both sides.
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2. In each case in question the scrub nurse was very experienced with a
minimum of eight years experience in the operating theatre. Four of the
nurses involved have more than 15 years' experience.

3. We have two Filshie clipper sets. At no stage have these sets been used
incomplete as there is not a suitable replacement instrument, therefore we
could not proceed with the operation.

4. Theitemsin each set always stay together and are labeled as such. One item
from another set will not match the rest of the other set.

5. Insgtructions for testing the integrity of the clipper are posted on the
gynaecology module which is always present at each gynaecological list.

6. Staff are instructed to test the clipper at each assembly of it using the
provided instructions.

7. Instructions are also posted in the set-up books for gynaecology.

8. Each clipper is sent to the company for calibration annualy or where the
clipper has been used 100 times, whichever is sooner. On all occasions for
the years 2000 to 2007 both clippers have been sent by the due date and the
clipper has been used for between 40 to 50 procedures.”

The DHB requested the records of the maintenance and calibration of the Filshie clip
applicators and identified that other obstetricians and gynaecologists performed a similar
number of laparoscopic sterilisations in the same period as the 32 procedures performed
by Dr Hasil. They were al using the same instruments, and no failures had been identified
with their procedures.

As noted earlier, | am satisfied that the DHB appropriately investigated Dr Hasil's
concerns about the equipment and theatre nurses, that the equipment was serviced and
maintained as required, and that the theatre staff had the appropriate experience.

During the audit (described above), Dr B noted that the quality of most of the
photographs taken by Dr Hasil during the operation was indeterminate and that he was
unable to tell whether the clip was in the correct place or whether it was completely
across the Fallopian tube.

Dr B sad that Dr Hasll often placed the clips too laterally, not close to the uterus where
the Fallopian tube is thin and the tube is relatively avascular (no blood vessels). If Dr
Hasil had taken the time to carefully check the placement of the clips, it may have given
him the opportunity to review the placements, which were incorrect.

Patient A

— Family planning clinic

On 27 December 2005, Midwife E referred Patient A, a 30-year-old woman, to the
Family Planning Clinic, Whanganui DHB. Midwife E stated: “Tubal ligation as soon as
possible please (completion of family).” In aletter dated 11 January 2006, the Specialist
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Administrator advised Patient A that the DHB had received the referral letter and that
the gynaecologist had classified it as routine.

On 1 March 2006, Patient A was seen by Dr Hasl. The DHB’s “Gynaecological record
sheet” is used to record consultations. It includes various prompts, such as the patient’s
past obstetric history, contraception and previous medical history, and has a section in
which to record clinical examination findings. Dr Hasil did not complete the record sheet.
He recorded:

“G4P; NVD [normal vaginal delivery]

unwanted fertility

gynae examination NAD [no abnormality detected]
PAP taken

for sterilisation”

He dictated a letter to Patient A’s general practitioner stating that he had booked her for
a laparoscopic sterilisation. Patient A and Dr Hasll signed a consent form for a
laparoscopic sterilisation on 1 March 2006. Patient A stated that Dr Hasil explained the
process and risks of the procedure.

— Preoperative assessment

On 27 July 2006, Patient A had a nursing assessment prior to the laparoscopic
sterilisation. The nurse noted that Patient A was taking the oral contraceptive pill and
had had a recent bout of diarrhoea treated by her general practitioner with anti-diarrhoea
medication. The nurse aso noted that Patient A had had no previous problems with
anaesthesia. Patient A was given educationa information in the form of a booklet about
anaesthesia. A note dated 11 August 2006 recorded that that a beta-HCG?” was to be
performed on 10 August.

— Laparoscopic sterilisation surgery

At 11am on 8 September 2006, Patient A was admitted to the Surgical Day Unit. The
anaesthesia part of the consent form was signed by the anaesthetist and Patient A on that
day. Patient A underwent a laparoscopic sterilisation performed by Dr Hasll under
genera anaesthesia. The operation record noted “unwanted fertility” as the indication for
a laparoscopic sterilisation. The procedure was performed by two port laparoscopy. Dr
Hasil recorded that the organs of the abdominal cavity were “macroscopically NAD [no
abnormalities detected]”, and that Filshie clips were placed on the right and left Fallopian
tubes.

The nursing records noted that Patient A returned to the ward after the procedure and
was discharged home later that evening. The gynaecology discharge summary/audit
dated “12/9/5" by the Resident Medical Officer recorded the arrangements on discharge
— follow-up with general practitioner as required, and medications on discharge,

%" Human chorionic gonadotropin (HCG) is a hormone produced during pregnancy and appears in the
blood and urine of pregnant women as early as ten days after conception.
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Panadol and ibuprofen (non-steroidal anti-inflammatory medication used for pain and
inflammation).

— Subsequent events

On 12 February 2007, Patient A attended the Whanganui Accident and Medical Clinic.
Nurse B noted that Patient A had her “tubes tied” last year and had found out that day
that she had become pregnant. She noted that Patient A had three children and was
feeling quite stressed about the situation, being financially unable to support more
children. Nurse B advised Patient A to cal Wanganui Hospital and ask for Community
Health to arrange some counselling.

Patient A was then seen by a locum GP at the Wanganui Accident and Medical Clinic.
The GP noted that Patient A had had worsening right lower quadrant pain for two weeks
and was suffering from morning sickness, and that a beta-HCG was positive on that day.
The GP' s clinical examination revealed tenderness with rebound and guarding at the right
lower quadrant of the abdomen, and tenderness on the right tubo-ovarian region on
bimanual palpation. She ordered an ultrasound scan of the pelvis.

The GP referred Patient A to a doctor at the Emergency Department at Wanganui
Hospital. On 12 February, the Emergency Department doctor saw Patient A and noted
that she had a two-week history of increased right lower abdominal pain and a high level
of beta-HCG at 140,389. The vagina ultrasound scan showed a normal early pregnancy
consistent with Patient A’s menstrual history.

The Emergency Department doctor referred Patient A to Dr B for a gynaecology
outpatient appointment. He stated that Patient A was 31-year-old woman, referred by a
genera practitioner with a history of amenorrhoea (abnormal absence or suppression of
menstruation) and right lower abdominal pain.

Patient A recalls that around July—August 2006, she had seen Patient B, a former school
friend who had recently found out that she was pregnant after a sterilisation procedure.
When Patient A later became pregnant, she discovered that Dr Hasil had performed both
sterilisation procedures.

On 14 February 2007, the DHB received a verbal complaint from Patient A. She
complained that she had had a tubal ligation on 8 September 2006 and that she was
seven weeks' pregnant. She asked why the procedure had failled and indicated that she
knew of another woman who had also had a failed sterilisation performed by the same
doctor. Patient A suggested that the DHB trace and review the women who had had
tubal ligation procedures undertaken by Dr Hasil to ensure that the procedures had been
successful. Manager C, who was responsible for the investigation, arranged for social
work support for Patient A.

On 23 February 2007, Patient A presented to Dr B at the Gynaecology Clinic. He noted
that she had had a laparoscopic sterilisation on 8 September 2006 that had failed. He also
noted that the photos taken during the procedure appeared to suggest the clips had been
placed quite laterally on each tube. He could not establish whether they were completely
occluded. Dr B noted the ultrasound scan performed on 12 February 2007 and that
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Patient A’s last menstrual period had been about 24 December 2006. He also recorded
that discussion of the risks of surgery and the giving of an information pamphlet were
“not documented but done”.

Dr B discussed options with Patient A and noted that she would probably have a
termination of pregnancy. He planned to see her again in four to six weeks following the
termination, and noted that she would have a repeat laparoscopic sterilisation. He also
noted that Patient A had seen a social worker. Patient A recalls Dr B telling her that he
had seen two previous cases of falled sterilisation.

In her complaint to HDC, dated 6 March 2007, Patient A stated: “I have been forced to
make a decision | wish | never had to make and | am heading to Wellington for surgery
of termination.” Her main concern was that the DHB had failed to act when they became
aware of two previous failed sterilisation procedures before she presented. She aleged
that the DHB had allowed a doctor with social problems to continue working, and that
his surgery had been unsupervised. She had expected some follow-up contact from the
DHB following her complaint, but had not received any.

In a letter dated 27 March 2007, the CEO acknowledged Patient A’s complaint and
apologised for the extremely stressful and distressing time she and her partner had
experienced. The CEO stated that the DHB'’s investigation revealed that Dr Hasl’'s
fallure rate for laparoscopic sterilisations was well outside the accepted failure rate and
that it had identified a number of areas — such as clinical audit, credentialling and
supervision — that needed to be scrutinised. He conveyed Dr Hasl’s sincere apologies
for the falure of the sterilisation. The CEO aso explained that the DHB had
implemented Patient A’s suggestion of reviewing women and noted its plan for follow-

up.

Patient A has been seeing a counsellor. She never wanted to be in the position of having
to make a choice about an abortion.

—Claimto ACC

Patient A made a claim to ACC for compensation for pregnancy due to failed tubal
ligation. On 16 March 2007, ACC declined the claim stating that it did not meet the
criteria for treatment injury.

ACC decided to re-investigate Patient A’s claim for compensation following the High
Court decision of ACC v D.% In this case, Mallon J ruled that pregnancy following a
falled sterilisation procedure can be described as a “physical injury” and therefore
congtitutes a “persona injury” under the Injury Prevention, Rehabilitation, and
Compensation Act 2001. ACC sought advice from its external advisor, Dr Digby Ngan
Kee, obstetrician and gynaecologist, who advised:

“In my opinion [Patient A’s] persona injury was caused by failure to carry out
the laparoscopic sterilisation procedure with the required level of skill and

% ACC v D, unreported, High Court, Wellington, CIV-2006-485-765, 16 May 2007, Mallon J.
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expertise. ... [Dr Hasll] moved to Wanganui and was working under general
registration (rather than vocational registration). As such, he should have been
carefully supervised in his work. It now appears that Dr Hasl has an
unacceptably high rate of failure from laparoscopic sterilisation. It has been
confirmed that the equipment used was in good working order and properly
calibrated, so that the conclusion that must be drawn isthat the failures are due to
operator error.”

Dr Ngan Kee advised that the failure rate of sterilisation with Filshie clips has been
extensively studied and is between 1:300 and 1:450 cases, which is a substantially lower
rate than that experienced by Dr Hasll’ s patients.

On 10 September 2007, ACC advised Patient A that her claim had been declined as no
personal injury had been identified. ACC considered that the High Court decision in ACC
v D was wrongly decided in finding that pregnancy is a personal injury in the context of
treatment injury claims.®

Patient B

— Gynaecol ogy outpatient appointment

On 10 May 2005, Patient B, a 29-year-old woman, was referred by her general
practitioner to the Gynaecology Outpatient Department. He noted that Patient B had
completed her family and was interested in tubal ligation for permanent sterilisation.

On 22 September 2005, Patient B was seen by Dr Hasll. He recorded his findings on
gynaecological examination and his plan for laparoscopic sterilisation. In his letter to her
genera practitioner dated 22 September 2005, Dr Hasil noted that Patient B was in
generally good health and that she had had a conisation® one year previously. However,
Patient B informed my staff that she underwent cauterisation of the cervix, not
conisation. Dr Hasil also noted that Patient B was very adamant that she did not want
any more children and wanted a sterilisation. They had discussed different types of
contraception, but Patient B was adamant that she wanted a laparoscopic sterilisation. Dr
Hasil recorded that on clinical examination the speculum revealed blood from the cervix
from menses. He noted a uterus of normal size, and that he had detected no abnormality
of the adnexa and pouch of Douglas. He placed her name on the waiting list. Patient B
and Dr Hasll signed a “Request and agreement to treat consent form” for the operation
of laparoscopic sterilisation on 22 September 2005.

— Preoperative assessment

The nursing assessment on 12 January 2006 noted that Patient B’s general health was
excellent, she had no problems with genera anaesthesia, and that she was fit for
anaesthesia. It was also noted that Patient B had a good understanding of the procedure
and had been given anaesthesia and laparoscopic sterilisation brochures.

% The High Court decision in ACC v D is currently under appeal.
% A procedure where a small cone-shaped sample of tissue is removed from the cervix and examined
under a microscope for any signs of cancer.
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— Laparoscopic sterilisation surgery

On 20 January 2006, Patient B underwent laparoscopic sterilisation surgery. The
operation record indicates that Dr Hasll was the surgeon and Dr E was the anaesthetist;
the indication for the procedure was unwanted fertility. It was performed under general
anaesthesia with three port laparoscopy. Dr Hasil recorded: “Left tube Filshie clip, right
tube Filshie clip on part of tube and meso-salpinx. Clip removed, dight bleeding.
Haemostasis. New Filshie clip on the right tube.” The plan for postoperative care was
“routine” and Patient B was for discharge home the next day if “OK”, with follow-up in
six weeks' time by a genera practitioner.

On return to the ward following the operation, Patient B was noted to have some wound
00ze at the top of the port site and base site, and loss per vaginum with several thready
clots. She complained of mild discomfort and remained in hospital overnight.

At 9.00am on 21 January 2006, Patient B was seen on the ward round by Dr B. Her
observations were stable and the wounds were inspected. Dr B explained to Patient B
that a second clip had been applied on the right side and the first clip removed, which had
caused some bleeding. This had resulted in the procedure being lengthened. Patient B
was discharged later that day with a prescription for paracetamol and ibuprofen, and
advised to take regular pain relief for the next 48 hours.

— Subsequent events

On 10 November 2006, Patient B was referred by her genera practitioner to the
gynaecology outpatient clinic. He noted that she had a history of tubal ligation on 20
January 2006, which had failed and resulted in a pregnancy confirmed in October 2006.
He requested a repeat tuba ligation. He aso noted that the pregnancy had been
terminated and that Patient B had had an intrauterine contraceptive device (IUCD) fitted
pending repeat tubal ligation. On 1 December 2006, the Specialist Administrator wrote
to Patient B advising her that the specialist had seen the referral and triaged it as semi-
urgent.

On 9 February 2007, Patient B was seen by Dr B, who recorded a failed sterilisation
following a procedure performed by Dr Hasil on 20 January 2006. Dr B also noted that
there had been some difficulty on the right side during the operation and that no photos
had been taken. He planned a repeat |laparoscopic sterilisation and removal of the l[UCD
on 26 February 2007.

On 26 February 2007, Patient B underwent a laparoscopic sterilisation under general
anaesthesia, performed by Dr B. The indication for surgery was recorded as, “Fertility
control. The patient has two children, requests sterilisation and has a previoudly failed
procedure.”

The findings at operation were a normal vulva, vagina and cervix. The uterus was
retroverted, normal in size, and mobile. It was noted that on the left side a Filshie clip
had been correctly applied, athough somewhat lateraly, and the tube was completely
occluded. On the right, placement was incorrect with the tube not encompassed by the
Filshie clip.
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A Filshie clip was reapplied to each tube medially, and correct placement confirmed and
documented with clinical photographs. The planned postoperative care was routine, and
Patient B was to be discharged later that day, with removal of sutures by her generd
practitioner.

In her complaint to HDC, dated 29 March 2007, Patient B raised concerns about two
aspects of the sterilisation procedure performed by Dr Hasll: first, that a further incision
had been required to remove and re-place the clip on the right Fallopian tube, which had
resulted in bleeding and an overnight hospital stay; and secondly, that the procedure
falled. She stated: “1 would like compensation for the emotional distress, due to having
to make a decision about another life that | should have never had to have made. ...
Would like Dr Hasll to be held accountable for his inability to complete successful
surgeries aso a formal apology from Dr Hasil and WDHB for myself and al the other
women involved in this case.”

On 30 March 2007, Patient B made a verbal complaint to the DHB. She raised concerns
about the failed sterilisation surgery and that she had not been contacted by the DHB at
any stage about the failure. She asked for a hysterosalpingogram to ensure that the
sterilisation had been successful. She indicated that she had no confidence in Whanganui
DHB. On 30 March 2007, the DHB acknowledged receipt of the complaint and advised
that it would be investigated.

On receipt of the complaint, Manager C telephoned Patient B and informed her that six
sterilisation failures had been identified and that Patient B was one of these six women.

In his letter to Patient B dated 3 May 2007, the CEO explained that the DHB had
undertaken an investigation into her complaint, which involved reviewing the clinical
records and conducting interviews with the obstetricians and gynaecologists, including
Dr B. The CEO aso noted that prior to receiving Patient B’s complaint, the DHB had
commenced an investigation into laparoscopic sterilisations performed by Dr Hasll.

The CEO also stated that there were no photographs of Patient B’s sterilisation and that
the auditors were unable to reach a conclusion about her procedure at the time of the
audit. The CEO stated that the investigation into her complaint “reveaed that a personal
approach was taken in order to communicate with [her] and that [she] was as well
informed as al affected women had been to date’. However, he acknowledged the
extremely distressing experience and sincerely apologised for the event. Patient B was
advised that the DHB would reimburse actual expenses incurred as a result of the
sterilisation failure.

In April 2007, Patient B had a hysterosalpingogram, which showed that the second
laparoscopic sterilisation procedure was successful.

Patient C

—Clinical care

Patient C, a 45-year-old woman, was seen by Dr Hasil in the gynaecology outpatient
clinic on 25 August 2005. During the previous year, she had suffered from ongoing and
progressing worsening left-sided abdominal pain. Her past surgical history included an

56 H)'( February 2008



Opinion 07HDCO03504

ectopic pregnancy, hysterectomy, appendicectomy, dilatation and curettage, breast
abscess, and shoulder surgery. Investigations had been undertaken by the Surgical
Department. A colonoscopy was clear. A CT scan performed on 30 June 2005 reported
cystic lesions in the left side of the pelvis measuring 8 x 6cm consistent with left ovarian
pathology of a cystic nature, and suggested further gynaecological assessment. The
Surgical Department referred her to the Department of Obstetrics and Gynaecology.

Dr Hasil recorded that Patient C suffered from constipation and sharp pain in the left
epigastric region. He recorded his findings on speculum examination and palpation. Dr
Hasll planned for Patient C to have an ultrasound scan, tumour markers in light of the
previous CT scan findings, and a review in three weeks' time. In his letter to her general
practitioner, Dr Hasll stated that Patient C had had a hysterectomy 22 years previously
for menorrhagia, and that she had a “full surgical work-up for constipation which was
her mgjor problem”. He noted the findings of his gynaecological examination, including
no abnormality on palpation despite the CT findings of a left ovarian cyst of about 8cm,
and his management plan.

On 21 September 2005, Dr Hasl reviewed Patient C with the results of the
investigations. The ovarian tumour markers were negative, but an ultrasound scan on 19
September 2005 revealed an enlarged left ovary measuring 5.3 x 3.9 x 3.2 cm overall,
containing two cystic areas. On the right ovary a bilocular cystic structure was noted.
The report concluded “given the increased vascularity on the left, a malignant process
cannot be excluded”. He found “nothing suspicious’ on clinical examination. In light of
the ultrasound scan and CT scan findings, Dr Hasll booked Patient C for a diagnostic
laparotomy, with possible bilateral oophorectomy (the surgical removal of both ovaries)
and informed her general practitioner of his management plan.

On 22 September 2005, Patient C and Dr Hasll signed a request and agreement to treat
consent form. The surgery is described as “Dg laparoscopy/laparotomy + hilat.
oophorectomy”. The handwriting is difficult to decipher. The consent form states: “I
AGREE, that | have received a reasonable explanation of the intent, risks and likely
outcome of the operation / treatment ...” It also states that the patient gives consent for
the treatment of other necessary and appropriate related problems that may be found or
arise in the course of this procedure where it isin the patient’s best interests. There is no
record of the content of any discussion Dr Hasil had with Patient C regarding the side
effects of bilateral oophorectomy, including information about hormone replacement

therapy.

Patient C recalls Dr Hasll informing her that she had two “lumps’. He did not tell her
whether or not the lumps were on her ovaries. He advised her that, if necessary, the
lumps would be cut out during the operation. She does not recall being told whether the
lumps were benign or malignant.

In response to my provisiona opinion, Dr Hasll explained that this case was difficult so
he had taken considerable time to explain and clarify every aspect of the proposed
operation, the postoperative outcomes and future management. He submitted that it was
his practice to ask patients if they understood the explanation given and then make
himself available for questions.
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On 26 September 2005, a preoperative anaesthetic assessment was performed. The
assessor’s name is illegible. The assessment form notes a diagnosis of “ovarian cyst”, and
the plan for laparoscopy/laparotomy and bilateral oophorectomy.

— Operation

On 30 September 2005, Patient C was admitted to Wanganui Hospital. Dr Hasll
performed a laparotomy and bilateral salpingo-oophorectomy (surgical excision of
Fallopian tubes and ovaries on both sides) and adhesiolysis under general anaesthesia that
day. The operation record states the indication for surgery as “bilateral ovarian cyst”. Dr
Hasll noted massive adhesions in the abdominal cavity for which he performed
adhesiolysis (cutting of adhesions).

The clinical records note that on 1 October 2005 Patient C was seen by both Dr B and
Dr Hasil, and that Dr Hasil “explained the operation to patient”. An entry on 3 October
2005 records that Patient C was reviewed post-gynaecological surgery and that she had
aready been given a legflet (the content of the leaflet is not noted). Patient C said that
she understood that during the operation Dr Hasil had removed cysts and cut adhesions.
She had not been told that both ovaries had been removed and the implications of the
removal.

On 4 October 2005, Patient C was discharged from hospital. The discharge note, written
by the resident medical officer, and sent to her general practitioner, stated that Patient C
had had a salpingo-oophorectomy and adhesiolysis on 30 September 2005. Follow-up
arrangements included an outpatient appointment in six weeks time and a course of
antibiotics.

The histopathology report dated 3 October 2005 stated: “right ovary and fallopian tube,
resection — haemorrhagic corpus luteum and simple cyst; left ovary and fallopian tube,
resection — paratuba (mesonephric) cyst”. This indicated that the right and left ovary
and Fallopian tubes were resected.

On 23 November 2005, Patient C saw Dr Hasil, who stated that she had no complaints at
her follow-up six-week appointment following surgery.

Patient C did not experience any change in symptoms following the operation. She
suffers from hot flushes and continues to experience abdominal pain.

On 31 May 2007, Patient C presented to her genera practitioner with symptoms of
premature menopause. On review of her clinical records, it became apparent to him that
both ovaries had been removed at surgery in 2005.

—Claimto ACC

Patient C made a treatment injury claim to ACC regarding bilateral oophorectomy during
a laparotomy procedure causing surgical menopausal symptoms. On 11 August 2007,
ACC declined the claim for cover.

ACC sought clinical advice from gynaecologist Dr Hilary Liddell. Dr Liddell advised that
it was the correct decision for Dr Hasil to remove both Fallopian tubes and ovaries. She
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considered that he had acted in Patient C's best interests by proceeding with bilateral
oophorectomy and that the possbility of this had been discussed with the patient
preoperatively. She also advised that this was again documented on the gynaecological
pre-admission, and the surgical procedure that was booked included the possibility of
bilateral salpingo-oophorectomy.

CHANGESTO DHB SYSTEMSASA RESULT OF FAILED STERILISATIONS

Whanganui DHB advised that, as a result of the failed sterilisations, it is considering or
has taken actions in the following areas:

1. Human resources

The DHB will provide training to all staff on the requirements of the policy
concerning complaints and investigation. This training will include the roles
and responsihilities of managers and clinicians in the process.

Clinical Directors and Heads of Departments will be provided with training
in regard to performance management of medical staff to ensure they are
equipped with the leadership skills and expertise to complete this
requirement.

The DHB seeks to provide enhanced support for heath professionals,
particularly medical staff from overseas who often arrive without their
families for a period of time while migration arrangements are finalised.

In early 2007 the DHB centralised the recruitment function for medical staff
in order to centralise and co-ordinate the administration of medical
recruitment. This will be evaluated to ensure it meets best practice
standards.

The DHB will develop a specific policy on the use of acohol and drugs.

2. Complaints and incident management systems

In October 2006, the DHB ingtituted an electronic Incident Reporting
System (RiskMan), which is available to all staff at their work stations to
report incidents in their workplace. (This system was used by staff to report
suspected alcohol issues involving Dr Hasll.)

The DHB is considering enhancements to RiskMan, including the automatic
generation of status reports on outstanding issues, and making search
facilities more robust.

The DHB has formaly reminded staff of the policy on whistleblowing-
protected information disclosure through a business-wide staff notice.

3. Service audit and peer review

The DHB endeavours to ensure the supervision process is both active and
robust by requesting status reports from medical supervisors regarding staff
being supervised and their current state of competency. In addition,
consideration has been given to an internal audit process.

4. Credentialling for obstetrics and gynaecology
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e The DHB has developed a credentialling questionnaire template for senior
medical staff which includes an assessment of competencies for the
assessment and management of various obstetric and gynaecological
conditions and procedures.

The DHB had aso been planning a wider clinical review as a result of the incidents
involving Dr Hasl. However, this was superseded by the joint Ministry of Health and
Whanganui DHB review (see below).

OTHER EXTERNAL INQUIRIES

Since 2006, concerns have been raised about patient safety at Wanganui Hospital. Three
episodes of suboptimal clinical care and management have been highly publicised — the
falled tubal ligations performed by Dr Hasl, the discovery in October 2006 of 166
unprocessed patient referral letters, and the case of a 52-year-old woman who was
referred to Wanganui Hospital Emergency Department and discharged on three
occasions over 11 days in early 2004 and died the day after the third occasion.®* These
episodes, and public allegations of unsafe clinical practice, prompted a review into the
quality of clinical services at Wanganui Hospital, initiated by the Ministry of Hedlth in
March 2007. A second review, jointly undertaken by the Ministry of Health and
Whanganui DHB, examined the organisationa performance of Whanganui DHB.

Clinical review

This review was commissioned by the Ministry of Health. The objectives of the review
were to ensure the clinical safety and quality of services at Wanganui Hospital, to restore
public confidence in the services, to preserve the professional reputation of the
competent clinical staff practising at Wanganui Hospital, and to identify opportunities for
quality improvement.

The review was carried out by three externa reviewers: Dr David Sage, Chief Medical
Officer, Auckland DHB, Helen Pocknall, Director of Nursing and Midwifery, Wairarapa
DHB, and Dr Bill Sugrue, Genera Surgeon, Northland DHB. The reviewers interviewed
hospital staff and individuals external to the hospital.

The findings of the report, Wanganui Hospital Clinical Review. Report to Whanganui
District Health Board and Ministry of Health (July 2007), can be summarised as
follows:

e Clinical practice at Wanganui Hospital is not unsafe.

e Clinical quality systems in place for Wanganui Hospital are comparable to other
New Zedand hospitals; the level of safety is acceptable and compares favourably
with other hospitals.

3 This case was the subject of a complaint to the Health and Disability Commissioner: Opinion
05HDC14141, 28 February 2007, at http://www.hdc.org.nz/files’hdc/opinions/05hdc14141-dhb.pdf.
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e There is ample room for clinical quality improvement at Wanganui Hospital but
the gap between current state and ideal is smilar to that seen throughout New
Zealand.

e Absence of delays in patient access to acute surgical treatment results in better
patient access in Wanganui compared with metropolitan hospitals.

e Three patient injury incidents at Wanganui Hospital publicised in 200607 (but
occurring in 2004-06) had no similarities and did not reflect a current safety
problem.

e Eighty percent of the senior medical workforce at Wanganui Hospital are fully
qualified specialists.

e Thereisastable and well qualified nursing and midwifery workforce.

e Sustainable medical workforce recruitment in two unstable areas (O&G and
General Surgery) requires new models of secondary service delivery.

In relation to service models, the authors stated:*

“There has been a fallure to persuade the community that the alternative [regional]
models are more likely to provide expert subspeciaty secondary services within the
district and that high quality access to the complete range of 24/7 specidties is only
sustainable within that regional approach. Wanganui residents should expect to
travel to a regional secondary base hospital for some treatments, as occurs
throughout the rest of New Zealand over a similar or greater distance.

As it stands the adjacent DHBs in the region have a huge amount to offer each other
in terms of collegiality for isolated medical specialists, but little to offer each other in
terms of capacity sharing. However, future sustainability of secondary services
depends on shared capacity and the logic of the future expansion of Palmerston
North as a base hospital in the region is inescapable from a clinical quality
perspective aone.”

The Clinical Review recommended that:

1. confidential verbal reference checking be included in the standard recruitment
process for SMOs

2. the Credentials Committee further refine within speciality categories, eg, core
and non-core approach as begun in medicine

3. Whanganui DHB introduce immediate short-term measures to remedy the
transcription timeframe deficiencies

4. fitness to work policy and decision-making be reviewed, including access to
resources for expert assessment

5. expert advice including consumer input be used to put in place laparoscopic
tubal ligation quality audit

% David Sage and others, Wanganui Hospital Clinical Review: Report to Whanganui District Health
Board and Ministry of Health (July 2007) p 22.
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6. aQuality Framework describing strategy and structure be developed
7. management structures and reporting at governance level be altered to integrate
clinical governance.

Joint Ministry—DHB Review

The DHB and the Ministry of Health decided to embark on a joint review in May 2006
to identify how Whanganui DHB can fund appropriate services and live within its means.
“The main trigger for the review was that the DHB [was| asking for a substantial amount
of money for its hospital rebuild, while having a $5m deficit, despite earlier claims that
the health board would have no deficit at all.”>

The Ministry of Health felt it prudent to evaluate the efficiency of Whanganui DHB,
what services it was providing, and ways in which the DHB could “live within its means’
before releasing full funding for the new buildings.

The review was undertaken by the Ministry of Health and DHB staff. The joint working
group and joint steering group included the Chief Executive Officer and Chair of
Whanganui DHB and the Deputy Director-General and Finance Manager of the Ministry
of Health's Sector Accountability and Funding division.

The report of the Ministry of Health and Whanganui DHB, Joint Review of Whanganui
District Health Board (29 August 2007), made 53 recommendations across the range of
organisational performance, including the following:

e Eight recommendations relate specifically to the board and how it can improve its
systems and processes — these range from placing greater emphasis on
monitoring the DHB’ s financia situation to actively pursuing measures to ensure
the board is acting with coherence and unity.

e Four recommendations focus on management structure, noting the need for
medical and nursing input at management level.

e Seven recommendations outline how the hospital’s theatres could run more
efficiently.

e Another four recommendations relate to expenditure and how the DHB can
reduce its costs.

e Other recommendations cover links with primary health care, paediatric and
obstetric services, mental health, telemedicine and information technology.

Whanganui DHB is working through the recommendations and implementing a number
of changes. The DHB reports on progress to the Ministry of Health at its monthly
meetings. The DHB will also formally meet with the Ministry of Health six-monthly to
report on the progress in implementing the recommendations of the Joint Review of
Whanganui District Health Board. The first meeting is planned for the end of February
2008.

% Whanganui DHB Press Statement, Wanganui Hospital “ as safe as any other” — says independent
review (30 August 2007).
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CHANGESTO MEDICAL COUNCIL PROCESSES

It is the Medical Council’s responsihility to ensure doctors registered in New Zealand are
competent and fit to practise. In response to my provisional opinion, the Council stated
that during part of his time in New Zealand, Dr Hasil was clearly not fit to practise. It
accepts responsibility for the registration of Dr Hasll.

Since the events in question, the Medical Council has undertaken a review of its actions
regarding Dr Hasll. Although it found no errors in the registration process or in the
subsequent handling of health information, the Council has identified ways in which its
processes can be made more robust, and has actioned several changes.

Registration

The Medical Council has requirements for the registration of internationa medical
graduates via the provisonal general scope, comparable health system pathway (the
pathway Dr Hasil was registered under). In addition to the requirements set out in its
policy, the Medical Council will also check a doctor’s application to ensure there are no
gaps in employment of more than three months. Where there is a gap, further information
is requested from the doctor or his or her agent.

A doctor registered under this pathway will work under provisiona registration for a
period of two years. Regulatory supervision during these two years is required, including
three-monthly reports to the Medical Council. Registration within a genera scope of
practice is granted after two years of satisfactory supervision reports. Poor reports are
brought to the Medical Council’s attention and steps are taken to manage public health
and safety. This may include declining registration.

If, during the registration process, the Medical Council becomes aware that a doctor has
provided false information, this matter is referred to a full Council meeting for
consideration.

The Medical Council has identified the following ways in which the registration process
could be made more robust:

e The Council is currently contacting all recruitment agents and DHBs to ensure that all
information, including all referee reports, is provided to the Council to inform the
registration decision. It will require negative as well as positive referee reports.

e The Council is reviewing its current policy that doctors must provide a certificate of
good standing for a period of only three years, and considering the advantages and
disadvantages of extending this time.

¢ |n Situations where the applicant meets registration requirements but there are aspects
of the application that raise questions, such as unexplained employment gaps, Council
staff will ensure these are brought to the employer’ s attention.
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Doctors health

Section 45 of the Health Practitioners Competence Assurance Act 2003 requires referral
to the Medical Council of any doctor who is “unable to perform the functions required
for the practice of his or her profession because of some mental or physical condition”.
The Council has processes for working with doctors to assess and manage any health
concerns, with the key aim of protecting public heath and safety. It aso works with
doctors to help them regain and maintain their fitness to practise and to allow them to
continue practising provided that safeguards are in place to protect the public.

Decisions on whether to share health information about a doctor with his’lher employer
are made on a case-by-case basis. The main factors taken into account are the level of
risk posed by the doctor and the role or responsbility the employer will have in
managing issues concerning the doctor’s health and practice. The Medical Council keeps
the health process confidential in order to improve confidence in its role and processes,
and help facilitate the referral of doctors with health problemsto it.

The Medical Council may receive information about a doctor’s health from an overseas
regulatory authority. Where there is any uncertainty about the nature of the information,
contact is made with the relevant authority. The information is assessed by the Hedlth
Team, Health Manager, Registrar, Chair of the Health Committee or the full Health
Committee, depending upon the level of concern.

The Medical Council is concerned that no notification about Dr Hasil’s possible health
problems was made in early April 2006, and that there was a discussion about a
hypothetical situation where Dr Hasil was not named. The Council is taking action to
prevent this situation occurring again. In future, it will not participate in any anonymous
discussions about doctors with health concerns.

The Medical Council is working with DHBs and doctors to ensure that its health
programme is better understood and that referrals are made more promptly. Health
concerns are handled confidentially and in a manner that not only protects public heath
and safety but also supports the doctor. The Council states that this needs to be
appreciated by employers and health professionals if referrals are to be made in atimely
manner.

Supervision

The Medical Council sees it as one of its key roles to work with supervisors, providing
support and advice and working together to resolve individual supervisory issues. It is
now working closely with DHB chief medical officers to develop and provide a training
programme for regulatory supervisors and an orientation programme for international
medical graduates.
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RELEVANT CODE PROVISIONS

The following Rights in the Code of Health and Disability Services Consumers Rights
are relevant to thisinquiry:

1)
(2)

D)

D)

RIGHT 4
Right to Services of an Appropriate Sandard

Every consumer has the right to have services provided with reasonable care and
skill.

Every consumer has the right to have services provided that comply with legal,
professional, ethical, and other relevant standards.

RIGHT 6
Right to be Fully Informed

Every consumer has the right to the information that a reasonable consumer, in
that consumer’ s circumstances, would expect to receive, including —

(&) an explanation of hisor her condition; and
(b) an explanation of the options available, including an assessment of the
expected risks, side effects, benefits, and costs of each option; ...

RIGHT 7
Right to Make An Informed Choice and Give Informed Consent

Services may be provided to a consumer only if that consumer makes an informed
choice and gives informed consent, except where any enactment, or the common
law, or any other provision of this Code provides otherwise.
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COMMISSIONER’S OPINION
QUALITY OF CARE — DR HASIL — BREACH

Introduction
In my opinion, Dr Hasil did not provide services of an appropriate standard in a number
of respects. In particular:

e He did not perform laparoscopic sterilisation surgery with reasonable care and
skill.

e Hisrecord-keeping was inadequate.

e Hisinformed consent process in relation to Patient C was substandard.

| asked Dr lan Brown, formerly an obstetrician and gynaecologist, and Director of
Medical Services a Northland District Health Board, to provide independent expert
advice on this matter. Dr Brown's advice is attached as Appendix 10.

Dr Brown has made a number of criticisms relating to the quality of care provided by Dr
Hasll. Overall, my advisor considered that in many respects, Dr Hasll failed to perform to
the standard expected of a medical officer. A number of other obstetricians and
gynaecologists have also raised concerns, including ACC advisor Dr Ngan Kee and the
obstetricians and gynaecologists who have reviewed aspects of his care — Dr A, Dr B
and a consultant obstetrician and gynaecologist at MidCentral DHB.**

The specific deficits in Dr Hasil’s practice are set out in my consideration of the three
individual complaints from Patients A, B, and C. | will deal with each in turn.

Patient A

—Clinical care

In March 2006, Patient A consulted Dr Hasl for a tuba ligation. Dr Hasl briefly
recorded the consultation including “unwanted fertility ... for sterilisation” and that no
abnormality was detected on gynaecological examination. Dr Hasil explained the
procedure and associated risks and they both signed a consent form for laparoscopic
sterilisation.

On 8 September 2006, Dr Hasil performed laparoscopic sterilisation surgery under
general anaesthesia. He recorded that the Filshie clips were placed on the right and left
Fallopian tubes. Five months after the operation, Patient A discovered that she was
pregnant, and this was confirmed at the Emergency Department on 12 February 2007.
Patient A saw Dr B, who noted that the photographs taken during Dr Hasil’s surgery
suggested the clips were placed laterally on each tube. Dr B was unable to establish
whether the Fallopian tubes were completely occluded.

Whanganui DHB subsequently became aware of eight failed sterilisations from a total of
32 sterilisation operations performed by Dr Hasil. Dr Brown commented that in light of

3 See Dr Ngan Kee's advice to ACC regarding Patient A (page 53), Dr B’s concerns (page 41) and the
comments of the consultant obstetrician and gynaecologist at MidCentral DHB (page 28).
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Whanganui DHB’s review, and the high failure rate, Dr Hasll had not performed the
procedures with the appropriate skill.

| accept Dr Brown's advice that Dr Hasil did not perform Patient A’s laparoscopic
sterilisation operation with appropriate skill. This is consistent with Dr Ngan Kee's
advice to ACC that Patient A’s personal injury was caused by Dr Hasl’s failure to carry
out the laparoscopic sterilisation procedure with the required level of skill and expertise.

In my opinion, Dr Hasl| failed to provide Patient A with laparoscopic sterilisation surgery
services with reasonable care and skill, and therefore breached Right 4(1) of the Code.

— Clinical photographs

Clinical photographs are often taken during laparoscopic sterilisation surgery. Dr A said
that four photographs are usually taken — one close up to show that the clip is across
the Fallopian tube and a second view that shows that the structure is the tube. He
explained that where a woman falls pregnant, the photographs are used to determine
whether the clip isin the correct place. Dr B stated that photographs are routinely taken
“to document medico-legally that the clips are properly applied”.

Dr Hasll took photographs of his laparoscopic sterilisation surgery, athough they appear
to have been of variable quality. Dr B noted that the photographs taken during Patient
A’s surgery appeared to suggest the clips were placed lateraly on each Fallopian tube; he
was unable to establish whether the tubes were completely occluded.

There is no “medico-legal” reason to take the photographs — after all, if examined
during a subsequent inquiry, they may be exculpatory or inculpatory. Furthermore, |
consider it unacceptable to review such photographs only after a pregnancy is confirmed.

Taking photographs of the operation site at surgery, and reviewing them to ensure
correct placement of the clips, may be a useful quality audit tool. | note that the report,
Wanganui Hospital Clinical Review. Report to Whanganui District Health Board and
Ministry of Health (July 2007), recommended that expert advice including consumer
input be used to put in place laparoscopic tubal ligation quality audit.® In my view, the
Royal Australian and New Zeadland College of Obstetricians and Gynaecologists should
take the lead in developing guidelines on such audit (including whether photographs are
an effective quality tool), with consumer input.*

% Page 18 of the Wanganui Hospital Clinical Review: Report to Whanganui District Health Board and
Ministry of Health (July 2007) states: “The sole preventable element in [the failed sterilisations] is
effective quality control of laparoscopic tubal clipping, sadly not available to the group of Whanganui
women affected.”

% In response, the College supported this proposal and made the sensible point that quality audit
processes should be applied to all gynaecological surgery, without necessarily singling out sterilisation.
The College noted that these events highlight the importance of effective audit.
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— Record-keeping
A fundamental element of good medical practice is good record-keeping. Cole' s Medical
Practice in New Zealand states:®’

“[Record-keeping] is a tool for management, for communicating with other
doctors and hedlth professionals, and has become the primary tool for continuity
of care in many practices as well as in hospitals. To fulfil these tasks, the record
must be comprehensive and accurate.”

It is a doctor’s responsibility when making a record of a consultation with a patient
(particularly a handwritten record) to do so in accordance with professional and ethical
standards — which include writing legibly, recording the date and time, and signing the
notes legibly.

Dr Hasll did not complete the “Gynaecological record sheet” for his consultation with
Patient A on 1 March 2006, but briefly recorded the consultation as follows:

“G4P; NVD [normal vaginal delivery]

unwanted fertility

gynae examination NAD [no abnormality detected]
PAP taken

for sterilisation”.

His letter to Patient A’s genera practitioner reiterated his findings and plan.

My advisor stated that Dr Hasil's record of the initial outpatient assessment was
inadequate, with minimal clinical history and no details of examination. Although a
general consent form was signed at the assessment visit, there is no evidence on the form
related to specific complications, including failure of sterilisation. Dr B subsequently
recorded that a discussion of the risks of surgery and the giving of an information
pamphlet were “not documented but done” by Dr Hasll.

Dr Brown advised that Dr Hasll’'s record-keeping was inadequate and the standard
clinical record sheet for gynaecology patients was not utilised properly. | accept that Dr
Hasll did provide some information regarding risks of sterilisation to Patient A.
However, he failed to document his discussion.

| note Dr Hasll’s submission that in an inadequately resourced department, it is likely that
standards for record-keeping will be the first failing for any health practitioner. However,
| am satisfied that the adequacy of his record-keeping has been considered in context. In
my view Dr Hasll should have made more detailed note of his consultation with Patient
A. | consder that his standard of record-keeping was inadequate and that he breached
Right 4(2) of the Code.

3" 1an St George (ed), Cole’s Medical Practice in New Zealand (Medical Council of New Zealand, 2004)
p 68.
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Patient B

—Clinical care

On 22 September 2005, Patient B consulted Dr Hasil about tubal ligation. He recorded
his findings on gynaecological examination and his plan for laparoscopic sterilisation.
They signed a “Request and agreement to treat consent form” for l|aparoscopic
sterilisation. Although Dr Hasll did not document that the risks of surgery had been
discussed at the preoperative assessment, it was noted that Patient B had a good
understanding of the procedure and had been given brochures on anaesthesia and
laparoscopic sterilisation.

On 20 January 2006, Dr Hasil performed laparoscopic sterilisation under general
anaesthesia. The Filshie clips were applied on both sides. Dr Brown commented that the
operation was not straightforward as the right Filshie clip was partly on the meso-salpinx
and not positioned correctly. The clip was removed and this was associated with some
bleeding. The bleeding was stopped and a second clip was placed on the tube. Patient B
remained in hospital overnight as she had mild discomfort and wound ooze. Dr Brown
advised that Patient B’ s postoperative care was appropriate.

Dr Hasl did not take photographs of the Filshie clips during the surgery so no
photographs were available for review.

| accept Dr Brown'’s advice that the second Filshie clip was also not applied correctly, as
was clear when the second procedure was undertaken on 26 February 2007. Dr Brown
advised that the first laparoscopic sterilisation procedure by Dr Hasil was not undertaken
with reasonable care and skill.

In my opinion, Dr Hasl| failed to provide Patient B with laparoscopic sterilisation surgery
with reasonable care and skill, and therefore breached Right 4(1) of the Code.

— Record-keeping

Dr Hasl's initial outpatient assessment of Patient B was very poorly documented. It
appears that he explained the risks of sterilisation to Patient B, but failled to document
the discussion.

| accept Dr Brown's advice that Dr Hasll's record-keeping was inadequate and the
standard clinical record sheet for gynaecology patients was not utilised properly. Dr
Hasll should have made more detailed notes of his consultation with Patient B. In my
opinion, Dr Hasil' s standard of record-keeping was inadequate and he therefore breached
Right 4(2) of the Code.

Patient C

— Informed consent

On August 2005, Patient C presented to Dr Hasil with abdominal pain and an earlier CT
scan showing left ovarian pathology of a cystic nature. He arranged for further
investigations to be done. On review on 21 September 2005, Dr Hasil noted the
ultrasound findings of cystic lesions on the ovaries, for which a malignant process could
not be excluded on the left ovary, and negative tumour markers. He then booked Patient
C for a diagnostic laparotomy and possible hilatera oophorectomy. On 30 September
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2005 Dr Hasl performed a laparotomy and bilateral salpingo-oophorectomy and
adhesiolysis under general anaesthesiafor “bilateral ovarian cyst”.

Dr Brown advised that in light of the clinical history and examination findings on 25
August 2005 and the previous CT scan finding, it was appropriate for Dr Hasll to ask for
an ultrasound scan and tumour markers. It was also reasonable to proceed with a
laparoscopy/laparotomy and adhesiolysis, and possible bilateral oophorectomy, given the
results of these investigations.

The key issue is whether Patient C received adequate information about the bilateral
salpingo-oophorectomy performed by Dr Hasll, and the implications of the surgery. |
accept that Dr Hasll did provide some information to Patient C, and that the consent
form she signed included consent to the procedure she underwent. However, | am not
satisfied that the information provided was adequate or that Patient C made an informed
decision to have a hilateral salpingo-oophorectomy.

Patient C recalls that Dr Hasil informed her that she had two “lumps’ and that he might
cut them out during the operation. She was not told the lumps were on the ovaries or
whether they were benign or malignant. She is adamant that Dr Hasil did not inform her
that her ovaries might be surgicaly removed or explain the consequences of such a
removal, particularly the need for hormone replacement therapy. Furthermore, when
Patient C saw Dr Hasll, both during the immediate postoperative period and at a follow-
up appointment on 23 November 2005, she was not informed that both ovaries had been
removed, nor told the implications of removal. Her understanding was that Dr Hasil had
removed the cysts and cut the abdominal adhesions. It was not until 31 May 2007, 20
months after the operation, that Patient C discovered that both ovaries had been
removed.

The possihility of a“bilateral oophorectomy” during surgery has been documented in the
clinical records. On 22 September 2005, Patient C and Dr Hasl signed a request and
agreement to treat consent form for “Dg laparoscopy/laparotomy + hilat.
oophorectomy”. The patient booking sheet dated 22 September 2005 states. “Dg
laparoscopy + bilat. oophorectomy”. Bilateral oophorectomy was also documented at the
preoperative anaesthetic assessment on 26 September 2005. The discharge note of 4
September 2005 stated that Patient C had had the procedure of salpingo-oophorectomy
and adhesiolysis. Furthermore, following the operation, on 1 October 2005 the clinical
records note that Dr Hasll “explained the operation to patient”.

However, there is no record that a detailed discussion took place between Dr Hasil and
Patient C and that he provided her with information on what bilateral oophorectomy
meant, including the effects of removing both ovaries and information about hormone
replacement therapy. In his expert advice, Dr Brown stated that it would be standard
practice to inform any patient undergoing bilateral oophorectomy of the side effects and
the options for hormone replacement. Dr Brown advised that Dr Hasil should have
discussed the potential outcomes of the procedure in more detail, including:

o thelikelihood of improving Patient C's main complaint of left iliac fossa pain;
o the details of the operation to be performed,;
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e the possible risks of the procedure, including bleeding and possible damage to
other organsin view of the known adhesions; and
o the effects of removing the ovaries.

Dr Hasil had clearly considered that removing both ovaries during the operation was a
strong possibility. The possibility of “bilateral oophorectomy” surgery is evident in the
clinical records. The consent form signed by Patient C on 22 September 2005 is
ambiguous. On the face of the consent form, it appears that Patient C did give consent
for a possible hilateral oophorectomy. The standard form also states that the patient has
received a reasonable explanation of the intent, risks and likely outcome of the operation.
However, the handwriting on the consent form is difficult to decipher, particularly for a
patient unfamiliar with the terminology, and there is no record of the content of any
discussion Dr Hasll had with Patient C about the proposed surgery.

| note Dr Hasl's submission that Patient C's case was difficult so he took considerable
time to explain and clarify every aspect of the proposed operation, the postoperative
outcomes and future management. He explained that it was his practice to ask patients if
they understood the explanation given and then make himself available for questions.

On balance, | am not satisfied that Dr Hasil obtained informed consent from Patient C to
perform a bilateral salpingo-oophorectomy. A signature on a consent form is not
necessarily determinative that a valid and effective discussion resulting in consent has
been given. Consent, once obtained, needs to be adequately documented. The
documentation should reflect what is discussed and agreed upon by patient and doctor,
and should be clear and unambiguous. That did not happen in this case.

| am persuaded by Patient C's account that she did not receive an adequate explanation
from Dr Hasil about the proposed surgery and the side effects of removing both ovaries.
This information was not provided prior to surgery or during the postoperative period.
Patient C was shocked to discover her ovaries had been removed 20 months after the
event and that she was experiencing premature menopause as a resullt.

In my opinion, Patient C consented to a laparoscopy or laparotomy and the removal of
cysts. However, | am not satisfied that Patient C made an informed choice and gave
informed consent to have both ovaries removed. Dr Hasil did not adequately inform
Patient C about the operation, and the associated risks and side effects. This is
information that a woman in her situation would expect to receive — and was entitled to
under Right 6(1)(b) of the Code. In these circumstances, Dr Hasil breached Rights 6(1)
and 7(1) of the Code.

— Record-keeping

In relation to the consultation of 25 August 2005, Dr Brown advised that there was a
very brief clinical history in the clinical notes. Dr Hasil’s recording of the past clinical
history was inadequate and he made little comment about the nature of Patient C's pain.
Dr Hasll should have made more detailed notes of his consultation with Patient C. In my
opinion, Dr Hasil' s standard of record-keeping was inadequate and he therefore breached
Right 4(2) of the Code.
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Conclusion

| conclude that there were significant deficits in Dr Hasll’s practice in the three cases |
have investigated, and that he did not meet the standard expected of a responsible
medical officer.

Dr Hasil’s surgery on Patients A and B was substandard, he did not obtain informed
consent from Patient C, and his record-keeping in relation to all three patients was
inadequate.

Supervision

Dr Hasil was not registered within a vocational scope of obstetrics and gynaecology, nor
was he a Fellow of RANZCOG. However, he had gained qualifications, training and
experience overseas as an obstetrician and gynaecologist, and effectively acted as an
obstetrician and gynaecologist at Wanganui Hospital. My advisor, Dr Brown, noted that
Dr Hasll was employed by Whanganui DHB as a medical officer but was essentially
functioning as a specialist or senior medical officer. Wanganui Hospital needed an
obstetrician and gynaecologist to maintain the service requirements. The shortage of
senior medical officer staff forced Dr Hasll into the role of a specialist.

Dr Hasll said that he understood that his contract with Whanganui DHB required him to
work under supervision. Although there was no formal supervision (ie, regular dedicated
time for support and advice from his supervisor, Dr A), informal supervision was
available. Dr Hasll felt he had a good relationship with Dr A and could discuss matters
with him when he was available. However, Dr Hasll stated that consultant support did
not occur and that he had very little collegial support. On the other hand, Dr A said that
he and Dr Hasll were in contact regularly, seeing each other nearly every day,
particularly when they were the only full-time practitioners in the Department of
Obstetrics and Gynaecology. | note that the weekly team meetings were an opportunity
for collegia input, although Dr A generally did not attend these meetings.

Despite his apparent openness to supervision, it does not appear that Dr Hasll actively
sought it. | do not agree with Dr Hasil’s submission that given his workload, he did not
have the time to actively seek supervison. Dr Hasll did not appear to demonstrate an
understanding of his responsibilities as a medical officer under regulatory supervision. He
had a responsihility to participate and engage in the supervisory process, and to bring any
concerns (eg, being asked to do increasingly complicated procedures without consultant
support) to his supervisor’s attention.

Candour

Dr Hasll failed to disclose relevant information relating to his background to Whanganui
DHB.*® Dr Hasil knowingly misled the DHB by failing to disclose his registration history
in Tasmania and the circumstances surrounding the termination of his employment in
Victoria and New South Wales, and falsifying his work history. In response to this
inquiry, the DHB submitted that “we now know the extent to which Dr Hasll mised

% Giving incorrect information on an application for an APC form is an offence.

72 H)'( February 2008



Opinion 07HDCO03504

WDHB (and others)”. In my view, Dr Hasll's lack of candour affected the way in which
the DHB responded to the concerns raised about him.

In response to this inquiry, Dr Hasll said that he is now very distressed by the lack of
support he received during his employment a the DHB. He commented that the
department “disintegrated” (following the third consultant’s retirement and when Dr B
took extended leave) and that “it is impossible to describe the effect of such a situation
and workload”.

The adequacy of the steps taken by the DHB in response to Dr Hasil’s stuation is
discussed below. However, Dr Hasil had a professional responsibility to be more candid
about his background and, in particular, to disclose the previous alcohol incident leading
to his dismissal in 2005 in Victoria. When he was first found using alcohol on duty at
Wanganui Hospital in March 2006, he misled the DHB by stating that it was a “one-off
occurrence”.

Health professionals have an ethical duty to disclose to their registration body (ie, the
Medical Council for doctors in New Zeaand) any significant health issue or impairment
that potentially affects their work performance. The registration body can then decide
whether any support arrangements are necessary as part of the health professional’s
practice, including whether the supervisor and employer need to be informed about this
issue — so that they can monitor and support the affected individual. In addition, the
New Zealand Medical Association Code of Ethics states: “Doctors should seek guidance
and assistance from colleagues and professional or healthcare organisations whenever
they are unable to function in a competent, safe, and ethical manner.”*

If Dr Hasil had disclosed his previous alcohol incident to the Medical Council (if not to
the DHB), it could have alerted his supervisor, Dr A. This may have led to closer
monitoring and support for Dr Hasll when he worked at the DHB. This was a missed
opportunity to afford Dr Hasil with support, particularly after the first alcohol incident in
March 2006. In my opinion, by his lack of candour, Dr Hasll contributed to his own
demise.

SUPERVISION — DR A — NO BREACH

Introduction

There were at least three roles at Whanganui DHB with management and leadership
responsibilities for obstetric and gynaecology services: the Clinical Director, Surgical and
Support Services/Head of Department; the Services Manager, Surgica and Support
Services, and the Services Manager, Community and Rural Services. The Medica
Advisor aso had clinical leadership responsibilities across all clinical areas. Their
management and leadership responsibilities will be considered in the next section on
organisational responsihility.

% The Medical Council’s publication, Doctors Health, also states: “A doctor is not fit to practise if,
because of a physical or mental condition, he or she is not able to perform the functions required for the
practice of medicing’ and that such a doctor must be referred to the Registrar of the Council.
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It is only Dr A from the management team who is specifically under investigation. The
reason for singling him out for investigation is that he was personaly responsible for
supervising Dr Hasil. A supervisor has a duty to provide supervison with reasonable
care and skill and in accordance with professional standards. This duty is recognised at
common law.”® The duty of a supervisor has been considered in severa major HDC
reports, including Southland District Health Board Mental Health Services February—
March 2001.*

Definition of supervision

Supervision is a broad and somewhat fluid concept. In practice, it varies in nature and
degree.”” Supervision can be both formal and informal.*® It is important to distinguish
between the different types of supervision in amedical context.

One type of supervision is regulatory supervision. The Medical Council may require that
a doctor practise under supervison and that the supervisor assess and report on the
performance of the supervised doctor.** Regulatory supervision is supervision provided
at the request of the Medical Council for doctors who are provisionally registered, such
as an international medical graduate (IMG) new to the country.* Regulatory supervision
does not necessarily take place within the same clinica team. Offsite regulatory
supervision — where the supervisor works somewhere else — is permitted in certain
cases, particularly in provincia or rura settings. The supervisor is an agent of the
Medical Council. The Medical Council provides guidance on the supervision of new
doctorsin New Zealand.*

The more familiar type of supervison in medicine is when a more senior doctor
supervises a more junior doctor within a clinical team (eg, a senior doctor of a registrar
or medical officer; a registrar of a house surgeon).”” This is clinical supervision.”® A
basic principle of clinical supervision is that the supervisor may delegate care to the

“0 McKenzie v Medical Practitioners Disciplinary Tribunal [2004] NZAR 47 (HC), paras 24-25.

*! Health and Disability Commissioner, October 2002; accessible at
www.hdc.org.nz/publications/reports.

“*2 The Medical Council defines supervision as “the provision of guidance and feedback on matters of
personal, professional and educational development in the context of a doctor’s experience of providing
safe and appropriate patient care’. Whanganui DHB has a supervision policy that provides that
supervision is a process in which the supervisor enables, guides and facilitates the supervisee in meeting
certain organisational, professional and personal objectives.

* Formal supervision involves regular protected time, specifically scheduled. Informal supervision
involves regular communication and conversation providing advice, guidance or support as and when
necessary.

“* Health Practitioners Competence Assurance Act 2003, section 23.

> Professor John Campbell, “Supervision — why the concern?’ New Zealand Doctor, 26 September
2007, 14.

6 Medical Council of New Zealand, Guidance for doctors working in supervised practice and their
supervisors (August 2004), which has been replaced by Induction and supervision for nemy registered
doctors (October 2007).

*" R Paterson and M van Wyk, “Supervisory Responsibility of Specialists’ (2002) 10 Journal of Law and
Medicine 187, 190.

“8 Professor John Campbell, “Supervision — why the concern?’ New Zealand Doctor, 26 September
2007, 14.
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supervisee where he or she has good reason to believe that they are competent to carry
out the delegated tasks. The supervisee should be encouraged to seek assistance if he or
she feels out of their depth. The supervisor needs to be available to provide assistance as
required.*

A critical issue in cases involving clinical supervision is whether the supervisor acted
reasonably in relying on the supervisee acting in the role assigned. In deciding this issue,
severa factors are considered, including the supervisee's experience and the supervisor’'s
knowledge of their skills and experience.®

One variant of clinical supervision is the supervision of a medical officer by a speciaist
within a service.®® The supervisory relationship between a speciaist/Clinical Director and
amedical officer within a mental health service was discussed in Director of Proceedings
v O'Flynn.>® In considering the adequacy of the supervision, the Tribunal adopted the
objective test referred to by Venning Jin McKenzie v Medical Practitioners Disciplinary
Tribunal.>® The Tribunal indicated that specialist/clinical director Dr O'Flynn was not
required to provide close supervision. In the absence of any specific knowledge of the
medical officer’s shortcomings, the specialist/Clinical Director is entitled to expect the
medical officer to conduct himself to a standard commensurate with his qualifications
and experience as a senior member of the medical staff.

If the person responsible for delegating clinical responsibilities in a service has worked
closely with a medical officer, and is confident that the medical officer can act in the role
assigned, it would usually be reasonable for the specialist to rely on the medical officer to
act independently, in effect as a specialist.> | accept that there are medical officers who
are well able to act independently, in effect as specialists. However, if amedical officer’s
competence isin doubt, or not known to the supervisor, closer supervision is required.

Effective clinical supervision is critical for safe health care. One of the essential checks
within the system will be lost if the requirement for supervision is “watered down”. A

“9 There has been a tremendous change in nature of the medical workforce and hospital medicinein the
past 20 years, which is undermining the traditional model of supervision. The supervisors may not be
familiar with the supervisee's level of competence. Concomitantly, the supervisee may not recognise
their own limitations due to their lack of experience.

* McKenzie v Medical Practitioners Disciplinary Tribunal [2004] NZAR 47 (HC).

> A medical officer, previously known as a medical officer special scale (MOSS), falls between the
cracks in relation to the professional colleges. Professional colleges have a role in relation to their
fellows and trainees. For example, there is generally a requirement for formal supervision as part of
registrar training programmes.

*2 Director of Proceedings v O’ Flynn, Medical Practitioners Disciplinary Tribunal, 291/03/110D, 15
July 2004.

3 McKenzie v Medical Practitioners Disciplinary Tribunal [2004] NZAR 47 (HC), para 562-563.

> Director of Proceedings v O’ Flynn, Medical Practitioners Disciplinary Tribunal, 291/03/110D, 15
July 2004.
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system based on delegation without supervision and responsibility will not work to the
benefit of the patients and the community.>

Supervision of Dr Hasl|

Both clinical and regulatory supervison may occur at the same time. In such cases, there
will be some overlap in terms of responsihilities as well as some differences. In this case,
Dr A was responsible for Dr Hasil’s clinical and regulatory supervison when he was the
Clinical Director and Head of Department. It was a requirement of the DHB at the time
that supervision be in place for Dr Hasil, which was provided by Dr A.>® After Dr A’s
resignation from the DHB, he continued to provide offsite regulatory supervision for the
Medical Council. The issue for determination is whether Dr A provided adequate
supervision in the circumstances.

A key issue in this case is the amount of supervision that was required and was in fact
provided to Dr Hasil. As noted above, the level of supervision required will vary with the
experience and competence of the doctor being supervised, and how well the supervisor
knows their attributes and the level of confidence they can reasonably have in them.

Dr HasilI's CV indicated that he had more than 20 years experience in obstetrics and
gynaecology. He had been working in a comparable health system since 1996. Dr Hasl
was employed as a medical officer to assist the speciadistsin the department under Dr A’s
supervision. At the outset, Dr A took appropriate steps to familiarise himself with Dr
Hasll's practice. Dr A directly observed Dr Hasll for a few weeks and considered that he
was competent to provide obstetric and gynaecology services independently. Dr Hasll
was then rostered on the consultant roster and shared the obstetric and gynaecology
duties with the consultants (even though he was not a Fellow of RANZCOG or
registered within a vocational scope of practice).

Dr A provided “informal supervison” to Dr Hasll. Dr A was available to Dr Hasll if he
required assistance. Dr A saw Dr Hasil frequently, although this contact was largely
limited to informal discussions rather than formal meetings or routine peer review. Dr A
and Dr Hasil had a constructive working relationship. Dr Hasll attended the weekly team
meetings, athough Dr A was not regularly in attendance. Dr A met with Dr Hasil on an
“ad hoc” basis to discuss his clinical practice, frequently at first, then less over time.

Dr A was aware of concerns about Dr Hasll but did not consider that they were clinically
significant. | accept that whenever concerns were raised, Dr A discussed them openly
with Dr Hasil, who appeared to respond well to feedback. On occasion, Dr A facilitated
further training for Dr Hasl. Dr A concluded that Dr Hasl was making necessary
improvements and that his practice was a or above the minimum standard. Dr A
remained satisfied that Dr Hasll possessed the appropriate level of skills and experience
to undertake the work allocated to him. Accordingly, Dr A’s reports to the Medical

% Professor John Campbell, “Supervision — why the concern?’ New Zealand Doctor, 26 September
2007, 14.
%6 See Appendix 6.
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Council did not indicate any matters of concern regarding Dr Hasil, and Dr A reported
that Dr Hasll was reliable and satisfactory in al respects.

Whatever the potential value of the various supervision meetings and interactions
between Dr A and Dr Hasil, none of them separately or cumulatively gave Dr A reason
to consder that Dr Hasl was potentially unsafe to practise. It is likely that Dr Hasil's
lack of candour contributed to this view, as discussed in the previous section.

It was only when Dr Hasil went on unexpected leave in October 2006, and Dr A took
over the review of a number of his patients, that he realised the extent of Dr Hasll's
deficiencies. At this time Dr A had significant concerns about the safety of his practice,
which he reported to the DHB.

Dr Brown, my independent advisor, commented that Dr A’s supervision of Dr Hasil was
within the Medical Council’s guidelines, athough closer and more consistent supervision
would have been ideal.>” He felt that in the context of acute staff shortages and other
supervisory responsibilities undertaken by Dr A, the level of supervision would be much
the same as that provided in many other DHBs.

| accept that this type of supervision arrangement is not peculiar to this department, or
indeed to Wanganui Hospital. A lay observer might well consider such an “ad hoc”
arrangement to be “supervision” in name only, when it is so curtailed by time pressures
and so heavily dependent on the supervisee recognising and disclosing their own limits,
and seeking assistance.

Dr A concedes that with hindsight his supervison was not adequate and failed to
promptly identify the extent of Dr Hasil’s shortcomings. It can now be seen that Dr A
should have increased the frequency and regularity of his meetings with Dr Hasil, and
routinely reviewed cases with him to be satisfied that he was practising safely. If thiswas
not feasible, he should have alerted management and the Medical Council that he could
not fulfil his supervisory responsibilities.

It is likely that closer supervison would have exposed the extent of the problems earlier.
However, expecting such a high level of supervison from Dr A was neither reasonable,
in the absence of any specific notice of Dr Hasil’s shortcomings, nor practicable in the
circumstances.

Conclusion

Undoubtedly, Dr A had to grapple with a difficult and complex set of circumstances over
a lengthy period of time. A picture emerges of a hard-working and dedicated supervisor.
Although he was aready carrying additional responsibility as Head of the Department of
Obstetrics and Gynaecology and Clinical Director, Surgical and Support Services, he
was willing to step up to the plate and supervise Dr Hasil when others were not.

Dr A was stretched in his ability to perform al his tasks, in particular his administrative
as well as clinical responsibilities, and was working in an environment of constant time

> See Appendix 10, Independent Advice to Commissioner
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pressures. The legal issue is whether Dr A took reasonable actions in the circumstances
to supervise Dr Hasll.

It is easy with hindsight to see the deficiencies in the supervision. | agree with Dr A’s
own analysis that, in retrospect, his supervison was not adequate and failed to promptly
identify the extent of Dr Hasil's shortcomings. At the time, he formed the not
unreasonable (though optimistic) view that Dr Hasll was generally performing a a
competent level. Dr A addressed Dr Hasll’s limitations with him on a case-by-case basis.
He was entitled to expect Dr Hasil to conduct himself professionally and to a standard
commensurate with his qualifications and experience as a senior member of the
Obstetrics and Gynaecology department who had 20 years experience. While aware of
Dr Hadsl's limitations, Dr A had no specific knowledge of the extent of Dr Hasl's
shortcomings as a practitioner until after Dr Hasil was placed on indefinite leave.

On balance, | accept that Dr A took reasonable actions in the circumstances to supervise
Dr Hasil. Accordingly, Dr A did not breach the Code.

ORGANISATIONAL RESPONSIBILITY —WHANGANUI DHB — BREACH

Introduction

Whanganui DHB is subject to a legal duty to provide heath services with reasonable
care and skill and in accordance with relevant standards. A hospital has an obligation to
take reasonable steps to ensure that its clinical staff are competent and fit to practise, in
order to protect patients.

This duty is well recognised in the common law. In Wilsher v Essex AHA, Browne-
Wilkinson V-C stated that a hospital has a duty “to provide doctors of sufficient skill and
experience to give the treatment offered at the hospital”.*® In subsequent case law, other
aspects of a hospital’s duty of care have been recognised. They include the obligation to
select competent staff and monitor their continued competence; provide proper
orientation, training and supervision for staff; ensure that staff have adequate back-up
and on-call support; and establish systems necessary for the safe operation of the
hospital.

The organisational duty of care of a public hospital has been considered in several major
Health and Disability Commissioner reports, including Canterbury Health Ltd (1998),>°
Southland Didtrict Health Board Mental Health Services February—March 2001,
Opinion 03HDCO05563 (2004) and the Tauranga Hospitals Inquiry (Opinion
04HDC07920, 2005).

The present inquiry examines the context of the Whanganui DHB’s obstetric and
gynaecology service in 2005-2006, and seeks to determine whether the DHB took
adequate steps to identify and respond to concerns about Dr Hasil and ensure that he
was competent to practise.

8 Wilsher v Essex AHA [1987] QB 730 (CA) 778.
% See generally, Skegg & Paterson (eds), Medical Law in New Zealand, (2006) para 2.8.1.
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Saffing shortages

Like other health services in provincial New Zealand, Whanganui DHB’s obstetric and
gynaecology service suffers from a shortage of qualified staff.®® There was a chronic
shortage of obstetricians and gynaecologists, which resulted in Dr Hasil in effect
practising as a specialist without adequate supervision.

The root cause of the problems facing the department throughout the relevant period
was a grossly inadequate number of speciaist staff to provide a safe and sustainable
service. To achieve this, at least three specialists were required. The lack of clinical staff
was not because of budget problems. It reflected the national workforce crisis and the
hospital’ s inability to attract specialists to the area, despite persistent recruitment efforts.
The solution adopted was to attempt to provide the service with non specialists.

After Dr Hasll joined the DHB, the clinical staff numbers rose, but within a few months
they dropped again when the third consultant retired, and then again when Dr B was on
five months' leave. The on-call component for Dr A and Dr Hasil was, from a personal
and professional perspective, too demanding and unsustainable. Internationally, a1 in 2
on-call roster is consdered so unsafe that it is regarded as unreasonable to alow it to
continue.®* It burns out and exhausts staff, thus increasing risks to patient safety.

The shortcomings of Whanganui DHB must be viewed in the context of the nationa
workforce shortages. | have carefully consdered the staffing constraints, in particular
how they restricted the DHB’s ability to provide an appropriate standard of service to
consumers.

While | accept that the DHB had made strenuous attempts to fill vacant positions, after
more than six years one would have expected serious consideration of other ways of
providing the service. There is little evidence that other options were pursued vigorously
until late 2006. The DHB submitted that serious consideration was given to aternatives
in August 2006. It faced considerable pressure for services to be continued, with the
Mayor of Wanganui being quoted in the Wanganui Chronicle on 14 August 2006 as
saying: “It must aways be an option for Wanganui mums-to-be to have their children in
Wanganui whether low risk or not.”

Nonetheless, | am not satisfied that the DHB (which in this context must include the
board itself, as well as senior management) addressed the critical issue of staffing
shortages in the obstetric and gynaecology department with sufficient urgency.

Policies and procedures
A hospital should have a culture that supports safe care, promptly identifies risks to
patient safety and responds appropriately. There should be effective systems for clinical

% See Appendix 11 which discusses the devel opment of the medical workforcein New Zealand.

®* Hon Geoffrey Davis (30 November 2005) “Queensland Public Hospitals Commission of Inquiry”,
Queensland Government, accessed at http://www.gphci.gld.gov.au/final_report/Fina_Report.pdf, 25
January 2008, p 263,
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supervision, performance management, incident reporting, complaint management and
credentialling, together with traditional audits of morbidity and mortality within
specidties. A hospital is responsible for ensuring that staff are aware of these systems,
adequately trained and supported to comply with them.

Whanganui DHB had a number of policies and processes for quality assurance or
improvement, such as incident reporting, credentialling, mortality and morbidity review,
complaints management, audit, performance appraisa and supervison. Overdl, the
policies and processes look reasonably sound, at least on paper. But many staff were not
aware of the policies, and they were routinely circumvented — for example, in relation
to audit processes, incident reporting, supervision and performance management. There
was a significant gap between the rhetoric and the reality on the ground. The gaps were
especialy evident in the areas identified below.

Employment of Dr Has|

A DHB has a duty to exercise reasonable care and skill when employing staff. This
involves establishing clear and appropriate recruitment processes and supporting staff to
comply with them. In my view, Whanganui DHB failed to fulfil its responsibilities as an
employer in the following respects.

Dr Hasll was offered a position as a medical officer at the DHB following areview of his
CV, a brief reference report from an obstetrician and gynaecologist who had worked
with him for a short period more than six years ago, and another report from a
paediatrician who had more recent experience of his obstetric practice. Dr Hasil was
interviewed by telephone, then credentialled under urgency. Credentialling™ is part of a
risk management system designed primarily to protect patients.

There were obvious shortcomings in the employment of Dr Hasll, as highlighted earlier
in this report. My expert advisor commented that while the credentialling processes were
appropriate as part of an employment exercise, the references should have been
checked.®® The fact that the written references were old and, in the main, not from
obstetricians, should have been queried.

As noted, the DHB’s policies and processes were reasonably sound and consistent with
those of some other DHBs. What happened when employing Dr Hasil was a departure
from usual practice. The reference checking was undertaken by a recruitment agency.
Such agencies have a commercia interest in “placing” the candidate. The agency’'s
process was less than reliable. Dr A accepted Dr Hasil on face value and failed to make
any independent enquiries regarding his suitability and background.

62 Credentialling is defined as a process used to define specific clinical responsibilities (scope of
practice) of health professionals on the basis of their training, qualifications, experience, and current
practice, within an organisational context. The context includes the facilities and support services
available in the service the organisation is funded to provide. Credentialling is part of a wider
organisational quality and risk management system designed primarily to protect the patient. Ministry
of Health, Toward Clinical Excellence — A framework for the credentialling of senior medical officers
in New Zealand (March 2001) 1.1.

83 See Appendix 10, Independent Advice to Commissioner
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The credentialling committee then simply “rubber-stamped” the application and failed to
adequately scrutinise the documentation. The committee did not make any independent
checks, nor satisfy itself that Dr A had done so thoroughly or indeed at al. In many
ways, the process was effectively delegated to the Medical Council.

These deficiencies may have been a result of the matter being considered under urgency,
but that is no excuse for circumventing the credentialling process. The whole point of a
credentialling system is to safeguard against mistakes being made when there is pressure
to appoint aclinician.

| aso note that the credentialling process at the time did not involve defining specific
clinical responsibilities (scopes of practice). The clinical director/head of department had
this responsibility. While | note my advisor’s view that this was not unusua at the time,
credentialling should involve defining scopes of practice. Middlemore Hospital led the
way in introducing credentialling in the early 1990s. The Ministry of Health has provided
specific and clear guidance on credentialling. The need for effective credentialing was
also highlighted in my Tauranga Hospitals Inquiry report.

The evidence discloses a genera lack of rigour on the part of the DHB in the
appointment of Dr Hasil. In my view, the referees selected by Dr Hasil should have been
independently checked and Dr Hasll’s last known employer and/or supervisor should
have been contacted, especidly in light of Dr Hasl's disclosure of his difficult
relationship with the consultants at Lismore Base Hospital. The DHB failed to take these

steps.

The Medical Council, to its credit, did make further enquiries and checked the references
provided and sought more current references prior to registering Dr Hasil. However, the
Council did not directly contact the relevant registration authorities or Dr Hasl's
previous employer. | consider that there were sufficient flags regarding the
documentation in this case to have made such enquiries prudent.

In my view, reasonable enquiries at the time would likely have revedled Dr Hasil's
difficult past and triggered further scrutiny. This would have provided some early
warning as to Dr Hasil's limitations. Appreciation of Dr Hasil’s lack of candour aone
would likely have made the Council and DHB think carefully about whether he was a
suitable person for appointment or registration.

Performance management

A DHB has a duty to monitor the performance of its employed doctors with reasonable
care and skill, and to manage poor performance appropriately. Hospitals must have in
place an effective mechanism for identifying and dealing decisively with concerns about
an employee. Although employees are entitled to be treated fairly, hospitals cannot allow
patient safety to be jeopardised.*

% For authority on the need to put safety before employment concerns, see Air New Zealand v Samu
[1994] 1 ERNZ 93, 95.
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When concerns about a doctor’s practice come to light, the doctor's employer
(ultimately the chief executive officer) must ensure that patient safety is the paramount
consideration, and that someone takes responsibility for addressing the concerns. Where
a thorough investigation has been undertaken and recommendations have been made,
there needs to be a monitoring mechanism to ensure that recommendations are
implemented.

If a hospital has (or, in light of the information available to it, should have) reason to
believe that a doctor may pose a risk of harm to patients, it has a duty to respond
immediately to minimise the risks. This may include placing appropriate conditions on
the doctor’s practice pending further inquiries. The decision to limit a doctor’s practice
may be based on a pattern or a single incident of substandard care or misconduct. It will
aways be a matter of judgement when that threshold has been reached, and what action
is necessary to protect the health and safety of the public.

The interests of patients and doctors will be better served if issues relating to competence
and fitness are dealt with firmly and fairly in the workplace, before they escalate, patients
(and the doctor’s reputation and health) are harmed, and external agencies become
involved.®

The DHB submitted that the “granting of registration, and the subsequent issuing of a
practising certificate, can be taken as an unequivocal statement by the Medical Council to
the New Zedand public (including prospective employers) that a practitioner is
competent and safe to practise in New Zeadland”. The Council accepts responsibility for
the registration of Dr Hasil. However, the fact that the Council is responsible for
registering doctors and ensuring their competence does not detract from an employer’s
obligation to ensure that a doctor is providing services of a safe and appropriate standard
to patients. The employer’s obligation to assess and monitor its employees performance
exists independently of the Council processes.

| endorse the comment of my advisor, Dr Brown, that it is the DHB’s role to facilitate
the supervision process by ensuring that enough time and resources are set aside for this
to happen. This requires DHBs to size jobs appropriately to allow sufficient time for this
activity and to provide appropriate technical support for audit, peer review etc. |
acknowledge that where there are aready considerable staff shortages, this is very
difficult to achieve.

Recognition of and response to Dr Hasil’ s performance issues

Dr A was primarily responsible for supervising clinical staff in the Department of
Obstetrics and Gynaecology, including Dr Hasil. Clinicians taking up such responsibilities
require protected time to recognise and respond to problems in their area of
responsibility. Dr A was a busy doctor with a high clinical load as well as an
administrative load. It was inevitable that without considerable support Dr A would not
be able to recognise the extent of Dr Hasil’s deficiencies. Sadly this proved to be the

® Cf Tauranga Hospitals Inquiry: Opinion 04HDC07920 (Health and Disability Commissioner, 18
February 2005), pp 40-41.
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case, as discussed above. The general manager, medical advisor, service managers,
human resource manager, and quality and risk personnel all had some responsibility to
support the oversight and monitoring of clinical staff by Dr A as clinical director/head of
department.

In my view, it was the responsibility of the hospital management team, and ultimately of
the chief executive officer, to ensure that the quality assurance policies and processes
were well understood and implemented. It is not appropriate to leave the matter in the
hands of an overworked doctor/clinical director, with no further assistance, oversight or
monitoring from the hospital management team and the chief executive officer.

The DHB knew or ought to have known that Dr Hasll might pose a risk of harm to
patients well before his resignation. In my view, the DHB hesitated too long in the face
of clear information that Dr Hasll might pose a risk of harm to patients. There was a
history of concern about Dr Hasil during his employment in Australia, and more recently
at Wanganui Hospital. These concerns have been set out earlier in this report. In
summary, staff and patients made a number of complaints about Dr Hasil in the course of
his 14 months working at Wanganui Hospital. They varied in seriousness, but began with
strident criticism from a well-regarded and experienced nurse and ended with a complaint
about a falled sterilisation, in circumstances where the hospital knew or ought to have
known (if it had put together available information known to its staff) that it was the fifth
such failure. The gravity of the situation was self-evident.

A number of features of this case are striking. First, none of the four known sterilisation
faillures were reported in accordance with the DHB incident reporting policy (Appendix
5). Only one of the four known sterilisation failures was reported to management
(Patient J 5).%°

It is unacceptable that the sterilisation failures were not exposed by any of the systems
for quality assurance, such as incident reporting, audit, peer review and supervision.
Chance played a large part in exposing the high number of sterilisations. Had Patient A
not met Patient B in late 2006 and learnt of her failed sterilisation, she may never have
realised that her own pregnancy might be part of a pattern of treatment failures. But for
Patient A’s complaint, the cluster of failed sterilisations may never have been exposed
and investigated. The DHB accepts that a well-developed quality assurance and audit
system ought to have identified the trends in Dr Hasil’ s failed sterilisation procedures. It
is no wonder many people in Wanganui felt let down by their hospital.

Secondly, it was obvious to certain staff (including Dr A and Dr B when they did case
reviews in late 2006), and later to the consultant obstetrician and gynaecologist with
whom Dr Hasil worked at MidCentra DHB, and to my advisor, Dr Brown, and ACC
advisor Dr Ngan Kee, that Dr Hasil's practice was not safe. Each of these doctors
considered a sample of Dr HaslI’s patients, and although the range of patients and nature
of the reviews differed markedly, the conclusions did not. Each found that the care
provided by Dr Hasil fell well below the standard of reasonable care and skill expected.

% See page 45.
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The third feature is that the DHB was percelved as being unresponsive. That view is
hardly surprising. It was unresponsive. While DHB management were aware of the
problems regarding Dr Hasll, they did not appreciate the seriousness of this situation,
make the links between the incidents and the problems identified, and take effective
action early enough.

Management responsibility for the complaints or incidents was dispersed among a
number of staff, including Quality and Risk Management and Human Resources.
However, Dr A was the common link. Although it was Quality and Risk Management’s
role to identify concerning patterns, there is very little evidence of how this was
trandated into practice. DHB management tended to judge the events in isolation,
without consideration of their combined significance.

Investigations were fairly narrow and had a strong medico-legal focus. The challenge of
balancing public protection with the need to act fairly can result in a silo effect, whereby
single events are judged in isolation, making it difficult for a pattern of concern to be
illuminated. This appears to have happened in this case. While it can be difficult to know
whether a complaint or incident reflects a one-off lapse or raises ared flag to a pattern of
recurrent failure, the DHB failed to consider the combined significance of the concerns
raised — which we now know were the tip of the iceberg. At a minimum, the concerns
should have triggered a more comprehensive assessment of Dr Hasll’s competence and
fitness to practise.

Finaly, the DHB did not ensure that appropriate action was taken to minimise or
eliminate the risk of incidents recurring in the future. There is no evidence of any system
for monitoring the implementation of recommendations and agreed actions. | accept that
Dr A discussed complaints and other concerns with Dr Hasil, and on occasion undertook
more extensive case reviews with him. Dr A and others made recommendations about Dr
Hasll's clinical practice — for example, the use of lithotomy in clinical examinations, the
use of options other than hysterectomy to manage gynaecology problems for post-
menopausal women, and the need to improve his documentation. Dr A was aware of at
least one sterilisation fallure and counselled Dr Hasil on his sterilisation practice.
However, there is no evidence of any steps being taken to follow up these
recommendations or to actively monitor Dr Hasll's practice to ensure that remedial
action had been taken and that patients were not being put at risk.

In March 2006, when Dr Hasll was found using alcohol while on call, he was given a
formal warning and offered support. Given that the incident was not reported to the
Medical Council, it was essentia that the DHB took appropriate steps to protect
patients, and to support Dr Hasil. There is no evidence of any follow-up to ensure
Dr Hasll had obtained assistance for his “socia problems’ that precipitated the “one-off
occurrence”. In my view, this was a lost opportunity to support a vulnerable doctor and
minimise the risk he posed to his patients.

Dr Brown advised that following the first alcohol incident, there should have been more
active, ongoing support. In his view, the DHB did not respond adequately to the issues,
particularly as there did not appear to be a plan for ongoing support and monitoring.
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Dr Brown also commented that there was no clear evidence of improvement in response
to the individual and systemic issues raised by the complaints.

Of particular note, in May 2006, a well-regarded nurse warned that Dr Hasll would make
a grave mistake. The response to the May alcohol incident was inconsistent with DHB
policy and practice. Dr Hasil was not formally investigated. Dr A also reported patient
safety concerns to the DHB in about August 2006. Dr B reported his own concerns a
few months later when Dr Hasil was expected to return to work at Wanganui Hospital. It
is startling how little was done in response to the various concerns.

However, in reviewing the actions taken following the incidents or complaints, it would
be wrong to say that the DHB failed to take any action. Internal investigations were
generaly carried out. Staff were interviewed. Apologies were offered. In a limited way,
the concerns were addressed with Dr Hasll — competence issues by way of informal
feedback and training, and health issues via a disciplinary process (with the exception of
the May incident). When the situation began to unravel, the DHB took appropriate
actions. Examples include the prompt response to Patient A’s complaint, the
comprehensive audit undertaken by Dr B and Dr A under urgency, the prompt disclosure
of the gdituation to the relevant authorities and the follow-up provided to the affected
patients. But it was all too little, too late.

International context

The causes and characteristics of magjor heath care falure are remarkably similar
throughout the world. The findings in this inquiry echo many of those made in similar
inquiries in New Zealand and abroad.®” The following observation by health services
researcher Kieran Walshe is particularly apt: ®

“On the face of it, the problems often centre on an individual clinician or small
team and seem to contradict the conventiona belief that most threats to patient
safety result from systems failure rather than from individuals behaviour.
However, the organisations where these failures occur usualy lack fundamental
management systems for quality review, incident reporting, and performance
management, or those systems have been bypassed with ease. They frequently
show little collaboration between managers and clinicians and a lack of coherent
clinical leadership. They are often isolated and inward-looking organisations,
unwilling to learn from elsewhere.”

The tendency in many organisations is to use informa mechanisms to deal with problems
of poor performance or failure, such as finding a way for a “problem doctor” to exit

" Hon Geoffrey Davis (30 November 2005) “Queensland Public Hospitals Commission of Inquiry”,
Queendland Government, accessed at http://www.gphci.gld.gov.au/final_report/Fina_Report.pdf, 25
January 2008 and Healthcare Commissioner (August 2006) “Investigation into 10 maternal deaths at, or
following delivery at, Northwick Park Hospital, North West London Hospitals NHS Trust, between April
2002 and April 2005", accessed at http://www.healthcarecommission.org.uk/_db/_documents/
Northwick_tagged.pdf, 25 January 2008.

% Kieran Walshe et al, “When things go wrong: How major health care organisations deal with major
fallures’, Health Affairs, 2004 23:3, p 103.
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quietly without any formal action. The result is that problems get moved around the
health system rather than being tackled and resolved.

Conclusion

The overall impression of the elements of Whanganui DHB'’s obstetric and gynaecology
service scrutinised in this inquiry is of a service marked by an ongoing sense of crisis,
where expected standards of practice had been eroded. There were so many
organisational shortcomings that quality of care for obstetric and gynaecology patients
was inevitably compromised. The risk of harm to patients was not managed effectively.

Outside metropolitan centres, there will always be tension between providing a less than
optimal service and providing no service at all. In my view, a DHB must put patient
safety first. It is short-sighted to struggle on with substandard arrangements in the hope
that disaster will be averted and things will eventually get better. It may be preferable to
bite the bullet and face potential community outrage if a service is closed, rather than
“muddle on” and cause long-term harm to community confidence, and to a DHB’s
committed staff, when patients are harmed and the inevitable external inquiries follow.
The board itself must play a key role in tackling these difficult issues.

| consider that by mid-2006 Whanganui DHB had reason to believe that Dr Hasil might
pose a risk of harm to patients, and therefore had a duty to respond immediately to
minimise that risk. Although the DHB did respond to each isolated incident or complaint,
it did not carry out a retrospective audit of his clinical practice to assure itself that
patients were not at risk. It did not take any steps to restrict or systematically monitor Dr
Hasll’'s practice. It was unreasonable for the DHB to wait until October 2006 (in relation
to the health issues) and February 2007 (in relation to competence concerns) before
involving the Medical Council.

Evidence of alcohol abuse by a health practitioner is a serious issue. An employer should
have a high index of suspicion about any “one-off” incidents. Firm action must be taken
to ensure that the employee obtains any necessary support but understands that no
alcohol abuse will be tolerated. There should be a low threshold for notifying a
registration body that the practitioner has a health concern.

While fairness and collegial support are important factors when dealing with concerns
about a doctor’s competence, patient safety must come first. Employers have an ethical
duty to report any concerns about a doctor’s competence to the Medical Council.*® The
delay in taking active steps to respond to the emerging pattern of concerns about Dr
Hasll's headth and competence put patients at risk. Whanganui DHB had a responsibility
to the public to respond to the serious concerns about Dr Hasl's competence in a
decisive and timely manner. It failed to respond appropriately.

| conclude that Whanganui DHB failed in its duty of care by allowing the situation to
continue as it did. The DHB continued to deny the existence of any patient safety

% Medical Council of New Zealand, Employer Guidelines for Providers (April 2002).
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concerns regarding Dr Hasll and avoided taking any decisive action to address his
shortcomings and the endemic workforce shortages in the department.

In summary, Whanganui DHB breached Right 4(1) of the Code by its lack of care in
employing Dr Hasll, by failing to have a system in place to monitor Dr Hasil’s practice
effectively and failing to respond to his health issues and competence concerns in a timely
and effective manner.

OTHER MATTERS

Medical Council of New Zealand

The terms of reference for this investigation did not include the Medica Council. As
Health and Disability Commissioner, | have jurisdiction only in respect of actions of
healthcare or disability services providers as defined in section 2(1) of the Health and
Disability Commissioner Act 1994. The Medical Council is not such a provider.

Registration of any medical practitioner and renewal of their annual practising certificate
are key actions by a regulatory body. | have commented on the process of Dr Hasll's
registration and the failure to make further enquiries.”® 1 am also concerned that Dr
Hasl's annual practising certificate was renewed in mid-March 2006, shortly after a
health report was received from the New South Wales Medical Board.

| acknowledge that the report was reassuring and, given Dr Hasl’'s satisfactory
supervision report, concerns may have been allayed. | also appreciate that a health report
rasing issues would not automatically preclude renewal of a doctor’s practising
certificate. But the NSW Board's report was a flag that all might not be well, and that
further enquiries regarding his current fitness to practise were warranted.

In response, the Council submitted that the information it received from the NSW Board
did not reach the threshold for notifying Dr Hasil’s employer under section 35(1)(d) for
three reasons. Firgt, the information including the psychiatrist’s report stated that no
further action needed to be taken. Secondly, athough the Council is responsible for
collating and assessing information that it receives regarding concerns that a doctor’s
health might affect public health and safety, it is not Council’s responsibility to distribute
this information to the employer (which would then in turn be obliged to assess the
situation and determine whether or not to notify the Council). Finally, any breach of
confidentiality by the Council when dealing with health concerns (except where thereisa
clear concern about public health and safety) will undermine confidence in the process
and make early referral less likely.

| acknowledge that these are delicate matters that need to be considered on a case-by-
case basis. There can be no blanket approach to reporting performance and health issues,
although it would seem reasonable for the supervisor working on behalf of the Medical
Council to have been informed in confidence.

"0 See pp 80-81.
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However, there were further steps that could (and in my view should) have been taken
on receipt of the NSW Board's information about Dr Hasil. The Medical Council could
have contacted Dr Hasll in the first instance and made its own independent assessment of
the current situation. It is likely that the Council would then have unearthed concerning
information and felt obliged to alert the DHB.

In hindsight, had such information been communicated to the DHB, the first alcohol
incident may well have been handled quite differently, and the risk of further harm
minimised. The DHB gave evidence that it responded to the first incident on the basis it
was a one-off occurrence. The DHB advised that it would have appreciated knowing
such information.

Certainly, the DHB would have realised that Dr Hasil was lying about his use of acohol
and a different course would probably have been taken, such as instigating the
rehabilitative path eventually taken in October 2006. This is adso Dr Brown's
independent view. Such support, provided earlier, might have avoided the harm that
transpired and also prevented the demise of Dr Hasil’s health and career.

It is reassuring that since these events took place, the Medical Council has reviewed its
processes of registering doctors. In particular, the Council is taking steps to ensure it
obtains al relevant information about a doctor from recruitment agents and employers.
Furthermore, the Council is working with DHBs and doctors to ensure that its health
programme is better understood and that referrals are made promptly. The Council is
also working with DHBs to develop and provide a training programme for regulatory
supervisors and an orientation programme for international medical graduates. These are
all sensible initiatives.

Professional responsibilities

The current Medical Council guidelines note that consultants are encouraged to provide
supervision to new doctors and that they may not “unreasonably refuse to provide a
colleague with supervision”. The New Zealand health service depends on the willingness
of consultants to undertake clinical supervison of junior doctors, and regulatory
supervision of doctors who are provisionally registered (such as international medical
graduates).

| wish to acknowledge Dr A’s willingness to provide supervision, particularly when no
one else was available or willing to do so. When Dr A resigned in September 2006, Dr B
was not prepared to assist with supervision of Dr Hasil other than in emergencies. His
stance followed advice from the Medical Protection Society. Dr B had a “sense of
disquiet” about Dr Hasil's practice, and expressed this to the Medica Council in
November 2006. Y et he was not willing to document his concerns, as requested.

In New Zealand there has always been an ethical obligation to take prompt action in the
face of concerns about a colleague's performance. Professionalism requires nothing
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less.”* The New Zealand Medical Association Code of Ethics (2002) states: “Doctors
have a genera responsibility for the safety of patients and shall therefore take appropriate
steps to ensure unsafe or unethical practices on the part of colleagues are curtailed
and/or reported to relevant authorities without delay.” This obligation should be well
understood by every doctor. Performance issues should be addressed locally in the first
instance, but if that approach fails, the “relevant authorities” (usually the Medical
Council) must be notified.

The role of the Council is supportive, not punitive. The obligation to aert aregistration
body to the risk of harm posed by a colleague/health practitioner’s practice is necessary
so patients can have faith that health professions will tackle poor performance, and that
practitioners themselves know that problems will not smply be “swept under the carpet”.

Dr B was reluctant to provide on-site support for Dr Hasl. If he was unwilling to
provide onsite support or supervison, and he had concerns about Dr Hasl's
unsupervised clinical practice, Dr B should have formally notified the DHB and the
Medical Council of his concerns.

Dr B submits in response that he is aware of his ethical obligation to take prompt action
if there are doubts about a colleague’s performance in relation to patient safety.
However, there is a considerable difference between expressing a sense of disquiet and
reporting concerns to the Medical Council. While | accept that performance issues
should be addressed locally in the first instance, | note that the Council had asked Dr B
to put the concerns he voiced by telephone in writing. At this point, the Council was on
notice of concerns about Dr Hasil. The Council took no action but chose to await written
confirmation from Dr B before taking action. Dr B did not provide this.

Dr B clearly had doubts about Dr Hasil well before he reported them to the DHB.
Substantive evidence of poor performance is not required. In my view, Dr B should have
reported his doubts to the DHB earlier, and to the Council as requested. It is the
Council’s role to investigate such concerns to establish whether there is any substance to
the concern. Dr B did not formally report his concerns until the evidence of
incompetence was uncontrovertible. By that stage it was too late.

THE WAY FORWARD

Whanganui DHB has been subject to a great deal of media attention, public criticism, and
external review, particularly during 2006-07. The DHB is now taking a wide range of
actions to improve its systems, following the catalogue of problems. These are
heartening developments.

Whanganui DHB’s services will remain vulnerable to problems of recruitment and
retention of staff because of its size. Many of the problems at Whanganui DHB are
predictable and result from isolated practice. Isolation is the “kiss of death” for a

™ “Charter of medical professionalism: Medical professionalism in the new millenium: a physicians
charter”, Lancet 2002; 359:520-522.
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clinician, a department and a DHB. There is arisk that patients will be harmed, clinicians
will breach professional standards, and communities will lose local services.

These issues are not confined to the Whanganui district. Lack of effective service
planning across DHBs, and of effective co-ordination and collaboration to maintain
services that are safe for patients and clinicians, is a national problem. It is disappointing
that there has been a failure to mobilise the medical profession to find ways to provide
more equitable care across the country. Greater co-ordination and collaboration across
DHBs should not be left to serendipity, nor should they be forced by a clinical failure or
a rushed reaction to adverse publicity. There must be a more proactive, facilitated
approach to ensure that services can be provided safely in a sustainable way across
DHBs. Planning should occur at a regiona and national level and should tackle areas of
known risk. Typically these are the acute services.

Planning and support for staff will continue to be essential. Both clinical staff and the
services in which they work should be properly credentialled. These challenges are not
insurmountable, as larger DHBs and smaler DHBs become involved in regional
collaboration and form aliances to improve service quality and access for consumers.
For obstetrics and gynaecology services, such formal alliances allow obstetricians and
gynaecologists and other professionals to become part of a wider peer group and provide
opportunities for continuing education and collegia support.

| endorse the comments in the Wanganui Hospital Clinical Review. Report to
Whanganui District Health Board and Ministry of Health about service models and, in
particular, that rejecting regionality concepts is unsustainable in both obstetrics and
gynaecology and general surgery (and other specialities) for Whanganui DHB."

In short, the future lies in collaboration. It is the only practical way to respond to the
challenges of workforce and training, limited financial resources, safety and quality
improvement and demography faced by the health sector. There is a crucia need for a
regional and nationa service planning and good leadership. The Ministry of Health seems
best placed to take a national lead but it must engage fully and effectively with sector
leadersin DHBs and the colleges.

This inquiry has also highlighted the lack of time that clinical directors and other senior
doctors have for supervision, quality improvement initiatives, and monitoring over and
above their clinical work. Clearly this problem is linked to the shortages in the medical
workforce in New Zealand. | believe there is arole for the Medical Council, the Quality
Improvement Committee and district headth boards to work together to clarify the
appropriate scope and necessary support for clinical leadership roles.” This should be
achievable without compromising clinical services.

2 David Sage and others, Wanganui Hospital Clinical Review: Report to Whanganui District Health
Board and Ministry of Health (July 2007) p 21.

| have focused on medical leadership roles in public hospitals, but similar comments could be madein
relation to nursing and midwifery leadership.
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| commend Whanganui DHB for the steps it is taking, with support from the Ministry of
Hedth and neighbouring DHBs, to address current (and foreseeable) workforce
shortages and the difficulties posed by its size and geographical location.

RECOMMENDATIONS

| endorse the recommendations in the reports, Wanganui Hospital Clinical Review:
Report to Whanganui District Health Board and Ministry of Health (July 2007) and
Joint Review of Whanganui District Health Board (29 August 2007). As most of the
actions arising from the previous reports are in the process of being implemented, my
recommendations are limited to the following:

Apologies
| recommend that Dr Hasll and Whanganui DHB apologise to Patient A, Patient B and
Patient C for their breaches of the Code by 31 M arch 2008.

Whanganui DHB

— Reviews already under way

| recommend that Whanganui DHB advise the Commissioner by 31 May 2008 of the
steps taken to:

¢ implement the proposed actions as a result of the failed sterilisations regarding human
resources, complaints and incident management systems, and service audit and peer
review (see pages 59-60)

¢ implement the following recommendations set out in the Wanganui Hospital Clinical
Review.

1. that confidential verbal reference checking be included in the standard recruitment
process for senior medical officers

2. that the Credentialling Committee further refine their credentialling processes
within specialty categories

3. that fitness to work policy and decision-making be reviewed, including access to
resources for expert assessment

e ensure robust systems are in place for monitoring the quality and performance of
obstetric and gynaecology services.

— Further reviews

| recommend that Whanganui DHB further review its provision of obstetric and
gynaecology services in light of this report and, with support from RANZCOG and the
Ministry of Health, discuss with neighbouring DHBs collaboration towards a regiond
service.
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Royal Australian and New Zealand College of Obstetricians and Gynaecologists

| recommend that RANZCOG develop guidelines on the process for laparoscopic tubal
ligation quality audit, with consumer input, and consider whether photographs are an
effective quality tool and, if so, when and how they should be used.

Council of Medical Colleges

| recommend that the Council of Medical Colleges review the role of medical collegesin
the supervision and oversight of medical officers working in speciaty areas, and the
accreditation of provincia hospitals as atraining post suitable for trainee registrars.

FOLLOW-UPACTIONS

e A copy of this report will be sent to the Minister of Health, the Director-Genera of
Health, the Medical Council of New Zealand, the Medical Council of Tasmania, the
New South Wales Medical Board, the Medical Practitioners Board of Victoria, the
Medical Board of Queensland and Queensland Health.

e A copy of this report will also be sent to the Royal Australian and New Zealand
College of Obstetricians and Gynaecologists, the Council of Medical Colleges in New
Zealand, the New Zealand Medical Association, the Association of Salaried Medical
Specidlists, the New Zealand Nurses Organisation, the New Zealand Resident Doctors
Association, Quality Health New Zealand, the Quality Improvement Committee, the
Medical Training Board, the District Health Boards New Zealand Workforce Group,
District Hedth Boards New Zedland, and al district health boards, as well as being
placed on the Health and Disability Commissioner website, www.hdc.org.nz, for
educational purposes.

NON-REFERRAL TO DIRECTOR OF PROCEEDINGS

Having found that Dr Hasil and Whanganui DHB breached the Code of Hedth and
Disability Services Consumers Rights, | am required to consider whether either party
should be referred to the Director of Proceedings to decide whether further proceedings
are warranted.

When a provider breaches the Code of Health and Disahbility Services Consumers
Rights, and in doing so has fallen well short of the mark, a referra to the Director of
Proceedings may well be indicated. Accordingly, | invited further comment on the
matter.

Dr Hasll
Dr Hasll's lawyers stated:

“There is, it is submitted, very little that would be achieved by referring Dr Hasll
to the Director of Proceedings. He has no intention of practising in New Zealand,
and it is not in the public interest to do so. The effect on Dr Hasll's health, of
such proceedings, would be substantial.”
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Dr Hasll is believed to be residing in Australia. Accountability of health practitioners via
disciplinary proceedings is an important consideration. But Dr Hasil has already suffered
the ignominy of media exposure and the public sanction of this inquiry and the findings
that he breached the Code. | can see little point in expending public resources in pursuing
disciplinary proceedings against a doctor who is no longer resident in New Zealand and
is unlikely to work here again. Accordingly, | have concluded that the public interest
does not require referral of Dr Hasll to the Director of Proceedings.

Whanganui District Health Board

In this case, there is mgor corporate responsbility for the deficiencies in the care
provided to patients at Wanganui Hospital. Systems flaws at the DHB were a significant
cause of the duggish identification of and response to Dr Hasll’ s shortcomings.

The DHB submitted that it should not be referred to the Director of Proceedings, and
noted:

“e  Whilst there have been areas where WDHB has fallen short, a further
consideration by the Commissioner of this matter, including taking into
account the matters referred to in [the DHB’s response to the provisional
opinion], ought to lead the Commissioner to conclude that the fallings are
not sufficiently serious to warrant referral for consideration of further action;

e There is no public interest in further investigation. There is ample
opportunity for WDHB and other DHBs to learn from this case from
considering the Commissioner’s detalled fina report, without the
circumstances being traversed in detail further in another forum;

e The public interest is best served by allowing WDHB to move forward and
concentrate on the delivery of quality health services to the people of the
Whanganui region;

e Paients A, B and C will be able to take great comfort from the
Commissioner’s final report insofar as learning more about the circumstances
relating to their treatment, and from WDHB’s acceptance that they did not
receive services of an acceptable standard. These patients have clear avenues
open to them, either through the Accident Compensation Corporation or
through the courts, if they wish to pursue other entitlements.”

Whanganui DHB has been subject to extensive reviews. It has acknowledged its
shortcomings in relation to Dr Hasil, and is taking appropriate steps to address the
deficiencies. It seems that many of the systems and practices a8 Whanganui DHB were
no different than those of other DHBs at the time.

In my view, the public criticism of the DHB’s systems in this report and the finding that
the DHB breached the Code is a sufficient form of accountability. | do not consider that
the public interest requires referra to the Director of Proceedings for potential further
proceedings.

February 2008 H)’C 93



Health and Disability Commissioner

Nonetheless, many women of Wanganui have been deeply affected by the substandard
care provided by Dr Hasll, and some women have been harmed. This report clearly
acknowledges that. These women may wish to pursue other entitlements on their own
initiative. | am aware that there is the threat of a class action being taken against the
DHB. Patients A, B and C may also bring their own proceedings before the Human
Rights Review Tribuna in light of my breach opinion. In the event of further
proceedings, | encourage the DHB to do the right thing and resolve any such claims
promptly and fairly.
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APPENDIX 1: TERMSOF REFERENCE

The terms of reference for the inquiry are as follows:

1.

The adequacy and appropriateness of the services provided by Dr Roman Hasll to
patients at Wanganui Hospital, including the services provided to:

(@ Patient A, on whom Dr Hasll performed an unsuccessful laparoscopic
sterilisation in September 2006

(b) Patient B, on whom Dr Hasl performed an unsuccessful sterilisation
procedure in January 2006

(c) Patient C, on whom Dr Hasil performed a bilateral salpingo-oophorectomy
and adhesiolysisin September 2005.

The adequacy and appropriateness of the steps taken by Whanganui District
Health Board to ensure that Dr Hasll was competent to practise, including the
steps taken to credential, supervise and audit his practice, and the steps taken
when concerns were raised about Dr Hasll’ s practice.

The adequacy and appropriateness of the steps taken by Dr A to ensure that Dr
Hasil was competent to practise, including the steps taken to supervise and audit
Dr Hasl's practice, and the steps taken when concerns were raised about his
practice.

96
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APPENDIX 2: INVESTIGATION PROCESS

This investigation was overseen by Chief Legal Advisor Nicola Sladden and Senior Legal
Advisor Dr Deanne Wong. Independent expert advice was obtained from Dr lan Brown,
formerly an obstetrician and gynaecologist, and Director of Medical Services at
Northland District Health Board. | am grateful for their capable assistance and wise
counsal.

Information was obtained from Whanganui DHB and a number of individuals and
organisations. The investigation team visited Wanganui on 3—4 April and 7-8 June 2007.
During this time, interviews were conducted with key hospital staff and other individuals
involved in the inquiry.

The interviews, together with evidence from patients clinical records and other
documents and information provided by individuals and organisations, were used as the
source materia for this report. Having reviewed all the evidence and my independent
expert advice, | formed a provisional view on the quality of care provided by Dr Hasll,
the steps taken by his supervisor to ensure that Dr Hasil was competent, and the steps
taken by the DHB to identify and respond to concerns about Dr Hasil’s competence and
fitness to practise. | sent a copy of my provisional opinion to each of the providers
adversely commented upon, to give them a reasonable opportunity to respond. Their
responses were carefully weighed in forming my final opinion.

I nformation was provided by the following individuals and organisations:

(@ Whanganui DHB staff

Dr Roman Hasl

Whanganui DHB

Dr A

DrB

DrC

DrD

General Manager, Human Resources
Service Manager A

Service Manager B

Manager C

Theatre Nurse Manager

Clinical Nurse Manager

Clinical Audit Co-ordinator

RMO Co-ordinator

Nurse A

Dr Hasll’s support person

Personal Assistant for the Service Manager, Surgical and Support Services

(b) Consumers/complainants
o Patient A
e Patient B
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Patient C
Patient D
Patient E
Patient F
Patient G
Patient H
Patient |
Patient J
Patient K’s mother
Patient L
Patient M

(c) Other agenciedindividuals
e Ministry of Health
Medical Council of New Zealand
Accident Compensation Corporation (ACC)
MidCentral DHB
Royal Australian and New Zealand College of Obstetricians and
Gynaecologists
amedical recruitment agency
New South Wales Medical Board
Medical Practitioners Board of Victoria
Medical Council of Tasmania
Royal Hobart Hospital, Tasmania
Lismore Base Hospital, New South Wales
Midwife A
Midwife C
Midwife D

(d) Referees
e Referee A
o RefereeB
o Referee G
e RefereeH
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APPENDIX 3: ORGANISATION CHART
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APPENDIX 4: KEY PERSONNEL

The General Manager, Public Hospital and Health Services oversees the
management of the Provider Division, which provides secondary and community
specialist health services including Surgical and Support Services, and Acute and
Inpatient Services.

The Medical Advisor provides clinical advice concerning the health and disability
support services and reports to the General Manager, Public Hospital and Health
Services and the Chief Executive Officer. The Medical Advisor was Dr C.

The Clinical Director, Surgical and Support Services manages the clinical aspects of
the Surgical and Support Services and works closely with the Service Manager, Surgical
and Support Services. The Clinical Director reports to the Medical Advisor and the
General Manager. Dr A, obstetrician and gynaecologist (until September 2006) and Dr
D, anaesthetist (from November 2006) served as Clinical Director, Surgical and Support
Services.

The Head of Department, Department of Obstetrics and Gynaecology manages the
obstetric and gynaecology work of the hospital and reports to Service Manager, Surgical
and Support Services and the Clinical Director, Surgical and Support Services. Dr A,
obstetrician and gynaecologist, served as Head of Department, Department of Obstetrics
and Gynaecology.

The Service Manager, Surgical and Support Services oversees the management of
Surgical and Support Services, including the operating theatres for gynaecology and
obstetric services. the Surgical Day Unit, and Outpatient Services. The gynaecology
service falls within Surgical and Support Services while the obstetric service falls within
the Maternity Service. The Service Manager reports to the General Manager. From 14
November 2005, this role was filled by Service Manager A.

The Service Manager, Community and Rural Services manages the Community and
Rural Services, which provides maternity and other services to individuals and families of
the Whanganui region. Maternity services provided by Wanganui Hospital include
antenatal education, facilities for Lead Maternity Carers, primary services, including
midwife only continuity service, labour and birth care for women with no identified Lead
Maternity Carer, and outpatient services, including family planning clinics. The Service
Manager reports to the Genera Manager, Public Hospital and Health Services. Service
Manager B served as the Community and Rural Services Manager.

The Clinical Quality and Risk Advisor is part of the Quality and Risk team and is
responsible for overview of patient complaints and incident reports. Manager C is the
Clinical Quality and Risk Advisor.
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The fixed term position of Project Manager, Service Planning for Paediatrics,
Obstetric and Gynaecology was established in late 2006. Manager C served in thisrole
and prepared the Laparoscopic Serilisation Audit Report (1 March 2007).

A Consultant Obstetrician and Gynaecologist is primarily responsible for the delivery
of clinical care to patients requiring obstetrics and gynaecology treatment/services. The
specialist reports to the Clinical Director, Surgical and Support Services, through the
Head of Department, Department of Obstetrics and Gynaecology.

A Medical Officer, Obstetrics and Gynaecology assists specialist consultants to
deliver clinical care to patients requiring obstetrics and gynaecology treatment/services.
A Medical Officer works either under supervision or in a collegial relationship. Medical
Officers are not registered within a vocational scope of practice (ie, are not specialists)
nor are they in aformal specialist training programme. The Medical Officer reportsto the
Clinical Director, Surgical and Support Services, through the Head of Department,
Department of Obstetrics and Gynaecology. Dr Roman Hasil was employed as a Medical
Officer, Obstetrics and Gynaecology.
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APPENDIX 5: RELEVANT POLICIES

CODE OF CONDUCT

Whanganui
District Health Board

Code of Conduct

Reviewed by: | E...d Gazette date:
: Human Resources Advisor | 21 July 2006
{ Date: {13 Juby 2006
i Approved by:
| C.J
[ ) Chief Executive officer
| Date: 1B/07 /06
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Whanganui District Health Board Policy Code of Conduct

A STATEMENT

This policy provides a set of expectations for behaviour and a framework for disciplinary
procedurss to ensure the efficdent and successful cperation of Whanganui District Health
Board, and to ensurs that expectations are understood and met by all employess of
Whanganui District Health,

B POLICY

i Jurisdiction
This policy is applicable to all employvees of Whanganul District Health Board.

2 Whanganui District Health Board expects all its employees to:
* Perform to the best of their ability, and be committed to a2 high quality of work

performed in a safe manner

*  Be professional In both their manner and attitude to fallow employees, managers,
dients/patients and members of the public. This applies when on Whanganui District
Health Board premises and whilst on Whanganui District Health Board business

* Adhere to professional standards and work within the scope of practice as set by their
professional requlatory body

*  Take the initiative and be creative in resolving problems, seeking improved productivity
and responding to oppartunities within their areas of responsibility

*  Make decisions and be responsible for those decisions and the actions that flow from
them :

*  Treat all Whanganui District Health Board assets with due care and raspect

* -Be supportive of thelr work teams, and accept their responsibilities as team members

*  Be suppartive of those changes in work processes and attitudss that are necessary to
ensure Whanganui District Health Board's continued success,

=  Be honest and loyal to the organisation,

= Treat any materialfinformation they acquire through their work with absclute
confidentiality.

* Mot engage in any private activity, without the empioyer's prior agreement, which could
have an effect on their abflity to carry out the duties as an employee

*  Not compromise Whanganui District Health Board integrity either inside or cutside work,
Note: These expectations apply to all employess regardless of their rolz in the organisation,

2.1 Whanganui District Health Board employess can expect Whanganui District Health Board to
adhere to some basic principles underlying good discinlinary procedure, These include:

Timeliness: Action will be taken s scon as practicable after the event.

Impartiality: Disciplinary proecadures will be applied in an equitable and fair manner -
every employee must be treated equally.

Consistency: Simitar disciplinary action will be taken in respect of similar offences,

Mon-punitive approach: The purpose of disciplinary Action Is ta prevent recurrencs, It
will not be to exact revenge or inflict punishment for its own sake,

Fairness: The degree of discipline will be related to the nature of the employee's
work record, the circumstances, and any extenuating drocumstances, The
procedurs used in each case must be fair and follow the prindples of
natural justice,
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Whanganoui District Health Board Policy Code of Conduct

Whanganui District Health Board will also:

Treat all employesas with respect and infegrity

Bz a good employer

Fully investigate any complaints

Promptly draw any unsatisfactory aspects of their work to the attention of the employee

Epsure employses are aware of the standards of performance and behaviours required
them

Ensure empioyees are given adequate counselling, advice and training necessary to
enable them to reach the required standards

Ensure employees are given time to modify or corract their behaviour and/or attsin and
maintain an acceptable standard of work performance where appropriate

Ensure that the appropriate disciplinary action occurs where unacceptable behaviours or
work performance persist,

3 RULES

3.1 Misconduct

The following are examples of the type of actions and behaviour, which Whanganui District
Health Board considers to be misconduct. They may, after wamings, result in dismissal:

1.

3

LN

-

10,
11,
12

13
14

15,
15.
17.

1B,
15,
20,

2L,

Wasting time or materials,
Misuse, unauthorised use or defacing of Whanasnui District Health Board property.
Failure to observe safety, health or hygiene protocol/instructions, working in an
unsafe manner, or failing to make proper use of safety equipment when such
equipment is installed or provided.
Lateness or poor performance,
Preventing or interfering with ancther employes carrying out their work functions.
Failure to follow defined Wnanganui District Health Board palicies and procedures,
Reporting for work in such a condition as to be unable to perform the required duties in
a safe and proper manner,
Posting offensive notices/pictures on notice boards, computer screens or elsewhara on
the premises.
Unauthorised absence from work including leaving work without permission, and
without good reason falling to notify the supervisar of unavailability to commenca work
&t the specified starting time.
Unacceptable, unsafe endfor disruptive behaviour at the place of work.
Failure to pramptly report any workplace accident.
Sleeping during working hours. (This does not include situations where employees are
en-call for immediate availability),
Unauthorised gambling on Whanganui District Health Board premises.
Where an employee is negligant, careless, indolent, inefficient ar incompetent in the
performance of his or her duties.
Being in & department without proper purpose after normal working hours,
Using abusive or offensive language, whilz at work,
Unrezsonable refusal to attend a doctor nominated by the employer for the purpose of
an assessment of the employee's fitness for work.,
Having a standard of dress that is below required standards of professicnalism.
Smoking in @ smoke-free area or in a vehicle belonging to the organisation,
Deliberate  incompatibility with other employes(s), manager(s) or reporting
employee(s).
Acts otherwise falling within the category of serious misconduct, but whers the
particular case is such as to fall short of requiring dismissal in the particular instance,
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Whanganui District Health Board Policy Code of Conduct

This list is not exhaustive and may be amended from time to time as Whanganui
District Health Board deems necessary. Where an act is carried out by an
employee which is nol specifically covered by the above misconducl, but is of a
simiflar nature, Whanganui District Health Board reserves the right fo implement
disciplinary procedures.

& Serious Misconduct

The following are examples of the type of actions/behaviour which Whanganui District Health
Board considers to be serious misconduct and which, after investigation, may lead to
dismissal without notice or formal warning:

1. Conduct injuring the business, reputation or goodwill of Whanganul District Health
Board or its employass,

2 Unauthorised possession or removal of property belonging to Whanganui District Health
Board, the public at large, another employee or a client.

3. Intentional damage or grossly negligent damage to property belonging to Whanganui
District Health Board, the public at large, or another employes,

4, Physical or verbal viclence agsinst other people including members of the public,
clients, fellow emplovees, or managemesnt, on Whanganui District Health Board
premises during work hours or whilst on Whanganui District Health Board business.,

5. Falsfication of any record of Whanganui District Health Board including time shests,
submitting false claims for expenses,

. Bringing on to Whanganui District Health Board property, firearms or other offensive
weapons or being in possession of an offensive weapon whilst on Whanganui District
Health Board business.

7 Bringing on to or consuming on Whanganui District Health Board premises, non
prescribed drugs, Intoxicating liguer or other dangerous substances without pricr
autherisation {This excdudes items bought over the counter for headaches or coughs
and calds).

B, Reporting for work in such & condition, as to be unable andfor unfit to perform
designated duties effectively andfor safely, Being under the influence of alcohe! or
iilagal drugs while on duty.

g, Unauthorised use of fire protection or safety equipment.

10.  Deliberate acts detrimental to the guality and/for efficency of Whanganul District Health
Board services or detrimantal to the safety of employees, dients or visitors.

11,  Sleeping during working hours in situations having the potential to affect the safety of
dients or employees. (This does not include situations where employees are on-call for
immediate availability).

12, Any unauthorised access and/or disclosure to unauthorised persons of any confidential
information belonging to Whanganui District Health Board or conceming any
clients/patients or employeas.

13.  Fallure to record and report any accdent affecting clients/patients, visitors or
employees.

14, Without authorisation, entering a restricted area of Whanganui District Health Board
pramises,

15,  Harassment, as defined in the Whanganui District Health Board Policy on Harassment,

16.  Accepting any personal fee, reward, oift, gratuity or remuneration other than normal
salary or attempting to extract the same on account of any services provided in the
normal course of duty., Unsolicited gifts of token value are an exception.

17, Refusal to carry out the lawful instruction of 2 Manager or supaervisor, including refusal
to perform work, or walking off the job, except where working conditions are unsafe,

18.  Professional misconduct or breach of professional code of conduct, scope of practice or
ethics.

19. Mot being in peossession of an annual practising certificate or any other professional
practising requirement where required by legislation andfor falssly  caiming
reimbursement from the Board.

20 Failure to notify the Board of & change in your scope of practice that may have an
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effect on your ability to carry out the duties and funchions of your positian,

21.  Removal, copying, falsification, destruction or disclosure of computer software, records
or confidential information belonging to Whanganui District Haalth Boaard.

22.  Failure to account for cash, or fallure to follow correct procedures for the handling of
maney.

23, Failure to follw safety requirements where the safety of other employaes,
clients/patients or customers is put at risk. This indudes the use of and failure to waar
or use safety equipment and/or protective diothing,

24, Absence from work, without good cause, including during a period for which 2 request
for leave of absence has been denied,

25, Being absent for three consecutive days without reporting.

26 Submission of false sick leave claim,

27, Lending keys/electronic cards, identity cards, or giving details of combination locks, or
access passwords to persons not authorised to hold these items or have this
infarmation,

2B, Misuse of Whanganui District Health Board vehicle flest cards.

29, Acts otherwise falling within the category of misconduct as cutlined under 1 above

where the particular case is so serious a breach as to warrant dismissal in the particular

instance.

This list is not exhaustive. Where an act s carried out by an employee which is not
specifically covered by the above serious misconduct but is of a similar nature,
Whanganui District Health Board reserves the right to implement disciplinary
procedres,

4.1 Conduct Detrimental to the best interests of Whanganui District Health Board

The following are examples of the type of actions/behaviour that are considersd to be
conduct detrimental to the best interests of Whanganul District Health Board. They may be
regarded as Serious Misconduct and fallowing investigation may therefore be likely to lead to
surmmary dismissal without notice or formal waming:-

1. Conviction in 2 court of law

2. Off duty behaviour which brings the organisation or the standing of the employee's
profession into disrepute

3 Failure to follow Whanganui District Health Board procedures for resolving an ethical
dilemma that brings the organisation into disrapute,

This list is not exhaustive. Where an act is canied out by an employee which is not
specifically covered by the list above but is of a similar nature, Whanganui District
Health Board reserves the right to implement the disciplinary procedure.

5 WHEN EXPECTATIONS ARE NOT MET

Sometimes things go wrong and corective action is required. The formal disciplinary
procedures outlined below provide the means to correct  problem which exists and inform
the employee what is expected of them for their continued employmeant with Whanganui
District Health Board,

It is acknowladged that In some cases it may be appropriate to use mars infarmal approaches
to resolve a problem, eg Employee Assistance Programme counselfing, monitoring or training.
Such options may be utilised at the manager's discretion or employes's request with
management approval,

In cases of professional misconduct or breach of professional code of conduct or ethics, the
matter may be referred to the appropriate professional body, eg Medical Coundl of Mew
Zealand,

Under the Health Practitioners Competence Assurance Act, when an employee employed as a
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health praciitioner resigns or is dismissad for reasons reilating to competence, the empioyer
must promptly give the responsible authority, je agpropriate relevant registration bogy,
written notice of the reasons for that resignation or dismissal [clause 34 (3}].
FORMAL PROCEDURES
Refar Appandix A and B.

5.1 Misconduct

There are three steps in the formal disciplinary procedure, which will generally be followed
depending on the nature of the offence and relevant facts of tha matter,

. A first farmal warning
A final formal warning
. Desrnissal,

This procedure is not fimited to repetitions of & similar form of offence, but may be applied &0
offences of different nature.

5.2 Serious Misconduct
Offences, which constitute serious misconduct may result in:
. suspens-ion from duties {on pay) whilst the alleged offence is investigated, andfor
*  dismissal without notice, without prior warnings being issued.

In some instances serious misconduct may result in a first or final warning rether than
dismissal, depending upon all the relevant facts of the matter.

6 EMPLOYEES RIGHTS

The employes is entitied to:

. Representation or assistance in disciplinary or dismissal situations

. Representation/assistance of their own chaice

. To krow what the specific issue(s) causing concern are

. Be given an opportunity to explzin

= Where appropriate, to be given time and if appropriate, training to improve

= Where appropriate, given a copy of any warning issued, This warning will contain the
date the warning will expire. In some serious cases the warning may be issued for an
indefinite pericd. Warning letters will remain on the personnel file a5 a record of
employmant.
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Appendix A

DISCIPLINARY ACTION —3

HE:LE::;& : Dismizssal

First Farmal Warning

*For misconduct “Far misconduct follawing “For serous misconduct
in accordance & first formal warning. in accordance with Cods.
with Code of Conduct *For serious misconduct “Where finat waming is
“For poar performance . where greumstances make sl In place
. dismissal Inappropriate *For poar pardformance
1 *For poor performance
| !
I
v ‘

4l warnings shail be advised in writing and shall stete:
*The rulefstandard breached
"# descripticn of the ncident
“Type of wamning given
*Comeciive action required
"Timeframes for improvemant [if appropriate)
“Consequences of not improving
"Be placed on personnel fle

& letter of dismigsal shal! state:
“Drescription of the incident
“The rula braached
“Effeclive fime/date of dismissal
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Appendix B

Unacceptable conduct/poor performance

l

considers options

Manager consults Human Resources and

.

Suspension appropriate?
Faor reasons of safety, security, to investigata, to calm a situation
On full pay for limited period

Formal investigation

Emploves advised of investigation to take place ;

”“*'I Maeting arranaed with emplovee l

N

1. Informail discussion
2, Training

3. Monitoring

4, EAP

L

- Bdvises nature of misconduct,
- Consider bringing a support person
= Acvises of possible outcomes of mesting

Letter - Suggests time, date and place of meeting.

¥

Manager meets with Employee

S

All refevant information and evidence put to |

—"1 Empiovee aiven opportunity to respond/explain f

Manager makes dedision on appropriate action

7

. ¥

L 4 hd

Mo action Informal Options
*hdvised in writing EDiseirssed and
advised in writing

Suspension
*To allow for further
imvestigation
*Advised in writing

Cisciplinary Action
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A STATEMENT

This policy reflects Whanganui District Health Boards commitment to support and resourcs
supervision consistent with relevant statutory and professional body requirements.

B POLICY BACKGROUND

Health Practitioners Competence Assurance Act 2003
Treaty of Waitangi = Whanganui District Health Board
Social Work Registration Act 1993

Privacy Act 1993

c DEFINITIONS

Supervision: is a process in which the supervisor enables, guides and facilitates the supervisees in
meeting certain  organisational, professional and personal objectives. These objectives are:
competancy; accountable practice; continuing professional development and education; persanal
support (Australian, New Zealand Asscciation of Secial Workers 1997 adapted from Morrison, 1983
13.

" Mentoring: partnership between experienced and less experienced staff to support and guide
junior stafi.

Supervisor: someone who has undertaken supervision training as recognised by Good Health
Wanganul and has a minimum of two years graduate practice experience. Good Heaith Wanganui
staff already providing mandated supenvision within the organisation are recognised by this Palicy.

Supervisee: a person who partidpates in @ Good Health Wanganui recognised supervision or
mentoring process and has been prepared for this role through a pracess of orientation. A supervises
is not necessarily a less experienced practitioner than his / her supervisar.

D POLICY

1. Principles of Supervision

* The best intersst of the patient/dient must always come first except where thers are
threats to safety

® Supervision is mandated by organisation policy

= Supervision is culturally safe and gender appropriate (where possible) for the
participants

= Supervision is a shared responsibility

. Supervision is basad on a negotiated sgresment &t commencement which has provision
far conflict resolution

" Supervision promotes competent, accountable empowersd and  anti-discriminatory
practice

" Supervision is based on an understanding of how adults learn

. Supervision providas for appropriate consultation when needed In spedal droumstances.

2, Purposes of Supervision

To ensure the supervises is clear about roles and responsibilities

To encourage the supervisee to meat their profession’s responsibilities

To encourage guality of service to patients/dients

To encourage professional development and provide support

To identify and manage workload and related issues

To consider the resources the supervises has available to do their job and discuss issucs
arising from resource allocation
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" To provide a positive environment within which practice can be discussed and reviewed

2. Forms of Supervision

The structure of supervision can vary to suit the needs of each discipline, for example it may

be:
. Individual
. Pear
. Group {facilitated)
. External
. Cross- disciplinary
»  Reciprocal
. Mentoring.
E PROCEDURE

Each service ares where supervision Is undertaken will develop and resource area specific supervision
procedures consistent with this Supervision Policy,

Procedural detall, including minimum frequency of supervision, forms of supervision, limits of
confidentiality, supervision records management, reviaw processes, and supervision orientation for
new supervisees will be coverad in area specific protocols,

A template for this purpose is attached. This is to be completed for each supervision contract and a
copy forwarded to Human Resources,

Wheare cultural supervision is being considerad this is to be discussed with the Maori Health Co-
ordinator.
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Supenvisea; Supervisor:
Venue: Freguancy:
Length of Session;

Goals of supervision (be spedfic):

Supervisee Responsibilities:

. To identify practice issues to address in supervision

. To identify ways of dealing with these issues from their perspective
. To be open to feedback

. To develop the ability to work out what feedback is useful,

Supervisor Responsibilities:

. To help to explare, darify thinking, feelings and concemns underiying their practice
. To give clear feedback

. To share information, experience, and skills appropriately

. To challenge personal and professional blind spots,

Disputes Process
= Issues in dispute to be discussed between the contracting parties in the first instance and referred o
Team Leader for follow up in the event of non-resolution.

Confidentiality Statement
The content of supervision is to be treated as canfidential by both parties involved.

Should a situation occur where either party feel the need to discuss an issue, arising fram supervision, with a
third party this is to be discussad befare disclosure,

Record keeping arrangement (how, by whom, who has access)

Date: Review Date

Signed:

Supetvises Suparvisor
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Ombudsman's Office, or the Coroner, the complaint investigation will be managed by the
Quality and Risk Management department,

E PROCEDURES
Refer to complaints process flow chart in Appendix A,
i Receiving a Complaint

L1 (a) Any employee can receive a complaint from a patient or their representative, The
employee receiving a complaint must document the drcumstances of the complaint, the
issues the complainant would like resclved. The employes has a responsibility to advise the
complainant about advocacy and the Code of Health and Disability Services Consumers’
Rights where the complaint is about health services and the Privacy Commissioner where the
complaint is about health information

{b) Any empioyee who s made aware of a complaint must inform  ther
Suparvisor/Manager during their shift,

(<) The person receiving the complaint must forward the complaint within 24 hours to
the Customer Relations Officer for logging and tracking.

(dy  The Customer Relations Officer must acknowledge In writing receipt of the complaint
to the complainant within five working days.

The written acknowledgement must Inform the complainant of their rights to
advocacy and the option of referring the matter to the Health and Disability
Commissioner or the Privacy Commissioner,

1.2 Within 10 working days of giving written acknowledgement of a complaint, Whanganui District
Health Board must;

(a) Decide whether or not it accepts whether the complaint is justified; or

{(b) If more time is needed to investigate the complaint, Whanganui District Health Board
must:

(i Determine how much additional time is needed; and
{ii} If that additional time is more than 20 working days, inform the patient (or the
patient’s representative) of the need for more time, and the reasons for it,

2 Investigating A Complaint

2.1 Responsibility for Investigation The Service Manager is responsible for the co-erdination
of the investigation. Where a health professional is cited in the complaint, clinical leaders
must be involved in leading the investigation in conjunction with the relevant Servies
Manager. Those who investigate @ complaint must ensure that the complaint is rescived in a
speedy and fair manner.

2.2 Reportable Events Assessment All complaints, after preliminary investigation, should be
screened to assess whether they meet Reportable Events Committes referral criteria (refer
2.8,

2.3 Employee cited in a complaint An employee cited in a complaint will be notified by Quaality
and Risk that this has occurred, advised of their support options and that the full details have
been forwarded to the investigator. An employee cited in a complaint must be notified by the
manager investigating the complaint as soon as possible and given the full details of the
complaint. The employee must be given the opportunity to respond to the complaint and
must be informed of the complaint outcome.  All employees cited in a complaint must do
what they ¢an to ensure the complaint is resolved in a speedy manner.
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4 Support for Employees

Whanganui District Health Board recognises that complaints and complaint investigations can

be stressful for those who are cited in complaints. Whanganui District Health Board is

committed to providing support to employees cited in complaints, The foliowing people,

departments and organisations are available, and employess cited in compiaints are

encouraged to utilise one or more of these mechanisms:

(a) Clinical Directors, Heads of Department and other dinical leaders

{b) Direct line managers

(c) Quality and Risk Management

(d) Empioyee Assistance Programme; and

(=) Professional advisers and representatives (for example, New Zealand Nurses
Organisation, New Zealand College of Midwives, Medical Protection Sodety and
Public Service Assocation).

5 Audit

Quality and Risk Management will screen complaints against the following criteria and indlude
results in monthly reporting

(&) Reporting compliance
(s)] The thoroughnass of investigations
{c) The quality of replies to the complainant

(d) Whether remedial action to rectify the complaint has been taken,

6, Cultural Responsiveness

Appropriate cultural input and resources need to be obtained. If English s not the first
language, official interpreter services nced to be obtained. If requested, the Maai Liaison
Officer is available to support families and staff to address cultural needs. If a request is not
made, then staff should inform whanau that a liaison service is available. If @ nominated
spokesperson s identified within whanau, then that person should be consulted for mutual
communication and clarification of any procedures.

7 Interpreters

Alist of interpreters is available from either the Customer Relations Officer or the Telephonists.

ENDS
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APPENDIX B

Patient Complaints Checklist

Patient's name:

Complainant's Name - if different from above, consent given by patient for complainant to make

complaint on patient’s bahalf? Yas/No:
Relationship of complainant to patient:

Complaint number:

1. Inwvestigator has confirmed the circumstances, issues and desired YES/ND
outcome of complaint with complainant

2. Investigation Is documented (file notes and statements included where YESING
appropriste)

Investigation:

L. Copy of complaint given to and discussed with employee/s cited in YES/NO
compiaint if applicable and support offered

2. Identifled and dlarified all the complainant’s issues YES/NO

3. Considered whether the care provided was delivered to an acceptable YES/NO
standard of care

4, Considered whether the complainant received sufficient infarmation to YES/NO
make an informed decision regarding the care delivered

5. Awoided some of the complainants issuesfissues |dentified as a result of YES/NO
the investigation

6. Findings of investigation communicatad to complainant by telephaone YES/NO
or at a meeting Telephone/Meating

Written response:

1. Acknowladges circumstances of complaint YES/NO

2. Acknowledges relevance of complaint YES/NO

3. Identifies clearly each ssue and provides an explanation of YES/NO
investigation findings and actions taken as a result of the investigation

4. Identified issues have not been avoided in response YES/NOQ

5. Accords the complainant respect YES/NO

6, Written in plain factual English and is not defensive YES/MO

7. Pasition titles used unless person identified in complaint YES/NO

8. Letter is the Whanganui District Heafth Board's complete response - YES/NO
avoids departmental finger pointing

9. Responsg is credible YES/ND

10. Final response shown to employee/s dted in complaint (if applicable) YES/NO
prior to being sent to CED for sign off

Performance issues;

1. Performance ssues identified YES/ND

2. Appropriately addressed YES/NO

Dedaration: I have completed this investigation using my professional knowledge and to the best of

my ability.

Ihvestigator;

Date:
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A POLICY SUMMARY

This policy describes Whanganui District Health Board's Incident Reporting
raquirements and covers all incidents occurring on Whanganui District Health Board
property and any incident in the community associated with delivery of care or where
an employes was present, during the course of thair duties,

The purpose of reporting incidents is to maonitor and improve the quality of healthcars
delivery. Patient safety is the primary focus for the reporiing and consistent
investigation of incidents. Reporting of incidents provides the opportunity to identify
and correct causal factors, redesign systems and processes and share the learning
gained throughout the organisation.

This poficy is o be read in conjunction with Health and Safety Policy reporting and
investigation requirements and the Reportable Events Committes terms of reference.

B POLICY BACKGROUND

(b} Ministry of Health Guidelines for Reporting and Reviewing Incidents,
December 1595

{c) Ministry of Health guidelines for Reportable Events, September 2001

{d} Towards Clinical Excellence: Leaming from experience - Report to the
Director General of Health fram the Sentinel Events Project Working Party
2001

(2) Standards New Zealand Process for standardised investigation and reporting
in the Health Sector. SNZ HB 8152:2001

C DEFINITIONS
Incident

An undesired event that occurs within the organisation that could have, or does resuit
in harm to people, damage to property or loss to process. Harm includes physical or
emotional harm that is unrelated to the natural course of the patient's illness or
underlying condition.

Incident categories
The following non-exhaustive list must be reported:

a} Incidents that have resulted in harm to patients, visitors and employees that are
discovered upon enlry to a service or occur during service provision

b} Serious harm suffered by employess/visitors/contractors as defined in the Health
and Safety in Employment Act 1992

¢} Incidents that reflect an unsatisfactory situation in terms of the guality of clinical
practice, quality of cperational managemeant or quality of service delivery systems
that require reporting fo managers. This may include incidents related to the
arganisations interface with other organisations/zservice providers

dy Incidents that have resulted in, or could have resulted in, damage to the
environment

e) Resfraint, either personal or mechanical

fi - Abuse orillicit possession of drugs/alcoholfirearms/offensive weapons

gy Errorin legal status, including incorrect Mental Health Act papers
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h} Incidents that could have caused harm/sericus harmydamage/loss if;
{iy the situation had not been rescued in time to prevent harm occurring
(i} employees foresee that a recurrence of the event could result in harm.

Critical Incidents

These incidents include Serious events and Sentinel Evenis as defined by the
Ministry of Health's "Reparfable Event Guidelines”

The characteristics of a critical incident includa:

(i) system failures that result in reduction of service

(i} significant deviation from the organisation’s usual practics

{iii} did not result in, but has the potential to result in significant harm

{ivi  an event that musl be reported to regulatory bodies under statute

v} an event that needs to be reported o the organisations insurer

iy the potential for adverse media attention
an event that has the potential to result in death or major permanent loss of function,
not related 1o the course of the patient's iliness or underlying condition.

Examples of critical incidents include

Missed or misdiagnosis

Incorrect ar incorrectly performed procedure/medication

Self harm attempts

Arson or any occurrence of fire

Riot situations

Hospital acquired infections

Intruder activity or breach of security

Unauthorised media involvement

Contraction of a blood borne notifiable disease

Harm resulting in admission to infensive care from a ward or transfer to another

provider

=  Employment of a person fraudulently posing as a registered health professional

= Absence without leave of a patient who may be seen as a danger to themselves
or athers

= Sericus harm involving staff

= Failure in emergency management procedures resulting in major disruption to
patient care

= Deaths requiring reporting to the coroner as defined in the Caroner's Act 1958

= Infant abduction or discharge to the wrong family

= |nvasive procedure or intervention an the wrong patient or wrong body part

*  Attempted or alleged sexual abuse or rape

= Errors of omission or commission that result in significant additional treatment or

care or are life threatening e.g. medication errors, iatrogenic injury, recall of

patients

Root cause analysis: A systematic process that uses information gatherad during
the investigation of a critical incident to determine the underlying reason or the
fundamental root cause and considers both the localised and systemic problems that
may create deficiencies that cause incidents
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Supervisor: The person in charge of the area at the time of the incident

Multi-disciplinary: Those disciplines directly involved in the incident

D POLICY
1 Jurisdiction

This policy covers all incidents occurring on Whanganui District Health Board
property and any incident in the community associated with delivery of care or where
an employee was present, during the course of their duties,

2 Motification
2.1 Internal notification requirements

The incident must be reported immediately to the Team Leader/Supenisor and any
other relevant staff member {see incident involving a patient). Al incidents must be
documented on the shift in which the incident occurs or is discovered. The General
Manager is to be nofified of all crtical incidents by the appropriate service manager
ar manager on call, The General Manager will notify the Chief Executive Officer, as
chair of the Reporiable Events Committee, of all critical incidents. The General
Manager will co-ordinate the investigation of the critical incident and will ensure
mandatory reporting requirements are met. In the case of Mental Health Services, a
critical incident must be reported to the Director Area Mental Health Service
(DAMHS) as well as the Service Manager and General Manager. Incident reporting
is to follow the incident reporting management process (see Section E).

1.2 Mandatory external notification requirements

Incident i Matification Agency
Breach of hospital licensing requirements Ministry of Health — Manager Licensing
| Misadministration of radicactive materials Ministry of Health — Mational Radiation
i Laboratary
¢ BEvents ralating to the safety of electrical | Ministry of Commerce — Chief Electrical
aguipment Enginesr
Gas accidents Ministry of Commerce - Chief Gas Enginear
| Deaths requiring reporting to the Coroner Wanganui Police and the Coroner
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3 Investigation

The Team Leader/Supervisor is to conduct at least a preliminary investigation on the
shift in which the incident occurs or is discovered. An investigation is to be
completed within 72 hours of the incident cccurring, except where exceptional
circumstances exist and the Service Manager has granted a time extension.

3.1 Investigation of critical incidents/

The Service Manager is responsible for appeointing the investigation tsam. These
incidents must be investigated according to a standard process. The investigation
lzam is responsible for

s planning the investigation

delermining the sequence of events

identifying causal factors and root causes

developing corrective action plans

monitoring the implementation of action plans

evaluating effectiveness of actions

The investigation is to be recorded on the approved investigation form.  Additional
documentation is to be appended.

4 Multidisciplinary debriefing

A multidisciplinary debriefing will be held within 48 hours of any critical incident. The
General Manager or an appropriately skilled person appeointed by the General
Manager will chair the debriefing session. The Service Manager in the area in which
the incident has occurred will co-ordinate this meeting. Al staff involved directly in
the incident will be required to attend the debriefing. The purpose of the debrief is to
allow the staff involved to express their reactions fo the incident and to identify any
further support measures that may be reguired for both patients and staff. Refer in
section support seclion 6,

5 Reportable Events Committee

The Committee will maintain oversight of the incident reporting management
process, particularly the frequency and cause of incidents. The Commitize will
review the adequacy of investigations for ali crilical incidents. The Committee may
collectively or individually request further investigations or provide further
recommendations.

[+ Support following critical incidents

Following all critical incidents, for example suicide or serious injuries {see definition),
those cbviously affected by the incident, including family/whanau, should be advised
of and offered support by Whanganui District Health Board staff,

6.1 Patient/client/family/'whanau
The support may include counselling, home wvisit by the key worker/senior
clinician/manager, discussion with the patient’s Responszible Clinician or such other
interventions of a supportive nature as indicated as being useful by the
patient/family/whanau, and within the means of Whanganui District Heaith Board,
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6.2

Employees

The supporl may include Employes Assistance Programme, other counselling, leave
or such other interventions of a supportive nature as indicated as being useful by the
employee and agreed by the General Manager

PROCEDURES

Incident report forms

All incidents must be reported on the approved Incident Report forms.

Investigations must be completed on an approved investigation form,  Where an
incident involves solely a clinical review of a patient's care and there are no systam
failures the investigator may record the investigation in the patient's record providing
the incident is clearly documented in the notes, including incident number, and the
investigator has reviewed the record and determined that there is no incident pattemn.

In the above circumstances the following statement may be recorded on the Incident
Report "No further investigation required, incident recorded in patient's notes”.

Incident reporting management process
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Whanganui District Health Board
Oifficigl Policy incident Reporting

3 Completing incident report form

31 incident involving a patient

+ YWhen a patient is invalved in an incident, the person responsible for their care at
the time of the incident, must complets the incident report form, as soon as they
are cartain alf people invelved in the incident are safe

= Motify the responsible on-duty medical officer to arrange a medical examination,
as soon as possible and document their instructions and response fo the incident
in the progress notes
Motify the Team Leader/Supervisor/After Hours Facilitator, as soon as possible

« Make an entry of the incdent in the Patient Health Record, including incident
number, within the shift in which the incident occurs

» Mental Health Service Maori patient, regardless of incident severity notify Te
Whanau Hauora as soon as possible.

3.2 Incident! causing harm_to a staff member

¢« The person{s} involved in the incident must ensure an incident Report Form/s is
completed. When a staff member is incapacitated and unable to complete the
farm, Nurse in Charge/Supervisor must ensure that the form is completed.

+ When a staff member suffers an incident involving blood or body fluids, eg:
needie siick injury, a pink '‘Blood/Body Fluid Accident Form' must be complated
and sent to Infaction Control.

« VWhen injured on duty, the staff member should complete an Accident Insuranca
Certificate (completed by you and vyour health provider), the employers copy
should be forwarded to "Quality and Risk Management .

+ In cases where symploms of an injury are suspected at the time of the incident
the injury or symptoms must be reported and documented immediately. When an
injury is suspected at a later stage, the incident must be documentad as soon as
an injury becomes apparent,

3.3  Incident invelving allegations of inadeguate staff performance/breach of
professional practice standards or the organisation's Code of Conduct

# The incident report is to be investigatad by the staff member's line manager and
the investigation handled according to the Code of Conduct Guidelines for
Managers. The relevant Clinical Director must be involved for events that relate to
professional practice,

4 Responsibility of Team Leader/Supervisor

4.1 Ensure that incidents involving patients have appropriate post incident clinical
managament and all clinical management is documented in the patient health record,

432 The patient is informed if the incident affects their care and treatment and the
ocutcome of the investigation. Where a patient is not competent their representative is
to be informed of the incident,
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Whanganui Districl Health Board
Oficial Policy Incident Reporting

4.3

4.4

4.5

4.8

4.7

4.8

5.1

52

5.3

5.4

3.5

Following any alleged assault occurring on Whanganui District Health Board's
property or any alleged assault in the community where an employee was presant,
during the course of their duties, the atiending medical officer must contact the police
as part of their immediate response. For additional clinical guidance refer to
“Management of Suspeacted Abuse of Clients” policy.

Ensure severity of incident is identified so that appropriate resources and
investigations can be mobilised. (Health and Safety serious harm incidents must
immediately be notified on extension 8100} Serious and Sentine! Critical incidents
must be immediately notified to the General Manager through the appropriate service
manager/on call manager.

Ensure debriefs and reviews of all incidents are arranged (see paragraph 7) or
facilitated when thought appropriate by the tcam leader/supervisor or requested by
staff member.

When applicable, ensure police involvement is initiated.

When Mental Health Service patients (Turoro Maori) and whanau, are involved in an
incident/event, the appropriate Maori Mental Health Worker (te whanau hauora) is
notified as soon as practicable.

When incidents involve the Mental Health Act, ensure that the Director of Area
Mertal Health Services is notified as soon as practicable.

Responsibilities of Senior Medical Officer

Ensure that incidents involving patients have appropriate post incident clinical
management and all clinical management is documented in the patient health record,

Ensure that there is medical officer attendance at the site of incidents involving
patient violence and subsequent injury, or when further patient/client assessment and
review is indicated.

Ensure that there is appropriate physical assessment of patient and/or mental status
examinaticn within twe hours of the incident occurring.

Following any alleged assault occurring on Whanganui District Health Board property
or any alleged assault in the community where an employee was present, during the
course of their duties, the attending medical officer must contact the police as part of
their immediate response. For additional clinical guidance refer to "Management of
Suspecled Abuse of Clients” policy.

Ensure that all deaths that require notification to the Coroner are notified to the
Wanganui Police, the Coroner and Risk Management,

ENDS
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TERMS OF REFERENCE FOR CREDENTIALLING COMMITTEE

v 0oy

h w;:,}r.ig?t g
Whanganui ©

District Health Board
Terms of Reference
for
Credentialling Committee

1. Authorisation of the Committee

1.1 The Credentialling Committee is authorised by the Chief Executive Officer, Whanganui
DHB.

1.2 The Credentialing Committee is a Chief Executive Officer committee.

2. Purpose of the Committee

21  The Credentialing Commitiee is the instrument for delineating the clinical activities of all
doctors working in the hospital. This includes full-time salaried senior staff, part-time
medical practitioners, general practitioners, locum tenens, and visiting medical staff. Junior
staff are excluded from the activity of this committee as they have their own supervision,

2.2 The principal aim is to ensure that all work carried out by medical practitioners is consistent
with their qualifications, training, experience and competence, and has regard to the
available resources.

2.3  The Committee will consider applications by medical practitioners for clinical activity
approval in association with their appointment initially and thereafter on a regular triennial
basis.

2.4  The Committee will also evaluate matters relating to the clinical activity of a medical
practitioner referred to the Chair of the Credentialling Commitiee and accepted by the
Committee, which relate to the professional standards of individuals as documented by a
pattern of performance over time.

25  The Committee shall develop policies and procedures for credentialling for recommendation
to the Chief Executive Officer and shall implement such procedures as the Chief Executive
Officer approves.

Terms of Reference may need to be changed from time-to-time.

3. Committee Membership

31  The Committee will have a broad based speciality representation including five medical
practitioners. The Medical Advisor and the Chair of the Medical Staff Association will be
automatic appointees.

3.2 Members will be appointed by the Chief Executive Officer from candidates nominated by

the Medical Staff Association.

February 2008 H>.<

127



Health and Disability Commissioner

3.3 Members of the Committee will serve for two years and will be eligible for renomination and
reappoiniment by the Chief Executive Officer.

34 A member of the Commitiee can be removed from membership of the Committee, on the
recommendation of two thirds (2/3) of the membership of the Committee when helshe fails
to attend 3 consecutive meetings without adequate reason, or when the member's
behaviour has been such as to be inconsistent with the aims and objectives of the
Credentialling Committee. Such removal must be endorsed by the Chief Executive Officer.

3.5 In the case of a vacancy on the Committee due to death or resignation, the Medical Staff
Association will nominate candidates to the Chief Executive Officer, who will appoint a
replacement to serve the remainder of the two-year term.

36  The Chair of the Committee shall be elected annually from among the members of the
Commitiee.

3.7  The Committee has the power to co-opt other medical practitioners. Co-opted members,
including outside assessors from other disciplines and specialities, will sit on the Committee
only until the task for which they were co-opted has been completed. The role of cuiside
assessors is to provide objectivity and specialist knowledge.

4, Meetings

4.1 A quorum for the Committee to begin and to cortinue to transact business is three (3)
members.

4.2 Where physical presence of members is not possible, teleconference will be a recognised
mechanism.

4.3 Where a member of the Committee js the subject of a submission to the Committee, oris in
the position of being an applicant for re-appointment or privileges, or for any other
circumstances where there may be a conflict of interest, real or apparent, he/she must
absent him/her self from the deliberations of the Committee.

44  The business of the Committee shall be formally conducted and all decisions properly
recorded.

4.5 An agenda shall accompany a notice of regularly scheduled meetings, and it shall be
distributed prior to the meeting.

48 Minutes will be distributed a week prior to the next meeting.

47  The Committee shall meet monthly or at such other frequency as decided by the
Committes. However, the Chair, or in his/her absence, any two members, may call for an
emergency meeting of the Committee, without notice or agenda being distributed prior to
the meeting.

48  Matters coming before the Committee shall be decided by majority view.

5. Process
51  Applications for Clinical Activity

5.1.1 All medical practitioners wishing to practise in the hospital must make application to the
General Manager of the Hospital setting out their training, qualifications and experience
and, in addition, must define the details of clinical work they wish to perform,
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5.1.2 The General Manager and/or the delegated Service Manager will forward applications with
a written comment to the Chair of the Credentialling Committee,

5.1.3 The Committee shall consider applications by medical practitioners for clinical activity in
association with their appointment, and routinely every 3 years.

5.1.4  Applications for New Activities must follow the same process as for full credentialling.

5.1.6 The decision of the Credentialling Committee must be put in writing to the Medical
Practitioner and to the General Manager immediately following the decision being made.

3.1.7 The delineated clinical activities of individual clinicians may be reviewed and altered from
time to time. This may happen at the reguest of the individual clinician, the general
manager or the MSA Chair. In considering these changes, the Credentialling Commitiee
will address issues relating to the professional standards of the individual as documented
by a pattern of performance over a period of time. The Committee wil respond to
information that there is evidence of repeated episodes of lack of skill or an unacceptably
high rate of adverse events or inappropriate professional behaviour. All infarmation will be
in strict confidence and the “Laws of Natural Justice” will apply. Such requests must be
acted upon promptly by the Credentialling Committes.

52 Process Considerations of the Committee

5.2.1 The Committee will in the course of its activities, derive documented information concerning
individual medical practitioner’s performance.

522 The Committes will ensure that all its decisions are objective, without malice and have
constant regard for the Law of Natural Justice,

5.2.3 The criteria to be used by the Committee shall be solely the competence of the practitioner
under consideration to provide high quality care with the resources and services which the
hospital will make available for such care.

5.2.4 The decisions and actions of the Committee will at all times have regard to the hospital
policies and relevant regulations/legisiation.

5.25 Confidentiality of the business of the Committee shall at all times be paramount. Members
will only discuss the Commitiee’s business with other members and such other persons
who are authorised to provide or receive such information.

5.2.6 The Committee will, in the course of its activities, derive documentation concerning an
individual SMO's Annual Practicing Certificate/Indemnity Insurance.

5.3 Exclusions

The Committee will not be invoived in the following:
5.3.1 Matters pertaining to employment contracts.
5.3.2 Setting resource standards or requirements.

53.3 The development of proposals with respect to any contracts or tenders underiaken or
negotiated by the Whanganui DHB.
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54 Committee Recommendations and Reporting

5.4.1 The Committee reports to the Chief Executive Officer. Reports will be the minutes of the
meeting or such other form as required by the Chief Executive Officer from time fo time.

5.4.2 Decisions of the Committee shall be in the form of recommendations to the Chief Executive
Officer,

543 Under ordinary routine circumstances, in the case of appointments, or in the case of routine
review, recommendations shall go to the general manager.

5.4.4 Under emergency situations, such as the need to imit a practitioner's clinical activity
immediately, the Committee may make such recommendations for action to the general
manager who shall act according to the powers delegated to him/her by the Chief Executive
Officer,

5.4.5 The Committee shall at all times act in a diligent manner and shall endeaveur to ensure that
it does not unnecessarily delay any proceedings or action where such delays may have the
effect of causing undue stress inconvenience or harm to any party.

C.J
Chief Executive Officer
September 2006

ENDS
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APPENDIX 6: SUPERVISION AND INDUCTION PLAN AND
SUPERVISION REPORTS

%i,

good health

Wanganui

Supervision and
Induction Plan

Doctor: Dr Roman Hasil
Specialty: Medical Officer, Obstetrics & Gynaecology
Overseen by: C..J of Department, Department

of Obstetrics & Gynaecology
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Supervision Plan

1. Direct Supervision will be provided on site by Consultants inthe Department of Obstetrics
& Gynaecology

2. A weekly formal Department of Obstetrics & Gynaecology Team meeting is heid every
Monday morning.

3, Peer Review is held on the third Tuesday of every month,
4, Obstetrics Standards Review Committee meet every month
5. Peri-natal Review Mesting is hald quarterly
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Induction Plan

7

Time Area Venue Contact i Extn | Signed off as
| f Completed
Monday:
0745 | Mest with[...] 4" Floor C..d Page 105 J
Clinical
Director, Surgical Servicas
0830 Laboratory C...J Main Entrance L.
0930 Photo ID, Human Lambie, c.J 8412
Resources Ground Floor
0945 Infection Controf lLambie — £ 8163
Quality Services 2™ Floor c.d B202
Privacy Issues C..J 8380
1030 Radiology Department 1* Floor C.d 8221
1100 Pharmacy 1" Floor C.d 8289
1130 Outpatient Department Ground Fioor & |1 Page 007
Surgical Day Unit [ Pre- | 3% Floor £ 8075
admission
1400 | Hand in completed papers | 4" Floor C.J 8165
1500 Library / computer suite Tunnel - C.g - 8142
Ground fioor
1530 | Info Services / Network | 4™ floor (=] 8025
access f pin number
Tuesday:
0830 | Coronor's Cases Laboratory  |£--J 8271
0930 | Cultural Awareness 4" Flaor C... 8158
1160 | Neonatal Resuscitation Delivery Suite  |C:.d Page 076
1330 Death Certification Emergency C..J Page 125 |
ACLS Department | |
Wednesday:
0800 Emergency Department C..J Page
125
0830 Delivery Suite Delivery Suite |52 8176
1130 | Central Patient Admin Ground Fioor (T 7283
(CPA) to mest Offices [Ce-d 7275
Gynaecology C.d 7276 |
Administration Team i -
1300 | Physiotherapy Dept 1* Floar | 8126
Occupational Therapy i
Dept |
Y 133
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Thursday:
(B30 Informed consent [ Theatre r..3 BO3S
Theatre
Friday:
0BOO Report to Maternity Ward (Mollie Christie)
0O&G Services
Moliie Christie Ward ; Mast with:-
« C.J Head of Department, Obstetrics & Gynaecalagy
LI Y A ’ Obstetrician & Gynaecologists
LI ey | Clinical Team Leader

Paediatric Services
Alexander & Bruce Ward : Mest with:-

= Cod Head of Department, Pasdiatrics
« [0 {Clinical Nurse Leader)
Emergency Department :
Mest with:-
» Ll Directar, Emeroency Department
e oLed
L [ +. {Clinical Nurse Leader)
Service Manager, Surgical Services
Mest with:-
« LD Service Manager, Surgical Sarvices
Service Manager, Maternal, Child and Public Health
Meet with:-
=L Service Manager, Maternal, Child and Public Health

| Plus please contact:
Critical Care Unit {located at the end of Easson Ward, 2™ Floor)

LI iy | Clinical Nurse Leader  Extn B267, Page 039
Surgical Ward - Simpson Ward

« L. " Clinical Nurse Leader Extn 8237,

Clinical Nurse Specialist

0 (Surgical) Extn 8154, Page 107
0 [Medicing) Extn B012, Page 105
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Mr Roman Hasil, Medical Officer, Obstetrics and Gynaecology

Wiz

A

Orientation Day - Tuesday 02 August 2005

Time . |Person - |Department ' |Location - . -
§.30am T Surgical Semvices | 4 Fioor, Ward Block
9.35am Human Resources for | Lambie, 15 Floor
ID Card Photo
9 40am Quality and Risk Lambig, 15t Floar
10.00am Health and Safety Lambig, 1% Floor
10.30am Pharmacy 15t Floor, Opposite HR
11.00am Cutpatient Department | Ground Floor, Ward
Elock
11.15am Radiology : Clinical 1%t Floor, (above ED)
Team Leader
11.30am Receptionist 15t Floor, along from
Therapy Services Radiology
11.40am Emergency Ground Floor
Department
]_ul’?lc_h_. l'_:::_' £ Shi R L
1.00pm ] Library . G.mund F'Ics.ur, Tu.nr:eil "
1.10pm Ground Floor, Tunnel
1.20pm Neonatal (Paediatrics} | Ground Floor, Maternity
Black
1.30 - 1.40pm Maternity 15t Floor, Maternity
Block
2.00pm Theatre Co-ordinalor 15t Floor, Ward Block
Fest of the day will be spentin Theatre
Cirienic Hion {c _-rx'v.,g“;;ki-%'&{j‘l e Lr "':'!\!Qi o5
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N i . -
. T T

(4 i 2hie))

[R

RPI—Sept2004
Registration Na;

Lewvei 13 hid City Towear, 138-143 Willis Street, P O Box 11 642 Welingion, Mew Zealand
Telephone 64-4-384 TE35, Fax 54-4-385 8502

« A supervision report is to be completed and forwarded (via medical staffing office if employed in a hospital) to the
Council office every three months, or as requesied by the Medical Council.

Employeritraining host: lf“tm’_‘@' i L'ME}H‘%" NQP{%@QWHO%@JEQI ................
Re 1 covers workftraining done from: J\O#é ..... J'Q..(Q....to Cﬁf{p ICJO

.lor is working in vocational scope of: PVDV]%W

Appaointmeant ends an O”?’ﬁ‘oﬁ""j

Docter is being considered for re-employment as: .. MQSSG“eG ..... e e e
Untils
Current supervisor: EJ ........ R e e e e et et ee e et te e e et et e et e e re e anaes .

Supervision report

1 Unsatisigctong-perorme significantly below thal generally observed for this lavel of experience

2 Eelow expaciztion-requires further devefopment

2 Meetls expacietion-parforms al a salizfactory level

4 Above expacietion-performs al a level betier than thal which would be expected for tha level of experiznce
5

M

KEY:

Exceplional-performs at a evel beyond that which would be expested for the lavel of experiance
fa Mot applicable

o cal -’Kﬁﬁ%}eﬁ""ﬁﬁﬁ Skills

AR B

1 Clinical knowledge (eg. knowledge of common symptoms, drug doses -
and side effects, diug inieractions, etc) A%

2 Professional knowledge (knowledge of hospilal procedures, policy, B
medico legal aspects) ol
3 Clinical clerking {adequacy of detail in written records, lagibility,

aacurate drug charling) A
4 Histary taking {=bility to take history and perdorm physical examinatian,
powears of obsenvalion]

5 Relevant procedural skills {eq. veneseclion, arlerial blood gases, peak ]
flows, etg)

i

Diagnostic skills (ldentifies and pricritises patient problems ) '\/
7 Patient management (Synthesises datz, mekes apprapriate

management decisions, responds appropriately to call outs and provides v
emergency care as reauired)

8 Time managament (Flans and organises work, sets goals and meets \/
them, pricriiises calle, seeks advice on pricdties if needad)

g Recognising limits {accurate essessment of own skills, refers and
consuits with others as required, takes responsibility for actions, notifies A1

staff if expecting to be absant from duly}
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o
10 Communication skills (communicates effectively in English, clarity, .
lopis of exprassion, quality of case presaniation eic)

(WP
11 Ability to communicate with patients and families (listening skills, -
[y

respect, avoidance of jargon, coping with antagonismy

12 Sensitivity, ethical and cultural awaraness (is awara of options and
netwarks avallable to patients, treats patients as individuals, respands
aLH:lrcu riatel‘.r to diffarent sullures encauntared

—

I mécatﬁnand TIWGOEK i = oals
ERDETE e et st T b

Adbility to communicate with other haalthcare pmfessmnals

{ability to wark in & multidisciplinany team and with ail team members

irespactive of aender, contributes effectivaly to leammwork)

14 Initiative and enthusiasm (gets involved, sble to identfy needs of the -

Jjob, follows up without being prompted, thinks and plans ahead, shows \./

cornmitment, asks quesfions of supervisars)

18 Takes responsibility for own learning {svidence of reading up on

casas, a!‘lends seminars and teachm ssiong, asks questions!

v
/]

N Reliability and dependability {punciual, carries out Instructions, fulfils
obligations, complies with hospital policies, keap up to date with work
including letters, arranging mestings)

17 Ability to cope with stress, emotional demands and emergency V/
situations (reporis when siressed, shows coping skills) -
18 Personal manner (approachakbility, warmth, spenness, rapport etc} [

Comments {F'I._sase use a seperate sheet if necessary)
Supervisor ﬁé*‘ #—{LC_«_ [~ L{/LL&J@ L( JW{O “ 8[ ~
V@Afl et L"('{ © wiedon Co! [~opts
AAA Q_C/{O‘\(F way Fv Tl "Jl’w %\_Mfmd
;i-,ﬂc(,m

This repart should be discussed with the doctor being reported on. Pleasze tick if you have done so D
If you have not done so, please explain why naot:

Supervisor's signatures L. Date: LI{ g 2""‘@6

................... Fe e rrynmnnaea s e s n s gy

Doctor

slame:

A k8 b 4 14 R RLE E8 b ] e p S s reenen S AT

4 AUG 2006

DB 1 rscess s s e s e

Signed:
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i
R

'3 _ Sept 2004
Ragistration No:

:g!'si"-\‘:"_

Level 13 Mid City Tower, 138143 Willls Street, P O Box 11 648 Wellington, New Tzsland
Telaphone G4-4-384 TEIS, Fax B4-4-985 2902

» A supervision repart is to be eompleted and forwarded {via medical staffing office if employed in a hospital) to the
Cauncil office every three manths, or as requested by the Medical Council,

Employerfiraining host: WT

| x&“r&“%mml%igd@m .......

s
Re -t covers workitraining done from: foft’f B s B fcjr)dc:

Dector Is working in vocational scope of: D‘*’?%JQ‘@JGWMJ sttt e e rn rarare |
Appaintment ends on Qfﬁ"‘a@l
Doctor is being considered for re-employment as: ... [¥ /O O3 G

Until: .o fd e

Current suparvisor; E}ﬁ_v .............

Supervision report

Unsatisfactory-pariorms significantly below that generally cheerved for this level of experience
Eelow eapecislivn-eyuires further development
Meets expaciation-performs at a satlsfaciory lavel
Above expectalion-performs at a level belter than that which would he expected for ihe level of experience
Exceplional-parforms at a level beyond that which would be expected for the level of experienca
fA Mot applicable

KEY:

g RN R

{eg. knowledge of common symgtoms, drug doses

and side effecis, drug interactions., ete)

2 Frofessional knewledge (knowladge of haspita! procedures, policy, g
medico legal aspects)

3 Clinical clerking {adequacy of datail in written records, legibility, v
accurate drug charting)

4 History taking (ability to take history and perform physical examination, w
powers of ohservation)

5 Relevant procedural skills (eg. venessation, arlerial bloed gases, peak o
flows, elc)

T A= o OB e b EF E
SR s 2

6 Diagnostic skills (Identifles and prioriiisas paiant prablams ) <

7 Patient management (Synlhesises data, makes appropriate L
management declsions, responds appropriatety 1o call cuts and provides ]
BMErgency care s required)

8 Time management (Plans and organises work, sets goals and mesls e
them, prioritizes calls, seeks advise on pricrities f needed) :

9 Recognising limits {acourate assessment of own skills, refers and .

consults with cthers as required, takes responsibiity for actions, notifies
siaff if expecting to be abzent from duty)
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Cemmunication skills {communicates effectively in English, clarity,
logic of expression, quality of case presentation els)

11 Ability to communicate with patients and families (isianing skils, o
respect, avoidance of jargon. coping with antagenism)

12 | Sensitivity, ethical and cultural awareness (js awars of opfions end
networks available to patients, treats patients as individuals, responds \/

appropriately to different cultures encounterad

[pitfal

13 | Ability to communicate with other healthcare professionals
[ability te work in a multidisciplinary team and with all team members
irrespective of gander, coniributes effectively to leamwork)

14 Injtiative and enthusiasm (gels involved, able 1o identify needs of the N
job, follows up withaut heing prompted, thinks and plans ahead, shows ]
cammitment, asks questions of supervisars)

15 Takes responsibility for own learning (evidance of reading up on [
ceses, attends seminar_s and teaching sessions, asks guestions
jfal 7 3147] ; [ ; i
5 o]

Reliability and dependability (punclual, caries out instrustions, fulfils
obligations, complies with hospital policies, keep up to data with work
including letters, arranging mesatinas)

situations {reporis when siressed, shows coping skills)

W]
17 | Ability to cope with stress, emotional demands and emergancy v
vy

18 Personal manner (approachability, warmih, ocpenness, rapper sic)

Comments (Please use a separate shest if necessary)

Supewisorh— é\/ ‘L}O},Qn‘ f (o W _ﬂo 7—0‘&\.:‘ c?tJ
gOJnAffm(’&ﬂj Lt amd L, 'ig’L\g,,_U c
b\'d(wtkw-m +o ::?Lw,d Lo Ocfee

This report should be discussed with the doctor being reported on. Please fick ifyou have done so G
If you have not done so, please explzin why not; — ‘t) o s 3 J

£.d 29. € 200k

SURENISONS SIINAIIE T et e eean e

Doctor e

Signed

Chief Medical Adviger/Employer \)
I

C.d

Signed: E"j .............................................................

February 2008 H>.<

139



Health and Disability Commissioner

APPENDIX 7: MEDICAL COUNCIL OF NEW ZEALAND
HEALTH COMMITTEE ASSESSMENT

On 16 October 2006 the Medical Council received Dr C's letter which provided details
of the incident regarding Dr Hasil being under the influence of alcohol in a workplace
and the outcome of the meeting.

The MCNZ Health Committee arranged for Dr Hasll to be assessed by an independent
psychiatrist on 27 October 2006. The Hedth Committee endorsed the independent
psychiatrist’s recommendations.

In aletter dated 20 November 2006, the MCNZ asked Dr Hasll to:

e Arrange for his general practitioner to refer him to an acohol service that
provides ongoing treatment rather than an acute response service. CADS in
another region was suggested as a possibility.

o Edablish a therapeutic relationship with a clinical psychologist to address
developing management strategies for stress including support with addressing
the current stressors related to family and work, a relapse management plan and,
as part of that insight into the early warning signs for relapse.

e Discuss with this general practitioner and his treatment team, the monitored use
of disulfiram (known as Antabuse, which is a deterrent to alcohol consumption).

e Arrange with his general practitioner to have full blood count and liver function
test immediately and thereafter two-monthly, and arrange for the results to be
copied to the committee.

Dr Hasll was also advised to remain off work until the Health Committee received
assurance by way of the signed voluntary undertaking, that the appropriate structures
and safeguards provided by his supervision, monitoring and treatment were in place
before a return to work would be endorsed. Further, that the undertaking must include a
well-managed limited return to work plan that included:

e Arrangements to undergo monitored breath testing before starting medical duties
each day. In the event of a positive test, he must agree not to work and make an
appointment with his general practitioner. The results of the testing to be
forwarded to the committee.

e Confirmation of the appropriate level of supervision of his practice and his
practice supervisors being fully informed of his health concerns.

e Limited work hours with his employer to incorporate dedicated time off to attend
treatment appointments and supervision.

The MCNZ Hedth Committee also requested that Dr Hasll have further review of his
progress by the independent psychiatrist at the end of January 2007.

On 17 November 2006, the independent psychiatrist informed the MCNZ that he
received the New South Wales Board-nominated psychiatrist’s report from the New
South Wales Medical Board dated 12 January 2006 and that he did not need to change
any of his earlier findings or recommendations.
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APPENDIX 8: LAPAROSCOPIC STERILISATION AUDIT
REPORT
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LAPAROSCOPIC STERILISATION
AUDIT REPORT

1 MARCH 2007

February 2008 H)’( 141



Health and Disability Commissioner

Laparoscopic sterilisation awdit — March 2007

Executive Summary

This audit was conducted as a result of a patient complaint regarding failed sterilisation.
The purpose of the audit was

* to identify how many patients had become pregnant following  laparoscopic
sterilisation by a particular obstetrician and gynaecolagist

= 1o assess the standard of documentation in relation to evidence of counselling,
informed consent and comprehensive operation records

* to determine where possible using photographic evidence that the filshie ciips were
carrectly placed

The audit was conducted by twe consultant obstatrician and gynaccologists and identified
that five women had become pregnant following the procedure. Four of these women had
terminated their pregnancy, three had been re-sterilised by other obstetrician and
gynaecologists and one was considering termination. One woman continued with the
pregnancy and was re-sterilised after the birth of her child. The audit established that the
obstetrician had performed 32 procedures giving a failure rate of 16.25%. This is well
outside the accepted failure rate of 0.2% for sterilisations using filshie clips.
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Audit methodology

Two independent obstetricians and gynaecologists conducted the audit on 24 and 25
February 2007 using an audit checklist which had been agreed with them prior, The audit
checklist was based on the Royal College of Obstetricians and Gynaecologists (United
Kingdom) recommendations for non negligent sterilisation, The auditors assessed each
women's health record looking for evidence of clear contemporaneous documentation
including adequate counselling regarding failure rates, provision of written patient
information regarding sterilisation, evidence that both tubes were clearly identified and that
the filshie clips were applied at the tubal mid isthmic sie, perpendicular clip alignment,
complete tubal lumen encapsulation, clear documentation of checking the procedure after

clip application. At the conclusion of their audit the auditors met and compared findings.

Audit Findings

The table below illustrates the findings.

The audit established that there were 5 failures occurring within a post surgery timeframe of
3-10 months, As these fallures occurred within 12 months this indicated that operator error

was the most likely cause®,

Five of the thirty two women'’s initial outpatient assessment had been conducted by other
medical officers. Mr Hasil then took over these women’s care and performed their
sterilisations. There were significant deficits in Mr Hasil's documentation. Only 33% of the
records completed by Mr Hasil had evidence that the women had been counselled. 60% of
the records had evidence of informed consent. All of the operation notes described both
tubes were identified, however four the photos indicated that the clips were incarrectly
placed. None of the operation notes indicated that the clips were placed correctly, The
auditors noted that the clips appeared to be placed very laterally. The standard of the
photos was variable resulting in the auditors being unable to reach a conclusion as to

correct placement of the clips in ten cases,

' Documented evidenceof: = . | Yes | No | Uncertain
Counseliing re: fallure rate 9 = Mr Hasll 18
5 = other medical
officer
Informed consent 16 = Mr Hasll 11
5 = other medical
officers
Operation note describes both tubes identified | 31
Operation note ststes clips placed correctly 1] 31
Photo shows correct placement*one record 17 4 10
| no photos

1. “Failed sterfiisation. Evidance Based Review: Medico Legal Ramifications™ British Journal of Obstetrics and

Gynaecoiogy, Dacambear 2004, Vol, 111,pp.1322-1332
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Laparoscopic sterilisation audit — March 2007

Conclusion

The audit established that there were significant deficits in this practitioner’s documentation
and that this practitioner's laparoscopic sterilisation failure rate is well outside the accepted
range. Due to the high risk of failure the 27 women who had not conceived ta date were to
be individually contacted, advised to discuss contraception with their primary care provider
and offered an urgent outpatient consultation with a gynaecologist.

C..d
Project Manager Obstetrics and Gynaecology
1.3.2007
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APPENDIX 9: LAPAROSCOPIC STERILISATION OVERVIEW

Laparoscopic sterilisation surgery (or tuba ligation) is a procedure carried out on
women who want permanent contraception. It is generaly regarded as a relatively
straightforward procedure with a small risk of failure.™

The Gynaecology clinic at Wanganui Hospital hands out information on sterilisation,
which includes the Family Planning Association’s pamphlet on sterilisation and the
RANZCOG pamphlet, “Tubal Occluson and Vasectomy: A Guide about Femae and
Male Sterilisation” ™ (see extract below). The RANZCOG pamphlet states that for every
1,000 women who have a tubal occlusion, about one or two may become pregnant over
the next year, and the fallure rate for each method is about the same. The United
Kingdom Royal College of Obstetricians and Gynaecologists states that the risk of failure
at ten yearsis 2 to 3 per 1,000 procedures when using the Filshie clip.”

Extract

Laparoscopic tubal occlusion is a permanent method of birth control for women. It is
achieved by an operation to permanently block both Fallopian tubes, which prevents sperm
from fertilising an egg.

Uiterus Y

- Fallopian tube

Clip

Path of
B 2gg migration

After tubal occlusion, each fallopian tube s
permanently blocked, and sperm cannot reach an
egR.

™ In November 2007, the RANZCOG Women's Health Committee published guidelines on Filshie Clip
sterilisation, available on RANZCOG' s website at http://www.ranzcog.edu.au/publications/statements/C-
gyn22.pdf.

® The Royal Australian and New Zealand College of Obstetricians and Gynaecol ogists Tubal Occlusion
and Vasectomy: A Guide about Female and Male Serilisation, Australia, RANZCOG, 23 February
2004, p 2.

® The Royal College of Obstetricians and Gynaecologists Male and Female Sterilisation (London,
RCOG Press, 2004) cited in Royal College of Obstetricians and Gynaecologists, “Failed sterilisation:
evidence-based review and medico-legal ramifications’ BJOG: An International Journal of Obstetrics
and Gynaecology, (2004) 111: 1322-1332.
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The gynaecologist makes a small incision close to the lower edge of the navel and inserts a
long, thin instrument with a light and viewing lens called a laparoscope. The laparascope
allows the gynaecologist to see inside the abdomen. This is often called “key-hole surgery”.
The bladder may be emptied with a urinary catheter placed in the urethra.

Carbon dioxide gas is passed into the abdominal cavity to dlightly inflate the abdomen. This
lifts the abdominal wall so the Fallopian tubes, uterus, ovaries and other organs are separated
and can be seen clearly. An instrument is usually placed in the uterus, through the vagina, so
pelvic organs can be manipulated during the procedure.

| Lagaroscopic
] instrument

£\ |
LAPArCECOPE me. ..’ |
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shdomen and passed Into the abdomina! cavig: Surgical
nstruments are inserted into the abdormen, and clips, rings
or diathermy are used to block the fallopian whes, The skin
imcizion is then closed.

The gynaecologist may insert an instrument for closing the tubes, usually through a second
small incision near the pubic hairline. Several methods may be used to block both Fallopian
tubes during laparoscopy:

e clamping each with aclip
e applying plastic rings around the tubes
e using diathermy to burn the full thickness of the tubes and close them.

After removing the laparoscope and any other instruments, the gynaecologist may close the
skin incisions with a few stitches or clips. Because the incisions are small, the scars will be
hardly noticeable. Laparoscopic tubal occlusion usually takes about 30 minutes.
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Dr Hasl’susual practice
Dr Hasll explained his usua practice in performing laparoscopic sterilisation surgery. He

stated:

“My procedure for performing these operations was as follows:

1.

2.

| would check the papers to identify the patient.

| would make a 2 portal laparoscopic entry with a 10mm Troacar in the
umbilical region, and inflate the abdomen. | would make small incisons using
a 5mm Troacar approximately 2cm above that. Unfortunately | found, when
performing the laparoscopic procedures, that there was always something
missing — usually the 5mm or 10mm Troacar. These would be then located
and the procedure would continue.

In Australia, before putting the Filshie clips into the applicator, the nurses
would demonstrate to me that the clips were closing properly. In Wanganui
the nurses did not follow this procedure, but put the clips straight into the
applicator. In Australia they would check thisin front of me.

The application of the clip would be watched by all in theatre. In order to
effectively clip the tube, you have to get to the end of the tube and then
follow it on until you get to the uterus and then clip the Filshie clip on.

My practice is to apply the clip on the right side first approximately 2.5cm
from the uterine cords, and perpendicular. When | squeeze the applicator and
it clips on, | would then lift the applicator. | cannot undo it. Once | have
applied the clip | check it, and then move to the other side, and complete the
same routine. | have not had anything but a normal falure rate ether in
Europe or Australia. At the end of the application of the clips, | would take a
photo on both sides. | would then remove the applicator and close and finish.
The gas would then be released, and often the junior doctors would close the
wound. Sometimes there was no paper in the camera, and a photograph
could not be taken, but it was certainly standard practice for me to do so.

When | gave informed consent to a patient, | would advise them that they
could get pregnant and that the risk rate was 1:200. | also advised patients
that if they missed a period they were to immediately go to their GP, and/or
come back to me. | also, as part of my usua practice, advised the patient to
go and get a pregnancy kit if pregnant and to come back to Whanganui DHB
because the pregnancy could be outside the uterus.”

Further comments

Dr A noted that the technical difficulty of the tubal ligation procedure is the laparoscopy
and not putting the clips on the Fallopian tubes. However, unless there have been
previous complications in the pelvis, it is relatively straightforward, but takes a degree of
care to ensure that the clips are placed correctly.
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Dr A explained that photographs are taken during the operation so that if a woman falls
pregnant, it can be determined whether the clip is in the correct place. Dr B explained
that the photograph is “to document medico-legally that the clips are properly applied”,
but that “there’s no rea clinical reason for doing it”. If the photograph defines the
anatomy, it is possible to see exactly where the clip has been placed. Dr B’s usual
practice during the operation is to take a close-up photograph of the Fallopian tube and
clip, and then turn the Fallopian tube up the other way to demonstrate that it has been
completely occluded by the clip. Dr B takes four photographs in total, two on each side
— two close-up and two panoramic shots.

Dr B often asks other members of the operating team to view the monitor to look at the
placement of the clips. He explained that, whether or not a photograph is taken, the
pause gives the surgeon some extra time to carefully check the placement of the clip.
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APPENDIX 10: INDEPENDENT ADVICE TO COMMISSIONER

The following expert advice was obtained from Dr |an Brown, a former obstetrician and
gynaecologist then working as Director of Medical Services at Northland District Health
Board.

“I have been asked to provide an opinion to the Health and Disability Commissioner
on case number 07/03504.

| have read and agree to follow the Commissioner’s Guidelines for Independent

Advisors.

My qualifications are:

MB.BS 1967, London
MRCOG 1972

FRCOG 1983

FRANZCOG 1998
MRACMA 2004

My employment history following vocational registration is outlined below:

Aug 2005—Present Director Medical Services
Northland District Health Board

20012005 Chief Medical Officer
Counties Manukau District Health Board

1999-2001 Deputy Chief Medical Officer
Counties Manukau District Health Board

1997-2001 Clinical Director — Women’'s Health
Counties Manukau District Health Board

Honorary Associate Professor
University of Auckland

1993-1997 Clinical Director — Obstetrics & Gynaecology
King Fahad Armed Forces Hospital, Saudi Arabia
1992-1993 Vigting Professor, Department of Obstetrics &
Gynaecology

University of Bristol, United Kingdom

1985-1992 Obstetrician & Gynaecologist
Private Practice, Harare, Zimbabwe

Honorary Senior Lecturer, University of Zimbabwe
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1979-1984 Professor of Obstetrics & Gynaecology
University of Zimbabwe

1973-1979 Lecturer and then Senior Lecturer
University of Zimbabwe

| have reviewed the supporting information supplied on 7 August 2007 and 6
September 2007 (attached).

Supporting Information

The supporting information is as follows:

Part A (pages 1-191)

summary of key events (1-11)

complaint from [Patient A] (sent to you on 28 March 2007)

complaint from [Patient B] (sent to you on 28 March 2007)

complaint from [Patient M] regarding lack of follow-up care (12—14)

Whanganui DHB’ s response to the inquiry dated 12 April 2007 (sent to HDC on
16 April 2007)

information from Whanganui District Hedth Board following interviews
conducted on 3 and 4 May 2007 and 8 June 2007 (15-130)

information from Whanganui DHB regarding the staffing issues in the
Department of Obstetrics and Gynaecology between 8 August 2005 and 5 March
2007 (131-180)

Dr Hasll’sresponse to the inquiry dated 27 July 2007 (181-189)

[Dr A’s] response to the inquiry dated 21 May 2007 (190-191)

information from the Medical Council of New Zealand (sent to HDC on 30 April
2007)

information from the Medical Council of New Zealand's Health Team (sent to
HDC on 1 May 2007)

Part B (pages 1-427)

record of interview with:

[...], Elective Services Manager (1-24)

[...], General Manager Human Resources (25-53)

[Nurse A] (54-103)

[Manager C], Project Leader — Paediatrics, Obstetrics and Gynaecology (104—
126)

[Clinical Nurse Manager, Operating Theatre] (127-158)

[Service Manager A], Surgical and Support Services Manager (159-190)
[Dr C], Medical Advisor (191-224)

[Clinical Audit Co-ordinator] (225-235)

[Midwife D at a nearby rural health centre ] (236—250)
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[Dr D], Anaesthetist and Clinical Director of Surgical and Support Services
(251-278)

[...], Clinical Nurse Manager, Outpatient Department and Surgical Day Unit
(279-297)

[Service Manager B], former Service Manager, Community and Rural Services
(298-316)

[Dr A], Obstetrician and Gynaecologist (317-362)

[Midwife A] (363-371)

[Dr Hasil’s support person] (372-382)

[Midwife C], Registered Midwife (383-390)

[Dr B], Obstetrician and Gynaecologist (391-418)

[Referee A] (419)

[Referee C] (420-421)

[Referee H] (422-423)

[Referee B] (424-425)

[...], Executive Officer, Lismore Base Hospital (426-427)

Part C (pages 1-1442)

Whanganui District Health Board's clinical records of the [patients who had a

laparoscopic sterilisation performed by Dr Hasll]:

Supporting Information

Patient C

Letter from Whanganui DHB dated 31 July 2007 enclosing copies of memoranda
and other documentation from [Dr A] and others to management and/or the
Board between 8 August 2005 and 5 March 2007 regarding the staffing issues in
the Department of Obstetrics and Gynaecology (pages D1-50)

Letter from Whanganui DHB dated 20 August 2007 enclosing minutes of the
obstetric and gynaecology departmental meetings, the obstetric and gynaecology
department/management meetings, and the Maternal and Perinatal Review
Committee meetings held in 2005 and 2006 (pages D51-134)

Complaint from [Patient C] dated 2 July 2007 and file notes of subsequent
telephone conversations with [Patient C] (3 July and 4 September 2007) (pages
D135-138)

Whanganui DHB'’s response to [Patient C's|] complaint and clinical records of
[Patient C] (pages D139-209)

Letter from [Patient C's general practitioner] dated 24 August 2007 and relevant
clinical records (pages D210-219)

File note of telephone conversation between HDC and [Referee B] dated 16 May
2007 (pages D220-221)

File note of meeting with [the recruitment agent] on 7 May 2007 and subsequent
correspondence between HDC and [the recruitment agent] (pages D222—-225)
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Expert Advice Required

Dr Roman Hasl|

[ Patient A]
1. WasDr Hasll’s preoperative assessment of [Patient A] appropriate?

Dr Hasl's initial outpatient assessment was inadequate, with minimal clinical
history, and no details of examination.

2. Please comment on the appropriateness and adequacy of the information
provided to [Patient A] about the laparoscopic sterilisation procedure.

A general consent form was signed at the assessment visit but there is no
evidence on the form related to specific complications, including failure. It is
normal practice to document the key complications of the procedure — in
particular, the risk of failure. | understand that there are information pamphlets
available which outline the complications, but there is no evidence of this being
provided to the patient.

3. Did Dr Hasl perform [Patient A’s] laparoscopic sterilisation operation with
reasonable care and sKkill in accordance with professional standards?

In retrospect, the probable answer to this question is no. However at the time
the clinical record describes an uncomplicated process and there are clinical
photographs available of the tubes, although it is not possible to be certain that
both tubes are occluded. It should also be noted that nursing staff and observing
doctors commented that his surgery tended to be rushed — an issue that had
been noted by his supervisor, and raised in discussion with him.

[ Patient B]
4. Was Dr Hasll's preoperative assessment of [Patient B] appropriate?

The initial outpatient assessment was very poorly documented but there is
evidence of avery brief history and examination.

5. Please comment on the appropriateness and adequacy of the information
provided to [Patient B] about the laparoscopic sterilisation procedure.

The Request and Agreement to Consent form was signed by Dr Hasil and
[Patient B], but there is no mention of a discussion related to complications —
including failure. There is however a comment in the nursing assessment notes
on the day of surgery, commenting on a good understanding of the procedure
and of the laparoscopic sterilisation booklet.

6. Did Dr Hasl perform [Patient B’s|] laparoscopic sterilisation operation with
reasonable care and sKkill in accordance with professional standards?
The operation was not straightforward as it was noted during the procedure that

the right Filshie clip was partly on the meso-salpinx and not positioned
correctly. The clip was removed and this was associated with some bleeding.
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The bleeding was stopped and a second clip was placed on the tube. Thereis no
evidence in the notes of any other complications during the procedure. We do
now know however that the second clip was aso not applied correctly as this
was clear when the second procedure was undertaken on 26 February 2007.
The first procedure was therefore not undertaken with reasonable care and skill.

7. Was Dr Hasll's postoperative care of [Patient B] appropriate?

[Patient B] was kept in hospital overnight in view of the bleeding and ongoing
discomfort. She was discharged the following morning. This was appropriate.

Laparoscopic sterilisation procedures

8. Overdl were the laparoscopic sterilisation operations performed with reasonable
care and skill in accordance with professional standards? (Please note patient
operation records and photographs taken during operation.)

As we now know from the review undertaken by Whanganui DHB, and the high
fallure rate of the procedures undertaken by Dr Hasll, he did not perform these
procedures with the appropriate skill. Interviews with theatre nursing staff show
that he was rather rushed in his procedures and the operative photographs show
that he tended to apply the clips more distally than recommended.

9. Please comment on Dr Hasll’ s failure rate of sterilisation procedures.

The review undertaken by Whanganui DHB of the sterilisations undertaken by
Dr Hasll shows afailure rate of 25%. Thisisway above the accepted failure rate
of 0.2% for sterilisations using Filshie clips.

Other
10. Please comment on the appropriateness and adequacy of Dr Hasil's record-

keeping.

Dr HasilI's record-keeping was inadequate and did not meet the standard
expected in New Zealand. Good Health Whanganui has a standard clinical
record sheet for gynaecology patients which gives a clear structure for record-
keeping. This was not utilised properly in any of the patient charts that | have
reviewed.

11. Wasthe care provided by Dr Hasll of the standard expected in New Zealand?
See above.

12. Please comment on any other aspects regarding the adequacy and
appropriateness of the care provided by Dr Hasl to patients at \Whanganui
Hospital, which you consider warrant additional comment.

The overal care that was provided by Dr Hasil was not adequate in the context
of a New Zealand District Health Board. His record-keeping was poor and his
decision making and treatment inconsistent. He was employed as a MOSS
(Medical Officer) but was essentially functioning as a specialist or senior
medical officer. He was under supervision as required of a provisional generd
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registrant, but he was not a trainee. His anticipation on employment was to
study and learn so as to achieve his fellowship. The requirements of the hospital
were for an obstetrician and gynaecologist to maintain the service requirements.
The shortages of available SMO staff essentialy forced him into the latter role.

Whanganui District Health Board

1.

Was Whanganui DHB’s recruitment process of Dr Hasil appropriate? Please
comment on the appropriateness of the interview and reference checking
process.

The Whanganui District Health Board recruited Dr Hasil through a recruiting
agency. There was no formal interview by the DHB but verbal reference reports
were undertaken by the agency, who also advised and arranged for the Medical
Council of New Zealand interview.

An interview with [Dr A] was held on 21 June to assess Dr Hasl’s suitahility. |
note that no record was made of this interview, but this would not be unusual.
At Whanganui DHB it was then the role of the Credentialing Committee to
verify Dr Hasl's qudlification, training, experience and competence. This
assessment occurs before appointment, and on paper.

It is unclear whether the reference checking occurred but it should have been
done. The fact that the references were old and that they were, in the main, not
from obstetricians should have been questioned.

There is aso evidence that one verba reference was given to the recruiting
company from an obstetrician, and that the reference was not forwarded to the
District Health Board. | would have expected that al references received by the
agency would have been submitted to the District Health Board.

Was Whanganui DHB’ s credentialling of Dr Hasl appropriate? Please comment
on the adequacy of the information he was credentialled on and whether further
enquiries should have been made.

Whanganui DHB credentialling processes were appropriate as part of a
recruitment and appointment exercise but essentially only approved him as
credentialled with a broad scope of practice which, in Dr Hasll’s case, was a
provisional general scope working in obstetrics and gynaecology under
supervision. The Credentialling Committee confirms the registration status of
the doctor and reviews the references, but does not meet with the doctor on
appointment and did not, at the time of Dr Hasll's appointment, undertake a
more detailled procedural credentialling process which would have given an
opportunity to assess specific procedures and identify areas where further
training or specific supervison may be needed — in other words, a specific
procedural scope of practise within the organisation. The process of
credentialling throughout New Zealand is still evolving and the process in place
in Whanganui in 2005 would have been similar to that of many other DHBs in
New Zealand.
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3. Was Whanganui DHB’ s induction and orientation of Dr Hasll appropriate?

The induction and orientation plan included a week long process covering most
of the key issues relevant to a new international graduate. This would be a more
thorough process than that used in many other DHBs. However there is no
evidence that it actually happened. | suspect that this would have been a
resourcing issue and that the demands of service got in the way of the week.
Clearly this is unsatisfactory but the stuation is the same in many other
hospitals.

4. Did Whanganui DHB provide appropriate and adequate supervison of Dr
Hasil? Please comment on the adequacy of the supervision reports.

The DHB has a supervision policy and there was a simple supervision plan
outlined for Dr Hadil. It is important to note however that the responsibilities
for doctors working under supervision lie with the supervisor, and the doctor
working under supervison. The DHB’s role is to facilitate this process by
ensuring that enough time and resource is set aside for this to happen. This can
be facilitated by DHBs with appropriate job sizing to allow time for this activity
and by providing the appropriate technical support for audit, peer review, etc.
Where there are aready considerable staff shortages, this is very difficult to
achieve. Thisis a problem for all DHBs, and Whanganui DHB would be in line
with many others in this respect.

5. Did Whanganui DHB provide [Dr A] with appropriate and adequate support to
alow [Dr A] to ensure that Dr Hasil was competent to practise?

| do not think that the DHB provided as much support as was needed to
support [Dr A] in his supervisor's position, but again, this is a generic issue
across DHBs rather than specific to Whanganui DHB. It is particularly difficult
in small and medium sized DHBs to balance the clinical work required to
provide service with the non-clinical time to provide adequate supervision (and
other non-clinical activity).

6. Did Whanganui DHB respond appropriately and adequately to the concerns
about Dr Hasll and, in particular, to the following:
1.1 Theincidentsinvolving Dr Hasil’s use of acohol;
1.2 Staff concerns;
1.3 Patient complaints;
1.4 The number of failed sterilisation procedures?

6.1 The first incident related to Dr Hasil's use of alcohol occurred on 24 March
2006. This was addressed promptly by the DHB and was discussed with the
Medical Council through a phone call for advice from the [Medical Advisor].
The action taken by the DHB was also appropriate, considering the information
known to them. It is however of concern that the Medical Council was on
notice of the alcohol incident in Australiain April 2005 and this information was
not shared at this point. The action of the DHB may have been different if they
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6.2

6.3

6.4

had had this information. | believe that the initial action taken by the DHB was
appropriate under the circumstances, but there should have been more active,
ongoing support.

A further alcohol incident occurred on 31 May 2006. This was reported, but no
action taken. In view of the previous incident in March, | think that further
supportive action should have been taken at this point.

The third acohol incident occurred on 5 October 2006. Following this incident,
Dr Hasil was placed on sick leave and received the appropriate treatment.

| do not believe that Whanganui DHB did respond adequately to the earlier
alcohol issues — particularly as there did not appear to be a plan for ongoing
support and monitoring following the first incident. It is likely that his
inappropriate alcohol use significantly contributed to his clinical judgement.

Staff concerns — there were severa concerns about Dr Hasll raised by staff
through incident reports and through discussion with [Dr A]. These issues
covered both technical and behavioural aspects of his care. There were
particular concerns raised by Outpatients. Although note seems to have been
taken about these issues there was no evidence of a systematic response to
address them.

Patient complaints — specific patient complaints were responded to
appropriately, but there is no clear evidence of processes to improve the issues
— both individual and systematic — raised as a result of the complaints.

The number of failed sterilisation procedures — there does appear to be a
fallure to identify a pattern of failed sterilisation procedures, beginning in April
2005.

— [Dr A] was aware of the first falure [Patient H] on 10 April 2006, and
arranged for her to be seen by Dr Hasil. She did not proceed with a second
operation.

— The second case was identified on 11 April 2006 and was followed up by [Dr
A]. He met with Dr Hasil and discussed the issue with him.

— The third case was identified by [Dr B] via a letter from the patient’s GP in
July 2006.

— The fourth case was referred to Whanganui DHB by her GP for a repeat
sterilisation on 10 November 2006. She was subsequently seen by [Dr B] on
9 February 2007.

— Findly, the fifth case [Patient A] made a verbal complaint after recently
discovering she was pregnant after a tubal ligation performed by Dr Hasll.
Whanganui DHB began its investigation shortly after this complaint.

There was enough evidence through this process to have identified the failed
procedures earlier. The first two cases were identified by [Dr A] in 2006 and he
did follow up with Dr Hasll emphasising the importance of correct clip
application. The second two cases were referred to [Dr B] from GPs in July and
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November, although not seen by him until later. There is no evidence to suggest
that [Dr B] was aware of the first two failures. In the absence of regular review
and audit of procedures, the pattern of faled tubal occluson was not
appreciated until the DHB received a complaint related to a failed procedure in
mid-February 2006. At this stage a full investigation was instigated, which was
entirely appropriate.

7. Please comment on the appropriateness and adequacy of the systems in place to
deal with performance issues, complaints and incidents regarding Dr Hasll.

Whanganui DHB has a clear and robust patient complaints policy, and it
appears from the material available to me that in genera this process is adhered
to. The interna incident reporting process also appears to be functioning
satisfactorily, athough | have not seen the policy.

8. Did Whanganui DHB appropriately monitor Dr Hasil's performance during his
employment?

There was not a formal process in place to monitor Dr Hasil’s performance. He
was supervised and had the opportunity to attend the regular obstetric and
gynaecology quality and team meetings, but his attendance at these were
irregular and formal peer review did not occur. An assumption was made that
he was capable of functioning at an SMO level, and in effect was functioning as
an SMO. No formal performance or quality objectives were established, but in
fairness, this does not occur regularly at SMO level nationally.

9. Did Whanganui DHB appropriately audit Dr HaslI’s procedures during his
employment?

Whanganui DHB did not audit Dr Hasil’s procedures until the issues related to
his performance were raised. During his employment there was discussion with
his supervisor, and he met with his superior to discuss issues of appropriateness
of diagnoses and treatment, but it was not until he had stopped working that a
more formal assessment was made by [Dr B].

10. Did Whanganui DHB appropriately contact the Medical Council of New
Zeadland when concerns about Dr Hasil came to light?

Whanganui DHB did contact the Medical Council when the concerns related to
alcohol were raised. The DHB aso contacted the Medical Council when the
issue of failed sterilisations came to light.

11. Whanganui DHB became aware of four failed sterilisation procedures by
November 2006. Please comment on the adequacy and timeliness of Whanganui
DHB’ s response.

Although individuals in the DHB were aware of the falled sterilisations, | can
find no evidence that the DHB was aware at that stage. [Dr A] was aware of
two cases and had discussed the first of these with Dr Hasil. [Dr B] was aso
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12.

13.

14.

15.

16.

aware of two others via communication from GPs from September 2006, but |
cannot find any evidence that he was aware of those known to [Dr A] (see 6.4).

Was there appropriate clinical and social support available to Dr Hasil during his
employment at Whanganui DHB? Please comment on the adequacy of the steps
taken to provide support.

Overdl | don't believe that there was enough clinica and social support
available under the circumstances. It is important to note that Dr Hasil was
working under considerable stress, with social and family problems, and that his
work load was considerable. He was also working a 1 in 2 roster for much of
the time. He was provided with good professional advice and support from [Dr
A] in the early part of his employment, but in retrospect it would have been
preferable to have had a greater level of support once some issues (particularly
the use of alcohol) had been identified.

Was the care provided by Whanganui DHB in relation to the laparoscopic
sterilisation procedures performed by Dr Hasl of the standard expected in a
New Zealand hospital?

The equipment and staffing in theatre was of an appropriate standard, and the
recalibration process was up to date, with the next service due by 24 August
2007. The theatre staff were experienced and al new staff orientated to
laparoscopic surgery.

Please comment generaly on the systems in use a Whanganui DHB, and
whether there are any systemic issues you believe contributed to the failed
laparoscopic sterilisation procedures. Please comment on the timeliness of
Whanganui DHB’ s response.

Overdl | think that the systems used in Whanganui DHB are satisfactory,
athough (as in many other DHBSs) strengthening the clinical governance
systems would reduce the possibility of recurrence of such incidents. It is likely
that the failures of the sterilisation procedures themselves were related to the
impairment of the surgeon himself. | have commented [in relation] to the timely
identification of the pattern of fallures, and | think that these would have been
identified earlier if the appropriate audit procedures were in place. The DHB’s
response was appropriate once the issue was appreciated but the trend could
have been picked up earlier.

Were the steps taken by Whanganui DHB to identify and follow up Dr Hasll's
patients appropriate?

The steps taken to follow up the patients who had been sterilised by Dr Hasll
were appropriate, in my view.

Please comment on the appropriateness of the changes that have been made to
Whanganui DHB’s systems as a result of the failed sterilisation procedures.

The response from Whanganui DHB following the audit of Dr Hasl's
laparoscopic sterilisation procedures was prompt and appropriate, and follow-
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up actions were taken for all patients. The processes undertaken in theatre were
outlined during the review and appeared appropriate. | am unable to identify any
specific changes which have been implemented as a result of the review.

17. Please comment on any other matter you consider relevant regarding the
adequacy and appropriateness of the steps taken by Whanganui DHB to ensure
that Dr Hasil was competent to practise.

| have previousy commented on the issues of credentialing and supervision,
which are the key issues in this context. Both of these processes need to be
appropriately resourced and this is extremely difficult in an environment of
significant workforce shortages. Whanganui DHB had processes for both of
these activities and the supervison provided in the early part of Dr Hasl's
employment was close and effective. As the workforce issues became more
acute, the stresses on those still working increased, and effective supervision
became more difficult for all parties. The only practical solution was to take a
more regiona approach to the workforce, which | understand is now under

way.

[Dr A]
1. Please comment on the appropriateness and adequacy of the steps taken by [Dr
A] to recruit Dr Hasil and to ensure that he was competent to practise.

[Dr A] did take appropriate steps to recruit Dr Hasil, and these issues are
further consdered under Whanganui DHB question 1. He did have a phone
interview with Dr Hasil but did not personally phone the referees. This had been
done by the recruitment agency. The Credentialling Committee also reviewed
his qualifications and referee reports, and ‘credentialed’ him to work in the
hospital. [Dr A’s] role was ensuring that Dr Hasil was competent to practise
relates to his supervisory role, which is covered in the next question.

2. Please comment on the appropriateness and adequacy of the steps taken by [Dr
A] to supervise Dr Hasll.

Supervisors are agents of the Medica Council and are required to take
appropriate steps to do the things that the Council expects of them. If they
become aware of deficiencies in a doctor’s practice they have a responsibility to
report these to the Council and take steps to ensure that patients are not put at
risk. The Council has guidelines related to the supervisor’s responsihilities as
well as the doctor who is under supervision. The supervisor is expected to meet
the doctor daily for the first week, weekly for the first three weeks, and monthly
thereafter. [Dr A] did supervise even more frequently than this in the early
months of the supervision, holding regular meetings and spending time with Dr
Hasll in theatre, observing and assisting with procedures. Dr Hasil worked with
him on at least six lists and with [Dr B] and [the third consultant] on at least
two occasions. His contact in Outpatients was less frequent and there is less
evidence of close supervision as time goes by. His involvement was within the
Council guidelines but there is no doubt that close and more consistent
supervision would have been idea. However in the context of acute staff
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shortages and other supervision responsibilities undertaken by [Dr A], | think
that the level of supervision would be much the same as that provided in many
other DHBs.

Please comment on the appropriateness and adequacy of the steps taken by [Dr
A] to audit Dr Hasl’s practice.

In the role of supervisor, [Dr A] would not specifically audit Dr Hasll’'s practice
but rather endeavour to ensure that his supervison plan was effectively
implemented. This would have involved a weekly team meeting, peer review
over a month, the Obstetric Standards Review Committee meeting and the
quarterly Perinatal Review meeting. Although these meetings should have run
regularly, it seems that they did not always occur and not all staff were able to
attend.

Did [Dr A] respond appropriately and adequately to the concerns about Dr
Hasll and, in particular, to the following:

4.1 Theincidentsinvolving Dr Hasll’s use of alcohol;

4.2 Staff concerns,

4.3 Patient complaints;

4.4  The number of failed sterilisation procedures?

| have responded to these issues under the Whanganui DHB section.
Please comment on any other aspects regarding the adequacy and

appropriateness of the steps taken by [Dr A] to ensure that Dr Hasl was
competent to practise, which you consider warrant additional comment.

Patient C

1

Was Dr Hasll’ s pre-operative assessment of [Patient C] appropriate?

[Patient C] was referred to Dr Hasl by the surgeons with ongoing and
progressing iliac fossa pain. She was seen by him on 25 August 2005. Thereisa
very brief clinical history in the clinical notes. The recording of the past clinical
history is inadequate, and little comment is made related to the nature of the
pain. He found no obvious abnormalities on pelvic examination. He commented
in his letter to the GP that a CT scan had identified a cystic lesion measuring 8 x
6cm in the left pelvis. On the basis of these observations he appropriately asked
for an ultrasound scan and tumour markers. The ultrasound finding showed a
cyst on the left ovary measuring 5 x 4 x 3cm with high vascularity and although
the tumour markers were negative, | think on balance that it was reasonable to
proceed with a laparoscopy/laparotomy and adhesiolysis, and possible bilatera
oophorectomy.

Please comment on the appropriateness and adequacy of the information
provided to [Patient C] about the bilateral salpingo-oophorectomy and
adhesiolysis procedure. What information should Dr Hasl have provided
[Patient C] about the procedure?
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There is no evidence in the notes related to a detalled discussion with [Patient
C] of the effects of bilateral oophorectomy at any stage. It would be standard
practice to inform any patient undergoing bilateral oophorectomy of the side
effects, and this discusson would aso involve the options for hormone
replacement. The standard organisation consent form signed by both [Patient C]
and Dr Hasil confirms the procedure as laparotomy/laparoscopy +/- bilateral
oophorectomy but it is not possible to say whether any discussion occurred
related to the consequences. There is dso no comment in the follow-up notes
related to the issue of the effects of removing both ovaries, and no comment
related to hormone replacement therapy.

Dr Hasll should have discussed the potential outcomes of the procedure in more

detail. These should have included:

(@) thelikelihood of improving her main complaint (left iliac fossa pain)

(b) the details of the operation to be performed

(c) the possible risks of the procedure, including bleeding and possible damage
to other organsin view of the known adhesions

(d) the effects of removing the ovaries.

3. Did Dr Hasll perform [Patient C's] operation with reasonable care and skill and
in accordance with professional standards?

The technical aspects of the operation appear to have occurred appropriately
and have been carried out with appropriate care and skill.”

Additional advice
| sought clarification from Dr Brown on a number of points. He provided the following
additional expert advice:

“1. | refer to question 16 (page 13 of your advice) and the letter from Whanganui
DHB dated 12 April 2007 in response to the inquiry. Under request 11,
Whanganui DHB discusses changes to its systems as a result of this incident in
the areas of human resources, complaints and incident management systems,
and service audit and peer review. Do you have any additional comment in this
regard?

Apart from the review directly related to the faled tubal ligations and the
actions taken as a result of the review, the DHB has aso commented on
changes made (or that they are considering to make) as aresult of the incident.

In the area of human resources, their proposals for centralisng the
administration of medical recruitment are appropriate but as | have mentioned
elsewhere, the strengthening of the credentialling system is as important. The
strengthening of the clinical governance system and increased support for IMGs
[international medical graduates] is also welcomed.

An électronic Complaints & Incidents management system has aready been
introduced and appears to be functioning well now.
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| note that some suggestions have been made for Service Accreditation and peer
review. In fact, regular peer review meetings have been held in the past and |
have seen the Minutes of these meetings. The key issue seems to me to ensure
that al clinical staff can attend these meetings. It would also be very helpful to
link with nearby DHBs for clinical meetings when possible. | assume that the
development of a policy on the use of Alcohol/Drugs is underway, as suggested
by the CEO.

Please comment on the appropriateness of a doctor registered within a general
scope of practice providing specialist services and, in particular, Dr Hasil who
was employed as a MOSS and providing specialist services at Wanganui
Hospital.

The only doctor who can call himself a specialist must be registered with the
Medical Council of New Zealand, within a vocational scope of practice.
Hospital doctors who are not vocationally registered and are not in a formal
specidlist training programme are either non-training registrars or hospital
medical officers. These doctors are registered under a general scope of practice
and are either under supervision (as was Dr Hasll) or in a collegia relationship
as prescribed by the Medical Council of New Zealand. Dr Hasil was employed
as a MOSS (hospital Medical Officer) within a scope of practice of Obstetrics
and Gynaecology. It would be appropriate for him to undertake the activities
and procedures for which he was credentialled, but he could not be considered a
specialist.”
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APPENDIX 11: DEVELOPMENT OF MEDICAL WORKFORCE IN
NEW ZEALAND

New Zedland, like other western countries, is facing an increase in demand for doctors.
This is primarily caused by the effects of population aging and changes to employment
conditions. Most countries are using two broad strategies to address these issues — train
more doctors and recruit doctors trained overseas.”’

A substantial amount of work has been, or is being, undertaken on the health workforce
in New Zealand. The Health Workforce Advisory Committee (HWAC) was set up under
the New Zealand Public Health and Disability Act 2000 to advise the Minister on
workforce issues.

District Health Boards New Zealand (DHBNZ) has developed a collaborative workforce
development framework based on a workforce action plan that focuses on information,
relationships and strategic capability. The DHB/DHBNZ Future Framework (developed
in 2005) has identified future workforce need and priorities for action. Work has also
been done in the education sector, notably by the Tertiary Education Commission (TEC)
on the funding of undergraduate medical programmes and the Clinical Training Agency
(CTA) on vocational training for general practitioners.”

During 2005-2006 the Medical Reference Group of HWAC and the Doctors in Training
Workforce Roundtable undertook extensive work on the medical profession which
concluded in two reports to the Minister of Health, Fit for Purpose and for Practice and
Training the Medical Workforce 2006 and Beyond.”

Key points from these two reports are set out below:*

e There is an overall shortage of medical practitioners, evidenced by the use of locums
and reliance on overseas-trained doctors, which will be exacerbated in the future as
the population ages and competition for medical practitioners increases in the
international market.

e There is a “misdistribution” of the available medical workforce, with rural and non-
metropolitan areas finding it increasingly difficult to recruit and retain doctors. Maori
and Pacific Peoples are currently under-represented in the medical profession in New
Zedand. Those from lower socio-economic backgrounds are also under-represented.

" Medical Reference Group, Health Workforce Advisory Committee (2006) Fit for Purpose and for
Practice: Advice to the Minister of Health on the issues concerning the medical workforce in New
Zealand, Wellington, Health Workforce Advisory Committee, p 3.

8 See Ministry of Health (2006), Health Workforce Development: An overview, Wellington, Ministry of
Health, which draws together an overview of health workforce development in New Zealand since 2000.

" Medical Reference Group, Health Workforce Advisory Committee, op cit; Ministry of Health (2006)
Training the Medical Workforce 2006 and Beyond, Wellington, Ministry of Health.

8 Workforce Taskforce (2007) Reshaping medical education and training to meet the challenges of the
21% century: A report to the Ministers of Health and for tertiary education from the Workforce
Taskforce, Wellington, Ministry of Health.
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There is a need for strategies to increase recruitment into medical schools from these
groups.

e New Zealand needs to train more medical practitioners locally to meet the demand.
To achieve this, the level of the cap on funded undergraduate medical places should
be raised and further clinical training positions made available.

e The quality and relevance of medical education and training could be improved by
greater continuity between undergraduate medical education and subsequent clinical
training and increased responsiveness of the whole system to the needs of the health
sector.

¢ The hedth sector is complex, and there are many players involved in educating and
training medical practitioners. There is a need for a central body to co-ordinate and
oversee medical education and training.

e The difficulties for training and clinical settings created by the inherent tension
between service delivery and training needs, the changing service delivery patterns in
public hospitals and the implications of industrial agreements over the last 20 years
are putting pressure on the current apprenticeship model.

In September 2006, the Minister of Health established the Workforce Taskforce as a
standing committee to provide the Minister with advice on the implementation of actions
needed to improve the capability of the health workforce to deliver servicesin the future.
The initial task of the Taskforce was to advise the Minister of Health and the Minister for
Tertiary Education on how to streamline the current medical education and clinical
training arrangements to produce medical practitioners who are fit for purpose and for
practice in the minimum time period.

The Taskforce considered the recommendations of the reports from the Medical
Reference Group and the Doctors in Training Workforce Roundtable. The Taskforce
received submissions and invited presentations from a range of interested parties.

In its report, the Taskforce indicated that most of the problems identified were not new,
but were becoming more apparent and needed to be addressed more urgently as
pressures on the headth system increased. The Taskforce looked a why, given the
consistency of expert advice, there have been no effective changes.

The Taskforce concluded that faced with the uncertainties inherent in long-term
workforce development, it is important to have effective and responsive leadership. The
report made five recommendations as the first step toward making changes that will
result in a sustainable medical education and training system to produce medical
practitioners who are fit for purpose and for practice in the minimum time period. The
recommendations cover the following areas:

1. oversight and implications of the continuum of learning
2. commitment to ongoing self-sufficiency for the medical workforce
3. new roles and interprofessional collaboration
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4. accountability for clinical training
5. increasing focus on generalism.

The Taskforce recommended that a Medical Training Board, involving providers of
education and training and health care, be established to oversee medical education and
training in New Zealand. The Taskforce's report was published in May 2007. In October
2007, the Minister of Health appointed Len Cook as Chair of the Medical Training
Board. Mr Cook is a former Government Statistician of New Zealand and National
Statistician of the United Kingdom, and was a member of the Workforce Taskforce.
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