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Parties involved

Mrs A (dec) Consumer

Mr A Complainant/Mrs A’s husband

Dr B Provider/Surgeon

DrC Provider/Senior house officer

Ms D Clinical Coordinator, the private hospital
Ms E Director of Nursing, the private hospital
Dr F Anaesthetist

Ms H Registered nurse

Ms | Registered nurse

DrJ Duty doctor

Ms K Nurse

DrL RMO

Ms M Registered nurse

The private hospital Provider/Private hospital

Complaint

On 8 September 2006, the Commissioner receivedrgplant from Mr A about the
services provided to his late wife, Mrs A, by Dra®d a private hospital.The
following issues were identified for investigation:

* The adequacy and appropriateness of care provigedrtB to Mrs A in 2003.

* The adequacy and appropriateness of care provigethé private hospital to
Mrs A including:

— whether there was an appropriate communicatiasiesy between clinical
staff at the private hospital to ensure the safétyatients;

— whether appropriate clinical staff were employadd

— whether the private hospital had acted appromiatto any concerns that
had been raised about Dr B’s practice.

An investigation was commenced on 20 October 2006.

On 1 August 2007, the investigation was extenddddlude the care provided by Dr
C to Mrs A. The following issue was identified fovestigation:

! The private hospital is owned and operated byrapemy. References in this opinion to the private
hospital include this company.
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* The appropriateness of care provided by Dr C to Mrs

This investigation has taken over 19 months becatisee complex issues involved
in the case, and the need to extend the invesiigétiinclude the care provided by Dr
C.

Information reviewed

Information from:

e MrA
e DrB
e DrC
e MsD
e MsE

* The private hospital

* The District Health Board (the DHB)

* Accident Compensation Corporation (ACC)
» The Coroner

Independent expert advice was obtained from sur@edan Stewart.

Information gathered during investigation

Background

In March 2002, Mrs A (aged 53) was referred by ¢pemeral practitioner to surgeon
Dr B (in his private practice) with a 10-day histaf abdominal pain, associated with
abdominal distension, nausea and diarrhoea. DdBred a CT scan, which showed a
hiatus hernia, and performed a colonoscopy, whighwed sigmoid diverticula.A
small benign polyp was also removed from the trarsy colon during the
colonoscopy.

In April 2002, Mrs A consulted Dr B again with abdmal pain. An ultrasound scan
performed on 8 April 2002 showed no biliary diseamed a gastroscopy two days
later confirmed the presence of a hiatus hernia ldeticobacter pylorf Dr B
prescribed omeprazole and two antibiotics (metrarade and clarithromycin).

2 Diverticula are pouches formed at weak pointhewalls of the gastrointestinal tract.
® Helicobacter pylori a bacterium present in the stomach when theats@san ulcer.
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2003

Mrs A next consulted Dr B on Day 1, when she presgbat his evening clinic with
abdominal pain, nausea and anorexia. Diverticulitess suggested by Dr B as a
possible diagnosis. A CT scan performed on the sdayewas reported as showing
“several small gallstones”, but “no evidence ofascess]”.

Mrs A continued to suffer from abdominal pain, &wB had a “strong impression of
inflammatory process in the [right iliac fossa]’oWever, in the absence of a definite
diagnosis, Dr B discussed with Mrs A the need fodiagnostic laparoscopy. He
considered caecal-diverticulitis, Meckel's diveuliis or appendicitis as possible
diagnoses. Accordingly, an exploratory laparosceygs organised to include a
probable appendicectomy and a cholecystectomy.

Day 5

Mrs A was admitted to the private hospital on themmng of Day 5. The nursing staff
had not been provided with any information abous Mrby Dr B. He advised that
this was because Mrs A was admitted soon aftecahsultation on Day 1, and there
had been insufficient time to deliver the informati Mrs A’s operation commenced
at approximately 4pm. Dr B was the surgeon and DreFanaesthetist.

Dr B’s handwritten operation note reports that patascopic cholecystectomy and
appendicectomy were performed. There were normadirfgs within the abdominal

cavity, particularly the small bowel, appendix,htigolon, right ovary and gallbladder.
The gallbladder was excised. The appendix was @keised and the small bowel
examined. The surgery finished at approximately Bjgins A spent the next hour and
a quarter in the theatre recovery robm.

In recovery, Mrs A was reported as awake and caaite with no nausea. She was
given 100mg of tramadol orally as pain relief. At@m, her blood pressure was
noted to be low, and one unit of Haemateeds given intravenously.

Mrs A returned to the ward at 7.15pm. She was céoecdoy RN Ms M. Ms M
recorded that Mrs A’s blood pressure was 85/57mnafd, that she was complaining
of severe abdominal pain, for which 25mg of petiedivas administered at 7.15pm,
and 1g of Panadol at 7.30pm. Mrs A was still exgesing pain, and 100mg of
tramadol was given at 8.30pm.

Night shift Days 5/6

At 10pm, Dr F telephoned Ms M to advise that nugsstaff should avoid the use of
pethidine® However, at 11.30pm, Mrs A was recorded as “cisied ++ with [left-
sided] abdominal pain, restless and unable totiile geripherally cool and clammy

* PACU: Post Anaesthetic Care Unit.
® Haemaccel: a fluid given intravenously to incregiseulatory volume.
® There is no recorded entry in the notes to expldip Dr F provided this advice.
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[and nauseous]”. RN Ms H, who was the night nurmeng for Mrs A overnight,
recorded in the clinical record that she telephoed, who was the on-call doctor
(RMO’) on duty Dr C stated:

“On the night of [Day 5] | was on night duty ... Axganation was given that
[Mrs A] was an anxious patient with significant ggerative pain and a verbal
message from ... [Dr F] to try and avoid pethidineesomed by me to be on the
theoretical basis of ampulla contraction and thes possibility that this would
cause more pain. My discussion with the nurse dtl neveal any absolute
contraindication to pethidine, and so | ordered esopethidine (100mg/IM
[intramuscularly]) to be given with 500ml Haemacesl [Mrs A] was somewhat
cool peripherally. Instructions were given to réaale if this pain relief was
inadequate.”

Ms H recorded that 100mg pethidine, given at 11nd0mpad an “excellent effect”.

At 3.20am on Day 6, Ms H administered 100mg trarhaddvirs A was again in pain.

However, at 4.45am, Ms H called Dr C again as Mmwas “disabled by pain” on the
right side of her abdomen, and “restless and clambwyC ordered that Ms H give

more intravenous fluids and 100mg pethidine IM. ®lso ordered that a urinary
catheter be inserted “to rule out hypovolaemia ..urimary retention”. He stated that
he should be contacted again if there was a lomewutput. He did not attend Mrs A.
He stated

“As the telephone calls occurred over two years, dgdo not have a clear
recollection of the contact. My usual practice hegras to attend the patient if the
observations that | am given suggest the needskessment, if the nurses ask me
to attend, or if there is any concern. It is myalguractice to advise the nurse to
call back if | have given a verbal order, or atiethéind assessed the patient, and
the proposed course is not working.

| would not have contacted [Dr B] in relation toheir of [the] calls, as the first one
was routine post-operative pain management, andebend call related to further
pain management issues. On the second occasiomlt vatso have anticipated
that [Dr B] would have shortly been reviewing hitipnt, at the morning ward
round.”

" RMO: Resident Medical Officer. The private hospigmploys five RMOs, who provide medical
support out of hours. These doctors can be comtdmgtehe nursing staff to provide advice. The peva
hospital advised that, during the day, individuahsultants must make their own arrangements to
provide cover in their absence. See discussiop atlp12, below.

8 In his statement to the Coroner, made on 3 Nove20@5.
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Dr C described the calls from Ms H to be “[nothirmgher than routine postoperative
pain management inquiries”. He made no clinicabreéof the care he prescribed.

Ms H contacted Dr B at 5.40am because she wassstii concerned about Mrs A’s
condition. Ms H told Dr B about “[Mrs A’s] pain, Yo [blood pressure] and feelings of
impending doom”. Dr B recommended that a differamtlgesia be given (Buscopan),
and that the catheter was to be left in place. |l stated that he would review Mrs A
later, and he “did not feel it was necessary forYM] to be seen by RMO”. Dr B
stated:

“I was rung by the night nurse ... the morning afMrs A’s] surgery. [The nurse]
explained to me that [Mrs A] was in pain and herool pressure had been a little
low but this had responded to intravenous infusmn Haemaccel on the
prescription of the resident medical officer empgdyfor overnight duty. My
understanding was that this doctor had visited [Mrand examined her.

The nurse and | discussed the case including whetkeanted the Doctor to
examine [Mrs A]. By this, | interpreted the queatias did | want him to examine
her again. | only found out later that he had ndact examined [Mrs A].

| explained to the night nurse that | would bedrsée [Mrs A] within two or three
hours anyway and it seemed that as the hypotensiich was not at all
uncommon after laparoscopic cholecystectomy, hadlved, there seemed to be
no urgency. Given the extensive pain [Mrs A] hatfesad prior to surgery | was
not surprised that she was experiencing pain postatively, but was concerned
that | should visit to see her if there were anyamproblems.”

Dr F called the ward at 6.20am; Ms H described Mis condition and related her
concerns to him. Dr F prescribed 5mg of frusemid@ch was given at 6.30am. Ms H
also administered 20mg Tilcotil and 1g Panadol as Mwas still in pain.

Ms H decided to complete an incident form at the eh her shift as she was
“unhappy about the way [Mrs A] had been”. The fowas completed by the after-
hours manager; there is no record on the form of later actions taken by the
management of the private hospital. The form rezahg care provided to [Mrs A]
during the night, and that [Dr C] was called tw&sel [Dr B] once.

Morning shift Day 6
Ms M took over from Ms H for the morning shift.

Dr B visited Mrs A “sometime before” 8am. He statbdt she was complaining of
“diffuse abdominal pain”. He noted that she hadhiged temperature (37.8°C). He
concluded that the pain “was the same as her praigepain”:

“l decided that what she was experiencing was alpno of pain management, so
care for her should involve pain relief along witlatchful observance for any
deterioration.”
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Dr B decided that the raised temperature was cabged chest infection or “?
atelectasis® Dr B recorded that Mrs A was to stay in hospitad af her temperature
“spiked” again, she should have a chest X-ray.

Clinical coordinator Ms D accompanied Dr B on thargdvround. She stated that she
and the other nurses were not satisfied with Mis gxogress, and she discussed with
Dr B whether further investigations should be dtmg&y to diagnose the cause of Mrs
A’s pain. Ms D said that Dr B did not believe fugthinvestigation was necessary, and
to “just get [Mrs A] up and going”. Ms D stated:

“[W]hen [Dr B] came around that morning to do thard round I told him about
the night that [Mrs A had] had. | told him how [\M§ had been in touch because
we’'d had problems with pain, the blood pressure agament ... So [Dr B],
before he went into the room to see the patient awmare of the patient’s
condition. And when we went into the room he thaw siow she was and decided
that she wouldn’t go home that day.”

Ms M stated that Mrs A had some pain and nauseghwhkas “somewhat relieved
with analgesia and anti-emetics”. Ms M described Mis progress, in the context of
being the first day after surgery, as “somewhaw&ld/s M added that she had been
able to gain “some control over [Mrs A’s] pain”. Wever, Ms M’s clinical note
recorded that, because of the pain, Mrs A couldhbeed to the edge of her bed only
with the assistance of two nurses, and she wasleitalwalk. Because Mrs A was
still in pain, 20mg Buscopan was given at 11am,s0wg tramadol at midday.

At 12.27pm, a facsimile was sent to the privatepitatfrom the medical laboratory
that had analysed Mrs A’s blood test, which hadnbeszeived by the laboratory at
11.34am. The C-reactive protein was 97mg/L (norndal7mg/L), and the serum
albumin 28g/L (normal: 34-50g/L).

Afternoon and evening shift Day 6
RN Ms | was on duty in the afternoon and evenirgging for Mrs A. Ms | gave 1g
Panadol to Mrs A at 1pm.

Dr B returned later that day, at 6pm. He stated Mies A was still experiencing
abdominal pain, but was sitting out of bed, “eativey dinner”. Dr B stated that her
clinical observations and urine output were allrtnal”.*

In contrast, Ms | stated that Mrs A’s “level of pahad increased throughout the
afternoon”, and recorded that Mrs A was toleratiogly fluids, and needed

° Atelectasis: incomplete expansion of a lung.

% |n his statement to the Coroner dated 20 June ,2D®3B stated that “[Mrs A] seemed able to
mobilise and eat satisfactorily postoperativelytiufate on Day 7, and that “[tlhe pain was not
requiring a lot of narcotic analgesia (pethidineswgaven only twice on the first postoperative daty,
[4.30am and 8pm] after | had visited).”
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encouragement to drink. The fluid chart indicatkdtt by the evening, Mrs A was
taking only sips of water; in the morning, she teicen only 150ml in total.

Ms | also recorded that it had taken the assistanh¢&o nurses, the physiotherapist,
and the use of a walking frame to assist Mrs Adbagit of bed.

On Dr B’s instructions, and on account of Mrs Aergistent pain, Ms | administered
20mg Buscopan at 6.35pm. However, Ms | was stiticeoned that Mrs A’s pain was
not controlled, and she spoke to Dr F. On his utsions, she administered 100mg
pethidine at 8pm.

Although she thought there was “some improvemant®irs A’s condition, Ms | was
still concerned. Accordingly, she contacted theydiaictor, Dr J, to review Mrs A.

Night shift Days 6/7
Ms H was on duty overnight, looking after Mrs A fosecond night.

Dr J assessed Mrs A at 10.15pm. Dr J recordedMh&tA said that the pain she was
experiencing was similar to what she had exper@gmueoperatively. Following a

clinical examination (which included a temperatof&7.4°C) Dr J's plan was to send
a specimen of urine, give pain relief, keep “nillputh” and on intravenous fluids,

and for the nurses to call him again if Mrs A’'s gmukose or blood pressure fell. Dr J
also indicated that Mrs A was to be reviewed tHeWing morning by the surgeon.

Ms H gave Mrs A 1g Panadol at 11.45pm.

Ms H recorded that Mrs A had been “unsettled aesiimand was “mobilising very
slowly”. Although Ms H recorded that Mrs A’s clirdtobservations had been stable,
she noted that her abdomen was distended. Durengigfint, Ms H administered 20mg
Tilcotil at 12.20am, 50mg pethidine at 2.30am agdP&nadol at 5.15am.

Morning shift Day 7
Ms K was the nurse caring for Mrs A on the mornifdpay 7.

Dr B assessed Mrs A at 7.30am (there is no recdrthie assessment and no

description of Mrs A’s abdomen). Ms D was pres&tie stated that she and the other
nurses were not satisfied with Mrs A’s progressl sime discussed with Dr B whether

further investigations should be done to try taydi@se the cause of Mrs A’s pain. Ms

D said that Dr B did not believe further investigatwas necessary, and to “just get
[Mrs A] up and going”.

Dr B said that Mrs A described “persisting but mtétent pain”. He stated that he
examined her, but found no signs of peritonitis. s&d that the nursing staff
commented that there had been difficulty “mobilisMrs A”. He added:

“That turn of phrase was consistent with them esgirgy that they also thought
there was no serious illness present. Normally theyld use other phrases if they
had concerns about a patient’s condition.”
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Ms D advised that Dr B “considered it was the sa@Mrs A’s] preoperative pain”.
Ms D stated:

“When [Dr B] said we were going to get [Mrs A] updagoing, | said to him:
‘This lady needs two nurses and a physio to hetphge out of bed, she’s got
unrelenting pain.” And | took from saying thosenidgg and things similar to that
that he got the idea that we were not going totlgist lady home. And also by
asking him about more tests, | said something'srightt ... we need more tests
and | took from that he understood that | was tryim explain to him the severity
of the situation [because] | also went through [Mis] observations, all the other
things, it wasn't just the unrelenting pain, thare a few factors that would say
this lady is not going home today and we wantedentests done and he knew
that. | feel very confident he knew | was not happ this patient.”

Ms K stated that, at the stage Dr B assessed Mtsie] had not had her breakfast
and had not been mobilised”. At 8.05am, Mrs A wiagrg 50mg tramadol.

Ms K assisted Mrs A to have a shower, but the alidainpain worsened, and Ms K
administered 1g Panadol at 9.30am and 50mg pe¢thatif.40am. Ms K spoke to Ms
D as she felt that “something was not quite righhyMrs A]".

Although surgical registrar and on-call RMO Dr Lsvaot employed to provide care
for Dr B’s patients (he was responsible for theeaafranother surgeon’s patients), Ms
K was instructed by Ms D to ask Dr L to assess Mnshile he re-sited her venous
cannula.

In a retrospective note, written on Day 8, Dr Lteththat he “briefly assessed” Mrs A.
He found her “comfortable after the pethidine itij@a’; her abdomen was soft, with
no distension, and she had “mild tenderness” irrigét iliac fossa. He recommended
that the nursing staff continue with the observaiand contact Dr B if there were
any concerns. He added: “I was not [on] his teamh lawas going to theatre for a
whole day shortly.”

At 10.25am, Mrs A was given 20mg Tilcotil. Ms K alsecorded Mrs A’s clinical
observations, which included a respiratory rat8@breaths per minute (bpr)Ten
minutes later the respiratory rate had fallen top26.

At 11am, Mrs A was still experiencing pain, and Kisliscussed pain relief with Dr
F, who happened to be in the ward. Following thecussion, Ms K administered
100mg tramadol at midday. At that time, Mrs A’spieatory rate had risen to 36bpm,
and Ms K noted that Mrs A “had only a few nibble$food.

! Normal respiratory rate is between 12—20 breaghsmpnute.
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Ms K took Mrs A’s observations again at 1.15pm. Helse had risen to 129 (normal:
60-100), her respiratory rate was 36bpm, and mepeeature 37.1°C. Ms K assisted
Mrs A to the toilet, where she passed 15ml of urift@s was the first time she had
passed urine since 4am. Mrs A was given 1g Parado#i5pm.

Ms K was concerned about Mrs A’s condition, basedher “unrelenting pain”,
deteriorating clinical observations, and low urtugput. Ms K discussed her concerns
with Ms D, and they decided to call Dr B togeth&t this time, Dr B was at a clinic
approximately 65km from the private hospital.

Ms K stated:

“l spoke with [Ms D] and she was with me when kfgioned [Dr B] at [2pm]. |
strongly verbalised the need for him to come andeve [Mrs A], due to her
increased pulse which was 129, and decreased oxsgeration¥ ... and her
decreased [urine] output ... | told him [Mrs A] hadrelenting right flank and
abdomen pain despite the analgesia given. | totdwe had taken a blood [test]
and were awaiting results from the lab ... [Dr B]dshe would come and review
her [after his clinic].”

Ms D stated:

“IMs K] rang and | was there encouraging her withe tconversation and
prompting her [because] [Dr B] was not getting thessage that this patient was
not progressing and the same message that we Wxd Igim [that] morning that
we wanted more done. He said he was going to conag¢ the end of his clinic.
We took that to mean that his clinic was soon fimg and he would be coming in
soon from [the clinic].

| think [Ms K] made it very clear ... Our understamgliwas that he was finishing
clinic soon, not several hours later.”

Ms K’s clinical record states:

“Called [Dr B] [at 2pm]. Verbalise need for him teview [Mrs A] due to
[increasing pulse] and [decreasing oxygen saturatiand decreasing urine
output]. Told of unrelenting pain ... despite anaiges. [Dr B] said he would
come and review [Mrs A after] [clinic].”

1292% at 9.30am, 95% at 10.35am, 93% at 12pm, 964 &pm.
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Dr B stated:

“I was rung by the nursing staff at 2pm that aftenm. The nurse suggested that |
might like to review [Mrs A] again as there had beedeterioration. She had not
passed any urine that morning and she had becarhgctadic. | asked the nurse
to arrange an abdominal ultrasound ... At that stages at [a clinic] and |
explained to the nurse that | would be returninghimi two to three hours and
would see [Mrs A] then.”

Afternoon shift Day 7
Ms K handed over to RN Ms M.

At 3.33pm, the ultrasound report was sent to theleg fax. The conclusion stated:

“Marked limited visualisation due to extensive bbwas. It is not certain whether
the gallbladder has been removed, and if so tisefleid in the gallbladder fossa,
as well as free fluid in the pelvis.”

Ms M discussed the report with both the morningtshi nurses (who were still
present) and the afternoon shift nurses. She atiidsé3 of the ultrasound report and
blood results during a telephone conversation \with. According to Ms M, “[h]e
said he would be in to see [Mrs A] soon”. Ms K gawes A 25mg Buscopan, and
commenced an IV infusion at 4pm.

In contrast, Dr B stated that the next time he valked after the 2pm call from Ms K
and Ms D was “by one of the resident medical staffsay that [Mrs A] had
deteriorated”.

Ms M stated that the Buscopan had no effect. ADgn83 Ms M was unable to obtain

an oxygen saturation recording, and Mrs A’s pulsd hlood pressure were heard
“only faintly”. The nursing staff contacted Dr Lhe immediately came to the ward to
assess Mrs A, bringing with him a consultant sungeto happened to be present at
the time in the private hospital.

Dr L stated that, when they arrived, Mrs A was ok, with no radial pulse, and no
urine output since the catheter had been removesudRitation was commenced, and
Dr L telephoned Dr B, who arrived “shortly” aftdret call.

Ms M recorded that Dr B arrived at approximatel¥3pm, and Mrs A was taken to
theatre at 5.30pm. The anaesthetic record indi¢datdsthe operation commenced at
6.15pm. However, Dr B’s operation note states thatoperation started at 3.58pm
(“1558"), and the “knife to skin” time was 4.25p16R5”).

Mrs A was taken to theatre, where Dr B performdaparotomy. He found “extensive

blood-stained fluid in the abdomen”, and repairéule¢ perforations and two

“incipient” perforations of the small bowel. Mrswas transferred from theatre to the
intensive care unit at the private hospital.
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Days 8-10

Because Mrs A’s condition remained critical, sheswasansferred to a public
hospital’s intensive care unit at 1lam on Day 8. ddininately, Mrs A’s condition
deteriorated further, and she died on Day 10.

Coroner’s findings

An inquest into Mrs A’s death was carried out. Tmroner released his findings on
11 July 2006. He stated that Mrs A died of “mubltdan failure consequent upon
intra-abdominal sepsis due to perforation of thginem (small bowel) which
occurred at [the private hospital] ... and the cirstances of her death being delayed
diagnosis and treatment of that perforation at pifreate hospital]”.

The Coroner stated:
“They are matters of great regret, and also cir¢cant®s of [Mrs A’s] death that

» [Dr B’s] failure to address the possible causethefhigh pulse rate [Mrs
A] had at [5.30am] on [Day 7] and to make explmitlers to take hourly
observations led to delay in recognition of hovsiie was;

e [Dr L] did not recognise how ill [Mrs A] was wherehsaw her at about
[10am] ... and did not report to [Dr B]; and

e [Dr B], when informed of [Mrs A’s] condition at [2p], did not
immediately return to [the private hospital] andtive meantime arrange
for the attendance of a senior doctor to organise resuscitation and
further treatment on his behalf.”

The Coroner made the following recommendations:

“[The private hospital] undertakes a complete revad its working relationships
with visiting specialists, paying particular attent to compliance with hospital
policy in respect of the provision of informatiotine format and completion of
clinical records, and RMO employment policy; and

[The private hospital] obtains and implements sadVice as will obviate, as far as
is possible, the many failures of communicatiomattiple levels demonstrated in
this inquest. It may well be appropriate that #iwice be obtained from external
sources with expertise in these matters.”

Employment of RMOs at the private hospital

Medical cover at the private hospital

The private hospital employs five RMOs to providiemahours cover. During the day,
individual consultants must make their own arrangiet® to provide cover in their
absence.
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On 3 October 2002, Ms E, Director of Nursing, wrtiieDr B. She suggested that Dr
B employ an RMO. Dr B chose not to employ an RMQawer in his absence. He
said that he expected to be called by the nurdaff“for every problem”.

The private hospital submitted:

“The suggestion that [Dr B] share the employmerdoRMO was also because of
a sense that [Dr B] was isolated from his surgpesdrs in [the area]. This meant
he was less likely to involve them in the more idifft judgement decisions in
relation to particular patients.

However, at this stage the Hospital did not consileas appropriate to require
[Dr B] to employ such a person.”

The private hospital advised that the policy hasnbaltered since this incident, to
state that if an RMO is consulted twice by teleghothe RMO “must physically
assess the patient and make a clinical record’eitraddition, the RMO must inform
the consultant of the care delivered.

RMO job description
The private hospital’s RMO job description statied main purpose of the role:

“To assist with the care and treatment of patieatt§the private hospital] as
directed by the medical consultants and provide @diate patient care in the
event of emergencies.”

The key tasks included:
* Ward work, including checking of selected patiei¥slines, etc.

» Assistance with care of inpatients.

 Initial call to urgent medical problems.”

[The private hospital] standardunior Medical Staff, Assessment of Patients after
Hours (12 April 2001) states:

“Standard: To appropriately respond to patient’s nedical care requirements

* When called to assess a patient after hours, attetitk request as soon as
possible.

12 H)'( 30 April 2008

Names have been removed to protect privacy. Igemgifetters are assigned in alphabetical
order and bear no relationship to the person’s attuame.



Opinion 06HDC13334

* Find out from the attending nurse relevant infoiorat
* Introduce yourself to the patient.
» Gather necessary information.

» If the situation is not immediately life threategjnnform the attending
consultant and follow his advice.

* Document the history and findings and the actidtenain the progress
notes.”

Employment of Dr C as RMO
Dr C was employed as an RMO at the private hospitaD03. In his statement to the
Coroner dated 3 November 2005, Dr C stated:

“In 2003 | embarked on the general practice tragréourse. | was also, in 2003,
employed at [the private hospital] to provide atteurs care, one day a week, in
the capacity of a Registered Medical Officer. | thame to be employed in that
capacity. ...

| was the Registered Medical Officer rostered oty dn the night of [Day 5].”

Prior concerns about Dr B’s practice

The private hospital stated that the concerns sgpreabout Dr B’s practice prior to
Mrs A’s operation had not reached a level whemgas appropriate to take action to
restrict his practice. In response to the proviagiapinion, the private hospital stated:

“In early 2002 there had been difficulties with oo [Dr B’s] operations at
[another] Hospital and this had been reportedite @PHB]. [The private hospital]
became aware of the issue. (It should be notecdattithiat time [the other] Hospital
was not part of the [private hospital] group andraped independently.)

The General Manager of [the private hospital] sptkdDr B] after becoming
aware of this matter. The content of the discussaecorded in letters to [Dr B]
dated 22 February and 11 April 2002. Further infation about the incident was
requested. [Dr B] did communicate with the senianagement and the other
hospitals involved did not take further action. TMedical Council was involved
to review [Dr B’s] practice.
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In August 2002 a letter was written to [Dr B] agkiabout the Medical Council
review. The letter records [Dr B’s] reluctance tsadiss the matter with [the
private hospital]. A specific request was made mayy a response with the
indication that the issue was to be referred te fthivate hospital’s] Credentials
Committee'®

This exchange of correspondence led to a meetitiy [@r B] on 17 September
2002. The content of the discussion was outlinea iletter to [Dr B] dated 3
October 2002. This letter records the discussioouglmissing pre-admission
patient information and other issues which included rumours which were
circulating. Further information was sought.

All this information was considered by the hospit&redentials Committee at its
meeting on 10 October 2002. It was considereddlearer practice guidelines had
been established and agreed with Dr B. It was dgdethat the relationship
(including communication) would improve as a result

In addition to these efforts, on 29 May 2003 [thevate hospital] wrote to the

Medical Council to ask about the review of [Dr B{ghctice. This followed advice
from the Medical Council to [Dr B] dated 15 May Z@onfirming he had

satisfactorily completed a competency review. [fnizvate hospital] received a
reply dated 12 June 2003. The Council had deci@edHs] practice was not

deficient. It was only after receipt of this advittet the Credentials Committee
recommended the renewal of [Dr B’s] annual opeggapirivileges.”

The Medical Council advised that Dr B underwenbepetence review in late 2002
to early 2003. The Council advised that no recondagans were made as a result of
the review.

1 The private hospital had a well established cradiing/privileges process in place in 2003, and is
moving towards defining specific clinical resporiliies (scopes of practice). Any clinician seeking
operating privileges at [the private hospital] mhstcredentialled, on appointment and then annually
The clinician submits an application which is caesed by the Credentials Committee. The Committee
makes a recommendation to the Chief Executive, misithen considered by the Board.
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Independent advice to Commissioner
The following expert advice was obtained from sorg®r lan Stewart:

“Purpose

To provide independent advice about whether [Dr d&neral surgeon, and
[the private hospital] provided an appropriate dtad of care to [Mrs A]
(dec).

[At this point, Dr Stewart provides: a backgroundtie case; a list of the information
provided to him; and the questions asked of himckwhe repeats in his report. This
section of Dr Stewart’s report has been omittedfewity.]

Background

[Mrs A] was referred by [her doctor] to [Dr B] in &ich 2002 with a 10 day
history of right iliac fossa pain associated witidaminal distension, nausea
and diarrhoea. She admitted to some mild weights.lolm 1995 a
gastroenterologist, had diagnosed [Mrs A] withtaiole bowel disease. At this
March consultation she was mildly tender in the ;Rifis was the only
significant physical finding. All blood tests wermrmal. A CT scan was
organised which showed a hiatus hernia and commentegaecal loading of
the colon. [Dr B] organised a colonoscopy and thésnonstrated sigmoid
diverticula and a small benign polyp was removeunfithe transverse colon.
Apart from the diverticula there was no particudéagnosis reached from this
consultation or the subsequent investigations. Atimdater in April of 2002
she consulted [Dr B] again, this time with the paiare localised in the right
upper quadrant and radiating through to her backa ©ouple of occasions she
was woken with the pain. [Dr B] queried biliary paalthough again
investigations were non contributory. The bloodtgedone including liver
function tests, amylase and C-reactive protein vm@renal. An ultrasound of
her abdomen done or"&pril showed no evidence of biliary disease. On
10" April 2002 a gastroscopy confirmed a hiatus heamd gastric biopsies
were positive for helicobacter pylori and she wesspribed the triple therapy
regime.

[Dr B] did not see [Mrs A] after that until [2003khen she once again
presented with abdominal pain, nausea and anor@riarticulitis was raised
as a possible diagnosis. A CT scan was organisethwshowed gallstones. At
that time [Mrs A] was apparently diagnosed as adbdine diabetic’. Physical
examination continued to demonstrate tenderneskeirright iliac fossa and
[Dr B] had a ‘strong impression of inflammatory pess in the RIF’ however
in the absence of a definite diagnosis he discussgd[Mr and Mrs A] the
need for a diagnostic laparoscopy. He raised cakeaiticulitis, Meckel's
diverticulitis or appendicitis as possible diagrss&ccordingly an exploratory
laparoscopy was organised for [Day 5]. The conpemtess acknowledged the
high likelihood her gallbladder and appendix wolkdremoved at the surgery.
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Operation and postoperative

The surgery took place on [Day 5]. From the documnemovided there is
some conflicting evidence as to the time of thegsmy. On [Dr B’s]
handwritten operation report the operation is sailave started at 8 minutes
past eleven and finished at 1744. | presume thia mistake as it would
indicate a six hour operation. The more likely tiofehe operation was late in
the afternoon at about 1600 as is indicated oratteesthetic sheet. Surgery
appears to have taken approximately one hour ahdlfato complete. The
hand written operation note reports normal findivgshin the abdominal
cavity particularly the small bowel, appendix, tigtolon, right ovary and
gallbladder. The gallbladder was excised with chpglied to the cystic duct
and cystic artery. The appendix was also excised e small bowel
examined from end to end using atraumatic Babcaockeps. The surgery
finished at approximately 6 o’clock in the eveniflrs A] spent the next
hour and a quarter in the recovery ward beforemetg to the ward.

In recovery she was reported as awake and comferteith no nausea. She
was given 100mg of tramadol orally. At 1840 herdolg@ressure was noted to
be low and 1 unit of haemaccel was given intravehyoushe returned to the
ward at 1915 hours with a blood pressure of 857 an instruction if the BP

remains low to be given further haemaccel. She ewsplaining of severe

abdominal pain, light headedness and nausea. Teagunotes report she was
given pethidine and tramadol although | cannotleista from the notes the

exact time of the administration of these drugstheramount given.

[Dr F], the anaesthetist, phoned in at 2200 hondsitreports he requested the
nursing staff to try and avoid giving pethidine. 2330 hours the night staff
nurse reported [Mrs A] to be very distressed widimpmainly on the left side
of her abdomen. She was restless and periphewtlyand clammy. She was
complaining of nausea. The resident medical offiberC] was contacted and
on hearing her blood pressure was 89/60 he adwsedg a unit of IV
haemaccel stat and 100mgs of IM pethidine. Sheoregd well to that
treatment and began taking a few sips of ice ar&@he slept until 0300 (on
[Day 6]) but once again was troubled by severet sited abdominal pain and
was restless and clammy. [Dr C] was contacted a@&ig445 hours) and once
more he suggested giving a unit of haemaccel IVahdther 100 mgs of IM
pethidine. An indwelling urinary catheter was inedr at that stage with
650mls of urine drained. At 0530 her blood pressuass 120/80 and [Mrs A]
reported feeling dizzy and ‘scared to close heseyBr B] was notified of her
condition at 0540 hours on [Day 6] and in respotséer abdominal pain
problem he suggested using buscopan. [Dr B] wasdaskether or not it was
necessary for the patient to be seen by the residedical officer and he did
not feel that was necessary. At 0620 on [Day 6t,FPrang in and prescribed
5mgs of IV frusemide. At 0700 [Mrs A] reported fieg) better and had a heart
rate of 100 and a BP of 110/70. Her oxygen satumatias 97% on 2 litres of
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oxygen. Shortly after that time she was seen by H)r He suggested
decreasing the intravenous fluid, giving a diet@srated and mobilising her
with encouragement of chest physio. The staff naosering the night shift on
[Day 5] was so concerned about [Mrs A’s] clinicabation and for her need
to seek advice that she reported these facts incaent report detailing the
night’s activities.

Throughout the late morning of [Day 6] the nursimgtes report [Mrs A]
complaining of a lot of abdominal pain and naus&dse was mobilised by the
nurses to the edge of the bed but could not t@esalking due to the pain.
Blood results from [Day 6] at 1130 hours showeaarhoglobin of 122, WBC
count 6.1 (neutrophils 86.2%, lymphocytes 8.2%liwm 143, potassium 5.1,
creatinine 74, total protein 52 (60—-83), albumin(28-50), C-reactive protein
97 (0-7) and her AST/ALT were increased. Perhagsifstantly the blood
film reported a left shift of the neutrophif§Later on in the afternoon of [Day
6] she was seen by [Dr B] and prescribed buscopapdin at 1835 hours. It
was documented at that stage she could only getfdaged with the help of a
physiotherapist and two nurses and the use of kivgaframe. Her pain was
mainly in the right side of her abdomen but alsdhi@ right shoulder tip and
suprapubic. At 2000 hours on [Day 6] she was gavd®0mgs of IM pethidine
and 10mgs of maxalon orally. It was reported she tokerating oral fluids but
needed encouragement to take them. The coverirderesnedical officer for
the night of [Day 6], [Dr J] was called to see [Mkkat 2230 hours on [Day
6]. He took a history from [Mrs A] who was compleig again of abdominal
pain mainly in the right side and also shoulder She apparently had had
some marginal benefit from pethidine. Her boweld hat yet opened and she
had not passed wind. On examination he found hdiscomfort with a tender
abdomen and scant bowel sounds. Her temperaturé8wdswith a pulse of
100-108. Respiratory rate was 16—18 per minute ptdscribed further IM
pethidine and recommended that she be reviewedenntorning by the
surgeon.

On the morning of [Day 7] [Mrs A] was seen by [Df &d the blood results
from the previous day were discussed. In partictharraised liver function
tests were noted. At that visit [Mrs A] had not @e$ any flatus, her
abdominal pain was discussed with [Dr B] and thectgsion was that this
was the same pain as her ‘preoperative pain’. @aatadol was given. After
[Dr B’s] round [Mrs A] was assisted to a chair ugsia frame and noted to be
in some discomfit. She was then assisted in thevshbut because of severe
increased pain especially in the right flank shes \masisted back to bed at

4 The left shift of neutrophils on blood film wasparted on Day 7. Dr Stewart subsequently stated:
“This does not alter the fact that some blood tést$ the white cell count) were abnormal on [Day 6
(protein, albumin, C-reactive protein) and whitstge are relatively non-specific abnormalities aotd
diagnostic, they may be relevant when looked #héncontext of a patient who is not progressing.”
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0940 hours and given 50mgs IM pethidine. At thatetiher respiratory rate
was noted to be 34 per minute, oxygen saturatid&é on 3 litres of oxygen
and a blood pressure of 110/80. The resident miedifieer [Dr L] replaced
her intravenous leur and at 1025 intravenous teaoxiwas given along with
maxalon. [Dr L] made no comment on [Mrs A’s] clialsituation'®

At 1100 hours her abdominal pain continued andch&rriM pethidine was

given along with tenoxicam and oral panadol. [DrtRg anaesthetist, arrived
(it is unclear whether he examined [Mrs A]) and aeptly altered the

medication. With the pain continuing tramadol waseg at 1200 hours.

Registered Nurse [Ms K] and the physiotherapistewmmncerned about [Mrs
A’s] ongoing pain and rising respiratory rate (aiststage approximately 36
resps/min). In the early afternoon it was noteddMi had passed only 15mls
of urine since the catheter had been removed appately 8 hours earlier.

Nurse [Ms K] and Charge Nurse [Ms D] discusseddéeriorating signs and
symptoms and at 2pm rang [Dr B]. He was told altbetincreased pulse
(129/min), her increasing oxygen requirements anrdliecreased urine output.

[Dr B] requested an ultrasound to be done and vasng to hear the morning
blood results. He said he would review [Mrs A] aftés clinic in [...]. Some
time around mid-afternoon, Nurse [Ms M] rang [Dr*Bivith the blood test
results (increased creatinine) and the ultrasoapdrt. He said he would be in
to see her soon and to give her IV saline.

Later in the afternoon (1630 hours) [Mrs A] cleadgteriorated, low blood
pressure, increased pulse and peripherally colagigils of worsening septic
shock. Both Nurse [Ms M] and the Staff Nurse sumetbdoctors including
surgical registrar [Dr M], and [another surgeonfey tried contacting [Dr F]
the anaesthetist, but he was unavailable. [Anotieaesthetist who was in the
hospital, arrived. [Dr B] arrived after 5 o’clocké [Mrs A] was immediately
taken to theatre for a laparotomy.

Observations

(1) Every nursing report from immediately postoperatiie late in the
afternoon on [Day 7] when [Mrs A] returned to threastates concerns
about the degree of pain and discomfort [Mrs A] waduring.

(2) Throughout the entire 48 hour period from the fiogeration until the
second procedure [Mrs A] required regular IM peitied Evidence from

!5 Dr M’s notes were written retrospectively on Day 8

16 Dr Stewart subsequently acknowledged that Dr Bnpticthe nurses, but stated that “it is not crucial
or relevant who initiated the conversation”.
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the notes indicates at least 5 doses of pethidwvengluring that period.
This is in addition to other analgesics particglarhmadol and tenoxicam.

(3) The night shift immediately after the surgery (e early hours of [Day 6])
is of concern. Registered Nurse [Ms H] was so corezkover the severity
of [Mrs A’s] symptoms (pain and hemodynamic insli&i she called the
RMO ([Dr C]) twice. The level of concern she hadllisstrated by the fact
she filled out an incident report immediately fofiog that shift.

(4) On consecutive days (the morning of [Day 6] andrtteening of [Day 7])
[Mrs A] was not mobilising freely. Just to get teetbedside chair or the
bathroom required the assistance of more than orsen

(5) At no stage during the immediate 48 hours postapefg did [Mrs A’s]
gut function return. There are notes from the rues®l confirmed by [Dr
B], that after longer than 24 hours post operayiein the morning of
[Day 7]) [Mrs A] had not passed flatus. Throughdahis time she had
minimal oral intake. On the morning of [Day 7] sh& yoghurt and a
mandarin, prior to that some water.

(6) [Mrs A’s] blood test results on [Day 6] were notrmal. Her serum total
protein was 52 (normal 60—83) and serum albumin2@a@ormal 34-50),
both significant decreases. The C-reactive prowmas elevated and a left
shift of neutrophils was reported on the blood film

(7) [Dr B] maintains that:
a) There was no obvious peritonitis or concerning atidal signs
b) Her complaints of pain were consistent with hergpesymptoms
c) Blood tests were normal

d) Her behaviour (mobilisation and eating) was normal.

Before addressing the specific questions, | empbakie fundamental problem
in this case was a small bowel perforation (perhaewveral) with
contamination of the peritoneal cavity by small lebwontent and subsequent
overwhelming sepsis. The initial complication arofem a traumatic
perforation caused by the Babcocks forceps during small bowel
examination. | note [Dr B] and [the expert witn@gdso provided expert advice
on behalf of the family at the Coroner’s inquestyé raised the possibility the
cause of the perforation may have been drug (teaoXi induced. | believe
that explanation is highly unlikely. There are @pqANZ J. Surg 2001 71,
255-256) of non-steroid anti inflammatory drugs MBS of which
tenoxicam is an example) causing small bowel patimn. NSAID-induced
small bowel ulceration is also recognised and umoom but perforation is
rare and usually associated with long term usageadiperforations recorded
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have been in the ileum, not the jejunum. [Mrs Ads}forations were multiple;
in jejunum and prior to the surgery she had notnbaeregular user of
NSAIDS. | maintain her perforations were secondarythe procedure and
nothing to do with her postoperative tenoxicam. Enére case and opinion
hinges on the performance of [Dr B] and other madattendants including
the nursing staff recognising that this complicatibad occurred and
adequately responding to it.

Expert advice required

1. Please comment generally on the standard of cprevided to [Mrs A]
by:

a) [Dr B]

The standard of care provided to [Mrs A] by [Dr @}ring thepostoperative
period was deficient. Before elaborating on thenmphasise my criticism of
his care only applies to the postoperative periddthe preoperative
consultations, the investigations and decision ngkirocesses preoperatively
were satisfactory and these aspects would be seaisl{[Dr B’s]) peers as
reasonable.

[Mrs A’s] preoperative symptoms and minimal signserev difficult to
elucidate. Whilst resorting to exploratory lapamsgis a relatively rare event,
it is an accepted course of action providing fully discussed with the patient
and acknowledged by both surgeon and patient, thate may be no
significant findings and postoperatively symptomsympersist. [Dr B’s]
operating technique to examine the small bowel hynring’ it was
appropriate. (‘Running’ the small bowel means exang the entire length of
small bowel, approximately 5 metres, by passindeeding the bowel tube
from one gasping forcep to another). The small basveery mobile and can
be passed between instruments. The grasping fqrcafjed Babcocks, take
hold or grasp the bowel on its outside surface.s&htorceps are called
atraumatic and are designed to minimise the risgeoforating or tearing the
bowel wall during the grasping process). A disa#Edhe small bowel, such as
a tumour, inflammatory process or a narrowing wqarlobably be apparent by
this examination. Having found the small bowel te bormal, he then
proceeded with cholecystectomy and appendicectoboth reasonable
options, particularly cholecystectomy as the preajpee CT scan had showed
a gallstone in the gall bladder.

b) [The private hospital]

The general standard of care provided by [the privespital] to [Mrs A] is

largely limited to an opinion on the postoperatoage. The initial admission
process and theatre routines are appropriate aeck tis nothing in the
submitted documents to suggest inadequate nurafiglevels or inadequate
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provision of resident medical officer cover. Thenere problems with
communication which will be discussed under 6.

2. Please comment generally on the standard of postapree care provided
to [Mrs A] by:

a) [Dr B]
Referring to [Dr B’s] assertions outlined in ‘7’ der observations | believe
the evidence in the provided documents would chgéesome of these.

e During the first 24 hours postoperatively, [Dr B]ddnot recognise
peritonitis or any concerning abdominal signs.sltclear by [Mrs A’s]
reluctance to mobilise (requiring nursing and pbyessistance, using the
walking frame) that movement caused considerabl@ anable to
tolerate walking due to pain’). This was severenpas shown by her
analgesia requirements including the need for exguiM pethidine.
Throughout this period [Dr B] attributed [Mrs A’sjngoing pain to a
continuation of her preoperative pain. Whilst ity this is possibly a
plausible explanation, it became a highly unliketgenario, particularly
when other factors were becoming readily appaitenetfer to her unstable
and low blood pressure recordings, her reluctangrdbilise (she was not
restricted in her mobilitpre-operatively), her absence of gut function and
the abnormal blood findings. By the end of [Dayl 6glieve [Dr B] had a
responsibility to doubt his initial hypothesis that he was seeing was a
continuation of her preoperative symptoms. Predpetlsg she was not
requiring narcotic medication, she was not troubhetih mobilising, she
was not reluctant to eat and drink. It was a cormergrexplanation for her
pain for the first 24 hours but after that [Dr Bhosild have been
considering alternatives. By late on [Day 6] (a évening visit) he should
have recognised the amount of medication [Mrs Alswaquiring to
control pain was clearly excessive. This findingdd have alerted him to
the possibility of a postoperative complication.

Mitigating factors (her preoperative abdominal paitie difficulty
diagnosing small bowel perforation, suppressiomfldmmatory response
by NSAIDS) have been put forward by expert withesse explain or
rationalise the failure to make a timely diagnosismy opinion some of
this reasoning is ‘clutching at straws’. Whilst NIB& are anti-
inflammatory, | am unaware of the literature indiileg significant
infection is ‘masked’, particularly infection asveee as would occur
following enteric perforation. | think it highly iprobable that the short
term tenoxicam given to [Mrs A] would have had aale in ‘suppressing
inflammation’ to the extent her symptoms and sigiese masked. Also,
these mitigating factors have been used on thermgggan [Mrs A’s]
recovery was proceeding ‘normally’. She clearly wast. | am not
suggesting [Dr B] should have diagnosed a small dbogejunal)
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perforation, but 24 hours and certainly 36 hourtovang this type of

laparoscopic surgery, if the patient is not progjreg then the suspicion of
a complication having occurred has to be high. &bgbthe commonest
complication following this type of surgery causimggoing pain and
failure to progress would be a collection of eithkrod or bile in the upper
abdomen. Acceptable standards of care in this tetualemand further
investigations (? CT scan, repeat laparoscopy?rdsgay) either at

24 hours or certainly at 36 hours postoperatiordidy on [Day 7]).

Surgeons practising regular laparoscopic procedugsticularly
laparoscopic cholecystectomy and laparoscopic appectomy would not
expect their patients to be still requiring regulairamuscular pethidine
24 hours after the surgery. In one study of lapgap& cholecystectomy as
a day case procedure (BJS 2004: 91; 312—-316) dgesiw pack given on
discharge consisted of paracetamol, ketoprofen dia steroidal anti-
inflammatory) and tramadol (an opoid-like analges#6% of patients felt
happy with this regime. As in that study [Mrs AJsal had NSAIDs
(tenoxicam) and tramadol, but this was not helpangl she required in
addition several doses of IM pethidine during thrstf24 hours post
operation. This was a clue that the recovery wagraceeding smoothly,
indicating a level of concern requiring closer istigation.

* The blood tests on [Day 6] were not normal. Inipatar, serum protein
and albumin levels were decreased and whilst nagndistic this is a
significant finding indicating a catabolic stateadte in the evidence from
[the witness who provided expert advice on behélthe family at the
Coroner’s inquest] (point 4 of his evidence) hermsiledges the blood
tests on [Day 6] were abnormal but could reasonbblynterpreted as a
‘normal post surgical effect’. | strongly opposeatthview. The main
advantage of minimally invasive surgery is to avibid traumatic catabolic
effects of open surgery. Most patients go home iwi@4—36 hours of
laparoscopic procedures, particularly the operajdrs A] had. Whilst
reductions in serum protein and albumin occur afipen abdominal
surgery, (particularly major surgery involving bdwesections or for acute
inflammatory disease such as appendicitis/cholésyssimilar falls in the
serum protein and albumin following laparoscopiogsuy (particularly if
there has not been an acute inflammatory probl&émyld be viewed with
concern. | have reviewed the last 9 Ilaparoscopioleclystectomy
procedures | have done, 8 of these cases had lstgldone on the first
postoperative day. The protein and albumin levedsewnormal in every
case. Whilst | accept that comparing laparoscopalecystectomy to [Dr
B’s] operation (laparoscopic cholecystectomy/apeetaimny and
examination of the small bowel) is not exactly egient, | would expect
the recovery of both these procedures to be sinatad a significant
reduction of protein/albumin levels postoperativislgause for concern.
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The blood film on [Day 6] reported a left shift d¢fie neutrophils.

Admittedly, this is also not diagnostic and toxttanges were not noted.
The absolute white count of 5.4 (4-11) was wittia hormal range, but
the left shift comment should have raised some @wnparticularly when

taken in context of other abnormal findings. Thevation of C-reactive

protein again is a relatively non specific findingyt interpreted in the
context of other abnormal findings may be significa

b) [The private hospital]

The observations and documentation by the nurgaff@n the various shifts
for the first 48 hours post-operatively were appietp and correct. Staff
Nurse [Ms H] was very concerned about the levgdah and distress [Mrs A]
displayed on the first (the night of [Day 5]). StéMurse [Ms M] was
concerned about the level of pain on the morninf§ sh [Day 6]. General
Nurse [Ms I] worked the afternoon on [Day 6] andsvga concerned about the
level of pain [Mrs A] displayed that she rang theaesthetist at 8pm who
prescribed more intramuscular pethidine. The dihicoordinator (Charge
Nurse) [Ms D] was working during the day on bothajD6 and 7]. She was
aware of the continuous pain [Mrs A] was having Bleard the concerns Staff
Nurse [Ms H] had had on the night of [Day 5], slexdssed the pain problem
with [Dr B] on the morning of [Day 7] and in the ddile of the day she was
alerted to the ongoing pain and hemodynamic problerh [Mrs A], by
comprehensive Nurse [Ms K]. | will comment furthem these issues under
question 6.

3. Please advise whether [Dr B] performed the laparogic surgery on
[Day 5] to an appropriate standard.

| consider [Dr B’s] performance with the laparosicogurgery on [Mrs A] was
satisfactory. She sustained a severe and subsgqueatastrophic
complication of instrument induced small bowel peafion and whilst this is
a very rare event, it is well recognised and docuet:

4. Please comment on the adequacy of [Dr B’s] supanusof [Mrs A’s]
care postoperatively.

[Dr B’s] supervision and care of [Mrs A] post-optvaly was not satisfactory.
The following factors below, taken together shobhlve alerted [Dr B] to
recognise a possible problem and respond apprelyriat

a. her persistent complaints of severe pain

b. her narcotic requirements over the 36 hours posatige period (at
least 4 intramuscular doses of pethidine given)

c. relevant abnormalities in the blood test done oay{B] (low serum
protein/albumin, elevated CRP)

d. he failed to recognise/acknowledge her lack of isdiion
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e. he claimed she was tolerating a ‘normal dtéfThere is nothing in the
submitted hospital notes to support that claim. @hs only tolerating
liquid and little of that.

Whilst any of these ‘factors’ taken in isolatiorripgps could be rationalised or
explained as a variation that possibly would resobr correct, but taken
together, these findings and observations all gtyorndicate [Mrs A’s]
immediate postoperative progress was not satisfacid the very least, the
events of [Day 6] should have alerted him to a ipdsgproblem, and with her
still not progressing by early on [Day 7], he slibbhve urgently investigated
her at that stage, including considering laparotomy

5. Please comment on the adequacy of [Dr B’s] cosaangements.

| am not critical of his cover arrangements. Thesgi@al provides night
resident doctor cover which is more than many peiespitals provide. For
this type of surgery (minimally invasive laparoswoprocedures) there is no
requirement to have a resident doctor in attendaither day or night. Private
hospitals in this country would generally accepttprovid[ed] the surgeon
was available by phone, then ‘extra’ cover for guais recovering from
laparoscopic procedures (or indeed most open opesatwas not needed.
Should the operating surgeon be unavailable theretls a responsibility on
him (her) to arrange satisfactory cover.

6 Please comment on the standard of communicatiogtween clinical
staff.

In my opinion, the submitted documents indicate wamication problems
between clinical staff, a situation that is belaweptable standards. There was
communication breakdown at several levels — betwden nurses, from
nurses to [Dr B], from the RMOs to [Dr B] and beemeRMO ([Dr C]
particularly) and the nurses.

Registered Nurse [Ms H] was so concerned duringetityy hours of [Day 6]
she filled out an incident form. The Director of isimg [Ms E] was aware the
form had been completed, but did not see the comtethe form until after
[Mrs A] had been transferred to [public] Hospitaldays later). | believe both
Nurse [Ms E] and the Charge Nurse [Ms D] shouldehbgen fully aware of
this incident form and its contents. It is not cléam the documents whether
[Ms D] was aware of the incident form; she was anhat [Mrs A] had had a
bad night on [Day 5] and of Nurse [Ms H’s] concerns

If that incident form was to have any impact, itilia be seen and actioned on
[Day 6], not some days later.

1”Dr B did not use the exact words, “normal diet”.
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It is also not clear whether [Dr B] was aware @& thcident form. Had he been
aware, it may have led to heightened concern bythah[Mrs A’s] progress
was poor.

Virtually all nursing shifts in the immediate 48 ure postoperative period
were commenting on the degree of distress and Ipeimy endured by [Mrs
A]. These observations were documented in the mginsotes. The notes also
record how these concerns were relayed to [Dr Blays at his visits, but he
was also rung on several occasinsOn 4 occasions the nurses called the
resident medical officer. | find it unacceptablattithese concerns were not
actioned by [Dr B] or possibly [Dr B] was not givémre full picture. It is likely
both these scenarios existed.

In my opinion there was a responsibility on Chaxygese [Ms D], who is in a
position to get an overview of the situation, torhags have acted more
decisively and reinforced to [Dr B] the persistand increasing concerns of
the nursing staff.

[Dr C] was the night resident medical officer ortydan the night of [Day 5]
and the early morning of [Day 6]. He was calledcevby Staff Nurse [Ms H]
during the night, once at 2330 and a second tin@®4b. On both occasions
he was told [Mrs A] had low blood pressure (86/5bje was in a lot of pain
and she was restless and clammy. His responsetbrobcasions was to order
more IV fluid (haemaccel) and more intramusculathgine. In [Dr C’s]
evidence point 5, he states such symptoms aremgaual in the immediate
post-operative period. | would dispute this statetvand it either reflects his
ignorance of how patients should be a few hourkviohg a laparoscopic
procedure, or, by not attending the patient, heaking a risky assumption
that despite these findings, the patient is weMlould be concerned with these
symptoms/signs in a patient after any operationalehe a laparoscopic
procedure. | am critical of RMO [Dr C] not attendifMrs A] after the first
call, and | am very critical of him not attendinigea the second call. This lack
of action by not attending after the second cabekw acceptable standards,
even taking into account he is a junior doctor Wittke surgical experience.

[Dr C] in point 9 of his evidence says that hidemia for attending a patient
are:

1) Observations suggesting need for assessment
2) Nurses ask him to attend
3) If there is any concern.

'8 Dr B was in fact rung on two occasions.
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| maintain even a junior doctor should interpretivhe was told by Nurse [Ms
H] as ‘observations needing further assessment’ ssswndly getting twice
called about the same problem is cause ‘for concern

There was an onus on Nurse [Ms H] to have been mhecesive and ask [Dr
C] to appear especially on the second occasion.edexry in my opinion [Dr
C] is not exonerated because the nurse did notfgdly ask him to come.

In summary, evidence of communication breakdowalasmingly obvious:

1) The nurses report severe abdominal pain, ... [Dr &8jssit is just her
preoperative pain.

2) The nurses report minimal oral intake, ... [Dr B] saghe is eating her
dinner’ (see paragraph 28 in [Dr B’s] evidence)

3) All nursing notes comment on [Mrs A’s] mobilisatiaiifficulties. [Dr B]
interprets the nurses’ comments on mobilisatiorat[tthe] nurses also
‘thought there was no obvious illness present’ (sasagraph 31 in [Dr
B’s] evidence)"’

7. [Dr B] was telephoned at approximately 2pm ongp7] by RN [Ms K].
She stated that she informed [Dr B] of [Mrs A’s] inical signs
(increased pulse, low oxygen saturation, decreasguohe output) and
requested that he review [Mrs A]. [Dr B] stated th@n]othing in the
conversation made me believe that there was a rteeske [Mrs A] prior
to getting imminent results.’

| interpret Registered Nurse [Ms K] telephone tal[Dr B] on the afternoon
of [Day 7] as a final call for help. For nearly 8yd nurses had been informing
[Dr B] of [Mrs A’s] symptoms. The nurses from lateorning on [Day 7]
recognised how sick she was. They should have leere forceful in
requiring [Dr B] to come and review the situatioh that time. [Dr B]
responded to the afternoon call by ordering arasttund scan and waiting on
blood results. The relevant information he receivemivever came from
Registered Nurse [Ms K] who told him about [Mrs Amirelenting abdominal
pain, her oxygen requirements increasing, her asaé pulse rate and her poor
urine output. There is enough in that message famticularly taking into
account the fact that [Dr B] knew [Mrs A’s] progse® that point had been
very slow) to expect an immediate response, by egrto the hospital himself
and if he was going to be held up in traffic he hadbligation to ring a senior

19 Commissioner’s note: Dr B stated at paragraphf3fisoresponse:
“The nurses commented that there was difficulty mgbg [Mrs A]. That turn of phrase was
consistent with them expressing that they also dhbuhere was no serious illness present.
Normally [the nurses] would use other phrasesafthad concerns about a patient’s condition.”
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doctor at the [private hospital] (another surgeamanaesthetist) and get them
to review the situation without delay.

8. Was [Dr B’s] documentation of an appropriate sidard?

[Dr B’s] documentation was satisfactory. His hanitken operative note was
legible and explained the procedure. It is usuallice handwritten note to be
followed by a more formal typed note which is natyofor the notes but also
for other interested parties particularly the nefey GP. Ideally he should have
regularly written in the clinical notes, particuladocumenting the outcome of
his visits. However, these visits (and their outesjinwere recorded by the
nursing staff, which is a practice widely used iivate hospitals. Unless there
are complications this practice (of allowing thesaito record the surgeon’s
visit) is never questioned, but in the complicatpdtient the surgeon
him/herself should document the issues. In defaid®r B], he clearly did
not recognise there were complications.

Summary

It is my opinion that [Dr B’s] poor response to [81A’s] deterioration and the
communication demonstrated between staff at [tinaf® hospital] falls below
acceptable standards. This opinion is based omvitence submitted indicating
an overwhelming awareness by the nursing staff [Mrd A’s] family, of her
concerning postoperative symptoms and signs andfoyetnuch of the time,
particularly the first 36 hours, [Dr B] appearsivldus to what seemed obvious to
everyone else. | concede [Dr B] was not supportethe RMOs (particularly [Dr
C] and [Dr L]) and there was poor communicatiofio B] from both the nursing
staff and from his anaesthetist [Dr F]. Despitet thhelieve there was enough
clinical evidence apparent by late on [Day 6] ortaiely by early on [Day 7] for
[Dr B] to have acted more decisively at that timdaich may have saved [Mrs
A’s] life.”

Further advice
Dr Stewart was asked to elaborate on the natukesoériticism of Drs B and C. He
stated:

DrB
“On [Day 6] [Mrs A’s] situation was perhaps diffitdo diagnose ... The evidence
however was there and by either late on [Day Gestainly [Day 7] it was clear
the likelihood of a complication occurring was highbelieve most surgeons
would have been worried by the [Day 7] (about thesibility of a complication)
and intervened early on that day; certainly oncbdareceived the first call on the
[Day 7] from the nursing staff, [Dr B] should havesponded immediately and
come to the hospital. Operating a few hours eanliefDay 7] may have saved her
life. For failing to act more decisively (emergenayestigations, [possibly] CT
scan or re-look surgery), early on [Day 7] constisufalling below acceptable
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standards which, particularly because the outcorag eatastrophic, | view with
severe disapproval.

DrC

“I believe it was completely unacceptable for [Orr®t to attend [Mrs A] after the
2" call (from the nurses) on the night of [Day 5]. wil argue the nurse didn't
request him to come. In his evidence he outlineschiteria for attending and |
believe the situation described to him fits thogteda, particularly his, ‘if there is
any concern’, criteria. By this criteria he shobkve attended and his failure to do
so after the ' call falls below acceptable standards which | régaith severe
disapproval.”

Dr Stewart subsequently advised:

“The first failure to attend would be viewed withoderate disapproval, on the
second occasion with severe disapproval.”

The private hospital
“I regard the failure of senior nurses ... to combiaé their concerns (the
repetitive reports detailing the problems with [MAJ postoperatively) and
therefore act more assertively (impress on [Drtg] heed to act) as a fall below
acceptable standards. | regard this with mild telenate disapproval.”

Dr B's response

Dr B, through his lawyer, commented on Dr Stewartisal report. Dr B questioned
Dr Stewart’s advice as Mrs A’s blood pressure wabls in theatre recovery; the
blood pressure and pulse were stable on the wdrel; “toncerning” clinical
observations at 5.30am were “consistent with the pgcorded” and “consideration of
her post-operative BP in light of her sex and laWsp rate”.

Dr B also stated that abdominal pain was the “prymaomplaint” when Mrs A
consulted him, and that there was a recent pretiperdescription of the pain as
“severe”. Dr B also contended that the use of mfitkmmatory drugs can mask
severe infectioA*

Dr B’s lawyer submitted:

“Mr Stewart quotes a paper from BJS indicating ®886 of patients were happy
with a certain analgesia pack after laparoscopigledystectomy. It is hard to
reconcile his use of these cases which involvegkpiat coming in for a particular
operation with a very high probability of curingeth pain and with an almost
certain diagnosis of biliary colic), and the cas@Vrs A]. It is submitted that with

20 Dr Stewart was asked to clarify this comment.rireanail dated 11 February 2008, he stated:
“I severely disapprove of [Dr B’s] lack of actiom §Day 7] irrespective of the outcome.”
*! paediatricsvol 103 783-90, andZMJ 2001, January 26 114, 3-6.
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those patients it would be expected that they wbalk an uncomplicated post-op
course with normal postoperative pain. Yet evethgse circumstances, 15% of
those day patients were admitted overnight becatiseeir pain. Those patients
are very different from [Mrs A’s] case. Her surgdrgving regrettably not cured
her pain meant that there was an expectation thatpteoperative pain would
continue.

Mr Stewart’s use of his own last nine cases of etydtectomy is, it is submitted,
misleading and concerning. His patients did noehtine same clinical picture, but
had not even had the same operation.

[Dr B] instructs that the left shift of neutrophitsuld be due to anything and most
often would be due to some totally insignificanttta. Of relevance is that a blood
test on 8 April 2002 had shown a neutrophil leutosig. In American Journal of
Surgery, 186 (1) 40-44, the authors note a dropllumin and rise in liver
enzymes after laparosopic surgery and a rise in @R® noted by authors in
Surgical Endoscopy 20 448-451.

Mr Stewart has referred to five factors which hgssadicate the need to ‘consider
laparotomy’. Putting to one side whether theseofactare truly five separate

factors, it is submitted that this is pure retraspe analysis, made without due
consideration to the total clinical picture, namedyn undiagnosed severe
abdominal pain. No other expert has claimed that glmne is sufficient evidence

to warrant laparotomy. He has, it is submittedethto show due consideration to
factors including the absence of evidence of dseash as fever, hypoxia or other
signs, usually present where there is a complicagguiring laparotomy.

Mr Stewart shows no appreciation of the establistegabrted literature on the
difficulty in diagnosing bowel perforation aftemplaroscopy. The literature shows
that many cases are not diagnosed in the immeglasteperative period.

Mr Stewart does not take into account that fourtalec examined [Mrs A]
postoperatively and came to the conclusion thaketlhe&s no peritonitis or cause
for alarm. These included [Dr F], an experiencdéngivist [...] so not available
to provide a report.
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It is submitted that the claim [that an earlier @b@n may have saved [Mrs A’s]

life] is emotive and unjustified. The evidence skaWwat [Dr B] received the first

call on [Day 7] from the nursing staff. That calasvat 2pm. The evidence also
shows that [Dr B] operated at 6pm. Had he actedediately on [Day 7] after the

call, then it is submitted the earliest the operattould have taken place would
have been 4pm ... [Dr B] instructs that the theates wnmediately available at
6pm because the elective lists on that day weilshiga. At 4pm, that may not

have been the case. It is submitted that one cmtldealistically say that it would

have made a significant difference.”

[Dr B] also stated:

“The case of [Mrs A] has been continually on my dhivow for over three years. |
have made efforts to further improve my practice:

... 1 consult my colleagues more widely and frequefdr the management of
cases. Failure of any patient to recover as exgecésults in seeking a second
opinion to ensure there is the opportunity for cdeation by another doctor, who
is able to look fresh at all the information.”

The private hospital
The private hospital commented on Dr Stewart’s cemis about the responsibilities
of nursing staff in communicating concerns to Dr B:

“The ability of a nurse to challenge a doctor’swiand his approach to care for his
patient is fraught with difficulties. Ultimatelyf information is provided to a
doctor concerning a patient’s care, then for thetnpart the nurses involved act
on the doctor’s decisions (or indecisions or ir@cti The nursing staff in this case
were already guiding and suggesting further adiofbr B] and were proactive in
the management of [Mrs A’s] case. This was an ualusiiuation which has not
been repeated with other surgeons in the Hospwaising staff do not usually
take such an active role in challenging a surgedatssions and it is revealing in
terms of [Dr B’s] management.

In this case, the nurses’ view of [Mrs A’s] conditivaried significantly from [Dr
B’s] view. The nurses regret in hindsight that thdigg not manage [Dr B’s]
decision making more aggressively to force a chahigesvever, to now criticise
them for this aspect brings with it an aspect aidsight which would be unfair
given the overall circumstances.”

Additional surgical advice
Dr Stewart provided further expert advice:

“ ... | have reviewed the correspondence you enclosddhare replied under
three headings

a. [DrC]
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b. Reply to submission [from [Dr B’s lawyer]
c. Communication issues (with reference to interviewts [Ms E] and
[Ms DJ).

a. [DrC]

| am not suggesting he would have (or could havayrdbsed the complication
sustained by [Mrs A]. The role/obligation of thehi resident is to respond to the
nurses calls, in most instances, by attending #tiemqt. Perhaps for ‘minor’ issues
(eg prescribing sleeping tablets, confirmation ofmal recordings etc) then the
phone call alone will suffice. | emphasise howetat doctors who are called by
the nursing staff reporting postoperative symptdarsl significant symptoms as
they were with [Mrs A]), are taking ‘risks’ by naeeing and examining the
patient. In [Dr C’s] submission he states he ledrinem the first phone call (from
S/IN [Ms H]) on the night of [Day 5] that [Mrs A] wsa‘somewhat cool
peripherally’. That could be a very significant ebstion in a patient a few hours
following an abdominal surgical procedure. It regaiconfirmation and at the
very least a detailed examination of the abdonteis. drguably acceptable (many
surgeons would say it is not acceptable), not tendt afterone (1) call; it is
unacceptable to not attend after seeondcall.

It seems very unlikely that had [Dr C] attended $My] on the night of [Day 5] he
would have diagnosed a postoperative complicatidowever, the ultimate
unfortunate outcome for [Mrs A] makes his failuceattend worse. [Dr C] stood
no chance of making a significant diagnosis if feribt see her and carry out an
examination.

The fact that [Dr C] was not specifically askedattend by S/N [Ms H] is not a
mitigating factor. His failure to attend on thesfiroccasion | regard with
disapproval. Having been called a second time ath@usame patient with similar
symptoms and not attending is considerably belavetable standards.

b. Reply to submission [from Dr B’s lawyer]

Addressing the comments of [the lawyer]. In hermsigision she has addressed
various points. | have used her paragraph headingy reply.

1. Possibility of diagnosing a complication on theffipost-operative day.
There was enough concern during the first postaiper night ([Day 5])
over [Mrs A’s] condition (including low blood pres®) for the night
house surgeon to be called twice and such wasdheem of the night
nurse that the following morning she felt compelled complete an
incident report. In the submitted documents theeeeferences to pain and
blood pressure management (the recently submittedview with [Ms D]
confirms that) during the first 24hrs post-op. | pdrasise | am not
suggesting that a diagnosis was obvious during fitisé 24hrs; 1 am
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suggesting that there was (or should have beemecorthat her ([Mrs
A’s]) recovery was not proceeding normally and atelon the first post-
operative day ([Day 6]) or certainly by early onajp7], that concern
should have heightened to a level indicating thedn®r more intensive
investigation. With respect to the blood tests, aniginal reports say they
were not diagnostic but in combination with heluie to progress, they
were significant and cause for concern. It is wrtmtpke the blood test (or
indeed any of [Mrs A’s] clinical parameters) inlaton. Takingall factors

into account during the first 36 hours post-op réherere real concerns.
Incidentally, | am not sure what the significance pmint ‘4’ in [the

lawyer’s] notes is ... ‘consideration of post-operatBP in the light of her
sex and low pulse rate’!!!
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2. Comments about the level of pain pre-operatively

Whilst [Mrs A’s] pre-operative pain symptoms neeml lie taken into
account, it was unfortunately given far too mucheight’ in her
postoperative assessment. It is worth noting thiabagh [Mrs A] almost
certainly had preoperative functional abdominal giems including pain,
she was able to live normally. 1 do not subscribetie view that her
postoperative pain symptoms were likely a contitwmabf her pre morbid
state but even if that was the case, her failushtawv any improvement (in
mobility, alimenting and pain) during the first Béurs should have led to
consideration of other causes for her lack of pFegr

3. Pre-operative reluctance to eat

There is huge difference between a patient witletional gastrointestinal
symptoms (including eating irregularities), andeaesely ill postoperative
patient who, because of the severity of their g8gewill not (or physically
cannot) either eat or drink. The contrast or défere between these two
scenarios should be apparent to trained clinicedgranel and in [Mrs A’s]
case her reluctance to eat (and drink) was cleargsponse to her clinical
situation. All nursing reports (of [Mrs A’s] eatinglrinking and
mobilisation), further reinforced by the currenbsussion from [Ms D]
(‘this lady needs two nurses and a physio to hetghgr out of bed’) are in
contrast to [Dr B’s] version of her condition. Theirses state she was
unwell, in pain, reluctant to mobilise and at bdting small amounts of
fluid (a yoghurt substance was referred to in thigimal documents).
According to [the lawyer], [Dr B] portrays an ewrdly different scenario ...
[Mrs A] was ‘sitting up in a chair eating her dimhelhese scenarios are
inconsistent (or if she was sitting up it took ddesable physical
assistance to get her there and | doubt she waertedly eating her
dinner) and the weight of evidence would favour gheation described by
several of the nursing staff.

4. Anti-inflammatory Drugs

If the masking properties of the anti-inflammatdrygs (which | submit in
this case is just a convenient theoretical explanptvas relevant, then |
am mystified why the various nurses who attendes[M throughout her
stay were not equally (as [Dr B]) impressed with ldck of clinical signs.

5. Blood Tests

As | have alluded to above, the blood test abnatiesl (left shift of
neutrophils, low albumin and low protein), are widgnostic but in the
context of [Mrs A’s] poor post-op progress they significant.
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6. Postoperative care

| presume [the lawyer] is questioning whether tHadors | referred to in
my original document are ‘truly fiveeparate factors’. My statement in
that document clearly says that these factorsarseparate and should be
(or should have been) taken together. [The lawgegms to support that
view; | am unclear of the point she is trying tokmaShe goes on to note
concerns that my ‘analysis’ is retrospective anddenawithout due
consideration to the total clinical picture’. It v@ry much the contrary.
[My] criticism of [Dr B] largely rests on the fa¢hat thewhole clinical
picture was not considered. He only ever considératiher ongoing post-
op pain (and other symptoms and signs) was a aatton of her pre-
operative symptoms, rather than considering mordelyi and asking
whether the post-op symptoms may well have hadimptto do with her
pre-morbid state and instead were due to a contjglica

A previously well middle aged lady 24-36 hrs foliogg a minimally
invasive laparoscopic procedure is still requirireggular narcotic pain
relief, has not moved out of bed without the hdigeveral assistants, has
not had a resumption of gut function and has eatehdrunk very little, is
cause for concern. If any ‘experts’ were to revibat situation and deny
they would consider doing further investigationoténin my original
document | talked of urgent further investigationsluding considering
laparotomy), | would be very surprised. The answera surgical
fellowship exam to that clinical scenario would igtslaparotomy be
considered, possibly not the first thing to do, BUET scan for example
was not available, laparoscopy/laparotomy wouldhieeonly option. There
is an old surgical adage, ‘more harm is usuallyedoynot considering (or
doing) a laparotomy than doing one’.

7. Difficulty of Diagnosis

| am not critical of [Dr B] not diagnosing an iafgenic small bowel
perforation. | am critical of him not recognisinget likelihood that a
surgical complication may have occurred and pddrtunot taking timely
steps to investigate such a possibility. | stressciuse of the complication
whilst important is not the main point. Recognisthgre possiblyvas a
complication and instituting measures to diagnésand manage it, was
required and not done to a satisfactory standawengithe evidence
available.

[The lawyer] submits 4 other doctors ‘examined’ §VK] postoperatively.
She states that all of them concluded there wasenitonitis. | take issue
with that conclusion. Leaving out [Dr B] who saw {8/A] on 3 occasions,
the other doctors [the lawyer] refers to are propfbr F], [Dr J] and [Dr

L]. There is no evidence from the submitted docusménat [Dr F] even
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examined the abdomen let alone was in a positiorcdmment on

peritonitis. [Dr J] (the resident on the night d@dy 6]) found her ‘in

discomfort with a tender abdomen’. From the suledithotes the only
time [Dr L] saw [Mrs A] was in the middle of thetafnoon on [Day 7]

only 2—-3 hours before her emergency surgery.rfpisclear from the notes
whether [Dr L] examined [Mrs A’s] abdomen; he caot momment on

peritonitis if he has not examined her! What [Drdi§l say to the nursing
staff was that she ([Mrs A]) was in pain and wapdryentilating and if the
pain was brought under control then other thingald/settle down (I have
quoted [Ms D]). | doubt Drs [L and F] made any &t to arrive at a
diagnosis, they seem to have simply responded tospi@ptoms and
recommended pain relief. In the documents | reckthere was nothing |
saw indicating that 2 of these doctors ([L and Eyen looked for

peritonitis and the other doctor ([Dr J]) found H@virs A]) to have a

tender abdomen. Apart from [Dr B] and perhaps [Pother doctors who
saw [Mrs A] were not focussed on establishing @misis to explain her
clinical situation and responded to her symptomsairfig pain) by

prescribing analgesia. | have little doubt thateoitovas promulgated (by
[Dr B]) that [Mrs A’s] postoperative pain was singg@ continuation of her
pre-op symptoms, that none of the subsequent dofparticularly [Drs L

and F]) chose to formally examine her abdomen &adlenge the working
diagnosis.

c. Communication issues (with reference to intervigs with [Ms E], [Ms D])

The transcripts of the interviews with [Ms E] arddg D] whilst a little hard to
decipher and understand (because they are wordidadt what was said in the
interviews and unedited in order not to destroycdyawhat was said) are
revealing and contain considerably more informatowl evidence of aspects of
the nursing perspective on [Mrs A’s] post-operatogge than what was in the
original documents.

| wish to rescind or at least modify what | stateany previous submission under
No. 6 (‘Please comment on the standard of commtiaicebetween clinical
staff’). I am now convinced there was little molne hursing staff could have done
to impress upon [Dr B] how ill [Mrs A] was duringeg immediate 48 hours post-
op. As [Ms E] put it [in her interview with HDC] shwas responding to an
assertion (by me) that the nurses could have keamger in raising their concerns
with [Dr B], ‘I still can't believe, that with allthat evidence, constantly being
described, um, and | think to the nurses’ crediblagctively as they could they
were becoming hysterical.’

There is a consistent theme coming through in lbéh [Ms E] and [Ms D]
interviews that all the nursing attendants werel veglare [Mrs A] was not
progressing and did all they could to impress uji@mB] that something (further
investigations) needed to happen. C/N [Ms D] tdo& telatively unprecedented
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step of suggesting doing a CT scan (page 003680..l.was saying to [Dr B] well
have we done a CT scan because this lady had ofinglepain ..." and then
finally took it upon herself (correctly | believ&) organise an ultrasound scan on
the morning of [Day 6]. These are the actions o$péeate nurses who fully
understood the seriousness of the situation butiemt convince [Dr B] to act.

There is a further important comment in [Ms D’sjeirview that surely should

have indicated to [Dr B] the lack of progress by$M\]. On the morning of [Day

7] (on page 00366) [Ms D] said: ‘I don’'t remembayisg those words exactly to
him but when he said we were going to get her wpguoing, |, | said to him this

lady needs two nurses and a physio to help geatutesf bed, she’s got unrelenting
pain.’

| now accept the nursing communication was satisfg@and | am of the view the
nurses did all they could to alert [Dr B] of [Mrs'sA deterioration. | probably
overstated the importance of the incident reporiactept those reports are
generally written not for any immediate action lasta document to discuss at a
later date when procedural matters are being lo@kei improve. Had [Dr B]
been aware of the incident report | doubt it wauddbe changed much particularly
taking into account everything written in that repoad already been conveyed at
[Dr B’s] early [Day 6] ward round.”

Responses to provisional opinion

The private hospital
The private hospital responded to the provisiopation as follows:

“The problems in communication between [Dr B] arm tother staff at the
Hospital were not obvious at the time prior to [MY's] operation. ...

[Dr B] was operating at [the private hospital] omedatively infrequent basis. He
was operating in the public hospital and also @agryut private operations at
[another] Hospital.

The first clear sign of an important communicatiesue arose in relation to the
investigation of [Mrs G’s] deatff. The first provisional opinion in relation to [Mrs
G] was dated 18 March 2003. This identified a dohfletween a nurse who stated
she had rung [Dr B] and his response that thisnditdhappen. Unfortunately the
call was not recorded in the clinical notes. It wad until the records from

2 See Opinion 00HDC04656.
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Telecom were obtained that the call could be proVéis detail was provided to
[HDC] and the second provisional opinion was redglasn 1 September 2003.

It is possible to identify the communication issuiéh some clarity now. But it is
suggested this is with the benefit of hindsighte Tjective material available to
[the private hospital] at the time of [Mrs A’s] aj¢ion in [2003] was limited and
was still developing.

[The private hospital’s] management dealt direatith [Dr B] and recorded their
discussions in writing. This approach had provertsssful with similar problems
with other consultants in the past. [Dr B’s] resperto such approaches was
unique amongst the consultants at the Hospital.

We have attached copies of the relevant correspameder your information.

Summary

[The private hospital] is committed to providingghi quality healthcare. [The
private hospital] accepts some concerns had besnified involving [Dr B] prior

to [Mrs A’s] operation. However, it took action tavestigate those concerns and
attempted to resolve them where this was possiltte[@r B]. There was limited
evidence available at the relevant time to takedmuysive action.

The evidence of serious communication problemsrwdeen clearly identified
at this time. We consider that in the circumstani® private hospital] did all
that could be done to deal with the issues thatphasented.

Our approach (and [Dr B’s] response) can also lem $e the actions we took
following [Mrs A’s] death. Management sought to aliss her care with [the]

District Health Board. This approach was not ameeptThe Hospital also

instigated a Mortality and Morbidity review in 200l addition ... [the private

hospital] arranged for the independent review af B3] cases to be carried out by
[two doctors].

[W]e can advise now that [the private hospital] hasopportunity or need to audit
[Dr B] further because he no longer has clinicalvigges to work at our
hospitals.”

DrB

In response to the provisional opinion, Dr B reited his concerns about Dr Stewart’s
advice. Dr B also noted, in relation to communimattlifficulties, that the nurses were
“a significant common denominator”, and that “ith l&kelihood from the evidence”,
the difficulties were “caused by the nurses’ comioation”.

Dr B submitted that the public interest does nafune him to be referred to the
Director of Proceedings, since the case relatethigioric conduct relating ... to

30 April 2008 H)’( 37

Names have been removed to protect privacy. Igemgifetters are assigned in alphabetical
order and bear no relationship to the person’s attuame.



Health and Disability Commissioner

issues of communication”. He also noted that tise ¢has already been the subject of
extensive scrutiny before the Coroner”.

DrC

In response to the provisional opinion, Dr C subsditthat Dr Stewart’s criticism of
his failure to attend Mrs A was coloured by outcdnees. Dr C noted that neither the
anaesthetist nor surgeon altered his managemamtsoA.

Dr C obtained expert advice from consultant anatisthDr J.
Dr J advised:

“[After the second telephone call from a nurseda5am on [Day 6], [Dr C]
should probably have assessed the patient himselfdiscussed the situation
subsequently with [Dr B] [and] obtained advice abiomther management because
he was a house officer and not a consultant surgeon

| ... believe that [Dr C’s] conduct does not fall leath the standard expected of a
registered medical practitioner working as a hooSier in a private surgical
hospital providing care for consultant surgeonsiquds.”

Dr C accepts that his actions “may not have beémapon that evening” (though he
believes they were reasonable) and, “looking backhe night in question, he regrets
not having attended [Mrs A]”.
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Code of Health and Disability Services Consumers’ights

The following Rights in the Code of Health and Ditity Services Consumers’
Rights are applicable to this complaint:

RIGHT 4
Right to Services of an Appropriate Standard

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

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

Opinion: Breach — Dr B

Introduction

Mrs A developed a serious complication followingitioe surgery. Postoperatively,
Mrs A suffered from significant pain and distre$fie nursing staff caring for her
were concerned about her condition and on sevecalsions notified her surgeon, Dr
B. Tragically, despite emergency surgery and aggresnanagement from intensive
care units in two hospitals, Mrs A died. The quastior determination is whether Dr
B should have recognised her postoperative comjita at an earlier stage, and
acted sooner.

For the reasons set out below, | have concludedDh@ failed to provide Mrs A
services with reasonable care and skill, and faidecboperate with other clinical staff
to ensure quality and continuity of services. Adtogly, he breached Rights 4(1) and
4(5) of the Code of Health and Disability Servi€gmsumers’ Rights (the Code).

Response to complications

Mrs A experienced a significant amount of pain sadfter surgery, requiring four
different analgesic drugs in the 14-hour perioéragurgery until she was reviewed by
Dr B.

The nurse on duty during Mrs A’s first postoperatiight was sufficiently concerned
about her condition that she called for medical psup on three occasions and
completed an incident form. These are the actidres rmurse who is very concerned
about her patient. Dr B was aware that the nursedoatacted the RMO. While he
was not aware of the incident form, the informatoonthe form was also available to
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him from the nursing notes, including the threeileens that had occurred overnight
(once by Dr J, twice by Dr C.

Dr B appears to suggest that Mrs A’s recovery wamgnessing “normally” either
because she had suffered such pain prior to syrgerypecause it was expected
postoperative pain.

However, | note that from immediately after surgeryDay 5 to 4.15pm on Day 7,
Mrs A was administered analgesia on 25 occasioathigine six times; Panadol
seven times; tramadol six times; Tilcotil threedBnand Buscopan three times. This
is a significant amount of pain relief.

Dr Stewart advised that, by late on Day 6, wheiBDeviewed Mrs A:

“[Dr B] should have recognised the amount of metitica[Mrs A] was requiring
to control the pain was clearly excessive.”

When Dr B ordered the nurse to give Buscopan &péBon the evening of Day 6, it
was the 1% administration of analgesia since her operatiorh@drs earlier. Dr B
advised the Coroner that Mrs A was not needing nmachotic analgesia, and referred
to the two administrations of pethidine at 4am &pdh on Day 6. However, | note
that tramadol is also a narcotic analgesic, angwewf the drug chart shows that Mrs
A was administered either pethidine (six times)t@madol (five times) on 11
occasions from 6.30pm on Day 5 to 9.40am on Day 7.

I am not convinced by Dr B’s submission that Mrss Adain was not abnormal. |
accept Dr Stewart’s advice that Mrs A’s pain angtrdiss should have alerted Dr B to
the possibility of postoperative complications.

Mrs A’s blood test of Day 6 was abnormal. Dr Steveatvised that, on its own, the
results were not diagnostic of the specific postaipee complications that Mrs A was
suffering from. However, the information was img@ort in the context of the patient’s
general condition, and other presenting features.

The nursing staff recorded in their notes, ancedtat they reported to Dr B, that Mrs
A was having extreme difficulty walking — on thesti day after surgery she required
the assistance of two nurses, the physiotherapisaavalking frame to get out of bed.
In addition, the nurse recorded that Mrs A wasradlag only small amounts of fluids,

taking no more than sips by the afternoon of Daye. Dr B advised the Coroner in

his letter dated 24 March 2004 that, until late @&y 7, Mrs A “seemed able to

mobilise and eat satisfactorily postoperativelyhisl is in striking contrast to the

nurses’ records, their recollection, and the flogdance chart.

% Dr C reviewed Mrs A twice overnight on Day 5/Dayds J reviewed Mrs A on the night of Day 6.
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Mrs A’s blood test, like her postoperative painffidulty mobilising, nausea and
clinical observations were pieces of a jigsaw fravhich Dr B should have
appreciated the need for further investigation ak M’s symptoms. | endorse Dr
Stewart’s summary view:

“Whilst any of these ‘factors’ taken in isolatiomnaps could be rationalised or
explained as a variation that possibly would resav correct, ... taken together,
these findings and observations all strongly indicfMrs A’s] immediate
postoperative progress was not satisfactory. Avdrg least, the events of [Day 6]
should have alerted him to a possible problem,\aitial her still not progressing
by early on [Day 7], he should have urgently iniggged her at that stage,
including considering laparotomy.”

Communication

It is vitally important for members of a clinicatadm to work together to ensure a
patient gets the best possible standard of cagarticular, the relationship between a
surgeon and the nurses on the ward is vital.

In this case, | have been provided with evidencd tlespite significant concerns
about Mrs A being raised with Dr B by nursing staffis did not prompt any action
from him. In particular, Ms D stated that, on therming of Day 7, she discussed the
need for further investigation of Mrs A’s conditiavith Dr B. In his responses, Dr B
appears to suggest that Mrs A’s postoperative ¢immdivas not unexpected given her
preoperative pain, and therefore further investigesvas not required. Yet he had not
provided the nursing staff with any information abahe nature of Mrs A’s
preoperative pain.

The telephone call at 2pm on Day 7 was significdihe call was made by Ms K, and
witnessed by Ms D. Ms D is clear that Ms K commated to Dr B that Mrs A’s
condition was of concern, yet he did not seem tomehend what was being said. Ms
K recorded, at the time, that she “strongly ved®di the need for him to come and
review [Mrs A]".

Dr B stated:

“The nurse suggested that | might like to reviewgM] again as there had been a
deterioration. She had not passed any urine thahing and she had become
tachycardic.”

In my view, even if Ms K had merely “suggested”ttiiar B consider whether he

would like to review Mrs A, the critical facts wetbkat his patient had not passed
urine for some hours, was tachycardic, her oxygeuarations were deteriorating, and
she had unrelenting pain.

| endorse Dr Stewart’s view that there was enougbrimation in Ms K’s call to
expect an immediate response from Dr B, eitherdmging himself, or asking another
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doctor to attend in his stead. He did neither, sirapto complete his clinic. Although
it cannot be said that Mrs A would have survived ba B attended immediately, her
chances of survival would have been greater.

It is hard not to reach the conclusion that Dr 8cdunted the nurses’ concerns in the
postoperative stage of Mrs A’s care. Certainlyegiwhat Dr B was told about Mrs
A’s condition at 2pm on Day 7, he should have beencerned enough to take
immediate action.

Summary

Dr B failed to respond to Mrs A’s worsening conaiitiand the concerns of the
nursing staff. When called by the nursing stafffay 7, in what Dr Stewart called a
“final call for help”, Dr B neither attended him§ehor asked a colleague to attend in
his place. In his response, Dr B appears to sugbasthe is being judged with the
benefit of hindsight. Dr Stewart advised:

“A previously well, middle aged lady, 24-36 hrsléeling a minimally invasive
laparoscopic procedure, is still requiring regutarcotic pain relief, has not
moved out of bed without the help of several aasist has not had a resumption
of gut function and has eaten and drunk very Jitdecause for concern. If any
‘experts’ were to review that situation and dengytivould consider doing further
investigations ... | would be very surprised. Thevearsin a surgical fellowship
exam to that clinical scenario would insist lapanoy be considered, possibly not
the first thing to do, but if CT scan for exampleasy not available,
laparoscopy/laparotomy would be the only optionerghis an old surgical adage,
‘more harm is usually done Impt considering (or doing) a laparotomy than doing

one.

On 23 October 2003, | released my report into tlaee cprovided to Mrs G
(OOHDCO04656). Dr B performed a laparoscopic chatgtomy on Mrs G at the
private hospital on 26 February 1999. | found thaB failed to respond adequately to
Mrs G’s deteriorating postoperative condition, utihg a call or calls from concerned
nursing staff. In my investigation report, | nofedB’s assurances:

“[Dr B] has advised that as a result of this incilee has reviewed his practice
and now, whenever he is the sole specialist redplensnakes a point of visiting
every patient twice daily or telephoning the nugsstaff and asking for full details
of the patient if he is only able to visit onceayd

It could be argued that Dr B satisfied his previassurances by visiting Mrs A or
telephoning nursing staff; however, such contadtredevant if inadequate clinical
care is provided as a result of those contact®’Berrors of clinical judgement and
his failure to act on the communication from thesmg staff were significant.

Dr B was on notice that he needed to improve hmsmanication with nursing staff. |
find it very concerning that he did not take stapslo so. It is incumbent upon health
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professionals to learn from tragic cases such as ah Mrs G and improve their
practice. Dr B shows very little insight into hows [poor communication with nursing
staff contributed to the tragic outcome for MrslAstead, he points the finger at the
nurses as the cause of the communication diffesiltHe compounds his own failings
by his lack of insight and unwillingness to accapy personal responsibility.

| note Dr Stewart’s view that the postoperativeeganrovided to Mrs A by Dr B would
be viewed with severe disapproval by his peersnynview, Dr B breached Rights
4(1) and 4(5) of the Code, as he failed to prowdevices with reasonable care and
skill, and failed to co-operate with the nursingfsto ensure quality and continuity of
care. His failings are of sufficient gravity to wamt referral to the Director of
Proceedings, to consider whether further procesdshguld be taken against Dr B.

Opinion: Breach — Dr C

As the RMO on duty during the night of Day 6, Dm@s responsible for responding
to any calls for assistance from the nursing st@ffernight, he was called twice
because of concerns about Mrs A’s condition.

At 11.30pm, he was called by Nurse Ms H, as Mrsas wery distressed, restless, in
pain, nauseous, with a low blood pressure, andl“eod clammy”. Dr C did not
assess Mrs A in person; he ordered pethidine amchvenous fluids to be
administered, and to be called back “if this pa&ief was inadequate”.

Dr C was called for a second time almost five hdatsr, at 4.45am. Mrs A was in
considerable pain (“Disabled by pain”), “restleadl @lammy”, and her blood pressure
had dropped. Again, Dr C did not attend in persorg instructed that pethidine and
IV fluids be given, but added that a urinary cathdie inserted to rule out either
urinary retention of low circulatory volume (hypdaemia).

Dr C stated that these calls were “routine postpar pain management enquiries”,
and that he would have attended Mrs A if the nhes asked him to. However, | note
that Mrs A’s low blood pressure was also discudsetiveen Dr C and the nurse,
which resulted in Dr C twice ordering IV fluid regqgement. Also, as a result of the
nurse’s concerns expressed in her second call, @d€red a catheter to be inserted to
observe for a low circulatory volume or urinaryergion. It is of note that Mrs A’s
preoperative blood pressure was recorded (middayayn5) at 140/80mmHg; when
Dr C was called the first time, Mrs A’s blood press was 90/60mmHg, and
95/65mmHg when called the second time.

Dr C has not suggested that he was too busy todatie either of these occasions. It
appears that he chose not to attend because heotlidelieve that there was any
clinical need for him to assess Mrs A’s conditionperson. However, | am satisfied
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that Ms H’s calls to Dr C were not just routine foperative pain management calls
— they were calls from a nurse concerned aboutdmalition of her patient. | note

that when she needed medical advice a third tiime,contacted Dr B rather than Dr
C.

Dr C advised that he would have attended “if tHaras] any concern”. In my view,
Mrs A was described to him by Ms H as a patientmwhar C should have attended:
Mrs A’s blood pressure was low (twice requiringwole expanding fluids), she was
in significant pain, and the nurse had called twizeC suggests that, as the nurse had
not specifically asked him to attend, there wagetfoee no need for him to do so.
However, my view, supported by my expert, is thahwhe symptoms as described by
Ms H in her contemporaneous clinical record, Drhowdd have assessed Mrs A in
person.

Dr C obtained expert advice from consultant anadisthDr J. | note, however, that
Dr C was employed as an RMO, not an anaesthetidtthee purpose of his role was:

“[tlo assist with the care and treatment of pasBeat [the private hospital] as
directed by the medical consultants and provide @diate patient care in the
event of emergencies”.

Ms H contacted Dr C not because he was an anassthett because of his role to
support ward staff “in the event of emergencies”.

Dr Stewart advised that it was “arguably acceptdioleDr C not to attend on the first
call from Ms H, but this would still be viewed withoderate disapproval by his peers.
However, in relation to the second call, Dr Stewadnsidered that it was
“unacceptable” that Dr C did not attend, and thatgeers would view this failure
with severe disapproval.

[The consultant anaesthetist who provided expericado Dr C] was less critical of

Dr C’s failure to attend, advising that his condtabes not fall below the standard
expected of a registered medical practitioner waylkas a house officer in a private
surgical hospital providing care for consultantgeams’ patients”. However, even
[he] accepted that Dr C “should probably have asskghe patient himself and
discussed the situation subsequently with Dr BYimg been telephoned a second
time by the nurse.

| note that the private hospital has amended it&ysubsequent to this incident to
state specifically that an RMO should personalleas a patient if called twice. In my
view, the fact that this is now an explicit requient does not excuse Dr C from
failing to review Mrs A in person on the night o&pé.

By failing to assess Mrs A in person when calledT¥failed to provide services with
reasonable care and skill, and consequently brdaRght 4(1) of the Code.
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Opinion: No breach — The private hospital

Credentialling

Credentialling supports patient safety by cleadyirdng and monitoring practitioner
competence within a given scope of pracfitall hospitals should have rigorous
processes in place for credentialling clinical fst@lhe need for effective credentialling
was highlighted in myrauranga Hospitals Inquiryeport® and more recently in my
Wanganui Hospital Inquiryreport?® The private hospital had a well-established
credentialling/privileges process in place in 2008t it is not clear how rigorous it
was.

| note with some concern that Dr B’s privileges eveenewed without restriction in
2003. | appreciate that the Medical Council compegereview was reassuring and,
given Dr B’s assurances, concerns may have besyedll However, an employer or a
hospital granting clinical privileges should un@é&d a broader assessment of a
clinician’s performance, taking into account angues that have arisen in the
workplace. The Medical Council's competence revigwcess is no substitute for a
rigorous credentialling process.

| discuss below the private hospital’'s responsescaonmunication difficulties
involving Dr B, and to other concerns raised aliuosipractice.

Communication

It appears that there were no difficulties expeargehby nursing staff inontactingthe
medical staff caring for Mrs A. What proved difflcdior the nurses was having their
concerns appreciated by Drs B and C.

Dr B stated that he expected to be informed byRMO of any concerns about his
patients, but on the two occasions when Dr C aéérMrs A, Dr B was not contacted
directly by the RMO. | note, however, that the ruoh that occasion did call Dr B
and discuss Mrs A’s care overnight, so Dr B woultvéh been aware of Dr C’s
involvement in Mrs A’s care. Dr B would also haweeh aware of Dr J's review, from
the notes.

Although Dr Stewart has criticised the standardcommunication at the private
hospital, | am satisfied that the problem was raB was not “hearing” what he was

24 Credentialling a process used to define speciiiical responsibilities (scope of practice) of liea
professionals on the basis of their training, ditalfions, experience, and current practice, wittam
organisational context. The context includes #wlifies and support services available in theriser
the organisation is funded to provide. Credertiglis part of a wider organisational quality amskr
management system designed primarily to protecipttnt. It is an employer responsibility with a
professional focus that commences on appointmehtantinues throughout the period of employment.
Ministry of Health, Toward Clinical Excellence — A framework for theedentialling of senior
medical officers in New Zealar{iarch 2001) 1.1.

% http://www.hdc.org.nz/files/hdc/opinions/04hdc078@feon.pd{18 February 2005).

%6 http://www.hdc.org.nz/files/hdc/opinion§26 February 2008).
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being told. Nor has Dr B provided any evidence timathad clarified or documented
his expectations about being contacted, for thefitesf nursing staff and RMOs.

Dr B had a history of communication problems withrging staff at the private
hospital. It appears that nursing staff had modifieeir practice to take into account
these problems. An example is the fact that theptedne call to Dr B on the afternoon
of Day 7 was made by two nurses.

Nursing staff may have modified their practice, ¢ key issue is whether the
private hospital did enough to remedy problems with B's communication.
Although there is no employment relationship betwBe B and the private hospital
— he is granted *“visiting privileges” — that doestrallow the private hospital to
abrogate itself from a responsibility to ensurd ttgvisiting specialists are providing
an appropriate standard of care, particularly wheensignificant risk (poor
communication with nursing staff) is identified.

In its response to the provisional opinion, thevqieé hospital advised that it was not
aware of the communication problems between Dr @ raursing staff until after the

release (in September 2003) of the HDC second gianal report of an investigation

into Dr B’s care of another patient at the privhtspital. With some reservations, |
accept that the private hospital did not have neasobe concerned about Dr B’s
communication with nursing staff at the time ofd¢bevents.

Previous concerns

The private hospital commented that there had be®wours circulating about Dr B’s
clinical practice, but that they were unsubstaatlaand it had proved impossible to
obtain any further information because of “privaoycerns”.

In my view, if concerns have been raised (evenrimédly) about an individual
practitioner’s practice, then all reasonable attsnghould be made to ascertain the
validity of those concerns. The private hospitad BaMedical Advisory Committee
that could have discussed the issue. An audit ef gractice could have been
considered. Obviously, in fairness to Dr B, the @ans needed to be put to him so
that he could respond. However, any concerns aloet clinical competence
(including communication skills) of a visiting spaicst must be taken seriously by the
private hospital that grants him or her visitingvppeges.

The private hospital has provided corresponden@atbfrom Dr B which shows that
it did seek to clarify whether there was any neetdé concerned about his practice.
The Medical Council was also contacted but saitlith@uld not provide details of a
competence review it had undertaken on Dr B inye2003. Ultimately, the private
hospital was informed by Dr B that the Medical Cauhad written to him on 15 May
2003, advising that there were no concerns abautlimical practice.
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RMO staff

The private hospital employs five RMOs who providepport out-of-hours.
Dr Stewart advised that this level of staffing i®na than many private hospitals
provide. | am satisfied that Dr C’s breach of thed€ was as a result of his own poor
clinical decision-making, and that the private htapcould not have predicted or
prevented his actions. | note, however, that theapr hospital has subsequently
introduced guidelines that require a doctor torattdhe patient, in person, if called on
a second occasion. In this case, | do not feel fatabsence of those guidelines
contributed to Dr C’s failure to act appropriately.

Summary

Undoubtedly, the private hospital had to deal wittifficult set of circumstances with
Dr B over a lengthy period of time. A picture emesgf a hospital that endeavoured
to address the issues fairly and firmly. The lagsiie is whether the private hospital
took reasonable actions in the circumstances tarerthat Dr B was competent to
practise, and to protect patients. This is a finedyanced decision. It is easy with
hindsight to see that the private hospital failedptomptly identify the extent of Dr
B’s shortcomings. When management became awareomfetns about Dr B’s
practice, it probed the concerns but was unablsuttstantiate them. On balance, |
accept that the private hospital took reasonaliierein the circumstances to ensure
that Dr B was competent to practise. Accordinghg private hospital did not breach
the Code in its care of Mrs A.

Recommendations

| recommend that Dr B apologise to Mr A for his dokes of the Code, review his
practice in light of this report, and confirm tlnet has provided a copy of this report to
the Chief Executive of any hospital where he cutyemorks.

| recommend that Dr C apologise to Mr A for hisdure of the Code, and review his
practice in light of this report.

Follow-up actions

* Dr B will be referred to the Director of Proceedinip accordance with section
45(2)(f) of the Health and Disability Commissionget 1994 for the purpose of
deciding whether any proceedings should be taken.

* A copy of this report will be sent to the Medicab@cil of New Zealand and the
Coroner.
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* A copy of this report, with details identifying tiparties removed except the name
of Dr B, will be sent to the Royal Australasian [égk of Surgeons.

* A copy of this report, with details identifying thparties removed, will be sent to
the New Zealand Private Surgical Hospitals Assamiadnd the New Zealand
Nurses Organisation, and placed on the Health aisdbility Commissioner
website, www.hdc.org.nZor educational purposes.
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