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Overview

In May 2007, a general surgeon performed varicase surgery on a woman at a
private hospital. She developed postoperative cmaipins of swelling and leaking

from the surgical wound and underwent further styrge June 2007. The leaking

recommenced and, during a further operation latedune, an anterior wall of the
femoral vein was punctured, leading to a suddersivas/enous haemorrhage. The
woman required resuscitation and blood transfusidre vein was repaired and she
was transferred to another private hospital able ptovide high-dependency

monitoring. The woman made a satisfactory recovery.

Complaint and investigation

On 24 July 2007, the Health and Disability Comnuesr (HDC) received a
complaint from Mrs A about the services providednyB. An investigation was
commenced on 13 August 2007. The Private HospitélCx B, general surgeon, were
notified that the following issues were to be irigeted:

» The adequacy of perioperative services provideiis A by Dr B between 22
May and 26 June 2007
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* The appropriateness of the postoperative investigatDr B ordered on 25 and
26 June 2007 to detect the source of the lymplesdic

On 1 February 2008, the investigation was extendeaclude the following issue:

* The adequacy of the information provided by Dr BMrs A in relation to her
surgery performed on 22 May, 19 June and 26 Juio& .20

The patrties directly involved in the investigatiane:

 MrsA Consumer/Complainant
 MrA Complainant

« DrB Provider/General surgeon
* The Private Hospital Private hospital

Other parties involved in Mrs A’s care include:

« DrC General surgeon
« DrD Vascular surgeon
 DrE Anaesthetist
 DrF Anaesthetist

Independent expert advice was obtained from germmd hepatobiliary surgeon
Dr Peter Johnston.

During the course of the investigation, Mr and Mrsaised various concerns about
the care received. Having considered all of thermftion gathered, | have identified
the following key questions to be answered:

(@) Was it reasonable to propose surgery in light o6Mifs previous procedures?

(b) Was Mrs A provided with sufficient information redjag the risks and
benefits of the operations?

(c) Was Dr B’s perioperative care appropriate?

(d)  Were the postoperative investigations Dr B ordese®5 and 26 June 2007 to
detect the source of the lymphatic leak appropfiate

(e) Did Dr B perform the third operation (on 26 Juneiftwreasonable care and
skill?

) Was it appropriate for that operation to take platehe Private Hospital?

() Given that the restriction on his operation righas the Private Hospital
precluded him performing major surgery there, wiaapipropriate for Dr B to
perform that operation there?
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(h) Did Dr B manage the complications appropriately aptbvide adequate
follow-up care?

Summary of events

Background facts

Dr B is a general surgeon, and has been a FelloineoRoyal College of Surgeons
since 1971. His special clinical interests includanagement of varicose veins. He
has operating privileges at several private holspigince August 2001 Dr B has been
restricted from undertaking any bowel or major suyaat this Private Hospital.

By April 2007, Mrs A, then aged 34 years, had beenbled by varicose veih$or 15
years, and had undergone surgery on four occasiong992 and again in 1996 a
surgeon had performed procedures on her right bbed, the varicose veins had
recurred. In May 1996 Mrs A saw Dr B for the fitghe, and in October 1996 he
successfully operated on her right leg. In May 1888 A again consulted Dr B with
pain in her right knee which responded well to dastec stocking. Dr B also
recommended elastic stockings for her during hegmancy in 1998.

In May 1999 Mrs A was troubled with severe Raynautiseasein her hands, feet

and nose. Dr B arranged blood tests, which showediagnostic abnormalities. She
saw him again in January 2004 with varicose velhis, time in her left leg. Dr B

operated on the veins with satisfactory results.

The recurrence of possible varicosities

On 12 April 2007, Mrs A consulted Dr B after botegé began aching. On

examination Dr B found no varicosities or appaamellings, but because of Mrs A’s

history he considered varicose veins the likely seauHe organised ultrasound
investigation of the legs to establish the diagnosefore proceeding. At this

appointment Mrs A explained that she was going seas for three months and that
was why she was consulting him. She was hopingetalge issue sorted out before
she and her husband went away.

On 7 May 2007, the ultrasound scan revealed tred#dep veins in both legs were
normal. While the right long saphenous Veiras normal, there was a tributary vein in

! varicose veins are abnormally swollen (dilated) trtous (twisted) veins.

2 A condition where abnormal spasm of the blood elsssauses a diminished blood supply to the local
tissues.

® The saphenous veins drain blood from the foot. [6hg saphenous vein (which is the longest vein in
the body) runs up the inside of the leg to thergraihere it joins the femoral vein.
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the right pelvis that was “incompeteritThe left long saphenous vein was also
incompetent.

There is a dispute as to the preoperative disaussgarding treatment options. | have
discussed this further below under “Disputed faetsliscussion and findings”.

First procedure — 22 May 2007

On 22 May 2007, Dr B performed Mrs A’s varicosernvaurgery at the Private

Hospital. Dr B made an incision about a centiméetow the previous scars in the
right groin. He dissected vulval varicosities aathoved them, cut out a small section
of the right long saphenous vein and divided aed bff some other veins coming

through from the inside of the pelvis. On the Igfoin, he also made an incision
slightly below the previous scar and then strigpeat the upper section of the left
long saphenous vein.

After surgery Mrs A noticed that drains had beeseited, even though she had not
been informed that she would have them. Her surgmol four hours, which was
longer than the two to three hours expected, anB &id not explain why. Mrs A was
vomiting after surgery and did not feel at all w&k B reviewed Mrs A on 23 May,
and it was decided that she would remain in hospda another night, as she
remained nauseated and felt unwell. Dr B saw MegjAin on 24 May, before she left
hospital.

Postoperative complications and investigations

On 26 May, Dr B removed the drains and groin sstukrs A returned on 28 May to
have the remaining sutures removed. Dr B advisesiMiio wear elastic stockings for
another two weeks and return to see him in threzksie

On Saturday 2 June, Mrs A telephoned Dr B to adriaé she had developed a large
swelling in her right groin. Dr B told her that teevelling was probably a collection of
lymph due to damage to lymphatic channels duringesy® He arranged to see her
immediately and aspirated 20ml of clear lymph flfrimin the swelling. Dr B placed a
pressure dressing on the right groin area in theehiat the swelling would not
reform. However, the swelling recurred and Mrs Aveleped a continuous leak of
lymph fluid from the wound in her right groin. Drdspirated 20mls from the swelling
on 6 June and 22mls on 9 June.

* An “incompetent” vein is one that has ballooned wua diameter exceeding the size of its valves.

This pulls the valves apart so that they cannop steut on backward pressure. When the larger veins
balloon out and the condition persists for monthgears, the affected veins can become elongatéd an
therefore twisted or “serpentine”. These enlargedpentine veins are darker than normal veins,

because blood stagnates there, and are knowniassaweins.

® Vein stripping means the excision, or removalasfje veins and the closing off of smaller vein
tributaries.

® The lymphatic system is a network of vessels ¢tbaweys electrolytes, water, protein, etc in thenfo
of lymph fluid from the tissue fluids to the blodd=sam.
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On 14 June, under local anaesthetic, Dr B insatsthall suction drain through the
swelling and asked Mrs A to record the amount afrdrge each day. Over the next 24
hours approximately 350ml discharged from the draith the amount gradually
reducing over the next three days. By 18 June,sthelling had reduced, but was
diffuse and the surrounding areas were pink. DoBsaered that this might indicate
an infection and so, although Mrs A’s temperaturas wormal, he commenced
antibiotics.

Second procedure — 19 June 2007

Dr B was sure that Mrs A had a lymphatic leak, aacdn 19 June 2007 he admitted
her to the Private Hospital for exploration of tight groin. The parties do not agree
on the discussion that took place before this djmeraThis is discussed further
below.

Dr B extended the original wound upwards to imprageess and surgically explored
the wound. After a thorough search, he could fiodleaking lymphatic nodes. He
sutured the extended portion of the wound and tledt old groin wound edges
unsutured to allow fluid to escape. He consideted the wound edges were lying
nicely together and would heal well without sutures

When Dr B saw Mrs A on 20 June, she reported \iétg leakage. However, on 22
June the wound started leaking profusely. Dr Brayea a lymphoscintogranfalso
known as a scintiscan) in an effort to find theipos of the leakage. On 25 June
2007 the lymphoscintogram was performed and it glibwvidence of lymphatic
leakage in the right femoral triangle (the groifie leak was noted above and below
the surgical incision, and it appeared to be dedpea subcutaneous tissue, rather than
just below the skin.

Third operation — 26 June 2007

On 26 June Dr B again undertook surgery on Mrs AhatPrivate Hospital, to re-
explore the wound and attempt to tie off the legkymph nodes. Again there is a
dispute about information provided prior to surgery

Before operating, Dr B first attempted a lymphaggam? in an effort to mark out the
lymphatic channels in the groin, but they did rfatvs up. Mrs A found this procedure
very painful.

" A lymphoscintogram is a diagnostic imaging testt thermits high resolution imaging of peripheral
lymphaticvessels by the injection of a tiny amount of a eadtive material (tracer) to visualise the
drainage of fluid by the lymphatic system.

8 In a lymphangiogram a blue dye is injected betwdéentoes, allowing the lymphatic vessels to be
visualised on the top of the foot. Once the lymjghe¢ssels are identified, a small incision is madd

a catheter inserted into a lymphatic channel irhdaot. An oily contrast agent (dye) is then slowly
injected up the legs and abdomen.
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Surgery was commenced at 2.15pm. Dr B commencéddweittical incisions around
the old groin wound in the area identified by tlkars He was exploring for a lymph
node about five centimetres below the original grioicision. The femoral vein was
buried in dense fibrous tissue. A strong self-retay retractor was used to open the
wound to improve visibility and access. At approately 3.10pm, when attempting to
dissect the area further, there was a sudden neassivous haemorrhage from the
femoral vein. There was an estimated 1500ml blesd kt this stage, and Mrs A’s
blood pressure dropped to 50/19.

Response to complication

Dr B was able to make a temporary repair to then,veiop the bleeding and
temporarily close the wound, but with great difftgu There is a confluence of very
big veins in this area and none of them could beessed to control the bleeding
without stopping the bleeding first. Dr B therefdmad to suture the hole in the
femoral vein and the surrounding fibrosis almoshdiy in a deep and fast flowing
pool of blood. He succeeded in doing this and stdghe blood loss.

Dr B sought assistance from general surgeon Drp€rating in the adjacent theatre,
to undertake a more permanent repair. Dr C arrivedked in the wound and

suggested that because it was “re-do” operatiomoiild be wise to get a vascular
surgeon to attend. Having tried one vascular surgebo was unavailable, Auckland
Hospital vascular surgeon Dr D was contacted atcqapately 4pm and agreed to
attend immediately.

Dr B asked one of the nurses to contact Mrs A'sbhnd. She was unable to reach
him on the home number or mobile, but asked thelwarse to watch out for him
and reassure him. The ward nurse later confirmat Mr A had arrived and been
spoken to.

Blood transfusion

In the meantime, the anaesthetist, Dr E, put ineeoisd venous line for fluid
replacement. Mrs A needed a blood transfusion.rAftabilising Mrs A with 3%% litres
of plasma substitute, Dr E ordered cross-matcheodyl rather than utilising the
supply of universal donor (O-) blood at the hogpita

Dr E asked Dr F, an anaesthetist in one of therdtieatres, to assist in inserting an
arterial line so he could more accurately assesdloed pressure. The arterial line
was placed at 3.49pm. Dr F suggested using thestsal/donor blood. Because Mrs
A was of child-bearing age, Dr E wanted to waitgooup-specific blood.

° Type O negative blood is considered the univerkmddonor type, but it may have antibodies that
cause serious reactions during a transfusion. liddalbod transfusions are done with donated blood
that is an exact match for type and Rh (Rhesugprfa&mall samples of the recipient’'s and donor’s
blood are mixed to check compatibility in a procdswwn as cross-matching. Of women of
childbearing age, 80% are Rh positive and will Im@te a problem receiving Rh positive blood. Those
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The blood took longer to arrive than expected. Dadvised HDC that if he had
known how long it would take to have the blood srosatched, he probably would
not have waited. | acknowledge that the use ofas®matched blood in this situation
is open to debate. In a report obtained by theaRritHospital, an anaesthetist advised
that some anaesthetists would feel it should be,uset others would nd?. In this
case, Mrs A was stable, with no co-morbiditiesBonad controlled her bleeding, and
blood was on its way. Dr E had obtained good pesfuby the time Dr D arrived.

Repair by Dr D

Dr D arrived at the Private Hospital at approxinhate30pm, the journey taking some
30 minutes due to heavy traffic at that time of .del¢ observed that Dr B had
successfully controlled the bleeding from the feamh@ein with sutures and had closed
the skin wound in a temporary fashion. There wasmgning bleeding at this time.

Dr D recommended formal re-exploration and repéithe femoral vein. He waited
for the cross-matched blood to arrive. The transfustarted at 4.59pm, and surgery
then proceeded. Dr D removed the temporary sutndefaund a small hole in the
front of the common femoral vein. After he had obehthe area, he was able to repair
the injury with sutures. The vein was not narrovagdhe repair and he was able to
maintain blood flow with anticoagulation rather nh@ore extensive surgery. Mrs A’s
total blood loss was 1700ml, and the blood transfusotalled 1027ml.

Mrs A was transferred to recovery at 6.20pm. At itbguest of the nursing staff, at
7.45pm Mrs A was transferred to another privatephakwhere high dependency
monitoring could be provided as part of postopeeatiare. Dr B accompanied her in
the ambulance, with Dr E following in his car. Drvigited Mrs A at this hospital on

27 June and 28 June and visited her at home dfeervas discharged on Friday 29
June.

Because Dr D was going to be out of the countryafdew days, Dr B cancelled a
weekend away so that he could provide support ® Mif needed. He telephoned her
on Saturday 30 June and she told him that the walradsing was intact but the
district nurse was not coming until the Monday, 30 B arranged for his practice
nurse to visit Mrs A on Sunday 1 July to renew ¢p@in dressing. Dr B kept in touch
with her by daily telephone calls until 5 July whieis nurse asked Mrs A to arrange
an appointment for renewal of sutures and reviewt,dhe advised that the district
nurse had removed the sutures.

Mrs A transferred her care to Dr D, who at a foHop visit on 13 July 2007 reported
that she had made a very satisfactory recovetypadih there was still some swelling

20% who are Rh negative may become sensitisecet®thfactor if they receive a unit of Rh positive
blood. A subsequent pregnancy can be affected bsitsation, resulting in conditions such as Rh
disease.

' The Private Hospital provided HDC with a copy isf Clinical Task Committee review, including a
report from an anaesthetist.
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in her foot as a result of the lymphangiogram thas attempted prior to surgery on 26
June.

Comment from Dr B

Dr B explained that in retrospect he thought that injury to the femoral vein was
caused by the fact that the tension in the woultititbp fibrous tissue, which was still

inflamed from the previous operations and adheterthe underlying vessels. The
split in the fibrous tissue tore the anterior walthe common femoral vein. Dr D also
thought the laceration to the femoral vein was tuthe very rigid fibrotic nature of

the tissues in the groin from multiple previousgauies, and that this led to the
tearing of scar tissues (including the front wdllttee femoral vein) when retractors
were used to open the wound.

Dr B advised the Private Hospital management thatds operated on many patients
who have had previous operations, and never hadldegm of this sort before. What

happened to Mrs A was a very rare event that henbgxperienced in 30 years of
surgery.

Dr B apologised for the lack of operation noteglaixing that he had accompanied
the patient to the other private hospital and reetithere until she was settled and
her warfarin therapy started. (He then made aspéctive record.)

Dr B has discussed the case with two senior calleador educational purposes. He
has reviewed every aspect of the case, includisgphéoperative explanation and
documentation. He intends to improve the recordingformation given to patients.

Dr B deeply regrets damaging Mrs A’s vein, and thegoing difficulties she
experienced, and repeats the apology expressed Iptter of 13 September 2007 to
HDC.

Disputed facts — discussion and findings

The parties dispute the nature and content of grbpe counselling prior to the
three procedures in May and June 2007.

First operation — 22 May 2007

Following the ultrasound on 7 May 2007 Dr B nextvddrs A on 17 May 2007, and
discussed the findings. There is a dispute aboutchwlreatment options were
discussed. Dr B advised HDC that he suggested Nftat A might be better off
wearing elastic stockings on her overseas trimf(md for August), since he knew that
an operation would be difficult because there wdadda lot of scarring in the deeper
tissues from her previous surgery. He said that Mvganted surgery before her trip.
Therefore he made arrangements to explore botihgroider anaesthetic on 22 May
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2007 at the Private Hospital. Dr B recorded “wolile op[eration]” in Mrs A’s
records. His notes make no reference to informatbout different options or
discussion of risks.

Mrs A advised HDC that she knew Dr B intended t@lese the right groin and
possibly strip the saphenous vein on the righttaedong saphenous vein on the left.
She told Dr B, at the first consultation in Aptihat she “wanted to get it sorted out
before we went away [on their overseas trip in Asifju She does not recall Dr B
discussing treatment options other than surgeryiarzkrtain he did not offer her
conservative management. She had the sense thaythevg would be very
straightforward, and arrangements were made fortdvérave surgery the following
week (on 22 May). She expected to be in theatrawiorto three hours and to go
home the next day.

Mrs A insists that there was “absolutely” no disias of associated risks. She does
not recall being told about scar tissue from presicurgery and the accumulated
effects of subsequent surgeries. Mrs A understdwd dperation was for routine
stripping of some varicose veins, as on previousisions. The day before her surgery
she had a chest cold and this was the only riskisoeissed with Dr B.

Mr A recalls being present at some of his wife’squerative consultations with Dr B
over the years. Mr A said that there was never naistussion; Dr B would examine
Mrs A’s legs and suggest a course of treatmentnamiek or less get on with it. While
he cannot recall dates of appointments, he doesmdr@ar accompanying Mrs A to
one appointment with Dr B before her May 2007 siygile recalls Dr B explaining
that surgery would be required but that he didmention any alternative treatment
options. In earlier years Dr B had treated Mrs Ahwnjections and stockings, which
Mr A understood to be conservative managementhi@moccasion Mrs A’s legs were
really aching and there seemed to be no questairstie would need surgery.

On 17 May 2007, Mrs A signed a standard consemn flmr the proposed surgery,
which stated:

“I confirm that | have received a satisfactory exytion of the reasons for, risks
and likely outcomes of the procedure/operationtineat, and the possibility
and nature of further related treatment includingtarn to theatre, should any
complications arise.

| have had an opportunity to ask questions and rgtaled that | may seek
information at any time and participate in decismaking about my treatment.”

Second procedure — June 2007

Mrs A does not recall there being any discussionreditment options prior to the
second procedure. She advised HDC that Dr B toldtie she had an infection
(treated with antibiotics) and that further surgergs required. Dr B explained that
lymph nodes are small and one may have been “adailtie nicked” during the first
surgery.
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Dr B advised HDC that lymphatic leaks usually sggontaneously but Mrs A was
worried it might not do so before her planned #&ipl, because he could not reassure
her about that, he “reluctantly” re-explored theigr He said that he also told her that
he might have to make a vertical incision to imgr@ecess, and she agreed to this.

Mrs A signed a standard consent form for Dr B tplese her right groin, which he
scheduled for the following day. There is no recofdr B’s discussion with Mrs A
about the risks of this procedure. Given that Chva8 said that he was reluctant to re-
explore the groin, | find it surprising that he didt record a fuller discussion of the
risks and benefits in his notes.

Decision to operate for the third time

Mrs A states that before agreeing to the third edoce, “absolutely” no information
was provided about the risks of another operat@hre recalls Dr B explaining that
lymph nodes were hard to see and “fix”. He did tetither that the leakage might stop
spontaneously if left alone. She was also not mém that there was any risk of
bleeding or damage to blood vessels. Mrs A retlalis Dr B said that scar tissue was
present, but did not explain the implications fer.h

Mr A was also present at this consultation. He aixigld that Mrs A was unable to
drive because of her leaking surgical wound. Mredatls that no other options apart
from surgery were discussed. He recalls Dr B erpigithat lymph nodes were small
and “hard to find”. No information was given abguatssible complications or risks of
the surgery. Mr A did not become aware of the fgmssmpact of scarring until after

the third surgery.

Dr B advised HDC that he explained to Mrs A thathael been unable to find the
explanation for, or source of, the leak, but wapsdiiol that surgery would improve
matters for her. He said that he fully discussedithplications of another operation
and that he advised Mrs A that the dissection waeldlifficult. He explained to Mrs

A that a lymphoscintogram should be performed taie the source of the lymphatic
leak before he took her to theatre. Dr B statetl Mra A wanted him to explore the
wound again and, in view of the profuse dischargech was quite distressing for
her, there did not seem to be any alternative heurtie said:

“On 22 June 2007 | gave [Mrs A] what | consideredrevthe only viable
treatment options being a lymphatic scintigram wité possibility of surgery,
depending on the results of the scintigram.”

Dr B recorded: “Still v.wet. Arrange scintigram arel explore Tues.” Mrs A signed
the standard consent for surgery form, as outlatsae.

Finding of fact
Having considered all of the information before meconclude that Mrs A’s
recollections of discussions are more likely taabeurate than those of Dr B. | think it
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is unlikely that Dr B properly advised Mrs A of éatenent options other than surgery.
My reasons for preferring Mrs A’s version are:

(@) her recollection that discussions that took plasfere the 22 May and 26 June
operations contained no mention of risks or thesiigy of conservative
treatment is corroborated by Mr A. In particuldree was no discussion of
the wearing of stockings instead of surgery. Thaés womething that Mrs A
had done before.

(b) Dr B says that he was “reluctant” to perform suygem 14 June, and yet his
notes make no reference to the discussion of @pions or his advice as to
why operating on 14 June might not be advisable.

(c) Dr B says that on 22 June 2007 he gave Mrs A tmdy“giable treatment
options”, which were scintigram and surgery. Timalicates that Dr B did not
consider conservative treatment a viable optiod, smit seems unlikely that
he discussed that with Mrs A.

Findings on key questions

In considering the appropriateness of Dr B’s cdréls A, | have been assisted by
advice from Dr Peter Johnston, a general surgesm Appendix), and from Dr Ross
Blair, a general surgeon who provided advice toRhgate Hospital's Clinical Task

Committee. | consider below each of the questibasneed to be answered.

(a) Was it reasonable to propose surgery in light o6Mfs previous procedures?

When Mrs A presented to Dr B in April 2007, she Iad three previous procedures
for varicose veins in her right leg and one procedon her left leg. Dr Johnston
advised that the treatment options were relatiggigightforward: to operate or not.
As with any same-site repeat surgical procedura; sssue from previous surgeries
was potentially a complicating factor. Mrs A wasewing her fourth, fifth and sixth

procedures in the right groin region. Clearly, theras a significant risk that scarring
would add to the complexities of surgery. Dr Jobnstmphasised the possibility of
lymphatic leakage resulting from further surgee® to the build-up of scar tissue.
Dr Blair also noted that lymph leakage followingigr exploration is not uncommon.

Lymph leakage often resolves spontaneously. Dr stohnadvised that ideally, rather
than operating on 19 June 2007, Mrs A should haen ltreated conservatively, with
a view to surgery should the problem persist. H@®wewn researching the literature
on this topic, he found a lack of clarity.

I conclude that the decision to operate on anyhaf three occasions was not
necessarily a wrong one. There was no apparené igsat Mrs A was unfit for
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surgery. Dr B’s peers would likely have considesetigery appropriate in the same
circumstances, but full discussion of the implioas of the previous procedures to the
groins was necessary.

(b) Was Mrs A provided with sufficient information reding the risks and benefits
of the operations?

Given that Mrs A’s surgery on 22 May was her foustirgical exploration of her
groin, Dr B should have specifically addressedribies of repeated same-site surgery.
Mrs A developed a lymphatic drainage problem fokoWby an infection. Dr Johnston
said it was reasonably foreseeable that the lynpbgstem would be damaged. One
of the risks that should have been discussed veasgk of bleeding.

Prior to Mrs A’s surgery on 26 June Dr B shoulddaxplained that because this was
the sixth time this area had been operated ongetlnaas an increased risk of
haemorrhage. The operation was to take place ma#l area of her groin containing a
number of important structures including blood etsswhich, if damaged, might
haemorrhage, and that the likelihood of damage ltmdo vessels was increased
because of the amount of scar tissue.

| conclude that Mrs A was not advised that conder@dareatment was an option or of
the increased risks associated with repeat-sitgesyr Therefore, she was not
provided with sufficient information before the oatons.

(c) Was Dr B’s perioperative care appropriate?

Dr B reviewed Mrs A a number of times and made kifrsvailable when contacted.
| note that on Saturday 2 June, when Mrs A conthbtm regarding the swelling in
her groin, he arranged to see her immediately apiraded some fluid. She had
further consultations on 6 June and 9 June 2007Jdhnston advised that the
management of the surgical wound was appropriatettzat the insertion of a drain
on 14 June 2007 was a suitable way of managing @lallection that is persisting. |
also acknowledge that Dr B took the precaution @hmencing antibiotics on 18
June when he was concerned that the pink areasuswdiing the groin swelling might
indicate an infection.

Following the third operation (26 June) Dr B wa®ative in his follow-up care. Dr B
accompanied his patient to the second private tadspisited her for the next three
days, had his practice nurse visit her on Sundaylyito redress the groin wound, and
maintained daily contact with her until 5 July.

Accordingly, | find that Dr B’s care from 22 May ur26 June was appropriate.

12 H)'( 27 January 2009

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



Opinion 07HDC13222

(d) Were the postoperative investigations Dr B ordeoed25 and 26 June 2007 to
detect the source of the lymphatic leak appropfiate

On 25 June Dr B performed a lymphoscintogram and®2®&nlune he attempted a
lymphangiogram. Dr Blair advised that there werdurther investigations that could
be done perioperatively to detect the exact sitethef lymph leak. There is no
suggestion that following surgery on 26 June 2097 immediate investigations were
required, and Mrs A’s care was then transferredtoD. | am satisfied that the
investigations that were performed on 25 and 2& lardetect the source of the leak
were appropriate.

(e) Did Dr B perform the third operation (on 26 Jundjtweasonable care and skill?

Despite the life-threatening haemorrhage Mrs Aesefd, there is nothing to suggest
Dr B did not perform the third operation to an agprate standard. The increased risk
of haemorrhage was a foreseeable complication nithat procedure, rather than an
adverse event caused by lack of surgical skilld@hnston advised that “this particular
surgical mishap could occur in the very best ofdsinl conclude that the operation

was performed with reasonable care and skill.

() Was it appropriate for the operation to take platehe Private Hospital?

Dr Johnston considered that there was a defirsteai haemorrhage as a result of this
being the sixth operation in the groin region. EBfere, Dr B should have planned for
such a contingency. Dr Johnston believes that Din8erestimated the difficulty of
the surgery. It was an error of judgement to urdkertthe surgery at the Private
Hospital without assistance and without readily essible blood products if a
transfusion was required. Dr Johnston stated:

“... [Dr B] states that he has done revision groingsty many times without
problem, and this can be accepted, but my own expes, which includes a
large volume of major surgery, is that repeat syrf@ veins in the groin can
be very technically demanding and must be apprabefith that in mind.
Given that there was a restriction on his practiced the potential difficulty of
the case, [Dr B] would have been wise to discussstirgery in advance with
[the Private Hospital], and | would view his oma@siof this with moderate
disapproval.”

| therefore find that in the circumstances it was$ appropriate for the operation to
take place at the Private Hospital.

(g) Given that the restriction on his operation rigltsthe Private Hospital precluded
him performing major surgery there, was it apprepe for Dr B to perform that
operation there?

Dr Johnston said that the Private Hospital willadhé@ comment on what it considers
“major surgery”. On the minor, moderate and majoals the Private Hospital
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classified Mrs A’s surgery as moderate. Accordinglgm satisfied that Dr B was not
operating outside the terms of his agreement wighRrivate Hospital.

(h) Did Dr B manage the complications appropriately gmdvide adequate follow-
up care?

Dr Johnston, Dr Blair and Dr D all conclude thatBs response to the haemorrhage
was appropriate. Dr B took the correct course tibachy establishing control of the

haemorrhage and seeking further assistance to etengldefinitive repair. | note that

Dr B accompanied his patient to another hospitalted her for the next three days,
had his practice nurse visit her on Sunday 1 Jolyetiress the groin wound, and
maintained daily contact with her until 5 July.nh @atisfied that Dr B responded well

to the haemorrhage and provided good follow-up.care

Opinion
Breach — Dr B

Information disclosure

Dr B knew Mrs A’s history well, having performedrgery for her recurring varicose
veins over a number of years. In May 1997 and Au@d98, Dr B treated Mrs A’s
varicose veins conservatively by applying elastockings. In January 2004 he opted
for surgical correction. Mrs A had experienced bogtatment options.

| am satisfied that Mrs A was not aware of the giglssociated with previous scar
tissue before her operations in May or June 20Qinderstand that each time Mrs A
had a surgical correction of her varicose veinsdteased the risks of complications.
In my view this must impact on the decision abohether surgical correction should
be favoured over conservative management.

Mrs A had the right be fully informed and to make iaformed choice about which
treatment option she preferred in light of the radnt risks. This required a careful
explanation about the nature of her condition, ibeefits and risks of surgery, and
other treatment options (including their benefitsd arisks) open to her. It was
important she knew that repeating surgery createdel scar tissue and increased the
risk of damage to anatomical structures, and wiatrheant for her situation.

Dr Johnston noted that damage to lymph vesselsnigsa inevitable with this surgery
and that lymph leakages might correct spontaneoliaty not convinced Mrs A knew
that the lymphatic system can correct spontaneatigéft alone. If she was able to
tolerate the distress caused, she might have aVdigdther surgery. The doctor’s
explanation must be tailor-made to the patientisdition. One explanation does not
fit all.
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Mrs A signed a standard consent form on 17 May 2@0#firming that Dr B had
provided a satisfactory explanation of the reagongisks, and likely outcomes of the
surgery, including the possibility and nature attier treatment should complications
arise. By its very nature the form gives permisdmmthe surgeon to operate. It does
not provide any information about alternative tneamt options that may have been
discussed at the time. Mrs A was invited to askuabirther treatment and
complications but, in my view, the onus was notMns A to ask the right questions.
It is no answer that she had an opportunity to @séstions and knew she could
participate fully in any treatment discussions.BDhad an obligation to volunteer the
information Mrs A needed and to record their disowss.

It would also have been helpful if Dr B had exp&dno Mrs A that she would have
drains inserted after surgery, and following swygewould have been a good idea to
discuss with her what had happened in surgery drnydtvwad taken four hours instead
of the two to three predicted. Mrs A was vomitiriteasurgery and did not feel at all
well. She remained in hospital for another night. those circumstances it is
understandable that she felt concerned and conassemlthe success of the operation.

Mrs A had the right to the information that a rezuale patient, in her circumstances,
would expect to receive, including an explanatidrher condition (both pre- and
postoperatively), and her treatment options, incdgdhe expected risks, side effects
and benefits of each option. | conclude that DridBribt provide this information and
breached Right 6(1)(a) and (b) of the Code of Hieahd Disability Services
Consumers’ Rights (the Cod®).

Harm minimisation

Dr B also had a duty to provide Mrs A with surgic@Ervices of an appropriate
standard and, in particular, in a manner that miggoh potential harm to her as a
patient (see Right 4(4) of the Cod#).

In my view Dr B underestimated and inadequatelynpéal Mrs A’s surgery on 26
June. As already noted, he explained that in neé&aishe thought that the injury to the
femoral vein was caused by the fact that the fibrissue, which was still inflamed
from the previous operations, was adherent to tlietlying vessels. When that tissue
split, the anterior wall of the femoral vein open&t D also thought that the very
rigid fibrotic nature of the tissues in the gromrh multiple previous surgeries led to

1 Right 6(1) of the Code provides: Every consumerthagight to the information that a reasonable
consumer, in that consumer’s circumstances, woxeet to receive, including —

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

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

12 Right 4(4) of the Code provides: Every consumartha right to have services provided in a
manner that minimises the potential harm to, antinoiges the quality of life of, that consumer.
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the tearing of scar tissues, including the fronll whthe femoral vein when retractors
were used to open the wound.

When planning the surgery Dr B should have seenth®arisk of haemorrhage was
reasonably foreseeable (albeit perhaps not theigegéthe haemorrhage). He should
have had contingency plans for just such an eudatshould have considered the
need for assistance and whether the Private Hbgmitdd provide the appropriate

level of support (including cross-matched blood @igs) for such a technically

challenging operation. The failure to appropriatglign Mrs A’s surgery on 26 June,
to take account of the possibility of complicatipasnounted to a failure to provide
surgical services in a manner that minimised paéherm. In these circumstances
Dr B breached Right 4(4) of the Code.

Opinion: No breach — Dr B

Perioperative and postoperative care

As noted above, Dr B reviewed Mrs A a number ofeinbetween 22 May and 26
June 2007, and made himself available when comta@e Saturday 2 June, when
Mrs A contacted him regarding the swelling in heoig, he arranged to see her
immediately and aspirated some fluid. She had éardonsultations on 6 June and 9
June 2007. The insertion of a drain on 14 June 208 a suitable way of managing
fluid collection that is persisting. | also acknedte that Dr B took the precaution of
commencing antibiotics on 18 June when he was cbadethat the pink areas

surrounding the groin swelling might indicate afeation.

Dr Blair advised that there were no further invgations that could have been done
perioperatively to demonstrate the exact site eflyimph leak. Dr Johnston advised
that Dr B’s postoperative services and investigetiovere appropriate. The literature
supports Dr B referring Mrs A for lymphoscintograras it is the only useful
investigation in these circumstances.

Following the surgery on 26 June, Dr B accompaiies A to another hospital and
attended her daily until 29 June and maintainely delephone contact until 5 July.
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In my opinion Dr B provided Mrs A with approprigberioperative and postoperative
care during and following all three procedures, ditlnot breach the Code in this
respect.

Opinion — The Private Hospital

Vicarious liability

Under section 72 of the Health and Disability Cossioner Act 1994 (“the Act”) an
employing authority may be liable for acts or onuas by an employee, an agent or a
member, where the employing authority is also dthezare providef® Dr B is a
consultant surgeon at the Private Hospital, udiegelquipment, facilities and nursing
support at the Private Hospital.

The Private Hospital does not accept that doctensguits facilities are “agents” and
points out that the public are told the doctorsiagependent from the hospital.

In previous case$, | have taken the view that notwithstanding the satemgth
“visiting privileges” arrangement, specialists mag agents of the private hospitals
where they provide services. Ostensibly, such pi@eérs are represented to the
public as being associated with these hospitalsraviteey work, and the private
hospitals retain some degree of control over tletfironers, including the ultimate
sanction of not renewing clinical privileges. In mgw, visiting practitioners may be
agents of the private hospitals where they prowedevices, within the meaning of
section 72(3) of the Act.

Section 72(3) provides that anything done or omiittg a person as the agent of an
employing authority shall, for the purposes of tAid, be treated as done or omitted
by that employing authority as well as by the firggntioned person, unless it is done
or omitted without that employing authority’s exgseor implied authority, precedent
or subsequent. Under section 72(5) it is a deféomrcan employing authority to prove

it took such steps as were reasonably practicalypeevent the employee from acting
or omitting to act in breach of the Code. Secti@(b) can also be applied as a defence
to liability under section 72(3).

13 Section 72(1) of the Act states that the term “@yiplg authority” means a health care provider or a
disability services provider. Section 3(a) of thet Atates that a health care provider includesrsope
for the time being in charge of providing healthecaervices within the meaning of the Health and
Disability Services (Safety) Act 2001. The Privatespital provides health care services within the
provisions of the Health and Disability Serviceafédy) Act 2001.

14 01HDC04847 (3 May 2003) and 99HDC06799 (24 May2300
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Dr B’s breaches of Right 4(4) and Right 6 of thed€aelate to his failure to
appropriately plan surgery and offer explanatiand/ts A. Dr B did not act outside
the terms of his agreement with the Private Hokpita

In my view, these omissions were attributable thividual clinical decisions by Dr B
and could not realistically have been preventedhleyPrivate Hospital imposing any
conditions on his visiting privileges. The Privaiespital is therefore not vicariously
liable for Dr B’s breaches of the Code.

Other comments

Pain in foot

Mrs A stated that on 14 June 2007 when Dr B indeat@rain in her groin, although

local anaesthetic was used, the incision was plaibfuB commented that the reason
for the painful puncture was probably inadequateaqg of the local anaesthetic and
that, in retrospect, he should probably have altbwmre time for the anaesthetic to
work.

On 26 June 2007 Dr B performed a lymphangiogramchvimvolved injecting Mrs
A’s foot with methylene blue dye to mark out thenjghatic channels in the groin. Mrs
A found these injections particularly painful. Shated:

“I was apprehensive about the injection but wamgdlymph node fixed. As

soon as he injected me | started crying and adkimgo stop as it was hurting.
[H]e didn’t stop straight away, telling me that hsvbeing brave. | yelled at
him to stop. [H]e took the needle out and said ithabuld be better for him if

he could put in some more. | was still crying aatis0.

My foot went so swollen | couldn’t move my toeswealk on it. And the dye
never went anyway except across my foot. To thysldeven’t got feeling in
the top of my foot — it’s like | have been burntvas taken to surgery and got
really upset as my foot was really sore.”

Dr B acknowledged that the methylene blue injectias painful for Mrs A and he
thought she may have experienced some form ofalegaction.

Injections in the foot can be very painful, andséems that Mrs A’s foot did not
resolve quickly, with swelling being evident at Iparstoperative consultation with Dr
D. | note that Dr B did not immediately stop attémg@ the lymphangiogram when
asked to. However, when he failed to gain conserityt again, he did not persist.
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Nothing in the available information suggests tMat A’'s ongoing problems resulted
from any lack of skill on Dr B’s part.

| recommend that Dr B take more care to ensure lttati anaesthetics have taken
effect and listen more carefully to his patientsquests to cease a very painful
procedure, to avoid distress.

Hand tremor
On 14 June, when Dr B injected local anaesthetiteingroin, Mrs A noticed that he
had a “bit of a shake” in his right hand.

Dr B advised HDC that both of his hands shakes & congenital condition he has had
for some time and it has never interfered withwsk. He has not had any occasion
to report the matter to the Private Hospital. DaiBlstated, “I know a number of
surgeons who suffer from such an intention trembictvis often hereditary and does
not affect their ability to undertake fine surgicahanipulations.” Similarly,
Dr Johnston noted that a benign essential tremocegainly be compatible with safe
surgical practice.

It is understandable that Mr and Mrs A raised tkeincern about Dr B’s hand tremor,
but having considered all information, there ishiug to indicate that it in any way
contributed to the outcome of any of Mrs A’s process.

Follow-up actions

A copy of this report will be sent to the Medicab@cil and the Royal
Australasian College of Surgeons.

* An anonymised copy of this report (naming only éxperts who advised on this
case) will be sent to the New Zealand Private $atgHospitals Association and
placed on the Commissioner’s websusyw.hdc.org.nzfor educational purposes.
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Appendix — Independent Surgical Advice
The following expert advice was obtained from DtePdohnston:

“I have been asked to provide expert advice to Wealth and Disability
Commissioner on this complaint. ...

Expert advice required:

To advise Commissioner whether, in your opiniony [B] provided an
adequate standard of care to [Mrs A] and, in aduliti answer the following
questions:

I will comment on the questions in turn, and sumsgarmmy conclusions
following that. The comments [Dr B] makes at thgibaing of his account are
very important to note: the 22.5.07 operation Wass[A’s] fourth operation on
veins in the right groin, as | understand it, and subsequent operations were
thus the fifth and sixth. The possibility of diffit surgery with complications,
in particular lymph leakage bleeding and infectibma second or subsequent
operation on veins in the groin, lymph leakage éslly an unavoidable
complication as each operation will disrupt the Briyanph channels which
then become embedded in scar tissue and are t@bke disrupted further at the
next procedure.

1. Inrelation to [Dr B’s] surgery on 22 May 2007, wihstandards apply in
this case?

The standards would be that the surgery be a ¢drestment for the condition,
the patient is adequately informed of the benefitd risks of the surgery, and
that the patient be fit for the proposed surgery.

2. Did [Dr B’s] surgery comply with those standardsdanf not, please
explain any deviation from appropriate standards?

The surgery was appropriate for [Mrs A], as anasibtund scan showed filling
of the long saphenous vein from pelvic veins aondfanother site lower in the
leg. It appears there was no issue that [Mrs A] weg for surgery. The details
of the informed consent discussion are not recotulgdDr B] notes he was
somewhat reluctant to undertake surgery and sugmgjetastic stockings in the
first instance. [Dr B] also records recognitiontloé increased difficulty inherent
in re-operation on veins in the groin. Presumat@dycbmmunicated this to the
patient. There is nothing to suggest the consetgss was inadequate.
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3. Was [Dr B’s] perioperative care appropriate, such mserting a drain on
14 June 20077

[Dr B’s] care was appropriate, he reviewed her enlper of times and made
himself available to be contacted The managemenhefsurgical wound was
appropriate; inserting a drain in that fashion bara useful waly] of managing a
fluid collection which is persisting.

4. Did [Dr B’s] surgery of 19 June 2007 comply withpappriate standards
and, if not, please explain any deviation from aygprate standards?

In general, the standards are those noted in an®aibe first part of the first
question. In relation to benefits and risks, ormuases these were discussed. [Dr
B] notes that he was rather reluctant to do thigesy as these problems usually
will resolve with time but [Mrs A] had an oversea§ approaching. The
indications for and timing of surgery in an estsiid lymph leak or lymphocele
are not well defined. My understanding of usual tPalasian practice would be
to operate if the problem was not improving witmservative treatment. | have
reviewed current surgical literature on this togiat very little concrete
information can be obtained. One of the standardbt®ks Rutherford:
Vascular Surgery states, in the same paragraphimatite same context, that
these problems should be operated if the problees dot resolve quickly, and
also that they often can be managed with expedi@attment. This is a
reflection of the lack of clarity around the managat of this problem.

In my opinion the ideal option would have beenr&at conservatively at this
stage. Attempting to resolve an issue surgicalliittm with the patient’s other
activities is a dilemma which quite often arisesd an this instance was not
unreasonable, in my view.

5. Was the lymphoscintogram, conducted on 25 June, abgropriate
investigation and, if not, what would have been thppropriate
investigation?

Yes, there is recent surgical literature which catiés that this is a useful
investigation in these circumstances. There aratiner useful investigations.

6. In relation to [Mrs A’s] surgery performed on 26 rki 2007, was the
surgery appropriate and, if not, please report be surgery/treatment [Dr
B] should have undertaken?

The comments made above about the need for andgtiafisurgery for lymph
leakage again apply. One gets the impression beae twas still a degree of
pressure on the situation in relation to the pte@mverseas trip. However,
given that there was evidently a large volume ak#ge, a further attempt at
resolving this surgically at this time could notdréicised.
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This was now the sixth operation in this area. Hprwould have been aware
that this was likely to be a technically challerggoperation, with a definite risk
of haemorrhage, which unfortunately did occur inr§M\’s] case. It is a matter
of judgment for the surgeon based on his or hédkr @&hkd experience as to what
this risk might be in an individual case, and wieethe or she is the correct
person to do this surgery, and in what level ofgmal care. This particular
surgical mishap could occur in the very best ofdsaThe hospital in which the
surgery was done was obviously not optimal for twentuality, given the
length of time required to access blood for trasisin, and this choice again is a
matter for the surgeon, in discussion with thequdtif necessary to judge.

Additional advice
Dr Johnston provided the following further advice:

“I am asked by the Commissioner to provide expeviae on aspects of the care
provided to [Mrs A] by [Dr B]. This follows my préaus advice on this case, to
which | refer.

| have read and agreed to follow the Commissionggsidelines for
Independent Advisors. My qualifications are MB CHRACS; my experience
in this area is as a General Surgeon, since 20@&tiging Upper Gl,
Hepatobiliary and Transplant surgery, and haviracised in General surgery
including varicose vein surgery as consultant samgeom 1986—-2005.

My instructions from the Commissioner are to givpin@n on specific
questions, which | will repeat below in turn, ialits, with comment after each.

In addition to the information available for revieat my last report, there are
now transcripts of separate interviews with [Mr avics A], the [the Private
Hospital] records, and a letter from [Dr B] to [th&DC investigator] dated
22.7.08. There is also a letter from the Commissioto [Dr B] 1.2.08
requesting an interview, which one assumes didaket placé?

Adequacy of information

1. Please comment on whether you consider that [DrpBjvided [Mrs A]
with adequate information, including:

The explanation [Dr B] provided to [Mrs A] aboutrtendition; [Dr B] records
the relatively basic information he gave to [Mrs &i] each stage; [Mrs A’s]
account of this is that the information and oppoitiufor discussion was fairly

15Dr B declined an offer to attend an interview wWitBC.
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limited, but she was content to accept this andhetexpert do his job. The
information may have been enough for [Mrs A].

2. The information [Dr B] provided to [Mrs A] about ¢hpossible treatment
options for her condition (particularly at the casntations 17 May, 18 June
and 22 June) ...

The treatment options at each stage were relatplely, either to operate or
not; however, choosing between these options wookdhave been an easy
matter and should have needed an amount of discudsiwould seem from
[Mrand Mrs A’s] interviews that full discussion dhanot taken place, just an
acceptance that surgery would be done. One re@gyrirem the interview
transcripts that these events took place unden@easing degree of emotional
pressure related to the lack of success with chingdymph leakage from the
groin, and the projected overseas trip. This presswuld have negatively
affected both parties in their ability to engagefui discussion. [Mrs A’s]
account implies a relatively ‘closed’ discussiomgass in which she followed
his recommendation without questioning it in dethil retrospect it is easy to
say that between doctor and patient, the wrond ‘s@&ls made in undertaking
this surgery close to a projected important trig, dn balance conclusion is that
the information provided was not adequate for thecumstances. The
Commissioner asks that any deviation from an aatdptstandard be assessed
as mild, moderate or major; in my view this would between mild and
moderate. The doctor’s obligation is to try to r@mabjective in such a
situation, difficult though this may be.

3. The information [Dr B] provided to [Mrs A] about é¢hrisks of the proposed
surgical procedures, particularly the risks of thergery performed on 26
June 2007.

[Dr B’s] letter states that he discussed deep vertbuombosis, the difficult

nature of the surgery, possibility of prolongedgeuy, and possibility that the
aim of the surgery (correction of the lymph leakjgint not be achieved. | take
this to refer to the last operation. In the intewitranscript, [Mrs A] is asked
about discussion of risks in relation to the fi(@2 May) operation, and

answered that there was no such discussion. Gharthis was to be her third
exploration of the groin, it would be necessandiscuss risks specifically, in
that such surgery can at times be very difficuli€sion of such a discussion is
less than adequate care, and, if correct, woulddyeed by peers with moderate
disapproval. In relation to the 26 June operat[dMrs A] does not recall any
specific discussion of risks, only a brief convéima during a dressing of the
wound, at a time when [Mrs A] was emotionally up$étither [Mrs A nor Mr

A] felt they had been advised of any risk of haefmmage. It should be noted,
however, that research has shown that patientsnretsly a part of what

information is given at a consent discussion, S8 tjuestion must remain
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somewhat open, although it does appear that theeobmprocess was less than
adequate. [Mrs A] should have been told of a riskleeding.

Standard of care

Please also detail your reasons for confirming oreanding your opinion on the
standard of care [Dr B] provided to [Mrs A], inclumg.

1. Whether [Dr B] took sufficient steps to avoid tleenplication that occurred

I will take ‘the complication that occurred’ to ezfto the haemorrhage which
occurred at the 26 June operation. The main wayghioh such a complication
could be avoided are to recognise the difficulumaif the surgery in advance,
to allow sufficient time for the procedure, to uaerelatively ‘defensive’
operating technique (in the sense used in the tdefensive driving’, not
‘defensive’ in the legal sense), and to abandorptibeedure or ask for help if
progress is not being made. | would confirm thewexpressed in my previous
report, that these issues cannot be assessed badiseof a single case with this
outcome. If the Commissioner were aware of otharaip/e problems in [Dr
B’s] practice, he could choose to review cases@eap.

2. Whether [Dr B] gave sufficient consideration to tlesources available at
[the Private Hospital] given the potential for ddtilty/complication

Probably not. [Dr B] may have underestimated theemial difficulty of the
surgery; given that the first (22 May) procedureki@d hours (according to the
anaesthetic record) considerable difficulty shobllve been expected with
subsequent procedures. Again, it is not possibledke a definitive judgement
on the basis of one case, but the sum of the esedarailable leads me to
believe that [Dr B] did make an error of judgementinderestimating this case,
and this judgement would be viewed with a mild lexfedisapproval by surgical
peers.

3. Whether [Dr B] should have undertaken the surgeremy the restrictions
on his practice and his ‘benign essential tremor’

The restrictions on [Dr B’s] practice at [the Ptivdlospital] were not known to
me at the time of writing my first report. Theseatreetions are stated by [the]
Hospital Manager, to be that [Dr B] does not uraletany bowel or major
surgery at [the Private Hospital]. What could bérs as major or otherwise
would have been up to [the Private Hospital] tardefvith [Dr B]; [Dr B] states

that he has done revision groin surgery many timisout problem, and this
can be accepted, but my own experience, which dedlua large volume of
major surgery, is that repeat surgery for veinsthe groin can be very
technically demanding and must be approached wdh in mind. Given that
there was a restriction on his practice and themgatl difficulty of the case, [Dr
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B] would have been wise to discuss the surgerydvaace with [the Private
Hospital], and | would view his omission of thistivimoderate disapproval.

Regarding the ‘benign essential tremor’, this cartainly be compatible with
safe surgical practice. | have attempted to sed#inehsurgical literature for
information on this but have not been able to cooe with useful

recommendations. A surgeon with a medical or heslue, particularly a
visible one, would be wise to place himself/herseifier occasional medical
review; [Dr B] does not comment on this.

4. Whether [Dr B] (or the anaesthetist) should havedishe universal blood
product available at [the Private Hospital].

It is recorded in the [the Private Hospital] nofgstake this to be by the
anaesthetist) that the haemoglobin (Hb) droppedQg/l. My own practice
would be to recommend transfusion when the Hb i60elow, and this is
supported by published reviews of transfusion pract have located. This
would be modified by knowledge of whether the seuot bleeding had been
corrected, and how far away the matched blood weasf the bleeding had been
controlled, the matched blood was 10-15 minutesyawdess and the patient
previously fit and without cardiac disease, waitimguld have been acceptable.
| cannot determine these facts from the informatiprovided. If the
Commissioner needs more specific advice on thigejs$ could be sought from
a Specialist Anaesthetist.”

! Schulman, C, Cohn, S 2004. Transfusion in surgedyteauma. Critical Care Clinics 20: 281-297.
2Goodnough, L 2007. Transfusion triggers. Surge®: 867-S70.
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