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Overview

This case relates to the care provided to a wonftan sahe presented at Nelson
Hospital with a debilitating headache early in therning in mid 2007. Over the

course of the day, her level of consciousnessideated. Hospital staff attributed this
to the medication she had received. The followiag, dMrs A’s condition deteriorated

further, and she required resuscitation. Despétestier to the intensive care unit, Mrs
A’s condition continued to worsen, and she was puoiced brain dead at midday the
following day.

This report considers the appropriateness of the peovided by Mrs A’s admitting
consultant, Dr B, and of the systems in place asdeHospital.

Parties involved

Mrs A (dec) Consumer

Ms A Complainant/Consumer’s daughter
Mr A Consumer’s husband

Dr B Provider/Consultant physician
DrC Duty house officer

Nelson Marlborough DHB Provider/Employer

Hospital 2 A public hospital in a main centre

Complaint and investigation

On 18 December 2007, the Health and Disability Cossioner (HDC) received a
complaint from Ms A about the services providedéo mother, Mrs A, by Dr B and
Nelson Marlborough DHB over a period of three daysnid 2007. The following
issues were identified for investigation:

* The appropriateness of the care provided by Dr Bite A.

» The appropriateness of the care provided by NeMarlborough District Health
Board to Mrs A.

An investigation was commenced on 7 February 2D@8cmation was obtained from
Ms A, Mr A, Dr B, Nelson Marlborough District HehltBoard, Mrs A’s general
practitioner, the Coroner, and the Accident Compgos Corporation. Independent
expert advice was obtained from physician Dr KiagsLogan. The emergency
department aspects of this case were reviewed bydder Freeman, emergency
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medicine specialist and chair of the New ZealancliFa of the Australasian College
of Emergency Medicine.

Information gathered during investigation

Background

Mrs A (aged 49) had a long history of migraine tedks. In June 2006, Mrs A
underwent neurosurgery at Hospital 2 to remove koidocyst! There was no

evidence of malignancy, and the operation was sgéakein alleviating Mrs A’s

headaches.

On 16 March 2007, Mrs A fell down the stairs at leoamd hit her head. Over the next
10 days, she experienced minor intermittent heaaadHer symptoms worsened, and
on 26 March 2007 Mrs A presented to her generaitpi@er who referred her for a
CT scan at Nelson Hospital.

On assessment at Nelson Hospital Emergency Deparif®), it was decided that
Mrs A’s symptoms were related to her migraine hehda rather than any brain
pathology. A CT scan was not performed. At the twhelischarging Mrs A, the ED
house officer telephoned Mrs A’s general practigiosm colleagueto inform him of
Mrs A’s presentation at ED and advise that Mrs Aut return to her GP or to
hospital if her headaches did not settle. Aparimfrthis telephone call, Nelson
Hospital did not send a discharge summary to thathl€entre about the ED reviéw.
Nor was Mrs A given (or sent) a copy of a dischasgemary. The house officer
documented in Mrs A’s notes the need to adopt & tlareshold for CT head if [the
headache was] ongoing”.

Thursday/Friday

A few weeks later, on a Thursday, Mrs A experienadoad headache that was not
relieved by taking various analgesics. The follayvamy Mrs A went to see her GP,
and she was assessed by a locum GP.

Following his assessment, the locum diagnosed siongestion and prescribed an
otrivine nasal spray. He did not consider that Mis headache was related to her

1 A colloid cyst is a cyst containing gelatinous nnitlen the brain, usually found in the third veoke.

2 Mrs A’s GP had finished for the day when the Eii$e officer telephoned the Health Centre.

% Dr B explained that it is “the usual practice” fdelson Hospital to send a discharge letter to the
patient's GP and to copy this to the patient whepatient is discharged. This usually occurs with
outpatient assessment letters as well. Dr B hagiocated this in his own practice for about 10rgea
He notes that “the patient copy ensures that atzunaformation on diagnosis and plan is
communicated and that the patient has an oppoyttmifeed back if something important has been
missed”.
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previous colloid cyst but advised her to go to ha$pover the weekend if her
symptoms worsened.

Saturday

Overnight, Mrs A experienced increasing headacheshe early hours of Saturday
she was taken by her husband to Nelson Hospital (HP.left to attend to family
business shortly after arrival and returned to habfater that morning.)

The triage assessment (at 5.36am) recorded thatAviiad been reviewed in ED

“approximately ‘6 weeks ago’ with GP advised to eorto hospital yesterday.

Decision to stay at home but headache is gettingevovernight, now vomiting and

sore between scapula/lower neck”. Mrs A’s pain wascribed as 9 out of 10,

indicating severe pain. It was also recorded thathsed received treatment for a brain
tumour in the past. Mrs A was assessed as triagigg@y 24 using the Australasian
Triage Scale. She was placed in a bed within ED wes visible from the staff

station.

An intravenous (IV) injection of morphine was admtered at 5.55am. Mrs A was
monitored closely, and her baseline observation® wecorded every hour between
5.36am and 7.30am. Her GD8as 15/15 on each occasion.

At approximately 8am, Mrs A was reviewed by an Edd$e surgeon who did not find
any hard neurological signs. She queried whetlerettvas a recurrence of the colloid
cyst and contacted the on-call consultant physidianB, to discuss Mrs A’s case.
The house surgeon queried the need for a CT hee and Dr B agreed that it was
probably warranted. (However, a CT scan was nog¢red until the next day.) Dr B

decided to review Mrs A ahead of other patients tharning, as “she was unwell,

uncomfortable and did not have a clear diagnosis”.

When Dr B arrived in ED, he reviewed Mrs A’s medinates. They did not include
the records of her attendance at ED on 26 Marctt .20the March 2007 notes were
subsequently found in the Medical Records Departnmedune 2007, awaiting filing.)

No family member was present during Dr B’s assessraEMrs A. Dr B noted that
she had experienced about six mild headaches aodufale” of bad headaches since
her operation at Hospital 2. However, he was unawéher fall and attendance at ED
in March 2007. Like the house surgeon, Dr B did fied any “hard neurological
signs”. Although he considered “an intracraniahoédgy”, Dr B decided to prescribe

* Patients in this category are described as hasimgimminently life threatening” condition or
requiring “important time-critical treatment” andust be assessed and treated within 10 minutes of
presentation.

®> Glasgow Coma Scale. GCS is a numerical system tosestimate a patient’s level of consciousness
after a head injury. Each of the following are nucwly graded: eye opening (4), motor response (6)
and verbal response (5). The higher the scoregthater the level of consciousness. A score of 7
indicates a coma.

26 September 2008 H)’( 3

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



Health and Disability Commissioner

sumatriptan, a drug given to treat migraines. A08m, 6mg sumatriptan was given
by injection, with a plan to review Mrs A in an htautime.

When Dr B saw Mrs A at 10.30am, he noted that sfte“fnuch relieved”, and her

response to sumatriptan supported his diagnosisiigfaine. This was significant
since such a response is usually confirmatory aframe. A decision was made to
discharge Mrs A once she was “comfortable”, and AMiwas contacted to take his
wife home. However, when he arrived, he found hfe im pain and nauseous. Mrs A
also told her husband that she felt worse thanhsigeafter her neurosurgery. Mr A
was unwilling to take his wife home given her cdiua. After discussion with ED

staff, it was agreed that Mrs A could remain ingited. Mr A was accompanied by
his son who asked staff if his mother could haverain scan. (Mr A and his son
subsequently left the hospital, with Mr A returniager that afternoon.)

Around midday, an ED senior medical officer telepdd Dr B to advise that Mrs A
was “rather sleepy and still had a headache”. lnomlance with the Nelson
Marlborough DHB guidelines for the treatment of maige, chlorpromazine 25mg
was administered at 12.30pm. Dr B did not revievg Mragain before returning home
that afternoon as he “was not unduly concerned taen at that time.

At 3.15pm, the ED senior medical officer telephoimdB again to report that Mrs A
still had a headache. Dr B advised the ED seniadicaé officer to give Mrs A a
further dose of sumatriptan and chlorpromazine,taratdmit her to the medical ward
to “sleep off” the effects of her medication. Ndogcal observations were performed
at 3.15pm, and Mrs A had a GCS of 14/15.

At 3.30pm, Mrs A was given a further dose of 6mgnatriptan. As she was still
“quite drowsy” from the chlorpromazine administeradmidday, a further dose of
chlorpromazine was not given.

Transfer to medical ward

Mrs A was transferred by an orderly to the medveaitd at 4pm. During handover, the
ED nurse informed the ward nurse on afternoon dtitvirs A’s history of migraines,
and the expectation of clinical staff that Mrs Auwil be discharged from hospital
once she had slept off the effects of her medinatidn observation chart was
commenced in the medical ward. It did not inclugeinlogical observations as the
ward nurse was told by the house officer “not torwaabout doing neurological
observations”. (Observations of blood pressuresgguand oxygen saturations were
performed at 4pm and 9pm.)

On Mr A’s return to hospital that afternoon, heridihis wife on the ward. He stated:

“l couldn’t wake her. | was holding her hand andrthwas no response. She
was on her own in a room. | don’'t remember her fg\a drip. | sat talking
with her, | was shaking her hand but she wasnfiageding.
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| told a nurse that she wasn’t responding and afte‘'She does if you yell at her
loudly’. 1 was shocked and surprised by what thesausaid. She said she was
sleeping off the medication and that she had Hatl@ medication.

... I think I possibly asked the nurse if she couttvdra scan. | was told that
their intention was to keep her overnight but ghgeared to be unconscious.”

Over the course of the evening, Mrs A remained ‘iheavily sedated” condition. The

ward nurse expressed her concerns to the duty loffiser, Dr C, and requested him
to see her.

At 9.15pm, Dr C reviewed Mrs A and confirmed thlaé svas “drowsy”. He recorded
that Mrs A “barely” responded to his voice, andédn’t really arouse”. He noted that
a further dose of chlorpromazine was charted tadministered, but that it was not
required at that time as she remained in a “setiatede. There is no record of the
measurement of GCS. Dr C stated:

“... My understanding was that there had been norides¢ion since [Mrs
A’s] arrival on the ward but there had been no rcfgagress. | was unable to
take a history due to this sedated presentatiorade note of her observations,
which were acceptable and gave no indication ofdioegspiratory
compromise. | advised no further medication to ivemgto avoid prolonging
any possible sedating effects. | told the nursitajf of my difficulties in
assessing her and charted intravenous fluids. Mg plas to come back and
review the patient later.”

At 10pm, the ward nurse described Mrs A as “apptabe heavily sedated still”, and
recorded that the GCS was 9/15. The ward nursenatsa that Mrs A had not eaten
or drunk anything, nor passed urine, since admssidhe ward “due to sedation”.

At 10.30pm, Mrs A was reviewed again by Dr C, wkoarded her GCS as 9/15. He
contacted Dr B as he was concerned that she wazisagly drowsy”.

In the absence of any abnormal neurological siBnd attributed Mrs A’s condition
to the chlorpromazine and advised Dr C that it “teave a particularly prolonged
sedating effect”. At the time, Dr B believed thatdVA had received a second dose of
chlorpromazine. In fact this was the first time Mr&iad been given chlorpromazife.

® Dr B now accepts that, in retrospect, he shoutchage attributed Mrs A’s deepening sedation to the
chlorpromazine, but notes that in his experiend¢ddipromazine can have a profound effect”; “it take
several days for even a single dose of chlorpromesini clear out of [one’s] body”. Its half-life 1% to

30 hours meaning that after a dose of chlorproneaialf of the drug is still present in the patigent
body 16 to 30 hours later.
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Dr B ordered regular neurological observationsealbne overnight, and said that he
would review Mrs A in the morning. Dr B recalls nking that he would arrange for
an urgent CT scan in the morning, irrespective of K's condition.

Dr B subsequently explained his thinking:

“It was the weekend and [Mrs A’s] most rapid degeation in consciousness
occurred in the late evening and night. If [Mrshd presented to hospital on
a weekday then | would probably have routinedyiewed her directly in the
late afternoon or evening before going home. Inktéavas at home, on call,
on the Saturday evening. My usual practice durirenangs on call is to phone
the on-call house surgeon between 9.30 and |0.3@praview any difficult
patients. Otherwise | rely on other staff to ca# hthere is any deterioration
in one of my patients. Although this occurred inrfMA’s] case, | think |
would have appreciated the severity of [Mrs A’spwsiness better if | had
seen her directly myself. If | had routinely chetkan her Saturday evening
then | may also have met her family and picked geful additional
information. However, it is the usual and expeqgbealctice of specialists on
call to be at home when on-call rather than onatitdne hospital, except when
we are directly assessing patients. There is atsdhte reluctance to order CT
scans in the weekend or after-hours compared witingl a weekday. This is
because it requires calling in two staff membeosnfhome. Although the CT
service is available 24/7 when needed, the reqgesibctor has to justify the
urgency of the scan more than during the normakingrweek. This factor
alone would not have changed my mind about requg$th CT head scan on

[Mrs A] on Saturday but was one of numerous (abofagtors [that]
contributed to my decision.”

Following his discussion with Dr B, Dr C performadheurological examination that
confirmed there was no focal neurological defidi. stated:

| asked the nurse from that shift ... to assist nm#h vassessing and
confirming pupillary reactions. We were in agreeinmat pupils were equal
and reactive to light, and | noted that the swiaglilight response was normal
and symmetrical. | documented my findings and assest (with the time of
making the entry recorded as 2230hrs). No focalaiegical findings were
forthcoming. Consequently, the plan was for 2 hpoureurological
observations and any concerns or changes in prypitactions were to trigger
an immediate call to [Dr B] and a CT of her healle plan was formulated
based on the advice | had received from [Dr B] wad dependent on the fact
that there was no focal neurological deficits. ...”

Sunday

Overnight, clinical observations were performed Mms A, with the GCS from
12.30am to 6am varying between 9 and 11.
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At 6.40am, the nurse recorded that Mrs A’s conditiad not improved overnight and
she remained “heavily sedated”. She had also reemiinent twice, and remained on
IV fluids.

At 7.40am, Mrs A’s condition deteriorated, and lheeathing became “noisy” and

faster. The on-call house surgeon assessed heraG®A5, and contacted Dr B. He
drove into hospital “immediately” to review Mrs Aa@ confirmed that there was pupil
dilatation and that she was in a “semi-conscioaest Dr B queried whether Mrs A

had suffered a serious intracranial event and ecdan urgent CT scan. According to
Mr A, Dr B ordered the CT scan only after Mr A “plied” for it.

Pending the results of the CT scan, Dr B contatiiedntensive Care Unit (ICU) to
discuss transferring Mrs A for mechanical ventdatiif the CT scan showed no
pathology. No treatment for intracranial pressuas @iven in the interim.

Later that morning, around the time the CT scamlteecame available, Mrs A
suffered a respiratory arrest. She was intubatedti@msferred to ICU. The CT scan
showed swelling of the brain and irreparable bdamage. Dr B consulted various
neurosurgeons in other centres, who advised that As prognosis was poor and
surgery would not be viable.

That afternoon, Dr B held a meeting with Mrs A’sniity to explain the results of the
CT scan and her prognosis. Mrs A’s family conveyleeir wishes to continue the
ventilation, and for clinical staff to reassess ¢tandition the next day.

Mrs A was monitored closely over the remainder @ tlay. Various clinical staff
noted that her condition remained “critical” and papils were unresponsive to light.

Monday

On Monday morning, Dr B reviewed Mrs A and notedttbhe was “still unconscious
despite [the absence of] sedatives”. He discusseccdise with an intensivist, who
agreed to share her care. Two series of tests ctetlthat morning confirmed an
absence of brain function. The results were digmiggth Mrs A’s family. The issue
of organ donation was also discussed, and Mrs &islf confirmed their agreement
to donating several of her organs.

At 12 noon, Mrs A was certified brain dead. Herttleaas reported to the Coroner.
Mrs A underwent an organ retrieval operation tivaingeng.

Post-mortem examination

Two days later, a post-mortem examination was pedd. On 17 August 2007, Mrs
A’s cause of death was reported as “raised intmaial pressure with coning”
resulting from “obstructive hydrocephalus as a vexse complication of previous
neurosurgery”. The pathologist commented:
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“With the benefit of hindsight, it was reasonabteassume that [Mrs A’s]
terminal headache was from the outset a manifestadi this obstructed
hydrocephalu$.Once tentoridl herniatior! had commenced the situation was
effectively irretrievable, but at least hypotheligat might have been relieved
prior to that by direct shunt drainage from thetvienlotomy'® site. | cannot
reliably give a time course to the ‘window of optmity’ for this potential
intervention which may have been as short as anfémutes or as long as
several hours.”

Subsequent events

On 9 June 2007, the family met with Dr B and Nel$édarlborough DHB’s Chief
Medical Advisor to discuss Mrs A’s care. Dr B expkd that he was unaware (on the
day she was admitted) that Mrs A had presentedtanBViarch 2007. He outlined in
detail the care he provided to Mrs A and acknowdeldtpat he should have ordered a
CT scan earlier. The Chief Medical Advisor infornmtbeé family that a sentinel event
investigation would be conducted, and they wouladagsed of the findings.

On 12 July 2007, the Chief Medical Advisor wroteMo A regarding the findings of
the sentinel event investigation. He stated:

“We scrutinised the patient record and interviewid#® staff involved,
including staff who cared for [Mrs A] on 26th Mar@007. Our finding
indicates that errors were made in the care giwdMts A]. Care given by the
consultant on [Saturday] was not of an acceptabledard ... We also found
that during the admission on [Saturday], the ndtem [Mrs A’s] visit in
March had not yet been filed in the patient recéfad this been available, it is
almost certain that a CT scan would have been paeid that morning.

On behalf of Nelson Marlborough District Health Bsawe sincerely
apologise for the systemic error of not having thenplete notes available.
We also apologise for the care which was not cd@eptable standard.”

The Chief Medical Advisor outlined in his letterveeal recommendations proposed
by Nelson Marlborough DHB to prevent a similar atence. These included
reviewing the filing of ED notes, reviewing the joef for decision to admit patients to
the ward from ED, and developing and implementingeducation plan regarding
patients’ decreased level of consciousness, anogm@émn and resuscitation of a
neurological emergency.

" An abnormal increase in the amount of cerebrosgini (fluid surrounding the brain and spinal
cord) within the ventricles of the brain.

8 Curved infolded sheet of dura mater that dips miwarom the skull and separates the cerebellum
below from the occipital lobes of the cerebral hagheres above.

° Bulging of tissue through an opening in the meanker

19 |ncision into a ventricle to surgically correct aipnormality.
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The Chief Medical Advisor concluded:

“We are truly sorry that these errors have occuakidough we understand
that nothing will reverse this tragic incident, \aee determined to make the
necessary improvements in order to avoid repetiicam similar event.”

On 18 July 2007, Dr B wrote to Mr A. He stated:

“I am writing to apologise for not doing everythihghould have to save [Mrs
A’s] life.

... [W]hen | was phoned late on [Saturday night] aj&rs A’s] drowsiness,

| should have ordered a CT head scan but did netydu know, | had
attributed her drowsiness to the medication [Mrsamak given. In retrospect, |
accept that [Mrs A] was more drowsy than the mdaioawould have made
her. | had also been reassured by the three exaiamgaaf [Mrs A] (including
my own) that had not shown any sign of brain diegas retrospect, | also
accept that this should not have distracted me fgetting a CT head scan
when it was needed. Instead of planning to scans[Mis] head in the
morning, | should have ordered it immediately.

Another conclusion of the ... sentinel event invesimn was that | had not
intubated, ventilated and given mannitol fast efoag [Sunday morning] to
reduce the pressure in [Mrs A’s] head. Insteasicu$sed on getting the CT
head scan and trying to find a neurosurgeon toab@em her. | accept that |
should have managed this situation better ...

| have managed other cases, similar to [Mrs A'shaiit any problems in the
past. ... [T]here were some circumstances in her ttegenade it difficult for

me to diagnose her raised brain pressure problam.l Blso accept that |
should have managed her better.

There is not a day | have not thought about [Mrs]&ase since | met you in
May. | know you must all be devastated to lose smrae/ou love, so suddenly
and at such a young age. It has also been guttinghé as a doctor. | have
never before been found to have made a serious @rjadgement in my 18

years of work as a doctor. ...

As a result of what happened to [Mrs A], I'm goiteghave a lower threshold
for ordering CT head scans during the night andlesgkends in the future. ... |
am also going to do a course in intensive care gemant of medical diseases
to update my knowledge of caring for patients wieaitically ill.
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... | realise that nothing will compensate for yoasd of a wife and for my
part in this | will forever feel sadness and reg@tce again ..'m very sorry
that [Mrs A] had this brain disease, that she had dnd that | could have
done more in caring for her.”

ACC

On 9 August 2007, Dr B completed a treatment inglaym on behalf of the family.
The injury was stated as “death because of rargeacerebral pressure from blockage
of flow out of the right lateral ventricle” and ueidthe section titled “treatment
claimed to have caused the injury”, Dr B wrote [tie¢ to diagnose the problem
before it was too late”. A clinical summary wasclesed with the claim. On 4
September 2007, ACC accepted the claim for a tresitmjury.

Coroner
Mrs A’s death was reported to the Coroner. On 2% 2008, an inquest was held. The
Coroner’s findings have not yet been reported.

Independent advice to Commissioner

Independent expert advice was obtained from plasi€r Kingsley Logan and is
attached as Appendix A. The emergency departmepects of this case were
reviewed by Dr Peter Freeman, emergency mediciaeiapst and Chair of the New
Zealand Faculty of the Australasian College of Eyaeacy Medicine. Dr Freeman’s
comments are attached as Appendix B.

Responses to provisional opinion

Responses to my provisional opinion were receivesh the following parties:

DrB
Dr B commented on the care Mrs A received at Nelospital ED on Saturday:

“I don’t necessarily think it is a bad thing thanseone spent 10 hours in the ED.
She was not waiting to be seen all that time, sag being actively managed and
observed. Nelson Hospital does not have an AdmgitthMard like many other

hospitals do. This means that there potentiallylwa@a drop in level of care from

the ED to the Ward (unless the patient is sentbhéol€U or they are given a one-
to-one nurse on transition to the ward). For examipl the ED the patients’ beds
are mostly in easy view of the staff station, there high ratio of nurses and
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doctors to patients, equipment for making obseowati and taking tests is
available, patients are reassessed frequentlys itlose to the Radiology
department in case follow-up X-rays are neededgetisean efficient system for
rapidly viewing blood test results, specialists eotimrough ED repeatedly during
the day so there are plenty of opportunities feiewing the patient and urgent
medical help is immediately on hand. At Nelson Htdptherefore, it is the
practice for patients to stay in the ED until thdiagnosis has been made,
treatment initialised and condition stabilised. sTts an efficient and safe system.
| supervise all the junior doctors in our hospigald we regularly discuss this
issue and are pushing for patients to stay in thddager. | agree that it is very
unusual for a patient to stay in the ED for 10 Boulout in [Mrs A’s] case she
arrived early in the morning, we were waiting far hreatment to work, then we
were planning to send her home and waited for aenily to come in, then her
condition kept changing and our plans kept havimghange. | don’t think her
care in the ED was any worse than it would haven ldeewhere in the hospital

And in her case if we had sent her to ICU oothar ward earlier then
different staff might have ‘rung the alarm bellgiriger about her deteriorating
condition.”

Dr B outlined the actions he has taken since tbesats:

“Since this incident occurred, | have not only aygided ... to the [family] but
have undertaken some other actions to ensureitidsok event does not occur
again:

a. | have lowered my threshold for ordering CT scditer dours;

b. 1 have done personal study on raised intracrameggure, presented this topic
at a Nelson Hospital Physicians audit meeting andttem my own
management notes on raised intracranial pressumehw carry in my work
bag with me when on-call;

c. | attended and successfully passed an intensive caurse at [another]
Hospital from March 5 to 7 [2008], which includechergency management of
raised intracranial pressure;

d. | prepared a teaching package for junior doctorsaised intracranial pressure
and gave this to a group of doctors in Australidigust 2007 and for the first
time to a group of junior doctors in Nelson Hosjpata 14 August 2008. | plan
to run an annual teaching workshop on this topigether with [another
doctor], for Nelson Hospital junior doctors.”

Nelson Marlborough District Health Board

The Chief Medical Advisor responded on behalf olsdde Marlborough DHB. He
confirmed that the DHB accepted my provisional sieci, including my proposed
recommendation to develop an electronic systemeobrding patient information.
The Chief Medical Advisor stated:
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“Whereas some DHBs have implemented parts of antretec medical
record, this is a long and arduous process and B Bas a full developed
system. NMDHB has for some time reported some aspet patient
information electronically such as laboratory aadiology results. We have
now embarked upon implementing a comprehensiveacalinntranet which
includes diagnostic results as well as other asp®Edhe record available on a
single interface and log-on. We are now testing slgestem and plan to
commence implementation of phase one on 15 Septe2®98*! This phase
will enable electronic discharge summaries ser&®s. Further development
of the electronic patient record will follow and vexpect to have made
substantial progress by next year. Implementatien accompanied by
substantial change management requirements as dnerpotential clinical
risks during the switchover period from paper tc#lonic format.”

Ms A
Ms A confirmed that the information gathered in tieport is accurate, and that no
amendments were necessary.

Code of Health and Disability Services Consumers’ights

The following Right in the Code of Health and Didisp Services Consumers’ Rights
(the Code) is applicable to this complaint:

RIGHT 4
Right to Services of an Appropriate Standard

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

1 The Chief Medical Advisor confirmed that to dafdase One has been implemented, which involves
Resident Medical Officers issuing discharge sumesagiectronically. This will be extended to include
Senior Medical Officers by 2 February 2009 (thetngtxase of implementing the electronic record-
keeping system).
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Other relevant standards

The Medical Council of New Zealand’s publicati®@ood Medical Practice — A
Guide for Doctorg2004) states:

“Gooad clinical care must include:

» providing or arranging investigations or treatm&htn necessary
» taking suitable and prompt action when necessary ...”

Opinion: Breach — Dr B

Care on Saturday morning

Mrs A presented to Nelson Hospital in the earlyrsaaf Saturday with a debilitating
headache. My expert physician, Dr Kingsley Logatyised that Dr B “followed a
careful and reasoned assessment” in his reviewrsf M Dr B was “at a particular
disadvantage” when he assessed Mrs A that morréngoae of her family were
present, and Dr B did not have access to Mrs A’sngigs of March 2007 (discussed
below). This made his assessment more difficulMas A’'s medical history was
“imprecise” at this point. It also meant that DmBs unaware that ED medical staff
had documented the need for a low threshold foerarg a CT scan to investigate
Mrs A’s headache.

Given the symptoms Mrs A presented with along \thign absence of any “lateralising
neurological signs”, it was reasonable for Dr Bdiagnose Mrs A with migraine.
Although in retrospect the diagnosis was incorréire was no reason at the time for
Dr B to suspect a neurological emergency since Mresponded well initially to the
sumatriptan she was given.

In my view, Dr B’s care and his management decsion Saturday morning were
appropriate in the circumstances.

Lack of consultant review on Saturday night

After he was contacted by the house officer at @in8 on Saturday, Dr B did not
return to Nelson Hospital to assess Mrs A and rdisde window of opportunity” to
intervene and correct matters. It was clear froeitiiormation relayed by the house
officer that there had been no improvement in Mis dondition since Dr B last saw
her. Dr B wrongly attributed Mrs A’s sedation tcetbhlorpromazine, thinking that
she had received two doses when she had receilyedrman(at 12.30pm). As noted by
Dr Logan, there were definite changes in Mrs A'sa@lations at 9.15pm and more

26 September 2008 H)’( 13

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



Health and Disability Commissioner

specifically at 10.30pm. Dr B accepts that, inasprect, he should not have attributed
Mrs A’s deepening sedation to the chlorpromazine.

Dr B’s decision not to return to Nelson Hospitattinight meant that he did not have
a complete picture of Mrs A’s actual clinical sitioa, and was reliant on second-hand
information from the after-hours team. This is gatable when a patient is in a stable
condition. Mrs A was not — she showed signs of ri@tation that evening and had a
reduced GCS of 9/15. Dr B has since acknowledgatiithd he returned to hospital
that night, he “would have appreciated the sevarityMrs A’s] drowsiness better”
and may have picked up useful additional infornratidhe had met her family.

Delay in ordering CT scan

Dr B admits that he delayed ordering a CT scarMitg A on the Saturday night. He
explained that there is a “subtle reluctance [amsbelnicians] to order CT scans in
the weekend or after-hours compared to during &g as this entails calling in
two radiology staff from home. In other words, “thexjuesting doctor has to justify
the urgency of the scan more” during weekends diei-laours compared to during
the normal working week.

The lack of radiology services on the weekend waghbd Dr B’s control. Dr Logan
commented that the reluctance by clinicians to iabtdefinitive radiological
investigations after hours is often based on pracséind hospital culture (discussed
below). But patients rely on their doctors initigt necessary investigations regardless
of the day of the week when they are admitted &phal.

Instead of ordering regular neurological observetiovernight and scanning Mrs A’s
head the next morning (Sunday), Dr B should haegiested a CT scan when the
house officer telephoned him that night. Mrs A’s &€core had reduced significantly
since it was last recorded as 14/15 at 3.15pmijtastwbuld have been clear that a GCS
of 9/15 warranted further investigation regardle$sthe envisaged pathology. Dr
Logan advised that CT scan “is usually the testhafice for the initial evaluation of a
coma patient” as “it is very sensitive for strueturauses of coma”.

Care on Sunday morning

A further issue is the management of Mrs A’s caleemvshe deteriorated further on
Sunday morning It appears that Dr B should haveibatied, ventilated and
administered mannitol earlier instead of arran@n@T head scan and trying to find a
neurosurgeon to operate on Mrs A. Dr Logan advikatl“the window of opportunity
to correct matters occurred some time before jt@ning]”, and further intervention
was futile by that stage.

Conclusion

Although there were significant extenuating circtamses, Dr B did not provide Mrs
A with an appropriate standard of care on Satumigitt and Sunday morning. It
follows that Dr B breached Right 4(1) of the Codl@ote that these shortcomings
were also identified and discussed in Nelson Madbgh DHB’s sentinel event
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investigation, the findings of which Dr B has adegp He has also apologised
verbally and formally to Mr A. | commend Dr B onshsincere and unreserved
admission of responsibility.

Opinion: Breach — Nelson Marlborough District Health Board

Clearly, as Dr Logan identified, there were sevexgdtemic problems in Nelson
Hospital that contributed to Mrs A’s tragic outcanmiehey were highlighted in the

Board’s own sentinel event investigation. | consitteat Nelson Marlborough DHB

did not provide Mrs A an appropriate standard eécand breached Right 4(1) of the
Code, for the following reasons:

Lack of discharge summary to GP or patient

No discharge summary was given to Mrs A when sliiethe ED after her first
presentation on 26 March 2007, nor was a discHattgr sent to her referring GP (or
copied to Mrs A).

Sadly, it is all too common for a discharge summayto be sent from secondary to
primary care when patients are discharged fromnaergency departmeft. Sending
an electronic discharge summary to a patient’s i@e e known, as it was here) is a
very sensible practice. It is a good idea alsoriot@nd give a copy to the patient. In
this case, neither Mrs A’s referring GP, nor Mrsharself, received a discharge
summary after her assessment at Nelson HospitadrEP6 March 2007. This was a
missed opportunity to record her initial presewotatiwhich could have provided a
vital clue when she re-presented two months lagarcé Mrs A could then have
brought a copy of the discharge summary with heéh¢oED).

The discharge summary should also form the basith@fpermanent ED record
(discussed below).

Absence of ED notes

The absence of Mrs A’'s March 2007 ED notes whenrehened to Nelson Hospital
was a major factor that compromised her care. Amcdhdy Dr Peter Freeman,
emergency medicine specialist, “the purpose ofdi@cal record is to document
contemporaneous clinical information and to beferemce for future visits”.

There was a natural expectation on the part ofldtbem GP who saw Mrs A on
Friday that her March 2007 notes would be availabtkin the ED. The fact that they

125ee, for example, case 05HDC14141, 28 February,20@ case 07HDC07977, 28 May 2008.
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were not, significantly disadvantaged Dr B whendssessed Mrs A on Saturday
morning.

Mrs A and clinical staff were let down by the laok access to the patient’s past
clinical records, which is essential for continudf/ care. This is a not uncommon
situation within a fragmented health system thatdtien relies on paper records, but
it is a completely unacceptable state of affairgadints to an urgent need to put in
place an electronic system that integrates patisgtsrds. As noted by Dr Logan:

“... Many steps have been taken to address the tbsiearose but need to
include access to specialised investigations ditarrs and full electronic

records of emergency department attendances. § hist iavailable at the front
door of the hospital viz in the emergency departna in my opinion the

health boards will continue to expose patients Hesé risks as long as
emergency department presentations are not avagetal shared electronically
between the hospital and their primary providers.”

Nelson Marlborough DHB has apologised for its deficy and undertaken to review
the filing of ED notes. The DHB is developing aeatonic system of record-keeping
and integrating past records. It will involve implenting a programme in ED

whereby the patient’s notes go straight on to a&ctednic record and are available
immediately once a patient has been reviewed byctod The clinician will also be

able to access previous records electronicallyiudiieg laboratory and radiology

results. The measures initiated by Nelson MarlbgihoDHB are sensible and overdue.
They are consistent with Dr Freeman’s comments tabfwal ideal record-keeping

system being a shared in-patient and ED electrdmaal record that is available to

any clinician involved from any location.

Length of time in ED

Mrs A presented to Nelson Hospital's ED at 5.36anBaturday, and was transferred
to the medical ward at 4pm. In total, she spentr &@ hours in ED. Dr Logan
considered this a “prolonged stay” and noted thatvas another factor that
compromised the care that Mrs A received. As altresthe length of time she was in
ED, “further therapeutic options were lost” and teabsequent change in [Mrs A’s]
GCS was not appreciated sufficiently by Dr B or am@mbers of the on-call team”.

| acknowledge that Mrs A was monitored closely lipical staff whilst at ED, in
what Dr B described as “an efficient and safe sy&t®r Freeman commented that in
that situation, 10 hours “is not uncommon or unoeasle”. However, it was less than
ideal and exceeded the six hours maximum lengttayf target agreed between the
New Zealand Faculty of the Australasian CollegeEafiergency Medicine and all
district health boards.

Nelson Marlborough DHB accepts that Mrs A spentltyg in ED, and has reviewed
the decision-making period for transferring ED eats. An education plan has been
implemented for recognising a decreased level oscousness in patients and the
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need for prompt resuscitation in a neurological rymecy. The DHB has also
reviewed its guidelines and introduced a practiteneby sedated patients must be
escorted by medical or nursing staff when theytiaesferred between different parts
of the hospital. These are sensible changes.

Availability and accessibility of CT scans afterdin®

The reduced radiology services after-hours washandactor that compromised Mrs

A’s care, and influenced Dr B’s decision not to@ra CT scan that Saturday night.
Reduced services and staffing after hours acréseetions of a hospital, although a
very common practice, is of concern. Patients gt 24 hours a day. Patients who
present after hours with demanding or undiffereatiasymptoms need access to
definitive investigations. | endorse Dr Logan’s gesgtion that Nelson Marlborough

DHB “assess the threshold or perceived barrierssiam to be in place” in relation to

accessing specialised investigations after hours.

Actions taken

Both Dr B and Nelson Marlborough DHB have reflecedensively on the care
provided to Mrs A since the events in question o@l In particular, |1 note Dr B’s
comment (in his written apology to Mr A) that “tieeis not a day [since then that he
has] not thought about [Mrs A’s] case”. | acknodge the impact of Mrs A’s care on
various clinical staff, and the changes they hawveesmade to their practice.

Recommendations
| recommend that Nelson Marlborough DHB:

« confirm to HDC that it has implemented an electtopatient record to a stage
including doctors’ correspondence, by 27 Febru@go2

* review its system for providing an ED discharge swary to a patient’s primary
care provider (where known) and to the patient, adwise HDC of the outcome
of the review, by 27 February 2009.
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Follow-up actions

* A copy of this report will be sent to the Medicabcil of New Zealand, the
Coroner, and the Royal Australasian College of Rrayss.

* A copy of this report with details identifying thearties removed, except the
experts who advised on this case and Nelson Manllybr DHB, will be sent to
the Internal Medicine Society of Australia and N&ealand, the New Zealand
Faculty of the Australasian College of EmergencydMi@e, the Royal New
Zealand College of General Practitioners, the Quathprovement Committee,
and all district health boards, and will be placedthe Health and Disability
Commissioner website, www.hdc.org, fiar educational purposes.
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Appendix A

Independent advice to Commissioner — Physician

The following expert advice was obtained from Dngsley Logan, a physician:

Initial advice

“I am a general physician and medical director atgo Hospital and have
been asked to provide medical opinion following dieath of [Mrs A].

Supporting Information

Copy of complaint dated 18 December 2007 to HDChwitsupporting
Police statement from [Mr A], marked ‘A’ (Pagesol2R).

Copy of HDC's notification letter to [Dr B] datedRebruary 2008 marked
‘B’ (Pages 23 to 25).

Information from [Dr B] marked ‘C’ (Pages 26 to 35)

Copy of HDC'’s natification letter to Nelson Marlmargh DHB dated
7 February 2008, marked ‘D’ (Pages 36 to 38).

Information from Nelson Marlborough DHB, marked ‘@Pages 39 to 51).

Copy of [Mrs A’s] clinical records from her GP, mkad ‘F’ (Pages 52 to
72).

Copies of [Mrs A’s] hospital records in 2006 markéd (Pages 73 to 85).

Copies of [Mrs A’'s] clinical records in March 200ffom Nelson
Marlborough DHB marked ‘H’ (Pages 86 to 92).

Copies of [Mrs A’s] clinical records in [mid] 2007rom Nelson
Marlborough DHB marked ‘I' (Pages 93 to 199).

Copy of [Mrs A’s] autopsy report, marked ‘J’ (Pag@& to 205).

[Mrs A’s] radiographical films on 28 March 2006 {i8ns) with enclosed
radiology report (page 206) and [Sunday] (3 filmwi#th enclosed radiology
report (page 207) in a separate packet labelled ‘K’

| have been asked to comment on the care by [DasBlvell as the care by
Nelson/Marlborough Hospital and will preface my coents initially by
consideration of the pathology.

[Mrs A] had symptoms of migraine involvement oveamy years but during
routine investigation in 2006 she was found to haw®lloid cyst. There was
no evidence to suggest she had developed obsewstivptoms and there was
no evidence of hydrocephalus at that time. Whiist ¢olloid cyst was felt to
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be an incidental finding, given the size and theppnsity these have to
obstruct, she was advised to have surgery. Theutsrimwever, are known to
cause intermittent obstruction, and it appearsftiiitwing surgery the pattern
of headache had improved.

[Mrs A] had a rare tumour affecting 3 individualsrfd,000,000 per year. The
tumour was completely excised and there was namress suspect that she
would have a recurrence and indeed this was neotdféa be the case at post
mortem. She developed a very rare complication wfjesy and despite

extensive literature searches, | was unable to puolished evidence of this

complication.

She had been formally discharged from the Neurdsairglinic at [Hospital 2]
but presented again on the 26 of March 2007 togeseral practitioner's
office and was referred onto the Emergency DepartrmieNelson Hospital.

The issues were discussed with the [on call phasjoivho also indicated he
would discuss matters in turn with [the] Consult®Ngurologist. She was
known to [the Consultant Neurologist] who had méuke initial diagnosis in
April 2006.

There is some issue as to whether her symptomsnaext following her ED
presentation. Whilst intermittent obstruction isgible, it is very unlikely she
would have had progressive obstruction given tine fperiod.

She presented again on the [Friday] complainindgpigfontal headache and
nausea and was seen by a locum GP who gave het@syatc measures, but
advised her to go to the hospital without directiytacting the hospital.

Her symptoms deteriorated such that in the eany$fon Saturday] morning

she presented to the Emergency Department and eeasvathin a matter of

hours by [Dr B]. [Mrs A] was unaccompanied by hamily when assessed by
[Dr B].

Given her background history of migraine involvemesnd headache
characteristics typical of migrainous involvemethiat is pounding diffusely
situated and associated with nausea and vomitigg, dymptoms were
regarded as being migrainous. In addition thereavsgmptomatic response to
Sumatriptan, which is invariably only seen with migous involvement and
is often used as a diagnostic tool.

[Dr B] followed standard hospital policies in maeatent of patients with
migraine. Although he is an infectious disease isfist; it is not unusual for
small hospitals to involve their physicians in seft up guidelines and
protocols and is therefore not unusual that heutbesed the evaluation of
headache protocol in their hospital. He was seaipgtient who had a normal
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scan in the past and did not have a history ofnteawr signs to suggest a
compressive lesion. He did not have access to ébent evaluation in the
Emergency Department and having read through thspitad file, he
considered that her symptoms related to migraiMes [A] had already been
given morphine and in this setting of raised intaa@l pressure, the history
would also have been affected. She was given Siptaatr and initially
responded to this.

Her symptoms of headache however returned togettierdrowsiness. This
was attributed to her drugs and having spent sdineolirs in the Emergency
Department, she was transferred to the medical.ward

[Mrs A] was seen by a number of doctors duringflmal iliness. There was of
course an expectation that all of the notes referbher previous evaluation
at the hospital, as well as her general practitisngotes should be available
with her re-presentation to the hospital on [SayfdThis was inferred by the
locum practitioner suggesting that if there was al&yerioration that she
should represent to the hospital. There was howaweformal referral or

contact with the hospital expressing his disquigtéern.

She was kept in the Emergency Department for apgad period, her family
were not able to discuss matters directly with dibetors concerned and her
neurological deterioration was not appreciated.

The cause of death has been related to debrisibtpckf the interventricular
septum causing acute hydrocephalus and coning. Wbidd have occurred
within a matter of minutes or hours. There is viitye evidence that early
intervention with mannitol or hyperventilation wduhave altered matters. The
situation of acute obstruction requires immediatndge and does not follow
the usual principles of cerebral oedema that is geether situations.

Expert Advice Required

1. Comment generally on the standard of care providetb [Mrs A] by:
(a) [Dr BJ;

Reviewing the initial Emergency Department notég, assumption was that
[Mrs A] would have a scan.

[Dr B’s] initial comments to the RMO was that [M#§ would need to have a
scan, but having examined and assessed the pdteedid not feel this was
necessary. She had been given morphine on arrbklae was further given
sedation.

[Dr B] followed a careful and reasoned assessmktiteopatient and with her
response to sumatriptan regarded this as a migiramé/ement.
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[Dr B] was at a particular disadvantage in not beable to communicate with
any other members of the family and the family’'pectations were not

evident to him. He did not access to the notesghauld have been available
from [Mrs A’s] earlier visit. [Mrs A] was obviouslyery symptomatic and

must have had evidence of raised intracranial presand the history would

have been imprecise in this situation. There werdateralising neurological

signs in a patient who within the last year hasdamal scan.

There was no reason to believe this was a neurealiggnergency.

Her depressed level of consciousness was attribatdee effects of drugs and
migraine involvement. Migraine result in signifi¢aaedation and nausea and it
is quite common for patients to spend some howspsghg after an acute
attack.

[Dr B] has expressed his profound remorse for mwirfy initiated the scan at
an earlier stage and his very open disclosured@#étient’s family is evident.
He is very clear that he should have arrangeddhae at an earlier stage. With
the deterioration in the GCS, given as figures emattman a description or
definition of the deterioration, the scan shoulg¢ehbeen done. This has been
acknowledged by [Dr B] and the review finding.

Given the sequence of events, it is very clearethemd been significant
deterioration in [Mrs A’s] condition and a scan waslered. The difficult
situation faced by [Dr B] on Sunday morning witlpaient who was coning,
was compounded by having to communicate with varigpecialties and
intensivists.

It is accepted that all her symptoms related tdrabted hydrocephalus, with
acute obstruction and coning. The window of opputyuto correct matters
occurred for some time before this, [Dr B] has ateé that this occurred
during [Saturday].

Once it became apparent that [Mrs A] had develdpedmajor complication
and impending death, collegial support should Hzeen obtained by [Dr B].
This would create distance between the doctorsingo&fter the patient and
those who would be considering organ transplamtatio

1. Comment generally on the standard of care provied to [Mrs A] by:

(b) Nelson Marlborough DHB.

There are a number of systemic issues which rétalelson Hospital. Many
of these have been highlighted in the reports fftme CMO] and became
evident from their review process.
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Carcinogenic effects of repeated scans
[Mrs A] had a scan at the time of diagnosis anch thdollow up scan as part
of her post operative evaluation.

There does seem to be some education requiredthe fmtential dangers of
CT scans. In this era an uncontrasted scan cotggbiery little significant
radiation exposure and if this really is of con¢céniRI technology can be done
without any X-ray exposure.

The supposed carcinogenic effects of repeated swetsto be addressed and
further education is required. It would be very sumai in this situation where
the patient had only had two scans to consider@antagenic risk.

Avalilability and accessibility of CT scans after hars at Nelson Hospital

The reluctance shown by the clinicians, to obtaefinitive radiological
investigations after hours, is often based on macand hospital culture.
Patients presenting after hours with demandingnalifferentiated symptoms
need definitive investigations. The DHB need toeassthe threshold or
perceived barriers that seem to be in place. Theereence from many
emergency departments is that increasing numbepatiénts are presenting
after hours and therefore staff availability andviees need to be in place to
meet this need.

Emergency Department Records and follow-up arrangeents

The notes from the general practitioner are inlantenic format. These are
then presumably printed and sent with the patiemttiie Emergency
Department. The hospital notes from the emergeepadment all appear to
be in handwritten and therefore the hospital systedependent on timely and
appropriate hand filing.

There are electronic systems readily available Wwhatlow for electronic

recording and storage of all of these notes. Tresmild be available for
ongoing assessment and management of these pailibig@sdoes emphasise
the need for these to be introduced in the hospitergency department.

The patient was well assessed in March, the issees considered and direct
contact was made with the general practitioner. mbed for a follow-up
appointment was left in the hands of the patiewt whilst this is acceptable
practice, a follow-up appointment either at Outpatis or via her general
practitioner would have confirmed whether thereen@angoing symptoms.

Clinical observations and interpretation of a GCS 69

The clinical review process raised other deficieadin the management of
[Mrs A], which include lack of nursing escort tcetwvard and then to the CT
scan but also a number of nursing observationsntbed made, most crucial of
which demonstrated the fall in the Glasgow ComdeSaal0.00pm.
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[Mrs A] was unconscious and continued to deterardthe CT showed signs
of markedly raised intracranial pressure and canih@pecame apparent she
had developed irretrievable changes and she was tak life support on
[Monday].

If not covered above, please answer the followingstjons and include
reasons for your view

2. Please comment on the adequacy of the clinicddservations performed
on [Saturday and Sunday].

The observations were adequate but were not irtieghrthere was no planned
management eg a GCS of 9 would normally requirel an@ matter what the
envisaged pathology.

3. Please comment on the assessments at 9.15pm a6B0pm that [Mrs
A] was ‘sedated’. Was it appropriate to assign [MrsA’s] condition at
9.5pm and 10.30m as ‘sedated’ given the drugs shbhad been
administered?

Communication was such that [Dr B] felt an addidbdose of sedatives had
been given to [Mrs A]. It should have been cleaaliahose involved that at
10.30pm the effects of the drugs was negligible.

4. [Mrs A’s] GCS was measured at 9/15 from 10pm ofBaturday]. Please
comment on the appropriateness of the care in lightof the GCS
measurements.
Covered above.

5. Please comment on the management decisions mad#dowing [Mrs
A’s] medical assessment at 10.30pm on [Saturday]h&uld [Dr B] have
returned to hospital to assess [Mrs A] at this poit?

[Dr B] should have returned to assess matters @&0pén. He had however
seen the patient in detail that morning and hadrmet to review matters in
the emergency department and with the informatmmand considered that
her state was still in keeping with the diagnogism@raine headache.

6. Should a CT scan have been performed at an eaatistage? If so, when,
and for what reasons?
Yes a GCS of 9 warrants a CT scan.

Computed tomography allows for quick assessmenntodicranial structural
changes and is usually the test of choice for titeal evaluation of a coma
patient. Except for focal brainstem lesions, ivesy sensitive for structural
causes of coma, including subarachnoid haemorrif@gepercent in early
presentation), other intracranial haemorrhage (gisdly 100 percent), acute
hydrocephalus, tumours, marked cerebral oedemdaeagelischemic strokes.
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7. Should [Mrs A’s] clinical condition have promptead transfer to an

intensive care environment at an earlier stage? I$o, when, and for what
reasons?

The CT showed evidence of significant distensionthe lateral ventricles
particularly on the right with accompanying midlirghift. There was
significant mass effect and features of foramelofhro obstruction.

Once this was done it was apparent that furth@rwention was futile with
transtentorial herniation already evident on scan.

8. Please comment on the absence of the ED notesM#drch 2007 when
[Mrs A] was admitted to hospital on [Saturday].

This was a major factor. There were a number okersopportunities and
include the lack of communication between the pnnmovider and Hospital.
The advice given to the patient to return to thephtal was given with every
expectation that relevant notes would be availahtaccessible.

9. Please comment on the standard of documentatiam relation to:

(a) [Dr B]
[Dr B’s] assessment diagnosis and management aamgwas adequate and
precise.

(b) Nelson Hospital’s clinical staff

Documentation was orderly and adequate but wagredectronic format and
is again the issues that need to be faced by Nef&mpital as they face the
consequences of their documentation/lack of elagtroecord /interface with
their primary providers.

10. Are there any systemic issues of concern thabrributed to the
outcome of [Mrs A’s] care?

Many of these have been raised above including sacdte specialised
investigation, interpretation of coma and detetiagalevel of consciousness
particularly in non traumatic presentations.

This has been addressed and ongoing educatiorgpnegnstituted. Whilst the
tumour presentation let alone the complicationeis/vrare it is not uncommon
to face GCS of these levels in traumatic brainrnju

The protocol for management of headache will neebe revised including
the use of narcotic analgesics prior to diagnosis.
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11. Please comment on the changes [Dr B] and Nelsdmarlborough
District Health Board have made since the events iguestion. In your
view, have the concerns about [Mrs A’s] care beerdaquately addressed?
[Dr B] and the Health Board have discussed theesswith the family;
disclosure has been transparent and open. Manyg $iaype been taken to
address the issue that arose but need to includessacto specialised
investigations after hours and full electronic meisoof emergency department
attendances. This is not available at the frontr dadahe hospital viz in the
emergency department and in my opinion the headtrds will continue to
expose patients to these risks as long as emerglEpartment presentations
are not available and shared electronically betwtsen hospital and their
primary providers.

Training and further education has been providetarderstandably the staff
has been traumatised by these events. [Mrs A] maffa rare complication.
There is no evidence to suggest this was as a i@suéglect or poor care but
rather a sequence of misinterpretations and miggpdrtunities that tragically
was reversible.

If, in answering any of the above questions, you beve that [Dr B] and
Nelson Marlborough District Health Board did not provide an
appropriate standard of care, please indicate the ewverity of their
departure from that standard.

[Mrs A’s] care was compromised by a number of fextnd include:

1. After-hours presentation.

2. No referral letter.

3. No access to notes from recent ED presentatiordaaidions made.
4

. Symptomatic patient and a complication that mayé¢hdeen ongoing for
weeks that was not addressed formally by any placheic or GP follow

up.
Seen by a number of medical practitioners / nggnatied notes.

m

6. Incomplete History in a patient already sedated amith a rare
complication of surgery that was causing an obstredydrocephalus.

7. Family members who were not available when theepaitvas seen by the
physician.

8. Plausible alternative diagnosis known to have nmgraand response to
sumatriptan.

9. Reluctance to obtain specialised investigatiorr diteirs.
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10.The prolonged ED stay and subsequent change inv&sS$iot appreciated
sufficiently by [Dr B] or any members of the onldalam.

The triggers or features to suggest urgent inteimerdid not occur and whilst
the GCS has been routinely applied in intensive caits and emergency pre-
hospital settings and provides a good basis foess#sg the depth of
consciousness and coma, it was developed as a rimearading patients with
traumatic brain injury and for predicting their deas of neurological
recovery.

It does not appear that any of the information ikexk during the observation
on [Saturday] was interpreted correctly; cognitareors were made when the
results of the GCS were made available. [Dr B] indécated he should have
reviewed matters. The fact he did not review agoathe felt he had fully

assessed and had plausible cause for the condi@saribed clearly had a
major impact and [Dr B] has accepted responsikititythis.

[Dr B’s] actions are not seen as a departure froenstandard but that of the
incorrect diagnosis in the setting of a rapidlyfbenl deterioration of a patient
who had a rare complication of surgery. He hadssegkthe patient in a timely
manner, had considered the diagnosis to be migeaidewith the information
to hand felt the clinical features were in keepmith his original diagnosis.
He has readily admitted he should have reviewegétient and arranged the
scan and is now very obvious given the tragic secgief events.

Are there any aspects of the care provided by [Dr Band Nelson
Marlborough District Health Board that you consider warrant additional
comment?

The systemic issues highlighted, that is effectgenmunication between the
primary and secondary providers would include feiiéctronic records of
emergency department presentations. Advice to cattes hospital for further
evaluation should be done formally so that effectiandover of care can be
done.

There needs to be recognition of the increasingbmumof patients presenting
after hours and the perceived limit/access to sfised investigations after
hours.

This is a tragic situation where missed opportesifollowed a combination of
events. Each of these need to be addressed anst i@l concerns raised by
the family have been addressed it is not simply ugstjon of blame.
Responsibility for care at many hospitals in Newaldad does not include
electronic sharing of emergency department presentaand after hours there
is limited staff and access to specialised invesigs.
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Further therapeutic options were lost with the gngled stay in the emergency
department, the shared care between departmentse whaluation and

interpretation of the GCS of 9, effectively an unscous patient was lost
between the various observers. This was not aieecby those concerned
and all have voiced their severe remorse and haagenthanges to their
practices.

The sequence of events that followed the scan wioalg been facilitated by
collegial support and does emphasise the needafck-bp and support in a
situation that was extra-traumatic for all concerhe

Further expert advice

Dr Logan provided the following additional advice:

“I do not believe this is a case where single imdiils’ conduct can be
approached from a standards point of view; thereeveenumber of missed
opportunities given the systems failures. This l@en highlighted in a recent
article in the New England Journal of Medicine drithve enclosed some of
the relevant details’

‘The weekday hospital has a full administrative nteadepartment
chairs and service chiefs, experienced nurse mesaged a full
complement of professional staff. The off-hourspitas, on the other
hand, rarely, if ever, has senior managers presémtse-to-patient
ratios are significantly lower. Even the number msidents is
considerably lower — because of mandated work-hestrictions.

... This discrepancy in provider care between daytmeé night time
inpatient services is a matter of growing conceon health care
professionals, because people get sick 24 houyaln fact, 50 to
70% of patients are admitted to the hospital abtnag on the weekend.
(1,2).

The consequences of service deficiencies duringhaidifs include
higher mortality and readmission rates (3) morgisat complications,
(4) and more medical errors. (5) Given the healie cindustry’s

13 David J. Shulkin. Like Night and Day — Sheddingyhi on Off-Hours Care. Volume 358:2091—
2093 May 15, 2008 Number 20, accessible at www.roegn
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renewed focus on ensuring patient safety and pimyitigh-quality
medical care, why hasn't the situation changeti@tdther hospital*?

. Instituting longer hours for care providers ist reo reasonable
solution to the problem, since medical professienato work for too
long at a stretch become fatigued and make mooesenother major
obstacle is the nursing shortage. More-experiencedrses
understandably choose desirable day shifts. Assaltrenight and
weekend shifts are filled with a greater percentafjgemporary or
agency nursing staff, many of whom have less tnginand less
familiarity with the hospital.

... System improvements, such as the deployment mér@sponse
teams, are becoming more common, making lifesaintgventions

accessible throughout a hospital. In addition, netbgical advances
have led to improved outcomes and reductions inicakcerrors.

Electronically monitored intensive care units arideo strategies for
remote monitoring create safety nets and permitebeinedical

supervision, even when attending physicians are pnesent. Many
hospitals have begun using digital and Interneetdasethods to have
imaging studies read during off-hours by radioltgis different time

zones, and experienced physicians can now provide tedical-

imaging expertise from home.

... [W]e should be establishing equal standardsttffisg and service
and striving for acceptable outcomes for every lafuhe week. Public
policymakers, insurance companies, patient-advoogimups, and
nursing and medical educators must work togetheh wkiospital
leaders to support this broader goal.’

(1) Luyt CE, Combes A, Aegerter P, et al. Mortality arggatients admitted
to intensive care units during weekday day shifimgared with ‘off’
hours. Crit Care Med 2007;35:3-11. [CrossRef][Idgdline]

(2) Arabi Y, Alshimemeri A, Taher S. Weekend and wegkhiadmissions
have the same outcome of weekday admissions tatansive care unit
with onsite intensivist coverage. Crit Care Med &3d:605-611.
[ISI][Medline]

14 “The other hospital” refers to the hospital thpemtes during the night and on weekends. Dr Stulki
commented that although the daytime and night-fexdities “appear to be one and the same, they in
fact represent two very different medical environtsé
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(3) Saposnik G, Baibergenova A, Bayer N, Hachinski Veékénds: a
dangerous time for having a stroke? Stroke 2001238—-1215. [Free Full
Text]

(4) Bendavid E, Kaganova Y, Needleman J, Gruenberg kjssvhan JS.
Complication rates on weekends and weekdays ind$gitals. Am J Med
2007;120:422-428. [CrossRef][ISI][Medline]

(5) Hendey GW, Barth BE, Soliz T. Overnight and postcairors in
medication orders. Acad Emerg Med 2005;12:629-B34[Medline]”

Subsequent expert advice

Following review of [Dr B’s] response, Dr Logan wasked to comment on the
following:

Please comment on the assessments at 9.15pm aB@pd0.that [Mrs A] was
‘sedated’. Was it appropriate to assign [Mrs A'shrddition at 9.15pm and 10.30pm
as ‘sedated’ given the drugs she had been admiats?e

“Communication was such that [Dr B] felt an additdlose of sedatives had
been given to [Mrs A It should have been clear to all those involtteat at
10.30 pm the effects of the drugs was negligible.

| do not usually prescribe chlorpromazine in thisation and my experience
is limited. The drug was initially given intraversdy, was noted to have a
profound sedative effect but had little impact @n heurological observations.
There was an assumption that this had been givam agally, which was

responsible for the acceptance of her drowsy sfHbere was however a
definite change in the observations at 9.15pm aratenspecifically at

10.30pm. The effect of the drugs administered psly provoking that

change at that stage, should have been negligible.”

The use of the ED department as an admission ward.

“The ED department is often used as an overnigiig kerm observation base
by hospitals throughout New Zealand. It is a losaue and hospitals do
create ‘work arounds’ when no admission ward oreolion unit is
available.

The prolonged ED stay and subsequent change in @&3Snot appreciated
sufficiently by [Dr B] or any members of the onld@am. | cannot comment
whether a transfer to the ward earlier would haedifated matters.

Handover and change of teams remains a challergyégnamany centres has
been addressed by an admission ward.”
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Appendix B

Independent advice to Commissioner — Emergency Mecine

Dr Peter Freeman, emergency department specialtstCair of the New Zealand
Faculty of the Australasian College of Emergencydii@e was asked to review the
emergency department aspects of [Mrs A’s] care elsdh Hospital. Dr Freeman
advised:

“Thank you for asking me to give advice from an R&spective on the sad
and unusual case described.

You have asked me to comment on two matters:
Questions

1. Please comment on the record-keeping system abiNelsspital’'s ED at
the time of these events. What systems should jplada to ensure fully
integrated medical records in an ED?

I am not familiar with the record-keeping systenNalson Hospital's ED
apart from what it has been described in the Baxkgtt information as
being in paper form.

There are two methods of documenting clinical infation in EDs around
New Zealand at this time — paper (hard copy) aedtednic (digital). The

purpose of the clinical record is to document conteraneous clinical
information and to be a reference for future visitss common practice
for hard copy clinical records to be kept for 7 ngelut only recent notes
are usually kept physically in ED. There is locatigtion as to how and
where hard copy ED notes are stored. It would b@nsonly accepted
practice for hard copy notes to be available oe &ir at least three
months. Electronic notes are obviously easier twesand are available
indefinitely. In some EDs, the practice is to ussmmbination of hard copy
and electronic notes. This may allow some docuntienmtao be hand

written as well as using the digital format fornatial notes. The ideal
record-keeping system is a shared in-patient andeketronic clinical

record which is available by any appropriate clamcfrom any location.

Access to previous clinical notes (either hard capyelectronic) is

essential for continuity of care — particularly whide patient is unable to
give details of previously recorded clinical fadtsis not unusual for EDs
to request previous clinical notes to be faxed frome DHB to another
when there has been cross boundary flow. The Efcali notes should
preferably be part of an integrated record to alloypatient teams to read
ED notes and visa versa.
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It was not ideal for the previous clinical recomd this case to be
unavailable to the reviewing Consultant, althouglhé time the patient
was conscious and able to give information on rsgue

2. Please comment on the length of time the patiesitspt ED before she
was transferred to the medical ward. What approjgriatandard of care
can a patient who presents to an Emergency Depattegect in terms of
length of stay?

It would appear from the Background information \pded that this

patient remained in ED from 05.36 on [Saturdayjiluéfpm on the same
day. This was over 10 hours. | am not clear whebhelson ED has an
Observation area in ED or a policy for formal olvagion of patients who
are awaiting a decision to admit. If this patierdswundergoing formal
observation, then 10 hours is not uncommon or somgble —

particularly if she was in a hospital bEdHowever if the patient was in
ED on a trolley, 10 hours is unacceptable. Sadcuoeptable lengths of
stay in ED has become all too familiar around thentry with inefficient

bed management processes or insufficient in-pateds for workload.

Currently the Ministry of Health is undergoing aiev of NZ Emergency
Department quality and is considering a six hourl|&lyth of stay target.
This is supported by the NZ Faculty of the Aussaa College for

Emergency Medicine (ACEM) as it has been shown thaessive ED
length of stay is associated with poor outcomespitients as well as
denying them the privacy and comforts they sho@dble to expect. The
NZ Faculty of ACEM has agreed and circulated a duent to all DHBs

defining the parameters for admission from ED atehiifying 6 hours as
the target maximum length of stay (attached [seeefdix C]).

Dr Peter Freeman.”

!5 Dr B clarified that Mrs A was actively managed amberved during her stay at ED. She was in a bed
within easy view from the staff station.
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Appendix C

Australasian College for Emergency Medicine

DEFINITION OF ADMISSION
AS APPLIED TO EMERGENCY DEPARTMENTS IN NEW ZEALAND *°

AS AGREED AND SUPPORTED BY NZ FACULTY OF ACEM AND
CLINICAL DIRECTORS OF 11 MAJOR EMERGENCY DEPARTMENT S*

A patient is considereddmitted when they physically leave ED for an inpatient lmd
designated short stay/observation bed.

This means that theD Length of Stay(LOS) will be measured from first point of contatt
Triage until admission or discharge from ED.

Admission ratesfor ED will use this definition of admission tolcalate the percentage of
total ED attendances who are admitted.

NZ Faculty of ACEM also recommends that Emergency Departments reberdime a
patient is seen by an inpatient specialty in otdeneasure the component of ED Length of
Stay (LOS) under the care of specialties other tharrgency Medicine.

Bed Blockis a major cause &D Overcrowding.

NZ Faculty of ACEM has agreed to use the teBed Blockwhen there is a time delay from
decision to admit(bed booked) to admission.

NZ Faculty of ACEM recommends that the Target for decision to adnidmission should
be less than 1 houBed Block is deemed to be present when this target is excealthen
ED LOS is prolonged due tBed Blockdelays to admission are outside the control of ED.
(Note that Bed Block is different to Access Block defined Australasian College for
Emergency Medicine)

Agreed terms for measured activities in ED (and variably meaduby ED Patient
Management Systems) are:

Triage time (first contact)

Seen by Nurse timgthe nurse should be an Emergency Nurse Practitionbe a
nurse treating a patient on the basis of an agrie@dal protocol)

Seen by Doctor time

Referral to inpatient specialty time

Seen by inpatient specialty time

Decision to admit time(bed booked)

Admission / Discharge time

'® This document was circulated to all DHBs in Jap2007 and is due for review in January 2009.
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ED Waiting time (Triage to Seen by time)

ED Length of Stay(Triage time to admission/discharge)
Specialty assessment delay (SADRReferral to seen by specialty)
Bed block time (Decision to admit to admission time)

Key Performance Indicators:

The NZ Faculty of ACEM recommends ** the followingargets

>80% of patients will be seen by inpatient spegiadithin 2 hours of referral.

>80% of patients will be admitted within 1 hourlaing seen by inpatient specialty.
>90% of all ED patients admitted will have an LOSess than 6 hours.

* 11 MAJOR EMERGENCY DEPARTMENTS CONSULTED
Whangarei

North Shore — Auckland
Auckland City

Starship Childrens — Auckland
Middlemore — Auckland
Hamilton (Waikato)

Palmerston North

Hastings (Hawkes Bay)
Wellington

Christchurch

Dunedin
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