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Dear Una,

You wrote recently asking me to identify key factors likely to have been
considered by anaesthetists taking part in the Clinical Case Note Review
when assessing of adequacy of care.

Key elements which would have been noted when assessing ‘adequacy’ of
anaesthetic practice include :

Preoperative assessment

« Evidence that a child was assessed preoperatively and that the
assessment was adequate to enable suitable choices of anaesthetic
technique to be made.

« Choice of pre-medication drugs where appropriate

Anaesthesia
« Appropriateness of the anaesthetic techniques chosen

- « Appropriateness of intra-operative cardiovascular management
« Appropriate management of unexpected complications

e Direct involvement of a consultant anaesthetist or evidence that a case
was appropriately delegated to the care of a trainee

Postoperative care

« Evidence that anaesthetic support was provided to. patients in intensive
care when required.
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Anaesthetic record(s)

Much of the detail required by anaesthetist members of the CCNR panel
would have been contained in the anaesthetic record sheets. | personally pay
particular attention to the quality of anaesthetic records as a surrogate
Indicator of quality of anaesthetic practice. A detailed record describing an
acceptable anaesthetic technique, appropriate cardiac management and
regular patient observations has always been a required of anaesthetists.
Failure to maintain adequate records would lead me to question whether an
anaesthetist was cutting corners, not only in record keeping but also in other
areas of his or her practice. It would only be fair to say that whilst records
have always been required, in the medicolegal climate of the late ‘90s most
anaesthetists have become even more diligent in compiling accurate and
detailed records. .

| believe paediatric cardiac anaesthetic practice changed relatively little
between 1984 and 1995. From 1990 onwards, some centres started to involve
anaesthetists more fully in the perioperative managament of children in
paediatric cardiac intensive care units: the evolving role of the paediatric
Intensivist.

| hope these comments assist the panel in the Chairman and the Panel in
their investigations.

Yours sincerely,

L

Dr. Duncan J. Macrae FRCA

Consultant in Paediatric Intensive Care
and Anaesthesia
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Ms Una O'Brien —e
Secretary to the Inquiry

The Bristol Royal Infirmary Inquiry
2-10 Temple Way

Bristol BS2 0BY e-mail address:_

Dear Ms O'Brien,

Thank you for your letter of 4 February 2000 and for the copy of the letter from
Dr Duncan Macrae.

| agree with the comments made by Dr Macrae on the issues of pre-operative
assessment, anaesthesia and post-operative care.

The issue of anaesthetic records requires further comment. | would agree
that a good anaesthetic record with details of relevant monitoring and
comments suggests that an anaesthetic has been conducted in a professional
manner. When the record is incomplete or poor, it does not necessarily follow
that the anaesthetic has been conducted in a non professional manner.
Anaesthetic record keeping including details of pre-operative and post-
operative assessment is far more detailed today than it was a decade or two
ago. During my training period in the 1970s | can recall that there were
several very good anaesthetists who wrote very little on the anaesthetic chart.
It would be incorrect to assume that a poor or incomplete anaesthetic record
of that era implied a poor anaesthetic. | would agree with Dr Macrae that it
has been the change in the medico-legal climate that has been the main
driving force behind the improvement in anaesthetic record keeping.

| trust that you will find these comments helpful.
Yours sincergly, | —

ol

Michael Scallan
Consultant Anaesthetist
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Ms Una O’Brien =
The Bristol Royal Infirmary Inquiry

2-10 Temple Way
Bristol BS2 OBY 9 February 2000

Dear Ms O’Brien,

Thank your for an opportunity to comment on the factors identified by Dr Macrae as
likely to have been taken into consideration by anaesthetists taking part in the Clinical
Case Note Review. In general, I agree with all the elements that Dr Macrae has
identified. I would add only a few points, for completeness.

I felt it was important to identify whether a case was done in routine hours or out of
hours. If the latter, the evidence for direct involvement of a consultant anaesthetist or
judicious trainee delegation was very pertinent. I also asked whether the time taken to
anaesthetise and prepare the patient for surgery was reasonable and if appropriately
sited monitoring was present.

I agree that much of the information needed was found in the anaesthetic record
sheets, but I also found the nursing documentation to be very informative.

Finally, without wishing to be pedantic, some of the anaesthetics given were for
investigative procedures. I looked for. evidence that the patient recovered in an
appropriate environment and that appropriate plans were made for analgesia, fluid
management, and general post-anaesthetic care.

In my opinion, changes in paediatric cardiac anaesthetic practice between 1984 and
1995 have stemmed from improvements in equipment rather than novel drugs or
techniques. The requirements of the surgery are much the same now as then although
the patient case-mix has changed. The concept of what is adequate or less than
adequate care probably did not change over this period: one’s ability to deliver it may
have done.

I hope these comments may be of some assistance to the Inquiry.

Yours sincerely,

Dr Monica Stokes

Ch_ildren First

Chairman Judy Clements  Chief Executive Colin Hough
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From:

Sent: 17 February 2000 22:42

To: Una O'Brien, BRI Inquiry

Subject: Anaesthetists considerations in CCNR
Dear Una,

| have read with interest Dr Duncan Macrae's comments and entirely agree
with them alil. | would make the following additional points: -

1. The anaesthetic management during cardiological procedures should be
included as well as during surgical procedures as | reviewed one case where
there were significant problems in this regard.

2. The infrastructure of Paediatric Intensive Care in terms of the nursing
and medical cover, skill mix and training should be analysed in terms of
the standards of the time. This is important in terms of clinical care, '
record keeping, charting and transport/ referral/ retrieval of critically

il children with congenitail heart disease. In those cases | reviewed, |

was aware of poor transport practice in at least one case.

| hope these comments are helpful to the Inquiry.

«ipt wishes,

Wé&il S Morton,
Clinical Director, RHSC, Glasgow

v
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RHSC Glasgow 01/02/2000

Ms Una O'Brien
BRI Inquiry

Dear Una,

CCNR - Comments

Sorry for the delay in getting back to you.
I enclose some thoughts on this.

[ have written an 1nitial part in brief note form.

I have subsequently expanded on this with my thoughts on points that
became apparent to me in reviewing the notes.

[ hope this is the sort of thing you were wanting. I can amend it if you
would like - and will do so more promptly!

Alan Houston
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GENERAL COMMENTS ON CLINICAL CASE NOTE REVIEW

Timing and appropriateness of initial referral / condition on arrival
Age at which the paediatric cardiologist first saw the patient determined

Letters/BCH notes read related to history to determine referral process
assessment made of the initial referral
often not really related to their care but worthy of consideration

Clinical assessment and management

Initial assessment
clinical examination
note from senior cardiologist read
non-invasive investigations
ECG/echo/X-ray comment or reports assessed
echo tape reviewed where available

Management decision sought from notes or cardiologists' letters

Accuracy and completeness of diagnosis

Subsequent mnvestigation
"Repeat echo studies reviewed

Cardiac catheterisation and angiocardiography
catheter and angio reports studied
angio reviewed where available

Adequacy of information obtained
comments on any uncertainty or difficulty in obtaining full
information sought and assessed

discharge comments
statement of patient's condition following the study sought
plan for follow-up / management sought
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Appropriateness of initial treatment strategy

For "emergency" admissions review of notes by cardiologists and surgeons
For less acute admissions review medical / surgical conference comments

written notes of discussion and different thoughts
subsequent note later typed by the surgeon

Timing of planned treatment

Based on the age at surgery related to most appropriate one
Note of any comment 1n notes as to planned date of surgery
Assessment of delay from planned date or from date of assessment

Consideration of any delay from date of referral to acceptance on
surgical list

Any delay in surgery related to cancellation of operation

Immediate pre-operative m-anagement

Consideration given to:
admission clinical notes
up to date assessment by echocardiography
blood gas analysis for i1l / cyanosed patients

Surgical procedure

Perfusion

Anaesthetic

. e e . g e L TR Tl a1 g e RETTTT Rl e Mg ey ] TR S ey ek W s g, oty M are Meimoem TR, Ty s o b ERREER ] 2 o )
b T T L o e A e B L T SR S s SR T o R T AR dae momendlc, . alt: Wi =it LAY




Post-operative care and assessment
1 ITU - Medical

Post-operative care and assessment
2 Surgical

Post-operative care and assessment
3 Paediatric cardiological

Any notes as to input in [TU
Care while in-patient
Discharge note as to clinical state and investigations

Post Mortem

General assessment of adequacy and conclusions.

CCNR 0082 0009
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SPECIFIC COMMENTS FROM ALAN HOUSTON

Timing and appropriateness of initial referral / condition on arrival

The age at which the paediatric cardiologist first saw the patient usually
could be determined from the BCH notes.

Full clinical notes from peripheral chinics/reférring hbspitals were not
available. However, the nature of these usually could be determined from the
letters related to these consultations/referrals filed in the BCH notes.

I thought that some children could have been assessed at an earlier date.
However generally these were ones who lived at some distance from Bristol
and were referred to the next local clinic. The only effect was that the
parents had to wait some time without knowing the detailed diagnosis and
likely management and no patient seemed to have suffered from this.

Referral from the neonatologists and paediatricians seemed appropriate and I
do not think this had any direct effect on the actual or potential outcome.

Clinical assessment and management

Initial clinical assessment by the cardiologist in BCH could be found in the
notes in the standard mitial assessment form or a note following an
emergency admission. These seemed adequate and appropriate.

Echocardiography reports were not reported on a standard form but hand
written in the notes. The reports contained both objective information and
Interpretative assessment. In some stances I felt that some additional
details would have been appropriate but the cardiologist performing the
study may have undertaken this and not formally reported on it or recorded it
on the video tape. The echo studies showed no errors or omissions for which
the cardiologist could be held to be said to have been responsible. In some
where there was uncertainty it was repeated by the operator or another
cardiologist and when information was inadequate catheterisation was
undertaken. In one case there was failure to make the diagnosis of total
anomalous pulmonary venous drainage using older imaging equipment
without colour Deppler - this error was made by other consultant
cardiologists in that era and was not culpable. It did not effect the outcome.
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Management plans after catheterisation were not well recorded (see below).

Accuracy and completeness of diagnosis

The report on a repeat echo when admitted for catheterisation could often
not be found. No major error related to this was identified.

Cardiac catheterisation and angiocardiography reports were recorded and
full and detailed. There were few comments on problems or considerations
of actions during the procedure, e.g. failure to obtain pulmonary pressure
and attempts made to do so.

Some inadequacies in this were identified e.g. pulmonary pressure not
measured 1n patient to undergo a Fontan type procedure - there was no
comment on the attempt to do so and though the discussion stated that it was
likely this was normal it was not measured at the time of surgery.

Some angiograms were not available for review and in one it is not clear
how well the pulmonary artery size was assessed before surgery.

There seemed to be no record of the assessment of the patient's condition
following the procedure. Following.admission for catheterisation there was
no written note of the procedure and no comment on the clinical condition at
discharge. The notes simply contained a date stamp saying the patient had
been discharged. In one patient who subsequently died with a blocked shunt
1t might have been correct to comment on the state of cyanosis or blood
gases/oxygen saturation after the procedure.

[ felt that 1t would have been appropriate to write an immediate note on the
catheterisation procedure rather than dictate one later.

The lack of a discharge note left me wondering if the patient had been seen
or not. In addition the immediate management plan was not apparent.
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Appropriateness of initial treatment strategy

For "emergency" admissions and treatment the notes by cardiologists and
surgeons were quite clear - the patients often were seen by the surgeons well
outwith "normal working hours".

Records of the medical / surgical conference did not seem to be written at
the time but rather there was a typed note dictated later by the surgeon. This
often did not include full details of the discussion but rather the conclusion
was documented. In other cases there was evidence of further investigations
being undertaken after the discussion and in others opimnions from colleagues
elsewhere were sought.

Timing of planned treatment

In some cases there was a long delay between investigation and treatment.
There were some 1nitial delays related to the fact that, before going on the
waiting list, the parents and patient had to see the surgeon at his out-patient
clinic, often well after the admission for investigation and referral.

In some cases the question arose as to why catheterisation was undertaken if
the operation was not to be undertaken till much later.

Immediate pre-operative management

[ telt that in some there was only very brief comments at the time of
admuission for surgery - often just a short note, probably by a rather junior
person and 1t was not clear if a more experienced person or cardiologist had
reviewed the case. In some the situation may have changed to some extent
because of the long delay.

Surgical procedure

Perfusion

Anaesthetic




Post-operative care and assessment

1 ITU - Medical

Post-operative care and assessment
3 Surgical

Post-operative care and assessment
3 Paediatric cardiological
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There were few notes on the condition at discharge or of the post operative
Investigations - reports would no doubt have been filed but I found it

difficult to find them.

Post Mortem

In some the pathologist did not seem to understand or be aware of what had

been undertaken by the surgeon.
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