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Memorandum

To: Una O'Brien
From: Brenda Haris
Date: 7 March 2000 "
Subject: CCNR-Nursing
Dear Una,

I agree with Carol William's comments regarding the criteria used (o gssess
adequacy of nursing care as part of the clinical casc note review. T would Jike to
add a few points that I used to assess adequacy of nursing carc:

1. Pre-operative nursing assessment on adwission - did it include any
communication problems, feeding regimes, parenial issues, developmental
milestones.

2. Pre-operative preparation of the child and parents for theatre - pre-op. visits
to ICU and to meet suaff, ask queslions erc.

3. Documentation, - I agree with Carol's comments regarding the adaptation of
adult car: plans appropriate to the age of the child and the involvement of the
parents in their child's care. I also reviewed how frequently care plans were

updated. .
4, Cont.inuity of carc - how often the same nursc was allocated to care for the
patient.

5. Comumunication with parcnts and the rccording of significant events - how
were thcse communicated to parents, when and by whom.

6. Nursing notcs - were there any differences between nursing, medical and
physiotherapists notes and compared 1o data recorded on observation and fluid
balance charts. If a deteroration occurred, whar action did the nurse take and
when this reportcd and treatment injtiated,

7. Discharge sumunary (nursing) - this was particularly rclevant when a long
term ventilated patient was transferred from BRI 1o BCH PICU. I looked at
what/how information was communicated between the 1wo units - this was also
relevant when a patient was transferred pre-operalively (o BRI for surgery.
The above points werc relevant between 1984 10 1995,

Pleasc do not hesitate to contact mc if you require any further information.

Yours sincerely, -

Brastas~t
Brenda Harris
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London SE1 9RT

HOSPITAL TRUST

Paediatric Intensive Care Unit.

Una O’Brien

Secretary to the Inquiry
Bnstol Ryal Infirmary Inquiry
2 - 10, Temple Way

Bristol BS2 0BY

31" January, 2000.

Dear Una,

re: Criteria for Assessing Adequacy of Nursing Care during the Clinical Case
Note Review.

I apologise for not returning this last week, as promised. However, attached is a list of
criteria that I used to establish adequacy of care in terms of the nursing issues. The
majority of these points relate to the tool used, but the first point relates to the year of
treatment.

It you would like me to expand on any of these, please let me know and I will revise
the information as required.

Yours sincerely,

Carol Williams
Lead Nurse, Children’s Critical Care.
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Criteria used to Assess Adequacy of Nursing Care during the Clinical
Case Note Review.

® The time of the child’s treatment i.e. whether the care given was appropnate for
the year the treatment was undertaken. This one of the criteria which was often

referred to during discussions of each case.

* Pre-operative or pre-procedure preparation, evidenced from a check list, nursing
care plans and nursing notes. Evidence of appropriate explanation to the child
(where appropriate) and family and preparation which was child focused was
assessed. |

e Post-operative care and assessment relating to nursing issues was predominantly
discussed under the ITU — Medical part of the tool. However, aspects of care
were also assessed within the surgical and cardiological sections, depending on the
individual child. Adequacy was largely assessed from reading the nursing notes.
This enabled the reader to determine whether the information within them related
appropriately to the information on the fluid and observation charts (where these
were available). For example, whether the nurse was interpreting the observations
appropriately for the age of the child and whether the nurse acted appropnately in
relation to this information. In addition, congruence between the information
recorded in the nursing and medical notes in relation to specific aspects of care was
assessed.

* Documentation of child or family focused information was also assessed. For
example was the care plan adapted from the adult plan or was it child and family
tocused? Did the documentation demonstrate that the family was involved in the
child’s care? These are issues that would have been relevant to the nursing care of
a child throughout the period 1984 to 1995
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Ms U O’Brien T ’7 @[7
Secretary to the Inquuiry a0 FRR 20 Er
The Bristol Royal Infirmary Inquiry ~J00 J U
2-10 Temple Way - ~
Bristol *"""'---.,,_,._.__'.
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Dear Ms O’Brien
Thank you for your letter regarding adequacy of post mortem reports.

As 1ndicated by Dr Keeling, in investigating post-operative deaths it is essential that
the pathologist acquaints themselves with the clinical history and in particular the
details of the operation. In the absence of such knowledge it is likely that the
examination will overlook important (perhaps crucial) details of the case. For
example, the pathologist may need to address issues such as the adequacy of pre- and
intra-operative assessment of cardiac anatomy, confirmation of intra-operative
procedures, and the occurrence of suspected or unsuspected operative complications.
Thus autopsy reports in such cases should include a detailed description of
cariovascular morphology which demonstrates an understanding of the underlying
clinical problems; those which do not would have to be regarded as inadequate. In
other respects, autopsy reports would be expected to at least reach the standards set in
the Guidelines published by the Royal College of Pathologists.

Yours sincerely

)

Y PVNAVAPN
VA

Dr C Wright
Consultant Perinatal Pathologist
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and the Institute of Child Health
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Ms Una O’Bnen : always
Secretary to the Inquiry | |
The Bristol Royal Infirmary Inquiry Great Ormond Street
2-10 Temple Way London WCIN 3JH

Bristol NS2 OBY | | Telephone: |G

Dear Ms O’Brien
Standards of Post-mortem Reports

I have nothing of substance to add to Dr Keeling’s comments other than to say that
in the cases that I reviewed the standard of the post-mortem reports were, at worst,
adequate and in the majority of cases, particularly those done by paediatric
pathologists, were of a high or very high standard.

Yours sincerely,
“
o A,

Professor R A Risdon
Professor of Histopathology

Pauon Chair Chicf Exccutive
Her Majesty The Queen Pmfessor Naomi Sargani Robert Creighton ma
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Una O'Brien
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From: Rebecca Jarvis on behalf of Inquiry Mail
Sent: 21 February 2000 12:09

To: Una O'Brien

Subject: FW: Standards of Post Mortem Report

——-0Qriginal Message-——-

From: Steve.Gould (NN
Sent: 21 February 2000 11:51

To: inquiry@doh.gsi.gov.uk

Subject: Standards of Post Mortem Report

Dear Una,

Thankyou for your recent letters with copies of replies from Dr Keeling and
Professor Anderson. Largely, | would echo the thoughts already expressed
4¢-d do not have any great deal to add.

There was a spectrum of overall autopsy report quality and heart
description. Some would have to be described as only adequate as they
stood. Histology was not infrequently absent. Findings on microscopy woulid
have been highly unlikely to alter the fundemental cause of death as
recorded for the Coroner but it might have helped in understanding some of
the clinical events that occurred. Even 'normal’ histology can be useful

here. In these cases, the level of communication between clinician and
pathologist (often not recorded in a post mortem report), will determine

how much information is extracted from the autopsy for the clinician. |
remember only one report in which there was an inaccurate statement about
the cardiac pathology.

At the other end of the spectrum however there were a significant number of
reports in which the heart abnormality was clearly described by a
pathologist with a special interest. Sometimes these were accompanied by a
detailed diagram. | think | did mention this in my evidence in Bristol but

| would confess to having to aspire to the quality and level of detail in

these reports.

With best wishes,

Steve Gould
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Our ref: IEM/ANW/34
Date: 15th February 2000 !

Ms Una O’Brien,

Secretary to the Inquiry,

The Bristol Royal Infirmary Inquiry,
2-10 Temple Way,

BRISTOL.

BS2 OBY

Dear Ms O’Brien,

Thank you for your recent letter with a request for further thoughts on the Clinical
Case Note Review process.

With regard to the key factors when assessing the postmortems and their adequacy. The
major factor which I used when assessing the adequacy of postmortems was the presence
in the report of at least a basic understanding of the internal cardiac anatomy and some
understanding of what the procedure performed on the heart entailed. The adequate
postmortem also should include a report on the examination of the brain (at least
macroscopic examination) and histology of the internal organs and in particular, of the
cardiac muscle.

The majority of postmortems I saw were of a very high standard and probably reflected
a personal interest and considerable experience in this field. The overall standard of
postmortems appeared to be higher in the 1990s than in the 1980s. Many of the
postmortem reports from the 1990s had extremely detailed descriptions of the cardiac
anatomy, supported by hand-made detailed drawings and were of an exceptionally high
standard. In my opinion, this emphasises the need for paediatric cardiac postmortems
to be carried out by paediatric pathologists who have some interest in the topic of
congenital heart disease and who have received at least basic training in examination of
such cases.

..................
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I did not keep detailed notes from my review of individual cases but cases which were
classified as not adequate had very poor descriptions of cardiac anatomy, missing
histology and showed no understanding of the basic cardiac surgical techniques.

In general I would agree with Dr Keeling’s statement that the majority of postmortems
were of a high standard with only very occasional ones falling below the acceptable
level.

I trust that these comments will be sufficient for your needs.
With best wishes.

Yours sincerely,
Galdelzo AL oerr

Dr I E Moore DM FRCPath, |
Consultant Paediatric Pathologist.
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Ms Una O’Brien S

Secretary to the Inquiry _
The Bristol Royal Infirmary Inquiry ~___oe=="""" | |
2-10 Temple Way pmm T Carf.ilac Unit |
Bristol Instltu.te of Child Health
BS2 OBY | 30 Guilford Street

i London WCIN IEH
Dear Una

Re.: Standards of Postmortem Report

Very many thanks for sending me the comments of Dr Keeling. [ believe that the gist of her

- comments, with which I agree, reflect the problems confronting the paediatric pathologist who is

>/ conducting the autopsy examination. I view the examination of the heart from a different stance when
compared to the pathologist. First, I am an anatomist rather than a “proper” pathologist, and most
details of congenitally malformed hearts reflect abnormal anatomy rather than “true” pathology. I
also have the opportunity to study the hearts at my leisure, and I have experience of very many more
hearts than most paediatric pathologists.

There was one instance in our cases where the initial autopsy was relatively cursory. The subsequent
autopsy, carried out specifically on the heart, and by a junior with a specific interest in cardiac
morphology, was exemplary. '

Overall, nonetheless, I was most impressed by the standard of care and attention given to the autopsy
by those working in Bristol, particularly those carried out by the staff members with a specific interest
in the heart.

Thus 1s pertinent with regard to your question concerning the adequacy of care. In my opinion, the
detailed assessment of the adequacy of care was best provided by those who had a specific interest in
the structure of the congenitally malformed heart. It could well be argued, and would be argued by
me, that those professing to provide a specialised service for infants, children and voung adults with
congenitally malformed hearts should have on their team a pathologist or morphologist with expert
knowledge of the lesions likely to be encountered, and with knowledge of the complications that can
be produced by treatment.

I hope these comments are helpful. Please feel free to disseminate them as you consider appropriate.
Best wishes

Yours sincerely

Professor R H Anderson BSc MD FRCPath

Cardiac Unit /L@A\
Professor R H Anderson Bsc MD FRCPath ‘ ‘

Joseph Levy Foundation Professor of Paediatric Cardiac Morphology U(Cl
Supported by the British Heart Foundation
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Ms Una O’'Brien

Secretary to the Inquiry o=
The Bristol Royal Infirmary Inquiry

2-10 Temple Way

Bristol

BS2 0BY

Dear Una
Standards of Postmortem Report

These comments will, of necessity, be general as | did not keep any notes about individual cases after
the Review was finished.

Standards of postmortems varied. Some were very high indeed. | recall one particular case when
problems encountered intra-operatively related clearly to the detailed anatomy of the coronary arteries.
The pathologist had provided an extremely detailed description of the pathology and had made
drawings which were extremely useful during the review, to the surgeon as well as to me. The rest of
the report was adequate. |

There were other cases where the description of the heart was either very detailed or as a minimum
adequate but where we felt there was important information missing. This was, in some cases, a
description of the histological appearance of the heart muscie with some indication as to hypoxic
ischaemic change and the anatomic distribution of this. This is important information as it gives clues
about the aetiology of the muscle damage. [n another case where there had been problems in the
Immediate neonatal period, there was no detailed description of the brain. | thought from clinical notes
that there was likely to have been perinatal hypoxic injury to the brain and this may well have influenced
the outcome of the case in respect of mortality and morbidity.

Sorry it is a bit brief but it is now several months since we did the review. | have no objection to you
passing my comments to other pathologists.

Yours sincerely

JW Keeling
- Consultant Paediatric Pathologist
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Ms Una O’Brien

Secretary to the Inquiry

The Bristol Royal Infirmary Inquiry
2-10 Temple Way

Bristol BS2 0BY

Dear Ms O’Brien

T.nk you for your letter of 4 February 2000 seeking further insight from the Experts who participated in the
fiical casenote review. | am happy to do so.

In general terms | assessed the standard of care from the surgical point of view according to my recollection
of the acceptable standards at the time of the child’s operation. | would remark that there was a significant
change in the surgical approach in many of these lesions and the results overall improved between 85 and
g5. To be more specific, | looked at the date of the operation and review, compared it with my own practice
and what | felt was the standard approach at that time.

| think that the concept of adequate care changed dramatically over this time period. [n surgical terms this
was a time of dramatic improvement in surgical results and a consolidation of concepts. As an example of
the latter | would remark that in the early 80’s the atrial inversion operation, (Mustard, Senning) was a
standard approach in most centres for transposition of the great arteries and arterial switch reserved for
more complex transposition to the point at the mid 90’s when arterial switch was a standard approach for
most tranpositions, simple and complex. It also marked an improvement in diagnostic techniques with
angiography becoming more refined and ultrasound moving from M mode and simple 2D through to colour
flow Doppler and quite beautiful cesophageal echocardiograms. [t marked the transition phase from the
newborn babies having to be rushed to surgery for shunts, through to the establishment of Prostaglandin as
* initial therapy for duct dependency circulations and hence the blue baby could be operated on as an
eiective procedure in days following admission. Lastly, | would say that the concept of Paediatric Cardiac
Surgery being a “surgical speciality” was transformed into one in which is was appreciated that successful
Paediatric Cardiac Surgery requires a highly integrated team approach from Cardiologists, Intensivists and
nursing staff as well as Cardiac Surgeons.

The last comment | would make on the summary of the CCNR from Dr Silove and

Mr Hamilton, was that | was struck that the large majority of cases appeared to be scored identically by the
various Expert groups. However, | would say that in the areas where group opinion differed, that one of the
two opinions | felt were “Council of Perfection” especially when applied retrospectively to that era of
operation.

| agree with many of Mr Stark’s comments regarding evaluation of surgical aspects of care. The casenote
review was undertaken on the basis of clinical notes. From these it is very hard to judge the other factors
that apply to the timing of the child’s surgery. For instance, the things such as the length of the waiting list,
availability of all the child’s parents to bring the chiid into hospital for operation and the factors such as
availability of conduits, blood supplies etc. |






