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JANARDAN DHASMANA

SUMMARY AND CONCLUSIONS

.Summary . . |
1, An nnportant questlon m any retrospective study, is did anyone at the 1:1me hold the behef

that the sewxce was unacceptably poor.

L2 Mr Dhasmana held that view with regard 10 hlS neonatal arterlal sw1tch senes when he |

stopped the programme in 1993

3, He had stopped the programme at an earller stage tor seek advice and ﬂxrther tralmng and : -
-only recommenced the operanon when he and hls team felt conﬁdent that the results . |

could be 1rnproved and would be acceptable

| 4 The other aspects of paedlatnc cardxology were bemg reviewed hy surgeons .and
card1010g15ts who felt that the semce was acceptable and 1mprovmg albert capable of;" .

' further unpro vement

>. It would appea,r that certain anaestheasts did nOt hold this view although they chose not -
to share therr conoenm Wlth Mr Dhasmmla or the cardlolog1sts dtrecrly responsxble for_ *

the dehvery of the serwce I-Ience the oppomnuy to deal constructwely with the problem | ; :

Was lost The constructlve approach which led to the audlt meetmgs 1n 1990 and 1991

| leadmg to an apparent 1mprovement in perforrnanoe was not repeated.

| ‘_i'-6. | Dr Bolsm covertly collected data on h1s colleagues surgtcal performance It i 18 generally, _'

accepted that this data wag ﬂawed parncularly in respeet of mortallty rates for \% SD S
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This data i».'es not shown to Mr Dhasmana and remained uncorrected.

7. It must be of consrderable concern that those anaesthetlsts who claim to heve felt the
servme was unacceptable and unnecessary l1ves were bemg lost, were nevertheless
‘(a) prepared to provide an anaesthetlc servu:e for complex open heart surgery and
;contmued anaesthetising such chﬂdren | | i
(b) . nable to raise those concerns Wlth either My Dhasmana or an)r ca.rdmlo g st untll o
July 1994 some 4 years after those coneems apparently ﬁrst arose’- and then~::
only in respect of the switch operatren '

(c) unab]e to present their data, or put forward their views, at any of the aud.rt

'meetmgs held during this perrod

8. B | Mr Dhasrnana always acted in good faith and in what he felt to be the besl mterests of hls E
patlent chlld or adult He understands the GMC’S crltxcrsm of h1rn for not stoppmg hlS |
neonatal Bw1teh programme sooner and seeks only to re-iterate that he acted | in the
honestly held behef. that he was perforrning surgery in the best interests of his'pafients to
the best of his ab111ty Mr Dhasmana only contmued the programme in the behef that he |

- had the full support of his colledgues -

9. Analyms at the time was difficult due to the absence of a professwnally aceepted norm

or comparison.

+ 10, Even when cons1denng the total nurnber of operatrons performed each year the ﬁgures 8
‘were- sinall, but comparlsons of . overall mnrtahty rates are unhelpful for. purposwe
‘analysm The operations had to be brohen down Into even smaller numbers representatwe B

of a common condition and operatmn
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- 11 ' Many months eotlld ela.pse between 2 s1rn11ar operattons in any partlcular serles and tt f"
would take eonmderable time before the surgeon had a series nu:nerleally sufﬁment to

| ma_ke a valid judgment as to whether results were aceeptable andfor 1mprovmg In',
addltlon there was no recogni sed way of prospectwely audmng a surgeon $ work the'

o
1

exerclse, as here was retrospectwe

12. At ﬂxe same tune there was always the expectatmn that faclhﬂes would be 1mproved byﬂ
°the mtroductmn of a umfied sxte at the Chlldren s Hosplta] and the appomtment of 2’ .

1

o dedlcated paedlatne carchac surgeon. | | - - J' | - B n !
Joshua Loveday

13, The J anuary meetmg was extraordinary but one where all relevant ehmczens were able h
to meet and openly discuss agreed data. Such a meetmg was the 1newtab1e eonsequence; |

-~ of the eonversatmn between Dr Monk and Mr Dhasme.na

14. | Du:mg the i evenmg hls artenal sw1tch semes on non—neonates was compated W1th the |

| ntost appropnate comparators. This was not an academlc debate about Mr. Dhaemana s
non-neonatal smteh series but & fra.nk dxscussmn about whether or net surgery shouldl
take place on a partlcular ch11d the next day Every partlctpant ‘was gwen ample

opportumty to say the operatlon should not happen The only objection expressed Was' |

that it would be pohtxca.lly mexpedlent should anythmg go wrong
| 15, It has been smd that 1t was a meetlng of two parts The ﬁrst mvolvmg all cl1nlc1ans in

deeldlng whether or not the results from the serles were aeceptable The seeond

mvolvmg the elmlcal decision by those most mtlmately mvolved with-J oshua 8 care asl
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to whether t_lae aperaﬂon should :»ta'ke: .place; |

16.  All clinicians at the meeting agreed that Mr Dhasmana’s operating history was
acceptable. All were agreed that there was no clinical reason why the operation on
Joshua should not go ahead. This part of the meeting has since been re-categorised as
one which reached no positive conclusion as to whether the operation should be
performed by Mr Dhasmana the next day. In reality the support for the series was a
collective decision to proceed with the operation. It was a vote of confidence for Mr

Dhasmana.

17. Mr Dhasmana has since bome the responsibility for that decision alone.

I Idennﬁable Préa'blems
8. T he cllnlca.l case reviews concenh'ated on the care of individual patlents The a1m was |

1o hlghhght where the care was unsatlsfactory and what lessons could be leamt

19. The exarc1se was hampered by the abseace of the ‘relevant’ clinician at many of the case

| rev1ews Nevertheless it mghhghted the polnt that the approach to paedlatrlc cardlacl
surgery was a team approach the 1nput of all members.af that tearm bemor equally |
unpoxtant Whe;e failures occurred they werc not conﬁned {0 one dlsmplmc but spread; :

between cardmlogmta, surgeons and a.naesthetxbts/mtensmsts

20.  The improvement of a units’ results in this field is dependent upon each member of the

team analysing and improving his own individual performance.
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I, Switches- B I . | :‘. ,
l21. | Perhaps the problem is clearer now.’ antol was probably 3 to 4 years behlnd some UK- }jt |
|  units in unplementmg the switch programme Thus the early dlfﬁcultws assocrated with '_ ,
such a serres occurred when other surgeons had either overcome thetr initial problems -
through expenence or abandoned the procedure The delay in adoptxon of the swuoh .'

resulted from the success with the alternatzve procedure the Senmng

22.. The phrase ‘learmng curve” has been much drscussed It isan unattracuve phrase adoptecl"_
by the professmn to describe the advances over trme in a new. branch of surgery It has _I .‘
- also, been loosely, and maocurately, cleployed When descrlbmg the 1mprovement m"
performance that comes with experlence. L | |
23. . Clearly there is a diﬁ'erence between a new procedure of whroh nohody has any real'_’
Iexpenenoe a.nd a procedure new to 4 surgeon in Which others have slgmﬁcant expenence. | |
The dxfﬁculty for Mr Dhasmana was tha,t the swrtch operatlon d1d not ﬁt 1nto ezther; .
'oategory |
24, In 1988 it was not completely new procedure many North American institutions had.
| already established the Operatlon as the treatment of cholcet However UK. 1nst1tut10ns!‘|
were not pubhshmg thelr results 1n the artenal swrtch and the expenences of. other UK .

- ;umts was, and remains, unknown
25.  That suoh a mtuatron could develop 18 1nherent in the structure and orgamsaﬂon of R

paedlatnc cardmc surgery in the UK where a large number of separate 1nst1tutrons have

developed their own programmes in 1solauon of ear:h other (desplte recommendanons to |
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the Department of Health to the contrary - see Mr Stark day 84:77/8),

| ;Insrz‘fuﬁanal Variaz‘z’on
Mr Dhasmana was well ware of the North Amencan Concremtal Heart Sometles 20 -

Institution study of the artenal svmch repeur (INQ 0070021 day 85: 36/40)

b

'Thls demonstrated a wide range of mortallty rates between 1nst1tut10ns and a h1gher rate
.in the 1n1t1al expenence of each unit - pamcularly over the first 10 cases. Aﬁcr theu earl}/ |

Iexpenence may umts significantly 1mproved the:r results whilst others did not.

,‘ ’Ihere wasa perceptlon that those mstltutlons who aperafed on lower numbers had h:gher -
| .monahty rates although no conclus:tve answers were found. The 1nst1tutlons were

'label.led “high’ and *low’ risk. This v\{_as a non-mdgmg:ntal, retrosPectwe label..

‘This knowledge formed part:of Mr Dhasmana’s reasoning for continiing with his .

‘neonatal switch programme.

- 'Splz'f-Sz' te

:From the outset the aim was to urufy the s1te and acquxre a service dedlcated to the

‘treatment of chxldren _Whllst the pohtlcal will may not always have been f@rthcommg h

‘Mr Dhasmana 8 support was unhesuatmg - as it was for the appomtment of a dedlcated

paedmtnc c.ard1ac surgeon.
~ The _'a_dv'ersg effei:ts of the spiit-site were subtle. It certainly harﬁpered collective pOSt-' ;-

.operative decision making. It may also have ‘been contributory i the failure of the .

anaesthetists to relay their concerns to-the cardiologists and adopt a constructive approach
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to the perceived problem. Perhaps if there had been more physical contact between the

anaesthetists at the BRI and the cardiologists at the Children’s Hospital any concerns

could have been properly aired.

" Itisalso noteworthy that the results in all age groups for closed carchao surgery (wh1ch

took place at The Chﬂdren S Hospltal) compared very favourably w1th the rest of the UK

Conc?usians, o

_Some of' the problems have been ldentlﬁed and corrccted The chlldren § semce is now

| ded:cated in terms of facilities and huma.n resources

- The GMC initially focussed on Mr Dhasmana’s"‘hi gh’ mortality in the.he'dnath]' arterial.

swuch series until it emergcd that there was no average UK mortahty rate for. thxs ,

opcratxon at the time and obvious]y no acceptable limits within which a. surgeon should

strive to operate.

Tms was the clu'ect consequance of the way ih whxch data Was collected and processed

at the t1me

There must be an independent, accurate and accountable system for the collection,

verification and dissemination of statistical data.

Mr Dhasmana was not financially or politically motivated. He was simply very proud to

be a consultant cardiac surgeon in Bristol, specialising in his love of paediatrics, and

wholly dedicated to the National Health Service.
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38. Mr Dhasmana cared very much for hxs pat:ents He was net an admmlstrator nor a.n‘- -

] emplre builder, szmply a comm1tted doctor. |

39. [ Asa surgeon Mr Dhasmana was self crmcal and constantly evaluatmg Ius own..

'- perfonnance. He. was also honest. ancl open W1th hxs results

40. | Mr Dhasmana v.vas not an arrogant doctor He sought advice and help w1thm the héspnal . |
and assmtance extemally Desplte these qualmes it would appear ‘thiat no-one w11:hm the
hospltal was able to ralse their * concems dlrectly with M, Dhasmana or prcmde ‘the .
;;. reqmred help from within or outmde the hosmtal ; | | |
4. The consequences for Mr Dhasmana, both ﬁrofessmnally and pasonally, have be’en. -
| devastanng It 18 hoped that a systern can be put in place whloh can offer, the necessary-

ﬂ guldance for any cl1nlc1an faced w1th a smnlar problem

42.  Notwithstanding this Mr Dhasmana does not wish to be perceived as the victim. He is a
father and grandfather who recognises the deep distress and pain of all the bereaved
parents involved in this tragedy. He has already expressed his deepest regret at the

conclusion of his oral evidence in the Inquiry.
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NAME DOB

87(Prem)
87
87
N c7
R

| EE

i
88
B 53

D/OP Procedure

Rt.Mod B.T.shunt

Closed pulmonary
valvotomy

Coarctation of aorta - repair

Repair coarctation RPA
band

Rt Mod B T shunt
Coarctectomy & PA band
Resection of coarctation
Coarctectomy & PA band
Coarctectomy & PA band
Em. Rt Lower Lobectomy
Rt. Mod B T shunt

Repair Interrupted arch &
PA band

Lt central shunt

Rt Mod B T shunt
Coarctectomy & PA band
B-H Septectomy & PA
band

Coarctation - Resection
Coarctectomy & PA band
Rt central shunt
Coarctation - Resection
Coarctation - Resection
Aortic volvotomy - inflow
occlusion

Rt Mod B T shunt
Coarctation - Resection
P.D.A. Ligation

Repair Aortic Interruption

Coarctation & PA banding
Repair coarctation & PA
banding

Lt shunt & open Pulmonary-
valvotomy

Lt Thoracotomy -
Inoperable  (Conotruncal
abnormality c Interruption)
Rt Upper Lobectomy
Coactation Repair -
Hypopastic

Ligation of PDA &

permanent pacemaker

Coarctation of aorta - repair

SUB 0010 0030
WIT 0084 0055

Arnee A

Outcome
(if died - Hosp.
Death

Died 12.7.86

Died 4.8.86

Died 23.7.87
Late - re-adm.

3.11.87

3.9.88

7.8.88
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88 Coarctectomy & PA band
.88 Coarctation Repair
88 Coarctation  Repair - 15.7.88
| Composite flap
33 Coarctectomy & PA band
88 Rt Mod BT shunt
88 Lt central shunt
88 Coarctation Repair & PA
band
s Coarctation- Repair
88 Rt Mod BT shunt
88 Coarctation - Repair
88 Repair Interrupted Arch & 7.2.88
PA band
- By Lt Thoracotomy -
| Cystectomy
I Repair Interruption & PA
band
87 Repair PA sling
88 Rt Mod B.T. shunt
.39 Rt Mod B.T. shunt
89 Transventricular pulm.
Valvotomy
B 50 Rt Mod B.T. shunt
B Division of Vasc. Ring
Bl 39 (Prem) Ligation of PDA
o Repair Interrupted arch &
PA band
BN Repair Interruption & PA
band
39 Lt Mod B.T. shunt
.50 Repair Interruption - PA
band
o Rt Mod B.T. shunt
R Rt B T shunt
B0 Repair Aortic Arch - PA
banding
I o0 (Prem: PDA Ligation
550 gm)
90 Coarctation - Repair
90 Coarctectomy & PA band
90 Rt B.T. shunt 26.3.90
90 Coarctation Repari -
%0 Repair Hypoplastic arch & 16.2.90
Coarctation & PA ban
PA band and central shunt
Rl Rt B.T. shunt
91 Rt B.T. shunt
o1 Coarctation Repair & PA
banding
o1 Repair hypoplastic Aortic
arch & division of PDA
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