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Continuing Referrals

(1)

(iii)

(iv)

After Dhasmana's first three neonatal switch patients died, Dr.
Martin referred his next patient to him, hoping that the record would
improve. (Day 76, page 133, line 13 to page 134, line 7).

Dr. Martin also tended to feel that the surgeons were entitled to the
benefit of the "learning curve" (Day 76, page 141, lines 6 and 7).
But there was insufficient emphasis on the need to give the
individual child the best possible care.

Dr. Martin's denial that even by 1992/1993 there was insufficient
evidence to suggest that there was no reason to suppose that either

Mr. Wisheart or Mr. Dhasmana had poor results is unconvincing
(Day 77, page 19, lines 13 to 19).

In fact, Dr. Martin was not totally ignorant about the chance of
outcomes for certain operations because (Day 77, page 113, lines 8
to 25) he told Dr. Joffe in September 1995 (minute of notes ref.
HA(A) 123/53) that it might be "unfair" to describe the switch

mortality at Birmingham as being 5% to 10%.

Dr. Martin knew (or should have known) that in January 1995, it was
revealed that Mr. Dhasmana's figures for switch operations from
1990 to 1994 were mortality of 20% - as against about 12%
nationally. (Day 77, page 121, line 23 to page 122, line 18). Given
these figures, it was disingenuous of Dr. Martin to claim that he had
"no way of knowing" whether Loveday would have been better off at
Birmingham in January 1995 (Day 77, page 124, lines 2 to 6).

In fact, by 1989, Dr. Joffe was well aware that mortality after
paediatric cardiac surgery was twice the national average (Day 90,
page 19, lines 19ff.). However, even Dr. Joffe was not wholly frank
about the position. At page 53, lines 1 to 10, he said that he accepted
Bristol was not one of the best centres. But at page 56, lines 12 to
14, he said that he had no idea how other centres were performing.

This dichotomy shows the difficulty with the evidence. On the one
hand, the clinicians maintain that they did not know - in a detailed
statistical way- how Bristol compared. This was (in that degree of
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detail) probably true. But they did know, that, overall, results were
weak and were a cause of justifiable concern to men like Henderson.

In relation to choosing between the surgeons, Dr. Martin said that he
referred patients with complete AVSD to Mr. Dhasmana 1n the 90's
because Mr. Dhasmana "enjoyed" doing them (Day 77, page 103,
lines 1 to 3). But in practice, he must have seen how few of Mr.
Wisheart's patients enjoyed successful outcomes.

The B.H.C.A.G. fears that a reason why cardiologists persisted in
referring patients was fear as to survival of the unmit. Hence Dr.
Jordan's statement

to the Inquiry which referred to the Switch procedure as the pons
asinorum" :

"...meaning that, if we failed to master this particular operation we
would effectively be seen by our colleagues nation-wide as no longer
a poper paediatric cardiac centre".

The Problems with the Split Site

(v)

Cardiologists generally had an insufficient understanding or
knowledge of what was happening to their patients at the B.R.I. See,
for instance, Dr. Dr. Martin's admission that he did not know how
many paediatrically trained nurses there were at the hospital. Day 77,
page 21 to page 28, line 9.

This was an extension of Dr. Joffe's observation that the split site
was awkward because of the steep hill which meant that
cardiologists at the B.C.H. avoided going there whenever possible
(Day 90, pages 66 and 67).

Ignoring the Warnings

Dr. Joffe was contemptuous of "Private Eye" (Day 90, page 106, lines 10 to 16),
but he failed to concede that in fact its warnings were right. In fact, the effect of
"Private Eye" was, perversely, to reduce the amount of meeting and discussion of
results (Day 90, page 127, lines 2 to 5).

Also, Dr. Joffe 's denial that Vann Jones had mentioned concerns about the Bolsin
data in 1993 does not right true (Day 91, page 144, lines 12 ff.) It is clear from
Professor Angelini's evidence that by 1993 (probably earlier) everyone knew that
there were concerns. Dr. Joffe 's attitude is best represented by his comment that
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even after Mr. Wisheart told him that Bolsin was producing critical figures, Dr.
Joffe still felt that he did "know enough about the potential concerns" to do
anything or make enquiries.

The loyalty to the surgeons was in marked contrast to the opinion of the
anaesthetists and (in particular) of Dr. Bolsin. In his evidence on Day 91, Dr. Joffe
(at pages 162 and 163) made a number of criticisms of Bolsin. None of these were
supported by hard evidence; moreover, insofar as the criticisms related to post-
operative care, it 1s difficult to see how they could be properly sustained given Dr.
Joffe's admitted failure to attend at the B.C.H. with any frequency. Perversely, it
was precisely this sense that Bolsin was not reliable which made Dr. Joffe
reluctant to pay attention to any criticisms of paediatric cardiac surgery (Day 91,
page 165, lines 7 to 10).
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Poor Diagnosis

A useful starting point is Professor Berry's paper (ref. UBHT 308/76), on which
Professor commented (Day 55, pages 119 ff.) In that paper, Professor Berry noted
that :

"Despite intensive investigation during life, there was a high rate of
unsuspected abnormalities at necropsy, 80 per cent, 29 cases of
undiagnosed additional cardiac anomalies or surgical flaws, which
contributed to death in 13 cases".

This correlates surprising well with the picture from the C.C.R. - namely that
inaccurate diagnosis was a significant cause of excess mortality. It also accords
with Mr. Wisheart's view that inaccurate and incomplete diagnosis was a factor in
his own poor results for AVSD (Day 92, page 63, lines 13 to 25). See also Mr.
Wisheart GMCT 32 - 32 G- H and Mr. Dhasmana GMCT 0043 0066.

There are two ways in which inadequate diagnosis was important : -

(1) Misrepresentation of Risk.
(i1)  Inapproprate Care (including inappropriate surgery).

Misrepresentation of Risk

The point here is that where a child had a life-threatening condition, parents were
sometimes not given the full facts. For example, Verity Curnow's parents (Day 3,
page 12 line 22 to page 13, line 11) were not given a clear idea of how 1ll she was.
The cardiologist in question - Dr. Jordan - agreed (Day 79, page 17) that he may
have given an unduly optimistic condition. In this case, it is still not clear to the
B.H.C.A.G. whether the inaccurate information was because Dr. Jordan did not
realise the full diagnose - or simply failed to communicate it. Either way, the care
was unacceptable.

Inappropriate Care

Clearly, the most worrying aspect of wrong diagnosis was the failure to give
children the correct treatment. There were several aspects to this : -

(1) Often, too little attention was paid to the progression of congenital
heart disease. This meant that when a patient's heart underwent
important changes in the months before surgery, the operation was
sometimes conducted on the basis of old (and therefore inaccurate)
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echocardiography. See, comments of Dr. Anderson, day 45, page 95,
referring to the work of Dr. Jane Somerville and also comments of
Dr. Shinebourne (GMCT 0052 0018).

In the case of John Sheridan, the B.H.C.A.G. note that JDW 0007
0004 includes a statement by Mr. Wisheart that "Catheter showed
impaired but acceptable left ventricular function... but it was 2
years old". He goes on to point out that tricuspid atresia and
unventricular heart abnormlaities "commonly [lead] to impaired
ventricular function".

Mistakes about Timing.

On some occasions, cardiologists mistook the urgency of a case. For
instance, Mrs. Hill pointed out that Dr. Martin failed to appreciate
the urgency of her son James's need for surgery (Day 83, line 8 to
page 84, line 5). In Birmingham, that error, was fortunately
rectified.

Conversely, Dr. Martin insisted that the operation on Joshua
Loveday was very urgent. This meant that his surgery went ahead -
despite the known weaknesses at Bristol and the pressures on Mr.
Dhasmana (see Day 87, page 65, lines 13 to 22). Charactenistically,
Dr. Martin failed to review Joshua Loveday (by, for instance,
echocardiography) before making the final decision about the
urgency of his case.

The other important point to note here 1s that insufficient

echocardiography could lead to unnecessary treatment for children
with TAPVD and AVSD (see below).

By 1984, it was possible to diagnose all of the basic congenital heart
defects (VSD, ASD, coarctation of the aorta, ductus arteriosus), yet
well after this date, errors in diagnosis were being made at Bristol.
See Silove and Houston, Day 49, pages 37 and 38. As Armstrong
pointed out (DAy 59, page 25), it was frequently the case that when
surgeons opened up the patient, they would find that the anatomy
was not as they had anticipated. Although they were annoyed about
this, it 1s unclear, what steps (if any) they or the cardiologists took to
improve things. The surgeons felt that the cardiologists were to
blame (Armstrong, day 59, page 26, lines 21 to 25).
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In particular, the difficulty of diagnosing the exact extent and
location of narrowing of the pulomnary arteries prior to surgery
means that echocardiography must be used to get a proper diagnosis.
At Bristol, all too often, it wasn't.

For example, in Marc Stevens case (reviewed 1n detail on Day 78,
page 100 ff.) it was clear that the failure to review the
echocardiography meant that the abnormal attachmnents of the AV
valves and the inlet VSD was missed. Dr. Jordan agreed that the
diagnosis was not clear from the note (page 102, lines 16 to 22). Mr.
Deverall confirmed that if a surgeon opened up a child and found
that the anatomy had not been correctly predicted, the results could
be disastrous (page 105, line 13 ff.).

As Mr. Deverall put it in relation to Verity Curnow's case (Day 79,
page 25, lines 9 to 11) : -

"I do accept that detailed investigations cary a risk, but blind
exploratory thoracotomy carries a greater risk".

All too often, blind thoractomy was the order of the day at Bristol.
Immediate pre-operative Diagnosis

Silove and Houston both insisted that surgeon and cardiologist
should work together before the operation, reviewing angiograms
and planning care (Day 49, line60 to 67). Again, at Bristol, this did
not happen in too many cases. Dr. Joffe conceded (Day 91, page 49,
lines 3 to 15) that this did not happen - as it should have done - in the
case of Jessica Hill. An interesting example of Mr. Wisheart's own
experience of this problem is shown in one of his logs - number 86 -
which records the diagnosis for one operation as being "pulmonary
atresia". The operation, however, consisted of "correction of
AVSD", which strongly suggests misdiagnosis.

As Stark empahsised, Day 50, page 17, lines 9 to 18, everything
needs to be right to ensure the best chances of success for paediatric

cardiac surgery.

As Dr. Martin conceded (Day 77, page 52, lines 1 to 5) cardiologists
rarely attended in theatre - which made such things as intra-operative
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TOE much harder to administer. See also Dr. Jordan (Day 78, pages
08 and 99).

Moreover, as Mr. Deverall emphasised (Day 78, page 109 {f.) that
where a surgeon does encounter an unexpected problem, it is vital to
have the assistance of the cardiologist on hand. In Bristol, poor
diagnosis was compounded by absence of this expertise in theatre.
For instance, in the Stevens case, Dr. Jordan conceded that the
surgeon should not have done another shunt because pulmonary
blood flow was much higher than normal (page 110). This was
exactly the sort of problem which would not have arisen if a
cardiologist had been on hand or if an accurate diagnosis had been
made before surgery and a detailed plan agreed by surgeons and
physicians.

Another example was that of Ben Elliott, whose case was also
discussed on Day 78. Dr. Jordan agreed (page 166 ff.) that it was
obvious that if the VSD was closed, the child would die because of
the size of the pulmonary arteries. The VSD was closed - with that
result. This would not have happened if cardiologists had been on
hand to offer advice and expertise.

Yet another example was that of Gareth Eccleshare (discussed Day
01, page 113 lines 7 to 18). There, Dr. Houston expressed the view
that there should have been a measurement of pulmonary artery
pressure before surgery for a Fontans repair. This was not done.

Generally, it was the view of the surgeons that cardiologists were too
often not part of the team - before, during or after surgery (see Mr.
Dhasmana, Day 86, page 1, lines 11 to 20).

Use of Advanced Techniques.

Significantly, whereas Silove strongly favoured the use of TOE post-
operatively (Day 77, page 53, lines 1 to 9, commenting on Wilde's
letter of March 1994, ref. UBHT 146/50). Dr. Houston and Dr.
Silove stated that their respective centres began to use colour
(Doppler) echocardiography in the period 1987 - 1989 and as Dr.
Silove commented "We were certainly getting very adequate pictures
in the early 1990's" (Day 49, page 60, lines 7 to 12). Dr. Martin (Day
77, page 51) did not agree. And Dr. Martin did nothing to
implement or assist with the improvements that Wilde sought.
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Bolsin's notes of the 1991 meeting (UBHT 0061 0149) record Mr.
Dhasmana as saying that the echocardiographic data in relation to
Fallot's patients is "...just not good enough..." In May 1992, an audit
meeting states that "Improved echo may have incrased diagnosit
sensitivity" but even this is vague and suggests a lack of urgency
about the 1ssue.

The practical importance of this cannot be overstated. The audit
document (UBHT 0061 0156) discussed reasons for the mortality rate of
37.5% for TGA with VSD. It was suggested that there should be a "careful
search for multiple VSD and coarctation" following a failure to diagnose a
coarctation of the aorta. Since cases of transposition require a careful study
of the aorta, as one of the main parts of the anatomy which will be
manipulated by the surgeon, the failure to perceive obstruction of the aortic
arch is alarming. Dr. Dr. Martin discussed this document 1n his evidence
and his comments suggest that the cardiologists were technically far behind
their colleagues at other centres - not necessarily just in terms of equipment
but also in terms of ability to use it. On day 76, at page 154, lines 12 to 15,
Dr. Dr. Martin said that angiograms wer used to look for VSD's in patients
for switch in the latter half of 1992. To put this perspective, Dr. Silove
stated (day 76, page 169, lines 4 to 6) "...from 1981 onwards, we had been
confident in defining ventricular septal defects with echocardiography..."

Defects in echocardiography were not centred on the most difficult
diagnostic problems (eg Fallot's Tetralogy or TGA); septal defects were
missed too - although they are comparatively easy to diagnose.
Commenting on Dr. Berry's 1989 paper, Dr. Silove remarked (Day 77, page
67, lines 1 to 8) : -

"[there was]...an atrioventricular septal defect and cleaft mitral valve in a
patient with transposition of the great arteries. It would be an extremely
unusual thing to happen in a patient with transposition,but [ feel that
echocardiographically, it is more or less barn-door diagnosis and it is
surprising that a diagnosis should have been missed on echocardiography".

This concern was echoed by Dr. Pryn (Day 72, page 67, lines 6 to 13) who
said that:-

"One of the issues was whether you need to do a catheter study of these
children, and that depends upon the degree of confidence you have with
your echo study. If you are very confident of the anatomy and the
physiology of the echo, then you do not need a catheter. I presume the fact
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that all the children had catheter studies meant they were not that confident
with the echo. So that was obviously a delay".

Dr. Pryn went on to acknowledge that this delay could - in 1tself - have been
harmful to patients suffering from TAPVD and AVSD.

Even Dr. Dr. Martin - when shown a document from Dr. Wilde (UBHT
0146 0050) dealing with concerns about paediatric echocardiography -
agreed that although Wilde was very good, his colleagues "...varied in their
expertise..." (Day 77, page 50, lines 13 to 19).

The B.H.C.A.G. submits that this standard of care was unacceptably low.
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Post Operative Management

It was Professor de Leval's view that there was far too little input by cardiologists
into post-operative care (Day 60, page 9, lines 17 to 23). The experts who lawyers
for the B.H.C.A.G. spoke to all insisted that it was an essential part of good
practice to have cardiologists actively involved in management - especially in
I.T.U. care. This criticism was echoed by Professor Evans (Day 71, page 140) and
by the C.C.R. teams (Day 77, page 38, lines 2 to 6).

When they gave evidence, the Bristol cardiologists were generally willing to
concede that they did not get to the B.C. H. as often as they would have liked for
post-operative and intra-operative care (see, for mstance, the evidence of Dr.
Martin, Day 77, pages 33 and 34). However, the B.H.C.A.G. submits that this was
not simply an issue about the split site - it reflected wider failings in the standards
of cardiological care.

Significantly, Dr. Pryn commented (Day 72, pages 60 and 61) that the post-
operative care was highly disorganised with no proper chain of command.
Although this problem was by no means just a weakness with cardiology, the
cardiologists did nothing to improve it and appear to have had no sense of
responsibility for 1t.

On Day 85, Dr. Silove (page 97, line 19 ff.) made the point (re. Ben Elliott's case)
that a cardiologist should have been on hand in ITU to assist with diagnosis and
perform an echocardiogram. this was not done

In practice, the B.H.C.A.G. submits that the key components of this problem were
as follows : -

(1) Split Site.
Difficulties of communication and distance.
(i1)  Limited Experience of Cardiologists with Post Op. Care.

See, for instance, comments of Dr. Jordan (Day 78, page 145, line 6
to 9).

(ii1) Too much responsibility for the wrong staff.
Nurses at the BRI were often not paediatrically trained and may not
even have appreciated the normal reference intervals (see, for
instance, day 78, page 141, lines 9 to 13; junior medical staff may
have had very little relevant training, page 142, lines 1 to 12).
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