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Fluctuating and Unreliable Risk Figures

14. In certain cases, the surgeons appear to have chosen figures that bore
no relation to any scientific data at all. Notwithstanding Mr. Stark's
comments on the unreliability of all statistics at the relevant times, the
B.H.C.A.G. submit that :-

(1) It was the duty of doctors and surgeons to give the best help they
could to enable parents to understand the risks. In some cases,
realistic overall estimates were given (for instance to Mrs. House,
Day 6, page 73, line 11) and this should have been the rule rather
than the exception.

(1)  Where the risks given apparently fluctuated at random, the parents'

confidence in the surgeon was impaired. For instance, Mr. Paul

Bradley recalled (page 22, lines 4 to 18) that the day before Mr.

Wisheart operated on his daughter Bethan and discussed her

outcome.

Mr Wisheart came on to the ward -- this is paragraph 41
of your statement, page 11 -- and you say that
immediately before the operation he was encouraging you
by saying that Bethan's prospects had improved from
a 3 in 4 success rate to 9 in 10?

A. Yes, that is right.

Q. First of all, Mr Bradley, I think it appears from what
you have said up to now that you understood that this
was a serious operation and that there was a real risk
of death?

A. Yes.

Q. Mr Wisheart again has commented on that part of your
statement. Can I ask you first, are you sure in your
recollection of that conversation?

A. Yes, I am sure.

15. The B.H.C.A.G. submit that the Inquiry should accept Mr. Bradley's
evidence on this point. He was a clear and definite witness whose demeanour was
consistently impressive. Moreover, there have been matters which must call into
question Mr. Wisheart's accurate recollection of events [zxzz - give examples].
Finally, whereas Mr. Wisheart had many patients (of whom Bethan Bradley was
just one), the Bradleys had only one child and every reason to remember all that
was said at such a crucial time for them.
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SUB 0013 0042

E. THE SURGEONS AND THEIR OPERATIONS
Principal Submissions
1. Pre-operatively, surgeons insufficiently involved in discussion and assessment of
diagnosis and treatment.
2. Pre-operatively, failing to deal appropriately with the issue of risk with parents.
3. Intra-operatively :-
(D Failing to ensure that useful diagnostic techniques (such as T.O.E. and
echocardiography) was used.
(i)  Failing to attend promptly at the start of the operation.
(i)  Failing to ensure (with the anaesthetist) that urine was monitored via a
catheter during the operation.
(iv)  Failing to ensure that their own surgical technique was sufficient for the
demands of their work.
(V) Failing to request the cardiologists to attend surgery as and when
necessary.
4. Post-operatively, failing : -
(D To ensure that there was a clear system for management of patients.
— (i)  To insist on the organised presence of other key specialists.

(ili) To work co-operatively with nurses, anaesthetists and cardiologists to
ensure optimum management.




D
(2)
3)
4)
(3)

SUB 0013 0043

RECOMMENDATIONS
Proper audit of surgery.
Regular and effective meetings between different specialisms.
An efficient system of re-training as new techniques become established.
A more formalised basis of statistical assessment of the surgeons’ results.

Analysis of the management pre, intra and post operatively to ensure the
most efficient and clearcut use of resources and personnel.

[MORE DETAILED WORK TO FOLLOW]
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DETAILED SUBMISSIONS

The B.H.C.A.G. submit that : -

(1) It would be a mistake to characterise everything that went wrong at Bristol
as being solely a matter of poor surgical techmque;

(1) Moreover, there is evidence - especially from the C.C.R. and from the direct
experience of parents - that very often, surgery was correctly performed, but
the child then died, or suffered morbidity as a result of mishandled post-
operative care.

(iii) Even in those case where the surgery was not as good as it should have
been, it would be inappropriate to regard this as being wholly the fault of
the surgeon. For example, where the diagnosis was wrong, the surgeon was
at a disadvantage, especially if the cardiologist was not on-hand to assist.

(iv) However: -

(a) To some extent, the surgeons were themselves responsible for the
failure to diagnose accurately because there was insufficient liaison
before operations.

(b)  In some cases, once the surgery had begun, the surgeons should have
appreciated that there was an error in diagnosis and reacted
accordingly.

(c)  There were occasions on which poor surgical technique was a cause
of morbidity and mortality.

(d)  Just as the surgeons must take some of the blame for poor pre-
operative care, so too they are in part responsible for the weaknesses
in post-operative management.
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Pre-Operative Care

Some of the B.H.C.A.G.'s submissions here overlap the comments already made in
relation to cardiology. Nonetheless, as Mr. Dhasmana pointed out (Day 84, page
16), surgery is a "team effort” and meetings were always held before surgery
between the cardiologists and the surgeons to discuss what should be done. Just as
that implicates the cardiologists in the failed surgery, so, too, the surgeons were to
some extent responsible for the inadequate diagnosis.

During the meeting between lawyers acting for the B.H.C.A.G. and Mr. Stark and
Dr. Keeton at Southampton (November 15 1999), the experts stressed that it was
essential for a surgeon to have the fullest possible information about patients pre-

operatively - and it was the surgeon's responsibility to ensure that he was not in
doubt.

At Bristol, all too often, the surgeon was in doubt and should have realised that.
Mr. Dhasmana conceded (Day 85, page 55, line 24) that the last neonate on whom
he operated had abnormal coronary arteries which he had suspected but not
properly identified pre-operatively. The child died on the operating table.

Two specific cases (which were explored in evidence) illustrate this point, namely

(1) Ellie Brain (born July 1998 with T.G.A. and V.S.D.). Discussed in
detail with Mr. Dhasmana, who agreed that there should have been
pre-operative echocardiography. The absence of that investigation
was that there was no check on the level of hypertension or on the
ability of the left ventricle to manage systemic flow.

Mr. Dhasmana's observation that the split site was a contributory
factor in the failure to provide pre-surgical echos (Day 85, page 76,
lines 9 to 16) 1s no answer.

(ii)  Gareth Eccleshare had dextrocardia and other complications. His
case was explored in detail on Day 93. Mr. Mankad commented
(page 15, lines 1 to 8) that the projected pulmonary artery pressure
should have been measured pre-operatively. If this had been done, 1t
would have been realised that the pressure was "...too excessive to
offer the Fontan operation..." to Gareth. This conclusion was
supported by Dr. Dickinson (page 20, lines 18 to 22).




SUB 0013 0046

Mr. Wisheart conceded (day 93, page 22, lines 12 to 19) that he
would not have proceeded to a Fontan operation if he had known
what he would find on the operating table.

The B.H.C.A.G. submit that this was one of the central failings at Bristol, which 1s
a recurrent theme of the C.C.R. and of the direct experience of parents whose
children were treated. Often, the surgeons frankly admitted to parents that they
had not expected to find what they did. All too often, that ignorance was a
decisive factor in an unnecessarily poor outcome.




SUB 0013 0047

Quality of Surgery at Bristol

Mr. Dhasmana was struck by the contrast between Great Ormond Street and
Bristol. He noticed (Day 86, page 26, lines 5 to 22) that whereas at G.O.S.,
children were promptly treated, in Bristol, there was often a long period of
palliative care before substantive measures were taken.

Mr. Dhasmana also conceded that in the mid-1980's, Bristol was behind the cutting
edge of paediatric cardiac surgery by about five years (page 28, lines 9 to 15).

Many other witnesses have given a variety of viewpoints to the Inquiry.
Submissions about individual comments are in the Commentaries, but generally : -

(1) Even the surgeons themselves acknowledge (like Mr. Mr.
Dhasmana) that there were real weaknesses with Bristol's
performance. Even the most supportive witnesses were only ever
prepared to describe Bristol as "average".

(i)  While there were a very large number of factors that contributed to
this (including, especially, poor diagnosis and poor post-operative
care), the significance of the deficiencies in surgery should not be
overlooked.

The C.C.R.

1. At INQ 16/10, the C.C.R. published in Figure 6, a diagrammatic
representation of the distribution of grades. The B.H.C.A.G. note that a
number of poor grades were given for things other than poor surgery.

2. However, that should not distract the Inquiry from the significant
observation that for 16 of the procedures, grades of 1 or 2 were given for
surgical care. This means that in those cases, surgical errors probably or
possibly contributed to death or morbidity.

3. Additionally, it is of interest that in no fewer than 30 of the
procedures, a grade 3 was given, indicating substandard care which
probably made no difference. There was also one borderline grade 2/3.

4. Pausing here, this means that the C.C.R. clearly and importantly
demonstrates that poor surgical technique was directly responsible for poor
outcomes in a significant number of cases, and was a part of the wider
pattern of substandard care at Bristol.
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Again, this was the direct experience of the B.H.C.A.G. parents and
it was illustrated by the evidence and by discussions during the evidence.




SUB 0013 0049

Causes of Poor Quality Care in Theatre

7.

Apart from the limitations of the surgeons, other important problems

were 1dentified : -

(1)

(1)

(iii)

(1v)

(V)

Mr. Dhasmana, Day 85, page 12, line 23 to page 13, line 15,
empbhasised that whereas in Birmingham, he had been impressed by
the knowledge and prompt efficiency of the nurses, in Bristol, the
nurses were far less effective.

Mr. Dhasmana (amongst others) also commented that the
cardiologists were not usually in theatre, which was a significant
weakness (Day 85, page 95, lines 6 to 16).

Mr. Dhasmana noted (day 84, page 22, lines 11 to 19), that there was
fierce competition for sufficient time and space for the proper
performance of paediatric cardiac surgery at Bristol. This may partly
explain why the split site continued for as long as it did and why
there was substandard provision of care - especially post-operatively.

Towards the end of the period covered by the Inquiry, the mounting
pressure on paediatric cardiac surgery at Bristol was itself a problem.
The most obvious example was that of the Loveday operation; Mr.
Wisheart agreed that he was concerned about this (day 92, page 119
to page 120, line 11). Professor Angelini shared that concern as well
(day 61, pages 186 and 187).

Moreover, from 1995 onwards, the staff were beginning to feel that
Mr. Dhasmana was not as relaxed as he had been and could be a
different person under the stress of what was happening. See, for
instance, Ferris day 87, page 189, lines 8 to 18 and de Laval (day 60,
page 97, lines 17 {f.)

Some of the procedures adopted at Bristol were not in line with best
practice. An important example was the refusal to catheterise
patients in surgery; this was defended by Mr. Dhasmana (Day 87,
page 94 ff.), but Sumner's comments (Day 81, page 51 {f.) are
telling. Sumner's view is supported by Pryn (Day 72, page 118, lines
8 to 15) who noted the improvement in outcomes since Pawade had
insisted on catheterisation during surgery.
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In discussion with experts (Dr. Hallworth, Dr. Keeton and Mr. Stark)
all expressed the view to the B.H.C.A.G. lawyers that catheterisation
should be performed throughout surgery. In their opinion, the
relatively low risk of infection was substantially outweighed by
advantage of regular monitoring or urine output.




by et

SUB 0013 0051

Poor Surgical Technique of Mr. Dhasmana and Mr. Wisheart

.

The B.H.C.A.G. submits that there is ample evidence that some
children suffered poor outcomes at Bristol because of poor surgical
technique per se. This does not excuse other problems, but it should not be
omitted from any proper consideration of the high mortality and morbidity.

Interestingly, it was Mr. Wisheart (day 92, pages 14 and 15)
recognised that results were better for switch patients if concentrated in the
hands of one (preferably younger) surgeon.

It was pointed out that surgeons were often not available at the start
of surgery (see, for instance, Pryn, day 92, line 18 to page 120, line 11). The
B.H.C.A.G. lawyers asked Mr. Stark about this during the meeting. He
opined that a surgeon should always be present at the start of the operation -
preferably when the patient is first anaesthetised. In one case (that of Mrs.
Burton's son David, who died after surgery by Mr. Wisheart on March 7
1991), Mr. Wisheart actually left the operating theatre during the operation
(Day 5, page 29, lines 17 to 21).

Where there was doubt about diagnosis, in many cases, the operation
should not have proceeded until the anatomy had been confirmed. But
where an operation was obligatory (or where a complete diagnosis could not

be obtained), the surgeons should have operated with the greatest care. As
Mr. Deverall said (day 78, page 113, lines 20 ff.) :

"_..if there was the slightest doubt in one's mind about the intracardiac
anatomy, you would open the heart in the least traumatic way in order to
define what the problem was..."

In that context, it was striking that when Mr. Dhasmana performed
his first neonatal switch operation, he was unaware of an undiagnosed
coarctation because he was ignorant of the key differences in pulmonary
pressures (page 21, lines 3 to 21).

There are numerous examples of surgical errors for which no
satisfactory explanation could be offered. For example : -

(1) In the case of Ben Elliott, Mr. Dhasmana should have realised that

closing the V.S.D. would kill him. See the comments of Dr. Silove,
day 78, page 166, line 9 to page 167, line 4.

10




(11)

(iii)

(1v)

(V)

SUB 0013 0052

In the case of Verity Curnow (admittedly a difficult case), Mr.
Deverall's remarks (day 79, page 29, lines 9 to 17 are revealing : -

"I am not trying to be critical. I think it is an extremely difficult
siguation, but I do not quite follow the logical thought process which
went on. I think had there been...more detailed information about
there being a main pulmonary artery...it would havew made that
decision-making process easier..."

Mr. Wisheart's SL records a VSD operation which took place on
October 29 1984 (VSD 67). The detail shows that the child died on
October 30 1984. Mr. Wisheart then states that post mortem cardiac
findings other than the finding that there was a significant residual
VSD were "unremarkable"; however, he continues, "the patch
appears to have been inserted across the RVOT".

On September 14 1987, Mr. Wisheart undertook correctiver surgery
for FAllot (SL : Fallot 97). This patient suffered severe hypoxia
post-operatively which led to metabolic and other disorders and
death. The note at autopsy reads as follows : -

"The only finding at autopsy was that there was a large ASD in
addition to the one which had been closed. This was undoubtedly
the structure whcih I had misinterpreted as the coronary sinus.
Sadly, this finding would explain the hypoxia".

On January 28 1992, 2 days before Mr. Dhasmana undertook his first

neonatal switch, he performed an operation to correct TAPVD in a
neonate (SL : TAOVD 15). Mr. Dhasmana describes the operation
as

"A left atrial to descending vein anastomosis, patch enlargement of
left atrium and ligation of PDA(Emergency)".

The child died and Mr. Dhasmana records detail from the PM as
follows:-

From these notes, it appears that this operation had its disastrous
outcome simply because Mr. Dhasmana mistook the ductus

arteriosus for the descending aorta.

Problems with particular operations : -
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(1)

(i1)

(iii)

SUB 0013 0053

The problems with the ASVD and switch operations are well
rehearsed and are the subject of comment elsewhere in these
submissions.

However, the TAPVD series provides a useful insight into the
technical difficulties. ON day 93 (page 135, lines 1 to 20), Mr.
Mankad suggested that one possible reason for the high mortality
might be the snaring of the common veiin. This would have
produced excess fluid and thereby give rise to an increased incidence
of pulmonayr vascular resistance in the early post-bypass period.

Mr. Dhasmana's Rastelli results are also a case in point. According
to his log, Mr. Dhasmana performed 7 Rastelli operations (or very
similar) between 1986 and 1988. In one of these, he failed to put the
homograft on before the child died, which accounts for its exclusion
from some statistical analyses.

Out of those seven children, five died, one was left with quadriplegia
and one alone survived fit and well.

Although the experts carefully selected by the Inquiry rightly did

their best to be as fair and balanced as possible, it was clear that in too many
cases, there were gross misjudgments which led to disastrous outcomes for
families. This is further supported by the large number of civil claims in
which the U.B.H.T. has been obliged to admit liability following allegations
of medical negligence involving poor surgical care. An example of that

was the Bwye family (evidence on Day 6).

(1)

Particular problems affecting operations : -

Duration of Cross Clamp Time.

Dr. Bolsin pointed ut that there were two papers which suggested
that arrest for a period exceeding 30 to 40 minutes would place the
patient at substantial risk of brain damage (Day 81, page 48, lines 4
to 8, referring to a paper by Lincoln and Wells).

Dr. Bolsin also cited the text of Kirklin and Barratt-Boyes "Cardiac
Surgery : Morphology, Diagnostic Criteria, Natural History,
Techniques, Results and Indications" (2 nd. Edition). Both Mr.
Wisheart (GMCT 0030 0005 - 6) and Mr. Dhasmana (Day 85, page
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