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Hearing held a xx on Tuesday 12 August 1997

APPEARANCES: Mr K W Harborne for the Complaints Assessment Committee (“the
CAC").
Mr A JKnowdey for Dr H and Dr G.

WITNESSES: Mr R P Caudwell, Mrs A, Mr A, Dr D J Court,

DrH, Dr G, Dr R A Speed

UPON ENQUIRING into the charge brought by the Complaints Assessment Committee and after
hearing evidence from the witnesses referred to, and after consdering the submissions made by counsdl

for the Complaints Assessment Committee, and Dr H and Dr G,

THE MEDICAL PRACTITIONERSDISCIPLINARY TRIBUNAL FINDS:

1. THE CHARGE:

1.1 "THE Complaints Assessment Committee, pursuant to s.93(1)(b) Medica Practitioners Act
1995, chargesthat Dr H, Medical Practitioner of xx on or about 28 September 1990 at xx.
In the course of her management of A; failed to recognise the significance and therefore to act

on the deteriorating Gestationa Proteinuric Hypertension.

This being disgraceful conduct in a professiona respect or professional misconduct or conduct
unbecoming a Medicd Practitioner which reflects adversdy on the practitioner's fitness to

practice medicine.”



12

21

2.2

2.3
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"THE Complaints Assessment Committee, pursuant to s.93(1)(b) Medica Practitioners Act
1995, chargesthat Dr G, Medical Practitioner of xx, on or about 29 September 1990 at xx:
In the course of his management of A:
(1) Failed to recognise the sgnificance of the abnorma CTG trace.

(2) Ddayedininitiating Sepsto ddiver the baby after itsinitid assessment of the patient.

Being disgraceful conduct in a professona respect or professona misconduct or conduct
unbecoming amedica practitioner which reflects adversdly on the practitioner's fitness to practice

medicine."

THE FACTS- BACKGROUND:
IN 1990 the complainant, Mrs A, became pregnant and was cared for throughout her pregnancy
by her generd practitioner, Dr H. Thiswas Mrs A's second pregnancy and Mrs A had ahistory

of cardiac disorder in her late teens.

DR H wasthe A family generd practitioner. Dr H had adso cared for Mrs A during her first
pregnancy which ended in a miscarriage. Between February and September 1990 Dr H
attended to Mrs A's antenatal care in the course of some 16 vigts. Details of that care are

recorded in Dr H's antenatal records which were made available to the Tribund at the hearing.

IN addition to the antenata care provided by Dr H, Mrs A was a0 referred to a specidist
obstetrician (Mr B) of xx on four occasions, twice in September 1990, in the 36th and 38th
weeks respectively of her pregnancy. Mr B's reportsto Dr H were dso made available to the

Tribundl.



24

25

2.6

2.7

2.8

29

2.10

4
IN addition to her antenatd vigts Mrs A was dso referred to Dr C, physician, of xx for checking

of her cardiovascular Stuation.

AT thetime of her firgt antenatd visit, Mrs A's ‘booking’ blood pressure was recorded a 90/60.
Mrs A's blood pressure rose steadily in the course of her pregnancy and from July onwards her

diastolic pressure was recorded at 70, 60, 80, 70, 76, 84, 86, 80, 80 pressure.

ADDITIONALLY, a vidgts occurring in July, August and September atrace of proteinureais
recorded. On 7 July, 20 July, 14 September and 21 September 1990 a single "plus mark” is

recorded.

MRS A dso presented with oedema and from 16-18 July 1990 Mrs A was admitted to hospital

for bed rest.

IN hisreportsto Dr H, Mr B advised Dr H that there was "no evidence of toxaemid'; see his

reports dated 14 August 1990, 6 September 1990 and 19 September 1990.

MRS A's estimated due date was 19 September 1990. This was subsequently revised after an

ultrasound scan in May 1990, to 25 September 1990.

ON 21 September 1990, Mrs A atended Dr H for her regular antenatal visit. At that visit Dr
H hasrecorded "plus mark" proteinurea; weight 82.7 (down from 83 one week earlier); blood
pressure 130/80. The other details recorded are not significant in the present context. Dr H o

made a note to hersalf "keep eye on wt".
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2.11 ONE week later, on 28 September 1990 (the recorded dated of 29 September 1990 was

31

3.2

3.3

agreed by both Mrs A and Dr H to beincorrect), Mrs A atended for what proved to be her find
antenatd vigtto Dr H. At that vigt Dr H hasrecorded that Mrs A was a term; proteinurea”++";

weight 83.4; BP 130/80. Dr H aso noted "we will see 1/52".

THE EVENTSOF 29 SEPTEMBER 1990:

MRS A went into labour in the early hours of Saturday 29 September 1990. Mrs A presented

hersdf a xx Hospital at 8.45 am that morning. On arrivd Mrs A was seen by a midwife who

contacted Dr H. Mrs A's hospital records record:

(1) On arivad Mrs A was rather distressed with moderate contractions, 1x5, her blood
pressure was 160/80 "(?apprehension - B/P in Dr's rooms yesterday 130/80) T. 36 5, P.

84. P.U. (conc., sm. amt - 20mis,) ab. ++, otherwise nad'".

MRS A was examined by amidwife at 9.00 an and Dr H appears aso to have been contacted
at approximately 9.00 am. Dr H ordered Omnipon 10 mg and Phenegan 25 mg as sedation.
At 10.45 am Mrs A was seen by Dr H however, at that sage Mrs A wasin the bath and Dr H

waited for her until 11.00 am before carrying out an examination.

ON examination, Dr H recorded:

BP 160/90 m Hg.

HS normal

Having mild contractions but patient appears in more pain than one would expect.

11 am BP 150/90. 150/85 - very little best to beat variation - ‘flat straight lin€' probably on

CTG
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Up to 176/min. at height of contraction
Albumururia 2+
P.D.A. repair
Then again a times
Erratic from 160/mm ® 120/mm just after contraction
Problems 1. Early labour and development PET

2. Foetd Tachycardia

3. Previous PDA. Operation.

4. Will require monitoring”

Mrs A's xx Hospital records for that day conclude -
11.30 hr B/P 160/100 FH reg

Discussed with xx and decision made to transfer patient”

Mrs A was transferred to xx Hospital by ambulance. She was accompanied by a midwife and

her husband followed by car.

BOTH Mr and Mrs A gave evidence that as far as they were aware, Mrs A was being
transferred to xx for monitoring only. Neither Mr or Mrs A recalls being told that the reason for

her transfer was in fact foetal distress and were upset at this omission.

MRS A was admitted to xx Hospital at 12 noon on 29 September 1990. Mrs A's xx Hospita

admission sheet records her transfer to xx Hospital with the notation "foetal distress'.
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MRS A was admitted to xx Hospitd a gpproximatdy 1 pm. MrsA's recordsfrom xx Hospitd

gpparently did not arrive with her at xx Hospital, and no explanation for thisis available.

ON admission, cardiotocograph monitoring was commenced and Mrs A was seen by Dr G a
goproximately 2 pm. Dr G recorded that Mrs A was noted to be contracting well with 1/5th of
the foetal head papable abdomindly. The cervix was 4 cm dilated with intact membrane. The

cardiotocograph (CTG) showed foeta tachycardia with poor variability and late decelerations.

DR G'splan a thistime was to maintain the CTG monitoring, to check blood pressure hourly
and to avoid giving Mrs A any further sedeation. An artificid rupture of membranes (ARM) was

not performed.

AT 4.55 pm spontaneous membrane rupture occurred with meconium sained liquor draining.
Examination at this time showed the cervix to be 6 cm dilated and blood pressure was 180/110

with +++ proteinurea. The CTG showed more marked decelerations.

AT 5.50 pm an emergency Caesarean section was arranged for foetd distress. An asphyxiated

baby girl (C) wasddivered at 6.39 pm and was immediately placed in the care of a paediatrician.

THE paediatrician reported that C appeared "mature but wasted", her weight was 2360 grams,
shewas asphyxiated. C was resuscitated but the subsequent paediatric reports suggest that the
asphyxid brain damage could well be related to her mother's labour and the birth process. Mr

and Mrs A gave evidence of C's present Situation.
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THE EVIDENCE:

MR AND MRS A:

THE evidence of both Mr and Mrs A set out the factua background to the events giving rise to
the charges before the Tribund. Mogt sgnificantly Mrs A gave evidence that throughout her
pregnancy she was reassured that everything was proceeding normaly. It was Mr and MrsA's
evidence that even when trandferred to xx Hospita neither of them were given any appreciation
of any concerns for either Mrs A or her baby and they were given to understand only that she

was being transferred for further monitoring.

DR H:

4.2.1 DR H gave evidence of her background, qudifications and experience. Dr H gave
evidence that, after examining Mrs A on 29 September 1990, she telephoned xx
maternity and spoke to the midwife on duty about Mrs A'strander. Dr H wastold there
was no specidist obgtetrician available; that she was assured by the midwife in charge
that Dr D, a genera practitioner undertaking obstetrics in xx to whom Dr H had
previoudy referred patients, would be contacted. Dr H took no further epsin MrsA's
care until late afternoon when she telephoned to inquire how Mrs A had fared during the
day and she wastold that she was being prepared for an emergency Caesarean section

and that Dr G was the doctor in charge.

4.2.2 DR H gave evidence of her beief that Mrs A's PET condition was acute and gave
evidence of the symptoms and indicia of severe hypertenson, imminent eclampsaand

eclampsiawhich she had been taught.
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IN 1990 when the events at issue occurred Dr H was not aware that the definition of
severe hypertenson, imminent eclampsiaand eclampsainduded arise in blood pressure

of 20 mm Hg in both diastolic and systolic pressures on the booking BP reading.

DR H dso gave evidence of the reassurance she received from the reports given by the
specidist obstetrician, Mr B, who saw Mrs A on four occasions during her pregnancy.

Neither Dr H nor Mr B detected any placentd insufficiency or intrauterine growth
retardation. Ultra sound scans done at 20 weeks and 30 weeks aso showed that Mrs

A's dates were cons stent with the gestationa age/growth.

DR H conceded that the finding of proteinurea at ++ on 28 September 1990 "could
obvioudy have been the firg concrete suggestion of gpproaching PET and my sixth sense
should have reacted”. Dr H gated that if she had suspected PET then she would have
admitted Mrs A to hospita for bed rest and for foetal and materna monitoring. Mrs A
could not have been induced a xx Hospitd asit lacked sufficient facilities for anything
other than normd, uncomplicated ddiveries, and induction a xx Hospita would aso not
have been possible on 28 September 1990 with no specidist obstetrician on call.

Findly, Dr H dso gave evidence that the 28th of September 1990 was a Friday and she
saw Mrs A late in the afternoon. No laboratory facilities were avalable in xx a that
partticular time. Dr H aso gave evidence that subsequent to Mrs A's visit she had
second thoughts as to the wisdom of leaving Mrs A's next antenatd vist for one week
and that she intended to contact Mrs A on Monday morning to arrange an earlier visit.

In the event, subsequent events overtook any such action.
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DR G gave evidence that on Saturday 29 September 1990 he was providing genera
practitioner cover for thetowns of xx andxx. Thisincluded cover for the obstetric ward
at xx Hospitd, in the absence of the sole obstetrica specidist. Dr G had some
obgtetrical experience and had undertaken the Diploma in Obgtetrics course and
examindion a xx University between 1987 and 1990, when he was a generd

practitioner in xx.

DR G'sdirect recall of the events was limited as he had |eft xx in October 1990 and it
was not until October 1994 that he was made aware of the problems surrounding C's
birth. Dr G confirmed that he reviewed the CTG trace as part of hisinitia examination
of Mrs A and thet he had noted several dbnormditiesin the trace a thet time. He made
adiagnog's of non-fulminating pre-edampsia developing during labour with Sgns of foeta
depresson on CTG. Dr G conddered that the CTG abnormdities were possibly

induced by the adminigtration of sedatives earlier in the day.

DR G gave indructions for the CTG and BP monitoring to be maintained, that any
further sedation was to be avoided and, after discussing the Stuation with Mr and Mrs
A, Dr G left the hospital and did not return until summoned at gpproximately 4.55 pm
following the spontaneous rupture of membranes occurring, a which time the

appearance of meconium stained liquor evidenced severe foetd distress.

DR Gimmediatedly sat about arranging a Caesarean section and C was ddlivered a 6.39

pm.
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4.35 DR G gave evidence tha the combination of a migudgment of foetd lie (made by him
oninitid examination); his dlowance for the effects of sedation givento Mrs A earlier in
the day; and his fallure to artificidly rupture membranes when he saw Mrs A a 2 pm,
may dl have influenced his decison to alow labour to continue during the afternoon
despite the CTG abnormdities which were gpparent and recognised by him when hefirg
saw Mrs A earlier in the afternoon. Dr G conceded that had the Caesarean section been
arranged after hisinitid examination ddlivery would have occurred at approximeately 3
pm, as opposed to nearly 7 pm, an interva which could have improved C's outcome

consderably.

5. EXPERT EVIDENCE:
5.1 DR COURT:
5.1.1 DR Court, aspecidist obstetrician and gynaecologi<t, gave evidence for the CAC. He

aso canvassed the factud background which has dready been set out. 1n respect of Dr
H's conduct, it was Dr Court's opinion that Dr H did not gppear to gppreciae thedinica
manifestations of raised BP and ++ proteinuria, evident on 28 September 1990 when
Mrs A presented for her scheduled antenatd vigt. It was Dr Court's opinion that both
cinicd manifestations, in particular the ++ proteinurea, condituted "a sgnificant
deterioration in the antenata status’ of Mrs A which required action at that time.
Certainly laboratory investigations ought to have been undertaken, however there were
no laboratory facilities available in xx on that afternoon or at that time of day. Dr H
conceded, that with the benefit of hindsight, Mrs A's antenatd visit ought to have been
scheduled for atime which would have alowed the appropriate investigations to have

been undertaken if indicated. Notwithstanding her evidence that she had had second
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thoughts and intended to contact Mrs A on Monday morning to recal her earlier than
the week scheduled on the Friday afternoon, it is clear that, on the Friday afternoon
when she did see Mrs A, Dr H did not respond to the finding of the ++ proteinuria,
when she should have. As aresult, Dr H was not derted to Mrs A's deteriorating

antenatal status caused by the onset of pre-eclamptic toxaemia

IN Dr Court's view, whilgt it was unlikely that |aboratory investigations undertaken on
the Friday afternoon would have been completed to provide clinica information to Dr
H which would have confirmed Mrs A's deveoping PET, nevertheess such
arrangements were part of an gppropriate standard of care which Dr H ought to have

ddivered to MrsA.

DR H's management of early labour at xx Hospital was gppropriate and she recognised
the need for trandfer and acted on this gppropriately. However it was Dr H's
responghility to ensure that the appropriate documentation accompanied Mrs A and this
responsbility was nat fulfilled, dthough it ssems unlikely thet this failure on the part of Dr

H had a sgnificant impact on the subsequent course of events.

IN relation to Dr G's care, Dr Court's evidence was consstent with the evidence given
by the respondent’s expert witness that Dr G ought to have been able to interpret the
CTG tracing, (and, in fact, did detect abnormdities) and having appreciated the
existence of abnormalities, and the degree of the CTG abnormdity which was evident
a theinitid assessment & 2 pm, it was mandatory for him to have performed an atificid

rupture of membranes. Had an ARM been performed at that time meconium liquor
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would "undoubtedly have been reveded”. If that had occurred, then it is likely that a
Caesarean section would have immediately been arranged and the baby ddlivered shortly

theredfter.

IN ord evidence Dr Court, whilst he expressed the cavest that there is no consensus as
to when |abour ought to be induced, nevertheless considered that the clinica indication
of ++ proteinureawas sufficient to indicate that induction within ashort time frame was
gppropriate. This was especially so given that Mrs A's pregnancy was a term. Dr
Court explained the difference of approach to induction in the context of the duration of
the pregnancy. At term the number of risk factors to the foetus if delivery isinduced
diminishes. In the absence of concerns regarding the premature birth of the infant,

induction is indicated.

ACCORDINGLY, when Mrs A presented for her antenatal visit on 28 September
1990 the ++ proteinurea, accompanied by arisein her diagtolic blood pressure of about
20 mg over her booking BP induction, indicated that ongoing monitoring, at a facility

which had proper services available, was required.

DR Court ds0 gave evidence asto the significance of arisein blood pressure during the
pregnancy. Dr Court's evidence was that there is no absolute consensus, but a time
honoured criteriais that arise in diastolic BP of 15-20 mg through the duration of the
pregnancy indicates "mild" PET. Dr Court dso gave evidence asto the sgnificance of
the absence of amid-trimester drop in blood pressure as an indicator of persstent but

"mild" PET.
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IN relation to the events of 29 September 1990, and Mrs A's care at xx Hospitd, Dr
Court conceded that it can be difficult to interpret the dinica sgnificance of CTG
recordings, but in this case the CTG tracing was one of the less difficult traces to read
given the clinical context. Dr Court gave evidence that he would have been "quite
darmed” by the tracing at 1400 hours "if dl of the circumstances had been known to
me"’. Dr Court conceded that Dr G was not a specidist obstetrician, however, in his
opinion, a practitioner with a diploma in obgtetrics should be expected to be able to
correctly interpret the CTG tracing which was available a thetime. Dr G's assessment
that the CTG abnormalities were most likely caused by the sedatives given to Mrs A
earlier in the day wasincorrect. Whilst conceding that sedatives, such as Omnipon and
Phenegan which were given to Mrs A, can have sgnificant effects on afoetd heart rate
Dr Court could not recall having seen an effect of this intengity caused by a sedation
adminigtered to the mother. Whilst sedation can reduce a best to beat variability, and
sedation given to the mother obvioudy also sedates the foetus thereby inducing a
somulent state in the foetus.  Sedation would not have accounted for al of the features

shown in C A's CTG tracing, in particular for the tachycardia which was evident.

BOTH Dr Court and Dr Speed were critical of the absence of specidist obstetrica
sarvices at xx over the weekend and expressed the view that Dr G was improperly and
incompletely backed up. However, in Dr Court's view, a specidist obstetrician would
have been available a either xx or xx Hospitals and, whilst no forma protocol was in
place, or is generdly adhered to, it would be ethicaly unwise for any specidist

obgtetrician available, and from whom advice was sought, not to give thet advice. Whilst
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it isdifficult to give clinical information over the telephone, neverthdess this was not an

option either considered or pursued by Dr G.

IN response to cross-examination by Mr Knowdey, Dr Court's evidence was that,
putting himsdlf in the shoes of agenerd practitioner in xx in 1990, the clinica context
would have raised concerns and strengthened the necessity for induction. The ++
proteinurea would have reinforced the need for a gpeedy clinical response, in particular

transfer to xx Hospitad for induction.

IN response to questions from members of the Tribuna regarding the diagnosis and
trestment of PET with reference to Mrs A's clinica records, Dr Court diagnosed a"clear

though mild" toxaemic condition.

I'T was evident from Dr H's evidence that her focus in the context of her being dert for
sgnsof PET, wasdirected at looking for Sgns of severe toxaemia, with consequent risk
to the mather, rather than any risk to the foetus caused by persstent though mild PET.
In evidence, Dr H conceded that she did not recognise ++ proteinureaas awarning Sgn
for toxaemia. It was unfortunate that Dr H aso took reassurance, fsdly asit turned out,
from the reports she was given by the speciaist obstetrician who aso saw Mrs A.
Although Dr H does not currently, and does not intend in the future, to practise
obstetrics, her present knowledge isthat a++ proteinurea together with blood pressure
readings of 15-20 mg Hg above booking BP does indicate the onset of PET with
consequent risk for both mother and foetus. However, it was not until she saw Mrs A

inxx Hospitd on the Saturday morning that Dr H became concerned about therisein
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blood pressure, and she attributed this, a least in part, to Mrs A's very anxious ate and
thought that some sedation would settle her. 1t was not until she had completed her
examination of Mrs A tha the whole clinica picture presented and she diagnosed foetd
digress. Sheimmediately arranged for Mrs A to be transferred to xx ather for ddivery,

monitoring and ddlivery, or monitoring and Caesarean section.

5.1.13 DR H dso gave evidence tha, asagenerd practitioner in xx, she felt congrained about
making adiagnosis of foetd distressto xx Hospital staff and that she expected that Mrs
A would be assessed and monitored at xx. Unless there was some event requiring
urgency, (Dr H gave post- partum haemorrhage or a prolgpse cord as examples) which
would necessitate the preparation of athegtre to receive the patient being transferred,
xx Hospita staff would monitor the patient and make their own assessment of what is

required.

5.1.14 1T wasdso Dr H's understanding that the patient records would accompany the patient
being transferred and she could give no explanation for why that did not hgppen in this

case.

5.2 DR SPEED:

5.2.1 FOR therespondents, Dr R A Speed, a speciaist obstetrician and gynaecologist made
anumber of generd comments regarding the management of Mrs A's pregnancy and
labour. In particular, Dr Speed noted in relation to Dr H's care of Mrs A that the
gopropriate antenatd care with specidist involvement was given. Dr Speed considered

that Dr H's conduct in relation to the onset of labour managed a xx Hospita was
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aopropriate. Dr H examined Mrs A gppropriately, and "in fact without aCTG did well
to identify foetal distress’. However, whilst trandfer to xx Hospital was arranged by Dr
H, this was done "without any apparent sense of urgency or direct doctor to doctor

communication’.

HOWEVER, Dr Speed went on to comment, there was "atheme of lack of urgency™
from the point at which foetd distress was identified. Dr Speed pointed out that a
diagnoss of IUGR had been missed by dl of Mrs A's atending clinicians. Dr Speed
noted that a growth retarded foetus is more prone to foeta distress and hypoxia in

Iabour than one that has grown normdly.

IN relation to Dr G's role, it was Dr Speed's evidence that "clearly he should have
recommended Caesarean section when he first assessed Mrs A. The assessment of the
foetal heart tracing as probably being related to opiates was incorrect (opiates may

cause aflat tracing but not late decd erations, which usudly indicate hypoxia)".

HOWEVER, Dr Speed went onto note that there was apparently no concern expressed
by any of the nurang saff and, in his opinion, a competent midwife should have

questioned Dr G's assessment, "particularly as he was GP obsetrician and not a

seddig”.

ON the issue as to whether or not Dr G ought to have artificidly ruptured membranes

at the time he firg examined Mrs A (2 pm), both experts for the CAC and for the
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respondents agreed.  Rupturing of the membranes at the time of the initial assessment

might have shown meconium stained liquor and led to a different decision.

52.6 NOTWITHSTANDING that the foetd heart pattern remained abnormal throughout
the afternoon, no atempt was made to notify Dr G until meconium stained liquor was
made evident by the spontaneous rupture of membranes a 4.55 pm. In Dr Speed's

view, Dr G should have reassessed Mrs A during the afternoon.

5.2.7 HOWEVER, Dr Speed dso went on to express his opinion that, as a GP obgtetrician
only, Dr G "should not have been placed in a position where he had to manage such a
high risk casg’. Dr Speed was critical of the system of obstetric cover at xx at thetime,

It was hisbdlief that the system was flawed and complications such as occurred in this
case were inevitable. However, it was Dr Speed's conclusion that Dr G could
reasonably have been expected to identify foetd distress and, presumably, having made
that diagnosis, to have managed Mrs A's care gppropriately, and with the proper degree

of urgency which the Stuation clearly required.

SUBMISSIONS ON THE CHARGESLAID:

BOTH counsd made submissions as to the grounds upon which amedica practitioner might be
disciplined under the Medica Practitioners Act 1995 (“the Act"). For the CAC, Mr Harborne
accepted that the burden of proof was borne by the CAC and that the standard is the civil
sandard, the balance of probakility, recognisng that the level of proof required will vary
according to the seriousness of the charges faced by the practitioner - the more serious the

charge or charges, the higher the standard which must be met.
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AS to the level of misconduct present in this case, it was Mr Harborne's submission that Dr H
failed to recognise the warning signs of mild, but persstent, PET, and therefore failed to act in
circumstances where she should have acted. Although there was no consensus of what ought to
have been done, there was, in Mr Harborne's submission, ameasure of agreement between the
experts giving evidence that admisson to xx Hospital on Friday 28 September 1990 would have
been prudent. Dr H faled to redise that there was any risk to C A asaresult of mild toxaemia
present in the mother. On the Saturday morning when Mrs A presented a xx in |abour, there
was no immediate recognition on the part of Dr H of what she was dedling with. Dr H merely
passed Mrs A on for monitoring, and failed to ensure that her notes, particularly the notes of her
examination of Mrs A a xx Hospital, accompanied her to xx. Notwithstanding that Dr H was
aGP, neverthdess she hdd hersdlf out as having skill and expertise in obgtetrics and she deferred

too long in taking appropriate steps to ensure the safety of both Mrs A and her baby.

IN Mr Harborne's submission, Dr H's conduct was not disgraceful; the Tribuna might consider
it professond misconduct; but it was certainly conduct unbecoming. Mr Harborne referred to
the re-wording of "conduct unbecoming” in the new Act, and to the requirement that it be
"conduct unbecoming which reflects adversaly on the practitioner's fithess to practise medicine”.
Mr Harborne noted that in this case, both practitioners have indicated, indeed assured, the
Tribuna that they no longer practise obgtetrics, and have no intention of practisng obgtetricsin

the future.

IN respect of Dr G, Mr Harborne noted that Dr G had given very candid evidence. He was
contrite and clearly distressed by the outcome of thisddivery. However he had undertaken some

pecidig training in obgtetrics and, whilst he was cgpable of, and responsible for, making hisown
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assessment of the Situation, nevertheess he could have telephoned Dr H to discuss her reasons
for trandferring Mrs A to xx Hospital. Both experts had indicated that it would have been
prudent for Dr G to have atifiddly ruptured the membranes as a minimum messure and this might

have led to amuch speedier ddivery and an improved outcome.

IT was Mr Harborne's submission that Dr G was guilty of professona misconduct as his care
and treatment of Mrs A had falen substantidly below the level of his peers, i.e generd

practitioners with a diplomain obgtetrics.

FOR the respondent practitioners, Mr Knowdey submitted that both were in a difficult postion
with little back up available to them, in particular, Dr H was lulled into a false sense of security

by the specidist reports she received during Mrs A's pregnancy.

FOR Dr G Mr Knowdey indicated that he accepted that there were shortcomingsin his care and

treatment of Mrs A and heleft it to the Tribuna to determine the leve of misconduct.

FOR Dr H Mr Knowdey made no such concessons and it waas his submission thet Dr H did well
to diagnose foetd didtress and acted appropriately inimmediately arranging for Mrs A's transfer

to xx Hospitd.

THE FINDINGS - DR H:
DR H was charged, pursuant to Section 93(1)(b) of the Act, that on or about 28 September
1990 at xx, in the course of her management of A faled to recognise the significance and

therefore to act on the deteriorating Gestationa Proteinuric Hypertenson. At the hearing some
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discussion arose to a possible amendment of the charge to specifically refer to the events of 29
September 1990 however Mr Knowd ey, quite properly in the Tribund's view, accepted thet the

charges intended to encompass the totality of Mrs A's care on 28 and 29 September 1990.

WHAT went wrong? It was Dr H's evidence that the reason why Mrs A was referred to the
specidist obgtetrician was her previous heart condition. The repesat visits to the obstetrician
gpparently occurred only because it was usua to repest vistsif a patient had been referred to
agpecidig early in the pregnancy. Dr H'streetment of Mrs A evidences no particular concerns
for either Mrs A or her baby in the sense that any ‘proactive’ treatment was initiated, or any
management plan put in place, notwithstanding either Mrs A's admisson to hospita before
oedemain July 1990; her persistent raised BP; or the proteinurea traces recorded at antenatal

vigts.

MRS A'streatment by both Dr H and subsequently by Dr G is characterised by an absence of
any sense of urgency, or indeed any real awvareness of the potentia risks either to Mrs A or to

her baby.

RIGHTLY or wrongly, Dr H was dearly influenced by the specidist obstetrician's reports of "dl
well" and, with the bendfit of hindsght, was lulled into afase sense of security. However, in the
Tribund's view, whilst that might excuse her conduct of Mrs A's pregnancy up to 28 September
1990, at leadt at that visit Dr H ought to have been dert to the warning sgnswhich were clearly

evident in Mrs A's, by then, full term pregnancy.
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EVIDENCE of the absence of any sense of risk for Mrs A, or perhaps most sgnificantly for her
baby, on the part of Dr H is demonstrated by the fact that Dr H saw Mrs A on a Friday
afternoon, a atime when there were no laboratory facilities avalable, nor any facilities available
at xx if events took aturn for the worse over the weekend. Dr H trested Mrs A's consultation
on the Friday afternoon as aroutine antenatal visit and merely noted that she would see Mrs A

again one week later.

ALTHOUGH Dr H sad in evidence that she had second thoughts about this overnight and she
intended to recal Mrs A on Monday, on Saturday when she was advised by xx Hospital that
Mrs A had been admitted in labour, and that her BP was raised to 160/100 with ++ proteinurea,
her response does not indicate any suggestion that her overnight thoughts resulted in any
heightened sense of risk or danger on her part notwithstanding an evident deterioration in Mrs

A'sdlinica sgnsovernight.

DR H did not contact xx Hospitd to ensure that Mrs A had arrived safdy or to inquire into
whose care she had been placed. Notwithstanding her own diagnosis of "foeta distress” at 11
am, thereis no evidence that Dr H communicated any sense of immediacy or urgency (or even
this diagnosis) ether to Mr or Mrs A; the midwife who accompanied Mrs A to xx Hospitd; the

ambulance service, or to xx Hospitd.

SADLY, both Mr and Mrs A were left only with the impression that Mrs A was being sent to
xx for further monitoring and because she would have better facilities available for her in xx
should further action prove necessary. The fact that they were not given any explandtion or

details as to the potentia seriousness of Mrs A's condition, or PET generdly, or that their baby
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was in distress, meant that they were unable to assst Dr G, who received Mrs A without any
records or notes, and they were thus completely in the hands of the practitioners and nurses

caring for MrsA.

IT isthe Tribund's decision that the care and treatment given to Mrs A by Dr H was deficient
in that the lack of information or any management plan meant thet neither Mr or Mrs A were put
in a position where they could have been derted to the potentiad risk for their child. C A was,
for dl practical purposes, left to her own devices and the sgns which were sgnaled to, and
recognised by, both doctors wereignored. Asaresult, C wastragicaly born asphyxiated and

brain damaged with permanent consequences for her and her family.

IT isthe Tribund's finding thet Dr H failed to put in place any sufficient management plan and
faled to plan for Mrs A's continuing care either as aresult of her examination of Mrs A on 28

September 1990, or on 29 September 1990 after Mrs A presented at xx Hospita in labour.

THE Tribund is of the view thet, a& minimum, Dr H's management of Mrs A should have induded
her contacting xx Hospita to inquire into whose care she was placed and to spesk directly to that
doctor. Dr H appears smply to have assumed that the midwife who accompanied Mrs A to xx
Hospita would have passed on the relevant information to the doctor and nursing staff taking
over her care. It is the Tribuna's finding that a reasonable and prudent practitioner, with
obgtetrica experience, ought to have recognised the sgnificance of the relatively "soft" clinica
sgns and acted accordingly. Dr H did not recognise the stage a which intervention in the
interests of the child was required. It gppears to the Tribuna that Dr H, whilst she possessed

technica expertise, did not bring to bear any, or any sufficient, clinica judgement in the sense of
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aoplying the clinica information she obtained to atotd dinical context and to the formulation of

aplan for the management of her patient.

7.12 ACCORDINGLY, the Tribund finds that the charge againgt Dr H isupheld a aleve of conduct

8.0

8.1

8.2

unbecoming amedica practitioner which reflects adversaly on the practitioner's fitness to practise

medicine

FINDINGS- DR G:

DR G fairly conceded shortcomings and the Tribuna consders that concession properly made.
Dr G, asagenerd practitioner with a diplomain obstetrics should have been able to recognise
the CTG tracing for what it was. At a minimum, Dr G should have atificidly ruptured
membranes when he saw Mrs A at 1400 hours. The Tribuna accepts Dr Court's evidence that,
given the combination of clinical indicators - proteinurea, raised BP and the CTG abnormadlities

- ARM was mandatory.

IT was not beyond the competence of a reasonable and prudent genera practitioner, with an
additiond obstetrica qudification, to have recognised and assessed Mrs A's Stuation and, if that
had been done, it seems dear that an urgent Caesarean section would have occurred. An ARM,
in the circumstances which presented, was not a difficult or demanding task in terms of time or
expertise. Additionally, whether or not Dr G was in possession of Mrs A's records when he
initialy examined her, he was respongble for making his own assessment of her Stuation on the
basis of the clinical facts he ascertained and identified at the time. The CTG showed clear

abnormdities and an ARM was indicated even if only to support, or discount, Dr G's assessment
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that the CTG abnormdlities were most likely caused by the sedetion given to Mrs A earlier inthe

day.

8.3 THE Tribund aso accepts the expert evidence that Dr G was placed in adifficult pogtion in thet
he was the on-cal generd practitioner covering xx and xx, and in the absence of the xx Hospitd's
only speciaist obstetrician. Neverthdess, Dr G did possess the additiona qudification of
diploma in obstetrics and gpparently did not consider it necessary to seek any assistance or
advice from a specidist obstetrician available either at xx or xx Hospitals. Neither did Dr G
gpparently think it necessary to contact Dr H, Mrs A's primary care giver and the practitioner

responsible for transferring Mrs A into his care.

8.4 THE Tribund findsthat Dr G, in the course of his management of A:
(1) Faledto recognise the sgnificance of the abnorma CTG trace.
(2) Sgnificantly ddayed ininitiating sepsto deliver the baby after itsinitia assessment of the
patient.
Accordingly the Tribund finds thet the charge is upheld and condtitutes professiona misconduct

on the part of Dr G.

9. PENALTY
9.1 THE charges having been upheld, the Tribund invites submissions from counsd asto pendties.

The timetable for making submissonswill be asfollows
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9.1.1 COUNSEL for the CAC should file submissions with the Secretary and serve a copy
on counsd for the respondent not later than 24 October 1997 (10 working days from

the date of Counsd for the CAC's return to New Zedand from oversess.

9.1.2 IN turn counsd for the respondent should file submissonsin reply with the Secretary and
serve acopy on counsd for the CAC not later than 10 working days from receipt of the

CAC counsd's submissions.

9.2 THE Tribuna wishes counsd to know that, given that both respondent doctors are no longer
practisng obstetrics, the Tribund is minded to make orders that the names of the respondent

doctors not be published and invites counse to address this aspect in their further submissions.

DATED at Auckland this 12th day of September 1997

W N Brandon
Chairperson

Medicd Practitioners Disciplinary Tribund



