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PAT!ENT'SI

Allesations made by Dr R Pal

“Patient with CVA and valve replacements who required warfarin. I found her
blood form at 7p.m.at night and took the blood myself and decided she needed
an urgent INR. I phoned haematology and explained we needed an urgent
INR, then explained that we needed second on to write up the warfarin syrup
when the INR came back. [ lefi that night telling the nursing staff again and
the night staff that her INR needed to be written. On the morning ward round
with Dr Rasheed, I was accused on the ward round of signing the wrong dare
Jor the day before hence the warfarin was not given and Sam had proceeded 10
tell the 2" on that the Warfarin was cancelled and hence it hadn't been given
Jor rwo days. Paula persistently accused me of writing the wrong date 10
which I disagreed with. Dr Rasheed then proceeded to tell me thatmy artitude
needed 1o be corrected and that I needed to calm down in front of the
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Findings of the Review of the Patient Record

was admitted on 5.11.98 having been found slumped to one side (left). She
had a past history of a CVA 19 years ago which left her with right sided
weakness and had undergone aortic and mitral valve replacements 6 vears ago.
As a child she had suffered from rheumatic fever. She was previously well and
able to mobilise with a stick. The admitting doctor discussed the patient with
the neurology registrar in A&E who advised that the warfarin should be
discontinued for a few days and that no heparin should be given due to risks of
bleeding into her infarct. An urgent cardiology opinion was also advised. NG

tube passed 6.11.98.

On 7.11.98 JB was seen by Dr Ellis who advised that anticoagulation therapy
should be continued due to a as there was a low probability of bleeding.

Commenced on heparin on 9.11.98, INR = 1.96. KPTT 2.06, 5mgs given

although appears to still be on heparin.
Naso gastric tube had to be inserted for warfarin to be given in syrup.

Administration of Anti-coagulant
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Conclusion

Warfarin was prescribed but not given.
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* Inconsistency in writing up warfarin for several days the INR. was recorded but
no warfarin prescribed, then a loading regimen prescribed. The allegation
about writing the wrong date cannot be substantiated without knowing the
actual date to which it refers. It is not clear who takes responsibility for
prescribing the warfarin and what the mechanism 1s for alerting them to the
need is not clear.

11.4  Additional Findines of the Wider Review

11.41 MAU
* Comprehensive clerking by HO in MAU.

11.42 Nursing

11.43 Assessment
e Inadequate nursing assessment.
s Assessed by neurologist as “almost locked in’, however no neurological

observations performed.

11.44 Documentation/Evidence of Care Delivery
» Plan of care undated.
e First evaluation undertaken on 7.11.98 (2 days after admission).
e Several Student Nurse evaluations not countersigned.
s No totals on the fluid balance chart.
» Fluid balance chart used to record turns and oral care.
» Intravenous infusion did not run to time.
» Infusion chart used to monitor accuracy of device completed in an ad hoc
fashion.

11.5  Medical
» Reviewed on post-take round.

e Senior medical reviews undertaken.

« Conflicting advice received regarding the need for warfarin from different
Specialist Registrars, before Consultant opinion obtained.

« Noreviewof patienton 8.11.98 and 11.11.98.

¢ Serum K’ 2.9 mmols prior to death.

11.6  Owerall Conclusion about theAllegation

The allegation was true.
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12.0 PATIENT RIP

12.1  Allerations made by Dr Pal
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Twenry jowr hour wrine done a week after it being requested and temperarure
not done for 2 davs on many occasions

Findines of the Review of the Patient Record

was admitted on 1.11.98 via her GP with shortness of

: breath.

Impression; chest infection (? Lower lobe pneumonia) plus element of CCF.
To review renal function, catheterise patient.

2.11.98 Medical notes request 24 hour urine

.11.98 Medical notes document 24 hour urine not done

.11.98 Medical notes request 24 hour urine

5.11.98 Medical notes state chase results of 24 hour urine

b Lad

Conclusion

Nursing notes state that 24 hour collection commenced 3.11.98 no other

mention of this and unable to find results.
Temperature performed daily until 7.11.98 and then alternate days while the

patient had intermittent pyrexia.

Additional Findines of the Wider Review

MNursing

Assessment
Waterlow assessment undertaken once in 6 weeks.

Mo nutritional assessment.

Documentation/Evidence of Care Delivery

Blood pressure performed four hourly only following admission and then daily
until 3.11.98. Not performed on 4.11.98 and then daily again until 7.11.98
and then alternate days.

Observations not performed on 13 and 14.11.98.

Catheterisation requested by Dr Pal, not performed.

No fluid balance. Patient in renal failure.

Care plans not countersigned when written by student nurse.

Gaps in nursing record when no evaluation of care plan took place.

Had been due to go home but died suddenlv. No record of death in nursing

record.
Medical

Senior medical reviews undertaken. Reviewed by Dr Spiteri twice and Dr

Allen once during the 6 weeks.

No medical review between Friday 27 October and Tuesday 1 November
1998.

Blood transfusion of 3 units on 27.11.98. K+ 6.1 mumols.

No plan to stabilise diabetes.
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