Part C- AS TO THE SURGICAL PROCEDURES PERFORMED AT

BUNDABERG BASE HOSPITAL _and HERVEY _BAY
HOSPITAL REFERRED TO IN THE TERMS OF REFERENCE,
AND AS TO THE PROCEDURES PERFORMED AT HERVEY

BAY HOSPITAL

(b)(i) Any substantive allegations, complaints or concerns relating to
the clinical practice and procedures conducted by Dr Patel or other
medical practitioners at Bundaberg Base Hospital (BBH) or other
Queensland public hospital

The Medical Board of Queensland has as one of its principal responsibilities
the maintenance of standards of clinical practice in the medical profession.
Where a medical practitioner has a case to answer on allegations of
“unsatisfactory professional conducf’, the Board has the legislative
responsibility for instituting such proceedings in the Health Practitioners

Tribunal or a Professional Conduct Review Panel.!

Unsatisfactory professional conduct is defined in the Schedule to the Health

Practitioners (Professional Standards) Act 1999 (Qld) to include:

“ta)  professional conduct that is of a lesser standard than that
which might reasonably be expected of the registrant by
the public or the registrant’s professional peers;

(b} professional conduct that demonstrates incompetence,
or a lack of adequate knowledge, skill, judgment or care,
in the practise of the registrant’s profession;

(c) infamous conduct in a professional respect;

(d) misconduct in a professional respect;

(e)  conduct discreditable to the registrant’s profession;

-{H providing a person with health services of a kind that are
excessive, unnecessary or not reasonably required for
the person’s wellbeing;

(g}  influencing, or attempting to influence, the conduct of
another registrant in a way that may compromise patient
care;

' See s126 Health Practitioners (Professional Standards) Act 1998 (Qld)



(h) fraudulent or dishonest behaviour in the practise of the
registrant’s profession;

(i} other improper or unethical conduct.”

Under the Terms of Reference of this Inquiry,? the Commissioner is required
to recommend disciplinary action in relation to medical practitioners, where
appropriate, arising out of complaints received about clinical practice. The
purpose of this part of the submissions is to collate the evidence relating fo a
large number of surgical procedures performed by Dr Jayant Patel and other
practitioners at Bundaberg Hospital and elsewhere, which may constitute

grounds for such action.

As a matter of practicality, there will be a range of serious surgical cases in
which there is evidence of serious shortcomings in Dr Patel's professional
practice. There will inevitably be other surgical cases showing less serious
shortcomings which may give rise to possible disciplinary action. These
submissions intend to attempt to differentiate between these classes of cases
~in terms of the recommendations the Commission might make. The Board’s
resources are necessarily limited and should be directed as efficiently as
possible to achieving its legislative obligations. Accordingly, once successful
disciplinary action is taken against-a person in the position of Dr Patel, as a
matter of practicality, other cases calling for possible disciplinary action or

further investigation might ultimately not proceed down that path.

1. Surgical Procedures already under investigation by the
Medical Board of Queensiand and the subject of evidence at
the Inquiry:

On 12 July 2005, the Board resolved to investigate four cases which had
already been the subject of a considerable amount of evidence at the

hearings of Inquiry No 1 of 2005.

1.1 Desmond Bramich (P11}

? Terms of Reference as amended 23® September 2005-2(e){iii}



Mr Bramich was a fifty-six year old man injured as a result of a caravan
dislodging from its blocks and crushing him trapping him for ten minutes. His

death was the pivotal point at which Sr Hoffman complained about Dr Patel.

Mr Bramich was admitted initially to the BBH emergency department on 25
July 2004 under Dr Gaffield’s care at which time, and under his supervision, a
drain was inserted into Mr Bramich's chest. A right flail chest with muiltiple rib

fractures was diagnosed, but despite an x-ray a fractured sternum was not

diagnosed at that time.

It is common ground that Mr Bramich progressed well after his initial treatment

and on 26 July was transferred from intensive care to the surgery ward.

On 27 July he underwent physiotherapy late that morning which involved
walking for approximately 15 metres. At approximately 1.00 p.m. that day he
collapsed and was observed to be in a great deal of pain. Dr Boyd, then Dr
Gaffield were called to assist him and he was immediately transferred to the
intensive care unit (“ICU"). After that time and for approximately another 12
hours aggressive attempts to stabilise the patient (including resuscitation)
were undertaken by number of clinicians. Dr Gaffield noted:

“unfortunately over the following 6 hours the patient continued his
progressive unstable status and ulfimately expired approximately 12
hours after the event on the ward.™

Sr Hoffman gave evidence of very significant concerns relating to Dr Patel's
conduct in relation to this patient in her statement* and in her oral evidence®.

The concerns emerged from her chronology as follows:

1. that Mr Bramich was the patient of another doctor namely, Dr

Gaffield and Dr Patel assumed his care®:

° DWK 42 — Statement Dr Keating DWK-42, Exhibit 448
* See [86] and following, TH 18-20

> Also see T137-140 and T140-148

% See T130.



10.

11.

12.

that after a transfer had been arranged to Princess Alexandra
Hospital in Brisbane Dr Patel interfered by ceasing the retrieval
order’; )
that Dr Patel expressed the view that this was a matter that
could be dealt with in Bundaberg as it was a “simple thing as
fractured ribs"®;

the patient was dyspnoeic, diaphoretic, blood pressure was
fluctuating, in extreme pain, and in and out of consciousness;

Dr Younis attempted to resuscitate the patient assisted by a
more junior practitioner namely Dr Boyd and other nursing staff;
Dr Patel dealt with a routine colonoscopy of another patientg;

Dr Carter accompanied the patient for a CT scan;

Dr Gaffield noted that the patient had 3,000 mls of blood in his
chest and that he did need to go to Brisbane. He re-activated
the Royal Flying Doctor Service;

Dr Patel returned to the patient and commented that he was too
ill to travel to Brisbane;

That Dr Patel performed a pericardiocentesis o extract fluid
from around the heart. This was c;ontréindicated from the
ultrascund. He did so with a needle and stabbed around the
patient's heart 50 times'®;

That Dr Patel was rude to the point of abusiveness to the
patient’'s family

That her sentinel event form raising concerns about the patient

had been downgraded by Dr Keating ."

Dr Carter at the request of Dr Keating investigated the care of the patient and

prepared a case report. The areas of concern isolated by Dr Carter were as

follows:

" T140.
. T130.

® T140, T142.

CT141.

11 . . .
This was incorrect- see evidence of Raven



1. The delay in the arrival of the retrieval team. The request
logged at 16:20, dispatched at 19:30 and arrived at 23:00;

2. Lack of co-ordination of care, two surgical teams involved.
Mixed messages being conveyed to the family over the

advisability of transferring the patient;

3. Pericardiocentesis being performed without any indication (see
CT and PM report), i

4. Lack of radiology support (CT not reported uniil 30 August
2004).

Of the issues which emerged from the balance of the evidence and which

involve other clinicians:

1. The inadequate/blocked drainage;
2. The physiotherapy administered to the patient;
3. The failure to transfer the patient earlier.

Inadequate/Blocked Drainage

The adverse event form™ reported by Nurse Fox, in ICU, said:

“ICC drain, no water in underwater seal section”.

The shift supervisor noted:

“...awareness of need for H.O in underwater sealed drainage ,unsure
of who set up unit.”

The chart indicates that the underwater drain was not checked after 10.30 am

that day, although the physiotherapy note indicates it was operational at 11.20

a.m.

Dr Gaffield said in evidence that the drain had appeared to work properly
earlier in the surgical ward, but clearly after inserting the second drain, the

resultant increased blood flow indicated it had been inadequate.

12 Statement of L Raven Exhibit 162-annexure 9



Dr Gaffield could not say when the water would have been absent from the

drain.” ]

Dr Younis said that the tube became blocked. He did not comment as to the
situation of the water level, when the patient “got haemopneumothorax and
started deteriorating critically’’®. He placed these events at about 1300

hours.'®

Dr Carter corroborated this: “the right sided intercostal drain was noted to be

non-functional at this time”"® - being the time when he was moved to ICU.

Dr Woodruff in reviewing the chart noted that the complaint from the patient
that he was in pain and that blood was around the drain were indicative of a
blocked underwater seal drain. Dr Woodruff stated that allowing the drains to

remain in a blocked state whilst three litres of blood pooled in Mr Bramich's

chest caused his death.'’

As noted at the autopsy, there was a large amount of blood collected in the

chest cavity.

This failure, Dr Woodruff commented, could not be attributed —

“to one solitary individual. There's Dr Patel in charge of the case, Dr
Gaffield, who the patient was admitted under; there’s the charge nurse;
there's a whole succession of members of the team that should be
working coﬂaborativeig/ fogether to ensure that an oversight such as
this doesn't happen.”

The inadequate drainage could be concluded as a team failure.

Physiotherapy

14603
13792
° 13792
:f Dr Carter's report — DWK43 — D. Keating.
o T4280-4281
T4339



Dr Ashby queried whether the physiotherapy administered to Mr Bramich
may have been too vigorous for his condition particularly, given his as then

undiagnosed fractured sternum. Dr Gaffield rejected this as an outmoded view

of treatment.®

Failure to Transfer
Dr Ashby's evidence was that for Mr Bramich’s optimal care he should have

been transported to Brisbane once it was apparent he was stable, that is, by
26" July. Dr Gaffield, as the clinician responsible, rejected that contention. He
stated that the patient would not have been accepted for transfer in Brisbane
when he was stable on 26" July given the extent of the identified injuries.

Once the patient deteriorated on 27" July, he was always too unstable to have

been transported to Brisbane.?

“Q: In your opinion, was there any realistic prospect at any fime from
2.30 p.m. of transferring Mr Bramich?

A: Not safely” **

Dr Gaffield expanded by referring to the logistical difficulties involved in
transferring to and from airports and treating the patient within the confines of
an aircraft. Dr Gaffield expressed the opinion that the patient would not have

survived.??

Delay in the arrival of the retrieval team
Approximately 4 — 5 hours into the treatment of the patient, Dr Gaffield noted:

“acute event, the option of transferring the patient to a tertiary centre in
Brisbane was enterfained.  This option was initially voiced by
anaesthesia and nursing staff. The thoracic service was contacted in
Brisbane for ao’dftfona! advice regarding management of the severe
blunt thoracic trauma.”

° Cf evidence of Dr Ashby at T2709-2710 with that of Dr Gaffield at T4579
20

T45?9

T4603 and DWK 42 Statement D. Keating.

T4603

# Report of Dr Gaffield DWK42 — statement Dr Keating



Dr Younis placed the initial discussion as to transfer from about 2-2.30pm
before Dr Gaffield left for theatre.?* However the RWBH note has a telephone

call logged at that time but as addressed later no request for transfer.

It was Dr Carter’s decision, according to his report of the incident, to arrange
for the patient to be transferred to a tertiary centre in Brisbane, which had the
Gapacity to provide thoracic surgery, long-term ventilatory support and blood

bank.

To that end, a flight co-ordinator was contacted at 1620 to arrange a retrieval

flight.

Dr Smith, a consultant emergency physician at the Royal Women's Hospital,
in her statement®® said that at 4.20 p.m. Dr Brazil, another emergency
physician, received a telephone call from Dr Carter, a doctor at Bundaberg
Base Hospital. Dr Smith said that she understood that there was a discussion
in relation to Mr Bramich. There was no request for retrieval at that stage.

(That accords with Dr Gaffield's statement referred to previous!y.)'

At 1600 -1700 hours Dr Carter accompanied the patient for a CT scan to
asses the risk of transfer-it seems common ground that this was a time when

the patient was the most stable.?®

At approximately 6.45 pm Dr Smith was contacted by Dr Boyd of Bundaberg
Base Hospital and requested to arrange for the transfer of Mr Bramich to the
PA Hospital. She did so and arranged for Dr Jackie Butler, a registrar from

the RBWH to meet the Royal Flying Doctor Service at Brisbane Airport.

Normally there is a lead time of between 2-3 hours of bed confirmation in

Brisbane and the retrieval team arriving in Bundaberg.

*T3793
2 Statement of Dr Sharon Smith, Exhibit 423

% T3804-5



According to the clinical coordination form, Dr Butler left the RBWH at
approximately 7.30 pm to meet the RFDS plane at Brisbane Airport - the flight

arrived in Bundaberg at 2300 hours.

Sr Hoffman's evidence®” identifies that the delay was as a result of

interference by Dr Patel.

Dr Younis is the only other witness to corroborate Sr Hoffman’s version. He
gave evidence that Patel did slow the transfer of the patient. He felt there was
“resistance from Dr Patel’. This was at approximately 1800 hours when he
performed the pericardentesis. He felt Dr Patel's attitude was one of:;

“BBH must keep the patient at all costs and questioned what would or
could be done in Brishane” 2

The evidence of Drs Carter and Boyd (the latter being present during almost
the entirety of Mr Bramich's care in the intensive care unit), negated any

suggestion of Dr Patel interfering with the retrieval team.

The effect of their evidence was that it was to be arranged, surgeon-to-
surgeon, and that a delay had occurred in attempting to arrange a bed in
Brisbane for Mr Bramich i.e. between the hours of 2.30 p.m. and 4.30 p.m. Dr

Carter’s evidence was that Patel did not become involved in the patient's care

until after 4.00 p.m.

Of particular note, Dr Smith records

“I also do not recall being contacted by anyone at Bundaberg Base
Hospital or otherwise, and being asked fo defer or cancel the retrieval.
If this had occurred, it would ordinarily be documented on the clinical

coordination form.”

It must be bomne in mind that Sr Hoffman ceased duty at 7.30 p.m. Though Dr
Younis appears to support an allegation based on hearsay, Dr Smith's
evidence about the records of the RWBH is support for the proposition that

any intervention by Patel'did not actually delay an evacuation. No other staff

%7 Statement [94] and, T148.
* DWK44 ~ telephone call Dr Younis, 27 September 2004



member supports Hoffman or Younis. Her allegation of delay is not supported
by any of the other withesses other than Dr Younis. Dr Smith, refreshing her

memory from the records of the RWBH, is objectively well placed to commenit.

The lack of co-ordination of care
The evidence of Drs Boyd, Carter and Younis is that approximately from 4.30

p.m. until 8.00 p.m. Dr Patel was invoived in surgery®® thus he was not

involved in Mr Bramich's care at that time.

At Dr Gaffield's invitation Dr Patel became involved in the patient’s care due to
his greater experience. During that time Dr Gaffield was involved in other
surgical treatments. It is apparent from the evidence that the intersection of
two different surgical teams created difficulties with the care of Mr Bramich,
particularly as the family were given conflicting information. Dr Carter’s

contemporaneous report supports this view.

Pericardiocentesis being performed
On the evidence of Dr Carter and Dr Younis there was not sufficient fluid

around Mr Bramich’s heart. This was borne out by the diagnostic ultrasound

and autopsy. Dr Carter allows that out of an abundance of caution, given Mr

Bramich’s condition, it was appropriate to have carried out that procedure, in
the hope that it may have alleviated the situation. No other witness
supported Hoffman's account that Dr Patel stabbed the witness 50 limes.

This could only be hearsay.

Whilst it is clear that Dr Patel applied ten or more stabbing motions, no eye
witness saw 50 motions, as stated (as hearsay) by Hoffman.”® Nonetheless,
other witnesses are critical of the technique employed by Dr Patel in carrying
out the procedure. Dr Younis agreed with the proposition that 3-4 attempts

would have been sufficient.®’

B hut it was not routine
2:’ No other witness corroborates Hoffman’s hearsay version
T3798-in answer fo a question by the former Commissioner

10



Dr Ashby, the pathologist, gave evidence that whilst it did not assist Mr
Bramich it caused no particular harm. It may have caused him discomfort

whilst not altering his condition. Dr Carter concurred.

Dr Younis agreed and expanded indicating that in fact it may cause a

pericardial tamponade® - it was not a “benign procedure”.

Conclusion
The events of 27 July emerge as a confused picture of a patient suddenly

deteriorating and in exfremis. The issues identified by Dr Carter are pertinent.

Patel: The major criticism of Patel is that he interfered in the transfer, but
other than Ms Hoffman and Dr Younis there emerges no evidence that Patel
did so and it is negated by the evidence of Dr Smith and others. On the
evidence of Dr Gaffield, Mr Bramich in any event was too ill to transfer on 27
July once he had deteriorated and prior to then, would not have been

evacuated.

Dr Patel's performance of the pericardiocentesis was sub-optimal on ail the

evidence and may constitute an issue to refer for disciplinary action ‘conduct

of a lesser standard’.

Other clinicians
The issue which is of greatest significance is the blocked and/or inadequate
drainage. It is submitted that Dr Woodruff's evidence is important on this

issue. Given that the time period prior to this discovery is unclear there is

insufficient evidence that the drainage failure can be sheeted home to Dr
Patel over other staff. No referral for disciplinary investigation of any

individual is justified. It was a team failure.

1.2 Una Connors (P14)

113799
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Mrs Una Connors, a 74 year old woman, was admitted to the Bundaberg
Base Hospital on 29 March 2004. She underwent a sigmoid colectomy (with

Dr Patel as the Surgeon) on that same date. Mrs Connors’ left ovary was also

removed during that operation.

On 8 April 2004 Mrs Connlors was discharged, only to be readmitted later that

same day for wound dehiscence, which was repaired by Dr Gaffield.

Mrs Connors suffered a heart attack and had a difficult, “stormy” post
operative recovery. She was later diagnosed to have ovarian cancer and
referred to a gynaecoiogical oncologist at the Royal Brisbane Hospital. Mrs
Connors was not a suitable candidate for further operative treatment to

remove gynaecological organs given her condition and recent heart aftack.

Dr Barry O’Loughlin provided a Statement to the Commission which detailed

a number of concerns in relation to the care given to Mrs Connors. These

were!

1. Inadequate assessment of the patient;

2. Mrs Connors was not seen by a gynaecologist prior to the
operation despite the advice of the gastroenterologist to the
patient's GP;

3. There were indications that this was not simply sigmoid cancer

and that the patient may have had ovarian cancer;

4, Wound dehiscence;
3. Sub-optimal treatment;
6. A post operative heart attack meant that she was not a

candidate for the optimal treatment for ovarian cancer.®

The primary issues for concern are the appropriateness of operating without
adequately assessing the patient's condition and the competence of the

treatment provided to the patient.

* Statement of Dr Barry O'Loughlin, Exhibit 173A [39]
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Appropriateness of operating without adequate assessment of the patient’s
condition

Ms Hoffman’s evidence was that Mrs Connors should have had a CT scan to
eliminate the risk of cancer as this may have led to a different form of
treatment being offered other than surgery.® (It is clear that CT-Scans were
ordered prior to surgery and on that issue Hoffman is incorrect.)

Dr Barry O'Loughlin stated that the CT-Scan indicated that this was not simply
sigmoid cancer.®® The results of the CT-Scan, dated 23 March 2004 were
enigmatic. Upon examination on 22 March, there existed a large pelvic mass
which was in contact with the uterus and possibly arose from either the uterus
or large bowel but “the exact origin of this mass is uncertain.”" Dr O'Loughlin
gave evidence that in his opinion Mrs Connors was not adequately assessed
prior to the operation and that her options were not properly considered

before the sigmoid colectomy was performed.®

Post-operative developments and wound dehiscence

Dr O'Loughlin could not exclude a link between the operation and Mrs
Connors’ heart attack, stating that as the wound was not healing properly
there may have been “systemic changes which contributed to the heart
attack.™’ It is clear that the resulting heart attack was one of the primary
reasons Mrs Connors was not considered suitable for further operations in
relation to treatment for ovarian cancer.®® Dr O’Loughiin believed that had Mrs
Connors been adequately assessed she would have been in a position to be

treated with the optimal procedure for ovarian cancer.*®

Dr Woodruff categorised the treatment of Mrs Connors as one in which Dr

Patel contributed to an adverse outcome.”® It was his evidence that “there is

*T101-102

% Statement of Dr Barry O’Loughlin, [32]

*® 73965-3066

7 13966

% Letter from Dr Garrett, Fellow in Gynaecological Oncology Royal Brisbane Hospital and
Royal Women's Hospital to Dr G Pratt Visiting Radiation Oncologist Bundaberg Base Haspital
dated 8 December 2004

* Statement of Dr Barry O’Loughlin, [39].

“ Woodruff Report, p121 '
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sufficient indication of inadequate technique in the development of a wound
dehiscence in itself™" Dr O'Loughlin too emphasised that the operation was

not performed appropriately given the later wound dehiscence.*

Conclusion

The treatment of Mrs Connors does warrant further investigation with a view
to disciplinary action by the Board. It seems likely that Dr Patel did not
adequately assess Mrs Connors prior to operating and that he performed the
operation at a less than satisfactory standard given the post operative
difficulties faced by the patient. Furthermore, by conducting the surgery he
denied Mrs Connors’ future optimal care. She could not have further surgical
intervention to remove her gynaecological organs followed by chemotherapy

which would be the optimal treatment for ovarian cancer.

1.3 James Grave (P18)

Mr Grave was a 63 year old man who had a history which included
hypertension, diabetes mellitus and ischaemic heart disease with an acute

myocardial infarct in 1996.

On 6 June 2003 Mr Grave underwent a scheduled oesophagectomy for
adeno-carcinoma of the gastro-oesophageal junction. The oesophagectomy
report of 6 June 2003 reveals “oesophageal/gastro-oesophageal junction
mass mobile and palpable. Surrounding lymph nodes palpable, oesophageal
wall and lesser curve of stomach.”* The histology report of that date noted
that there were 9 of 14 metastatic lymph nodes and stated that
macroscopically there were numerous enlarged involved lymph nodes

identified at the gastro-oesophageal junction at the lesser curve and greater

curve.

Mr Grave suffered vocal cord paralysis, respiratary failure post operatively, the

development of myocardial infarction and peritonitis. Mr Grave returmned three

1 T4304
2 73966
“ Chart — p. 57
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times fo the operating theatre due to wound dehiscence on 12 June and 16
June 2003 requiring suturing and on 18 June 2003 leakage from the

jejunostomy site was oversewn in the operating theatre.

This was the second oesphagectomy performed by Dr Patel which had
required a prolonged ICU stay. Dr Joiner raised concerns with Dr Keating as
to whether this type of surgery should be peiformed in Bundaberg and

whether the patient should be transferred to Brishane.

Dr Younis, in Dr Carter's absence, reviewed the patient and advised that he
would remain in ICU in Bundaberg.*, after the third operation. Subsequently

there was a delay in locating an ICU bed in Brisbane, necessitating a fourth

operation in Bundaberg.*®

The patient was transferred to the Mater Public Hospital on 20 June 2003

because of further complications. He was ultimately discharged home on 18

August 2003.
Mr Grave died on 8 January 2004.

Dr Woodruff's opinioh was that Dr Patel contributed significantly to the
adverse outcome. He referred to “the litany of events there that contributed to
his protracted post-operative course”® and referred to the issues as outlined
above as constituting the complications Mr Grave suffered as a result of his
initial surgery by Dr Patel in Bundaberg. Although not attributing his death to
the initial surgery and the subsequent re-admission for the complications Dr

Woodruff is of the view that they all contributed to a deterioration of his

condition.* i

“ Upon Dr Carter's return, issues as 10 Bundaberg Hospital's ICU capacity te ventilate

ESatients was addressed ~ see Review of Clinical Services ~ Woodruff Matuissi et al p. 33.
T3786-Dr Younis

*® T4366

" 74366
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In essence, his weakened condition reduced his ability to be able to effectively
deal with the cancer. Dr Woodruff noted his review had ceased on 18 August
and his death was some three months later. Given that there had been a
mestases identified from the original histopathology from the first operative
procedure Dr Woodruff conceded that the procedure had hastened rather than

necessarily contributed to his demise.*® ]

That Dr Patel had the initial decision to operate. The CT scan had identified
pre-operatively the disseminated disease. This would constitute a further
error of judgment in recommending this operation.*® The chart reveals that as
late as 26 May a CT scan indicated an enlarged lymph node. The

histopathology of 21 May said “invasive adenocarcinoma”.®®  Furthermore,

given his complications as outlined above:

“Q: So this is a litany of surgical ineptitude. Is it probably
the worst example you've found in this audit of that

degree of ineplitude?

A:... Its.. yes .. itsas bad as any | believe.”’

He opined that Dr Patel contributed significantly to the adverse outcome.

The issues raised in the treatment of Mr Grave by Dr Patel include whether Dr
Patel operated outside his scope of expertise and by virtue of the lack of skill
used in the first and subsequent operations and the capacity' of the

Bundaberg Base Hospital to care for such patients.
These factors warrant a referral for disciplinary action.

1.4 P26

On 23 December 2004, P26 was a fifteen year old male who was involved in

a motorcycle accident on a property near Woodgate. P26 hit a tree stump

® T4367

* T4366-4367

::’ Pages 59, §9-90.
T4295
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and sustained a severe laceration to his left groin, a laceration fo his femoral
vein and massive blood loss. P26 was resuscitated at the scene and airlifted
from Woodgate to Bundaberg Base Hospital. Dr Stephen Rashford, who was
the Director of Clinical Co-ordination and Patient Retrieval Services at the
time, said that P26 required urgent surgical treatment to stop his bleeding and

“would not have survived to fly anywhere” other than Bundaberg.”

He arrived at Bundaberg Base Hospital in a critical condition. Dr Risson, who
saw P26 when he arrived at Bundaberg Base Hospital, described the patient
as peripherally shut down and hypotensive and with extensive bleeding from
the left groin.®® P26 was immediately transferred to the operating theatre
where Dr Patel performed a femoral vein repair and debridement and closure
of the wound, P26 also received a blood transfusion. It is common ground

among medical witnesses that this initial surgery was life saving.™* -

He was transferred to the Intensive Care Unit and intubated post-operatively.
Within approximately 3 hours he was returned to the operating theatre for left
leg compartment syndrome with a puiseless leg and upper and lower

fasciotomies were performed. This was performed by Dr Patel. He was then

returned to ICU.

Later that evening, approximately 4 hours later, he retumned for the third time
that day to the operating theatre with acute lower extremity ischaemia despite
the thigh and leg fasciotomies. P26 had expiration and an arteriotomy with a
bypass with gortex. He had good posterior tibial pulse at the end of that
procedure. This surgery again was performed by Dr Patel. It was during this
third occasion other medical staff apparently observed an injury to the femoral

artery.

P26 was under Dr Patel'scare until the morning of 26 December 2004. From

that time he was under the care of Dr Gaffield,

*2 Dr Stephen Rashford T2910
23 Referral letter from Dr Risson o Dr Mark Ray dated 1 January 2005, exhibit 208
> Dr Carter T4075; Statement of Dr Jason Jenkins [22], exhibit 254 and T3697; and

Statement of Dr Mark Ray [17], exhibit 257 and T3765;
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