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Reasons for Decision

1 On the 13 October 2005 in the early hours of thenmg Paul Brauer who was only 64
years of age and a person described by his farsiltha life of the party’ died whilst a
patient at Leeton District Hospital. By the 13 @mr 2005 his physical and mental state
had deteriorated to the extent that he was unableok after himself in the community

without assistance.

2 In the last year of his life he had spent a comaiole amount of time in both Leeton
District Hospital and Wagga Wagga Base Hospitahdpéieated for his various physical
and mental problems and this Inquest looked atdnis and treatment leading up to his
death to determine if anything should and couldehbgen done differently to prevent

Paul Brauer’s death.

3 Specifically counsel assisting set out the issnegxamination and determination at the

commencement of the Inquest as;

(a) What caused the Pulmonary Embolus from whichByv&uer suffered in the
early hours of 13 October 20057

(b) Should warfarin or another anticoagulant hagerbprescribed prior to Mr
Brauer’s death?

(c) Should Mr Brauer have been discharged intacttremunity on 12 September
20057

(d) Should Mr Brauer have had additional servicégstin the community from
12 September to 27 September 2005?

(e) Was there any critical failure as regards psyob or bladder care that
caused or contributed to Mr Brauer’s death.

(H The potential significance of such matters agards the cause of Paul

Brauer’s death.

Role of Coroner

4 My role as Coroner is to establish, if possible, ithentity, the date of death, the place of
death and the manner and cause of death. The Iféimdang will be recorded at the

Registry of Births, Deaths and Marriages



A Coronial Inquest is essentially an enquiry. Iinst a criminal or civil trial in which
two opposing parties engage in legal combat. hioisthe role of the Coroner to attribute

fault or make findings in relation to negligenceboeach of duty of care

Another important function of an inquest is the mgkof recommendations, which are
necessary or desirable in relation to any matteneoted with a death. In this way the
coronial proceedings can be forward looking, aintmgrevent future deaths, rather than

allocating blame.

| say this not so much for the benefit of learnednsel, but more for the benefit of the
family of Paul Brauer who may not always appreciatel understand the role of a
Coroner or the Coronial Inquest.

Background

10

11

At 5.00 am on 1% October 2005 Paul Brauer was settled and sleepitiy his
indwelling catheter in situ and patent. At 6.05 BmHaasbroek recorded that Mr Brauer
had no signs of life, no breathing, pupils fixeddahlated, no pulse, and declared that

life was extinctt

Marion Kirk recorded that Paul Brauer had walkedh® shower at approximately 5.45
am (at the time the Nursing Care Plan was for Faalier to be supervised in the
shower)> When Nurse Queue heard distressed respirationfoshe him prostate on the

floor of the bathroom with a small laceration abbi®left forehead.

It took Registered Nurse Kirk (RN) approximately Sninutes to put her patient to bed
and come to assist. Jugular heart rate was thraadyrapid at 160 beats per minute.
Pupils were pinpoint then rapidly began to dilate &ixate. His pulse faded. A bladder

catheter was found, intact, lying on the floor.

Oxygen was administered initially via mask, thea kebreather. Paul Brauer had to be
dragged out of the bathroom into the ward but du¢he difficulty of this RN Kirk
decided to use a mechanical lifter and this tog@yamately 3-4 minutes.

12/806.
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At around 6.05 am cessation of respirations anerades of central cardiac pulse was
noted® No attempts were made at resuscitation at any.tiRM Kirk explained that
Cardiac Pulmonary Resuscitation (CPR) would hawnksegood idea, but this was not
done because electrical tracing couldn’t be puinathe bathroom because of the water,
and once they got Paul Brauer out of the bathroomHaasbroek who arrived

approximately 10-12 minutes after RN Kirk, saidttitavas too laté.

RN Kirk candidly accepted that she would have dGR& in the bathroom, but she was

clearly running around trying to locate a doctar &élankets for warmth, at the tirfie.

Paul Brauer’'s catheter was on the floor of the ftwatim, pulled out with the balloon

intact/

A post mortem was performed by Dr Peter Den Houtvhg concluded that Paul Brauer
died of a large pulmonary embolus secondary todaadistension within the pelvis of
4-5 days duration. In his examination he had ndtext there was marked bladder

distension and it contained in excess of 600 misiofe.

As explained by Dr. Burman, Consultant Psychigtrigiere were extraordinary
difficulties for clinical staff in managing Paulwgn the overlap of his physical and

psychological diseasés.

Factual Background

17

At the time of his death Paul Brauer was in Leedstrict Hospital (LDH). He was
admitted to LDH on 13 April 2005 with psychotic depsion and suffering from severe

neglect. This was detected when Dr Haasbroek atermls home for an aged care

22/711.

32/807-810

* Haasbroek 19/2 at 34.

®12/2 at 9-10.

®12/2 at 10.

" RN Kirk: 12/2 at 11.

8 Addendum report of Dr. Burman dated 11 March 2009



assessmeritfollowing a referral from the Aged Care Assessnigeem who had visited

Paul Brauer on 8 April 2005 following notificatidrom Centrelink™°

18 Paul Brauer had seen Dr Haasbroek in January 2@@>depression. A referral from Dr
Haasbroek to Access Line had not been effectived&asbroek’s evidence was that he
was sufficiently concerned about Paul Brauer's éggion in January to give him his
mobile telephone numberbut Dr. Hassbroek had not attempted to make comtib
Paul Brauer between January and April 2005.

19 A mini mental state examination conducted by Dr sttmaek at this time was 30/3.
Paul Brauer was transferred, apparently under ddé under the Mental Health Act,
to Wagga Wagga Base Hospital ( WWBH) on 14 April 200

20 From 21 April 2005 he was treated as a voluntatiepa™ Throughout much of his time
there he was noted to be uncommunicative and te haflat affect. He spent a lot of
time in his room. On 18 May 2005 Dr Smith carried a TURP procedur¥.

21 Whilst in WWBH he was accommodated variously on iinedical ward or at Gissing
House psychiatric ward. Dr Weppner's view is thatiad a severe depressive episgde.
His mental state resolved somewhat towards theoéddne 2005, and he was observed
to contribute to conversations, to be pleasantnduiinteractions® and to appear
brighter?’

22 By 22 June when he was reviewed including by Dr jvep he was noted significantly
to have improved since admission, albeit that e perception was that the medication
had not helped his modd.

°1/192.

101/215.

'19/2 at 23.

21/211 & 216.

131/250.

41/136 & 2/470.

°9/3 at 19.

°1/172.

171/173-4.

81/176.
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The true extent of Paul Brauer’s deterioration bezapparent on 2 June 2005 when his
brother and sister visited him and reported to Mplayard, social worker at WWBH,
that he had lost approximately 30 kgs in weightsithey had last seen him and that he
previously had been the life of the palyHowever this information, which would have
enabled a proper assessment of the extent of MreBsaillness at any particular point in
time?° was not communicated to the treating team at LOtémwPaul Brauer was later

transferred.

Paul remained at WWBH until 28 June 2005 when he tnensferred back to LDH by
way of a stepping-stone towards discharge intocttramunity** Upon transfer it was
reported by Ms Appleyard to Sally Drummond, Meraalth Assessor, that there were
no mental health issues on transfelt was reported by the nurse in charge at LDH to
Ms Drummond that there were no concerns about Biawler's mental state, but that he

had been transferred due to the need for contimestical management of his cathéter.

Whilst it is difficult to be clear as to precisdipw Paul Brauer functioned whilst at LDH
from 28 June 2005, on 6 July 2005 he was noted @oblinted in affect and
expressionless, and to experience poverty of thowugh impaired judgment without
any insight into his illnes%

Sally Drummond, Mental Health Assessor, describee hBs having a significant
depressive illness at this tifieOn review by Dr Hickey, Psychiatrist, on 11 Juj0s
he was noted to be flat, amotivated, pessimistith velow speech and poverty of
thought®®

On 11 August 2005 Dr Sangster described him as, a&ional and able to manage his
affairs?’ He was noted to be mildly nihilistic by Dr Graffam 24 August 2005, and to

191/152.

20 Ms Appleyard 9/2 at 50.

21 9/2 at 45.

22 2/445.

232/447.

2421449.

2511/2 at 79.

26 2/450.

272/591. This is probably a letter to the guardigméioard — 2/667.
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be functionally too good for hostel c&feBob Dow, Community Mental Health worker,
assessed him on 24 August 2005 as presenting &8’ \Wellowing this, he was reviewed
by Dr Sachdev, Psychiatrist, who noted that his talestate appeared subdued but
appropriately reactive. He stated that once hiketat was out he could see no reason

why Paul Brauer could not live independerifly.

On 26 September 2005 Dr Sangster certified that Bi@auer was fit and able to live in

the community with services.

Whilst in LDH he was repeatedly noted to be relott® mobilise from his bed or
chair®? and reluctant to engage in conversation. Howetnere are also references to
him interacting on the ward, and to him being daréed to TPB® He had an episode of
hypomanic behaviour on 24 July 2085From around mid August he was noted to
remain in his room most of the time, but little Wway of complaints or concerns were
voiced by nursing staff. However, on 31 August 20@5told staff that he had not been
telling them the truth regarding his bowel motidh®n 1 September he was noted to be

hypomanic at time¥

He was discharged from LDH into the community onSptember 2005, following a
series of home visits escorted by Cecilia O'Rouikg27 September 2005 he had to be
readmitted on account of a clear breakdown in &is.c

On 27 September the following were noted:

blood stained urine with small clots, incontinemtf@eces, catheter leaking all
over clothes and not connected to the leg baggeurinbag very concentrated,
blood++++. Leuco ++++, urine culture reported itifea, raised white cells and
neutrophils.

82/616-7.

292/670.

302/456.

31 2/610. This may have been for the purposes oGtnerdianship Tribunal.
32 eg 2/644, 645, 647, 653.

33 Eqg 2/656-7, 2/658, 2/6609.

34 2/6509.

21674,

% 2/674.



32 He remained in LDH until his death on 13 Octobdd®0

Issues Arising

The critical starting point — Dr Den Houting's report

33 Dr Den Houting concluded that the pulmonary embaolkass secondary to bladder

distension within the pelvis of 4-5 days duratfon.

34 Giving evidence on 10 March 2009, there was thisharge between Dr Houting and

counsel assisting;

Q. ..Your conclusion that the pulmonary embolus wesondary to bladder
distension leading to pelvic thrombus, is one teakached primarily is it not by
reason of the coincidence between two findings fftat made, namely the
pulmonary embolus and the bladder distension?

A.Yesitis

Q. And is it not equally possible that the pulmgnambolus could have been
caused by the deep vein thrombosis from the legs?

A. Certainly (My emphasis addetf)

The evidence and extent of urine retention

35 Paul Brauer clearly had a history of urine retamtidpon admission on 13 April 2005 Dr
Johannes Haasbroek noted that Paul Brauer cleaelgen an Indwelling catheter (IDC)
in view of obstructive uropathi{. He was noted to be resistant to the idea of an“fbC

7 B/30.
3 Transcript 10/3/09 page 68 lines 35 to 40
39
1/65.
©1/67.
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An ultrasound scan on 14 April 2005 observed thatBvauer’'s bladder emptied from

740 mls minimally to over 700 mfs.

By 15 April 2005 he was noted to have an IDC im,&tit having been inserted in the
Emergency Department as Mr Brauer’s bladder wasapée and he was in discomfbtt.

He was noted to have bladder obstrucfibn.
On 16 April 2005 700 mls of dark urine was drainede a catheter was inserfed.

On 17 April 2005 Paul Brauer was noted to havelpgiée bladder, but only 300 mls of
dark concentrated urine was draiff8dOn 21 April 2005 he was noted to be
uncomfortable with a palpable bladder and 500 rilsland stained urine was drain€4d.
On 26 April 700-800 mls of urine were drained afterunsuccessful trial of voidird.
On 4 May 2005 1200 mls were drairf&d.

There were also occasions on which Paul Brauetiseter fell out or was accidentally
pulled out® and occasions when it became blocKeihcluding by a clof? Clots were
also noted on 23 Aprif and on 14 May the ongoing urinary retention wae $a be

likely secondary to clot¥'

There are also references in the progress not&awb Brauer having a urinary tract

infection in early May 2005

411/204.
421/69.
31/72.
441/70.
451/76.
46 1/82.
471/93.

48 1/10

1.

491/115.
*Eg 1/81, 131.
>l Eg 1/107, 112, 115.

521/97
53 1/98

>4 1/134.
*> Eg 8 May 2005 1/118inresolved medical issues — UTI9 may 1/124,
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Dr. Alexander’'s evidence was the Paul Brauer hatdl dra atonic bladder or detrusor
failure from the first record that Dr. Alexanderdhseen, and that he would not have been
aware if he had a full bladdér

It is likely that there was a degree of urine rétenduring the period when Paul Brauer
was in the community before his admission on 27t&eper because when he was
found he was soaked with urine but his catheter soasiected to an ordinary drainage
bag>’

During the admission 27 September to 13 Octobeetiseonly one record of the amount
of urine drained from the urine bag. No fluid balarcharts were completed. Other than
vague references in the notes to the catheteridgaiit is not possible to know whether
or not Mr Brauer's catheter was draining property, whether it may have been
intermittently blocked, during this period. Nursicbecks of catheter functioning may
vary in their detail, and the likelihood is thatl@ast on some occasions all that was done
was a cursory check that there was some urineeircdtheter bag. As Mr Brauer had an

atonic bladder he would not have complained ofadrgort when his bladder was full.

All that is known is that despite having been nae® am to be draining, by around 6
am on 13 October there was 600 mls of urine inbkasider showing that the catheter
was not draining properfy>. As Dr. Alexander pointed out, if the catheter Haebn
draining properly there should not have been mbea t10 or 15 mls in his bladder
which is a normal residual with a catheteAs Paul Brauer had an atonic bladder, it was
unlikely that urine retention would have registessddiscomfort. Thus that potentially

telling indicator of problems with the catheter vedisent.

Finding

45

On balance, there is insufficient evidence in orgereach a firm conclusion as to the
nature and extent of Paul Brauer’s urine retentaiher than that there was probably
some urine retention on 27 September 2005, andlibed was a significant amount of

*® Transcript 29/9/09 at 6

>72/708.

%8 Johnson report 20 April 2009 at 4.
*929/9 at 8.

10



residual urine in Mr Brauer’'s bladder at the tinféhis death, and that this is indicative

of a problem in the operation of his catheter &t time.

Urine retention and cause of death

46

47

48
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The expert evidence is divided as to the extemtttich urine retention could be relevant

in causing Mr Brauer’s death.
Dr. Johnson identified two potential mechanigts.

One is that urine retention increases the presgemerally in the pelvic region causing
sluggish circulation thereby increasing the risklotting in the legs.

The second is that there would be a direct pressare the bladder onto the pelvic

veins, causing thrombus.

Dr. Alexander and Dr. Katelaris, expert Urologisiss agreed that urinary retention and
bladder distension would not cause pulmonary ensbol@They rely upon their own
extensive experience dealing with patients wittamge of urinary problems, and upon
their understanding of the physiology of the blagedich is that; the bladder would not
extend so as to obstruct the pelvic veins.

The evidence also establishes that pulmonary emhislunore frequently caused by a
deep vein thrombosis than by thrombus in the pelgins, and that there were a number
of features of Paul Brauer's circumstances whichewisk factors for the development

of a deep vein thrombus particularly his immobilitythe period between 27 September
and 13 October 2005.

Counsel for the family of Paul Brauer submit thatwithstanding the differences in

opinion of the experts as to the origin of the thbos | should be satisfied on the
balance of probabilities that urinary retentiorsuléing in a distended bladder, caused
the pulmonary embolus.

®0 Reports 9 February 2009 at p.11 and 20 April 2809.6

11



Finding

53

| have carefully considered the submissions ofralparties but in particular the family
of Paul Brauer but in the circumstances includihg toncession made by Dr. Den
Houting to counsel assisting, it cannot be saidalance that urinary retention prior to

Paul Brauer’s death caused his pulmonary embolus.

Paul Brauer’s history of stroke

54 On 19 April 2005 Dr Weppner at WWBH ordered a CHharstto exclude organic
explanation for odd behaviou The CT scan was reported as showing two areas of
hypodensity, one within the posterior aspect of lgfe cerebellar hemisphere and one
superiorly within the left frontal lobe. The imps&sn was of old cortical infarcts. An
MRI scan was recommend&dThis showed an old left inferior cerebellar herhisgic
infarct but no other site of old or recent infaftt.

55 A further CT scan was carried out after Dr Yatepregsed the view on 6 October 2005
that Paul Brauer was not currently significantlypassed but was significantly
confused, and that this was likely to be the redsohis poor motivation.

56 His Mini Mental State Examination (MMSE) had deteated from 30 on 29 August to
22/30 on 6 October 2008.Dr Yates’ view was that it was likely that PaulaBer had
had a stroke making him susceptible to prolongedusion after Urinary Tract Infection
(UTI).®® The CT scan showed discrete hypodensity in po$teecal aspect of
cerebellum on left. Impression of infarct in thesfgvo-inferior cerebellar artery territory
on the left®® This was interpreted by Dr Syed as “impression@WA”.

57 Dr. Johnson and Professor O’Rourke are agreedPdnaltBrauer may well have suffered
a stroke causing confusion in late September €&xetpber 2005, and that this would not
necessarily have shown on CT scanrfing.

®11/87.

%2 1/260.

%3 1/264.

°42/801.

%5 2/801.

%6 2/831.

®7 Johnson report 9 February 2009 at 7 and O’'Roudai@h 2009 at 2.

12
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Dr. Johnson’s view is that the presence of a previstroke is associated with an

increased risk of stroke of a factor 2%5.

Atrial Fibrillation and Anticoagulants

59

60

61

62

It is clear that Mr Brauer had Chronic Atrial Filation. ®® This gives rise to a risk of

blood clotting and strokes. Because of this wanfadr some other anticoagulant, is
sometimes administered. It is more likely to be sustered where there are other
factors increasing the risk of stroke. The presesica stroke in the past is one such

factor.

However, warfarin is an unpredictable drug andssoaiated with risks in patients who
take an excessive dose, whose INR levels becomecepiably high for example by
reason of fluctuations in their diet, illness, &@obuse or other medications, or in whom
there are significant risks of bleediffyThere may be a need to alter the required dose
following blood tests, so it is not suitable fomaidistration via a Webster Pack, which
was the means by which Mr Brauer’'s medications veehainistered whilst he was in

the community*

The anticoagulation guidelines at Greater Souteea Heath Service (GSAHS) current
in 2005 provided that low molecular weight hepasrunfractionated heparin should be
used for other cardiac indications, including Abt that heparin should be discontinued
if a significant bleeding event occurs. However,eich case, as was clear from the
expert evidence, the decision whether or not tsgilee anticoagulants would be one of

clinical judgment balancing risks and benefits.

Warfarin or heparin may also be prescribed for entton of venous thromboembolus.
Risk factors for venous thromboembolus include agejobility, surgery and acute on

chronic infection.

®8 Report 20 April 2009 at 4.

%91/63, 1/81, 2/471, 2/411

" This information is reflected in the Greater S@uthArea Health Service Pharmacy Dept
Patient Information Leaflet for Warfarin.

"L Dr Syed, 10/2 at 45.

13
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It is also clear that Mr Brauer was significantlymobile at times during his admissions.
He is repeatedly noted not to want to mobilisehalgh he was clearly more mobile
between mid August and 12 September 2005. Afterdadmission on 27 September he
was repeatedly noted to be lying on his bed andSid described him as “actually
immobile”.”> Paul Brauer’s degree of immobility is agreedhaye given rise to a risk

of venous thrombosi<.

From 27 September 2005 Paul Brauer also clearlyanaglcute on chronic urinary tract
infection. According to Dr Syed (the treating daca LDH during this period), this had

not wholly resolved as at 11 October.

The prevention of venous thrombosis guidelineseruriat GSAHS in October 2005
included in the category of medical patients ahhigk of venous thrombosis those that
are aged greater than 60 years, and those witle acuthronic inflammatory disease.
Paul Brauer was thus at high risk on two countsl| was also largely immobile. He
should have been given anticoagulation on this wutcalso, according to these

guidelines.

The anticoagulation guidelines at GSAHS current 2005 recommended that
unfractionated heparin should be used for mediwh patients, which included general
surgery in patients over 40 with immobility. In th2008 rewrite, heparin was
recommended for high risk medical cases includimgne age is greater than 69 years
with acute on chronic inflammatory disease, althouigk was clearly identified as

relating to extent to which patients are ambulant.

As regards Paul Brauer certainly from 27 Septer@béb until 13 October 2005, upon a
mechanistic application of these guidelines Wanfaor some other form of
anticoagulation should have been given. Howewgajmathe evidence establishes that
much depends upon clinical judgment in the circamses of the particular patient.

210/2 at 46.
"3 Professsor O’Rourke says that people who are reentrand move little as Paul Brauer did in

hospital often have terminal thrombosis in deepw@ind die from pulmonary embolus)
report 9 March 2009 at 2, also report 26 Febru@gozat 4.)
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It was on a number of occasions identified thatl Baauer was not on medication for
his AF.”* He had had a stroke in the past. It was probabigehaemic stroke, caused by
a clot. This was a factor increasing his risk oblsts in the future, as, according to Dr
Graffen, it is probably one of the highest risktéas for another stroke. That risk was in
the region of 12% or so per y€atWarfarin is suggested for patients at a risk ofks

of about 3-5% per yedf,so Paul Brauer was well over that threshold.

It was also clear that from 27 September 2005 he significantly immobile, was
suffering from an acute on chronic UTI, and that hge put him at risk of embolus.
However, during this period, Paul Brauer was suffgifrom a urinary tract infection
which had not resolved, and his mental state héelideated. These are factors, which
have been relied upon by Professor O’Rourke as mpetible with the safe
administration of Warfarin. Professor O’Rourketgdence was that the aim seemed to
be to get Paul Brauer on his feet again and badgke¢ocommunity and that in those
circumstances the clinical staff would be justifiedattempting to get Paul to be more

active rather than prescribing anti-coagulation.

Dr. Johnson’s view, by contrast, was that at atles the risk to Paul of not taking anti-
coagulation outweighed the risks of Warfarin (oottwer form of anticoagulation), and

that in the circumstances it should have been phest

Professor O'Rourke and Dr. Johnson both agree ttietadministration of Warfarin

would probably have prevented Paul Brauer's pulmpeanbolus’®

There had been suggestions from those respongiblaig care that Warfarin should

have been administered on account of Paul Bradrial Fibrillation.

On 8 May 2005 Dr Stoita, medical registrar, noteat Paul Brauer had “Chronic AF not

on medication™®

" 1/66.

®11/2 at 9-10.

’° Dr Graffen: 11/2 at 11.

’7298/9 at 60-61

8 Report of Dr. Johnson 9 February 2009 p.7 andrteidro0fessor O’Rourke 9 March 2009
page 2

?1/121.
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On 7 June 2005 Dr Hardy, Medical Registrar, noked Paul Brauer had had chronic AF
since 1992, was not taking medication, but saw mig@gist in Mona Valé® He
recommended that Paul Brauer should be on warfarinis AF and requested a chest x-
ray !

On 9 June 2005 Dr Hardy reviewed Paul Brauer t@getith Dr McCready, Consultant.
Dr McCready, having noted the current problems WithBrauer’s postural hypotension,

set out a plan that;

“will need to start warfarin 2 to AF when he settles and his haematuria
resolves” and noted “needs warfarin for AF but fakk” and “warfarin when
steady on feet and catheter o(it".

Despite the apparent resolution of the problemisagimaturia and falls, there is nothing
in the progress notes to indicate that any furtiogisideration was given to administering
warfarin to Paul Brauer, and there were no furtmedical, as opposed to psychiatric,

attendances.

The inference was that no further consideration gigen. That is consistent with the
evidence of Dr Weppner that he would not have amred starting warfarin but may in
theory have asked Dr Deshwal to contact Dr McCee#alisee what his view was, but

would not have done so if the catheter was stfifin

The discharge summary completed by Dr Deshwal dunly 2005 makes no reference to
warfarin in the recommended care plan, and inctyrelescribes Paul as suffering from
paroxysmal AF rather than chronic AFAccordingly staff at LDH were not aware of

the recommendation for warfarin.

There is doubt whether or not Dr Graffen’s lettemswgiven to the hospital staff (as
opposed to the Aged Care Assessment Team (ACATQ)Ddd. In any event, the
progress notes completed by Dr Graffen included rammendation tdconsider

Warfarin”.

80 1/163.
81 1165.

82 1/

69.

839/3 at 6-7.
841/196.

16



80

81

The absence of any notes reflecting that considerafive rise to an inference that in
fact this recommendation was missed by the tredgag, and that no-one at LDH in
fact considered whether or not Paul Brauer shoelkive warfarin. Also, that the

potential contraindications for Warfarin were naadissed with Dr Graffan at the time.

Dr Syed, responsible for Paul Brauer’'s medical éeme 27 September, did not consider
whether or not this immobility would pose a risk fulmonary embolu®& Nor, after Dr

Syed reviewed the CT scan in October 2005, whiclwshd that Mr Brauer had at some
time had a stroke, did Dr Syed consider whethernot this suggested that an

anticoagulant should be administef&d.

Reasons advanced by doctors caring for Mr Brauer ndo administer anticoagulants

82

83

84

85

86

A number of different reasons have been advancedamticoagulants were not in fact

administered.

Other than risks associated with an unsupervisscthdrge, Dr Graffen who actually saw
Paul Brauer and considered this did not see anyraiodications to the use of

warfarin®’

Dr Haasbroek simply said that the AF did not appedse his most pressing problem,
although he accepted that it was possible thatdeeumaware of the A¥.

Dr Weppner stated that the risk of a catheter bpirigd out would have contraindicated

warfarin&

Dr Syed, responsible for Paul Brauer’s care onkyben 27 September and 13 October,
was not considering warfarin on 27 September. He wencerned with the UTY.
However, he stated that given Paul Brauer’s appanability to manage his medication

in the community (and his presenting problem of | With haematuria) he would not

810/2 at 47.

8 10/2 at 56.
8711/2 at 11.
89/2 at 28 & 31.
89/3 at 15.
%10/2 at 43.
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have regarded it appropriate to prescribe Warfarihim in the community* He also
explained that in Leeton it would be too costly aoange for daily district nurse
supervision of the administration of warfaffnHe also suggested that the fact that Paul
Brauer had blood in his urine might have preventd@ administration of

anticoagulantg?

87 Dr. Smith, who performed the TURP in May 2005, gawdence that Paul Brauer’'s

mental state made him unsuitable for Warfafin.
Contraindications to warfarin in this case
Self-neglect or confusion

88 It is clear that Paul Brauer had a history of selfflect in early 2005. He was noted to be
severely depressed in January 2004. By 13 ApridZD0OHaasbroek found him in a state
of severe neglec® He was noted to have psychotic features. His imsapd judgment

were noted to be podf.

89 However, his condition improved in hospital. By 2ne he was noted to be compliant

with medications, but to require encouragemenegarnds fluid intaké’

90 It is clear that there was a continuing risk of-selglect, but it is equally clear that there
were no references to confusion on the part of Bealier in the period leading up to his
discharge on 12 September. Further, he was disetiang a range of medications, with a
clear expectation that these medications wouldeHeagiministered subject to the weekly
supervision of District Nurses and daily calls witbcess Line.

91 Dr. Burman’s view was that Paul Brauer was capab®mplying with medication until
some time prior to 26 September 23fBowever, the evidence was that safe

administration of Warfarin requires a combinatidntite reliable taking of medication

9110/2 at 45.

9210/2 at 45.

9310/2 at 57.

%429/9 at 25

%9/2 at 23 & 1/58.

% 1/68.

971/180.

% Burman addendum report dated 11 March 2009
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92

93

Falls

94

95

96

and compliance with regular monitoring, and theegabf the dosage can be affected by
supervening infection and by changes in diet. &lithese factors may have caused
clinicians to decline to prescribe warfarin despite apparent alibility to comply with a
range of other medications.

There was evidence that one of the services, wéachbe provided by Home Care, was
medication supervisioff. Home care services were, of course, not madealaito Paul
Brauer'® Had a medication supervision service been reqdeités possible that Paul
Brauer could have had the benefit of that serviseaad when Home Care had

availability.

The District Nurses did not have capacity to preval daily medication supervision
service, but could negotiate with others if thasweeded® All of these possibilities
may have been of assistance in ensuring safe agtnaition of Warfarin.

On 15 May 2005 a significant postural drop was daten Mr Brauer got up to have a
shower. He became light headed and unst&¥dy.postural drop was also observed on
26 May 2005:° On the same day it was noted that he had pasgeshowards for no
apparent reasofl” He fell again on 3 Jur€ and was noted to overbalance when
getting up quickly on 14 Jurt€® Metoprolol, noted to have an effect on his fallimgs
stopped on 7 Jurté’

There are no references to falls in the progresssnafter 14 June, save for one episode

when Paul Brauer slipped in the bathroom in LDH.

It would thus appear that from early June 2005 was no longer a contra-indication to

the administration of warfarin.

% RN Bunyan: 11/2 at 41; cf evidence of RN MacMahk/2 at 55.
1909/618

191 RN Bunyan: 11/2 at 42.

1929/195.

1031/144.

1041/145.

1059/153.

1069/173.

1071/305.
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Haematuria

97

98

99

100

101

102

Repeatedly during his stay in WWBH it was notedt thaul Brauer had blood in his

urine.

Up until around 9 June there were reports of blstained urine although around this
time there were also reports of a Ui problems with the catheté’ and there was a

period where bleeding may have been expected foilpthe Trans Urethral Resection
procedure (TURP) on 18 May 2005.

Dr McCready identified this as a contraindication¥arfarin on 9 June 2005. However,
after 9 June 2005 there are no references to hagmat the progress notes at WWBH.
There is no indication that this was brought todttention of Dr McCready, or that staff
at WWBH revisited the decision to defer warfarirheTplan to use warfarin at some
point was not identified in the discharge summaryDH. LDH were thus not aware of

this plan.
In the period when Paul Brauer was in LDH betwe@dine and 12 September

(@) Rose coloured urine was noted on 13 July 200&nwthe catheter was
blocked:*

(b) There was a reference to blood stained urind®duly 2005 around the time
that the catheter was blockét,

But otherwise no episodes of blood stained urieeracorded. Nor did Dr Graffan raise

this as a possible contraindication to warfarin sulstration.

Upon readmission on 27 September Paul Brauer waslglsuffering from a UTI and he

was noted to have blood stained urine with smalis¢t? The Pathology report on 27

108 1/118, 124,

109

€g

1105/652.
115/655.
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103

104

September 2005 notethlood ++++” . Dr Syed explained that these were due to the
UTI.*3 By 30 September it was noted that his urine wearer** The only other report
of blood stained urine was on 11 October.

Dr Graffen’s view was that this would be somethiogause you to hold back for a little
while until the bleeding settled, but that the bleeding problem is due to an infection it
should clear up fairly smartly*®

Dr. Alexander's view was that a minor amount ofoblan the urine would not be a
contraindication for Warfarin but a significant anmb of blood in the urine (such as
indicated by‘blood +++” ) would require consultations with a cardiologistidalance

the risks of bleeding against the risk of not tgkitlarfarin'*’

Catheter

105

Dr. Alexander did not regard the presence of aeatathas a contraindication to

Warfarin1'®

Conclusion as to anticoagulation

106

107

108

The likelihood in this case is that none of the g, Dr Weppner, Dr Sangster or Dr
Syed, ever gave serious consideration to the adtration of warfarin. This was so

despite recommendations that this be considered.

Whilst it is possible that anticoagulation would vea been prescribed if the
recommendation to consider Warfarin from Dr. Gnaffead been given that serious

consideration at Leeton District Hospital, the evide on this issue is not clear.

Dr. Graffen in oral evidence accepted that it wadeaision that required a balance of

factors'*® Professor O'Rourke was clear that even the degfrémmobility which Paul

12Eqg at 2/797.

11310/2 at 47.

1421797,

1152/805.

11611/2 at 19-20.

11729/9 at 3-4

11829/9 at 3.

119 Transcript 11/2 at 11 lines 5 to 15
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109

110

111

showed after 27 September was not such as toyjuksgfadministration of Warfarin. He
was asked by counsel assisting if the degree ofalility noted in the records between
27 September and 13 October was a reason to freswime form of anti-coagulation
and he replied,;

“Not really, | think there was a reason to try anthke him more active because
that was part of the reason for getting him badk ithe community and out of the
hospital.”?°

He explained that there were a number of things wauld make the administration of

anti-coagulant inappropriate, he said;

“l think the worry of his ability to take the drugs to remember to take the
drugs. | suppose in hospital they’re being givemim but | think they seemed to
be trying to get him back onto his feet again s tte had more confidence and
would be able to go back into the community agaid so they would see little

benefit in treating him with Warfarin with anti-cgalants in that period of time

when the same objective could be gained by havmgrove about walk around,

look at things and get out of bed and stop watckahgvision. | think he was tried

to be made active, that's the usual thing that yeahd do in hospital. We don't
put all such patients on anti-coagulant<™

Dr. Johnson had the opposite view that Warfarirukhbave been administered when a
long question was put to him by counsel assistetgrgy out the area of disagreement
with the opinion of Professor O’Rourke that thererevsufficient contra indications to

the administration of Warfarin when he said;

“l don’'t agree with that view. And | should add st mot just Warfarin it is
anticoagulation, so whatever form of anticoagulatio Warfarin or not was
indicated” '

Further, Professor O’Rourke was of the view thatauld have been unsafe to discharge

Paul Brauer on Warfarin with follow up 2 to 3 timear week'?®

120 Transcript 28/9/09 page 60 lines 30 and 35
121 |bid pages 60 lines 45 and 50 and 61 line 3

122

Ibid page 9 lines 5 and 10

123 |bid page 66 lines 17 and 20
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113

114

Given the evidence of the clinicians involved ie ttare of Paul Brauer there was clearly
a difficulty in deciding whether or not to pres@ibWarfarin because of the

contraindications.

If active consideration had been given to preseghkanticoagulation on account of Paul
Brauer’s atrial fibrillation on or prior to 12 Seohber 2005 it is possible that either Paul
would not have been discharged on 12 September 20@b would have been

anticoagulated in Leeton District Hospital, or thmt would have been discharged on
anticoagulants, possibly with provision for morequent General Practioner or hospital

attendances.

This still means that the clinicians treating Pawuld have needed to weigh up the
benefits as against the dangers associated witladhenistration of anticoagulants in

either setting.

Finding

115

Because of the conflict in the evidence in relatorvhether Warfarin should have been
prescribed it makes it difficult in the circumstascto reach a firm conclusion that
Warfarin should have been prescribed to Paul Braitber prior to 12 September or

after his re-admission to LDH on 27 September 2@0Bn on balance of probabilities.

Discharge

116

117

At the time when Paul Brauer was admitted to LDH\pril 2005 he was asked what he
would do if no agency provided support to him. lHsponse was that he would stay
home even though aware that lack of foodstuffs @wdehd to a deterioration in his
physical health and that he might #f&This response was perhaps unsurprising given

the state of self-neglect in which he was found laisgsychotic depression.

It is clear that from an early stage options foulPBrauer’'s discharge were being
considered. On 24 May 2005 accommodation on digeharas discussed with Paul

Brauer?®

124 1/236.
12511142,

23



118 In June 2005 it was noted that ACAT was requirechgeess hostel level care in the
Sydney ared?® and that applications had been put in with thedb@pent of Housing?’
Ms McFarlane, Occupational Therapist, said on 24eJ2006 that Paul Brauer would
require community follow up to review coping skiégd engage him in community
activities'®® It appears that this information was not in faiteg to LDH when Paul
Brauer was transferred, although it is doubtfut thavould have made any difference to
his discharge planning.

119 The involvement of ACAT in this case was somewimfbrmal, given that, at age 64,
Paul Brauer did not qualify for the Commonwealthdad care with which ACAT was
involved. Paul's age thus restricted the availgbitif placements, other than as a last
resort if a community placement were trialled anoke down*?°

120 The plan noted on 15 July 2005 was to wait untlilFarauer had been seen by Dr
Graffen, geriatrician, and that Paul Brauer neetlede time to get over his depressive
episode-*°

121 Dr Hickey, psychiatrist, reviewed Mr Brauer on 1alyJ 2005 and stated that his
psychiatric illness should not keep him in hospaald he could be managed as an
outpatient:>!

122  This was also the view of Ms Brassington, ACAThaligh she candidly stated in her
evidence that nobody was sure whether he actuallyldvor would not manage in the
community with service§*

123 On 13 August it was noted that Paul Brauer wasdischarge to a Department of
Housing house with servicé®

1261177,

271/178.

128 1/180.

129 Brassington 10/2 at 3.

1%92/443,

31 2/451.

%210/2 at 5.

1332/453,
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124

125

126

127

128

Dr Graffan’s view following his assessment of PBuhuer on 24 August 2005 was that
he was not a candidate for an aged care hostelanltl be better off returning to the
community with home help. He also felt he needegclpstric review and case

management from a community mental health workero wdould supervise his

resumption of life back in the normal community.pbession was listed as one of his
current problems, and it was noted that his biggestlem was his perceivedifficulty

in coping back in the community>*

Dr Graffen agreed that because of his depressiondutd have difficulty in coping in
the community;>® but felt that it could actually be more depresdimgPaul Brauer to be

in an aged care facilit}*®

It is clear that throughout his admissions PauluBraexperienced difficulties with his
catheter becoming blockéd.

Margaret Brauer, Paul’'s sister, has at all timesntamed that Paul Brauer required
hostel care. She also requested on 27 July 20@5Ptdnd be transferred to Sydney or
Melbourne to be closer to family, but was told by RicMahon that the hospital could

not arrange thi&*®

The Greater Murray Area Health Service Mental HeRIblicy and Procedure in place in
September 2005 required that a patient have anoppate discharge plan formally
documented and put in place, involving consultatidth Community Mental Health,

prior to discharge, and that discharge and follogv arrangements should be in
collaboration with patients, carers, families artévant health professionals, involving
community teams in the discharge decision if pdesibonsultation is required to ensure
discharge occurs only when support services arplase and optimal. The Greater
Murray Area Health Service Mental Health Policy d&cedure in force in September
2005 also required that a discharge plan be fortmdilen close consultation with the

community mental health worker.

1342/616-7.
13511/2 at 6.
13€11/2 at 9.
137Eg at 2/657.
138 2/661.
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129 These policies were not adhered to in this casethase was minimal direct
communication with community teams prior to disgjearin particular, the system broke
down as regards the involvement of Mr Dow, the camity mental health worker, and
the relevant GP (it is not clear which GP was it tae relevant GP as a number had at

different times been involved in Paul Brauer’s gare

130 The care plan as set out upon discharge, as wrifién the progress not&¥,comprised

the following:
(a) District nurses notified re catheter care.
(b) Scripts and Webster packs organised.

(c) Access Line calls every night for one weekheak he is taking his

medication and is OK;
(d) A worker to call in twice a week for 6 weekliseh weekly;
(e) Pastoral care worker to call in once a week;

(N A doctor’s appointment had been made every Mgrat 10.30 for three

weeks;
(g) Mental Health Worker notified of Mr Brauer'ssgharge.

(h) Home care had refused services.

131 Paul Brauer was discharged on Lacatulose 20 mglail®, Lanoxin .25 daily, Hiprex 1

g x 2 daily, efexor 25 x 2 morning and risperiddneag at night.

132  Dr Graffen’s view, having seen Paul Brauer on 244st, was that second daily nursing
checks would have been appropriae least initially until they were sure that thgs

were running on track**°

133  The situation which in fact transpired upon disgear

13921676-7.
14011/2 at 19.
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(a) It appears that no GP appointments were inrfeadde, and Paul Brauer did
not see a GP;

(b) Paul Brauer was seen by Cecilia O’Rourke on1B3(TV still in a box and
some garbage in the kitchen), 26 and 27 Septenter26 September Ms
O’Rourke identified that Paul had deteriorated, waisin the dark, unshaven, and
with garbage in the kitchen. His TV was still inbax and his fridge was still
off.2*} Ms O’Rourke was clearly not aware of the care fitanMr Brauer or of
the other services he was to be receivffig.

(c) The referral to the district nurses asked feekty checking of the catheter
and general observation but provided almost ndcelirinformation'** This was

the sum total of information provided to the didtmurses on referral as regards
Paul Brauer, although further information was afedi orally latet** A Bunyan,

RN, visited Paul Brauer at home on 15 Septembernateld IDC draining well
from her visual check of the catheter bag havingeadhat urine was in it and
having checked the colotif> and on 22 September when it was noted that he was
managing his catheter and she felt his mood w

(d) On 17 September Paul Brauer attended A&E at LlibHhis catheter to be
changed by Dr Sangster. Dark yellow urine was ntted

(e) Yvonne Brassington made an informal home wsitPaul Brauer on 17
September with her husband. The fridge was nottlion but she turned it on
before she left. The kitchen was cluttered butliviag area was tidy. The TV
was still unpacked but Paul Brauer wanted to waigftable to put it ofi*®

(f) A referral to Bob Dow, CMH worker, was made Agcess Line (not by LDH)
but as no category had been given for the refeimdicating the frequency of
follow up required, he was awaiting further contactd did not contact Mr
Brauer**® Mr Dow’s evidence was that he was not aware oBviuer’s history
of self-neglect, and that no member of staff frodH_got in touch with him as
regards the discharge of Mr Bradat.

(g) Thus, in practice no case management (the nsgmbty of mental health in
this case) was in place.

1412/460-1.

14210/2 at 78.

14321697,

144RN Bunyan: 11/2 at 47.
1SRN Bunyan: 11/2 at 54.
146 2/463.

147 21708.

148 21693,

1492/448.

15010/2 at 71-2.
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135

136

137

138

(h) Access Line telephone calls did take placelasned, although it is clear that
Mr Brauer dissembled during these calls.

(i) Meals on wheels were delivered but for a penor to 27 September were
not even opened.

Paul Brauer clearly did not see a General Praggtiovhilst dischargetf*

No discharge summary was prepared by LDH. No writtare plan was given to all

relevant agencies. Had such documents been prepacedirculated this would have
provided valuable additional information to focusdamange interventions. This was a
failure to comply with the applicable policies ré&iug written communication and

involvement of community agencies to ensure prgpedordinated and appropriately
informed service provision on discharge. Furthleeré was a clear lack of coordination
between the different service providers, so thasside inconsistencies in the

information being provided by Paul Brauer wereidentified.

Despite the fact that Paul Brauer’s trousers wereamd there was a clear deterioration
by 26 September when she saw him late in the afbernMs O’Rourke did not refer
Paul Brauer to hospital. Her explanation for thigswthat t think he was low but he
didn’t appear sick, | asked him if he was sick am didn't respond.**? She did

however call the district nurses early the nextminay.

His deterioration by 27 September was marked. He wet with blood stained urine.
His bed was urinated. The house smelt bad. Mealghegels bags were still in the sink.
His mental state had clearly deteriorated and retaken by ambulance to hospital.

Clearly Paul Brauer would not have deterioratetieaslid if he had not been discharged
on 12 September. However, in the light of the rem@mdations of all doctors who saw
him, there is no basis to criticise the decisionlisztharge Paul Brauer in the light of the
then current treatment plan. The indications wheas his depression was improving and

his medical condition was not such as to keep himoispital.

151 Haasbroek 9/2 at 21.
15210/2 at 83.
15321461 & 2/464.
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Further, whilst with hindsight it would clearly hebeen preferable for Paul Brauer to
have been accommodated in supported accommodatiotne information available at

the time, it can readily be understood why an gtenas made to discharge Paul Brauer
to DOH accommodation with services in place, predidhat those services were
functioning as planned. Indeed up until at leastSEptember it appeared that Paul

Brauer was coping, including with his catheter caréhe community.

It is likely that Paul Brauer’s deterioration woutéve been prevented if he had had
active case management by a properly informed My,0een seen twice weekly by Ms
O’Rourke, and more frequently by district nursesdatheter care, in particular between
19 and 26 September 2005, or would have been efseit extent if Ms O’Rourke had
promptly admitted him to hospital on 26 Septembbanther, if Paul Brauer had had
GP’s appointments arranged as stated in RN MacMahdischarge plan and/or his
attendance monitored and promptly acted upon thes likely that the extent of his
deterioration would have been identified at a GPoagment on the Monday 26

September.

Indeed, it would appear likely that if Paul Bradexd been seen between 22 and 26
September the fact that his fridge remained offivas not eating his meals on wheels,
and his general deterioration would have been ifietht and most probably acted upon.
Further, if Paul Brauer had been subject to a fadace interaction with an experienced
mental health worker in this period there is a ificgmt possibility that a deterioration in

his mental state may have been identified.

Potential relevance of discharge to cause of death

142

The question of the causal link, if any, betwees éRtent of Paul Brauer’s deterioration
between 12 and 27 September and his death thies.aOs the evidence there appears to
be two potential mechanisms of contribution. Thstfis that Paul Brauer's acute UTI
and the consequent immobility from which he suffertearly increased his risk of
Pulmonary Embolus. The second is that during thiemgef hospitalisation between 27
September and 13 October Mr Brauer was clearlytanbally immobile. Both of these

factors are recognised as risk factors for the ldgweent of pulmonary embolus.
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However, much depends upon the extent to whichetlwesditions would have been
prevented had Paul Brauer either not been disciamebeen monitored more closely
during discharge. On the evidence, although itirsde&ctment on the system, no finding
on the balance of probabilities as to a causallietiveen the relatively scant monitoring
of Paul Brauer during the period after 17 Septemtherlack of any trained face to face

mental health assessment, or the lack of any @Rdehce, can be made.

Cause of death

144

145

146

147

148

Mr Brauer clearly suffered from Pulmonary Embolcaising his death.

In the light of the uncertainty identified aboveis not possible to reach any conclusion
on the balance of probabilities as to the causdrdBrauer’s Pulmonary Embolus, which

caused his death.

There are three possibilities. First, a DVT priyagaused by immobility. Second, a
DVT caused in part by immobility and in part by gdish circulation secondary to urine
retention. Third, pelvic thrombus.

The deep vein thrombosis, if that was the causatigehanism, could have been present
for some time and it is not possible, even thoumimeel for the family suggest that | can
find that the clot probably formed four to ten dégore Paul died, to reach a conclusion

on that issue.

Although a number of failures and deficiencies e tsystem and in the care and
treatment of Paul Brauer have been identified dutinis Inquest 1 am unable to

conclude that those failures and deficiencies doutied to Paul Brauer’'s demise.

Formal Finding

| FIND THAT PAUL JUSTYN BRAUER DIED ON THE 13 OCTOB ER 2005 AT
LEETON DISTRICT HOSPITAL FROM A LARGE PULMONARY EMB OLUS THE
ORIGIN OF WHICH THE EVIDENCE ADDUCED DOES NOT ENABL E ME TO SAY.
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Recommendations

149

Paul Brauer required the attention of a numbereailth professionals covering urology,
cardiology and mental health. There was no onsgmewho was charged with being
responsible for his overall health whilst in eithgagga Wagga Base Hospital or Leeton
District Hospital had there been one it may haveiséed in disseminating vital

information between those health professionals assilsted in formulating a care plan

both inside and outside hospital.

(1) I therefore recommend the appointment of an oveall person to be responsible for the

holistic management of patients, such as Paul Brauealuring their admission to

Wagga Wagga Base Hospital and Leeton District Hostail.

(2) | recommend the appointment of an overall perso to be responsible for the

implementation of the Leeton District Hospital's phns/policies in relation to patient

discharge (such as Paul Brauer’s discharge).

150
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| thank my counsel assisting Kristina Stern and &arhazzarini of the Crown Solicitors
office and | also acknowledge the work done by@ffcer in Charge Detective Senior
Constable Christopher Nocente in preparing the cehgnsive brief of evidence in this

matter, which was not an easy task, and | will @nwy views to his superiors.

Finally I extend mine and the courts sympathieRaal's sister Margaret Brauer and his

family for their sad loss.

M.MacPherson

Deputy State Coroner
13 December 2010
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