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SYDNEY CORONERS COURT

Inquest into the death of

nquest: |saraelu PELE

File number: 2285/07

Hearing dates: 22-26 February, 1 March 2010

Date of findings: 31 May 2010

Place of findings: Sydney Coroners Court, Glebe

Coroner: Deputy State Coroner H.C.B. Dillon

Findings: | find that Isaraelu Pele died at Bankstown Hos$phNaw

South Wales on 18 December 2007 as a result of tialct
meningitis that had not been diagnosed by a nuaiber
clinicians who had examined him.

Recommendations: To the Minister for Health:

1. Irecommend that the Royal Alexandra Hospital fo
Children (the Children’s Hospital at Westmead) and
the Sydney South West Area Health Service review
their guidelines to provide for the assessmenteloyos
staff of children presenting with any signs of toi
before such children are discharged,;

2. | recommend that the Children’s Hospital andaAre
Health Service review their guidelines to provide f
annual training of clinical staff in Emergency



10.

11.

Departments in relation to the detection of meriggi
including the possibility of children presentingtmout
signs of meningism and with normal vital signs, and
relation to the appropriate tests to be conducted;

| recommend that the children’s Hospital andaAre
Health Service review the efficacy of CRP and other
tests, whether alone or in combination, in imprgvin
the diagnosis of serious bacterial infection;

| recommend that the Children’s Hospital andaAre
Health Service review the literature concerning
meningitis they distribute to parents (or carers) o
discharge of children with any sign of toxicityhd
document given to parents ought include clear,
succinct instructions on what to look out for ahd t
importance of returning immediately to a doctor if
signs or symptoms are seen.

| recommend that the Children’s Hospital andaAre
Health Service the consider amending their triage
guestionnaires to include an inquiry as to the nermb
of recent attendances made by children at hospitals
on General Practitioners in relation to the satnesks.

| recommend that the Children’s Hospital andaAre
Health Service consider amending their triage
guestionnaires to include an inquiry seeking to
measure the degree of parental concern.

| recommend that the Children’s Hospital conside
whether a measure of “parental concern” can and
should be built into its computerised diagnostm to
for serious bacterial infection.

| recommend that NSW Health consider rolling thiat
Children’s Hospital's computerised diagnostic ttol
all NSW hospital Emergency Departments.

| recommend that NSW Health consider ways ircvhi
the Children’s Hospital’'s computerised diagnosbial t
(or a suitable version of it) may be made available
primary carers.

| recommend that, if it has not already donets®
Children’s Hospital consider developing a training
module in which clinicians not only discuss but
practicethe diagnosis and treatment of rare but serious
bacterial infections in simulated settings.

| recommend that, if it has not already donets®
Children’s Hospital consider formally integratirtget
study of cognitive bias and error into its teachamgl
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training syllabus concerning differential diagnosis
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REASONS FOR FINDINGS
Introduction

1. The Greek playwright Euripides wrote, “What dezgain can mortals bear than this: to
see their children killed before their eyds®ai and Lila Pele have had that terrible
experience watching bacterial meningitis slowly tikir much-loved 8-year old son
Isaraelu, known as “Elu”, over a few days leadipga his death in Bankstown Hospital
on the night of 18 December 2007.

2. Heightening the tragedy and sadness of thisisabe fact that Mr and Pele were careful,
vigilant parents who sought medical attention for #fom the time he became sick on 14
December until he was at death’s door on 18 Decernilespite the attentions of a
number of doctors, his fatal illness remained ugesed until an autopsy was conducted

following his death.

3. Meningitis is an inflammation of the leptomeresgr the inner membranes that enclose
the brain and the spinal cord. Meningitis may depelery quickly and bring on severe
signs and symptoms within 24 hours. Bacterial mgitis is well-known to be a disease
that has a high morbidity and mortality rate if detected and treated sufficiently early.
Suspected meningitis is a medical emergency. Urttlebacterial meningitis is almost
always a fatal diseadeOn the other hand, most bacterial meningitisgmesions are not
acute but symptoms develop over a number of d@ywe estimate is that about 75 per
cent of patients suffering from meningitis fallarthis category. The slower onset of
signs and symptoms, however, does not reduce gemcy of the need for diagnosis and

treatment.

4. Following Elu’s death, his parents requestedraral investigation. They raised a
number of questions about his care and treatmargarticular, they felt that Elu’'s
condition had not been appropriately addresseddffyat Bankstown and Westmead

Children’s Hospitals when he was presented thetiedrdays before his death.

5. One of the purposes an inquest may serve ddiesas and, if possible, allay the
suspicions and fears of family members of the pevgloo has died, as well as the
concerns of the wider community. Unexpected odeuddeaths raise troubling questions

and issues. Civilised societies know that whairisaone of its members may harm many



others. Coroners, for centuries, have soughbssvar some of those troubling questions

by exploring the facts that can be discovered.

A proper inquest is neither a witch-hunt nortatewash but a search for truth. It is
intended to be an independent, objective examinatiche available evidence relating to

the circumstances of a person’s unexpected or uraiateath.

A coroner’s primary task is, if possible, to radkrmal findings concerning the identity
of the person who has died, when and where thé deak place and the cause and
manner of death. Death is a process which culesnata final shutdown of our hearts
and brains and respiratory systems. In seekingderstand the “cause of death” a
coroner attempts to identify the physiological amedical problems the person suffered

which directly contributed to that ultimate event.

The phrase “manner of death”, as far as a coisrmncerned, relates to the
circumstances in which the process of death toakepl The coroner asks, “How did this
death come about?” The manner of Elu’'s deathtfamdessons that can be learned from

it, has been the focus of this inquest.

The issue for this inquest

9.

10.

11.

The principal questions for the inquest are viiagdpened and why the gravity of Elu’s
illness was not recognised until too late despigefact that he was seen on a number of
occasions by two experienced General Practitiomedsin the Emergency Departments
of two hospitals. There is no dispute about Eidéntity, where or when he died, or the

physiological cause of his death.

A coroner has a discretion to make recommeniatielating to the death if he or she
considers them to be appropriate. | propose teensakiain recommendations. They are

outlined and discussed below.

Before | go on to discuss those questions, liewyé is important to say something about

Elu himself.



Elu Pele

12.

13.

14.

15.

Mr and Mrs Pele are Samoans who came to Aisstlikdle many hopeful immigrants, to
give their children a chance of a better standétling than they could give them at

home. The Pele family are strong and affectiot@t&rds one another.

Elu was born on 6 December 1999 and was osi children. He was described by his
mother and his brother Pao, who supported her gtin@ hearing, as a very active boy
who “loved life”. He was a talented sportsmanyplg basketball and rugby, and

representing his school in athletics.

His mother described him as “the handsome agttlyboy of the family”. Indeed, his
photographs show him to have been a very good+hgolzoy. He was charming and an

integral part of his Samoan community and his dhaangregation.

The pain of losing Elu in such tragic circumsts has been very difficult for the family.
Mrs Pele wrote that the family visited his gravemsweek and that “his image in the

remaining moments of his short life will never loegotten.”

What happened? A chronology of events

16.

17.

Prior to his death Isaraelu had attended tted lnedical centre and saw a GP on three
occasions — on 14 December 2007, when he saw DgsJRoovaiah; on 15 December,
when he saw Dr Baljit Chugh, who had been IsaradBP since February 2002; and on
17 December, when he again saw Dr Chugh. He wagaltsn by his parents to hospital
on three occasions — on 16 December to Bankstovepikét; on 17 December to the
Children’s Hospital at Westmead; and on 18 Decertibthe Bankstown Hospital when
he was noted on arrival to have had a cardiactaEgen after his death at Bankstown
Hospital on the evening of 18 December, the catibesaeath was not identified. The

report of death to the Coroner indicates that these of death was unknown.

These events must be considered in greatdt. dasgaCounsel Assisting submitted in her
opening address, however, the fact-finding exersiskficult in this case. The events in
guestion took place over three years ago. In thst imonest of witnesses, memories fade

and fragment. They can be reconstructed long #ifeeevent but sometimes with details



18.

19.

missing or inserted in the story at the wrong pdametimes. Honest witnesses can, with

the best of intentions, make mistakes.

It should be noted at this stage, however,ttieparents of a child are naturally likely to
pay him closer attention for longer than a busgiclan who has many patients to
examine and care for. The loss of a child is &rdidy memorable event and it is likely
that the lead up to it will also be rememberedangé measure by vigilant, caring parents

such as Mr and Mrs Pele.

The clinicians involved in this case were aly people seeing and caring for numerous
patients. Their statements, in most cases, weaped some months after Elu’s death.
In Dr Poovaiah'’s case, his statement was made dl@ouronths later. Where there is an
inconsistency between the contemporaneous clinmals and the statements of the
clinicians it seems likely, as Counsel Assistingraiited in her closing address, that the
clinical notes are the most accurate record bot#lws signs and symptoms and of
examinations and assessments conducted. Thigasially so where comprehensive

notes were taken. Unfortunately, however, that nasalways the case.

The first presentation 14 December: Dr Poovaiah

20.

21.

22.

23.

Dr Poovaiah was working at the Primary HealtéheQMedical Centre in Bankstown as a
GP when Elu was brought by his father to the clonicl4 December due to vomiting.

Pao Pele was also present.

Dr Poovaiah was seeing Elu for the first til@o and Lila Pele recall telling Dr
Poovaiah that Elu had been vomiting, that he wagating or drinking and that he was
complaining of headaches. Dr Poovaiah flashedh llgElu’s eyes. He examined Elu’s
throat and abdomen and detected no abnormality.

While he felt Elu’s brow, he did not take a parature as he had broken his thermometer.
Despite the symptoms he had been told about, whight have indicated a bacterial
infection, Dr Poovaiah did not think to borrow @tmometer from another doctor or

from the general supply available in the clinicis Hote-taking was, to put it mildly, less
than comprehensive. Although, ultimately, thesic@acies probably did not affect the

outcome for Elu, this was inferior practice for@ctbr as experienced as Dr Poovaiah.

Elu’'s father, Mr Lila Pele, stated that, usimg son Pao as an interpreter, he had told Dr
Poovaiah that Elu had been vomiting after eatindpbtwalds food, was not eating and



24.

25.

26.

drinking very little, was dizzy, had headaches ariever. Dr Poovaiah’s sparse notes of
the visit record: “Complained of vomiting since mayMcDonalds Hamburgers last
night. On examination throat abdomen. No abnormdgtected.”

Although he agreed in cross-examination by seufor the Pele family that
gastroenteritis would ordinarily be expected tabeompanied by diarrhoea and
abdominal pain, his diagnosis was probable foodguong. He appears to have reached

that conclusion quickly and gave little suggestamgattempted differential diagnosis.

Differential diagnosis is the process of wenghihe probability of one disease accounting
for a patient's signs and symptoms rather tharhanofThe clinician uses the evidence
gathered from the medical history of signs and spmg together with a physical
examination to develop a list of possible causab@tlisorder from which the most

likely may be chosen as a diagnosis or as thargigroint for further investigations.

Dr Poovaiah prescribed an anti-emetic drugeatthe symptoms. It seems likely that
Elu’s history of having eaten fast food was a digant factor in Dr Poovaiah’s
diagnosis. He ordered no pathological tests tdicoror refute his theory, nor does he
appear to have explored the history to determinetidr other members of the family
had also eaten fast food and suffered similar i@@&t Mrs Pele’s evidence is that
McDonalds food was ordered for the whole familypa#t from Elu, no one else became
sick. This might have caused Dr Poovaiah (andratlwcians who were attracted to the
theory of gastroenteritis) to question the hypathes

The second presentation 15 December: Dr Chugh

27.

28.

Mrs Pele was still concerned about Elu theofelhg morning, 15 December. She
returned with him to the clinic. This time theynsBr Chugh, their regular GP. Dr
Chugh candidly admitted that he does not inclubtidethils of a history in his records and
that he was reliant upon his progress notes afute fresentation and the history from
Mrs Pele. He also frankly conceded that he hadeasan to doubt that Mrs Pele was

correct as to her account of the history.

Mrs Pele said that she told Dr Chugh that Eldi ot been eating, appeared to have a
temperature, was tired and was complaining abouhgdeadaches. Dr Chugh examined

Elu’s throat, took his temperature, and testedhémk stiffness. From the neck stiffness
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30.

test it is clear that he attempted a differentiagdosis to assess the possibility that Elu

had meningitis.

His only notes recorded: “No vomiting feelsteescript no dehydration panamax”. He
prescribed Panamax (paracetamol) to be taken im2#8 ml doses. He said that if Elu
had had a temperature he would have recorded gakdethat he did not suspect
meningitis at that attendance. Following this pnésston, according to Mrs Pele, Elu was

given regular Panamax in 5 ml doses.

Despite the dosages of anti-emetics and paracét Elu continued to display signs and
symptoms of illness. On the evening of 15 Deceniiieattended a Christmas Carols at
his church but was too sick to participate. MreREscribed him as vomiting two or
three times that day, rubbing the base of his laeaaind his neck and looking very tired.

He seems from her description also to have beeakibg slowly.

The third presentation 16 December : Bankstown Hiap

31.

32.

33.

34.

The following morning, a Sunday, the Pele fgmiént to a church function. Elu
travelled with his family to the function but redsto eat and only sipped a little water.

He stayed in the family van sleeping much of theeti

Later that day, however, he vomited blood. felieer took him to Bankstown Hospital at
about 6pm that evening. The failure by cliniciabshe hospital adequately to investigate
the possibility that Elu suffered from meningitiasvone of the lost opportunities to save

his life.

On presentation at 18:03, Registered Nurse Bxédnthe triage nurse, noted that Elu had
been vomiting for three days, had had no food mtak diarrhoea, only minimal food
intake, blood in his vomit, fevers for three dayagd been vomiting three to four times a
day, and that he was pale and lethargic. His fexer 36 on arrival but rose to S&ét

2035 and was still at that level at 2115.

Elu was examined at some time around 2000 8 B9Dr Uzma Rasheed, an intern.

Mrs Pele arrived during this time. Dr Rasheed taaletailed history from Mrs Pele
which included the details set out above, but #iabthe fever was associated with the
headache, and that there had been decreased utjng.&She recorded Elu’s temperature
as being 382 On examination, Elu was noted to be lethargiety and pale. He had no

abdominal tenderness. Dr Rasheed noted that Eft’edr was inflamed but no discharge

10
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36.

37.

38.

39.

40.

was seen. Although it is not recorded in the nates likely that Dr Rasheed was told
that the vomiting had commenced after Elu had elsieidonalds fast food because this is
noted in the discharge letter given to Mrs Pelerlttat evening.

At some time after this initial examination Rasheed discussed Elu with Dr Rosemary
Govender, then a career medical officer, who washpervisor that evening. A
management plan was arrived at involving a tridlwéls, Panadol and urinalysis to rule
out a urinary tract infection. This plan of managetncatered to Dr Rasheed’s

provisional diagnosis of gastroenteritis.

Uranalysis was performed and showed trace kstfindicating that Elu had not been
eating) but no other abnormality. Elu was givendiol 400 mg at 2035 and probably
was also given Nurofen but at what time the notesat record.

The clinical notes record that at about 222Bstemperature had come down to 36.4
His vital signs seemed to be encouraging and soeyemparently not Dr Rasheed, noted

that Dr Govender would review him.

At an unrecorded time after 2225, Dr RasheedEa again. She recorded that he
continued to complain of a headache in the fromtal occipital region, but that he had
not vomited since 1730. She continued to advisgarents to “push for fluids” to

rehydrate him.

Some time later, (the time not being recordetthé progress notes) prior to discharge, Dr
Rasheed again saw Elu. She recorded that his ¢leatiad improved and again noted
that he had not vomited since about 1700. Shelr{otewhat basis is unclear), “mother
did not give adequate analgesia over the last feyg’dand urged Mrs Pele both to push
Elu to take fluids and to give him regular Panadsihe also advised her to bring him
back if the headache did not improve. The lagstyantthe notes records, somewhat
cryptically, “mother wants to go home”. (Therens suggestion, however, that Mrs Pele

took Elu home against medical advice.)

Although a history of headaches, fevers fogdhdtays and vomiting were noted in it, Dr
Rasheed’s discharge letter offered a diagnosisilgfaf “viral infection” and did not
explore or speculate about any differential diagsaseeding follow up. The letter

advised the GP that Mrs Pele had inadequately rgticElu with analgesia. She also

11



41.

42.

43.

44.

45.

advised that Elu had felt better after being raogiWurofen and fluids. She suggested
that the GP review Elu the following day and eneger“oral intake” of fluids.

The question whether the doctors had considardéxamined Elu for signs of
meningism was a matter of some contention. Dr Gdgeappears to have made no
entries in the notes at all. Dr Rasheed made tesradout examining Elu for signs of
meningism. Both doctors made statements some mafidrshe events and both gave

oral evidence at the inquest.

In her statement of 21 February 2008, Dr Raskagal that on examination she had found
the various signs and symptoms recorded in thealinotes referred to above but added
that she had observed that Elu had had “no neitkests” and “no rash”. Regrettably,
because she made no note of these negative findingsinclear whether this assertion
was a later reconstruction or whether she hadat tested Elu for signs of meningism at
that time. In her oral evidence, Dr Rasheed indiftat she had conducted these tests and
also added that she had tested Elu for photophdigain, if she did so, it was not

recorded.

In her evidence, Mrs Pele made no mention ofiging tested for neck stiffness at the
initial examination. She stated, however, thatesdime after 11pm, that the doctor who
had conducted the initial examination had then ootetl a test of that nature. This must
have been Dr Rasheed. That test apparently t@de [ghortly before Elu was
discharged. Once again, there is no record atebeang conducted or of the negative
findings.

Dr Rasheed, perhaps unsurprisingly, had no odeallection at the inquest of the events
of 16 December. It had been a busy night in therfgency Department and, at the time
Elu presented, she did not consider him to be gyaNeThere was no particular reason
to recall what she had done until Elu died. Theesevere not comprehensive and could
have provided only limited assistance in refresiiagmemory. Even two months
afterwards, when she wrote her statement, the psaafereconstructing memories had

probably been well under way for some time.

It is evident, nevertheless, that Dr Rasheeldah#east turned her mind to the question of
meningitis at some time that evening. Apart frame or possibly more tests for
meningism (neck stiffness, photophobia, rash), Mawneshe conducted or ordered no

other tests specifically designed to exclude matiggin particular, despite the fevers,

12



46.

47.

48.

49.

50.

51.

headaches and other non-specific signs and symgt@hElu was exhibiting or

reporting, no blood tests or blood cultures werered.

In cross-examination she conceded, with thefitesf hindsight, that Elu had been
showing at least some of the signs of toxicitymwing, fever, headache, pallor, anorexia

(a refusal to eat) and dehydration.

The NSW Health Clinical Practice Guidelines'Aoute management of infants and
children with fever” set out four basic tests ofitaty in an easily remembered
mnemonic: A B C D standing for Arousal, alertnesgjvity; Breathing difficulties;

Colour and circulation; and Decreased fluids in aad The guidelines state:

Abnormality of any of these signs places the child at high risk of serious illness. The
presence of more than one sign increases the risk. A ‘toxic’ child appears drowsy,
lethargic or irritable, pale, mottled and tachycardic. Children with these signs must be
seen urgently, investigated and treated as a priority."

Dr Rasheed was also cross-examined about dpegition, drawn from a medical text on
emergency medicine, that it was inappropriate &gulbse gastroenteritis if no diarrhoea

is present. The authors, Professor Gary Brévaned Dr Bruce Fash&remark:

Gastroenteritis is a common childhood complaint, the commonest complication of which is
dehydration... Most cases will be viral... Signs include vomiting, diarrhoea, fever and
abdominal pain... Beware of attributing vomiting without diarrhoea to gastroenteritis.
(Emphasis added.) "

Dr Rasheed disagreed with this and said thattaatice a doctor does not always see the
classical signs of gastroenteritis when a patiessgnts with it. She said that diarrhoea

may take some time to develop.

This was troubling evidence. The experienat@learned authors is far more extensive
than that of Dr Rasheed. Dr John Raftos gave agiléhat the delay would be at most
hours not days as Dr Rasheed thought. | prefer dipemions to hers on that point. Her
claim unwittingly suggests that Dr Rasheed may mieliagnosed, and still be

misdiagnosing, illnesses as gastroenteritis dureaidequate differential diagnosis.

Dr Rasheed was a relatively inexperienced dodppropriately, she discussed the case
with Dr Govender. Regrettably, however, neithectdomade comprehensive clinical
notes of that discussion. The notes suggest th@&dvender reviewed Elu at that stage
after which a plan was formulated. The two docthosvever, said in their statements
that Dr Govender did not review him until some tilaer. No notes were made by either

doctor of that review.

13



52.

53.

4.

55.

56.

In any event, according to Dr Rasheed, afterrtigal examination, and during the first
discussion with Dr Govender, she indicated to Dvésaler that her provisional diagnosis
was viral gastroenteritis, with Elu’'s headache peiacondary to dehydration. They

formulated a plan including urinalysis, a trialfloids and analgesia.

According to Dr Rasheed’s statement, the asageas to take the form of both Panadol
(paracetamol) and Nurofen (ibuprofen). The clihieates of the plan mention only
Panadol but the medication notes show that NunefEngiven to Elu but not at the time
he was first given Panadol. This is another irtthceof the problem of reconstruction in

her evidence.

Concerning the later review, Dr Rasheed stidu@idshe and Dr Govender had found Mrs
Pele and Elu asleep in a chair when they arriveé\tew him and had woken him. Dr
Govender stated that this review had taken plaeb@it 2200. She said that she had
taken a history from Mrs Pele. According to Dr @oder, Mrs Pele told her that she was
concerned about Elu’s poor oral intake over the fese days, that he had intermittent
fever and vomiting and an episode of “loose stool3i Govender also said that Mrs Pele
had told her that “with the decreased oral intdke][had developed a mild headache but
had not taken any analgesics. They also spoket &mlast episode of vomiting.

Dr Govender said that she had then examinedrtifound that he was easily rousable,
said that he had no headache or pain, he wasaldspgond to her questions and able to
recognise his mother. She said that her clinikah®nation found no rash and no
photophobia, his Kernig's and Brudzinki's sijhsvere negative, his neurological signs
were normal, his Glasgow Coma Scale was 15/15 @Qyend he had no neck stiffness
or pain. She also said that he had had a mildignmed pharynx, normal tonsils, normal
eardrums and no cervical lymphadenopathy. She foisidhest to be clear, he was well-
perfused and had a heart rate of 80. She alsalfoum to be afebrile. Significantly, she
found that his abdomen was soft non-tender, waslistgnded and that there was no
organomegaly (enlargement of abdominal organsheirstatement, Dr Govender said
that during the examination Elu had reported timhkadache had recurred. She said
that she had recommended that he stay in the Enmrdg@epartment for further

observations and had requested a urine samplerfeersng.

She stated that she had reassessed Elu atZz&3tuand found him to alert, non-drowsy,
afebrile, comfortable and well-perfused. She #aad he reported that he no longer had a
headache and that she concluded that he had resptmfluids. The urine sample had

14
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58.

59.

60.

61.

come back negative by that time. She said thainmgression was, therefore, that he was

suffering a viral infection that had improved wrgthydration.

Dr Govender said that she had told Mrs Peleitlidu’s headache persisted the hospital
would need to reassess him and “consider undegaklnombar puncture”. She also
stated that “I told her that a lumbar puncture watswarranted at this time but we needed
to keep Isaraelu in the Emergency Department tatmoinim and reassess him at a later
time.” She said that she had recommended furtigasia and fluids. She said that she
had asked Dr Rasheed to document the clinicalrfgeland these discussions, to review

Elu later and to explain what was involved in a hanpuncture.

For a number of reasons, | cannot accept shisiaccurate or reliable account of what
occurred. First, Dr Govender, in her oral evidemsade a poor impression as a witness.
While this may, in great measure, be attributable witness’s understandable
nervousness and to her natural remorse for theofasgyoung patient, her repeated
inability to answer questions immediately or dihgainplied both that she had very little
clear recollection of the events in question arad thuch of her evidence was consciously
or sub-consciously being reconstructed as sheiggaVéhile demeanour evidence is not a
decisive measure of a witness’s reliability, takegether with evidence that is plainly
wrong, it may have a powerful effect. In examioatby Counsel Assisting and cross-
examination by counsel for the Pele family, Dr Guier was a hesitant, defensive and
very uncertain historian of the events of 16 Decemb

Second, the impression of unreliability hed eradence presented was strengthened by

the almost complete absence of clinical notes aonag her reviews of Elu.

Third, some of the history and observationspirported to recall are inconsistent with
what is recorded in the notes. The triage notesrded “nil diarrhoea”. Apart from Dr
Govender’s claim that Mrs Pele had mentioned “Iagisels”, all the other evidence in
this inquest, including the history taken by Dr Reesd, suggests that Elu did not have
any episode of diarrhoea. Dr Rasheed’s recordsdreations included the fact that Elu’s
left ear was inflamed, yet Dr Govender claims thiatears had been normal to her

observation.

Fourth, some of the observations concernin¢sielegree of alertness and rousability are
very inconsistent with the evidence of the familyreeir own observations over a

sustained period and with the objective fact tHatviias, by 16 December, a sick child

15



62.

63.

64.

65.

66.

almost certainly suffering meningitis at that stage with the observations made by the
triage nurse that Elu was lethargic on presentatidrs Pele’s recollection is that Elu
was very slow to respond when attempts were mad@ke him at Bankstown Hospital,
that his eyes were repeatedly blinking and rollengd that he had difficulty sitting up.

While there is, of course, some degree of stibjy in the judgments expressed by the
doctor and the parents, his mother knew Elu mudieibthan the doctors. The weight of
evidence indicates that Elu was far more lethatgao Dr Govender suggests
retrospectively. If she really now recollects axpression that Elu was alert and non-
drowsy, it is likely to have been because his sgmgtimproved as a result of analgesia

and fluids.

Counsel for the Pele family enumerated sevehar reasons why | should reject her
evidence. Having made the points | have above,utnecessary in proceedings of this
nature to take them up further except to reitettzde | do not regard Dr Govender as a
reliable witness where there is a conflict betwenrecords or recollections of Mrs Pele

and Dr Govender’s account.

Despite the difficulties in gaining an accurngiture of what happened at the hospital, it
is clear enough that decisions were taken, prolabiyly by Drs Rasheed and Govender,
to prescribe both Panadol and Nurofen, althougR&sheed says that she did not intend
both to be administered together. Dr Rasheed saidveuld only prescribe both if there
was a high fever which was not responding to theaBal. Dr Govender said that
Nurofen would have been prescribed to make Elu roomefortable if he had already
been given a dose of Panadol. The inference franahhough not accepted by Dr
Govender, is that Panadol had not been effectiveake Elu comfortable. This is

suggestive of continuing headache that is, in aeyg recorded by Dr Rasheed.

Both Drs Rasheed and Govender appear to hbee vpon Elu’s improvement following
a trial of fluids and Panadol, and the negativdifig on the neck stiffness examination,
as effectively rendering a diagnosis of meningitiikely. Both, however, agreed that it

could not be ruled out.

Meningitis must have been in the forefrontha&it minds, however, because the evidence
of both doctors and Mrs Pele is that consideratias given to a lumbar puncture if Elu’s
headache did not improve. This makes it all theenpuizzling that a blood test and

culture was not ordered that evening. | will dssthis further below.
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67.

The discharge letter given to Mrs Pele to ¢iiveer general practitioner recorded a
diagnosis of “viral infection”. The onset of vonmg after Elu had eaten McDonalds food
was specifically mentioned although the diagnosigral infection in the discharge letter
suggests that Dr Rasheed was not thinking of faosloping as the cause of Elu’s
symptoms. There was no mention of lumbar punctugd meningitis. The diagnosis of
“viral” infection also suggests that Dr Rasheedutitut that a diagnosis of a bacterial

illness was unlikely but she clearly had not exelid.

The fourth presentation: Dr Chugh 17 December

68.

69.

70.

The next day, Monday 17 December 2007, Mrs'$eledence is that Elu was unable to
walk. He vomited blood. He continued to complairaafore head at the front and the

back. Mr and Mrs Pele took Elu first to see Dr Chug

Dr Chugh noted that Elu was afebrile and heghded hospital the previous evening. Dr
Chugh recalls Elu’s eyes opening and closing slowtys corroborates Mrs Pele’s
account of Elu’s presentation and was a sign bhlely, an important indicator of

toxicity. On being told that Elu had vomited blodbd Chugh advised Elu’s parent to
attend the Children’s Hospital at Westmead urgehtlyfocussed particularly on Elu
having vomited blood and said that his priorityhnse circumstances had been to get Elu

to hospital.

He did not turn his mind to other possibly warg issues. The discharge letter he wrote
said simply*Thank you for seeing Mast Isaraelu Pele, who hasrbvomiting and has
blood this morning when vomited. He is pale ands[laild to moderate dehydratitin

The envelope, but not the letter itself, was markedent”.

The fifth presentation: Westmead Children’s Hosplith7 December

71.

72.

Following Dr Chugh’s advice to them, the Pétexk Elu to the Westmead Children’s
Hospital immediately. They arrived there at abdid. Elu was seen to be lethargic and
was placed in a wheelchair in the Emergency Depantnit may be reasonably inferred

from this that he was observed to have had diffycwialking at that stage.

Elu was triaged by Registered Nurse Rosemang Bavery experienced paediatric
nurse. Nurse Bang gave frank and thoughtful evidemz was for this reason an
impressive witness. She explained that she haduobed the triage by responding to a

series of prompts on a computer screen in assesgnuatient in front of her. One
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73.

74.

75.

76.

77.

particularly candid aspect of her evidence wassteement that she would exclude a

diagnosis of meningitis in a child without necKfstess.

| digress to note that this was also eviderfié@ @heresa Ho who saw Elu later that day.
It is a candid acceptance of the reliance place@uod priority given by medical staff to,
signs of meningism despite clear emphasis in tidetjoes upon the fact that the absence
of meningism does not exclude a diagnosis of métistigRN Bang also candidly
accepted that, in assigning a triage categoryealiid, she would not have regard to
whether or not a child’s symptoms were being maskeRanadol. She also accepted that
she had not asked why Elu was in a wheelchairpadth she accepted that that could be
significant information in an assessment of hispn¢ing condition. She did not ask if he

had attended another hospital during the couréésaliness.

RN Bang recorded that Elu had been vomitingifiproximately one day and that he had
vomited blood. She accepted that this descriptiag erroneously have referred just to
the duration of vomiting blood. She noted that Md #Mrs Pele told her that his fever
over the preceding 24 hours had been 38 =388 describes him a pale and lethargic,

but rousing easily. She entergghstroenteritis viral” as the presenting problem.

Triage nurses, while usually experienced peifesis, are not charged with the ultimate
responsibility of diagnosis. Their views, no mattew cogent, are, necessarily, at best
tentative and preliminary opinions. Neverthel@sspuld be unrealistic to dismiss those
opinions as lacking influence in relation to therohte diagnosis. At the very least, the

opinion of an experienced and respected triageesnuosild provide the examining doctor

with a starting point for a differential diagnosisthe presenting problem.

A tentative diagnosis by a triage nurse mayittimgly give rise to the cognitive or

logical error of “anchoring”, that is, the over-ualg of first impressions or one
hypothesis to the exclusion of other realistic fmkses.” Whether or not that is what
happened in this case is difficult to determinedse cognitive errors are, of course, not
made consciously. In any event, the working diagndsveloped in the hospital after Elu
was seen by doctors, and with which he was diselgadjd not alter from the tentative

opinion offered by RN Bang at triage. This is ssuie | will consider more fully below.

While at the hospital, Elu was seen by Dr Motread Rahman, a Senior Resident

Medical Officer and Dr Ho, a Senior Paediatric Bégir. Dr Ho discussed his case also
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78.

79.

80.

81.

82.

with Dr Doyle, an advanced trainee in paediatrieegancy medicine working as the

fellow in charge of the Emergency Department tlftzraoon.

On initial assessment by Dr Rahman at arouid E3u was noted to look sick and
lethargic. His temperature was 37.Ble was noted to have been vomiting since eating
McDonalds food on the previous Thursday (it washi®n Monday) and to have been
unable to tolerate any fluids or solids since thé@was not thirsty. He had no diarrhoea,
He was dizzy. There was no one at home with diaatar vomiting. Dr Rahman entered

as his provisional diagnosi&miting and/or nausea — non-specific

However, when he discussed the case with Dindfete McDevitt, the on-call general
medical registrar at the hospital that day, afearnig obtained a high blood sugar
reading, he told her that Elu had gastroentektesdid not discuss Elu’s symptoms
generally with her and did not indicate any sugpidhat Elu had meningitis. Dr

McDevitt indicated that it was very unusual to le@sulted in this way as she was not on-
call in the Emergency Department. She was genevally contacted in order to arrange

admissions, although it does not appear that Dnigahever considered admitting Elu.

Dr Rahman may or may not have tested for sijnseningism. His evidence was that he
did but, if so, he did not record it. He gave ewickethat he was not told about a
headache. It is more likely that he did not askpheents specifically if Elu had a
headache because it is inconceivable that theydamot have told him about it if he had
asked. He may or may not have been aware thatdeldéen to the Bankstown Hospital
the previous night. Mrs Pele says that she tol&®&mwman this. Dr Rahman did not record

any notes concerning previous attendances at hatspit GPs.

Mrs Pele also described Elu lying with a pillower his head whilst the history was being
taken, and when asked to get up sayiimg too tired, my head mum, | can’t walkThis
was not noted. Dr Rahman may have been focussimgsdgping during this exchange.
Mrs Pele said that she had had to help Elu toditet.t This also went unrecorded.

Dr Rahman said in oral evidence that when laenexed Elu there were no signs of
toxicity and that he did not assess Elu as beitey jtas not clear whether or not Dr
Rahman saw Dr Chugh's referral letter which speally described Elu as pale. Dr
Rahman agreed that this assessment is clearly depeapon some knowledge of the
child. Perhaps for Dr Rahman, assessment of pa#srdifficult because he did not

know Elu and because he may have been inexperiegmesdessing children of Samoan
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83.

84.

85.

86.

ethnicity for pallor. The cause of Dr Rahman’duia to recognise that Elu was pale is
not clear but the weight of evidence, especiakydbservations of other clinicians,
suggests that Elu almost certainly was. Dr Rahatsmconceded that he had not then
been aware that if there was no abdominal paimardgiarrhoea the diagnosis was

unlikely to be gastroenteritis.

Dr Rahman arranged for a blood test, but noa f6RP. He said he would have needed
consultant approval to take a CRP (although Dr Boyhs not clear that this was in fact
the case). This evidence appears to be contradigték letter of Dr Mary McCaskill
who stated that junior doctors tended to over-oel\CRP tests to the detriment of their
observations of patients. Her comments impliedjth@or doctors did not require
authorisation by a consultant before ordering gasts. In any event, Dr Rahman
described the CRP test as a non-specific indicahoch can be raised in both viral and
bacterial infection that considered would not hbgen helpful in the circumstances. He

arranged for Elu to remain in the emergency depeaatrfor observation.

Elu was then transferred to the care of Dr tHHxraund 1500. Dr Ho ordered fluids. Her
notes record that Elu wdsomplaining of headache and nausea st#éllthough she said
that the continuing complaint was probably the rausnd not the headache. She noted
that he was easily arousable. The note of her srssed is timed at 1615. Shortly
afterwards, at 1625, she prescribed Panadol whiobted to have been given at that
time. Soon after that, at around 1645, Elu spikéslar of 39.4. He was noted to remain
lethargic-looking and to be resting in bed. He dskeeat jelly but Dr Ho did not see him
eat any. Dr Ho said that she had tested for signseaingism. Her discharge note

recorded that there were no signs of meningism.

At some time during the afternoon Dr Ho disedsSlu with Dr Doyle, the paediatric
Fellow-in-charge in the Emergency Department. Tdiegussed a range of possible
diagnoses including meningitis. Dr Ho had obsemhadng the afternoon that Elu’s
presentation improved. His blood test results vessentially normal. His vital signs were
normal. Upon that basis, she decided that he shmmuttischarged with a diagnosis of
gastroenteritis. Dr Doyle indicated in her statettkat she was happy with the decision

to discharge.

Dr Ho said that she had observed Elu walkéadiiet although it did not appear from
her evidence that she regarded this observatibeiag of any particular relevance to the

possible diagnosis of meningitis. Elu’s mother diésd Elu as having great difficulty
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88.

walking to the toilet and having to be supportechby. It is likely that Mrs Pele’s account
is more accurate because she knew Elu so well altbt that stage was not thinking
in terms of neurological disorders. Mrs Pele sdidvas saying he could not walk and
placing his right hand on his forehead and badk®heck.

Dr Ho also gave evidence that she thought $ peassible to exclude a diagnosis of
meningitis if the vital signs and the white celuod were normal. No doubt she has

revised that opinion in the light of Elu’s death.

She said that she had given Mr and Mrs Pelschakrge letter and instructions to go to
their GP the following day. Mrs Pele said they dad receive a discharge letter or
instructions to return to their GP. She said theyeasimply told by a nurse that they were
free to go home and did not need anything. A disgph note was evidently written by Dr
Ho but it does not appear to have been given toRdfe. She denied receiving it and
certainly it was never acted upon by her. Givendegnonstrated attentiveness to Elu’s

welfare, it would have been uncharacteristic fartbehave ignored it.

The sixth presentation: Bankstown Hospital 18 Decleen

89.

90.

Mrs Pele gave evidence that during 18 Decersiiiehad sensed that Elu was getting
worse but did not know what to do and needed Hglpwent to sleep in the evening and
then his mother noted that he was cold. He wassporesive. She called an ambulance
but before the ambulance arrived Mr Pele took &lthe Bankstown Hospital. He arrived
there at 22.27 having had a cardiac arrest. Hisgél coma scale was 3. He had no

pulse. His pupils were unresponsive.

Dr Josef Ujma tested for neck stiffness by mgwiis head up and down, but this may
well not be a reliable test for meningism accordm®r Raftos. Elu died at 2315.

What went wrong?

Submissions

91.

Counsel Assisting, Ms Stern, in her closingsigsions, suggested that:

... the clinicians responsible for Elu’s care between 14 and 17 December 2007 were led
astray by the combination of a history of vomiting after eating McDonalds, an
overemphasis upon the vomiting and an underemphasis upon the combination of
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92.

93.

94.

95.

presenting signs and symptoms, by the normal vital signs, and by the lack of any signs of
meningism. Despite obvious references in the clinical notes to signs of toxicity, and
common symptoms of meningitis, including lethargy, persistent headache, persistent
fever, pale colour, repeated vomiting, absence of diarrhoea, dizziness and Elu looking
sick, the clinicians treated Elu for dehydration secondary to either a viral illness or
gastroenteritis, without apparently giving serious consideration to the possibility that Elu
had meningitis. This is a clear omission given how clearly Elu’s signs and symptoms
reflect indicators which, on the guidelines set out above required further assessment,
investigation and treatment.

She also submitted that:

...the clinicians fell into the trap of attributing significance to Elu’s apparent improvement
with paracetamol, a trap which is clearly identified in the guidelines referred to above.
Also, that the clinicians failed to attributed sufficient significance to Mrs Pele’s obvious
concern, reflected in her repeated attempts to obtain medical assistance for Elu. Elu
clearly presented to both the Bankstown Hospital and the Children’s Hospital at
Westmead with signs of toxicity. He had continuing complaints of headache and fever. He
was clearly increasingly finding it difficult to walk. His family saw that he was not himself
and was seriously ill.

Counsel for the Pele family, Mr Hirsch, put tbgue bluntly. In answer to the argument
that the clinicians ought not be criticised he sifted that “the central issue is not
‘failure to diagnose meningitis’ but rather ‘faieuto exclude meningitis’ in circumstances
where all of the well-known signs and symptoms #rdiven such exclusion were

present”.

He was patrticular critical in relation to tHmicians at the two hospitals. He argued that
“it was not the supposed ‘subtlety’ of Elu’s sigared symptoms that resulted in the
failure to exclude meningitis; it was the posithwief that a diagnosis had already been
made that led the [Children’s] hospital to stopking for anything else.” Although this
criticism was directed, in his written submissioaisthe Children’s Hospital, he applied it
also in his oral argument to the Bankstown Hospiiaicians who saw Elu on 16

December.

Counsel for the Area Health Service and théd@m’s Hospital, Mr Windsor SC,
emphasised the difficulties of diagnosing menisgitia patient without meningism and
submitted that it would be inappropriate in corbpi@ceedings to make findings that any
of the clinicians had departed in a major way franofessional standards accepted in
Australia in 2007. Dr Raftos expressed opinionthaf type in his report of December
2008. Coroners do not have jurisdiction to makdifigs concerning the guilt or
innocence of “persons of interest”, nor do theyehpwisdiction to determine whether or
not a person is liable in damages for negligencaore other form of civil wrong which

may have resulted in the death of a person.
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97.

98.

99.

While | accept, therefore, that coroners gdlyepaght not apply tests in their findings
that relate to civil liability for a breach of agi& duty of care, it is certainly open to a
coroner, in certain circumstances, to make findihgs individuals or institutions or both

made errors of judgment and to make findings atlmitonsequences of those errors.

Mr Windsor also submitted that “while in refpest the diagnosis of bacterial meningitis
may seem clear, [the court] should not criticiseitidividual nursing staff for not making

the diagnosis” because it was, in the circumstaot&du’s presentations, a difficult one.

Counsel for Dr Poovaiah contended, in sumnthat,there were no cogent grounds on
which he could be criticised for his treatment af Bnd, in particular, there was no basis
for concluding a causal connection between Dr Padnstreatment of Elu and his death.

Counsel for Dr Chugh made similar submissions.

Although, unlike negligence or criminal caseguests are not directed towards
attributing personal responsibility or liabilityrftatal events, an inquest conducted
without consideration of such questions in appweiprcases would be both incomplete
and unsatisfactory. For the reasons that foll@mmescriticism of the clinicians is
necessary. Before moving to those consideratianseter, |1 should say that | do not
think it would be fair or appropriate to criticifee nurses. Their job was not to diagnose
patients but to triage them on limited informatiorhey did not have the opportunity to

conduct investigations.

Discussion

100.

101.

Bacterial meningitis can be, as Elu’'s casavsha difficult disease to diagnose if the

definitive test for it, a lumbar puncture, is netrfprmed.

| have had the advantage during the inquestdaaint myself with relevant extracts,
exhibited during the inquest, from textbooks, dalipractice guidelines, articles in
scientific journals and a fact sheet from the Qleilds Hospital at Westmead that were
presented in evidence. As a result of reading thuaerials the following general

propositions relevant to Elu’s case can be advanced

» early diagnosis of meningitis can be difficult eenexperienced clinician# high
index of suspicion should be maintainkt&ningitis must be considered in any child

with unexplained fevét,
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* common symptoms of meningitis are high fever, hehdavomiting and loss of

appetite, lethargy and drowsiness and irritaillity

» other symptoms of meningitis may include necks#iffs photophobia, rash, change
in breathing and difficulty walking but not all patients with meningitis will have

fever, neck stiffness and altered mental st&tus

» CSF [cerebrospinal fluid] examination by lumbar pwme provides the definitive
diagnosis of meningitis. Blood cultures may provstgportive evidence. Other
investigations [including CRP] are helpful but wetinitive in the diagnosis of

meningitis”;

» generally parents know their children best andges® when they are unwell.
Clinicians should always listen to parents conc&kns

» the signs of toxicity are listed as “ABCD”: decredsalertness, arousal or activity,
breathing difficulties, pale colour or circulatiproblems, or decreased fluid intake
and decreased urine output. Abnormality of anyhekée signs places the child at high
risk of serious illnes¥';

» the response to antipyretics (drugs that reducg tevdperature) should not be used
as a diagnostic tool to try to differentiate baieirom viral infectiof"". Apparent

improvement with Paracetamol is not helpful in exahg the diagnost¥;

» all children discharged home from the Emergencydbpent with fever should be
followed up the following day either in the Emerggiepartment or at their family
doctor, to detect progression of infection, respdostreatment and results of
investigations. Although a child may be non-toxicem seen no test can exclude the
child becoming toxic. Parents should be encouragéabk for toxicity every four to
six hours and to seek clinical review if the ctblecomes toxic or unless. The
discharging doctor should write a note to the fgrddctor with clinical diagnosis and
a list of investigations perform&gand

« serious bacterial infection can occur when a dhéld low-grade fever or is afebrife.

102. Because many of the signs and symptoms afisease are non-specific, the early
diagnosis of bacterial meningitis can, unfortungtbe delayed because of the similarity
of the symptoms of relatively benign viral infeet® These difficulties may be
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104.

105.

106.

compounded by differences between individual p&dieffhere may be significant
differences between individuals depending on thgés with a diagnosis tending to be
more difficult the younger the patient is. Whilési a relatively uncommon disease
compared with common viral infectiof it is not so esoteric or rare as to be a merely
academic phenomenon. All the clinicians involveéssessing Elu claimed to have been

alert to the possibility that he may have beenesirf§ from it.

Despite the difficulties in establishing aidigive diagnosis of bacterial meningitis,
however, it was not beyond the capacity of theoraxiclinicians who undertook the care
of Elu to have made it in time to save his lifa.alrecent book on improving safety in
medicine and other complex areas, Professor AtuldBde observes that there are two
fundamental categories of error: ignorance andtingle. “Ineptitude” is a harsh but
accurate descriptor, applied by philosophers tddlhere to apply knowledge correctly.
Errors of “ignorance”, on the other hand, occurduse we have only a partial

understanding of the world and how it wotK5.

In Elu’s case, it seems to me that the fallar@iagnose his illness overlaps both
categories. Apart from a lumbar puncture whichthesname implies, is a relatively
invasive test, there is no definitive bio-chemitegst for bacterial meningitis. For this
reason, unless doctors perform a lumbar punctoey, will necessarily be attempting a
differential diagnosis with only a partial undersdang of all the operative factors and

therefore may make errors of ignorance.

On the other hand, medical science has desglepough experience in the diagnosis and
treatment of bacterial meningitis to know thasitilethal disease and that where it may
be reasonably suspected as the cause of the [mtmgms and symptoms it ought be
excluded from diagnosis before any other diagnegiefinitively adopted. Professor
Gordion Fulde dramatically warns clinicians thatri&gency Department Law 1” is that
“all patients are trying to die before your eyesie exhorts them in the following
(somewhat melodramatic but poignant) terms:

You must always think in terms of worst case scenarios... This is even more vital where

early specific treatment will cure or prevent death. It may seem dramatic, but if you treat

or exclude these serious illnesses early, further management of the patient is very often

straightforward. Remember medicine is best geared to treat the serious illnesses and
society expects us to get these right. *"

In a nutshell, what went wrong in Elu’s casespite all the diagnostic difficulties his case

may have presented to the clinicians, was thaffiognt weight was given to a worst-
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case scenario by everyone except Dr Chugh untih& too late. His very dangerous
illness was not excluded. If a serious attemptdso had made been up to 17 December,
it seems likely that Elu’'s management would havenbelatively straightforward. Dr

Raftos gave independent expert evidence at theestda this effect.

Before considering his evidence, which wasigaoncerned with the Emergency
Departments, in detail the treatment of Elu by@is should be considered.

Dr Eric Fisher, an independent witness wittligalar expertise in General Practice, was
critical of Dr Poovaiah. He said in his reporteth® May 2009:
In my opinion, Elu had three or possibly four red flag pointers for his headache which
required further investigation to elucidate a cause. They were the sudden onset, fever,
vomiting and possibly disturbed consciousness. He was not examined specifically to

determine if he had signs of meningitis, although he presented with symptoms that
suggested that meningitis as a diagnosis should be eliminated, in my opinion.

The evidence presents some difficulty, howeegrdetermining whether or not Elu
presented to Dr Poovaiah with a headache. On ersgon, namely Mrs Pele’s account to
Constable Nolan in the early hours of 19 Decendieortly after Elu’s death at
Bankstown Hospital, it appears that Elu began toplain of headache only after seeing
Dr Poovaiah. It may be that, after the event, MePecame confused as to what he had
told Dr Poovaiah on 14 December. If that was treec®r Fisher’s criticism falls away.
Dr Raftos, a specialist in emergency medicine winegndependent evidence, was, in
any case, less inclined to be critical of Dr Poaliai He considered that Dr Poovaiah’s

treatment had been reasonable in the circumstances.

While | do not think that Dr Poovaiah’s wonk ®4 December was of a high standard,
Elu’'s death cannot be attributed to his failureliegnose meningitis at this time. Others
later had much better opportunities to observedmihthe capacity arrange diagnostic

tests quickly.

Dr Fisher was critical of Dr Chugh'’s lettéde said in his report of 9 May 2009, “In my
opinion, Isaraelu Pele was desperately ill anddetdriorated since he had been seen on
15 December 2007. This was not reflected in ttierléo Westmead Hospital. It clearly

does not reflect the deterioration in his condisomce 14 December 2007.”

Dr Raftos, on the other hand, consideredatierlwas “not the best and not the worst” he

had seen in an Emergency Department. In his vidven a GP sends a patient to a
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hospital urgently with a letter, this is, in itsedh expression of serious concern that ought

prompt the hospital staff to approach the patismaentially seriously ill.

While | accept Dr Fisher’s point that thedetprovided only an incomplete history, |
agree with Dr Raftos’s view that the writing of tegter, of itself, was a clear indicator to
the hospital of Dr Chugh’s anxiety and concernBtr. It would have been desirable,
certainly, that Dr Chugh send a more detailed hysim the hospital with Elu but his
object was to get Elu to hospital urgently. His @sgations were both that Mrs Pele could
and would provide a fuller history to the hospaall that the hospital would recognise

the need to treat Elu as a critical case.

Dr Fisher was also disapproving of Dr Chugtfdding to order pathological
investigations such as blood counts, biochemi§&RP and Erythrocyte Sedimentation
Rate (ESR) tests. With the benefit of hindsightan be seen that it would have been
desirable of him to do so. On the other handais weasonable for Dr Chugh to expect
the hospitals to carry out such tests in their patinology laboratories. Dr Raftos
considered that on both 15 and 17 December Dr Chadracted reasonably and
appropriately. While the counsel of perfectiongegs more detail ought to have been
included in Dr Chugh’s letter, Dr Raftos’s viewikéis me as apt in the circumstances.

Dr Chugh retains the trust of the Pele famitymy view, this is appropriate. Although
he was uncertain of Elu’s diagnosis, he was thedmogor who saw Elu before his final
presentation at the Bankstown Hospital on 18 Deegrttbrecognise that he was gravely
ill. In all likelihood, he did so because he knElu's history and he took very seriously

his parents’ anxiety and concern for their son.

Criticisms were also made of the note-keepnagtices of Drs Poovaiah and Chugh. |

will deal with that issue more generally below.

In relation to the Emergency Departments, 8itd® was clear that Elu should have been
further investigated whilst at both Bankstown Htelpand the Children’s Hospital with a
full white cell count, CRP, blood cultures and luanpuncture given the signs and
symptoms with which he presented. He consideredatl@RP test should have been
carried out in order to provide information aboutether or not Elu had a bacterial
infection. He thought that it would probably haweeh raised near the level of 100 mg/L
at the Children’s Hospital, and raised significamtl the level between 50 and 100 mg/L

at Bankstown Hospital.
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His opinion reflected the guidelines in thatsaid that 50-80 per cent of children aged
over the age of two years with meningitis will preswithout signs of meningism,

although those signs may develop as the illnessldps.

Dr Raftos’s view was that Elu was presentiitt) wigns of toxicity, in which case the
absence of abnormality upon observations of vitaissshould not be relied upon to
exclude the possibility of a serious bacterial atifen. He was clear that urine intake and
output and lethargy are signs of toxicity whichnstdoy themselves even in a child with a

normal heart and respiratory rate.

He placed particular emphasis upon the presefiovo of the features of toxicity,
lethargy and reduced oral intake/output as indrsatwat Elu was very ill. Dr Raftos’s
view, based upon the clinical records, was thagetsigns, together with the other signs
and symptoms such as headache, fever and persistimging, should have flagged Elu
to the clinicians as a child who required carefiweistigation and in relation to whom it
was necessary for the worst-case scenario to beded:before a more benign diagnosis

was reached.

In Dr Raftos’s opinion, Elu had probably hagnimgitis since he first complained of
headache on 14 December 2007, and that the chieaed in failing to institute
appropriate tests to detect this. Elu had a nurobsgigns of toxicity and displayed a
number of the symptoms of meningitis. Despite timdis view the doctors persisted in
diagnoses of gastroenteritis or viral infectionsalibshould not have been reached unless
more serious diagnoses had been excluded. Theanghsymptoms were in any event
inconsistent with gastroenteritis given that Eld na diarrhoea and, at least by late on 16
December, his vomiting had persisted for more thaee days. Dr Raftos's oral evidence
was that although diarrhoea can occur a numbeowfshafter the onset of gastroenteritis,
a delay of a number of days is unlikely becauselthiation of gastroenteritis is typically

less than three days.

The extent of Elu’s illness was not identifeedl the apparent improvement with
paracetamol should not have been relied upon innmgalecisions to discharge Elu.
Paracetamol, as indicated in the guidelines, caskrtiee symptoms of meningitis such as

fever and headache.

Dr Raftos also emphasised the importanceasiging accurate information and

instructions when a child like Elu is to be disdetd. He said that it is important that the
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discharge letter includes the clinical assessnmtaid that if clinicians had thought in
Elu’s case that there was a possibility that herhadingitis and that possibility had not
been excluded, this should have been stated idiskhbarge letter. Equally, if the
clinicians had believed that a lumbar puncture mayecessary if Elu’s condition

deteriorated, he was of the view that this shoalkrbeen stated in the discharge letter.

Dr Raftos’s opinion was that if a CRP test hAlwbd culture had been carried out at either
the Bankstown Hospital or the Children’s Hospital\testmead they would have shown
elevated readings suggestive of bacterial infectthough he conceded that a CRP
reading of between 50 and 100 mg/L is consistetit @ither a viral or bacterial infection.
He said that if such a reading had been obtaied;linician should then look to see if

there was other evidence of a bacterial infection.

He also said that with a reading at this Ié&eelvould have been thinking it was more
likely to be a bacterial than a viral iliness. InRaftos’s opinion, it would have been
illogical to maintain a diagnosis of gastroentsritithe CRP test had been elevated
enough to show a bacterial infection. [The fact #la had not had diarrhoea may have
clinched the argument.] His view was that a lunharcture should have been carried out
at both the Bankstown Hospital and at the Childsétospital in response to Elu’s
presentation. Had this been carried out, and had&s#n treated with appropriate
antibiotics up to the time when he was discharged ©December 2007, Dr Raftos
thought that he would probably have survived.

Despite the fact that a diagnosis of bacteraingitis was difficult to make in the
absence of meningism and a lumbar puncture testt sdems quite clear is that Elu
presented to both Bankstown and the Children’s Haisgs a toxic child, that is, as a very
sick young boy. Although, again, he did not displag full suite of signs and symptoms
of toxicity, the tendency in both hospitals appeaarsave been not to exclude the worst-
case scenario but to embrace as a working diagtiesi®latively benign hypothesis of
viral gastroenteritis despite the fact that ontéhefkey symptoms of that condition —
diarrhoea — was missing. Differential diagnosiglduo have excluded that as working
diagnosis at relatively early stage, especiallgesinis history of attendances over a
number of days and his parents’ growing anxietytrhase suggested to anyone who

paid close attention to it (as Dr Chugh did) thatdondition was deteriorating.

The question whether CRP tests should have drelered was a matter of controversy

during the inquest. Dr Raftos conceded that a @RPwas not a definitive diagnostic
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test but contended strongly that it ought neveetsehave been carried out together with
the Full Blood Count test at both Bankstown and@hédren’s Hospitals as one of the
initial blood tests. He argued that a CRP testldjaan the balance of probabilities, have
shown that an elevated reading diagnostic of sefi@cterial infection. This, in his
opinion, would have resulted in Elu’s admissiomaspital, treatment with antibiotics

and probable survival.

128. In cross-examination it was put to Dr Raftoat the CRP test is not good at
distinguishing viral from bacterial infections. tAbugh he conceded this, his riposte was
that bacterial illnesses are dangerous and theipgeseed is for a clinician “to build a
profile of evidence”. He said that the managenoéat toxic child should always include
urinalysis, white cell and neutrophil counts, CRI¥d &lood culture. While he conceded
that none of the diagnostic tests apart from lunpo@cture was 100 per cent sensitive to
bacterial infection, he estimated that each testatmut 80 per cent accurate in this
regard and argued that, therefore, a profile afahests has a significantly greater chance
of detecting a serious bacterial infection thaonify one test, such as a white cell and

neutrophil count, is carried out.

129. On the face of it, this appears to make vendgsense. An argument to the contrary,
however, was advanced by Dr Mary McCaskill, Medidahd of the Emergency
Department of the Westmead Children’s Hospitala latter to the court dated 25
February 2010, which became an exhibit in the prdiceys, Dr McCaskill stated that
studies showed the CRP test will positively indécatserious bacterial infection in about
60 per cent of cases and, if the level is low, lmamsed to exclude serious bacterial
infection in about 90 per cent of cases. She‘$hidis high you can only be 60% sure
that the child has a serious bacterial illnessoaspared with a viral illness or injury

which is only marginally higher than guessing.”

130. Dr McCaskill explained that in 2005 the hoslpitad developed guidelines for the use of
CRP tests and that they had been reviewed agad08 when another test
(Procalcitonin) was added to it as another markeacate inflammation or infection. (I
note that this test has about the same marginsafa&s the CRP test.) She said that in
children under three years of age diagnosis obgerbacterial illness is often difficult
because of an absence of specific localising si@sthe other hand, children over that
age “usually have specific localising signs” ofisas bacterial infection. Because of the

relatively low positive predictive value of thessts, the guideline recommends that they
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not be used in febrile children except in certaises including “documented daily fever

for more than 7 days”.

From Dr McCaskill's account, it appears thRFRCtests are, in her view, too frequently
ordered by junior medical staff. The problem trisates is “more confusion by
focussing the clinician’s attention on the test antlthe state of the child... Careful
assessment of febrile children and ongoing observat currently the best method to

detect children with serious bacterial infections.”

| accept Dr McCaskill’'s general point thatrefal assessment” and “ongoing
observation” of febrile children may be the besywéadetecting serious bacterial
infections and her finer point that over-concemrabn fallible tests may distract
clinicians from their assessment and observatidghepatient him- or herself.
Nevertheless, it seems to me that an approachlig@iurages the use of CRP by junior
doctors may be flawed. | infer that junior doctorder CRP tests when a senior clinician
would not because they lack sufficient experienceéke confident differential

diagnoses based on their assessment and obsesvation

Further, Dr McCaskill's comments appear talivected to the assessment of febrile
children. 1t is not clear to me whether she wapgly the same rubric in relation to toxic
children. One of the problems in Elu’s case apptahave been that, despite a neat and
easily comprehensible clinical checklist setting signs of toxicity, he was not assessed
as being toxic by the relatively junior hospitah@ians who observed him despite having

at least two of the signs.

In Elu’s case, although he was did not hanerablanching rash, cancer, osteomyelitis or
one of the other specific conditions referred tthim Westmead CRP protocol, there were
signs and symptoms other than fever that indichéechay have been suffering from more
than a simple infection. He had had a fever flavadays, he was lethargic and his fluid

inputs and outputs were down. He did not haveluiea.

| do not understand Dr Raftos to be assettiagwhenever a febrile child presents to a
hospital, a CRP test ought be done as a mattesurfe. His position was more refined
that than that: “Appropriate management edxc child with fever without obvious
causeis to perform appropriate investigations to deigtiate between viral and bacterial
causes of the infectior?™ (Emphasis added.) Although considerable time spast

during the inquest arguing the question whetheR& @st ought to have been ordered at
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the hospitals, once it is accepted that Elu wasia thild on his presentation to the
hospitals, there may ultimately be little in thetimat divides the senior clinicians on this
point.

Other mistakes or failures were also the stilpeevidence given during the hearing. The
recording of observations by doctors was not afya ktandard. The critical importance
of clinical notes cannot be overstated. They seywovide a baseline for observations
and should make clear what the course of a pagipntigress has been. They refresh the
clinician’s memory of any problems, signs, symptpmsestigations and plans. They are
the foundation of communication with other memlmrthe health team who may see the
patient afterwards. For this reasaegative findingsre critical information that ought

be routinely recorded in progress notes.

The patient’s notes are also the official roedegal record of the interaction between the
patient and the health service. One group of egfers advised health care professionals:
Comprehensive records, written when you saw the patient, are the keystone of your
defence if you are sued. The better the records, the better is your chance of a successful

defence. It does not matter what you did, if you did not write it down, you did not do it!
Conversely, if you did write it down, you did do it! *"

Many complaints to the Coroners Court anthéoHealth Care Complaints Commission
are brought because grieving families feel that t@ncerns were not listened to or were
inadequately addressed. If, as the group of expédd above agree, “avoidance of
complaints is facilitated by good communicationhagatients”, keeping a record of those
communications is part of the discipline and depaient of good communication skills.

This does not mean recording conversations verbatitncapturing the essence of them.

| do not doubt that the Bankstown Hospital Eyaacy Department was busy on the night
of 16 December. Nevertheless, Dr Govender’s faitarmake any notes whatsoever in
the clinical record was poor clinical practice.e3fsserted in her statement and her oral
evidence that she had expected Dr Rasheed to ¢té&e.nDr Rasheed, although her notes
were imperfect in relation to timing of entries,sv@n the other hand was a much more
careful note-taker. Dr Rasheed gave evidencesttebrdinarily would not record

reviews conducted by her supervisors because gieeted that they would make their
own notes. She did not take a note of Dr Govenddrservations and impressions. Given
her reasonably careful note-taking practice, itreeanlikely that, if she had been asked
or directed by Dr Govender to take notes on heoat; she would have failed to do so.

| doubt Dr Govender’s evidence that she made suely@est to Dr Rasheed.
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140. At both Bankstown and the Children’s Hospitl's discharge was not well handled.
When Elu was discharged from the Bankstown Hospital Pele’s evidence is that Elu
found it difficult to walk out. This was an impontiasign that did not register with Drs
Rasheed or Govender. Mrs Pele said that when Btudischarged she was not told of
any signs or symptoms to watch out for on dischasgept headache. It seems that it
was made clear that a persistent headache redurtbdr assessment but it does not seem
that Mrs Pele was given adequate explanation gbdivential for deterioration in Elu’'s
condition which could require further investigationassessment or specific information
about particular signs to be alert for. Dr Rashs&tated that merely that she had told Mrs
Pele to give Elu fluids and analgesia and thaisiheadache returned, or if he did not

improve, to return to the hospital. She gave Mige Balischarge letter for her GP.

141. Given her vigilance and the history of repea&turns to doctors, it is almost
inconceivable that if it had been made clear to Rike that there was a potential
diagnosis of meningitis or serious bacterial infatshe would not have returned Elu to

the hospital promptly for investigations.

142. In retrospect, it seems to me that there raag lheen both lack of communication about
the signs and symptoms to look out for, but alsscoinmunication. Dr Rasheed
recorded in her discharge letter to the GP, “Gfeltow up tomorrow”. Presumably, this
was said to Mrs Pele at the same time as she Whttbring Elu back if the headache
persisted (as Dr Rasheed’s note records) or “ietieea problem” (as Mrs Pele recollects
being told). This strikes me as something of agdimessage. If there was a
miscommunication, it may have been compounded éyatis that Dr Rasheed speaks in
an Indian accent and Mrs Pele speaks English asand language in a Samoan accent.

143. There also appears to have been a serious woications failure when Elu was
discharged from the Children’s Hospital. She shat she had given Mr and Mrs Pele a
discharge letter and instructions to go to theirtdfollowing day. Mrs Pele said they
did not receive a discharge letter or instructittnseturn to their GP. She said they were

simply told by a nurse that they were free to gmb@nd did not need anything.

144. | doubt that a letter was given to Mrs Pelthough a discharge note was written by Dr
Ho in the computerised file for Elu, Mrs Pele altnosrtainly did not get it. Given the
history, it seems highly likely that if Mr and MPele had been told to return to their GP

the following day they would have done so andéiythad been told to come back to
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hospital if Elu got any worse, that they would hastirned promptly. They would not
have ignored a discharge note.

Perhaps there was a misunderstanding or mmaoaioation so that a nurse spoke to Mrs
Pele instead of Dr Ho and gave misleading inforamatiln any case, the consequence
was that Mr and Mrs Pele concluded that the hdsgtadf had done all that they could
and lost confidence in their ability to help ElthuB, during the following day when Elu’s
condition deteriorated, Mr and Mrs Pele remaineith wim at home but did not take him

to the hospital. Mrs Pele gave him Panamax andagasgshim.

Mr Windsor submitted that no criticism shobkimade of the nurses who dealt with Elu.
Although some criticisms were made by counseltierRele family, they were relatively
muted. They had no responsibility for the ultimdi@gnoses reached by examining
doctors and no capacity to run tests or investigati In the circumstances, | think that it

would unfair to attribute blame for Elu’s deathainy way to them.

The real problem that Elu’'s case presentsisive was not assessed as being seriously ill
but was mistakenly assessed or diagnosed on a mahbecasions by the clinicians all

of whom, except for Dr Chugh on 17 December, fattkoon a relatively benign diagnosis
of viral gastroenteritis. In this case, despit ¢kidence to the contrary — lack of
diarrhoea — and without gathering more evidencerf@gainst their theory, most if not

all the clinicians appear to have hypothesisedttieate was a causal connection between
Elu’s illness and McDonalds hamburgers. This madasier for them to stop looking for
other causes although they did not test their vimgrkiypothesis and despite the flaws in

it: no evidence of diarrhoea and no other victi&®od poisoning (despite the whole

family eating the same type of food from the samece).

The phenomenon of diagnostic error

148.

How commonly serious illnesses in patient@isgliagnosed is difficult to estimate.
Some studies have shown that there are frequagtiifisant differences between clinical
diagnoses and findings after a post mortem exaiom&t" Prof Jerome Groopman, a
specialist in emergency medicine, offers the fighat in the United States “some 10 to
15 per cent of all patients either suffer from &agen making the correct diagnosis or die
before the correct diagnosis is ma#&"™ Apart from the fact that misdiagnosis, by
definition, may never recognised, clinicians mayd&lectant to report errors. Both these

factors impede the task of measuring the sizesptbblem statisticall§* A major
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study, conducted at the Children’s Hospital an@még published, commented that
“Emergency department physicians tend to underastittine likelihood of serious
bacterial infection in young children with fevef* Although the study excluded

children over 5 years of age as well as childrdfesng from meningitis, it nevertheless
provides valuable insight into the diagnosis ofaes bacterial illness in children. It

found that only 70-80 per cent of febrile childesenting with serious bacterial
illnesses were prescribed antibiotics on theit firesentation at the hospit&l. It also
found that while most children with serious bactkitinesses were tested with cultures or

other appropriate tests, 5-6 per cent werefbt.

149. Because misdiagnosis, as Elu’s case so shdiyates, can have deadly consequences, it
has been the subject of study, a field known agritive psychology”, for many years.
il In summary, cognitive psychology is “the scierttat examines how people reason,
formulate judgments, and make decisioff$* Stripped of its psychological jargon,
cognitive psychology appears to be largely commuasese Any adult human being knows
that we learn from experience and practice. Wk pa#ierns in our activities and we
learn from repeating experiences. We are ableatikermany of our day-to-day decisions
because we can call on past experience (whichdaslerrors) virtually without

consciously thinking about them.

150. We make a large number of our decisions byngakental shortcuts. For example,
teachers develop “rules of thumb” which providetstg points for assessing the quality
of essays presented to them. Sentencing judgesiagistrates develop “tariffs” or
unwritten guidelines for penalties they impose Garalers. This is why experienced
people, whether they are doctors, ministers ofjiah, bus drivers or parents (one of the
most complex of all human occupations), make fewstakes than inexperienced

people.

151. These learned mental shortcuts are calledidi®s” by cognitive psychologists.
Professor James Reason, an expert in cognitivéhpsygy and a specialist in the field of
human factors, the study of human error in compiiations, explains, “human beings
are furious pattern matchers. When confronted aithinplanned-for situation we are
strongly disposed to identify a familiar patterrdawhere necessary, apply a problem-

solving rule that is part of our stock of experfisg’

152. Reliance on these mental shortcuts or “hecsistuseful as they are generally are, carries

with it the risk of making mistakes. Professor Gyman contends that misdiagnosis
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rarely results from technical error but that “tidure to diagnose reflects the unsuspected
errors made while trying to understand the patiecwndition.”™"' A normally useful or
good rule of thumb may be misapplied because aflaré to take into account contra-

indications to the norff""

Dr Donald Redelmeier has observed:

These errors [can] include the “availability” heuristic (in which people judge likelihood by
how easily examples spring to mind), the “anchoring” heuristic (in which people stick with
initial impressions), “framing effects” (in which people make different decisions depending
on how information is presented), “blind obedience” (in which people stop thinking when
confronted with authority), and “premature closure” (in which several alternatives are not
pursued).XXXVIII

Professor Groopman identifies three prindigags of cognitive error or bias that may
lead to misdiagnosis. In addition to the “avail&gi and “anchoring” heuristics, he
believes that “stereotypes can prejudice thinkimganclusions arise not from data but

IXXXIX

from such preconceptions”. This is a cognitive@etabelled “attribution™

In my view, the errors made by clinicians lo'&case can be identified or analysed using
Redelmeier’'s and Groopman’s categories, in padicthe “availability”, “anchoring”,

“framing effects”, “premature closure” and “attriimn” heuristics.

GPs and Emergency Department clinicians aiéenfebrile children suffering from viral
infections such as gastro-enteritis. That diagnissio the forefront of their minds
because of the frequency with which they makenid, i therefore “available”, while
meningitis, a comparatively rare condition, is Issslespite its gravity and clinical

training that emphasises the need to be on theliddkr it because it is rare.

Almost all the clinicians — Dr Chugh being theeption on 17 December — appear to
have “anchored” themselves once they came to agwoal diagnosis of viral gastro-
enteritis despite the evidence to the contrank(td#diarrhoea) and the availability of

other possible diagnoses. “Premature closure’tssequence of “anchoring”.

Dr Poovaiah’s clinical notes record that taggmt was complaining of vomiting “since
having McDonalds Hamburgers last night”. The waydcorded this information, or
“framed” it, suggests a causal relationship betwéerfast food and the vomiting. That
may have reflected a theory he had developed himisgélmay have been proposed to
him by Elu’s parents but once framed in this fashlwe theory appears to have remained

unchallenged. It does not appear in the Bankstduspital progress notes but it appears
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(by inference) in the discharge letter signed byRasheed on 16 December. A similar
connection was drawn by Dr Rahman at the Childrei@spital when he took a history.
The histories taken by Dr Poovaiah and Dr Rahmane waken into account by Drs
Chugh and Ho respectively. It would be surprisfrigrs Chugh and Ho were not
influenced by the presentation of that informatioithe form it came to them in the

clinical notes.

159. The “framing effect” of the history of Elu @& McDonalds hamburgers probably
resulted in the clinicians hypothesising that hireess was viral gastro-enteritis because
they subconsciously “attributed” to McDonalds eithdack of hygiene or, more likely, a
tendency to keep prepared food warm for lengthyoger creating a health hazard,

characteristics notorious in cheap and badly rehftaod shops.

160. It is noteworthy that during the major clidisaudy conducted by the Children’s Hospital,
children were excluded from the cohort being stddi¢hey had been referred from
another hospital because, as the authors recogtilseduld not be possible for the
clinician performing the clinical evaluation at T@&ildren’s Hospital to be blinded to
this previous assessmefit. While the jargon of cognitive psychology is néitised in
the study, this comment demonstrates that the esithere intuitively aware of the

potential for error to be caused by being led gdisathe preconceptions of others.

What has been done since Elu’s death?

161. Following Elu’s death, a Root Cause Analysi@stigation was conducted by the
Children’s Hospital in accordance with Division 6€CtheHealth Administration Act
1982 The RCA team made five recommendations, eacthaffwhas been adopted:

* Any child presenting twice within 24 hours to argshital with fever is to be
considered for admission, investigation and iseadferred to senior Emergency

Department staff;
* Senior Emergency Department staff to be respon&ibldischarge of patients;

» All children with an Emergency Department stayarfder than four hours are to be

held in a special area of the department and readdwy senior staff before discharge;
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» All children discharged from Emergency Departméatise followed up the next day
by the Children’s Hospital clinic, by GP phone @mttor by patient phone contact;

* All reviews by doctors must fully document all imsnt signs, symptoms and
negative findingsclinical progress, investigations ordered, resoftinvestigations

and management plans (emphasis added).

In her letter of February 2010, Dr McCaskgicaoutlined several measures taken by the
Children’s Hospital. The recommendation made lgyRICA team that a child presenting
twice within 24 hours with the same illness be a&®d by a Registrar was refined. It
appears that the 24-hour limit is no longer pathefprotocol. A consultant or fellow
(specialist physicians) must be involved in thegdiasis of a child presenting three times

with the same illness and admitted if this occwmsroight.

The infrastructure of the hospital has beagraged. An observation area has been
constructed next to the Emergency Department. d&hilcan be admitted to it for up to
24 hours for observation and review by senior phigas. This relieves pressure on

inpatient beds and enables doctors to conduct pgeld observation of sick children.

The computerised triage questionnaire has temafibrated. Triage nurses will now
enter a list of presenting symptoms and signs lilihat offer any diagnostic opinions
that may result in junior doctors in Emergency Dépants failing to conduct an

unbiased differential diagnosis.

The large study conducted by the Children’spital appears to be a very important step

towards more accurate diagnoses of sick childrbe.study showed that;

... in combining the demographic items and clinical symptoms and signs relating to febrile
illness, the physicians tended to underestimate the likelihood of serious bacterial infection.
There were too many relevant signs and symptoms for doctors to assimilate effectively;
instead, they tended to discount the information and underestimate the probability of
serious dilsease. As such, the full diagnostic value of current clinical tests was often not
reached.”

The authors of the study, however, regardtédmatency as “potentially correctible”. They

said:

... a computer assisted diagnostic decision tool such as that developed in this study could
be used to determine the likelihood of serious bacterial infection. Doctors in the
emergency department would enter the clinical findings into a computer program and the
risk calculation would be generated for them. On the basis of the level of risk, treatment
could commence or be withheld until further information is available. The model developed
in our study could be calibrated to a low threshold of diagnosis (high sensitivity), for
example, which should result in more children with serious bacterial infection receiving
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antibiotics and at an earlier stage of their iliness. The trade-off would be a lower specificity,
however, resulting in additional testing and treatment for children who do not have serious
bacterial infection.”"

The study found that the computerised diagnastdel improved the chances of a
correct diagnosis of serious bacterial illnesspetforming the clinical judgment of junior

doctorg'

The value of checklists for reducing erroesah addressing complex problems has been
well understood for many years but has been hibteigby recent studié¥. Because

they distil past experience, usually of others,itiexperienced practitioner is enabled to
avoid, at least to some degree, having to leam fis or her own mistakes. They enable
practitioners, experienced or otherwise, to seqeienmplex operations correctly. As in
the Westmead study, with the aid of algorithms emtputerised technology, they enable
practitioners to gauge some types of probabilitiese accurately.

They may not, however, be the answer to alptioblems of complexity: “an algorithm
will only distinguish the set of conditions whichudd have been foreseen. If an
unforeseen event occurs, the operator will notddpedl by algorithmic procedure®!”
Rare events, if they are not foreseen and arerepaped for, may negate the usefulness
of a checklist. One of the difficulties of patidmsed medical training may be that some
conditions are so rare that, by definition, jurdoctors do not see them often.

One of the limitations of the Westmead studyg that, despite the very large cohort of
patients, so few cases of meningitis and a smaflbau of other serious bacterial
infections were seen that they were excluded flmerstudy. Vaccination has greatly
reduced the incidence of bacterial meningitis. pamdoxical effect has been to also
reduce the chances of junior clinicians develogixgerience of diagnosing it. This

creates an issue for the training of clinicians.

NSW Health has a project underway of redesgyrostering systems in hospital with the
aim of ensuring improved supervision of junior nuadistaff and better patient c&ke.
More extensive or intensive supervision of junioctbrs rotating through Emergency
Department, combined with diagnostic tools suctha<Children’s Hospital has

developed, is likely to reduce error rates.

The discussion of the response to Elu’'s deashso far touched on systems issues. Itis
also very important to note the effect of Drs Rashand Govender making public

statements of apology to the Pele family at theclumion of their evidence during the
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inquest. In Mrs Pele’s statement to the courttehaked the two doctors for their
apologies. She was gracious in accepting theiogps on behalf of the family and
offering the family’s forgiveness, saying, amongestthings, “We believe you have
learned from your mistakes and hope you remindrstbe they can learn too.” It was
evident that the ability of the young doctors tblaly apologise in the way they did
meant a great deal to the family and was helpfttémon in coping with their burden of

sadness.

On the other hand, Mrs Pele was disappointgtéresponse of Dr Ho and some other
witnesses. She asked them to deeply reflect os B&ath and to “accept you have made
serious mistakes”. She said that the family wqaubtdy for those clinicians and hoped that

they would improve their “thinking, training andalaing.”

What more can be done?

174.

| commend the hospital and the Area Healtle®y$or the improvements introduced
following Elu’'s death. More, however, can donedduce the chances of a recurrence of
this tragedy. During final submissions, Counsedisting floated four potential
recommendations. Each was addressed to the Gtigdrespital and the Area Health
Service. Counsel for the hospital and Area Heaéhvice responded to them in his

written submissions. The potential recommendatos®e, in summary, that:

» the Children’s Hospital and Area Health Servicaeemheir guidelines to provide for
the assessment by senior staff of children presgmiith any signs of toxicity before

such children are discharged,

* the hospital and Area Health review their guideditee provide for annual training of
clinical staff in Emergency Departments in relatiorthe detection of meningitis,
including the possibility of children presentingtiut signs of meningism and with

normal vital signs, and in relation to the appraf&itests to be conducted;

» the hospital and Area Health Service review theeatly of CRP and other tests,
whether alone or in combination, in improving thaghosis of serious bacterial

infection;
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» the hospital and Area Health Service review thegditure concerning meningitis they
distribute to parents (or carers) on dischargendflieen with any sign of toxicity.
The document given to parents ought include cRaginct instructions on what to
look out for and the importance of returning imnagelly to a doctor if signs or

symptoms are seen.

Counsel for the hospital and Area Health $ergubmitted that | should not adopt the
first draft recommendation in its specific termsdgse (a) the hospital has already
largely implemented that measure and (b) NSW Healésponse to the Garling Report

may cover the situation.

While | accept that the Children’s Hospitas ladready instituted changes to its
assessment of children being discharged, it isleatr that the Area Health Service has
done so. How Bankstown Hospital or other generah{teaching) hospitals now manage
the discharge of children also needs review. Neithe Garling Report nor NSW
Health’s response appears to deal directly witletpra at discharge. Unsurprisingly,
given the terms of reference of the Garling Inquityyrecommendations were directed at
more general issues as is the response, the “Choigether” report. | therefore propose

to make the recommendation.

In relation to the second proposed recommendd¥lr Windsor brought the relevant
parts of the Garling Report and also a projechefSW Clinical Excellence

Commission called “Between the Flags” to my attamti The latter is designed to
enhance the care and management of deterioratilslyerh(including those with
meningitis). He suggested that “the focus of gngposed recommendation may perhaps
be better directed to training in relation to teeagnition of the sick or deteriorating child
(which would include a child with meningitis) ratttean just focusing on a child with

meningitis.”

The “Between the Flags” program appears @ ey good program. It is largely built
around checklists on standard observation chdittss is an excellent innovation.
Nevertheless, it is not clear that it include apgafic material on the early detection of
meningitis in children. Mr Windsor’s suggestionaomore general recommendation has
some force because, as Dr Raftos argued, had Elurhanaged astaxic child his

chances would have been improved even withoutiaiteetliagnosis of meningitis.
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One of the principal aims of this inquest, bwer, is to assist clinicians in improving
their diagnostic skills in relation to meningiti¥hether training specifically in relation to
meningitis would be more effective than a more galrepproach is difficult for me to
say. | suspect, however, that awareness and nhiredfsiof meningitis is likely to be
more acutely triggered if it is treated a sepasatgect or, at the very least, as a distinct
sub-category rather than being incorporated imthee diffuse exercise of diagnosing
sick or deteriorating children. | concede thatcsglests in clinical education may take a
different view and support Mr Windsor’s approacprdpose therefore to make the
recommendation originally drafted but with the gfizdtion that the hospital “consider”

providing annual training in specifically in relati to the detection of meningitis.

Mr Windsor did not support the third draftoeanendation because of the conflict
between the expert opinions of Drs Raftos and Mkilasn short, his submission was
that Dr McCaskill's view — discussed above — oygletvail. This is a question for
experts and further research appears to be nedded.is the thrust of Counsel
Assisting’s proposed recommendation. | note thaBhtish meningitis guidelines, which
formed part of the evidence, include CRP testsiasod the standard investigations in
suspected meningitis cases. In my view, Counsdaksg’s proposed recommendation is

a sound one and | will make it.

In relation to the fourth proposed recommendaMr Windsor submitted that this
question was already addressed in NSW Health’oresspto the Garling Rep8ft. To a
significant degree that is correct. The Garlingg&erecommended that, on discharge
from hospital, patients be given a document innplanguage that outlined (a) the details
of their medications; (b) the details of their cptan; (c) resources available to them and
(d) their follow-up appointment8” Counsel Assisting’s proposed recommendation,
however, incorporates the additional suggestionttteadocument warn the parent or
carer of signs and symptoms that ought prompt anediate return to a doctor or the
hospital. This is a more specific and refined ssgjgn than the Garling

recommendation. | propose to adopt it.

In the Westmead study, discussing its pohaylications, the authors remark:

Diagnostic decision-making has received little attention compared with therapeutics
despite the universally accepted “medical mantra” of the importance of history taking and
physical examination for all patients. Given the complexity of this process and the sheer
number of clinical symptoms and signs elicited (including multiple thresholds at multiple
and varying times during the illness), it is highly likely that errors in judgment occur when
combining these clinical features.
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183. | commend the Children’s Hospital for the camé intensity of its study — one of the
largest ever conducted in the world — and its desiimprove the diagnostic skills of the
junior medical staff who train in the hospital.

184. The Westmead study found that a “generallyalfiappearance was the strongest
marker or sign of serious bacterial infection. @tktrong markers found were raised
temperature, no fluid intake in the previous 24rspincreased capillary refill time and

chronic disease. A factor not listed was parectiacern.

185.  In the NSW Health guidelin®and Professor Fulde’s manual on emergency medicine
parental concern is identified as a significanigatbr of a child being sick. The clinical
guidelines state, “Generally, parents know theildcén best and recognise when they are
unwell. Always listen to parents’ concerds Although it may be implicit in the fact that
a parent has brought a child to an Emergency Dejeattthat the parent is concerned, the
nature and degree of a parent’s concerns may pé&hgl diagnosing a toxic child. |
propose to recommend that consideration be givamctading an appropriate inquiry
(necessarily subjective but potentially indicativejhe triage questionnaire measuring

the degree of parental concern.

186. | also propose recommending that the Childretgspital consider whether this factor

can and should be built into its computerised disgn tool.

187. One indicator of the seriousness of pareatern and a child’s illness may be the
number of recent attendances at hospitals and enlG@Popose recommending that the
triage questionnaire also include that inquiry #vat consideration be given to including

it in the diagnostic tool.

188. Given the strength of the findings of the Wesad study, | also propose to recommend
that NSW Health consider rolling out the diagnostial to all NSW hospital Emergency
Departments. Finally, given that children withigisus or slow-moving forms of
meningitis are likely to present first to a GP,illwecommend that NSW Health consider
ways in which the diagnostic tool (or a versiontpfmay be made available to primary

carers.

189. The problem of diagnosing rare conditionsoisam insurmountable training challenge.
Case studies can be very useful exercises butaiimns are probably an even better

method of training practitioners how to respondecity to rare events. In another
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190.

191.

inquest, | was given evidence of a multi-medianireg module (“SCORPIO”) developed
by the Royal Prince Alfred Hospital for training gtaff in handling neo-natal
emergencie¥. | recommend that, if it has not already donetlse Children’s Hospital
consider developing a training module in whichiclens not only discuss bptactice

the diagnosis and treatment of rare but serioutebatinfections in simulated settings.

| note that the Garling Report recommendecethablishment of a NSW Institute for
Clinical Education and Training and that NSW Healtiesponse has been to support the
recommendation. If so, NSW Health might considipding this recommendation in

respect of the new Institute.

The insidious difficulty of misdiagnosis dwecbgnitive error is more problematic
because the errors are made subconsciously. Teesar likely to be made when the
cognitive load is high or when the thing being ledKor is only seen rarefyy.
Metacognition is the science of thinking about kinig. Despite the inherent difficulties

in developing clinicians’ awareness of their owimking in the clinical setting, |
understand that in some universities and teachiasgitals the study of cognitive
psychology has been introduced into the medic#hlsyk with a view to reducing

medical error rate¥. To some degree, the principles of metacognitimhavareness of
cognitive error are built into the practice of diféntial diagnosis and are thus an integral
part of a medical education. Nevertheless, | renend that, if it has not already done so,
the Children’s Hospital consider formally integrafithe study of cognitive bias and error

into its teaching and training syllabus.

Conclusion

194.

195.

“Evidence-based medicine”, with its emphasis oermitiic method, is, correctly, the
dominant paradigm in clinical diagnosis. Diagnob®yever, is art as well as science.
Open-mindedness, experience, intellectual curipsgtypect for others and sensitivity
to their genuine concerns are defences againsntpépconclusions, the diagnostic

errors that sometimes prove fatal.

In her statement to the court, Mrs Pele s&itfe is nothing worse than carrying your
baby, caring and guarding it so jealously and dregrof its future, only to have it ripped

away from you. The pain of losing a child is scamprehensible by someone who has
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196.

197.

not experienced such a loss, there are no wordedaribe it. We have tried many times

to describe the feeling of Elu’s loss and we hasen managed to fully describe it.”

| am sure that everyone who heard her speadurt was moved by her words and pain.
It would be foolish for a coroner to think that éeeshe could eliminate that pain or
provide “closure” to a family who have lost a chikk this. | hope, however, that it may
be some small measure of comfort to the Pele fatmiknow that this Court and all those
who have taken part in this inquest have takensEleath very seriously and hope that
some good will come of it so that the risk othenilees suffering the same experience

will be reduced.

| now turn to the formal findings and recomufetions | propose to make under the

Coroners Act.

Findings

198.

Pursuant to s 81 of tmroners Act 2009 find that Isaraelu Pele died on 18 December
2007 at Bankstown Hospital, Bankstown, New Southe#/af bacterial meningitis that

had not been diagnosed by a number of cliniciars ad examined him.

Recommendations

199.

Pursuant to s 82 of tmroners Act 2009, make the following recommendations:

To the Minister for Health:

| recommend that the Royal Alexandra Hospital foil@en (the Children’s Hospital at

Westmead) and the Sydney South West Area Healthc8aeview their guidelines to

provide for the assessment by senior staff of chilgresenting with any signs of toxicity

before such children are discharged,;

I recommend that the Children’s Hospital and Aresalth Service review their guidelines to
provide for annual training of clinical staff in EEmgency Departments in relation to the

detection of meningitis, including the possibilitiychildren presenting without signs of
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meningism and with normal vital signs, and in rielato the appropriate tests to be

conducted;

| recommend that the children’s Hospital and Areslth Service review the efficacy of CRP
and other tests, whether alone or in combinatioimproving the diagnosis of serious

bacterial infection;

| recommend that the Children’s Hospital and Areslth Service review the literature
concerning meningitis they distribute to parentsc@rers) on discharge of children with any
sign of toxicity. The document given to parentgluunclude clear, succinct instructions on
what to look out for and the importance of retugnimmediately to a doctor if signs or

symptoms are seen.

| recommend that the Children’s Hospital and Areslth Service the consider amending
their triage questionnaire to include an inquiry@the number of recent attendances made

by children at hospitals or on General Practitisnermrelation to the same illness.

| recommend that the Children’s Hospital and Aresalth Service consider amending their

triage questionnaires to include an inquiry seekingeasure the degree of parental concern.

| recommend that the Children’s Hospital considbetlier a measure of “parental concern”

can and should be built into its computerised distjn tool for serious bacterial infection.

| recommend that NSW Health consider rolling oet @hildren’s Hospital’'s computerised
diagnostic tool to all NSW hospital Emergency Démants.

| recommend that NSW Health consider ways in whighChildren’s Hospital's
computerised diagnostic tool (or a suitable versibi) may be made available to primary

carers.

| recommend that, if it has not already done se,CGhildren’s Hospital consider developing a
training module in which clinicians not only diseusutpracticethe diagnosis and treatment

of rare but serious bacterial infections in simedbsettings.

| recommend that, if it has not already done se,Ghildren’s Hospital consider formally
integrating the study of cognitive bias and errtoiits teaching and training syllabus

concerning differential diagnosis.

46



Magistrate Hugh Dillon
Deputy State Coroner
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