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(Date)

Attorney At Law
Firm
Address

Dear (Attorney):

I reviewed the following records on (client): listed
· Medical Center
· Primary Care Physician (PCP)
· Physician#2
· Surgeon

This case is about a 75 year old woman, (Client), who died due to complications from a perforated colon during a colonoscopy.  (Physician A, PCP), referred (client) to (Physician B) for anemia, colonoscopy and esophagogastroduodenoscopy (EGD).  Her first visit to (Physician B) was on (date).  Her health information form described her symptoms as generalized weakness, dizziness, poor appetite, and problems with balance.  She also complained of constipation and sour stomach or indigestion. Her past medical history included diverticulosis, ventral hernia (abdominal) and, ulcers in (date).  She also had a history of arthritis, and a mastectomy for breast cancer.  She required several medications for blood pressure, depression and potassium supplement.  (Physician B) prescribed Prilosec 10 mg. every morning and scheduled her for upper and lower endoscopy at (Hospital).

On (date), (Client) had her scheduled upper and lower endoscopy (studies of the gastro-intestinal tract).  The upper GI (gastrointestinal) study revealed gastritis and a gastric polyp, which was removed.   The (client) was repositioned for the colonoscopy.  (Physician B) visualized extensive diverticulosis and a stricture (narrowing) in the colon. There is no description of the number of centimeters where the stricture occurred.  The operative report stated (Physician B) advanced past the stricture and felt a “give” in the scope.  He immediately discontinued the procedure and slowly withdrew the scope.  He visualized a tear in the sigmoid colon and completely withdrew the instrument.  A (general surgeon), was contacted for surgical repair of the tear. 

According to (Hospital)’s outpatient surgery/observation sheet, the patient was admitted to the hospital.  On (date) at 1846 hours, a chest x-ray was done to check her respiratory status, and a nasogastric (NG) tube placement.  There are two biopsy reports, describing the gastric polyp as benign.  There are no further records regarding her hospitalization at this facility.

On (date), (Client) was transferred to (Hospital).  The history and physical completed by (Physician A), stated the patient was doing well post-operatively until she spiked a temperature of 103.6F.  She was transferred to (Hospital) with the family’s consent.

(Client)’s problem list on admission were:
1. History of colonic perforation
2. History of microcytic anemia 
3. History of incarcerated ventral hernia, repaired
4. History of temperature spike without clear evidence of abscess formation at this point in the abdomen.

The plan of care (in History/Physical) was to keep the patient nothing by mouth (NPO), continue the antibiotic Mefoxin 2 Gms. every 6 hours IV (intravenous), and obtain a surgical consult from (Physician C).  (Physician B) requested a central line (IV in major blood vessel in chest) placement for fluid replacement, nutritional therapy and medication.  He also consulted a cardiologist due to (Client)’s history of congestive heart failure and ordered pressure stockings for (Client)’s legs to prevent embolism (clots).  He ordered Ativan IV for anxiety and Demerol IV for pain.

On (date), a consult was ordered for a (Neurologist) to assess the patient for altered mental status.  She is described as intermittently confused with fluctuating levels of consciousness.  He suggested (Client)’s altered mental status was a mild encephalopathy, related to alteration in her sleep wake cycles, her illness, and effects of medication.  (Neurologist) saw no evidence of a central nervous system infection, but would opt to do a lumbar puncture if her fever returned.  He ordered a CT scan and electroencephalogram (EEG) of the head for noticeable twitching in her upper extremities to rule out a structural brain lesion or seizures.  (Neurologist) also changed medications he felt might be worsening her delirium; she was on Ambien, Clonopin, and Vistaril.

On (date), (nephrologist), was consulted for elevated BUN and creatinine levels (test to measure renal function).  He described (Client) as having acute and chronic renal failure, and sepsis related to dehydration during the previous transfer from (Hospital) [need records from (Hospital) to verify her fluid status and her renal function].  She was described as malnourished with an albumin of 1 (indicative of protein depletion).  He stated aggressive hydration in the previous 24 hours had improved her urine output.  He ordered a renal ultrasound and abdominal CT and several other urine laboratory studies.  He suggested continuing aggressive fluid replacement.

On (date), (Physician D) the surgeon, took (Client) went to surgery for placement of a temporary Tessio dialysis system (due to renal failure), and on (date) to surgery for an exploratory laparotomy (abdominal exploration).  He investigated the perforated colon and gave a post-operative diagnosis of perforated viscus with two large intra-abdominal abscesses, and inter-loop abscesses. He performed a colostomy.  The operative site contained two large abscesses in the lower right and left abdominal quadrants.  The drainage was described as purulent (green pus) and mixed with some gut content (stool). Also, inter-loop abscesses were noted, but (Surgeon) did not say how many.  He believed the leak was through the original suture repair; drained all abscesses, dissected several dense adhesions (scar tissue) attached to the bowel and abscesses and, then placed drains at each abscess site.  The area was irrigated (rinsed) copiously throughout the procedure.  (Client) was given three (3) units of fresh frozen plasma and one unit of blood. 

On (date) (Hematologist), was consulted for coagulopathy (abnormal bleeding).  Her note stated the (client) continued with fever and abdominal pain after surgical repair of the bowel, and she had bleeding from the colostomy, urinary tract, mouth and gums.  Her note also stated (Client) couldn’t speak since she was intubated (oral tube for breathing) and on a respirator (when did this happen?).  (Physician) believed her bleeding was due to a vitamin K deficiency from prolonged antibiotic use or, a factor deficiency (blood clotting factors).  She ordered several lab tests to confirm her suspicion (PT, PTT, D-Dimer, haptoglobin) and ordered Vitamin K injections to correct the depletion.  

On (date), (Pulmonologist), was consulted to manage the patient on the respirator.  He described her as doing well in terms of oxygenation and progressing toward weaning (removing) from the respirator.  She was alert and followed most commands.  (Pulmonologist) wanted PEEP (positive end expiratory pressure) removed.  

On (date), (Pulmonologist), was consulted to evaluate for pneumonia and respiratory failure.  He described a suspicious density on x-ray, which he believed might be a hematoma (clot) or abscess related to her temporary dialysis catheter.  Also, he diagnosed her with sepsis syndrome.  He ordered the ETT (breathing) tube to be pulled back some, increased the oxygen on the respirator to 40% and ordered a CT of the chest to study the density in her left upper lobe.  He requested the surgeon place a tracheostomy since she’d been intubated (breathing tube) for so long. He also considered a bronchoscopy later done on (date). 

The labs and radiology reports are incomplete.  There are no chemistries (electrolytes) or hemograms (hemoglobin & hematocrit). There are several chest x-rays and diagnostic studies (CT scans), but they are also incomplete.  There are no other records to describe whether the patient remained hospitalized, was weaned from the respirator, recovered, or died.  There should be an autopsy report, if the family requested one, or at least a discharge summary.

The following is a synopsis of the (client) case and identified breaches in the standard of care: 

Negligently performed a procedure which caused harm to a patient.
(Client) succumbed to complications from the initial perforation of the bowel during the colonoscopy.  The two physicians implicated in this situation are (Physician B) who performed the colonoscopy and (Surgeon), who repaired the tear.  Some questions to be raised from this record review are: 

· Why was (Client) transferred to (Hospital)?  
· Why aren’t there any records of her hospitalization at (Hospital)?  
· What did (Surgeon) operative report reveal when the tear was repaired?  
· Did (Client) get antibiotics?  

I’m suspicious there was something to hide.  There may be issues of sub-standard care, leading to the fever, infection, and the need to transfer her to (Hospital).  The records of this (Hospital) need to be obtained to review what (Client)’s care was like at (Hospital).

Possible negligent performance of a procedure beyond physician’s level of skill and expertise.
I recommend requesting information regarding the credentials (obtain curriculum vitae) of both physicians.  I checked out the American Board of Medical Specialist and both are board certified in their specialties, i.e., (Family Practice specialist) and (Surgeon).  Was (Physician B) skilled in performing the colonoscopy?  This is a procedure any gastroenterologist can perform, however; (Physician B) was a Family Practice physician. A flexible sigmoidoscopy or proctoscope procedure may be within his scope of practice, but a colonoscopy is a procedure a qualified gastroenterologist should perform.  Ask what kind of training or credentialing guidelines the facility requires for their physicians to perform the procedure.  Attaining credentialing information may be difficult to obtain, but investigating what type of credentialing is required to perform these procedures would be helpful.  

Failure to order appropriate lab tests and diagnostic studies.
I reviewed the guidelines from the American College of Gastroenterology, describing colonoscopy as a high-risk procedure, especially when a patient has diverticulitis.  According to (Physician B), (Client) had a history of diverticulitis.  I wonder if he considered her abdominal complaints might have been a flair-up of diverticulitis disease process.  Second, the guidelines recommend abdominal CT before performing a colonoscopy.  No records document this test was done prior to the colonoscopy.  
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