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ID [REDACTED] 
Date Document Created [REDACTED] 
Document Description Statement Dr [REDACTED] 
Division [REDACTED] 
Reported [REDACTED] 
Opened date [REDACTED] 
Closed   
Severity Harm to a person -death 
Situation Patient represented to [REDACTED] at [REDACTED] in 

cardiac arrest - not resuscitated and died at [REDACTED]. 
Background [REDACTED] presented via [REDACTED] with right 

groin/back pain.  
 
Admitted overnight to [REDACTED] under the care of 
[REDACTED]; discharge next day after analgesia and PT. 
 
? Seen by SAS and GP after discharge after brief syncope.
 
Represented to [REDACTED] [REDACTED] at 
[REDACTED] in cardiac arrest - not resuscitated and died 
at [REDACTED]. 
 
Hospital PM arranged with revealed rupture AAA and 
intraperitoneal blood. 
 
I was made aware of patient, processes and outcome by 
ED registrar and spoke to family. 
 

Assessment Abnormal ED environment due to refurbishment; new ED 
doctors. 
 

Recommendations/Decisions Full investigation of circumstances of case. 
Details of Investigation   
Lessons learned   
Scope and level of investigation   
Involvement of patient and relative in 
response to incident   
Detection of incident (who, when, how)   
Chronology of incident/events 
(dates/times/key events/actions)   
Care and service delivery problems that 
led to the incident   
Contributory factors   
Key Issues   
Improvement Plan   
Arrangements for shared learning (where, 
when, by whom)   
Lessons learned   

 



NHS Lothian - Statement ID [REDACTED] 
 
 

Details of Statement Writer  
Name  Dr [REDACTED] 
Post Title and Grade [REDACTED] 
Contact Details [REDACTED] 
Department or Ward [REDACTED] 
Location (eg RIE, GP Practice ) [REDACTED] 
NHS Lothian Division or CHP and 
Directorate or Service  

[REDACTED] 

  
Details of Incident  
Date and Time of Events / Incident [REDACTED] 
Location of Events / Incident [REDACTED] 
Location of Statement Writer at Time of 
Incident 

[REDACTED] 

Name of Person in Charge at Time of 
Incident 

[REDACTED] 

Names of any other Witnesses [REDACTED] 
Statement Details: 
 
 
Introduction:  
An [REDACTED] year old patient, [REDACTED] was admitted to [REDACTED] on [REDACTED].  
[REDACTED] was discharged from the [REDACTED] and then re-admitted on [REDACTED] to the [REDACTED] 
department of [REDACTED]. The purpose of this statement is to provide a detailed account of [REDACTED] 
medical assessment during the admission [REDACTED] to [REDACTED]. 
 
Background:  
This [REDACTED] year old patient, [REDACTED] was admitted to the [REDACTED] [REDACTED] department 
on [REDACTED] and then transferred to the [REDACTED] on [REDACTED]. [REDACTED] was re-admitted to 
the [REDACTED] on [REDACTED] where [REDACTED] died. 
Subsequently this patient’s post mortem showed an abdominal aortic aneurysm. 
 
 
List of Events:  
 
[REDACTED]   Patient had cardiac surgery for a triple vessel CABG, discharged [REDACTED] 
[REDACTED] [REDACTED]   Patient admitted to [REDACTED] at [REDACTED] on [REDACTED]. 
[REDACTED] [REDACTED]   Transferred from [REDACTED] to [REDACTED] 
[REDACTED] [REDACTED]   Patient assessed and clerked into [REDACTED] by [REDACTED] 
[REDACTED] [REDACTED]   Patient assessed by [REDACTED] 
[REDACTED] [REDACTED]   Patient seen on morning Medical Consultant ward round (Dr [REDACTED]) with 
[REDACTED] team  
[REDACTED] [REDACTED]   [REDACTED] physiotherapist assessed patient 
[REDACTED] [REDACTED]   Assessment by on call Surgical team ([REDACTED]) 
[REDACTED] [REDACTED]  Assessment Medical Consultant ([REDACTED]) with [REDACTED] team and 
[REDACTED] ([REDACTED]) 
[REDACTED] [REDACTED]   Patient allowed home with son ([REDACTED]), after mutual agreement with 
[REDACTED]  
 
Account of events:  
My initial involvement with this [REDACTED] year old patient, [REDACTED], began at [REDACTED] in 
[REDACTED] on [REDACTED]. [REDACTED] was seen on the weekend on call morning ward round 
([REDACTED]) with the medical [REDACTED] team. This patient was handed over to me by the night time 
medical team. One assessment had already been made in [REDACTED] and then two medical assessments had 

 1



been made in [REDACTED], as follows:  
 

1) [REDACTED] / [REDACTED].   [REDACTED] doctor (Dr [REDACTED]): (Summary of the [REDACTED] 
Medical notes).  

History: Patient complaining of Right groin & buttock pain. Buttock pain began [REDACTED].  Reduced by 
rubbing. Not radiating down leg. Right groin pain, constant and exacerbated by coughing. Cough since 
discharged home after CABG. Antibiotics had been given for 3 days. Patient has been sitting a lot since 
discharge. Unsteadiness on walking which pt ascribes to recurrent Labyrinthitis.  
O/E: Pedal pulses present, “slightly reduced on the left”. Cough impulse right groin +, no palpable hernia. 
Abdomen soft and non tender. Tenderness over right buttock. BP 119/64, Pulse 70. ECG: unchanged from 
previous ECGs. 
IMP: Respiratory tract infection, cough exacerbating self-reducing right inguinal hernia. Buttock pain, ? sciatic 
pain due to “unaccustomed prolonged sitting”. 

   
2) [REDACTED] / [REDACTED].   [REDACTED]: [REDACTED] night duty doctor: (Summary of 

[REDACTED] Medical Notes) 
History: 1-2 days of right buttock pain radiating to the right groin. Seems like sciatic pain. Labyrinthitis 
symptoms (Nausea). Persistent cough with amoxicilin course from GP.  
O/E: Abdomen soft, non tender. Tender right groin, no palpable mass. Radial and dorsalis pulses present. No 
palpable abdominal aortic aneurysm (AAA). Slight tenderness right buttock. Sciatic stretch test +ve on right.  
IMP: Right sciatica. Possible right inguinal hernia.  
Plan: Analgesia, physiotherapy and then ? for Home. 

 
3) [REDACTED] / [REDACTED].  [REDACTED]: Medical Registrar (Dr [REDACTED]): (Summary of 

[REDACTED] Medical Notes) 
History: Right buttock to right groin pain. Some relief with analgesia. Unsteady due to labyrinthitis.  
O/E: Sats 97% Respiratory rate 17. BP 179/97. Right buttock tender. Abdominal examination: Normal except 
tender right groin and tender right buttock.  
IMP: Buttock and groin pain.  
Plan: Analgesia. X ray pelvis. 
 
When I met this patient at [REDACTED], the history was taken again and the patient was examined. This 

patient was very reluctant to answer questions about [REDACTED] pain. [REDACTED] was asked 
several times to state where [REDACTED] pain was located. [REDACTED] was unable to provide an 
answer to localise the pain. Therefore, based on the handover notes above from the admitting teams, I 
had to point to various parts of [REDACTED] abdomen, back, buttocks and upper legs. The patient 
indicated that [REDACTED] had pain over the right buttock which seemed to be radiating around to the 
right groin and lower right abdomen. [REDACTED] stated that [REDACTED] had had this pain 
previously, but would not say how long ago. The patient did not appear distressed with the pain at the 
time of this ward round and stated that the right groin pain was very similar to a pain [REDACTED] had 
had in the past that had been due to a left inguinal hernia. This diagnosis was also the conclusion that 
the admitting [REDACTED] doctor had reached.  

On examination, this patient had some tenderness over the right groin. Abdominal examination was 
otherwise normal. Because of a diagnosis of possible right inguinal hernia, the patient was referred to the 
[REDACTED] for a second opinion for the abdominal pain. The other pain was a right buttock pain. This 
was described as radiating down the back of the right leg. This had been handed over a probably due to 
sciatica (see 2 above, a sciatic stretch test was positive). Therefore an x ray of the lumbosacral spine and 
pelvis were requested. 

 
Physiotherapist review: [REDACTED] on [REDACTED]: Independently mobile, including with all transfers 

after analgesia, discharged from physiotherapy. 
 
Surgical review at [REDACTED] on [REDACTED]: Surgical FY2 ([REDACTED]). (Summary based CAA 
Medical notes). 
The patient again reported right buttock pain radiating to the right groin. On examination: abdomen: soft, 
non tender. No masses. An impression of possible right inguinal hernia was made. An outpatient abdominal 
ultrasound scan was planned. 

 
 
Ward round Medical Consultant ([REDACTED]): [REDACTED] on [REDACTED]: This patient was observed 
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by nursing and medical staff mobilising independently around the ward and after analgesia, did not appear in 
pain or distress. This patient stated, that in fact, the pain was improved by walking around and made worse 
by sitting down. ([REDACTED]) was invited to attend my ward round when the history taking and 
examination were repeated. [REDACTED] was invited to offer any additional history or suggestions for 
management. As a [REDACTED], [REDACTED] was asked if [REDACTED] considered any other possible 
diagnosis and [REDACTED] offered to request any further appropriate investigations. The patient was again 
observed mobilising independently around the ward without any apparent significant distress. The x rays of 
the pelvis and lumbosacral spine were judged to show no serious bony abnormality, when viewed on the 
ward computer.  A plan was made to make sure the formal report of the x rays of pelvis and lumbosacral 
spine were collected and noted. [REDACTED] offered to take the patient home.  
 
 
On [REDACTED] this patient returned to the [REDACTED] department, had a cardiac arrest and died in the 
[REDACTED] department. A hospital post mortem showed that there was a small rupture site on the 
posterior aspect of the lower abdominal aorta where aneurysmal dilatation measured 9cm in diameter. The 
post mortem also identified evidence of myocardial infarction estimated at 10-14 days before the post 
mortem, ie during the last week of [REDACTED]. 
 
[REDACTED] subsequently expressed concern that the [REDACTED] team should have diagnosed an 
abdominal aortic aneurysm when [REDACTED] attended on [REDACTED]. [REDACTED] has subsequently 
stated that [REDACTED] does not blame the [REDACTED] medical consultant for not identifying the 
abdominal aortic aneurysm on [REDACTED] and that [REDACTED] [REDACTED]self, did not consider this 
diagnosis when [REDACTED] attended the ward round on [REDACTED]. [REDACTED] has also stated (in a 
later telephone conversation to Dr [REDACTED], [REDACTED] Consultant) that [REDACTED] would not 
have wished for the patient, [REDACTED], to have undergone surgical repair of an abdominal aneurysm. 
  
This case was discussed at the [REDACTED] departmental M&M meeting. I discovered from the subsequent 
enquiry made during an [REDACTED] M&M meeting about this case that the [REDACTED] team had 
discussed this patient with the [REDACTED] middle grade doctor and [REDACTED] consultant. 
This M&M concluded and emphasised to [REDACTED] staff: 1) the importance of reading a GP letter 
carefully. This patients GP letter had raised the query of differential diagnosis that included “??? AAA”. 2) Be 
aware that abdominal aortic aneurysms may present in atypical ways. 3) Be aware of the literature which 
suggests that abdominal aortic aneurysms are often missed in the [REDACTED] department. Literature 
review showed that the final diagnosis of abdominal aortic aneurysm is often not made until post mortem. 4) 
Successful management of abdominal aortic aneurysms requires early diagnosis within hours and rapid 
treatment. 

 
Additional Relevant Information:  
On [REDACTED] the [REDACTED] department was unusually busy and was working in approximately half of the 
usual floor space due to re-building work ([REDACTED]). The [REDACTED] wards were unusually busy and 
there was an official ‘bed crisis’. Despite these circumstances neither the patient nor [REDACTED] were put 
under any pressure to return home. 
 

At the request of [REDACTED], I arranged a meeting which was attended by [REDACTED], Dr 
[REDACTED] ([REDACTED] Consultant), Dr [REDACTED] and the [REDACTED] secretary, who took 
detailed notes. [REDACTED]’s criticism was that [REDACTED] believed there was sufficient evidence for the 
[REDACTED] doctor to diagnose an abdominal aortic aneurysm on [REDACTED]. At the end of the meeting 
[REDACTED] thanked me for arranging this meeting. [REDACTED] does not wish to make any formal 
complaint about the care of [REDACTED] at [REDACTED] in [REDACTED]. 
The minutes of this meeting on [REDACTED] have been recorded and logged in [REDACTED] and would be 
available if required in the future. 

 
I confirm that the facts in this statement are an accurate record of events. 
 
Signature  
 
Date: 
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