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Introduction

In his playThe Suppliant Women, the Greek playwright Euripides wrote, “What gregian

can mortals bear than this: to see their childiéeckbefore their eyes?”Fai and Lila Pele
have had that terrible experience watching badteréningitis slowly kill their much-loved
8-year old son Isaraelu, or Elu, over a few dagslileg up to his death in Bankstown Hospital
on the night of 18 December 2007.

Heightening the tragedy and sadness of this cabke i&ct that Mr and Pele were careful,
vigilant parents who sought medical attention flar #fom the time he became sick on 14
December until he was at death’s door on 18 Decerilespite the attentions of a number of
doctors, his fatal illness remained undiagnosed antautopsy was conducted following his
death.

Meningitis is an inflammation of the leptomeningeghe inner membranes that enclose the
brain and the spinal cord. Meningitis may develepnquickly and bring on severe signs and
symptoms within 24 hours. Bacterial meningitisvedl-known to be a disease that has a high
morbidity and mortality rate if not detected anebtied sufficiently early. Suspected
meningitis is a medical emergency. Untreated, biatteeningitis is almost always a fatal
diseasd. On the other hand, most bacterial meningitisqresions are not acute but

symptoms develop over a number of days. One estirma@hat about 75 per cent of patients



suffering from meningitis fall into this categofyThe slower onset of signs and symptoms,

however, does not reduce the urgency of the naedidgnosis and treatment.

Following Elu’s death, his parents requested argalanvestigation. They raised a number
of questions about his care and treatment. Inqoéat, they felt that Elu’s condition had not
been appropriately addressed by staff at BankstowinWestmead Children’s Hospitals

when he was presented there in the days befokehif.

One of the purposes an inquest may serve is teasldnd, if possible, allay the suspicions
and fears of family members of the person who led, @&s well as the concerns of the wider
community. Unexpected or sudden deaths raise ltrguguestions and issues. Civilised
societies know that what harms one of its membexg marm many others. Coroners seek to

answer some of those troubling questions by explathe facts that can be discovered.

A proper inquest is neither a witch-hunt nor a ewviash but a search for truth. It is intended
to be an independent, objective examination obilalable evidence relating to the

circumstances of a person’s unexpected or unnataedh.

A coroner’s primary task is, if possible, to makenfial findings concerning the identity of
the person who has died, when and where the desltiptace and the cause and manner of
death. Death is a process which culminates ina ihutdown of our hearts and brains and
respiratory systems. In seeking to understandcthiese of death” a coroner attempts to
identify the physiological and medical problems pleeson suffered which directly
contributed to that ultimate event.

The phrase “manner of death”, as far as a coren@wncerned, relates to the circumstances in
which the process of death took place. The corasks, “How did this death come about?”
The manner of Elu’s death, and the lessons thabedearned from it, has been the focus of

this inquest.

The issue for this inquest

The principal questions for the inquest are whapleaed and why the gravity of Elu’s illness
was not recognised until too late despite thetfzait he was seen on a number of occasions

by two experienced General Practitioners and irEtimergency Departments of two



hospitals. There is no dispute about Elu’s idgntithere or when he died, or the

physiological cause of his death.

A coroner has a discretion to make recommendatelating 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, howévisrimportant to say something about Elu

himself.

Elu Pele

Elu was born on 6 December 1999 and was one afsicren. His parents, Fai and Lila
Pele, are Samoans who came to Australia, like rhapgful immigrants, to give their
children a chance of a better standard of livirantthey could give them at home. The Pele

family are strong and affectionate towards one laarot

Elu was described by his mother and his brother Wao were supported her during the
hearing, as a very active boy who “loved life”. Was a talented sportsman, playing

basketball and rugby, and representing his scimoathiletics.

His mother described him as “the handsome andygveit 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 dm@@ngregation.

The pain of losing Elu in such tragic circumstanicas 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 short chronology

Prior to his death Isaraelu had attended the GtRree occasions - on 14 December (Dr
Poovaiah), 15 December (Dr Chugh — who had beeadkas GP since February 2002)
and 17 December (Dr Chugh), and had attended labgpittwice occasions — 16
December (Bankstown Hospital) and 17 December @@mfs Hospital Westmead) --



before being taken to Bankstown Hospital on 18 Ddxer when he was noted on arrival
to have had a cardiac arrest. Even after his tdemth at Bankstown Hospital the report

of death to the Coroner indicates that the causkeath was unknown by the hospital.

This chronology gives rise to obvious questionsualtioe reasons why his illness was not
identified and appropriately treated notwithstagdime clear vigilance of his parents in
accessing medical care. The questions are all tre stark given that the post mortem
microbiology report indicates that the streptocecpneumoniae was susceptible to
erythromycin, penicillin and tetracycline.

| have dealt in much greater detail with the chtogg of events in the full decision.
There were different recollections and versionswants given by some witnesses in
relation to some aspects of the evidence. Where thhas been a significant conflict |
have relied as much as possible on contemporameoosis. Where there has been a
conflict between the Pele family, especially MréePand hospital witnesses | have
generally preferred the family’s recollections b unlike the medical staff, they were
concentrating on one patient only and they knewphtent very well. The medical staff,
on the other hand, were busy, had significant nusmbkother patients to attend to and
did not know this patient. It is a principle of greosis that doctors should pay close
attention to the concerns and observations of paweith sick children because they

know them very well.

Elu’s first presentation was to a GP, Dr Poovaiath@ local medical centre. Elu
reported vomiting after eating McDonalds fast fodis parents reported that he was not
eating or drinking. It appears that Dr Poovaialuas=d a link between his vomiting and
the food, not an unreasonable hypothesis but robiiy available diagnosis. He

prescribed anti-emetic medication to stop the vimgit

The next presentation was on the following day wlBknsaw his usual GP, Dr Chugh.
He presented with headaches but had not vomitedédeéeing the doctor that day. Dr
Chugh prescribed paracetamol. Later that day ¢ineiting started again. Elu was

lethargic and rubbing his neck and head. Dr Chalgdtked for signs of meningitis but

found no specific signs.

On 16 December, his parents took Elu to Bankstowspial. He was now sicker. He

was dehydrated, not eating or taking fluids. He waffering headaches and fever. He



was pale. He had no diarrhoea but continued tatvama on occasion the vomits
contained blood. He had an inflamed left ear.néligh the doctors at Bankstown
considered a diagnosis of meningitis they did rmmbltests and did not conduct the
definitive test for meningitis, a lumbar puncturghis was a lost opportunity to save
Elu’s life. Instead, the diagnosis reached wastibavas suffering from a relatively

benign viral gastroenteritis. He was sent home.

The next day he was taken to Dr Chugh again bedaisentinued to vomit and was
bringing up blood in the vomit. He had no diarrhpa strong indication that he was not
suffering from viral gastroenteritis. Dr Chugh sbim urgently to the Children’s
Hospital at Westmead. Here, once again, no orgndsed a serious bacterial infection
or treated him with antibiotics. The diagnosis \&gain of viral gastroenteritis despite
the evidence to the contrary.

In fairness to the doctors at both hospitals aed3Rs, Elu does not appear at any stage
to have exhibited the classic signs of meninggisf neck, rash, photophobia, Kernig’s
and Brudzinki’s signs. There was ggecific indication that he had meningitis when they
saw him. Elu was sent home from the Children’spitas probably without a discharge

note due to a communication breakdown there.

On 18 December, he was very ill but his parentslbstdconfidence that the hospitals
they had been to could help their child. Nevedhkg] when he was found by his mother
to be cold and unresponsive she called an ambulddeavas taken to Bankstown
hospital where he died, still without an accurasgdosis. It was only at autopsy that the

bacterial meningitis was finally recognised.

What went wrong?

Except for Dr Chugh on 17 December, none of theathns who saw Elu recognised
that he was a seriously sick child. None of theoognised that he was suffering a
serious bacterial infection. Absent specific signeningitis can be very difficult to
diagnose but the real failure here was not so niuglfiailure to diagnose meningitis as
the failure to recognise Elu as a very sick chiid o take sufficient steps to exclude a

diagnosis of meningitis before falling back on arenbenign diagnosis.



Counsel Assisting, Ms Stern, in her closing subioiss 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 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.

| agree.

| have dealt in greater detail with these issuaherfull decision, together with a number of

other issues of lesser significance such as paardekeeping on the parts of some clinicians.

In the full decision, | have also considered aatgelength the phenomenon of diagnostic
error, touching on some of the literature abouticsdnisdiagnosis. A recent study carried
out by the Children’s Hospital at Westmead and ighbkd in the British Medical Journal in
April this year found that “Emergency departmenggbians tend to underestimate the
likelihood of serious bacterial infection in youalgildren [ie children under 5 years] with
fever.”" It found that only 70-80 per cent of febrile chéd presenting with serious bacterial
illnesses were prescribed antibiotics on theit firesentation at the hospitalt also found
that while most children with serious bacteriatl@ses were tested with cultures or other
appropriate tests, 5-6 per cent were‘hdh fairness, | note, however, that the study ofas

children of under 5 years and excluded the smatibvar of children suffering meningitis.

The study is, nevertheless, relevant to this inquiésuggests both that diagnosis of serious
bacterial illness can be difficult but also thatisignificant number of cases doctors do not
exclude the worst-case scenarios before makingra benign diagnosis. Ms Stern’s
summary of the errors made by clinicians pointtousie central idea that comes out of the

literature on misdiagnosis, namely that it oftenws because doctors develop a fixed idea



and stay “anchored to it” despite evidence conttat their idea and without further testing

the hypothesis.

What has been done since Elu’s death?

Following Elu’s death, a Root Cause Analysis itiggdion was conducted and a number of
recommendations were made for improvements at khldr€n’s Hospital. In essence, they
will result in more supervision of junior doctorg senior clinicians and more frequent
assessment of sick children by senior staff. Huoglirements of record-keeping have also

been made more stringent. Further details arénedtin the full decision.

The Children’s Hospital has gone further than tiiAReam’s recommendations. It has
improved observation facilities for sick childreti.has developed a better triage
guestionnaire. Perhaps most importantly, the @@ Hospital has developed a

computerised diagnostic tool to assist doctorsetecting serious bacterial illness in children.

What more can be done?

A coroner has power to make recommendations edjydaiaelation to public health and
safety. | have decided to make 11 recommendattige Minister for Health. | have

discussed the thinking behind the recommendatiotise body of the full decision.
The recommendations are as follows:

That the Royal Alexandra Hospital for Childréme(Children’s Hospital at Westmead) and
the Sydney South West Area Health Service revieiv tjuidelines to provide for the
assessment by senior staff of children presentitiyany signs of toxicity before such

children are discharged;

That the Children’s Hospital and Area Healthvi®er review their guidelines to provide for
annual training of clinical staff in Emergency Ddpaents in relation to the detection of
meningitis, including the possibility of childremgsenting without signs of meningism and
with normal vital signs, and in relation to the eqyiate tests to be conducted;



10.

11.

That the children’s Hospital and Area Healthvi@er review the efficacy of CRP and other
tests, whether alone or in combination, in imprguine diagnosis of serious bacterial

infection;

That the Children’s Hospital and Area Healthvi®er review the literature concerning
meningitis they distribute to parents (or carersgscharge of children with any sign of
toxicity. The document given to parents oughtudel clear, succinct instructions on what to
look out for and the importance of returning imnagelly to a doctor if signs or symptoms are

seen.

That the Children’s Hospital and Area Healthvi®er consider amending the triage
guestionnaires to include an inquiry as to the nemaolb recent attendances made by children

at hospitals or on General Practitioners in refatmthe same illness.

That the Children’s Hospital and Area Healthvider consider amending their triage

guestionnaires to include an inquiry seeking tosusaithe degree of parental concern.

That the Children’s Hospital consider whethememasure of “parental concern” can and

should be built into its computerised diagnostim for serious bacterial infection.

That NSW Health consider rolling out the ChildseHospital’s computerised diagnostic tool
to all NSW hospital Emergency Departments.

That NSW Health consider ways in which the Qleitds Hospital’'s computerised diagnostic
tool (or a suitable version of it) may be made kmdé to primary carers.

That, if it has not already done so, the Chkiits Hospital consider developing a training
module in which clinicians not only discuss Ipuéctice the diagnosis and treatment of rare

but serious bacterial infections in simulated ag#i

That, if it has not already done so, the Chitts Hospital consider formally integrating the
study of cognitive bias and error into its teachamgl training syllabus concerning differential

diagnosis.



Conclusion

“Evidence-based medicine”, with its emphasis oersific method, is, correctly, the
dominant paradigm in clinical diagnosis. Diagnokmwever, is art as well as science. Open-
mindedness, experience, intellectual curiositypeesfor others and sensitivity to their
genuine concerns are defences against leapinqitbusions, the diagnostic errors that

sometimes prove fatal.

In her statement to the court, Mrs Pele said “Tlherething worse than carrying your baby,
caring and guarding it so jealously and dreaminigsditure, only to have it ripped away from
you. The pain of losing a child is so incompreligesdy someone who has not experienced such
a loss, there are no words to describe it. We b@e@ many times to describe the feeling of

Elu’s loss and we have never managed to fully desat.”

| am sure that everyone who heard her speak irt e@s moved by her words and pain. It would
be foolish for a coroner to think that he or sheld@liminate that pain or provide “closure” to a
family who have lost a child like this. | hope wever, that it may be some small measure of
comfort to the Pele family to know that this Coand all those who have taken part in this
inquest have taken Elu’s death very seriously apktthat some good will come of it so that the
risk of other families suffering the same expereendll be reduced.

I now turn to the formal findings.

Findings

| find that Isaraelu Pele died on 18 December 26Mankstown Hospital, Bankstown, New
South Wales of bacterial meningitis that had netnb@iagnosed by a number of clinicians who

had examined him.

Magistrate Hugh Dillon
Deputy Sate Coroner
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