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Complaint as put by Mr Edwards:
1. The account of the complaint provided by Mr Edwards was that, on 25 April 2001, his wife took their fifteen-year old daughter, Michaela, to see their general practitioner (GP), Dr Lewis; Michaela was feverish with a sore throat and she had difficulty swallowing. Dr Lewis diagnosed pharyngitis and prescribed suppository painkillers. Over the next few days, Michaela got much worse and, on Sunday 29 April, Mr and Mrs Edwards took her to an out-of-hours GP service (the Out-of-Hours GP Service); she was diagnosed by a duty doctor (the first duty Doctor) as having a streptococcus throat infection and was prescribed penicillin. Michaela's condition improved until 3 May but after that she deteriorated and became very weak, with difficulty breathing and swallowing. On Saturday 5 May (a Bank Holiday weekend), Mr Edwards telephoned the GP surgery (the Surgery) to request a home visit. No doctor was available, so he took Michaela to the Surgery. Mr Edwards had to `practically carry' Michaela into the Surgery but staff asked them to wait in the waiting room until a doctor could see them. After a wait of 25 minutes, they went in to see Dr Lewis. Mr Edwards explained the situation to Dr Lewis and gave him a prepared list of Michaela's symptoms. Dr Lewis briefly examined Michaela and said she had glandular fever. He advised painkillers and plenty of fluids, and arranged for blood tests to be done the following Tuesday to confirm the diagnosis. However, on 7 May, Michaela's condition worsened further. Mr Edwards telephoned the Out-of-Hours GP Service again and another duty

doctor (the second duty Doctor) visited and arranged for Michaela to be admitted to hospital. She was found to have Lemierre's Syndrome, 1a rare bacterial infection, and she died eleven days later.

1 It is believed to be rare only when it becomes so advanced. Further, it is more common than people think, and is probably effectively treated with antibiotics at early stages before it is even identified. 

2. On 24 August, Mr Edwards complained about Dr Lewis to Suffolk Health Authority (the Health Authority). The Health Authority's Convener turned down a request for an independent review. Mr Edwards remained dissatisfied.

3. The matter subject to investigation was that Dr Lewis' management of Michaela's condition on 5 May 2001 was inadequate.

Investigation
4. The statement of complaint for the investigation was issued on 27 June 2002. Comments were received from Dr Lewis and relevant papers, including Michaela's clinical records, were examined. Two Professional Assessors - both practising GPs - were appointed to advise on the clinical aspects of the case; their report is reproduced in its entirety in paragraph 29 below. The Ombudsman's Investigator took evidence from Mr and Mrs Edwards and Dr Lewis and the receptionist at the surgery (the Receptionist). I have not put into this report every detail investigated, but I am satisfied that nothing of significance has been overlooked.

Mr and Mrs Edwards' evidence
5. Mrs Edwards told the Investigator that, on 25 April Michaela complained of a sore throat, so she took her to the Surgery. Dr Lewis prescribed suppository painkillers. Mr Edwards said that he had not been happy with that consultation. His wife had told him that Dr Lewis had listened to Michaela's chest through her coat. Mr Edwards also thought that it was inappropriate to prescribe suppositories as Michaela was suffering from diarrhoea at that time.

6. When Michaela was seen by the Out-of-Hours GP Service on 29 April the first duty Doctor prescribed a course of penicillin. Michaela seemed to improve over the next few days; she was `almost better' on Wednesday and was out of bed Thursday and had managed to eat a little. However, on Friday she could not get out of bed. She was sweaty and crying and asked Mr Edwards to open the window for her. Her temperature kept fluctuating. She also appeared to have lost her inhibitions; she did not care that her father saw her with no clothes on. She could not get to the toilet on her own and her father had to help her. She had not eaten for some time and she had had no bowel movements. Mr Edwards was worried because he thought she might be suffering from malnutrition, and that that might have affected her mind. She was still taking the penicillin at that time. Mr and Mrs Edwards had been told that she should complete the course, so they were waiting for the medication to finish to see if there was any improvement. They decided that night that, if she were no better on Saturday, they would contact the Surgery again.

7. On the morning of 5 May, Mr Edwards decided to call a doctor out. He spoke to the Receptionist and told her that his daughter was very ill and needed a doctor, but the Receptionist said that there was no-one available and he would have to bring Michaela to the Surgery. He reiterated that Michaela was very ill, but was told 2that he would get no home visit that day. He was angry about that and 3slammed down the telephone receiver. He took Michaela to the Surgery himself because he wanted to make sure that 4Dr Lewis listened to his concerns. 5He prepared a list of all her symptoms, so as not to miss anything. 6He was expecting the consultation to be difficult because, when he had first met Dr Lewis at a `new patient check', he had thought that that consultation was `amateurish'; Dr Lewis had not seemed prepared for him and was not welcoming. 7Also, he thought that Dr Lewis might not be happy that Michaela had not used the suppositories he had prescribed, and because they had sought alternative advice from the Out-of-Hours GP Service `behind his back'. With all this in mind, Mr Edwards had been timid about the visit and felt that he had to go in `grovelling'. 

2 If you want your daughter to see a doctor you will have to bring her to the surgery.

3 Impossible - We have a radio phone – I actually simply hung up.

4 Another doctor (I didn’t know Dr. Lewis would be there) listened to me, because I knew something was seriously wrong, and I wanted notice to be taken, something to be done, as opposed to being fobbed off again.

5 I hoped it would add a bit more impact to make the doctor take notice.
6 I was not expecting the consultation to be difficult.

7 I didn’t know until I got to the surgery that I would be seeing Dr. Lewis, so why should I be timid and grovel? I was angry but I kept my anger in check because I didn’t want to antagonise the doctor - it was more important that my daughter received the doctor’s help.

8. Mr Edwards had to help Michaela in to the Surgery. She weighed about seven stone and was quite tall, so it was not easy. She walked as if she were `drunk' and he thought that she would have fallen if he had not helped her. She was weak and could only take a few steps. On reporting to the reception desk, Mr Edwards explained again that Michaela was very ill and they were told to go to the waiting room. 8Mr Edwards did not think that reception staff would have seen Michaela properly because they were behind a high desk. It was an effort to get Michaela round to the waiting area; that made her pant. There were about two or three people in the waiting room. During this time, Michaela was sitting next to him, resting her head on his lap. Staff would not have been able to see Michaela at this point as the waiting area is out of sight of the reception desk. Mr Edwards said that he had been very distressed with tears in his eyes; he could see the other patients were watching him but when he looked towards them they turned away embarrassed. No-one suggested that he should go in before they did.

8 I have been asked why the receptionist failed to notice my daughter’s condition, and I have said I don’t know why. It was they who suggested to me that it might have been because of the high desk, but ultimately I don’t know, don’t remember, having had more important things to consider. In any case, I am highly doubtful that either one of us, given the circumstances, could possibly have avoided being noticed, though this is by the bye. 

9. He had to support Michaela in to the consulting room. He then `let go' of her, because he wanted Dr Lewis to see how ill she was and that she could not stand alone. There was only one chair, which he sat down in; there was no chair for Michaela. He told Dr Lewis that Michaela was much worse than on 25 April. He explained that she had become so weak the previous Sunday that they had taken her to see the first duty Doctor and she had prescribed a course of penicillin and suggested that Michaela might have glandular fever. He told Dr Lewis that Michaela had responded to the antibiotics and by Wednesday evening was looking much better. He explained, however, that by Thursday evening she was ill again and on Friday night was even worse. Dr Lewis appeared upset and asked Mr Edwards why Michaela had not used all the suppositories; Mr Edwards explained that that was because she had had diarrhoea. Mr Edwards explained all her new symptoms and his fears about her weakness and lack of inhibitions. He handed Dr Lewis the list that he had prepared. Dr Lewis read it and handed it back.

10. Dr Lewis then went to where Michaela was standing and used a light to look down her throat; he checked her neck glands and listened to her chest and back with his stethoscope, putting it up her jumper. He then helped her on to the couch and, with his back to Mr Edwards, listened again to her chest and her abdomen. Mr Edwards could see this from where he was sitting. It was possible that Dr Lewis also checked her pulse and temperature but Mr Edwards had not seen him do so. Dr Lewis did not check Michaela's blood pressure or respiration and he never once talked to her except to give instructions. He wrote something in the notes, then helped Michaela off the couch and left her standing while he sat down.

11. Mr Edwards had tears in his eyes and Dr Lewis had asked him what was the matter. Mr Edwards explained that he thought Michaela had lost her mind due to her lack of food. Dr Lewis said that he thought she had glandular fever and that it was nothing to worry about. Mr Edwards mentioned the fact that she had 9oral exams coming up. Dr Lewis said that he had made an appointment for Michaela to see another doctor at the Surgery the following Tuesday and handed him blood sample bags. Mr Edwards had mistakenly assumed at that time that they were for stool and urine samples, so he said `one of these might be a bit of a problem - she hasn't had any bowel movements for a week'. Dr Lewis said `she wouldn't have if she hasn't eaten anything'. Michaela did not once speak during the consultation. Dr Lewis wrote some more notes and advised strong painkillers, Ibuprofen and paracetamol. Mr Edwards asked if that was all right, given that she was not eating. Dr Lewis told him not to worry and it would do her no harm. He stood up and opened the door: Mr Edwards `took the hint' and, as they left, Dr Lewis reminded him of the appointment on Tuesday. Mr Edwards felt a bit annoyed, but he was relieved to know the diagnosis. However, he later learned from a friend and from medical staff that Dr Lewis should have done the blood tests there and then and that Michaela's symptoms were much more serious than glandular fever.

9 GCSE exams coming up.

12. Mr Edwards then supported Michaela to the pharmacy (which is opposite the Surgery and very close to it) to get the painkillers. Back at home, Michaela went into her parents' bed for a while and watched some television. Because of the diagnosis of glandular fever, her parents left her alone, and only went in to give her 10painkillers. Michaela tried some `Build Up' (a fortified drink) but it made her feel sick; she drank only tap water. She did not talk during that time; if they spoke to her she only mumbled in reply. She was in a similar condition on the Sunday and they had not gone in to her much. She was just lying there. Mr Edwards described her as `incoherent' and `delirious' during that time.

10  And to try to encourage her to eat and drink.

13. On Monday, Mr Edwards had gone in to see Michaela before he went to work, sometime between 6.00am and 7.00am. Later when Mr Edwards arrived home around 111.00pm, he went in again and noticed that she had dried blood on her teeth and her lips were bleeding. He was concerned about that and telephoned the Out-of-Hours GP Service again. He read out the list of symptoms that he had shown to Dr Lewis, asking for reassurance that they were in keeping with glandular fever. 11(Note: I have seen from the clinical records that the telephone call to the Out-of-Hours GP Service was made at 4.58pm and that the second duty Doctor visited at 5.40pm.) He was told that they were not. The second duty Doctor visited 11within fifteen minutes. He examined Michaela and arranged for her immediate admission to Ipswich Hospital. Michaela was later transferred to Addenbrooke's Hospital in Cambridge, and then to Great Ormond Street, London, where she died on 18 May.

11 When interviewed I was asked what time everything happened. I said I was not sure of the times but I have it all written down upstairs, do you want me to go and see. I was told not to bother because they just wanted a rough idea about what happened.  I have been quoted as stating false times and yet I offered to obtain correct times and was told not to bother. It seems to me that the investigation is trying to discredit me. I also have proof that I recorded the correct times within a month of Michaela’s death.
14. Mr Edwards said that staff at Ipswich Hospital explained that Michaela had severe pneumonia and would not have survived through the night if she had not been brought in that day. 12Staff expressed concern that Dr Lewis had not noticed her condition when he examined her on 5 May because it must have been causing her difficulty breathing. Staff at all three hospitals that treated Michaela told Mr Edwards that the list of symptoms he had presented to Dr Lewis on 5 May indicated that Michaela had `something seriously wrong with her, possibly pneumonia'. 13(Note: the actions and comments of staff from those hospitals are not subject to this complaint.)
12 Michaela’s lungs were shadows when she was admitted and her lung walls had hardened. The staff said this must have been evident when the doctor saw her, because this cannot happen in two days.

13 I was told by the officer that the investigation would contact experts other than GP’s if it was required to determine the truth about what really happened. If this is not to be the case then what is the point of the investigation?

Documentary evidence 
15. Mr Edwards provided a copy of the list of symptoms that he had prepared prior to the consultation on 5 May. The list included:


`Responded to Penicillin


No food 2 weeks - only water 


Problems Swallowing


No Bowel movements over a week 


Slight exertion made her pant 


Chest pains when breathing 


Smelled rotten, like decomposing 


Hot 1 minute - cold the next 


Shakes so bad it hurt her stomach


Slight Exertion made her shake violent[ly] 


Not strong enough to talk - made pant 


Neck, arm and back hurt


Trying to cough phlegm, too weak made her pant 


No Inhibition - no clothes 


No interest in anything


Not coherent sometimes.'

Dr Lewis' response to the statement of complaint

16. In his formal response of 15 July 2002 to the statement of complaint, Dr Lewis wrote:

`Whilst I can fully understand the distress and grief that Mr and Mrs Edwards are experiencing I do not feel that their complaint is justified. I believe the course of events ... shows that their daughter was suffering from a condition which was rare and which unfortunately presented with 14extremely common symptoms. Given the same set of circumstances I do not know how I could have managed the problems, as presented to me, differently.'

14 Dr Lewis says they are common, others say they are not. I believe only medical experts can determine who is telling the truth about what symptoms Michaela really had, not practising GP’s. Let us not forget Dr. Lewis’s memory. He said he remembered the visit clearly and denied I told him about the symptoms, and he also denied that I gave him a list of symptoms. Later, when we confronted him in front of witnesses, he confessed that his memory was not so good and that I may have told him about the symptoms, and that I might have given him a list, but he could not remember.
17. Dr Lewis also referred to his reply of 14 September 2001 to the original complaint from Mr and Mrs Edwards, which he described as `a true account of the events in question'. 15That letter included:
`... I would like to express my sincerest condolences with regards to your loss of Michaela. I can only begin to imagine how you both feel and how much you miss her. ...

15 Yes it only took him four months to say this and then only in reply to our complaint.

`... 16Michaela presented to me by herself at [the Surgery] on 25 April 2001 ... with an upper respiratory tract infection, and was unable to swallow due to pain. When I examined her she did not have a rash or other signs of meningitis, she did not have a raised temperature, her tonsils appeared normal but her pharynx [back wall of the throat] was inflamed. I concluded that Michaela was suffering with a self-limiting Upper Respiratory Tract Infection. I prescribed Diclofenac suppositories. Additionally, I asked Michaela to contact me or our [Out-of-Hours GP Service] should she get worse.

`Michaela re-presented with Mr Edwards on the morning of Saturday 5 May 2001 at [the Surgery], she walked into my consultation room and spoke clearly and precisely. 17I was told that she was no better. Despite having been seen by [the first duty Doctor] and treated with penicillin 18she was still suffering with a sore throat. I was told she had not opened her bowels, she was drinking well but had not had much to eat, she had a dry cough and was unable to cough anything up, that she was suffering with intermittent fevers and shaking, she ached all over and was very tired. 19I was not aware that Michaela had had diarrhoea, had lost inhibitions with regards toileting and being seen naked, and was having difficulty breathing.

16 Dr. Lewis insists that Michaela’s mother was not present. This can be confirmed by checking when and where the prescription was used. Mrs Edwards collected the prescription immediately at the on-site chemist.
17 He was told that she was much worse.

18 Her throat was not too bad now, but she had many other symptoms which had grown much worse.

19 When asked why she had not taken the suppositories he was told because she had diarrhoea. With regards to her inhibitions and being seen naked, this was one of my gravest concerns, and so how could anyone imagine I would not mention it? As far as I was concerned this was in fact the worst symptom. Finally, should he have needed me to tell him she was having difficulty breathing?

`When examined, on my examination couch, I found Michaela to be pyrexial, she had a runny nose, her ears, nose and throat were only mildly inflamed, [her] abdomen was soft, she was not dehydrated and 20her chest

was clear to auscultation, she had no wheeze, crepitations or decreased air entry. I also found that she had widespread enlarged lymph nodes.

20 According to the experts this is impossible at this stage of the illness and from the condition she was admitted to hospital in two days later.

`Following my examination it was my opinion that Michaela was suffering from a prolonged viral illness affecting her throat and lymph nodes. I informed Mr Edwards that the most likely diagnosis was Glandular Fever; I explained that Michaela needed analgesics, namely paracetamol and ibuprofen, fluids and rest. I explained the likely course of [her] condition. Mr Edwards confirmed his fear that [she] might be suffering with Glandular Fever, he also informed me that he was concerned as to the effect this may have on [her] ability to sit her GCSEs.

`In view of this and to ensure Michaela's condition was not worsening, I felt it was appropriate to confirm the diagnosis of Glandular Fever and made an appointment for [her] to see [another doctor at the Surgery] for review and confirmatory blood tests on Tuesday 8 May 2001 at 09:00 ...'

18. Dr Lewis' letter continued with some comments addressing the specific concerns that Mr and Mrs Edwards had raised. He wrote:

'... On 25 April 2001 ... 21I prescribed rectal diclofenac. Given the fact that Michaela's throat hurt on swallowing I thought this was an appropriate method of administering the appropriate treatment for [her] illness.

21 I have spoken to other doctors and consultants, and all of them have said that they would not have done this, and that they would have given her something to soothe her throat at the same time. It has also been suggested that if Michaela had been examined correctly, tonsillitis or some other bacterial infection might have been discovered. Antibiotics would have been administered straight away and at this early stage she would have been better a week later. 

`When I saw Michaela on 5 May 2001, 22Mr Edwards informed me that [she] was no better from the time I had seen her previously.
22 He was told that she was much worse.

23,it is not my practice to examine teenage daughters in front of their fathers. I thoroughly examined Michaela on my examination couch behind a drawn curtain. It is not my practice to examine patients whilst wearing outdoor clothing; Michaela raised her clothing above her head in order for me to examine her chest. ... 24[she] had no symptoms or signs suggestive of pneumonia.
23 There was no drawn curtain involved and I think real experts could determine that a thorough examination was not given to my daughter, as I have maintained throughout.

24 She had all the symptoms of pneumonia and I believe experts could easily prove this.

I felt that ... it was reasonable to wait until after the Bank Holiday weekend [for the blood tests to confirm glandular fever] ... 25Having discussed this with Mr Edwards he agreed with this management plan.
26`Having been informed that Michaela was no better I did not feel a further course of antibiotics was necessary.
25 We never discussed any such ‘management plan’.

26 He was told she was much worse but that she responded to antibiotics.

`... 27Given Michaela's presentation and symptoms I do not believe that there is anything abnormal about waiting approximately 25 minutes to see the duty doctor during a Saturday morning surgery.

27 I think only experts can determine who is telling the truth about her symptoms.

`I am deeply sorry that Michaela has died ... The events leading to Michaela's admission to hospital have led to a great deal of soul searching on my behalf.

`Michaela was eventually diagnosed as having a condition called Lemierre's Syndrome. 28This is an extremely rare condition ... first described in the 1930s. Patients present with sore throats, fever, and go on to develop inflammation of the internal jugular vein; at this time bacteria travel in the blood to other parts of the body - usually the lungs. In recent times there have been less than 50 reported cases ... worldwide. Fusobacterium causes this condition; this bacteria can be found normally in human throats. Some case reports suggest that Fusobacterium is the primary cause of the sore throat. Some reports suggest that it is a secondary infection ... to viruses (including infectious mononucleosis - Glandular Fever) and other bacteria affecting the upper respiratory tract.

`Michaela was suffering with an extremely rare life threatening illness. However, 29unfortunately, [her] symptoms and clinical presentation - up until the day she was admitted to ... Hospital - were suggestive of a much more common, not so serious, self-limiting condition. ...'

28 Dr. Lewis last examined Michaela in May 2001 and yet in February 2001 ‘The Chief Medical Officer’ warned all doctors to be on the lookout for the illness. The following quote is taken from the February edition of the ‘CMO’s Update 29’ – “There have been reports in the press about two unusual diseases, Lemierre’s disease and West Nile Fever. This article is to remind clinicians of when to include them in your differential diagnoses. Lemierre’s disease is an infection caused by the anaerobic bacterium Fusobacterium necrophorum typically affecting young, previously fit and healthy adults. Symptoms include a severe sore throat, fever, rigors and swollen lymph nodes.”
29 Her symptoms were as I explained them and just the same as other sufferers’. I have contacted survivors of this illness and people with experienced of the illness, and they confirm the symptoms I say Michaela had. The illness is rare and I would not expect a normal GP to diagnose it, but the symptoms should certainly have been enough to indicate that it was not Glandular Fever but was severe enough to warrant further investigation. I have also been told that a young healthy person should not die from the illness in this day and age. Unfortunately, Dr Lewis is, in my opinion, being extremely economical with the truth when it comes to Michaela’s symptoms, and, equally unfortunately, his version of events seems to have been taken at face value, even though there are so many proofs to the contrary.
Oral evidence of Dr Lewis and the Receptionist
19. Dr Lewis told the Investigator that the Edwards' family had registered with the Surgery in January 2001 and he had met Mr Edwards at the new patient screen. He considered that consultation to be `normal'; 30he had not perceived any problems communicating with Mr Edwards.

30 This was a new patient screen, and he didn’t even know why I was there, his first words to me being: “Yes, what can I do for you?” I admit that this did not give me a lot of confidence in my new GP.

20. 31Dr Lewis did not think it unusual that Michaela had attended the appointment  on 25 April 2001 alone; she seemed a mature fifteen-year old and she had not been very ill that day. 32Mrs Edwards had since maintained that she accompanied Michaela at the consultation, but Dr Lewis did not recall having met her until the complaint meeting. Asked why he had prescribed suppositories for Michaela, Dr Lewis explained that she had told him she had difficulty swallowing. 33He had explained to her how they were used. Suppositories were not his standard treatment, but he had not thought that soluble painkillers were appropriate for her. 34He could not understand why Michaela, or the family, had not come back if she had not been able to use the suppositories.
31 We live in a different village 5 miles away and even I am not sure how to get there without a car. Does Dr. Lewis seriously mean to suggest Michaela, in her condition, walked to the Surgery?

32 Mrs Edwards did accompany Michaela, which could be proved by contacting the on-site chemist to see when the prescription was used. Mrs Edwards also watched him examine Michaela’s chest through her jacket.

33 He did not. Mrs Edwards did this when they got home.

34 I can think of a few reasons;

· The suppositories were pain killers. When Michaela could not take them we supplied her with soluble painkillers instead.

· When I visited Dr. Lewis for a new patient screen, he didn’t know why I was there.

· He examined Michaela’s chest through a jacket and under garments.

· He gave her what I considered to be unsuitable medicine for a fifteen year old girl.

So you see we had not a lot of faith in our GP, that we in fact considered him incompetent, and had no intention of seeing him again. This is why, four days later when it was clear Michaela was getting worse, we called ‘Suffolk Doctors on Call’ and not Dr Lewis, our own GP.

21. 35Dr Lewis admitted that he did not have a clear recollection of events on 5 May. He had not spoken to Mr Edwards that morning prior to the consultation and had not been forewarned that Michaela would be attending. He had seen her in order of arrival, so staff had not decided to fast-track her to see the doctor sooner. He recalled that Michaela had walked into his consulting room 36unaided and had spoken to him. She definitely had not needed to be 37carried in. He believed that 38she had told him she was no better from the previous appointment; he did not think she had said she was worse. She did not look desperately ill. He was told that she had been on antibiotics, prescribed by the first duty Doctor. Dr Lewis had learnt later that Mr Edwards thought that he might be `annoyed' that they had gone to the Out-of-Hours GP Service on 29 April. That was not true; Dr Lewis always directed his patients to use the service.

35 This is strange because all the way through the complaints procedure he insisted that he could remember the visit clearly and distinctly. It was not until we confronted him with the conciliators that he changed his story.

36 It seems very convenient that he can remember this when he cannot remember if I gave him a note or explained Michaela’s symptoms to him. Does he remember every patient walking in?

37 I have never once said that I carried Michaela, and so I take this as yet another example of my words being twisted.

38 Michaela definitely did not talk to Dr. Lewis. I did all the talking because I was angry and concerned.

· Michaela could not breathe well enough to talk clearly - if she tried it exhausted her. This simple fact can be verified by checking the condition of her lungs two days later, when she was admitted into hospital almost dead. Again I say that experts could easily confirm this.
· I definitely told Dr. Lewis that she was much worse than when he last saw her.

22. 39Dr Lewis did not recall Mr Edwards giving him a list of Michaela's symptoms. If Mr Edwards had done so he would not have ignored it; lists were helpful, and he would have attached it to the clinical records. At interview, he was shown a copy of the list and said that the words `no inhibitions' were significant and he would have been very concerned if he had read that. However, 40he did not think that the symptoms listed were indicative of pneumonia. 
39 Dr Lewis outright denied I gave him a list, and said he could remember clearly everything that happened. Months later when we confronted him, he finally admitted his memory was not so good after all and admitted I may have given him a list and may have told him about Michaela’s symptoms; but he does not recall. I, however, have this recorded.
40 When I asked Dr. Lewis what he would have done if he had read the list, and he said he would have rushed Michaela straight to hospital because the symptoms were serious. I also have this recorded - so what did he think the symptoms were indicative of?
23. On examination, he found that Michaela now had widespread lymphadenopathy (enlarged lymph nodes); her abdomen was normal. 41He examined her behind the curtain, given her father's presence. He did not examine her standing up: she needed to be lying down to have her abdomen and glands examined. He had reviewed Michaela's history - she had had a sore throat for four days and had later been prescribed antibiotics. 42He did not remember being told Michaela had improved on antibiotics; it did not look as if she had got any better on them, given her presentation at that time. Taking all this together, in a fifteen-year old girl with a prolonged sore throat, the most likely diagnosis was glandular fever. Given the relatively short history, he had not considered any other diagnosis.

41 This isn’t true. In the state Michaela was in by this time I would never have let her be examined out of my presence. This is also why I requested expert help in the investigation. She was very seriously ill when given a supposedly thorough examination, and this can easily be confirmed by contacting proper experts and witnesses.
42 Also untrue. He was told exactly what had happened. But what else could he say without incriminating himself? His word seems to me to have been taken as gospel, and therefore to make a mockery of the ‘investigation’.
24. Dr Lewis told Mr Edwards the probable diagnosis. Mr Edwards was worried because Michaela had exams coming up. Blood tests were not done for every patient with suspected glandular fever but Dr Lewis decided to do them at the Surgery (rather than referring Michaela to the hospital), so that the results would be available quickly and a letter could be sent to the school to explain the situation. He had written out the appropriate forms and given the blood bags to Mr Edwards, explaining that he had arranged an appointment for the following Tuesday. The doctor seeing Michaela on the Tuesday would then see the entry in the clinical records, together with the forms he had filled in, and know what was required. 43Dr Lewis did not recall Mr Edwards saying that a stool specimen would be hard to obtain: if he had wanted a stool specimen collected, he would have provided a pot. Dr Lewis felt that it had been a normal consultation. Mr Edwards seemed very calm; he was not 44crying. Michaela walked out of the room unaided.

43 Because I didn’t say that. When he gave me the envelope I assumed it was for a stool specimen because he didn’t explain what he was doing and, as he handed the envelope to me, I said that obtaining a specimen might be awkward because she had not had any bowel movements recently. He responded to this by saying she wouldn’t have if she hadn’t eaten.
44 I was not crying when I was with Dr Lewis, but I was in tears. It seems my words are consistently, even systematically distorted, in complete contrast to Dr Lewis’s. There are, however, and for what it is worth to anyone with a genuine interest in ascertaining the truth of the matter, certainly more loopholes in his fictional version of the events. Michaela did not walk out unaided.
25. Dr Lewis learned of the subsequent events on 8 May, when he received a report from the Out-of-Hours GP Service about the home visit on the Bank Holiday Monday. 45He was quite surprised to learn of Michaela's dramatic deterioration and hospitalisation. Her condition as described in the report was quite at variance with her presentation when he had seen her on 5 May. It seemed that her condition had remained the same from the Saturday until the Monday.

45 I think his reaction, more likely one of shock rather than mild surprise, understandable given that he didn’t take any notice of what I told him or the note I gave him, and the fact that he certainly never gave Michaela a thorough examination, and I am certain that a proper investigation would have revealed his deceit.
26. 46Dr Lewis had found the complaint from Mr and Mrs Edwards difficult; it had been a `blow to his confidence'. He had asked himself, retrospectively, if he could have done things differently. He was troubled because, in view of Michaela's initial and subsequent presentations, he thought the same thing could happen again: the onset of shock could be so rapid. Michaela had certainly not looked as if she required hospitalisation when he saw her on 5 May.

46 I have no doubt that this will never happen to him again because he will probably listen to his patients in the future. Perhaps he will even be a better doctor because of this experience, but this cannot excuse his incompetence and Michaela’s subsequent death, and nor can it excuse his deceit.
27. The Receptionist told the Investigator that, when a patient requests a home visit on a Saturday, the normal procedure is that the receptionist will first try to ascertain whether the patient can come down to the Surgery or whether there is an urgent medical emergency. Then the receptionist will either put the request in the visit book or put the call through to the doctor on duty to make an assessment. If the doctor on duty is not in the Surgery at that time, the receptionist can bleep them. The Saturday emergency appointments start at 9.00am so, if Mr Edwards had telephoned at 8.30am, it was possible that there was no doctor on the premises; that could explain 47why Mr Edwards recalled her telling him there was no doctor available. 48If he had made it known to her that his request was an emergency, or that Michaela was too ill to come to the Surgery, she would have bleeped Dr Lewis, who was the doctor on duty. If Dr Lewis had been with a patient, she could have interrupted him if necessary. She would not have refused a home visit if one was necessary.

47 I was told a doctor was not available and if I wanted my daughter to see a doctor I would have to bring her in.

48 I told her Michaela was very ill and weak and could hardly walk. What else should I have done?
28. 49The Receptionist vaguely recalled that when Mr Edwards arrived at the Surgery he 50had walked in first and Michaela had walked in independently behind him, huddling herself in her coat. The Receptionist did not recall Mr Edwards having to help Michaela to walk. If a patient arrived at the Surgery obviously unwell, reception staff would show the patient to the treatment room. A nurse is on duty on Saturday mornings and patients can be triaged by her. 51The Receptionist did not recall Mr Edwards making any sort of fuss about having to wait.
49 I find it very unlikely that someone who sees hundreds of patients every week would remember seeing one patient, who walked in, nearly two years ago: Why would she remember unless there was something that stood out about the visit?

50 Michaela did not walk in behind me, I held her arm and supported her all the way.

· Michaela was not wearing a coat as she didn’t own one - she was wearing a small jacket, which was too small to huddle herself in.

51 I didn’t make a fuss because I didn’t want to jeopardise my daughter’s treatment. I was very worried and didn’t want to ruin anything by letting my anger show. It wouldn’t have done us any good if I had been thrown out.

Assessors' report
29. I set out next in its entirety the report by the Assessors for this investigation.

Report by the Professional Assessors to the Health Service Ombudsman for
England of the clinical judgments of staff involved in the complaint made by
Mr Edwards:
Professional Assessors: 
Dr S Cohen, MB BS MRCP DCH D(Obst) RCOG DA





Dr E Rose, MB BS FRCGP LRCP: MRCS D(Obst) RCOG

Basis of the report
i) This report has been compiled with reference to the following documents: copies of Michaela's GP records; copies of all the complaints correspondence; notes of the Investigator's interviews with Mr and Mrs Edwards, Dr Lewis and the Receptionist, at which one of us was also present.

ii) The complaint by Mr and Mrs Edwards arises from the sad death of their daughter, Michaela. On 24 April 2001, Michaela started to feel unwell and later that day she complained of a sore throat and feeling of sickness. On 25 April, she felt worse and her symptoms increased so that she could not swallow and seemed weak and feverish. She was taken to see Dr Lewis, who noted no abnormality in the tonsils but an inflamed pharynx, for which he prescribed Voltarol (diclofenac) suppositories as Michaela was unable to swallow.

iii) Over the next few days, Mr and Mrs Edwards state that Michaela's condition worsened. On Sunday 29 April, she was seen by the first duty Doctor. The call slip indicated that Michaela had seen Dr Lewis during the week, that her symptoms were no better, 52probably worse, and that she could hardly walk. The first duty Doctor noticed halitosis (bad breath), fever, a very red throat and enlarged lymph glands in the neck. On this basis she made a diagnosis of `Streptococcal Sore throat' (tonsillitis) and prescribed a course of penicillin. The first duty Doctor also mentioned to Mr and Mrs Edwards that an alternative diagnosis might be glandular fever.

52 Michaela had clearly deteriorated from when Dr Lewis saw her on the 25th April. So when he saw her on the 5th May how can he maintain that she was no worse than when he last saw her?

iv) Following the visit to the Out-of-Hours GP Service, and up to the morning of 3 May, Michaela's condition improved; she was eating and able to climb the stairs. On the evening of 3 May, however, whilst still on her course of penicillin, she became very weak, lacked energy and stamina and again went off her food. On 4 May, she was worse still. On the morning of 5 May, Mr and Mrs Edwards called the Surgery. They state that they requested a home visit but were told that no doctor was available and they would have to come to the Surgery. There is no record at the Surgery of a home visit being requested. The Surgery staff have standing instructions that, if a home visit is requested before the doctor on duty at the Surgery has arrived, he or she is to be contacted immediately on his/her mobile telephone. In the event, Michaela was taken to the Surgery where, after a wait of about 25 minutes while three other patients were seen, she went in to see Dr Lewis.

v) Dr Lewis concluded that Michaela might be suffering from glandular fever and arranged for her to return on the following Tuesday (Monday being a Bank Holiday) for blood tests. As he would not be in the Surgery himself on that day, he wrote out the forms and gave them to Mr Edwards.

vi) On 6 May, Michaela's condition was the same. On 7 May (Bank Holiday Monday), she was extremely weak but able to be helped downstairs and to take her medication. Later that day it was noticed that her lips were dark red and had been bleeding. Mr and Mrs Edwards made another call at about 5.00pm to the Out-of-Hours GP Service. The second duty Doctor visited and, as a result of his findings, arranged for Michaela to be admitted to Ipswich Hospital. On 15 May, she was transferred to Addenbrooke's Hospital in Cambridge and then to Great Ormond Street Hospital, London, where, sadly, she died on 18 May. The diagnosis was Lemierre's Syndrome.

Conflicts in the complaints evidence
vii) There are a number of conflicts of evidence regarding the consultation on 5 May. We have already mentioned the question of a request for a home visit. Mr Edwards was concerned that he and Michaela had to wait for up to 25 minutes while other patients were seen. 53Dr Lewis said that his reception staff did not note anything out of the ordinary when Mr Edwards and Michaela came to the Surgery or while they were waiting. The normal practice was that if a patient appeared at the reception desk to be very ill, staff would send them straight to the treatment room where the Practice Nurse was working. She would then speak directly with the doctor on duty at the Surgery, if necessary.

53 Perhaps they were not paying attention?

· They cannot see into the waiting room area from Reception.

viii) Mr Edwards stated that Michaela was so weak and unwell that she 54practically had to be carried into the Surgery, although elsewhere it is recorded that, on entering the consultation room 55Michaela remained standing. Dr Lewis' recollection is that Michaela walked into the consulting room unaided and that she did not look `desperately ill'. Mr Edwards stated that he presented Dr Lewis with a written list of Michaela's symptoms, which indicated the severity of her condition. 56Dr Lewis said he does not recall this.

54 She was too big to carry far but I had to support her and take some of her weight.

55 I have never said that she could not stand - standing did not make Michaela exert herself nearly as much walking and talking did.

56 In fact for months Dr Lewis insisted he remembered the visit clearly, but later admitted that he didn’t and that I may have given him a list. This confession is recorded with witnesses.  I wonder why his words haven’t been twisted as mine have.
ix) Mr Edwards stated that Dr Lewis first examined Michaela standing up and examined her chest by putting his stethoscope `up her jumper' rather than getting her to undress. He also stated that Dr Lewis then helped her on to the examination couch and examined her again. 57Dr Lewis stated that he did not examine Michaela standing up but that he had examined her on the couch behind a curtain.

57 The doctor is simply lying. I will never forget what he did that day. He definitely did not examine her behind a curtain, I would not let her out of my sight for one thing, and the examination was not thorough enough to warrant a curtain for another. 

x) Mr Edwards stated that he was `a little distressed and there were tears in his eyes'. Dr Lewis did not recall him being tearful. There was also some confusion about the 58purpose of the pathology forms which Dr Lewis handed to Mr Edwards, although it is agreed that Mr Edwards was asked to bring Michaela 59back for tests on Tuesday and reminded of that by Dr Lewis as they left.

58 He didn’t tell me what they were for so what was I expected to think?

59 All he told me was that she had to see another doctor on the Tuesday. He didn’t mention anything about tests. 

xi) Mr Edwards believes that Dr Lewis was at fault for failing to notice how ill Michaela was on Saturday 5 May, for prescribing inappropriate treatment and for failing to arrange further treatment at that time. In support of his views, he has stated, in an interview with the Investigator, that 60`medical staff and a friend' had said that Dr Lewis should have done the blood tests there and then and that 61Michaela's symptoms were much more serious than glandular fever. He also stated that three hospital consultants involved in Michaela's care had suggested that she must have been more ill on the Saturday morning than Dr Lewis had thought and that, if she had been admitted to hospital, she would still be alive.

60 Medical staff and friends couldn’t believe that he hadn’t sent her to hospital or at least taken a blood test. This is based on her condition when admitted into hospital and what her condition was really like when Dr Lewis examined her.

61 Michaela’s symptoms were, as I have explained, and which can be proved, much worse than those of glandular fever. If one chooses to believe what Dr Lewis’s says (though without any proof that he is telling the truth), I am assumed a liar. But what happens if one chooses to believe the wrong person? Justice and truth are perverted as they kowtow to the Doctor as an ideal, who we would like and tend to think guiltless.
Assessors' comments
xii) We now come to our comments as Clinical Assessors on the actions of Dr Lewis. In doing so, we stress that the above account of events is our precis and we have studied all relevant papers listed at the head of our report. One of us accompanied the Ombudsman's Investigator to a visit to Mr and Mrs Edwards and to the interview with Dr Lewis. We are asked specifically for our comments on the consultation on 5 May but, in order to place these in context, we have also commented on the other medical consultations prior to Michaela's admission to hospital. 62As GPs, it is not for us to comment on any events after Michaela was admitted to hospital.
62 What was the point, then, of the investigation?!. We are right back where we started, and I am tempted to say that the whole investigation has proved nothing but a total waste of time.

xiii) We would first like to express our deep sympathy to Mr and Mrs Edwards on the loss of their daughter. Although we are both doctors of many years experience, we never fail to be moved by death, particularly that of a child or young person. We understand the pain that Michaela's parents felt and go on feeling. We also recognise that it is a normal part of bereavement 63to seek to find a reason why the loved one has died and to try to establish whether anything could, or should, have been done - or done differently. Our task in this case has been to use our knowledge and experience in judging whether 64the actions and clinical judgments of Dr Lewis have been to a standard which could reasonably be expected of a GP.
63 We don’t have to find a reason, we know what happened because we were there. Unfortunately for us the doctor is lying and those involved here have chosen to believe his lies. I find this all very disturbing because, with a little more effort, confirmation of everything we have said would have been inescapable. Instead it appears the determination of this investigation to distort the truth as wilfully as Dr Lewis has.
64 We only have his word about his actions and clinical judgement so how can one accept this for a fact? It is just idle supposition based on the lies he has told. There are lots of facts out there but they have all been ignored.

xiv) We deal first with the consultation on 25 April. Dr Lewis found Michaela to be apyrexial (not having a raised temperature), her tonsils appeared normal but the pharynx was red. He therefore made a diagnosis of pharyngitis (not laryngitis as has been suggested in the papers). As she found it difficult to swallow, he prescribed Voltarol in the form of suppositories to alleviate the pain.

xv) We regard Dr Lewis' actions and judgment on 25 April as reasonable in the circumstances described. Whether or not he used a thermometer in coming to the decision that Michaela was apyrexial is not clear, but studies have shown that experienced GPs can determine whether or not a patient has a significantly raised temperature by touch. Taking this together with normal-looking tonsils and a red pharynx makes the diagnosis of pharyngitis a reasonable one in our opinion. Four out of five throat infections are caused by viruses rather than bacteria; most of those caused by bacteria have 65marked signs which were not present. As such, there was no reason for Dr Lewis to suspect anything other than a viral infection (for which antibiotic treatment would have been inappropriate). We therefore feel the decision not to prescribe an antibiotic on this occasion was correct. Indeed, it was good practice, as GPs are frequently exhorted not to prescribe antibiotics in such circumstances. Nor on this occasion would we have expected most GPs to take a throat swab for laboratory confirmation that this was non-bacterial. The diagnosis of a sore throat is essentially a clinical one (i.e. made on the basis of clinical appearance and not the results of tests).

65 How could this possibly be known for a fact? Dr Lewis’s word for it is again sufficient when in fact it was, and must have been, bacterial.

xvi) We both find Dr Lewis' choice of Voltarol suppositories for pain relief a little 66unusual but it is not unreasonable Diclofenac (the active ingredient of Voltarol) is what is known as a non-steroidal anti-inflammatory drug. It is similar in its action to Ibuprofen or Nurofen, which is available `over the counter'. Although its original use was as treatment for arthritis or musculo-skeletal pain, it is widely used as a general pain reliever. In particular, it is almost standard for post-operative pain of all kinds. The use of the suppository form is less standard but not unreasonable, given that the patient found difficulty in swallowing.

66 I would think his insistence that Mrs Edwards was not present and that he explained to Michaela how to use them is very unreasonable, considering Mrs Edwards was there and that he didn’t explain how to use them.

xvii) On 29 April, Michaela was seen by the first duty Doctor at the Out-of-Hours GP Service. She noted that Michaela's breath smelt, that she had a fever, that there were some enlarged lymph nodes (glands) in her neck, and the throat was now very red. 67By this time, therefore, some of the marked signs for suspecting a bacterial infection were present. In these circumstances, we find the first duty Doctor's diagnosis of a sore throat caused by streptococcus (a bacterium) wholly reasonable and one with which most GPs would concur. The same can be said for her prescription of penicillin V. Bacterial sore throats are almost invariably due to streptococcus, which still has a very high sensitivity rate to penicillin.

67 This clearly proves it was bacterial and may well have been present when Dr Lewis examined her.

· By definition this simple statement also proves that the doctor is lying; he says Michaela was no worse when he examined her on the 5th May. He also says the penicillin had no effect.

xix) Equally, we feel that the raising of the possibility of glandular fever was correct. The clinical appearances of glandular fever and of bacterial tonsillitis are very similar. It would not be normal practice to take either a throat swab or a blood test for glandular fever at this stage and, in any case, as this was a Sunday morning, 68there would have been no access to laboratory facilities except for an emergency.

68 It turned out to be an emergency, though, after all, didn’t it?

xx) We now come to the second consultation with Dr Lewis on Saturday 5 May. It is now normal practice for patients, even those who are quite unwell, to be asked wherever possible to come to the Surgery. 69We have examined the procedures used at the Surgery to handle home visit requests, and feel that they are quite standard, as are those for dealing with patients who come to the Surgery and show overt signs of being markedly unwell on arrival.

69 Procedures are only any good if they are adhered to. They don’t work when they are not used and this one clearly was not. Twice I requested a doctor to come and see Michaela because she was so weak. I was told that if I wanted my daughter to see a doctor I must take her to the surgery.

xxi) 70There is a clear conflict of evidence about how unwell Michaela was at this time. However, in our opinion, 71the arrival of a patient who can scarcely walk is normally noteworthy, and it is likely that reception staff would have taken action by alerting the practice nurse, notifying the GP or fast-tracking the patient. 72Mr Edwards has said that reception staff would not have been able to see Michaela properly as the reception desk was high. However, one of us has visited the Surgery and has seen that the desk is immediately opposite the door and patients can be seen clearly as they enter the Surgery. We note that Michaela was a tall girl, and therefore believe it unlikely that staff did not see her at all. 73It is clearly stated by Mr Edwards that Michaela stood for part of the examination. The assessment of whether a patient is `unwell in themself' is fundamental to general practice and, again, because the majority of patients seen in the Surgery are not clearly unwell, would normally produce a comment in the notes.

70 I disagree. There is plenty of evidence, provided one bothers to look at it. I thought that this was what this investigation was all about. The evidence is available, so why all this nonsense based only on opinion?

71 I couldn’t agree more, and this really quite revealing.

· If there were nothing noteworthy about our arrival, why would the receptionist insist – as she does - she can remember Michaela walking in behind me? This happened two years ago, and she must have seen thousands of people walk through that door since. It seems to me there must have been something noteworthy after all.
72 It appears it is not only the doctor who lies.

· I never said any such thing. I was asked why the receptionist didn’t notice Michaela’s condition and said in all honesty didn’t know. It was then suggested, though not by me, that ‘perhaps the reception desk was high’. I still said I didn’t know, but perhaps it was high, I cannot remember.

73 Again things are twisted. I released my hold on Michaela so that Dr Lewis would see how weak she was.

xxii) There is also conflict about whether Dr Lewis was shown Mr Edwards' written list of symptoms. It is a very striking list, written in a clear bold hand, which we think most GPs would find noteworthy. We would, however, point out that 74many of the symptoms described on the list could apply to a severe case of glandular fever.

74 Many, but not all. It’s like saying a loaf of bread is a cake because they both contain flour and water.

xxiii) Glandular fever, or infectious mononucleosis, commonly occurs in young people in their teens and early twenties. It presents with a sore throat, which, as we have mentioned, is usually indistinguishable in appearance from bacterial tonsillitis. The patient normally feels quite unwell and another characteristic is that when the patient has started to feel better any physical effort can provoke a relapse (worsening of symptoms, after initial improvement) of the symptoms of fatigue and feeling generally unwell.

xxiv) 75We cannot resolve the conflicts, as we were not present, but we feel it is unlikely that most GPs confronted with a patient unable to walk unaided and with a clear written list of symptoms would not have made note of this. It is clear, however, 76and accepted by Mr Edwards, that Dr Lewis did carry out a physical examination of Michaela, including her chest and abdomen, and did not find anything remarkable. Michaela had started to get better seemingly due to the penicillin but had then relapsed whilst still taking the course of tablets. In these circumstances, 77we believe the clinical diagnosis of glandular fever was reasonable and, given that this was a Saturday, the arrangements for confirmatory blood tests to be carried out on Tuesday, the first normal working day after the holiday, were entirely correct. 78Mr Edwards has said that he has since been advised that the blood tests should have been done there and then. We are not clear of the source of that advice, but do not accept the view that blood tests should have been done immediately. Pathology laboratories are staffed at weekends for emergencies, 79but we would not regard a diagnosis of glandular fever as an emergency in this sense.
75 I knew they couldn’t. I said so at the beginning of the investigation. 

· I predicted that this would happen at the start of the investigation. All the evidence I provided for the investigation depended on expert medical help, especially from people experienced with this illness. I was promised that if they didn’t know something they would contact these people instead of just giving their opinion.

76 I accept that Dr Lewis examined Michaela, but not a thorough examination, as he claims, and there was certainly no curtain involved.

77 How can they possibly claim it was reasonable? This can only be reasonable if the doctor is telling the truth and this has not been resolved. This could only happen if I was lying and, as you know, I can prove that I am not.

78 Let’s assume, for once, that I am telling the truth:-

· With the symptoms Michaela had, which were worse than Glandular Fever, I believe she should have been sent straight to hospital.

· Consider for a moment! This young girl has been slowly getting worse for two weeks and she has symptoms much worse than glandular fever. I would at the very least have expected Dr Lewis to have taken tests straight away as it was an emergency.

79 I have told the truth about Michaela’s condition and so glandular fever is not really the issue. It’s the doctor’s version of events – as against mine.

xxv) It is clear that by 5.40pm on Monday 7 May, when seen by the second duty Doctor, Michaela was markedly unwell. 80However, we note that, by that time, over 48 hours had elapsed since the examination by Dr Lewis. 

80 Dr Lewis told me not to worry about Michaela’s condition because it would soon burn itself out. On the strength of his words we didn’t worry as much because at the time we believed he knew what he was talking about.

· This also reveals another lie.

1. The doctor claims he gave her a thorough examination and all she had was a mild fever and a sore throat.

2. When Michaela was admitted she would not have lived through the night unaided.

3. When Michaela was admitted her lungs were just shadows.

4. When Michaela was admitted her lung walls had hardened.

· So a healthy young girl (she must have been because Dr Lewis himself said so) could contract Lemierre's Syndrome and die in just over 48 hours. This is impossible, and can be verified.

· All the symptoms I have mentioned normally materialise about 8 to 10 days before it is critical. This can also be verified, so how could she have been alright just 48 hours earlier?

· Michaela’s lungs became so infected by Lemierre's Syndrome that she developed pneumonia, which developed into severe pneumonia, which completely shadowed her lungs and then hardened her lung walls. But in just 48 hours? This is impossible, and can also be verified.

xxvi) Lemierre's Syndrome is an extremely rare condition, with an estimated incidence of 1 per million of the population. A bacterium, Fusobacterium necrophorum, which is part of the normal group of resident germs that live in the throat, can, on occasion, produce symptoms and signs which are indistinguishable from the common throat infections - either those caused by viruses such as glandular fever or by bacteria such as streptococcus. The Fusobacterium then produces a virulent toxin, which causes clotting of the veins at the back of the throat, with the subsequent spread of infected material throughout the body (septicaemia i.e. infection in the blood) with the most severe consequences. Relapse often occurs when treated with penicillin alone, due to particular chemicals produced by the Fusobacterium which inactivate the penicillin, and massive doses of several antibiotics are necessary once septicaemia has occurred. 81The rarity of the condition means that virtually no GPs and very few Intensive Care consultants will ever have seen a case.

81 This is why we asked for and were promised expert help.

Conclusions
xxvii) Michaela was ultimately diagnosed as having Lemierre's Syndrome. 82This is a condition so rare that despite 34 years and 35 years experience respectively neither of us had previously heard of it, let alone encountered a patient with the problem. We would not therefore expect a normal GP either to diagnose, or even consider, the possibility of this condition.

82 So what was the point of the investigation? This was all discussed with Ms Wendy Sweeney the Investigating Officer right at the beginning of the investigation. I asked, ‘With all due respect, how can GP’s investigate this case and come to a conclusion when they have no experience of the illness?’ She told me that during the investigation GPs were free to consult experts if necessary. 

· It obviously was necessary because all we have in this report is opinions based on the false assumption that the doctor is telling the truth!

xxviii) What we would expect, however, is for any reasonable GP to be able to detect when a patient was more unwell than normally expected in general practice, or when their condition warranted hospital admission. Mr Edwards described Michaela's condition as deteriorating between 3 and 5 May, when she was taken to see Dr Lewis. She then remained in a similar condition on Sunday 6 May and on the morning of 7 May, when Mr Edwards went to see her before going to work. Mr Edwards stated that when he returned from work at midday he noticed that Michaela had dried blood on her teeth and her lips were bleeding, and he called the Out-of-Hours Doctor Service. He recalls that the hospital doctors were concerned that Dr Lewis had not noticed how ill Michaela must have been on 5 May, given her condition on admission to hospital on 7 May. Whatever the alleged comments of the hospital doctors, we would point out that the onset of clinical signs of pneumonia and septicaemia is usually quite sudden. Although we cannot say precisely when these complications developed, 83it seems likely to us that it was on 7 May, when it is clear that there was a further sudden deterioration, and not on 5 May when Dr Lewis saw Michaela.

83 There was no sudden deterioration, Michaela just continued to get steadily weaker and worse.

·  To clear a few points up that were mentioned earlier: an issue was made of the fact that Michaela stood unaided during the examination on the 5th May -

1. Even on the 7th May Michaela could still stand a short while unaided.

2. She was even still capable of taking a few steps alone.

· What I have said all along is that since 3rd of May Michaela required assistance walking partly because she was unsteady, but mainly because of the exertion it seemed to require. She was severely out of breath after just a few steps and would soon start shaking. So apart from what the investigation has decided to misinterpret I have never said anything different.

xxix) Dr Lewis saw Michaela on 24 April and 5 May. 84On each occasion he took note of the history and conducted appropriate examinations, made satisfactory records of his findings in the medical notes and formed a clinical judgment which was, in our view, in all the circumstances at the time, reasonable and appropriate, and up to the standard which should be reasonably expected of a GP.

84 How can this be true given the outcome, and the following:

· On 24th April Michaela’s mother was present.

· He didn’t explain to Michaela what to do with the medicine, Michaela’s mother did.

· 5th May – He originally denied that I told him about all her symptoms and insisted he could remember the visit clearly. On 26th February 2002, however, almost 10 months later, he finally admitted he couldn’t remember clearly at all and said that I might have told him about them. This is recorded and witnesses were present.
xxx) We recognise the distress that this opinion will cause to Mr and Mrs Edwards, 85for whom we have the utmost sympathy. But it is our experience that, despite modern medicine, 86some tragedies sadly still occur which cannot be reasonably predicted or prevented.

85 Is this why they have tried so hard to distort what we have told them?

·  I have everything written down, as is my practice, so I do not rely on memory alone. I wrote down what happened, as it happened.

86 This was more than a tragedy:

· Because it certainly could have been avoided.

1. For some reason on 5th May Dr Lewis didn’t see Michaela, he didn’t listen to me, and he didn’t see the list I gave him. He was somewhere else altogether.

Findings
30. The matter I have investigated is whether Dr Lewis' management of Michaela's condition on 5 May was inadequate. In reaching my findings, I have taken account of the views of the Assessors, as set out in paragraph 29. The Assessors have looked at Michaela's entire episode of care from 25 April until her hospital admission on 7 May, to put into context the events of 5 May. They note that on 25 April, Dr Lewis found Michaela to be apyrexial, her tonsils appeared normal but the pharynx was red: Dr Lewis diagnosed pharyngitis and prescribed suppository painkillers. The Assessors consider that the diagnosis and course of treatment were both reasonable. Given Michaela's presentation that day, there was no reason for Dr Lewis to suspect that the cause of her sore throat was anything other than viral, for which antibiotics would have been inappropriate.

31. On 29 April, however, when Mr Edwards decided to take Michaela to the Out-of-Hours GP Service, her condition was clearly worse than it had been on 25 April: she was noted to have bad breath, fever, enlarged lymph nodes in her neck, and a very red throat. The Assessors have said that it was reasonable to consider, by that time, that the cause of her 87throat infection was bacterial. Penicillin was prescribed and appeared to have a good effect initially, as Michaela improved up until the Thursday evening.

87 I know I am repeating myself, but again doesn’t this prove that the doctor was wrong when he said she was no worse on the 5th May than when he saw her on the 24th April?

32. Mr Edwards has stated that, from that time, Michaela's condition worsened again, and on 5 May she was so ill that he almost had to carry her into the consulting room. He wanted Dr Lewis to listen to his concerns and had prepared a list of Michaela's symptoms (paragraph 15) so as not to miss anything. Dr Lewis, on the other hand, does not recall seeing the list of symptoms and says that 88Michaela was able to talk for herself, and that she walked unaided into the consulting room. Mr Edwards has said that he was so upset at Michaela's condition that he had tears in his eyes during the consultation. However, Dr Lewis said that Mr Edwards was calm and was not crying. It is difficult to reconcile such different accounts, as the Assessors have noted. 89The approach they have taken is to consider these accounts against the evidence in the clinical notes and to use their experience as practising GPs in order to establish whether Dr Lewis made a reasonable assessment of Michaela's presenting condition and whether he took appropriate action. Under the circumstances, that seems a reasonable approach.

88 He actually said ‘she walked into my consultation room and spoke to me clearly and precisely’.

· The condition Michaela was admitted into hospital two days later,  proves that this is a lie.

1. Michaela could walk a few steps unaided, but the exertion caused her to hunt for breath and shake. This is easy to understand considering the condition her lungs must have been in.

2. Michaela could say a few words, but they were very faint and again this caused her a lot of distress because she couldn’t breathe properly.

89 All that has actually been done is to assume that Dr Lewis is telling the truth and that he did do his job correctly. They don’t actually know this; they have just chosen to believe it. After all the evidence I supplied, however, they could have easily checked, and there are plenty of people who could verify what her condition must really have been on the 5th May.

33. The Assessors do not doubt that Michaela was unwell on 5 May, but they have said that, 90if she had appeared as unwell as Mr Edwards recalled, they would have expected reception staff to notice and take action, and they would have expected Dr Lewis to have recorded her condition in the clinical notes. What the Assessors have noted from the accounts of both Mr Edwards and Dr Lewis, however, is that Michaela stood in the consulting room, that Dr Lewis examined her abdomen and chest and that he made contemporaneous notes of his findings in Michaela's clinical records. They comment that Dr Lewis took note of the history, conducted appropriate examinations and made satisfactory records of his findings. They consider that his diagnosis of glandular fever was, in all the circumstances at the tine, reasonable and appropriate and that his arrangements for follow-up were entirely correct. I accept that opinion. There is the matter of the list of symptoms; Mr Edwards says that he gave the list to Dr Lewis, and that he has been advised that the symptoms listed indicated that Michaela had something seriously wrong with her, possibly pneumonia. However, the Assessors have also commented that many of the symptoms described on the list could 91apply to a severe case of glandular fever, so whether Dr Lewis saw it or not, it might have made no difference.

90 There is no ‘if’ involved, all I say can easily be verified.

91 What about the other symptoms – rigors, panting, inhibitions?

34. 92The Assessors have said that Michaela's condition deteriorated on 7 May to the extent that she then required hospitalisation, which was appropriately arranged by the second duty Doctor. However, they point out that that was 48 hours after Dr Lewis had seen Michaela. They have explained how septicaemia has sudden onset, and they feel it is unlikely that she had septicaemia and pneumonia before that date. That is not to say that she was not unwell on 5 May - Mr and Mrs Edwards were understandably worried about her at that time - 93but it seems reasonable to conclude that she was not so unwell as to require hospitalisation.
92 Michaela’s actual condition when admitted 48 hours after having a thorough examination proves she must have displayed most of the symptoms I have described. Feel free to try to prove me wrong but the fact is that this is not possible.

93 This is absolutely untrue. The symptoms were exactly as I have described them and for some reason the doctor just chose to ignore them.

35. 94Lemierre's Syndrome is rare and its symptoms can look like common throat infections - either those caused by viruses, such as glandular fever, or by bacteria, such as streptococcus. Michaela appeared to improve on penicillin initially. The Assessors have explained that relapse often occurs in patients with this very rare condition if treated with penicillin alone. However, it is not the rarity of Lemierre's Syndrome that is the determining factor in deciding whether or not Dr Lewis' actions were adequate, but whether the actions he took when he saw Michaela on 5 May were reasonable. 95The Assessors have concluded that Dr Lewis' actions were up to the standard which should reasonably be expected of GPs. 96In the light of that, I do not uphold the complaint.

94 Only in the very early stages, 8 to 10 days before critical.

95 I really feel sorry for all the other GPs if that is what the Assessors have concluded from pure opinions, when there is so much evidence available.

96 I don’t really care what they uphold as, as far as I am concerned, this investigation has been a total waste of time and taxpayers’ money.

Conclusions
36. I have set out my findings in paragraphs 30 to 35. 97I have deep sympathy for Mr and Mrs Edwards, who are suffering painfully at the very tragic and untimely death of their daughter. I realise that they will find it difficult to accept the findings of this investigation. Nevertheless, on the basis of the professional advice I have been given, I am satisfied that Dr Lewis' management of Michaela on 5 May was adequate, and I am of the firm opinion that her sad demise was due to a course of events for which no-one can, or should, be held responsible. I hope that in time Mr and Mrs Edwards will be able to come to terms with that.
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Lynn Hayes

Investigations Manager

duly authorised in accordance with

paragraph 12 of Schedule 1 to the

Health Service Commissioners Act 1993

12 March 2003

97 Everyone assumes we are doing all this because we cannot cope with the death of our daughter. But this is wrong; it is hard, but we can cope. Michaela is dead and nothing will bring her back, we smile when we think of her but life goes on. We are still a family, we have a son and we can still enjoy ourselves.

· The only reason I am still pursuing Michaela’s death is because I have been telling the truth, regardless of what anyone else may think and believe, and I know the doctor did wrong. I owe it to Michaela to try and reveal the truth - otherwise how could I ever face her when I die if I didn’t try my best? 
· If anyone saw someone do something that was responsible for his or her child’s death would they let it drop?
· So, to anyone who might read this, assume for a moment that I am telling the truth. Consider how I feel, after witnessing all this and then sitting at my daughter’s side for eleven days watching her die. How would you feel knowing it should not have happened and could have been prevented if your GP had done his job? 
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