CORONERS ACT, 2003

H

SOUTH AUSTRALIA

FINDING OF INQUEST

An Inquest taken on behalf of our Sovereign Lady @ueen at
Adelaide in the State of South Australia, on thé 2129 25" 26" and 27 days of
September 2006, and the™day of November 2006, by the Coroner's Court ef said
State, constituted of Mark Frederick Johns, Stadeo@er, into the death of Daniel Brindley
Salmon.

The said Court finds that Daniel Brindley Salmore&@7 years, late
of 15 Lawson Crescent, Woodville West died at thygaRAdelaide Hospital, North Terrace,
Adelaide, South Australia on the 27th day of Sepeen002 as a result of airway
obstruction due to sublingual and submandibulafutiis (Ludwig's angina) following right
lower molar tooth extraction. The said Court firttiat the circumstances of his death were

as follows:

1. Introduction and background

1.1. Daniel Brindley Salmon was aged 27 years attite of this death in the Royal
Adelaide Hospital on 27 September 2002. Mr Salwas in good health during the
months preceding his death apart from a severddgobé from which he had been

suffering since approximately May 2002.

1.2.  On 26 May 2002 he attended at the EmergenpaiDaent of the Queen Elizabeth
Hospital complaining of toothache for the previovsek. He was told to contact the
Royal Adelaide Hospital Dental Clinic and provideih analgesics in the form of

panadeine forte.
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He presented again at the Queen ElizabethitdbEmergency Department on 1 June
2002. A note of that attendance stated that he awasting dental extraction on

3 June 2002. Again he was provided with panadeirie and discharged.

He attended again at the Queen Elizabeth Ho$finergency Department on 6 July
2002. A note relating to that attendance stated ke had been suffering from
toothache for two months at that stage and he been six weeks previously at the
Royal Adelaide Hospital Dental Clinic where he Haekn informed that he would
have to have the tooth extracted or repaired. Hewaiting for an appointment time
but had not heard anything as at that date. Thiiaaleofficer described the tooth at
that time as “rotten and shattered” but there wasign of infection or abscess. He
recorded that Mr Salmon was given a shot of Xyloeeanto the mouth, clove oil and
that he had panadeine forte. The note statedhihavas to be seen at the Dental
Clinic at the Royal Adelaide Hospital the followimgy. There was nothing in the
note to explain the contradiction between this saatement and the earlier assertion
that he was waiting for an appointment at the Réyd®laide Hospital Dental Clinic.

It is possible that an appointment was arrangestéiy of the Emergency Department

at the Queen Elizabeth Hospital while Mr Salmon tese.

He attended again at the Queen Elizabeth Hdsgmergency Department on
26 September 2002 and was seen by Dr Stephen Hawdino was a resident
medical officer in that Department. Dr Hawkynsgtiased Ludwig’'s angina which is
a form of cellulitis or swelling of the tissue pé&m in the sublingual and
submandibular region. It is caused by a bacten&ction and is a known
consequence of tooth extraction. It can make swallg difficult and in extreme
cases it can affect breathing. It is considereddoa potentially life threatening

condition and almost inevitably requires surgenydefinitive treatment.

For reasons, which will become apparent latdr, Salmon was not treated
definitively at the Queen Elizabeth Hospital, buaismransferred by means of his
mother’s private vehicle to the Royal Adelaide HtEpon the morning of
27 September 2002. On the afternoon of that dagidtean operation to drain an
abscess that was found in the right submandibuldrsablingual space. Following
the surgery he was transferred to the Recovery Vdadd extubated. He was then
returned to Ward Q6 at the Royal Adelaide Hospatiatl some time shortly after
8:45pm suffered a respiratory arrest. He wasfeitceased at 9:15pm.
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Overview of events of 25 — 27 September 2002

Mrs Dianne Mustard is the natural mother ohieaSalmon. She gave evidence at
the Inquest and her evidence provides a usefuldoma@rview of the events that
occurred between 25 September 2002 and 27 Sept&t@ib8r Mrs Mustard stated
that Mr Salmon had attended a dentist on Trimmerad® on Wednesday
25 September 2002. The dentist had performed taction of a lower molar tooth.
| am uncertain why the earlier appointments appbreswranged at the Royal
Adelaide Hospital Dental Clinic did not result lmetextraction of the tooth and why it

was ultimately extracted by a private dentist.

Mrs Mustard stated that on the evening of @gt&nber 2002 she had been concerned
about Mr Salmon because of swelling on his fackwohg the tooth extraction the
previous day. She had driven him to the houseoaifesfriends of his and had
attended to some further business of her own. ateed at home at 8:40pm and
noted that there was a message on her answerirtgmagdoom Mr Salmon requesting
that she pick him up because he was feeling unwigtiie picked him up as requested
and noted that the swelling on his face was muehtgr than it had been previously.
The swelling was in his neck and his face. Shesidened that he was running a
temperature because his face was red. She tookohihe Queen Elizabeth Hospital
at approximately 9:30pm and returned to her hortending to contact the hospital
later. She rang the Queen Elizabeth Hospital grakes to a doctor later in the
evening who informed her that he would be sendimgSdlmon home. She told the
doctor that she was not prepared to accept resdpbiysior looking after Mr Salmon
because he was having trouble breathing. Mr Saloootacted her shortly after this
to inform her that the Queen Elizabeth Hospital weaBeep him overnight and then

transfer him to the Royal Adelaide Hospital in therning.

Mrs Mustard stated that she was contactednaafai’:00am and was asked if she
would take Mr Salmon to the Royal Adelaide Hospit&lhe attended at the Queen
Elizabeth Hospital and found Mr Salmon in a cubiclehe Emergency Department.
She stated that a nurse was with him and that e ha&ing difficulty breathing.
A doctor came in and asked her to transfer Mr Salimomeans of her own vehicle to
the Royal Adelaide Hospital Outpatients Departmeantl to have him there by
9:30am. The doctor did not tell her what was wresiitp Mr Salmon. She stated that
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Mr Salmon was agitated and was scared. The swellas worse than it had been the

night before. He had swelling all around his naeakning the full length of neck.

Mrs Mustard stated that she was not given doguments to take to the Royal
Adelaide Hospital with Mr Salmon. She stated tatone gave her any information
as to why he was being transferred. She took Nin&@a home and he waited in the
car while she went and gathered together somdrtegefor him on the assumption
that he would be staying at the Royal Adelaide htakor some time. She then
drove Mr Salmon to the Royal Adelaide Hospital ertlinic arriving roughly

between 9:00 and 10.00am. She stated that Mr $aWas complaining about his
chest and finding it hard to breath. She stated ltle was “going down”. She said
that he was dribbling from his mouth and that asaugave him a box of tissues to

absorb saliva.

She stated that Mr Salmon was seen at 11:38am female doctor. The doctor
informed Mrs Mustard that Mr Salmon would have twé an operation and it was
more than likely that he would have a “trachy” abhd “put in ICU”, to use
Mrs Mustard’s words, and that she was not to beredd when or if those things
occurred. The doctor stated that the surgery woake place that afternoon and
requested that Mrs Mustard take Mr Salmon to thedlwdirs Mustard stated that she
did not know what a “trachy” was and that she did realise the seriousness of the

situation.

Mrs Mustard took Mr Salmon to Ward Q6 and ethwith him until approximately
2:10pm. She left at that time because Mr Salmonte&cato have a shower and she

needed to move her vehicle which she had leftshaat-term car park.

Mrs Mustard then remained at her home. Heglizr, Mr Salmon’s sister, was with
her. Mrs Mustard rang the hospital on approxinyagk occasions starting from
about 5:00pm. Mrs Mustard eventually spoke to Min®n between approximately
7:45 and 8:15pm. At that stage he was not redlly to speak to Mrs Mustard and he
passed the telephone over to a nurse. Mrs Mustaokle to the nurse instead and the
nurse told her that Mr Salmon was having troubltheei talking or breathing,
Mrs Mustard could not recall which. Subsequently, Salmon’s sister also called.
This call took place some time between 8:30 an@ @@ She also spoke to a nurse

first of all because of Mr Salmon’s difficulty ipsaking. Mandy Salmon was able to
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tell Mr Salmon over the telephone that he shouldagd lie in his bed and try to get
some sleep. She asked if Mr Salmon would likeastee his mother to come up to the
hospital but he said no. She told Mr Salmon that would instead visit him in the

morning.

Events at the Queen Elizabeth Hospital

Dr Stephen Hawkyns

Dr Hawkyns was the registered medical officer whameined Mr Salmon on the
evening of 26 September 2002 and the early hours2dfSeptember 2002.
Dr Hawkyns is now practising medicine in the Unitethtes of America. Instead of
calling him to give evidence | decided to rely ugos record of interview which was

received as Exhibit C3g in these proceedings.

Dr Hawkyns stated that Mr Salmon was one ef finst patients he saw on the
nightshift that evening. His complaint was swejlio the lower jaw, inability to open
his mouth and tooth pain. Dr Hawkyns did not fthdt he had a temperature or fever
and took a history of Mr Salmon’s tooth having bemiracted the day before.
Dr Hawkyns determined that Mr Salmon was suffefiregn the condition Ludwig's
angina which he described as infection and inflationeof the soft tissue spaces of
the airway. At the point at which he examined Min$on he did not note any stridor
or other evidence of immediate airway compromisée thought that the Ludwig’s
angina was most likely due to the removal of tHedted tooth, having been aware
from the hospital records that Mr Salmon had beem ®n several previous occasions

with toothache.

Dr Hawkyns decided to attempt to contact bibih on-call Ear Nose and Throat
(ENT) Surgeon and the on-call Oral Surgeon whopsating to his understanding,
covered all the hospitals in the city including Qeeen Elizabeth Hospital, but was
not an in-house doctor at the Queen Elizabeth Halspbr Hawkyns did speak to the
on-call ENT surgeon who declined to see or to asstesponsibility for the patient.
He also contacted the on-call Oral Surgeon, Dr Td®daunay. At line 555 to 557 of
the record of interview, Dr Hawkyns stated thatJaunay accepted Mr Salmon as a

patient and agreed to treat him.
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Dr Hawkyns was asked about the appropriatenieSs Salmon being transferred by
his mother to the Royal Adelaide Hospital. Dr Hgn& responded that it might have
been considered that as Mr Salmon had been stadoleghout the night and because
there is what he described as “a notoriously loragt ior ambulance transfers and
‘non-urgent patients’ that it might have been thestrexpeditious way to get him to

the proper care at that point in time”

Dr Thomas Jaunay

Dr Jaunay is a dental surgeon and has bepeciaist trainee at the Royal Adelaide
Hospital as an Oral and Maxillofacial Registrarceir2001. He is currently employed
at the Royal Adelaide Hospital as a medical intand will complete his qualification
as an Oral and Maxillofacial Surgeon in 2007. Hesvan Oral and Maxillofacial
Registrar at the Royal Adelaide Hospital in 2008 amas the on-call registrar on the
night of 26 to 27 September 2002.

Dr Jaunay gave evidence at the Inquest. &tedsthat he received a telephone call
from a doctor at the Queen Elizabeth Hospital gr@aamately 1:00am on Friday,
27 September 2002 when he was at home in bed. td#sd sthat the doctor had an

American accent. | conclude that the caller wagiBwkyns.

Dr Jaunay stated that he was informed by Drkyas that a patient had presented
some days after a tooth extraction with a floridutioand swelling. Dr Hawkyns had
discussed the case with the ENT registrar and wkieig whether Dr Jaunay would
accept management of the patient. Dr Jaunay stiasdhe advised that he was happy
to accept the patient, and that he believed thaag appropriate for the ENT registrar
to decline the patient because the problem wastodenic and therefore should be

treated by the Oral and Maxillofacial Unit.

Dr Jaunay was told by Dr Hawkyns that thegrdtwas clinically stable. There was
no stridor or noise in the airway and all othenickal signs were stable. There was a
degree of trismus (inability to open the mouth).n e basis of this description,
Dr Jaunay knew that the patient had a medical tiondihat required treatment. He
said that he accepted the patient and asked fotdioe transferred by ambulance to
the Royal Adelaide Hospital with the intention thatwould then attend at the Royal

! Exhibit C.3.g, line 627-633
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Adelaide Hospital to deal with the matter. Hisemion was that the transfer take

place immediately.

Dr Jaunay informed Dr Hawkyns that the lasteould make sure that the patient was

adequately fasted and was placed on intravenousdids.

Dr Jaunay received a second telephone cak gdteen minutes later to inform him
that Mr Salmon was unable to be transferred as mbuéance was available.
Dr Jaunay asked why that was so and was informadhbiacause the patient was a
medical transfer it would not be a priority tramsfe Dr Jaunay then asked
Dr Hawkyns to recap the patient’s clinical statdde was informed that the clinical
status was unchanged. Dr Jaunay asked Dr Hawkyosrifirm that the intravenous
antibiotics and fasting had been commenced. Dnajaasked if a family member
was available to transfer the patient and whensadvihat no family member was
then present, Dr Jaunay asked that the patierabsférred as soon as possible in the
morning. He stated that the patient should nobimight to the Royal Adelaide
Hospital Emergency Department but instead to thép&lients Department in the
Dental Hospital. This would result in speedier &#mon and therefore speedier

treatment.

Dr Jaunay stated that had the patient, whatonklude for obvious reasons was
Mr Salmon, had in fact been transferred to the RdAdelaide Hospital, that
Dr Jaunay would probably not have seen him ungiragmately 3:00am. In that
event, if Mr Salmon had been seen to be in actwaihcipient airway distress,

Dr Jaunay stated that he could have been in thiegte00am.

Dr Jaunay stated that the following morninghat 8:00am ward round he described
the case to the second on-call registrar, Dr Sifaifyed-Zainal. He explained that
the patient was likely to arrive during the coucdethe morning from the Queen
Elizabeth Hospital. Dr Jaunay then performed g @cheduled operating list for
the morning. He stated that he rang the nursiagpst at some point in the morning,
perhaps around 10:00am to check upon whether Mn@ahad arrived. At that stage

he was informed that the patient had not yet adrive

Dr Jaunay stated that when he finished higatipg list he was informed that
Mr Salmon had presented at the hospital and whs taperated upon. Dr Jaunay was

present at a 5:00pm ward round which finished atiiadl 6:00pm. He stated that after
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that ward round he and Dr Syed-Zainal were doingespaperwork when they saw
Mr Salmon’s bed being pushed past their office Mtard Q6. Dr Syed-Zainal then
followed the orderlies into the ward. On Dr Jaus&@stimate this took place between
6:00 and 7:00pm.

Dr Jaunay stated that although Dr Hawkynsdiagnosed this as a case of Ludwig's
angina he considered that he or another oral amillofacial surgical registrar would

need to look at the patient to confirm that diagmos

Dr Thomas Soulsby

Dr Soulsby is a Fellow of the Australian Cgleof Emergency Medicine and was
working at the Queen Elizabeth Hospital in 2002e iBl presently working at the
Royal Adelaide Hospital in Emergency Medicine. W#s a consultant in emergency
medicine at the Queen Elizabeth Hospital on 27 &apér 2002 and commenced a
dayshift at 8:00am that day. He stated that thaare a handover from the night team
to the dayshift and he ran that handover as theutyconsultant.

Dr Soulsby encountered Mr Salmon soon afteafival at the hospital that morning.
He examined Mr Salmon and found that Mr Salmondapen his mouth and move
his tongue. Mr Salmon was able to talk and wasexbibiting stridor nor was he
drooling. Dr Soulsby formed the view that Mr Sammbad a mandibular infection
and considered that it was Ludwig’s angina. Heesltéhat there was a risk of airway
obstruction, but there were no signs of it at tme. Mr Salmon had then been in the
department for 10%2 hours. An antibiotic intravesidup had been inserted.

Dr Soulsby considered at the time whetherais @ppropriate for Mr Salmon to travel
to the Royal Adelaide Hospital by private vehiclele stated that he was less than
happy with that course of action but agreed toetause he did not think that

Mr Salmon was in imminent danger of airway obsiarct

Dr Soulsby was asked whether he considered ah@T scan should have been
conducted at the Queen Elizabeth Hospital. Hendidagree with this proposition
because the treatment for Ludwig’'s angina is satgiad a CT scan would not have
served any purpose. He stated that secondly fropnaatical perspective in the

middle of the night it was unlikely that a CT soaould have been agreed to by the



6.1.

6.2.

6.3.

6.4.

Radiology Department. Dr Soulsby confirmed thathael seen cases of Ludwig’s

angina both before and since Mr Salmon’s pres@mtati

Dr Kar Woh Ng

Dr Kar Who Ng is a consultant anaesthetistrigalizeen admitted to the Fellowship in
2003. He is currently the supervisor of anaesthesining at Modbury Hospital. He
was working at the Royal Adelaide Hospital on 2pt8mber 2002 as a senior

anaesthetic registrar.

Dr Ng recalled that he was the anaesthetist tndated Mr Salmon on 27 September
2002. He stated that he and a junior registrar,Liton Stephens, conducted a
preliminary interview with Mr Salmon. The purposé this was to conduct a

preoperative assessment of Mr Salmon’s airway. Selmon was able to speak and
respond. He could open his mouth but not greathe had a swelling which was

consistent with a dental infection and Dr Ng thdutpat the procedure to be carried
out was the removal of an infected tooth. He waarty under a misapprehension in
this respect, as the tooth had been removed twe piaviously. It became apparent
that, even at the time of giving his evidence, Iy $till had not appreciated that the

tooth had been removed before the procedure inhwiecwas involved.

Dr Ng recorded in the Royal Adelaide Hospitates that Mr Salmon had no allergies
nor was he taking regular drugs. He had a hisbényild asthma. Dr Ng regarded
the case both at the time, and at the Inquestfaislyaroutine dental matter. He said
that there was no stridor and no drooling. Heestdiwve see these patients very

regularly”.

Dr Ng said that the method of intubation wiasetoptic. In this procedure a flexible
camera is inserted through the nose and the ewtie@btube is then inserted via the
nose through the vocal cords. The reason thatdchdse this method of intubation
was in order to provide a teaching opportunity i® janior registrar Dr Stephens.
This method of intubation was not chosen becausgfinability of Mr Salmon to

open his mouth sufficiently for oral intubation.
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Dr Ng stated that the vocal cords when insgggkdibre-optically appeared to be
normal and were not swollen. This was a furthelication to him that the airway

was not threatened at that stage.

Dr Ng was questioned about an opinion providedCounsel Assisting me by
Dr David Wiesenfeld, Oral and Maxillofacial Surgeand Head of the Oral and
Maxillofacial Surgery Unit at the Royal Melbourneospital. Dr Wiesenfeld had

noted that fibre-optic intubation can lead to oeddrat Dr Ng said that this was not a
traumatic fibre-optic intubation. He stated thia¢ tube went in very smoothly and
there were no difficulties. As a consequence dendit believe that there would have

been any trauma to the throat and accordingly niemea.

Dr Ng confirmed that the surgeon who perforrttesl procedure upon Mr Salmon’s
infection was Dr Syed-Zainal. The operation wadydperformed and then
Mr Salmon was extubated. Dr Ng stated that onee diargical procedure was
completed, Dr Ng could open Mr Salmon’s mouth fartthan before. He stated that
the swelling had gone down with the removal of théected material. Dr Ng
examined the airway with a laryngoscope and cowd Bis epiglottis and the
posterior part of his vocal chofds Dr Ng was confident that he could re-intubate
Mr Salmon if that was necessary. Dr Ng noted tiaite is always a possibility with a
patient who has undergone an anaesthetic thatubation will be necessaty He
stated that in Mr Salmon’s case the chance ofliapening was “slightly higher”,

but that Dr Ng did not think it was excessive.

Dr Ng stated that after surgery and extubatiorSalmon went to the recovery area.
Dr Ng reviewed Mr Salmon in the Recovery Ward giragimately 5:30pm. At this
time Mr Salmon was sitting upright in his bed and Nlg asked him how he was
going to which he responded “fine”. Dr Ng askeah hwvhether he was in pain and Mr
Salmon denied that he was. According to Dr Ngh& time Mr Salmon sounded
normal and did not have any stridor. He tonguekdooslightly swollen but not
abnormally s& Dr Ng then asked the consultant anaesthetistharge of the
Recovery Ward, Dr Lisa McEwin, to examine Mr Salmo8he had a quick look at

Mr Salmon and then signed him out of the RecoveaydMo Ward Q6.

% Transcript, page 103
® Transcript, page 77
* Transcript, page 81
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Dr Ng stated that he had requested that #fistthe Recovery Ward administer pain
relief according to their morphine protocol andtttims had happened. He confirmed
that, by reference to the hospital charts, Mr Salmeas administered 32mg of

morphine in 4mg doses while in the Recovery Ward.

Dr Ng stated that he did not receive anyrimfation directly from the surgeon as to
the nature of the proceddre However Dr Lynton Stephens had been informed,
according to Dr Ng's understanding, that Mr Salnfbad an infected tooth that
needed to be removed”. Dr Ng stated that he hatk dsome oral cases with
Dr Syed-Zainal previously. Dr Ng stated that ptmthe surgery being undertaken he
had not heard any reference to a diagnosis of Lgidwingina. He stated:

‘If I had been told that he had Ludwig's anginaduld have insisted on the help of a
senior colleague and most likely would have ledt tilbe in place”

Dr Ng explained that he had not done a cédeudwig’'s angina in his previous
experience and hence would have sought the asséstdra consultaht He stated:

‘My understanding at the time was that if someaiks tme there's Ludwig's angina, we
need to secure the airway. At that time | wasnéravit could happen aftet.’

| take him to be referring to the possibility ofrveay obstruction occurring post

operatively in this passage.

Dr Ng stated that had he understood in 2B8Rit was a case of Ludwig’s angina he
would have considered leaving the breathing tubleuinthat in any event he would

certainly have obtained the assistance of a camgult

Dr Ng acknowledged that the decision to extelvas his own decisibh He stated
that there was no discussion with Dr Syed-Zainalualbhe decision to extubate. He
was asked about an opinion expressed by Dr Wielsenfieo stated that although
ultimately it is the anaesthetist who makes a d@tias to extubation, it is a decision
made after discussion with the surgeon to see whéliere is an agreement between
the two. Dr Ng stated that he agreed with thappsaion. He stated that normally it

is the surgeon who might say that the infection vesdly bad and the airway was not

® Transcript, page 95
® Transcript, page 97
" Transcript, page 98
& Transcript, page 98
® Transcript, page 99
1% Transcript, page 104
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one hundred percent clear and could the tube benlefHe acknowledged that he is
dependent upon the surgeon to pass on particutammation about the decision to
extubate. He stated that he assumed that Dr SgeddZdid not think that the
infection was out of the ordinary and as she hadaeed anything in particular that

there were no difficulti€s.

Dr Sharifah Syed-Zainal

Dr Syed-Zainal was not called to give evideatethe Inquest. She returned to
Malaysia at the beginning of 2005. When inquinesre made in April 2006 in

preparation for the Inquest, she was believed tatla® unknown location in Pakistan
with the Malaysian Armed Forces, her employer, a$ @f an international contingent
providing aid to earthquake victiffs Accordingly she was not called to give

evidence.

Professor Goss, whose evidence will be coreid&ter in these findings, told the
Court? that Dr Syed-Zainal is a Malaysian national whadgrated in dentistry from
the University of Malaysia. She had joined the &alan Armed Forces and had four
years training after graduation before coming teladie. She had been appointed as
a Lecturer in Oral and Maxillofacial Surgery andCansultant at the University of
Malaysia Kota Bharu. By the time she came to Aalistrfor further training in
Adelaide she had sat and passed the FellowshipeoRbyal College of Surgeons in
the discipline. She was already, according to ¢&sdr Goss, well trained and
experienced and had come to Adelaide for advancadirtg. Professor Goss

considered her well qualified to perform the pragedthat she did on Mr Salmon.

Dr Lisa McEwin

Dr Lisa McEwin is employed at the Royal AddHospital as an anaesthetist. She
was the duty anaesthetist in the Department of sthasia on 27 September 2002. In
part, her duties involved supervising in the RecpWard including signing patients

out.

" Transcript, page 105
12 Exhibit C.3.a
3 Transcript, pages 250-251
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Dr McEwin stated that her recollection of MalilBon was very vague. From the fact
that her signature appeared on the recovery roorsingurecord she was able to
confirm that she reviewed Mr Salmon and signed tirof recovery. She stated that
before signing a patient out, she satisfies herdedit the patient is awake,

comfortable, the observations are stable and tlieesuhad no problems to report.
Furthermore, she ensures that appropriate posatyerorders have been written.
She stated that the average stay in recovery i@ #¥ approximately one hour and
that three sets of observations would be conduamgtoximately fifteen minutes

apart.

Dr McEwin stated that she understood that Mdm®n had a drainage of a
submandibular abscess. She was not aware ofaljeasis of Ludwig’s angina. She
knows that Ludwig's angina is associated with a kedr degree of airway

compromise but she stated that this was not eviddnis situation.

She stated that the 32mg of morphine admneidtan the Recovery Ward was not an
excessive dose and that it was given accordindpgontorphine pain protocol. She
stated that the recovery room record did not show avidence of significant

respiratory depression and referred in particutarthte nursing observation chart
recordings for 1810 and 1900 hours which indicatleat there was no sign of

respiratory depression.

Nurse Barbara Demetriou

Nurse Demetriou is an Enrolled Nurse at theg/adR&\delaide Hospital. She was
working in Ward Q6 between 1:00pm and 10:00pm os&@tember 2002.

Nurse Demetriou stated that Ward Q6 has fays.b Each bay is assigned to one
registered nurse who is assisted by one enrollesenuNurse Demetriou was working
with Registered Nurse Joanne Perry on that slfte stated that the usual number of
patients assigned to a bay is eight. She recMlie8almon arriving in the ward from
recovery and described him as alert and orientatele directed the orderly to the
bay and assisted Mr Salmon into the bed. Shedstdtat the ward staff were
expecting him to arrive and were aware that he @atdibmandibular abscess to be
drained. That information was provided by the rery staff. She stated that the

recovery nurse gave her and Registered Nurse Rétaypndover.



9.3.

9.4.

9.5.

9.6.

9.7.

9.8.

9.9.

14

The recovery nurse told nurses Demetriou amdyPhat Mr Salmon had undergone a
procedure for drainage of a submandibular abscess that he was alert and

orientated. The recovery nurse outlined the dhegwas prescribed.

Nurse Demetriou stated that the observatiogime within the ward as at
27 September 2002 in these circumstances was holosirvations checking sedation
scores, temperatures, oxygen saturations and Ipiessure. Nurse Demetriou stated
that Mr Salmon arrived on the ward at 1810 hourd #mat observations were
recorded in the notes as having been done by RegistNurse Perry at 1810 and

1900 hours. Another set of observations were db2900 hours.

Nurse Demetriou stated that she assisted Nmd®ato have a shower and she
changed his dressing. She stated that he hadvweeslsmon after he arrived in the
ward and that she remained close by while he walsdrshower. She stated that he

responded to her with yes or no answers and didomierse.

Nurse Demetriou put a telephone call througMr Salmon after his shower and
change of dressing. She thought that there wasand telephone call but she did not

know from her own knowledge.

Nurse Demetriou stated that she performed raodrded on the composite chart
observations conducted at 2000 hours. The congpokdrt did not make provision
for a recording of a sedation score, however NDesaetriou stated that Mr Salmon

was alert and orientated at that time.

Nurse Demetriou stated that the next timessive Mr Salmon he was in the nurses
station when Nurse Demetriou and Nurse Perry walkiedo that area.

Nurse Demetriou had been attending to a bedpaa foatient and Nurse Perry was
returning from the Intensive Care Unit after haviagen a patient from Ward Q6 to

that unit.

Nurse Demetriou stated that Mr Salmon wasdétgrat the sink in the nurses station.
Nurse Perry asked him if he was having trouble thieg and he said “yes”. Nurse
Perry asked him to follow Nurse Demetriou back tis bed which he did.
Nurse Demetriou stated that when she arrived wittSslmon at his bed she heard a
stridor. She quickly turned around and grabbed3dimon and put him on the bed.

She noted that his pupils were fixed and dilat&he called out for Nurse Perry to
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attend. In the meantime she placed Mr Salmonanctrrect position for CPR to be
conducted, and was calling out his name. NurseyPaerived together with two
doctors who happened to be on the ward as well.thist point Nurse Demetriou
closed off other parts of the bay from view by otpatients. Another registered

nurse made a call for the medical emergency teaatténd.

Nurse Demetriou stated that since 2002 thex® been what she described as a
“dramatic turnaround” in that all patients tendstay in either the Intensive Care Unit
or the High Dependency Unit for approximately twefdur hours of airway
management after undergoing an operation of the reérformed on Mr Salmon. She
stated that patients are only brought up to thedwadter they have been “fully

cleared”.

Nurse Demetriou had never heard about thgndss of Ludwig’s angina. She did
not know what the condition was. She was awaré MraSalmon was at risk of

airway compromise stating “they all fall into tleztegory”.

Nurse Joanne Perry

Nurse Perry is a Clinical Nurse and currentiyrks on Ward Q6 at the Royal
Adelaide Hospital. She has worked on that wardesk®93 and was on duty between
the hours of 2:30 and 11:00pm on 27 September 2082that time she was the

Senior Registered Nurse on duty on the ward.

Nurse Perry gave evidence at the Inquestcanfirmed that she was on duty with
Nurse Demetriou. She stated that she had a retiolieof Mr Salmon being returned
from recovery at approximately 5:45pm. The recypvairses had stated that he was
agitated initially and striking out at staff butchaettled after obtaining pain relief.
She confirmed that his post-operative treatmentersrdand medication chart
accompanied him from the Recovery Ward. She sthi@dMVr Salmon seemed to be
comfortable and settled and was able to speakduld mot recall if he said more than

short YES Or no answers.

Nurse Perry stated that Mr Salmon was revdeatesome point by Dr Syed-Zainal but

could not recall at what time.
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Nurse Perry administered some morphine t&8Mmon at 2005 hours for pain relief.

She stated that at this time he was not sedateddmuiblert and orientated.

Her next recall was when she returned fraarintensive Care Unit having been away
with another patient for approximately twenty mesit She stated that she entered
the nurses station and observed Mr Salmon stariirtbe sink. She stated that two
other staff, Barbara and Kate, were with him andewmenable to settle him. He
appeared to be distressed. He nodded when Numsedd&ed him if he was having
trouble breathing. Shortly after this Nurse Denoetryelled and Nurse Perry went
immediately to Mr Salmon’s bed. He was not breahand his pupils were fixed.
She commenced cardiopulmonary resuscitation witlhesponse but shortly after
commencing the resuscitation the doctors who haggbém be on the ward took over
from her. She confirmed that a medical emergeeantcall was made and that when

the medical emergency team arrived they took over.

Cardiac arrest call

The Royal Adelaide Hospital notes show that thelieararrest call was received by
the medical emergency team at 2055 hours. TheyndfoMr Salmon in
cardiorespiratory arrest. He was cyanosed, widfiand dilated pupils. They could
not ventilate Mr Salmon, because his airway wagrobted. No view of the vocal
cords could be obtained with a laryngoscope. Thess gross facial and
submandibular swelling. A cricothyrotomy (incisiasf the larynx through the
cricothyroid ligament) was performed to obtain amvay. Resuscitation continued

for 20 minutes. Death was certified at 2115 hours.

Dr Paul Duke

Dr Paul Duke is an Oral Surgeon, and practasea consultant, at the Royal Adelaide

Hospital. He was on-call on 27 September 2002 ft@midday.

Dr Duke gave evidence at the Inquest anedstttat he did not himself examine
Mr Salmon. He state that it was customary at tina¢ for the registrar to ring the
consultant before taking a patient to theatre. sHiel that he could not remember
having received such a telephone call about Mr 8alfimom Dr Syed-Zainal but

believed that it would have happened.
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Dr Duke stated that Dr Syed-Zainal came ® Royal Adelaide Hospital from
Malaysia for post graduate training. She had load years post graduate training in
oral and maxillofacial surgery before she came wstfalia. He considered her to be

at the senior end of the registrar scale of expeee

It was put to Dr Duke that Dr Wiesenfeld'srapn is that normally a patient such as
Mr Salmon would be seen by a consultant oral surger to surgery. Dr Duke did

not agree with that contention, stating that hefagls in many of his staff.

Dr Duke stated that he understood that Ludvaggina is a bilateral swelling of the
sublingual area, with external swelling as welle $fated that Mr Salmon’s condition

as he understood it was “not my appreciation ofiigts angina™”.

Dr Duke also stated that contrary to Dr Whéslel he saw no benefit in a consultant

reviewing a patient such as Mr Salmon post-opezbtiv

On the subject of an anaesthetist's decisicextubate, and the degree of discussion
that might take place with a surgeon prior to thatision being made, Dr Duke did

not see that he, as the surgeon, would have signtfinput into that decision.

Dr Duke referred to Mr Salmon’s conditionaimumber of parts of his evidence as a
“swollen face”. He commented that “there are aolbpatients coming through with
swollen faces™. Dr Duke stated that he, and other consultantm’tdsee every

swollen face, a patient with a swollen face thanes through'.

Professor Alastair Goss

Professor Alastair Goss gave evidence antiigest. He is an Oral and Maxillofacial
Surgeon and is currently the Head of the Oral aridfacial Surgery Unit at the
Royal Adelaide Hospital.

He gave evidence that the registrar resplendly Syed-Zainal) reported the details
of Mr Salmon’s case to him at his professional wandnd on the evening of
27 September 2002 after the operation had takere'pla She advised him that

1 Transcript, page 211
% Transcript, page 213
'8 Transcript, page 209
Y Transcript, page 237
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Mr Salmon was a patient with a unilateral submamidibabscess secondary to a tooth
cause. She informed Professor Goss that Mr Salmdnbeen transferred from the
Queen Elizabeth Hospital to the Royal Adelaide Has@and she had performed an
operation for drainage of the abscess which hae gatisfactorily and that the patient

was back in the ward. Professor Goss did not Hfrxamine Mr Salmon.

13.3. Professor Goss explained that the ward raumdh he conducted that evening was
not a ward round in the traditional sense in wtiled doctors move from patient to
patient in the ward itself. Instead, no patienesevobserved because the ward round

took place in the nurse’s office at the outpatwdimic. Professor Goss explained:

.. what we do is then there's myself and the temis and the registrar on call then

outlines to me all of the cases who have eithen beeently discharged or are in hospital

... and we discuss them®’

13.4. Professor Goss stated that Dr Syed-Zainaképdrted the outcome of Mr Salmon’s
case as one, which had proceeded well, and shexldfaéit she had examined and
explored all of the relevant spaces around thesamdre the infection might go. She
had identified that this was a microabscess ouligtl type case. He said that she
explored the relevant areas, put in the appropdedés and expressed no opinion or
concern about the fact that Mr Salmon had beenbextd. So far as she was

concerned it was a routine case.

13.5. Professor Goss was involved in a “root caaisalysis” of the circumstances of
Mr Salmon’s case. In the course of that root caunsdysis he had obtained a detailed
understanding of Mr Salmon’s case. Professor Gtaded that Ludwig’s angina is a
severe infection involving the neck bilaterallyinche chin down to the level of the
clavicle’>. On the other hand he stated that a submandilabkgess is an infection
involving at most a quarter of the neck. He dé=di the two conditions as
“fundamentally different”. He stated:

‘No, Mr Salmon had a classical submandibular alssedth no features of Ludwig's
angina.?

'8 Transcript, page 265
® Transcript, page 243
2 Transcript, page 243
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Professor Goss appeared to dismiss Dr Hawkijaxgnosis of Ludwig’s angina:

‘...there's a common medical officer, shorthand ofrmglany infection in the neck as a
Ludwig's angina, that is incorrect, both technigalhd clinically.*

Of course | must weigh this evidence in thevidedge that Professor Goss never
actually saw Mr Salmon. Nevertheless, despite méwaving seen Mr Salmon,
Professor Goss very confidently asserted at thedsigthat Mr Salmon’s was the
clearest case of submandibular abscess. He deddhb procedure for treatment as a

“straight forward operatior3®.

Professor Goss stated vehemently that hisarpthat this was not a case of Ludwig's
angina was “clear cu®. When asked if he had read the post mortem reponad

access to it, he acknowledged that he had nevelr treapost mortem report. An
opportunity was provided to him during the cour$éis evidence to do so. After
reading the post mortem report, he stated thatopimion remained the same,
notwithstanding that Dr Gilbert (the pathologistawonducted the post mortem) had

arrived at a diagnosis of Ludwig's angina followinig autopsy.

Professor Goss stated vehemently that hisarpthat this was not a case of Ludwig's
angina was “clear cu#*. When asked if he had read the post mortem reponad
access to it, he acknowledged that he had nevelr treapost mortem report. An
opportunity was provided to him during the cour$éis evidence to do so. After
reading the post mortem report, he stated thatopimion remained the same,
notwithstanding that Dr Gilbert (the pathologistawonducted the post mortem) had
arrived at a diagnosis of Ludwig's angina folloginis autopsy.

| do not agree with Professor Goss’ opirtioat this was not a case of Ludwig's
angina. Professor Goss never saw the patient.catisideration of Dr Gilbert's post
mortem report was brief, almost perfunctory. IfpreéDr Gilbert’s opinion that this

was a clear case of Ludwig’s angina.

Professor Goss disagreed with the opiniddroViesenfeld already referred to that a
patient such as Mr Salmon should not go to theatiess he had been reviewed by a

consultant.

2 Transcript, page 245
2 Transcript, page 251
2 Transcript, page 268
% Transcript, page 268
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13.12. Professor Goss accepted more readily thaduRe that a surgeon in a case such as
this has some part to play in consultation with #mesthetist in relation to the

decision to extubate

13.13. Professor Goss gave evidence about a ptotdtoh was introduced to the Royal
Adelaide Hospital in the period following, and asesult of, Mr Salmon’s dedth
He stated that the Oral and Maxillofacial Unit, tB&NT Department and the
Anaesthetic Department promulgated a protocol lier guidance of staff about the
appropriate evaluation of such patients. The maltbas been widely promulgated
throughout the hospital in unit meetings, surgicands and is available on the
hospital intranet. The protocol is reviewed anlyuahd updated as required.

13.14. Professor Goss stated that the protocaldsasdted in certain changes:

‘One is that all of these infections are not disatas simply dental infections, they are
treated seriously’

13.15. The second is that the number of patients iemain intubated following surgery has
increased considerably. In other words, thereriedaction in the number of patients
who are extubated immediately following such prared. Professor Goss stated that
according to the protocol Mr Salmon would be agqrdtivho, if operated upon today,
would have remained intubated following the proceddor a more prolonged
period®. Professor Goss stated that under the new priptbtbe anaesthetist could
not see more than half of the vocal cords, thesimtiwould be made to leave the
patient intubated.

13.16. Rather unfortunately, Professor Goss adadedhe had been informed by one of the
nurses who had been on duty that day that thaerhad detected cigarette smoke on
Mr Salmon’s breath. This, according to Professos<; provided evidence to suggest
that Mr Salmon’s airway could not have been compsethin the period leading up
to this observation by that nurse. The observatias reported to have taken place at

or about the time of Mr Salmon’s arrival at the RbAdelaide Hospital.

% Transcript, page 255
% Transcript, page 259
" Transcript, page 261
8 Transcript, page 263
% Transcript, page 274
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| regard this as a very unreliable basisnupbich to arrive at the conclusion that
Mr Salmon’s level of airway distress upon arrivattee Royal Adelaide Hospital was
such as to preclude a diagnose of Ludwig’'s angieticularly in the face of the

autopsy report by Dr Gilbert which proves concleswvotherwise. There are a
myriad of explanations for what might have beentakisn as cigarette smoke on
Mr Salmon’s breath. His mother gave evidence atltiguest that she is a heavy
smoker and was probably smoking in the vehicle wdtentransported Mr Salmon to
the Royal Adelaide Hospital. This by itself wowddcount for a smell of cigarette
smoke, and demonstrates the unreliability of arentadion by a nurse who had no
involvement in Mr Salmon’s clinical treatment, antlo made no notes in the hospital
records, about the presence or otherwise of cigasatoke on Mr Salmon’s breath. |
note furthermore that neither Professor Goss noDlke made any notes of their
involvement with Mr Salmon, passing though it wadNor for that matter did

Dr Jaunay. Allin all, I conclude that the recdekping by the practitioners involved

was quite inadequate.

Although Professor Goss was quite dogméicdilthe view that this was not a case
of Ludwig’'s angina, the fact remains that on hisnoevidence, the case gave rise to
significant and major change to post-operative quolis at the Royal Adelaide

Hospital.

| have had regard also to the descriptiefesned to earlier by Mr Salmon’s mother of
his difficulty in breathing and general circumstasiavhile she was with him during

the morning and early afternoon of 27 Septembe2200

Dr David Wiesenfeld

Dr David Wiesenfeld is an Oral and MaxillaédcSurgeon and is Head of the Oral
and Maxillofacial Surgery Unit at the Royal MelboarHospital. He provided an

overview of this case for the Court and gave ewdeat the Inquest.

Dr Wiesenfeld stated that he has seen fiftedwenty cases of Ludwig’'s angina over
his career. He described it as a spreading daluind infection affecting the
sublingual (under tongue), submandibular (betwémnfloor of the mouth and the

skin) area of the face and neck. He stated tlatahgue is elevated and that the key
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issue in the condition is management of the airwaythat the patient does not

suffocate.

He stated that, as with all conditions, Luglsvangina presents in different degrees of
severity. A severe case is one in which the pateii be leaning forward and
drooling. He stated that it is true that if théeiction is unilateral only, it is not a strict

case of Ludwig’s angina.

Dr Wiesenfeld provided a report to the Calated 21 December 2005. The report

was admitted as Exhibit C17 in these proceedings.

Dr Wiesenfeld noted that Mr Salmon had mldtipresentations to hospital without
definitive treatment. He was of the opinion thhe tperiod spent at the Queen
Elizabeth Hospital overnight probably delayed tingirig of the definitive treatment
(surgery) and during this time Mr Salmon’s conditiwould have become a little
more severe. Dr Wiesenfeld stated that the ENTStrag contacted by Dr Hawkyns
was correct in referring the patient to the Orad &taxillofacial Unit at the Royal

Adelaide Hospital.

Dr Wiesenfeld was asked about the theory MatSalmon’'s was not a case of
Ludwig’'s angina because of suggestions that thectidn was unilateral and not
bilateral. In the end Dr Wiesenfeld reached thesibde conclusion that if the forensic
pathologist found that the infection was presenboth sides of the neck it was a case
of Ludwig's angina. Dr Wiesenfeld stated that frbim reading of the post mortem
report, there was some ambiguity on this subjebt: Gilbert was called to give
evidence at the Inquest and as will be seen whiewiéw his evidence, he confirmed
that the cellulitis was bilateral thus confirmingetdiagnosis of Ludwig’'s angina.

However, Dr Gilbert had not given evidence when/esenfeld gave his evidence.

Dr Wiesenfeld stated that in his opinion dleeision to extubate should be a shared
decision. He stated that the anaesthetist “owadube” and that the surgeon “owns
the patient”. He stated that it would be his ajpploas a surgeon to finish the
operation, assess how much oedema had been piesbhatneck and jaws, consider
how successful the operation had been in remoMingf éhe infection and if he felt
that the source of the problem had been entirehyored he would feel comfortable
in the patient being extubated. If he felt thaths&l not found the source of the

infection and had conducted a considerable amdustirgical exploration, he would
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remain concerned. He stated that if he thoughivhee dealing with a case of
Ludwig’'s angina then maintenance of the tube oelactive tracheostomy would be
part of the management of the patient. He stdtadat the Royal Melbourne Hospital
if there is any doubt about the patient’'s capad¢dymaintain an airway post-
operatively, the patient goes to the Intensive Gamg. If that does not happen, an

elective tracheostomy is performed.

14.8. In his report to the Court, Exhibit C17, Drédenfeld stated that the management
protocols referred to by Professor Goss, and iotted in 2003 following
Mr Salmon’s death, are appropriate. However, Ded&nfeld considered that the
protocol is deficient in that it does not requiteatt a patient be assessed by a
consultant anaesthetist and surgeon pre-operativlyhe Inquest he maintained that
positior’®. However, Dr Wiesenfeld conceded that his opirésnto the need for
pre-operative examination by consultants is notversally applied at all of the

hospitals in Melbourr&. He insists upon it at Royal Melbourne Hospital.

14.9. Dr Wiesenfeld expressed the opinion that Nim®n’'s airway obstruction was
probably caused by a progressive swelling of hisvayy caused by the original

infection or post-operative oedema, but probaldyrfithe original infective procegs

14.10. Dr Wiesenfeld stated that he consideredtiiegie was no need for the involvement of
the ENT speciality in Mr Salmon’s case while at tReyal Adelaide Hospitai.
Furthermore, Dr Wiesenfeld felt that there was otipular need in Mr Salmon’s
case for the administration of steroid therapy jopsratively as had been suggested
by another reviewer in this case, Dr FraiheFurthermore, Dr Wiesenfeld did not
agree that it would have been appropriate to sen8aimon for a CT scan because of

the risk of airway blockage while the scan was ¢eiarried out.

% Transcript, page 301
3 Transcript, page 310
* Transcript, page 304
* Transcript, page 305
* Transcript, page 306
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Dr John Gilbert

Dr Gilbert is a Forensic Pathologist and isMamber of the Royal College of
Pathologists of Australasia. He has had externsiperience in the field of forensic
pathology and is highly regarded as a medico legplert. He prepared a post
mortem report in this case which was admitted dst#xC2a. The report was dated
31 January 2003. The cause of death was givelmainréport as airway obstruction
due to sublingual and submandibular cellulitis (mgls angina) following right

lower molar tooth extraction.

Dr Gilbert stated that cellulitis is anotheescription for inflammation of
subcutaneous tissue. He stated that his findingoat mortem as to the nature and
extent of cellulitis was that there was diffuse deming and swelling of the soft
tissues of the upper neck above the level of thgnla He stated that there was
evidence of recent surgical intervention there that the major finding was diffuse
oedema of that area and on microscopic examin&gostated that he could see acute

inflammatory changes in all the soft tissues ofupper neck.

Dr Gilbert stated that photographs were takethe post mortem procedure, and
Dr Gilbert reviewed those photographs before giwwglence. He stated that from
his review of those photographs and the way heréearded his findings in the report
he believed that the oedema and inflammation wtasei, covering the area right
around the upper neck and underneath the Iowé‘F.jaWr Gilbert confirmed that all
four of the recognised criteria for Ludwig’'s angiwvare determined to have been met
according to his post mortem examinatfonHe stated that he did not believe that any
of the swelling that he observed would have beentduesuscitative attempts made
following Mr Salmon’s collapse (Professor Goss lamjgested that resuscitative
efforts may have accounted for the findings at psy® Finally, Dr Gilbert stated
that, based on the naked eye appearances andhalsni¢roscopic appearances of
multiple sections that he took from around the wppexk, that Mr Salmon’s was a
case of Ludwig's angifd He stated that the bacteriology results takemewe

consistent with this diagnosis as was the clinigimture and its origin from an

* Transcript, page 354
% Transcript, page 358
%" Transcript, page 359
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infected molar tooth which he described as “abstjutlassic”. He stated that he had

not seen anything that caused him to doubt thendsig of Ludwig’s angina.

Conclusions

In my opinion it was appropriate for Dr Hawkyto contact the ENT and Oral and
Maxillofacial registrars on call that evening asdid. | am not critical of the ENT
registrar for refusing involvement. This was ampr@priate case for referral to the

Oral and Maxillofacial Unit at the Royal Adelaid®sgpital as eventually happened.

It is unclear why Mr Salmon was unable totfamsferred to the Royal Adelaide

Hospital in the early hours of Friday morning 2p&enber 2002.

As a result of the method of transferral,pbiyate vehicle driven by his mother, no
hospital notes accompanied Mr Salmon to the Royldl#ide Hospital. In my view
this is a serious deficiency for which the Queeledbleth Hospital must bear

responsibility.

I am of the opinion that there was a deficyein the handling of Mr Salmon’s case in
that the transfer was not effected in a sufficietithely manner, and that no records
accompanied Mr Salmon when he was transferred. effteet of this was that his
condition continued to deteriorate while he remdiaethe Queen Elizabeth Hospital
and Dr Syed-Zainal was never provided with the rimfation that Ludwig’s angina

had been diagnosed by an earlier practitioner.

Dr Ng stated that had he been told that Mm8a's was a case of Ludwig’s angina
he would have involved a more senior anaesthetesoperatively. | find that had

this diagnosis been clearly made at the Royal AdelBlospital before the procedure
was carried out, a consultant would have probabBnbinvolved in the operation. In
these circumstances it is possible that a condultaay have decided to leave

Mr Salmon intubated for a longer period followinig bperation.

| find that Mr Salmon was indeed sufferingnir Ludwig's angina. According to
Dr Wiesenfeld the key feature of this conditiorthe bilateral involvement of more
than one space. Dr Gilbert confirmed at post nmortieat this was certainly the case.
Professor Goss never saw Mr Salmon. At the entdeoflay Dr Gilbert’s assessment

is the most reliable of all.
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There was no discussion between Dr Ng an8yed-Zainal before the surgery about
the nature of the condition. This was a clear ailficy in the management of
Mr Salmon. Even at the time of the Inquest Dr Ni§§ thought that a tooth was

removed during the procedure when in fact thatndidhappen at all.

In my opinion Mr Salmon was extubated eatlien he should have been with the
effect that one of the known complications of Ludwiangina, namely airway

obstruction post-operatively, claimed his life.

| recommend pursuant to section 25(2) ofGloeoner’'s Act 2003 that the Queen
Elizabeth Hospital review its processes and guidslito ensure that in all cases of
transfer, whether by ambulance or by private patiehicle, the appropriate notes

accompany the patient to the hospital to whichpidugent is being referred.

| recommend pursuant to section 25(2) ofdbmner’s Act 2003 that the Minister for
Health take this opportunity to remind the publiattit is most unwise to continue to
ignore signs of dental infection over a prolongedqud. While Mr Salmon’s death is
extremely tragic, the fact remains that he appéarkave delayed the seeking of
definitive treatment for his infected tooth for fanger than was wise. Earlier dental
treatment of his infected tooth may have prevembeddeterioration of his condition
to the point where the infective process from whieheventually suffered gained a
foothold. | am unable to express a view as tocdwese of Mr Salmon’s delay in
seeking definitive treatment. It may be that heswaable to afford private treatment
and was reliant on the public dental system. Wewkthat he eventually had the
tooth removed privately. He may have been unabledit any longer for treatment

in the public system.

Key Words: Hospital treatment; Ludwig's anginacBel Keeping/Clinical Records.

In witness whereof the said Coroner has hereurntaisé subscribed his hand and

Seal the 13th day of November, 2006.

State Coroner

Inquest Number 27/2006 (2729/02)



