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A recent joint coronial inquest in South Australia has generated wide discussion among medical 

practitioners, nursing staff and administrators in small private hospitals, highlighting the perils 

associated with caring for high-risk patients in hospitals that lack intensive care facilities.
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The coronial inquest 

On 14 February, 2014, South Australian Deputy Coroner, Elizabeth Sheppard handed down her 

findings into the deaths of John Ryan and Patricia Walton, both high-risk surgical patients with 

morbid obesity who died following elective orthopaedic procedures at a small South Australian 

private hospital. 

The private orthopaedic hospital has 45 beds and four operating theatres, and does not contain 

an intensive unit, nor does it have medical practitioners in hospital overnight. 

John Ryan’s death 

Mr Ryan was 54 years old and 141 kg when he was admitted to the hospital for ankle surgery. 

The surgery proved uneventful, however by 6.00 am the following morning, a nurse found Mr 

Ryan unconscious. He was transferred to the Royal Adelaide Hospital (RAH) but died shortly 

after due to cardiac arrest on 2 April, 2008. 
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Mr Ryan had undergone a previous procedure at the orthopaedic hospital weighing 125 kg. 

However, by the time he had ankle surgery his weight had significantly increased, but this was 

not appreciated by the surgeon. 

A last minute change on the day of surgery resulted in Mr Ryan being assigned a different 

anaesthetist which meant there was no pre-anaesthetic consultation. During surgery, the 

anaesthetist raised concerns that Mr Ryan required close monitoring post-operatively. The 

Coroner concluded that unacceptable pressure had been placed on the anaesthetist, 

compromising his ability to cancel the surgery. 

Post-operative issues 

Mr Ryan was monitored hourly from 5.15 to 9.15pm by nursing staff. By 10.00pm, his oxygen 

saturation level had decreased to 87% and this was not recognised as significant. At 10.15pm, 

his IV line had failed and was removed. At 11:40 pm, a nurse administered 10mg of morphine 

and at 2am Mr Ryan was checked by a nurse who administered Capadex tablets, which were not 

prescribed by a medical practitioner. 

At 6.00am, Mr Ryan was not able to be roused and his vital signs had deteriorated significantly. 

He was intubated and taken to the RAH where he was stabilised. However, he had sustained 

irreversible brain damage and died. 

The anaesthetist had understood that Mr Ryan would receive High Dependency Unit (HDU) 

nursing care. However, the Coroner found this was not available and reported that if the 

anaesthetist requested that a patient receive a high level of care post-operatively, then that 

request should have been facilitated. 

The anaesthetist, in hindsight, accepted that he had overestimated the quality of nursing care 

that would be available for Mr Ryan. The surgeon gave evidence that he did not realise that the 

hospital’s HDU was not an accredited HDU and that its function was at a lower level than 

accredited hospitals. The Coroner found that Mr Ryan should have been assessed pre-

operatively as a high-risk patient and that his death could have been avoided if more frequent 

and adequate monitoring had taken place during the night following his surgery. 

Disclosure to patients 

The inquest heard expert evidence that, in order for patients to be able to make informed 

decisions regarding risk, they should be given information about the capacity of the hospital to 

deal with problems if they emerge. The Coroner found that as the surgeon was also a director 

and shareholder, he had an obligation to disclose his financial interest in having the surgery 

performed at the hospital.  



Patricia Walton’s death 

Patricia Walton was admitted to the hospital for a total hip replacement on 26 October, 2010, at 

the age of 66. She was morbidly obese, weighing 126.5 kg and had hypertension and sleep 

apnoea. The surgery was completed without incident; however six days later, she suddenly 

deteriorated and died on 2 November, 2010. The pathologist found the cause of death to be 

hypoxic-ischaemic encephalopathy due to cardiac arrest as a result of ischaemic and 

hypertensive heart disease. 

Although the surgeon arranged a pre-operative anaesthetic and physician’s consultation, due to 

an error, the anaesthetic consult did not occur. The anaesthetist was provided with a letter from 

her previous anaesthetist just as he was about to meet Mrs Walton who was already prepared for 

surgery. The Coroner found that the anaesthetist was placed under unacceptable pressure to 

decide whether to proceed with the surgery. 

Post-surgery issues 

Five days after surgery, Mrs Walton became unwell. The physician reviewed her at 

approximately 11.00 am that day and no further observations were recorded until 6.00 pm. At 

around 7.25pm Mrs Walton felt wheezy and short of breath. This was attributed to asthma and 

Ventolin was prescribed. Although Mrs Walton believed she was having an asthma attack, the 

Coroner found that she should have been examined by a doctor.  

At 2.30am the next morning, her blood pressure was recorded as 200/55 and Ventolin was 

readministered. At 3.15am she was given an oral dose of Norvasc in accordance with the 

physician’s telephone order. At 3.40am, her oxygen saturation dropped to 64%. However, the 

nurse who reviewed Mrs Walton failed to appreciate the urgency of the situation. Mrs Walton’s 

condition dramatically deteriorated to 50% oxygen saturation and she suffered a cardiac arrest at 

4.07am. Mrs Walton was taken to RAH, but subsequently developed irreversible hypoxic brain 

changes and died. 

The Coroner found that Mrs Walton should have had her surgery performed in a hospital that had 

appropriate medical and nursing resources to handle her complex requirements. In such an 

environment, her death may have been prevented. Without a medical officer to assess Mrs 

Walton after 7:30pm, her ongoing deterioration went unrecognised and the Coroner found that 

she was not properly managed by the nursing staff.  

Lack of emergency facilities 



The Coroner found that the decision for the surgery to be conducted at the hospital should have 

been addressed with Mrs Walton and the surgeon should have specifically sought the physician’s 

view about whether the hospital was appropriate. 

The Coroner found that if the surgeon did not have admitting rights in a hospital with the 

appropriate facilities, he should have recommended that Mrs Walton be operated on by a 

surgeon who did, and that, as the surgeon was a shareholder in the hospital, any financial benefit 

should have been discussed with the patient. The Coroner found that the fine print on the 

consent form disclosing this fact was inadequate. 

The Coroner found that the ‘Admission Policy’ and documentation should contain information 

about whether the hospital is an appropriate facility and its overnight staffing limitations should be 

specifically addressed both verbally and in writing. 

Based on the evidence, it was established that Mrs Walton’s death was preventable in the sense 

that she should have been treated in a hospital with ICU backup and should not have been 

admitted to the hospital in question. 

Coronial recommendations: 

 

1. Small private hospitals develop policies and pre-admission processes to screen 

high risk patients for suitability; 

2. Attempts should be made to raise awareness about the risks of post-operative 

respiratory depression occurring in obese patients, especially those who have a 

diagnosis of sleep apnoea and are receiving opioids; 

3. The Medical Board of Australia should consider developing a code of conduct for 

practitioners who practice preferentially in a facility in which they have a financial 

interest, that they should disclose that fact to the patient and raise the issue 

concerning suitability of venue with other specialists that they refer the patient to 

for pre-admission assessment; and 

4. The Colleges should develop a streamlined process to avoid last minute changes 

to operating lists where different anaesthetists take over just before surgery. 

Risk management lessons 

Medical practitioners who treat patients in small private hospitals should be aware of the 

limitations of the available services. These should be discussed with patients and other medical 

practitioners in the treating team and documented in the medical records. 



When admitting patients to small private hospitals, medical practitioners should: 

1. Consider the risk category of the patient; 

2. Consider the pre-anaesthetic assessment; 

3. Disclose financial interests to patients; 

4. Raise awareness of nursing staff to high-risk patients; 

5. If appropriate, decline to admit high-risk patients to facilities which lack the 

relevant ICU facilities; and 

6. Recognise the importance of communication between all the treating practitioners 

and nurses involved. 

1. Inquest into the deaths of John William Ryan and Patricia Dawn Walton. delivered on 14 

February, 2014 by Coroner Elizabeth Ann Sheppard, South Australia Coroners Court. 

 


