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to dress the leg ulceration, that he had recently become immobile and
his condition had worsened. Mr Packman was seen in the dermatology
clinic on 30™ June 1999, the Senior House Officer reporting back that
Mr Packman had bi-lateral severe oedema with some leg ulceration
secondary to venous hypertension. Mr Packman was to be brought in

for further Doppler’s testing.

On 6™ August 1999 Mr Packman was then admitted to the Queen
Alexandra Hospital having suffered a fall. He was unable to mobilise
and 2 Ambulance crews were called to assist. It was noted on admission
that the GP and the District Nurse were unable to cope with Mr
Packman at home. The diagnoses at that stage were bi-lateral leg
oedema, with ulcers on the left leg, obesity, and it was noted that he

was simply not coping.

In the course of clerking-in on 6™ August, it appears that Mr Packman
was suspected to be in atrial fibrillation. An ECG was arranged which
showed atrial fibrillation at a rate of 85. Blood tests revealed that he S 1—?‘}‘”
has a white cell count of 25,000, an ESR of 31, and a CRP of 194, He
was felt to have cellulitis in the groin and left lower leg, he was
commenced on antibiotics, and his diuretic medication was changed to
Frusemide. His past medical history was noted to consist of the bi-
lateral leg oedema, which he had apparently had for 5 years,

hypertension which had been treated since 1985, and arthritis.

It appears that about the time of admission Mr Packman was recorded
as having a large black blistered area on his left heel in addition to the

leg ulceration.
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Following assessment his problems were recorded as cellulitis of the
left leg, chronic leg oedema, poor mobility, morbid obesity, raised blood
pressure and possible atrial fibrillation. In relation to the latter, and
prior to the performance of the ECG, anticoagulants were suggested if
atrial fibrillation was confirmed, and the possibility of left ventricular
dysfunction was also raised. Shortly thereafter Mr Packman was

commenced on Clexane 40mgs twice daily.

At this stage Mr Packman’s creatinine level was noted at 173, with urea
at 14.9, suggesting that the insult due to the infection in his legs was

resulting in compromise of his renal function.

It was also noted on 6™ August that “in view of pre-morbid state +
multiple medical problems [Mr Packman was] not for CPR in event of
arrest”. A Barthel score stated to have been assessed on 5™ August
(presumably 6™ August in error) was recorded as zero, indicating that

Mr Packman was completely dependant.

Mr Packman was reviewed by the Specialist Registrar the following day,
7™ August, who agreed, presumably on the basis of what was felt to be
Mr Packman's poor condition at that stage, that he was not be
resuscitated in the event of arrest. It was suggested that his anti-
hypertensive medication should be changed to an ACE inhibitor in view
of the oedema, and he was considered for a beta-blocker in view of his
atrial fibrillation. His diuretic was changed lest it cause dehydration.
Mr  Packman was given Flucloxacillin 500 mgs 4 times daily,
supplemented by Penicillin V 500 mgs 4 times a day to combat the

cellulitis.
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