SUMMARY of the Decision of the Inquiries, Complaints and Reports Committee
(the Committee)
(Information is available about the complaints process here and about the Committee here)

Dr. Alaa Abdulaziz A. Alhendi (CPSO #99163)
Nephrology, Internal Medicine
(the Respondent)

INTRODUCTION

The Respondent provided care to the Patient, in his role as most responsible physician
(MRP), on the telemetry medicine unit of the hospital where the Patient was admitted
for suspected recurrence of autoimmune hemolytic anemia (AIHA). During the three
days the Respondent acted as MRP, the Patient’s condition deteriorated. The
Respondent then transferred the Patient’s care to a colleague. The Patient died two
days later at the age of 30. The Complainant, a family member of the Patient, contacted
the College of Physicians and Surgeons of Ontario (the College) to express concern
about the Respondent’s care.

COMPLAINANT'S CONCERNS

The Complainant is concerned that the Respondent failed to provide appropriate
care to the Patient, during his admission to hospital. Specifically, the Complainant is
concerned that the Respondent:

e was dismissive of, and failed to investigate and assess, the Patient’s repeated
concerns of increasing chest pain and shortness of breath

o failed to provide the standard of care for a patient specific to a telemetry unit

o failed to order appropriate diagnostic imaging such as an electrocardiogram
(ECG)

e did not appropriately assess for venous thromboembolism (VTE) during the
Patient’s admission.

COMMITTEE'S DECISION

An Internal Medicine Panel of the Committee considered this matter at its meeting of
May 8, 2023. The Committee required the Respondent to appear before a Panel of the
Committee to be cautioned with respect to inadequate assessment of an unstable
patient with changing clinical status. The Committee also requested that the
Respondent provide the Committee with a written report with respect to review of the
assessment and management of an unstable patient with changing clinical status, and
reflection on the role of unconscious bias in treatment of a patient with a history of
substance use issues.


https://www.cpso.on.ca/Public/Services/Complaints
https://www.cpso.on.ca/About/Committees#Inquiries-Complaints-and-Reports

COMMITTEE'S ANALYSIS

Overall, the Committee had significant concern about the Respondent’s assessment
and management of the Patient.

It appeared to the Committee that the Patient received suboptimal monitoring by the
medical team, and the Committee was further concerned that part of this suboptimal
care may have been related to unconscious bias resulting from the Patient’s history of
substance use.

The Committee noted that the nursing notes provided clear documentation of a number
of symptoms of concern affection the Patient, and pointed out that these were not
adequately investigated, especially given that one would not expect a patient with warm
AIHA to decompensate in the manner in which the Patient decompensated.

The Committee indicated that, at the very least, a broad differential diagnosis and work-
up should have been initiated on February 27, yet the Respondent did not do this. Given
the identified shortcomings in the Respondent’s assessment, the Committee believed
he would benefit from a caution with homework as outlined above.



