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Hearing held at Auckland on Wednesday 3 and Thursday 4 March 1999

APPEARANCES: Ms K Davenport for the Complaints Assessment Committee (the CAC)
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MsH D Winkdmannfor Dr T A Taylor.

THE CHARGE:

FOLLOWING discussons between counsd Dr Taylor pleaded guilty to a charge of professond

misconduct whereby he acknowledged he had failed to exercise the sandard of care and skill

reasonably to be expected in the circumstances in regard to Ms Mohi’ s labour and the birth of

Hineraukatauri. The particulars of the failure to exercise the sandard of care and skill are as

follows

@

(b)

(©

(d)

(€

He failed to ensure or to take steps to ensure that a paediatrician was present at the birth
of Hineraukatauri Mohi-Rudolph.

He failed to recognise and/or act upon the cumulative risk factorsinherent in the labour and
delivery of Hineraukatauri Mohi Rudolph. These risk factors were the fetal abdomina
circumference identified on the ultrasound scan a the 5" centile and gestationd
hypertension.

He failed to ensure that Hineraukatauri Mohi-Rudolph was delivered a 0240 hours on 25
May 1996 or shortly thereafter when called upon to review the trace by the midwife.
He failed to recognise and/or act upon the worsening fetd trace and/or act upon the
worsening fetd trace expeditioudy at his consultations a 1.30 am, 2.40 am or 4.00 am.
He failed to discuss with a consultant the management of Ms Mohi’ s [abour at either 1.30

am, 2.40 am or between 3.50 am - 4.00 am.
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(f) Hefailed to expedite ddivery.

AGREED STATEMENT OF FACTS:

HINEWEHI Mohi was pregnant with her first child in 1996. Her expected ddlivery date was
about the 16™ of June 1996. She wasiinitialy under the care of an independent midwife, Helen
Bryant. Her pregnancy was uneventful until early May 1996. On 9 May 1996 her independent
midwife asked for her to be admitted to Nationd \Womens Hospital with vomiting and diarrhoea.

She was assessed and discharged on the 10" of May.

SHE was seen again on the 14" of May at the foetal assessment unit. Blood pressure had risen.
A tentative diagnosis of gestation hypertension was made. She was admitted again on the 21%
of May 1996 as there was concern over her 24-hour urine result, her oedema and previous
history of increased blood pressure. At the time of admission her diastolic reading was 96. It
hed been 60 on booking. The plan was that she would be discharged on the 22, that she would
be seen in the clinic on Friday, bloods would be done and that she would be given a scan for

foetd growth.

THE scan took place on the 24™ of May in the morning. At that time the diagnosis was (?)

gestationa hypertension (see page 99 of the notes).

ON the 24™ of May abiophysical profile and ultrasound were carried out (see page 176 of the
notes). Thisindicated that the baby’ s abdomina circumference was on thefifth percentile. The

other measurements were within norma range.
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ON the way home from the scan, there was a spontaneous rupture of Ms Mohi’s membranes.

(SRM)

THERE is some confusion in the notes about the time of the SRM. It seems however thet likey
sequence of eventsis that she was assessed by Helen Bryant at approximately 14:00 on the 24™
of May (see page 141 of the notes). There was then a discussion with the Registrar on duty in

the ddivery unit a 15:30 and a decision was made to admit Ms Mohi for augmentation of |abour.

AT 15:30 abooking was arranged for delivery unit 2.

AT gpproximately 19:15 Ms Mohi was admitted. She was reviewed by the Registrar Jacobsen
(see page 142 of the notes). She was assigned to the care of midwife Sharon Balley. Shewas

adso under the care of the blue team.

AT 20:15 a syntocin drip was commenced.

AT 01:30 on the 25™ of May 1996 Ms Bailey fdlt some concern over the CTG tracing of the

baby and asked Dr Taylor to review the trace. He reassured her about the trace.

AT 02:15 the midwife called the Regigtrar again. At 02:40 Dr Taylor reviewed the trace then
st up for ascalp pH and commenced avagind examination. The vagina examination showed
Ms Mohi to be fully dilated. The scalp pH was not carried out as ddivery was thought to be
imminent. Dr Taylor left the ddivery room. At 03:50-04:00 he was cdled again by the midwife

and the CTG reviewed. Delivery had not then occurred.
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THE trace had been abnormd for some time prior to 01:30. The trace showed some
improvement at about 01:30 when MsMohi was moved in to the laterd position. (Pg 205). By
01:50 however the trace deteriorated further with clear decdlerations. (Pg 204). It did not

improve.

DR Taylor advised that ddlivery needed to be expedited. He then left the room. At 4:25
delivery wasin fact effected. The baby was born and gave sporadic gasps and was floppy. The
midwife commenced resuscitation and caled for the paediatric crash team. Resuscitation was
carried on after approximately 04:28 by the paediatric “crash team”. Voluntary respiration was
finaly established 35 minutes after birth. Her gpgar scoreswere 2 a 1 minutes, 4 at 5 minutes,

5 a 10 minutes and 6 at 35 minutes.

EVIDENCE:
IT isunderstood that it was only following cons derable negotiations between counsd that the
pleaof guilty was entered, and natification to this effect was not received by the Tribund until the

day immediately preceding the hearing.

IN anticipation that there would be a defended hearing briefs of evidence were exchanged in the
norma way, and members of the Tribuna read those briefs prior to the hearing. 1n addition short
satements of evidence of Ms Mohi and of her aunt, Ms Vivienne Hinewehi Dalimore, were

meade available to us during the course of the hearing.
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FOR the CAC the witnesses were to have been Lynda Mey Baichder, an Auckland
gynaecologist and obgtetrician, and Robert Simon Hearn Rowley, a consultant paediatrician at

National WWomens Hospitdl.

FOR Dr Taylor hisexpert withesswas to have been Donald Russell Aicken, Professor and Heed
of the Department of Obgtetrics and Gynaecology at the Christchurch School of Medicine.

Given the plea of guilty it was not necessary for the expert witnesses to be cdled to give ther
evidence. However it should be noted, at the request of Ms Winkelmann, that Professor
Aicken’sbrief of evidence has been recelved and trested as evidence for the purposes of aplea

in mitigation.

AL SO should be noted a submission made by Ms Winkelmann, with which the Tribund agrees,
that drictly neither Dr Rowley nor Dr Baichder are independent witnesses. Dr Rowley isa
paediatrician who isin charge of Hineraukatauri’ s care, and Dr Batcheler was the gynaecologist
of MsMohi before she became pregnant and who saw Ms Mohi when she did become pregnant
and referred her to the independent midwife. The Tribuna has been asssted considerably by the
balanced and measured approach taken by Professor Aicken in his brief of evidence.

Particularly, given Dr Taylor's Registrar status, it is important to note that from 1985 to 1998
Professor Aicken was the Christchurch Regiond Training Supervisor for Registrar Specidist

Trainees enrolled in the Royd New Zedand College of Obgtetrics and Gynaecology programme.

DISCUSSION:
ALTHOUGH expressed in anumber of particulars the essence of the charge againgt Dr Taylor

isthat hefailed to recognise or act upon a CTG trace at 0130, 0240 and 0400 on the morning
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of 25 May 1996. Hisfailure to recognise the severity of the Situation asindicated by the CTG
trace was the cause of hisfailure to expedite delivery, seek assistance from his consultant or to

cdl apaediatrician to the ddivery.

M S Winkemann asssted the Tribund by providing us with Dr Taylor's explandions for his

decisons concerning the events which occurred on 25 May 1996.

AT 0130 he noted an increase in the base line heart rate on the CTG, but that this had settled.
Given that Ms Mohi had recently been changed into alaterd postion by the midwife, and some
improvement appeared to have followed this, he believed the prior abnormality arose from a
position of Ms Mohi which had been corrected. With hindsight his comfort in reation to the 2

CTG was misplaced.

PROFESSOR Aicken however notes that it was perhaps beyond Dr Taylor’ s rdatively short
obstetric experience to take into account the possibility that the normality of the trace when Dr
Taylor ssw MsMohi wasto be only a brief episode. He agrees with Dr Batcheler’s comment
that an experienced obgtetrician may have taken more account of the abnormalities which had
occurred over at least two hours, prior to 1.30 am, but is of the view that this may have been too

much to expect of a Regigtrar of Dr Taylor's experience.

AT 0240, Dr Taylor reviewed the CTG again and was concerned. He prepared to do a scalp
pH, but on examining Ms Mohi, noted that she was fully dilated and assessed her as about to
deliver. Dr Taylor did not progress the scap pH because he thought she would deliver very

shortly. He was reassured that there was movement when the baby’ s head was stimulated.
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When Ms Mohi gave a push the head moved down and there was no meconium. His view was
that this was not an emergency Stuation and that a naturd delivery was both imminent and

gppropriate and therefore that intervention was not warranted.

DR Taylor thought he made it clear to the midwife that she should ddiver without delay. It
gppears that the midwife misunderstood his explanation of his actions, and she failed to
appreciate the urgency for delivery, as she then delayed ddivery until the epidurd wore off

aufficiently for Ms Mohi to develop an urge to push.

PROFESSOR Aicken saysthat Dr Taylor' sfaling a 0240 hours was not to put in place a back
up plan to ensure ddlivery within 15 to 20 minutes. Essentidly Dr Taylor should have said to the
midwife thet if the baby was not delivered within that period, she should cal him back o that he

could intervene.

PROFESSOR Aicken saysthat Dr Taylor had aright to expect the midwife to cal him back to
review the casein light of the continued adverse fetd trace. Clearly that did not happen, and Dr
Taylor therefore was not aware of the failure of his expectation of early ddivery. Nor did Dr

Taylor make any attempt to find out over the next hour if ddivery had taken place.

DR Taylor saw Ms Mohi again at 0350 hours. He was surprised that she had not already
delivered, and the midwife explained that she had waited until the epidurd had worn off. Dr
Taylor examined the CTG and saw that it was norma and appeared to have less reectivity Snce
0330 hours He believed that delivery had to be progressed quickly, but, in error, he did not

evauate the Stuation as an emergency. He accepts that he did not appreciate the seriousness of
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the CTG and distress on the baby since 0200 hours. He was reassured in his understanding by
the gpparent confidence of the midwife whom he bdlieved was not concerned and was happy to
deliver the baby. He viewed the midwife as experienced and had respect for her professiona

judgement. He dlowed himsdlf to be falsdy reassured.

Risk Factors:

Gestational Hypertension

THE symptoms recorded in the summary disclose that Ms Mohi was admitted to Nationa
Womens Hospital on 21 and discharged on 22 May. The problem list records“ ? gestational
hypertension” . The results of the tests undertaken have an annotation “ insignificant” and “ no

symptoms seen in patient” marked againgt them.

DR Rowley ligsthisas arisk factor but does not comment any further onit. Clearly it was not

aufficiently sgnificant for him to elaborate further.

DR Batchder referstoit as mild hypertension” but does not otherwise state why or to what

extent this was sgnificant.

PROFESSOR Aicken saysthat gestationa hypertension is adiagnosis made on interpretation
of definitions and criteriawhich differ between centres, hospitals and practitioners, and thet if this
was gedtational hypertension it was certainly of the lower degree and evidence for it had

diminished by the time Ms Mohi wasin labour.
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Fetal abdominal circumferenceidentified on the ultrasound scan was at thefifth centile:
THI Sfactor was not mentioned to Dr Taylor a handover. However, Dr Taylor acceptsthat the
reading on the scan of 24 May discloses afetd abdomind circumference at thefifth centile. As
Professor Aicken points out in his statement of evidence, it is arguable whether the foetus could
be consdered smdl for dates on one measurement in the presence of three other normal
measurements and it certainly could not be assumed that there had been poor feta growth on the
bass of asingle scan. Professor Aicken does not accept Dr Batcheler’s comment “ she had a
small baby who is most likely intrauterine growth retarded” . He saysthisis not justified on

the facts.

ASIDE from an evauation of the scan itsdf, ultimately, the baby’ s birth weight was within the
30™ centile. The hirth weight chart shows the baby within the normal weight range. This was not
an issue that the paediatrician referred to asa ™ problem” or risk factor when the baby wasfirst

assessed.

THE redity is that dthough these issues were potentid risk factors, the mild hypertension was
not sgnificant and the ultrasound finding was far from conclusive, and was not borne out by the

baby’ s birth weight.

SUBMISSIONS ON PENALTIES:

ROBUST submissons were made by Ms Davenport on behdf of the CAC. She argued it was
nonsense to say the midwife was reassuring Dr Taylor. Rather she said the midwife was calling
him in and saying | am concerned about thistrace. Y ou are the doctor on duty. What do you

think about it. She was making acal that she was uneasy and that she was asking for his advice.
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However again Ms Davenport pointed to the trace that Dr Taylor saw a 2.40. She said there
was absolutdly nothing reassuring about that trace. The baby’s heartbeat was sgnificantly
depressed after each contraction, and was not responding quickly. Dr Taylor recognised that

this was a baby showing distress.

HAVING been derted for the second time by the midwife, Ms Davenport argued that he made
aproper decison to do ascalp pH which would have given him informeation about the welfare
of the baby. Then he decided that Ms Mohi wasfully dilated and the baby would ddiver. Again,

Ms Davenport argued that this was probably a very sensble conclusion.

BUT it was at this point that Dr Taylor became culpable, in Ms Davenport’ sview. He identified

Ms Mohi asfully dilated, but he took no steps to ensure that the baby was delivered.

M S Davenport explained that Hineraukatauri cannot walk, she cannot talk, she cannot feed
hersdf and she never will be ableto. In Ms Davenport’s submission the redl tragedy of this case
isthat it so easily could have been prevented. Itisatragic case and Ms Davenport submitted,
interms of pendties, it highlights the need for Dr Taylor to be dedt with by way of conditions on

his right of future practice if he wishesit to include obgtetrics.

A number of mitigating factors were identified on Dr Taylor's behdf, which we have been able
to take into account in assessing pendties. Among them are hisjunior satus as aRegidrar a the
time, possible work fatigue given that on completion of the rlevant shift Dr Taylor had been on
duty for 24 hours, the heavy commitment of cover on the night and unacceptable communication

failures which devel oped between himself and the midwife.
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A colleague, Dr Julia Taitz, gave atesimonia on behdf of Dr Taylor in which she concluded,
from his patient notes and genera feedback, that heis* a careful, empathetic, compassionate

and knowledgeable doctor” .

TE PUNA Hauora O Te Raki Paewhenua, an incorporated society with charitable status
delivering hedth services to dl resdents on the Northshore from a Marae-based Maori
perspective, poke highly of Dr Taylor. They explained intheir view “ [Dr Taylor] wastotally
involved with the rest of the team in effecting the restructuring process which has
culminated in the success of this programme. As a doctor, [hig] clinical skills are
outstanding. Hisability to relate with clients, their families as well as other team members

was appreciated by all” .

M S Mohi should be aware Dr Taylor wishes her to know that at no time did he deliberately
neglect her care.  Unfortunately he made serious errors of judgement which he now deeply
regrets. Although they are not comparable Stuations, the consequences for Dr Taylor have dso
been severe. He haslost his job a Nationa Womens Hospital and with it the opportunity to

complete the Specidigts Training Programme in obstetrics and gynaecol ogy.

PENALTIES

ALL that sad, the consequences for this baby and her mother have been severe. As her mother
explained in her brief, if it had been necessary to cdl her asawitness:

“ She cannot walk, talk or sit up and requires constant therapy and care. She also hasa

tracheotomy to help her breathe and a gastrostomy tube in her stomach for feeding.”
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HAVING heard the evidence and accepted Dr Taylor's admission the Tribunal orders that he

be censured.

THE limit of fineis $1,000.00 under the 1968 legidation, which gppliesto this case by virtue of
the trandtiona provisons of the 1995 Act. Ms Winkemann made no submission concerning a
fine. On the other hand Ms Davenport argued that afine should be imposed of between $500.00

and $700.00. The Tribuna ordersthat afine of $600.00 be imposed.

ON the question of cogsthe Tribuna has a discretion to order that Dr Taylor pay part or dl of
the cogts and expenses of and incidentd to any or dl of the inquiry made by the CAC in relation
to the subject matter of the charge, the prosecution of it and the expenses incurred by the

Tribund in hearing it.

THE term “costs and expenses of and incidentd to ...” isnot defined in the Act. The formulation
adopted in this Act is Smilar to an approach adopted in many Acts. Thereis Smply abasic

power to order costs.

THE Medicd Practitioners Disciplinary Tribund isnot a Court as such, but congderation of its
functions (Section 97) and procedures (Section 102-114, First Schedule, particularly Clause
5(3)) suggest that there are sufficient pardles between the function and procedures of the
Tribunal, and a Court, that background ass stance can be gained from the processes of a Court
in relaion to costs. Two generd statements regarding cogtsin Court are therefore of assstance:
@ “'Costs signifies the sum of money which the Court orders one party to pay to

another party in respect of the expense of litigation incurred. Except where
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specifically provided by statute or by rule of Court , the costs of proceedingsarein
the Court’ s discretion. They normally follow the event so that the successful party
will, in the absence of factors justifying some special order, be awarded as costs of
suit to be agreed or taxed on a party and party basis. Such costs rarely provide
complete reimbursement of expenses, and the principle of restitutio in integrum,
which is applicable to damages, does not apply.” (12 Hasburys Laws (4" edition)

para 1108).

Thelocus dassicus with regard to cogtsin Civil Proceedingsis ajudgement of Hardie Boys
Jwhich confirms the well established basic principle that party and party costs are to be
quantified on the basis of a “ reasonable contribution” in dl the circumstances to the
successful parties cogts actudly and reasonably incurred (Morton v Douglas Homes

Limited (No. 2) [1984] 2 NZLR 620, 624-625).

The underlying principle, therefore, is “ What is a reasonable contribution in the

particular circumstances?” .

A digtinction should be noted between the provisions contained in the current Act, and those

contained in the 1968 Act:

@

(b)

Section 48 of the 1968 Act permitted the Medica Practitioners Disciplinary Committee,
or aDidrict Disciplinary Committee, to make “ such order as to the payment of costs
asit thinksfit...” .

Section 58(2)(f), provided that the Medical Council could order:
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“ ... that person to pay any costs of and incidental to the inquiry by the Council and
any investigation made the Preliminary Proceedings Committee.”

(0 Section 110(2)(f) of the 1995 Act uses aformulation smilar to the power previoudy given
to the Medica Council. However, the power gppears to have been enlarged, in that the
previous power was Smply to pay any costs and expenses of and incidentd to the inquiry,
whereas the current power isto pay “ part or all of the costs and expenses of and
incidental to any or all of the following ...” . Certainly, there is no indication thet the

power under the current Act isto be used more restrictively than before.

IN the pad, the Medicd Practitioners Disciplinary Committee and the Medica Council routingly
applied a percentage approach, based on agloba summary of the costs of prosecution and the
codis of the relevant body. The High Court regularly approved this gpproach. A number of
casssillugrating this approach are conveniently gethered in Cooray v Preliminary Proceedings
Committee (Wedlington Registry, AP 23/94, Doogue J, 14/9/95). From page 4 onwards the
judgement of the Court summarised dictaiin various cases as follows.

O’ Connor v The Preliminary Proceedings Committee (unreported, CP 280/89, Wéllington
Registry, Adminigrative Divison, 23 August 1990, Jeffries J)

“It is a notorious fact that prosecutions in the hands of professional bodies, usually
pursuant to statutory powers, are very costly and time consuming to those bodies and such
knowledge is widespread within the professions so controlled. So as to alleviate the
burden of the costs on the professional members as a whole the legidature had empowered
the different bodies to impose orders for costs. They are nearly always substantial when
the charges brought are successful and misconduct admitted or found.”

“ ... Tizard v The Preliminary Proceedings Committee (unreported M 2390/91, Auckland
Registry, 10 December 1992, Full Court):

“The Court recognises that the disciplinary work of the Council is important, that the
Council isnot a ‘funded tribunal’, and that it is appropriate that the medical profession

recover, when possible, a reasonable contribution towards the costs of carrying out its
work.”
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DOOGUE J concluded in Cooray’s case:

“ 1t would appear from the cases before the Court that the Council in other decisions made
by it hasin a general way taken 50% of total reasonable costs as a guide to a reasonable
order for costs and has in individual cases where it has considered it is justified gone
beyond that figure. In other cases where it has considered that such an order is not
justified because of the circumstances of the case, and counsel has referred me to at least
two cases where the practitioner pleaded guilty and lesser orders were made, the Council
has made a downwards adjustment. In cases before this Court where an appeal has been
allowed to a greater or lesser extent the Court has in reflecting that determination
adjusted the costs in a downwards direction. In other cases where there has been no such
conclusion the order for costs by the Council has, in general, been upheld.”

M OST of the cases under the former Act reviewed the particular percentage applied. In one
case (Guy v Medical Council [1995] NZAR 67, 90) an attack was mounted against the
particulars of the total sum, against which the percentage was to be gpplied. The sum gppeded
againg was equivaent to 30% of the total costs of $168,000, namely $50,000. Tipping J said:

“In the end the question is whether the total order for costs was unreasonable irrespective
of the way in which it was made up. For example, if the total costs were notionally
reduced to $100,000.00 the question would then be whether it was reasonable to order Mr
Guy to pay 50 percent. Mr Marquet asked me to bear in mind that Mr Guy received the
additional sanction of suspension for six months which would have involved a very
substantial loss of income. In spite of that submission no evidence was given to me
indicating a reasonable estimate of that loss of income. In the various other cases
mentioned unsuccessful parties were ordered to pay between 40 percent and 70 percent
of the total costs.

| do not propose to examine the schedule setting out all the details of the costs and
expensesincurred. Mr Marqguet made a heavy attack in open Court on the total but the
attack relied more on generality than specifics. Itistruethat | did not encourage a minute
examination of every toll call and other item. | am not satisfied that the total was
unreasonable. Nor am | of the view that the amount which Mr Guy was ordered to pay
can be characterised as unreasonable or outside a properly exercised discretion. The case
took a lot of preparation and extended over six hearing days.

Even if, on a more precise examination of some items, it could be said that some of the
costs wer e open to criticism, the percentage actually awarded was, from the point of view
of precedent, quite low. Be all that asit may | am not satisfied that $50,000.00 for a case
of this kind, involving the degree of preparation and hearing time which it did, can be
regarded as unreasonable.”
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tota order for codts is unreasonable, irrespective of the way in which it is made up. The
Tribunal/Court may then go on to apply a percentage. It is not correct, however, to refine, or

tax down the totd figure (unless by standing back, it is unreasonable), and then gpply a

percentage.

IN the Tribund’ s view, this two-step approach (Step 1, consideration of whether totd costs are
reasonable, Step 2, apply an gppropriate percentage in the circumstances of the case) remains
appropriate and continues to be a sensible method of dedling with the issue of costs, so long as
the Tribuna consdersit gopropriate in agiven case. If anything, the datute is now more liberd,
and provides provison that dl costs and expenses can be ordered as an aspect of penalty

(Tribund’ s emphags).

SO that the affected party has the opportunity of commenting on the issue of reasonable costs,
detail asto the make up of those costs (Tribuna and CAC) should be provided so asto give

opportunity for comment.

FINALLY it should be noted that the Satute leaves the exercise of the discretion completely
open to the Tribunal. Experiencein other cases has suggested that a myriad of factors may be
consdered in exercisng the discretion, such as

Length of hearing;

Importance of issues,

Legd and factud complexity;

Urgency, if any;
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Time required for preparation;
Whether any unnecessary steps were taken,
Whether there was an admission of guilt;
Actud costs and expenses incurred;
Whether any arguments lacked substance;

Any other relevant factorsin the particular case.

IN this case there was some divergence of opinion among the members concerning an
appropriate percentage of costs. For this reason the Chair has endeavoured to extract principles
from earlier casesin order to provide some guidance when consdering theissuein this case and

in future cases.

IN this casetota costs and expenses amounted to $27,260.99. The costs are high because the

hearing extended over two days.

COUNSEL were provided with a breakdown of the costs and expensesin the usua manner.

M S Winkdmann submitted thet aleve of 15% isan appropriate leve in this case given the leve
of the charge, the withdrawal of certain particulars of the charge following service of evidence,
the plea of guilty to the amended charge and the financia and professond pendty aready

incurred by Dr Taylor arising from thisincident.
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FOR the CAC Ms Davenport indicated that she thought that the range of costs payable by Dr
Taylor should be approximately 35%. Ms Davenport believes 35% would be quite reasonable

given thelevd of fineimpased upon Dr Taylor.

TAKING the two-step approach discussed earlier, we find that the tota expenses of
$27,260.99 are reasonable. Secondly, given our view that we consider applying a percentage
isasensble method of dediing with cogtsin this particular case, we determine thet the percentage
will be 30%. Particularly we congder this percentage affords due recognition of the admission

of guilt which came at alate stage after considerable negotiations between counsd.

CONDITIONS ON PRACTICE:

We agree with Ms Winkemann's submission that any conditionsimposed on Dr Taylor’ sright
of practice should be designed to address the issue of competence which has been raised by this
case and not to punish. It is clear that there was no deliberate neglect by Dr Taylor, but rather

that his knowledge and judgement werein this case deficient.

DR Taylor sad in hisbrief of evidence that as a consequence of the outcome for Hineraukatauri,
he decided not to attempt practice in the obstetric and gynaecologicd primary care areauntil his
case had been resolved.  Although Dr Taylor would like to practice in thisareaagain in the future,
he recognises thet the Tribund may wish to ensure that he do so only with the gppropriate training
and supervision to reassure those under his care that their needs are properly met. To that end
Ms Winkelmann indicated that Dr Taylor was happy to co-operate with the Tribund in that
process. For the avoidance of doubt it is recorded that Dr Taylor consents to the Tribunal

exercisng jurisdiction to impose such conditions.
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7.3 DESPITE our best endeavours, we have not as yet been able to form a consensus as to the
appropriate conditions to be imposed, either should Dr Taylor wish to commence practice asa
generd practitioner obstetrician, or as a specidist obgtetrician. The Tribund therefore proposes
to seek the advice of the Royd New Zedand College of Obstetricians and Gynaecologistsin that
regard. On receipt of that advice counsd will be given an opportunity to comment. Precise

conditions of practice will then be formulated and natified in a Supplementary Decision.

DATED at Auckland this 13" day of April 1999

P J Cartwright
Chair

Medicd Practitioners Disciplinary Tribund



