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Repori on the death of My Michacl ¥ Diogricot
Date of Disath: 3 oF Aprid 2015, 07:10 am

This pleasant 47 vear old gentleman who used to work for MoVites was first referred
1o the Neweastle upon Tyne Hospitals WHS Foundation Trost in Decernber 2014, In
fact the majority of his previous medical care was not in Neweastie and he was
ceferred 1o us from Cambridge where he had been 2 patient for many years. He was
first seen by us on the 5% of February 2015, having clected 1o bo sgon &l the Royal
Froe Hospital in London prior (o us, hence our delay coming to know him. He was
married and had 2 daughters aged 24 and 18, He had Hved in Sedbergh in Cumbris
since 2008, commuting to Carabridge and subsequently London and then Newoastis
for his medical care, This report is mude lurgely from the referral letters in Bis
Neweastie notes, as well as information from the patient and his family.

Mr Dorricott had haemophilia, as documented in a referral latter dared 107 of
Decermber 2014 from Professor Graham Alexander, Consuitant Hepatologist 8t
Cambridge University Hospitals NHS Foundation Trust, This was also documented
i1 » referral letter from Professor Tim Mayas Honorary Consubtant in Medical
Omeology at the Royal Free Hospital In Londen, Mr Dorricott was diagnosed as
naving FHepaitis C in 1996 which has been attributed 1o his receiving weatment for bis
neernophitis, ax indicated in his referral levers,

Initially for his Hepatitls C Mr Dovricot was tizated with Interferon and Ribaviron,
which was the standard therapy at the time. This did work and his Hepatitis O
progressed to cirrhosis, In 2000 ke had a lver eranaplant for complications of hus
cirrhosis. In the carly post operative period he reportedly developed an aggressive
fiksosing cholestatic hepatitis, comphicating recurvent Hepatits €, This improved on
immunosuppression regime which included the drug Sirglimusy. Professor Grabuam
Alexander reports that the graft managed for a number of years, but that Mr Dorricott
then developed Hepatocellnlar Carcinoma is the wansplanted liver. This wasa
complication of the Hepatitis C recurence with its aggressive course. Imaging at the
time reportedly showed 2 lesions, which were of 2 size within the stage for
consideration for re-transplantation for HOC, He reveived a 7 Yiver graft in 2008,
Reassuringly this graft worked well and in fact his Hepatitis C viral infection wis
finally cleared afior retreating with Interferon and Ribaviron, ot so encouraging was
that the explant histology af the time of his 2™ transplant showed that his tumour was
an advanced ona. The details of this are not clear in hix referral letier but the term i
Supfavourable” would imply that it was moderately to poorly differentiuted with
evidence of microvasculur invasion. The risk of recurrence with unfavourable explant
histology is bigh.
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In fact Mr Dorricott did very well for a number of years. His immuposuppression
regime was altered from the Sirolimus after clearing his Hepatitis C virus infection
because it wis suspected to be 4 major contributor to significant peripheral
lymphodema which was problematic for him. Following the 2" transplant there was
the suspicion of HOC recurrence on hix imuging in the laft tobe, which was finally

confirmed on biopsy carly in 2014

At that time the discase in the left lobe was thought to be fairdy advanced as it
involved at least the left beanch of the portal veln, Al Cambridge University Hospimal
he was treated with selective internal radiotherapy (SIRT) with a reported purtial
response on imaging. Unfortunutely the left portal vein thrombus subsequently
extended towards the main portal vein and into the right portal vein, with gvidence of
rumour invasion in these large vessels within the lver, It was at that poins that Mr
Desricott was initially referred 10 Newcastle In December 2014, with the hope thal we
would be able to offer him palliative medical therapy with Sorafenib. Wr Dorrioot
was keen however to explore other options first and he wont 10 500 Professor Thin
Mayer at the Royal Free Hospital in London, Professor Mayer documented him as
heing relatively asymptomatic with his only past medical history other than that
documentad ubove us been hypertension. Mr Dorricott was reporied as being a pon
smoker with & performance status of 1. There was also & comment in the letter stating
chat Mr Dorricott had not drunk alcohel till February 2014, following his diagnosis of
recurrent Hepatncellular Cancer. At thut point he had been drinking 4 cans of beer
per day. Professor Mayer discussed with My Dorricott different patliatve options,
none of which had proven efficacy in patients with Hepatoceliular Carcinoma
complicating lver trunsplantation. The latter also excinded him from clinical trials,
After some discussion he was trepted with a combination of palliative § Fluorouraci
and Oxalipiatin, with a predicted response rate in the region of 108, Mr Dorricott
remained on his other medications at the time, including Ramipril for his
hypertension, Omeprazole, and Tacrolimus and Azathioprine , the latter two being his
immunosuppression for his ransplant.

Subsequenty Mr Dorricott developed a temperatures with septicaemia and confusion.
As he lived in Sedbergh and his care was being managed by Cambridge und London,
optimising this became increasingly difficult. He was treated with antibiotics and
attended our hospital trust for the first time on the 5™ of February 2015, At that time
he he did have extensive cancer in his liver involving major vessels confirmed on
imaging reviewed in our own Multidisciplinary Meeting. Mild ascites was also noted,
without evidence of metastases. The wsumed source of infection for Mr Dorricolt
was his chest as he hud been coughing up a lot of phlegm with some haemoptyosis.
Cause of concern that he may in fact of developed a pulmonary embolus we admitted
hir to our ward from the elinic. During his time with us imaging ruled out
pulmonary emboli and an up to date CT scan of his abdomen showed 8 9 X 3 om mass
at his portal hiatus enpulfing his portal vein and common hile duct with associated
biliary dilatation. Tumour thrombus was seen in his main and right and left extra
hepatic portal veins to the compliments of his superior mesanteric vein, As an
inpatient he was commenced on TV divretics with a good diuresis o try aned relinve
him of his uncomfortuble peripheral cedema. This was successful. His Agzathioprine
was stopped and his Tacrolimus levels monitored and kept o a refutively low level,
He received Co-Amoxiclay for his chest infection. At the time of discharge we hoped
that he would cover his performance status and former well proserved liver Function.
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Crur own Onenlogise Dr Kute Sumpter was involved in these discussions and we
hoped to be able to offer him palliative Sorafenib,

Unfortunately that was never to be. Mr Dorricott did have some fairly good guality
time at home with hiv family, but his pyrexis recccurred with recurrencs of pleuritic
chest pain. This again initiated investigationi 0 exclude pulmonary emboli, During
these times he was treated with Tinzaparin and our own Haematologists were
involved and discussions regarding the management for his haemophilis. They
confirmed that following his eansplants his Jevels of fagtor 8 had normalised, and that
his factor § deficiency was very much improved. His pulmonary emboli were not
confirmed on any of his imaging and we did not in fact formally heparinise him. He
dic receivad further courses of antibiotics, with an additional source of infection most
likcly being his dilated biliary wee. Our Palliative Care Team and his own GF in
Sedbergh were involved in trying to optimise his supportive care.

Unfortunately slowly but surely deteriorated. He was 8 large man {height 185 o,
weight 140 - 150 kilograms) who was quite difficult to nurse satisfactorily at home.
O the 26% of March he was admitted o our trust via the Royal Victoria Inflrmary
markedly unwell, deeply jaundiced with evidence of sepsis and renal failure. He
received full supportive care including intansive care monitoring and renal suppert.
At his and his family’s request he was transferred to Intensive Care at the Freeman
Hospital on the 28 of March. We were primarily treating an e coli septicaemia and
trving 1 support him with niso gastric feeding. However, after lengthy discussions
with bath Mr Dorrieott - who was intermittently encephalopathic with his
deteriorating liver function ~ as well his wife and danghters, our Palliative Care Team
supervised his final days und be died very peacefully on the morndng of the ¥ of
April 2015,

There is Hrtle doubt given his history and imaging that Mr Dorricot died of an
advanced aggressive Hepatocellntar Carcinoma reocvurring in his 2™ fiver trunsplant.
This was not unsurprising given the unfavourable histology in hiy initial graft, in
which he had developed a cancer on o background of aggressive recurrent Hepatitis C.
There are few proven treatinents available for patients with Hepatocellulir Carcinoma
and in fact Mr Dorricott received a pumber of these ~ including a Hver transplant with
curative intent, and subsequently SIRT to try and treat the recurrence. No medical
therapy has proven (o be beneficial for ndvanced disease complicating Hver
transplantation he elected after careful discussion to be treated with 5 FU and
Oxalipiatin in the first instance, This is & cytoxic therapy which in & relatively fi
youny person with preserved liver function might be expected 10 have 4 greater effect
on tumour burden than ireatrment with the cyiostatic medical therapy Sorafenidb. Sadly
for Mr Dorricort his disease way aggressive and § think the subsequent recurrent
infections and deteriorating Hver fonction reflected infiltration of his Hver with
rumour snd ohstruction of his portal venous and biliary systems,

Regarding the cause of his death T would suggest
1. {a) Liver failure secondary (0
1. {b) Hepatocellular varcinoma secondary 10
1. {e) Hepatitis C virus infection
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Chhes Factors which could be considored in part 2 for inclusion in his death
cortificuie a8 ullimately contributing to his final eeive could include hacmophilia
and Hver ransplantation, [Twas My Tiorricot’s wish that i be documented il
possible on hix death certificate that his previous hepatitis 0 was acquired from
blood products Lo treat bis hagmophitia. Our medicd tean was not the one that
supervised previons treatment of his haesnophilia and we did not have the
ducumentury evidence o sapport that, We fave simply agreed that we would
discuss this with the coroner and take advice a8 appropriate. His hacmphilia was
sctually treated by the transplants, 50 iye didn’t have 1t in any sevese form at the
iime he died. Hepatitis C was not ltself the cause of his lver fallore and deuth, as
{his was cleared by treatment Mr Dorricott received following his first trunsplant
andd he did not have reourrence of cirrhosis, Hepatitis 0 was the cause, hOwWever,
of hix aviginal cirrhosis and his SubSEQUENT CARGEL, 50 ig namned in 10 The liver
reansplant iself would not have contributed to his death, but the
mmunosuppression thal he received Lo prevent rejection of this organ may have
conipibuted to immunosuppression and the rate of reeurrence and progression of
his hepatocelinlar carcinoma. Thus, these fuctors were highly relevant to Mr
Daorricott and what happened to him.

Piease do not hesitate to get in touch to distuss this further. My seoraiary’s
consact defails are on the front of this letter, but Lcan be contasted on my mobile
phone during the course of the day which is 07573197616,

Yours sincerely

GRO-C

Prr M L Hepvey
Hoporary Consultant
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