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PREI,IMINARIES

Establishnrcn t and Mandate of the Committee

The Standing Committee on Health is established pursuant to standing order 228 (3) and

the Fourth Schedule of the Senate Standing Orders and is mandatedto consider all matters

relating to medical services, public health and sanitation.

Pursuant to Standing Order 228(4), the Committee is specifically mandated to-

I) investigate, inquire inlo, and report on all matters relating to the mandate,

management, activities, administration and operations of the Ministry of Health and

its departments;

2) study the programme and policy objectives of the Ministry of Health and its

departments, and the ffictiveness of the implementation thereof;

3) study and review all legislation referred to it;

4) study, asse.r^r and analyse the success of the Ministry of Health and departments

assigned to it as tneasured by the results obtained as compared with their stated

obiectives;

5) consider the Budget Policy Statement in line with the Committee's mandate;

6) report on all appoinlments where the Constilution or any law requires the Senate to

approve;

7) mike reports ancl recommendations to the Senate as oflen as possible, including

reco ntntendations for proposed legislation;

8) consider reports of Commissions and Independent Offices submitted to the Senate

pursuanl to the provisions of Article 254 of the Constitution;

9) exomine any statemenls raised by Senators on a matler within its mandate; and

l7)follow up and report on the slatus of implementation of resolution within its

mandale; and

t t)follow up and report on the status of commitments made by the Cabinet Secretqries

in their response to questions under Standing Order 5lC

Colnm ittec NIcnrbcrship

The Committcc is comprised of the following members-

l. Scn. Jackson K. Mandago, EGH' MP

2. Scn. Mariam Sheikh Omar, MP

3. Scrr. Justice (l{td.) Stewart Madzayo, EGH, MP

4. Scn. Lcdama Olekina, MP

5. Scn. David Wafula Wakoli, MP

6. Scn. Maureen Tabitha Mutinda, MP

7. Scrr. Joseph Githuku Kamau, MP

8. Scn. I{ichard Momoima Onyonka, MP

9. Scn. Ilamida Ali Kibwana, MP

- Chairperson
- Vice-Chairperson
- Member
- Member
- Member

- Member

- Member

- Member

- Member
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The Petition concerning alleged medical negligence and staff incompetency at Moi

Teaching and Referral Hospital (MTRH), which tragically led to the death ol Ms. Annita

Jepkorir was submitted by lvls. Ivlercy CLcronu and rcportcd to the Senate on l0tl'July,

2024.This Petition highlights critical issues in healthcare delivery and patient safety that

demand urgent attention and action.

The Standing Committee on Health undertook a thorough inquiry into the matlers raised in

the Petition and held meetings with the petitioners and the key stakeholders including the

Moi Teaching and Referral Hospital (MTRH) and the Kenya Medical Practitioners and

Dentists Council (KMPDC). The Committee further sought written submissions from the

Ministry of Health. These submissions were analysed during Comrnittee mectings leading

to preparation ofthis report.

This report underscores the importance of accountability, transparency and adherence to

professional standards in healthcare institutions. The Committee observes that failure of

medical procedures to locate or remove the ingested foreign body, later conllrmed at post-

mortem, reflects a critical diagnostic error and significant breach of duty ol care. This is

further compounded by systemic failures in adherence to clinical guidelines amd standard

operating procedures a clear contravention of both College of Surgeons ol Ilast, Central

and Southern Africa (COSECSA) and the Kenya Medical Practitioners and Dentists

Council (KMPDC) guidelines.

The Committee further observes that the attendant post-discharge complications were

managed without consulting cardiothoracic surgeons which coupled with poor record

keeping procedures and briefings violated multidisciplinary care principles and ethical

standards and funher obscured accountability.

It is the hnding of the Committee that the Petitioner was denied fair hearing and their voice

suppressed during dispute resolution; the Moi Teaching and Referral Flospital (MTRH)

and the Kenya Medical and Dentists Practitioners Council (KMPDC) delayed in addressing

the concerns raised in the matter as characterizedby extended and inordinate dclay between

when the case was filled and when the decision was rendered.

With the foregoing, the Committee recommends that-

l. The Moi Teaching and Referral Hospital and Dr. Stephen Ondigo should be held liable

for the untimely death of Ms. Annita Jepkorir. Consequently, the family of the late Ms.

Annita Jepkorir should be compensated in the damages caused by the negligent acts of
both Dr. Stephen Ondigo and the Moi Teaching and Ref'erral Flospital;

5
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2. The I(cnya Medical Practitioners and Dentists Council should issue a caution or

reprimancl in writing to all medical practitioners involved in the untimely death of Ms.

Annita .lcpkorir in line with the provisions of Section 20 (6) (a);

3. The Moi 
-f'caching 

and Referral Hospital should within three (3) months of tabling this

report-

1) establish clear protocols for surgical procedures that ensures all operations and

critical rnedical procedures are conducted under the supervision of qualified

rncdical specialists and all post-operative briefings are conducted by the lead

sur-qcons to ensure accurate communication with patients and their farnilies about

thc procedures and outcomes; and

2) cstablish cleal framework that is able to provide for a comprehensive

docrrmentation of all patient interactions, procedures, and follow-ups to ensure

tral)sparency and accountability. This should include detailed clinical notes on

paticnt status, treatment plans, and any complications encountered during

trcatl'ncnt;

4. I'he Kcnya Medical Dentists and Practitioners Council (KMPDC) should within three

(3) months of tabling this report-

l) invcstigate the professional conduct of the officers in its legal department who

\^jcrc rcsponsible for mismanaging and delaying investigations of issues raised in

this pctition and report on disciplinary and or administrative actions, if any, that

r,vill be taken to hold those culpable;

2) rcvicrv its disciplinary procedures to ensure full compliance with section 20 (6)

(g) ol the Medical Practitioners and Dentist Act, which requires fines to be

irrrlrosccl in addition to other appropriate disciplinary measures;

3) crcatc a forrnal patient advocacy program within healthcare facilities to assist

fanrilics in navigating complaints and grievances related to rnedical care and

provide support in understanding medical procedures, rights, and available

rccc)urse in cases ofperceived negligence;

4) dcvclop standardized protocols for investigating medical negligence cases that

outline the steps to be taken, timelines for investigations, and criteria for

cvaluating evidence;

5) cncoLrr:age hospitals to engage in mediation processes with families of patients

u,ho have experienced adverse outcomes, ensuring that these processes are

Iircilitated by neutral third parties to promote fairness and transparency; and

6) ericoLrrage healthcare facilities to adopt Continuous Quality Improvement (CQI)

1'rractices that regularly assess and enhance patient care standards. This could

irrvolvc routine audits of surgical outcomes, patient feedback mechanisms, and

irrtcrdrsciplinary team reviews of complex cases.
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On behalf of the Committee, I wish to extend my gratitude to the Committee members for

their diligence, commitment and insightful contributions throughout this inquiry' I also

thank thi petitioner and all stakeholders who provided valuable input during our

investigations. It is my hope that this report will serve as a catalyst for meaningful reforms

in healthcare delivery and inspire 
"onfid"n". 

among citizens in the institutions entrusted

with their health and well-being.

As I conclude, I wish to sincerely thank the Office of the Speaker and the Ottice ot the

Clerk of the Senate for the support extended to the Committee in execution of its mandate.

It is now my pleasant duty, pursuant to standing order 238 (2) of the Senate Standing

Orders, to piesint the Report of the Standing Committee on Health on petition conceming

alleged' medical negligence and staff incompetency leading to the death of Ms' Annita

Jepkorir at Moi Teaching and Referral Hospital (MTRH)'

I thank you

Signed . Date ltl '/-.r>24

. JACKSON K. A MANDAGO, EGH, MP

CHAIRPERSON, STANDING COMMITTEE ON HEALTH
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CHAPTER ONE

l. Introduction

l. Article 119 of the Constitution accords every person a right to petition Parliament on

any matter within its authority including seeking enacting, amending or even repealing

of legislation.

2. Every petition presented to the Senate stands committed to the relevant standing

committee for consideration.

l.l. The Petition

3. The Petition by Ms. Mercy Cherono concerning the medical negligence and staff

incompetency that led to the death of her daughter Annita Jepkorir at Moi Teaching

and Refenal Hospital was reported to the Senate at the sitting held on Wednesday, 1Oth

Ju|y,2024.

4. The Salient issues raised in the Petition are that-

l) on 9th January,202l, Annita Jepkorir ingested a black seed which choked her and

she was rushed to Mediheal Hospital which referred her to Moi Teaching and

Referral Hospital to have Bronchoscopy done to remove the seed that was stuck

on her airway;

2) at Moi Teaching and Referral Hospital, she was taken to theatre where a

Bronchoscopy showed that there was no evidence of a foreign body in her airway

and on l0th January, 2021 she was discharged. However, before she was cleared

she developed respiratory distress necessitating her to be readmitted;

3) on l3th January, 2021, the hospital performed a Gastrografir test but no

abnormalities were found. Further, on lgth January, 2021, Annita underwent a C7"

Chest Bronchogram and the report indicated that there was a ring like foreign body

in the right bronchi.

4) on 22"d January, 2021 , Annita was taken to theatre of which the parent consented

for a Bronchoscopy procedure to remove the foreign body from her right Bronchi.

The procedure was not successful and the medical team proceeded to perform a

Thoracotomy procedure which the parents had not consented to;

5) after receiving Annita at the theatre recovery room, Dr. Earnest Nshom explained

to the parents that it was not seed that was stuck in her airway but it was actually

a tooth;

6) the parents realized that Annita had lost two of her upper incisors teeth while in

theatre and upon inquiry, Dr. Nshom confided to them that he removed the two

teeth as they were wobbly during Bronchoscopy procedure and so in total they had

managed to remove three teeth including the one from the lung;

8
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7) however, the parents could only find two teeth and upon inquiring on the third

tooth which was supposedly taken from the lung, one Dr. Alfred Wanyonyi told

them to stop asking questions and instead be grateful that their daughter was still

alive and that if they kept asking for the foreign body that was removed, then the

llurscs might hcar thcm nnd the1, could do something bad to their child;

8) on 28th January,202 l, Annita was discharged from hospital and the parents kept

going back for checkups as her condition did not improve that much and she kept

having bouts of fever and chest congestion. Befween February and April, there

were numerous hospital visits including one admission.

9) nonetheless, no follow-up CT Scan was done to confirm whether the procedures

done were successful in removing the foreign object from the patient despite being

readmitted to the hospital with the same symptoms of respiratory distress.

l0) on l0s May,202l, while playing outside, Annita had a long coughing episode in

which she fainted and was rushed to hospital where she was pronounced dead on

arrival. The parents were made to wait with the body of the deceased for over

twelve (l2hrs) which was very traumatizing before she was finally moved to the

Moi Teaching and ReferralHospital Mortuary;

l1) on l3th May, 2021, an autopsy of Annita was done by Dr. David chumba and he

found a seed in the right bronchi of the deceased as it was shown in the first CI
Chest reportwhich had indicated the presence ofa foreign body in the right bronchi

and the right lung had badly been damaged;

l2) after the post mortem findings, the family launched a complaint with the hospital

management on account of negligence given that the hospital staff lied about

removing the foreign body from Annita which was not the case, causing her death;

l3) the parents have made the best efforts to have these matters addressed by relevant

authorities all of which have failed to give satisfactory response.

14) that none of the issues raised in the Petition is pending in any Court of Law,

Constitutional or any other legalbody.

I 2. Petitioners' PraYer

The Petitioners prayed that the Senate-

Investigares the happening at the hospital that led to the loss of a life and the

doctors involved with a view to ensure that justice prevails for the deceased and

the family; and

Recommends the collaboration of Kenya Medical Practitioners and Dentists

Council (KMPDC) and Moi Teaching and Referral Hospital (MTRH) authorities

in order to address the apparent hesitation in addressing the unfortunate demise of
Annita.

9
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CHAPTEIT TWO

Comrnittee Inquiry into the Petition

During consideration of the Petition, the Committee held four (4) meetings during

which it sought information and reports on the issues raised in the petition from the

petitioners, the Moi Teaching and Referral Hospital (MTRH), the Kenya Medical and

Dentists Practitioners Council (KMPDC) and the Ministry of Health;

The Committee was informed that Ms. Annita Jepkorir, a daughter to MS. Mercy

Jepkorir, ingested a black seed and got chocked and was rushed to a medical facility

for urgent treatment where she was attended to and ref'erred to MTRH for specialised

procedures. Ms. Annita Jepkorir was admitted at MTRH on 9th January 2021 where

she was treated and later on discharged on 26th January, 202 L During her stay in the

hospital, a number of procedures were undertaken as part of treatment including

bronchosco py and thor acotony procedures;

However, on lOth May,202l, while playing outside, Jepkorir had a long coughing

episode in which she fainted and was rushed to hospital where she was pronounced

dead on arrival. Later, on l3th May, 2021, an autopsy revealed the cause of death as a

black seed in the right bronchi of the deceased. After the post mortem findings, the

family launched a complaint with the hospital management on account of negligence.

However, the petitioners were unsatisfied with the manner the matter was being

addressed by the MTRH and filled a complaint with the KMPDC;

The Chief Executive Officer of the MTRH informed the Cornrnittee that the late Ms.

Jepkorir received the highest attainable healthcare service and caregivers included

medical specialists in cardio-thoracic surgeons and consultant paediatricians. Further,

after the unfortunate incident, MTRH management including the cardio-thoracic team,

nurses, customer relations and communication officers held several meetings with the

immediate and extended family to address their concerns and complaints. The hospital

offered the family full psychological counselling and support for free;

KMPDC informed the Committee that its Disciplinary Committee found that the

complaint against Dr. Stephen Ondigo and Moi Teaching and Referral Hospital had

merit. Consequently, the KMPDC directed that Dr. Stephen Ondigo and MTRH

mediate with the Estate of the late Jepkorir jointly with a view to making restitution

and thereafter infonn the Council within 90 days. The Committee was further informed

that KMPDC Disciplinary Committee also directed Dr. Ondigo and MTRH to each

pay a fine of Kshs.200,000/- and Kshs 350,000/- respectively.
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CHAPTER THREE

3. ANALYSIS OF SUBMISSIONS

l Treatment and Manasement of the Patient.

The petitioner avers that when Ms. Annita Jepkorir, her six years old daughter,

ingested a black seed and got chocked, she was rushed to a medical facility for

urgent treatment where she was attended to and referred to Moi Teaching and

Referral Hospital (MTRH) for specialised procedures. The MTRH recommended

bronchoscopyl which found a mucus plug that was considered to be the cause of
the obstructive symptoms. However, following breathing difficulties, a virtual

bronchoscopy identified a ring-like foreign body stuck in her airway.

Ms. Jepkorir was admitted at MTRH on 9th January 2021 where she was treated

and later on discharged on 26th January 202 I . During her stay in the hospital, a

number of procedures were undertaken as part of treatment including

bronchoscopy and thoracotomll procedure. MTRH submitted that they proceeded

to thoracotomy after fhiling to retrieve the foreign body through bronchoscopy. At

thoracotomy, a foreign body was palpated and retrieved by sharp dissection where

an incisor tooth was removed.

MTRH further submitted that they extended the best medical treatment and care to

the deceased performed by experienced medical practitioners including a

cardiothoracic surgeon. The patient was reviewed on 4th February, 202 I and was

found to have recovered well. She would later be re-admitted at the facility on 86

February,202 I when chest CT Scan showed a bi-basal pneumonia and pleural

thickening which were treated successfully and she was discharged on l4th

February, 2021. She was seen again on l6th and 22nd April and thereafter was not

seen again at MTRH.

Kenya Medical Practitioners and Dentists Council (KMPDC) in their inquiry into

the issues raised by the family of the late Ms. Jepkorir found that after the first

bronchoscopy, the patient continued to develop paroxysmal episodes of breathing

difficulties which necessitated a second bronchoscopy. The KMPDU noted that

after the second bronchoscopy, two incisor teeth were dislodged; one was retrieved

from the oral cavity and other could not be accounted for.

A decision was therefore made to perform a right-sided thoracotomy and after

palpation of the lung for the foreign body, they removed a tooth through sharp

dissection. Efforts to locate the foreign body by palpation was futile and they

therefore closed the chest.

I Bronchoscopy is a procedure that lets doctors look at your lungs and air passages by passing a thin lube

(Bronchoscope) through your nose or mouth, down your throat and into your lungs.
2 Thoracotomy is a surgical procedure in which a cut is made between the ribs to see and reach lhe lungs

or other organs in the chest or thorax.
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6. KMPDC argues that it is not possible that the incisor tooth was the foreign body

seen on the CT scan taken much earlier and the misplaced incisor tooth was a red

herring. KMPDC further submitted that after the discharge, Ms. Jepkorir continued

to demonstrate evidence of a retained foreign body. However, when she was re-

admitted at the MTRH, there was no evidence that the cardiothoracic team was

consulted or involved in the management of the patient.

1. KMPDC opined that had the cardiothoracic team been consulted, with her history

and symptoms of retained foreign body in the airway, the course of management

would have changed. They further highlight the failures of internal consultation

within the hospital given such a complicated case that needed close follow-up and

lack of proper documentation on instructions given to the patient both within

clinical continuation notes and on the discharge summary.

8. KMPDC further observed that post-operative briefings in particular after the

second procedure was done by practitioners who were not the lead surgeon nor

anaesthesiologist contrary to good medical practice that the surgeon should conduct

the post-operative briefing of either the patient or the guardian. KMPDC argued

that the lead surgeon at the bronchoscopy and thoracotomy should have briefed the

guardians of the findings intraoperatively, including the circumstances under which

the teeth were dislodged and the management thereafter.

3.2. Loss of life; what rvas the Bqssiblqeau$?

9. The Petitioner informed the Committee that on 10'h May, 2021; while playing

outside, Ms. Jepkorir had a long coughing episode in which she fainted and was

rushed to hospital where she was pronounced dead on arrival. On l3th May,202l,
an autopsy indicated a foreign body in the right bronchi and that the right lung had

been badly damaged. However, the MTRH submitted that the post mortem

established the cause of death was osphyxial due to aspirated food particles.

10. The Petitioner argued that Ms. Jepkorir lost her life because of medical negligence

and stalf incompetence adding that after her discharge on 28th January, 202l,her
condition never improved as she experienced bouts offever and chest congestions,

complications that resulted into numerous hospital visits including a hospital

admission. She reiterated that the actual cause of Ms. Jepkorir death was the

ingested black sunflower seed which the medical team did not successfully extract

from her airway.

I Asphyxia is the failure or disturbance of the respiratory process brought about by the lack or

insufficiency of oxygen in the brain. The unconsciousness that results sometimes leads to death.

i
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II KMPDC infbrmed the Comrnittee that it was their hnding that the failure to remove

the foreign body led to accumulation of fluid distally. Sepsis set in leading to

pn.r*oniu and followed by septicaemiaa leadingto pus in the other organs found

at post mortem. KMPDC noted that the foreign body in question was missed at the

bronchoscgpy arul thurauutoury dcspitc thcrc bcing clinical ovidence indicating the

presence of a fbreign body. This error led to the removal of a tooth rather than both

the tooth and the foreign bodY.

3.3. Corn laint and disnute resolution efforts.

t2 Medical negligence is a human right issue that affects right to life and right to

healthcare. Medical negligence complaints are usually received by the Kenya

Medical Practitioners and Dentists Council (KMPDC) and a complaint may also

be filed with the police. Such grievances are emotional expressions of customers

due to mismatches in the accepiance of the quality of services or products offereds

and are good momentum as input because they create an opportunity for

organizationstoidentiry/deficienciesthatexistSoaStodevelopimmediate
strategies 1o improve quality service.

The Petitioner informed the Committee that she faced frustrations from the MTRH

when she sought information about the procedures and the missing teeth. She

narrated how she was asked to tone down by medical staff or her daughter would

not be attended to as expected. She further wrote to MTRH asking the facility to

admit liability and responsibility for the loss of her daughter, tender and apology

and meet all medical and funeral expenses. The MTRH submitted that they secured

a secluded room to talk to the family in privacy and had apologised for the hurt

caused during the conversations. The Committee was informed that thoracotomy

was a necessary procedure after unsuccessful bronchoscopy in order to remove the

foreign body.

The Petitioner filed a complaint with KMPDC and enumerated particulars in

support of an allegation of medical negligence, patient's mismanagement,

iniimidation and failure to follow up on second admission. The petitioners

informed the Cornmittee that during the process of launching the complaint with

the KMPDC, they felt subjected to humiliation, harassment and intimidation by

individuals some of whom work for KMPDC. They further alleged that the

management of the M'IRH, its leadership and individual doctors involved staff

members from KMPDC to manipulate the process and intimidate the petitioner to

abandon the matter.

t3

l4

a Sepsis is a life-threatening condition that happens when the body's immune system has an

extreme response to an infection, causing organ dysfunction
s Filip A. Complaint Management: A Customer Satisfaction Learning Process. Procedia - Soc Behav Sci.

2013 Oct 2l;93:271-5
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15. The Petitioner mentioned one Mr. Zablon Ogeto, an employee of the KMPDC and

Mr. Isaac Obundo, a blogger as some of the individuals who posed challenges to

the family during their quest for justice. They also highlighted an instance where

Dr. Ondigo personally visited the family's rural home at Kapkitony in an attempt

to invoke a cultural practice where a person who killed another sought forgiveness

by tying a cow somewhere in the deceased's persons home or next to their grave.

The Committee was further informed that Dr. Ondigo stalked the petitioners and

attempted to coerce them to sign a prepared agreement to withdraw the complaint.

16. The KMPDC consequently referred the complaint to the Disciplinary and Ethics

Committee as DC Case Number 43 of 2021 for consideration and determination.

Whereas the matter was lodged on or about l2th July, 202l,the matter stalled at the

KMPDC for fifteen (15) months before a hearing that took place on l2th October,

2022.In the intervening period, the petitioner had made several visits to KMPDC

and informed the Committee that attempts had been made to convince her to

withdraw the complaint and negotiate with MTRH. Despite the apologies for

inordinate delay, the decision of the disciplinary committee was rendered seven (7)

months after the hearing on 5th May, 2023.

17. The KMPDC Disciplinary Committee noted several instances where the petitioner

made attempts to raise her grievances with the management of MTRH including a

letter asking them to admit liability and responsibility for the loss of her daughter,

an apology, and request to meet all the medical and funeral expenses that were

incurred. On the other hand, MTRH submitted that in an attempt to address the

complaints and disputes arising from the sudden death of Ms. Annita Jepkorir, the

management held a meeting with the farnily on Sth June 2021 and the medical team

together with the relatives of the deceased were present. In the meeting the MTRH

management together with the medical team, offered a message of condolence to

the family and took them through the management of the patient from her

admission, management in the surgical wards, follow up in the cardiothoracic clinic

and lastly admission and managemenlin Upendo ward.

18. The Management of the MTRH reiterated to the family members of the long hours

they took to manage their patient and appreciated the family's feedback, adding

that the Hospital is open, transparent and committed in doing what is right and best

for the its clients. The CEO further asked the family to state what kind of assistance

they needed and advised the parents of the late Ms. Annita to be assisted with

psychological counselling. The management of the hospital from the submissions

assured the hospital of no medical negligence from his medical team comprised of

experienced doctors and nurses.

19. Consequently, the KMPDC directed MTRH and the medical doctor mentioned to

mediate with the Estate of the late Ms. Annita Jepkorir jointly with a view to

making restitution and inform the council within 90 days. Further the MTRH and

Dr. Stephen Ondigo were fined Ksh. 350,000/- and 200,000/- respectively.

!
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KMPDC was informed by MTRH that the mediation process progress poorly since

the petitioner Ms. Mercy Kiprono was not cooperative. MTRH sought the

intervention and guidance of Nairobi Centre for International Arbitration (NCIA)

as a mediator, however the mediation never proceeded. The CEO of MTRH

through a lcttcr datcd l4th Dcccmbcr 2023 informed the council that the mediation

had not yielded any results and it was his opinion that the mediation had

irretrievably collapsed.

20. The Committee notes that section 20 (6) of the MedicalPractitioners and Dentists

Act establishes specific punishments and remedies that the Kenya Medical

Practitioners and Dentist Council may grant in matters of medical malpractice by

its professional members. However, this does not extend to awarding damages to

complainants even when finding merit in the cases before it. Nonetheless Section

20 (6) (g) of the Act prescribes that fines must be imposed in conjunction with other

disciplinary sanctions, including but not limited to remedial training to the

concemed medical practitioner, suspension from practice, removal of a medical

practitioner's name from the register, or revocation of a licence.

15



CHAPTER FOI.JR

4. COMMITTEE OBSERVATIO NS AND RECOMMENDATIONS

4.1. Committee Observations

21. Following extensive deliberations and analysis of the submissions on the issues

raised in the Petition, the Committee observes that-

1) The untimely death of Ms. Annita Jepkorir was largely caused by medical

negligence by medical personnel at the Moi Teaching and Referral Hospital

where she sought medical attention after ingesting a black seed;

2) The failure of initial bronchoscopy and thoracotomy procedures to locate or

remove the ingested foreign body, later confirmed at postmortem, reflects a

critical diagnostic error and significant breach of duty of care by the MTRH.

This is further compounded by systemic failures in adherence to clinical

guidelines and standard operating procedures a clear contravention of both

COSECSA and KMPDC guidelines;

3) The misplaced tooth was a distraction by the medical practitioners from the

failure to retrieve the actual foreign body. The failure by Dr. Ondigo and his

medical team to revisit the CT-Scan results to confirm retrieval of the foreign

object led to misdiagnosis, delayed outcomes and contributed to the demise of

Ms. Annita Jepkorir;

4) The post-operative briefings were done by medical practitioners who were not

the lead surgeon nor anaesthesiologist in violation of good medical practice,

professional standards and guidelines. Dr. Ondigo and the MTRH did not

document information shared during different briefings with the patient, in the

patients records for continuity of care nor were the procedures to locate the

ingested foreign body recorded to allow for post-operative reviews to identify

errors and cornplications;

5) The attendant post-discharge complications were managed without consulting

cardiothoracic surgeons which coupled with poor record keeping procedures

and briefings violated multidisciplinary care principles and ethical standards

and further obscured accountability;

6) The Petitioner was denied fair hearing and their voice suppressed during

dispute resolution; the MTRH and the KMPDC delayed in addressing the

concerns raised in the matter as characterised by extended and inordinate delay

between when the case was filed and when the decision was rendered. Further,

the choice ofNairobi Center fbr International Arbitration as a mediator appears

to have been made by MTRH and not mutually agreed;

f!
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7) The performance of the MTRH and the KMPDC during dispute resolution was

inefficient and unprofessional. KMPDC appears to have violated the principles

of confidentiality by sharing essential information and data received during

investigations with third parties; and

8) Section 20 (6) (g) of the Act prescribes that iines must be lmposed in

conjunction with other disciplinary sanctions, including but not lirnited to

remedial training to the concerned medical practitioner, suspension liom

practice, removal of a medical practitioner's name fiom the register, or

revocation of a licence. Notwithstanding this statutory requirement, the

Council decided to impose fines as a stand-alone punishment against Dr.

Ondigo and the MTRH;

I

J
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4.2. Conrmittee Recommendations

22. Based on the analysis of the submissions presented the Committee makes the
following recom mendations-

I ) That, the Moi Teaching and Referral Hospital and the medical pracritiners
involved in the medical procedures related to the late Ms. Annita Jepkorir
should be held liable for the untimely death of Ms. Jepkorir. Consequenrly, the
family of the late Ms. Jepkorir should be compensated for the damages caused
by the negligent acts of both the medical practitioners and the MoiTeaching
and Referral Hospital from the medical indemnity insurance;

2)That, the Moi reaching and Referral Hospital shourd within three (3)
months of tabling this report-

i. establish clear protocols for surgical procedures that ensures all operations
and critical medical procedures are conducted under the supervision of
qualified medical specialists and all post-operative briefings are conducted
by the lead surgeons to ensure accurate communication with patients and
their families about the procedures and outcomes; and

ii. establish a clear framework that provides for comprehensive documentation
ofall patient interactions, procedures, and follow-ups to ensure transparency
and accountability. This should include detailed clinical notes on patient
status, treatment plans, and any complications encountered during treatment;

3) That, the Kenya Medical Dentists and Practitioners council (KMPDC)
should within three (3) months of tabling this report-

i. issue a caution or reprimand in writing to all medical practitioners involved
in the untimely death of Ms. Annita Jepkorir in line with the provisions of
Section 20 (6) (a);

ii. investigate the professional conduct of the officers in its legal department
who were responsible for mismanaging and delaying investigations of issues
raised in this petition and report on disciplinary and or administrative actions,
if any, that willbe taken to hold those culpable;

iii. review its disciplinary procedures to ensure full compliance with section 20
(6) (g) of the Medical Practitioners and Dentist Act, which requires fines to
be imposed in addition to other appropriate disciplinary measures;

iv. create a formal patient advocacy program within healthcare facilities to assist
families in navigating complaints and grievances related to medical care and
provide support in understanding medical procedures, rights and available
recourse in cases ofperceived negligence;

18



VI

vll

develop standardized protocols and mechanisms for investigating reported

rnedical negligence cases that outline the steps to be taken, timelines for

investigatio-ns-and criteria for evaluating evidence. Further, that a decision on

such cises should be rendered within six (6) months of reporting and

irrvestigatiurrs should involvc indcpcndcnt ovorsight and families of the

victims to ensure transparency and accountability;

encourage hospitals to engage in mediation processes with families of

patients who 
-huu" 

experienced adv9pg outcomes, ensuring that these

p.o".rr", are facilitated by neutral third parties to promote fairness and

transparencY; and

encourage healthcare facilities to adopt continuous Quality Improvement

(cQI) piactices that regularly u.r.., und enhance patient care standards. This

.outd'inuotve routin; audits of surgical outcomes, patient feedback

mechanisms and interdisciplinary team reviews of complex cases'
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t3IE PARLTAMENT l4lt! SESSION

MEMBEITS PRESENT

1. Sen

2. Sen

3. Sen

4. Sen

5. Sen

Jackson K. Arap Mandago, EGH, MP

Mariarn Sheikh Omar, MP

David Wakoli, MP

Richard Onyonka, MP

Joseph Githuku Kamau, MP

- Chairperson
- Vice - Chairperson
- Member
- Member

- Member

- Member
- Member

- Member

- Member

- Senior Research Officer
- Clerk Assistant

- Research Officer
- Media Relations Officer

- Serjeant- At -Arms

- Intem - Audio Recording Officer
- Attach6 - DSEC

ABSENT WITH APOLOGY
l. Sen. Justice (Rtd.) Stewart Madzayo, EGH, MP

2. Sen. Ledama Olekina, MP

3. Sen. Tabitha Mutinda, MP

4. Sen. Hamida Kibwana, MP

SENATE SECRETARIAT

1. Mr. Humphrey Ringera

2. Il4r. David Ngamate

3. Mr. Dennis Amunavi

4. Mr. Stanley Gikore

5. Ms. Hawa Abdi

6. Mr. Francis Mugi
7. Purity Nginyi

M IN/SEN/SCH 14312025 PRELIMINARIES

The Chairperson called the meeting to order at twenty-six minutes past ten o'clock and the

proceedings commenced with a word of prayer said by the Chairperson.

MIN/sEN/SCH/4412025 ADPOTION OF THE AGENDA

1

MINUTES OF THE NINTH SITTING OF THE STANDING COMMITTEE ON

HBlt,rn HBLn ON tHUnSnly. ISII! ntlnCn. ZOZS lr COtr,rtrltrrrrn ROOn't

7. BUNGE TOWERS. AT 1O.OO AM

The agenda of the meeting was adopted after being proposed by Sen. David Wakoli, MP,

and seconded by Sen. Joseph Githuku Kamau, MP, as listed below-

1) Prayers;

2) Adoption of the Agenda;

3) Confirmation of Minutes of the previous meetings;

(l) Minutes of the 2''d sitting held on 27'h February', 2025

(2) Minutes o.f tlrc 4'h sitting held on 6't' Marc'h, 2025



4) Consideration and Adoption of the Committee Report on the petition regarding the
alleged medical negligence and staff incompetency that led to the death Ms. Annita
Jepkorir at Moi reaching and,Referrar Hospital (committee paper No. r 0g);

5) Brief on the Decision of the High court Ruling on an Interimipplication in Hon.
Abdi Ibrahim Hassan v the Senate and 4 others (committee eapei'No. tol;;

6) Any other business: and
7) AdjournmenUDate of the Next Meeting.

MIN/SBN/SCII/4 sl202s CONFIRMA 'iloNOFTHEM INUTES OF.fHE 
PRE\/ IOTIS SITTINGS

Minutes of the 4th Sitting of the cornmittee held on Thursday 6rh March, 2025 were
confirmed as true record of the proceedi,gs after having been proposed by Sen. David
Wakoli, MP and seconded by Sen. fuchard Onyoka, Mp.

MIN/SEN/SCH/4 6/2025 CONSIDERA't ION ON TI{E PETITION
REGARDIN G I\IEDICAL NEGT,IGE NCE
ANI) STAFF INCOMPETENCY AT'MOI
TEACHIN CAND ITEFERAL [IOSPITAL.

l) The Secretariat presented the draft report on the petition regarding medical negligence
and staff incompetence that led t<l the death of Ms. Annita Jepkorir at Moi Teaching
and Referral Hospital (MTRH) for consideration and adoption;

2) The Committee observed that-

a' The initial bronchoscopy and, thoracotomy procedures failed to locate and or rernove
the ingested foreign body which was retained and rater confirmed at autopsy
indicating a diagnostic error. The attendant post-discharge complication, *"."
managed without consulting cardiothoracic surgeons wtrictr coupled with poor
record keeping procedures and briefings obscured accountability;

b' Whereas, MTRH maintains that medical procedures were led by specialists, there
was no evidence adduced to confirm that they handled criticai stagei which suggest
that surgcries may iave been performed without supervision contravening both
COSECSA and KMpDC guidetines;

c' The post-operative briefings were conducted by junior staff which is a violation of
ethical standards for transparency; ancl

d' While the MTRH attributed the death to 'aspirated food particles'the auropsy report
presented to the committee confirmed a retained foreign body and ,.pri, rro-
unresolved airway obstruction.

3) l'he Committee further observed that medical and diagnostic errors done during the
procedures and cotrcerns raised by the petitioners were llot adequatety addressed by
the KMPDC which would indicare possibte cover up.

4) Based on the analysis olthe Submissions receivecl the Committee rnade the lollowiqg
recclrnrnerrdat ions-

)



t a. The Moi Teaching and Refenal Hospital should within three (3) months of tabling

this report-

i. establish clear protocols for surgical procedures that ensures all operations and

critical medical procedures are conducted under the supcrvision of qualified

rnedical specialists and all post-operative briefings ale conducted by the lead

surgeons to ensure accurate communication with patients and their families

about the procedures and outcomes; and

ii. establish clear framework that is able to provide i'or a cotnprehensive

documentation of all patient interactions, procedures, and Ibllorv-ups t0 ensure

transparency and accountability. This should include detailcd clinical notes on

patient status, treatment pians, and any cornplications cncountered during

treatment;

5) The Cornmittee adopted the Report on the Petition with the proposcd arnendrnents after

being proposed by Sen. Mariam Sheikh Omar, MP and secondcd by Sen. Richard

Onyonka, MP.

MIN/SEN/SCIT/4712025 BRIEF ON THE DECISION OF THE HIGH

COURT RULING ON AN INTERIM
APPLICATION IN ITON, AI]DI IBRAHIM
HASSAN V THE SENATE,,IND 4 OTIIERS

The delibcratiolt olthis Agenda was pended to the next Cotnrrittce nrccting

MIN/SEN/SCHI48/2025 ANY OTHER BUSINI'SS

lhe Cornrnittee was inforrned that the surunons by the Cabinet Sccrctary, Ministry of
Health to appear before the Comrnittee had been served and she rvas cxpccted to appear on

Tuesday, 18th March, 2025.

,

I

\
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b. The Kenya Medical Dentists and Practitioners Council (KMl'}DC) should rvithin

rhree (3) nonths of tabling this report-

i. create a fonnal patient advocacy program within healtltcalc lircilities to assist

families in navigating complaints and grievances related to medical care and

provide support in understanding medical procedures, ri-s.hts. and available

recourse in cases ofperceived negligence;

ii. develop standardized protocols for investigating medical nc,gligence cases that

outline the steps to bc taken, timelines for investigations. and criteria for

evaluating evidence. This will ensure consistency and thoroughness in handling

complaints;

iii. encourage hospitals to engage in mediation processes r.r,ith larnilies of patients

u,ho have experienced adverse outcornes, ensuring that these processes are

facilitated by neutral third parties to promote fairness and transparency; and

iv. encourage healthcare facilities to adopt continuous qualitl, improvetnent (CQI)

practices that regulariy assess and enhance patient care staltdards. This could

involve routine audits of surgicai outcornes, patient leedback tnechanisms, and

interdiscipiinary teatn reviews of cotnplex cases
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MIN/SEN/SCH/4912025 ADJOURNMENT
There being no other Lrusiness, the meeting was adjoumed at eleven o'clock. The nexr
meeting rvill be on noti

SIGI,{ED .D
41.,

CKSON K. MANDAGO,
(cr{ATRPE RSON, COMMITTEE ON HEALTH)
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Ms. MercY J' KiProno

Mr. Issac Kandie

Dr. Vincent Mutai

Mr. David Mosonik

Mother to the dcceascd

Father to the deccaseo

Advocate

Relative

PE't ITIONIIus
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f praycr said by tt'" ct'uiti"tJon' Sen' Jackson K' Mandago'

l. PraYers;

2. AdoPtio n of the Agenda;

3. Confirm ation of the Minutes ofthel5 7th and 159t1'Committee Mcetings;

4. Matters arising, from the Minutes of Previous Committec Meettngs;

5. Considera tion of the Petition regarding an alleged mcdical negligence and staff

incomPetencY that led to the death of Ms. Arurita Jepkorir at Moi Teaching and

Iteferral tlosP ital (Committcc Paper l'lo. 99);

6. AriY other business; and
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1 r.he commiucc Secrctariat presented t"T1'i[nfl;."i$l;"33r1?,itJ::t','t:

i:ilmixnffi :li:l,t-,llTxi,u;[il"i;;iii"'pi*r'

2.'rhc committec was inrormed that trrc t"l'llXXl,]^X:.Y,:l:J'[[i:Xi'::h.tilL
' li" ;;;;oi'n1grig"'''t" arrd sta[l'incompctcncv 

ii.,rni*'''"^t .c1'r.rLc<l to thc scrlirtc

l1l'"'ffiU;1ffrl"l'*l; ili 
'"",';].',li';'n'ia'ii'"'"u*"trst'lrocr 

courmittcct tct

ijl" cunlnliit"c ltlr considclattou' 
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3 . rhe cornrnittee was inforrned that at a Sitting of the Committee held on 
-r.hursday,

lltr'July, 2024 the cornrnittce resorved to scek information from the foilowingstakeholders- 1'he I'rincipar-secretary, state Department for Medicar Services; TheChicf Executive Officcr, Moi l.caching and Referral Hospital MTfU{); and Thechief Ilxccutive olriccr of the Kenya foedical and Dcntists practitioners cou,cil(KMPDC);

lhe committec was informed.that at.its mcctingaerd on Thursday, r4tr,November,2024, the committec resorved to invite the chilf Executive officer of the KMPDCto a meeting schcdurcd, to be herd on Thursday, 2 l st Novemb 
"r:, 

ioii to deliberateon the issucs raiscd in thc petition.

l'he committee had requested the chief Executive officcr of the KMpDU to_

I ) submit a cornprehensive report on dispute resorution mechanisms,highlighting the number of complaints rcceived within thc rast five (5)years, the number of complaints iesorved, the type or r"r"i"ti"n reached,the timcrines within which such disputes werc resolved and thechallenges, ifany; and
2) be accompanied by Ms. Eunice Muriithi, thc Legar Services Manager atthe Kenya Medical practitioners and Dentists councir who had beenmentioned carlier during the consideration of the petition.

4

5

Submission b Ken a Mcdical Practitionc rs and Den tis ts Council PDC
6. The Chicf Execurive Officer informed the Committee that

Dcntists Praoirioners 
!o-u19il 

(KMPDC) is a statutory bo
under section 3 of thc Medical practitioners and Dentists
Laws of Kenya. The Council i, 

^uraut"Jil 
regulate rhe

medicine, dentistry, and communiry oral health within the
regulating all health institutions in thc County;

7' The Commiftee was informed that the petitioners-submitted a compraint against Dr.Stcphen Mondego, prof. Barasa otsyura, Dr. Arfred wanyonyi, Dr. Emest Nshomand Moi 1'eaching and 
f.ef_eq1t UospitailtilrruD 

",;i;;,.""di.ut negligence,patient mismanagemcnt, intimidation and follow-up on the second admission. Thecomplaint was processed and assigned DC Case No +: or zoz i on t 2," Jury,202r;
8' The KMPDC constituted a Disciplinary and Ethics comminee which deliberatedon the complaint and recommenied a hearing be schedured. The sala hearing tookplace on l2th Oc10ber, 2022 

_whercupon utt. parties were r.equired to be prescnt.

;-,t;;: 
n*' thc KMPDC Disciplinary comminee rendered its acciJon nn i,,,vtlv,

9. 'l'hc committcc was informed that KMITDC Disciplinary Committec hcld that thecomplaint had mcrit and prcsentcd its rccomrncndations to the KM,DC at itsnrccting hcld in Dccembcr, 2022 wrtercin rhc dccision o[ the Committec wastuphcld.

the Kenya Medical and
dy corporate established
Act Chapter 253 of the
training and practice of
Republic of Kenya and

3



10.The Commitlee was informed that KMPDC issued the following orders-

a the compr,"t ::ffill::l[*ff1",.i-#t i,J;,:Jl;:' 
Nshom' Dr Altied

WanYonYi and Pt

b. Dr. stephen Ondigo and MTRtl to mediate with the Estatc of thc Latc Anita

Jepkorir jointlv l,n?t"*;i';*i1t' " '1it*';"';il; 
restitution and thercafter

inform the counl'il'ai". i6^i."rt tr"m the date thereof; and

c. Dr. Stephen Ondigo was directed 
^t9' 

quy a finc of Kshs' 200'000/- and thc

MTRH *u, ai."J.,"?.;;;;.i;; "f,dhJ 
ls6.iiool- within fourtcen days from

5th MaY, 2023'

11.'theCommitteewasinformedthatthroughaletterdatedl4thDccember.2023,Dr.
wilson Aruasa, th""h;ail;-r*"*ti'" omi"t trtr" naiRfl' informed KMPDC

that mediation "mo.tr"iJ'no, 
!i"fa"a ""V 

i"t'itt 
"fiegedly 

because the petitioner

had refused to pu'ti"ipui" and consequettry;;;iltiln p'ot"ss had collapsed;

12.The Committee was informcd that since' 1999' the KMPDC had received l'599

cases of alleg"o *Jiijlirffi"; ""0 
ni*n,igi,";;; it faccd challcnges rclatcd

io deravs in'""" i'in-f 
''"'tii'i'- a""'T{t["iJ':'f T::::: lf; :- -[*i[' T

*:'"ll*:4il$:i',[?,:,$liiii*Ld;;'#;d:;;v'lhrougrr'lheprocess'
budgetary "on"'utii' 

u'ia limitations of its rnandatel

13.ThepetitionersinformedtheCommitteethatduringtheprocessoflaunchingthe
complaint *itt'' tnJ'i<ti'ioc'1n"v-rett J;;;J'i; humiliation' harassment and

intimidation uv i"ii'ia'"r' 'o*" 
or*ho* *#;* ;; KNmoc' Thev mcntioned

nn" r,,r.. Zabron ti;H ,* "'':'::" : l;1:nffi'Bt;:3|"iffi }iXr3:ilii; 
'1

bloggcr as some of the individuals who pc

quest for justtce

Committce observat ions

14.The Committee observcd that- 
" rhr: ordcr of evcnts as submitted by

a. there were dis"rep"*i"t i" the da'tes of thc ordcr of events as

KMPDC"on"'out"'o"io"'r*l""ti"aicatedinthcpctitioncr'ssubmissions;
b. the performun"" li in..,iwnc in ai.p,i" ,"Ju.ion was in_cfficient and therc

" i;;;I to instir iiJl;ili'; : :Y"*#ili*fn'm,$:',",11 1l:
o"ffo"* tasked with the duty ol 

' 
re'cc

. iUf lif t;l',:tlLl;*[1'"'fr"tilil,'j0"",,o", 
to heartrrcarc rac, itics and

cspcciatlytr'o'""ir'pcrcnniat.''"pntt'"oi-uii"gtatnurptucticcsinorderto

, l'ilffi'f '[ii:f *ln :;il i]i:!J:ii' [:i ll"o* 
" 
n' :']l I T, :, " 

* m i s s i' n 
'" 

r

U n i vu-rs i tv ua""ii'l"'ic' t j 
r :) i n 

: ""' i;';t:,:'.1" *[1,1il il?ll:H l]:il;lJ
I"i-ittg iitttittrtions noting ttrat ttrcrc ts

and Practicc;
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Com nrittcc rcsol u tions.
15.]'he Committcc rcsolvcd-

MIN/SI,l N/S CITI944/2024 ANY O .TTIT]R

MIN/SEN/SC II/9 4st2024 ADJO

a) to consider all thc submissions and evidence received on the petition on theallcged medical ncgligence and staff incompetencc that led to the death of Ms.Annita Jcpkorir at Moi Tcaching and Refe*ar I-Iospitar so as to develop itsreport; and

b) that the Kenya Medical practitioners and Dentists council (KMpDc) shourdsubmit a comprehcnsive report on dispute resolution mechanisms, highrighting
the number of compraints received *ithin tt" rast hvo (2) years, the number ofcomplaints resolvcd and the type of resolution(s) reached;

BT'S INESS

Members were informed that the Committee working retreat was scheduled to takeplacc from 2rst - 24th November. znii io- xi^^bu county to consider stakeholder

il!fr:t"* 
on the Tobacco controt (Amendment ) nilt, 2oti4 fs"r"i" ilr, No. 35 of

MITN'I'

s ACKSON K. AIt P MANDAGO, EGH, MP(CIIATRPERSON, COMMITTEE ON HEALTH)

URN

There being no other business,. the meeting was adjoumed at thirry minutes past oneo'clock. fhe ncxt mccting will bc .utt"a o.inoti"".

..................DATE
-$ + ta4SIGNED:
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KI,lNYA MIiI)

l. Dr. David Kariuki

2. Mr. Michael OnYango

l\il IN/SEN/SC H/90812024

MIN /SEN/ SC II/909l2024

The meeting was called to order

commenced with a word of PraYer s

EGH,MP.

at thirty minutes past ten and the proceedings

;: ;;';i.;;.i.p;;"", Sen' Iackson K' Mandago'

- Chief Executive Officer

- MedicalsPecialist
- Head of DisPute Sefilement Services

CTIONEI{SAN DDENTISTSCOUN

- Chief Executive Officer

- Ag. ComPanY Secretary

I'RELINlINARIIlS

AI)OPTIoNOFAGENI) A

Dr. PhilliP Kirwa

The agenda of the meettng

sen. iuaut Mohamed Haji,

follows-

was adopted with amendments after being proposed by

tt{P ;;:;;nded bv Sen' Mariam Sheikh omar' MP as

l. PraYers;

i. tlll,l-"illllftf;lfJ;,ion regarding.ln l,]"*.0 
medicar negrigence and starr

incompetency th"t l";;;;;a"itn orlu'' 't*Ttu t"ptorir at Moi Teaching and

ii;i#i iltp itat (Commitree P aper No' 94)

4. AnY other business; an

5. Adiournment/Date of t

MIN/SEN/SCH/910/2024
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RALCHING AND RE,FE

HOSPITAL

l. The committee Secretariat presented Committee Paper No. 94 that highlighted the

issues raised in tr.," r"iiiion and the Prayers tougtt'uv the Petitioner regarding an

alleged medical 
'"gr'e""t" 

and staff into*pll"nty inat tea to the death ol Ms'

Annita Jepkorir at Moiieaching and Refenal Hospital;

2. The Committee was inFormed that the petitioners had prayed that the Senate-

a. Investigates the happenings at the hosp-itai1n" ila io the loss of life and the

doctors involved wiih a view to ensure ,tt"ilrt,i." prevails for the deceased

, iltfiifl:Yiiio'""'o"rati91 oj K:lva Medical Practitioners and Dentists

Council(KMPDC)andMoiTeachin!.unJn"tt"ulHospital(MTRH)
authorities in otJJ' io uaa"s' tt'" upia"nt hesitation in addressing the

unfoltunate demise of Ms' Anita' 
Z



3' The committee was further informed at a Sitting of the committee held onThursday' lls July, 2024 while 
"ontiJ".ing 

the petition, the Committee hadresolved to seek l'esponses from the following stakeholders and later on 19il,september resorved to invite them to 
" 

.""iirg of the Committee to deriberate onthe issues raised in the petition_

a. The petitioners
b. The Ministry of Health;
c. The Moi Teachinq and Referral Hospital (MTRH); andd. The Kenya practiiion"., and Dentists Council (KMPDC)

SubmissioNS bv the Pet ition er.s

4
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The petitioners narrated to the committee the chronology of events from 9rhJanuary, 2021 when Ms. Anita Jepkorir is said-io have ingested a brack seek whicr.rchocked her until her unfortunate demise * io,n rru,v, iiii, Jn;.";;, coughingepisode while playing;

The Commiftee was informed that_
a' on.91h January, 202r, the late Ms. Anita Jepkorir ingested a black seedwhich choked her and she was rushed to Medihear i;;p;;;*;"re she wasreferred to Moi Teaching and Referrar Hgspitar (MTRli) fb; 

'b))r"torropy.

However, according.to the MTRH, the brinchis"ioiiL"*"ilo evidence
. of a foreign body in her airway;
b' on l0th January, she was discharged from the MTRH but before she hadbeen cleared, deveroped respiratlry distress necessitating her to be re-admined. on l3rhr_ur:uyl the hospiial performed ;;;;;;;;r;i;rest to seeif something was stuck in.he. 

"sopirugrr', 
uut no aun#mati-ti'"r'*"." rorna;c' on, lgth January, she underwent'a c1-bnes.t Bronchogram and the reportindicated that rhere,was a ring like foreign body in tfrE.,gfrii."nchi. Theparents then showed the medical team who were handling h"". 

"us" 
a sampreof the seed which she had choked on so that they courd be aware of what tolook out for. on 22nd January, Ms. Anifta was taken to theatre for abronchoscopy procedure to remove the foreign body fi;; * 

"rt 
, bronchi.d' after receiving Ms. Anitta at the recovery room, one Dr. Earriest Nshom,assistant anesthesiologis,t, explained to the parents that bronchoscopy wasnot successfur and.they had performed thoracotomy procedure. The parents(petitioners) were rater informed that it was not a seed that had been stuckin her airway, it was a tooth;

e' Dr' Nshom further co1!!ed to the parents that he had removed the twoteeth as they were wobbly during the bronchoscopy p.o".au* und so intotal, they had managed to remorr=e three teeth in"t'uaing tte on"-f.om th.lung' However, the parents could only find two teeth and upon inquiring onthe third tooth which was supposedly taken from the lrd, ;;;';.. Atfredwanyonyi tord them to srop aiking questions and if they kept asking fbr theforeign body that was removed, then the nurses might-heai them and theycourd do something bad to their chird. The doctor kept threatening themfurther unti! they r.esigned from asking questions;
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