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PRELIMINARIES

Establishment and Mandate of the Committee

The St

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

the Fourth Schedule of the Senate Standing Orders and is mandated to consider all matters
relating to medical services, public health and sanitation.

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

1)

2)
3)
9)
5)
6)
7)
8)

9)

investigate, inquire into, and report on all matters relating to the mandate,
management, activities, administration and operations of the Ministry of Health and
its departments,

study the programme and policy objectives of the Ministry of Health and its
departments, and the effectiveness of the implementation thereof;

study and review all legislation referred to it;

study, assess and analyse the success of the Ministry of Health and departments
assigned to it as measured by the results obtained as compared with their stated
objectives,

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

report on all appointments where the Constitution or any law requires the Senate to
approve,

make reports and recommendations to the Senate as often as possible, including
recommendations for proposed legislation;

consider reports of Commissions and Independent Offices submitted to the Senate
pursuant to the provisions of Article 254 of the Constitution,

examine any statements raised by Senators on a matter within its mandate; and

10)follow up and report on the status of implementation of resolution within its

mandate; and

11)follow up and report on the status of commitments made by the C abinet Secretaries

in their response to questions under Standing Order 51C

Committec Membership

The Commitice is comprised of the following members-

YO G0 N U g b g

Sen. Jackson K. Mandago, EGH, MP - Chairperson

Sen. Mariam Sheikh Omar, MP - Vice-Chairperson
Scn. Justice (Rtd.) Stewart Madzayo. EGH, MP - Member

Sen. Ledama Olekina, MP - Member

Sen. David Wafula Wakoli, MP - Member

Sen. Maureen Tabitha Mutinda, MP - Member

Sen. Joseph Githuku Kamau., MP - Member

Sen. Richard Momoima Onyonka, MP - Member

Scn. Hamida Ali Kibwana, MP - Member



CHAIRPERSONS FOREWORD

The Petition concerning alleged medical negligence and staff incompetency at Moi
Teaching and Referral Hospital (MTRH), which tragically led to the death of Ms. Annita
Jepkorir was submitted by Ms. Mercy Clictono and rcported to the Senate on 10™ 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 matters 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 Committee meetings leading
to preparation of this 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 confirmed at post-
mortem, reflects a critical diagnostic error and significant breach of duty of care. This is
further compounded by systemic failures in adherence to clinical guidelines and standard
operating procedures a clear contravention of both College of Surgeons of Last, 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 further obscured accountability.

It is the finding of the Committee that the Petitioner was denied fair hearing and their voice
suppressed during dispute resolution; the Moi Teaching and Referral Hospital (MTRH)
and the Kenya Medical and Dentists Practitioners Council (KMPDC) delayed in addressing
the concerns raised in the matter as characterized by extended and inordinate delay between
when the case was filled and when the decision was rendered.

With the foregoing, the Committee recommends that-

1. 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 Referral Hospital:



2. The Kenya Medical Practitioners and Dentists Council should issue a caution or
reprimand in writing to all medical practitioners involved in the untimely death of M.
Annita Jepkorir in line with the provisions of Section 20 (6) (a);

3. The Moi Teaching 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 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

2) establish clear framework that is able to provide for a comprehensive
documentation of all patient interactions, procedures, and follow-ups to ensure
transparency and accountability. This should include detailed clinical notes on
paticnt status, treatment plans, and any complications encountered during
trcatment;

4. The Kenya Medical Dentists and Practitioners Council (KMPDC) should within three
(3) months of tabling this report-

1) 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
will be taken to hold those culpable;

2) review its disciplinary procedures to ensure full compliance with section 20 (6)
(¢2) of the Medical Practitioners and Dentist Act, which requires fines to be
imposcd in addition to other appropriate disciplinary measures;

3) 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
rccourse in cases of perceived negligence;

4) develop standardized protocols for investigating medical negligence cases that
outline the steps to be taken, timelines for investigations, and criteria for
cvaluating evidence;

5) encourage hospitals to engage in mediation processes with families of patients
who have experienced adverse outcomes, ensuring that these processes are
[acilitated by neutral third parties to promote fairness and transparency; and

6) cncourage healthcare facilities to adopt Continuous Quality Improvement (CQI)
practices that regularly assess and enhance patient care standards. This could
invoive routine audits of surgical outcomes, patient feedback mechanisms, and
interdisciplinary team reviews of complex cases.



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 the 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 confidence among citizens in the institutions entrusted
with their health and well-being.

As I conclude, T wish to sincerely thank the Office of the Speaker and the Ottfice 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 present the Report of the Standing Committee on Health on petition concerning
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.

. JACKSON K. ARA
CHAIRPERSON, STANDING COMMITTEE ON HEALTH



CHAPTER ONE

. Introduction

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.

Every petition presented to the Senate stands committed to the relevant standing
committee for consideration.

1.1. The Petition

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 Referral Hospital was reported to the Senate at the sitting held on Wednesday, 10"
July, 2024.

The Salient issues raised in the Petition are that-

1) on 9™ January, 2021, 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 10" January, 2021 she was discharged. However, before she was cleared
she developed respiratory distress necessitating her to be readmitted;

3) on 13" January, 2021, the hospital performed a Gastrografin test but no
abnormalities were found. Further, on 19" January, 2021, Annita underwent a CT
Chest Bronchogram and the report indicated that there was a ring like foreign body
in the right bronchi.

4) on 22" 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;



5.

1.

ii.

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
nurscs might hear them and they could do something bad to their child;

8) on 28" January, 2021, 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. Between 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.

10) on 10" May, 2021, 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 (12hrs) which was very traumatizing before she was finally moved to the
Moi Teaching and Referral Hospital Mortuary;

11) on 13" 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 CT
Chest report which had indicated the presence of a foreign body in the right bronchi
and the right lung had badly been damaged:

12) 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;

13) 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 legal body.

1.2. Petitioners’ Prayer

The Petitioners prayed that the Senate-
Investigates the happemng 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.
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CHAPTER TWO

. Committee 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 referred to MTRH for specialised
procedures. Ms. Annita Jepkorir was admitted at MTRH on 9™ January 2021 where
she was treated and later on discharged on 26" January, 2021. During her stay in the
hospital, a number of procedures were undertaken as part of treatment including
bronchoscopy and thoracotomy procedures,

However, on 10" May, 2021, 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 13" 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 Committee 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 inform 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.

10



CHAPTER THREE

3. ANALYSIS OF SUBMISSIONS

3.1. Treatment and Management of the Patient.

1.

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
bronchoscopy’ 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 9" January 2021 where she was treated
and later on discharged on 26" January 2021. During her stay in the hospital, a
number of procedures were undertaken as part of treatment including
bronchoscopy and thoracotomy? procedure. MTRH submitted that they proceeded
to thoracotomy after failing 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 4" February, 2021 and was
found to have recovered well. She would later be re-admitted at the facility on 8"
February, 2021 when chest CT Scan showed a bi-basal pneumonia and pleural
thickening which were treated successfully and she was discharged on 14"
February, 2021. She was seen again on 16" and 22" 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.

' Bronchoscopy is a procedure that lets doctors look at your lungs and air passages by passing a thin tube
(Bronchoscope) through your nose or mouth, down your throat and into your lungs.

> Thoracotomy is a surgical procedure in which a cut is made between the ribs to see and reach the lungs
or other organs in the chest or thorax.

11



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.

7. 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 thereafier.

3.2. Loss of life; what was the possible cause?

9. The Petitioner informed the Committee that on 10" 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 13" May, 2021,
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 asphyxia® due to aspirated food particles.

10. The Petitioner argued that Ms. Jepkorir lost her life because of medical negligence
and staff incompetence adding that after her discharge on 28" January, 2021, her
condition never improved as she experienced bouts of fever 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.

3 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.

12



11.

KMPDC informed the Committee that it was their finding that the failure to remove
the foreign body led to accumulation of fluid distally. Sepsis set in leading to
pneumonia and followed by septicaemia® leading to pus in the other organs found
at post mortem. KMPDC noted that the foreign body in question was missed at the
bronchoscopy and thuracotomy despite there being clinical evidence indicating the
presence of a foreign body. This error led to the removal of a tooth rather than both
the tooth and the foreign body.

3.3. Complaint and dispute resolution efforts.

12,

13.

14.

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 acceptance of the quality of services or products offered®
and are good momentum as input because they create an opportunity for
organizations to identify deficiencies that exist so as to develop immediate
strategies to 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,
intimidation and failure to follow up on second admission. The petitioners
informed the Committee 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 MTRH, its leadership and individual doctors involved staff
members from KMPDC to manipulate the process and intimidate the petitioner to
abandon the matter.

4 Sepsis is a life-threatening condition that happens when the body’s immune system has an
extreme response to an infection, causing organ dysfunction

5 Filip A. Complaint Management: A Customer Satisfaction Learning Process. Procedia — Soc Behav Sci.
2013 Oct 21;93:271-5
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16.

ki

18.

19.

. 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.

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 12" July, 2021, the matter stalled at the
KMPDC for fifteen (15) months before a hearing that took place on 12" 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 5" May, 2023.

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 family on 8" 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 management in Upendo ward.

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.

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.

14



20.

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 lctter dated 14% December 2023 informed the council that the mediation
had not yielded any results and it was his opinion that the mediation had
irretrievably collapsed.

The Committee notes that section 20 (6) of the Medical Practitioners 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
concerned medical practitioner, suspension from practice, removal of a medical
practitioner’s name from the register, or revocation of a licence.

15



CHAPTER FOUR
4. COMMITTEE OBSERVATIONS 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 complications;

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 of Nairobi Center for International Arbitration as a mediator appears
to have been made by MTRH and not mutually agreed;

16



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 fines must be imposed in
conjunction with other disciplinary sanctions, including but not limited to
remedial training to the concerned medical practitioner, suspension from
practice, removal of a medical practitioner’s name from 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;

17



4.2. Committee Recommendations

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

1) That, the Moi Teaching and Referral Hospital and the medical practitiners

involved in the medical procedures related to the late Ms. Annita Jepkorir
should be held liable for the untimely death of Ms. Jepkorir. Consequently, 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 Moi Teaching
and Referral Hospital from the medical indemnity insurance:

2) That, the Moi Teaching and Referral Hospital should within three (3)

.
1.

ii.

3)

i,

v.

months of tabling this report-

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

establish a clear framework that provides for comprehensive documentation
of all 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;

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

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);

I. 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 will be taken to hold those culpable;

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;

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 of perceived negligence:

18



Vi

Vi.

Vil.

develop standardized protocols and mechanisms for investigating reported
medical negligence cases that outline the steps to be taken, timelines for
investigations and criteria for evaluating evidence. Further, that a decision on
such cases should be rendered within six (6) months of reporting and
investigations should involve independent oversight and families of the
victims to ensure transparency and accountability;

encourage hospitals to engage in mediation processes with families of
patients who have experienced adverse outcomes, ensuring that these
processes are facilitated by neutral third parties to promote fairness and
transparency; and

encourage healthcare facilities to adopt Continuous Quality Improvement
(CQI) practices that regularly assess and enhance patient care standards. This
could involve routine audits of surgical outcomes, patient feedback
mechanisms and interdisciplinary team reviews of complex cases.
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Annex 1:

Minutes of the Committee sittings



13T PARLIAMENT [4™ SESSION

MINUTES OF THE NINTH SITTING OF THE STANDING COMMITTEE ON
HEALTH HELD ON THURSDAY, 13™ MARCH, 2025 AT COMMITTEE ROOM
7. BUNGE TOWERS. AT 10.00 AM

MEMBERS PRESENT
1. Sen. Jackson K. Arap Mandago, EGH, MP - Chairperson
2. Sen. Mariam Sheikh Omar, MP - Vice - Chairperson
3. Sen. David Wakoli, MP - Member
4. Sen. Richard Onyonka, MP - Member
5. Sen. Joseph Githuku Kamau, MP - Member

ABSENT WITH APOLOGY
1. Sen. Justice (Rtd.) Stewart Madzayo, EGH, MP - Member

2. Sen. Ledama Olekina, MP - Member
3. Sen. Tabitha Mutinda, MP - Member
4. Sen. Hamida Kibwana, MP - Member
SENATE SECRETARIAT
1. Mr. Humphrey Ringera - Senior Research Officer
2. Mr. David Ngamate - Clerk Assistant
3. Mr. Dennis Amunavi - Research Officer
4. Mr. Stanley Gikore - Media Relations Officer
5. Ms. Hawa Abdi - Serjeant- At -Arms
6. Mr. Francis Mugi - Intern - Audio Recording Officer
7. Purity Nginyi - Attaché - DSEC
MIN/SEN/SCH/43/2025 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/44/2025 ADPOTION OF THE AGENDA

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:
(1) Minutes of the 2" sitting held on 27" February, 2025
(2) Minutes of the 4" sitting held on 6" Maich, 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 Teaching and Referral Hospital (Committee Paper No. 108);

5) Brief on the Decision of the High Court Ruling on an Interim Application in Hon.
Abdi Ibrahim Hassan v the Senate and 4 others (Committee Paper No. 109);

6) Any other business; and

7) Adjournment/Date of the Next Meeting.

MIN/SEN/SCH/45/2025 CONFIRMATION OF THE MINUTES OF
THE PREVIOUS SITTINGS

Minutes of the 4" Sitting of the Committee held on Thursday 6™ March, 2025 were
confirmed as true record of the proceedings after having been proposed by Sen. David
Wakoli, MP and seconded by Sen. Richard Onyoka, MP.

MIN/SEN/SCH/46/2025 CONSIDERATION ON_THE PETITION
REGARDING MEDICAL NEGLIGENCE
AND STAFF _INCOMPETENCY AT MOI
TEACHING AND REFERAL HOSPITAL.

1) The Secretariat presented the draft report on the petition regarding medical negligence
and staff incompetence that led to 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 remove
the ingested foreign body which was retained and later confirmed at autopsy
indicating a diagnostic error. The attendant post-discharge complications were
managed without consulting cardiothoracic surgeons which 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 stages which suggest
that surgeries may have been performed without supervision contravening both
COSECSA and KMPDC guidelines:

¢. The post-operative briefings were conducted by junior staff which is a violation of
ethical standards for transparency; and

d. While the MTRH attributed the death to ‘aspirated food particles’ the autopsy report
presented to the Committee confirmed a retained foreign body and sepsis from
unresolved airway obstruction.

(% ]
—

The Committee further observed that medical and diagnostic errors done during the
procedures and concerns raised by the petitioners were not adequately addressed by
the KMPDC which would indicate possible cover up.

4) Based on the analysis of the Submissions received the Committee made the following
recommendations-
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-

a. The Moi Teaching and Referral 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 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 clear framework that is able to provide for a comprehensive
documentation of all patient interactions, procedures, and [ollow-ups to ensure
transparency and accountability. This should include detailed clinical notes on
patient status, treatment plans, and any complications encountered during
treatment;

b. The Kenya Medical Dentists and Practitioners Council (KMPDC) should within
ihree (3) nonths of tabling this report-

i. 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 of perceived negligence;

ii. develop standardized protocols for investigating medical negligence cases that
outline the steps to be 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 with lamilies of patients
who have experienced adverse outcomes, ensuring that these processes are
facilitated by neutral third parties to promote fairness and transparency; and

iv. encourage healthcare facilities to adopt continuous quality improvement (CQI)
practices that regularly assess and enhance patient care standards. This could
involve routine audits of surgical outcomes, patient feedback mechanisms, and
interdisciplinary team reviews of complex cases

5) The Committee adopted the Report on the Petition with the proposed amendments after
being proposed by Sen. Mariam Sheikh Omar, MP and seconded by Sen. Richard
Onyonka, MP.

MIN/SEN/SCH/47/2025 BRIEF ON THE DECISION OF THE HIGH

COURT RULING ON AN _INTERIM
APPLICATION IN HON. ABDI IBRAHIM
HASSAN V THE SENATE AND 4 OTHERS

The deliberation of this Agenda was pended to the next Committee mecting.

MIN/SEN/SCH/48/2025 ANY OTHER BUSINESS

The Committee was informed that the summons by the Cabinet Sccretary, Ministry of
Health to appear before the Committee had been served and she was expected to appear on
Tuesday, 18" March, 2025.



MIN/SEN/SCH/49/2025 ADJOURNMENT

There being no other business, the meeting was adjourned at eleven o’'clock. The next
meeting will be on notic

SIGNED:



MINUTES OF THE ONE HUNDRED SIXTY SITTING OF THE STANDING
COMMITTEE ON HEALTH HELD ON THURSDAY, 21ST NOVEMBER AT
10.00 A.M. IN COMMITTEE ROOM 1, BUNGE TOWER BUILDING.

MEMBERS PRESENT

. Sen. Jackson K. Mandago, EGH, Mp - Chairperson

2. Sen. Mariam Sheikh Omar, MP - Vice-Chairperson
3. Sen. Ledama Olekina, MP - Member

4. Sen. Esther Anyieni Okenyuri, MP - Member
ABSENT WITH APOLOGY

1. Sen. Abdul Mohamed Haji, CBS, Mp - Member

2. Sen. Joe Nyutu, MP - Member

3. Sen. Erick Okong’o Mogeni, SC, Mp - Member

4. Sen. Raphae] Chimera, MP - Member

5. Sen. Hamida Kibwana, MP - Member
IN-A'!"I'ENDANCE

L. Sen. James Murango, MP - I'riend of the Committee

SENATE SECRETARIAT

I. Mr, Humphrey Ringera - Senior Research Officer
2. Ms. Florence Waweru - Clerk Assistant

3. Mr. Mitchell Otoro - Legal Counsel

4. Mr. Ryan Injendi - Research Officer

5. Mr. Dennis Amunavi - Research Officer

6. Mr. Victor Kimani - Audio Recording Officer
7. Ms. Njeri Manga - Media Relations Officer
8. Ms. Swaluha Yusuf - Protocol Officer

9. Ms. Hawa Abdi - Sergeant- at-Arms

IN-ATTENDANCE
KENYA MEDICAL PRACTITIONERS AND DENTISTS COUNCIL, (KMPDC)

1) Dr. David Kariukj - Chief Executive Officer
2) Mr. Michacl Onyango s Ag. Company Secretary
3) Ms. Eunice Muriithi - Assistant Director, Disciplinary and Ethics



PETITIONERS

1) Ms. Mercy J. Kiprono - Mother to the deceased
2) Mr. Issac Kandie - Father to the deceased
3) Dr. Vincent Mutai - Advocate

4) Mr. David Mosonik - Relative
MINISENISCI{!%WZUZ&# PRELIMINARIES

The meeting was called to order at thirty minutes past ten and the proceedings
commenced with a word of prayer said by the Chairperson, Sen. Jackson K. Mandago,

EGH, MP.
MIN!SEN!SCI-H940!2024 ADOPTION OF AGENDA

The agenda of the meeting was adopted with amendments after being proposed by
Sen. Mariam Sheikh, MP and seconded by Sen. Esther Okenyuri, MP as follows-

1. Prayers;

2. Adoption of the Agenda;

3 Confirmation of the Minutes of thel 57" and 159" Committce Meetings;

4 Matters arising from the Minutes of Previous Committec Meetings:

5. Consideration of the petition regarding an alleged medical negligence and staff
incompetency that led to the death of Ms. Annita Jepkorir at Moi Teaching and
Referral Hospital (Com mittee Paper No. 99);

6. Any other business; and

7. Adjournment/Date of the Next Mecting.

MIN!SENISCH]941!2024 CONFIRMATION OF THE MINUTES

The agenda item was deferred following re-organization of the agenda.

MIN/SENISC}U%Z!ZOM MATTERS ARISING FROM THE MINUTES
OF PREVIOUS COMMITTEE MEETINGS

The agenda item was deferred following re-organization of the agenda.

MIN/ SEN/SCH/943/2024 CONSIDERATION QF _ THE PETITION
REGARDING AN ALLEGED MEDICAL
NEGLIGENCE AND STAFE

INCOMPETENCY THAT LED TO THE
DEATH OF MS. ANNITA JEPKORIR AT MOIL
TEACHING AND REFERRAL HOSPITAL

| The Committee Sccretariat presented Committee Paper No. 99 on the petition

regarding an alleged medical negligence and stafl’ incompcetency that led to the

death of Ms. Annita J epkorir at Moi Teaching and Re ferral Hospital:

7. The Committec was informed that the Petition by Ms. Merey Cherono concerning
the medical negligence and staff incompetency that led to the death of her daughter
Annita Jepkorir at Moi Tecaching and Referral Hospital was reported to the Senate
at the sitting held on Wwednesday, 10™ July. 2024 and therealter stood committed 10

the Commitiee for constderation.



3. The Committee was informed that at a Sitting of the Committee held on Thursday,

[1™ July, 2024 the Committee resolved to seek information from the following
stakeholders- The Principal Secretary, State Department for Medical Services; The
Chief Executive Officer, Moi Teaching and Referral Hospital (MTRH); and The
Chief Executive Officer of the Kenya Medical and Dentists Practitioners Council
(KMPDC);

4. The Committee was informed that at its meeting held on T hursday, 14t November,

2024, the Committee resolved to invite the Chief Executive Officer of the KMPDC
to a meeting scheduled to be held on T hursday, 21st November, 2024 to deliberate
on the issues raised in the Petition.

5. The Committee had requested the Chief Executive officer of the KMPDU to-

1) submit a comprehensive report on dispute resolution mechanisms,
highlighting the number of complaints received within the last five (5)
years, the number of complaints resolved, the type of resolution reached,
the timelines within which such disputes were resolved and the
challenges, if any; and

2) be accompanied by Ms. Eunice Muriithi, the Legal Services Manager at
the Kenya Medical Practitioners and Dentists Council who had been
mentioned earlier during the consideration of the petition.

Submission by Kenya Medical Practitioners and Dentists Council (KMPDCQC).

6. The Chief Executive Officer informed the Committee that the Kenya Medical and

8.

9.

Dentists Practitioners Council (KMPDC) is a statutory body corporate established
under section 3 of the Medical Practitioners and Dentists Act Chapter 253 of the
Laws of Kenya. The Council is mandated to regulate the training and practice of
medicine, dentistry, and community oral health within the Republic of Kenya and
regulating all health institutions in the County;

The Committee was informed that the petitioners submitted a complaint against Dr.

Stephen Mondego, Prof. Barasa Otsyula, Dr. Alfred Wanyonyi, Dr. Ermnest Nshom
and Moi Teaching and Referral Hospital (MTRH) alleging medical negligence,
patient mismanagement, intimidation and follow-up on the second admission. The
complaint was processed and assigned DC Case N0 43 of 2021 on 12t July, 2021;

The KMPDC constituted a Disciplinary and Ethics Committee which deliberated

on the complaint and recommended a hearing be scheduled. The said hearing took
place on 12" October, 2022 whereupon all parties were required to be present,
Thereafter, the KMPDC Disciplinary Committee rendered its decision on St May,
2023;

The Committee was informed that KMPDC Disciplinary Committee held that the

complaint had merit and presented its recommendations to the KMPDC at its
meeting held in December, 2022 wherein the decision of the Committee was
upheld.



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

11,

12.

13.

a. the complaint of negligence made against Dr. Ernest Nshom, Dr. Alfred
Wanyonyi and Prof. Barasa Otsyula Khwa be dismissed;

b. Dr. Stephen Ondigo and MTRH to mediate with the Estate of the Late Anita
Jepkorir jointly and severally with a view (0 making restitution and thereafter
inform the Council after 90 days from the date thereof; and

. Dr. Stephen Ondigo was directed to pay a fine of Kshs. 200,000/~ and the
MTRH was directed to pay a fine of Kshs. 350,000/- within fourteen days from

s5th May, 2023.

The Committee was informed that through a letter dated 14" December, 2023, Dr.
Wilson Aruasa, the then Chief Executive Officer of the MTRH, informed KMPDC
that mediation: efforts had not yielded any results allegedly because the petitioner
had refused to participate and consequently the mediation process had collapsed:

The Committee was informed that since 1999, the KMPDC had received 1,599
cases of alleged medical negligence and highlighted that it faced challenges related
to delays in receiving requisite documents from respondents, lack of full time
Disciplinary and Ethics Committee members which hinders the frequency of

meetings, Change of legal representation by parties mid-way through the process,
budgetary constraints and limitations of its mandate;

The petitioners informed the Committee 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 the KMPDC. They mentioned
one Mr. Zablon Ogeto, an employee of the KMPDC and a Mr. Isaac Obundo, a
blogger as some of the individuals who posed challenges to the family during their

quest for justice.

Committee observations

14. The Commitiee observed that-

a. there were discrepancies in the dates of the order of events as submitted by
KMPDC compared to the dates :dicated in the petitioner’s submissions;

b. the performance of the KMPDC in dispute resolution was incfficient and there
is need to instil professionalism . the conduct of front office personnel and
officers tasked with the duty of receiving and making follow-up on the
complaints raised by different stakeholders;

c. KMPDC should endeavour to conduct inspections 1o healthcare facilitics and
especially those with perennial reports of alleged malpractices in order 10
ascertain the levels of service delivery first-hand;

d. KMPDC shouid explore a collaborative framework with the Commission for
University Education (CUE) in order to provide proper oversight to medical
(raining institutions noting that therc is a direct relationship between training

and practice;



Committee resolutions.
15. The Committee resolved-
a) to consider all the submissions and evidence received on the petition on the

alleged medical negligence and staff incompetence that led to the death of Ms.
Annita Jepkorir at Moj Teaching and Referral Hospital so as to develop its
report; and

b) that the Kenya Medical Practitioners and Dentists Council (KMPDC) should
submit a comprehensive report on dispute resolution mechanisms, highlighting
the number of complaints received within the last two (2) years, the number of
complaints resolved and the type of resolution(s) reached:

MIN/SEN/SCH/944/2024 ANY OTHER BUSINESS

Members were informed that the Committee working retreat was scheduled to take
place from 21% — 24" November. 2024 in Kiambu County to consider stakeholder
submissions on the Tobacco Control (Amendment) Bill, 2024 (Scnate Bills No. 35 of
2024).

MIN/SEN/SCH/945/2024 ADJOURNMENT

There being no other business, the meeting was adjourned at thirty minutes past one
o’clock. The next mecting will be called on notice.

SIGNED: \ il asiseensmeutiol ( .... i .................. DATE
“N. JACKSON K. ARAP MANDAGO, EGH, MP
(CHAIRPERSON, COMMITTEE ON HEALTH)



MINUTES OF THE ONE HUNDRED AND FIFTY-FIFTH SITTING OF THE
STANDING COMMITTEE ON HEALTH HELD ON TUESDAY, |5T
OCTOBER IN MINI-CHAMBER- FIRST FLOOR- COUNTY HALL,
PARLIAMENT BUILDING AT 10.00 A.M.

PRESENT
l. Sen. Jackson K. Mandago, EGH, Mp - Chairperson
2. Sen. Mariam Sheikh Omar, MP - Vice-Chairperson
3. Sen. Abdul Mohamed Haji, MP - Member
4. Sen. Hamida Kibwana, MP - Member

Sen. Esther Anyieni Okenyuri, MP - Member
ABSENT WITH APOLOGY
. Sen. Erick Okong’o Mogeni, SC, MPp - Member
2. Sen. Ledama Olekina, MP - Member
3. Sen. Joe Nyutu, MP - Member
4. Sen. Raphael Chimera, MP - Member
INATTENDANCE
I. Hon. Geoffrey Mulanya, MP - Friend of the Committee
SECRETARIAT
I. . Mr. Humphrey Ringera - Senior Research Officer
2. Ms. Florence Waweru - Clerk Assistant
3. Mr. Mitchell Otoro - Legal Counsel
4. Mr. Ryan Injendi - Research Officer
5. Mr. Dennis Amunavi - Research Officer
6. Mr. Victor Kimani - Audio Recording Officer
7. Ms. Njeri Manga - Media Relations Officer
8. Ms. Swaluha Yusuf - Protocol Officer
9. Ms. Hawa Abdi - Sergeant- at-Arms
INATTENDACE PETITTIONERS
I. Ms. Mercy J. Kiprono - Mother to the deceased
2. M. Issac Kandie - Father to the deceased
3. Mr. Vincent Mutai - Advocate to the Petitioners
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MOI TEACHING AND REFERRAL HOSPITAL

1. Dr. Phillip Kirwa - Chief Executive Officer

2. Dr. Stepehen Odongo - Medical Specialist

3. Mr. Josphat Kirima _ Head of Dispute Settlement Services
KENYA MEDICAL PRACTIONERS AND DENTISTS COUNCIL

1. Dr. David Kariuki - Chief Executive Officer

2. Mr. Michael Onyango - Ag. Company Secretary

MIN/SEN/SCH/908/2024 PRELIMINARIES

The meeting was called to order at thirty minutes past ten and the proceedings
commenced with a word of prayer said by the Chairperson, Sen. Jackson K. Mandago,
EGH, MP.

MIN/SEN/SCH/909/2024 ADOPTION OF AGENDA

The agenda of the meeting Was adopted with amendments after being proposed by
Sen. Abdul Mohamed Haji, MP and seconded by Sen. Mariam Sheikh Omar, MP as
follows-

1. Prayers;

2. Adoption of the Agenda;

3. Consideration of the Petition regarding an alleged medical negligence and staff
incompetency that led to the death of Ms. Annita Jepkorir at Moi Teaching and
Referral Hospital (Committee Paper No. 94)

4. Any other business; and

5. Adjournment/Date of the Next Meeting.

MIN}SENISCHI‘MG!Z@_ CONSIDERATION OF THE PETITION
REGARDING AN ALLEGED
MEDICAL NEGLIGENCE AND STAFF
lNCOMPETENCE THAT LED TO THE
DEATH OF_ MS. ANITTA JEPKORIR
AT MOI TEACHING AND REFERAL
HOSPITAL

1. The Committee Secretariat presented Committee Paper No. 94 that highlighted the
issues raised in the Petition and the Prayers sought by the Petitioner regarding an
alleged medical negligence and staff incompetency that led to the death of Ms.
Annita Jepkorir at Mol Teaching and Referral Hospital;

5 The Committee was informed that the petitioners had prayed that the Senate-

2. Investigates the happenings at the hospital that led to the loss of life and the
doctors involved with a view to ensure that justice prevails for the deceased
and the family; and

b, 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 Ms. Anita.
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