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ABSTRACT

Patient safety is an important issue for hospitals. However, despite
efforts to reduce patient harm, adverse events continue to occur. Sudden
or unexplained death, the most serious outcome of patient harm,
requires mandatory reporting to the coroner. This study set out to
examine the language used in coronial investigation reports, as a way of
exploring a new perspective of patient safety. Using critical discourse
analysis, the study has examined a coronial investigation report
published in May 2020 and relating to a March 2018 death in a health
care facility. Using Fairclough’s (1989) model and method of critical
discourse analysis (CDA), the thesis examined the ways in which
language is used in the coronial investigation report that frames patient
safety. The analysis of the language indicated three discourses: legal,
medical, and patient safety/harm. It identified the de-personalised nature
of the interactional context of the report and the narrow focus that
excluded many aspects of the broader sociocultural context. The findings
suggest that hospitals should use proactive strategies with reactive
investigations and that is important to think about a wider range of

perspectives than those presented in the coronial investigation report.
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CHAPTER ONE: INTRODUCTION

In this introductory chapter, | provide an overview of my research aims,
outline my position as the researcher and how the concept of patient safety
and unexpected harm in health care became a topic for my research. To
provide context for the reader, | have outlined the role of the coroner in
Australia and the importance of coronial investigations in the context of
patient safety in health care. Following this, | have outlined patient safety

and its evolvement in Queensland.

1.1 Research aims

This research aims to examine, from a critical discourse analysis
perspective, how the chosen coronial investigation report represents patient
safety. Coronial investigation findings are used to inform patient safety
systems in Queensland public hospitals and the language used in the report
is an important consideration when examining patient safety and patient
harm in health care. This research offers a distinctive perspective to the

current literature on preventable death in health care in Queensland.

1.2 Position of the researcher

I have worked within health care for over 30 years, including as a clinician
in perioperative, critical care, cardio-thoracic surgical and intensive care.
Subsequent roles as a patient safety officer (PSO) in two Queensland
Health hospitals led to an interest in patient safety and harm reduction in
health care. As a PSO | was directly involved in multiple investigations
related to preventable patient harm. Core functions of the PSO role include
convening and overseeing meetings with key staff to review the
circumstances surrounding episodes of patient harm, coordinating

investigative reviews, and assisting in the development of recommendations



to be implemented to reduce the risk of an undesirable outcome from similar

circumstances in future.

Working as a PSO drew my attention to many points of health care
delivery within Queensland Health, where patients were potentially
vulnerable or experienced preventable harm. During my time in previous
clinical roles, | became increasingly aware that, despite numerous internal
reviews including formal root cause analysis investigations, system reviews,
new or revised policy and procedure documents and staff education, | saw

inconsistent change that improved patient safety within all clinical areas.

Reportable deaths associated with health care delivery or failure to
provide health care are referred to the coroner (Queensland Courts, 2021).
As part of a coronial investigation, subsequent findings and
recommendations are recorded. The findings and more specifically the
recommendations are provided to health care facilities to mitigate
unexpected death or harm in health care in a similar set of circumstances.
Given the authoritarian nature of the coronial investigations and the
recommendations that follow, | considered that reviewing a coronial
investigation report could add potential insights into a previously unexplored

area of patient safety.

1.3 The role of the coroner in Australia

The history of the Australian judiciary traces back to England and
colonisation (Freckelton, 2007, 2018; Mcllwraith & Madden, 2009). It was
not until the death of Azaria Chamberlain in 1980 that the coroner’s role and
police processes were evaluated and reviewed (Freckelton, 2007, 2018;
Mcllwraith & Madden, 2009). What followed was a transformation in the
coronial system and establishment of forensic medicine institutes
(Mcllwraith & Madden, 2014).

Many sudden and unexpected deaths that occur in health care are
categorised as ‘reportable’ deaths, including those following the provision of
care and/or a failure to provide health care. After notification of a ‘reportable’
death, the coroner decides whether a coronial investigation is required



(Freckelton, 2007, 2018; Freckelton & Ranson, 2006; Gandhi et al., 2018;
Leape, 1999; Patton, 2015). The objective of contemporary public health
law in Australia is the regulation of people and activities, in an attempt to
ensure and maintain the wellbeing of the population at large (Mcllwraith &
Madden, 2014; Middleton & Buist, 2014; Saar et al., 2017). Statutory bodies
throughout Australia institute and oversee regulations and requirements
concerning a wide variety of issues, including investigation into causes of
death in certain circumstances (Mcllwraith & Madden, 2014). Coronial
inquest findings are deemed a matter of public interest and, as such, are
available in the public domain. Public interest in this instance refers to any
event or issue that affects the good order and functioning of community and
government matters (Mcllwraith & Madden, 2014, Starr, 2019; The State of
Queensland (Queensland Courts), 2018). The release of the inquest
findings is deemed to add to public health and safety and general welfare
with an overarching role of avoiding mortal harm in a similar set of
circumstances in the future. Further, the role of the coroner is to ensure that
sudden or unexpected deaths are accounted for and to reveal criminal and
negligent activity and identification of otherwise harmful practices
(Freckelton, 2018; Mcllwraith & Madden, 2014). In relation to health care
provision, the coroner investigates deaths that occur suddenly, are of
unknown cause and occur during or shortly after surgery or other invasive

procedures.

The coroner is a magistrate and is given jurisdiction with wide ranging
powers in all Australian states (Mcllwraith & Madden, 2014; Starr, 2019). A
powerful function of a coronial inquest is the public scrutiny of unsafe
practices that provides the impetus for education and social change.
Coronial inquests are a source of valuable information informing and guiding
government departments such as health care facilities, with
recommendations requiring that the department/s respond with actions that
will reduce the incidence of death occurring in similar circumstances. The
recommendations are meant to advise, shape, and improve patient safety

systems and strategies within health care.



Under the Coroners Act 2003 (Section 12 (2) (b)), coroners are
responsible for investigating reportable deaths that occur in Queensland.
coroners investigate deaths that are ‘unnatural’, such as accidents, suicides,
or homicides, deaths in custody or care, and deaths from unknown causes
(Queensland Parliamentary Council, 2020). An unexpected death in health

care is required to be reported to the coroner in the following circumstances:

Healthcare-related deaths.

Death following provision of health care.

Deaths following the failure to provide health care.

Violent or unnatural death.

Death in care.

“Cause of Death” certificate not issued and not likely to be issued.

(Queensland Parliamentary Council, 2020; The State of Queensland
(Queensland Courts), 2018).

The investigation determines the identity of the deceased person, where
they died, how they died and the medical cause of death. Upon completion
of a coronial investigation, the coroner is required to make written findings
about the deceased and recommendations to prevent similar deaths
occurring in the future (Queensland Parliamentary Council, 2020). A copy of
the completed findings and recommendations are provided to the health
care facility where the death occurred, the Patient Safety and Quality
Improvement Service, Queensland Health and the family of the deceased
(The State of Queensland (Queensland Courts), 2018).

The coronial investigation report provides a clear and concise description
of the chain of events, findings, and recommendations. The Coroners Court
Act 2003 allows a coroner to make recommendations as part of their
findings following an investigation. These can be made to any government
minister or public statutory authority or other entity that may help prevent
similar deaths (The State of Queensland (Queensland Courts), 2018;
Queensland Parliamentary Council, 2020). The coroner cannot make a
finding that a person is guilty of an offense or is civilly liable but can refer a

matter to the Director of Public Prosecutions or a disciplinary body such as



the Australian Health Practitioner Regulation Agency (AHPRA) for
consideration and possible further action (The Australian Health Practitioner

Regulation Agency, 2021).

The recommendations and findings within a coronial inquest are directed
to government agencies to improve practice, process, policies, and
legislation to prevent similar deaths in the future given a similar set of
circumstances. A formal written response must be made to all coronial
recommendations within three-months, stating the actions that have been
taken to prevent a similar set of circumstances occurring (Queensland
Parliamentary Council, 2020). In Queensland, a response to coronial
recommendations occurs to provide comfort and information to families and
in the interest of public transparency (Queensland Parliamentary Council,
2020). Not all recommendations are instigated, although consideration and
a response are provided to them all. The response outlines the
considerations given by Queensland Health and, in some cases, the
implementation of recommendations including the coroner’'s comments and
the role public health law plays in informing the public (Middleton & Buist,
2014; Queensland Parliamentary Council, 2020).

Given the wide-ranging reaching powers of the coroner and the influence
that findings, recommendations, and conclusions may have in public health
discourse, an examination of the language, which frames harm reduction
and patient safety, is necessary. To date, there has been extensive
research on patient safety and harm reduction in health care and often this
is informed by coronial findings, recommendations, and conclusions
(Corrigan et al., 2015; Duckett & Jorm, 2018; Emanuel et al., 2008;
Runciman & Lumby, 2020; Runciman & Merry, 2003; Runciman et al., 2003;
Runciman et al., 2007; The State of Queensland (Queensland Courts),
2018). However, currently the literature is deficient of exploration of
preventable death in the context of patient safety through examination of

language and discourse.



1.3 A brief history of patient safety

Two seminal reports published in 2000 changed the way patient harm in
health care was viewed and reported worldwide. First was the Institute of
Medicine (2000) report: To Err is Human: Building a Safer Health System
and second, An Organization with a Memory (UK Department of Health,
2000). Conventional thinking in relation to patient safety and patient harm
was challenged by these reports globally (Berwick & Leape, 1999;
Donaldson & Philip, 2004; Emanuel et al., 2008). Following these two critical
reports, attention turned to patient safety: how it occurs, how it is reported,
the response within health care and how it is managed (Berwick & Leape,
1999). A key shift was a move away from blame and punitive action relating
to individuals, to organisational failure (Leape & Berwick, 2005; Leape et al.,
2009). System failure and organisational culture were identified as key
features of patient harm in health care (Berwick, 2016; Berwick & Leape,
1999; Institute of Medicine, 2000; UK Department of Health, 2000; Vincent
& Coulter, 2002).

In 2005, media scrutiny of patient harm incidents at the Bundaberg
Hospital in Queensland resulted in the establishment of the Davies
Commission of Inquiry to review public demand for reform, health
department restructure and process improvement for health care complaints
(Habiba, 2014; Healy, 2016; Healy & Braithwaite, 2006; Morton, 2005; The
Health Quality and Complaints Commission, 2005). An increased safety
consciousness and awareness of health care improvements in patient
safety and harm reduction was noted as disappointingly slow in producing
positive outcomes (Leape & Berwick, 2005; The Health Quality and
Complaints Commission, 2005). Substantial shifts in practice have occurred
in response to these findings and health care governance has moved
toward greater accountability to the public and other key stakeholders.
Regulatory strategies have been adopted, aimed at building patient safety
culture, quality improvement processes, mandatory reporting and peer
learning (Duckett, 2020; Duckett & Jorm, 2018; Healy, 2016; Healy &
Braithwaite, 2006; Wakefield et al., 2010).



Reason (2000) argues that safety design in health care must consider
both human factors and system factors. The systems approach considers
that human beings are fallible, and errors will occur (Reason, 1990, 2000,
2017; Saar et al., 2017). Error in this instance is defined as a violation, slip
or lapse in implementing an imperfect procedure (Larouzee & Le Coze,
2020; Reason, 1990). Organisational systems and human error have been
extensively explored within the literature (Duckett, 2020; Duckett & Jorm,
2018; Lupton, 1992; Reason, 2000). To gain a deeper understanding of
human error, interventions are increasingly designed to reduce the
occurrence of errors and to minimise harm (Kelly, 2016; Pedersen &
Mesman, 2021; Reason, 2017; Runciman & Lumby, 2020; Runciman et al.,
2007; Waring & Rowley, 2011).

In theorising the systems approach, Reason (1990) introduced the
analogy of the layers of Swiss cheese pieces, as illustrated in Figure 1. It
was proposed that, if all the holes line up on layers of Swiss cheese,
defensive barriers represented by the cheese are absent or overlooked and
error can occur despite the best intentions. In a complex system, error can
be prevented from causing harm by a series of barriers. This model has
been applied and explored extensively to describe harm and error in health
care since its first publication in 1990 (Larouzee & Le Coze, 2020; Reason,
1990, 2000, 2017; Runciman & Merry, 2003; Runciman et al., 2003).

Latent Conditions

Defenses

Error Trajectory
(Accident)

Figure 1: Swiss cheese model of error (Reason, 2000, p. 769)



The volume of literature exploring the multiple aspects of patient harm is
vast and, due to the immense volume of literature relating to patient safety,
it is beyond the scope of the literature review to explore every strategy,
approach, process, and outcome related to patient safety at the local level.
The literature included here explores the way patient safety has been

conceptualised over time.

Since 1999, patient safety discussion has included conversation towards
improving and refining health care delivery practices and management
toward constructing health care practice to be the safest it can possibly be
to reduce preventable harm. This has encompassed examination of human
factors, human performance, and system failure (Leatherman & Berwick,
2020). Exploration and theories of error and harm moved from a culture of
blame toward examination of human factors, technology, and system failure
(Kelly, 2016). This included the fundamentals of improving patient safety
and preventable harm (unexpected death): communication, movement away
from human infallibility and the development of a non-punitive reporting of
adverse events and contributing factors (Corrigan et al., 2015; Hofheinz,
2019).

It is close to 20 years since the publication of To Err is Human and An
Organisation with A Memory; yet preventable harm and unexpected death in
health care remain (Donaldson, 2021; Donaldson, 2002; Emanuel et al.,
2008; Leatherman & Berwick, 2020; Runciman et al., 2007; UK Department
of Health, 2000). Resource intensive interventions intended to improve
patient safety and reliability of health care have been implemented,
examined, and measured extensively. Despite the extensive identification of
factors that contribute to patient harm, unintended harm and unexpected
death continue to occur in health care. Complete transparency is required
as we move into a more contemporary era of patient safety and health care
(Corrigan et al., 2015; Leatherman & Berwick, 2020).

Patient harm and human error are studied and investigated from multiple
perspectives: human error, system failure, under regulation, over regulation,

poor leadership, and communication breakdowns between teams. However,



the language that frames patient safety has only begun to be examined
(Waring, 2009; Waring et al., 2016; Waring & Rowley, 2011).

1.4 Setting the scene: Patient safety

There are many definitions to describe patient safety. The Institute of
Medicine report: To Err is Human: Building a Safer Health System (Institute
of Medicine, 2000) describes patient safety as the “freedom from injury.”
The World Health Organisation (2021) expresses that patient safety
endeavours should “prevent harm to patients during the process of health
care itself” and as “the absence of preventable harm to a patient during the
process of health care” (World Health Organization, 2021). The Australian
Institute of Health and Welfare (AIHW) describes the safety of the health
care system, as defined by the National Health Performance Committee, as
relating to the avoidance or reduction to acceptable limits of actual or
potential harm from health care management, or the environment in which
health care is delivered (Australian Institute of Health and Welfare, 2018,
2021; The National Health Information and Performance Principal
Committee, 2017).

Patient safety is about harm minimisation and risk mitigation in a high-risk
industry, such as health care delivery to people, where patients are in a
vulnerable situation. It is only in recent times that health care delivery has
been acknowledged as a high-risk environment in which patients and staff

are interacting daily (Dixon-Woods et al., 2010).

Runciman and Lumby (2020) define a system as a collection of two or
more interacting parts. The system of health care delivery in hospital is
complex and the number of possible interactions is such that predicting its
long-term behaviour on the basis of knowledge of its component parts
becomes extremely difficult or at times impossible (Dekker et al., 2011;
Pype et al., 2018). Perrow (2011) maintains that accidents are inevitable in
complex systems. Indeed, health care delivery occurs in a very complex

system, comprising patients, staff, infrastructure, therapeutic agents, and
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technology all interacting in highly complex, infinitely variable ways (Holden
et al., 2020; Leape, 2021b; Reason, 2000, 2017).

Health care occurs in a complex organisation which shares features with
other hazardous high technology systems such as aviation, railways, marine
operations, and nuclear plants (Carayon & Wood, 2010; Carayon et al.,
2021). Health care takes place in a highly diverse environment (Duckett,
2020; Duckett & Jorm, 2018). The tasks of care delivery are widely diverse
as are how they are carried out. The consumers of healthcare services are
vulnerable, seeking healthcare due to illness or injury. Activity patterns
within healthcare require human involvement and communication of
information in an uncertain and often unregulated way (Hofheinz, 2019;
Runciman & Lumby, 2020). Patient safety related issues include addressing
human error and the contributing causes as a broader approach to systemic
failure (Allen et al., 2016; Karkhanis & Thompson, 2020). Approaches to
patient safety and harm focused on the underlying causes of adverse
events and lessons learnt (Allison & Peters, 2021; Donaldson et al., 2021;
Donaldson & Philip, 2004; Karkhanis & Thompson, 2020; Peerally et al.,
2017; Singh, 2018).

1.5 Human factors and patient safety

Human factor principles acknowledge that human beings are fallible, and
error will occur if vigorous systems are not in place to prevent error. The
person-centred (punitive) approach was often the method taken in health
care historically where an error in health care was explored (Carayon &
Wood, 2010; Leape, 2021a, 2021b, 2021c; Parker & Davies, 2020). The
person approach focuses squarely on the errors made by individuals,
attributing blame (Carayon & Wood, 2010; Carayon et al., 2021; Reason,
2000, 2017). Although often not a productive or helpful method on a
personal level, it does assume that people are their own agents and are
capable of choosing between safe and unsafe modes of behaviour
(Carayon & Wood, 2010; Gartrell & White, 2021; Holden et al., 2020; Parker

& Davies, 2020). This approach focuses on the individual as the starting
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point of an error, isolating unsafe acts outside of the context in which it
occurred. The greatest risk is that, in a situation where the same set of
circumstances is present, the error may occur again and may result in a
more serious outcome (Reason, 2000). This approach does not seek out
the error provoking factors that may be present and can be harmful to
clinicians and the reluctance to report error for fear of career damage
(Parker & Davies, 2020).

The systems approach acknowledges human fallibility. In this approach,
errors are seen as consequences rather than causes related to poor system
design (Reason, 1990, 2000, 2017). Counter measures are taken
proactively, knowing that human nature cannot be altered but the conditions
in which humans work can be changed to accommodate this (Carayon &
Wood, 2010; Carayon et al., 2021; Carayon et al., 2014; Corrigan et al.,
2015; Reason, 2000). Safety barriers and defence mechanisms are put in
place to prevent error and to prevent patient harm (Holden et al., 2020;
Pype et al., 2018). This approach acknowledges that human variability and
fallibility are a component in considering patient safety (Carayon et al.,
2021; Carayon et al., 2014).

This chapter has explored the role of the coroner and patient safety.
Patient safety and patient harm in health care continue to challenge health
care professionals. There is no quick fix or an easy answer. Modern health
care delivery is extraordinarily complex (Pype et al., 2018). The risk of harm
in health care is still present. Patient safety and prevention of harm have
become a health care discipline that is evolving, with the aim to understand

and contribute knowledge to reduce the risk of error and preventable harm.
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CHAPTER TWO: SETTING UP
THE STUDY

This chapter outlines the document chosen for analysis, trustworthiness
in research, critical discourse analysis as a research theory, critical
discourse analysis as a research methodology, ethics, and trustworthiness
in research. | will then discuss how the critical discourse analysis model was

used in this study, and associated ethics.

The report that was chosen was within the last five years, did not include
infants, children, suicides, a high-profile inquest or an inquest where legal
proceedings have taken place or are known to be taking place. In addition, it
was ensured that the report chosen did not contain any identifying notations,
such as patient, family and staff names, and the hospital in which the death

occurred.

2.1 Trustworthiness

| have confidence that the findings of this study are credible. Fairclough
(2015) provided guidelines for the linguistic analysis of text and the journal
article included in Chapter Three contains examples of the linguistic
analysis that was conducted. Other researchers should be able to see how
the analysis was conducted. This provides evidence of the processes
followed and the trustworthiness of the study (National Health and Medical
Research Council, 2021). As a researcher, | have confidence that the
credibility and the findings acknowledge the multiple truths within the
coronial investigation report. Integrity in critical discourse analysis data
examination was ensured through the data collection parameters and
adherence to critical discourse analysis principles (Patton, 2015). This was
done as an inductive approach. | anticipate that the study could be easily
replicated for further analysis of coronial inquest reports and similar

documents.
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2.2 Research design

The completed document analysis, A critical discourse analysis of a
Queensland coronial investigation report, forms the work undertaken to
meet the requirements of the Master of Professional Studies (MPSR). Using
a critical discourse analysis lens as a theoretical framework, the study
examined the language within a single Queensland coronial investigation

report.

The aim of this research was to explore the language used in a
coronial investigation report as a pilot for more broadly focused research
into patient safety in health care. Although this study was limited to an
analysis of one report, the aim was to work with critical discourse analysis
and to conduct a detailed analysis of the language used within the report, as
a way of determining the discourses that were used. The questions

informing this research were:

1. What does a critical discourse analysis lens reveal about the discourses
within a coronial investigation report?

2. How is patient safety constructed within a coronial investigation report?

Connective statements were identified to examine the link between
sentences and ideas. Sentence construction was reviewed, including
interactional control and complexity of ideas. The analysis moved through
processing analysis of text production and consumption in line with
Fairclough’s model (Fairclough, 1992, 2015, 2020). This included
consideration of power, coherence of the text and intertextual
connectedness within the text itself. As the model suggests, text, production
and consumption, and social analysis are intermingled, and this component
was included in the analysis. Finally, sociocultural practice through a social

analysis of the discursive events was examined. This included socio-cultural
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practice, power relations, ideologies, and ruling/dominant social or political

context that the discourse may produce.

An examination from a critical discourse analysis perspective allowed for
revelations which can inform public health discourse, organisational
reflection, and accountability. Lupton (1992) explains that discourse analysis
allows for exploration of the contemporary culture and society and linking it
to social change. The method of CDA will allow for a micro investigation
focusing on the rhetorical devices, linguistic structure, the context (coronial
inquest and unexpected death in health care) and the ideology, which is
produced within the themes of patient safety and preventable death. The
research aims, through the analysis of a single coronial report, to provide
insights into how the report works within the health care system, and
hopefully this might offer some insights to assist future thinking about how to

enhance patient safety and reduce patient harm.

The report chosen for analysis was 2018/1021 Non-inquest findings into
the death of FD (Kirkegaard, 2020). The key themes listed in the report
include “Percutaneous Endoscopic Gastrostomy (PEG); post-PEG insertion
care & complications; rural hospital presentation; delayed recognition &
response to sepsis; Adult Sepsis Pathway; RESIST Sepsis Program;
Queensland Sepsis Collaborative; delayed acceptance for interhospital
transfer; management of urgent interhospital transfer from rural hospital to

regional tertiary hospital. The full report is provided in Appendix C.

2.3 Critical discourse analysis as a research
theory

Critical discourse analysis (CDA) is an interdisciplinary methodology for
the study of language (Fairclough, 1995). CDA developed from the fields of
critical semiotics and critical linguistics. Critical discourse analysis examines
language and how it is used with consideration of the context it occurs in
(Jargensen & Phillips, 2002). This context includes the social, cultural, and
political environment in which it is occurring. Wodak and Chilton (2005)

stated that CDA is a theory stemming from linguistics.
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It combines academic contributions from the social sciences, language
philosophy, francophone discourse analysis and systemic functional
linguistics (Wodak & Meyer, 2016). The blending of these different
approaches provides a dynamic dimension as an analytical tool for
investigation and scrutiny to ensure capture of elusive and indirect
nuisances in text and speech as discourse (Wodak & Meyer, 2016). The
language used in the coronial inquest reports, findings and
recommendations is a social practice which influences patient safety

discourse within health care.

Fairclough’s (1992, 2015) work is the most appropriate model for this
research as it provides a way of understanding how language, as part of the
social world, occurs in health care in the presence of patient mortality.
Understanding how and why the language is used to describe and discuss
patient safety and patient harm in the chosen coronial inquest report will
provide a way to understand the relationships between people or groups of
people, as well as the context (Fairclough, 1992, 2015). Additionally, a
critical discourse analysis can reveal what the text leaves out, and how text
transforms social realities represented by the discourse (van Leeuwen,
2018).

To describe how discourse works, Fairclough (1992) developed a model
(Figure 2) that explains the relationship between text, interaction, and
context. The three-dimensional framework envisages that every
communication event comprises the three dimensions of text, discursive
practice, and social practice in a unity of social structure. Text is central to
the model and results from the interaction, and the processes of both
production and interpretation are dependent on context (Fairclough, 1992,
2015).



Description
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. Interpretation
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Text production and
consumption

\|

Discourse practice

Text I
(processing analysis)
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: — — Explanation
Sociocultural practice

(social analysis)

Figure 2: Fairclough’s critical discourse analysis model (Fairclough,
2015, p. 58)

CDA seeks to explain why and how language (text and speech) does
the work that it does, and who benefits (Fairclough, 1992, 2015). Text
involves language and its interaction and context within the social and
material world (Fairclough, 1989, 1995). Language is a sign that provides
evidence of how the social world works (Fairclough, 1992). To understand
the use of critical discourse analysis in the examination of the coronial
investigation report, a brief history will be discussed to provide context along

with a brief introduction to the underpinning theory.

Multiple health care disciplines are represented within health care. Within
each discipline there is a specific and shared ‘discourse’ associated with
that profession, with an agreed understanding of its language and context
(Fairclough, 1989, 1992, 1995, 2015). Discourse reflects the world in which
it occurs, and it projects imaginary, representations of possible worlds which
are distinctly dissimilar from the actual world (Fairclough, 1989). Tension
exists within the text, contingent on the directions it is projecting (Fairclough,
1992). These complex relationships between the people involved in the
exchange of discourse and the variables within everyone, may either
complement or compete, dominate, or defer. Fairclough explains that
different discourses are different perspectives of the world, and they are
associated with the different relationship’s groups have in and with the
material world. They are also dependent on the positions individuals hold,
social and personal identities, and the social relationship and authority

gradient they have with other people (Gee, 2015). Language is bound with
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ideology, and it cannot be understood without consideration of this and the
context in which occurs in (Fairclough, 2020; Gee, 2015).

The practice of ‘language’ is a key part of social practice. A phenomenon
itself, language reflects, constructs and frames meaning (Fairclough, 1989,
1992, 1995, 2015, 2020). As a social semiotic, language is powerful, as a
tool, and can construct a situated reality (Fairclough, 2015) (Wodak &
Meyer, 2016). Language, when socially situated, can be especially
influential and potent. Fairclough (1992) asserts that language is not neutral
and is always ideological. In this sense, language plays a dominant role in
influencing reality and shaping accepted truths. As the social practice of
language is not neutral, discourse constructs in specific ways to represent a
produced reality. Through this understanding, it can be affirmed that
language is never arbitrary or impartial (Fairclough, 1995, 2020; Jgrgensen
& Phillips, 2002; Wodak & Meyer, 2016).

2.4 Critical discourse analysis as a methodology

Critical discourse analysis as a methodology encompasses the process
of deconstructing and critiquing language and the socially situated context in
which it occurs (Fairclough, 1989, 1992, 1995, 2015). CDA explores the
idea that discourse is shaped and influenced by social structure and culture.
As a methodology, it seeks to signify discursive practice as ways of being in
the world that denote accepted roles and identities. CDA exposes
sociocultural practice and links discourse, both text and dialogue, as

representative of the world in which it occurs (Fairclough, 2020).

CDA as a methodological approach allowed for exploration beyond the
signs contained in the coroner’s investigation report findings. CDA aims to
analytically discover opaque relations of interconnection, such as seen in
health care between broad practices, proceedings and texts, and wider
social and cultural structures (Waring & Rowley, 2011). Utilising CDA

facilitated an unimpeded (no field work) investigation, allowing the
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researcher to analyse the coronial investigation report. This was particularly
important during the COVID-19 lockdowns that impacted on face-to-face

research.

Fairclough (1995) suggests that discourse is the use of language as a
form of social practice and discourse analysis dissects how discourse works
within a specific sociocultural political setting. Language as social practice
specifically within health care facilities is specific, yet not clearly defined.
Whenever discourse as text or talk is exchanged or provided, it is done so in
ways that may have predetermined social effects. Even when social actors
believe they are using language that contains no or little social influence,
within the structure, there is social influence and social effect which maintain
or change consequences (van Leeuwen, 2018). Fairclough (1989) explains
that social actors internalise what is socially produced and submitted within
society to engage in social practice and discourse. Discourse, therefore, has
a powerful role in cognitive interpretations. Discourse holds the power to
influence large social structures and society. Fairclough (2020) explains that
discourse constructs knowledge, attitudes, social relationship, and identities.
Critical discourse analysis questions how discourse creates, maintains, and

guestions domination and power relationships.

Through critical discourse analysis, this research seeks to examine the
social structure contained within the coronial inquest report findings, to
uncover how this specific discourse structure influences, produces,

reproduces, and challenges patient safety construction.
This included consideration of:

What experiential values do the words have?

What relational values do the words have?

What expressive values do the words have?

What metaphors are used?

What experiential values do grammatical features have?
What relational values do grammatical features have?

What expressive values do grammatical features have?

E BB

How are (simple) sentences linked together?
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9. What interactional conventions are used?

10.What larger-scale structures doe the text have?

(Fairclough, 1989, pp. 110-111)

CDA describes the analysis of the textual dimension of discourse as
informed by systemic functional linguistics, focusing on aspects of a text,
vocabulary, grammar, cohesion, and macro-textual structure (Fairclough,
1995, 2020). With the complex relationships between the people involved in
the text exchange and the variables within, everyone may complement each
other, compete, dominate, or defer. Discourse must be considered as part
of the resource ‘tool kit’ that people deploy in relating to one another,
maintaining separation, cooperating, competing, dominating, and seeking to
change the ways in which they relate to one another (Fairclough, 1989,
1995).

Despite extensive investigations into preventable patient harm, patient
safety and unexpected death in health care, harm and deaths still occur.
Literature searches failed to identify any papers examining the language
used in coronial inquest reports or how these influence patient safety
systems in Queensland health care facilities. The overall aim of this
research is to provide a CDA perspective in the realm of patient safety

system development.

The discourse analysis followed the CDA model, beginning with the ten-
step textual analysis process (Fairclough, 2015). The analysis included
establishing the context. This involved reflecting upon the wider context
which was explored within the literature review. Exploration of the
production process followed, examining the production of the source
material (a coronial investigation report), including the layout of the report.
The material was then prepared through a coding strategy identifying the
key language features. Coding the material allowed for the process of
examining the structure of the text. From this point, a closer review of the
material and examination of the discourse fragments followed. The next

step was identifying linguistic and rhetorical mechanisms, such as word
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groups and grammatical features, rhetorical literacy features, direct and
indirect speech, modalities and evidentialities. The final part of the analysis
completes with a presentation of the findings. The presentation of the

findings is included in the article in Chapter Three.

Fairclough’s critical discourse analysis model describes the three levels
of analysis: Description of the language; Interpretation of the interactional
context/relationships; Explanation of the sociological cultural context.
Fairclough’s guidelines spell out the analysis/description of the language

that is required for a thorough critical discourse analysis.

2.5 Ethics

Ethical conduct involves acting in the right spirit, out of respect and
concern for the welfare of one’s fellow creatures (National Health and
Medical Research Council, 2021). In keeping with this, an ethics
application was submitted to and approved by the University of Southern
Queensland Human Research Ethics Committee: Ethics approval number:
H21REA012, shown within Appendix B.

Coronial inquest reports are available online as a matter of public
interest. The contents of the documents include identification of the
deceased, the family of the deceased, attending legal counsel
representing the crown and the facility, the facility where the event took
place, all staff involved including qualifications and any other relevant
information (The State of Queensland (Queensland Courts), 2018).
Coronial inquest reports are, by their very nature, distressing and
confronting, with details of patients and staff exposed in a very complex
way. In the document chosen for analysis, the patient is identified by
initials and the specific locations are described in general terms, such as a

“rural hospital.”
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CHAPTER THREE: THE
JOURNAL ARTICLE, WITH
OUTCOMES OF THE ANALYSIS

This chapter contains the journal article submitted for publication to the

Australian Journal of Advanced Nursing and the contribution this research

adds to the field of patient safety in health care.

The article draws on information from Chapters One and Two, although
in a much briefer form to meet the journal’s requirement for a word length of
no more than 5,000, including the references. In particular, the journal
article presents the outcomes of the data analysis, with discussion of how
the findings might influence a rethinking of patient safety. Authorship of this
article was in line with University of Southern Queensland higher research
degree thesis by publication. My supervisors’ contribution was 49% and my

contribution was 51%.

3.1 Article submission

The Australian Journal of Advanced Nursing (AJAN) is a peer reviewed
scholarly journal of the Australian Nursing and Midwifery Federation
(ANMF). The journal provides a platform to present and promote a wide
variety of original research and scholarly work, to inform and empower
nurses, midwives, and other healthcare professionals to improve the
health and wellbeing of all communities and to be prepared for the future.
The article was prepared and submitted for review during my enrolment in
the Master of Professional studies. Appendix A contains the receipt of

article submission (The Australian Journal of Advanced Nursing, 2021).
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CHAPTER FOUR:
LIMITATIONS, CONTRIBUTIONS
TO KNOWLEDGE, AND
CONCLUSION

This is the concluding chapter for this study. Chapter One set the scene
for this thesis, explaining the research aims and the position of myself as the
researcher. This was followed by an overview of the role of the coroner in
Australia and the field of patient safety as it emerged into the field of study
and the literature review. Chapter Two discussed research design and the
use of critical discourse analysis as research theory and methodology.
Chapter Three includes an article written for publication, discussing the
results of the analysis. As explained, the article has been submitted for

publication with the Australian Journal of Advanced Nursing.

This final chapter provides an overview of what was discussed throughout
the thesis, beginning with an acknowledgement of the limitations of the study
advancement of knowledge in the realm of patient safety in health care and

closing with a conclusion.

4.1 Limitations

As a researcher | recognise that a critical discourse analysis of a single
coronial investigation report means that that the study has a narrow view.
The study did not include collecting data beyond that of the single report, but
it meant that the methodology was trialled as a way of checking its
usefulness for a larger study relating to the field of patient safety/harm. The
critical discourse analysis perspective identified by Fairclough (1989, 1995,

2015) was used to frame the study and to analyse that report. In many ways,
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it was good fortune that | had not planned to collect interview or focus group
data, as that would have been disrupted by the COVID-19 restrictions.

From a personal perspective, the examination of a coronial investigation
report trialled the use of critical discourse analysis to determine if this would
be a useful tool to assist in designing a larger study for a PhD research
project. By extending this research, the process of data collection would
include examining a larger number of reports and extending the data

collection process to those writing and dealing with such reports.

4.2 Contribution to knowledge in the area of
patient safety in health care

Since the publication of the Institute of Medicine report: To Err is Human:
Building a Safer Health System (Institute of Medicine, 2000) and An
Organization with a Memory (UK Department of Health, 2000), patient
safety in health care has quickly become a health care discipline. Closer
attention to patient safety and preventable harm in health care has spurred
significant research to understand how this might be achieved. Since the
reports cited above, multiple patient harm mitigation strategies have been
put in place. They have included strategies such as national governing
bodies, purpose-built health care environments, improved policy and
procedures which guide clinical practice, strategies to improve workplace
culture, patient empowerment through acknowledgement of patient rights
and responsibilities and many other practical activities. Nevertheless,

patient safety is still not as good as we would like it to be.

The analysis of the coronial investigation report revealed that some
discourses were prioritised over others, and this can in turn blur the full
situation for healthcare facilities in addressing patient safety and
preventable harm in healthcare. This is especially relevant for the
healthcare facilities where the harm and mortality has occurred. A coronial
investigation report presents a focused medical chain of events which is

required when reviewing harm in healthcare. However, what is missing is
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consideration of the wider perspectives and the broader context within

which patient harm occurs.

It became clear in the analysis of the single report that legal and medical
discourses were those that were prioritised. It was also evident that the
everyday realities of hospitals and health care facilities, particularly those in
rural areas, were alluded to, but not identified as necessarily impacting on
the potential for future patient safety. For health care professionals ‘on the
ground’ in hospitals, however, their practice is influenced by government
funding, the availability of resources, the availability of highly qualified staff,
and so on. These factors should be taken into consideration when coronial
investigation reports are discussed by those who must respond and say

how future harmful events will be avoided.

The linguistic and discourse approach to understanding the relationship
between language, patient safety, socio-cultural context and the
presentation of the events in a coronial investigation report can add a
broader assessment for consideration. Although this study does not address
how those in the health care professions might act differently now, it does
indicate that further research is needed to investigate whether the
discourses identified in the one report are paralleled in other reports. This
small study lays the foundation for further critical discourse analysis into

preventable harm and patient safety in health care.

4.3 Conclusion

The community and patients in care trust clinicians and other health care
providers to deliver high quality, evidence based, safe healthcare. It is the
duty of clinicians to do everything possible to mitigate preventable harm. It is
now over 20 years since the publications which provoked health care
providers globally to investigate and examine patient harm (Leape, 2021b).
Patient safety and quality improvement is now a well-established field in
health care and has become part of the toolkit for hospital and health

services in mitigating preventable harm. A great deal is known about how to
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make care safer by changing systems and process. To date, learnings and
reflections from patients’ outcomes of preventable harm sustained in
Queensland has resulted in Queensland health initiatives such as quality

assurance committees and root cause analysis investigations.

This study set out to investigate a coronial investigation report through a
critical discourse analysis lens utilising’s Fairclough’s (1989, 1992) critical
discourse analysis model. | examined a coronial investigation report
published in Queensland in 2020. The research aim was to study data drawn
from a critical discourse investigation report to identify the language used in
the report as it relates to patient safety. | analysed the data using
Fairclough’s (1992) three-dimensional model of discourse as text, interaction,

and context shown in Figure 2.

Utilising the critical discourse analysis model, | was able examine more
than just the text. The data analysis allowed for considerations of the
interactional and sociocultural contexts in which the text was produced. The
linguistic qualities of the report, such as the formal, clear, and minimalist
language, often masked the depersonalisation of those involved in the events
that occurred. Further consideration of the events leading to Mrs D’s death
and the personal involvement beyond the chronological sequence was
absent. Although the report is in line with legal process, there are missed

opportunities for inclusion of the personal patient and family experience.

Patient safety process and patient safety itself have been examined
extensively in the literature. The conclusion and applications related to
patient safety and prevention of patient harm have primarily been focused on
macro interventions, such as improved checklists for implementing a
procedure, ID bracelet identification of allergies, surgical safety checklists,
increased training of staff, the introduction of local champions and rounding

communication styles.

From this pilot study of coronial investigation report number 2018/1021
non-inquest findings into the death of FD, scope for further research has
arisen, such as the inclusion of the powerful role of the patient and family

experience in preventable death in health care. With further investigation, it is
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possible that there may be recommendations for professional practice,
especially in relation to considerations of the broader context within which

patient harm becomes an issue.

A publication from this research has been submitted to contribute to the
wider professional dialogue and potential for policy development within the
health care domain. The article was submitted to the Australian Journal of
Advanced Nursing. This research seeks to establish the patient safety
discourse within the coronial inquest reports to be expanded upon into a PhD
study. The PhD will move beyond document analysis to conduct interviews
with staff within health care facilities and those who use coronial inquest
reports to support change within health care. Interviews will be conducted
with focus groups. The interviews will explore the views, experiences, beliefs,
and motivations of individual participants related to the language that frames
patient safety. The outcomes of this research will add to the existing base
related to the research area of patient safety, to influence and inform wider
policy enactments at state and federal levels. This is where the research

should impact on those who work in hospitals and other health care facilities.

Discourse has a powerful role in shaping interpretations and outcomes
and cognitive interpretations. The authoritative and central role of language is
in composition, reproduction, and transformation of social practice. It is time
to examine the language that develops and informs patient safety systems
and why (Fairclough, 2015). The overall aim is to add meaningful discussion
and reflection regarding patient and patient safety systems to improve patient

safety in health care.
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FD was a 68 year old woman who died at a rural hospital in the early hours of 3
March 2018.

Mrs D had a ten-year history of oculopharyngeal muscular dystrophy (OPMD).
This is a genetic condition characterised by slowly progressive muscle diseass
affecting the muscles of the upper eyelids and the throat. She had swallowing
difficulties associated with this condition and required a percutaneous endoscopic
gastroscopy tube which was inserted at a regional tertiary hospital on 27 February
2018. She presented to her local rural hospital the following evening, 28 February,
some five hours after being discharged home from the regional tertiary hospital
and was admitted for treatment of aspiration pneumonia. She became acutely
unwell on the afternoon of 2 March with urgent clinical investigations revealing her
PEG tube had become dislodged. She was escalated for urgent transfer to the
regional tertiary hospital for surgical review. Her condition deteriorated rapidly
during ambulance transfer requiring roadside emergency resuscitation efforts and
diversion to another rural hospital where she died in the early hours of 3 March
2018.

Mrs s death was reported to the coroner as she was thought to have died from
a health care complication in circumstances where there was an apparent failure
to consider abdominal sepsis during her admission at a rural hospital, failure to
have escalated her for surgical review sooner and delays in her fransfer to a
regional tertiary hospital by road with only one paramedic, one nurse escort and
her daughter in the ambulance when she was critically unwell.

Family concerns

4.

Mrs D's daughter was understandably considerably distressed by having
witnessed the events of the interhospital transfer and having to assist in the
roadside emergency resuscitation efforts. The family expressed significant
concems about the management of the transfer.

Autopsy findings

i

An external examination and full autopsy were performed on 7 March 2018.
Internal examination of the abdominal and pelvic cavity revealed purulent material
particularly in the vicinity of the PEG tube which appeared to penetrate the gastric
wall and be present within the gastric lumen. There was no evidence of additional
gasiric wall defect, mucosal ulceration or mucosal haemorrhage. The pathologist
considered the infraperitoneal fluid to be consistent with leakage from the PEG site.
There was also purulent exudate over the laryngeal and upper airway mucosal
surfaces, pneumonic changes in the ungs, pleural effusions, valvular heart
disease, coronary and general atherosclerosis, kKidney scaming and muscle
changes consistent with muscular dystrophy. Mo residual breast cancer was
identified. Microbiological cultures from the abdominal and pelvic cavities grew
Enterobacter cloacae. Having regard to these findings, the pathologist determined

Findings inte the death of FD Page 1 of 28
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the cause of death to be sepsis due to peritonitis as a conseguence of leaking PEG
tube in the context of oculophanmgeal muscular dystrophy.

Preliminary independent clinical review

6. An independent doctor from the Department of Health Clinical Forensic Medicine
Unit reviewed the medical records and raised a number of concems about Mrs D's
clinical management at the local rural hospital and the management of the
interhospital transfer, namely:

there should have been a higher clinical suspicion for abdominal sepsis — the
reviewing doctor was uncomfortable with the diagnosis of aspiration pneumonia
to explain Mrs D's presentation to the local rural hospital as it did not explain
her abdominal symptoms and the chest x-ray had improved as compared with
her previous imaging;

there was late recognition and inadeguate treatment of a septic patient - when
Mrs D became hypotensive on 1 March, it would have been prudent to explore
other potential sources of sepsis, and abdominal causes should have been high
of the list of differentials given her recent abdominal surgery. Fluid resuscitation
was also indicated to manage her hypotension;

there was inadequate preparation of the patient for transfer (stabilisation,
manitoring) — while the acute deterioration at around 4:30pm on 2 March was
recognised quickly and prompted appropriate investigations, the reviewing
doctor considered Mrs D was clearly septic but expressed concern that her
sepsis was not adequately recognised or managed prior to transfer. 'With the
benefit of hindsight Mrs D needed to be stabilised before fransfer was even
attempted;

there was possible obstruction from the surgical team to interhospital transfer
resuliing in delayed departure from the local rural hospital — the reviewing
doctor was surprised that the surgical team insisted on waiting for a formal
radiology report before accepting Mrs D given she was deteriorating so quickhy.
This delay reduced her changes of a safe interhospital fransfer;

an inappropriate means of transportation was chosen with insufficient refrieval
staff and lack of Queensland Ambulance Service back up — the reviewing doctor
was uncomfortable that the ambulance transport proceeded with only one
paramedic, one nurse escort and Mrs D's daughter when Mrs D was considered
to be unstable;

apparent failure to recognise the critically unstable patient at the other rural
hospital with an inappropriate decision to continue transfer without stabilisation
of the patient — the reviewing doctor was concerned after an emergency stop
at the other rural hospital, and some stop gap measures, they were sent on
their way again. The reviewing doctor considered it should have been
recognised that Mrs D was too unstable to make the hour long trip to the
regional tertiary hospital, even with a bag of metaraminol running. She was peri-

Findings into the death of FD Page 2 of 28
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amrest with severe hypoxia (60-80%), they were struggling to get an accurate
blood pressure and her pulse was not palpable. If she was to have any chance
of survival, she needed invasive monitoring, cenfral access, inotrope support,
intubation and ventilation. If aeromedical retrieval services were not available,
a doctor escort could have heen considered. However, given that there were
signs that Mrs D was peri-arrest (unpalpable pulses with systolic blood pressure

=hT), aborting the fransfer at the other rural hospital would not have been
unreasonable; and

= potential lack of availability of aeromedical retrieval semnvices.

These findings have been informed by review of Mrs [O's medical records,
preliminary independent clinical review, autopsy findings and clinical incident
review outcomes and formal responses by the relevant Hospital & Health Senvice,
Cueensland Ambulance Service and Refrieval Services CQueensland with
reference to the family's specific concemns.

Following Mrs D's death, the relevant Hospital & Health Service (HHS)
commissioned a root cause analysis (RCA) of the care provided to her by its health
services over the period 18 February — 3 March 2018. This is a systemic analysis
of what happened and why and is designed fo make recommendations to prevent
adverse health outcomes from happening again, rather than to apportion blame or
determine liability or investigate an individual clinician's professional competence.
It is conducted by a review team who had no involvement in the patient's care. |
note that the RCA team included representatives from the Queensland Ambulance
Senvice and Retrieval Services Queensland. The RCA report was received on 9
October 2018.

Events leading to Mrs D's PEG insertion on 27 February 2018

9.

In addition to OPMD, Mrs ['s medical history included breast cancer (grade 3) on
surveillance, hyperiension, dyslipidaemia, hypothyroidism, gastro-oesophageal
reflux disease and diverticular disease.

10.Mrs D had presented to the local rural Hospital on 18 February 2018 with increasing

11

dysphagia and suspected bilateral aspiration pneumonia. Chest x-ray confirmed
aspiration pneumaonia. She was admitted for further management and commenced
on intravenous antibiotic therapy.

_She had been seen by a speech pathologist in the community oufpatient clinic two

weeks earlier. The speech pathologist had sent a Videofluoroscopy (VFSSWBarium
Swallow request form to Mrs D°s general practitioner for signature but the request
had not been relumed. Mrs D had also been seen by the community dietician on
15 February 2018 who recommended mildly thickened fluids and a pureed diet.

12.0n 19 February, Mrs D regurgitated her oral intake. She was assessed by the

speech pathologist and made nil by mouth and commenced on infravenous fluids.
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She was referred to the regional tertiary hospital gastroenterology team and
transferred to that hospital aftiemoon. A new referral for VESS/Barium Swallow
was made to the regional tertiary hospital for 20 February.

13.Mrs D was admitted directly to the Medical Assessment Linit at the regional tertiary
hospital under a general medical consultant. She was assessed by a dietician and
speech pathologist the following moming. A nasogasinc tube was inseried and a
gastroenterology referral was made in anficipation of Mrs D needing a
percutaneous gastrostomy (PEG).

14_The VFSS/Banum swallow scheduled for 20 February was cancelled due to Mrs
D’s high risk of aspiration. She remained nil by mouth.

15_Following review by the gastroenterology team on 21 February, it was decided to
postpone the barium swallow but proceed with the VFSS3. Mrs D was allowed small
oral intake only and her NGT feeds continued.

16.0n 22 February, chest x-ray confirmed NGT placement and enteral feeding was
recommenced. A referral for PEG tube insertion was made and the procedure was
booked for 27 February. Mrs D underwent pre-anaesthetic assessment and was
consented for the procedure.

17.5he was then transferred to a rural hospital for management of her NGT enteral
feeding pending the PEG tube insertion. The plan was for her to be discharged
home after one day to await PEG insertion. She was commenced on a seven day
course of antibiotic therapy (Augmentin Duo) via NGT because her sputum sample
grew Klebsiella pneumoniae 3+.

18.However, after an episode of vomiting it was decided for Mrs D to remain as an
inpatient there until the PEG insertion. She remained clinically stable and her
antibiotic therapy continued. Blood resulis were noted to be nomal on 23
February.

19.Mrs D was transferred back to the regional tertiary hospital on 26 February in
preparation for the PEG inseriion. She was admitted under the gastroenterology
team. Pre-operative anfibiotics were ordered for the following moming and
infravenous access was obtained.

20_1 note that while Mrs D was to be commenced on the PEG Carepath, there is no
evidence it was used by those caring for Mrs D. The RCA report noted that while
the PEG Carepath was available on the Queensland Health intranet, it was not
used at the rural hospital or the regional tertiary hospital at that time. Further, the
hyperlink to the Carepath within the PEG Management Procedure did not function.
Although there was functionality within the integrated electronic medical record
(iIEMR), this was not used for PEG check post inserion; rather all post procedural
documentation was entered into IEMR documentation at the regional tertiary
hospital or hard copy progress notes at the local rural hospital.
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21 _Bloods taken on the morning of 27 February were within normal limits. Mrs D
received preoperative intraveous antibiotics (Gentamycin and Ampicillin) before
attending the Endoscopy Unit for the PEG insertion.

22 Mrs D had a 20Fr Medical Inmovations Corporation (MIC) Pull gastrostomy (with
Enfit connections) inserted with an upper endoscopy to confirm placement. The
endoscopy report notes °._the entire examined stomach was normal. Placement of
an externally removeable PEG with no T-Fasteners was successfully completed.
The external bumper was at the 4 0cm marking on the tube.

23_The post procedural plan was for Mrs D to remain nil by mouth and nil by PEG for
four hours after insertion and then for the PEG to be flushed with 50mils water to
ensure Mrs D was pain free and tolerated the PEG. This is documented as being
well tolerated and a feeding regime commenced. Mrs D received continuous PEG
feeds ovemight.

24_| note that post PEG insertion education at the regional tertiary hospital is provided
by a “PEG Credentialied Dietician™ This covers information about gastrostonmy
care and feeding and patients are given a “Carng for your Gastrostomy fube’
brochure to take home. | am advised that during the first few weeks post insertion,
an immature gastrocutaneous frack predisposes the patient to developing
peritonitis if there is complete or parial dislodgement of the tube and feeding
continues.

25 _Mrs D and her daughter received education from a PEG credentialled dietician the
following morning, 28 February. This education covered PEG hygiene, tube
position check, hand hygiene, monitoring for infection and mouth care. The
dietician demonstrated feeding and observed E's technigue. Her daughter was
deemed to be competent with PEG care and feeding. They were given two mesh
bands and tape for securing the PEG.

26.The dietician documented the PEG bumper to be sitling at 4cm with 2-5mm
between the bumper and skin and the tube was rotating and moving in and out of
the stoma appropriately. Mrs D is noted to have indicated only mild pain when
coughing and had a moist cough. She was noted to have tolerated TOmlfhr feeds
ovemight and tolerated a 200ml bolus feed via gravity syringe with 60ml flush
before and after during the PEG education that morning. She was commenced on
an intermittent feeding regime which involved intermittent gravity or slow/gentle
push with 60ml water prefpost feed flushes plus additional 250ml flushes three
times daily. Mrs D was given a supply of feeds and a Home Enteral Nufrtion
Senvices script for more. The dietician handed over to the nursing staff that Mrs D
reqguired education on medication administration before discharge home.

27.When reviewed on the gastroenterology ward round Mrs D was noted to be stable.
She was discharged home with her daughter at 1:10pm with a plan for ongoing
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dietician review with the local Community Health Service. She was given a
prescription for topical Mupirocin cream 2% twice daily for two weeks.

Mrs D’s readmission to the local rural hospital on 28 February 2018

28_Mrs D presented to the local rural hospital emergency department at 6:47pm that
evening with nausea, vomiting, pain, weakness, rigors and fevers. This was only
about five-and-a-half hours after being discharged home from the regional tertiary
hospital. Mrs D followed the advice she had been given before leaving the regional
tertiary hospital about monitoring for potential post-insertion complications and
presented to her local emergency department in a imely way.

29_5She was found to he febrile to 3581 degrees, with an increased respiratory rate and
low oxygen saturations. Venous blood gases showed a high lactate (2.98 mmolfL).
She was examined by a Senior Medical Officer who noted she appeared
deconditicned, had fevers and was shivery. Her chest was clear, her abdomen
was soft and the PEG was described as clear but with epigasfric tenderness. The
initial clinical impression was documented as 7 recurmence of aspiration
pneumonia ? postoperative complication”™. There is no documentation relating to
the PEG bumper position at this review. Bloods were taken but no blood cultures
were ordered. A chest x-ray was ordered for the moming along with a mid-stream
urine specimen. She was admitted to the ward for oximetry, PR medication and
standard observations.

30_Mrs D was given PR paracetamol and PR indomethacin during the evening. As at
9:15pm she was still febrile at 38.8 and had an elevated respiratory rate. Bloods
had been collected at 9:00pm but the afterhours pathology service was not called
in to analyse the sample overnight.

31 _Mrs D's intravenous access was difficult so it was decided to administer antibiotic
(Augmentin) via the PEG rather than intravenously. Once her daughter provided
the PEG equipment, she received the first dose of Augmentin 50001 25mg via the
PEG at around 1:00am on 1 March, nearly six hours after her presentation to
hospital.

32 _The patient record indicates Mrs D received further doses of paracetamol via PEG
four-hourly from 6:00am on 1 March. Her moming medications were also
administered via PEG at 8:00am. The dietician did not get to review Mrs D in
person as she was attending a workshop. However a feeding regime based on the
regional tertiary hospital dietician plan was documented at 9:10am.

33.Mrs D was reviewed by a speech pathologist who knew her well. Mrs D told her
she been cleaning her hird cage afier being discharged home from the regional
tertiary hospital. In addition to the PEG feeds, the plan was to permit small amount
of runny pureed diet and regular fluids for quality of life (with a maximum 4 x 5ml
teaspoons specified). The Fluid Balance Chart notes that feeding via the PEG
confinuedirecommenced at midday.
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34 The pathology results from the previous evening were available for review from
9:30am that moming. However there is no evidence to indicate they were
reviewed. These results revealed an elevated white cell count (18.6) and
neutrophils (16.03) and raised inflammatory markers (CRP 36). There is no
information available to me to clarify how and why these results were not accessed
or acted upon. This was a significant missed opportunity by the treating team to
have considered Mrs D's risk factors for and other potential sources of sepsis.

35.Chest x-ray performed at 10:30am showed areas of linear atelectatic change with
improvement compared to the previous imaging.

36_A nursing entry made at 11:30am noted Mrs D reported pain on mobilising from
the bed to the toilet. She was yet to be seen by the doctor at that time.

37.The local rural hospital utilised the Queensland Adult Deteroration Detection
System (Q-ADDS) to record patient vital signs. Q-ADDS is a standardised vital
signs or observation chart used in many Queensland public hospitals with the
specific aim of detecting patient deterioration.

38.In essence, the Q-ADDS chart presents the most important vital signs for detecting
patient deterioration - respiratory rate, oxygen saturation, oxygen flow rate, blood
pressure, heart rate, temperature and level of consciousness. Each vital sign is
presented as a separate graph. The chart incorporates a system for tracking
changes in the patient’s vital signs over time. I integrates both a single parameter
system (in which an emergency response is required when any single ohservation
is plotted outside the given range) and a multiparameter system (in which each
vital sign is scored and then summed to produce a total score representing an
indication of the patient's condition). The total score triggers a list of actions
required when thresholds for abnormality are reached. Depending on the severity
of the patient's score, the chart friggers actions ranging from notifying the nursing
team leader, increasing the frequency of observations, escalating the patient for
medical review within a certain timeframe to initiating an emergency call — a higher
QADDS score requires higher levels of intervention. In this way, the Q-ADDS tool
positions clinicians involved in a patient’s care to track vital sign changes over time
with a view to identifying clinical deterioration and appropriate interventions in a
timely and consistent way.

39.Mrs D's Q-ADDS chart noted she remained stable throughout the moming.
However, her blood pressure had dropped significantly to 80/51 when checked at
1:15pm, a level that would normally trigger an emergency response. The nurse
rechecked the blood pressure twice with the second manual redo recording 92/54.
The nurse’s entry in the progress notes made at 1:50pm notes “*QADDS Score of
2 BF faken 3 times once manual. Spoke fo Dr, Concerned as no mods in place
Docfor had. No further orders” Mrs ['s other observations showed she was
afebrile, heart rate (60-80s), respiratory rate {17-20) and oxygen saturations (98-
100% on room air).
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40_Mrs D was normally hypertensive so her new hypotension at this time was veny low
given her baseline systolic blood pressure. The Q-ADDS chart had been
completed by documenting Mrs D's ‘usual systolic BPF' as 110, rather than the
default of 120. There is no record of this change documented in the progress notes.
The RCA report notes there was no documentation in the patient record that Mrs
[D's blood pressure had decreased from her recent previous admission or since her
discharge from the regional tertiary hospital the previous day. The clinical
handover was not documented so it is not known whether the nursing team leader
was notified of the low blood pressure reading. There was no record of the
telephone discussion with the doctor noted on intervention section on the Q-ADDS
chart. The RCA team noted interviews with the staff caring for Mrs D at this time
inferred that her low blood pressure may have been attributed to her deconditioned
state.

41_As identified by the reviewing doctor, this was another missed opportunity for the
treating team fo have reassessed Mrs D's risk factors for and other possible
sources of sepsis. It was also a missed opportunity to have commenced fluid
resuscitation.

42 Mrs D was reviewed by a Senior Medical Officer at around 4:40pm who
documented no new changes and a plan to continue curment treatment, antibiotics
via PEG as charted and to continue PEG and oral feeding as per the dietician and
speech pathologist.

43 At 9:42pm, nursing staff documented a pain score of 5/10. Her blood pressure was
noted as 89/53, asymptomatic and scoring Q-ADDS 1. Mrs D was receiving regular
paracetamol via the PEG. The PEG site was described as clean and intact and
she was gravity feeding well.

44 _She was given 10mg Ordine via the PEG at 11:45pm and again at 2:05am for lower
abdominal pain. Her reqular paracetamol continued.

45.The Q-ADDS chart shows a decrease in her oxygen saturations from 2:00am (94%
down from 98% on room air) which continued through the day. Her Q-ADDS score
ranged between 0-1.

46_At 5:10am on 2 March, Mrs D was noted to have lower abdominal pain. She
received analgesia via the PEG.

47_At 6:15am, Mrs D still had reduced oxygen saturations (94% on room air) and low
systolic blood pressure.

48_Mrs D was reviewed by a Senior Medical Officer at 9:53am on 2 March who noted
a recent upper respiratory tract infection based on the chest x-ray findings. She
was noted to have an intermittent cough and no urinary symptoms. Her abdomen
was soft and generally tender. The plan was to continue current management,
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repeat blood tests and, if her inflammatory markers were elevated, discuss with the
gastroenterology team.

49.There is an entry by a Medical Registrar at 1:30pm noting that Mrs D had not had
any abdominal pain the day after the PEG insertion but the pain started to get
worse on 1 March mainly around the PEG site which worsened with coughing. She
did not have any nausea, vomiting or diarrhoea. She was noted to have been
afebrile since admission. She had an ongoing productive cough that had not
improved.

50.0n examination, Mrs D°s observations were pulse rate 65, blood pressure 120720,
oxygen saturations 94% on room air and she was afebrile with warm peripheries
and a weak radial pulse. The PEG site was clean with no surrounding erythema or
discharge from the wound. The doctor noted umbilical abdominal pain but not
peritonitic and bowel sounds were present. There were scattered bilateral
crepitations on chest auscultation.

51.The Medical Regisfrar noted the chest x-ray findings of resolving aspiration
pneumonia and the blood results from 28 February with the elevated white cell
count, neutrophils and raised inflammatory markers. Biochemistry was normal.

52.Moting the generalised abdominal pain post PEG insertion, the Medical Reqgistrar
documented *?post op complication vs post op pain”™. She noted Mrs D had been
in Augmentin Due Forte for aspiration pneumonia which was radiclogically
improving. The plan was for repeat blood tests and discussion with the
gastroenterology team if the tests showed worsening inflammatory markers. PEG
feeds were to continue as per the dietician. Sputum cultures were ordered.

53.Bloods were collected at 1:5%9pm and the results reqgistered in the pathology system
at 217pm. These results showed a reduced white cell count (down to 3.5) and
dramatically elevated inflammatory markers (CRP 346). A lactate level was not
ordered.

54 Mrs D was noted to have been well at the start of the aftermoon shift. The last
recorded PEG feed on the fluid balance chart was at 4:00pm on 2 March. The feed
was given with no concemns but approximately 30 minutes later Mrs D was found
to be coughing and feeling unwell with the PEG feed Teaking extensively™

55.5he was urgently reviewed by a Senior Medical Officer who noted she had ongoing
abdominal pain and was vomiting, there was a leak around the PEG site and her
abdomen was distended with generalised tenderness. Her vital signs were within
normal limits. The repeat blood test results, in particular the markedly elevated
CRP, were noted and the regional terfiary hospital gastroenterology team were
contacted.
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56_An urgent CT and PEGogram scan performed at 4:46pm was reported verbally as
showing “copious infrapertoneal fluid with gas. Conirast in gasiiic body. Contrast
in bowel ?residual barium from fuoroscopy”™. The clinical impression was of
peritoneal leak from the PEG.

57.The ward nurse was reportedly very concermed about Mrs ['s potential for
deterioration during the CT scan but this was not documented in the patient recond
and there is no documented evidence that these concems were escalated to a
Medical Officer.

58.Mrs D was commenced on intravenous antibiotic therapy (Cefinaxone 2mg) at
6:30pm. Her Q-ADDS score was 0 at this ime.

59 The Senior Medical Officer contacted the on-call Surgical Registrar at the regional
tertiary hospital at around 6:30pm. The surgical team reportedily refused to accept
Mrs D for transfer without a formal CT report.

60.The CT findings were reported at 7:08pm. The findings were reported as “4 PEG
tube is seen and it'’s identified fo the right of midline. It appears fo be outside the
stomach. Contrast was administered and it does enter the stomach with no definite
conifrast into the abdomen. There is however a farge amount of free fluid and free
gas indicating a feak. Differential ofherwise have included a perforated wiscus.
Surgical review however urgently recommended. Further bibasal atelecfasis seen
and some fiuid distending the power oesophagus noted ™

61.The Senior Medical Officer reviewed the formal CT report at around 8:00pm noting
“Free fluid & air ++ PEG not in sfomach”.

62 The Senior Medical Officer attempted to contact the surgical team again with the
report findings but the surgeons were scrubbed in theatre and advised they would
call back later. The oncoming Senior Medical Officer then called the regional
tertiary hospital emergency deparment consultant who accepted Mrs D “without
gquestion” for urgent transfer.

63.By 8:30pm, Mrs D had developed an acute kidney injury, hepatic injury and raised
lactate. She was given intravenous metronidazole 500mg at 8:40pm and in an
indwelling catheter was insernted in preparation for interhospital transfer. Mursing
notes described her as obviously deteriorating, becoming short of breath and
coughing up stomach contents. Her Q-ADDS score was now 3 with an elevated
respiratory rate (24), temperature 35.4C and oxygen saturations 94%.

Clinical guidance for identifying and responding o PEG complications in rural

healrth facilities

64 _Preliminary independent clinical review identified that there should have been a
higher clinical suspicion for abdominal sepsis when Mrs D presented to the local
rural hospital.
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65.The RCA identified that PEGs are not commonly encountered within the HHS rural
facilities and medical and nursing staff in these facilities in general are not familiar
with PEG care requirements within the first few weeks post insertion.

66.The RCA team concluded that the local rural hospital medical officers did not
consider Mrs D to be displaying overt pertoneal signs and given her recent
pneumonia and aspiration risk, there was a bias towards a respiratory focus of
infection.

67.The RCA team identified that the HHS PEG-related clinical resources did not
provide clear instruction on initial patient management if suspected complications
were encountered during the first few weeks post PEG insertion. In particular the
resources did not provide information on clinical escalation or referral after hours;
direct cessation of using the device until the PEG position had been confirmed;
give clear guidance about how the PEG position should be confirmed or specify
documentation requirements.

68. The RCA identified the absence of clinical guidance in identifying and responding
to PEG complications to be a root cause as it was considered to have contributed
to delay in recognition of PEG complications which led to a delayed refemal to
higher level care and delayed the recognition of sepsis.

69.To address this, the RCA team recommended that HHS update its Gastrostomy
Tube Management Procedure and PEG Careplan to incorporate indications for
discontinuing PEG feeds when suspected complicated are encountered;
indications for contacting the on-call gastroenterologist after hours if complications
are suspected; bumper position checking and position documentation/checking
requirements; device securing and indications for considering entry into the Sepsis
Pathway and incorporating a hyperlink to access that pathway.

Delayed recognition and response 1o sepsis

T0._Preliminary independent clinical review identified there was late recognition and
inadeqguate treatment of a septic patient at the local rural hospital.

T1.At the time of Mrs D's death there was a clinical guideline and clinical pathway in
place across the HHS for the recognition and management of adult sepsis.

72.The RCA team identified that Mrs D presented to the local rural hospital with a
number of the risk factors identified on the HHS Adult Sepsis Pathway including:

indwelling medical device

recent invasive procedurafsurgery

fevers or rigours

representation within 48 hours

abdominal pain

over 65 years of age.
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T3.The RCA revealed that the Adult Sepsis Pathway was not used when Mrs D
presented fo the local rural hospital emergency depariment, on admission or during
inpatient shift to shift handowver. This was considered to have led to the delayed
recognition and response to Sepsis.

T4 _Specifically, Mrs s preseniing signs and symptoms did not trigger completion of
the “Sepsis Six’ treatment arm of the Adult Sepsis Pathway which involved oxygen,
blood cultures, serum lactate, intravenous fluids, antibiotics, monitoring and
reassessment. While the clinical procedure required all clinicians to recognise the
risk factors, signs and sympioms of sepsis, it did not provide a compulsory
screening tool to prompt eniry onto the Sepsis pathway. Acfivation of the Sepsis
Pathway was reliant on individual clinician awareness rather system triggers.

T5.Mrs D presented to the local rural hospital with an elevated lactate of 2.98 mmaol/L.
| note that clinical studies have identified a sfrong association between an elevated
serum lactate level and morbidity and mortality in critically ill patients. The RCA
team noted that while the HHS Sepsis Pathway set out the management required
where a [actate level is above 4.0 mmol/L, it did not provide guidance about the
significance of an elevated lactate level between 2.5-4 mmol/L.

T6.The RCA team also noted there was a delay of more than six hours between
presentation to the emergency department and administration of the first antibiotic
dose.

TT_Further, Mrs D's septic risk factors were not reviewed during the inpatient shift fo
shift handovers. This led to the sepsis risk factors not being reassessed over the
course of Mrs D's admission despiiz her new hypotension and developing
abdominal pain over 1 March 2018. This was considered to have contributed to
the delayed recognition of sepsis and may have increased the likelinood of death.

T78_At the time of the RCA in 2018, the HHS was preparing to paricipate in a trial of
changes to the sepsis pathway to incorporate a screening tool for patients who met
certain clinical criteria; a clinical prompt to promote treatment for sepsis where a
lactate level of 2 or higher; and intravenous antibiotic prescribing guidelines. The
RCA team considered that these changes, had they been implemented at the time
of Mrs D's death, would potentially have changed the course of her clinical

management.

T9_Significant changes to the management of sepsis have heen rolled out statewide
since Mrs D's death and are discussed in more detail below.

Recognition and response 1o clinical deterioration

80.Preliminary independent clinical review identified a missed opportunity escalate
Mrs D's hypotension on 1 March 2018 for further clinical review and investigation.
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81.The RCA identified underufilisation of the Q-AADS chart to frigger clinical
escalation. Specifically, there was a missed emergency response on the aftermoon
of 1 March when an incomect Q-ADDS score was documented. Further, nursing
staff did not record pain scores on the Pain and Sedation section of the Q-ADDS
chart.

82 There was no evidence to indicate that the casual Enrolled Nurse who was
responsible for Mrs D's care on 1 March had yet attended nursing orientation which
covers topics relating to recognition and management of the deteriorating patient,
the Sepsis Pathway, clinical handover and clinical escalation and patient transfers.
This formed part of the mandatory training nursing staff were required to complete
within the first 4-8 weeks of their employment. | am advised that nurse
subsequently attended the requisite mandatory training day.

83.The RCA team considered that the significant change in Mrs D's systolic blood
pressure and developing pain throughout the aftemoon on 1 March 2018 should
have triggered escalation for medical review which may have led to a
reassessment of her sepsis risk factors and triggered sepsis resuscitation
measures and referral to a Consultant or Refrieval Services Queensland (R3Q)
and escalation to higher level care.

84.The RCA also identified suboptimal medical and nursing utilisation of SBAR in
clinical handover. This led to an uncertain level of communication during the
medical, nursing and QAS handovers regarding Mrs D's Q-ADDS score, pathology
and underlying risks for sepsis which in turn contributed to a lack of response to
clinical deterioration and delayed recognition and response to sepsis. It was
considered this may also have led to Mrs D's potential for deterioration during
transfer not being recognised and the delayed escalation to RS0

85.To address these issues, the RCA team made recommendations aimed at
improving compliance with QADDS documentation, clinical handover and clinical
escalation requirements.

Defayed acceptance 1o higher level care

86.The RCA was informed by interviews with all staff involved in the interhospital
transfer.

87.The surgical consultant advised that a verbal radiology report would have been a
sufficient basis to accept Mrs D for transfer to the regional terfiary hospital.
However, the Surgical Registrar who took the initial call from the local rural hospital
had recently commenced the surgical rotation and did not recall a verbal report;
rather, the Surgical Registrar recalled being asked to review a CT and at that time
did not feel confident in CT interpretation. The Surgical Registrar intended fo
contact the surgical consultant to discuss the case. At the time of the phone call,
the Surgical Registrar was in the emergency depariment overseeing three student
doctors and was then called to theatre after the call. The theatre case was delayed
meaning the Surgical Registrar's consultation with the surgical consultant about

Findings imto the death of FD Fage 13 of 28



77

Mrs D occurred later during that case. By this time the formal CT report had been
completed.

88.The Surgical Registrar was not aware of any formal process for accepting referrals
but did say the surgical Regisirars would run all referrals via the surgical consultant
who would make the decision about acceptance. In hindsight, the Surgical
Reqgistrar acknowledged the surgical consultant should have heen contacted
earlier. The Surgical Regisirar subsequently completed fraining to improve their
CT interpretation skills.

89.The RCA team concluded that absent use of the referral and acceptance procedure
by junior surgical staff resulted in delayed acceptance by the surgical team which
resulted in delayed transfer which in tum contnibuted to delayed escalation fo
higher level care.

40_Although the local rural hospital doctor’s escalation to the regional tertiary hospital
Emergency Consultant was seen as a last resort, other avenues for escalation
were available as set out in existing guidelines within the HHS Hospital Transfer
Procedure for escalating concems when there is a delayed acceptance. These
escalation pathways included contacting consultants directly, escalating to RSQ or
escalation to the Executive Director Medical Services.

91.The RCA also observed that the clinical handover focussed on the surgical issue
rather than sepsis.

The interhospital transfer

492.The online Interhospital Transfer Request Form was completed by the local Senior
Medical Officer at 9:05pm. It reguesied transfer by ambulance and was
categorised as semi-immediate. A ‘nurse only’ escort was requested. The reason
for transfer was stated as “needs urgent surgical review for dislodged PEG. Free
air and fluid in abdo on CT™.

93.Information provided by the CQueensland Ambulance Service shows the QAS
received a call for service at 9:13pm on 2 March to provide an interhospital transfer
from the local rural hospital to the regional terfiary hospital with the local rural
hospital providing a nurse escort who would undertake primary clinical care during
the transfer. QAS was advised that Mrs D had peritonitis resulting from a dislodged
PEG tube and a family member would accompany her on transfer to the regional
tertiary hospital.

94 .The QAS request form was faxed to the regional tertiary hospital at 9:21pm for an
authorisation number. The QHAT code was Red 2B (urgent interfacility transfer
requiring paramedical level care and response time 30 minutes). A referral letter
to the regional tertiary hospital surgical team was also completed noting Mrs D had
been treated for lower respiratory tract infection after presenting with fever, feeling
generally unwell and with epigasiric tendemess the day following PEG insertion.
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PEG feeds were described as “relatively uneventful’. The events of that afternoon
were described as “on examinafion foday her abdomen felf moderately distended
and was generally tender, though there were no overt Perfoneal signs. Repeat
bloods foday revealed a markedly elevated CRP in the 330°s and a leucopemia. On
advice from gastroenterofogy a CT abdomen and PEGogram was sought. There is
a lot of infrapenitoneal fluid with some gas. Contrast lies in the stomach, though
there is some in the large bowel as well (Presidual from previous imaging). A formal
report is pending.” The reason for referral is documented as “?Penfoneal leak
following Peg insertion on 27.02.10".

95 _Reftrieval Services Queensland were not contacted during the referral or fransfer
arangements.

96.The QAS regional Operations Centre dispatched a paramedic at 9:33pm who
amived at the local rural hospital at 9:44pm. At this time there was a two-officer
QAS crew in local Unit 7138, In order to ensure ambulance coverage in the area,
the crew were retumed to the station and split, with cne paramedic dispatched to
facilitate Mrs D's fransfer as a single officer in another ambulance, and the other
officer remaining in the local area. The drew returning to the station and preparing
another vehicle resulted in a short delay in response fo the service call for Mrs D.
| am satisfied this delay had no bearing on the outcome for Mrs D.

97.A registered nurse who had completed her evening's work on another ward
volunteered to escort Mrs D in the ambulance. She had recently staried working at
the local rural hospital and had attended the hospital's interhospital transfer and
ambulance orientation two weeks previously. This was her first QAS escort. She
had Basic Life Support Skills.

498.The escort nurse reported having received a limited handover because the evening
shift ward nurse was having a busy shift. There is no documentation to indicate
that the HHS InterHospital Transfer Patient Checklist was completed prior to
transfer.

99 _An Acute Resuscitation Plan was discussed and a ‘life threatening condition’
explained to the family whose documented wishes were for full resuscitation.

100. At this time Mrs D had an elevated respiratory rate (30 breaths per minute),
elevated heart rate (112 beats per minute), normal level of consciousness (GCS
15/M15) but low oxygen saturations (88%).

101. The paramedic received a brief handover from the escort nurse who told him Mrs
D was being transported to the regional tertiary hospital emergency department
for emergency surgery due to a dislodged PEG resulting in pertonitis/sepsis. The
paramedic said the evening ward nurse called him aside to advise that Mrs D was
quite ill and “may deferiorafe duning fransport._or durimg surgery.” This concem
prompted the paramedic to generate a case note attached to the transfer but did
not result in a review of the transfer requirements. Family was armriving and Mrs
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['s daughter E asked if she could accompany her mother in the ambulance.
Motwithstanding the evening ward nurse’s express concems, the paramedic
agreed fo the request.

102.Before leaving the local rural hospital, Mrs D received 2.5mg subcutaneous
marphine for hreakthrough painfdiscomiort.

103_ At 10:00pm Mrs D's Q-ADDS score was 3. She was alert and orientated. The
escort nurse's retrospective note describes Mrs D as stable but unwell. Mrs D was
loaded into the ambulance together with the escort nurse and E. The paramedic
gave the escort nurse an introduction to the QAS equipment location and
functionality. The ambulance departed the local rural hospital at 10:15pm.

104. The escort nurse's retrospective note indicates Mrs D's oxygen saturations were
85% with no improvement on 2-4L oxygen via nasal prongs so she was changed
to 6L non-rebreather mask. Mrs D remained GCS 15.

105. At 10:34pm, the paramedic contacted the regional Operational Centre to advise
that a Critical Care Paramedic (CCP) may be required in the event that Mrs D's
condition deteriorated and it was agreed the paramedic would advise if that was
needed. | note that the closest CCP was located in the regional city at this time.

106. Shortly after leaving the local rural hospital, the escort nurse reported a high hlood
pressure reading (220/120) but was unsure if the blood pressure machine was
giving a reliable reading. They pulled over to the side of the road and a similar
reading was obtained manually. Her oxygen saturations remained low (79-80%)
on 15L non-rebreather mask and her carbon dioxide reading was 12. Reducing
the oxygen made no difference. The paramedic continued on to the regional city.
The escort nurse alerted him that Mrs D was deteriorating with dropping oxygen
saturations, increased respiratory rate and effort, and decreasing blood pressure.
A decision was made to divert to another nearby rural hospital for medical
assistance.

107. At 10:46pm the paramedic advised the regional Operations Centre that Mrs D's
condition had deteriorated. The ambulance amived at the other rural hospital at
10:47pm.

108.Mrs D was assessed and freated by hospital staff including consultation with a
Refrieval Services Queensland (R3Q) specialist medical officer.  On initial
assessment she was noted to have a reduced level of consciousness (GCS 14)
and increased work of breathing. She was tachycardic, hyperensive and
diaphoretic. Copious purulent discharge was oozing from the PEG site. The rural
hospital doctor described this as “feculent smeilling discharge from around the
PEG. She was soaked when they brought her in so it's still oozing from around that
FPEG site.”
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109. RS0 was confacted via a Telehealth Emergency Management Support Linit call.
A technical problem with the Telehealth equipment resulted in a delay between
video and audio support meaning video linkage occumed but the audio was
provided by telephone. Once the connections were established, the local Senior
Medical Officer and the RSQ Clinical Coordinator worked through the presentation,
starting with possible reversible causes for the reduced level of consciousness. |
have had the benefit of listening to the communications between RS0 and the
other rural hospital. Mrs D's daughter's significant distress can be heard in the
background throughout.

110.Noting Mrs D's pupils were non-reactive and 3mm and she been given
subcutaneous morphine prior to departing the local rural hospital, she was given
100mcg intravenous Maloxone at 11:35pm with an improvement in her GCS. She
was maintaining her airnway, her respiratory rate picked up and she was interacting
and obeying commands.

111. There was also discussion about the possibly Mrs D may have aspirated during
transfer. The RSQ Clinical Coordinator commented *_but regardiess | think she's
been absorbing the subcut morphine and that's alerfed her level of consclousness.
in the background she does have septic shock that’s going fo keep evolving. | think
they've just got to keep moving with this lady. So regardless her outcome is very
very poor and they need to be ready for that. She cowld die but she’s not going fo
do befter by staying with you guys | don’t think.™ The local Senior Medical Officer
agreed noting that from a time perspective and what they could offer there it was
probably going to take longer for a retrieval helicopter to land than getiing her back
in the ambulance and on the road to the regional tertiary hospital. It was agreed
that road transfer by ambulance as Code 1, lights and sirens, would be the fastest
option, this being a one hour road trip.

112. The RCA team noted the other rural hospital could only provide Basic Life Support.
There was no GP-anaesthetist available and the regional tertiary hospital was
considered the closest facility. It was noted that an RSC retrieval would take a
minimunt 1-1.5 hours.

113. The R3Q Clinical Coordinator initially recommended giving metaraminol but when
the blood pressure was rechecked it was 138112 and Mrs D was obeying
commands so the metaraminol was not given.

114. An Acute Resuscitation Plan was discussed with her daughter who confirned her
wishes for full resuscitation.

115. The RSQ Clinical Coordinator explained the severity of the situation directly to Mrs
D's daughter and told her “the best thing we can do is to get your mum to [...]
Hospital.. .she is gravely ill and despite this she may stll succumb._ I'm just very
scared that your mum might pass during this transfer. and | want you o be ready
Jjustin case.” The RSQ Clinical Coordinator agreed for her to travel with her mother
in the ambulance on the condition that she he strapped in. She then conveyed this
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to the paramedic stating “_Mum could die but nothing we're doing here is going fo
change any of that, you just have togetfo [.. 1”7

116. The local Senior Medical Officer was unable to leave the hospital as there was no

second on-call Medical officer rostered at the hospital and her departure would
have left the hospital medically unattended. The escort nurse agreed to continue
and the paramedic requested QAS back up. Reassessment of the appropriateness
of a nurse escort was not reconsidered and there was no escalation to the on-call
Director of Medical Services.

117. Due to the unreliable blood pressure machine during the initial transit, the RSQ

Clinical Coordinator provided the escort nurse with education on administering
metaraminol during transport with instruction for bolus doses if the radial pulse was
weak or not able to be palpated. Mrs D received a single dose of metaraminol prior
to transfer because she dropped her GCS a bit further, her GCS picked back up
after this. The escort nurse's retrospective note indicates that just as the
ambulance was leaving, the local doctor ran out to convey the RSQ Clinical
Coordinator's advice to change the plan to one ampoule of metaraminol in 1L
normal saline to be given throughout the transfer joumey.

1138 At 11:34pm the paramedic contacted the regional Operations Centre to request an

additional paramedic given the likelihood of Mrs D's deterioration. However, due
to a miscommunication issue within the Operations Centre, this request was not
actioned, resulting in QAS backup not being dispatched at the time of his request.
The paramedic was given to understand that a paramedic had been dispatched
but did not receive a response from the regional Operations Centre acknowledging
his request.

1159. The paramedic recommenced the interhospital transfer at approximately 11:42pm.

He was instructed to undertake the joumey as a code one, lights and sirens
response. The ambulance departed the other rural hospital at 11:44pm with the
escort nurse and Mrs D's daughter in the back.

120. Minutes later, while the escort nurse was drawing up the metaraminol infusion, Mrs

121.

D went into cardiopulmonary amest. The escort nurse immediately commenced
CPR. At 11:47pm, the paramedic advised the regional Operations Centre that CPR
was in progress. He pulled the ambulance to the side of the road to assist with the
resuscitation. He assisted with the insertion of a guedels ainvay. Mrs D's daughter
took over compressions as the escort nurse drew up more adrenaline. Mrs D
remained in a non-shockable rhythm.

Mo paramedic back-up arrived at the roadside after 10 or so minutes, so the
paramedic decided to retum to the other rural hospital with the escort nurse and
Mrs D's daughter continuing CPR. QAS records show the ambulance left the
roadside at 12:01am, amiving back at the other rural hospital at 12:04pm.
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122 _Emergency resuscitation efforts were continued for a further 20 minutes at the
hospital. Following discussion with Mrs D°s daughter, resuscitation efforts were
ceased and Mrs D was managed with comfort cares. She was declared deceased
at 1:00am.

123. The escort nurse’s retrospective note ended with the comment “E did a fantastic
Jjob at assisfing RN and Paramedic during this event. She was more than willing to
do so and her assistance was greatly appreciafed.”

124 QAS has since advised that the regional Operations Centre dispatched another
paramedic at 11:56pm to assist with the roadside resuscitation. However, there
was an intemal miscommunication whereby it was thought a retrieval helicopter
had been ordered and this is why no paramedic backup arrived at the roadside.

125.1 have had the benefit of listening to a phone conversation between the RSQ
Clinical Coordinator and the CQueensland Ambulance Senvice after the ambulance
left the other rural hospital seeking clarification as to why the transfer continued by
road. The RSQ Clinical Coordinator explained that the case came through as a
TEMSU call for advice “.and the response fime for a helicopfer would not be in the
same timeframe at all. | think this fady is highly likely fo die anyway.” It was
confirmed that the local doctor had not requested aeromedical retrieval. The RSC
Clinical Coordinator explained it was a 50 minute road trip and to get to the other
rural hospital and back to the regional tertiary hospital by helicopter “would fake
way longer than that.” The QAS representative suggested the crew thought the
doctor had requested the retrieval helicopter “.as in the doctor had said can you
gef the helicopter airborne?”

126. The RSC Clinical Coordinator explained that Mrs D had responded “guite nicely”
to what had been done; essentially she needed fluid and was getting some
intermittent metaraminol and she had septic shock which was going to continue
to evolve.

127. The QAS representative expressed a view that it would probably have been better
for the ambulance not to have pulled in at the other rural hospital and “keep
moving”. The RSQ Clinical Coordinator explained 7 think there’s a huge amount
of distress in the ambulance amyway and [ think that theyre caught in a difficult
situafion when you have the daughter with the pafient” The QAS representative
then recontacted the RS0 Chnical Coordinator to advise Mrs D had ammested three
minutes out from the other rural hospital so there may be a further request for RS0
assistance. The RSQ Clinical Coordinator expressed the view that continued
resuscitation efforts would likely be futile in the context of an arrest from septic
shock.

Issues arising from management of the interhospital transfer

128. In February 2018 an educational ‘roadshow’ was rolled out across the HHS as part
of a ‘safe to send’ campaign introducing a new HHS InterHospital Transfer
Procedure. This procedure had recently been updated to incorporate fime-critical
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and non-time critical fransfers, include a *Safe to SendfSafe to Receive’ checklist
and revised Escort Selection Guide and associated nurse checklist and to
incorporate information about the Interhospital Transfer Form which had been
updated to incorporate an SBAR handowver.

129. According to the Guidelines for Escort Selection and Mursing Escort Checklist:

= gne registered nurse with Basic Life Support Skills was a suitable escor for a
‘moderately dependent patient’ that requires monitoring, is agitated or confused
and shows potential for deterioration;

= one registered nurse with Advanced Life Supports Skills or a Medical Officer
was a suitable escort for a “high dependency patient’ with significant potential
for deterioration; and

= one registered nurse with Advanced Life Support Skills plus one Medical Officer
would be required for a critically ill patient transfer if RS0 was unavailable.

130.The criteria for assessing the reasonable prospect of deterioration included the

131.

patient's monitoring and oxygen requirements, haemodynamic stability and
intravenous infusions/additives.

After considering information about Mrs D's clinical status when she was accepied
for transfer to the regional tertiary hospital with reference the Interhospital Transfer
Procedure and RSQ Activation flowchart, the RCA team agreed that RSQ should
have been contacted at that time. That said, it did not come to a conclusion about
whether RSQ input at that time would have changed the decision for road transfer
by ambulance. This is because interviews with all staff involved in the transfer
revealed that despite an awareness that Mrs D was unwell, her potential for
deterioration to such an extent was not foreseen by any of the Medical Officers,
the escort nurse or the paramedic prior to departure from the local rural hospital;
none of those involved in the transfer from the local nural hospital considered her
to be “critically il

132_R50Q’s clinical review of the interhospital transfer identified that Mrs D appeared to

be critically unwell prior to departure from the local rural hospital. As such, the
clinical situation may well have justified having a medical escort during the road
transfer.

133. The RCA team considered that the Interhospital Transfer Procedure guidelines did

not provide sufficient objective criteria to assess reasonable prospect of
deterioration and may have delayed referral and escalation to RSQ. To address
this, the RCA team recommended review of the interhospital transfer procedure
and associated flowcharis and checklist to incorporate consideration of Q-ADDS
stahility (or trending) in the hours prior to transfer, upgrading sepsis criteria from
the ‘moderate’ to ‘high dependency’ risk score in the escort selection guide and,
given the potential for rapid deterioration, to require consideration of consultation
with RS0Q for all sepsis cases prior to transfer.
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134.1 am satisfied that the paramedic recognised that Mrs D needed urgent medical
assistance when he diverted the transfer to the other rural hospital. The decision
that onwards transfer by moad ambulance with a nurse escort was made by the
RSC Clinical Coordinator and the local hospital doctor. While recognising the
implications of this decision, the paramedic fried to comply with the instructions he
was given by health service staff. He fried o get an additional paramedic but Mrs
[ arrested before this occurred. | accept the QAS advice that while an additional
paramedic may have provided additional manual assistance it would not have
increased the level of clinical care available to Mrs D during the onwards transfer.

135.The RCA team considered that the other rural hospital staff commectly followed
procedure by contacting RSQ at the eariest opportunity. The RCA team noted the
decision to continue the road transfer to the regional tertiary hospital was a time-
critical decision where surgical intervention was perceived, by all involved, fo be
Mrs D's best chance of survival. However the other nural hospital, with Level One
Emergency Clinical Service Capability, was unable to support a critically ill road
transfer because it was not possible to provide the recommended Medical Escort
without its Medical Officer ‘leaving the post’, an option that would only be
considerad as a last resort. The RCA identified there was no formal procedure for
level 1 Clinical Service Capability Framework facilities like the other rural hospital
to access medical back-up when road transfer of a crtically ill patient is required.
This contributed to a medical officer being unable to escort Mrs D from the other
rural hospital leaving her in the care of escorts who were not optimally equipped to
support a critically ill patient.

136. The RCA team concluded that the urgency of the situation and the other rural
hospital’s proximity to higher level care at the regional tertiary hospital contributed
to the decision to continue the road transfer rather than activate an aeromedical
retrieval and initiate further stabilisation measures at the other rural hospital.
Further, it was considered that the urgency of the situation may also have
contributed to lack of escalation to the Executive Director Medical Services and the
selection of escorts (the registered nurse) and a single paramedic who were not
optimally equipped fo support a critically ill patient.

National and State initiatives to reduce sepsis-related deaths

137. Sepsis is a life-threatening illness.

138. The Australian Sepsis Network's report Stopping Sepsis: A National Action Plan
{December 2017) cites over 18,000 Australians suffer from sepsis every year, 5000
of those affected will die, and of those who survive, half are left with a disability or
impaired function.

139.In May 2017, the World Health Assembly at the World Health Organisation

recognised sepsis as a global health priority by formally adopting a resolution to
improve the prevention, diagnosis and management of sepsis around the world.
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Early treatment is known and proven to save lives.

On 16 November 2017, The George Institute for Global Health and the Australian
Sepsis Network convened a policy roundtable to address the pressing need fo
improve the awareness, prevention and treatment of sepsis in Australia. This
process explored the challenges of early detection and best management of sepsis
in pre-to-posthospital care. It culminated in the development of a co-ordinated
national action plan including a recommendation to establish and develop a
nationally recognised clinical standard for sepsis detection and treatment including
clinical care pathways for rapid in-hospital detection, treatment and management.

In 2017, the Queensland Department of Health established a Statewide Sepsis
Steering Committee to provide advice and guidance for a statewide sepsis program
aimed at reducing mortality from sepsis. As part of this process, the Depariment of
Health developed and piloted an emergency department adult sepsis screening
tool and pathway at the Gold Coast University Hospital emergency department.

By July 2018, 16 public hospitals had joined the Adult and Paediafric Sepsis
Breakthrough Collaborative. This inifiative enabled teams from multiple hospitals
to test and share ideas to achieve reliable recognition and treatment of sepsis
patients presenting to Queensland's larger Emergency Depariments.

In April 2019, a 12 month Rural and Remote Sepsis pathway trial commenced with
seven Hospital and Health Services (Tomes and Cape, North West, Ceniral West,
South West, Cenfral Queensland, Townsville and Wide Bay) pariicipating. In
Movember 2019, all Rural and Remote Emergency Depariments in Queensiand
were invited to use the sepsis pathways. As at February 2020, a total 100 sites
had joined the frial project.

| am advised that on 17 Jan 2020 the relevant HHS nominated seven of its CSCF
level 2-3 facilities (including the local rural hospital) to participate in the Rural and
Remoie ED Sepsis Pathway Trial and ordered Rural & Remote (R&R) ED Sepsis
Pathways (both adult and paediatric). Since there are four versions of adult
pathways to choose for each HHS, the pathway with prescribing anfibiofic
guidelines - High MRSA, Tropical (north of Mackay) — was chosen. As at 14 April
2020 it was confirmed the Rural & Remote ED sepsis pathways had been
implemented in all the HHS participating sites.

The Rural & Remoite ED Adult Sepsis Pathway directs clinicians to screen all adult
emergency department patients who meet any of the following criteria:

looks sick

you suspect they have sepsis

has a suspected infection

fever symptoms (or recent fever symptoms)

hypothermia <355

signs of clinical deterioration (eq total Q-ADDS score of 4 or higher)
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147 The Pathway directs clinicians fo consider whether the patient has any of the

following risk factors:

« representation within 48 hours
malnourished or frail
immunocompromised/aspleniameutropenia
indwelling medical advice
recent frauma or surgenyfinvasive procedure
postpartum/miscamiage
IV drug use or alcoholism
Abornginal or Tomes Strait Islander.

148. 1t then directs consideration towards whether there is any reason o suspect an

infection.

145 If the answer to those considerations is yes, the Pathway directs the clinician to

consider whether the pafient has any high or moderate risk factors. In particular,
the high risk factors include systolic BP <90 (or drop =40 from normal) and lactate
ZmmaolfL or higher (if known).

150. The Pathway then directs certain actions depending on the presence of any high

151.

or moderate risk factors. These include obtaining immediate senior medical officer
review, ensuring lactate is taken and consideration of contacting RSQ.

If senior medical review assesses likely sepsis or seplic shock, the Pathway then
directs immediate commencement of resuscitation and treatment for sepsis,
namely lactate measurement, taking blood cultures, commencing appropriate
intravenous anfibiotics and (if clinically indicated) intravenous or intracsseous
fluids, consider vasopressor supports for hypotension during or after fluid
resuscitation facilitating rapid source control (noting that if this requires operative
intervention there is early notification to the appropriate surgical or interventional
team), reassessing and monitoring the patient's response to resuscitation and early
referral to the relevant team with clinical handover.

152 The Pathway also provides guidance about antibiofic selection.

153. | understand work is ongoing to incorporate a digital sepsis module to support early

sepsis recognition in the iIEMR system being rolled out across Queensland public
hospitals.

154 Nationally, the Australian Sepsis Network is working with the Australian

Commission on Safety and Quality in Healthcare to develop Sepsis Guidelines and
a Clinical Care Standard by mid-2021.

Findings into the death of FD FPage 23 of 28



88

Findings Pursuant to s45 of the Coroners Act 2003

Identity of the deceased:

How she died:

Findings into the death of FD

[de-identified for publication purposes)

FD died from complications following dislodgement
of her recently inserted PEG tube.

There were multiple missed opportunities by the
local rural hospital treating team to have assessed
and reassessed possible causes for Mrs O's initial
presenting signs and symptoms and the developing
hypotension, reduced oxygen saturations and
abdominal pain before she deteriorated acutely on
the afternoon of 2 March 2018. These included a
failure to review and act on an elevated lactate and
blood tests results showing an elevated white cell
count and raised inflammatory markers and failure
to recognise indicators of clinical deterioration over
the course of the aftermoon and night of 1 March
2018. Earlier recognition and response to these
aspects of the evolving clinical picture over the
course of 1-2 March should have led to earlier active
consideration and investigation of the possibility that
Mrs D was experiencing a PEG-related complication
rather than aspiration pneumonia. This in tum would
have led to earier engagement with the
gastroenterology team and earier transfer to higher
level care for interventional management not
availahle at the local rural hospital which could have
significantly changed the outcome for Mrs D.

While there was an immediate and appropriate initial
response to Mrs D's acute deterioration on the
aftemoon of 2 March 2018, the management of her
referral and transfer to the regional tertiary before
she left the local rural hospital was inadequate. Mrs
D should have been accepted by the regional
tertiary hospital surgical team following the initial
phone contact at around 6:30pm. Consideration
should have been given to contacting Refrieval
Services Queensland to discuss the most
appropriate transfer option before she left the local
rural hospital. While consultation with RSQ at this
time may not have changed the decision to transfer
her by road, it was a missed opportunity to consider
the appropriateness of fransporting a crtically
unwell patient without a medical escort. That said,
given just how unwell Mrs D became so soon after
leaving the local rural hospital, the presence of the
medical escort is unlikely to have changed the
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outcome for her by that time. Further, it can not be
said with any certainty that the outcome would have
been any different for Mrs D had aeromedical
retrieval been requested and acfioned at that time.
Rather, her chances for survival would have been
maximised by earlier recognition and response fo
her clinical deterioration over the previous 24 hours.

| commend the attending paramedic, the escort
nurse and Mrs D's daughter for their management of
Mrs ['s deterioration after the ambulance left the
local rural hospital. They were faced with a very
difficult and highly distressing situation that no one
had anticipated prior to their departure from the local
rural hospital. | am satisfied that Mrs D was
managed promptly and appropriately at the other
rural hospital with guidance from Retrieval Services
Queensland. | accept that by that stage Mrs D was
s0 unwell the decision to confinue the road transfer
to the regional tertiary hospital, knowing she could
well die enrouie, was the best and fastest option o
give effect to the family’s confimed wishes for full
resuscitation and active treatment. This was
carefully explained to the paramedics, escort nurse
and Mrs D's daughter, all of whom were aware of the
chance Mrs D may not survive the transfer. The
presence of a medical escort for the continued
transfer would not have changed the outcome for
Mrs D.

| am satisfied that implementation of the new sepsis
pathways at the local rural hospital and other sites
across Queensland will assist greatly in improving
early recognition and response to sepsis.  In
particularly, the screening focl and treatment
pathways will assist in addressing the opporunities
missed by the local rural hospital freating team
responsible for Mrs D°s care over 28 February — 2
March 2018.

The current statewide focus on sepsis in children
and adults and the initiatives flowing from the work
of the Queensland Sepsis Collaborative are
extremely encouraging.

3 March 2018

[Rural Hospital]
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| close the investigation.

Ainslie Kirkegaard
Acting Coroner
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1(a) Sepsis (enterohacter cloacae)

1(k) Peritonitis

1(c) Leaking Percutaneous Feeding Tube

1(d) Oculo-Phanymgeal Muscular Dystrophy

2 Atherosclerofic Cardiovascular Disease, Vahular
Heart Disease, Chronic Obstructive Airways
Disease

CORONERS COURT OF QUEENSLAND

4 May 2020
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